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May 1, 2015

Thair Pond, Administrator
Tomorrow's Hope - Eagle

1655 Fairview Avenue, Suite 100
Boise, ID 83702

RE: Tomortow's Hope - Eagle, Provider #13G047

Dear Mr. Pond;

This is to advise you of the findings of the Medicaid/Licensure sm"VGy of Tomorrow's Hope -. .
Eagle, which was conducted on April 21, 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. If_is 1mportant that your Plan of
~ Correction address each deficiency in the following ixanner: ‘ ]

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

2. How you will identify other individuals having the potential fo 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 changé 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 info place;

5. The plan must mclude the tifle of the person.responsible for nnplementmg the acceptable
plan of correction; and : :




Thair Pond, Administrator
- May 1, 2015
Page 2 of 2

6. Inciude 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 ana date the form(s) in the space provided at the bottom of the first page.

After you have completed your Plan of Correction, retun the original to this office by
May 13, 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 opportunity, you are required to send your written request and afl
required information as directed in the State Informal Dispute Resolution (IDR) Process which
can be found on the Internet at; :

www.icfinr.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 May 13, 2015. If a request for informal dispufe resolution is
received afier May 13, 2015, the request will not be granted. An incomplete informal dispuite
resolution process will not delay the effective date of any enforcement action,

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

Sincerely,
ASHLEY HENSCHEID NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
AH/pmt

Enclosures
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INITIAL COMMENTS

The following deficiencies were clted during the
compialnt and annual recertification survey
oonducted from 4/14/15 to 4124415,

The surve',r was mnducted by:

Ashley Henscheld, QIDP, Team Lead
Trish O'Hara, RN

Comruon abbreviations used fit this report are;

GFA- Comprehenswe Funcl{onatAssessment
DCS - Direct Care Staff

HRC - Human Rights Commiitee

ICFsAD - Intermediate Care Facllities for
individuals with Inteflectuat Disabifities

IDAPA - [daho Adiministrative Procadures Act
iEP - Individual Education Plan

IPP - Individual Program Plan

LPN - Licensed Practical Nurse

MAR - Medication Administratlon Record

mg - mifligram

PQ - Para-Qualified Infellactual Disabilities
Profassibnal

QIEP - Qualified intelfectual Dlsabliltfes
Professional

RN -.Reglsterad Nurse .

483.410(b) COMPLIANCE W FEDERAL STATE
& LOCAL LAWS

The facility must be in compliance with all
appiicable provisions of Federal, State and local
laws, regulations and codes perfaining to health.
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Ay deficlency statement ending with an asterisk {’) danotes a deficiency witleh the Instlfutlon may be exused from corraoling providing itis detenuined that
oliter saleguards provida sufficlent protection lo the patlents. {See nstructions.) Exeept for nutsing homes, tha findings staled above ate disclosable 90 days
followdng the date of suivey whether af not a plan of comeclion s provided. For nurslitg hames, {he above findings and plans of coneetion are disclogabila 14
days following {he dale these documenls are made avallable to the faciltty. I deﬁo{endes ara clted, an approved plan of carrection 1s requislts fo sontinued

. pregrm parllchalion,
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This STANDARD is not met as evidenced by:
Based on review of siate fules, record raview
and staff interview, It was determined e facllity
falled to maintaln compliance wilh all applicable
provisions of state rules. This failurs directly
impacted 3 of 3 individuals (Individuals #1 - #3)
whose medlcal records wera reviewed and had
the potantlat to Impact all individuals (Individuals
#1 ~#8) residing In the facility. This resulled In
unauthorized repackaging of medicalion by
nursing and a lack of required profassional
nursing oversight. The findings {nclude:

1. Individual #2's IPP, dated 3/12/15, documented
she was a 36 yesr old female with diagneses
Including selzure disorder,

Individual #2's MAR for 3/M/186 - 3126/15
documanted she had been recelving two 500 mg
tablels of Depakete (an anti-gpileptic drug) in the
mornifig end in he evening, andone 600mg
tablet with a 250 mg tablet at noon each day.

The MAR Indicated Individual #2 was out of the
facility 3/26/15 and 3/27/16. ‘New Depakote
orders were initiated at 8:00 p.m. on 3/27M85, - .
Orders were enfered and sighed by the LPN on
the MAR on 312715 for one Depakote 500 mg
tablat and one Depakote 260 mg tablst to ba
glvan at 7:00 a.m. and 8:00 p.m. each day.

individual #2's record included an entry in the
nursing progress nates, dafed 3/27/16, explalning .
individuat #2 had keen discharged from a local
hospltal on that date with a dosage changa for
Depakote. The enlry stated "Med changes made
- repackaged Depakote for new order and MAR
updated.” The enlry was signed by the LPN,

In & telephone interview on 4/21/15 at 10:40 a.m.,
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Continued From page 2

the LPN stated " essentiaily repackaged 250 my
Depakots lablsls" in order to provide Indlvidual #2
with the new Depakole dose,

In an undated wrilten statement, received by this
surveyor an 4f21/15 at 11:00 a.m,, the sameg LPN
wrote "The dose change was for a decrgase n
Depakote. There were sufficent meds on hand
at the House {sic] to get through the weekend If
tepackaged in the appropriata dosing ordered, |
repackaged Depakote, documented this in the
Progress notes [slc] and informed the House
Nurse [sic] on Sunday March 29, that a new order
was written and that new mads would nged o be
picked up from Pharmacy [sic] on Monday."

Howaver, the rules of the Idaha State Board of
Pharmacy (IDAPA 27.01.01} do not Include
allowances for LPNs fo repackage meadlcations.
The rtles state:

27.01.01.146, REPACKAGING,

A pharmacy may repackage a drug pravicusly
dispansed to a patlent, pursuent to the patlent or
the pafient's agent's request, If: (4-11-15)

01. Unit Dose, The drugs ars repackaged info
unit dose packaging. (4-11-15) ’

02. Pharmacist Verification. The repackaging
pharmacist verifles: (4-11-16} . .

a. The ldentity of the previously dispensed druga
as matching the labal on the contalner that the
drugs were Initlelly dispansed within; and
(4-11-18)

b. The validity and accuracy of the original
prescription drug ordaer, (4-11-16)

Wio7
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Continued From page 3

in an interview on 4/20/15 at 10:00 a.m., the
nursing suparvisor sald she was not aware that
repackaging medications was outslde the scope
of practice for censed nurses,

Ths faclily falled o ensure medications were
package by authorized personnel in accardance

with state law.

2. Refer to W345 gs it retates lo the fack of
professlonal nursing oversight of staff as required
by the idaho Board of Nursing at IDAPA 23.01.01,
483.410(d)(3) SERVICES PROVIDED WITH .
QUTSIDE SOURCES

The facilly must assure that qutside services
meet the needs of each cllent,

This STANDARD Is not mef as evidenced by;
Based o observation, record review and staff
interview, [t was delermined the facility fajled to
ensure oulside services mat the needs for 1 of 1
individual {individual #1) who attended a local
school. This resulied in a lack of coordinatioh of
services wih the school and an individual baing
placed In a ime-cut mom where constant visual
supervision coutd nof be maintained The
findings include;

1. individual #{'s IPP, dafed 9/22/14, dociimentad
a 14 year old female whose diagheses included
autism and profound mental retardafion. She
attendad a local middle school Monday lhrough
Frlday from 8:30 a.m. to 3:30 p.m.

An obsen.raiion was copducted at Individual #1's

w107

W20
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schoot an 4/14/15 from 1:45 to 2:40 p.m,
Individual #1's teachar was inlerviswed on
4744115 at 2:40 p.m. The teacher stated he
communicated with the facilily using a
communication log and he would speak with and
amait the PQl. The teacher stated Individual #1
had coma to school with unexplalned Injurles and
that her clothes were teo small for her, The
feacher further-stated Jndividual #1 had toileling
accidents, but was not always sent with extra
ciofhes to change Into, .

