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RECEIVED

Susan Broetje, Administrator

Southwest Idaho Treatiment Center R
1660 Eleventh Avenue l~§orth MAR 3 1"‘2'014
Nampa, 1D 83687 SWITC-ADMINISTRATION

RE: Southwest Idaho Treatment Cenier, Provider #13G001

Dear Ms. Broetje:

This is to advise you of the findings of the Medicaid/Licensure survey of Southwest Idaho
Treatment Center, which was conducted on March 17, 2014,

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

L.

What corrective action(s) will be accomplished for those individuals found to have been
affected hy the deficient practice;

How you will identify other individuals having the potential to he affected by the same
deficient practice and what corrective action(s) will be taken;

What measures will he put in place or what systemic change you will make to ensure that
the deficient practice does not recur;

How the corrective action(s) will be monitored to ensure the deficient practice will not
recur, i.e,, what quality assurance prograin will be put into place; and,

Include dates when corrective action will be completed. 42 CFR 488.28 states ordinarily
a provider is expected to take the steps needed to achieve compliance within 60 days of
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being notified of the deficiencies. Please keep this in mind when preparing your plan of
correction, For corvective actions which require consiruction, competilive bidding, or
other issues beyond the control of the facility, additional time may be granted.

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

After you have completed your Plan of Correction, return the original to this office by
April 10, 2014, and keep a copy for your records.

You have one opportunity to question cited deficiencies through an informal dispute resclution
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 Intemet at:

www.iclinr.dhw.idaho,zoy

Scroll down until the Program Information heading on the right side is visible and there are three
INR selections to choose from.,

This request must be received by April 10, 2014, If a request for informal dispute resolution is
received after April 10, 2014, the request will not be granted. An incomplete informal dispute
resolution process will not delay the effective date of any enforcement action.

Thank you for the courtesies extended to us during our visit. If you have questions, please call
this office at (208) 334-6626.

Sincerely,

MICHAEL CASE NICOLE WISENOR
[Health Facility Surveyor Co-Supervisor
Non-Long Term Care Mon-Long Term Care
MC/pmt

Enclosures
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April 9, 2014

Nicole Wisenor

Michael Case

Bureau of Facility Standards
3232 Elder Street

P.O. Box 83720

Boise, ID 83720 — 0009

RE: Southwest |[daho Treatment Center, Provider #13G001
Annual Survey — March 17, 2014

Dear Ms. Wisenor,
Attached please find the plan of correction for the annual survey conducted on March

17, 2014 at the Southwest Idahe Treatment Center as identified in the Statement of
Deficiencies. If you have any questions, please contact me at 442-2812 ext 482.

Sincerely,

Susan Broetje
Administrator
Southwest [daho Treatment Center

SBlejw




PRINTED: 03/27/2014

DEFPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA X2} MULT!PLE CONSTRUCTION X3} DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMDER: A BUILDING COMPLETED
13G001 2, WING 0311772014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1660 ELEVENTH AVENUE NORTH

SOUTHWEST IDAHO TREATMENT CENTER NAMPA, ID 63887

(x4 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN DF CORRECTION (X5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENT{FYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W Q00 | INITIAL COMMENTS W 000

The follawing deficiencies were cited during the
recertification and complaint survey conducted
from 3/10/14 - 3/17/14.

The survey was conducted by:

Michael Case, LSW, QIDP, Team Leader
Trish O’'Hara, RN

Ashley Henscheid, QIDP

Jim Troutfetter, QIDP

Paul Rowe, QIDP

Common abbreviafions used in this report are:

DCS - Direct Care Staff

DD - Developmental DisabBities

HPV - Human Papiiloma Virus

HRC - Human Rights Committee

IED ~ Intermiftent Explosive Disorder
LPN - Licensed Practical Nurse

MAR - Medication Administraiion Record
OCD - Obsessive Compulsive Disorder
QDD - Oppositional Defiant Disorder
PCP - Person Centered Plan

QIDP - Qualified Inteltectval Disability
Professional

RN - Registered Nurse

SIB - Self Injurious Behavior

W 125 | 483.420{a){3) PROTFCTION OF CLIENTS W 125
RIGHTS

The facility must ensure the rights of all clients.
Therefore, the facility must allow and encourage D
individual ctients to exercise their rights as clients PR
of the facility, and as citizens of the United States,
including the right to file comptaints, and the right
to due process.

LABORATORY NIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TiTLE (X8) DATE

Lbidetse. Administrative Diraetos 4l e

Any deficiency statckhent ending with an asterisk {*} denctas a deficiency which the institution may be excused from correcting providing it is detsrmined that
other safeguards provide sufficient protection fe the patients, {See insfructions.) Except for nursing homes, the findings stated above are discipsable 90 days
fallowing the date of survay whethar of noi a plan of corraction is provided. For nursing homes, the ahova findings and plans of carrection are disciosable 14
days following tha date these documents ara mada available fo the facilily. I deficiencies are citad, an approved plan cf correclion is raquisife to confinued
program participation,

If continuation sheef Page 1of 28
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This STANDARD is not met as evidenced by:
Based on observaition, record review and staff
interview, it was determined the facility falled to
ensure {ndividuals' rights were proroted for 29 of
29 individuals {Individuals #1 - #29) residing at
the facility. This resutted in implementation of
blankef restrictions to knivas and glass baking
dishes, not based on individual need, and without
agsuring due process protections. The findings
include:

1. On 3/10/14 at 10:58 a.m., an observation was
conducted of the kitchen of the Aspen 2 living
unit. All the drawers as well as the upper and
lower cabinets were equipped with locks. DCS D,
who was present during the observation, reporied
all the drawers and cabinets had the potential to
be locked, but only two cabinets in the kitchen
were actuaily locked, When asked fo view the
inside of the locked cabinets, DCS D uniocked
the first locked lower cabinet, the cantents of
which included glass baking dishes. When asked
if the glass baking dishes were locked for a
specific person, she said, "No, it's just a general
safely precaution,..not for any person who
currently iives here,” DCS D stated an individual
who used to reside ai the facility engaged in
culting hehavior by using broken glass or any
sharp object to cut her arms. As a safely
precaution, the glass baking dishes were locked
to prevent her from srnashing them on the
kitchen floor and using the glass shards to cut
herself.

