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PHONE 208-334-6626
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RICHARD M. ARMSTRONG - Director

April 9, 2015

Steve Young, Administrator
Yellowstone Group Home #3 Hoopes
560 West Sunnyside

Idaho Falls, 1D 83402

RE: Yellowstone Group Home #3 Hoopes, Provider #13G065

Dear Mr, Young:

This is to advise you of the findings of the Medicaid/Licensure survey of Yellowstone Group
Home #3 Hoopes, which was conducted on March 26, 2015,

Enclosed is a Statement of Deficiencies/Plan of Correction Form CMS-2567, listing Medicaid
deficiencies and a similar form listing State licensure deficiencies. In the spacés provided on the
right side of each sheet, please provide a Plan of Correction. It is important that your Plan of
Correction address each deficiency in the foHowing manner:

1. What corrective action(s) will be accomplished for those individuals found to have been
affected by the deficient practice;

2, How you will identify other individuals having the potential to be affected by the same
deficient practice and what corrective action(s) will be taken;

3. What measures will be put in place or what systemic change you will make to ensure that
the deficient practice does not recur;

4. How the corrective action(s) will be monitored to ensure the deficient practice will not
recur, i.e., what quality assurance program will be put into place;

5. The plan must include the title of the person responsible for implementing the acceptable
plan of correction; and
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6. Include dates when corrective action(s) will be completed. 42 CFR 488.28 states
ordinarily a provider is expected to take the steps needed to achieve compliance within 60
days of being notified of the deficiencies. Please keep this in mind when preparing your
plan of correction. For corrective actions, which require construction, competitive
bidding or other issues beyond the control of the facility, additional time may be granted.

Sign and date the form(s) in the space provided at the bottom of the first page.

After you have compieted your Plan of Correction, return the original to this office by
April 22, 20185, and keep a copy for your records.

You have one opportunity to question cited deficiencies through an informal dispute resolution
process. To be given such an opportunity, you are required to send your written request and all
required information as directed in the State Informal Dispute Resolution (IDR) Process which

can be found on the Internet at:

www.icfmr.dhw.idaho.gov

Seroll down until the Program Information heading on the right side is visible and there are three
IDR selections to choose from.,

This request must be received by April 22, 2015. If a request for informal dispute resolution is

recetved after April 22, 2015, the request will not be granted. An incomplete informal dispute
resolution process will not delay the effective date of any enforcement action.

Thank you for the courtesies extended to us during our visit. If you have questions, please call
this office at (208) 334-6626, option 4.

Sincerely,

MICHAEL CASE NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
MC/pmt

Enclosures
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hand 1o fage, arm ar chest pinching self or biting X !
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Ingivigual 1 "Will choase an offered teizure
ity (see 'Likes' llst in IPP) I::eMeen a ¢hoice
specific verbai cues,”

defined as ealing objects that are not,
renation rélated to the function of the
included "tolgain attention of staff and/or
bored and feels like she has nothing
r as sengory satisfaction "

oral Assessment included a : :
\f behawor for PICA which stated i
Indivigual #§1 "Wl accept sensory item (‘chew'
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at retardation and autism with OCD
mptorms.
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During an i terwew on 3/26/15 from 9:30 - 11:45
"a.m., the LPN stated HRC approval had not been |
abtamed for the use of the diug for Individual #2.

The facllity failed to ensure HRC approval was
oblained prior to the use of V'ahum for Individual

#2

483 4500 Pr-;aoc-RAM MONITOR]NG &
CHANGE : :

|
The committee should insure that these programs
are conducted:only with the wdtten inforrned

oonse
minor)

approval for the use of the body suits.
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ic drug) 10 mg prior to CT Scan. Her
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was deterrined the facility:failed to ensure
individuals were prm ided with. general and
preventatiye medgca care for 1 of(3 individuals
(Indw‘dua! 13 whpse,z medmaE records were -
reviewed. IThis resu ted in an lndwldual not :
receiying Health carg services in accordance with :
her needs.) The fi ndmgs include; .

I 1. Individual #1's ?H /14 IRP stated she was a 21
year d1d fenale whose dlﬂgpoﬁes included
savere mepial retardat[an and seizure disorder.

Indivigdual #1's reﬁpr{ docuniented she had a
VNS (Vagus Nerve Stimulator) implant to assist
“with geizure control. {Her ragord included a VNS
protogol, dated 3/.’_29/12 whigh stated if Individual |
#1 was haying a setzure, staﬁ‘ were to “Hold
miagnet onlthe devzm in {Indiwduai :#1's] chest for
3 secpnds!’ .

