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June 16, 2014

Bridger Fly, Administrator
Communicate, Inc #1 Gem
40 West Franklin Road, Suite F RECEIVED
Meridian, ID 83642
U 27 200

RE: Communicare, Inc #1 Gem, Provider #13G008
‘ FACILITY STANDARDS

Dear Mr. Fly:

This is to advise you of the findings of the Medicaid/Licensure survey of Communicare, Inc #1
Gem, which was conducted on June 5, 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 manuer:;

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
June 29, 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 June 29, 2014. If a request for informal dispute resolution is
received after June 29, 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 cail
this office at (208) 334-6626.

Sincerely,

ASHLEY HENSCHEID NICOLE WISENOR

Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
AH/pmt

Enclosures
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(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATIQN} TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
Exercising Rights; The citation begins 08/05/14
W 000 : INITIAL COMMENTS woog:  with following statements: ... the
facility must allow and encourage
‘ . o ) X W125 = individual clients to exercise their
The following deficiencies were cited during the rights as clients of the facility, as
recertification survey conducted from 8/2/14to | citizens of the United States ’including
 6/5/14. the right to file complaints, and the 3
_ | right to due process.” *...This !
lgﬁfsuﬁey Wis %Orgllglgeﬁ_by‘ Lead , . resulted in implementation of blanket
5 ey nenscheld, . Ieam Leader B . restrictions to personal possessions,
‘ -~ I : t based on individual need, and |
! Common abbreviations used in this reportare: 1€ | g no : |
AQIDP - Assistant Qulfed Intellectual Disabity |5 £ " ou 395U7InG due process. ;
i i z ) |
| EEES%%rrﬁ;rehenswe Metabolic Panel ,‘ o o | $2Before specifying corrective actions 4
' HPV - H Papil qo~ %there are some factors that collectively ’
i uman Papillomavirus 'Z  ne ' pRhave resulted in the situation ’
| IDT - Interdisciplinary Team G5 S @ob db hat I ’
i ILW - Instructional Lead Worker 2 | !ikes?glel ”fy surveyors that we wou |
i IPP - Individualized Program Plan | S ; clarily. .
LPN - Licensed Practical Nurse : - I
O GocupatonaiTheapy e e st
1 QIDP - Qualified Inteltectual Disability \ : gary . . . ’
| Professional j [ documented history of ingestion of |
| RN - Registered Nurse f f fluids containing alcoho! and =
W 125 | 483.420(a)(3) PROTECTION OF CLIENTS | -W-425] ;ﬁgﬂg’; T renos for bor. place |
{ [ .
| RIGHTS i pratection. !
J The facility must ensure the rights of all clients. | ; 2) :ﬁhi:' mdw'dU:If‘t r?foved ta CCI !
l Therefore, the facility must allow and encourage | 1 e atré%gtem ”ks a w?hret " .
i individual clients to exercise their rights as clients | ; ]sh rﬁc ¢to ":ad? S:?]re at' ems
: of the facility, and as citizens of the United States, [ i ? as_lmbgl;es; eh In the past were ‘
i including the right to file complaints, and the right not avaiiable 1o her. 1
' to due process, | I 3) We were viewing this as a !
! : protection of harm issue rather
: than a rights issue for everyone
' This STANDARD is not met as evidenced by: 4 s\l,se who “t\;fst at ":j'%loc?t“.m' his |
. Based on observation, record review and staff ! ) ?agree at we did no "‘e‘f“ N .
interview, it was determined the facility failed to a;; '?r? asa Ir estriction of the rights
" ensure individuals’ rights were promoted for 8 of ofothers re ated to personal
. 8 individuals (Individuals #1 - #8) residing in the POSSGSfS'OnS, acknowiedge the |
facmty This resulted in impiementation of blanket ' error of our ways, and will take ’
, corrective actions. :
LABORATORY DIREGIQR'S OR PRCiﬂD/ERﬁPPL]ER REPRESENTATIVE'S SIGNATURE TITLE (%6) ATE
4/‘:;/;‘;?&—“— ,'U\,\.‘A,?La/cf /f} c/ rof

Any deficiepcy teme{ t ending with an asterisk (*} denotes a deficiency which the institution may be excused from correcting prowdmg it is determined that
other sg rds provide sufficlent protection to the patients. (See instructions.) Except for nuising homes, the findings stated above are disclosable 90 days
followipg-the date of survey whether ar not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosablte 14
days following the date these documents are made available to the facility. ¥ deficiencies are cited, an approved plan of correciion is requisite to continued

nrogram participation.
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a. A target behavicor will be added
to her Behavior Management/
Support Plan about behavioral

interventions to help her respect

the property of others.
b. The QIDP will start a "Less
Restrictive Intervention” log

related to this issue and should

restrictions become necessary,
we have a well-developed
consent process that will be

implements for Individual #4 and

for any of her housemates
whose property might need to
be protected.

1} Rights Training

Although neither individuals at this

location or their guardians have
complained about this issue, we
feel we could do a better job of
training about protecting and
respecting rights both with both

individuals served and employees.

We have found an excellent
pictorial document called "Bili of
Right—People First—
Responsibilities” on the internet
and are attaching the page

involving personnel possessions as

a sample of the training on rights

{Attachment A} we plan to use as a

fraining tool at this location.

Our infent is to make a copy of this

material for each individual; to
develop a weekly group training
session using this material as a

base; to supplement this material,

over time, with some additional
training materials {probably social

stories); and to supplement existing
staff training material (our “Rights”

module} with this document.

2) Management Training
Although this issue had been
thoroughly reviewed with the
surveyor, on 06/26/14 the QIDP

Supervisor met with the QIDP and
Assistant QIDP {House Manager).
We discussed each of our roles in
the development of this issue, why
our actions were problematic, and
our obiigaticn to protect individuals
from possible harm while
continuing to respect both their
rights and the rights of their
housemates.

3) Staff Training
instructionai staff were inservices

on these concerns 06/24/14 and
will be inserviced further as
structural changes are made and
additional training materials are
developed.

identifying Others Potentially Affected:
As indicated, all individuals at this
location are affected

System Changes: Please refer to
corrective actions.

