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Tony Franklin, Administrator

Preferred Community Homes - Courtyard
12553 West Explorer Drive Suite 190
Boise, ID 83713

RE: Preferred Community Homes - Courtyard, Provider #13G057
Dear Mr. Franklin:

Based on the Complaint survey completed at Preferred Community Homes - Courtyard on March
14, 2014, we have determined that Preferred Community Homes - Courtyard is out of
compliance with the Medicaid Intermediate Care Facility for Individuals with Intellectual
Disabilities (ICF/ID) Condition of Participation of Client Protections (42 CFR 483.420). To
participate as a provider of services in the Medicaid program, an ICF/ID must meet all of the
Conditions of Participation established by the Secretary of Health and Human Services.

The deficiencies which caused this Condition to be unmet, substantially limit the capacity of
Preferred Community Homes - Courtyard to furnish services of an adequate level or quality. The
deficiencies are described on the enclosed Statement of Deficiencies/Plan of Conectlon '
(CMS-2567). A similar form indicates State Lieensure deficiencies.

You have an opportunity to make corrections of those deficiencies, which led to the finding of
non-compliance with the Conditions of Participation referenced above by submitting a written
Credible Allegation of Compliance/Plan of Correction.
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It is important that your Credible Allegation/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 systemlc 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.

Sign and date the form(s) in the space provided at the bottom of the first page.

Such eorrections must be achieved and compliance verified by this office, before April 28,
2014. To allow time for a revisit to verify corrections prior to that date, it is important that
the completion dates on your Credible Allegzation/Plan of Corrcetion show compliance no
Iater than April 14, 2014, :

Please complete your Allegation of Compliance/Plans of Correction and submit to this office by
April 3, 2014,

Failure to correct the deficiencies and achieve compliance will result in our recommending that
the Medicaid Agency terminate your approval to participate in the Medicaid Program. Ifyou fail
to notify us, we will assume you have not corrected.

Also, pursuant to the provisions of IDAPA 16.03.11.320.04, Preferred Community Homes -
Courtyard ICF/ID is being issued a Provisional Intermediate Care Facility for People with
Intellectual Disabilities license. The license is enclosed and is effective March 14, 2014, through
July 12, 2014. The conditions of the Provisional License are as follows:

1. Post the provisicnal license.

2. Correct all cited deficiencies and maintain compliance,
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Pleasc be aware that failure to comply with the conditions of the provisional license may result in
further action being taken against the facility's license pursuant to IDAPA 16.03,11.350.

Be advised that, consistent with IDAPA 16.05.03.300, you are entitled to request an
administrative review regarding the issuance of the provisional license. To be entitled to an
administrative review, you must submit a written request by April 18, 2014. The request must
state the grounds for the facility's contention of the issuance of the provisional license. You
should include any documentation or additional evidence you wish to have reviewed as part of
the administrative review.

Your written request for administrative review should be addressed to:

Debra Ransom, R.N., RHIT
Licensing and Certification Administration, DHW
PO Box 83720
Boise, ID 83720-0009
Phone: (208)334-6626
Fax: (208)364-1888

If you fail to submit a timely request for administrative review, the Department of Health and
Welfare's decision to issue the provisional license becomes final, Please note that issues, which
are not raised at an administrative review, may not be later raised at higher level hearings
(IDAPA 16.05.03.301).

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 Intetnet at:

www.ichinr,.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 April 3, 2014. If a request for informal dispute resolution is
received after April 3, 2014 the request will not be granted. An incomplete informal dispute
resolution process will not delay the effective date of any enforcement action.
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We urge you io begin correction irﬁmediately. If you have any questions regarding this letter or
the enclosed reports, please contact me at (208) 334-6626.

Sincerely,

ASHLEY HENSCHEID NICOLE WISENO

Health Facility Surveyor : Co-Supervisor -
Non-Long Term Care Non-Long Term Care
AHmw

Enclosures
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Tony Franklin, Administrator

Preferred Community Homes - Courtyard
12553 West Explorer Drive Suite 190
Boise, ID 83713

Provider #13G057
Dear M. Franklin:

On March 14, 2014, a complaint survey was.conducted at Preferred Community Homes -
- Courtyard. The complaint allegations, findings, and conclusions are as follows:

Complaint #1D 00006394

Allegation #1: Management staff have failed to protect individuals by not investigating and
taking appropriate corrective action in response to all allegations of abuse and neglect.

Findings #1: An unannounced on-site complaint survey was conducted from 3/7/14 - 3/14/14.
During that time, observations, record review and staff interviews were conducted with the
following resulfs:

The facility's Abuse, Neglect, Mistreatment and Injuries of An Unknown Source policy, revised
5/21/13, was reviewed. The policy stated "...Employees must not use physical, verbal, sexual or
psychological abuse or punishment..."

The policy stated, "The Company and/or Administrator will ensure that all allegations of
mistreatment, neglect, or abuse, as well as injuries of unknown source, are thoroughly
investigated and ensure the prevention of further abuse or injury while the investigation is taking
place, as reported and established by the following procedures."

The policy stated staff who had reasonable cause to believe that anyone had committed any type
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of abuse, neglect or mistreatment were to immediately report the incident to the Administrator or
the Administrator on duty (AOD). The policy stated the Administrator, AOD or Regional
Representative was to begin an investigation immediately, regardless of when the incident
occuired, including outside of normal business hours. The policy stated "This includes
designating an 'investigator' as outlined in the Investigation policy and taklng any immediate
actions to protect the resident's health and safety."

On 3/7/14 observations were conducted at the facility for no less than a cumulative 1 hour and 25
minutes. Staff did not demonstrate abusive behavior during the observations. However, facility
staff, including 11 direct care staff, the Licensed Practical Nurse, the Trainer, the Administrator
and the City Director were interviewed on 3/7/14. Facility staff statements included allegations
of abuse, neglect, and mistreatment which had been iilnmediately reported to the Administrator
and/or City Director but had not been investigated. Allegations included, but were not limited to,
the following:

- Direct care staff made fun of individuals, yelled at individuals and were vulgar around
individuals.

- Direct care staff had an individual sit on the couch and did not give him dinner.

- Direcf care staff took an individual to his bedroom when he was engaging in maladaptive
behaviors. They linked arms with the individual, pulled him to his room, and closed the door.
When the individual came out of his room he had red marks on his face,

- Direct care staff left an individual alone during a seizure and in a second incident an individual
who was not able to stand well independently was left alone standing.

- Staff held someone on the couch, with their atms across their chest, for refusing to patticipate.
- Direct care staff laughed at individuals and made fun of them in Spanish.

- Direct care staff on the p.m. shift made one individual do all of the housework. The individual
had to clean, take out the garbage, clean up the table and put away dishes. Staff stated it had

been reported to the Administrator before and the Administrator stated "I know it needs to stop."

Facility staff stated the allegations had been reported to the City Director and/or Administrator.
However, investigations regarding the incidents could not be found.

. Additionally, 3 individuals were interviewed on 3/7/14. The individuals alleged concerns similar
to those expressed by the facility staff. However, only one of the individuals had reported her
concern to the Administrator. The individual stated once direct care staff talked about his
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"private areas” in front of her. The individual told the direct care staff that it made her
uncomfortable and she did not think his behavior was appropriate. The individual also reported
the incident to the Administrator.

However, investigations related to the allegations which had been reported could not be found.

The facility's Administrator was interviewed on 3/7/14 at 4:05 p.m. The Administrator stated the
allegations of abuse, neglect and mistreatment were reported to the City Director, The
Administrator stated staff had reported to him on a few occasions and he had instructed the staff
to call the City Director.,

The City Director was interviewed on 3/7/14 at 4:49 p.m. The City Director stated he
investigated all allegations of abuse, neglect and mistreatment. When asked if he had ever
received allegations of staff calling the individuals names or staff making fun of the individuals
in Spanish, the City Director stated yes. However, he stated the allegations were not
investigated. The City Director stated he did not remember who reported the allegations. The
reporting staff stated other staff were saying (in Spanish) that an individual wanted to have sex
with a boy at school. The City Director determined that it was not inappropriate and it did not
need to be investigated. The City Director further stated another facility staff had talked to him
about concerns reported to her by direct care staff during orientation, but nothing that was abuse.

No documentation related to the incidents, including the City Director's reasoning for not
investigating, could be found in the facility's records.

The facility failed to ensure steps were taken to ensute individuals were protected and that all
reported allegations of abuse, neglect and mistreatment were thoroughly investigated.

Additionally, the facility's Investigations policy, revised 2/15/12, stated investigations were to
include the following:

- Interviews with the complainant, accused, witnesses (including individuals as appropriate) and
those who created relevant documents.

- Witnesses' statements were to be submitted in writing with their signature and date,

- Available documentation was to be reviewed, including time cards, personnel files, disciplinary
action, individuals' program documentation, etc. The policy stated "You should always review
disciplinary records, employee evaluations, and employee logs to determine if they contain a

recorded history of the same violation."

- Other evidence, such as pictures of bruises, etc.
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However, the facility's investigations did not include all information as specified in the
Investigations policy. For example, on 2/1/14, an allegation of neglect, was reported. The
investigation included a handwriiten statement from a direct care staff dated 2/1/14, The
statement documented another direct care staff who was assigned to the individual while she was
on suicide watch, was sleeping during the night shift. The allegation was immediately reported
to the City Director. The handwritten statement documented the reporting staff "...also noticed
that {direct care staff's name} had a small of {sic} beer." The teporting direct care staff
documented she "did not tell {City Director's namne} about the alcohol because I thought he {the
City Director} was going to find out when he came..."

An email from the City Director fo the Idaho State Director, dated 2/3/14 and timed 9:03 a.n.,
documented he had responded to the report by going to the facility and found the accused direct
care staff awake, but seated on the floor with a pillow behind his head and a blanket tucked
behind his back.

A subsequent email, from the City Director to the Idaho State Director, dated 2/3/14 and timed
11:06 a.m., documented that the direct care staff accused of sleeping "...says he never sleeps, and
the reporting staff says she saw himn lying down on a mat and that he then also fell asleep. 1 {the
City Director} have her {the reporting staff} statement, he {the staff accused of sleeping} has not
completed one yet..." The email documented the direct care staff accused of sleeping was
immediately suspended and the City Director had collected "...about 1/2 the staff statements from
staff in the house and none of the staff report seeing any staff sleeping...”

The email also stated the reporting direct care staff stated the direct care staff accused of sleeping
told her watching people at night was not required. The reporting direct care staff also told the
City Director that accused direct care staff smelled of alcohol. The City Director's email
documented "This is not the first time staf have reported that {direct care staff's name} smelled
of alcohol..."

A third email to the Idaho State Director, dated 2/5/14 and timned 11:54 a.m., stated he and the
Human Resources Representative had spoke with the direct care staff accused of sfeeping. The
email documented the direct care staff denied sleeping and being under the influence of drugs or
alcohol while on shift. However, the direct care staff did say he had gone to watch television
when he should have been watching the individual on suicide watch and agreed he should not
have been laying on the floor. The email documented the direct care staff wrote a short statement
and left the facility.

The email stated it was the City Director's belief the direct care staff was likely sleeping, but he
did not have evidence beyond the reporting direct care staff's allegation.
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Beyond the email and the reporting direct care staff’'s handwritten allegation, documentation of
thorough investigation into the incident could not be found. The staff accused of sleeping's
handwritten statement was not present, statements collected from other staff members were not
present, a review of documentation related to the report of smelling alcohol was not present and
information related to a review of accused direct care staff's personnel file, including other
disciplinary action, performance evaluations, efc. in accordance with the facility's Investigations
policy was not present.

Further, the City Director's documentation did not include evidence that the individual on suicide
watch had been interviewed regarding the incident. When asked, during an interview on 3/7/14
at 4:49 p.m., the City Director stated he did not ask the individual about the incident as it was his
understanding she was sleeping throughout the incident.

However, the individual's 11/26/13 Behavior Infervention Plan for suicidal ideation was
reviewed. The plan stated she was "...very honest about her thoughts and feelings and will
express them when asked..." '

The individual was interviewed by survey staff on 3/7/14 at 2:49 p.m. When asked if anyone had
ever slept in her room, she stated yes. The individual stated 3 different direct care staff had slept,
including the staff on the night shift.

The facility failed to ensure all potential witnesses had been interviewed related to the 2/1/14
investigation. :

On 3/14/14 at 10:30 a.m., an interview was conducted with the Idaho State Director, the
Regional Representative, the Program Manager, the Pocatello City Director, the Qualified
Intellectual Disabilities Professional (QIDP) and the Registered Nurse (RN). When asked if
additional information related to the investigation had been found, the Pocatello City Director
stated no.

The facility failed to ensure thorough investigations, on which to base corrective action
decisions, had been conducted.

Further, the facility's Abuse, Neglect, Mistreatment and Injuries of An Unknown Source policy
stated, in "The Documentation Process” section, that the "...Administrator or designee will '
complete the Investigation Report on the back of the Incident/Accident Form, to include witness
statement review, record review, conclusions, corrective action taken and notification
documentation,”

The facility's Investigation Reports were reviewed. The Investigation Reports documented
corrective action which had not actually occurred. For example, an Incident/Accident report,
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dated 2/22/14, documented an allegation that staff had pulled an individual's hair while
redirecting her away from the refrigerator, An attached Investigation Report, completed by the
City Director on 2/28/14, stated in the Corrective Action section that"The staff...will be retrained
to follow the behavior plan as it is written... The staff that was accused of pulling {individual
name's} hair will receive specific instruction and individual training."