DCS D unlocked the second iocked cabinet
revealing spices. When asked aboul the locked
spices, DCS [ stated an individual who used to

live al the facility sometimas ingested large

FORM CM3-2567¢02-99) Previous Versions Obsolele Event ID: GYJT#

Faciity ID: 13G001

If cantinuation sheat Page 2 af 28




PEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/27/2C14

FORM AFPROVED

OMB NG. 0938-0391

STATEMENT OF DEFICIENCIES {%1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION

IDENTIFHCATION NUMBER:

13G001

{(¥2) MULTIPLE CONSTRUCTION

A. BUILDING

B WING

{X%33) DATE SURVEY
GOMPLETED

0311772014

NAME QF PROVIDER OR SUPPLIER

SOUTHWEST IDAHO TREATMENT CENTER

STREET ADDRESS, CITY. STATE, ZIP CODE
1660 ELEVENTH AVENUE NORTH
NAMPA, ID 836687

[X4) I
PREFIX
TAG

SUMMARY STATEMENT QF DEFICIENCIES
{EACH DEFI{CIENCY 8UST BE PREGEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

(%5)

{EACH CORREGTIVE ACTION SHOULD BE COMPLETION
CROSS-REFEHRENCED TO THE APPROPRIATE DATE

DEFIGEENCY)

W 125

Continued From page 2

amounts of spices to make himself sick in order
to obtain medical attention. However, DCS D
showed the surveyoar other spices stored in the
kitchen thal were not locked. YWhen asked if any
other kifchen items were locked, DCS D slated
the sharp knives and other sharp food
preparation implements were locked in anothar
cabinet, She reported the knives and other sharp
food preparation impiements were initially locked
hecause of the former individual who cut herself.
When asked if there was anyene currently fiving
at the facllity who used sharp objacts in an unsafe
manner, DCS D stated Individual #12 had
threatened to stab another individual with a butter
knife, but had not actually done so.

On 3/12/14 at 415 p.m., DCS B was asked
where the sharp knives and other sharp food
preparation imptements were stored. He
unlocked a storage room and moved o a tocked
Plexigias cabinet mounted on the wall with a
variely of knives and food processing blades
visible inside. DCS B reported the knives and
sharp food preparation implements were kept
locked to prevent access by individuals as a
general safety precaution rather than for any
specific individual, He said individuals could use
knives under direct staff supervision if staff
obtained the knife from the locked cabinet and
stayed close o the individual who was using the
knife. DCS B added the knives could only be
used for meal preparation,

On 311114 at 10:10 a.m,, an environmental
review was conducied on the Birch 1 living unit.
At that time, all knives were nofed {o be locked in
a cahinet in a locked storage room.

On 3/11/14 at 11:15 a.m,, an environmenial

W 125
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review was conducted on the Birch 2 living unit,
At that time, all knives were noied to be locked in
acabinet in a locked storage room.

On 314114 beginning at 9:00 a.m., an interview
was inifiated with the DD Program Manager. She
verified the facility restricled access o knives in
all fiving units without determining individuai need
for the restriction, without obtaining consent for
the restriction and without review and approval
from the HRC.

The facility failed to ensure individuals' rights to
free access of knives and glass baking dishes
was ensured,

W 225 483.440{c)(3)(v) INDIVIDUAL PROGRAM PLAN W 225

The comprehensive functional assessment must
include, as applicable, vocational skills.

This STANDARD is not met as evidenced by:
Based on record review and staff interview, it
was determined the facility failed to ensure a
relevant and comprehensive vocational
assessiment was completed for 1 of 5 individuals
{Individua! #3) who were of age to be involved in
vocational training. Without a comprehensive
assessmend, the facility would be unable fo assist
an individuat with vocational fraining needs
through the development of ohiectives designed
lo optimize the individual's abilities. The findings
include:

1. Individual #3's 12/3/13 PCP stated he was a 22
year old male whose diagnoses included
moderate mental retardation, impulse control
disorder and seizure disorder.

FORM CMS-2507{02-89) Previous Versions Obsolefe Event ID; GY.IT11 Faciity : 13G0G1 if continuation sheet Page 4 of 28
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individual #3's record contained a
Comprehensive Functional Assessment for
vocational needs, dated 11/26/13. The
assessment was blank with the excepiion of a
statement at the end, which stated "[Individual
#3's} vocationally-related skills were not assessed
as his general functioning dees not indicate that
vocational assessment is warranted.” No
additional information was pravided.

During an interview on 3/14/14 from 9:00 - 1140
a.m,, the DD Program Manager and QIDP both
stated Individual #3's vocationa! needs and
abilities should have been assessed.

The facility failed to ensure a vocational
assessment had been compieted for Individual
#3.

483.440{c)(4) INDIVIDUAL PROGRAM PLAN

The individual program ptan states the specific
abjectives necessary to meet the client's needs,
as identified by the comprehensive assessment
required by paragraph {c}(3) of this section.

This STANDARD is not met as evidenced by;
Based on recard review and staff interview, it
was determined the facility failed to ensure
individuals' PCPs included objectives to meet
their needs for 4 of 8 individuals (Individuals #1,
#2, #3 and #3) whose PCPs were reviewed. This
resulted in a tack of program plans designed to
address the behavioral needs of individuals. The
findings include:

W 225

W 227
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1. individual #2's PCP, dated 1/28/14,
documented a 23 year old male whose diagnoses
included Prader-Willi syndrome, CCD, bipatar
disorder, anxiety disorder and mild cognitive
impairment.

His PGP did not include specific objectives
necessary to meet his identified behavioral
needs, as follows:

Individual #2's Comprehensive Funciional
Assessment for hehavior, dated 2/2013,
documanted he engaged in assauit, inappropriate
touch, rubbing and picking, rectai digging,
inappropriate elimination, smearing feces,
hoarding excrements and taking others' property.

a. Individual #2's Medication Management Plan,
dated 1/24/14, documented Prozac {an
antidepressant drug) was prescribed for multiple
uses, including freating Individuat #2's CCD and
anxiely disorder.

individual #2's Comprehensive Functional
Assessment documenled under the "Anxiety
Stage of Crisis Development” section that
"anxiely is defined as a noticeable increase or
change in behavior thal is manifested by a
non-direcled expenditure of energy.” The
assessment documented "For {individual #2] this
is characterized by: 1. Protesiing or expressing
frustration by crying, whining or using
inappropriate language. 2. Making demands &
arguing. His tone of voice & volume will increase.
3. Over apologizes for small mistakes."

However, individual #2's PCP did not inciude an
ohjective related to anxiety or the corresponding

symploms.

w227
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b. individual #2's Medication Management Plan,
dated 1/2444, documented Zyprexa {an
antipsychotic drug} and Prozac {an
antidepressant drug} were both prascribed for
multiple uses, including treating the depressive
symptoms of Individuai #2's bipalar disaorder.

However, Individual #2's PCP did not include an
objective refated to his depressive sympioms,

¢. Individual #2's Medication Management Plan,
dated 1/24/14, documented Zyprexa (an
antipsychotic drug) and Trileptal {an
anticonvulsant drug) were both prescribed for
muttiple uses, inciuding reducing Individuai #2's
assauilive behavior,

Behavior Reporting Forms from 11/2013 - 3/2014
related to Individual #2's assaulfive behavior were
reviewed. The forms documented incidenis
inciuding, but not limited to, the following:

- 11/3/13; "Assault x1 (one) punched staff on [left]
thigh. Alt. [assauit] x11 {eleven) punches to [ieft]
thigh."

