IDAHO DEPARTMENT OF

HEALTH « WELFARE

DEBRA RANSOM, RN, RH.LT,, Chief
BUREAU OF FACILITY STANDARDS
3232 Elder Strest

P.0. Box 83720

Boise, ID 83720-0009

PHONE 208-334-6626

FAX 208-364-1888

C.L. "BUTCH" OTTER — Govemor
RICHARD M. ARMSTRONG - Director

April 9, 2015

Steve Young, Administrator

Yellowstone Group Home #4 Fox Hollow
560 West Sunnyside '
Idaho Falls, ID 83402

RE: Yellowstone Group Home #4 Fox Hollow, Provider #13G066

Dear Mr. Young:

This is to advise you of the findings of the Medicaid/Licensure survey of Yellowstone Group
Home #4 Fox Hollow, 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 spaces 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 following 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 completed your Plan of Correction, return the original to this office by
April 22, 2015, 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 oppottunity, 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

Scroll 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
received 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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COMPLETION
DATC

W 312

Cont

directed specifica
even}ual glimina

the ofugs were ef

{Individuals #1 an

nued From prge 14

ily towards the reduction of, and
n of, thelbeha\'lors for which
ploycd for 2:0f2 individuals
é whose inedication

redugtion plans w&re rewewed Thig resulted in

individuals recelv

fjg beh’av or rnodlfymg drugs

withgut plans. thagildentlded the drug usage and

how it may chan

1. Ingividual #1's

in relation to progress or

120014 PP $tated hewas a 25

regression. The”dmgs! ing lude
M

year old male whose dlagnases inclugdad

modérate intellec

a. Individual #1's
21213, stated he
drug} 1 mg 1 hour
record document
10/28/14.

However, Indivig

at dxsabfilty autism and OCD.

thslman Recap Order, dated
received lprazepam (a anxiolylic
prior to dental visits. His

= the drug was tast used on

:
I

plan fo teach Ind

al #1 slreu:urd did not include a
dueﬂ #1h OWEtO cope with

dentai appointmarits and e entually eliminate the

needifor the drug
During an intervi
a.m.,
used to havea p
appo
place,

b. Individual #1° 5!
212115 3 stated. he 1

anhconvulsant dru}g) 500 qu daily and Haldol (an '
antipsychotic. drug

on 3/26/15 from 9:30 - 11:45

the QO|DP stated he believed Individua! #41

related]to dental

ntments, b} stalej no current plan was in

hyslclan Recap Order, dated
cewed Depakote (an

1 mg|each evemng

Individual #1's Psthotra‘plc Medicatlon Plan,

fewsbd 12/3{14,

tated bpth drugs were

prescnbed {0 add

ress his aggressmn The plan

W 3712
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stated the crlterid ar both drugs was 3 incidents |
or legs of aggrest n pef mpnth for 3 consecutive

momhs Howeve
drug yvoufd be re

was met.

During an intervi

The
for 1adaptrve
mcorporated into

| 2. Inélviduai #2's
16 year old male
intelléctual disabi)

Individual #2'&m
contdined a 2/27,
{an anxlolytic:dru
! last used on 3/2/15.
Howaver, Individy

appejntrments an
for thie drug.

Durin
a.m.,

pIace for Individ

{ The
was

facility failed

dental visit. His re{‘,o
plah to teach: hlml

g an infervigw an 34‘2{5
the QIDP stated no cltrrent plan was in

1#2 !
L enstlre

the p!a did not indlcate which
ced first| or if both drugs

wm[d be reduced lthe & etlme when critefia

an 312 15 from 8:30 - 11:458

a,m.,|the QIDP stated the Jan was inaccurate
and shou[d prowd speclf‘ information about
each|drug and the
stated the plan néeded to b revised.

order of aduction. The QIDP

Qacmty falledilo ensure ndividual #1's drugs

1 havior were sufﬂmently

plan.