Monitoring:

1} A "Restriction Review Log” has
been developed (Attachment B).

2) For at least the next three months
or until we feel assured that this
issue is resolved, the QIDP will
conduct bi-monthly environmental
checks which will focus on any
items that are locked up and other
possible restrictive practices.
These observations will be
documented on the "Restriction
Review Log” which will be stored in
the Observation Binder and
problematic checks wiil be
reviewed with managemeni staff so
that corrective action can be
implemented as necessary. The
QIDP wilf continue this practice on
at least a quarterly basis thereafter,

3) The QIDP wilf be responsible for
implementing the changes
described related to information
development and training activities.
Implementation plans and efforis
will be discussed with and
monitored by the QIDP supervisor
to ensure the intent of change is
accomplished. The QIDP
supervisor will document these
actions on a QIDP log.
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Corrective Actions:
W 125 - Continued From page 1 1) Personal Properly

restrictions to persenal possessions, not based
on individual need, and without assuring due |
process protections. The findings include:
. 1. An environmental review was conducted with \
- the AQIDP on 8/3/14 from 11:30 a.m. - 12;15 p.m.
- At that time, it was noted that shower supplies as
- well as six containers, each with a toothbrush and
! toothpaste, were locked under the bathroom sink |
1 of the common bathrocom. The containers were
i labeled with the initials of Individuals #2 - #4 and
| #6 - #8. Individual #2 and #5's personal
i bathroom was reviewed and it was noted their
' toothbrushes and tubes of toothpaste were also
i locked in containers under their bathroom sink.
!
| When asked, the AQIDP stated the items were
* locked up upon Individuai #4's admission
. because she wouid ingest non-food items,
1r including toothpaste.

: Additionally, a container including a hairbrush,

| hair accessories, a spray water bottle and

" hairspray, labeled with Individual #4's initials, was |

| locked in the left, upper, laundry room cabinet.

! Also in that cabinet was a container of make-up

| and a pouch of nail polish. The AQIDP stated the

' nail polish belonged to Individual #8 and was

 locked up because Individual #4 woke up in the

| middle of the night, went into Individual #8's
bedreom and poured the nail polish on Individual
#8's clothes. The AQIDP stated the make-up
belonged to Individual #7 and she did not know

“why it was locked up.

|
|
|
\
!

|

|
individual #1 - #4's records were reviewed on

. 6/4/14. No documentation related to the locked

' iterms could be found.

| i
|
1

W 125

1

a. The ladies living at CCl1 #1 are
used to their grooming boxes
being stored in the area below
the sink and find this to be
conventent.

b. Individual #4 has some perscnal
care needs which require that
cleaning supplies be
immediately avaitable to staff
after toileting activities to ensure
the sanitation of the bathroom I
and these chemical supplies ;
must be iocked.

¢. The space where both of these
lypes of items is currently
locked and is under the !
bathroom sink. This space will
he partitioned into two sections.
The left section will be unjocked
and will continue to store the
ladies personal care items, none
of which are toxic, The right
section will be locked and will
store chemical cleaning
supplies.

d. As soon as this partition is in ;
place we will unfock the right
side of this space. :

e. Staff are to be with Individual #4 !
when she toilefs and will work :
with her on not disturbing
other's grooming kits.

f. Individual #4’s grooming kit will
be iocated in her bedroom
drawer so she can become
used to obtaining her own
grooming kit from this area
instead of from under the sink.

FORM CMS-2567(02-99) Previcus Versions Obsolete
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|
!
| RIGHTS !
l The facility must ensure the rights of ail clients. 1
Therefore, the faciity must ensure that clients
have the right to retain and use appropriate
] personal possessions and clothing.

!

' This STANDARD is not met as evidenced by:

| Based on observation, record review, staff
interview and a review of the facility's comptiance

~ history, it was determined the facility failed to

| ensure individuals had access to personai

i possessions for 8 of 8 individuals {individuais #1 -,

i #8) whose personal iterns were observed. This

' resulted in individuals' rights not being upheld.

' The findings include:

f 1. An environmental review was conducted with {
| the AQIDP on &/3/14 from 11:30 a.m. - 12;15 p.m. |
| At that time, it was noted that shower supplies as
. well as six containers, each with a toothbrush and |
toothpaste, were locked under the bathroom sink -
' of the common bathroom. The containers were
' labeled with the initials of Individuals #2 - #4 and |
#6 - #8. individual #2 and #5's personal ,
i bathroom was reviewed and it was noted their !
| toothbrushes and tubes of toothpaste were aiso
locked in containers under their bathroom sink.
i |

AND PLAN OF CORRECTION A BUILDING
13G008 B. WING 06/05/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
32 N GEM STREET
COMMUNICARE, INC #1 GEM NAMPA, ID 83651
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 125 Continued From page 2 W 125
- When asked, the QIDP stated during an interview
on 6/5/14 from 9:40 a.m. - 12:30 p.m., she was
. unaware the possessions were locked. She w
. stated no programming, consents or approvais |
" were in piace for the intervention. ! !
i ; )
- The facility failed to ensure individuals' rights to :
' personal possessions was ensured. 5 :
W 137 | 483.420(a)(12) PROTECTION OF CLIENTS W 137¢  Ensuring the Right to Retain and Use

08/05/14
Appropriate Personal Possessions: ; 08/0

Correciive Actions: Please refer to '
W125 for specific corrective actions |

Identifying Others Potentially Affected: |
All individuals at this location were ‘
affected by this issue. |
Systems Changes: Please refer to
W25,

Monitoring: Please refer to W125.

| |
FORM CMS-2567(02-99) Previous Versions Obsclete Event iD: JMGO1Y
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SUMMARY STATEMENT CF DEFICIENCIES

(X410 -
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION)

ID PROVIDER'S PLAN OF CORRECTION 1H5}
COMPLETION

W 137 ' Continued From page 3

When asked, the AQIDP stated the items were

locked up upon Individual #4's admission ‘
, because she would ingest non-food items, |
. including toothpaste.

