
I D A H 0 DEPARTMENT OF 

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

May 13, 2014 

Susan Broetje, Administrator 
Southwest Idaho Treatment Center- Kyler 
1660 II th A venue North 
Nampa, ID 83687-5000 

RE: Southwest Idaho Treatment Center- Kyler, Provider #130081 

Dear Ms. Broetje: 

DEBRA RANSOM. R.N.,R.H.I.T., Chief 
BUREAU OF FACILITY STANDARDS 

3232 Elder Sueet 
P.O. Box 83720 

Boise, ID 83720·0009 
PHONE 208·334·6626 

FAX 208-364-1888 

This is to advise you of the findings of the Medicaid/Licensure survey of Southwest Idaho 
Treatment Center- Kyler, which was conducted on May I, 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 Correction. It is important that your Plan of 
Correction address each deficiency in the following manner: 

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

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

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

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

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

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

After you have completed your Plan of Correction, return the original to this office by 
May 25, 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 (!DR) Process which 
can be found on the Internet at: 

www.icfmr.dhw.idaho.gov 

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

This request must be received by May 25, 2014. If a request for informal dispute resolution is 
received after May 25,2014, 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, 

Health Facility Survey r 
Non-Long Term Care 

AH!pmt 
Enclosures 

NICOLE WISENOR 
Co-Supervisor 
Non-Long Term Care 
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IDAHO DEPARTMENI OF 
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C.L "BUTCH" OTTTER -Goveroor 
rucharn M. -!mng · Di<w~r 

May 28,2014 

Nicole Wisenor 
Program Supervisor 
Licensing and Certification 
P. 0. Box 83720 
Boise, ID 83720-0036 

R.E: Southwest Idaho Treatment Center- Kyler, Provider 130081 

Dear Ms. Wisenor: 

No. 1180 P. 2 

CHA(I (:MOW Eli, PrOQ"'" Manaoer 
DMSlON OF FAMILY AND COMM\JNIIY S£f<viCES 

DEVELOPMENTAL DJSAB!LITIES- f(ORTH HUB 
limothy F. Voz.- Oillical Super&or 

1120 Ironwood Olive 
Coeur O'Aiene, JdJho 63df4 

f>HONEo 203-6<i~661J CE~ 2011-217-7543 
~1\Xo 206-7611-1473 

Enclosed is the Plan of Cor.rectiOJl for the annual Southwest Idaho Treatment Center - K y1er licensure 
survey conducted on May 1, 2014. 

Please feel free to coJltact me at 208-277-7543 with any questions. 

Tf'V?i 
Timothy F. Vo) 
Clinical Supe~sor 
Developmental Disabilities Crisis Prevention Team 
1\cting 1\dministrator 
SWITC/Kyler Residential Program 
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W 125 483.420 (a)(3) PROl'ECl'ION Of' CLIENl' RIGHTS 

No.!180 P. 3 
PRINTED: 00/27/2013 

FORM APPROVED 

Corrective Action: All knives have been removed from the locked cabinet and placed in locations 
where residents have access to use these items as needed. 

Identify Others at Risk: This affected all individuals at the Kyler house and the corrective actions 
above will address the issue for them. 

Changes Made: The CS Manager will review all interventions and evaluate for restrictive 
interventions/procedures. HRC approval will be obtained for all restrictive 
interventions/procedures. 

Monitoring: The CS Manager will review (when doing monthly progress reviews) all interventions 
utilized by the facility to ensure that client rights are protected and HRC approval has 
obtained for restrictive interventions. 

Completion Date: May 27, 2014 

W 129 483.420(a)(7) PROTECTION OF CLIENTS RIGHTS 

Corrective Action: All clients will be provided complete privacy while taking their medications. 

Identify Others at Risk: All Kyler clients taking medications are at risk for privacy violations during 
medication administration times without a clearly defined process for communication that a 
medication pass is in progress. 

· Changes made: The facility will ensure that all Medication Certified Staff are trained in providing 
privacy to all of our clients while taking medications. "Privacy" signs have been made and will be 
placed on the outside of each of the medication room doors to alert other individuals that a 
medication pass is in progress. Individuals will go around to the front door of the home to enter or 
exit while the "Privacy" sign is in place. 

Monitoring: The LPN/RN will review the practice of placing the "Privacy'' signs during quarterly 
and as needed medication observations to ensure privacy of all clients during medication pass 
times. Additional staff training will be provided as needed during actual medication 
pass/observations to ensure proper use of 'Privact signs, 

Completion Date: Privacy signs put into place immediately. Staff training on privacy and use of 
''Privacy signs" will be provided as needed for current and new Medication Certified Staff 
members. 

W 154 483.420 (d)(3) STAFF TREAIMENl' OF CLIENTS 

Corrective Action: The incident was investigated. All staff were re"trained on the Abuse Prevention 
policy at a staff meeting on 5/22/14. CS Manager will review all allegations to determine if they 
meet criteria for investigation per policy and conduct a thorough investigation following the 
investigation protocol. 
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FORM APPROVED 

Identify Others at Risk: This had the potential to affect all individuals at the Kyler house and the 
corrective actions above will address the issue for them. 

Changes Made: All staff were re-trained on the Kyler Abuse Prevention policy. 

Monitoring: The CS Manager will review all allegations per policy and conduct investigations if 
they meat the criteria for abuse or neglect. 