- 11124/13: Slapped another resident "on the right
side of the face, x1.”

~12/1/13; Hit staff one time,
- 2f27114: *...assaulied staff {x2)."

However, Individual #2's PCP did not Include an
objective refated to assaults.

When asked, the DD Program Manager stated
during an interview on 3/14/14 from 9:00 - 11:40

FORMK CMS-2587{02-99} Previous Versions Obsolete
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a.m., Individual #2's PCP did not include
ohjeclives to address the maladaptive behaviors.

The facility failed to ensure individuatl #2's PCP
included specific pbjectives necessary {o meet his
identified behavioral needs.

2. Individual #6's PCP, dated 7/31/13,
documented a 30 year old male whose diagnoses
Included mental retardatton, unspecified.

His PCP did not include specific ohjectives
necessary to meet his identified behavioral
needs, as follows:

Individual #6’s Comprehensive Functional
Assessment for behavior, dated 8/2012,
documented he engaged in assault, injury cause
by self, destruction of property, throwing or
swiping abjects and low intensity injury to self.

a. Individual #8's Comprehensive Functional
Assessment under the "Anxiety Stage of Crisis
Development" section that for Individual #6
anxiety Included "1. [increzsed} verbalizations that
are negative in nature (2.g. 'no,’ [Individual #6]
don't want to," etc) 2. [increased] movement
when rocking. His rocking wilt became [sic] faster
& more intense in its mavement. 3. injury to seif
behaviors 4. {increased) non-compliance or
resistance to redirection.”

Beyond the objective for injury to self, Individuai
#6's PCP did not include an objective refated to
anxiety or the corresponding symptoms.

b, Individual #65's Comprehensive Functional
Assessment, dated 8/2012, documented

Individual #6 exhibited maladaptive hehaviors

W 227
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including non-compliance. Further, Individual
#6's PCP documented "If presented with choices,
[Individual #8] almost universally will decline or
refuse the first time.”

Individual #6's record included a QIDP Progress
Note Narrative, dated 1/2014, which documented
Individual #6 had refused muttiple trials of training
programs, as follows:

- Self-Administration of Medication: "Only 6 trials
did not meet minimum # of trials...Refused - 33."

- Put Towels in Laundry Basket; "Only 1 trial. 20
refusals.”

- Get Hands Wet: "Only 9 trials. 46 refusals."

- Place Deodorant by the Sink after Applied: "16
refusals. Will continue to monitor."

However, Individual #6's PCP did not include an
objective related to non-compliance.

When asked, the DD Program Manager stated
during an interview on 3/14/14 from 9:00 - 11:40
a.m., Individual #6's PCP did not include
objectives to address the maladaptive behaviors.

The facility failed to ensure Individual #6's PCP
included specific objectives necessary to meet his
identified behavioral needs.

3. Individual #1 PCP, dated 5/7/13, documented a
15 year old male whose diagnoses included mild
mental retardation, ODD, and 1ED.

His record contained a behavioral assessment,

dated 5/9/13. The recommendations section
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stated "Implement a Behavior Support Plan (BSP)
stariing with addressing targeted maladaptive
behaviors inciuding physical assault,
psychological assauit, destruction of property,
injury caused by self, and suicide ideaiion/threat.”

His record alsc contained nursing nofes
documenting the following incidents of SIB:

-12{27/13: "...client banging upper forehesad
resulting in 3 cm x 3 cm I flight] purplish

discolored ‘goose egyg'.
- 11/13/13: "Client reportedly hit self in face..."”

- 11/22/13: "SIB te mid hair line of forehead x 3
resuiting in st [stight] red 1-5 em area.”

- 11/9/13; “Client had hit self in facefeyes but ref.
[refused] skin check and observation."”

- 9/2/13: ", [individual #1] was having behaviars
again + he stapped himsself in the face and
throat.. "

However, his record did not contain an objective
related {0 SIB.

When asked on 3/14/14 from 9:00 - 11:40 a.m.,
the QIDP stated he was not sure why an objective
for SiB was not included in his prograim.

The faciiily failed fo ensure Individual #1's PCP
contained an chiective related to SIB.

4. Individual #3's 12/3/13 PCP stated he was a 22
year old male whose diagnoses included
moderate mental retardation, impulse control

disorder and seizure disorder.
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Individual #3's record documented he received
melaionin (a hormonal drug} 4 mg each night to
assist with sleep. His medication reduction plan
dacumented the drug would be considered far
reduction when he was averaging 10 hours of
sleep per night for onre month. However,
Individual #3's pian did nat include an objective
related {o his sleeping needs.

During an interview on 3/14/14 from 9:00 - 11:40
a.m., the DD Program Manager stated sleep was
tracked for all individuals residing at the facility,
hut stated Individual #3 did not have a specific
objective or plan related to sleep. The DD
Program Manager stated Individual #3's
melatonin was being discontinued.

The facility failed to ensure Individual #3's PCP
inclucdled an objective related io sleep.
483,440G{N{2) PROGRAM MONITORING &
CHANGE

At least annually, the comprehensive functional
assessment of each client must be reviewed by
the interdisciplinary team for relevancy and
updaied as needed.

This STANDARD s not met as evidenced by:
Based on enviranmental review, record review
and staff interview, it was determined the facility
failed to ensure behavior assessments contained
updated comprehensive information for 3 of 8
individuals {Individuais #1, #2 and #5) whose
behavior assessments were reviewed, This
resulted in a lack of information on which to base
program intervention decisions. The findings
include:

W 227

W 258
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1. Individual #2's PCP, dated 1/28/14,
documented a 23 year cld male whose diaghoses
included Prader-Willi syndrome, bipolar disorder,
anxiety disorder and mild cognitive impairment.

Individual #2 was admitted to the facility on
1/31/13. individual #2's Comprehensive
Functional Assessment for behavior, dated
2/2013, documented he engaged in assault,
inappropriate touch, rubbing and picking, rectaf
digging, inappropriate elimination, smearing
feces, hoarding excrements and taking others'
property. The assessment, under the section
Antecedents/Triggers/Setting Events,
documented "No concrete data was found in
{individual #2's} admission packet. This will
continue to be monitored in hopes of identifying
precursor behaviors to provide intervention and
decrease engagemeant in maladaptive behaviors.”