" Additionally, a container including a hairbrush, i
- hair accessories, a spray water bottle and |
! hairspray, labeled with Individual #4's initials, was |
i locked in the left, upper, iaundry room cabinet.

j Also in that cabinet was a container of make-up
" and a pouch of nail polish. The AQIDP stated the |
' naif polish belonged to Individual #8 and was

; locked up because Individual #4 woke up in the

. middle of the night, went into Individual #8's

| bedroom and poured the nail polish on Individual
' #8's clothes, The AQIDP stated the make-up

+ belonged to individual #7 and she did not know

- why it was locked up.

|

! individual #1 - #4's records were reviewed on

; 6/4/14. No documentation related to the locked
| items could be found.

i

' When asked, the QIDP stated during an interview
"'on 6/5/14 from 9:40 a.m, - 12;30 p.m., she was

E unaware the possessions were locked. She

- stated no programming, consents or approvais

- were in place for the intervention.

|

- The facility failed to ensure individuals' right to
retain and use personal possessions was upheid.

: The facility was previously cited at W137 during .
the annual recertification survey, dated 7/10/13. |
W 259 483.440(f}(2) PROGRAM MONITORING &
' CHANGE

PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 137!
i
i i
; |
|
| '
| i
|
|
I i
I
i
|
i
|
1
'
|
|
; .
| f
|
f |
| |
| i
]
\
l i
1
I
|
|
| |
: .
i |
L ‘
W 258, '
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Facility 1D: 13G008 i continuation sheet Page 4 of 19




PRINTED: 06/13/2014
FORM APPROVED
OMB NO. 0938-0391

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

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
13G008 B. WING 06/05/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
COMMURNICARE, INC #1 GEM 32N GEM STREET
! NAMPA, ID 83651
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 1X5)
PREFIX {EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CCRRECTWE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 259 Continued From page 4 Corrective Actions: This was an 08/05/14

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

' This STANDARD is not met as evidenced by: |
. Based on record review and siaff interview, it
- was defermined the facility failed to ensure

. assessments were updated annually or as

' needed for 1 of 4 individuals (Individual #2)
g whose assessments were reviewed. This

| resulted in a lack of assessment information on

. which to base program decisions. The findings

i inciude:

| 1. Individual #2's PP, dated 5/8/14, documented
" a 40 year old female whose diagnoses included
' profound mental retardation.

|

! Her record contained an QOccupational Therapy

- Report, dated 3/20/07. The report included the ;

 following recommendations: |

. ™. [Individual #2] does not demonstrate a need

| for formal OT services.

i 2. Annual evaluations should be completed to

| determine consistent level of functioning.

' 3. Maximize aerobic type of activity to assist with

| constipation.”

' The report also included a handwritten note,
dated 4/1/07 and written by the facility QIDP, |
which documented "Based on recommendation
#1 the IDT has decided to evaluate [Individual #2] |

every 5 years." ?
|

However, individual #2's record did not contain
evidence of an occupational therapy assessment |
" after 3/20/07. |

W 258|

. aversight by the QIDP. We have

| located an Occupational Therapist
who is very skills in working with

' individuals with intellectual disabilities

and an appeintment will be scheduled.

I Identifying Others Potentially Affected:

I We do not believe that others at this

1 location were affected, but to make

[ sure, the QIDP will review all records |

| related to these types of ‘
recommendations and schedule

[ follow-up accordingly.

|

|

l

[

System Changes: Given that there

was one such finding during surveyors |

raview, we do not feel this is a |

systems issue. However, counseling |

with this QIDP related to this issue l
;. occurred 06/26/14 as documented by |
| this plan of correction.

i Monitoring: Our organization is

! instituting a revised QA procedurs

; which involves an annual records

| review at each CCl location by agency

i QIDPs and other management staff.

| The intent of this review is to identify

| issues so that corrective action can

| occur. This review format is available
for surveyor review upon request. QA
reviews will be specified on CCi's
annual calendar.

. :
i !

FORM CMS-2587(02-99) Previous Versions Obsolete
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' CHANGE \

| |

| The committee should review, monitor and make

|  suggestions to the facility about its practices and

i programs as they relate to drug usage, physical '

‘ resiraints, time-out rooms, application of painfui |
! or noxious stimuli, controt of inappropriate

: behavicr, protection of ¢lient rights and funds, and
any other areas that the committee believes need
to be addressed.

|
l
l
| This STANDARD is not met as evidenced by:
w Based on observation, record review and staff
 interview, it was determined the facility failed to
| ensure the HRC reviewed and approved facility
! practlces that restricted individuals' free access to\
' household items for 8 of 8 individuals (!ndwrduars
: #1 - #8) residing in the facility. This resulted in J
I access to personal possessions being restricted
- without cause. The findings include: i

I
i
i
i
1
!
!
|
1

" 1. An environmental review was conducted with

- the AQIDP on 6/3/14 from 11:30 a.m. - 12:15 p.m.

. At that time, it was noted that shower supplies as |
well as six containers, each with a tocthbrush and |

| toothpaste, were locked under the bathroom sink

- of the common bathroom. The containers were |

%4y 10 SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION 145)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
W 259 Continued From page 5 W 259"
“When asked, the QiDP stated during an interview
~on 6/5/14 from 9:40 - 12;30 p.m., an updaied f
evaluation had not been done. .
' The facilily failed to ensure Individual #2's record
, included updated information regarding her !
1 occupational therapy needs. ’
W 264 | 483.440(N(3)(iii) PROGRAM MONITORING & W 264 |
| (DX ' Corrective Action: Please refer to (8/05/14

corrective action related to this rights
issue at W125. As our thinking was i
that the actions taken were protective
due to ingestion issues rather than a |
restriction of rights, we did not seek
informed consents or HRC approval. |
We have a well-developed Informed |
Consent Process and will implement it |
based on data collected at this '
location related to actual ingestion |
risks as specified previously. ‘

tdentifying Others Potentially Affected:
All individuals at this location were
affected by this issue.