1/20/14 IPP stated he was an
whose diggnoses included mild
and laufism,

agical record was reviewed and
5 physiclan's order for Valium

gy 10 mg 30 minutes prior to a

rd cﬂowmented the drug was

Hi2's i'ELOTd did not include a '

ow to copa with dental
eventbafy eliminate the need

/15 from 9:30 « 11:45

Individual #2's Vatium

sufficiently Jﬁorporatad into a pian.
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vV 326
¥ 326

- However, |

-Tom pRge 16
:a(m)w F’HYSICIAN SERVICES
1
The facility must: prov:des o
examinations of e hch criien that at a minimum
Includes spacial sludies le'ren needed.

Continued
483.450(3)

|
This STANDARD jis not|met as avidenced by:
Based on fecord [evie d staff interviews, it
was determyinad the faCII}ityr{falle{f to obtain special
studies as fegom ended for 1.0f 2 individuals
{Individual 1) w:% rece{ved anticonvulsant

drugb. This resultied in an ndividual net recelving
hon densnyscr nmgs{as recommEnded The
findings Include: ; ! :

1. The National Ganterfor lotechnology

- | Information (vwitinchl, nlmEmh gov) published an

article by the:American Epilepsy Society In 200
surnnarizing bong density studies on individuals
recejving long ter antlepitapicc drug therapy.
The article stated ;'Ant eplleptic drug (AED)

i therapy for]epuep'-*y ls assdciated with metabolic

bone disease and high risK forifractures.
Reddced vone mjieral qer,aslty (BMD) has been
reported In [20 to] i i
AEDS In Cross-se stionaljstldios.” The article
state‘d 3to yea{*‘ of AED therapy was a
teasonablel interyal before ssessing BMD.

Individual #1's 11 20/14 PPP stated ha was a 25
yearjold male wh 56 dlagneses included
moderate i tenec al dlsaty ity. autism and QCD.
Hig Physmzan Regap Ordegs dated 2/2/15, stated
he récewed Depa}wte {an anhconvulsant drug)
500 mg each avéning.

1d'|wd i) #1° $ re card did not include

information related to bone den':lty screening

obtaln annual physical|

:

W 326

g 0 s

w3

PRy PR .'.,—J_-l_..ﬁ
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the QIDP siated Ind‘ gdual #1 recelved
Depakote a as a mﬁod stablhzer and had been

taking it whan helwas admitted to the facility on
14/6M0. T he LP who ) pre:-,ent during the
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VW 326 | Continued From fage 'EI W EEgt';‘; |
being completedicr distussed wsth his physician. ’
During an intervigyy on 3/2 5115 from 9:30 - 11:45 i
a.m. g
]
Ll
|
il

W 362

: pharmam.,tjcond
leas quarterly foﬁ 3 of 3 Imgwiduals {Individuals
| #1 - #3) whose m

interview, stated 10 was t aware of a bone
density screEmng eing copnpleted or discussed
with Indlwduat#J physlcian,

The facility faile enSLlreLndwsdua! #1 received
special studies fq bone lde sity screening in
accokdanc.e with \hts needs]

483.460(j) (’]) DRUG RETEE EN REVIEW
input frafm the Interdisciplinary |
the drugiregiman of each cllent |

& nct‘m ot as evidenced by:
review azd staff interview, it

This STANDAR
Based Qn fecor
was atermlm.d ﬁ?e fﬂGl‘lty failed to ensure the

cted drug regimen reviews at

adigal re ordmwers, reviewad.
Thtslresulted in thiz potentl?! forinegative health
outcomes due td 1nldenpf e medication
problems. i‘l‘he firidings Indlude!

1, lndiv:dl.al #4 -3’ medigal records were
rewawed Their [ﬁecordg decumented the
ohan acisthad rqwewegi their drug regimens on
31014, 811814 L'!'IIZBJM and 2/17/15.