On 3/14/14 at 10:30 a.m., an interview was conducted with the Idaho State Director, the
Regional Representative, the Program Manager, the Pocatello City Director, the QIDP and the
RN. When asked for documentation that the corrective action had been taken, the Pocatello City
Director stated none had been found.

The facility failed to ensure corrective action had been taken,

The facility failed to investigate all reported allegations of abuse, neglect and mistreatment. The
facility also failed to ensure thorough investigations were conducted and that appropriate
corrective actions had been taken. The cumulative effect of these systemic failures resulted in
individuals being placed at risk of serious and immediate harm due to ongoing abuse, neglect,
and mistreatment. Therefore, the allegation was substantiated and Federal and State deficient
practices were cited.

Conclusion #1: Substantiated. Federal and State deficiencies related to the allegation are cited.

Based on the findings of the complaint investigation, deficiencies were cited and included on the
survey report. No response is necessary to this complaint report.

If you have questions or concerns regarding our investigation, please contact us at (208)
334-6626. Thank you for the courtesy and cooperation you and your staff extended to us in the
course of our investigation.,

Sincerely, '
ASHLEY HENSCHEID NICOLE WISENOR

Health Facility Surveyor Co-Supervisor

Non-Long Term Care Non-Long Term Care

AH/mw
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result of reponing a complaint. ‘This failue
directly impactod 1 of 1 individual (individual #1)
who raported inappropriate staff interactions to
the Administrator and had the potentlal fo impack
alf Individusts (individuals #1 -#7) residing at the
facllity. This resuited in an individua! failing to
report aliegations of abuse, neglect and
mistrestment. The findings Include:

1. Individual #1 was & 16 year old fernale who
was admitted {o the faeility in October 2013, Her
11/26/13 Behavior Intervention Plan far syicidal
ideatlon was reviewad. The plan stated Individual
#1 was "...vary honest about her thotghits and
feelings and will oxpress them when asked "

Individuat #1 was interviewed by survey staif on
37N 4 at 2.48 p.m. During the intarview,
Individual#1 stated once Direct Care Staff B
fatked about his “privats areas” in frant of har,
Individual #1 told Mrect Care Siaff B that it made
her uncomforiable and she did not think his
behavior was appropriata around & 16 year old
girl. She also reported the incident to the
Administrator, Individust #1 stated after the
incldent Direct Care Staff B stoppad speaking to
har for a week and as & resull, sha never
reported anything again.

Individuai #1 also stated the following which she
had nof reporied:

- Direct Care Staff H and Direct Care Staff © wors
"Binart asses.” Individual #1 stated Direct Care
Staff F was not as disrespectiul as Direct Care
Staff C and direct care stalf spoke in Spanish
around her af the time, Individuai #1 sioted |
made her uncomfortable as she did not know if
staff wera talking about her.
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PROTECTION OF CEIENTS RIGHTS

Courtyard will cosure the rights of all
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dividuals to exercise their rights as
dividuals to file complaints, and the right
due process.

Almse, Neglect, Mistreatment policy
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ubject to reprisal or intimidation as a resul
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gormmnand for reporting ineidents of reprisal
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& stoff traming on the new policy will be
gompleted with all stoff and Individuals
d/or the guardian/advocafe. In addition, it
ill be reviewed by the Hnman Rights
tmniftee. A copy of this policy will also
¢ available in the howe for staff and
ihdividuals to reference.

"3
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rogram Supervisars, QIDYP, and City
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buse policy snd the changes with
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terviews will be conducted weeldy with
oth the staff and tadividuals to ensure
timidation and reprisal is not occurring to
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- Direct Care Staff ¢ had slept on her hadroom
floor, on her roommate's (individual #2'e), seizure
mat and Direct Care Staff H had also slept on the
bedraom floor during the reorning shift Individuat
#1 stated Direct Care Staff B had slept on her
badroom fleor dusing a night shift, Individual #4
stated ali 3 sleeping staif incidents were in
January or February.

- Direct Care Staff I, Direct Care Staff C and
Direct Care $taff F treated Individual #6 "like a
slave.” Individual#1 stated Individual #6 was
required to do everything, such as getiing up
from the dinher table and retrieving items for
staif,

- Bhe had sean Direct Care Staff H hit Individual
#3 on the forehead in January or February.

Tha facility's Abuse, Neglect, Mislreatment and
Injuries of An Unknown Source policy, revised
5121113 was reviewed. The policy did not include
information related to protection of individuals
frora reprisal or infimidation as a result of
reporting a complaint or grisvance.

Op 314714 at 10:30 a.m., an Interviaw was
conducted with the ldaho State Director, the
Reglonat Representative, the Program Manager,
tha Pocatelio City Director, the QIDP and the RN,
When asked what mechanisms weare in place to
ensure individuals were not subjected to reprisal
as a result of reporling a complaint the Program
Manager siated there wers popa, The idaho
State Diractor conctirred,

The facllity fafed to ensure mechanisms were in

place to ensure individuals were nof subjected to

wy 47she individuals. This will be done by

Director.

QIDP, Program Supervisor, and the City

1t
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complaint,
483.420(a)(5) PROTECTION OF CLIENTS
RIGHTS

The facility must ensure the rights of all clients.
Therefare, the Tacilty must ensure that clients are
not subjacted fo physical, verbal, sexual or
paychologinat abuse or punishment,

This STANDARD is not met a2 evidenced by:
fased on obearvalion, recond review, and
individug! and staff intervisws, it was defermined
the faciity failed to ensure ali allegations of
abise, neglect apd misireaiment ware
immediately reported to the Adiministrator and
other authorities in accordance with State Law
and that gl allegations which ware reported tu the
Adminisirator ware accurataly idendified and
investipated as abuse, neglect and mistreatment
for 7 of 7 individuals {Individuals #1 - #7) residing
atthe fatility, The failure to report and identify
allegations of abuse, neglect and mistreatment
regulted in the facifity's fallure fo invastigate
allegatlons, falure o ensure that individuals ware
protected duting the course of the investigations
and failure o fake appropriate comective actions
necessary fo enaure individuals were safe. The
cumuylative affact of these systernatic fallires
pleced individuals at risk of experlencing senous
ard immediale hayn as a resuli of ongoing
abuse, neglact and mistreatment. The findings
inciude:

The facliity's Abuse, Neglect, Mistreatment and
Injuries of An Unknown Souroe policy, revised
6171113 stated ¥ Employass must not use

Ea b SURMMARY STATEMENT OF DEFIGIENCIES Hi) PROVIDER'S PLAN OF CORREGTION )
PREFIX (EAGH DEFICEENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMM ETION
TG REGULATORY OR 1.8C IDENTIFYING INFORMATION) TAG CROSSG-REFERENGED TO THE APPROPRIATE BATE
DEFICENGY)
W 125] Continued From page 4 W 126)
reprisal or intimidation as a result of repotting a POC WI27 483.420(=}(5)

ROTECTION OF CLIENT RIGHTS
VW 127 . .
ard will ensure the rights of all
lients., Courtyard will enswee that clients

¢ not subjected to physical, verbal, sexual
psyehological abuse ar punishment.

-ourtyard will ensure the Abuse, Neglect,
istreatshent policy will be revised to
clude spevific methods for ensuring that
e facilities are frec from abuse, neglect or
istreatment, Training will be completed
ith alk staff on the new policy and the
cetation of reporting.

esponsible Partics: Nursing Department,
rogram Supervisors, QIDP, and City '
irestor

onitor: The City Dircctor and/or Program
upervisor witl work with each department
tb ensure proper notification has been made,
e City Director and/or Program
wpervisor will ensure that Child Protective
ervices/Adult Protection Services is

mplete periodic mterviews to epsore
ihdividunls rights sre being protected,

Apifid
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physica), verbal, sexual or psycholofiical abuse or
punishment...” and included the following
definlions:

- Abuse; “Tha infliction of infury, unreasonable
confinament, intimidation, or punighment with
resuiting physical harm, pain, or mental anguish
whether purpogatul, or dus to carelessnass,
inattentivaness or omisslion of the perpeirator..”

~ Physical Abuss: "Any physical motion or action
{a.9. hittlng, slapping, kicking, pinching, elc.) by
which bodily pain, hamm or traumna occurs...”

- Verbal Abuge: “...any use of oral, written or
gestired language by which abuse ocours, This
inoludes pejorative and deropatory terms to
describe individuals with disabilities whom we
garve.”

- Emotional or Paychological Abuse; “The verbal
or nonverbal infliction of anguish, pain, or disiresa
that resuits in mental or emotionat suffering.
thehudes, but is not limitad to humliation,
harassment and threats of punishment of
deprivation, sexual coercion, Intimidation,
whereby individuals suffer psychologicat hann or
frauma.”

~ Misuse of Restraints: "Chernical or physica!
control of the individual recelving services beyond
physiciang [&ic] orders or not In accordance with
accepted professional prachice.”

~ Neglect: "ls the fallure to provide goods and
senvices neosssarty o avoid physicat barm,
mental anguish, of mental liness."

- Physical Neglect: *The deprivation of goods and

W 127
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sarvicas nacassary to maintain physical or mental
health. This includes but is nof fimited to
withhofding food, flulds, clothing, shelter, help, or
other essentials included in an Implisd or
wontractual agreement of responsinility to an
individual receiving services...

- Medical Neglect. “Failure to provide cars for
axisting medical problema...”

The policy stated, “The Company andior
Administrator will ebsure that ali slfegations of
mistreatment, neglact, or abuss, aswell as
injuries of unknown source, are thoroughly
investigated and ensure the prevention of further
abuse or injury while the investigation is taking
place, as reported and established by the
following procedures.”

The policy statad staff who had reasonable cause
fo haliove that anyone had committed any type of
abuse, naglect or mistreatment were io
immediately report the incidant to the
Administrator or AOD, Tho policy stated the
Administrator, AOD or Regional Representative |
was to begin an investigation immediately,
regardiess of when the incident occurred,
including outside of normal business hours. The
palicy stated "This ihgludes dasignating an
‘Investigator' ss outlined in the investigation policy
and taking any immediate actions to profect the
resident's health and safety.”

The facility's investipations policy, revised
215M2, statad a form would be used as a
chacklist {o verify and astablish documentation
that a proper Investigation had been conducted.
The policy stated “itis always preferable fo have

one parson desighated as the Investigator and

w127
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the Administrator or designes designated as the
deision maker.”

The facility’s Administrator was Interviewed on
3714 at 4:05 pm. The Administrator siated the
allsgations of abuse, neglect and mistreatment
were reported o the Gty Direslor. The
Administrator stated staif had reported fo him on
a few ooecasions and he had instructed the siaff to
call the City Director.

The Cily Direcior was interviewad on 3714 at
4:49 p.m. The Clty Director stated he
investigated all allegafions of abiise, neglect and
miatreatrmant.

However, inferviews with facility staff were
corxlucted across shifts on 3(7/14. Facility ofaff
stated abuse, neglect and mistrealmant ware
oceuring. Staff stalements included allegations
of abuse, neglect, and mistreaknent which had
been immediately reported to the Administrator or
Cily Director but had not besn investigated,
Fuirthar, siaff statemnents dlso included allegationa
which were hot immediately reported io the
Administrator abd other authorities in accordance
with State Law as follows:

1. Facility stafi stated aliegations had been
raporied to the City Director for Individuals #1 -
¥7. However, Investigations for the allegations
could not be found as follows;

a, The facility Trainer stated she had amailed the
Administrator and the Cily Director on 1/23/4 to
report concarns Direct Care Staff A had
expressed duiing fraining. The Tralner stated
Ditect Care Stafl A reported other ditec! care staff
made fun of individuals, yelled at individuals and
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were vulgar around individuals. Direct Care Sty
A akso reported an incident when other direct care
staff thought an Individual may have faked g
seizune. I response, the ofher dirset care staff
had the individual sit on the couch and did not
givé him dinner,

Investigations regarding the alisgations could not
be found.

b. The Tralner stated she had emalled the
Admintistrator and the Gity Divector an 6/13/13 {o
report concarng that Direct Care S&ff D had
expressed fo her, The Tralner stated Direct Care
Staff D stated other direct care staff left an
individual alone during a sekzure and in a second
incident an individual who was not able to stand
weh independently was left alone standing.

The Trainer's einail to the City Director, the
Administrator and the LPN, dated 9/13/13, stated
she had instructed Direct Care Staff D fo share
her coneams with the Administrator and the LPN.

No additional information, inciwiing an
investigation inio the allegations, could be found.

¢. The Tralnar was interviewed on 377714 at 5:55
p.m. The Trainer stated she hed verbally
reporiad incicients to the City Director. The
Trainer stated a direct Care staff had reported
other direat care staff were forcing individuals’
mouthe open lo brush their testh when the
individuals refused to open thelr mouths with
prompting, She alse stated staff held someone
on the couch, with thair arms across their chast,
for refusing to participate.

mddividual #1 - #7's denlal hygiene programs,

W 127
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dated 11/28/12 for Individual #1, dated 11/21/43
for Individual #2, revissd 1/2/14 for individual #3,
revised 9613 for Individual #4, ravised 7/5113 for
Individual #5, revised 214114 for Individual #86,
and revised 9/3M3 for Individual #7 were
reviaswed. The programs did not include forcing
the Individuais' mouths open as an approved
Intervention technique.

No additionad Information, including an
investigration into the sllsgations, could ba found.

The Cily Director was interviewed an 3/7114 at
4:49 p.m, When asked, the Clty Rirector stated
the Trainer had talked 1o him about concems
reported o her by direct care staff during
orlentation, but nothing that was abuse.

No documentation mlated to the incidents,
including the City Director's reasoning for not
investigating, cotild be found in the faciliy's
racords.

The facility failed to ensure all repotted
allegations of abuse, neglect and mistreatmeant
ware thomughly investigated.

