IDAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L."BUTCH" OFTER — Govemer DEBRA RANSOM, R.N.,R.H.LT., Chief
RICHARD M. ARMSTRONG - Direclor BUREAU OF FACILITY STANDARDS
3232 Elder Street

P.C. Box 83720

Boise, 1D §3720-0003
PHONE 208-334-6626
FAX 208-364-1888

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 #13G037

Dear Mr, Borchardt:

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/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:

[. 'What corrective action(s) will be accomplished for those md1v1duals 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 respon51b1e 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
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:

m.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, 20135, 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,

TROUTFETTER NICOLE WISENOR
Heaith Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
JT/pmt

Enclosures
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FORM APPROVED

OMB NO, 0838-0391

The comprehensive functional assessment must
identify the client's spegific developmental and
behavioral management needs.

This STANDARD is not met a5 avidenced by:
Based on record review and staff interview, it
was determined the facility failed to ensure a
behavioral assessment contained comprehensive
infarmation for 1 of 3 individuals {Individual #1)
whose hehavicral assessments were reviewed,
This resulted in a lack of information gn which to
base program intervention declsions. The
findings include;

1, Individuat #1's PCLP, dated 3/24/15,

documented a 44 year old mate whose diagnoses

included mild Intelfectual disablilty and blpolar
disorder, type Il

His record contained a Behavioral Assessment,

STATEMENT OF DEFICIENCIES (%%) PROVIDER/SURPLIBRICLIA (42) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUNOING COMPLETED
¢
13G0a7 B. WING 06/22/2015
NAME OF PROVIDER OR SUPRLIER STREET ADDRESS, GITY, STATE, ZIP CODE
1230 EAST COUGAR CREEK
PREFERRED COMMUNITY HOMES - COUGAR CREEK MERIDIAN, ID 83642
(%43 1D SUMMARY STATEMENT OF DEFICIENGIES D FROVIDER'S PLAN OF CORRECTION (A5
EREFIX {EAGH DEFIGIENGY MUST BE PREQEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED T3 THE APPROPRIATE DATE
' DEFIGIENGY)
W 000 | INITIAL COMMENTS W 000
The following deficiency was cited during the
complaint survey conducted from B/18/15 to
6/22118,
The survey was conduciad by:
Jim Troutfetter, QIDP, Team Lead
Karen Marshall, MS, RD, LD
Common abbreviations used in this report are:
FCLF - Ferson Centered Lifestyle Plan
QIDP - Qualified Intellectual Disabilities
Professional
W 214 | 483.440(c)(3)(iil) INDIVIDUAL PROGRAM PLAN W 214

LABORATORY QIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

\Coshagn

TITLE

{X8) DATE

1441

QM ko

Any deffclency slaterment ending with an astarisk () denctes a deficlency which the institution ma;} be excused ffom cerrecting ;Srownchm itis determined that
other safeguarde pravide sufficient protection to the patients. (Sﬂa Instructions ) Exc.ept far nursing hornes, the Mndings stated above are disciosable 90 days
follawing the date of survay whather or not a plan of eosreation is providetl, Fornuraing homes, the above findings and plans of corection ara disclozabla 14
days following the date these documents are made avallable to tha fagllity, If deflcigncles are elled, an approved plan of corraction Is requisite to continued

program panlcipation.

FORM GMS:2567(02-09) Previous Vermlons Qbsdlste

Event [D:LGOUY

Facllity 10: 13607

I continuation shast Page {1 of 2
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DEPARTMENT OF HEALTH AND HUMAN SERVICES : FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SBERVICES OMB NO. 0938-0391
STATEMENT OF DEFIGIENGIES (X1) PROVIDERSSUPPLIER/GLIA {X2) MULTIPLE GONSTRUGTION {¥3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIEICATION NUMBER; A BUILDING COMPLETED
: o
13G0a7 B WING 06/22/2015
NAME OF PROVIDER QR SUPFLIER STREET ADDRESS, GITY, STATE, ZIF GODE
1230 EAST COUGAR CREEK
PREFERRED COMMUNITY HOMES - COUGAR CREEK MERIDIAN. ID 83642
(X4 1D SUMMARY STATEMENT QF DEFIGIENGIES D PROVIDER'S PLAN OF GORREGTICN (x8)
PREFIX {EACH DERICIENCY MUST BE PRECEDED BY FULL FREFIX {EACH CORRECTIVE ACTION SHOULD BE GOPLETION
TAG REGULATORY OR L8E IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE bate
DEFIGIENGY)
W 214 | Continued Fram page 1 W 214

dated 3/23/15, documanting "When [Individual
#1's] mental health is poor he will isclate and
refuse to eat or drink."