VEr, r\,evicawr for the second quarter {April »
Jung) of 2014 coulld not belfound. -
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During an iqtema' v on 3
am. jthe LEN stag 2d the
phargacy rewews were no
Individuale {#1 - |
The facllity { failad 0 ensy
conducted drug régimen
quarﬂedy
483.480()(2) DRU{G $T¢
RECORDKEEPI G

m
ar

Only uthorized Jrsons
keys to the drugs rage

1
{

This STANLBAR

include; |

1. A obsu*:vatio !
3124 5from635 7:55]

| DCS|C wesjobsiyed to

unsecured, as fo r.:ws
At 6:56 a. m} DCS
fram the dmlng are
uniocked {he: caril
complete his med
#1 completed hig
meditation f;ar’( g

¢ rolled

Individu
tion|ro

EEilf?S ffom 230 - 1145
56

rel
r&r_iews at least

RAGEAND

3 not met as evidenced by:
Baséd on obse;ﬁnon andstafflinterview, it was
determined|the fclity fajledlio ensure only
authorized persoqs had access to the key to the
drug storage areafor 6 of €|
(tndiyiduals|#1 #Ei) re*.sldmg at the facility. This
resulted in the potenhal for}.mauthon zed persons
fo acaess individyals' drugs The findings

a% congucied at the facility on
a.in. During that time,
assist individyals with
. their medisation aéimmlstrahon programs. The
: keys|to the medlcﬁshon cart

:a to the}‘-

outine, G
i placied

cond quarter 2014
g:orqpleted for

the ﬁharn1acist

1
1
1

ay have access to the
=3

Individuals

were obsarved to be

'ghe medication cart
allbathroom ang |
ék #1 was presentto
utine! After individual i
G3 C locled the
t}uefkfeys on top of the
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W 383 | Continued From page 19 : . W33 I
cart.|DCS then Eleﬂ %he mum vmh the keys :
unattended

At 7:04 a2, DC C returnf-d to the bathroom to
packgge & pill thq had beendroppeo After
placing the pil m!a plasuc bag ang putting it in the
madization gart, =S C leff the room o cue
anathermd v:dual for medn tions. The keys

| carl.
AL 7:05 am, lnd v dual #4 campleteci hls

i medication ouhne followeﬂ by Individual #5, At
7:09 .., DCS G flocked tiesmedication cart and
piaced the eys en top of th e cart. DGS C then
left the ro0 w;th; ‘he keys nattended

' DCS|C locked thejcart andiplaced the keys on
top af the cart DES C left fhe room with the keys
unattended|io cue! anctherjndmduai :

At7:10a, Ind| fdual #2 entered the room with
DCSLC ang comp ted his I:ved:oatwn routine.

At 716 a. indx%;.{ual #4 pr;terecl the raom with
DCSIC an cornp ted hps adication routing. At
7.21}a.m. PCS Clwhee!ec;Ehelmedmahon cart to
the ﬂchen area and pass the keya (o DCS D

to check the me i(:atlons {.

' 'l‘ocked the closet door. «
the‘keys tol th n:loset in the pantry.

When ask dun ig the observahon DCS D
! stated the Keys tolthe medication cart were to b
with a DCS|or logked in the hall closet. DCS D
stateld the keys tojthe hall ¢loset were accessible
to all staff, {ncludling those Who were not certifled
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to assist with meé catlon|aqlmm| tration.

(%5}
{EACH CORRECTIVE ACTION 3HOULD BE | COMPLETION
,CROS-E‘»-REFE RENCED TO THE APPROFPRIATE LATE
DEFICIENCY}

U e

During an i temgw on 3 26‘115wfrom 8:30 - 11:46
am. [the LRN and QfDP{bqth stated only staff
certified to cass:st“.-nth mediation adrninistration
werejsupposed to have acqess fo the medication
keys! The LPN and QIDpP both stated not all staff
were medtcalmn artified, Qnd the facility's current
practice would no; precIude a non-certified staff
from ccessing the keys‘ The LPN also stated
the keys should n t be feft paattended on the cart
during medication admmpst ration programs as
obseived. I R

| 3 v
"fhe facility falled o ensure pnly authorized
persons had access fo the keys to the medication
storage areg. ; ;
W 4401 483.470()(1) EVA (;,"‘UATI‘ON DRILLS W 440,
The facility fust Ih!:;m evactiation drills at least
quarterly for eact'lt shift of persannel.

