IDAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L."BUTCH" OTTER - Governor DEBRA RANSOM, RN.,RH.LT,, Chief
RICHARD M. ARMSTRONG - Director BUREAU OF FACILITY STANDARDS
3232 Elder Street

P.0. Box 83720

Bolse, ID 83720-000%
PHONE 208-334-6626
FAX 208-364-1888

May 13, 2014

Susan Broetje, Administrator

Southwest Idaho Treatment Center - Kyler
1660 11th Avenue North

Nampa, ID 83687-5000

RE: Southwest Idaho Treatment Center - Kyler, Provider #13G081
Dear Ms. Broetje:

This is to advise you of the findings of the Medicaid/Licensure survey of Southwest Idaho
Treatment Center - Kyler, 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 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, 1.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 (IDR) Process which
can be found on the Internet at:

www.icimr.dhw.idaho.gov

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

This request must be received by 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.,

ASHLEY HENSCH NICOLE WISENOR
Health Facility Surveyof Co-Supervisor
Non-Long Term Care Non-Long Term Care

Sincerely,

AH/pmt
Enclosures
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CHAD CARDWELL, Proeoa Manager

CL. "BUTCH" OTTTER ~ Governot DIVIS{ON OF FAMILY AND COMMUNITY SERVICES
Richard M. Armztrang - Direator DEVELOPMEMTAL DISABILITIES — HORTH HUB
Timedhy F. Voz — Clinical Supenveor

1420 Ironvrod Drive

Coer FAeng, Maho B33 14

PHONE: 208-865-0013 CELL: 2068-247-1543
FAX: 208.764-1473

May 28, 2014

Nicole Wisenor

Program Supervisor
Licensing and Certification
P. 0. Box 83720

Boise, ID 83720-0036

RE: Southwest Idaho Treatment Center- Kyler, Provider 13G081

Dear Ms. Wisenor:

~ Bnclosed is the Plan of Comection for the annual Southwest Idaho Treatment Center — Kyler licensure
survey conducted on May 1, 2014,

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

THA

Timothy F. V::z?
Clinical Supervisor
Developmental Disabilities Crisis Preveution Team

Acting Administrator
SWITC/Kyler Residential Program
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W 125 483.420 (a)(3) PROTECTION OF CLIENT RIGHTS

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

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 CS8 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 beg; :

obtained for restrictive interventions.

Completion Date: May 27, 2014 MAY 78 92tk

DARDS

W 129 433.4é0(a)(7) PROTECTION OF CLIENTS RIGHTS g‘:g}%@%m’ﬁ STAN

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 cleaily defined process for communication that a

medication pass s in progress.

"Changes made: The facillty 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 ¢lients during medication pass
times. Additional staff training will be provided as needed during actual medication
passfobservations to ensure proper use of “Privacy” 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) STAFE TREATMENT OF CLIENTS

Corrective Action: The incident was investigated. All staff were re-frained 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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identify Others at Risk; This had the poiential to affect all individuals at the Kyler house and the
corrective actions above will address the issue for them.

Changes Made: Al staff were re-trained on the Kyler Abuse Prevention palicy.

Moniteting: The CS Manager will review alt allegations per policy and conduct investigations if
they meet the criteria for abuse or neglect.

Completion Date; May 22, 2014

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

Correctivs Action: The Comprehensive Functional Assessment, Person Centered Plan, and
Behavior Reparting 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 he 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 D35 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
meef the current needs of the individual. The PGP and BRF will also be reviewed and revised to

reflect the updated CFA.

Jdentify Others at Risk: All residents at the Kyler House may he 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 D3S will monitor each individual’s files and ensura documents are updated when
client's needs change.

Completion Date: May 21, 2014
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W 264 483.440 (P(3)(iil) PROGRAM MONITORING AND CHANGE

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

Identify Others at Risk: This affected all individuals at the Kyler house and the coirective 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 ali restrictive
interventions/procedures.

Monitoring: The CS Manager will review {when doing monthly progress reviews) all interventions
utiized 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 GLIENT BEHAVIOR

Corrective Action: The intervention Plan will be reviewed and updated o 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; The DSS reviewed the Intervention Plan and removed the physical restraint from
the plan. Other documents were also reviewed o ensure they were current,

Monitoring: 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 correlated to the behaviors for

which the drugs were prescribed.

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

Identify Others at Risk: All cients’ Medication Management Plans will 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 ail 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 evantual elimination of the behaviors for which the drugs wers prescribed.

Complotion Date; 6/6/14

W 361 483.460() PHARMACY SERVICES

Cotrective Action: All medication orders have been started.

identify Others at Risk: This had the potentfial to affect all individuals at the Kyler house and the
corrective actions ahove 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 by pharmacy or implemented by the specified start date, the physician will be notified.