The teacher also slated tndividual #1 engaged in
aggressive and elopement behavior, The {eacher
slated the PQ had attended individual #1's IEP
nesting, but he had not been invited to Individual
#1's IPP mesling at the fecliily. The teachar
stated he did nof receive a copy of the {PP or any
of Individual #1i's {raining or behavior programs
fram the facilify. The teacher stated Individual #1
did have a behavior pfan at the school which had
been developed by scheal staff, The teacher
stated Individual #1's behavioratinterventions at
the school included the use of a qulet room. The
teacher statad Individual #1 would only be placad
in the quiet room for a maximum of 4 minutes as
the room would make her angrier.

The guist room was observed on 4/14/15 at 3:10
p.m. The door to the room was metal with an
approximately 12 inch by 8 inch window. The
door handle had a lock on the outside of the door,
The teacher, who was preseni during the
observatlon, statad the door cauld be locked, but
the fock was not used. The teacher stated when
Individual #1 was placed in the quiet room, the
door was shut untlf it fatched and staff would hald
the door shut with their foot, When standing

outside of the room and looking through the door

W20

HORM GhiS-2567(02-85) Previous Vegsions Obsdlele Evenl 10: 4340141

Faciity I0; 13047 If ¢continuation sheel Page & of30




05/12/2015 TUE 10:40 FAX 208 31% 0785 Tomorrow 8 Hope

DEPARTMENT OF HEALTH AND HUMAN SERVICES

oo7/038

PRINTED: 04/30/2015

FORM APPROVED

OMB NO. 0938-03¢1

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (%3) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X2} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
13G047 8. WiNG . 0442112018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1057 RUSH ROAD
. TOMORROW'S HOPE - EAGLE .
RROW'S HORE - EAGLE e e EAGLE, ID 83616
X4 Ip SUMMARY STATEMENT OF DEFICIENCIES in PROVIDER'S PLAN OF GORRECTION 6}
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL FREFX {FACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATQORY OR L3C IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
GEFICIENGT)
W 120| Continued From page 6 W 120

.the facliity ¥ send clothing as well as notation of

.] book before. DCS C stated she had never ssen

window, the frant comars and the floor of the
tima-out room could not be seen.

Individual #1's {EP and sghool behavior plan,
dated 10/14/14, were reviewed.. Information
regarding the use of the quiet room could not be

found.

The communication log exchanged by the achool
and facllily was reviewed. The enlries were dated
210115 - 4114115, One.eniry from the schoal,
dated 2/25/15, decumented Individual #1
engaged in a maladaptive behavior and was
placed in the quiet room, Additional
school-wiilten entries decumented requests for

injures,

Interviews were conducted with three direct care
staff on 4M17F15 from 12:36 - 313 p.am. DCS A
stated the stalf assigned to Individuat #1 In the
afternoon was responstbie for reading the
communication fay and responding as needed, -
DC3 A stated Individual #1's morning staff was
responsible for entering a summary of Individual
#1's moming. DCS B slated she was nof sure
who was responsible for writing to the school In
the communication log, but she had written in the

the communication log.

All three of the slaff Interviewsd described the
pracess for documenting ltems that cams Into,
and out of, the fagility. They each stated on a
montily basis individuals' clothes were checked
for appropriate fit and "checked out" on the
individual's inventory sheet, with initials from two .
staff, if they were fil-fitting or In bad condiiion,

FORM CM5-2567(02- 50} Pravious Vershons Qbsolels EventiD: 1404
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Additlonally, each of the three staff stated they
were frained to monitor for injurles, They each
staled when an Injury was noticed, they would
notify a member of their supervisor team andfor
the nurge and document the injury.

During an interview on 4/20/16 from 11:6Q aum. -
12:16 p.m., the PQt was asked about the fime-out
room. The PQ stated she had nof conducted an
observation at {he achoof and she had not
observed the time-out room. Individual #1's 1EP
documented the PQ requested nofification for any
uge of the ime-out room and the PQ stated she
had nof received any notlfications. The PQ
stated she thought if they wera going to use the
time-ouf room, a staff would go inta the room with
Individual #1. The PQ stated the time-out room
had not been Incorporated into Individual #{'s IEP
or behavior plan.

Furthar, the PQ stated she had shared individual
#1's programs with the school but she would
send them dgain. The PQ sfated she recognized
. that documentstion in the communication log -

’ could fmprove, however, she stated she had
additionat communication directly with individual
#11's teachar via a-mall and telephone often. The
PQ stated In that communlcation the leacher
brought up Individual #1's tolleting accidents and
also réported Individual #1.was having problems
with falllng asleep in class. The PQ stated they
discussed tha lssues at length and she provided
tha teacher with slesp charts fo document the

napping.

Additionally, during the same Interview, the PQ
stated individual #1 was a very active gid and her
frequent Injurles ware documented in her record
and in her communication log to schooi as much

FORM CMS-2667(02.99) Previous Verstons Otsolels Event1D: 154Q114
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1D PROVIDER'S PLAN OF CORREGTION

Individual #1's injuries, from 111415 - 4/44/15, as
documanted in facllity Progress Nofes were
reviewed with the PQ. On 4/21/16 at
approximately 8:16 a.m., the PQ provided
corresponding documentalion for explanation of
“each of Individugal #1's documented injuries,

During the Interview an 4/20/15 at 11:00 a.m,, the
PQ stated the facllily checked each individual's
clothing manthily and discarded lli-fitthg or
{attered clothes and documented {ha disposal on
the individual's inventory shast with an
explanation and the inflals of fwa stafl.

During an Interview on 4/21/18 fram 11:10 - 11:47
a.m,, the QIDP stated she was not aware of the
lime-out room used by the schoel because it was
not incorporated Into Individuaf #1's IEP. The
QIDP stated she had not conducted observatians
at the schoel,

The facliity falled 1o ensure Individual #1's
services were sufficlently coordinated with the
school, _

483,420{a}(11) PROTECTION OF CLIENTS
RIGHTS -

W 136

The facility must ensurs tha rights of aff clients,
Therefore, the facility must ensure that clients

have the opportunily to parficipate In soclal, -
religious, and comunity group activities.

This STANDARD Ia not met as evidencad by:
Based on record review and staff interview, it

[X4) D SUMMARY STATEMENT OF DEFICIENCIES o8
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
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W 136

Continued From page B

was determined the facillly falled to ensure ihe
opportunity to participate in community integration
activities was offered o 2 of 3 Individuzls
(Individuals #1 and #2) whose outing records
were reviewed. This resuited in community
intagration opportuniles being denled (o the
individuals. The findings include:

1, Individual #1's {PP, dated £/22/14, documented
a 14 year old femate whose diagnoses included
autism and profound mental retardation.

Her iPP contalned a service objective which
stated “[individual #1] will go on deslired
community outings.” Individual #1's behavior
plans, dated 3/20/15 and 11/1/13, documented
individual #1 should "Go on outng {si¢] at least
once a week." Additionally, Individual #1's
Elopement Behavior Intervention Plan, dated
/2016, documented she required 2 staff fo
accompany her in the community. Individual fH's
IPP doocumentsd her Interests as her bike, the
computer, Teletubbles, Super Nintendo, walks,
Legos, wooden puzzies and puiting objects into
her wagon.

Community Recreation Notes, dated 1/2016-
3/2018, were reviewed and documented she had
participated in the following:

January 2016 - The record documented individual
#1 was picked up from the hus stop seven times
batween 4/1 and 1/16. On 1/16 Individual #1
went to the gas statlon for & cracker. None of {he
activities were related to Individual #1's
decumented Interests.

February 2016 - ‘The record docurnented on 2/6

Individual #1 “was plcked up at school and came

W136| -
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- | Individual #1's documented intarests.

Continued From page 9

homa," Additionally, Individual #1 went out for
dinnar on 219 and on 2426 went shepping for
clothes. Mone of the actlvilles were related to

March 2016 - The record documented on 3/10
individual #1 went to the grocery store and
"wanted fo Interact with other kids." Individual #1
was faken out for dinner twice during the month.
The activitles were documented as "group
outings" with no less than 3 of her roommates.
On 322 Individual #1 wanti to the park with all of
her roommates and on 3725, Individual #1 was
taken lo a fast food restaurant for ice cream,
Due lo individual #1's Interest in taking walks, the
3/22 park visit would be the only outlng refated fo
Indlviduat #1's dacumented Interasts,

During an interview on 4/20/16 from 14;00 a.m. -
12;16 p.m.,, {he PO and Home Manager
conflrmed the collecied data was correct, They
sfated the [ack of community oulings for
Individual #1 was partially due fo a lack of staff
and partially due fo Indlvidual #1's recent increase
in maladaptive behavior. The PQ and Home
Manager slated at one point they only had 2 staff
approved to drive the facliity van. The PQ slated
she was training staff about cominunity”
documentation, as she recognized that being
picked up from the bus stop did not constitute an

outing.