Individual #2's PCF was completed on 1/28/14.
However, Individual #2's Comprehensive
Functional Assessment for behavior was not
updated to include assessment information
related to Individuai #2's maladaptive behavior
precursors or antecedents since his 2/2013
assessment

Additionally, Individuai #2's Comprehensive
Functional Assessment for behavior did not
include accurate, comprehensive assessment
information, as follows:

a. Individual #2's Comprehensive Functional
Assessment for behavior documented "For
safety, provide [Individual #2} 24 hour supervision
using Enhanced Supervision” at close proximity,

arm's length in the restroom. Individual #2's
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Behavior Support Plan Overview & Written
Consent, dated 1/24/14, documented the plan
was updafed to be "less restrictive as [Individual
#2} will no longer be on enhanced supervision
Isic] in common areas or in bed afler he has
fallen asleep.”

However, Individual #2's assessment was hot
updated to refieci the new superyision guidelines.

b. Individua! #2's Medication Management Plan,
dated 1/24/14, documented Zyprexa (an
antipsychotic drug) and Prozac {an
antidepressant drug} were hoth prescribed for
multiple uses, including treating Individual #2's
bipolar symptoms. Additionally, Individual #2's
Comprehensive Functional Assessment for
behavior documented "Sympioms relating to
{Individual #2's] mental heaith diagnoses along
with cognitive imitations may increase the
likelihood of him engaging in challenging
maladaptive behaviors."

However, individual #2's assessment did not
include infarmation related to individual #2's
bipolar disorder, specifically depressive
symptormns and hypomania.

¢. Individual #2's Medication Management Plan,
dated 1/24/14, ducumented Zyprexa (an
antipsycholic drug) and Trileptat (an
anticonvulsant drug) were hoth prescribed for
multipte uses, including reducing {ndividual #2’s
assaultive behavior.

Behavior Reporting Forms from 11/2013 - 3/2014
related to individual #2's assaultive behavior were
reviewed, The forms documented incidents
including, but not limited to, the following:
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- 11/3/13: "Assault x1 {one) punched staff on [left]
thigh. Att. [assault] x11 (eleven) punches to [left]
thigh."

- 11/24/13: Slapped another resident "on the right
side of the face. x1."

- 12/1/13: Hit staff one time.
- 2127114 *...assaulted staff {x2)."

However, Individual #2's assessment did not
include information related to Individual #2's
assaultive behavior,

When asked, the DD Program Manager stated
during an interview on 3/14/14 from 9:00 - 11:40
a.m., Individual #2's Comprehensive Functional
Assessment for behavior did not include the
informaticn noted above and the assessmeni
needed {o be updated.

The facility failed to ensure Individual #2's
Comprehensive Functional Assessmeni
contained updated, comprehensive information.

2. Individual #8's PCP, dated 7/31/13,
documented a 30 year old male whose diagnoses
included mental retardation, unspecified.

Individual #6's Comprehensive Functional
Assessment for behavior, dated 8/2012,
documented he engaged in assault, injury caused
by self, destruction of property, throwing or
swiping objects and fow intensity injury to self.
Individual #2's PCP was completed on 7/31/13.
However, Individual #2's Comprehensive

Functional Assessment for behavior was not

W 259
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updated to include comprehensive assessment
information, prior tq his 7/31/13 PCP as follows:

a. Individual #5's Comprehensive Functional
Assessmenf for behavior documented Individual
#6 exhibited maladaptive behaviors including
non-ccmpliance. Further, Individual #6's PCP
documented "If presented with choices,
{indivigual #6} almost universally will decline or
refuse the first time.”

Individual #6's record included a QIDP Progress
Note Narrative, dated 1/2014, which documented
Individual #6 had refused muitipie frials of training
programs, as follows:

- Self-Administration of Medication: "Only & trials
did not meet minimum # of trials...Refused ~ 33."

- Put Towels in Laundry Basket: "Only 1 trial. 20
refusals.”

- (3et Hands Wet; "Only 2 irials. 46 refusais.”

- Place Deodorant by the Sink after Applied: "6
refusals. Will continue to monitor.”

However, Individual #6's assessment did not
include information (i.e. causes) refated to his
non-carptiance.

b. On 3/11/14 at 10:10 a.m., an envirenmental
review was conducted on the Birch 1 living unit, 11
was noted that there was not any clothing in
Individual #6's bedroom. A direct care staff, who
was present during the environmental review,
stated Individuat #6's clothing was kept in a closet
at the end of the hall because Individuat #6
tended to tear up items. Individual #68's PCP
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documented Individual #6's property destruction
“is most often characterized by him intentionaily
breaking or destroying his personal property,
specifically his clothing..." :

However, individual #6's record did not inciude
assessment information related to the removal of
Individual #6's clothing,

When asked, the DD Program Manager stated
during an interview an 3/14/14 from 9:00 - 11:40
a.m., Individual #6's Comprehensive Functional
Assessment far behavior did not include the
information noted above and the assessment
needed 10 be updated.

The facility failed to ensure individual #6's
Comprehensive Functional Assessment
cantained updated, comprehensive information.

3. Individual #1's PCP, dated 5/7/13, documented
a 15 year old male whose diagnoses included
mild mental retardation, ODD, and IED.

individual #1 was admitied to the facility on
4116/13, Individual #1's Comprehensive
Functional Assessment for behavior, dated 5/9/13
and signed by the Cliniclan on 5/19/13,
documented he engaged in maladaptive
behaviors including physical assauit,
psychological assault, destruction of property,
injury caused by self, and suicide ideation/threat.

The assessment, under the Antecedents section,
stated "Mo concrete data was found in [Individual
#1's} admission packet. His behaviors have not
been of great snough frequency to fuly evaluate
and determine trends for antecedents at this time.
This will continue to be monitored.”

W 259
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The Precursor Behaviors section documented
"Mo concrete data was found In [individual #1's)
admission packet. This will continue to he
monifored in hopes of idenfifying precursor
hehaviors to provide intervention and decrease
engagement in matadaptive hehaviors.”

The Maintaining Consegquences section
documented "No concrete data was found in
[Individual #1's] admission packet. His behaviors
have not been of great enough frequency to fully
evaluate and determine trends for conseguences
at this time. This wilf continue to be monitored.”

When asked abouf the assessment on 3/14/14
from 8:00 - 11:40 a.m., the QIDP stated the
Comprehensive Functional Assessiment for
hehavior needed to be updated.

The facility failed to ensure Individual #1's
Comprehensive Functional Assessment for
behavior was updated as needed.
483.440(F}(3)(i} PROGRAM MONITORING &
CHANGE

The commitiee should review, approve, and
monitor individua! programs designed to manage
inappropriate behavior and other programs that,
in the opinion of the commitiee, involve rigks to
client protection and rights.

This STANDARD is not mef as evidenced by:
Based on environmental review, record review
and staff interview, it was determined the facility
faited to ensure restrictive interventions were
implemented only with the approval of the HRC

W 255

W 262
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for 1 of 8 individuals (Individual #8) whose
resfrictive interventions were reviewed. This
resulied in a lack of protection of an individual's
rights through prior approvals of restrictive
interventions, The findings include:

1. Individual #6's 7/31/13 PCP stated he was a 30
year old male whose diagnoses included autism
and mental refardation, unspecified.