Uiy B,

1 ¢ !
| | -
This §TAN[>ARD is not m tas evidenced by:
Based on rpcor review and: staff interview, it
was determjned tis2 facility gailed {0 ensure
evachation frills Ware canducted quarterly for
each|shift of personnel for & of 8 individuals
(Individualsf#1 - #Ei) resh mg %atlthe facility. This
resul'i[ed in the pg tantial or the facsllty and staff
not being abie to ql etermine) individuas’
responses or ideritify probl i gres. The
findings includsa:

;I:}
1

1. The facilily's & jlcuatu:;n Alls were reviewed |
and did not nclui& docum%ngahon that

evalation firills fjad been gompleted for the night
shift £10:00 jprn. s 00 a'm,) dating the second
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quatter {Apiil - Ju e}, thlrd quarger {July - :
September} or t "th quartpr (Octobe'r -
Decdmber){of 201 f B
During an irtervidyy on 3{2qf1s.fmm 9:30 - 11:45
a.m. jthe QIDP st ited he cc:uldmot find evidence ;
that the evacuatiar dnllslfo the mght shift had
been|cornplated. - : |
The facility failed to ensure evacuatmn drills were
completed each quiarter for each shift of staff.
Wy 455 | 483.4700)(1) INFEGTION GONTROL W 458

|

There mustibe ap ﬁctwe r!:gram for the
prevéntion, ccmtm! and n\)estlgatmn of infection
and Gommunicable dlseas%s. i

R
This STANDARD { }IS not mit«as avidenced by
Based on ¢ bservlatmn and staﬁflmterwews it was
" determinedithe faml;ty failed to ensure infection
L sontml pr ec:iureisf werelfo owad to prevent and
control infettion and!or G0 mumcable diseases.
That fallure dnrect iy mpdct?d 3'of & individuals
{Individuals|#2 - #45) resmiing akthe facility and
had the pot ntaal;to |mpact all individuals
{Individualsj#1 - #é‘:) reﬂdmg at| the facility. That
fallur'e had the p entlal to prov;de opportunities
for cfoss-cantamnation to becar and negatively
impagt individuats| heahh The, ﬁndmgs include:

1. Ay observaticr was con ucted at the facility on
32415 from €: 25 7 55@1 rin, I}uring that time,
DCHiwera hot obsarved 1o angage in hand
washing for infection contrf.‘)l Examples included,

 but wiere nat limitel to, the fol!owmg

« From 6:38 - 6:55(a.m.. Iln?md;ilai #3 entered the
Y
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W 455

Continued From ;!aage a2
kitchen and} was a;s1sled t? ¢cook his breakfast
with DGSA DGS Awas ol?served to place pork
sausage in b sktllet on the i;ovaand assist

T ] w}f‘
032

lndwdual# toco:kafna egg: DCS Awas
e bare hahds,to repeatedly

observed t use
thd her, eTr aqd into the knit cap

push her hair be
she as w r:ng

Wh[!e the egg and
open d a bag of b

sausag 'we;re cooking, DCS A
read and;pulled out two slices

with ba han

and gave.them to Individual

#3. | dw:d al #3 vssed the bread to make a

sand ish which apackedifar lunch, DCS Awas
noto SerY dto lsh hefr Hands, or t cue ] j i
]ndluduaf# to dsh his: hinds. 3 :

Once Indivi ua[ gompleted packing his lunch, : ;
; DCSIA used a papler towel towipe the counter, : i
took a c:ln:%1 from | sodaicynithat was sitting on :

the cpunter pus d her ha

hand, then biatn id a fork
adrawer.

ir back with her bhare
for Indwldual #3 from

DCSIA wasinot observed tc wash her hands pricr
to the meal[prepdrations, of at any time while she
wats dssisting Indjdiduel 3 | ;

-From 7:21- 7. 4@ am,bD SAwas observed to
prepare fried egg for Indl dual #4, 3 PCS, and
herseif DGS A prepared @ ¢h‘eog individually by
crackmg afaw egq into a s?allet idisposing of the
egy hell wiping|Her handsr on 3 papear towel,
then placing the cooked egg on 4 plate on the

counter. DES A repeated i{ne routlne for each

X

egg cooked,

| DGSIA alsolobtainisd a bowl ianfd $poon for
Individual #2 andlzssisted him fo pour cereal and
milk into thé bowl| for breakfast

