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Bridger Fly, Administrator
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RE: Communicare, Inc #4 Leland, Provider #13G012

Dear Mr. Fly:

This is to advise you of the findings of the Medicaid/Licensure survey of Communicare, Inc #4
Leland, which was conducted on May 1, 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 each sheet, please provide a Plan of Cotrection, It is important that your Plan of
Correction address each deficiency in the foliowing manner;

1. What corrective action(s) will be accomptlished for those individuals found to have been
affected by the deficient practice;

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

&

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

4, How the corrective action(s) will be monitored to ensure the deficient practice will not
reeur, te., what quality assurance program will be put into place;

5. The plan must include the title of the person responsible for implementing the acceptable
plan of correctiot; and
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6. Include datcs when corrective action(s) will be completed. 42 CFR 488.28 states
ordinarily a provider is expected to take the steps needed to achieve complianee within 60
days of being notified of the deficiencies. Please keep this in mind when preparing your
plan of correction. For corrective actions, which require construction, competitive
bidding or other issues beyond the control of the facility, additional time may be granted.

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

After you have completed your Plan of Correction, return the original to this office by
May 22, 2014, and keep a copy for your records.

You have one opportunity to question cited deficiencies through an informal dispute resolution
process. To be given such an opportunity, you are required to send your written request and all
required information as directed in the State Informal Dispute Resolution (IDR) Process which

can be found on the Internet at:

www.icfimr.dhw.idsho.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 May 22, 2014. If a request for informal dispute resolution is
received after May 22, 2014, the request will not be granted. An incomplete informal dispute
resotution process will not delay the cffective 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,

el

JIM TROUTFETTER NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
JT/pmt

Enclosures
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|
i The following deficiencies were cited during the
! recertification survey conducted from 4/28/14 to
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|

i

|

i 5/1/14. !
The survey was conducted by: !
Jim Troutfetter, QIDP ’
|

i

Common abhreviations used in this report are:
AQIDP - Assistant Qualified Intellectual Disability
Professional

W 440 | 483.470(1)(1) EVACUATION DRILLS W 440| WA440 05/16/14

Corrective Actions: Monthly
evacuation drills are scheduied on
CCl's Annual Calendar related to shift
and time. The secretary checks
monthly to insure that scheduled
evacuation drills in alt CCl locations
are completed. The faifure to

, complete this one evacuation drill
appears to be an implementation error
when the previous House Manager at
this tocation did not realize that the
scheduled fire drilt occurred 15
minutes later than the time specified
on the annuai calendar unti if was too
late to take corrective action for that
month. House Manager
responsibilities changed 11/13 and the
new House Manager understands this
+ requlation and her responsibility to
The second quarter of 2013 (April, May, and ! . schedule fire drills according to time |
. June) for the day shift. i i segments idenlified on our annual ’
‘ ‘ + calendar. If further scheduling errors

The facility must hold evacuation drilis at least
quarterly for each shift of personnel.

This STANDARD is not met as evidenced by:
Based on record review and staff interview, it
was determined the facility failed to ensure
I'evacuation drills were conducted quarterly for

{ each shift for 7 of 7 individuals (lndlwduals #1 -
| #7) residing in the facility. This resulted in the I
potential for the facility and staff not being able to
determine individuals' responses or identify

. problem areas. The findings include:

1. The facility's evacuation drill records, dated

I 1/31/13 through 4/30/14, were reviewed and did

not include an evacuation driil for the following !
guarter on the following shift: |

' When asked, the AQIDP stated during an ' ~oceur related to evacuation drills
‘ interview on 4/30/14 at 9:25 am., the specified | aceur, disciplinary action wilt be
I evacuation drill had not been completed. ! implemented.
| ‘
LABORATORY DIRECTOR'S-OR-PRO mEErSUPPBEE_ﬁPRESENTATNE S SIGNATURE TITLE (XG) DATE
// yﬁ_/"‘xﬂmw- /Ld’-li\l\d 5/‘/’(&"/ ’—/f///

Any deficiency sta.tefef/t ending w:th an asierisk (*} denotes a deficiency which the institution may be excused from correcting providing it is determined that
olher safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing hames, the findings stated abave are disclosable 90 days
following the ctate of survey whether or not a plan of correction is provided. For nuesing homes, the above ﬁndings and pfans of correction are disclosable 14
days folfowing the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correclion is requisite to continued

program participation.
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W 440 | Continued From page 1 ! W 440| Identifying Others Potentially Affected;

The facility faited to ensure evacuation drills were

conducted on a quarterly basis for each shift.

Al individuals living at this focation are

potentially affected.

System Changes: We feel this was.
an implementation not a systems
error. See "Corrective Actions”

Monitoring: The secretary will continue ;
to monitor that evacuation drills have
occurred and will inform the
Administrator of any drills that do not
occur by the third week of the month

so that corrective actions can be

taken.
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| TANDARDS
| The survey was conducted by: FACILITY S .
Jim Troutfetter, QIDP !
MM337| 16.03.11.110.04{c) Fire Drills MM337 MM337
A minimum of twelve (12) unannounced fire drilis Please refer to W440
must be held annually, irregularly schedulted
throughout alf shifts. In addition, a least one {1)
drill per shift must be held on a Sunday or
holiday.
This Rule is not met as evidenced by:
Refer to W440,
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