Completion Date: May 22, 2014 

W 227 483.440 (c)(4) INDIVIDUAL PROGRAM PLAN 

Corrective Action: The Comprehensive Functional Assessment, Person Centered Plan, and 
Behavior Reporting Forms will be updated and revised to ensure objectives are written and 
address maladaptive behaviors and meet the needs of the individual. 

Identify Others at Risk: All residents at the Kyler House had the potential to be affected by the 
deficient practice. CFA's, PCP's and BRF's for all individuals will be reviewed and updated to 
meet their needs. 

Changes Made: The DSS revised the CFA, PCP and BRF. Objectives were added to the 
individuals plan to address the maladaptive behaviors stated in the CFA, PCP, and BRF. 

Monitoring: The DSS will monitor each individual's files to ensure information is current and 
addressing the needs of the individual. 

Completion Date: May 21, 2014 

W 259 483.440 (f){2) PROGRAM MONITORING AND CHANGE 

Corrective Action: The Comprehensive Functional Assessment will be reviewed and revised to 
meet the current needs of the individual. The PCP and BRF will also be reviewed and revised to 
reflect the updated CF A. 

Identify Others at Risk: All residents at the Kyler House may be affected by the deficient practice. 

Changes Made: The DSS reviewed individual #1 's files and removed the PRN, food hoarding and 
fecal manipulation references. The CFA was updated. The PCP and BRF were revised to meet 
the current needs of the individual reported on the updated CFA. 

Monitoring: The DSS will monitor each individual's files and ensure documents are updated when 
client's needs change. 

Completion Date: May 21, 2014 
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W 264 483.440 (f)(3}(iif) PROGRAM MONITORING AND CHANGE 

No. 1180 P. 5 
PRINTED: 06/27/2013 

FORM APPROVED 

Corrective Action: All knrves have been removed from the locked cabinet and placed in locations 
where residents have access to use these items as needed. 

Identify Others at Risk: This affected all individuals at the Kyler house and the co1rective actions 
above will address the issue for them. 

Changes Made: The CS Manager will review all interventions and evaluate for restrictive 
interventionslprocedures. HRC approval will be obtained for all restrictive 
interventions/procedures_ 

Monitoring: The CS Manager will review (when doing monthly progress reviews) all interventions 
utilized by the facility to ensure that HRC approval has been obtained for restrictive interventions. 

Completion Date: May 27, 2014 

W290 483.450(b)(5} MGMT OF INAPPROPRIATE CLIENT BEHAVfOR 

Corrective Action: The Intervention Plan will be reviewed and updated to ensure the plan meets 
the current needs of the individual. 

Identify Others at Risk: All residents at the Kyler House may be affected by the deficient practice 
and their files will be reviewed to ensure information is current. · 

Changes Made: !he DSS reviewed the Intervention Plan and removed the physical restraint from 
the plan. Other documents were also reviewed to ensure they were current. 

Monitming: The DSS Will monitor documents and ensure they are updated and address the 
current needs of the individual. 

Completion Date: May 21, 2014 

W 312 483.450(e)(2) DRUG USAGE 

Corrective Action: The Medication Management Plan for individual #1 will be updated to ensure 
that criteria for medication increase and reductions are directly cmrelated to the behaviors for 
which the drugs were prescribed. 

The YMRS score tracking has been removed from the Medication Management Plan for individual 
#1. 

Identify Others at Risk: All clients' Medication Management Plans wlll be reviewed to ensure that 
all behavior modifying drugs are used only as a comprehensive part of the individuals' PCP that Is 
directed specifically towards the reduction or eventual elimination of the behaviors for which the 
drugs were prescribed. 

Changes Made: It will be the facility protocol for the Pharmacist to review the Medication 
Management Plan to ensure that information is accurate and that all behavior modifying drugs 
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are used only as a comprehensive part of the individuals' PCP that is directed specifically towards 

the reduction or eventual elimination of the behaviors for which the drugs were prescribed. 

Monitoring: Any time there is a change or addition in medication, the Medication Plan will be 

written and reviewed by the Pharmacist to ensure that all behavior modifying drugs are used only 
as a comprehensive part of the individuals' PCP that is directed specifically towards the reduction 
or eventual elimination of the behaviors for which the drugs were prescribed. 

Completion Dale: 6/6/14 

W 361 483.460(1) PHARMACY SERVICES 

Corrective Action: All medication orders have been started. 

Identify Others at Risk: This had the potential to affect all individuals allhe Kyler house and the 
corrective actions above will address the issue for them. 

Changes Made: All prescribed drugs and biologicals will be provided as prescribed. Orders will 
clearly define when the medication or treatment will start. If a medication or treatment is unable to 
be obtained liy pharmacy or implemented by the specified start date, the physician will be notified. 

Monitoring: The LPN will review all new orders and ensure that medications and treatments are 
received from pharmacy and implemented as prescribed. 

Completion Date: Immediately (May 13, 2014) 

MM 16716.03.11.075.07 EXERCISE OF RIGHTS 
Refer to W125 

MM 17016.03.11.075.07 (b)(H) METHOD FOR INVESTIGATING GRIEVANCES 
Refer to W154 

MM 19116.03.11.075.09 (c:) LAST RESORI 
Refer to W290 · 

MM 19416.03.11.075.10 (a) APPROVAL Or HUMAN RIGHTS COMMITTEE 
Refer to W264 

MM 19716.03.11.075.10 (d) WRITTEN PLANS 
Refer to W312 

MM 20316.03.11.075.12 (a) TREATED WITH CONSIDERATION 
Refer to W129 
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MM 380 16.03.11.120.03 (a) BUILDING AND EQUIPMENT 

No. 1180 P. 7 
PRINT~D; 06/27/2013 

FORM APPROVED 

Corrective Action: A flooring specialist assessed the state of the linoleum and tile at Kyler on May 

20th, 2014. The landlord will be replacing the flooring on both sides. All windows were checked 

and screens replaced. The couch will be fixed or replaced. 