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

Completion Date: Immediately (May 13, 2014)

MM 167 16.03.11.075.07 EXERCISE OF RIGHTS
Refer to W125

MM 170 16.,03.11.075.07 (b){ii) METHOD FOR INVESTIGATING GRIEVANCES
Refer to W154

MM 191 16.03.11.075.09 (c) LAST RESORT
Refer to W290

MM 194 16.03.11.075.10 (a) APPROVAL OF HUMAN RIGHTS GOMMITTEE
Refer to W264 :

MM 197 16.03,11,075.10 (d) WRITTEN PLANS
Refer to W312

MM 203 16.03.11.075.12 (a) TREATED WITH CONSIDERATION
Refer to W128
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MM 380 16.03.11.120.03 (a) BUILDING AND EQUIPMENT
Corrective Action: A flooring specialist assessed the state of the linoleun and tile at Kyler on May

20" 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: The CS Manager will review the building checklist each week and work with the
landiord to ensure items are replaced or repaired in a timely manner.

Completion Date: June 28, 2014

MM 724 16.03.44.270.01 (a) ASSESSMENTS
Refer to W250

MM 729 16.03.11.270.01 (d) TREATMENT PLAN OBJECTIVES
Refer to W227
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W 000 | INITIAL COMMENTS ' W 000

The following deficiencies werea died during the
recertifieafion survey conducted from 4/28/14 lo
5/1114.

The stirvey was conducted by:
Ashley Henscheld, QIDP, Team Leader
Trish O'Hara, RN

Common abbrevlations used In this report ave:
BRF - Behavior Reporiing Farm

GFA - Comprehensive Functional Assessment
GS - Cllent Service

DSS - Disabilittes Specilallst Senior

ER - Extended Release

HRC - Human Rights Committee

LEWOP - Leaving Without Permission

PCP - Person Centered Plan

FRN - As needed

RN - Registered Nurse '

YMRS - Younyg Mania Rafing Scale

W 125 | 483.420(a)(3) PROTEGTION OF GLIENTS W 125
RIGHTS

The facillty must enstire the rights of all ciients.
Therefore, the facillty must allow and encourage
individual clients to exercise thair rights as clients
of the facility, and as citizens of the United Stafes,
Inciuding the Hyht to file complainte, and the right
to due process.

This STANDARD s nat met as evidenced by;
Based on observalion, record review and staff
interview, it was defermined tha facility failed to
ensure individuals' rights were promoted for 5 of
B individuals (Individuals #1 - #5) residing in the
faciiity. This resulted In implementation of banket

LABORATORY DIREGTOR'S OR PRGVIDER/SUPPEIER REPRESENTATIVES SIGNATURE THLE (V) PATE
AALS et ) AOIunIsteArIVE DifécT o s/26 iy

Any deficency stafément ending with an asterisk (*) denotea a deficlancy which the inaiutlon may ba excused from consctlng providing It ie determined Ihat
other safeguards provide sufficlent proteciton lo the patients. {See instructions.) Excapl for numsing homes, the findings sialed abova ard disclosable 90 days
following the date of survey whelher ar pef 5 plan of corraetlon fs provided. For aursing homes, the above findings and plabs of correction &re disclodsble 14
days following the date these documnants are made avalisblke Lo the facllily. I deficlencles are cited, an approved plan of corractipn is requisila to conlinued

program particlpation,

AR £ A S A 7,

if continuation sheet Page 4 of 17

FORM CMWE-2567{02-08) Previous Verslons Obsolele Event ID;IFGYH Facifity ID; 1306061
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DEFIGIENGY) '
W 126 | Continvad From page 1 W 125

reslrictions fo individuals' knives, nof based onh
individual need, and without asswing due process
protections. The findings include:

1. The facility was comprised of two sides; Side
A, which housed indjviduat #1, Individual #4 and
Individual #5 and Side B, which housed Individual
#2 and individual #3. An environimental review
was conducted on Side A with the GS Managar
and on Side B with the DSS aon 4/29/44 from
10:40 ~ 11:46 a.m. At thaf fiime, knives were
observed to be inside of a closed plastic
contalner on the top shelf of a ¢ablnet In each
(Sida A and Side B) laundry room, The cabinets
where the knife conlainers were stored were hoth
obsarved fo be kept locked.

When asked, during the environmenial review,
the CS Manager stated she was not sure why the
knives wera locked.