The facllity falled to ensure Individual #1 was
provided the opportunity fo participate in
communlly integration actlvities of her Interest
and choics,

2, Individual #2's IPP, dated 3/12/15, docurnentad

a 36 year old female whose diagnoses included

W 136
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profound mental retardation. pupelate Aniclant’ .
- # ¢pcteeele
Her IPP contained a service objective which Qe fuptilepd M Tm ﬁan y,
stated “[Individual #2} will go on desired whens, vhey &8y PN5AN
community oulings. At leas! 4 times per month Fhing they LLke Liskd o.uﬂrpg
[sic]" and documented her interests as going to ning '
the store for 2 soda and hot dog, going for a ride, propam:
going out to eat, and seelng her guardian. T2 Leopensiite by Shshs

1

Community Recreation Notes, dated 1/2015 -
3/2015, were raviewed, HerJanuary and
February 2045 notes did not document ihat she

Al Commuthiby Profiams 1o
b A el 1o eh Ouhe pullhing

had conslstenily perticipated In activities of her F 16l
Interest and cholce, as follows: Ode powor on M bl ril
wanta and chTrants with

January 2016 - The recard documanted Individual Lot SOSS L OLLETA
#2 went 1o the grocety siore two limes. No A , v $7 _gb
personal purchases were noted. She atso went . 2 Reppopstile. Iy ShSTiry
to the gas statlon {o purchase a soda once. Only :
one actlvity reflected an aclivity related to A IO o0l Lf A LRk Ly
Individual #2's interests or choices. Hee Ccbendan. 1o LpdUAL
February 2015 - The record documentied one L prel L hE) ahe € el Qi Aj,
otling to a doctors appointment. Onetriploa
nearby winter camival was counted as four e fo 6pOUke. alliy ats ’M%
outings, including two stops at gas station . (e Oedent AL pecllings
restrooms enroute and junch at a restaurant : -
during the aclivity, Individusl #2 also went to fhe K Lpopor sl oy SES
grocery store twics with no personal purchases - ,
noted, and cnce o the gas station to purchase a = T¢ Ohowld. B Cheelirn i,
soda. Only lwo outings were refaled lo individual , s
#2's Interasts or cholces. Aec. Achuetille a. Aee <poley
| Intervi A20/15 f ‘11 )] 12:15 Mié{éla/ o andute leleato
n an Interview on rom 11:00 a.m, - 12; e .
p.m,, the facliify PQ confirmed the coflected data qj'fh s Ly eohen Aetit
was correct, She stated the lack of community QWY’PU-L‘*""') TAUe prteo o
outtings for Individual #2 was due to new staff Feaccimand Ohluyvilen ofThe
belng hired but not tralned to take individuals info Aoicent) X .
the communily. qa. Lwppnathie  foy SISIS
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The facllity falted to ensure individuat #2 was
provided the apportunily to pariclpats
community activiifes based on her Interests and

cholcas. . ) .
W 157 | 483.420(d)(4) STAFF TREATMENT OF CLIENTS W 167

If the lleged viclation is verlfied, appropriate s Al O Auo-hacrgd &

corrgctive action must be taken. . T pacocctuat H hehaod>e
Man 7 het Pas peen

This STANDARD s not met as evidenced by; l S/

Based on observalion, review of Incident reports Lupe ate Py AYA

and investigations, policy review and staff 227}

Interviews, It was determined the facillly faited to 1P Bropons

ensure sppropriate corrective action was taken, ﬁl)
\;-fhfch directly Impacted 2 of 8 Individuals Al Otats Pavt beenr

{Individuals #2 and #4) for whom Incidenis were ‘

reporfed and had the pctsnt{#aé tolmpactall - : Fedracneel, &1 %fu-:d Loy

Individuals (Individuais #1 - #6) residing in the . - : Corteet.

facility, This resuited in a lack of sufficient j>0 u‘”’“l-* The . pﬁ;} 4 ‘[ 1Y

comective action being Implemented, The Ao PO et

findings Includs: wan Pt £ inte hore. . _
1. The facility's abuse procedurs, undated, LaDF oL Py 87157 /6y
included 3 lavals of abuss, which Inciudad: é’ IDP I-) l .
- Levet 1: Minor individual rights viotations, euch B J0Ner F het Aa‘) Reep e

as discussing Individuals in front of ofhers, not Vo Lo kLo & alients r‘l‘c()t'/

ensuring doors are closed to protect privacy, etc, " an b e Pa it
- Lavel 2: Violatlons of tha Indlviduals' righls or /)fﬁ welt b
abuse which may be smotionally or physically . e K i
damagling such as displaying extreme anger, som /)‘Z:L o 10 epALite.
curslng, armguing, etc, ¢ . A o L L
9, arguing Fre e Aol JWW@J; 5o
- Level 3: Violations which may place the : e ik fotlowect vt Hy
Individuals In immediate danger, such as hitting, S . P
PSK fo . Pepnted o fo Q1P
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W 157 | Continued From page 12 W 157 }%—1 3 enths a Lt
kicking, or biling individuais, having sexuat . t A -
contact wiih individuals, etc, Fhe irecatend 70
, enQuke conlrente! ot giO
The procedure stated all violations wouid be ,
reported, documented and corrective actlon (,LhVobW(, anelirchclstrStety f[r-ﬂ:)

would be taken, b / F A
The faciflly's incldent reporis were revieved and _ m: [) ;ZSJPD W"m }Zﬂ,é‘/

included a report, dated 7,'21IE14 at 11:15 am.
The report doctimented staff found Individual #4 o

(who was a 21 year old male) and Individual #2 IEX.{ ST / (S
{who was a 36 year ¢ld female} in the basement '

of the facillty. individual #4 was halding Indlvidual
#2 by Hhe shoulders and Kigsing her on the lips.
The report documented Individual #2 was holding
onto Individual #4's hips.

The report stated Individoal #4 had kissed others
before and had a behavior plan in place fo
address his inappropriate touching of others. The
report stated staff were {rained not to laave
Individual #4 unatiended with other individuals, In
responsa fo the incident.

Hovrever, on 417/15 at 8:33 a.m., Individual #4
was observed {o bo laying on top of Individual #2,
who was faylng on the couch In the downstairs
living room. Staff were not obsearved to be
present in the dovmstalrs area.

In an Interview on 4/17/15 at 3:30 p.m., the PQ
stated staff should have been supervising
Individual #4 In the downstalrs living room
because Individual #2 was present.

The: Tacility failed to ensure the re-tralning of the
staff to not leave Individual #4 unsupetvised was
sufflclent to ensure Individual #4 did not
{nappropriataly louch ndividual #2.

FOAM CHiS-2567{02-69) Provious Verslons Obsolate Event 10 1HOT$
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W 159 | 483.430(a) QUALIFIED MENTAL RETARDATION |~ W 169
. PROFESSIONAL .

| Each client’s active treatment program must be
Integrated, coordinated and monitorad by a
quelified menial ratardation professional,

This STANDARD 1s nol met as evidencad by:
Basexd on obsevation, record review and staff

“| interview, it was determined the facllity fafled fo
énhsure the QIDP providad sufficlent monltoring
and oversight which direstly impacted 3 of 3
individuafs (ndividuals #1 ~-#3), and had the
potential to Impact alf Individuals (Individuals #1 -
#5) residing In the facillty. That faliure resufted In
a lack of sufficient QIDP monlloring and oversight
being provided. The findings include:

1. Refer to W120 as it relates to the faclllly's ‘&#% » WIS
fallure to ansure the QIDP ensured sufficlent :
coordinallan was provided for outside setvices.

2. Refer to W136 as it relates to the facllity's N,D{)u 10136

faliura to ensure the GIDP ensured individuals

had the opporfuntly to parlicipate In community
Integration activities of their interest and choite.