Identify Others at Risk: This affected all individuals at the Kyler house and the corrective actions 

above will address the issue for them. 

Changes Made: A building checklist will be developed to ensure the building and equipment are 
kept in good repair. Kyler lead staff or night shift staff will complete this check weekly or as issues 
arise. 

Monitoring: lhe CS Manager will review the building checklist each week and work with the 

landlord to ensure items are replaced or repaired in a timely manner. 

Completion Date: June 28, 2014 

MM 72416.03.11.270.01 (a) ASSESSMENTS 

Refer to W259 

!\11M 729 16.03.11.270.01 (d) TREATMENT PLAN OBJECTIVES 

Refer to W227 
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PRERX 

TAG 

SUMMARY STATEMgNf OF Ol;ACII'NGIES 
(fAGH DEACII"NCY MUST BE PRECEDED BY FUll 

REGUlATORY OR LSC IDENTIFYING INFORMATION) 

W 000 INITIAL COMMENTS 

The following deficiencies were cited during the 
recertiftcalion suJVey conducted from 4/28/14 lo 
5/1/14. 

The survey was conducted by; 
Ashley Henscheid, QIDP, Team Leader 
Trish O'Hara, RN 

Common abbreviations used In this report are: 
BRF - Behavior Reporting Fom1 
CFA- Comprehensive Functional Assessment 
CS "Client Service 
PSS " Dlsab!liUas Specialist Senior 
ER - Extended Release 
HRC- Human Rights Committee 
LWOP " Leaving Without Permission 
PCP- Parson Centered Plan 
PRN -As needed 
RN " Regl~tered Nurse 
YMRS- Young Mani-'1 Rating Sc&le 

W 125 4B3.420{a)(3) PRO'fE'C'fiON OF CLIENTS 
RIGHTS 

The facility must ensure the rights of all oli~nts. 
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 thti right to fila complaints, and the right 
to due process. 

Thle STANDARD Is not met as evidenced by; 
Based on obseNation, record review and staff 

intmview, It was detenmlned the facilit)t failed to 
ensure indMduals' rights were promoted for 5 of 
6 Individuals (Individuals #1 - #5) residing in the 
facility. This resulted In implementation of blanket 

No. 'i 180 P. 8 

PRINTED: 05/12/2014 
FORM APPROVED 

OMB NO. 0938-0391 
(X2) MIJL1JPLc CONSTRUCTION (X3) DATE SURVEY 

COMPlETED A. BUJLOfNG _______ _ 

S. WING 

ID 
PREAX 

TAG 

STREET AOORtSS, ClTY, SlATE, ZIP COD!=: 

1182 WES'r KYL~RAVcNUE 

HAYDEN, ID 63635 

PROVIDER'S PlAN OF CORRECTION 
(EACH CORREOTIVEAGTION SHOUlD BE 

CROSS-REFERENCED TO THEAPPROPRIATE 
PS'IOIEN<;Y) 

wooo 

W125 

06/01/2014 

(Xo) 
COMPt.EflON 

DATE 

LABORATORY OIREGl'OR;ttOR f'ROWDER/SlfPPUER F<EPf{g$gNTIITIVE'S SI"NATURE TITLE (X') PAYfi 

:/;,J.rr:'>c'l.: :.·) AOillfl/isrxAriuE D/IU:ttcR- s/U!>}i<f 
Any deficiency stat en! ending wHh an asterisk{') danotsa a d~flcla-ncy which tha lns(l(uVon may ba excu~ed froro oorrocttng proV)dj.~ ll is determined lhat 
oth&r Mf(JgtJQTd$ J)r(lvlde $\Jfftcle.nt protection lo the patients. (See instructions.) Except for nursing home5, the findings $(Sled abova ar6 dlsc.loseble 90 days 
following the d3te of surveywhelher or not ~.plan (Jf cormL.-llM 19 provided. For numlng homes, lhe above findings and ptahS of correction ara <Hsclol;'labl~ 14 
da)'>l following !he date these documents are made ovaUabte to lho lllcllliy. If denclanclas ara cllad, M appmvad plan of o;orroctlon is requisite to continued 
program pMiclpation, 

-----------'--------------------···~·····~---~ .. -... ~. 
FORM CMS-2567(02-99) Provlous Versions Obwlele EveniiO:JFGY11 FacililyiD: 13Boal If contlnuaUon sheet Pape 1 of 17 
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SUMMARY STATEMENT OF DI:FICIEN.ClES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGUlATORY OR LSC IOENTIPrJNG INFORMATION) 

W 125 Continued From page 1 
restrictions to Individuals' knives, no! based on 
Individual need, and without assming due process 
protections. Tila findings includ<~: 

1. The facility was comprised of 1\vo sides: Side 
A, which housed Individual #1, Individual #4 and 
Individual #5 and Side B, w!)ich housed Individual 
#2 and Individual #3. An environmental review 
was conducted on Side A with the CS Manager 
and on Side B wllh the DSS on 4129/14 from 
1 0;40 , 11:45 a.m. At that lime, knives were 
observed to be inside of a closed plastic 
contalner on !he top shelf of a cabinet In each 
(Side A and Sid"' B) laundl)' room, The cabinets 
wlwre the knife containers were stored were both 
observed to be kept locked. 