Individual #1 - #3's records were reviewed on
4730114, No documentation refated to the knife
restriction could be found. '

During an interview on 4/30/14 from 316 - 3:42
p.m., the CS Manager stated the fadllity restticted
access fo knives without determining individual
nead for the restiction, withou atternpling
trainlng, without abtaining consent for the
restriction and without review and approval from

the HRC.,

The facilily falled to ensure individuals® rights to
free access of knives was ensuwred.

W 129 | 463.420(a)(7) PROTECTION OF CLIENTS W 129
RIGHTS

-

if conlinuatlon sheet Paye 2 of 17

FORM CIE-£5E7(02-90) Previnus Versiane Obsokle Eyapt ID;IFGY 11 Facilly 1D: 120069
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OMB NO. 0835-0391

STATEMENT OF DEFIGIENGIES X1 PROVIDER/SUPPLIERICLIA {%2) MULTIPLE CONSTRUCTION (X&) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFIGATION NUMBER: A BUILDING GOMFLETED
136081 B. WING 05/01/2014

NAME OF PROVIDER QR SUPPLIER

SOUTHWEST IDAHO TREATMENT GENTER - KYLER

STREET ADDRESS, CITY, STATE, ZIP GODE
1182 WEST KYLER AVENUE
HAYDEN, II} 93035

The facility must ensure the rights of all clients,
Therafore, the facllity must provide each cllent

with the opportunity for personat privacy,

This STANDARD is not met as evidenced by:
Basad on ubservation and staff inferview, it was
detertnined the faclity falled to ensure privacy
was provided for 2 of 3 individuals (Individuals #2
and #3) who were observed receiving
madications. Thig resuiled in individuala® right to
ptivacy belng violated. Findings Include:

The facifity was construcied as a duplex with 3
fernales residing on Side A and 2 males residing
ol Side B. Food ltets, utensils, and sensory
items ware shared by both sides of the bullding,
Individuals and staff accessed hoth sides of the
building through the co-joined garages between
the two sldes. The garages had doors, withoul
locks, into the laundry areas of each sids. These
Jaundry areas were also used for medication
administration.

Medicallon adminlstration was observed for
Individual #2 on 4/28/14 at 3:00 p.m., and again
on 4{29/14 from 6:00 - 6:30 a.m. for Indiduals
#2 and #3, During both observations, medicalion
administration was Interrupted by stalf or other
individuals entering the medicatlon administration
area through the garage door.

In an Interview on 4/29/14 frorn 10:40 - 11:46
a.nt., the C5 Manager sald medication
administration staff wete to verbally alert parsons
attempfing o enter, that the medication
administration area was in use.

F4iD . SUMMARY STATEMENT OF DEFICIENCIES D PROVIOER'S RLAN OF CORRECTION {ME)
PREFIX (EAGH DEFIGIENCY MUST BE PREGEDED BY FULL PREFFX (EACH CORRECTIVEACTION SHOULD BE COMPLETION
TAG REGULATORY OR L3C [DENTIFYING INFQRMATION) TAG CROSS5-REFERENCED T¢ THE APPROPRIATE DATE
. DEFCIENGY)
W 129 Gonfinued From page 2 W 129

FORE ONWS-2887(02-00} Previpra Vahsions Ohbaolete

Event ID:IFGY 11

Faciftly ID; 48G081 If conbneiat

lan sheat Page 3 of 17




tay, 28. 2014 10:51AN Ne. 1180 P 11

PRINTED; 056/12/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
SYATEMENT OF DEFICIENCIES ®1) PROVIDERISUPPLIERICLIA, £22) MULTIPLE CONSTRUCTION (%5} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMAER: A BUILDING COMPLETED
136089 8. WING 65/0172014
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W 128 { Gontinued From page 3 W 129

However, ohsarvalions showed this process fo be
Ineffective in maintaining privacy during
medication adminisiration.

The facility failled to snsure privacy durlng
medication administration for Individuals #2 and
#3.

W 154 | 483.420(d)(3) STAFF TREATMENT OF CLIENTS W 1564

The facility must have evidence that all alleged
violations are thoroughly Invesligated,

This STANDARD iz not mef as evidenced by
Rased on pollcy revisw, record raview and staff
Interview, It was deterimined the facility fajled fo
ensure a thorotigh Investigation was conducted
for alt allegations of abuse. Thia failure directly
impacted 1 of 3 Individuals (Individual #1) for
whant allegalions had occurred, and had the
poiential to impact alf of the individuals
(Individuals #1 - #5) residing in the facility. This
resulted in a lack of sufficlent information helng
avalfable on which fo hase corrective action
dacisions. The findings nclude:

1. The facility's abuse policy, titled Abuse
Prevention, dated 37/5/13, stated upon receiving
an allegalion mesling the criterfa for Investlgation,
the Lead Investigator woild "Conduct a thorough
investigation foliowing the investigation
protocol...” The policy defined general abuse as
"li-treatrient, violation, revilerment, malignment,
exploitation, and/or otherwise disregard of an
indivictual, whether purposeful, or due to
carelassness, inattentivenass, or amiasion of the
perpetrator, Abuse ihcludes, but Is not limited to,
physical ablse, sexual abuse, psychological

FORM CMS-2567(02-89) Previods Vergins Obsolals Event 10; IFGY{1 Fachity 1D; 166061 it contlnuafion rhaef Page 4 of 17
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DEFICIENCY)
W 154 | Continued From page 4 W 154

(mental) abuse, and exploitation.” Additionalty,
examples of psycholagical abusa inciuded
“lnapprapriate screaming or yelling at a client.”

fndividoal #1's PGP, daled 12/17/13, documented
a 18 yoar old female whose diagnases inciuded
mild intellectual disabilily and mood disorder,

Individual #1's BRFs from 12/2013 - 4/28/14 were
reviewed. Her dafa included a BRF, dated
614, The "B: Behaviaor” ssction documented
Individual #1 "stated 'Please take me to school, |
don't want to get yelled at by [bus aide name]'."
Further, the form documented individual #1
stated “1 hate [bus aide hatne)] - I'm never tlding
the bus agaln - she's abusive’" However, thera
was ho evidence the allegation was investigated

per policy,

Puring the entrance conferance on 4/28/14 at
11:00 a.m., the Acting Adminisfrator stafed the CS
Manager conducted the investigations and he
reviewed tham.

During an Interview oh 4/30/14 at 4:56 p.m., the
Acting Administrator stated he had been notifled
of Individual #1's allegation related fo the bus
aide. When asked, the CS Manager stated h an
interview on 4/30114 fram 2:38 - 242 p.m., the
allegation tef the critetia for investigation,
however, a formal investigation was not
conducted.

The facility failed to ensures that all allegations of
abuse were (horoughly investigated.
W 227 | 483.440(c)(4) INDIVIDUAL PROGRAM PLAN W 227

The individual program plan states the specific

FORM CrAS-2587(D2-88) Previnus Verslone Qhzofeta Event i0;IPGYH Facltily IP: 13G081 if continuation shest Paae 5af 17
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objectives necessary to meet the client's neads,
as idantified by tha comprehensive assessment
required by paragraph (¢)(3) of this secfion.

This STANDARD is pot met as evidehced by:
Based on record review and siaff interview, it
was detormined the facility failed to ensure an
indlividual's PCP Includet objectivas fo meet their
needs far 1 of 3 individuals (Individual #1) whose
PCPs were reviewed, This resulted in a lack of
program plans designed fo address the needs of
an ndividual. The findings Include:

1, individual #1's PCP, dated 12/1713,
documented a 15 year old female whose
dlagnoses inciuded mild intellectual disability and
mood discirder,

Individual #1's GFA for behavior, dated 12/2013,
documented she engaged in maladaptive
behaviors which Included throwing objects, verhal
assault, and obscens lahguage. However,
Individual #1's PCP did nol contsin objectives
related fo the behaviors.

Individual #1's BRF's related o the ldenfifled
behaviors, from 2/2014 - 4f29/14, were reviewed.
The PGP spacific or Qther" gection of Individual
#1's BRF included space for fracking maiadaptive
hehaviors, including the foflowing: throwing

objects, verhal assault and obscene [ahguagde.
The data documented Individual #1 engaged In
the matadaptive behaviors, no lass than, as
follows:

February;
Throwiny objects; 4
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Verbaf agsault 0
Obseens languags: 10

March:

Throwing abjecis: 8
Verbal assault 10
Obscene language: 30

Aprik.

Throwing abjacts; 3
Verbal assault 2
Obscene language: 22

When askad, the CS Manager stated during an
interview on 5/1/14 from 8:10 - 10:00 a.m,,
objecfives related to the specifled maiadaptive
hehaviors had not been creafed, She slafed the
PCP needed revised to fnclude objectivas for
throwing ohjects, verhal assault and obacens
language.

The facliity falled to ensure objectives were
developed o meet Individual #1's behavioral
needs. :

483.440{(f)(2) PROGRAM MONITORING &
CHANGE

At least annually, the cormprehensive funclional
agssessment of each client must be reviewed by
the Interdisoiplinary team for relevancy and
updated as needed.