CMS-257(02-90) Pravials Varskina Obaolate | Event I0; 218811 xRty
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Throtighout the process, DCS Arepeatedly used
het bare hands 1@ joush hef hair back behind her
ear Into her|knig cgp and-scratch her eye.
Howcwer SA yas not o servad to wash her
hand's after|touchihg her.hain, her eye, or handiing
the raw egas. :

Individual #4 andlasked him what he wanted for |
breakfast. indlwc lial #4 ingicated he wanted
cereal rathdr thar j{he egq ¢ooked by DCS A
DCSIB was|obse fed o s atch her head with
her bare hapd, t\-]en smoot’r}n her ihair back prior to .

- At ? 34 a.n.. DCS B entefed the Kitchen with

—...IL

obtaining a bowl [gpoon, and; measuring cup for ;
Individual #4. DCS B then assisted Individual #4
to po rcareal ang|milk intd thelbowl, DCS B was
. not opservad to wash her Hands.

- At 140 a.tn., DGS A exited the faclity to smoke
a cigarate. ac§|A ratuned ati7:50 am., placed
her ggareltes in a]!ocked cabmel then went to
assigt Individual §2 with hi oral care routine.
DCSIA was|not obierved t wash her hands,

Dufing an interview on 3/2 /15lfrom 9:30 - 11:45

a.m. |the LN stafed DCS should be washing

ihe:r ands befoﬂﬁ{ and after working with each

- individual, and shiuld be u mgggtoves for meal

: preparation|and érsonal cares. The LPN and
QUIDR, who was a%so preseEt'dunng the interview,
both stated apprqpnate hand washing was not

taking place during the obsewed meial activities.

The facility failed{to ensure s_taffywere completing
approprialeihand hygiena. |

.
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MO0 16.08.11 Inital crnmments
The followipg deficiencles
licensure sbirvey Gonducte
3/26115.

were clted during the
) from 312315 to

:
kS
+

yaui suTVeY were:

S - 1 N

" Michae! Ca
IKare Marg

NIM164 16.03.11.07

To Particips
Carel. The ¢
partl Ipate

The surveyors ccu}zucﬂng

sa, LW, QIDR, Team Lead
hall, 8, RD, LD =

5.04 Develop ent:of Plan of Care

tain Lqie Davel pment of Plan of
asident must hdve the apportunity to
n his 1‘3

adw%ed of alternatwe Gou

alternatives are waiiable.

rasident may: reqliest, and
representation afki asgista
person of hs ghalite in the
and freatment.
- This|Rule i notmat as ev
. Refer to w24,

I
MM197 16.03.11,0%5.10(c) Written

s dejscribed in witien plan
in the facllity; and

This|Rule isnot Wet as ev
Refer to W2B% and W31z

mM337 16.08.11.110.04(¢) Fire Dri

e
Arnipimum; of tWé!: ve (12) ¢

as or ¢are and

an of 0}@ Residents must be

treatment ﬂnd the (r conse uences when such

he remdent’s

preference bou glternatives must be elicited
and donsidered Indeciding on the plan of care, A

mustlbe entitied to,
nce by any consenting
planning of his care
dencad by:

i

I

Plans

9 ihét are kept on file

idenced by:

I5 !

[}
i
P
i

lrnarjhoun(:ed fire drills

2
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1
|
|
]
|

mus{ be held annually, irregularly scheduled 5
throughout all shif{s. In addition, @ least one (1) . g

drill per shift mustibe held on & Sunday or i
holiday. | :
This Rule is not fret as evidenced by: ;
Based on réviewjgf evacugtion: drills and staff ;
Interview, it was determined the facility failed to :
ensufe a minimupt of 12 annual evacuation drills ;
* were| cornpleted far € of 6 individuals {(Individuals !
. #1 - #6) residing & the tacllity. ‘ This failure '
+ resuited in sufficient drills not being completed. 1
The findings include: : i

MM327| Contlnued Erom bage 1 | - MM337

ererE———

1, The facility's eVacuation drills were reviewed on ;
3/25{14. The recgrd docur}nent,ed oniy 9 !
evacuation drills had been conducted from i
Janugary - Dece ier of 2014

During an Intervil on 3/26/14:from 330 - 1145 !
a.m.] the QIDP sated drilig had not been
completed due taan oversight.