Systems Changes: Please refer to
W125,

Monitoring: Please refer to W125.

FORM CMS-2567(02-99) Previous Versions Obsolete Event |0: IMGO11
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labeled with the initials of Individuals #2 - #4 and
#6 - #8, Individual #2 and #5's personai

bathroom was reviewed and it was noted their
toothbrushes and tubes of toothpaste were aiso
locked in containers under their bathroom sink. ¢

When asked, the AQIDP stated the items were
locked up upeon Individual #4's admission
" because she would ingest non-food items,
i including {oothpaste.
! |
[ Additionaily, a container including a hairbrush, %
. hair accessories, a spray water bottle and y
! hairspray, labeled with individual #4's initials, was |
i locked in the left, upper, laundry room cabinet, |
* Also in that cabinet was a container of make-up i
!
\
|
|
|
|
i
i
!
I

I and a pouch of nail polish. The AQIDP stated the
i nail polish belonged to Individual #8 and was

i locked up because Individual #4 woke up in the

: middle of the night, went into Individual #8's

" bedroom and poured the nait polish on Individual
| #8's clothes. The AQIDP stated the make-up

| belonged to Individual #7 and she did not know

! why it was locked up.

!

tndividual #1 - #4's records were reviewed on
'6/4114. No documentation related to the locked
| items could be found.,

| When asked, the QIDP stated during an interview !

. on 6/5/14 from 9:40 a.m. - 12:30 p.m., she was

" unaware the possessions were locked. She
stated no programming, consents or approvais

" were in place for the intervention,

' The facility failed to ensure ail practices resulting
in potential rights violations were reviewed and |
. approved by the HRC. :
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CLIENT BEHAVIOR

Procedures that govern the management of

" inappropriate client behavior must insure, prior to |

- the use of more restrictive techniques, that the
client's record documents that programs
"incorporating the use of less intrusive or more

W 278

|
\

. positive techniques have been tried systematrcally\

- and demonsirated to be Ineffective.
|

| This STANDARD is not met as evidenced by:

' Based on observation, record review and staff

| interview, it was determined the facility failed to

. ensure individuals' records included evidence of

i least restrictive or more positive techniques being
i utilized prior to the use of more restrictive

. techniques to manage behavior for 1 of 4

' individuals {Individual #4) residing in the facility.
! This resulted in the potential for an individual to
| be subjected to restrictive interventions
"unnecessarily. The findings include:

; 1‘
1. Individual #4's IPP, dated 5/27/14, documented

' she was a 30 year old female whose diagnoses
- included profound mental retardation. She was
- admitted to the facility on 3/6/14 from a sister

- facility in the company.

|

- An environmental review was conducted with the
AQIDP on 6/3/14 from 11:30 a.m. - 12:15 p.m. At

' that time, it was noted that shower suppiies as
well as six containers, each with a toothbrush and |
toothpaste, were locked under the bathroom sink |
of the common hathrcom. The containers were
labeled with the initials of individuals #2 - #4 and
#6 - #8. Individual #2 and #5's personal
bathroom was reviewed and it was noted their

f

¢
[
1

Corrective Actions: Please refer to
W125 for specific corrective actions

Identifying Others Potentiafly Affected:
Alt individuals at this location were l
affected by this issue.

Systems Changes: Please refer to i
W1i25.

Monitoring: Please refer to W125,
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W 278 ' Continued From page 8

toothbrushes and tubes of toothpaste were also
locked in containers under their bathroom sink.

- When asked, the AQIDP stated the items were

locked up upon Individual #4's admission .
. because she would ingest non-food items, 1
- including toothpaste. ‘

|

' Additionally, a container including a hairbrush,
* hair accessories, a spray water bottle and

| hairspray, labeled with individual #4's initials, was |
Iocked in the left, upper, laundry room cabinet.

| Also in that cabinet was a container of make-up

- and a pouch of nail polish. The AQIDP stated the

- nail polish belonged to Individual #8 and was

| locked up because Individual #4 woke up in the

i middle of the night, went into Individual #8's

| bedroom and poured the nail polish on Individual

| #8's clothes. The AQIDP stated the make-up

| belonged to Individual #7 and she did not know

" why it was locked up.

Individuat #1 - #4's records were reviewed on
8/4/14. No information related to tess restrictive
. interventions attempted prior to locking personal
: possessions could be found.

|
l
|
|

' When asked, the QIDP stated during an interview
' on 6/5/14 from 9:40 a.m. - 12:30 p.m., she was
| unaware the possessions were locked. The
" AQIDP, also present during the interview, stated
the items were locked away from Individual #4
. because the facility she was discharged from aiso |
Iocked up the identified items.

_ The facility failed to ensure less restrictive
. interventions for Individuat #4's maladaptive
! behawors had heen systematlcal!y tried and
" proven to be ineffective prior to restricting access |

W 278!

FORM CMS-2567{02-59) Previcus Versions Obsoleta Event [D: JMGO11

Facility ID: 13G008 if continuation sheet Page 9 of 19




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

PRINTED: 06/13/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMBER:

{X2) MULTIPLE CONSTRUCTION

(X3} DATE SURVEY
COMPLETED

 CLIENT BEHAVIOR

- The use of systematic interventions to manage
. inappropriate client behavior must be

i incorporated into the client's individual program |
. plan, in accordance with §483.440(c)(4) and (5) of ;
! this subpart. :
|

i

This STANDARD is not met as evidenced by:

i Based on observation, record review and staff

| interview, it was determined the facility failed to

| ensure techniques used to manage inappropriate
! behavior were sufficiently incorporated into the |
| program plans for 1 of 4 individuals (Individual [
| #4) whose behavior plans were reviewed. This |
. resulted in a lack of appropriate interventions ‘
| being in place to ensure an individual's behavioral |
i needs were met. The findings include: ,
' |