2. Facility staff stated the following inaidents had
oseurred for Individuals #1 - #7, However, tha
incldents wera not immediately reporied lo the
Adminisirator and other authorifies in atcordance
with State Law as follows:

a. Direct Gare Staff E staled she had hesid stalf

to "hitch,” She further stated Direct Care Staff C
yelled at the residents. Direat Care Staff E stated
she had not reported hecause she knew the City
Director gnd tha Administrator parsanally and was

all the individuals *perva,” & Spanish word similar |

W27

FORM CME-2667 (02-08) Previous grsions Obsaiele Evenl ID:44H211

Fackity IO §3G057 ¥ gontinuttion sheat Page 10 of 6D




- PRINTED: 03/212014

. DEPARTMENT OF HEALTH AND HUMAN SERVICES . . ' . RN 11 eyl
GCENTERS FOR MEDICARE & MEDICAID SERVICES QMB NO. 0838-0381
STATEMEWT OF DEFICIENGIES {X%) PROVIDERISUPPLIER/CLIR (%3) MULTIPLE CONSTRUCTEON {¥8) DATE SURVEY
AND PLAN OF CORRECTION DEHTIFICATION HUMBER: A BUILDING COMPLETED
C
136057 B. WING ‘ 0314/2014
NAME OF PROVIDER OR SUPFLIER STREET AUDRESS, CITY, STATE, ZIF CODE
618 SECOND AVENUE WEST
FRFFERRED COMBMUNETY HIOMES ~ COURTYARD WENDELL, ID 83355
(X4 1D SUABAARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECHON )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FYLL PREFIX (EAGH CORRECTIVE AGYION SHOULD BE COIFLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATIOR) TAG CROSS-REFEREBIGE'E!TES&EAPPRQPmrE DATE
EF|
W 127 | Continued From page 10 W 127

not comforiabie reporting to them,

b. Direist Care Staff 6 stated she withessed other
direct cane staff say things to the individuals such
as, "You know what you're supposed 1o be doing.
Dot act dumb.” She further stated Dirsct Care
Steff G and Diract Gare Staff H called the
individuals names such as "sfupid” and "fucker”
and they spoke about the individuals in Spanish,
Pirect Care Staff G stated she had witnessad
birect Care Staff £ yell at individuals and she falt
like ofianis wera uncomforluble and that staff
covered for aach other. Direct Care Staff G
stated she had not racently reported 1o the
Administtor ar City Direoter, but was In the
process of writing a lelter to the faciiity’s
corporate office and still planned to do so.

¢. The LPN stated direct care staff had reported
to her that verbal abuse occurmed "mostly on pun.
shift" and that direct care staff did not respect the
individuals. The LPN stated she had net reported
the allegations to tha Adminisirator or the City
Direcior. The LPN stated wien direct care staif
reported allegations, the City Dirsctor and the
Administrator blated staff for irying to cause
trouble, whith resulted in staff not reporting.
When asked about her (the LPN's) fajlure to
report the allegations, the LPN stafed "l should
have but } will get written up for iL"

Tha faciily failed to ensure all allegations of
ahusa, neglect and mistreafment were
Immediately reporiad to the Adminigtrator and
other anhoritias in aceomdancs with State Lew,

3. Individuat #1 was a 16 year old female.

2. Facility staff stated an allegation, specific o
FORM CMS-2557(02-00) Previotls Veralons Obsolete Fyen{ 10: 41H214 Facitty ID); 136057  eonfinuafion sheet Page 41 of 6)
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individual #1, had besh raported to the City
Director. However, an investigation for the
allegation could not be found as follows:

- Direct Care Staff A stated Direct Care Staff G
and Direct Care Siaff F spoke in Spanish about
individual #1, making fun of her and saying she
liked both boys and girls and Jiked io masturbate.
Direct Care Staff A stated individual #1 dld not
know Spanizh but Direct Care Staff G and Direct
Cars Staff F's hon-varbal clies, like facial
expressions and hody language, were very clear
and Direct Cara Staff A thought Individual 71
knew when she was being made fun of. Diract
Care Staff A stzted when Direct Care Staff C and
Direct Care Btaff F worked together they were
awful.

Direct Care Staff A stated individual #1 had gotien
upsef by the bzhavior of Direct Care Staff C and
Direct Gare Staff F and told Direct Care StaffAR
made her (Individual #1) uncomfortable, Direct
Care Siaff A sirted ahe had taked to the Trainer
and the LPN and she had given statements to the
City Director. However, she felt the City Director
did not befieve her,

Investigations regarding the allegations couid not
be found.

The City Director was interviawed on 3714 &t
4:49 pam. When asked if he had evar received
allegations of alaff calling the individualzs nemes
or sfaff making fun of the individuals in Spanish,
the City Dirgcior stated yes. However, he siated
the allagations ware nol investigated. The Cily
Director stated he did pol ramember who
reported the aliegation. The reporting stalf stated

other siaff were saying (in Spanish) that Individual
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#1 wanted to have sex with 2 boy atschool. The
Cily Dirzctor determined that it was not
inappropriate and it did not need fo be
investigated, The Clty Diractor stated ha thought
the accused stalf were Direct Gare Siaff C and
Direct Care Staff |, but he could not remember.

Na documentation related 1o the incidents,
including the City Director's reasoning for not
investigating, could he found in the fagility's
rectirds.

h. Facliity staff stated the following incident,
spacific to Individual #1, had oecurred.  However,
the incident was not immediatsly raported to the
Administrator and other authorities in accordance
with State Law as foliowa:

- Direct Care Slaif G slated she Knew that
Individua! #1 was uncomfortable with stalf,
However, Direct Care Staff G stated she had nof
reported her concems to the Administrator,

The facilly falled 10 ensure alt aliegations were
immediaiely reported to the Administrator and
othar authoriies in accordance with Siate Law,

¢, On 211114, an allegation of neglact, speaific to
indivicdual #1, was reported, Howaver, & thorough
Investigation of the sllegation was not conducted
as follows;

- Tha investigation included & handwritten
statament from Pirect Care Staff A, dated 2/1/14,
The statement documented Diract Care StafA
had seported {o the City Director that Direct Care
Staff B, who was assigned to individual #1 while
she was on suicide watch, was slesping during

the night shift.

W 127
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An email from the City Director to the idaho State
Director, dated 2/3/14 and timed 9:038 a.m,,
documented he had responded to the seport by
guing fo the facility and found Direct Care Staff B
awake, but seated on the floor with a pliow
behind his head and a blanket hucked behind his
back.

A subsequent emall, from the Gty Director to the
ldaho State Director, dated 2/504 and fimad
11:54 a.m., statet! he and a Human Resources
Represantative had apoken with Direct Care Staff
B. The emall atated it was the Gity Divector's
belfiaf tha staff was likely sleeping, but ke did not
have evidanta beyond the reporfing siaffs
allagation,

The City Director's documentsition did not inciude
avidence that individua! #4 had been intarviowad
regarding the incident. When asked, dising an
intenview on 3/7/14 at 4:49 p.m., the City Direntor
stated he did not ask Individual #1 about tha
incidant as i was his understanding she was
sfesping throughout the incldent.

individual #1's 14/26/13 Behavior Intervention
Pilan for suicidal ideation was reviewsd. The plan
stated Individual #1 was “__.very honest about her

thoughts and feefings and wil express them when |

asked..."

individuat #1 was interviewed by siivey staff on
3TN 4 gk 249 p.m. When agked If anyona had
aver slepl In her room, Individual #1 stated yes.
Individual #1 stated Direct Care Staff C had slept
on her bedroom floor, on her roommate's
{Individual #2's) selzure mat and Direct Care Staff

H had also siept on the hedroom floor during the
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moming shift. individual #1 stated Direot Cara
Staif B had slept on her badroom floor durng 2
pight shift Individual #1 steted all 3 sleeping staff
incidents were in January or Febrbnry.

The facilfly failsd to ensure all potential withesses
had been interviewed ralated to the 2/4/14
investigation. Addlfionaliy, the aflepations of
Diract Care Staif C and Direct Care Staff H
sleaping had not been immediately reported 1o
the Administrator.

d. An Incldent/Accidient Repott, dated 2/24/14,
documented individual #1 had scratched hersalf
muliiple times with a paperclip. The attached
investigation report, completed by the City
Director on 3/3/14 stated Individuat #1 had 2 bad
day at school and “...fall like she was not getting
enough attention from stsff. She sald she felt
invisible,, "

Individual #7 was interviewatt by survey stedf on -
37114 st 2:4¢ p.m. Atthatfime, it was noted she
had markes on her upper and lower left arm,
Whan asked about the marks, Individual #1
stated they ware from cufting last Wednesday.
She gtated she fait jaft out and disrespecied, like
she was not part of the group. individual #1
stated she had been on suicide watch quite a bit
sines being admited to the facility (In October
2013).

Individual #1's monthly Bahavior Tracking data
from 11/13 through 1/14 was reviewed. The data
documeantad the Tollowing:

114 3: 2 incidents of suicidal ideatian and 0
Incidents of self injury.

12/13: 2 ingklents of sulcidal idesation snd O
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or the City Director,

incidants of self injury.
1114 3 Incidents of sulcldal ideation and 0
incidents of self injury.

Individual #1 siated "staff treat me like | am nat
fhere" and ahe feli left out ar sthool 0o, She
stated Direct Care Staff H and Direct Care Staff ¢
were "smart assas.” Individual#1 stated Diract
Care Staif F was not as disrespectiul as Direct
Care Staff C and direct care siaff spoke in
Spanish around her all the fims, Individual #1
stated it made her uncomfortable as sha did not
know iF staff ware talking about her.

Beyond the information that was documented in
the 3/3/14 invastigalion repor, (Individuat i1
fesling ke sha was not geting enough aftention
from staff and fesling invisinle), Individual #1 had
not reported the allegatione to the Adminisimtor

Individual #1 also stated once Diract Care Staff B3
talked about his "private areas” in front of her.
individual #1 told Direct Cere Staff B that it made
her uncomforiable and she did not think his
hehavior was appropriate atotind a 16 year old
pif. She also reposted the Indident to the
Admintstrator. However, an nvastigation refated
o the incidert could not be found. Individual #1
stated after the incident Ditec! Care Staff B
stopped speaking o her foraweek and as a
resuit she never reported anything again.

The faciiy falked to ensure Individual #1 was not
suhjected fo reprisal in respbonsa o seporting
Direst Care Staff B's inappropriate conversation.

4. Individual #2 was 3 15 year old femals.

STATEMENT OF DEFICIENCIES {¥1) PROVIDER/SUFPLIERMGLIA (X2 MULTIPLE CONSTRUGTION {43} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILLING COMPLETED
13G057 B WING 03/1412014
NAME OF FROVIDER OR SUPPLIER STREET ABDRESS, GITY, SYATE, ZIP CODE
895 BECOND AVENUE WEST
EFE n =-COURTYARD
PR RRED COMMUNITY HOMES RTYAR WENDELL, ID 53365
X4y iD BUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVEACTION BHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INCORMATION) TAG GROSSREFERENCED YO THE APPROPRIATE DATE
DEFICENGY)
W 127 Continued From page 15 W 127

FORM CMS-26407{02-98) Previons Varsions Obsolite Evant [0 41H211

Facibty iD: 13G057

If continuatlon sheat Page 16 ot 80




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MERICARE & MEDICAID SERVICES

PRINTED: 08/212014
* FORMAPPROVED -
OMB NG, G838-0391

STATEMENT OF DEFICIENCIES
AHD PLAN OF CORRECTION

X1} PROVIDERIGUPPLIERYCLIA
IDENTIFICATION NUMBER:

136067

%2} MULTTPLE CONSTRUGTION
A BUILDING

8, Wik

(X3) DATE SURVEY
COMPLETED

C
03/1412014

NAME GF PROVIDER OR SUFFLIER

PREFERRED COMMUNTY HOMES - COURTYARD

BTREET ADDRESS, GITY, STATE, ZIP CODE
516 SECOND AVENUE WEST
WENDELL, 1D 83365

4} 1D
PREFIX
TAG

BUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFIGIENCY MUST BE FREGEDED BY FULL
REGULATORY OR {5C IDENTIFYING INFORMATION)

I PROVIDER'S PLAN OF GHIRRECTION
PREEI

TAG
DEFIGIENGY)

{EACH CORRECTIVEAGTION SHOULD BE
CROS3-REFERENCED T THE APPROPRIATE

X5}
GOMPLETION
O/TE

W 127

Continued From page 16

a. Faclity siaff stated the following incidents,
specific to Individual #2, had owaarred, However,
tha Incldenis were not immediately raported fo
the Adminisirator and other authonties in
accordance with State Law as follows:

- Diract Care Staff E stated Individual #2 needsd
to use the resloom and Direct Care SIFC
wotlld not help her because she was irying te fix
the TV. However, Direct Care Siaif E stated she
hat not repotted her coteerns 1o the
Administrator,

- The LPN staled direct cara staff had reported
that Direct Care Staff C had her lege over
individua! #2's lap. The direct ¢are staff who
reported the incident to the LPN was unstire if
Direct Care Staff C was trying to hold Individual
#2 down with her legs or nof. The LRN also
stated direct care staff had reportad o her that
individual #2 had her plate taken away and was
given a fork {o eaf with instead of 2 apoon.

