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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 conective 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 Conection, return the original to this office by 
September 29, 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 oppmtunity, 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 Intemet at: 

www.icf1m.dhw.idaho.gov 

Scroll down until the Program Information heading on the right side is visible and there are three 
IDR selections to choose fi·om. 

· This request must be received by September 29, 2015. If a request for informal dispute 
resolution is received after September 29, 2015, the request will not be granted. An incomplete 
infmmal 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, 

0. ~..?it 
~-4~6uTfE1TER 

Health Facility Surveyor 
Non-Long Te1m Care 

JT/pmt 
Enclosures 

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



DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SE:RVICES 

STATEMENT OP DEFICIENCIES 
AND PlAN OF CORRECTION 

(XI) PROVIDER/SUPPLIERICLIA 
IOEN'iiFICATION NUMBERc 

13G018 
NAMO OF PROV!D5R OR SUPPLIER 

BOISE GROUP HOME #2 MOLLY COURT 

(lOI) ID ' 
PREFIX 

TAG 

SUMMARY STATEMEN1' OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PR!'cEOEO SY FULL 

REGUlP:fORY OR LSC IDENTIFYING INFORMATION} 

W 000 INITIAL COMMENTS 

The following deficiency was cited during the 
recertification suJVey conducted from 9/9/15 to 
9/11/15. 

The surveyor conducting your survey was: 

Jim Troutfetter, QIDP 

Common abbreviations used In this report are: 

PRN • As needed 
W 120 483.410(d)(3) SERVICES PROVIDED WrfH 

OUTSIDE SOURCES 

The fa Cillty must assure that outside services 
meet the needs of each client. 

(X2) MULTIPLE CONS'fi'.UCTION 

A. BUILDING--------

B,WING 

SWUoET ADDRSS$, CI1Y, STAT!':, ZIP CODe 

10244 MOLLY COURI 

BOISE, ID 83709 

PRINTED: 09/15/2011; 
FORM APPROVED 

OMB NO 0938-0391 
(X>) PATE SURVEY 

COMPLEIEO 

09/11/.2015 

I 10 
PREfiX 

PROVIOE~S PLAN OF CORRECTION 
(EACH CORRECTNE AC'l'ION SHOULD eE 

CROSS-REFERENCED TO IHE APPROPR!AT~ 
DEFICIENCY) 

' (~) 
CQ!.!PLETION 

DA'(~ I TAG 

I 

WOOO 

W120 

This STANDARD Is not met as evidenced by: 
1 

. 

Based on observation, record review, and staff 
interview, it was determined the facility failed to 
ensure outside services met the needs for 2 of 3 
individuals (Individuals #1 and #3) who attended 
the facility's day program. This resulted in the 
potential for unauthorized Individuals to have 
access to controlled drugs. The findings Include: 

1. Individual #1 and #3's records documented the 
need for Pi~stat (?controlled anticonvulsant drug 
for PRN seizure activity). 

During an observation on 9/11/15 at 9:35a.m., at 
the day progr?m, the Workshop Supervisor was 
asked if their Dlastat was present The 

. Workshop Supervisor then opened an u!J!ocKed 

I 
cabinet that contained a locked box. On a shelf 
below the locked box was a plastic box that 

lABORAIOI'Y DIR5CTOR'S OR PROVIDER/SUPPLIER REPRESENTA11VE S SIGNAfURE 

~· 
I 

txe)OATE 

Any defdency statement ending with ~n asteri$k {~)denotes a deficieMy which the lnstilution may be excused f(Om correcU!'Ig provjding it I$ d.eterml ed hat 
other. safeguards ptovide sufficient protection to the pMients. ($eli! instructio(l$.) Except for nursing homas, the findin!)$ stated above are disclosab!e 90 days 
following the date of survay whethef or not a pla!'l of cof(.Z:Ction is pro\'lded. For nul'$1ng homes, the above flnd!"gs and plans of correct!M are disclosable 14 
days following the date these document$ ~remade ~vaifabJe tQ the facility. If d~ficiencie$ are cited, an approved plan of correctlOJ\ is requisite to continued 
prQgr~m participation. 