5 1. Individual #4's |PP, dated 5/27/14, documented
: she was a 30 year old female whose diagnoses l
- included profound mental retardation. She was |
: admitted to the facility on 3/6/14 from a sister ‘
| facility in the company. |
| i
' An environmental review was conducted with the |
' AQIDP on 6/3/14 from 11:30 am, - 1215 p.m. At

" that time, it was noted that shower supplies as

' well as six containers, each with a toothbrush and .
! toothpaste, were locked under the bathroom sink
| of the common bathroom. The containers were
' labeled with the initials of Individuals #2 - #4 and |
| #6 - #8. Individual #2 and #5's personal :
; bathroom was reviewed and it was noted their

AND PLAN OF CORRECTION A BUILDING
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W 278 Continued From page 9 W 278/
to individuals' personal possessions.
W 289 | 483.450(b}{4} MGMT OF INAPPROPRIATE W 2891  Appropriate Interveniions 08/05/14

Corrective Actions: Please refer to
W125 for spacific corrective actions

ldentifying Others Potentially Affected:
All individuals at this tocation were
affected by this issue.

Systems Changes: Please refer to
W125,

Monitoring: Please refer to W125,
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toothbrushes and tubes of toothpaste were also
locked in containers under their bathroom sink.

When asked, the AQIDP stated the items were |
locked up upon Individuai #4's admission |
because she would ingest non-focd itermns,
including toothpaste. |

. Additionally, a container including a hairbrush, !
. hair accessories, a spray water bottle and

« hairspray, labeled with Individual #4's initials, was
| locked in the left, upper, laundry room cabinet.

| Also in that cabinet was a container of make-up

i and a pouch of nail potish. The AQIDP stated the
i nail polish belonged to Individual #8 and was
"locked up because Individual #4 woke up in the

I middle of the night, went into individual #8's

| bedroom and poured the nail polish on Individual
I #8's clothes. The AQIDP stated the make-up

| belonged to Individual #7 and she did not know

| why it was locked up.

|
| Individual #4's behavior plan, dated 6/2014, [
" documented she engaged in matadaptive f
. bahavior including ingesting inedibie items. ;
} However, no information related o locking up |
- items (e.g. which items to lock up, when to lock |
; them, etc.) was present in the plan. i

|

" When asked, the QIDP stated during an interview
on 6/5/14 from 9:40 a.m. - 12:30 p.m., she was
unaware the possessions were locked. She
stated no programming, consents or approvals

. were in place for the intervention.

~The facility failed to ensure the restriction of

- personal possessions, due to individual #4's i

_inappropriate ingesting behavior, was sufficiently |
incorporated into her behavior pian. %

FORM CMS-2567{02-99) Previous Versicns Obsolete Event ID: JMGO11

D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {(EACH CORRECTIVE ACTION SHOULD BE GCOMPLETION
TAG CROSS-REFERENCED TO THE APPROFPRIATE DATE
DEFICIENCY}
W 289;
|
| '
i 1
I
i |
|
|
‘ ‘.
i
i
| |
v ]
i |
i |
| |
i .
. i
l
|
i
I |
‘ [
i \
i
i
Facility ID:; 13G008 If continuation sheet Page 11 of 19




PRINTED: 06/13/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
13G008 B. WING 06/05/2014
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE

32 N GEM STREET
NAMPA, D 83651

{X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)

COMMUNICARE, INC #1 GEM

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CCMPLETICN
TAG REGULATORY CR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 322 . 483.460{a)(3) PHYSICIAN SERVICES W 322!  General & Preventative Medical Care 08/05/14
- Corrective Actions:
The facility must provide or obtain preventive and ! ! 1) Individual #1 had a mammogram
general medical care. : ' 06/23/14.

2) individual #1 has a history of
refusing to participate in
gynecological visits, especially

This STANDARD is not met as evidenced by: i " pelvic examinations and PAP

' Based on record review and staff interview, it

r smears,

, was determined the facility failed to ensure | : a. We have located a general

+ individuals were provided with general and ! practitioner and an OBGYN ‘
| preventative medical care for 2 of 4 individuals practice who are both willing to |
! {Individuals #1 and #3} whose medical records ! work with us on this issue. ;
! were reviewed. This resulted In individuals not b. One of the OBGYNSs in this :
F receiving follow-up appointments as practice has indicated that an ;
i recommended. The findings include: HPV swab may supersede the |
l - ; need for a pap smear {see ‘
' 1. Individual #1's IPP, dated 5/8/14, documented ; attached article). This option ‘,
' a 48 year old female whose diagnoses included will be discussed at Individual ;
¢ severe mental retardation. . #1's 07/01/14 appointment and, |

in our opinion wouid be a i
preferable option if not medically
contraindicated. Our plan is to

a. Individual #1's medical record included a letter,
dated 9/21/10, which documented Individual #1's

. mammogram, completed 9/16/10, was normal. | i recommend that a pefvic exam .
l The fetter stated "YOI;!II' next mammogram shouid ‘ and an HPV swap without :
i be done in one year.” However, record of a more sedation be attempted. If this is

. recent mammogram could not be found. l unsuccessful or if the medical |

' i provider does not support this :
| approach a follow-up

appointment using sedation will

be scheduled so that a pelvic

! During an interview on 6/5/14 from 9:40 a.m. -
12:30 p.m., the LPN stated she could not locate
any evidence of an updated mammogram.

. Additionally, the ILW and AQIDP, who were also exam and PAP smear can be

" present during the interview, could not locate | ‘ completed.
doqumentatlon ofa mammogram for Ipdmduai 3) An appointment will be scheduled
#1 in her record or on the facitity appointment | ; for Individual #3 related to the pap
calendar. : 5 smear issue and the plan outlined

- b. Individual #1's medical record was reviewed above will be implemented.

- and did not include documentation of a pap !
' smear. The recerd included an Office History ‘

!
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" assistants.”

1 2007.
|

| recommended.

1

&
|

! found.