Individual #2'e seff-foeding training program,
dated 11221/13, included the use of both & fork
antd a sppon. The program did hot include taking
her meal or retnoving her food as an approved
intervention technique. However, the LPN stated
she had not reported the altagations fo the
Administrator,

The facility failed to ensure alt allegations were
immediately reported to the Adminigtrator and
other authorifies in accordance with State Law.
5, Individual #3 wasz a 12 yaar old maie.

a. Fagility staft stated an atlagation, specific 1o

Individual #3, had been reported to the City
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Direcior. Howevsr, an investigation for the
allegation could nof be found as follows:

- Direct Care Siaff A stated it was apparent in
Individual #3's fere that he was scared of Direct
Care Stalf C and Direct Care Staff F, Direct Care
Staff A stated Direst Care Siaff C and Direct Care
Staff F took Individual #3 to his bedroom when he
was engaging in maladaptive behaviors, They
linked arms with Individual #3, pulled him to his
raom, and clased the door. When individusl #3
came out of his reom he had red marks on his
fage. The dirent care stalf attributed the redness
to head hits. Direst Care A stafed Direct Care G -
and Direct Care Staff F each did this ane iime.

individual #3's Behavior Interventlon Plans for
physicat aggression, destruction of property and
Inappropriate soclal behavior, all vevised 11/4/13,
wore reviewad. The plans did not include taking
Individual #3 to his mom when he engaged in
maladaptive behavior as an approved intervention
stralegy. Further, his Behavior Intervention Plan
for ADHD symiptoms, revised 11/4/13, stated if he
continued to have difficulty remaining focused,
staff "will offer him 1o fake {sic}a break in his
raom fora 5§ minubes [sic] fo clear his mind of
disfractions..." The plan did not include a
physical escort, including linking amms with
individugl #3, as an approved intarvention
strateqy.

Direct Care Staff A stated she hud talked to the
Tralner and the LPN and she had given
statemenis to the Clty Director. However, she falt
tha City Director did not believe her.

Investigations regarding the allegation coukl not

be found.
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The facilty tailed to ensure ail reported
allegations of abuse, neglact and misireatment
were tharoughly investigated.

b. Facility staff stated the following mcident,
spesific to Individual #3, had oscumsd. However,
the incldent was not immediately reportad to the
Administrator and ofher authoriies in accordance
with Stale L aw as follows:

- Direct Care Staff E staled Direct Care Staff ©
went info Individual #3's room with him. When
Individuat #3 come out of his room, both aides of
his face, from his forehead 1o his chesks, were
bright red. Direct Cara Staff C told the other
direct aare staff Individual #3 had hitthe wall in
hig bedrootn.

IncidenifAccident reports related to Individual #3
hitting his head white displaying maladaptve
behaviors were reviewed. An Incident/Accidant
report which included head hits while bath Direct
Cara Staff E and Direct Care Staff C wera oh shift
could not be found,

Additionally, individua$ #1 was interviewed on
37114 6t 2:49 p.m. Individust £1 stated she hed
saen Direct Care Sfaff H hil Individuat #3 on the
forehead in January or February, individual #4
stated she did not report the incident to the
Administrator,

The facllity falled to ensure alt allegations were
Immediately repotted to the Adminigirator and
other authorities in accordance with State Law,

8. Individual #4 was a 24 year ald female,
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a. Facility staff stated an allegation, spenific to
Individual #4, had baen reported to the Gity
Direstor. However, an investigation for the
allegation could not be found as follows:

- Direct Care Staif A stated when she begab
emplayment another direct care staft had puta
low-cut shirt on Individual #4. Direct Care Staff G
and Direct Care Staff F laughed at ndividual #4
and rmade fun of her in Spanigh for the shit she
was weanng. Direct Gare Staff A stated she had
talked fo the Trainer and the LPN and she had
given statements to the Gity Director. However,
she folt the Clly Director did not beliavs her,

An invesiigation regarding the allegation could not
be found,

The facility failed 1o ensure all reporied
allegations of sbuse, neglect and mistreatmsnt
were thoroughly investigated,

b. Individual #2 was intervewed on 3/7/14 at 4:10
p.am. Individual#2 stated when Individus! #4
soreams sha gets sent to her room.

Individual #4's Behavior inferverition Plan, revised
11/4113, stated she demonstraled anxiety by
sitting on the floor white screaming and beuncing
up and down, The plan did notinclude sending
Individual #4 to her reom as an approved
intervention for screaming.

The factily failed to ensure all reported
allegaiions of abuse, neglect and mistreaiment
were thoroughly investigated.

7. Individual #5 was a 22 year old male.
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a. Facilily staff stated the following Incident,
specile to Individual #5, had occurred, However,
the incldent was not Immedistely reparted fo the
Administrator and olfer authoriies in accordanca
with State Law as follows:

- The LPN reported direct care stelf had reported
fo her that Individual #5 wanted something to eat
and was fold he could have it if he ran up and
down the hall a couple of times. The PN stafed
direct care staff couki have been implementing a
PT program, she dit nof know.

Individual #5's PT service program dated 9/12/13,
was reviewed. The program did not include
uniing as an exercise Individual #5 was o
complete. However, the LPN stated she had not
vahorted her connems o the Administrator,

The fucility falled fo ensure alf allegations were
immediataly reported io the Administrator and
other authorities in accordance with State Law.

8, Individual #6 was a 22 year old male.

a. Facllily staff stated allegafions, specific to
Individual #8, had beeh teportad fo the .
Administrator or City Director. However,
inveatigations for the allegations could net be
found as follows:

« Direrct Care Staiff G stated other direct care swif
on the p.m. shift, particulasly Direst Care Staff G,
made Individual #6 do all of the housework,
Individus! #6 hat to clean, take out the garbage,
clean up the table and put away dishes. Direct
Care Siaff G stated she had reported 1t to the
Administrator before and the Administrator stated

Ml know it necds 1o stop.”
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An invastigation related fo the incident could not
be found.

- Direct Care Staff A stated Direct Care Siafi C
askad Individual #6 i he wanted a girlfriend,
When individual #6 responded *"yes,” Direct Care
Staff C asked why, Individual #6 talked about
dating. Direct Care Sfaff C and Direct Care Sfaff
F laughed at individual #6 and began making fun
of Individual #8 in Spanish, stating he wantad a
girtfriend fo have sex with, Direct Care StaffA
staied sha had talked 1o the Trainer and the LPN
and she had given statements to the City
Director. Hawaver, she felt the Gity Director did
not balieve her,

An Ihvestigation related 1o the incident could not
ba found.

D, Facility staff stated the foliowing incidents,
gpegific fo individual #8, had occured. Howaver,
the incideris were not immediataly reporied to
the Administrator and other authorities in
accordance with State Law as follows:

- Direct Care Gtaff E stated individual #6 wanted
fo do something and Direst Care Staff G said ifhe
did it he would not be allowed {o'aat. However,
Direct Care: Staff E slated sha had not roported
her concerns o the Administrator.

- The | PN stated direct care staff hed reporiad to

her that direct care staff make Individuat 46 do
avefything. However, the L PN stated she had not
reported her concerms to the Administrator.

Additionally, Iividual #1 was interviewsd on

317714 at 2:49 p.m. Individual #1 stated Direct

W tz7
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Care Staff H, Direct Care Staff C and Difect Cang
Staff F treated Individual #6 “like a glave ™
individual #1 stated individual #6 was reguirad to
do everyihing, such as getling up from the dinnsr
table and rettieving items for staff,

tndividual #2 was interviewed on 3/7/44 at4:10
p.m. tndividual #2 stated etaff tell Individual #8 to
clean, She stated he did the dishes and
vacuuming.

Indjvidual #6 was interviewsd on 3/7/14 at 4:04
p.m. Individual #6 stated he did do housework,
such as vacuuming and dishes, and did not
always want to. He siated he had been asked ip
do more work than he wanted. individual #6 also
statad Direct Care Staff C threatenad to and took
away his food all the time.

tndividual #5's Acfive Treatment Schadule,
revised 10/14/13, was reviewsd. The schedule
included cleaning up after meals and stated
formal programs included clothing care.

However, addiional speciitc information related to
the me sliotied to format or ivdormal household
chores training (such as vacuuming, cleaning,
ste.) was nof included in the scheduls.

Additionally, Individual #6's Behavior intervention
Flans for psychomotor agitafion, ADHD
gymptoms anhd obsessive behavior, all revised
2114414, were reviawed and his ealf-fesiding
fraining program, revised 7/16/13, was reviewed,
None aof the plans inclided faking Individual #6's
meals as an approved intervertion technigue.

The facllity failed to ensure sl allegalions were
immediately reported to the Administrator and

other authorities In accordance with State Law.
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The Gify Direcior was interviewed oh 3/7/14 at
4:40 p.m. When asked about immediately
reporting allegations of abuse, neglect and
mistreatment during non-business hours, the City
Director stated siaff were to call the AOD, which
would ke the City Dimctor of the Administrator.
When asked how staif were to immediately report
allegabons against the City Director or
Administrator for incidents which oseumred after
normal business hours, the City Director stated
there was no way for staff to report efter normal
business hours other than calling the police or
chiid/adult protection,

However, “The Notification Process" section of
the faciiity's Abusse, Neglect, Mistreatment and
injurles of A Unknown Source policy stated the
Administiztor, AOD or City Dlrector was
responsible for afl notifications (e.g. Adult and
Child Protective Senvices, polics, eig.).

The policy did not Include Information which
directad staff to cali ofher Jacility officials or Stata
authoritles in accordance with Stete Law, when
aflegations against the City Director or
Administrator occurrad after normat business
hotirs and/or if staff were uncomiortable reporting
io the City Director or Administrator.

The facility falled to ensure systems for the
preventiun and detection of abuse, neglest and
mistreatment were adeguataly developed,
implemented and monitored necessary 10 ensure
individuale were safe. The cumulative effect of
these systematic failires placed individusls af risk
of experlencing serious and immediate ham as a
result ©F ongoing abuse, neglest and

mistreafmant.

W 127
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Note: The facility was notified of the immediate
Jeapardy on 3/7/14 at 6:50 p.m. The facility

submitted an tmmedlate Plan of Comsction on
377/14 gt 11:10 p.m. which stated the following:

- The City Directar, Adminlstrator, LPN and 8
Diract Care Staff were placed on Administrative .
leave and an invesfigation into the albagations
was initialed.

- The Regional Representaiive was serving ag
the AOD and another |LPN was serving as the
nurse on duly (NOD). Amemo was developed by
the idahe State Director notifying staff of the
changes in the AOD and NOD. The memo
further stated if the staff did not feel the Regiona)
Representative was responsive, the staff ware to
call the idaho State Divector, Confact numberg
far the AOD, NOD, Ragional Representative and
ldaho State Direstor were included on the memo,

- All remaining stail were fo be re-ralned on the
faclity's Abuse, Meglact, Mistreatmsnt and
Injuries of An Unknown Sourcs polley including
identification, documentation and the immediate
reporfing, prior {0 working their next schedulad
shift.

On-site varification of the plan’s implemantation
was campleted on 3/8/14 at 1210 aum., and
foltow-up Interviews, 1o ensure training occuryed,
were completed with all direct care staff aeross all
shifts from 3/8/14 a1 6:00 a.m. fo 3/10/14 at 6.00
a.m. Additionally, the facliity submitted training
logs signed by direct care siaffon 3/10/14 at 1:19
p.m. and the immediate Jeopzrdy was abated,
483 420{c){8) COMMUNICATION WITH

W12z}

W 148
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W 148 Conilnued From page 25 Wi
GLIENTS, PARENTS & Proc wies asange
! COMMUNICATION WITH CLIENTS,
The faciily must notify promptly the aflent's FARENTS
parents or guardian of any significant incidents, or ., ) v
changes In the client's condition inciuding, but not $ourtyard will cosure prompt nofification to
Jimited to, serlous itness, accldont, death, abuss, e olient, parents, or guardian of any
or unauiharized sbsahce. ' ignificant incidents, or changes in the
lient’s condition including, it not limited
, serious illuess, secidents, death, abuse, or
This STANDARD is not met as evidenead by: anthorized sbsence.
Based on record reviaw and siaff intervisws, i
was determined the faciity failed to ensure H notification regarding past
parents/guardians were promplly notified of cident/accidents have been reported fo
significant events. This failure direetly impacted 2 arents/onardians. A review of all behavior
of 7 individuals (Individuals #1 and #5) for wham ocumentation was completed prior fo
gignificant events wera reported and had the ottfication, In addition, all conversations
potential to Impact all individuals (Individuals #1 - ave been dommented,
#7) residing attha faciliity, Thia resulted Ina
potentiat lack of advocacy for intividuals by their ourtyard will update the Guardian Contact
paronte/guardians. The findings include: heets for each individual based on the
1. The facility's Abuse, Neglect, Mistreatment and veals the partguantins o il oo
" * 14
Injurtes of An Unknown Source policy, revised one with each professionat on what and
5121113, stated Ths Admlnlshafor, AOD or City hmt‘lﬂy are responsible for xeportin
Biractor "rmust noty the client's parents, family or ientficant incid Spts I PTQ N
guardians immediately” of significant incidents gtIn a}fﬂ 11:1 AN -tﬁrtﬁ :tluges. ralning
which included sexual, physical or verbal abuse, | & done with the departments to
. gL ; ure they are filling out Family/Guardian
death, serious physical injury or iliness, : ,
hospitalization and any other cause as outlined or ntact Forms when contacting Guardiens
requestad by the guardian/parent in writing. 4 significant events.
The facilly used Parent/Guardian Notification addition, if the allegation or complaint is
Forms which kisted multiple types of Incidents ived or made via email, letter, verbally,
suich as falls, ingestion of non-edibles, calls to to, those allegations will be summaries on
chilitadult protection, lacerations, head injuries, Incident/ Acoident form to ensure the date
sic. The forms were to ba given to each nd tione of pusrdisn/advocste notification is
individugls parentsfiegal guardians, The ecorded and completed
parents/legal guardians were to mark which
incidents they wished to be Informed of and
FORM CME-25E7(02-99) Previpua Versians Obsolute Evant ID:4tH211 It conflnuation shes! Page 28 of 80
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W 148| Continued From page 26
document any other information they would like,
which was niot fisted on the form,

Howaver, nelther the policy nor the form included
significant events including alt forms of abuse,
neglect and mistreatment as defined in the
facliity's policy (e.g. emotional and psychological
abuse, exploitation, medical negiect, misuse of
reshaints, ofo.).