3. Refer to W157.as it relates to the faciiity's
fallure to ensure the QIDP ensurad sufficlent
appropriafe cotrective action was implemented in

regponse to all incidents, Nﬁ(y\i 10 U—WW

4, Refer {o W186 as It relates lo the facllily's
fallure to ensure the QIDP ensured sufflcient
direct care staff were provlded to manags and
supervise individuals in accordance with thelr

IPPs,
| o WO ol
6. Refer lo W216 as it relatss to the facilily's

Fadlhty {0; 19G047 If conlinvation chast Page 14 of 30
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W 158 | Continued From page 14 W 159
failure {0 ensure the QIDP ensured individuals'
dental nesds were comprehensively assesged.
6. Refar to W240 as It refates lo the facility's” /UL/WL o (o M Cf
fallure 1o ensure the QIDP ensured an individual
rec¢eaived training and services consistent with his
program plans. :
7. Refer to W289 as It relates to the facility's S Lo ﬁj was ?
fallure to ensura the QIDP ensured an individual's !
behavioral infervention metheds included :
sufficient information to direct staff,
W 188

W88

483.430(d)(1-2) DIRECT CARE STAFF

The facllity must provide sufficient direct care
staff to manage and supervise clients in
accerdance with their individual pregram plans.

Direct caré staff are deflned as the present
on-duly staff calculated over all shifts In a 24-hour
peried for each defined residenlal living unit,

This STANDARD is not mel as evidenced by .
Based on record revisw and staff inlerview, it
was determinad the facliity failed to provide
sufficient direct care staff {0 manage and
supervise individuals in accordance wiih thelr
iPPs for 6 of 6 Indlviduals (Individuals ##{ - #6)
residing in the facliity. This had the potential fo
impade staffs' ability t0 consistenfly mest
indlviduals' nighttime needs. The findings
include:

1. During the enfrance conference on 4/14/15 at
approximately 9:00 a.m., the Administrator sialed
morning and affernoon shifis required 3 -4 staff,
and the preferred number of night shift (10:00

FORM CMS-2667(02-99) Previous Varstons Chsalete Evanl iD:4J4QH -
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p.r. - 6:00 a.m.) staff veas 2.

Individual #2’s Behavior Infervention Plan for
aggression, SIB and obsessing, dated 8/25/14,
stated "Use 2 slaff In the area when {Individual
2] begins fo be difficuit” individual #2's Night
Time Sfeep Charl, from 1/2015 - 322015, was
reviewed. The iracking documented mulliple
evenings Individual #2 was “Awake and Active”
for 3 hiours or more on the night shiff. However,
ihe facilifty's Yimecards from 1/1/16 - 4/16M 5 did
not docurnent 2 staff were present, as follows;

January 201 5; Individual #2 was awake for 3 or
more hours 12 nights of the month. Examples
included, bhut were not limited to, the following:

- 1/3: Individual #2's tracking docurnented she
was “Awake and Active” from 10:00 p.m, - 2:00
am, The facillty's timecards documented only
one staff on-duty for the entire shift,

- 112; Individual #2's fracking documented she
was “Awake and Aclive” from 1000 p.m, ~ 3:30
a.m. Individual #2 then woke up for the day at

6:30 a.m. The facility’s imecards documented
only one staff an-duty for the entire shift.

- 1/27: Individual #2's {racking documented she
‘was “Awake and Active® the entire night shift

| {10:00 p.m. - 6:00 a.m.). The facilily's Umecards
documented only one stalf onduty for ths entire
shift. :

Furthar, the faclity's timecards also documented
only one staff for all, or most, of the night shift on
11, 104, 116, 117, 118, 168, 1411, 113 - 116, 1/18
~ 1126 and 1728 - 1/31.
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W 188 inued f)q o
g;’lf)'l:i‘l;l{e 252?1?:3&::! #2 was awake for 3 or W 186 o ;)N[/ Fa M{L MA
y e ' loan Ahved o Jan,awu, ﬂmwﬂa)ch

.more hours 7 nights of the month. Examples

included, but were nof limited o, the following: -

~ 242; Individual #2's tracking documented she
was "Awake and Active" the entlre night shift
(§0:00 p.m. - 6:00 am.). The facllity's timecards”
dosymented oniy one staff on-duty for the entire-
shift.

~ 2/11: Individual #2's tracking documenied she
was "Awake and Aclive” the entire night shift
{(10:60 p.m. - 6:00 a.m.). The faciiity’s timecards
documanted only ona staff on<luty untlla
maotning staff arrived at 4:00 a.m.

- 27, Individual #2's {racking documenied sha
was "Awake and Active” from 10:00 p.m, - 12:30
a.m, and from 1:00- 2:30 a.m. Individual #2 then
woke up for the day at 5:30 a.m. The facility's
imecards documsnted only one staff on-duty for
the entire shift, )

Further, the facility's timecards also documented:
only one staff for all, or most, of the night shift on
211, 2/3 - 2/8, 2{9, 219, 2/26 and 2i28,

March 2016 Indlvidual #2 was awake far 3 or
mare hours 1% nights of tha month. Examples
Includsd, but wers not fimited o, the following:

- 3/1: Individual #2's tracking documented she
was "Awake and Active" the entlre night shift
{10:00 p.m. « 8:00 aum,}). The facllity's firmecards
documented only one staff on-duty for the enfire

shift.

- 3/8; individuat #2's tracking documented she
was "Awake and Active” from 10:00 p.m. - 1:30
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W 186 | Continved From page 17 W 186
am. Individual #2 thah woke up for the day at : .
3:30 a.m. The facillty's timecards documented
only ona siaff on-duty for the entire shift

~ 318 Individual #2°s fracking documented she
was "Awake and Aclive" fram 11:00 p.m., - 6:00
a.m. The facility's imecards documented only
one staff on-duly for the entire shift.

Further, the facility’s imecards algo decumenied
only one staff for a, or most, of the night shift on
312 - 35, 317, 319 - 3113, 3/16 - 318, 3/24 - /26

and 3/31.

With anly one staff on duty, i would not be
possible fo Implement Individual #2's plan for
aggression, SIB and obasssing.

On 417116 at approximately 10.00 am., the
Homte Manager slated they had baen shart
staffed for at least 6 months. She stated they
lried ta share staff fram sister facilitles and fill
shifts as best they could,

The facility failed {0 ensure individuals ware
provided with sufficlent diract ¢are staif on the
night shit, -

W 216} 483.440(c){3)(v) INDIVIDUAL PROGRAM PLAN W 218

The comprehensive funclional assessment must
Include physicat davelopmsnt and heaith.

This STANDARD is not met as evidenced by:
Based an observation, record review and siaff
Interview, it was determined the facdilily failed to
ensure individuals' CFAs includs comprehensive
heaith information for 2 of 3 individuals
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(Individuals #2 and #3) whose CFAs were
reviewad. This resulted in a lack of information
being avallable cn which to base program
Intervention and health decisions, The findings
inciude:

1. Individusl #2's IPP, dated 3/12/15, documented
she was & 36 year ofd female whose diagnoses
included profotind mentaf retardation and selzure
disorder.

Individual #2's record contained documentaticn
showing she had been 1o a denfisl’s office on
32114, An evalualion was not performed due o
Individual #2°s non-complfance. Subsequenily, a
comprehensive dentsl exam and {reatment was
parformed at a focal hospital, under genaral
anesthetic, on 10/2/14.

Individual #2's CFA, dated 3/10/15 and signed by
fhe PQ, dld not address (ndividual #2's nead for a
dental desensitization program to decreass her
dependence on general anasthetic for dental
evaluation and freatment.

In an interview on 472015 at 41;00 a.m., the PQ
confirmed she had compleled the GFA for
Individual #2 and had not identified the nead for a
dentat desensitization program.

The facllity failed tc ensure Individual #2's record
inciuded comprehansive assessment information.