+ Pap was 11/2007."

and Physical note, dated 10/6/10, which
. documented "The patient does not tolerate
“exams, Exam was attempted; however, it was
_not able {6 he accomplished even with 3 other

Addittonally, Individual #1's record included a :
- letter, dated 11/12/10, which documented "Due to !
' the history of negative pap smears/HPV tests and
" the absence of sexual activity, | recommend this
; client be seen every 3 years." However, record of
i @ pap smear could not be found.
|

! During an interview on 6/5/14 from 9:40 a.m. -
[ 12:30 p.m., the LPN stated an updated pap

, smear had not been completed. She stated

i Individual #1's last successful pap smear was in

| The facility failed to ensure Individual #1 was
' provided with preventative screenings as

| 2. Individual #3's IPP, dated 5/1/14, documented
' a 60 year old female whose diagnoses included
" moderate mental retardation.

- Individual #3's medical record was reviewed and
i evidence of a recent pap smear coufd not be

' During an interview on 6/5/14 from 9:40Ca.m. - .
i 12:30 p.m., the LPN stated she thought Individual |
. #3 had undergone a pap smear more recently,
i but she could not locate any documented

l
1

'r
|
|
|
|
|
|
I

" Individual #3's record included an Office Progress
. Note, dated 4/1/11. The note documented "Last

|
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W 322! Continued From page 12 W 322

Identifying Others Potentially Affected:
The LPN assigned to this location and
the RN supervisor will do a Quality
Assurance Check at this location and
any similar issues identified will be
responded fo as outiined above.

System Changes: We have systems

in place to deal with this type of issue
and the RN Supervisor should have ‘
discovered these types of issues ;
during the monthly nursing services |
review process., The RN Supervisor
hired 10/13 is rapidly learning and
implementing her job duties and

further inservice was done by the ;
QIDP Supervisor based on survey i
resuits 06/26/14 with both as
documented cn this plan of correction.

Monitoring: The RN Supervisor will be
reviewing medical records for
thoroughness and follow-up on a
monthly basis. In addition, our
organization is instituting a revised QA
procedure which involves an annual
records review at each CCl location
by agency QIDPs and other
management staff inciuding nurses.
The intent of this review is to identify
issues so that corrective action can
occur. This review format is available
for surveyor review upon request. QA
reviews will be specified on CCl's
annual cafendar.
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W 322 ' Continued From page 13 W 322!
evidence.
The facllity faited to ensure Individual #3 was |
~ provided with a pap smear as recommended. :
W 3251 483.460(a)(3)(iii} PHYSICIAN SERVICES i

' The facility must provide or obtain annual physical

examinations of each client that at a minimum
| includes routine screening laboratory
i examinations as determined necessary by the
1 physician.
i

| This STANDARD is not met as evidenced by:

| Based on record review and staff interview, if

- was determined the facility failed to ensure

| routine screening laboratory examinations were

| provided to 2 of 4 individuals (Individuals #1 and

| #3) whose laboratory records were reviewed.

! This resulted in the potential for medical concerns
 to go undetected. The findings include:

; 1. individual #1's IPP, dated 5/8/14, documented
. a 48 year old female whose diagnoses included
' severe mental retardation.

f individual #1's record included a Physician's
+ Order Sheet and Progress Note, dated 5/2014.
. The sheet included an order for lipid and
. hemoglobin A1C tevels to be measured every 6
. months,
Individual #1's medical record was reviewed and
- showed routine blood work had been completed
' on 5/31/13 and 5/21/14. However, the 5/21/14
' report did not inciude levels for hemoglobin A1C.
i Additionally, neither of the laboratory reports
"included lipid levels. Further, six month lab levels

i

|
i

W 325]

Annual Examinations/Laboratory

Corrective Actions:

1) Our organization was dealing with
some nursing coverage issue both
at the LPN and RN levels 06/13-
11/13 and the LPN assigned to this
location additionally has some
personal heaith issues between
08/13-11/13.

2) Orders for the missing blood work
will be obtained from the primary |
physician 07/14.

3} The LPN has been counselied
about these expectations as :
documented by this plan of f
correction. :

4} Both the LPN and the RN !
Supervisor were additionally
trained by the QIDP Supervisor
about these issues 06/26/14.

(8/05/14

identifying Others Potentially Affected:
The LPN assigned to this location and
the RN supervisor will do a Quality i
Assurance Check at this location and
any similar issues identified will be
responded to as outlined above.

FORM CMS-2567{02-99) Previcus Versicns Obsolele

Event 10: IMGO11

Facility iD: 13G008

if continuation sheet Page 14 of 19




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

PRINTED: 06/13/2014
FORMAPPROVED
OMB NC. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
13G008