The Ameri¢an Epllepsy Fou]ndatmn wehsite
(wwwiepilapsy, cor,*n) stateca VNS implant :
consisted of a generator Implanted under the skin N
with electrodes attached {oithe Vagus nerve inthe i
nack.| The|generaton would|send électrical
stimulation|to the perve to gssist with seizure
control. E]

The websi stateéi a burst of gtimulation could be
sent from the genérator by swiping a VNS
magnpt acloss the g =nera‘tor This burst of
stimulation]could sto D of shorten a seizure, !

The website:also sta @d holding the VNS magnet |
overthe g neratoq temporanty tumed the unit off
and prevented it fnon‘ prov'dmg stimulation. : :

As written, itha lnstruq:ticms m individual #1's VNS
Protocol would cause the VNS generator to be
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includes spacial stu ies when needed

This STAN lfi\RD is fiot met as evidenced by:
Basgerl on fecord review and staff interviews, it
was determnined tHe ﬁac;frty failed to obtain special
siudias asrremmme ded forz of 3 individuals
! (Individual #2 and f#B
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The findings incléide:
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Carel Thel resident must have the epportunity to
parti¢ipate in‘his plan of care. Residents must be
adviged of alternativa courses or care and
treatinentjand their consequences when such
alterhatives are avaitable, The resident's
preference about alternatives must be elicited
and considered in-deciding on the plan of care. A
resident njay request, and Hnust be entitled to,
reprgsentation and assistarjce by any ¢onsenting
person of his.cholce in the planning of his care
and {reatment.
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To R articigate in the Davelspment of Plan of
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Has been reviewed and appraved by the facillty's
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Mp193{ 16.03.11.075:10(c) Consent of Parent or wmtos | |f| ;
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The facility must provide a mechanism which
assures that each resident’s health problems are
brought tg the attention of g licénsed nurse or '
physician and that evaluatian and follow-up "
oceurs relative i these proplems. In addition, iy
services which assure that prescribed and
planced health services, médications and diets
are made available o eac:hiresident as orderad
musi be provided as follows: |
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i Refer to W322, :

Laboratory Examinations i

|
i
: ' i
MM750| 16,03.11.270,02(1)(ii) Routine Screening mmrsof .
: ; i

 Eiifeal of Facity Standargs é =T
STATE FORM ; e ol
: i ;

if continuation shea! 2 ot 4

Y




04/2;

Bu

2/2015 10;38A)

real of Fagility S

{ FAX

tandards

|

|

t

I 003770038

PRINTED: 04/08/2015
FORM APPROVED

574
AN

\TEMENT OF OEFICIY
h PLAN OF CORREGT

NCIES
HON

(%4} PRY
LE

13

PVICER/SUPPLIER/CLIA
NTIFICATION NUMBER:

tGOBS5

(L) MUl
A BUILDY

ol

iFLE CONSTRUGTION

(%3) DATE SURVEY
COMPLETED

B, WING |!

03/26/2015

NA|

YE

1E OF PROVILER OR

LLOWSTONE GR

SURPLIER

Qup HPME #3 HQ

1949 HOOPES

i STREETADDRESS, Of
OPFS IDAHO FALLS, ID 534

i-$

bis

}

TATE, ZIP CODE

TAG

il
EACH
EGULA

4) D
CriX

AMARY STATEMENT ¢
EFICIENCY MUSYT 36
ATORY OR LSC IDENYY

0F DEFICIENCIES
PREGEDED BY FULL
FYING INFORMATION)

!

o |
PREFIX|
TAL ¢

CROSGS-REFCRENGED TO THE APPROPRIATE

PROVIDER'S PLAN QOF CORRECTION

X5
(EACH CORRECTVE AGTION SFIOULD BE i

COMMLETE
DATF,

DEFICIENCY)

M

MM758

"

I\JMTSS' 65,

Vi7FS0

lngkad arq
the reside

MB55,

370,02

ailable ¢

From|page 2

Creening laboralo
d necessary by t
udies when the in
is not met as evi
Y328,

70,02(0() Locke
tions in the facilit;
a(s) excapt durin
nt is repelving the
is not met as ovi
1383,

bdication §
and menitorad or
nurse andfor a i
ationd must ba d
days and records
ion taken o corre
ept on fils by the £
is not et as evi
362.

