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January 15, 2016.

Tami Malone, Administrator
Independent Living Services Five Mile
P.O. Box 6395 :

Boise, ID 83711

RE: Independent Living Services Five Mile, Provider #13G006
Dear Ms. Malone:

This is to advise you of the findings of the Medicaid/Licensure survey of Independent Living
Services Five Mile, which was conducted on January 13, 2016.

Enclosed is a Statement of Deficiencies/Plan of Correction Form CMS-2567, listing Medicaid
deficiencies and a similar form listing State licensure deficiencies. In the spaces provided on the
right side of each sheet, please provide a Plan of Correction. It is important that your Plan of
Correction address each deficiency in the following manner:

1. What corrective action(s) will be accomphshed for those 1nd1v1duals 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 tecur;

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;
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5. The plan must include the title of the person responsible for implementing the acceptable
plan of correction; and

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. Pleasc keep this in mind when preparing your
plan of correction. For corrective actions, which require construction, comnpetitive
biddmg 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 fo this office by
January 27, 2014, and keep a copy for your records.

You have one opportunity ic questicn cited deficiencies through an informal dispute resolution
process. 1o be piven 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.idahc.coy

Scroll down until the Program Information heading on the right side 1s visible and there are three
IDR selections to choose from. '

This request must be received by January 27, 2016, If a request for informal dispute resolution is
received after January 27, 2016, 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. It you have questions, please call

this office at (208) 334-6626, option 4.
P s
{ TROUMETTER - NICOLE WISENOR

Sincerely,

Health Facility Surveyor Co-Supervisor
Non-Long Term Care ‘ Nen-Long Term Care
JT/pmt

Enclosures
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The following deficiencies were cited during the
recertification survey conducted from 1/11/16 -
1/13/186.

The surveyors conducting your survey were:

Jim Troutfetter, QIDP, Team Lead
Michael Case, LSW, QIDP

Common abbreviations used in this report are:
iPP - Individual Program Plan

LPN - Licensed Practical Nurse Y
MAR - Medication Administration Record - 400 NEAZDCLIEAL,
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Assessment and Evaluation, dated 11/18/12,

which stated long term Depakote (an A, NRIRALS Wil TReess0
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Any deficiency staternent ending with an asterisk {*) denotes a deficiency which the insiitulion may be excused from cotrecting providing i is determined that
other safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclesable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available {o the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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11 His record also contained a physician's order,
dated 11/17/15, which documented he received
Depakote Sprinkies (an anticonvulsant drug) 375
mg twice a day. The physician's order did not
contain an order for the recommended vitamin
supplement.
During an interview on 1/13/16 from 1:20 - 2:00
p.m., the Administrator stated she was unable fo
provide documentation of a follow up refated to
the dietician's recommendation.
The facility failed to ensure there was follow up to o-2LS
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An individual medication administration record
must be maintained for each client.

This STANDARD is not met as evidenced by:
Based on record review and staff interview, it
was determined the facility failed to ensure an
individual medication administration record was
maintained for 1 of 5 individuals (Individual #5)
whose medication administration records were
reviewed. This resulted in a lack of
documentation of an individual's drug
administration. The findings inciude:

1. Individual #5's record documented a 17 year
old female whose diagnoses included profound
intelleciual disabiiity.

#o ol RE Renantio Wy Nzt
Sy BOURATE DN |
Ao TN B TRMNLNS ANO D@;ﬁ&mw
oy TREF A PIS St OEALAL
DISIRENEY W] INDIIIOURL _
ME0n il L BE (lmplﬁ@
By gl 10 AD0ITEN ,!fm,‘f
ST Wl BE DRSS
Telivegihe MED ﬁg@%ﬁ |
NWESE PO (0L O U
By Zfelite. .
wal AL Il WL e
7 b e DN

\ Bn
MR e%”n?%w% ki

~d

FORM CMS-2567(02-59) Previous Versions Obsolete

Event 1D: CLIH 1

Facility 1D: 13G006 if continuation sheet Page 205




PRINTED: G1/14/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES ) FORM APPROVED
CENTERS FOR MEBICARE & MEDICAID SERVICES OMB NO. 0838-0321
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BULDING COMPLETED
13G006 B. WING 01/13/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, £iP CODE

1736 NORTH FIVE MILE ROAD
BOISE, ID 83704

o4y Io SUMMARY STATEMENT OF DEFICIENGIES : ; ID | PROVIDER'S PLAN OF CORRECTION

INDEPENDENT LIVING SERVICES FIVE MILE

PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL ' PREFIX ! (EACH CORRECTIVE ACTION SHOULD BE ' compLETON
TAG REGULATORY OR LSC JDENTIFYING INFORMATION) E TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
; DEFICIENCY) i
2 e, - B FOOORAL DEReil
W 365 | Continued From page 2 : W35 Lol REMT N Mol
Ay BT B STIED
Individual #5's record contained a Behavior Log A (OEN ToEAY T Faznbiive
which documep(ed Xanax (an anxiolylic drug) Wiu.'u?gjwm
had been administered on 1/11/16 at 1:30 a.m. ‘ ' TS TERL
- HUAL SREE LR TIE @V&W‘
However, her MAR, dated 1/2016, did not coniain mmﬁmbﬂ bl E:"\HL_\ ot }
documentation the drug had been administered. bg‘% o) W\J-EEDE F}mﬂf oL
7 ’\\ﬁ{ﬂii e
! < AIE
During an interview on 1/13/16 from 1:20 - 2:00 “‘6\1@‘2“‘[‘ M- ] AN
p.m., the Administrator stated the Xanax should > WWPD&MV&- ! L oEA T ‘
have been documented on Individual #5's MAR. ot EN WS TP Bt M