This STANDARD is not met as evidenced by:
Basad on record review and staff interview, it
was determlned the facility falled to ensure
hehavior assessments contalned updated
information for 1 of 3 indviduals (Individual #1)
whose behavior assassments were reviewed,

W 227

W 259
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Thiz resulted In a lack of information oh which fo
base program intervention decisions. The
findings inciude:

1. Individual #1's PCP, dated 12M7/13,
documented a 15 year old famale whose
diaghoses included mild inteliectua! disabllity and

mood disordetr.

Individual #1's GFA for behavior, dated 12/2013,
documeanted she engaged in maladaptive
bshaviors which included assault, destryetion of
property, injury to self, LWOP, throwing abjects,
food hearding, verbal assault, obscenie language
and fecal manipulation. Howaever, the
assessment did not include updated information
as follows:

a. ndividual #1's assessment documnented she
utitized a PRN psychotrapic medication

"when she becomas o anxious/agitated that she
cannot be redirected with less Intrusive methods,”
However, Individual #1°s record contalned a
Physician's Order, signed 2/21/14, which
documented the PRN medication had been
discontinued.

Dunng an interview on 5/1/14 from 8:10 - 10:00
a.m., the GS Manager confirned the PRN
miedication was no longer in use as the behavior
asseasment indicated. ‘

b, tndividual #1% assesasment documented
maladaptive behaviors specific to Individual #1
included food hoarding and fecal manipulation.
Howevar, individual #1's BRFs, from 12/2013 -
4129114, were reviewed and docurnented
Individual ##1 had zero instances of food hoarding
or fecal manipulation,
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When asked, during an inferview on 5/1/43 from
8:10 - 10:00 a.m., the GS Manager stated the
behaviors were not being exhibited and the
assessment needed updated.

Tha facility failed fo enstire individuat #1's CFA

contained updated information on which to base

pragram decisions,

W 264 | 483.440()(3)(iily PROGRAM MONITORING & W 264
ANGE

The commilttee should review, manitor and make
suggestions to the facility about its praciices and
programs as they relate fo drug usage, physical
restraints, fmes-out rooms, application of painful
or noxlous sitmuli, control of inappropriate
behavior, protection of client rights and funds, and
any other areas that the committee belleves need
to be addreased,

This STANDARD s not met as evidenced by
Based an obsarvalion, racord review and staff
Interview, It was daetermined the facility failed ta
ensura the HRG reviewed and approved facility
practices that resiricted individuals' free access to
household jters for § of & individuals (Individuals
#1 - #5) residing in the facility. This resulted in
access to knives belng restricted without an
identified cause. The findings include;

1. The facility was comptised of iwo sides: Side
A, which boused Individual #1, Individual #4 and
Individual #5 and Slde B, whlch housed Individual
#2 and individual #3. An environmental review
was conducted on Side Awith the CS Manager
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and on Side B with fhe DSS on 4/29/14 from
10:40 « 11:45 a,m.” Al that fime, knives were
observad fo be ineide of a ciosed plaslic
contaiher on the top shelf of 2 cabinst in each
{Side A and Side B8} laundry room. The cablhets
where the knife ¢containers were stored were both
absarvad to be kept locked,

When askad, duting the environmaental raview,
{he CS Manager stated she was not sure why the
knivas ware {ncked,

Individual #1 - #3's records wera reviewed on
4/30/14, No evidence existed of the HRC's
review of the facllity practics to restrict access to
Knives.

During an interview on 4/30/14 from 3:15 - 3:42
n.m., the CS Manager statad tha facility restricted
afl ihdividuzis’ access to knives without review
and approval from the HRC.

The facility failed to ensure alf practices resuliing
in potential rights violations ware reviewed and
approved by the HRC.

W 290 | 483.450(b}(5) MGMT OF INAPPROPRIATE V¥ 200
CLIENT BEHAVIOR

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

This STANDARD is hot met as evidenced by
Rased on record review and siaff Inlerview, it
was determined the facility falled to ensure
rasfictive Intetventions were removed as soon as
they were determined o be unhecessary for 1 of
3 individuals (individual #1) whose restrictive
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interventions were reviewed, This resulted in
physical resiraints being incorporated into an
individual's behavior plan and not being used
since her atdmission to the facillly. The findings
incitide:

1. Individual #1's PGP, dated 12117113,
documented a 15 year old female whose
diagnoses included mild intellectual disability and
mood disordear,

individuat #1's Intervention Plan, dated 12/17/13,
dacumentad she shgaged in assault (defined as
an intenllonal physical action fo another person
which caused injury ar would be perceived as
painful), property destruction (defined as
Intentionally braaking or destroying property),
injury causend by self (deflned as an ntentional
selfHnflicted injury or a hit fo oneself which would
be percelved as painful) and LWOP {defined as
leaving an area without permisaion).