70.08(c} Training

the a functicmai'
record for each:

shows svidence
senvid

set forjavery resi

'y exarninations, as
¢ physician, and
iex|0f suspicion Is

dericed by:

d Area

y must be Kept in a
g those times when
rddication,
Hericed_ by:

F{iv) Meﬂiﬁ:a’:hsan System

ystermn must ba

a fagular basis by a
fensed pharmacist.
one at least every

of the evaluation, as
¢t noted problems,
acility. administrator.
denced by

anrlﬁ Habhiltation

training and
resident maintained

o all training and habllitation

of training and

e activitied designed to meet the

1enf.

MM750)

;
1

MM753

MM758]

MM855 |

Burea
STATE

o Faciy &
FORM

ndards

If continupkion shaat 3 of 4




0472272015 10;38AM FAX

0038/0038

E L PRINTED: 04/08/2015
! Pl FORMAPPROVED
Bureau of Fagility Standards ! i
STATEMEN] OF DEFICIENCIES | | {X1) FROVIDER/SUPPLIER/CLIA (42) MULTIILE CONSTRUCTION {X2) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILOING COMPLETED
-
| | 156065 B WING L. 03/26/2015
X : 1E
Nﬁ'\ﬂE QF PROVIDER DR SUPPLIER : STREET ADDRESS, CTV. "WE, ZIP CODE
: 1948 HOOPES i
YELLOWSTONE GROUP M |
G QUP HOME #3 HQOPES IDAHQ FALLS, ID 84404
{X4y 10 SUMMARY SYAYEMENT DF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION T s
PREFIX EACHIDERICIENDY MUST BI PRECEDED BY FUILL PREFIX] {EACH GORREGTIVE ACTION SHOULD BE GOMPLETE
PAG REGULATORY O] LS IDEMTIFYING INFORMATION) TAG & CROSS-REFERENCED TO THE APPRUOPRIATE DATF
! DEFICIENCY)
8531 Continued From page 3 MMB55
ThigiRule| is not et as evidenced by: :
Refdr to W239 ard W240, :
i
S
il
1
i
i
- !
L ;
! }
i l
Ca i
Buraay of Fodlity Standards S
STATE FORM v Fodran If continuation sheet 4 of 4
B
[
Pl
il
1l
i




Aspire Human Services Yellowstone
S60 W, sunnyside ldaho Falls, ID 83402
Phone: 208.523.9839 Fax: 208-522-0224

tovetamel A SPiTe e oW Sione
560 W. Sunnyside

daho Falls, ID 83402

208.523.9839

steveyo@aspirehumanservices.com

RECEIVED
MAY 11 205

DIV OF LIC & CERY

May 4, 2015

Michael Case

Health Facility Surveyor
Non-Long Term Care
3232 Elder Street
Boise, iD 83720-0009

RE: Ptan of Correction
Hoopes, Provider # 13G065

Dear Michael Case:

Thank you for your supportive approach during the recent annual recertification survey at the Hoopes home.
As a new leader for our team, | appreclate the opportunity that your group provided for myself and the
newest members of my team, Please see our responses below for each citation and contact us if you have
any questions or concerns refated to any item.

Tag: Wi24

Individual 1 has a revised written informed consent in the chart with HRC and Guardian approvai that contains a
print-out of side-effects, food and drugs to avoid, and specific warnings for all psychotropic medications obtained
from the United States National Library of Medicine and Public Medical Heaith website. All charts are being
reviewed at the facility to ensure that this information is inciuded in any written informed consents related to
psychotropic medications, Training s scheduled for the QIDP and Nursing staff of the facility on the policy and
procedures for behavior management at the facility to ensure the understanding of informed consent. Aspire
Human Services: Yellowstone is currently performing peer-completed chart reviews that contain review items
verifying that informed consents contain sufficient information. Deficiencies identified during this review process
are reported to the Program Manager who will identify an immediate plan of corrective action to remediate any
discrepancies,

Person Responsible: QIDP, RN/LPN, Program Manager

Compietion Date: 05/01/2015
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Completion Date: 05/01/2015
Tag: W214

Individual #1 has a revised Functional Behavior Assessment that accurately reflects the medical conditions {or
lack thereof) impacting the individual’s manifestation of maladaptive behavior. Aspire Human Services
Yellowstone is currently performing peer-completed chart reviews that contain review items assessing if the
Functional Behavior Assessments accurately refiect the impact of existing medical conditions on an
individual’s maladaptive behavior. Deficiencies identified during this review process are reported to the
Program Manager who wilt identify an immediate plan of corrective action to remediate any deficiencies.
Training is scheduled for the QIDP team on the integration of DSM-5 information (specifically, dlagnostic
criteria) Into the Functionat Behavior Assessment in order to ensure that the psychotropic medication plan is
aligned with accurate behavior programming and supported by the collection of valid behavior data.

