I'DAHO DEPARTMENT OF

- HEALTH &« WELFARE

C.L. "BUTCH" OTTER - Govemor . DEBRA RANSOM, RN.,RH...T., Chief
RICHARD M. ARMSTRONG - Director BUREAU OF FACILITY STANDARDS
3232 Eider Street

P.0. Box 83720

Boise, 1D 83720-0009

PHONE 208-334-6626

FAX 208-364-1888

August 8, 2012

Jeff Frick, Administrator

Preferred Community Homes - Cornerstone
7091 W Emerald

Boise, ID 83704

RE: Preferred Community Homes - Cornerstone, Provider #13G056

Dear Mr. Frick;

This is to advise you of the findings of the Medicaid/Licensure survey of Preferred Community
Homes - Cornerstone, which was conducted on July 26, 2012.

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 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; and,

5. Include dates when corrective action 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
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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
August 20, 2012, 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 August 20, 2012. If a request for informal dispute resolution is
received after August 20, 2012, 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.

Sincerely,

. er/(ﬁ;D /%‘7
MONICA NIELSEN NICOLE WISE
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
MN/srm

Enclosures
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Jeff Frick, Administrator
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7091 W Emerald

Boisc, ID 83704

RE: Preferred Community Homes - Cornerstone, Provider #13G056

Dear Mr., Frick;

This is to advise you of the findings of the Medicaid/Licensure survey of Preferred Community
Homes - Comnerstone, which was conducted on July 26, 2012.

~ Enclosed 15 a Statement of Deficiencies/Plan of Corection Form CMS-2567, listing Medicaid
deficiencies and a similar form listing State licensure deficiencics. In the spaces provided on the
tight side of each sheet, please provide a Plan of Correction, Itis important that your Plan of
Correction address cach 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 wﬂl make to ensure that
the deficient practice does not recur;

4. How the comective action(s) will be monitored to ensure the deficient practice will not
recur, i.¢., what quality assurance program will be put inta place; and,

5. Include dates when corrective action 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
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being notified of the deficiencies. Please keep this in mind when preparing your plan of
correction. For corrcetive 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
August 20, 2012, 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) Pracess which
can be found on the Intemet at:

www.icfmr.dhw.idgho.gov

Scroll down until the Program Information heading on the riht side is vxsxble and there are three
IDR selections to choose from.

This request must be recoived by August 20, 2012. If a request for informal dispute resolution is

3/ 3%

received afier August 20, 2012, the request will not be granted._An incornplete informal dispute . ———— .

"“resclufion 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,

Sincerely, :
M Voo W
MONICA NIELSEN NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Temm Care
MN/smm

Enclosures
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FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES - OMB NQ. 0838-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OOF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
13G058 B WiNa 0712612012
NAME OF PROVIDER OR SUPPLIER STREET ADPRESS, GITY, STATE, ZIP CODE
2028 EAST 2075 SOUTH
P E D NIT -
REF RRE COMMUNITY HOMES - CORNERSTONE WENDELL, ID 83355
M4y 1D SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF GORREGTION )
PREFIX . (EAGH DEFICIENCY MUST SE PRECEDED BY FULL, PREFIX (EACH CORRECTIVE ACTION BEHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFEAENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 000 | INITIAL COMMENTS w 000|
The following deficiency was cited during the
annual recertification sucvey, W 207 483.440(c)(2) INDIVIDUAL
The survey was conducted by: PROGRAM PLAN
msn“?gyézlé:? C?I\?IAISFP‘ Team Leader The facility will ensure that g\ppropriute
' facility staff will participat; inall
Common abbreviations used In this report are: resident IPP and [DT meetings ““fljlt;“’t
DT ~ Interdisciplinary Tearn documentation of the m&ctmgz “I’Yl ;,-
PCLP - Persan Centered Lifestyle Plan obtoined. This ‘;g'e N
QIDP - Qualified Intelizctual Disability the QIDP. The Administrator wi 1
Professional ensure {ﬂl:at asi gnamredsltlxcet c;;mll; :ms
during the meeting and he will 2
W 207 | 483.440(c){2) INDIVIDUAL PROGRAM PLAN W 207 Keep a copy of the signature sheet to
: ‘ ; ; 11 of the tecords eontain
Appropriate facillty staff must participate in erisure
interdisciplinary team meetings. documentcd cvidenca of attendees.
Complation Date: 9/30/12
This STANDARD is not met as evidenced by: Persons Responsible: Administator | |
_ | Based.on record.review and:staft interviewssit |- - —- | - —and QIDP--
was determined the facility failed to ensure
appropriate facility staff participated in the 10T
meetings for 2 of 3 individuals (Individuais #1 and
#3) whose PCLPg were reviewed, This rasulted
in the potential far a lack of comprehiensive
information haing provided in the development of
PCLPs and a lack of opportunities for the IDT
members to consult with one another and $o
exchange information. The findings include: ‘
1. Individual #3's PCLP, dated 5/23/12,
documented a 20 year ofd fermale diagnosed with
profound intellectual disability.
Her record did not contaln decumented evidence
! of attendees at her PCLP meeting.
-ABORATORY DIRECTOR'HOR FROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TILE {X6) DATE
Yo A oo B34 )