When asked, during !he environmental review, 
the CS Manager s(Qtecl she was not sure why the 
knives were locked. 

Individual #1 · #3's records were reviewed on 
4/30/14. No documentation related to the knife 
restriction ~vuld be found. 

During an interview on 4/30/14 from 3:15- 3:42 
p.m., the CS Manager stated the facility resblcled 
access· to knives without determining indMdual 
nead for the restriction, without atlernpling 
training, without obtaining consent for the 
restriction and without review and approval from 
tha HRC. 

The facility failed to ensure individuals' rights to 
free acoBSs of knives was ensured. 

W 129 483.420(a)(7) PROTECTION OF CLIENTS 
RIGHTS 

fORM CMS-2587(02-99) Previo1.1$ Wrai.on!i Obllo!ela EvarY.ID;IFGY11 

B. WING 

lO 
PREFIX 

TAG 

STR~ AbPRfflS. CfrY, SIA'J'f:;., tlf' CODE 

·l'IBZ WEST KYLER AVENUE 

HAYDEN, IP B3B3o 

PROVIDER'S PlAN Of CORRECliON 
{EACH CORRECTIVEAGTrO'N SJ-IOlJlb BE 

CROSS-REFERENCED TO THEAPPROPRIATE 
DEFIGIENGY) 

W125 

W129 

06/01/i014 

!X'l 
C(lh'if'L£00N 

DATE 

FaciJlty ID: 1i'G0{.11 If coollnuellon sheet Page 2 of 17 
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W 129 Conlinued From page ;2 

The facility must ensure the rights of all clients. 
Therefore, the fuclllll' must provide each client 
with the opportunity for personal privacy. 

This STANDARD is not met as evidenced by: 
13asad on observation and staff interview, it was 
determined the facility failed to ensure privacy 
was provided for 2 of 3 individuals (Individuals #2 
and #3) who were observed receiving 
medicati(1ns. This resulted in individuals' right to 
privacy being violated. Findings Include: 

The facJiity was constrtlcted as a duplex with 3 
females residing on Side A and ;2 males residing 
on Side B. Food Items, utensils, and sensory 
items were shared by both sides of the building. 
Individuals and staff accessed both sides of the 
huiiding through the co"joined garages between 
the two sides. The ~1arages had doors, without 
locks, into the lauhdry areas of each side. These 
laundry are<>s were also used for medication 
administration. 

Medication administration was observed for 
Individual #2 on 4/28/14 at 3:00 p.m., and again 
on 4/2g/14 from 6:00 ·6:30a.m. for Individuals 
#2 and #3. During both observations, medication 
administration was lntenupted by staff or other 
individuals enlerlhg the medication administration 
area through the garage door. 

In an Interview on 4129/14 from 10:40-11:45 
a.m., the CS Manager salct medication 
administration staff were to verbally alert persons 
attempting to enter, that the medication 
administration area was in use. 

FORM CMS-.2587(02-flll) Ptevloua Val"6ions Obaolele EVa.nt ID:lFGY11 

No. 1180 P. 10 

PRINH'P: ON1212014 
FORM APPROVED 
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W 129 Continued From page 3 

However, observations showed this process to be 
Ineffective in maintaining privacy during 
medication administration. 

The facility failed to ensure privacy during 
medication administration for Individuals #2 and 
#3. 

W 154 483.420(d)(3) STAFF TREATMENT Of' CLIENTS 

The facility must have evidence that all alleged 
violations are thOroughly lnvesfigated. 

This STANDARD is not met as evidenced by: 
eased on policy review, record review and staff 

Interview, it was determined fhe facility failed to 
ensure a thorough lnvesUgation was conducted 
for all al/egfltions of abuse. This failure directly 
impacted 1 of 3 Individuals (Individual #1) for 
whom allegations had occurred, and had the 
potential to impact all of the individuals 
(lndividui!ls tl1 - #5) residing in the facility, This 
resulted in a lack of sufficient fnfonnatlon being 
available on which to base corrective aclion 
decisions. The findings Include: 

1. The facility'$ abu$e policy, liUed Abuse 
Prevention, dated 3/5/13, slated upon receiving 
an allegation meeting the crlt,rla for lnvesUgatlon, 
the Lead Investigator would "Conduct a thorough 
investigation following the investigation 
protocol ... " The policy defined general abuse as 
"ill-treatment, violation, revilement, malignmsnt, 
exploitation, and/or otherwise disregard of an 
individual, whether purposeful, or due to 
carelessness, in"'ttenUv"ness, or omission of the 
perpeb'alor. Abuse includes, but Is not lim/led to, 
physical abuse, sexual abuse, psychological 
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W 154 Continued From page 4 

(mental) abuse, and exploitation." Additionally, 
examples of p~yohologic>~l abuse included 
"Inappropriate 5creaming or yelling at a client." 

Individual #1's PCP, daled 12/11/13, documented 
a 16 year old female whose diagnoses included 
mild intellectu~l di$abilily and mood disorder. 