2. Individual #3's IPP, dated 2/26/16, documented
she was a 37 year old female whose diagnoses
Included prafound mental retardation, selzure
disorder and blingness.
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W 218 Gontinued From page 19 .
Individual #3's record contained documentation
showing she had heen to a dentist's offics on
2/6/14. An evaluation was not parformed due to
Individual #3's nan<gompllance, Subsequantly, a
comprehensive déntal exam and frealment was
performad at a local hospilal, under general
anesthetic, on 62114,

Individual #3's CFA, dated 22515 and signed by
the PQ, did not address individual #3's need for a
dental desensitizatlon program to decrease her
dependance on general anesthetic for dental
eveluation and treatment.

In an inferview on 420715 at 11:00 a.m.; the PQ
confirmed she had performed the comprehensive
assessment for individual #3-and had not
identifled tha need for a dental desensitization
progratr,

The faclllly falled to enstire Indlvidual #3's record
Inciuded comprehensive assessment information,

W 249 | 483.440(d)(1) PROGRAM IMPLEMENTATION

As soon as the Interdisciplinary team has
formulated a cliant's Individual pregram plan,
each client must receive a continuous active
freatment program consisting of needed
Interventions and services in sufflclent number
and frequency lo support the achfevement of the
chjeclives identlfied In the Individual program

plan.

This STANDARD {s not met as evidenced by:
Based on observation, record review and staff
interview, it was detenmined the facliy falled to

w216

W 249
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ensure Individuals received iralning and services 5 Tdrerdeat 772 4 )
consistent with their program plans for 2 of 4 :
individuals {Individuals #1 and #4) whose Pr m?ra.fh S Wors Adrained
behavior programs were reviewed. This resulted Mihe  Otey) ale D pruntr's
in individuats' behavior programs not being 7O £n A ﬂ F‘ 7
implemented. The flndings inciude; Cor v Wi @l madenfels .
1. Individual #4' 11/13/14 (PP stafed he was a 21 Usele ol , | S/
year old male whose diagnoses Included autism el D [0y
and profound menlal retardalion, T¢ ’pr on M
Individual #4's record included a hehavior plan, Buhavsy .|
dated 11/19/13, which stated he engaged n . mawtprogram s ravtetese!
Inappropriate louching of other pecpla. The plan . 2N
stated Indivicual #4 would get to closs o afhers and raind 72 Le
and try to rub thelr face with his hands, kiss them, azg f ate (inDemenhin
thrust his grain agafnst them or lay on top of At p 7
them. Corpreeily cenroladt
The plan stated Indlvidual #4 was not fo be Whel /rcctets nlw LWL
unsupervised In a rgom with other individuals. Wit e
4 ALt e .
However, on 4/171156 at 8:33 a.m., Individual #4 e /2& o 20N Sehile fg,,l S?Bbf’\‘;
was observed {o be faying on top of Individual #2,
who was laying on the couch in the downslalrs ’ ] ‘ '
living room, Slaff were not observed to be S oty Ctepd Aete
present in the area. [rediiment Fse v
In an interview on 4117/ at 3:30 p.m., the PQ thclude The ébﬂbw@'g‘h
stated staff should have been supervising lamenta?t o
Individual #4 in the downstairs fiving room 0/ The Lm(b , ¢ «
bacause Individual #2 was present. Zf rha oty 1/3 e
it e Lpdadte
The facillly falled to snsure Individual #4's No o S —
behavlor plan was implemented. D pons thle ’mt’ /3b /5
2. Individual #1's IPP, dated 9/22/14, documented > 7C Fo ComPlaTe & Lol
a 14 year old female whose diagnosey inciuded WA ‘! ¥ A
aulism and profound mental retardation. AL . et Merd %g 77\:;::/
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W 248 Continued From page 21

Indlvidual #1's Elopement Behavior intervenion
Plan documented under "Environmental
Confrola/prevention [sie]” Individual #1 was to
“Uss her picture schedule so shs knows what she
is doing and what is toming up."

Howaver, during observailons conducted in the
facility on 4/1416 and 4/15/15 for a cumufative 4
hours 15 minutes, Individual #1 was nat hoted 1o
utllize a picture schedule,

intervievis were conducted with three direct care
staff on 417115 belwsen 12:36 and 3;13 p.m,
None of the staff had seen a visual scheduls for
Individuat #1. .

During an Interview on 4/20/15 from 11:00 a.m, -
12:16 p.m,, the PQ stated they wera stil trying to
figure out how to implement a plcture scheduls
that Individual #1 would ufllize,

The facility falled to ensure Individual #1's
bshavifor plan was implemented,

W 280 | 483.450(b)(4) MGMT OF INAPPROPRIATE
CLIENT BEHAVICR

The use of systematic Interventions to manags
Inappropriate cllent hehavior must be
Incorporated Inte the client’s individual program

this subpart.

This STANDARD Is not met as evidenced by:
Based on cheervafion, record review and staff
interview, it was determined the facllity falled o

plan, in accordance with §483.440(c)(4) and () of

W 248

VY289
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W 289 | Gontinued From page 22 ) W28 =0 medf i ‘ehoiged 8/ b,ef)& LS
ensure fechniques used to manage inappropriate el debred TV
behavior were sufficlently incorporated into the (3/ @n , “p .
program plans for 4 of 4 individuals (individual endure t Lhetuels el
#1) whose behavioral interventions were . —~
reviewed, Thisresulted In afack of appropriate | Clear thstruction? _
interventions being In place te-ensure an LNty VenTt b ere ﬂﬁ?g:
individual's behavioral needs were met. The YA
findings include: G1DP Reo an%l ke, hL? /
1. Individual #1's IPP, dated 9/22/14, documented Slatl Behavtbr plan % Aofe e
a 14 year old female whose disgnoses Included . Ny
autism and profound mental refardalion, 7’1’ @n,'()t,b‘ce_. Clian indirichr
. Vel n Ane., ’
Individiat #1's Behavior Functional Assessiment, 7“0‘1 L 'I & ¢
dated 4/13/16, documented she engaged in Lholuded th The bﬂ-h“U‘éF“
maladaptive behavlors which included tantrum P'(c“ ~
and slopement. Individual #1's Behavior ; S T2
intervention Plans for each assessed behavior Gy pr’ﬂ Nl }9“( / (3
were reviewed, The plans did not include
comprehensive instruclions, as follows: S D7yt Ay tvainel o
a. The Aggression, Tantrum & Property ) er e dlitee ¥ L D oot
desiruction [sic] Behavior intervention Plan, dated} - en ALt
1111113, defined tantrum behavior for Individual /;)1 an T ena b el
#1 as throwing herself to the floor or Into objects, Lihdsrrodened o 40
crying, sereaming and throwing objects. y
’ pamen L Saely
i

| However, the plan did not iclude any instructions Iy
to staff for how to Intervene If individual #1 e M/’-b Mol bb'
engagod in tantrum behavlor,

A bebavisr 52 wiis be
During an intervisw on 4/20/15 from 41:00 a,m. - ' '%:t Ex D
12:16 p.m., the PQ stated staif were to ask aom ?ﬂf.Cf d g PrLe o
Individual #1 what she wanted, block and protect 'P leen s Joeonsy PLd on leﬁg,
and then minimize communication unti Indlvidual
#1 was calm. The PQ siated staff shouid also e ehure. T hiy eocr. hmi{

Ol phstructions &bhe

offer prefarred activities or ftems.
hsw To LATEVVene.

.| Interviews were cohducted with three direct care
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| 12:16 p.m., the Home Manager stated Individual

staff on 4/17415 between 12:36 and 3:13 p.m.
When asked what to do when [ndividuat #1
engaged Il tantrum behavior, staff stated the

following:

- DCS A stated she would try to Rgure out what
indlvidual #1 wanted, DCS A stafed she would
only intervene If Individual #1's behavior was a
danger to herself arothers. She stated she
wauld offer Individual #1 calming acilvilies or
items, such as deep pressure, massage, a
velghted blanket or a warm cloth,

- DCS B stated she would apply deep pressure fo
Individual #1's palms er make funny noises to get
individual #1 to laugh. DCS B stated she
extihcted Individual #1's scresming or the
behavior would escalale.

- BCS C stated she would not reast fo Individual
##1's behavlor or Individual #1 would escalato,

b. Individual #1's Elopament Behavior
Intervention Plan, dated 3/20/15, documented the
definition of elepement Included "Trying to get out
of the van on an ouling or wandering away from
staff on an outing.” Addittonally, the plan
documented Individual #1 required two staif "in
the communily (transport} &3 she wilt try to get
ouf of the van whenever it stops.”

