
I D A H 0 D E P A R T M E N T 0 F 

HEALTH & WELFARE 
C.L "BUTCH" OTIER- Governor 
RICHARD M. Affi..1STRONG- Director 

June 29, 2015 

Matt Borchardt, Administrator 
Preferred Community Homes - Cougar Creek 
12553 W Explorer Dr Suite 190 
Boise, ID 83713 

RE: Preferred Community Homes - Cougar Creek, Provider #130037 

Dear Mr. Borchardt: 

DEBRA RANSOM, R.N.,R.H.I.T., Chief 
BUREAU OF FACILITY STANDARDS 

3232 Elder Street 
P.O. Box 83720 

Boise, ID 83720·0009 
PHONE 208·334-<>626 

FAX 208·364-1888 

This is to advise you of the findings of the complaint survey of Preferred Community Homes
Cougar Creek, which was conducted on June 22,2015. 

Enclosed is a Statement of Deficiencies/Piau of Correction Form CMS-2567, listing Medicaid 
deficiencies aud a similar form listing State licensme deficiencies. In the spaces provided on the 
right side of each sheet, please provide a Piau 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 identity 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 ensme that 
the deficient practice does not recm; 

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

5, The piau must include the title of the person responsible for implementing the acceptable 
plan of correction; aud 
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6. Include dates when corr-ective 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 milld when preparing 
your plan of corr-ection. For coiTective 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 CoiTection, return the original to this office by 
July 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 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 July 13, 2015. If a request for informal dispute resolution is 
received after July 13,2015, 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, 

~~ 
Health Facility Surveyor 
Non-Long Term Care 

JT/pmt 
Enclosures 

~~ 
NICOLE WISENOR 
Co-Supervisor 
Non-Long Term Care 



07-14-15;09:21AM; 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF O!lFICISNCIIlS 
AND PLAN OF CORRECTION 

(X1) PROVIOERISUPPLIER/CLIA 
IDENTIFICAllON NUMBER: 

13G037 

NAME OF PROVIDER OR SUPPLIER 

PREFERRED COMMUNI'I'Y HOMeS -COUGAR CREEK 

(X4) ID 
PREFIX 

lAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IOENTI!"fiNG INFORMATION) 

W 000 INITIAL COMMENTS 

The following deficiency was cited during the 
complaint survey conducted from 6/18/15 to 
6/22/15, 

The survey was conducted by: 

Jim Troutfetter, Ql DP, Team Lead 
Karen Marshall, MS, RD, LD 

Common abbreviations used in this report are: 

PCLP - Person Centered Lifestyle Plan 
QIDP • Qualified Intellectual Disabilities 
Professional 

W 214 483.440(c)(3)(iii) INDIVIDUAL PROGRAM PLAN 

The comprehensive functional assessment must 
Identify the client's specific developmental and 
behavioral management needs. 

This STANDARD is not met as evidenced by: 
Based on record review and staff inteiView, it 

was determined the facility failed to ensure a 
behavioral assessment contained comprehensive 
Information for 1 of 3 individvals {Individual #1) 
whose behavioral assessments were reviewed. 
This resulted in a lack of information on which to 
base program intervention decisions. The 
findings lncludl;l: 

1.lndividual #1's PCLP, dated 3/24/15, 
documented a 44 year old male whose diagnoses 
Included mild Intellectual disability and bipolar 
disorder, type II. 

His record contained a Behavioral Assessment. 

(X2) MULIIPLe CONS'IRUC'IION 

A. BVILDIN'>--------

B. WING 

STREET ADDRESS, CITY, STATo, ZIP OOOo 

1230 eAST COUGAR CREEK 

MERIDIAN, ID 83642 

# 8/ 10 

PRINTED! 06/23/2015 
FORM APPROVED 

OMB NO 0938-0391 
(X3) DATI; SURVeY 

COMPLO!ED 

c 
06/22/2015 

ID 
PREFIX 

TAG 

P~OVIDER'S PLAN OF CORRECTION 
(EACH CORRECTNE ACTION SHOULD BE 

CROSS·REFERI!NCI!D 10 'J'He AI' PROPRIA IE 
DEFICIENCY) 

(XS) 
COMPlHION 

DATE 

wooo 

W214 

) . 
:I 

LABORATORY DIRECTORS OR PROVIOER/SUPPLIIlR REPRESENTATIVE'S SIGNATURE 

~ 
Any denclency statement ending with an asterisK(') denotes a deficiency whloh the institution may be excused (tom correcting roviding it is determined thnt 
other safeguards provide aufficient protection to the patients. (Sea lnslrucHons,} Except for nursing home$, the finding$ &tated ab<!ve are dlsc:lo.sa.b!~,~O days 
following the date of survey whether or not a plan of couecllon is ptovided. ~at nut5ing homeB, the above findings and plans of correction are diSclosable 14 
days following the dale these documents me made available to the facility, II deflcl~ncle& ere cited, an approved plan of correction Is requisite to continued 
program pa~lclpallon. 

