
I DA H 0 DEPARTMENT OF 

HEALTH & WELFARE 
C.L. 'BUTCH" OTTER -Governor 
RICHARD M. ARMSTRONG - Director 

January 27, 2016 

Richard Davis, Administrator 
Boise Group Home #7 Daniel 
P.O. Box 4243 
Boise, ID 83711 

RE: Boise Group Home #7 Daniel, Provider #13G055 

Dear Mr. Davis: 

TAMARA PRISOCK-ADMINISTRATOR 
DIVISION OF LICENSING & CERTIFICATION 

DEBBY RANSOM, R.N., R.H.l.T. - Chief 
BUREAU OF FACILITY STANDARDS 

3232 Elder Street 
P.O. Box 83720 

Boise, !daho 83720-0009 
PHONE: (208) 334-0626 

FAX: (208) 364-1888 
E-mail: fsb@dhw.idaho.gov 

This is to advise you of the findings of the Medicaid/Licensilre survey of Boise Group Home #7 
Daniel, which was conducted on January 21, 2016, 

Enclosed is a Statement of Deficiencies/Plan of Correction Form CMS-2567, listing Medicaid 
deficiencies and a si)Ililar 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 accomplished for those individuals 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 responsible 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 Pfan of Correction, return the original to this office by 
February 8, 2016, 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 inf01mation as directed in the State Inf01mal Dispute Resolution (IDR) Process which 
can be found on the Internet at: 

www.icftnr.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 February 8, 2016: If a request for informal dispute resolution is 
received after February 8, 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. 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 



DEPARTMENT OF HEALIHAND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OP DEP!Clf:.NCIES 
A.NO PLAN Of co~~COTION 

(X1) PROVIDERIS\JPPLIERICLIA 
IDE::NT!FICA1'10N NUMBER: 

13Go55 
NAM~ OF PROVIDER OR SUPPLIER 

BOISE GROUP HOME #7 DANIEL 

!X4)1D 
PREFIX 

TAG 

SUMMARY $TATEMENT Of DEFICIENCIES 
(EACH DEFICll!NCY MUST BE PRS:CEDED BY FULL 
~EGU~TORY OR LSC JDl'NTIPYING INFORMATION) 

W 000 INITIAL COMMENTS 

The following deficiencies were cited during the 
recertification survey conoucted from 1119/16 -
1/21116. 

The surveyor conducting your survey was: 

Jim Troutfetter, QIDP 

Common abbreviations used in this report are: 
QIDP. Qualified Intellectual Disabilities 
Professional 

W 368 483.460(k)(1) DRUG ADMINISTRATION 

The system for drug administration must assure 
that all drugs are administered in compliance with 
the physician'" orders. 

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

was determined the facility failed to administer 
drugs as ordered by the phyoician for 1 of 3 
in<.iividuals (Individual #4) obseived to lake 
medications. This resulted in an individual 
receiving a medication in a manner which was 
inconsistent with physician orders. The findings 
include: 

. 1. lndivi<Ju<1I #4's record stated she was a 49 year 
old female whose diagnoses included profound 
intellectual disability. 

Individual #4's record included a phy$ician'~ 
order, dated 11/13/15, which documented she 
was to receive Calcium Citrate/vitamin D (a 
supplemental drug) 600/400 mg three times a 

·day. 
I ' 
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FORM APPROVED 
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11879 WEST DANIEL ST 

E!OISE, ID 83704 

P~OVIDER'S PLAN OF COR.RECTION 
(EACH CORRECTIVEACTION SHOULD BE 

CROSS-REFERSNC!;D TO THE APPROPR.!ATE 
DEFICIENCY) 

wooo 

01/21/2016 

{XS) 
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Any defieiericy statement $nding with an asterisk(") denotes a defiel~ney which the Institution may be excus~d from co((ectlng providing it i$ de erm ed that 
Other safeguard$ provide suffi¢10nt protection to the patient$. {See instructions.) Except for nu1e.ing homes, the findings stated above are disclosable 90 days 
fo!low\ng tha date of survey whether or not a plan of correction j!; provided. For nur1'-ing homes. the above fmdings and plans of oorr'e¢ti¢n are disclosable 14 
days following the date these <;locumenIB arlil inade avai!~ble to the facility. lf deficiencies arlit <;ited, an approved plan of oof(eclion is requi5i\e to continued 
pro9ram participath:in. 
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DEPARTMENT OF HEALTH AND HUMAN SERVICE$ 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATl;MENT OF DEF'ICICNC!E$ 
AND PLAN OF CORl,ECTION , 

(X1) PROVIOERISUPPLIER/CLIA 
IOCN'l'IFJCATION NUMBER: 

13G055 
NAMlE OF PROVIDER OR SUPPLIER 

BOISE GROUP HOl\llE#1 DANIEL 

(X4) ID 
PREf'IX 

TAG 

SUMMARY $l'A1f::Mi;;NT OF DEFICIENCIG.S 
li=ACH DEFlCIENCY MUS'l"BE PRECEOED BY FULL 

REGULATORY OR LSC IDEN'llFYING INFORMATION) 

W 368 Continued From page 1 

The blister packs containing Calcium 
Citrate/vitamin D for Individual #4 were checked 
on 1/21116at11:55 a.m. and were confirmed to 
contain Calcium Citrate/vitamin D 3151250 mg, 
which did not match the physician's orders. The 

' QIDP, who was present, also confirmed the 
discrepancy. 