The facility failedto ensure a minimum of 12
evacliation drills Were completed during 2014.

2. Refer to W44

1MB380' 16.03.11.120,03(2) Buitding and Equipment VM350

i

repair. Thewallslgnd floors must be of such
character as to qrmit freguent cleaning. Walls
and celiings In kitchens, bathrooms, and ulility i . )
roonjs must have mooth enameled or equally il ] ;
washable surfaces, The.byilding must be kept 8 1

clean and sanitap, and every reasonable i
precaution must bz taken jc pravent the entrance e

The bullding and.ll equip%ent must be in good

of ingects anc rogisnts.
, ThisiRuIe ks notretase

idenced by:

i
+
i
i
|
'
'
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Based on chse

detesmingd|the f

MM380| Continued Erom gez L

¢llity failet to;engure the facility

liepalr forée of 6 Individuals
#) res;dmglat the facllity. This

was keplinjgoo
(Indi{ldual #1 -
resulted 1nsi

it re;&anf The ﬁndings mcl*de i

1. Dilring af) env r(mmentaﬁ revpew conducted on
3/24415 from 1:5 ¥ 2:42,p. fn the following was

noted; ; :

%n light ﬁ).%uré was missing 2 of

: i i
H E
1 : . i

ar blade 1pcated between the
electrlcaj outlet cover plate in

' |

- The hall bathro
6 light buibs,

- Thera was & r
: sheek rock and 2
the hallway!

- There wete drown colored spots on the carpet
at the entrance t the hall Bathroom that
numbered 50 p! s The spots ranged In size from
! one-half inch In dipmeter t one ang one-half inch
in tength.

‘ 3 )
) I

~ There wete o) e* than 41 brown colored spots
on the carpst th tcontmued'fromthe- hallway into
Individual 3 #6 $ roorm .. Titie spots ranged in
slze from one- h i inch in cilameter to one and
one-half inch In ) ngth b
[ i
- Thé side-by-sidg refngeraiﬁ{or!freezer located in
the garage‘had od debrssg and build-up on the
inside. The debrls ranged iri color from brown to

yellow ahd ranc i

—JT].'_

Y

pm., DCS 'E stated the
e.-ratorlfrqxezen in the garage
n i -

I

On 3/24/18 at 24
sideby-side refr
needed {0 bea cle

i
~

...m

- Indjvidual #1'5 esser had: 5idrawers, two of

a
-3

u of Facllity Slandards
[E FORM
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which were|not o tracks. The metal guide rails
werel not .:sttacheL;J to the suges of the drawers
| causing thel craw rs to fatl aut when opened.

- The &- hghr floor amp o tedm Individual #2 .
and |ndividdal #3i< room w s missing 2 of 5 i
globes/shades. 1 :

The facility falled|to mainta

n tl'ge building and
equipment in good repair. ;

. t ‘
NIMG59) 16.03.11‘25:0.04( ) Prepargtior MMB59);

PSRRI =)

Not assist »{'Eth th% preparation lor serving of food
in the kitchen withbut first Having clean clothing or
gown and & ha:rr t or cap. "Hands must be
thordughly washed, -

This Rulé |s net et as ey der;ced by

Refer to WTSS ?