On 3M4/44 at 10:30 a.m., ah interview was
conducied with the ldaho State Director, the
Reglonal Representative, the Program Manager,
the Pocatello City Dirsgtor, the QIDP and the RN.
When asked about the policy and the
parent/gquardlan notification forms, the Idsho
State Direcior stafed ft was something that would
nead to be locked at,

The facility failed to ensure the policy was
sufficlently devalopsd.

2, Facility racords did not demonstrate
parepis/legal guardians had been natified of
significant incidents as follows:

a, individual #5'a record included a
Farent/Guardian Notification Form, sighed by
individual #5s parent/lagal guardian on 10/25/13.
The forim documented individual #5° parent/legal
guardian wanted fo be nofifisd of unknown
scratches and bruises or posglble bruises, even if
they did not teqguire madieal attention.

An Incident/Accident Report, dated 2/16414,
documented Individuat #5 had 2 small abraglons
i the middle of his chest. The report slated the
cause of the Injuries was unknown. However,

documentation that Individual #5's parentilegs!

W 48 Respomsible Parties! Nursing Department,

Program Supervisors, QIDP, City Directon,
hnd Regional Director,

Monitor: The City Dircetor and/or Program
pupervisor will work with each department
o engure proper notification has been nrade.
[The City Director and/or Program

Buper visor will ensure the date and time of
potification iz documented on the
fncident/Accident or in a Family Contact
Form, and a copy will be placed with the
Incident/Accidents Forms, Until all
puardian notifications have been obtained,
Courtyard will report all incidents of abuse,
peglect, and mistreabment or idjury to the
mrdians/advocates. Weekly the City
irector witl review all Incident/Accident,
tignificant changes, and guardian
pwtification forms to ensvre all notifications
wire made While the professional staff are
i fraivning weekly chati sudits will be
completed on documentation. Once the
brofessional staff are proficient in identify
when contact is necessary, the parameters
ill ghange 1o monthly, Quarterly the
Regional Director will review all Ls!{lfl //J_/
ncident/Accidents to enswire proper

potification was made,
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guardian had heen notified of $he abrasions was
not prasent,

b, A Perent/Guardian Nolification Form, signed by
individugl #1's parent/guardian could not be found
in her record. Howsver, Individual #1°s necord
documented significant incidente 23 follows:

- An IncidentAccident Report, dated 2424714,
documented Individual #1 was placed on sticide
walch on 2/26/14 due to harming berseif with &
papercilp on 2/24/14. The report docurnented
sha had used the papetclip to acrateh her ioft arm
multiple fimes.

The attached tnveshtigation Included a section for
notificatiohs, “*NA" meaning not applicablz was
wiitten in the box for "Refative/Suardian”
notification.

= Ahandwritten statement, dated 2/1/14, fram
Direct Cara Staif A, documented Direct Care Staff
A had reported to the Cy Diractor that Drect
Care Staff B, who was assigned to hdividual #1
while she was on sujcide watch, was slesping
during tha night ahift.

Documentation that Individual #1's parentiegnl
guardian had been notified of the suiclde watch o
the potential staff naglect could not be found.

On 3M4/14 at 130 a.m., an inferviaw wag
conducted with the aho State Director, the
Regional Representative, the Program Manager,
the Pocatelio City Director, the QIDP and thie RN.
When asked about Individual #1'
Parent/Guardian Notification Form, the Prograr
Manager stated the facllity was in the process of

obtaining one for individual #1 as a previously

W 148
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completed form could not e found., VWhen askad
if the incldents documeniad abiove should have
been reported to individual #1°s parent/guardian,
the Program Manager stated yes,

The fadiiity falled fo ensure parents/guardians
were promiptly notified of significant events,
483.420(d)(1) STAFF TREATMENT OF CLIENTS

The fastity must develop and lmplement written
polittes and procedutes that prohibit
misireatment, neglect or abuse of the client.

This STANDARD is ncl met as evidencad by:

Based on policy review, record raview end
intlividual and staff interviews, it was datermined
the facility falied to ensure policies and
procedures for the prevention and detection of
abuze, naglect and mistremiment were sufficiently
implemented and monitored for 7 of 7 individuals
(Individuats #1 - #7) residing at the faciity, Thia
resuiiad in a lack of notification, Investigation and
corfective action being taken in response (o
allegations of abuse, neglact and mistreatment,
The findings includa:

1. The facility's Abuse, Neglect, Mistreatment and
injuries of An Unknown Source poiicy, revised
B£21/13, stated "... Employess must not uge
physical, verbal, sexual or psycholegical sbuse or
punishment,,” The policy stated "An
incidentfaccident form will be completed by the
aemployes immediately after reporting the
occurenct to the Adminlstrator, AOD, or
Regional Reprasenfative...”

However, Incident/Acoldent reports for all

W 148

W 149
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W 148{ Continued Fram page 29 W 149
[y, 4
aflegations which had been reported to the fgg;‘g;m%ﬁgﬁ%{gF CLIENTS
Administrator and Gity Director could notbs *
found. Examples included, but were not imited B .
1o, the followlr!:g' Courtyard will ensure development and
! ) lernentation of writien policies and
a. The City Director was interviewad on 3/7/14 at rocedures that prohibit wistreatment,
4:49 p.m. When asked if he had ever received eglect ot dbuse of the clients.
allegiations of staff caliing the individuals names ) . . .
ar staff making fun of the individuals in Spanish, e policy revistons will inciude
the Gty Director stated yes Howevar, the Gty ectations that phone mumbers are posted
Dirertor stated the allegations ware not the home for the individual on-call, Adult
investigated. The City Ditactor stated he did not fection, and Child Protection. In
remamber who reporiext the aflegation. The ddition, the policy revisions will jnclude
Teporting staff stated other staff were gaying (in ethods for interviewing staff and
Spanigh) that individus] #1 wanted to have sex dividuals regarding concerns of abugs,
with & bay at school. The Gity Director egleot, and mistreatment. The policy is
determined that was not inappropriate and did not 0 heing revised to include who to contact
need fo be investigated. The City Director etated the event that allegations ar¢ not handled
he thought the accused staff were Direct Care ppropriately.
Staff C and Diract Cars Staff !, but he could not
remember, aqurtyard will provide treining to 2l staff
) \ 0 the new policy. Tn addition, the poli
A relfated Incident/Accident repart could not ba hanges willl, be?hared with bl:;tll thg ¥
found, fvidunls and thejr guardians. The policy
. : . il b itable in the h b i
b. The Tralner was interviewed on 3/7/14 at 5:56 -:iivifh?a\;?t o r:f:;m:e onte for staffor
p.m. The Trainer stated she had emailed the ' ’
Administrator and the City Direcior on 2M13/13 to .
report concems that Direct Care Staff D had emc’n,]icﬂpfr“ﬁblﬂ' d%]})PbI.‘rogtram
expressed to her, The Tramer stated Direct Care Tpervisor, LER, and City Director
Steff D slated other direct care staffleft an . ‘ . . .
individugt alone during a gsiztve and in a second onitor: Daily iuc}danﬂacm(‘iems{beha\nor
incident an individual who was not able to stand Iogs will be turned in. The City Director
el indspandantly was left alone standing, d/or Program Supervisor will cusure the
te and time of natification is documented
The Trainer's erall to the City Director, the 1 the Incident/Accident or in a Family
Administrator and the LPN, daled 91313, stated ontact Form and a copy will be placed with
she had instricted Direct Cars Staff D to share e Incident/Accidents Forms. The Program,
her concerns with the Administrator and the LEN, upervisor will review themn each business
FORN CMS-2567{0229) Previoua Verslons Obsvlale Evart Ife41H21 Faciity 1D 136057 I continuation sheet Page 30 of 60
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W 149 i 0
Gontinusd From page 3 W 14e Hay, The QIDP will review them weekly
: \ d adjnst programming as necessary.
Howsvar, IncidentfAcsident reports complated by " g ecess
aithar the Trainer or Direct Care Staff [ could not Weckly the City Director will review the
be found, _rackmg mt:om\atlon to ensure Abnse,
, Neglect, Misireatment, Injuries of Unknown t.( / /'7/ 4
An interview was conducted with the idaho State sourco are being appropriately documented !
Director, Reglonal Representativa, Program pnd tracked.
Manager and Pocatello Clty Director on 3/11/14
from 12:30 - 4:26 p.m. Whsn asked, the ldaho Refer to W125
Stale Director stated if was the expectation that Refer to W127
Incident/Accident reports be completed for &l Refer to W148
allegations in accordance with the facility’s policy, Refer to W133
) Refer to Wisd
The facility fallad to ensure the policy was Refer to W157
implemented.
2. Refer 1o W126 as it relates fo the facility's
fellure to ensure mechanisms were in placa to
ensure individuals were not subjected fo roprissl
as a result of reporting a complaint.
3. Refer to W127 as it refates {o the facility's
failure to ensure systems for the prevention and
deteciion of abuge and neglect were sufficiently
developed, implemented and monitored to ensure
individuss were not subjectad fo ongoing abuse
and neglect.
4_Refer to WH148 as it relates {o the facilly's
failttre to ensure parents/guardians were promptly
nofifiad of significant events, including abuse.
5. Referlo W153 as it relates 1o the faciliy's
fallure to gnawre all allegations of abuse were
immediately reported to the Adminisirator and
othar officials in accordance with State law.
8. Refer to W154 as it relates fo the faciily's
faflure to ensure thorough investigafions were .
FORN CMS-2567002-08) Previous Vrslans Dbsatele Evenl ID:41H214 Factaty ID: 130087 ¥ continuation sheet Faga 31 of 60
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conductad for all allegations of shuge and
nagiect,

7. Refar to W47 as I relates to the fadliity's
faillire to ensure appropriate corrective action
was takon In response o allagations of alase
and naglect,

483 420(d)(2} STAFFF TREATMENT OF CLIENTS

The fauility must ensure that alt allegations of
mistreatment, neglest or abuse, a5 well as
injurias of unknown sounce, are reporiad
immediaiely to the administrator or to other
offictals in accordance with Skt law thraugh
astablished procedures.

Thizs STANDARD s not met as evidenced by;

Based on policy raview, record revisw and staff
interviews, it was determined the facllity failed {o
ensure all allegations of abuse wers Immediately
reported to the Adminisirator and other officials In
aceordanca with State Law for 7 of 7 individusls
(Individuals #1 - #7) residing at the facility. This
resulted in the potential for ongolng abuse to
oocur without appropriate corrective action being
taken. The findings Include:

1. The facility's Abuse, Neglect, Mistrealment and
infurlzs of An Unknown Source policy, revisad
BI21/13, stated "...Employess must not tse
physical, varbal, sexual or psychological abuse or
punishment... The policy was not sufficiently
developed as follows:

a. The Investigation Process section of the policy
stated staff who had reasohable catse to believe
that anyona had committed any type of abuse,

W 149

W 163
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neglect or mistreatment were o Immediatsly
report the incident to the Administrator or AQD, if
staff were alieging fhe Administrator was
committing abuse, neglect or mistreatment, staff
were to immediately report the incident to the
Regional Repressmative, However, the
Natification Process section of the policy stated it
staff were alleging the Administrator committed
any abuse, neglect or mistrestment, staif were o
report Immediataly to the City Direcfor.

The pollcy was not congistent in jdentifying who
staff were to report to when alleging the
Administrator committed abuse, naglest andior
mistreatment,

When asked about the policy, on 340/14 at 1:53
p.m,, the ldahe State Director statad tha intent of
the policy was to always have someone the stalf
could report to but the pelicy neaded to be lookad

al.

The facliity's poficy was not clear regarding who
staff were (0 report 0.

Is. The fasility's Administrator was interviewed on
37114 at 4:05 p.m. The Administrator stated
allegations of abuse, neglect and misfreaiment
ware reported [ the City Director, The
Adminisirator stafed staff had raportad to him on
& fow occaslons and he had instructed the staff o
call the Cily Director.

The Gity Director was inferviewed on 3/7/14 at
4:49 p.m. The CHy Director stated he
investigated all alfegations of abuss, neglect and
misimattent. When asked about nmediately
reporting allegations of abuse, neglect and

mistreatment during non-business hours, the City

W 153 buse, neglect, mistreatment allegations arc ¢ [ H[ [ ‘f
pompleted. The QIDP will conduet monthly

fudits on the incident/aceidents and

behavior logs,
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Director siated staff were to call the AOD, which
would be the City Director or the Administrator,
When asked how staif were to immediatdy roport
allsgations agaihst the City Director or
Administrator for incidents which occumed after
normal business howrs, the Gity Director stated
thare was no way for staff to repart after normal
business hours other than calling the police or
chiidfadult proteciion,

However, the facility's Abuse, Nogleot,
Mistreatment and Injuries of An Unknown Source
policy stated in "The Investigation Process”
section that "Tha Administrator, AOD or Regional
Representative will ensure that all proper
authorities, Lega! Guardians, Parents, children,
residents, or famlly members are natified as
required by state law and the notification policy in
the Company policy and procedure manual,”

*The Notification Process® section of the facily's
Abuse, Neglect, Mistrestment and Injudes of An
Unknown Source policy stated the Adminkstrator,
AQD or Gity Director was responsible for all
notifications (e.y. Aduit and CHId Pratective
Seivicas, police, afe.),

The policy did net include inforration which
dirscted staff to call other facilty officials or State
authorities, in accordance with State Law, when
allagations against the City Director or
Administrator ecourred after normal business
hours andfor if staff were uncomfortable repotting
to the City Director or Administrator.