On 3/11/14 at 10:10 a.m., an environmenial
review was conducted on the Birch 1 living unit. It
was noted that there was not any clothing in
Individual #6's bedroom. A direct care staff, who
was present during the environmental review,
stated Individual #6's clothing was kept in a closet
at the end of the hall because Individual #6
tended to tear up items.

However, Individual #6's record did not include
HRC approval for removing the clothing from
Individual #6's bedroom.

During an interview on 3/14/14 from 9:00 - 11:40
a.m., the DD Program Manager stated Individual
#6's clothing removal had not been incorporated
into his behavior assessment or behavior plan.
She stated if the intervention was not in his plan,
there would not be consent.

The facility failed to ensure HRC approval was
received prior to the removal of Individual #6's
clothing.

483.440()(3)(il) PROGRAM MONITORING &

CHANGE

The committee should insure that these programs
are conducted only with the written informed

W 262
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consent of the client, parents (if the clientis a
minor} ar legal guardian.

This STANDARD is not met as evidenced by:
Based on environmentat review, record review
and staff interview, it was determined the facility

failed to ensure guardian consent was obtained
pricr to the imptementation of restrictive
interventions for 1 of 8 individuals {individual #6)
whose records were reviewed. This resultedin a
lack of protection of an individual's rights through
prior cansent of resirictive inferventions. The
findings inciude:

1. Individual #6's 7f31f13 PCP stated he was a 29
year old male whose diagnoses included autism
and mental retardation, unspecified.

On 3/11A4 at 10:10 a.m., an environmental
review was conducted. 1t was nofed that there
was not any clothing in Individual #6's bedroom.
A direct care staff, wha was present during the
enviranmental review, stated Individual #6's
clothing was kept in a closet af the end of the hall
hecause individual #6 tended to tear up tems.

However, Individual #8's recard did not include
written guardian consent for removing the
clothing from {ndividual #8's bedroom.

During an interview on 3/14/14 from 9:00 - 11:40
a.m,, the DD Program Manager stated Individual
#6's clothing removat had not been incorporated
into his behavior assessment or behavior plan.
She stated if the intervention was not in his pian,
there wouid not be consent.

The facifity failed to ensure written informed
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consent was received prior o the removal of
individual #6's ¢lothing.

483.440¢N{3){iil) PROGRAM MCNITORING &
CHANGE

The committee should review, monilor and make
suggestions to the facility about its practices and
pragrams as they refate fo drug usage, physical
restraints, time-out raoms, application of painful
or noxious stimuli, contro! of inappropriate
behavior, profection of client rights and funds, and
any other areas that the commillee believes need
to be addressed.

This STANDARD is not met as evidenced by,
Based on observation, record review and staff
interview, it was determined the facility failed to
ensure the HRG reviewed and approved facifity
practices that restricted individuals' free access to
househald items for 29 of 29 individuals
{Individuals #1 - #29} residing at the facility. This
resulted in access to knives and glass baking
dishes being restricted withaut cause, The
findings include:

1. On 3/10/14 at 10:50 a.m., an ohservation was
conducted of the kitchen of the Aspen 2 living
unit. During that time, it was noled all glass
haking dishes were laocked. DCS D, who was
present during the chservation, stated the glass
baking dishes were locked up as a safety
precaution due to the self cutting behavior of an
individual no longer living at the facility. DCS D
also slated knives and sharp food preparation
items were also Incked due to the saif cutling
behavior of the former individual, and because

W 263

W 264
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Individual #12, who lived on the Aspen 1 living
unii, had ihreatened fo stab another individual
with a butter knife. DCS D stated Individual #12
had not actually stabbed anyone.

On 312113 at 4:15 p.m., DCS B was interviewed
and stated knives and sharp food preparation
implements were locked as a general salefy
precaution and not due t¢ any one individua,
DCS B opened a focked starage room and
showed the surveyor a locked Plexiglas cabinet in
which a variety of knives and food pracessor
blades were stored.

On 3/11/14 at 1Q:10 a.m., an environmental
review was conducted on the Birch 1 living unit.
At that time, alt knives were noted to be locked in
a cabinet in a locked storage room.

On 3/11/14 at 11:15 a.m., an environmentat
review was conducted on the Birch 2 fiving unit.
At that time, alt knives were noted lo be locked in
a cabinet in a locked storage room.

On 3/13/14, the facility's HRC meeting minutes
were reviewed. No evidence existed of the
HRC's review of the facility practice fo restrict
access to knives and glass baking dishes.

On 3/14/14, beginning at 9:00 a.m., an interview
was initiated with the DD Program Manager. She
verified the agency restricted access to knives in
all residences without oblaining review and
approval of the practice by the HRC.

The facility failed to ensure all practices resufting
in potential rights violations were reviewed and
approved by the HRC.
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The facility must provide or obtain preventive and
general medical care,

This STANDARD is not met as evidenced by:
Based on record review and staff interview, it
was determined the faciiity failed to ensure
individisals were provided with general and
preventative medical care for 2 of 8 individuals
{Individuals #1 and #7} whose medical records
were reviewed. This resulted in an individual not
receiving a recommended hone density study and
an individual not receiving recommended
immunizations. The findings inciude:

1. Individual #7 was a 58 year old male with
diagnoses including profound intellectual
disability, osteoporosis, and unspecified epilepsy.

Individual #7's recard documented he received a
bone density study in November, 2010. This
study identified a diagnosis of osteoporosis for
Individual #7 and it was recommended the study
be repeated in 2-3 years.

Review of individual #7's record showed no
documentation the bone densily study had heen
repeated as recommended.

in an interview on 3/14/14 fram 9:00 - 11:40 a.m.,
the facilily RN confirmed no repeat hone density
sludy had been performed.

The facility failed to ensure a repeat hone density
study, as recommended, was performed for
Individuat #7.
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2. The Centers for Disease Control and
Prevention (CDC} Pink Book, which contains the
recommendations for vaccination needs and
schedules, stated HPV can cavse genilal warts,
laryngeal papillomas (tumors that form on the
larynx or other paris of the respiratory tract, and
cancer of the cervix, vulva, vagina, penis, and
anus. The Pink Book stated "HPV is transmitted
by direct contact, usually sexual, with an infected
persan. Transmission occurs most frequently with
sexuat intercourse but can ocour following
nonpenetrative sexual activity.”

The CDC recommends ali females between age
9 and 28, and all males between 9 and 21, should
receive the HPV vaccination series, and males
between 22 and 26 may receive the series unfess
contraindications exist.

Individual #1's PCP, dated 5/7/13, documented a
15 year ofd maie whose dlagnoses included mild
mental retardation, ODD, and IED. His recerd did
net contain evidence an HPV vaccine series had
been received or discussed with his physician.