FOJTh1 CM$·2567(02·~9) PreviOus V~!ons Oti5oleta 

Hl 39\fd 

~ 
53~\ld 

£8 
Nouv~na 

l!vent ID: KSRl.1~ 

H9ff 

69Sl9l~SOl 
aiSJ 3101'13~ 

5'l8t'lL8801: 

"" A ll0o!SS3JJOS a3i\I3J3~ )('<;fol : NOil\fJio!IlON ON009NI MHO "" 
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SlOl 'tl Joqo'!oo 
03i\I3J3~ 3"LL 



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

STATEMENT OF DEfiCIENCif!$ 
AND PLA» OF CORRECTION 

(Xl) PROVIOERISUP~LIERICLJA 
IDEN)'IFICATION NUMBeR' 

13G018 
NAME OF PROVIDER DR SUPPLIER 

BOISE GROUP HOME #2 MOLLY COURT 

(X4) ID 
PReFIX 

TAG 

SUMMARY S'(ATEMENT OF DEFICIENCIES 
(EACH DEf'iCIENCY MUST BE PRECEDED ~y FULL 

ReGULATORY OR LSC IDENTIFYINC> INFOI'<MI\TION) 

W 120 I Continued From page 1 

I 
I 
I 
I 
I 
I 
I 
I 

contained a key labeled "Diastal." Ttm key 
opened the locked box that contained lndividu;;~l 
#1 and #3's Diasl<lt. 

When asl<ed the Workshop Supervisor stated not 
all staff were certified to administer the drug and 
that lhe cabinet should have been locKed, 

rhe facility failed to ensure the outside service 
ensured the Diastat was maintained under a 
double lock $ystem and that only certified' staff 
hsd access to the key. 

FORM CMS-2991(()2-99) PreviaU::> ver~lons ObQQ!e!M Event !O:K6Rl11 

~0 39\ld H9H 

I 

(X2) MULTIPL~ CONSTRUCTION 

A. BUILDING __ ~------

B. WING 

STREE'f ADDRESS, CITY, SIAT6, ZIP CODE 

10244 MOLLY COURT 

BOISE, ID 63709 

PRINTED: 09/15/2015 
FORM APPROVED 

OMB NO. 0938-0391 
(X3) DA'f~ SURV~Y 

COMPLETED 

09/11/2015 

ID I 
PREFIX 

TAG 

PROVJDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION sHOULD BE 

CROSS·REF<f<ENCED TO THEAPPI~OPRIAT~ 
OEFICIENCY) 

! 
(X<>) 

COMPLEiT!OH 
DA~'~ 

I 

W120 

f~ciJity 10: 13G01B If t:on\inuation sheet Page 2 of 2 
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Bureau of Facilltv_standards 
STAT!iMoNT OF DEFICIENCIES 
ANI:! pLAN OF CORRE:CTION 

NAME()~ PROVID'iiit OR SUP~I.\j;R: 

(X1) PROVIOERISUPPLioRICUA 
IDoNTIFK:ATION NUMBER: 

13G016 

(X2) MU~TIPLE CONoTRUGTION 

A BUILDING:~-------

B. WING 

BOISE GROUP HOMe #2 MOLLY COURI 

STR~e·r ADDRESS. CITY, STATE, ZiP CODE 

10244 MOLLY COURT 
BOISE, ID 837Q9 

PRINTED: 09/11/2016 
FORM APPROVED 

(X~) DATE SUAVI'Y 
COMPlEIEO 

09/11/2015 

(X4)10 · 
PREFIX 

TAG; 

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

Ro\lUIATORYOR LSC IDENIIFYNG INFORMATION) 

I ID I 
PREFIX 

TAG . 

PROVIDER's PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS·REFoRENCEOTO THE APPROPRIATE 
DoFICIENCY) 

r tX•I 

I 
COMPLETE 

DATE 

Mooo 16.03.11/nilial Comments 

!he following deficiency was cited during the 
state licensure survey conducted fi'om 9/9/15 to 
9/11/15. 

The surveyor conducting your survey was: 

Jim Troutfetter, QIDP 

MOOO 

MM080 16.03.11100 Governing Body and Man<Jgement MMOBO 

!he requirements of Sections 1 00 through 199 of 
. these rules are modifications or additions to the 
requirements In 42 CFR 483.410 • 483.410(e), i..c -\-u w ~ 
Condition of Participation: Governing Body and 'I'"'- "' 1 ~ 
Management Incorporated in Section 004 of 
the~e rules. 

This Rule Is not met as evidenced by: 
Refer to W120. 

Bure$1..1 ofFao11lty Standards 
LABORATORY DIRECTO~ 0~ PROVIOERISUPPLIER REPRESENTI\TIVE'S SIGNATURE 

~~......_· 
S'fi\TE FORM "" K6RL11 

€0 39\ld H9H 59819LE801: 

I 

{XIi}OATE. 
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