Event ID: L.CoU11 FaeiUJy 10: 130037 If continua lion sheet Pase 1 of 2 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT Of DEFICIENCIEOS 
AND PlAN OF CORRECTION 

(X1) PROVlDERISUPPLIERiCLIA 
IDE<NTIFICATION NUMBE<R; 

13G037 

NAME OF PROVlDI;R OR SUPPliER 

PREFERRED COMMUNITY HOMES ·COUGAR CREEK 

(X4) 10 
PRE<FIX 

TAG 

SUMMARY STATEM!;NT OF DoFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGUlA lORY OR LSC IDENTIFYING INFORMATION) 

W 214 Continued From page 1 
dated 3123115, documenting "When [Individual 
#1 's] mental health is poor he will isolate and 
refuse to eat or drink." 

However, his assessment did not Include 
information on how his mental health diagnosis or 
psychotropic medications were related to his 
isolation behavior. 

When asked on 6/22/15 at 1:04-1:15 p.m., the 
QIDP stated Individual #1's behavior assessment 
should have Included his diagnoses, medications 
and how they related to his isolation behavior. 

The facility failed to ensure Individual #1 's 
Behavioral Assessment contained 
comprehensive Information. 

FORM CMS.25a7(0~.f19) Prf;1v!Qus Ve~!OI1s ObsOlete !;vent ID; lCOU11 

# 9/ 10 

PRINTED: 0612312015 
FORM APPROVED 

OMB NO 0938-0391 
(X2) MULTIPLE CONSTRUCTION (X3) DAlEO SURV!!Y 

COMPLETED A 6UI~OIN(.l _______ _ 

B. WING 

ID 
PREFIX 

TAG 

STRE<ET ADDRESS, CITY, STATE, ZIP CODE 

1230 EAST COUGAR CREEK 

MERIDIAN, ID 83642 
PROVIDER'S PlAN OF CORRECTION 

(EACH CORRECTIVE ACTION SHOULD Be 
CROSS.REFERENCED TO THE APPROPRIATE 

DEFICIENCY) 

W214 

c 
06/22/2015 

(X5) 
CCMPlETION 

OA'rE 

FMlity !D: 13G037 If conllnuation sh~ot P~ga 2 or 2 
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Bureau of Facilitv Standards 
STATEMENT OF 05FIOIENCIES 
AND PLAN OF CORRECTION 

NAME OF PROVIDER OR SUPPUER 

(X1) PROVIDERISUPPLIERICLIA 
IDENIIFICAIION NUMBER: 

13G037 

(X2) MULTIPLE CONSIRUCIION 
A. BUILDING: _______ _ 

B. WING 

PREFERReD COMMUNITY HOMES ·COUGAR 

STREET ADDRESS, CITY, STATE, ZIP CODE 

1230 EAST COUGAR CREEK 
MERIIJIAN, ID 83642 

# 10/ 10 

PRINTED: 06/23/2015 
FORM APPROVED 

(X~) OATE SURVEY 
COMPLETED 

c 
06/22/2015 

(X4) ID 
PREFIX 

lAG 

SUMMARY STAIEMENI Of' DEf'ICIENCIES 
(EAQH DE;FIC15NOY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IOENTII'YING INFORMATION) 

ID 
PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECllVEACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

(~) 
COMPLETI:: 

DATE 

MOOt 16.03.111nltla1Comments 

The following deficiency was cited during the 
complaint survey conducted from 6/18/15 to 
6/22/15. 

The survey was conducted by: 

Jim Troutfetter, QIOP, Team Lead 
Karen Marshall, MS, RD, LD 

MM730 16.03.11.270.01 (d)(i) Diagnostic and Prognostic 
Data 

Based on complete and relevant diagnostic and 
prognostic data; and 
This Rule is not met as evidenced by: 
Refer to W214. 

Bureau of Fac,lltY Standards 

M 000 

MM730 

lABORATORY DIR~CTOR'~ OR PROVJD~fi/SUPP,IER RoPRo$oNTATIVE'S SIGNATURE 

lll?w·oNu~ .. 1~~~~Wld..:> 
TITLE 

II conlinv~tlon ~Jv;:~t 1 Qf 1 
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A 
ASPIRE 

July 1oth, 2015 

Jim Troutfetter 
Health Facility Sul"/eyor 
Non-Long Term Care 
3232 Elder Street 
P.O. Box 83720 
Boise, ID 83720-0009 

RE: Cougar Creek, Provider #13G037 

Dear Jim Troutfetter: 

Thank you for your considerateness during the recent unannounced on-silo complaint Investigation ~Uhe 
'I t·• 

Cougar Creek home. Please see our response below for the citation and please give us a call if you have 
any questions or concerns. 