The facility failed to shzure the polivy was
sufficiently developed.

2, The facility's Abuse, Négtecl, Mistreatrent and
FORM ChIS-2567(02-00) Previcas Varsions Criolety Event ID:41H2H Facisty ID: 136057 H continuation sheof Page 84 of 60
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Injuries of An Unknown Source pollcy stated staff
who had reasonable cause fo bejleve that anyone
had commilted any type of abuse, negtect or
mistreatment were to immediately report the
incident to the Administrator or AOD. The
seporting reguirements of the policy were not
implemented as follows:

a. Direct Care Staff E was inteviewed an 3/7/14
at 216 p.m. Direct Care Siaff E stated she had
witnessed incidents of abuse. When agked If she
had reporied the incidenis she stated she had not
reported becausa she knew the Gily Director and
the Administrator personally and was not
comfortabla reposting to them. Direct Gare Staff
E stated the following:

~ She had heard staff call the individuals "pena,”
a Spanish word similar to "bitch.”

- Individual #6 wanted to do something and Direct
Care Staff C aaid if he did it he would not be
allowead o eat,

- individual #2 sajd she needad to use tha
resiroom and Direct Care Staff C would nof help
her because she was trying to fix the TV,

~ Diract Care Staff C yellad at the rasidants.

- Direct Care Staff C went into Individus) #3°s
roem with him, When Individual #3 came out of
his room, both sides of his face, from his
farchead to his cheeks, were bright red, Direct
Care Staff C told the other direct care siaff
Fndividual #3 had hit the wall in hiz bedroom.

incidentfAccident reports related fo Individual #3
hitting his head whita digplaying maladaptive
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behaviors were reviewad, An Incldent/Actident
report which included head hits while hoth Direot
Came Staft E and Direct Care Staff C warg on shift
could not be found.

On 3/14214 at 10:30 a.m., an interview was
conducted with the Idaho Stafe Director, the
Regional Representative, the Program Manager,
the Pogatelio City Direcior, the QIDP and the RN,
When asked if there were other incident/Ancident
reparts documending Individusl #3's head hits, the
Pacatelio City Direclor stafed na.

The facilify falled to ensure ail alfegations of
abuse, neglect and mistreatrnent wers

itnmediately reporied to the Administrator,

b. Direst Care Sfaif G was Interviewed on 3/7/14
at 2;35 p.m. Direct Care Staff G stated the
following:

- She witnessed other direct care staff say things
to the individuals such as, "You know whet you're
supposed fo be doing. Don't act dumb.”

- Direct Gare Staff G and Direct Cara Staff H
called the individuals names such as "stupid” and
"fucker.” They spoke about the individuak in
Spanish,

- She wilnessed Direct Care Staff F yell at
Individugls.

- She felt like clfents were uncomfcrinble and that
staff covered for each other. Direct Care Staff &
stated she knaw that Individual #1 was
uncomfortable with staff,

- She stated she had not recently reported to the
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Administrator or City Dirastor, but was in the
process of wriing o lotter to the fagiiity's
corporate office and sfifl planned to do so.

The facility failed to ensure all allegations of
abuse, neglect and mistreatment were
immadiataly reported to the Administraior,

¢. The LPN was interviewed on 3/7/14 at 2:25
p.m. The LPN stated direct care statff had
reported allagations of abuse to her, which
includad the following:

- Verbal sbuse ocouned “mostly on p.m. shift"

- Individual #2 had her plate takeh away and was
givan a fork to eat with instead of a spoon,

individual #2's salf feeding training program,
dated 11/21/13, included the use of both a fork
and a spooh. However, the program did not
included taking her meal or removing her food as
an appraved intervention technigue,

On 5/14/14 at 10:30 aun,, an interview was
conducted with the ldaho State Director, the
Regicnal Representative, the Prograin Manager,
the Pocatelio Cliy Director, the QIDP and e RN.
When gsked if fernporary food removal was an
approved intervention fechniqus for Individual #2,
the Pocatailo City Director stated no.

- Direct Care Staff C had her legs over individual
#2's lap. The direct cara staff who reported the
incident fo the LPN was unsure if Direct Care
Staft C was trying to hold Individual #2 doumn with
her lege or not

- Individual #5 wanted something to et and was

W 153
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told he could have it if he ran up and down the
hall & couple of times, The LPN stated direst
care staff could hava beeh implamenting o PT
program, she did nof know.

Individual #5's PT sarvice program dated 9/12/13,
wat reviewed. The program did not Include
running &s ain exercise that Individual #5 was to
completa.

On 314714 at 10:30 a.m., an interview was
cordugted with the [daho State Direstor, fie
Reglonal Represantative, the Program Mareager,
the Pocatelio City Directar, the QIDP and the RN.
When asked if running was part of Individual #6's
PT program, ihe Program Manager stated no.

- Direct care staff do not respect the individuals.
Direct care staff made Individual #8 do

avarything,

When asked, tha LPN stated she bad pot
reporfed the allegations to the Administrator or
the City Director. The LPN stated when direct
cara staff raportad aliegations, the Cify Director
and the Adminisirator blamed stif for tying to
calise trouble, which resulted in staff not
reporting. When asked about her (the LPN's)
failure to report the allegations, the LPN stated ™|
should have biud | will get wiitten up for it."

An interview was conducted with the ldaho Siate
Director, Regional Representative, Program
Manager and Pocateflo City Director on ¥11/14
from 12:30 - 128 nin,. When agked, the
Program Manager stated It was the expectation
thal anyone with knowledge immediatsly report.
The Program Manhager stated if the staff was

uncombortable, the LPN should have offered to
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make the reporiing call with the direct cars staff,

The facility fajled to ensurs the LPN immudiately
raported all allegations of abuse, neylect and
mislreatment 1 the Administrator,

3. The "The Nofification Process™ section of the
facility's Abuse, Neglect, Mistrealrment and
Injures of An Unknown Source policy stated the
Admindstrator, AOD or City Director ware (o nokfy
Adult Protection for "Any staff to client sbuse,
neglect, or exploitefion,” For individuals under
the age of 18, tha Adminisirator, AOD or Cily
Director wera to nofify Child Protectlon for “Any
stalf to cfient abuse, neglect, or expleitation.”

On 3/10/14 at 1:18 p.m. the individusis' ages
were provided by the facility as follows:

indMidusal #4 was 24 years old, and Individuals #5
and #6 were 22 yeare ald requiring feporfing to
Adult Proteciion,

Individual #1 was 16 years old, individuale #2 snd
##7 were 15 years okl, and individual #3 was 12
years old, requiring reporting fo Child Protection.

The faclity's Abuge, Neglect, Mistreatment and
Injuries of An Uniknown Source policy veporting
requirements ware not implemanted as follows:

& The Tminer was interviewed on 3(7/14 at 5:66
p.m. The Traiper stated she had emailed the
Administrator and the GHy Director on 91313 o
report concems that Direct Care Staff D bad
expressed [o her. The Trainer stated Dhract Care
Staff O stated ofher direct care staff koft an
individual alone during & seizure and in a second
incident an individual who was not able fo stand
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well independentiy was left alone standing,

The Trainas's email io the Cly Direcior, the
Administrator and the LPN, dated 8/13/13, stated
she had Ingtructed Diract Care Staff D to share
her concarns with the Administrater and the LPN.

However, no addiional Information, including
dacumeniation that Child andfor Aduit Protection
had been nolified of the allegations, could be
found.

h. The Trainer was intarviewed on 3/7/14 at 6:65
p.m. Thea Trainer stated she had varbally
reported incidents to the City Director. The
Trainer stated a direct care stalf had reporled
other direct care staff were forsing individuals'
mouths open to brush their teeth when the
individuals refused to open their mouths with
prompting. She also stated staff held someone
on the ¢olich, with their amms across their chest,
for refusing to participate.

Individual #1 - #7's dentat hyglens programs,
dated 11/26/13 for Individual #1, deded 11/214/13
for Individuad #2, revised 1/2/14 far Individual #3,
tevised B/6/43 for Individual #4, rovised 7/5/13 for
individual #5, revised 2/14/14 for Individual #5
and ravised 9313 for Individual #7 were
reviewed, The programs did not include forcing
the individuals' mouths open as an approved
Intervention technigue,

On 3/14/14 at 10:30 a.m., an intenview was
conducted with the idaho Stale Director, the
Ragional Representative, the Program Manager,
the Pocatello Gity Directar, the QIDP and the RN,
When asked K forcing individuals' mouths opsn

was a part of an approved intervention technique,

W 153
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The facility must have evidence that aill alléged
violations are thoraughly investigated.

This STANDARD is not met a8 avidenced by:
Basad on review of the facllity's abuse policy,
record review and individual and staif intsiviews,
it was determined the facility faled fo ensure
thorough investigations were conducted for 7 of 7
individuals (individuals #1 - #7) residing at the
facility. This resultad in & lack of profection being
provided {o individuate and a lack of sufficlent
information being collected on which to baze
corrective action dacigions, The findings includs;

1. The facility's Abuse, Neglect, Mistreatment and
Injuries of An Unknown Source policy, revised
52113, stated upon receiving ao allagation of
ahuse, neglect or mistreatmen), the
Administrator, AOD or Regionial Representative
was 10 begin an investigation immediately,
regardless of when the incident cocurred,
inciuding outside of normal business hours. The
polloy atated "This includes designating an
'investigator' as outlined in the investigation palicy
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for the individuals, the iaho State Director stated
no.
However, no additional information, including
documentation that Child and Adult Protection
hat been notifled of the allegations, could be
found.
The Tacility faited to ensure ali allegsations of
abuge, neglect and mistreatment were reported in
' accordance with State Law.
W 154 | 483.420(d)(3) STAFF TREATMENT OF CLIENTS W 184
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and taking any immediate actions to protect the e
resident's heaith and safety.” 'E:OC WIS4 483.420(a)3)
STAFF TREATMENRT OF CLIENTS
The faciliy's "investigations” policy, revised L . .
2118112, statied a for would be used a5 3 powurard wil ensure al alleged vilations
checkiist o verify and establish documentation fre thoroughly investigated.
that a proper investigation has been conduoted. _ X
The policy stafed "It is always preferable to have All past idewtificd allegations have been
one person designated as the investigator and vestigated. Follow through based on the
the Administrator or designee designated as the utcotne of the investigations has bean or is
decision maker." The poliey further stated “After ing implemented.
the Adminiatrator or designee is done reviewing )
all the evidence and the credibility determinations, new data based will be used to frack all
they must deternine what did or did not happsn ideits of Abuse, Neglect, Mistreatient,
and whether the conduct violates any company d Injurics of Unknown Source and the
poliey..." utcome of all allegations,
Hovrevar, tha faciity's Administrator was erson Responsible: QIDP, Program
interviewed on 377114 at 4:06 p.m. The upervisor, LPN, and City Director
Administrator stated ihe allogations of abuss,
neglect ahd mistreatment were raported to the cnitor: Fach business day
Gity Director. The Administrator staied staff had cident/aceidents/behavior logs will be
reporied to him on a few occasions and he had en to the main office and given to the
instructed the staff fo call the City Director. rogram Supervisor. The Prograt
: ill enter those incidents into th
The Clty Directar was interviewed on 3/7/14 at :;e ;f&:sy:ttm. T;S:Ii:.fl o s o fe
4:49 p.m. The Clity Director stated he upervisor will review them eagch business
my:;;lga;zc:ﬂ alf tllegations of abuise, neglect and v.. The QIDP will review them weekly
mi " d adjust programining as necessaty.
- kiy the City Director will review the
The Administrator and/or am Investigator was not e e T W ,
involved in investigations of altegations of abuse, Chﬂi%lnd al%qmv[esttgatfou information to
naglact and mistrestrnent as specified in the isurc Abuse, Neglect, Mistreatment,
. | facity's policy. juries of Unknown Source are being
ppropriately investi goted, d?cumcnl'ed and
The facility failed to ensure the policy was cked. When an altegation is reposted, the
implernented. rogram Supervidar will complete &
2. Facility stafl were interviewed on 3/714. Staif
EORM CHIS-S587(02-00) Previous Verstons Qbsolaie Bt 1D 44 H2H Faclfly 0 436057 If continugtion shest Page 42 of 60
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stated allegations of abuse and neglect had been
reported to the facility Administrator andfor the
City Director. However, investigations related to
the aillegations could not be found as follows:

a. individual #1 was interviewed by survey staff
on 3714 at 2:49 p.m. During the interview,
Individual #1 etated once Direct Care Siaff B
ialked about hiz "private areas” in front of her,
Individuat #1 fold Direct Care Stafi B that it made
her uncomforiable and she did not think his
bahavior was appropriate around a 16 year old
girt. She also tepatted the incldent to the
Administrator,

However, an investigetion related to the incident
coud not be found.

b. Direci Care Staff G was intetviewsd on 3/7/14
at 2.:36 p.m. Direct Care Staff G stated other
direct care staff on the p.m. shift, paticutaly
Direct Core Staiff G, made Individual #6 do all of
the housework. Individual #6 had to clean, take
out the garbage, clear up the table and put away
dishes.

When asked about reporiing, Direct Care Siaff G
stated she had reported it to the Adminisirator
bafore and the Administrator stated ™) know it
neads to stop.”

An invesiigation related to the incldent could not
be found.