MM729 16.03.44.270,01(cl) Treatmgnt Plan Objectives MM729 :

The ndiwdual tragtment. plén must state specific
objeclives to reagh identifi d goals. The
objectives must :é Iﬂ

This Rule i5 not ftet as ev enced by

Rafer to W%w -

MM730| 16.03.11.270:01(g(1) Dingriostic and Prognostic | MM730).
Data '

Based on compl1q= and retevant diagnostic and
prognoatic data; and

This Rule i5 not 1;191 as ev :dseqced by:

Refef to W214, S

Niv735 15.03.11.2710-.02 {eaith Setvicos 735

t : . ) |
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M736

i ogeU

MM753

All

MM758

The
avaly

Such
thirty,
well

Confinuad ! fom

The facifity roust Arowde a mechanism which

. assures that eac regidentisihealth problems are
; brought to the a ntion Qféilcensed nurse or

i physician and th evaluatibh and fol low-up

16.03.11.270.02 f*l) Locked Area

registered st

¥ T
| ge 4 .

s 1
1| <
i

relatlvet hese prc?blems In addition,

senn es w!]:crx 3 t:ure.- that presc:nbe:i and
planned health sepuces madncatgons and diets
are made q\; i
must be provided as follows: !

Thig Rute is not pet as ev de.ncud by:
Refef to W226. :

allable to each resment as ordered

H

i

SE T E

l

edicattons | lthe factllfy myst be keptin a
locked ared(s) except durig those times when
the resident I ref seiving th médication.

This Rule is not fnet as ev denmd by

Refer to W383.

!F-
[

16.03.11.270.02(f)(iv) Medication System
Monﬁ !

ored r

estderft’s mgvdicatmn ygstem rust be
ated and momtored ol

a regular basis by a
landior a iicensz—.-d pharmacist.
evaluations must be J,done 2t least every
{30) d}ays and rec:ords of the evaluation, as

as actiph ta 1o corr‘ect hoted probleims,

MMT735

MM753

MM758

must be kept on file by the
This Rule i not et as ev
Refer to W382,

MMESS 16.03.11.240.08 q)

Reaord

ThEsrP mus

habiljtation kecor

Training

be a i{ unchoneal
for each

fammy administrator,
denced by:

3 H

3

) ;mic{ Habilitation MMB55

t
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résident raintained
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Aspire Human Services Yellowstone
560 W. Sunnyside {daho Falls, ID 83402
Phone: 208.523.9839 Fax: 208-522-0224

prourtame] A4S Py re Yenolspie
560 W. Sunnyside

Idaho Falls, iD 83402

208.523.9839

stevevo@aspirehumanservices.com

April 23, 2015

Michael Case

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

RE: Plan of Correction
Fox Hollow, Provider ## 13G066

Dear Michael Case:

Thank you for your supportive approach during the recent annuai recertification survey at the Fox Hollow
home. As a fairly new leader for our team, | appreciate the learning 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 related to any item.

Tag: Wi24

Individual 1 has a revised written informed consent in the chart with HRC and Guardlan approval 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 Health website,
All charts are being reviewed at the facility to ensure that this information is included in any written informed
consents related to psychotropic medications. Training is 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




Michael Case
© Aprll 23, 2015
Page 2

Completion Date: 05/01/2015
Tag: W214

Individual #1 has a revised Functional Behavior Assessment that accurately reflects the medical conditions (or
lack thereof) and diagnosis 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 reflect the impact of existing medical conditions
and diagnosis’s on an individual’'s maladaptive 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. Training is scheduled for the QIDP team on the integration of DSM-5 information {specifically,
diagnostic criteria} into the Functional Behavior Assessment in order to ensure that the psychotropic
medication plan is aligned with accurate behavior programming and supported by the coltection of valid
behavior data. Anxiety was added in the assessment for individual #1 and anxiety tracked on anxiety tracking
forms.

Person{s} Responsibie: PBSC, Program Manager, QIDP

Completion Date: 6/1/2015

Tag: W227

Individual #1 has a revised IPP and Functional Behavior Assessment adding Anxiety and objectives addressing
anxiety. This has also been added to individual #1's Behavior pian as well. Aspire Human Services Yellowstone
team will review the psychotrople Medication Plans monthly at Psychotroplc Review to ensure psychotropic
medications line up with the Psychotropic Medication Plans and that objectives are in place, as well as
quarterly peer reviews. The peer review checklist will have a section stating “does psychotropic medications
line up with Psychotropic Medication Plans, and objectives implemented”? added.