The plan Included slopement instructions if
Individual #1 went out the front deor or ran down
the driveway. However, the plan did not Include
instructions to staff related to how fo Intervene if
individual #1 fried fo elope from the van,

During an interview on 4/20/15 from 11:00 a.m, -
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#1 unbuckled her seat balt in tha van often, but
typicaily responded to verbal cues to buckle
herself back infe the seat.

Interviews were ¢conducted with threa direct care
staff on 4/17/15 between 12:36 and 3:13 p.m.
When asked what to do when Individuai #1 fled
to efope from the van, staff sitated the fallowing;

~ DCS A stated she had not seen Individual #1
exhibit the hehavior. DTS A stated she thought
staff wauld puil the vehicle aver and cue
Im}ﬁvtdual i1 to slt back down and put on her seat
belt.

- DCS B stated she had not seen individual #1
oxhibit the behavior and was not sure what she
would do,

« DCS G stated ane time Individual #1 unbuckled
hesself and gat up In the van, bul retumed to her
saat with verbal cues from staff, DCS C siated
she was not sure what she would do if Individual
#1 jurped, or attempfed to jump, from the van.

During an Intarview on 421418 from 11:10 - 11:47
a.m., the QIDP stated Individuai #1's hehaviar
plans were recently updated but were pending
approval fram HRG and had not ye! been
implemanted. She stated the new plans now
Included tanirum Instructions, however, .
instructions for eloping from the van were missed.

The faclllly falled to ensure technigues to manage
Individual #1's maladaptive behavicrs were
sufficienlly Incorporated Into her bahavior plans.
483,460(d)(3) NURSING STAFF

W 288

W 345
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The facility must utilize registered nurses as

appropriate and required by State faw fo perform |

the heaith services specified In this section,

This STANDARD is not met as evidanced by;
Based orn review of the Idaho Board of Nursing
Rules and Regulations, record review and staff
Interviews, It was determined the faclltly fafled fo
ensure thelr registered nurse was utilized as per
this standard and.as required by stafe law, This
directly impacted 3 of 3 individuals {(Individuals #1
- i3} whose medical records were reviewed, and
had the potantiat fo mpa¢f all individuals
{Incilviduals #1 -#6) reslding at the facility. This
resuited in the potential for Indviduals fo
experience negative Impacis to thelr health, The

1 findings In¢lude:

1. The Idaho Board of Nursing Rules and
Reguiations {IDAPA 23.01.01) slate, at IDAPA
23.01.01.401, that "in addition to providing
hands-on nursing care, llcensad reglstered
nurses woik and serve in a broad range of .
¢apacities including, but not limited to, regulation,
delegation, management, administeation,
teaching, and case management, Licensed
registered nurses, also referred to as registered
nurses or as 'BNs," are expected to exercise -
compatency in Judgment, decislon making,
implemeantation of nursing Inierventions,
delegation of funttions or responsibllities, arx
administralion of medications and freatments
prescribed by legally authorized parsons.”

IDAPA 23.01.01,401.02{a) states the functions of
the RN Include "Assesses.the health status of
Indlviduals and groups” and HAPA
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Continued From page 26
oblained by assessment o identify and document
nursing diagnoses..."

IDARA 23,01.01.460 states Licensed practical
nurses function in dependent roles. Licensed
practical nurses, also réferred {o as LPNs,
provide nursing care at the delegation of a
llcensed registered nurss,,."

IDAPA 23.01.01.460.02(a) states the funclions of
the LPN include "Contributes o the assessment
of heatth slalus by collecling, reporing and
recarding objeclive and sulijective data.”

The facility failed lo ufilize RNs as required by
state taw, as foliows:

a. Individual #1's 9/22/14 IPP stated she was a 14
year old female whose diagnoses included
profaund mental refardation and selzure disorder.

individuai #1's medical record Included Quarterly
Nursing Examinations daled 1/20/15, 12/28/14,
9126114, and 6/25/14 that were completed and
signed by the LPN. Thers was no documentation
the examinations had heen reviewed by the RN,

Additionally, Individual #'s monthly Nursing
Sunumaries from 7/2014 - 3/2016 were reviewed,
The forms were signed by the LPN and the PQ,
but the sfgnature space for the RN was blank,

b, individual #2's 3/12/15 IPP slated she was a 36
vear old female whose diagnoses include
profound mental retardation and autism,

Individual #2's medical record Included Quarttery
MNursing Examinatlons daled 1/12/15, 10/8/14,

7129114, and 4/17/14 that were completed and

W 345
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sfgned by the LPN. There was no documentafion
that examinations had been reviewed by the RN,

Additionaily, Individual #2's monthly Nursing
Summaries from 92014 - 3/2015 were reviewed.
The forms wera signed by the LPN and the PQ,
but the signature space for the RN was bitank,

¢, Indlvidual #3's 2/26/15 1PP stafed shewas a 37
year old female whose dlaghoeses Included
profound mental retardafion and seizure dizordar,

Individual #3's medical record included Quarterly
Nursing Examinations dated 4/7/185, 1/6/18,
10/8/14, and 7/28/14 compleled and signed by
the LPN, There was no documsntion that the
examinations had been reviewed by the RN,

Additionally, Individual #3's ronthly Nursing
Summaries from 92014 - 3/2015 wete reviewed,
The forms were signed by the LPN and tha PQ,
hut the signature space for the RN was blank,

None of Indlvidual #1 - #3's Quarlerly Nursing
Examinations or Nursing Surmmaries
“documesited they had been reviewed by the RN,
Additionally, documentation that the RN had been
present in the facllity or revievred any aspest of
tndividual #1 -#3's records from 4/1/14 {o present
could not be found.

The facility utlilzed a confracted RN who was
interviewed by telephone on 4/21/15 from 1:50 ~
213 p.m. The RN stated she could not
remember the last ime she had beenin the
facility, but stated # could have been a year or
more, The RN stated she would review and sign
the Quarterly Nursing Examinations or Nursing
Summaries when she was In {he facilly, ifthe
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reviews were hof signed i weuld indicate she had
not baan present In the facllity. The RN staled
her "other job* prevented her from coming to the
facllity frequently. When asked about regulations
governing ICFe/ID, the RN stated she was not
aware of the spacific reguiations. The RN stated
the facility’s Nursing Supervisor made daily
decistons refated o tha facility and would consuft
with the Social Worker and facility Administrator.
The RN stated she would rely an the Nursing
Supervigor to contact her If she had questlons,
The RN sfatad she was awara {he Nugsing
Supervisor was an LPN,

Duiring an interview on 4/22(18 fram $:36 - 10;10
a,m., the facility LPN slated he had worked for
the company for 18 months and had never met
the RN, The Nursing Supervisor, who was
present during {he interview, stated the RN used
to review récords every 3 - 6 months, but she did
not know the last time the RN was in the facliity or
had reviewed any of the medical records.

| The fecillty failed fo utilize a registered nurse as
appropriate and required by state faw.
W 4401 483.470()(1) EVACUATION DRILLS W 440

Tha facility must hold evacuation dillls at least
guarterly for each shift of personnel,

This STANDARD s not met as evidenced by;
Based on record review and staff interview, It
was determined the facliily failed to ensure
avacuation drllls werse conducled quarterly for
each shift of personnel for 6 of 6 individuals
(Individuals ##1 - #8) residing in the facility. This
resulted In the potential for the facllity and staff
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responsas or idenlify problem areas, The Cornp Lo r‘CﬂS G L) (2 ‘{c.,'
findings include: '
3 9V4VL'—1M¢( ALl
1. The facllity's evacuation drills were reviewed e -
and did not Include documentation that 70 Ruo fersuhle /79' /20105
evacuation drills had baen completed for the night .
shift (10:00 p.m. - 6:00 a.m.) during the first a Jernundin Wil B
quarter {January - March) of 2015 and tha third T
quarter (July - September) of 2014 Repd To HM ghet 2'7"24{
During an interview on 4/21/15 at 8:16 a.m., the A i Theuh
Home Manager stated the svacustion drills for vt M
tha night shift had not been completed. Qletr lay Ly jnwax yo .
The facllity failed to ensure evacuation drills were - s e b & goies
complated sach quatter for each shift of siaff, . P 0 ‘pr or L{ ’
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16.03.11 Initial Comments

The following deflclencies were cited during the
cormplaint and anaual llicensure survey conducted
from 4114/15 to' 4/21/15.