¢. Direct Care Staff A was interviewsd on 3/7/14
at 2:25 p.m. Direct Care Staff A slated the
following:

- When she began employment another direct

W54

-omective measures, I the allegation
involved clients, the QTOP will also be
nvolved in the implementation of the
Lorreotive megsures.

thorongh investigation. Once the corrective
setion is identified, the Program Supervisar
Will notify the City Director of the owteome
snd proceed with the recommendation or

dfid)i4
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care staff had put & low-cut shirt on Individual #4.
Direct Care Staff C and Direct Gare Steff.F
laughad af Individual #4 and made fun of her in
Spanish for the shivt she was wearing.

- Direct Care Stafl C asked Individua! #5 if he
wanted a gifriend. When Individuai #6
responded "yes," Direct Care Staff C asked why,
Individual #8 talked about dating. Direct Cara
Staff C and Direct Care Staff F laughed at
indiviciual #6 and began making fun of Individuad
#E in Spanish, stafing ha wanied a girlftierd to
heve sexX with,

~ Diract Cane Staff G and Diraot Gara Staff F
spoka In Spanish about Individwat #1, making fun
of her and saying she liked both boya end gids
and liked to masturbate. Direct Care StaffA
siatad Individual #7 did not know Spanish but
Direct Cara Staff C and Direct Gare Staff F's
non-verbat cues, like facial expressions and body
language, were very claar and Diract Care Staff A
thought Individual #1 knew when she was being
mads fun of. Direct Care Staff A stated when
Direct Care Staff G apd Direct Care Staff F
worked fogather they wers awful

- b was apparent in Individual #3's face that he
was scared of Direct Care Staff G and Direct
Cara S F. Direct Care Slaff A stafed Direct
Care Staff C and Direct Care Siaff F took
Individual #3 to hig badropm when he was
engaging in matadeptive behaviors. They finked
arme with individual 33, pulled him to his reom,
and closed the door. When Individual #3 came
outof his room he had red marks on hia face.
The direct care stoff altributed the rednass to
head hits. Direct Gare A stated Dirsct Care C and
Direct Care Staff F aach did this one time.
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Individual#3's Behavior Infervention Plans for
physical aggresston, dastiuction of propetly and
inappropriate socksl behavior, all revised 11/4/13,
were raviawed, The plans dig not include taking
Individual #3 to his room when he engaged in
maladaptive behavior as an approved Intarvention
strategy. Further, hig Behavior Intervention Pian
for ADHD symplioims, revised 11/4/13, stated if he
continued fo hava difficulty remaining focused,
staff "will offer him to take [pic] a break in his
room for a & minutes [sic] to clear his mind of
distactions..." The plan did not intlede a
physical escort (e.g. lioking arms with individual
#3) as an approved Intarvention strategy,

Ori 3114714 at 10:30 am., an inferview was
canducted with the ldaho State Director, the
Haglonal Representative, the Program Manager,
the Pocatelio City Drector, the QIDP and the RN,
Whan asked i the escort fo his ropm was an
approved Intervention technigue for Individual #3,
the Program Manager stated no.

- Individual #£1 had goften upset by the behavior
of Dirart Care Siaff G and Direct Care Staff F and
told Direct Care Staff A it made her, Individuat 21,
yncomfortable,

Whan asked ¥ she had reported the incidanis,
Direct Gare Staff A stated she had falked o the
Trainér amd the LPN and she had given
statements to the City Directar. However, she falt
the City Director did not halisve her.

‘The Trainer was interviewed on 3/7/14 at 65:55
p.m. Sho staied she had emailed the
Adminisirator and the Cily Director on 1723114 to

report concerns Direct Care Staff A had

W 154
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expreased durlng training. The Traiher siated
Direct Care Staff A reported other diract care staff
made fun of indlviduals, ysliied at individuals and
were vulgar around individuals. Direct Care Staff
A also reported an incident when other dirsct care
staff thought an individual may have faked a
sefzure. Ih reaponse, the other direct care steff
had the individual sit on the couch and did not
gJive hirn dinher.

Hn:;\;fev.er, invesfigations ragarding the allegations
could not ba found.

d, The Tralperwas interviewed on 37714 at 5:55
p.m. The Trainer stated ahe had emailed the
Administrator and the Gity Director on 9/13/13 to
report congems that Direct Care Steff D had
expressed {o her. The Triner stated Direct Care
Staff D slated other direct care slaffleft an
individual alone during a seizure and in & second
incident an individual who was not able to stand
well independently was left alone sfanding.

The Tralner's email to the City Diractor, the
Administrator and the LPN, dated 6/13/13, stated

1 ghe had instructed Direct Care Staff D to share

her concarns with {he Admmnistator and the LEN.

Howevet, no addittonal information, including an
investigation into the aliagations, could be found.

e. The Traines was interviewed on 3/7/14 at 5:56
p.m. The Tralher stated she had verbally
reportad incidents to the Gity Director. The
Tralner stated a direct care staff kad reported
other direct care staff were forcing individuals'
mauths open o brush thalr teeth wheh the
individuals refused to open their mouths with

promipting. She also stated siaff hald someone

W 154
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on the couch, with their anms across thair chest,
for refusing to participate.

individual #1 -#7's dental hyglene programs,
dated 11/26/13 for Individual #1, dated 11/21/13
for Individual #2, revised 1/2/14 for Individual #3,
revised 9/6/13 for individuat #4, revised 7/6/13 for
Individual #8, revised 2/14/14 for Individual #6
and revised 9/3/13 for individual #7 were
reviewed, The programs did not include farcing
the Individuals’ reouths open &5 an approved
intervaniion teshinigue.

On 3114414 at 1030 a.m., an interview was
conductad with the Idaho State Director, the
Regional Representative, the Program Manager,
the Pocatetio Clty Director, the QIDP and the RN,
Wheh asked if forcing individuals” mouths opan
was & part of an approved intervention technigue
for tha individuals, the ldaho State Diractor stated
no.

However, no addittonal information, ncluding an
investigation Into the aflegations could be found,

f. The City Director was ihterviewed on 3/7/14 at
4:49 p.m. When asked If he had ever racalved
allsgations of staff caliing the individuals names
or staff making fun of the individuals in Spanish,
the City Director stated yes. However, he stated
the aliegations were not investigated, The City
Director stated he did not remember who
reported the allegation. The raporting staff statad
other staff were saing (in Spaniah) that Individual
#1 wanted to have sex with a boy at school. The
City Diractor determined that it was not
inappropriate and it did not need to be
investigated. The City Director stated he thought

the accused staff were Direct CGare Staff € anil
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Direct Care Safl {, but he could not rermembar,
The City Director further stated the Tralner had
talked fo him about concems reported to her by
Direct Care Siaff during orjentation, but nothing
that was abuse.

No documentation rejated to the incidents,
Including the Cily Director's reasoning for noy
investigating coitld be found in the facility's
reconds,

3. The faclfity's "Investigations™ polivy, revised
2/15/12, stated Investigations ware to includa the
following:

- Interviews with the complainant, acGused,
witnesses (including individuala as appropriate)
and those who created relevant documents.

- Withesses' statemenis were fo be submitted in
wilting with thalr signature and date,

~ Avallable documentation was to be reviswed,
including time cards, personnel files, disciplinary
action, individuals' program decumentation, eft.
The policy stated "You should always review
disciplinary records, employas svaluations, and
employes kegs to determine if they contzln a
recorded history of the same violation.”

- Other avidence, such s pictures of brulses, élc.

An intetview was conducted with the Idaho State
Diractor, Regional Reprasentative, Program
Manager and Poeatelio Cly Dirschor on 3/11/14
from 12:30 ~ 1:26 p.m. When asked about
documentation and thoraugh nvestigatons
(including written staff statements, review of
personnet files, review of prior incldents,
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interviews with individugls, atc. ) the Program
Manager stated investigations were to be
thorough in accordanca with the facllity's policy,
The ldaho State Director concurred.

However, the facllity's investigations did not
include ali infotmation as epedified in the
Investigations policy az follows:

&. A handwritten statement from Direct Care Staff
A, dated 2/1/14, stated Direct Care Staff B were
working togethier on the night shift. The
handwritten statement documented Direct Care
Staff A had spoken to the City Directot to verify
tndividual #1 was on suickle watch,

The handwritien statement documented Direct
Care Staff A was cleaning and Direct Care Staff B
wias asaighed the suicide watch for Individual #1.
Tha handwritten statemnent documented that at
approximately 11:30 p.m., Diregt Care Staff A
observed Direct Cars Staff B lying down in the
bedroom shared by individuala #1 and #2. Direct
Care Staff A tald Direct Care Staff B that the
instructions given by the City Director regarding
Individual #i's avicide watch needed to be
followad. Direct Care Staff B responded stating

# ..nobody was doing what [Gity Director's name)
had said, he [Direct Care Staff B] mentioned that |
Direct Care Staff A} was the only one doing this
because | [Direct Care Stalf A} was new.."

“The handwritien statement from Direct Care Staff
A further documented an hour tater Direct Care
Staff B was sl "lying down or sleaping” in the
bedroom shared by Individuals #1 and#2. Direct
Care Staff A called the Gity Dirgetor who."...gave
instructions an haw to handle this sttuation.®
Specific information regarding the Cify Director's
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ingtructions was not included in Direct Care Staff
A's handwritten slatement.

The handwritten skatement from Direst Care Siaft
A alao doclumentad during the sacond tims she
ohearved Direct Care Staff B lying down, she

v _.also noticed that [Direct Care Siaff B's nama]
had a smali of [sic] basr." Direot Care Staff A
docuimented she “did not telf [City Director's
namea] about the alcohol becguse | [Direct Care
Staff A} thought ha jthe City Director] was going to
find out when he [the City Director] came and talk
[sid} to [Direct Care Staff B's name}."

An investigation fonm, as specifiad in the faclity's
Investigations policy could not be found.
Howevar, an email from ihe Clty Director fo the
idahc Sate Director, dated 2/3f14 and timed 9:03
a.in., dosumented the following;

Direct Care Staff A calted the Gity Diractor to
report Direct Care Staft B was sleeping during the
shift. Diect Care Staff B was allegadly lying
down ona PT mat while he was watching
Inglividug) #1 who was on zulclde walch. The
email stated Diract Care Staff A made Direct Care
Siaff B oit up and go okt in the hall, Direct Care
Staff A reported Direct Care Staff B was sleeping
in the haliway. The Gily Director documented he
instructed Direct Gare Staft A to go watch
Individual #1 who was on sulckle watch to ensure
she was safe, The City Director documented he
arfved at the faciliiy less than & minutes later and
found Direct Care Staft B awake, but sueted on
the floor with a pillow hehind His head and a
blanket fucked behind his back.

A subsequentematl, from the City Director i fhe

Jdaho State Director, dated 2/3/14 and timed

W54
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11:06 a.m., documanted that Direct Care Sff B
*...says he never sleaps, and the reporting staff
[Direct Care Slaff A} eays she saw him lying down
on a rmat and that he [Direct Care Staff B] then
also ekt asiesp. | fthe Cly Director] have har
[Direct Cara Siaff A's] statament, he [Direct Care
Staff B) has not completed one yeb " The email
deocumastted Direct Care Staff B was immadiately
suspernded and the City Director had collected

" ..about 1/2 the staff statements from staff in the
house ahd none of the steff report seaing any
staff slaeping.."

The email stated Direct Care Staff A stated Direct
Care Stalf B told her watshing people at right
wat not ragulred. Direct Care Staff A also told
the Gily Director that Direct Care Staff B amelied
of dcohal, The City Diractor's emall dosumented
"This s not the first time staff have reported that
Direct Care Staff B's name] smeled of alcohol..”

A third emall to the ldaho State Direstor, dated
2/5/14 and timed 11:54 a.m,, stated ho and a
Human Resources Representative had spoken
with Direst Gare Staff B. The email dogumented
Direct Care Staff B denled slasping and being
under the: influence of drugs or alcohol whila on
shift. However, Direct Care Staif B did say he
had gone fo watch televiston when he shotild
have been walching the individual on sulcida
waich and agreed he should not have been laying
on the fioor, The email decumentad Dlrect Care
Stait B wiote a short siatement and 1af the
Taciity.

The email stated it was the City Direcior's beflef
Direct Care Slaff B was likely slecping, but he did
not have evidence beyoend Direct Care Staff A's

allegation.

W 154
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Continued From page 51

Beyond the email ahd Pirect Care Staff A's
handwritien sliegation, docinentation of
thorough investigation into the incident could not
be found. Direct Care Staff B's handwrilten
statermnent was not present, siztemeants collectad
from other staff rembers were not present, a
review of documentation related fo Direct Care
Staff A reporting the smell of alcohol was not
present and informatior: related to a review of
Diract Care Staff B's personne! file, including
other disciplinary action, performance
avaluations, ete. in accordance with the facility's
Investigations policy was not present.

On 371414 at 10:30 a.m., an interview was
conducted with the jdaho State Diractor, the
Regional Representalive, the Program iManager,
the Pocatello Cily Director, the QIDP and the RN.
When asked if additionat information related to
the investigation had been found, the Pocatelio
City Direcior sfated no.

Further, Individual #1's 11726413 Behavior
Intervention Plan for suicidal ideation was
reviewed. Tha plan siated tndividual #1 was
¥...very honast about her thoughts and feelings
and will express them when asked...”

Individual #1 was interviewed by survey staff on
37714 at 2:40 p.m. When asked if anyone had
ever slapt in her room, individual #1 stated yes.
individual #1 stated Direct Care Staff G had slept
on har badroom flogr, on her roommate’s
(Individuat #2's) selzure mat and Direct Cara Staff
H had alze slept on the bedroam floor during the
morning shift. Individual #1 stated Direc! Care
Sialf B had siept on her bedroom floor during a

night ghift. individual #1 stated all 3 sleeping staff
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‘underatanding she was sleeping throughout the

Continued From page 52
incidents were In January or February.