Person{s) Responsible: PBSC, Program Manager, QIDP

Completion Date: 6/1/2015

Tag: W239

Individual 1 has a revised Functional Behavior Assessment that accurately reflects the functional relationship
between the identified maladaptive behaviors and the recommended replacement behavior programming. This
information was used to complete a revised behavior management program that includes training program(s) for
specific appropriate replacement behaviors to substitute for the identified maladaptive behaviors. Aspire Human
Services: Yellowstone is currently performing peer-completed chart reviews that contaln review items assessing if
the Functional Behavior Assessments accurately identify functional relationships between the identified
maladaptive behaviors and the recommended replacement behavior objective, and to ensure that behavior
programs are in place for all individuals when indicated. Deficiencies identified during this review process are
reported to the Program Manager who will identify an immediate plan of corrective action to remediate any
deficiencies. This process will be scheduled and monitored using a new tracking system to ensure that it occurs.
Training is scheduled for the QIDP team on effective best-practice methods related to the assessment of functional
behavior relationships, and the conversion of this information into behavior programming, including the
requirement for training programs associated with all identified formal maladaptive behavior issues.

Person(s) Responsible: QIDP, PBSC, Program Manager

Completion Date: 6/1/2015

Tag: W240

Individual #1 has a revised 1:1 protocol stating “staff will be within arms length during waking hours” due to
her siezure disorder. All other 1:1 individuals have revised 1:1 protocols as well to ensure instructions to staff
are clear and followed. When compieting the application for Special Rates, the team will evaluate the IPP,
Functional Behavior Assessment and refated consents. This information will be reviewed by the guardians and
HRC committee members and will include specific protocols for use of restrictive levels of supervision,
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including line- of- sight, arm’s length, or others. The BMP and IPP will als¢ include specific guidelines for the
implementation of 1:1 supervision {or other restrictive levels of supervision} and other behavior management
strategies used to prevent or protect the individual (or others} from harm, The QIDP will ensure that these
practices correspond with information contained within the written consents.

Person(s} Responsible: QIDP, PBSC, Program Manager

Completion Date: 6/1/15

Tag: W262

Individual 1 has a revised Functional Behavior Assessment and related behavior program that accurately reflects
the use of items, procedures, and systems which are potentially stigmatizing to Individual 1 to control or prevent
the identified maladaptive behavior (body suit). This revised program will/has been provided to the guardian and
HRC and has been reviewed and approved by the committee. All charts are being reviewed at the facility to ensure
that programs designed to manage inappropriate behavior (and others} that involve risk to client protections and
rights {such as the odd-usage of clothing)}, are based upon accurate functional behavior assessments and contain
ctear descriptions and guidelines related to any programming that could be viewed as restrictive in nature. In
addition, peer-reviews will assess if the information presented to the guardian and HRC is written with sufficient
specificity and detail to illustrate both the restrictive techniques as well as any less-restrictive strategies, prior to
review and approval. Deficiencies identified during this review process are reported to the Program Manager, who
will identify an immediate plan of corrective actfon to remediate any deficiencies. This process will be scheduled
and monitored using a new tracking system to ensure that it occurs, Training is scheduled for the QIDP staff of the
facility on the policy and procedures for behavior management at the facllity to ensure the clear understanding of
the use of restrictive technigues used to manage individual behavior and requirement for informed consent on
these types of procedures,

Person(s) Responsible: QIDP, PBSC, Program Manager

Comptletion Date: 6/1/2015

Tag: W263

Refer to tag W262

Tag: W289

Individual 1 has a revised behavior management program that includes training program{s) for specific appropriate
replacement behaviors to substitute for the identified maladaptive behaviors. This program includes the following
guldance for the use of Individual 1’s body sult:

o[JO0CCOO00 -Individual 1 will be have the opportunity to choose preferred colors and styles of her badysuits to the
best of her ability.

«[0000000 -Currently, individual 1 prefers one-piece- type of bodysuit; staff will ensure that no fewer than 10
bodysuits are laundered and available in the home at any time.

«[J00CO000 -Bedy Suit is to be used between the hours of 8:00 am and 10:00 pm.