Any defigiency statemant %nB f‘g with an astonsk {*) denotes & deficiency which the Inatitution may be axcused from cormc!mg providing it is determinad that
her safequards provide sufficient protection to the patlents, (See instructions) Except for nursing homas, the findings stated above are disclosable 90 days
allowing the date of survay whether or net a plan of corraction is provided, For nursing homes, the abava findings and plans of carraction are disciosabie 14

lays fallowing the data thesa decumants are made available to the facilty, If doficiencias are ciled, an approvad plan of corregtion is reguisite to continuad
srogram panicipation,

e e AR B et e — S g )

ORM CMS-ZS(W(OE-QQ) Pravioua Vursbons Obsma!e

Event I0: CRLW11 Facllity ID; 13G056

If continuation sheet Page 1 ol 2
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1455 F. 005/034

PRINTED; 08/07/2012
FORM APPROVED
QMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (x1) PROVIDERUSUPPLIER/CLIA
ARD FLAN GF CORRECTION IDENTIFICATION NUIMBER;

13G036

{%2) MULTIPLE CONSTRUCTION
A, BUILDING

B, WING

{X3) DATE SURVEY
COMPLETED

07i26/2012

NAME OF PROVIOER O SUPPLIER
PREFERRED COMMUNITY HOMES - CORNERSTONE

STREET ADDRESS, CITY, STATE, ZIP CODE
2028 EAST 2075 SOUTH

WENDELL, ID 83355

(x4) IO
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EAGH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION

i) {65)
PREFIX '(EACH CORRECTIVE AGTION SHOULD BE CUM';}_FETIQN

TAG CROS$-REFERENCED TO THE APPROPRIATE

DEFICIENGY)

W 207

-Lndividuais#1 and #3'¢'PCLPg, - =~~~ -

Continued From page 1

When asked about the meeting, the Administrator
stated during an interview on 7/26/12 from 9:10 -
11,00 a.m., they could not find the signature
sheat,

2. Individual #1's PCLP, dated 4/4/12,
documented a 36 year old male diagnosed with
prafound intellectual disability and spastic
quadriparesis.

His record did not contain documented evidence
of attendees at his PCLP meeting,

When asked about the meeting, the Regional
Director, who was alsg the acting QIOP, stated
during an interview on 7/26/12 from 9:10 - 11;00
a.m., they could not find the signature sheat.

The facility failed to ensure there was
documentation of facility staff in attendance for

W 207

# 6/ 356

FORM CMS-25687(02-99) Pravioys Vemions Obsolata Evant itk CRLWYY
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- FORM ARPPROVED
Buraau of Facility Standards
STATEMENT OF DEFIGIENCIES X1) PROVIDER/SUPPLIER/ {%3) DATE SURVEY
AND PLAN OF CORRECTION B TR LIERICLIA () MULTIPLE CONSTRUGTION COMPLETED:
A BUILDING
8. WING
13G056 07/26/2012
NAME OF PROMVIDER QR SUPPLIER . STREET ADUDRESS, GITY, STATE, ZIF CODE
2028 EAST 2475 SQUTH
B - $
REFERRED COMMUNITY HOMES - CORNER! WENDELL, ID 83355
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PRQVIDER'S PLAN OF CORRECTION {8)
PREFIX {EACH DEFICIENGY MUST BE FRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE ARPROPRIATE DATE
DEFICIENGY)
M Q00| 16,03.11 Initial Comments M 000
, , » ) MM724 16.03,11.270.01(2)
The following deficiency was cited during the Assessnients
annual licensing survey,
Refer W207
The survey was conducted hy:
Monica Nielsen, QMRP, Team Leader
Jim Troutfetter, QMRP
MM724) 16.03,11.270,01(a) Assesments MM724
As a basis for individual program planning and
program implernentation, assessments must be
provided at entry and at least annually thereafter
by an interdisciplinary team compaosed of
members drawn from or reprasenting such
professions, disciplines or services areas as are
relevant to each particular case.
This Rule is not met ag evidenced by;
Refer to W207.
Buresu of Facilily Standards
2 TITLE 4 c) ¢ (X&) DATE
LASORATORY DIREGTOR'S OR PROVIDER/SUPFLIER REPRESENTATIVES SIGNATURE men T A6 e

STATE FORM

L1

CRLW11

I continuation sheet 1 of 1