'ljhe survey was conducted by:

Ashisy Henscheid, QIDP, Team Lead
Trish O'Hara, Ri\_!

16.03.11.075.09 Protection from Abuse and
Reatraint

Protection from Abuse and Unwarranted
Restraints. Each resident admitted to the facllity
musf be protected from mentaf and physical
ahuse, and free from chemical and physical
resltralnts except when authorized in writing by a
physician for a specified perlod of time, or when
necessary it an emergency to protect the
resident from Injury to himself or to others {(See
slso Subseclion 075.10),

This Rule s not met as evidenced by:
Refer to W157,

16.03.11,0756.10(d} Written Plans
Is doscribad In written plans that are kept on file
in.the facillty; and

This Rule is not met as evidenced by
Refer fo W289,

16.03.11.075,13 Fresdom of Assaclation

Freedom of Associatlon, Each resident admifted
to the facility must bﬁge\ﬁni{ted to assoclate and

M 000
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Gontinued From page 1

communicate privately with persons of his cholge,
and to parlicipate in activiies of social, refiglous,
and communily groups at his diseretion, unless
medically contraindicated as documanted by his
physician in his medical record.

This Rule Is not mef as evidenced by:

Refer to W1386.

16.03.11.076,17{a) Maximize Developmantal
Patantial

The freatmenl, services, and habflitation for each
residant must be designex to maximize the
developmenial potential of the resident and must
be provided [n the setling that Is least restriclive
of the residant’s parsonal fberles; and

This Rufe 15 nof mst as evidenced by:

Refer to W216 and W249,

18.03.11.100.01{c} Private Water Supply
examinafion

¥ water |s from a private supply, water samples
must be submitted to the Department through the
Distrdet Pubile Health Laboratory for
hacteriological examination at least once every
thres (3) months, Coples of the faboratory reporis
must be kept on file at the facilify.

This Rule Is not met as evidancad by,

Based on record review and stalf inlerview, it was
detertninad the facilily failed fo ensure the
faciiity's water supply was assessed for bacledal

"| contamination at least once every three (3)

months for 6 of 6 individuals (individuals #1 - #6)
restding in the facllity. This resulted inthe
potential for individuals residing In the facliify fo
have adverse heallh consequences from
contaminated water, The findings include:
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1. The feclilty's well test records were reviewed Loy Al
ang did not Include documentation that ihe > /D 0 7‘3 recom el ? 4 “7
facility's well water had been lested for wats Cheeks en tpod L er
bacterlological contamination since 2/13/14, A 5
Phsece] Oheak To endih
During an infervlew on 4/21/15 at approximately Oon et
8:16 a.m,, the Home Manager staied the most au f-P g =0 / ~
recent test of the fadlity's well water was In P e bl 7
February 2014, ' D /‘8200&77 an
The facility falled ta ensure its water supply had 5 DN At P L
been lested for bacterlologleal contamination at P D 7‘3 a
Jeast once every three months, waly Chers T MQZ,CW ?
‘ t LL
MMI380! 16.03.11,120.03(a) Buliding and Equipment maso | (L1 ot /2' Lo fo

' ——
tde by STRe/
The building and alt equipment must be in good I]D (ULOP o S '7’
repalr. The walls and floors must be of such :
-1 character as to permit frequent cleaning. Walls

and ceilings in kitchens, bathrooms, and utfity
rooms must have smooth enameled or equally DAL) Maaderl Lfems 7 kg
washable surfaces. The building must b kept Al qu nemoved o2l Rephi o
clean and sanitary, and every reasonable i’) b e
precaulion must be taken to pravent the entrance The—houde - MM L0ppnSt :
of insects and rodents. . ,
This Rufe Is nof inet as evidenced by: " . B‘/ 53015 "
Based on observatlon it was determined the ol :
facllity failed to ensurs the faclity was kept in ~=4m 7o o é‘ampa hh5 1 e
good repalr for 8 of 6 individuals (Individuais #1 - (et kles ekl Jhrol
#16) residing in the facility. This resuited in the Ltan's aa, 5
environmeant being kept In lfi-repalr. The findings im “Tagclecl 2n ’
nclude: _ o e manienals Liad
1. An environmental review was conducled at the ey ¥ R gy) /)D?’?Sdf)'lc h’—{ 757 20l
facllity on 4/16/15 from 14:02 a.m, - 12:00 p.m, H /}5;3
vith the Home Manager. During that fime, the = 'ﬂq‘l, oeoe F
following was noted; f‘i ngf?; Dl el T eNSitia
. [ A ,

~Thare was a seclion of unpainted plaster atl L7ams anpcl hotie &2
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approximataly 1 foot hy 6 inches on the wall
between the maintenance closet and the
medication rooim,

~ The downstairs couch was miasing cushion
covers, ;

- Thers was a black chalr with an approximately 1
foot ilp down the center of the seat cushion.

« The downstairs bathroom floor was composed
of peel and stick vinyl il squares, Approximately
8 of the squares had shifted regulling in gaps
betwaen the tiles.

- The leundry basket In the downstairs bathroom
was broken,

- There was e section of unpainfed plaster
approximalely 1.5 feet by 1.5 feet on the wali at

the lop of the stalrs,

- The top drawsr furthaat fo the left of the slove
and the sllvarware drawer were both missing
back stops ta prevent them from faliing out when

opened,

= Twa of Individual #b's dresser drawsrs ware
missing back stops,

- The top drawer of Individua #3's dreséar was
off the tracks, )

- The drewers of Individual #1's desk were off the
tracks and missing beck stops.

- Individual #1's laundry basket was broken.

- The oven was coated with food éﬁd debrls,
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- The cleaning closet door had a circular, broken
area approximately 3 inches in diameter. The
Home Managear, who was present during the
review, stated it was possibly from Individual #1
hitting her head on the door. The closet door also
had darnage on the bottom left corner.

- There were cigarette butts in the bark near the
front door, on the ground around the ash fray on
the side of the house, under the swings of the
swingsel and next to the driveway below the
Juniper bushes.

The facitity failed to maintain the building and
equipment in good repalr,

16.03.11.230.02(p) Work Schedulas MM8B02

MriBo2
Daily work schedules, reflecting the daily
adjustrments of employees, shall be keptin
writing, showing the persennel on duly at any
given time for the previous three (3) month -
petlod. Personnel shall be Identified by first and
last names, Including professional designation
(R.N., L.P.N.,, QM.R.P,, etc.), and posilion.

This Rule is not met as evidenced by:

Based on record review and slaff interview, it was
determined the facliity failed fo ensure as-worked
schedules reflective of daily adjustments were
malintained for 21 of 21 staff (Staff A - U) whose
iimecards were reviewed. This impeded the
facliity's ablifty to monitor staffing patlerns. The
findings include: . ]

1. The facllity's as-worked schedules from 1/2016
through 4/2015 were requested. The Home
Manager provided staff imecards for the date
range, The imecards documented a staff

Sureal of Fasilly Standards

STATE FORM Lt
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57’7“4:&},:}1) wikh Hvr on
how o post ab wetkee Ahedid

[RRoporsihne oy “@olT

When asked about monthly as-worked
schedufes, during an interview on 4£24114 at 2:27
p.m., the Hatme Manager stated the tirmecards
could be printed in daily view., However, the
Home Manager statet timecards weare the only
tdocumentation she had of staff {ime worked.