During an inferview on 3/14/14 from 9:00 ~ 11:40
a.m., the RN stated Individual #1 had not
received the HPV vaccine and she was not aware
if the issue had been discussed with Individual
#1's physician.

483.460(1)(2) DRUG STORAGE AND
RECORDKEEPING

The facility must keep all drugs and biclogicals
locked except when being prepared for
administration.

w322

W 382
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This STANDARD is not met as evidenced by;
Based on observaiion and staff inferview, it was
determined the facility failed to ensure all drugs
and biclogicals were maintained under Jocked
condifions for 1 of 6 individuais (Individual #6)
residing on the living unit. This rasulted in the
potential for harm in the event individuals
accessed and ingested medication not intended
for their use. The findings Include:

1. During a meal observation on 3/10/14 from
5:30 - B;25 p.m., the following was ohserved;

At 6:10 p.m. the LPN brought an unmarked paper
cup fo the kitchen area and placed it in an open
cupboard where individuais® dinner dishes were
being kept prior to the meal, The LPN then left
the unit. The cup was observed to contain a
brown substance as well as 3 small orange
tablets with the marking "5 on sach tablet. The
cup remained on the open cuphoard shelf until
6:25 p.m., at which time staff mixed the content of
the paper cup into a plate of food and served the
piafe to individuat #6.

During an interview at 6:25 p.m. on 3A10/14, DCS
E said the paper cup contained two laxative
medications. He said mixing the medications
with fond was the only way Individual #6 would
take the medications. When asked, the staff said
nursing would be contacted if Individual #6 did not
eat all of the food the medication had been mixed
with and it would be marked as a refusal.

During an inlerview on 3/10/14 al 6:30 p.m., the
facility LPN said the paper cup contained “oniy
bowel prep meds.” Individual #6's MAR showed
the medications were Naturalax, Miralax, and
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Bisacodyl, all laxative medications. The LPN said
he had already documented in the MAR that the
medications had been taken, He also siated staff
would let himn knew if Individual #6 did nol take
the medicaticns but "history and experience”
showed Individual #6 would take the medicafions,

in an interview on 3/17/14 at 8:40 a.m., the facility
RN said leaving medications unattended on the
kitchen shelf was not acceptable.

The facility failed to ensure ali medications were
maintained under lccked conditions.

W 480 : 483.480(a}(1) FOOD AND NUTRITION W 480
SERVICES

Each client musi receive a nourishing,
weil-balanced diet including mcdified and
specialy-prescribed diets.

This STANDARD is not met as evidenced by:
Based on abservation, record review and staff
interview, it was determined the facility failed to
ensure diet orders were followed for 1 of 4
individuats reviewed {Individual #4) who required
a modified diet. This resulted in an individual not
receiving a modified diet texture as ordered. The
findings inctude:

1. Individual #4's 11/19/13 PCP stated he was a
49 year old male whose diagnoses inciuded
severe intellectual disability, sefzure disorder,
osteopenia, osteoarthritis, chronic right lung
scarring and a "History of presumed dysphagia
but folerating mechanical soft diet well at the
present time."
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On 3/10/14 beginning at 5:20 p.m., individual #4
was observed silting at the dining room table.
DCS5 A stood at the counter in the adjacent
kitchen {open to the dining room} and spread a
soft flour tortilla with a mix of spices, fried ground
hamburger meat, diced onions, lettuce and
tomatoes, rofled it into a burrita shape and placed
it on a plate. DCS A identified the item as a taco
and carried the plate 1o the dining table where he
assisted Individual #4 in adding food fo the plate
from comman bowis sitling on the table. The
food in the common bowis censisted of boiled
peas, boiled carrots and mashed potatoes.
Individual #4 used a spoon {0 eat the peas,
carrots and potatoes from his plate.

Individual #4 picked up the taco and took bifes
from |, placing it back on the piate in between
bites. He ate the entire faco. Individual #4 dined
refatively independently, moving the food items to
his mouth with his hands and a spoon for the
small soft items (peas, carrois and polatoes).
During the meal observation, DGS A did not cue
or assist individual #4 in cutting his taco into bite
sized pieces.

Individual #4’s PCP included "Mealtime
Guidelines,” which stated "findividual #4] receives
a heart-healthy mechanical-soft diet with regular
fluid cansistency. He eats and drinks
independentiy, however, he does require some
assistance from staff to ensure that his food is cut
up and that he eats at a slow pace to prevent
choking.” The "instructions te Staff” section
stated "Staff will cue [Individual #4] to cut his food
into hite-sized pieces and provide assistance as
needed.”

Individual #4's record included an X-Ray repon,

W 460
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dated 7/12/13, documenting "Choked on
Medication, Question Aspiration.”

On 3/1214 at 4:00 p.m., DCS B was interviewed
regarding the observation on 3/10/14. DCS B
said it would be acceptable for Individual #4 {o be
served a taco that was not cut into smaller pieces
because Individual #4 had ieeth and could chew
up bites faken from a taco. He said *mechanical
soft” could mean different things for different
people, and that there was a nctebook in the
kitchen that identified more individualized details
of prescribed diets for each individual. DCS B
stated DCS C couid answer additional questions
as she was the staff member on duty who was
most knowiedgeable about altered textured diets.

On 3/12/14 at 4:10 p.m., the special diet
notebook maintained on a shelf in the kiftchen of
the factity was reviewed. The noteboak
contained a copy of Individual #4's "Mealtime
Guidelines,” dated 11/19/13, identical to the
mealfime guidelines included in his PCP. No
information was included documenting Individual
#4 could to eat a taco or any other food that had
not been altered in texture to mechanical soft or
cut up into bite sfzed pleces.

On 3/12/14 at 4:15 p.m., DCS C was interviewed
regarding staff training and understanding of
mechanical soft diets. DCS C reported all staff
were trained on mainfaining mechanical soft diets
and all Mealtime Guidelines were supposed to be
implemenied at every meal and shack. She
staled Individual #4 should not have been served
a taco without it having been altered in texture to
"machanical soft." She described mechanical
soft for a taco as "cuf into dime sized pleces.”

W 460
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On 31214 at 4:30 p.m., an interview was
initiated with the RN. The observation, interview
and record review information idenlified above
was shared with her. The RN verified the
reguirement for a mechanical soft diet for
Individual #4 via computer. She verified it was
not an acceptabie practice for individua! #4 to be
served and allowed to eat a taco which had not
been cut into bite sized pieces.

The facility faffed to ensure Individual #4's meal
texture requirements were followed.
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M 000
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16.03.11 Initial Cornments

The following deficiencies were cited during the
licensure and complaint survey conducted from
371014 - 31714.