Individual #1's BRFs from 1212.013-4/29/14 were 
reviewed. Her data included a BRF, dated 
3/6/14. The "B: Sehavior" section documented 
Individual #1 "slated 'Please take me to school. I 
don't want to get yelled at by [bus aide name)'." 
Further, the form documented Individual #1 
stated "1 Mle [bus aide name] - I'm never riding 
lhe bus agaln ·she's abusive','' However, there 
was no evidence the allegation was investigated 
per policy, 

During the entrance conference on 4128114 at 
11:00 a.m., the Aotlng Administrator sta(ed the CS 
Manager conducted the investigations and he 
reviewed them. 

During an Interview on 4130114 at 4:55p.m., the 
Acting Administrator stated he hlld been notified 
of IndividUal #1's allegation related to the bus 
aide. When asked, tha CS Manager stated In an 
interview on 4130114 from 2:38-2:42 p.m., the 
allegation met the criteria for invesligation, 
however, a formal investigation Via> not 
oonductoo. 

The facility failed lo ensure that all allegations of 
abuse were thoroughly investigated. 

W 227 483.440(c)(4) INDIVIDUAl.. PROGRAM PLAN 

The individual program plan states the specific 
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W 227 continued From page 5 
objectives necessary to meet the client's needs, 
as Identified by the comprehensive assessment 
required by paragraph (o)(3) of this section, 

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

was determined the facility failed to ensure an 
individual's PCP Included objectives to mali>! !hair 
needs far 1 of 3 Individuals (Individual #1) whose 
PCPs were reviewed, This resulted in a lack of 
program plan• designed to address tl1e needs of 
an Individual. The findings lncluda: 

1. Individual #1's PCP, dated 12117113, 
clocumented a 15 year old female whose 
diagnoses Included mild Intellectual disability and 
mood disorder. 

Individual #1's CFA lor behavior, dated 12/2013, 
documented she engaged In maladaptive 
behaviors which Included throwing objects, verbal 
assault, and obscene language_ However, 
lndividu~l #1's PCP did not contain objectives 
related to the behaviors. 

Individual #1's BRF's related to the JdenHfled 
behaviors, from2/2014- 4/29/14, were reviewed. 
The "PCP specific or Olher" section of Individual 
#1's BRF Included space for tracking maladaptive 
behaviors, Including the following: throwing 
objects, verbal assault a~d obscene language. 
The dam documented Individual #1 engaged in 
tha maiactaplive behaviors, no less than, as 
follows: 

February; 
Throwing objects: 4 
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W 227 Conftnued From page 6 
Verbal assatlit 0 
Obst:ene language: ·1 0 

March: 
Throwing objects: 8 
Verb'll assault 10 
Obscene language: 30 

April: 
Throwing object~: 3 
Veil:>al assault: 2 
Obsoenelanguage:22 

When asked, the CS Manager stated during an 
Interview on 511/14 from8:10 -10:00 a.m., 
objectives related to the specified maladaptive 
behaviors had not been created. She stated the 
PCP needed revised to include objectives for 
throwing objaots, verbal assault and obscene 
language. 

The facility failed to ensure objectives were 
developed to mast individual #1's behavioral 
needs. 

W 259 483.440(f)(2) PROGRAM MONITORING & 
CHANGE 

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

This STANDARD is not mel as evidenced by: 
Basad on record review and staff Interview. it 

was determined the facility tailed to ensure 
behavior assessments contained updated 
information for 1 of 3 individuals (Individual #1) 
whose behavior assessments were reviewed. 
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W 259 Continued From page 7 
This resulted in a lack of information on which to 
base program intervention decisions. The 
findings include: 

1. Individual #1's PCP, dated 12/17/13, 
documented a 15 year old female whose 
diagnoses included mild intellectual disability and 
mood dl(<order. 

Individual #1's CFA for behavior, dnted 12/2013, 
documented she engaged in maladaptive 
behaviors which included assault, destruction of 
property, injury to self, LWOP, throwing objects, 
food hoarding, verbal assault, obscene language 
and fe(!(ti manipulation_ However, the 
assessment did not include updated information 
as follows: 

a. fndlvldut~l #1's assessment documented she 
utilized a PRN psychotropic medication 
"when she becoml'ls so t~nxinuS/t~giteted that she 
cannot be redirected With lass intrusive methods." 
However, lndividual#1's record contained a 
Physician's Order, signed 2/21/14, which 
documented the PRN medication had been 
discontinued_ 

During an interview on 5/1/14 from 8:10 -10:00 
a.m., tl1e CS Manager confinned the PRN 
medlcaUon was no longer In use as the behavior 
assessment Indicated. 

b. Individual #1's assessment documented 
maladaptive behaviors specific to Individual #1 
included food hoarding and fecal manipulation. 
However, Individual #1's BRFs, from 12/2013 • 
4/29/14, were reviewed and documented 
Individual #1 had zero instances of food hoarding 
or fecal manipulation. 
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When ~sked, duling ~n interview on 5/1/13 from 
8:10- 10:00 a.m., the CS Manager stated the 
behaviors were not being exhibited and the 
assessm!'lnt needecl updated_ 

The facility failed to ensure lndividu~l #1's CFA 
contained updated informatlon on which to base 
program decisions. 

W 264 483A40(t)(3)(iii) PROGRAM MONITORING & 
CHANGE' 

The committee should revlew, monitor and make 
suggestions to the facilily about its practices and 
programs as they relate to drug usage, physical 
restraints, tlma-ovt rooms, application of painful 
or noxious stimuli, control of inappropriate 
behavior, protection of client rights and funds, and 
any other areas that the committee believes need 
to be addressed. 