However, documentation related to the 2/4/14
allegation of Direct Care Staff B slesping did not
include evidence that individus! #1 had bean
interviawed regarding the Incident.

When asked, during an intexview on 3/7/14 at
4:49 p.m, the Cify Director stated he did not ask
individual #1 about the incldent as it was his

ingident.

b. An Incldert/Accident report, deted 2/16/14
documented Individual #5 had 2 small abtasions
in the middle of his chesl. The causs of the
injuries was documentad a& unknown. An
attached Investigation Report, completed by the
City Director on 2/21/14 stated "None of the staif
interviawed repor! witneesing any incidents...”

However, oply one staff writlen stafement was
inciuded with tha report. Noe additional
information regarding which staff had baeh
Interviewad was present with the investigation.

On 3/14/14 at 10:30 a.m., an intendew was
conducted with tha Idaho State Divgctor, the
Regicnal Represeniaiive, the Program Manager,
the Pocatelin City Direstor, the QGIDP and the RN.
When asked if additional information refated to
the Investigation had basn found, the Pecatello
City Director stated no.

¢. An incidentAcoident report, dated 217114,
documiented individual #4 had multiple brulses on
her right and left upper and lower arms. The
cause of the injuriss was documented as

unknown, An attached nvestigation Report,

W 154
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completsd hy the Cily Director on 2/24/14 stated
"The staff report that [individua! #4} had an
incident whare she grabhed a gallon of mik and
dumped it out onto the floor. Thiz might not seem
to explain the bruises, but it very likely is the
reason far the bruises,.. The brulses oceut to her
left arm in thres ways, The firgt was is that she
will drag her am over the hid ta apin the cap off,
Second, sha will then ‘hug’ the object tightly
against her with both armes as she sylieszes the
liguld cut. The third way is If staff allempt lo
block an attempt to dump out or to get io an
object to durp oul, she can be bruised from ths
contact with the staf...*

However, no staff written statements were
Included with the report. No additional
information regarding the milk dumping incident,
such as the date and time of the incldant and
what actually cccurred o cause the brulsing (e.g.
If she actually rubbed the lid on her arms during
the incident, if she actuslly hugged the milk
conlalner during the incldent, if staf¥ actually
touthed or bumped her arms whan regirecfing or
a combination of the possible causes) was
included with the report,

Individual #4's Behavior Interventian Pian for
Food Siealing, revised 10/8/13, stated she woulg
grab food and drinks which did not belong to her.
She would somstimes consume the items snd
other fimes she would dump the ftems out on the
fioor. The plan did not include information related
fo her rubbing items on har arms or hugging
them. Further, the plan stated "If possible staff
will remmove the food ket from [indlvidual3#t4].”
However, the plan did not include instructions
regarding how staff were to remove the fems.,
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On 314714 at 10:30 a.m., an interview was
conducted with the tdaho State Director, the
Regional Reprasentative, the Progrsm Manager,
the Pocatelio City Director, the Gl and the RN.
When aeked if additional information related to
fhe investigation had boon found, the Poeatello
City Director steted no.

The facility failed 10 ensure the Investigatiuhs
policy was implemented and thorough
investigations wara conducted.

483.420(d)(4) STAFF TREATMENT OF CLIENTS

If the alleged viotation Is verified, appropriate
corrective action must be taken.

This STANDARD is not met as evidenced by:
Hased an review of investigations, policy review
and staff interviews, it was determined the faciity
failed {0 snsure approptiate corective action was

taken, which directly impacted 3 of 7 individuals
({Individuals #4, #5 and #7) for whom an
invesligation had hean completed, and had the
potentisl to impact all Individuals (Individuals #1 -
#7) residing at the facilfy. This resulted in a lack
of sufficient comactive action being impiementad,
The findings include;

1. ‘The facility's Abuse, Neglect, Mistreatment and
Injurles of An Unknown Saurce policy, revised
521413, siated "...Employees must not lise
physical, verbal, sexual or psychological abuse or
punishment.,."

The policy stated *This Ingludes designating an
‘Ivestigator’ as outfined i the investigation poficy
and taking any immediate astions to protect the

W14
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resident's health and safety.”

The faulity’s "Investigations” policy, revised
2115112, stated & form would ba usesdias a
chacklist to verify and esiablish documeniation
that & proper Investigation had been conducted.
The poficy stated "ltis always preferable to have
one parsoh designated as the investigator and
the Administrator or designee designated as the
dacdiaion maker," The policy further stated "After
the Adminigtrator of dasignee ig done reviewing
ali the evidence and the credibility determinations,
they must determine what dic or did not happen
and whelher the ¢onduct violates any company

policy...”

However, the facility's Adminisirator was
interviewed oh 3/7/14 at 405 p.m, The
Administrator stated the allagations of abuse,
naglect and mistrestment were raporiad to the
City Director. The Administrator stated staft had
reparted to him an & few occasions and he had
Instructed the 2iaff fo call the Cly Director,

The City Director was interviewed on 3/7/14 at
4:49 p.m. The Cily Director staied he
investigated al allegations of abuse, naglect and
misireatment.

The Administrator was not involved in
decision-making or comective acfion in response
1o aliegations of abuse, neplect and mistreatmant
as spacified in the facllitys policy.

The facliity falled to ensure the policy was
implemeanted.

2. The facllity's Abuse, Neglect, Mistreatment and

Injuries of An Linknown Source policy stated, in

POC WI57 483.420(d)(4)
STAFE TREATMENT OF CLIENTS

ourtyard will exwure alleped violations are
erified and appropriate corrective notion is
aken.

AH past idenfified llcgations have been
nvestigated. Follow throuph based on the
patcome of the investigations has been or is
cing inplemented.

Lraining is being completed with the
rofessional staff regarding the investigation
acess and the appropriate corvective action
that will be taken based on the outcome of

& investigation.

erson Responsible: QIDP, Program,
supexvisor, LPN, and City Director

Monitor; When an allegation is reported,
the Program Supervisor will complete a
thorongh investigation. Once the corrective
getion s identified, the Frogram Supervisor
will notify the City Director of the outcome
And proceed with the recomnmendation ot
gorrective measures. If the allogation
pvolved clients, the QIDP will also be
hvolved in the mplementation of the
gorrective measures. Daily
ihcident/accidenis/behavior logs will be
hken to the main office and given to the
ogram Supervisor The Program
Supervizor will enfer those incidents into the
ata iracking system. The Program
HSupervisor will review thern each business
ay.. The QIDP will review them, weakly
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“The Documentation Process” section that the
* Administrator or dasignee will camplele the
Invastigation Report on the back of the
Incident/Accident Fonm, to include withess
statement taview, record review, conclusions,
corretlive action taken and nofification
dacumentation,”

The faciilty’s Investlgation Reports were
reviewed The Investigation Reports documanted
corrective action which had not actually occurmed
as follows:

a, An IncidentAccident report, dated 2/16/14,
documented Individual #5 had 2 small abrasions
in the mikddle of his chest The cause of the
injuries wag documented as unknown, An
attached investigation Report, completed by the
Chy Direstor on 2/21/14, stated In the Canective
Action section that "The incldent will be diecussed
at the naxt Core Taam eeting.”

On 3114/14 af 10:30 a.m., an interview was
conducted with the idaho State Director, the
Reglonsa! Representative, the Program Manager,
the Pocatetlo City Director, the QIDP and the RN.
Vhen asked for documentation that tha
corrective action had heen taken, the Program
Manager stated none had beenp found. When
asked if a Core Taam Meeling had baan bald, the
Program Manager stated having weekly or every
ciher waek maetings had heen a bast practice at
the facility, but he was unsure of whether the
practice was oCourring.

b. An incident/Accidant report, dated 1711414,
decumented individuat #7 had multiple bruises on
his lags. A subsequent invident/Accident report,

dated 1/14/14, documanted he had a bruise on

W i57and adjust progranming as necessary.
eekly the City Director will review the
racking information and investigations 1o ‘-II ] L}'I f"f'
Lnsure Abuse, Negleot, Misireatment,
njuries of Unknown Source are being
ropriately investigated, documented and

acked,
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his left bitock. The cause of ine injiies was
documented as unknown. Investigation Reports,
completed by the Cily Director on 1/18/14, were
aftached o both Incldent/Accldsnt Reports. The
tnvestigation Reports documented that i was
thought the brulsing was caused by Individual #7
angaging in maladaptive behaviors while at
school. The Corrective Action section of both
Invasfigation Reports stated ™. will follow up with
a visit next wzek with a visit to the schoo! [slc].
This incldent will also be discussed at the next
Caore team meefing.”

On 31414 at 10:30 a.m., an inferview was
conductzd with the Idaho State Diractor, the
Ragiongl Represantative, the Program Manager,
the Pocstello Gity Director, the QIDP and the RN.
When asked for documeptation that the
correciive action had been taken, the Pocatella
City Director atated none had been found.

. An Incldent/Accident report, dated 2/4/14,
documented Individual #7 had multiple bruises on
his fegs. The cause of the Injurles was
dacumented 28 unknown. An investigation
Report, completed by the City Direstor on
2111714, was attached 1o the Incident/Accident
Report. The Investigation Report documented
that it was thought ths bruising wes caused by
individus! #7 engaging in maladaptive behaviors
while at schogl. The Corrective Action section of
the Investigation Report stated "...wilt be providing
anaother traihing for the school on 2/19/14. This
incident wilk also be disoussed at the nexd Cate
team meeting.”

On 3114114 at 10;30 a.m,, an Interview was
conducted with the Idaho State Directur, the
Regional Ropresantative, the Program Manager,
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the Pocatallo City Director, the QIDP and the RN.
When asked for dosumentation that the
corrective action had been faken, the Pocatello
City Director stated none had been found.

d. An Incidenit/Accident report dated 2/17/14
documented Individual #4 had multiple bruises on
her right and lelt upper and lower arms. The
cause of tha injuries was documented as
unknown. An attached Investigation Report,
completed by tha Gity Director on 2/24/14 stated
in the Corrective Action saction that "The team
dacided that we would have formal fraining for
all...staff on how and when to fill out Incident
raports and foaus attention on [individual #43 so
the staff do not get comfortable seeing brulzes on
her body.. Jindividuai #4's] bruises are discussed
at every Cote Team mgeting just for this
reason...”

On 3/14/M4 at 10:30 a.m., an Intendew was
conducted with the Idaho State Direstor, the
Regional Representative, the Program Manager,
the Pocztelio Clty Director, the QIDP and the RN.
When asked for documentation that the
corrective action had beeh taken, e Posatello
City Director stated nons had been found,

e, An Incident/Accident roport, dated 2/22/14,
documented an allsgation that staff had pulled
individual #4's hair while redirecting her away
from the refrigerator, An attached Investigation
Report, compleied by the Gity Director on 2/26/14
slated in the Corrective Action section that "The
siaff.,.will be retrained fo follow the behavior plan
as it is writken while working with [Individual #4].
The staff that was accused of pulling {Individual
#4's] hair will receive spaciiic instruction and
individual training.”
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On 3414 at 16:30 aum., an Interview was
canducted with the idaha State Director, the

Regional Representative, the Program Manager,
the Pocatelle Gity Director, the QIDP and the RN,

When asked for dacumsntation thet the

carrective agtion Bad been isken, the Pocatallo

Cliy Director stated none had been found.

The fackity failed to ensure comeciive action was

taken.
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The foliowing deficiencies were cited during the
compiaint survey conducted from 3/7714 o
314114,

The survey was conducted by:
Ashley Henscheid, QIDP, Team Leader
Michaol Case, LSW, QIDP

Trish O'Hara, RN, CNN

Jimi Troutfetter, QIDP -

Nicole Wisenor, QIDP

16,03,11.075,07(b)(ii) Method for Invesiigating
Griavances

The facility must have a wiitien prosedure for
ragistering and resoiving grievances and
recommendations by residents or any individual
ar group designated by the rasldent as hig
representative. The procedure must enstire
protection of the resident from any form of
reprisal or intimidation. The wiitten procedure
must include:

A method for investigating and assassing the
valldity of a grievance or recormnmerlation; and

This Rule is not met as evidenced by:
Refar to W1265.

16.03.11.075.08 Protection from Abuse and
Restraint

Protection from Abuse and Unwarranted
Rasirgints. Each regident admiited to the facility
must be pratected from mentel and physical
abuse, and free from chernical and physical
restraints exeept when authorized in writing by a
physician for 4 spetified period of time, or when
necessary in an amergency o protect the

M 000

MM170

MMITT

POC MM170 16.03.11.075.07(0) (i)
Method for Investigating Grievonces
oy 4/ 14

Refer to Response W125

APR 15 261
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YOO MM177 16.03.11.075.09
Protection from Abuse and Restraint . .
4
Refer 10 Kesponse W122, W127, W149, /’q H‘
153, W154 and W157
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G
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MM177] Continued From page 1 MM177
restdent from injury to himsa!f or fo others {See
also Subsection (75.10),
This Rule is riot met as evidenced by:
Refer to W22, W27, YW149, W53, W1a4 and
W15/,
5 POC MM231 16.03.11.080.03(3)
MM231] 16.03.11.080.03(a) Informed of Activiiae Muzzy  [eformed of Activities e
: . 19171
To ba Informed of activities related to the rasident Refer to W148
that may be ofinterest to them or of significant
changes in the resident's condition, and
This Rufe is hot met as evidenced by;
Refer fo W148.
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