The survey was conducied by:

Michael Case, LSW, QIDP, Team Leader
Trish O'Hara, RN

Ashley Henscheid, QIDP

Jim Trouifetter, QIDP

Paul Rowe, QIDP

16.11.03.075.07{a) Rights as a Citizen

Rights as a citizen refer fo all the rights of citizens
of this country and any particular state or locality.
These include, but are net limited to, voting,
marriage, divorce, exacuting instruments (e.9.,
wills}, acquiring and disposing of property, and
choosing to practice of not practice a religion,
This Rule is not met as evidenced by:

Refer to W125.

16.03.11.075.10(a) Approval of Human Rights
Committee

Has been reviewed and approved by the facility's
human rights committee; and

This Rule is not met as evidenced hy:

Refer o W282 and W264.

16.03.11.075.10(c) Consent of Parent or
Guardian

15 conducted only with the consent of the parent
or guardian, or after notice to the resident’s
representative; and

This Rule is not met as evidenced by:

Refer o W263.

M 000
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16.03.11.250.08(c) Individual Resident's Needs

Foods must be served in a form fo meet
individual resident's needs:

This Rule is not met as evidenced by:
Refer to WA4860.

16.03.11.270.01(a) Assesments

As a basis for individual program planning and
program implementation, assessments must be
provided at entry and at least annually thereafter
by an interdisciplinary team composed of
members drawn from or representing such
professions, disciplines or services areas as are
relevant to each particular case.

This Rule is not met as evidenced by:

Refer to W225 and W250.

16.03.11.270.01(d) Treatment Plan Objectives

The individual treatment plan must state specific
objectives to reach identified goals. The
objectives must be:

This Rule is not met as evidenced by:

Refer to W227.

16.03.11.270.02 Health Services

The facility must provide a mechanism which
assures that each resident's health problems are
brought to the attention of a licensed nurse or
physician and that evaluation and follow-up
occurs relative to these problems. In addition,
services which assure that prescribed and
planned health services, medications and diets
are made avaitable to each resident as ordered
must be provided as follows:

This Rule is not met as evidenced by:
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April 9, 2014

Plan of Correction for Southwest Idaho Treatment Center, Provider #13G001
For survey completed March 17, 2014

w125 The facility must ensure the rights of all clients. Therefore, the facility must allow and
encourage individual clients to exercise their rights as clients of the facility, and as citizens
of the United States, including the right to file complaints, and the right to due process,

POC:

The facility will ensure that cooking and food preparation items are unlocked and clients have free
access to them. Any restrictions or limitations fo this would require due process including guardian
consent and HRC approval.

Supervisors will provide training to their staff that our clients have the right to free access to these
types of items and that restriction of this access requires due process including guardian consent
and HRC approval.

CS Manager wilt do a monthly review/observation to ensure that clients have free access cooking
and food preparation items. The results of this review/observation along with any corrective actions
taken will be forwarded to the DD Program Manager. The DD Program Manager will compile a
summary report each quarter which wilt include any additional concerns noted and any additional
corrective actions that needed to be taken. The report will be submitted to the Administrator.

Completion Date: May 15, 2014.

w225 The comprehensive functional assessment must include, as applicable, vocational skills.

POC:
The vocational assessment for Individual #3 will be completed.

The QIDP will review all clients’ comprehensive functional assessments to ensure that all required
seclions are completed.

DD Program Manager will complete quarterly record reviews for a sample client on each unit to
ensure that objectives have been developed to meet all identified needs from the PCP. The DD
Program Manager will complete a summary report of the reviews which includes any concerns
noted and corrective action taken. The report will be submitted to the Administrator.

Completion Date: May 15, 2014

wezz2y The individual program plan states the specific objectives necessary to meet the client's
needs, as identified by the comprehensive assessment required by paragraph (c) (3) of this
section,

POC:
The functional behavioral assessments for Individuals #1, #2, #3, and #5 will be revised and
updated as needed.

The QIDP will review all clients’ assessments/PCPs to ensure that there are objectives to meet the
needs or clear justification why an identified need was not prioritized.

DD Program Manager will complete quarterly record reviews for a sample client on each unit to




ensure that objectives have heen developed fo meet all identified needs from the PCP. The DD
Program Manager will complete a summary report of the reviews which includes any concerns
noted and corrective action taken. The report will be submitted to the Administrator.

Completion Date; May 15, 2014

was9

At least annually, the comprehensive functional assessment of each client must be reviewed
by the interdisciplinary team for relevancy and updated as needed.

POC:
The functional behavioral assessments for Individuals #1, #2, and #6 will be revised and updated
as needed.

When a significant status change results in a program éhange or addition, the QIDP, during each
monthly review will check the applicable client's assessment to ensure it has been updated to
reflect the change.

DD Program Manager will complete quarterly record reviews for a sample client on each unit to
ensure that objectives have been developed to meet all identified needs from the PCP. The DD
Program Manager will complete a summary report of the reviews which includes any concerns
noted and corrective action taken. The report will be submitted to the Administrator.

Completion Date; May 15, 2014

w262

The committee should review, approve, and monitor individual programs designed to
manage inappropriate behavior and other programs that, in the opinion of the committee,
involve risks to client protection and rights.

POC:

The team reviewed the issue of locked clothing for Individual #6 and has decided to return ¢lothing
to his room. If there are issues that arise, the team knows that he has a right to due process and
before access can be restricted fo his clothing that a program io do such needs ic be developed
and HRC approval needs to be obtained.

The CS Manager will review all client restrictions and notify the QIDP to ensure that HRC approval
has been obtained.

DD Program Manager will complete quarterly record reviews for a sample client on each unit to
ensure that all restrictive interventions have the appropriate approvals. The DD Program Manager
will complete a summary report of the reviews which includes any concerns noted and corrective
action taken. The report will be submitted to the Administrator,

Completion Date: May 15, 2014

wae63

The committee should insure that these programs are cohducted only with the written
informed consent of the client, parents (if the client is a minor} or legal guardian.

POC:

The team reviewed the issue of locked clothing for Individual #6 and has decided to return clothing
to his room. If there are issues that arise, the team knows that he has a right to due process and
hefore access can be restricted to his clothing that a program to do such needs to be developed
and written informed consent needs to be obtained

The CS Manager will review all client restrictions and notify the QIDP to ensure that HRC approval
has been obtained.




DD Program Manager will complete quarterly record reviews for a sample client on each unit to
ensure that ali restrictive interventions have the appropriate approvals. The DD Program Manager
will complete a summary report of the reviews which includes any concams noted and corrective
action taken. The report will be submitied to the Administrator.

Completion Date; May 15, 2014

W64

The committee should review, monitor and make suggestions to the faciity about its
prectices and programs as they relate to drug usage, physical restraints, fime-out rooms,
application of painful or hoxious stimuli, control of inappropriate hehavior, protectfon of
client rights and funds, and any other areas that the committee belfeves need to be
addressed.