. 2 WA
T} PROLZN, OB
a \'«\aqw BborS e BN

The facility failed fo ensure Individual #5's

7 mzﬁ:ggggg .adminéstration record was accurately W”‘W«H %‘ A{Q&Xﬁfﬁiﬂ @jljz.ﬁf\iﬁ( ST
W 385 | 483.460(1)(3) DRUG STORAGE AND wgs| 1P
RECORDKEEPING
e -
The facility must maintain records of the receipt @ﬁl . 050 He
and disposition of all controlled drugs. it VL
- D%ﬂ(i 1 mj/ w&ﬂ—% ‘pueolle |
g - ety T

This STANDARD is not met as evidenced by: gy vee BOMLNL FRATIN ’Bl& 5

Based on record review and staff interview, it (LD P\'QB Tor INDBURL. = 2
was determined the facility failed to maintain TS RBOED KA TR HOREY
records of the receipt and disposition of all TR Teot g0 Medt LTI
controlled drugs for 1 of 1 individuals (Individual T beltd
#5) whose controlled drug records were kS oV 25/l e ™HE
reviewed. This resulted in potential D21 0l (AL ’EEQDYWQJLE
mismanagement of controlled substances by the - Thzm L\ TS UE)E v
facility. The findings include: pEan VO S 1S @@ﬁ%&\% -
1. Individual #5's record documented a 17 year \N HORITIEN jﬂ 43'&212\ n %\ U
old female whose diagnoses included profound Wiyt = Y AR ) LL ‘ﬂ\‘ﬂﬁ
intellectual disability. ' NE ﬂ{jﬁ@lETEO @@%‘éj’% SIE
Individual #5's record included a Behavior Log E?L?hﬁ Al \f\ﬂ {ﬁ%ﬁb RE YM\’}TE&P&?
form which documented she had received Xanax - '

i A8 B e T\\Lﬂ-‘dﬁ D WiEnTDRED L]

FORM CMS-2567{02-99) Previous Versions Obsoleie Event [0:CLIH11 Facility 1D: 13G008 . If continuation sheet Page 3 of 5




DEPARTMENT OF HEALTH AND HUMAN SERVIGES

PRINTED: 011472016

; . FORMAFPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMEB NO, 0938-0391
STATEMENT OF DEFICIENCIES {(X1) PROVIDERISUPPLIER/CLIA {X2)} MULTIPLE CONSTRUGTION (%) DATE SURVEY
AND PLAN OF CORREGTHOIN IDENTIFIGATION NUMBER; A BUILDING CUMPLETED
13G006 B. WiNG 01/13/2018
.NAME OF PROVIDER OR SUPPLER STREET ADDRESS, CITY, STATE, ZIP CODE '
WING SERVICES FIVE M1 1735 NORTH FIVE MILE RQAD
INDEPENDENT L ES FiVE MILE BOISE, ID 83704
(%4} 1D SUMMARY STATEMENT OF DEFICIENGHES o PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX {EACH DEFICIENCY #MIST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETIEN
TAG . REGULATORY OR LSC iDENTIFYING INFGRMATION) TAG CROSS-REF EREES&%E;?, (':I'\I:)E APPROFRIATE DRTE ‘
- {
Dimt- THRE owgm LN i
W 385 Continued From page 3 W 385| i iy Bouiung LT RIMGRS,
{an anxiolytic drug} on 1/11/15 at 1:30 a.m. ,
However, the drug administration was not Z’) ML W0 AL ’ﬁﬁh}é;\% dpieD
documented on the MAR. ] L 41N
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During an interview on 1/13/16 at approximately e TV
1:15 p.m., the Home Supernvisor was asked how “ng.,sﬁi%ﬂbﬁ W
controlled drugs were tracked. The Home D \fLm% ’%q 'Z_,j] }§ Ly
Supervisor stated direct care staff would initial Wil - rhEn \Tm
and date the blister pack when a controlled drug M0 %LUJ’%C; WEAL
was administered. VWhen asked to see the blister e, <TASTD NESVE
pack, the Home Supeivisar stated i had been 2P0
disposed of because the dose given on 1/11/16 e 1A A T
was the last dose in the blister pack, The Home 6) ¥\IM W\U\V\DUJ‘\L B4 .
Supervisor was not aware of any other way i femecie MEELATIEN
controfied drugs were fracked. oL BG VOEN Sy w! 'Ej.,f 0
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g an interview on 1/13/16 from 1:20 - 2:00 N ol e
p.m., the LPN stated she signed a form for the D I QR P 0
pharmacy when she took possession of a ‘\Uﬂfﬁ ™ 1{1\@[,\30’\ &ﬂ:‘j 1 E
controfled drug for the facility, and then placed the LTS o SIRTED POV
blister pack with the drug in the medication Yoh
cabinet at the facility when it was needed. The
LPN stated direct care staff were to initial and
date the blister pack when a controlled drug was
given and document the administration on the
MAR. The facility then had a process to check
the blister packs against the MAR twice a day to
ensure the documentation matched. '
When asked about controlled drug tracking
sheets, the LPN stated the facility had none.
-1 When asked how the facility maintained records
of the receipt and disposition of the controiled
drugs, the LPN stated there was no process other
than comparing biister packs with the MAR, The
LPN confirmed blister packs were not maintained
after they were empty.
The facility failed to ensure a system to frack -
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receipt and disposition of all controlled drugs was
deveioped and maintained.
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The folfowing deficiencies were cited during the
state licensure survey conducted from 1/11/16 -
111316,
The surveyors conducting your survey were:
Jitn Troutfetter, QIDP, Team Lead ;
Michael Case, LSW, QIDP
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The requirements of Sections 600 throcugh 6§99 of
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the requirements in 42 CFR 483 460 - 483.460(R)
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ruies,
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