3

The facllity falled lo maintain as-worked
scheduies which reflecied the staff, including first
and last names and professionat destgnation,

S when Aoy wiee Bl yedk

ﬁrbuaf}t well Chtet. B ao

Wotb’ Aehoctseéect 7o 2N fucy

STATE FORM

g

FACILITY BTANDARDS

who worked each shift.
Jﬁﬁe P fo dale
MM728 16.03,11,270.01{b) QMRP mmras ' KON p
The QMRP 15 responsible for supanising the PPD ToLepeete y4m O K 1ough
implementation of each resldent's individual ptan B endire. d—f UL cbpr
of care, integrating the varous aspects of the Ap gy - PO g
program, recording each resident's progress and v, dj\_@,a.tfnc" as LVt diel el cleep
Initlating periodic review of each individual plan [ZD
for necessary modliications or adjustments. This /Qeo Fonst bl{. ,lz)
function may be provided by a QMRP outside the a5 JUae
fadlity, by agreement, ié K~ 7%“9%3 *fu}”ﬂed tﬁ.
: TrenThly Zhel Aany
This Rule Is not met &s evidenced by: ﬁouoco THOVPUGR Acttat 72
Refer to W169. alrreom o7 <739 /4—
: PO Repponinble by 213
MM764 16.03.11.270.03 Nursing Services MM780
Residents must be provided with nursing services P\
In accordance with thelr needs. There must be-a -’?/b'v\ 1o (O Tﬁ
responslble staff member on duty at all times who o
is iImmediately accessible, fo whom residents can
report Injurles, symptoms of iliness, and
smergencles, The nurse's dutles and services T
.| include? DG el
This Rule is not met &s evidenced by: N\
Bureau of Facifily Standards T MAY
haed 14Q1t . '
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There must be sufficient approprately qualified
trafning and habliitation personnel and necessary

stpporting staff available fo carry out the W 1 Wilsp

-1 residents' trainingr and habilitation pragram,
This Rule is not met as-avidenced by:
Refer 1o W188,

MMEBS, 16.03,11.270.08(f)(1} Suparvision of Tralning and | MME59
Habllitation

Supenvision of defivery of training and habllltation :
- | services integraling varlous aspecls of the
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Refer to W1'20.
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May 1, 2015

Thair Pond, Administrator
Tomorrow's Hope - Eagle

1655 Fairview Avenue, Suite 100
Boise, ID 83702

Provider #13G047

Dear Mr. Pond:

An unannounced on-site complaint investigation was conducted from April 14, 2015 to April 21,
2015 at Tomorrow's Hope - Eagle. The complaint allegations, findings, and conclusions are as

follows:
Complaint #1D00006927
Allegation #1: The facility does not communicate with outside providers.

Findings #1: During the investigation, review of records and inteviews with facility staff and an
outside professional were conducted with the following results:

Three individuals were selected for review. One individual atiended a local middle school
Monday through Friday from 8:30 a.m. to 3:30 p.m.

The individual's teacher was interviewed on 4/14/15 at 2:40 p.m. The teacher stated he
‘communicated with the facility using a communication log and he would speak with and email
the Para-Qualified Intellectual Disabilities Professional.

The teacher stated the Para-Qualified Intellectual Disabilities Professional had attended the
individual's school plan development meeting, but he had not been invited to the individual's
plan development meeting at the facility, The teacher stated he did not receive a copy of the plan
or any of the individual's training or behavior prograins from the facility.
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The commumcation log exchanged by the school and facility was reviewed, the entries were
dated 2/10/15 - 4/14/15. From 2/10 - 2/18, the school wrote in the communication log 11 times;
the facility wrote 2 entries. During the month of March, the school wrote in the communication
log 16 times; the facility wrote 6 entries. In April, from 4/1 - 4/14, the school wrote in the
communication log 16 times; the facility wrote 8 entries.

Although the school wrote in the communication log more frequently than the facility, the facility
was showing improvement over the time period reviewed.

Interviews were conducted with three direct care staff on 4/17/15 between 12:36 and 3:13 p.m.
One staff stated the staff assigned to the school-aged individual in the afternoon was responsible
for reading the communication log and responding as needed. She stated the individual's
morning staff was responsible for entering a summary of the morning. A second staff stated she
was not sure who was responsible for writing to the school in the communication log, but she had
written in the book before. The third staff stated she had never seen the communication log.

During an interview on 4/20/15 from 11:00 aan. - 12:15 p.m., the Para-Qualified Intellectual
Disabilities Professional stated she had shared the individual's programs with the school in the
past, but she would send them again. She stated she recognized that documentation in the
communication log could improve, however, she stated she had additional communication
duectly with the individual's teacher via e-mail and telephone often.

Based on review of the communication log and staff interview, it could not be determined that
the facility failed to communicate with outside providers and the allégation was unsubstantiated.

However, the facility failed to perform observations to ensure their services were coordinated
with the school. Therefore, related deﬁc1ent practice was identified and the facility was cited at

W120.
‘Conclusion #1: Unsubstantiated. Lack of sufficient evidence.
Allegation #2: Individuals are not provided with appropriately sized clothing,

Findings #2: During the investigation, observations, review of records, an environmental review
and staff interviews were conducted with the following results:

, Observations were conducted in the facility on 4/14/15 and 4/15/15 for a cumulative 4 hours 15
minutes. During that time, individuals were noted to be dressed in clean clothing of appropriate

size.
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An environmental review was conducted on 4/16/15 frbm 11:02 a.m. - 12:00 p-m. During that
time, the contents of each individual's dresser and closet were observed. Each individual was

noted to have a sufficient supply of clean clothes.

Three individuals were selected for further review. The individuals' records contained inventory
sheets, which were reviewed. The inventories included documentation of clothing being added
to the individuals' possessions. Further, the documentation showed staff regularly examined
individuals' wardrobes and removed any ill-fittmg or tattered clothing,

Interviews were conducted with three direct care staff on 4/17/15 between 12:36 and 3:13 p.m.

- All three of the staff interviewed described the process for documenting items that came into, and
out of, the facility. They each stated on a monthly basis individuals' clothes were checked for
appropriate fit and "checked out” on the inventory sheets, with initials from two staff, if they
were ill-fitting or in bad condition.

During an interview on 4/20/15 from 11:00 a,m. - 12:15 p.m., the Para-Qualified Intellectual
Disabilities Professional stated the facility checked each individual's clothing monthly and
discarded ill-fitting or tattered clothes and documented the disposal on the individual's inventory
sheet with an explanation and the intials of two staff.

It could not be determined that individuals were not provided with appropriately sized clothing.
Therefore, the allegation was unsubstantiated and no deficient practice was identified.

Conclusion #2: Unsubstantiated, Lack of sufficient evidence.
Allegation #3; Staff engage in sexual behavior with individuals.

Findings #3: During the investigation, observations, review of records and staff interviews were
conducted with the following results:

Three individuals were selected for review. Observations were conducted in the facility on :
4/14/15 and 4/15/15 for a cumulative 4 hours 15 minutes. During that tlme staff were noted to ‘
interact with individuals appropriately and respectfully. : ;

The facility's incident reports, from 1/1/15 - 4/14/15, were reviewed. The reports did not
document any instances of staff engaging in sexual behavior with the individuals.

The facility's abuse, neglect and mistreatment investigations, from 3/28/14 - 4/14/15, were
reviewed. The investigations did not document any incident of staff engaging in sexual behavior
~ with the individuals.
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Interviews were conducted with three direct care staff on 4/17/15 between 12:36 and 3:13 p.m.
All three of the staff stated they had never seen a staff member engage in sexual behavior with
the individuals, and would report the incident if they did.

During an interview on 4/20/15 from 11:00 a.m. - 12:15 p.m., the Para-Qualified Intellectual
Disabilities Professional stated an individual's school had reported an incident of a staff allegedly
kissing the individual. The Home Manager, also present during the interview, stated she was
present during the reported incident. The Home Manager stated the individual liked noises in her
ear, and when she leaned in close to the staff, the staff made noises for her. The Home Manager
stated she immediately recognized the potentially negative appearance of their close proximity
and retrained the staff at that time. :

- It could not be determined that staff engaged in sexual behavior with the individuals. Therefore,
the allegation was unsubstantiated and no deficient practice was identified.

Conclusion #3: Unsubstantiated, Lack of sufficient evidence.

As none of the allegations were substantiated, no response is necessary. Thank you for the
courtesies and assistance extended to us during our visit.

Smcelely, 4%
ASHLEY HENSCHEID '

NICOLE WISENOR
Heaith Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care

AH/pmt