However, his assessment did not include
Infarmation on how his mental health dlagnosis or
psychotrople medications were related o his
isolation behavior.

When asked on §/22/16 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 fo his isolation behavior.

The facliity failed to ensure Individual #1's
Behavioral Assessment contained
comprehensive information.

FORM CAS-2507(02-99) Previpus Versiins Ohsoleta Event ID; LGOLMY Fadiity iD: 13G037 if continuation sheot Page 2of 2
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. FORM APPROVED
Bureau of Fagility Standards
STATEMENT OF DEFCIENCIES (X1) PROVIDER/SUPPLIER/GLIA {X2) MULTIFLE CONSTRUGTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BULLDING: COMPLETED
: c
13G037 B. WING 06/22(2015
HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODR
1230 EAST GOUGAR CREEK
PREFERRED COMMUNITY HOMES - COUGAR MERIDIAN, iD B3642
(X4} ID SUMMARY STATEMENT OF DEFIGIENGIES D FROVIDER'S PLAN OF CORRECTION (X8)
PREFIX (EAGH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (FACH GORREGTIVE AGTION SHOULOD BE COMPLETE
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) ™o GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
M 000 16.03.11 Initial Cornments M 000
The following deficlency was cited during the
complaint survey conducted from 6/18/15 fo
62216,
The survey was candusted by:
Jimn Troutfetter, QIDP, Team Lead
Karen Marshall, MS, RD, LD
MM730 MM730

16.08.11,270,01{d){i) Diagnostic and Prognostic

Data

Based an completa and relevant diagnostic and
prognostic data; and

This Rule is not met as evidenced by:

Refer to W214.

PO

Bureau of Fadility Standards
LABORATORY DIREQTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Chagnaunan

Nl e

TITLE {6} DATE

STATE FORM

[T !

LCOUH1

It gontinualion sheet 4 of 4
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ASPIRE

HUMAMN AURVIGHS, Rla]

July 10%, 2015

Jim Troutfetter

Health Facility Surveyor
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 consicerateness during the recent unannounced on-gite complaint invcstigatmn at; t'Jae
Cougar Creek home. Please see our response helow for the citation and please give us & call If you have
any questions or concerns,

w214
1,

s . . : o ER
Individual #1°s behavior assessment is being revised to include comprehensive mformn,txclnd x_nfi-l_
relation to his how his mental health diagnosis and psychotropic medications relate to his
isolation behavior,

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. Duting the training the Positive Behavior Support Specialist
provided additional training to the QIDP’s in refation to how to include how to assess behavier by
Including items such as how a mental health diagnosis and psychotropic medication can refate to
negative behavior such as isolation.

4. Aspire Human Bervices is currently performing peer reviews. One element of the peer teviews is
verifying that all behavior agsessments are comprehensive. Identified errors are reported to the
Clinical Director and revisions are made to the programn plans.

5, Person Responsible: Clinical Director

6. Completion Date: 8/1/5/15

MM730

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

o MY Bohanarn

Tom Moss Kristin Buchanan
Clinical Director Program Manager..

# 2/ 10




IDAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L. "BUTCH" OTTER -~ Govemor DEBRA RANSOM, RLN, RH.LT., Chief
RICHARD M. ARMSTRONG - Director BUREAU OF FACILITY STANDARDS
3232 Elder Street

P.0. Box 83720

Boise, 1D 83720-0009
PHONE  208-334-6626
FAX 208-364-1888

June 29, 2015

Matt Borchardt, Administrator

Preferred Community Homes - Cougar Creek
12553 W Explorer Dr Suite 190

Boise, ID 83713

Provider #13G037

Dear Mr. Borchardt:

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 - 9:30 a.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 morning and
evening shifis, 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 reports and investigations did not identify
any staff not providing or any individual not receiving adequate supervision to meet their needs.




Matt Borchardt, Administrator
June 29, 2015
Page 2 of 2

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 fo a lack of sufficient evidence, the allegatlon 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 {o us during our visit.

Sincerely,

M TROUAFETTER NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care . Non-Long Term Care

JT/pmt