The Intervention Plan documented If Individual #1
was escalaling {defined as yelling, cursing,
throwing Hems, slamming doors, posturing or
reddening In the face) and "is It a group situation
and her behaviors continue fo escalate,” staff
were to engage Individual #1 in a transport
restraint fo a safe area, The plan also

1 documented if Individual #1 engaged In assault ot

injury to self, staff were authorized to use a team
control restralint. in an emall, dated 5/1/14 and
timed 7:14 p.m., the CS Manager slated the
transport and team control restraints were
Incorporated into Individual #1's Intervention Plan
on 2/26/13.

On 4/30/14 at 12:30 p,m,, Information relaled to

past restvaint use was requested from the C8

W 260
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Manager. On 5/6/14, the CS Manager produced
a BRF, dated 2/13/13, which she stated was
docurnentalion of the last restraints used with
Individuat ##4. The BRF documented individual
#1 was restrained five timeas, all on 2/13/13, with
emergency team control restraints it response to
individual #1's assauit and injury fo seif.
Individual #1 had not been restrained since.

In ah omail dated 5/6/14 and tined 4:27 p.m., the
CS Manager stated In general, restraints are
removed from plan if they have not baen used in
6 months., She stated the restmints were
inadveartently Isft in Individual #1's Intervention
Flan dus fo clerical etror.

The facility failed to ensure physical restralnta
ware femoved from Individual #1s Intervention
Plan as scon as they were determined to be
unnecessary.

483,460(e)(2) DRUG USAGE

Drugs used for controt of inappropriate behavior
must be used only as an nlegral part of the
allent's individual program plan that is directed
specifically towards the reduction of and eventual
ellmlnation 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 o ensure
behavior madifying drugs were used only as a
comprehensive part of the individuals' PCPs thal
were directed specifically towards the reduction of
and evenlual efiination of tha hehaviors for
which the drugs were employed for 1 of 3

W 200

W 312

e
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individuals (Individual #1) whose medication
reduction plans were reviewed. Thia resulted in
an Individual receiving behavior madifying drugs
without plans that identified drug usage and how
they may change in relation to progress ar
Yegression, 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 disorder.

individual #1’s Medicafion Managemsnt Pian,
undated, documented she received 400 mg of
Seroquel (an antipsyshotic drug), 400 myg of
Lamictat {an anficonvulsant drug) and 0.2 g of
Clonidine (an antihypertensive drug) daily for
tood disorder as exhibited by maladaptive
behaviors including injury to self.

However, Individual #1's plan for Seroquel,
Lamistal and Clonidine did not include Increase or
raduction criteria for the drugs as they refated o
thelr effects on injury to self behavior,

When asked, the Pharmaclst stated during an
interviow on 4/30/14 from 810 - 8:30 a.m., the
drugs were not prescribed for injury to self
behavior and the Medication Management Plan
wotild be Updated.

Additionally, Indivicdual #{'a plan for Seroguel
documented the drug would be cansidersd for an
increase “If physical assaults gresiter than
twenty-five (25) per month...and YMRS scors
greater than thirly (30) per month" and the
Madication Management Piah for Lamietal
documentad 1t would be consldered for an

incrense “If physical assaults greater than thirty

W 312
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(30) per month...or YMRS scare greater than
thirly-five (35) per montin” The plan for Lamtctal

also documented the drug would be considered
for a reduction when Individual #1 recelved a
"YMRS score less than aight (8) per month for
fen {10) consecufive months or evidence of
adverse drug reaction.”

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

When asked, the Pharmacist stated durng an
interview on 4/30/14 from &:10 - 9:30 a.in., the
YMRS scales wera not being completed and as
writlen, Individuat #1 would not be able to meet
her drug change criterla for Lamictal or Seroguel.

The facliity failed to ensure comprehensive,
accurate medication reduction plans ware in
place for each of Individual #1's bahavior
medifying drugs.

W 361 | 483.460()) PHARMACY SERVICES W 381

The facility must provide or make arrangements
for the provision of routing and emergency drugs
and biologlcals o lts clients. Drugs and
biologicals may be obtained from community or
cantract pharmacists or the facility may maintain
a llcensed phagmacy.

This STANDARD ia not met as evidenced hy:
Basad on record review and staff inferview, it
was dstermined he facility failed to enatire the
provision of routine drugs and blologicals wag
maintained for 3 of 3 Indlviduals (Indlviduals #1 -
#3) whoae medinal records wefe reviewed. This
resulted in individuals not consistently recsiving
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: scheduled drugs and biologicals due fo

unavallability. The findings include:

1. The facility utilized the back of the medication
admintstration record o document medications
nof recatvad and the raason thay wara not
receivad, This was done by noting the date, time,
medication, comment, and staff initlals.