«D0000000 -Staff assist her to put on her body suit using positive approach, verbal praise, and physical assistance,
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eJCO00000 -Individual 1 maintains the right to refuse the use of the body suit, refer to refusal guidelines. Do not use
force with Individual 1 to dress her in the bodysulit.

eLI000O00 -Staff will physically assist Individual 1 to remove bodysuit after waking up in the morning.

«O0000O00 -QIDP wilk monitor and track use of the body suit an a monthly basis {at minimum) or sooner if indicated.

All charts are being reviewed at the facllity to ensure that [PPs for alf individuals incorporate specific programs for
the use of any systematic interventions used to manage individual behavior. In addition, peer-reviews will assess
the IPP to ensure that is contains any systematic interventions used to manage client behavior. Deficiencies
identified during this review process are reported to the Program Manager, who will identify an immediate plan of
corrective action to remediate any deficiencies. This process will be scheduled and monitored using a new tracking
system to ensure that it occurs. Training is scheduled for the QIDP staff of the facility on the policy and procedures
for behavior management at the facility to ensure the clear understanding of systematic interventions or
techniques used to manage individual behavicr and the requirement that these be incorporated into the
individual’s IPP.

Person(s} Responsible: QIDP, PBSC, Program Manager

Completion Date; 6/1/2015

Tag: W322

Individual #1 has a revised VNS protocol with updated and specific instructions to staff. Protocol was updated
on the seizure reports as well. All other seizure protocols were reviewed and revised as needed. RN will
review all charts at quarterly nursing reviews, LPN’s will also review the protocols for seizures and seizure
medication for all individuals during quarterly nursing review as well,

Person{s) Responsible: RN, LPN

Completion Date: 6/1/2015

Tag: W326

RN was replaced. New RN will work with LPN’s one day weekly to ensure all necessary required medical
procedures, labs, physicals, and so on, are being completed as needed. RN will review all nursing services
provided to ensure accuracy. LPNs have a schedule of ali necessary labs/procedures that are updated as
needed. LPNs also do quarterly chart reviews and special studies/procedures/lab work will be part of the
review to ensure completion. Quarterly chart reviews will be reviewed by RN. This was completed April 20,
2015,

Person{s) Responsible: RN, LPN’s, Program Manager.

Completion Date: April 20, 2015
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Tag: W362

The facility has replaced the pharmacist and has since completed quarterly pharmacy reviews on schedute.
RN will review schedules, MARS, and ensure quarterly pharmacy reviews are compteted per policy. LPNs will
have schedule of when Pharmacy reviews are due and will scheduie those reviews with the Pharmacist,
Quarterly chart reviews that are done by LPNs with review by RN have Pharmacy reviews listed as part of the
items to be identified as being completed. If Pharmacy reviews are missed then they will be completed as a
make-up review and stated as such and then wili resume reviews as scheduled.

Person{s) Responsible: RN, LPN

Completion Date: 5/1/2015

Tag: W383

The Lead staff will ensure only medication-certified staff will have access to keys to medications. The keys will
be kept either on-person or securely locked in a lock box with combination where only med certified staff will
have access to the combination. Lock box was purchased and keys put in. QIDP will have list of certified staff
and monitor through Lead staff and nursing. Nursing wil! be conducting monthly reviews of each home and
med certified staff, This will include the focation of the keys and security of med carts. Nursing will also be
conducting annual re-delegations of those med certified staff to ensure proper knowledge and policy is being
implicated.

Person(s} Responsible: QIDP, LPN, RN, Lead staff

Completion Date: 6/1/2015

Tag: W388

Nursing will be cross checking bubble packs, and Medication Administration Records (MARs) each month
when cycle meds are delivered to ensure accuracy. Lead staff will recheck Medication Administration Records
against the bubble packs when checking meds in, Any discrepancies are to be reported to Nursing. Nursing
will also be cross checking MARs, bubble packs and physician’s recaps on a quarterly basis to ensure uniform
documentation. Nursing wil aiso be addressing at the May house meetings with alf staff to report or question
any discrepancies that may have been missed. A handout will be provided during the training.

Person{s) Responsible: LPN, RN, Lead staff

Completion Date: 6/1/2015

MM164-

Refer to W124,
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MM194-

Refer to W262

MM196-

Refer to W263

MM197-
Refer to W289
MM730-

Refer to W214.

MM735-
Refer to W322.

MNM750-

Refer to W326.

MM753-

Refer to W383.

MM?758-

Refer to W362.

MM855-
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Refer to W239 and W240.

o 5/5;4

Program Supervisor Date