{X2} MULTIFLE CONSTRUCTION {:{3) DATE SURVEY
A. BUILBING COMPLETED
B. WING 06/05/2014

NAME OF PROVIDER OR SUFPLIER

COMMUNICARE, INC #1 GEM

STREET ADDRESS, CITY, STATE, ZIP CODE
32 N GEM STREET
NAMPA, ID 83651

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE 0ATE
DEFICIENCY)
W 325 Continued From page 14 W 3251 gystem Changes: We have systems
for 11/2013 could not be found. ~in place to deal with this type of issue
. and we had limited RN coverage and
" During an interview on 6/5/14 from 9:40 a.m. - | I support for oversight purposes for a
12:30 p.m., the LPN stated the last lipid levels ; i period of time. The RN Supervisor
she could locate for Individual #1 were completed | | hired 10/13 is rapidly learning and
in /2011 and 11/2013 blood work had not been | i Emp|ementing her jOb duties. We feel
- completed. ; ! this is a training rather than a systems
; : i issue.
| The facility failed to ensure Individuai #1 received } !
! standard laboratory screenings as ordered. | Monitoring: The RN Supervisor will be
| . reviewing medical records for
. 2. Individual #3's IPP, dated 5/1/14, documented thoroughness and follow-up on a ,
i a 60 year old female whose diagnoses included monthly basis. In addition, our |
| moderate mental retardation. organization is instituting a revised QA
— . . . | procedure which involves an annual :
' Individual #3's record included a Physician's racords review at each CCl location !
' Order Sheet and Progress Note, dated 5/2014, by agency QIDPs and other
i The sheet incfuded an order for lipid and management staff including nurses. |
I hemoglobin A1C evels to be measured every 6 | The intent of this review is to identify i
. months. : . issues so that corrective action can |
e e . | ' occur. This review format is available |
| Individual #3's medical record was reviewed and [ for surveyor review upon request. QA |
| showed routine blood work had been completed | reviews will be specified on CCI's '
i on 2/28/13 and 3/6/14. However, six month tab " annual calendar
| levels for 8/2013 could not be found. j '
- During an interview on 6/5/14 from 9:40 a.m. - \ \
12:30 p.m., the LPN stated the 8/2013 bicod work | |
. had been missed. [ ﬁ :
E |
The facility faifed to ensure Individual #3 received | l
- standard laboratory screenings as ordered. ‘ :
W 339 483.460(c){4) NURSING SERVICES CW 339l
~Nursing services must include other nursing care .
as prescribed by the physician or as identified by | ‘ '
“client needs. | f |
| } :
| i :
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This STANDARD is not mei as evidenced by:
Based on record review and staff interview, it
was determined the facility failed to ensure
nursing services were provided to address the ‘
- needs of 2 of 4 individuals (Individuals #1 and #3) | ‘
whose medical records were reviewed. This
. resulted in the potential for medical concerns to
: go undetected. The findings inciude:

L
|
| |
i 1. Individual #1's IPP, dated 5/8/14, documented 1
a 48 year old female whose diagnoses included |
i severe mental retardation. l
; a. Individual #1's record included a Physician's
Order Sheet and Progress Note, dated 5/2014,
; The sheet included an order for CMP, lipid and
| hemogtobin A1C levels to be measured every 8
1 months.
! Individuat #1's record included documentation of \
" quarterly pharmacy reviews. Pharmacist notes,
| dated 11/15/13, documented "Q [every] 6 mo labs
' -> Lft (CMP), Lipids, HgbA1C due 11/13."

! However, six manth lab levels for 11/2013 could
i not be located in individual #1's record.

| Dunng an interview on 6/5/14 from 9:40 a.m. -
1 12:30 p.m., the LPN stated Individual #1's
11/2013 blood work had not been completed. i

- The nurse failed to ensure Individual #1 received 3
reutine bleod work as prescribed by her physician |
| and as noted by the pharmacist.

i b. Individual #1's medical record included a letter, |
" dated 9/21/10, which documented Individuai #1's
I mammogram, completed 9/16/10, was normal.

Nursing Cars
Corrective Actions:

1} Qur organization was dealing with
some nursing coverage issue both
at the LPN and RN levels 06/13-
11/13 and the LPN assigned to this
focation additionally has some
personal haalth issues betweesn
08/13-11/13.

2) Orders for the missing blood work
wiill be obtained from the primary
physician 07/14.

3) All reports recelved from other
physicians will now be review with
the primary physician as
documented by his signature and
date on subsequent reports.

4) Both the LPN and the RN
Supervisor were additionaily
trained by the QIDP Supervisor
about these issues 06/26/14.

5) Please refer to W322, W325, and
W356.

ldentifying Others Potentially Affected:

The LPN assigned to this location and
the RN supervisor will do a Quality
Assurance Check at this location and
any similar issues identified will be
responded to as oullined above.
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W 338 Continued From page 16 W 339i System Changes: We have systems
The letter indicated "Your next mammogram +in place to deal with this type of issue
should be done in one year." The letter indicated :and we had limited RN coverage and
" one of individual #1's physicians received the i support for oversight purposes for a
resulfs of the mammogram. period of lime. The RN Supervisor
; hired 10/13 is rapidly fearning and
" However, Individual #1's record included a - implementing her job duties. We feel
second letter, dated 11/12/10, which documented | . this is a fraining rather than a systems
' "Breast exams are to continue on a yearly basis | issue.
" while mammograms will be done every other year :
" until the age of 50." The letter was signed bya | Monitoring: The RN Supervisor will be
| different physician than the one involved with reviewing medical records for |
| Individual #1's mammogram. ! . thoroughness and follow-up on a I

| monthly basis. In addition, our
*organization is instituting a revised Q#
procedure which involves an annual
records review at each CC| location
by agency QIDPs and cther
;. management staff including nurses.
The intent of this review is to identify
issues so that corrective action can i
t
|
|

! When asked, during an interview on 6/5/14 from
9:40 a.m. - 12:30 p.m., the LPN stated she could
not locate evidence that Individual #1's physician
was notified of the second physician's change in
| recommendations.

|

The nurse failed to ensure Individual #1's
physician was notified of a change in individual occur. This review format is available
#1's mammogram recommendation. for surveyor review upon request. QA
‘ e o : reviews will be specified on CCi’s

' The facility failed to ensure sufficient - annual calendar,

i communication and monitoring related to
é individual #1's health care needs {0 ensure

- nursing services were provided as prescribed by
Ji her physician.

. 2. Individual #3's IPP, dated 5/1/14, documented
" a 60 year old female whose diagnoses included
. moderate mental retardation.

|
i
|
|

- Individual #3's record included a Physician's :

. Order Sheet and Progress Note, dated 5/2014.

- The sheet included an order for lipid and = :

i hemoglobin A1C levels to be measured every 6 ‘

i months. ' ! |
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W 339 ' Continued From page 17 W 339!

Individual #3's record included documentation of

quarterly pharmacy reviews. Pharmacist notes, .

dated 11/15/13, documented "Obtain the q [every] :

6 mo lipid panel and A1C, last 2/13." Additionally, |

pharmacist notes, dated 2/28/14, documented

"Obtain q 6 month lipid and HgbA1C lab resuits _
~for the chart at earliest convenience." ! i

Individual #3's medical record was reviewed and |
- showed routine blood work had been completed |
' on 3/6/14. However, six month lab levels for late

| 2013 couid not be located in Individual #3's

1' record.

| During an interview on 6/5/14 from 9:40 a.m. -

| 12:30 p.m., the LPN stated the 8/2013 blood work
. had been missed, |
i

i The nurse failed to ensure Individual #3 received
. routine blood work as prescribed by her physician

t and as noted by the pharmacist. |

: |
- The facility failed to ensure Individual #3 received |
" nursing services as prescribed by her physician. |
‘ !
I
I

. 3. Refer fo W322 as it relates to the facility's
failure to ensure individuals were provided with
: general and preventative medical care.