Tills STANDARD is not met as evidenced by: 
Based on observation, record review and staff 

Interview, It was determined the facility failed to 
ensure the HRC reviewed and approved facility 
practices that restricted individuals' free access to 
household items for 5 of 5 Individuals (Individuals 
#1 -#5) residing in tlJe facility. This resulted in 
<:1ccess to knives being restricted without an 
identified cause. The findings include: 

1. The facility was cotnplised of two sides: Side 
A, which housed Individual #1, Individual #4 and 
lndMdual #5 and Side B, which housed Individual 
#2 and Individual #3_ An environmental review 
was conducted on Skle A with the CS Manager 
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and on Side B with the DSS on4129114 from 
10:40- 11:45 a.m: At thrlllime, knives were 
observed to be inside of a closed plastic 
container on the top shelf of a cabinet in each 
(Side A and Side B) laundly room. The cabinets 
where the knife containers were stored were both 
observed to be kept locked. 

When asked, during the envlrontnantal review, 
the CS Manager stated she was not Sltre why the 
knives were locked. 

Individual #1 - #3's records were reviewed on 
4130/14. No evidence existed of the HRC's 
review of the f<~cllily practice to reslrict acc:ess to 
knives. 

During an interview on 4/30/14 from 3:15 - 3:42 
p.m., the CS M'lnager stated the facility restlicted 
all individuals' access to knives wllhout review 
and approval from the HRC. 

The facility failed to ensure ali pmotioes resu!Ung 
In potential rigllts violations were reviewed and 
approved by the HRC. 

W 290 483.450(b)(5) MGMT OF INAPPROPRIATE 
CLIENT BEHAVIOR 

Standing or as needed programs to control 
inappropriate behavior are not permitted. 

This STANDARD Is not met as evidenced by: 
Based on record review and staff Interview, It 

was determined the facility failed to ensure 
rsstrlctlve Interventions wero romoved as soon as 
they were determined to be unnecessary for 1 of 
3 individuals (Individual #1) whose restrictive 
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interventions were reviewed. This resulted in 
physical restraints being Incorporated Into an 
individual's behaVior plan and not being used 
since her admission to the facilily. The findings 
include: 

i. Individual #1's PCP, dated 12/17113, 
documented a 15 year old female whose 
diagnoses included mild intellectual disability and 
mood disorder. 

IJ1dividual #1's Intervention Plan, dated 12117/13, 
documont"d she engaged in assault (defined as 
an lntenUonal physical action to anolheJ' person 
which caused injury or would be perceived as 
painful), property destruction (defined as 
Intentionally breaking or da$lroying property), 
injury caused by self (defined as an Intentional 
self-inflicted injury or a hit to oneself which would 
be per~.elved as painful) and LWOP (defined as 
leaving an area without permission). 

The Intervention Plan documented If Individual #i 
was escalating (defined as yelnng, cursing, 
throwing ttems, slamming doors, posturing or 
reddening in the face) and "is in a group sttuation 
and her behaviors continue to escalate," staff 
were to engage Individual fi1 in a transport 
restraint to a safe area. The plan also 
documented if individual 1}1 engaged in assaull or 
injury to self, staff were authonzed to use a team 
control restraint In an email, dated 5/1114 and 
timed 7:14 p.m., the CS Manager slated the 
transpo11 and team control resn·aints were 
Incorporated into lndividual#1'$lntarventlon Plan 
on 2/28/13. 

On 4/30/14 at 12:30 p.m., Information related to 
past restraint use was requested from the CS 
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Manager. On 516114, the CS Manager produced 
a BRF, dated 2/13/13, which she stated was 
documentation of the last restraints used with 
Individual #i. The SRF documented Individual 
#1 was restrained five times, an on 2tl3/i3, wilh 
emergency team control restraints In response to 
Individual #i's assault and injury to self. 
Individual #1 had not been restrained since. 

In an smail dated 5/6/14 and timed 4;27 p.m., the 
CS Manager slated In general, restraints are 
removed from plan if they have not bt>en used in 
6 rnontl1s. She stated the restraints ware 
inadvartantfy IsH in Individual #1's Intervention 
Plan due to clerical error. 

The facility failed to ensure physical restraints 
were removed from Individual #1's lntervenUon 
Plan as soon as they were determined to be 
unnecessary. 

W 312 483.450(e)(2) DRUG USAGE 

Drugs used for control of inappropriate behavior 
must be used only as an integral part of tile 
oflenrs Individual program plan that is directed 
specifically towards ttm reduction of and eventual 
elimination of the behaviors for which the drugs 
are employed. 

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

was determined the facility failed to ensure 
behavior modifying drugs were used only as a 
comprehensive part of the tndiv!duals' PCPs that 
were directed specifically towards the reduction of 
and eventJ.JaJ eflminatlon of the ba!Javiors for 
which the. drugs were employed for 1 of 3 
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individuals (Individual #1) whose medication 
reduction plans were reviewed. This resulted in 
an Individual receiving ~Jehavior modifying drugs 
without plans that lifantified drug usage and how 
they may change in relation to progress or 
regression, The findings include: 

1, Individual #1's POP, dated 12/17/13, 
documented a 15 year old female whose 
dl$gnoses included mlid intellectual disability and 
mood disorder. 

Individual #i's Medication Management Plan, 
undated, documented she received 400 mg of 
Seroquel (an antipsychotic drug), 400 mg of 
Lamictal (an anticonvulsant drug) and 0.2 mg of 
Clonkline (t:m anUhypertenslve drug) daily for 
mood disorder as exhibited by maladaptive 
behaviors including injwy .to self. 