Additionally, all three of the blister packs were 
noted to have h<>d the Calcium Citrate/vitamin D 
supplement dispensed through 1120/16, 

During an interuiew an 1121116 at 2:o5 p.m .. the 
nurse stated the ph<>rmacy had been filling the 
the orders with the 3151250 mg dosage instead of 
the 6001400 mg dosage as ordered by the 

, physician She further stated they should have 
identified the error. 

The facility faHed to ensure Individual #4's order 
for Calcium Citrate/vitamin D was administered 
without error. 

W 369 483.460(k)(2) DRUG ADMINISTRATION 

The system fOr drug administration must assure 
that all drugs, including those that are 
self-administered, are administered without error. 

This STANDARD is not met as evidenced by: 
Based on obser11ation, record review and staff 

interview, it w~s determined the facility failed to 
ensure medications were administered without 
error for 1 of 3 individuals (Individual #4) 
observed to take medications. This resulted in an 
individual's medication not being properly 
administered, The findings include: 

1:oi:cM CMS-2567(02-99) f>re11io1,1J;l V<i!rsions Dbso\ete Event ID:WXPL11 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CEONTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF Ot:F'ICIC.NCll:'.$ 
AND PLAN OF CORRISC'nON 

fX·J) PROVIDER/SUPPLIER/CUA 
IDENTJFICATION NUMBER'. 

13G055 
NAll/JE OF PROVIDER OR SUPPl.ICrl: 

BOISE GROUP HOME 117 DANIEL 

(X4110 
PREFIX 

TAG 

SVM~<ARY STATEMENT OF 01".l'ICIENCIES 
(EACH DEFICIENCY MVST BE PRECEDED BY FUlL 

REGU!AIORY OR LSC IDENTIFYING INFORMATION) 

W 369 Continued From page 2 

1. Individual #4's record staled she was a 49 year 
old female whose diagnoses included profound 

. intellectual disability. 
i 
Individual #4's record included a physician's 
order, dated 11 /13/15, which documented she 
was to receive Clllcium Ci1rate/vitamin D (a 
supplemental drug) 600/400 mg three times a 

•day. 

During observations on 1/19/16 lrom 4:01 -4:10 
p.m. and 7:05 - 715 p.m., Individual #4 was 
observed to receive Calcium Citrate/vitamin D 
315/250 mg. 

Duling an interview on 1121/16 at 2:55 p.m., the 
nurse stated the pharmacy had been filling the 
the orders with the 3151250 rng dosage instead of 
the 600/400 mg dosage as ordered by the 
physician, She further stated they should have 
identified the error. 

The facility failed to ensure Individual #4's 
Calcium Citrate/vitamin D was administered 
correctly. 
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Bureau of Facilit Standards 
STATl'!MENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPUER/CLIA 
IDENTIFIQATION NUMBER: 

13G055 

{X2) MULTIPLE CONSTRUCTION 

A. BUILDING: _______ _ 

a.WING 

PRINTED' 0•!/22/2016 
FORM APPROVED 

(X3) DATE SURVEY 
COMPLETED 

011211;2016 

NAME OF PROVIDER OR SUPPLIER 

BOISE GROUP HOME: 117 DANIEL 

STREET AO~R•ss. CIW. STATE. ZIP CODE 

1187S WEST DANIEL ST 
BOISE, ID 63704 

(X4)1D 
PRl';FIX 

'rAG 

SUMMARY STATEMENT OF DEFJCJ~NCIES 
(EACH DEFICIENCY MUST aE PRECEDED BY FULL 

REGUL«rORY OR LSC IDENTIFYING INFORMATION) 

Moo 16.03.11 Initial Comments 

The following deficiencies were cited during the 
licensure survey conducted from 1119116 -
1121116. 

The surveyor conducting your survey was: 

Jim Troutfe!ter, QI DP 

MM166 10.03.11600 Health Care Services 

The requirements of Sections 600 through 699 of 
these rules are for modifications and additions to 
the requirements in 42 CFR 483.460 - 483.460{n) 
(2), Condition of Participation: Health Care 
Services incorporated in Section 004 of these 
rules. 

This Rule is not met as evidenced by: 
Refer to W368 and W369. 
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