W214 1~ 
1. lncllvidual #l's behavior assessment is being revised to include comprehensive infomintlb~ in/il. 

relation to his how his mental health diagnosis and psychotropic medications relate to his 
isolation beh11vior. 

2. All of the behavior assessments in the home are being reviewed and revised as necessary to 
include comprehensive Information. 

3. A training occurred on 7/9/15. During the training the Positive Behavior Support Specialist 
provided additional training to the QIDP's in relation to how to include how to assess behavior by 
including items such as how a mental health diagnosis and psychotropic medication can relate to 
negative behavior such as isolation. -. 

4. Aspire Human Services is currently performing peer reviews. One element of the peer reviews Is 
verifying that all behavior assessments are comprehensive. Identified errors are reported to the 
Clinical Director and revisions are made to the program plans. 

5. Person Responsible: Clinical Director 
6. Completion Date: 811/5/15 

MM730 
Please see the response given under W214 as it relates to diagnostic and prognostic data. 

~ ~ vP6\X,~Y) 
Tom Moss 
Clinical Director 

Kristin Buchanan 
Program Manager .. 

# 21 10 



IDAHO D E P A R T M E N T 0 F 

HEALTH & WELFARE 
C,L. 'BUTCH' OTTER- Governor 
RICHARD M. ARMSTRONG- Direclor 

June 29, 2015 

Matt Borchardt, Administrator 
Preferred Community Homes - Cougar Creek 
12553 W Explorer Dr Suite 190 
Boise, ID 83713 

Provider #130037 

Dear Mr. Borchardt: 

DEBRA RANSOM, RN.,R.H.I.T., Chief 
BUREAU OF FACILITY STANDARDS 

3232 Elder Street 
P.O. Box 83720 

Boise, ID 83721).0009 
PHONE 208-334-6626 

FAX WB-364-1888 

An unannounced on-site complaint investigation was conducted fromJune 18,2015 to June 22, 
2015 at Preferred Community Homes - Cougar Creek The complaint allegations, findings, and 
conclusions are as follows: 

Complaint #ID00007059 

Allegation #1: Individuals do not receive adequate supervision to meet their needs. 

Findings #1: During the investigation, observations, staff interviews, policy review and record 
reviews were conducted with the following results: 

Observations were conducted at the facility on 6/18/15 from 11:15- 12:00 p.m. and on 6/19/15 
from 8:30- 9:30a.m. During the observations, staff were observed working with 5 individuals. 
All staff were aware of where individuals were at all times. 

Interviews were conducted with a total of 8 direct care staff who worked the moming and 
evening shifts. All direct care staff stated they had not observed and were not aware of other 
staff members not providing adequate supervision for individuals residing in the facility. All 
direct care staff stated the procedures to implement and follow should an individual require 
one-on-one or line of sight supervision (i.e. increased supervision for suicide watch). In addition 
there were no individuals requiring one-on-one supervision for suicide watch at the time of the 
observations. 

The facility's Incident and Accident reports and investigations, from 1/31/15 - 6/18/15, for 5 
individuals were reviewed. The Incident and Accident repmts and investigations did not identify 
any staff not providing or any individual not receiving adequate supervision to meet their needs. 
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It could not be established that individuals did not receive adequate supervision to meet their 
needs. Therefore, due to a lack of sufficient evidence, the allegation was unsubstantiated and no 
deficient practice was identified. 

Conclusion #1: Unsubstantiated. Lack of sufficient evidence. 

Allegation #2: Individuals are not allowed to spend their own money on items of their choice. 

Findings #2: During the investigation individual interviews were conducted. Individual 
records, the facility's Incident and Accident reports and investigations were reviewed with the 
following results: · 

The facility's Incident and Accident reports and investigations, from 1/31/15- 6/18/15, for 5 
individuals were reviewed. No documentation of restrictions to any individual's money 
management program was noted. 

The money management programs for 4 individuals were reviewed and did not document the 
individuals were restricted from spending their money on items of their choice. 

Four individuals were interviewed. Each of the individuals stated they spent their money on 
items of their choice and they were not restricted from making purchases with their own money. 

It could not be established that individuals were not allowed to spend their money on items of 
their choice. Therefore, due to a lack of sufficient evidence, the allegation was unsubstantiated 
and no deficient practice was identified. 

Conclusion #2: 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. 

Sincerely, 

~~~ ,aJ'M t-R6urfFETTER 
Health Facility Surveyor 
Non-Long Term Care 

JT/pmt 

NICOLE WISENOR 
Co-Supervisor 
Non-Long Term Care 