However, Individual #1's plan for Seroquel, 
lamiotal and Clonidine did not include Increase or 
reduction criteria for the drugs as they related to 
their effects on lnjwy to sell behavior. 

When asked, the Pharmacist stated during an 
interview on 4/30114 from 6:10- 9:30a.m., the 
drugs were not prese1ibed for injury to self 
behavior and the Medication Management Plan 
would be updated. 

Additionally, Individual #1 's plan for Seroquel 
documented the drug would be considered for an 
increase 'If physical assaults greater than 
twenty-five (25) per month .. ,and YMRS score 
greater than thirty (30) per month' and the 
Medication Management Plan for Lam ictal 
documented it would be considered for an 
increase "If physical assaults greater than thirty 
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(30) per month ... or YMRS score greater than 
thirty-five (35) per monfil." The plan for Lam ictal 
also documented the drug would be considered 
for a reduction when Individual #1 received a 
"YMRS score less Ulan eight (B) per month for 
ten (10) consecutive months or evidence of 
adverse drug reaction." 

However, Individual #1's record did not contain 
any YMRS scales. 

When asked, the Pharmacist stated during an 
interview on 4/30114 from 8;10- 9;30 a.m., the 
YMRS scak>s were not being completed and as 
written, Individual #1 would not be able to meal 
her drug change criteria for Lamiclal or SeroqueL 

The facility failed to ensure comprehensive, 
accurale madlcatlon reduction plans were In 
place for each of IndiVidual #1's behavior 
modifying drugs. 

W 361 483.460(1) PHARMACY SERVICES 

The facility muot provide or make arrangements 
for the provision of routine and em~rgency drugs 
and biologicals to Its clients. Drugs and 
biologicals may be obtained from community or 
contract pharmacists or the facility may maintain 
a licensed pharmacy. 

This STANDARD is not met as evidenced by: 
Bas6d on record review and staff interview, ~ 

was determined the facility fulled to ensure the 
provision of routine drugs and biologicals was 
maintained for 3 of 31ndlvlduals (Individuals #1 -
#3) wllose medical records were reviewed. This 
resulted in indiViduals not consistently receiving 
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scheduled drugs ahd biologicflls due to 
unavailability. The flndlhgs ihclude: 

1. The facility utilized the back of the medication 
admln~trallon record to document medic'ltions 
not received and the reason they were not 
received. This was done by holing the date, lime, 
medication, comment, and staff initials. 

Additionally, the front of the rnlildicalion 
administration record was also used to document 
whethar or not medications were received. 
Medication received was noted by staff initialing 
in the appropriate time slot for a medication. If 
the medication was not given, staff lniUaled the 
time slot and circled their initials. 

a. Individual #1 - #3's records documented 
medication changes which were not implel1l<:lhled 
as follows: 

-Individual #1's record Included a Physician's 
Order, dated 4/25/14, which documanted 
lndiviclu~l1)1 's Trazodone (an ahtldepressant 
drug) was to be increased from 25 mg each . 
evening to 50 mg each evening for fourteen days, 
when available. The order documented after the 
fourteen day period Individual #1's Trazodone 
was to increase to 100 mg daily. 

However, Individual #1's medication 
administratloh record, dated 412014, was 
reviewed and documented as of 4130/14, 
IndiVidual #1 continued to receive Trazoctone 25 
mg dally . 

• lndiviclual #2's record included a Physician's 
Order, dated 4/25/14, ordering Rlsperdal (an 
ahtl-psychotic drug) to be decreased from 3 mg 
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W 361 Continued From page 15 
twice a day to 2 mg In the morning and 3 mg In 
the evening, when available. As of 4/30/14, 
Individual #3's medication administration record 
documented he continued to receive Risperc:f:,J 3 
mg twice a day. 

- Individual #3's record included Physician's 
Orders, dated 4/25/14, ordering Oepakole El'\ (an 
anti-epileptic drug) !o b" dacraased ftom 1500 
mg dally to 750 mg dally, when available. As of 
4/30/14, Individual #3's medication administration 
record documented he continued to receive 
Dep~kote ER 1500 mg daily. 

During an inteiView from 8:10- 9:30 a.m. on 
5/1/14, the RN stated while there was no written 
protoc.-ol rel,..ted to filling prescriptions, tha 
changes In orders should have been Initiated In a 
more timely manner_ 

b. lndlvldltal #3's record do.::umented topical 
medicaUon which was not administered doe to a 
lack of availability as follows: 

• Individual #3's record Included Physician's 
Orders, dalod 315/14, for 13em:oyl Peroxide 5% 
face wash (an acne drug)_ The face wash was to 
be used on affected areas twlce a day. 

Individual tl3's medication administraUon record, 
dated 3/5-3/31/14, was reviewed. The record 
for the face wash Jnoluded circled Initials from 
3/5114, night shift, through 3/11/14, morning shifl 
Tile back of the medication adminislralion record 
documented the circled Jnmals Indicated that the 
face wash was ·not administered because the 
medloa!lon was "not available." 
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Orders, dated 3/4/14, for Benzoyl Peroxide 5% 
gel (an aone drug) laoe wash. The gel was to be 

. applied to affected areas at bedtim& after 
washing and patllng dry. 