Additionally, the front of the madication
admimistration record was also used to document
whethar or hot mmedications were received.
Medlcation recelved was noted by staff iniffaling
in the appropriate fime slot for a medication. IF
the medication was not given, staff Infflaled the
tima glot and oircled their intials.

a. Individual #1 - #3's records documented
medication changes which were not implermented
as followe:

- individual #1's record included a Physician's
Order, dated 4/25/14, which documented
Individual fi's Trazodone (an antidepressant
drug) was {o be increased from 25 mg each |
evening to 50 mg each evening for fourteen days,
when avaifabls. The order documented after the
fourteen day petiod Individual #1's Trazodons
was to increase to 100 mg daily.

Howevar, Individual #1's medication
administration record, dated 4/2014, was
reviewed and docuimnented as of 4/30/14,
Individuz) #1 continued to receive Trazodane 25
mg dally. '

~Individual #2's record included a Physician's
Ordetr, dated 4(25/14, ordering Risperdat {an
anti-psychotic drug) to be decreased from 3 mg
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twice a day to 2 mg Ih the rmorning and 3 mg in
the evening, when available. As of 4/30/14,
Individual #3's medication adminisiration record
documemted he continued fo receive Risperdal 3
my twice a day,

- Individual #3's record included Physician's
Orders, dated 4/25/14, ordering Depakote ER {an
anti-epllapfic drug) to be dacreased from 1600
mg dally to 750 mg dally, when avallable. As of
4/30/14, individuai #3's medication adminisiration
record documenter he cantinued to receive
Depakata ER 1600 myg daily.

During an interview from 8:10 - 9:30 a.m. an
571114, the RN stated whils there was no written
protocol refated fo filling prescriptions, the
changos I orders should have been Inltiated In &
more Hmely mannar.

b, Individual #3’s record documented toploal
medication which was not administered dus lo a

lack of avaliabliity as follows:

- Individual #3's record Included Physician's
Orders, datod 3/5/14, Tor Banzoyl Peroxids 5%
face wash {an acne drug). The face wash was to
be used on affecled areas twice a day.

individual #3's medication administration recard,
dated 3/6 - 3/31/14, was reviewed. The record
for the face wash included circled Inlfials from
3/5/14, night shift, through 3711/14, morning shift.
" | The hack of the medication administration record
doctmentad the cirsled Inltials Indicated that the
face wash was not administered because the
rmedicafion was "not avallable.”

- Individual #3's record Included Physiclan's
FORM CMS-26687{02-00) Previous Versking Obsoloto Evani ID:IFAY11 Facllity JD: 136081
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Onders, dated 3/4/14, for Benzoy! Paraxide 6%
gel {an acne drug) face wash. The gel was fo be
| applied to aRected areas at badtime aftar
washing and patling dry.

Individuat ##3's medication administration record,
dated 3/5 - 33114, was reviewad. The racord
for the gel included circlad inifials on /5114, as
well as frofn 3/7/14 through 311014, The back of
the medicalion adminigtration record documented
the oircled InlHails Indicated that the gel was not
administered bacause the medication was "not

avalfable.”

The medicalion adminlstration record for 3/6/14
was blank, howaver, the reverse side of the
record documented "Benzoyl peroxide gel not
available."

During an Interview from 8:10 - 9:30 a.m. on
571114, the RN slafed while there was no wiitten
profocol related 1o filing preseriptions, the
changes In orders should have heen initiated ina
more Himaly rmanmer,

The facllify failed te ensure all drugs and
blologicala were provided as prescribed.
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The following deficiencies Were clted during the
annual licensure survey conducted from 4/28/14
fo 571714,

The survey was conductad by:
Ashley Henscheid, QIDP, Team Leader
‘friah O'Hara, RN

MM{67 16,03.91,075.07 Exercise of Rights MMI67

Exercise of Rights. Fach resident admitted to the
facility must be encouraged and assisted,
throughout his parlod of stay, to exerclse his
rights as a resident and #s a cillzen, and to this
end can voice grievances and recommend
changes in policies and services to facility staff
andfor to outside represontatives of his choles,
free from restraint, interference, coarclon,
discrimination, or reprisal.