POC:

The facility will ensure that cooking and food preparation items are uniocked and clienis have free
access to them, Any restrictions or limitations to this or other common items would require due
precess including guardian consent and HRC approval.

Supervisors will provide training to their staff that our clients have the right to free access 1o these
types of items and that restriction of this access requires due process including guardian consent
and HRC approvat.

CS Manager will do a monthly review/fobservation fo ensure that clients have free access cacking
and food preparation items. The resuits of this review/observation along with any corrective actions
taken will be forwarded io the DD Program Manager. The DD Program Manager wili compile a
summary report each quarter which wilf include any additional concerns noted and any additional
corrective actions that needed to be taken. The report wili be submitted to the Administrator.

Completion Date: May 15, 2014.

wa3azz

The facllity must provide or obtain preventative and general medical care.

PQC; _
individual #1 HPV vaccinalinn series was ordered on 3/20/14. He is scheduled to receive the first
HPV vaccination (series of 3) on 4/7/14. Individual #7 has a Dexa scan scheduled for 4/17/14.

Immunizations are currently tracked and current guidelines are to follow CDC recormmendations,
New admissions are screened for immunizations and added to our tracking mechanism {Excel
spreadsheet). Nursing will ensure that each year, at the time of the individual's annual history and
physical, the physician will be updated on current CDC recommended immunizations and this will
be documented in the physician’s note of the medical chart.

All clients currently taking antiepileptic medications will be tracked and new admissions will be
added to our fracking mechanism. New admissions will be added to the tracking

mechanism. Nursing wilt ensure that each year, at the time of the individual's annual history and
physical, the physician will be updated current recommendations related to bone density issues and
screenings and this will be documenied in the physician’s note of the medical charl.

QIDP will review recommendations from History and Physical to ensure follow-up.

Completion Date: May 15, 2014.

w3sz

The facility must keep all drugs and hiologicals focked except when being prepared for
admlnistration.

POC:

immediate corrective action taken on 3/12/14 with the LPN involved with verbal counsefing that it is
unacceptable to ieave medications out in a common area and that they are to be locked and/or
under constant visual endil they are administered to the client,




Individual #6's seif-administration of medication program was revised and includes specific
instructions for staff to keep a constant visual on the person and on his prepared medications until
they have been completely administered and/or wasted, if refused.

RN will provide training for all nurses and medication certified staff on this expectation.

Quarterly nursing observations (nursing to nursing and nursing to medication certified staff}
observations will be completed which will include observing to ensure medications are kept locked
between medication passes.

RN will provide a quarterly report to the Administrator outlining the number of observations
completed for the previous quarter and a summary what was done to address any issues identified
in those observations,

Completion Date: May 15, 2014.

W460

Each client must receive a nourishing, well-balanced diet including modified and specially-
prescribed diets.

POC:

The facility will provide (at a minimum) yearly training to staff on what each of the diet textures (i.e.,
puree, mechanical soff, reqular) entaii and how to get food to that desired texture, along with how to
modify diets for those who need it.

The facility wilt add observations related to following prescribed diets to our Risk Management
Observations. Staff doing the observations will provide direct support staff working with the clients
just in time feedback and corrective action for issues they see.

DD Program manager reviews the Risk Management Observations quarterly and provides a report
to the Administrator on trends.

Completion Date: May 15, 2014

MM168

Refer to W125

MM194

Refer to W262 and W264

MM196

Refer to W263

MM678

Refer to WA460

MM724

Refer to W225 and W258

MM728

Refer to W227

MM735

Refer to W322
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March 28, 2074

Susan Broetje, Administrator
Southwvest Idaho Treatiment Center
1660 Eleventh Avenue North
Nampa, ID 83087

RE: Southwest Idaho Treatinent Center, Provider #13G001

Dear Ms. Broetje:

On March 17, 2014, a complaint survey was conducted at Southwest Idaho Treatment Center, The
complaint allegations, findings, and conclusions are as follows;

Complaint #ID00006418

Allegation #1: An individual was able to injure themselves while on a suicide precautions and the
failure of the staff to intervene was not reported as potential neglect as staff did not know how to yveport.

Findings #1: An on-site recertification and complaint survey was conducted from 3/10/14 - 3/17/14.
During that time, observations were conducted, investigations and significant event reports were
reviewed, and individual and siaff interviews were conducied with the following results:

Ohbservations were conducted across shifts throughout the survey for no less then a cumulative 20 hours
and 13 minutes. Duoring those times, no issues refated to lack of staff supervision or infervention were

observed.

The facility Abuse, Neglect and Mistreatment policy, daied 11/1/13, was reviewed. The policy stated
allegations of abuse, neglect and mistreatment were to be immediately reported by calling switchboard.

Five individuals residing at the facility and various facility staff, including direct care staff across all
shifts, para-professional and professional staff were interviewed on multiple occasions throughout the
survey, None of the individuals or facility staff reported concerns that staff were not monitoring
individuals during suicide precautions. Further, none of the individuals or facility staff reported concerns
of not knowing how to report an allegation of abuse, neglect and/or mistreatment.

Additionally, the facility's significant event reports (SERs) from 12/1/13 to 3/17/14 and the Tacility's
investigations from 8/5/13 - 3/17/14 were reviewed. The SERs and investigations included
documentation of allegations of abuse, neglect, and mistreatinent which were immediately reported and




Susan Broetje, Administrator
March 28, 2014
Page 2 of 2

thoroughly investigated, None of the SERs or investigations inchided allegations of individuals not
being properly monitored while on suicide precautions, or allegations of staff failing to intervene for
individuals who were engaging in self injurious behavior while on suicide precautions.

Turther, the facility's Suicide Precautions Policy, dated 1/22/14, stated any individual who made attempts
or threatens to harm themselves were to be immediately placed on arm's length supervision. The policy
stated if the individual attempted to enpape in any dangerous behavior or retrieve a dangerous item, the
staff were to immediately intervene, including physical restraining the individual if necessary.

Facitity records documented the policy was being implemented. For example, the facility's
documentation showed only one individual was placed on suicide precautions on 3/17/14, after making
threats to poison himself. The individual's room was cleared of all potentiatly harmful itcms and
increased superyision was implemented in all areas where the individual was present. Additionally,
suicide assessments were completed on 3/17/14 and 3/18/14, There was no documentation of injury or
attempts at injury during that time the individual was on suicide precautions.

Therefore, due 1o a iack of sufficient evidence the aliegation was unsubstantiated and no deficient
practice was cited,

Conclusion #1: Usnsubstantiated. Lack of sufficiest evidence,

As none of the allegations were substantiated, no response is necessary. Thank you for the courtesies and
assistance extended to us during our visit.

Sincerely,

MICHAEL{CASE /47 NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care

MC/pmt
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