Individual #3's medication administration record, 
dated 3/5- 3/31114, was reviewed. The record 
fur the gel included circled initials on 3/5/14, as 
well as from 3/7/14 through 3/10/14. The back of 
the medicauon administration record documented 
the circled Initials Indicated that the gel was not 
administered because the medication was "not 
available." 

The medication administration record for 3/6/14 
was blank, however, !he reverse side of !he 
record documented "Benzoyl peroxide gel not 
available." 

During an lnteJView from 8:10-9:30 a.m. on 
5/1/14, the RN stated while there was no written 
protocol related to filfing prescriptions, the 
changes in orders shOuld have been initiated in a 
more tlmely manner. 

The facility fuiled to ensure all drugs and 
biologicals were provided as prescribed. 
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Moo 16.03.111nifial Comments 

The following deficiencies were cited during the 
annual licensure survey conducted from 4/28/14 
to 5/1/14. 

The survey was conducted by: 
Ashley Henscneid, Qlbl-', Team Leader 
Trlsh O'Hara, RN 

MMi6 16.03.11.075.07 Exercise of Rights 

Exercise of Rights. t:ach resident admitted to the 
facility must be encourage<l and assisted, 
throughout his period of stay, to exercise his 
rights as a resident and as a citlzem, and to this 
end can voice grievances and recommend 
changes in policies and setvices to facility staff 
and/or to outside mpresentatlves of his choice, 
free from restraint, interference, coercion, 
discrimination, or reprisal. 

This Rule Is not mel :'Is widenced by: 
Refer to W125. 

MM170 16.03.1i.075.07(b)(ii) Method for lnvesligatir1g 
Grievances 

The facility must have a written procedure for 
registering and resolving grievances and 
reoommendaHons by residents or :omy individual 
or group designated by the resident as his 
representative. The procedure must ensure 
protection of the resident from any form of 
reprisal or intimidation. The written procedure 
must inciud11>: 
A method for invesUgating and assessing the 
validily of a grievance or recommendation; and 

This Rule Is not met as evidenced by: 
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MM170 Continued From page 1 MM170 

Refer to W154. 

MM191 16.03.11.075.09(0) Last Resort MM191 

Physical restraints must not be used lo limit 
resident mobility for the convenience of staff, and 
must comply wilh life safety requirements. If a 
residant's bot1avior is such that il will l'esult in 
Injury to himself or others and any form of 
physical restraint is utilized, it must be in 
C'.onjunction with a treatm"'nt procedure designed 
to modify the behavioral problems for which the 
patient Is restrained and, as a last resort, after 
failure of attempted therapy. 

This Rule Is not met as evidenced by: 
Refer to W290. 

Ml\1119< 16.03.11.075. iO(a) Approval of Human Rights MM194 
Committee 

Has been reviewed and approved by the facllily's 
human rtghts committee; and 
This Rule ia not met a$ .;.vidl'!nc.-ad by: 
Refer to W264. 

MM19 16.03.11.075.10(d) Written Plans MM197 

Is described In written plalls that are kept on file 
in the facility; and 

This Rule Is not mel as evidenced by: 
Refer to W312. 

MMzo: 16.03.11.075.12(a) Treated with Consideration MM203 

Treated with consideration, respect, and full .. 
Bureau of Facihly Standards 
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recognition of his dignity and indivldu!lllty, 
including privacy in tre2tment and in car" for his 
personal needs; and 
TI1Is Rule Is not mel as evidenced by: 
Refer to W129. 

MM380 16.o3.11.120.03(a) Building and Equipment 

The building and all equipment must be in good 
repair. The walls and ftoors must be of such 
character as to permit frequent cleaning. Walls 
and ceilings in kitchens, bathrooms, and utility 
rooms must have smooth enameled or equalty 
washable su11aces. The building must be lcept 
clean ancl sanitary, and every reasonable 
precaulion musl be taken to prevent the entrance 
of Insects and rodents. 
This Rule is riot met as evidenced by: 
!lased on obse~vatlon, It was determined !he . 
facility failed to ensure the facility was k<;>pt in 
good repair for 5 of 5 individuals (Individuals #1 -
#5) residing in !he facility. This resulted in the 
environment being kept In Ill-repair. The flndlngs 
include: 

1. The facility was desifjned as a duplex, with 3 
females residing on Side A and 2 males residing 
on Side B. 

During an environmental review, conclucte<l with 
tl1e CS Manager on 4/30/14 from 10:40-11:45 
a.m., lha following was noted; 

on Side A: 

-The linoleum in the dining area was bubbled up 
In numerous places. 

On Side B: 
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-The linoleum in the dining are<l was bubbled up 
in numerous areas. 
-The linoleum In front of lhe refrigerator was torn 
In two places. 
- '!he tile was broken in the doorway to Individual 
#2's bedroom. 
-There was no screen on Individual #2's 
bedroom window. 
- TI1ere was no ~creen on the window in the 
bathroom on the west side of the f~cllity. 
·The top rail of the frame of the cot,ch in the 
living area was broken. 

Tt1e facility failed to ensure enVironmental repairs 
were maintained. 

MM72< 16.03. 11.270.01(a) Assesments 

As a basis for individual program planning and 
program Implementation, assessments must be 
provided at en by and at least annually thereafter 
by an interdisciplinaJY team composed of 
membero drown from or representing such 
professions, disciplines or se1vlces areas as are 
relevant to each particular casa. 
This Rule Is no! met as evidenced by: 
Refer to W259. 

MM72( 16.03.11.270.01(d) Treatment Plan Objsctivss 

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. 
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