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 contain 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




Michael Case
April 23, 2015
Page 3

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: 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 now includes the
guidance for the use of individual 1’s blocking pads written out with location of pads, when to use, training how to
use, etc. The use of blocking pads will be recorded on behavior tracking forms,

All charts are being reviewed at the facility to ensure that [PPs for all individuals incorporate specific programs for
the use of any systematic interventions used to manage individual behavior {coping skills, etc). Replacement
behavior objectives will be added per Functional Behavior Assessment replacement behaviors. Data will be
recorded for these programs with instructions given. 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 maonitored 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 behavior 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: W312

The facllity will ensure medications to control inappropriate behavior will be used only as a integral part of
the individual’s IPP that is directed specifically towards the reduction of, and eventual elimination of the
hehaviors for which the medications are employed. All Medication Reduction Plans will be reviewed or
implemented to ensure they accurately reflect and define the criteria for reduction. Data collection
documents will be implemented or reviewed to ensure accurate information based on the individual’s plan is
being collected, All IPP’s will be reviewed to ensure objectives related to each diagnosis with a medication to
control inappropriate behavior are implemented. The QIDP will review alf IPP’s and documentation related to
the number of incidents for medications used to control inappropriate behaviors. These will be cross-
referenced monthly with the medication reduction plans, These have been reviewed and revised.

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

Completion Date: 6/1/2015

Tag: W326
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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 all necessary labs/procedures that are updated as
needed. LPNs aiso do quarterly chart reviews and special studies/procedures/lah work will be part of the
review to ensure completion, Quarterly chart reviews will be reviewed by RN. This was compieted April 20,
2015,

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

Completion Date: April 20, 2015

Tag: W362

The facility has replaced the pharmacist and has since compieted guarterly pharmacy reviews on schedule.
RN will review schedules, MARS, and ensure quarterly pharmacy reviews are completed per policy. LPNs will
have schedule of when Pharmacy reviews are due and will schedule 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 will resume reviews as scheduled.

Person{s) Responsible: RN, LPN

Completion Date: 5/1/2015

Tag: W383

The Lead staff wilt 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 will be conducting monthly reviews of each home and
med certified staff. This will include the location 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 W440
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Evacuation drills will be turned in monthly to QIDP and a copy turned in to Program Manager. Evacuation
drills will be tracked on a Evacuation drill tracking sheet and reviewed maonthly by both, QIDP and Program
Manager to ensure drills are accurate and timely per evacuation drill protocol. This was started April 6, 2015,

Person{s) responsible: QIDP, Program Manager

Completion Date: 5/1/2015

Tag WAa55

New hire orientation was revised to include detailed instructions for infection control. An in-service was
provided for staff on April 16, 2015 by Nursing refreshing infection control procedures. QIDP will schedule
weekly home checks to ensure infection control is being performed. This will be documented on the home
checklist. Nursing will also be attending monthly behavior meetings and will be conducting a 5-10 minute
presentation on a portion of infection control that will vary each month. Nursing will be providing a handout
for each staff and for the home. Each staff that is not present will be required to read the handout and sign
and return the handout, During monthly Nursing review, infection control will be addressed as part of the
survey as well.

Person{s} Responsible: QIDP, LPN, RN, Program Manager

Completion Date: 5/1/2015

Tag MM164-

Refer to Wil24.

Tag MM197-

Refer to W289 and W312
Tag MM337-

Refer to W440

Tag MM380-

The monthly universal checklist will be completed monthly by Lead staff, reviewed by QIDP and then turned
in to the Program Manager for review monthly to ensure repairs are being performed. All repairs needed are
given to maintenance supervisor, program supervisor as well as a copy to the program manager to ensure
these repairs are being performed. This was completed April 20, 2015
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Person(s) Responsible: Lead Worker, QIDP, Program Manager

Completion Date: 4/20/2015

Tag MM659-

Refer to W455.

Tag MM729-~

Refer to W227.

Tag MM730-

Refer to W214.

Tag MM735-

Refer to W326,

Tag MIM753-

Refer to W383.

Tag MM758-

Refer to W362.

Tag MIVIBS5-

Refer to W239,
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