This Rule s not met as evidenced by:
Refar to W125,

MM170, 16.03.11.075.07(b)(ii) Methed for Investigaling MM170
Grigvances

The facility must have a wrilten procedure for
registering and resolving grisvances and
recommencdaffons by residents or any individual
or graup deslgnated by the resident as his
representative. The procedure must ensure
protection of the resldent from any formt of
reprisal or intimidation. The wrlften procedure
must include:

A method for Investigating and assessing the
validity of a grievance or recammendafion; and

This Rule Is not met as evidenced by:

Buraau of Faclily Standards

LABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) PATE
At OIS VA PVE Dipec . 6/24] 14
If conflinuetloh shasl 1 of 4

STATE FORM Ll 1FGYH




May, 26, 2014 10:57AM No. 1180 P, 726
PRINTED; 06/12/2014

FORM APPROVED
Bureau of Facility Standards
STATEMENT OF DEPIGENGIRS {1} PROVIDER/SUPPLIERVCHIA (X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
13Gi084 8. WING 05/012014
NAME OF PROVIDER OR SUPPLIER . &TREET ADDRESS, CITY, STATE, ZIF CODE
i 1182 WEST KYLER AVENUE
SOUTHWEST IDAHO TREATMENT CENTER - K HAYDEN, ID 83836
{X4)in SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORREGTION x5
FREFIX {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH GORREGTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OF LSC IDENTIFYING INFORMATION) TAG CROES-REFERES‘EE&ESJ%E APPROPRIATE DATE
MM17G | Continued From page 1 MM170
Refar to W154.
MM121| 16,03,11,075,08(c) Last Resort Mi191

Physleal restrainte must not be used {o it
resident mobilily for the convenience of staff, and
must comply with life safety requirements, Ifa
resident's behavior is such that it will result in
Injury to himself or ofliers and any farm of
physieal restraint is ulilized, it must be in
conjunction with a frealment procedure designed
to modify the bahavioral problams for which the
patlent is restralned and, as a last resor, after
failure of attempted therapy.

This Rule s not met as evidenced by,
Reafar o W200,

Mhata4l 16.03.11.075.10(a) Approval of Human Rights MM104
Commiltea

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

This Rule is not meal as avidenced by:
Refer to W264,

MM197] 18.03.11.075.10(d) Writlen Plans Mi197

{s described in written plans that are kept on fila
in the facllity; and

This Ruls is not met as evidenced by:
Refer to W312,

MM203 16.03.11.075.12(a) Treated with Consideration MM203

Treated with consideration, respect, and fuli

Brifeat o Eachily Standards
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MM208 | Gontinued From page 2 MM203

recognition of his dignity and individuallly,
including privacy in freatment and in cars for his
peraonal heeds; and

This Rule s hot mef as evidenced by:

Refer o W120,

MM380) 16,03, 11.120.03(a) Bullding and Equipment MM380

The building and all equipment must be in gaod
repalr. The walls and floors musl bes of such
character as to permit frequent cleaning. Walls
and ceilings in Kitchens, bathrooms, and ufility
rooms must have smooth enameled or aqually
washable surfaces. The building must be lept
clean and sanitary, and svely reasonable
precaution must be taken to prevent the enfrance
of Ihsects and rodents.

This Rule is not met as evidensed by:

Based on ohsetvation, It was detetmined the -
facility fafled to ensure the facility was kept in
good repalr for 5 of 5 individuals (Individuals #1 -
#5) residing in the fecility. This resulled in ths
environment being kept In likrepalr. The findings
include:

1. The faciity was designed as a duplex, with 3
females residing on Side A and 2 males restding
oh Side B,

During an envimnmental review, conducted with
the CS Manager on 4/20/44 fram 10:40 - 11:45
a.m., the following was notexd:

Oh Side A:

~ The lincieum in the dining area was bubbled up
in numorous places.

On Side B:

Purpau of Faciﬁ'ly Slandards
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MM380| Continued From page 3

- The tinoteum in the dining area was hubbled up
in numerous areas,

- The Hinoleum It front of the refrigerator was forn
in two places.

- The tile was broken in the doorway o Individual
#2's bedroom.

- There was ho screeh on Individual #2's
bedroom window.

- There was no screen on the window in the
bathroom ar the weagt side of the faailily,

- The top rall of the frame of the couch in the
[ving area was broken.

The Iacilily failed to ensure environmental repairs
were maintained.

MM724! 16.08.11.270.01(a} Assasments

As a basis for individual prograin planning and
program Implementation, assessments must be
provided at entry and at least annually theraafter
by an interdisciplinary team composed of
members drawn fram or representing such
professions, discipiines or services areas as are
relovant to each parlicular case. -~

Thls Rule is nol metl as evidenced hy:

Refer to W59,

MM729 16.03.11.270,01(d) Treatment Plan Objectives

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

This Rule Is not met as evidanced by;

Refar to W227,

MM380

hAMT24

MM728
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