4. Refer to W325 as it relates to the facility's | g |
failure to ensure individuals received standard ; |
" laboratory screenings as ordered. i ‘

5. Refer to W358 as it relates to the facility's

failure to ensure an individual received |

' recommended dental care. |

W 356 ' 483.460(g)(2) COMPREHENSIVE DENTAL - W 356
TREATMENT ;
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The facility must ensure comprehensive dental |
freatment services that include dental care !
needed for relief of pain and infections, i
restoration of teeth, and maintenance of dentai
health.

" This STANDARD is not met as evidenced by; |
. Based on record review and staff interview, it

. was determined the facility failed to ensure

| comprehensive dental services were provided for
| 1 of 4 individuals (Individual #1) whose medical |
| records were reviewed. This resulted in an !
i individual's dental needs being un-addressed.
i The findings include:

\

| 1. Individual #1's IPP, dated 5/8/14, documented
| a 48 year old female whose diagnoses included
I severe mental retardation.

|
" Individual #1's medical record included dental

1 notes, dated 7/17/13, which documented a

. recommended recail of 8 months. However,

' record of a more recent dental examination could

i
|
|
|
|
i i‘
| not be found. ;
|
l
|
1

- During an interview on 6/5/14 from 9:40 a.m. -

1 12:30 p.m., the LPN stated she had been

. scheduling individuals for annual visits only. She !

" stated she thought it was a procedure the former .
RN puf info place and thought it may have been
payment related, but six month dental visits had |

- not been completed. !

|

The facility failed to ensure Individual #1 received
the recommended dental care. |

t

|

(X4 1D SUMMARY STATEMENT QOF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (45}
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W 386 : Continued From page 18 W 358! Comprehensive Dental Treatment 08/05/14

Correclive Action: The changes in
Medicaid Reimbursement related to
dental care for persons with

inteflectual disabilities caused us

some systems problems in the area
related which were not sufficiently
managed by our previous RN

Supervisor. Reimbursement systems
are scheduled to change 07/14 and !
should make this a less complex
issue. Additionally there was
confusion on insiructional staff's part
related to dental hygienist
recommendations which were typicall
routine 6 months follow-up for i
cleanings versus dentist's ‘
recommendations which sometimes

were for annuat checkups. Nurses

don’t typically attend dental

appoiniments so the RN Supervisor i
will develop a “Dental Visit Protocol”

for instructionat staff giving them

specific direction on clarifying these

two issues as well as having the issue

of routine x-rays {having these done

or documenting why not) addressed
which has been an organizational

issue.

Identifying Others Potentially Affected:
The LPN assigned to this Jocation and
the RN supervisor will do a Quality
Assurance Check at this focation and
any similar issues identified will he
responded to as outlined above,
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M 000 16.03.11 initial Comments | Wa356-»; System Changes: We have systems
in place to deal with this type of issue
The following deficiencies were cited during the and we had limited RN coverage and
annual licensure survey conducted from 6/2/14 to support for oversight purposes for a
- 6/5/14. | M. oS00 period of time. The RN Supervisor @
j e hired 10/13 is rapidly learning and =
' The survey was conducted by: implementing her job duties. We feel & E Al
! Ashley Henscheid, QIDP, Team Leader this is a training rather than a systems Q = i}:
issue and additional training was @ o ;
4 Common abbreviations used in this report are: provided by the QIDP Supervisor ?‘g e g
| AQIDP - Assistant Qualified Intellectual Disability 06/26/14, % B2 ]
. Professional 5 = 4
i IPP - Individuaiized Program Flan Monitoring: The RN Supervisor will be %
LPN - Licensed Practical Nurse reviewing medical records, including &
dental records, for thoroughness and i
MM111; 16.03.11.050.01(c) Medical History mMq1. | follow-up on a monthly basis. In !
addition, our organization is instituting |
A medical history and a physical examination a revised QA procedure which. |
must be completed by a physician not more than involves an annual records review at |
| ninety {90) days before admission. The medical each CCl location by agency QIDPs T
| history and the record of the physical examination and other management staff including
must include information concerning the nurses. The intent of this review isto
reSIdent s activity limitations and the resuits of a identify issues so that corrective |
tubercuﬁn Skln test or Chest X,ray action can occur, ThiS rE\”eIW format
‘ This Rule is not met as evidenced by: is available for surveyor review upon
| Based on record review and staff interview, it was request. QA reviews will be specified
| determined the facility failed to ensure on CClI's annual calendar.
I appropriate iuberculin testing had occurred for 1
l of 1 individual (Individual #4) admitted to the
fac:hty within the past year. This resulted in the
| potential for an infected individual to be admitted MM111 yg eutimdderstood that PPDs were - 08/05/14
| to the facility undetected. The findings include: quired upon admission but
i , considered this individual's move a
1. Individual #4's IPP, dated 5/27/14, documented f{ﬁgﬂfg ra‘h”b*ha” an admission,
she was a 30 year old female whose diagnoses 2 PPD S EOW een clarified for us and
"included profound mental retardation. She was will be completed by 07/01/14.
f admitted to the facility on 3/6/14 from a sister
\ facility in the company.
l
- Individual #4's record was reviewed and did not
i contain documentation that tuberculin testing had
Bureau of Facility Standards
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MM111: Continued From page 1 - MMIN
i
~occurred as part of her pre-admission or ;
admission process. |
During an interview on 6/5/14 from 9:40 - 12:30
: p.m., the LPN stated tuberculin testing was not
completed for individual #4's admission because i
she did not know it was required when an !
Individual moved from a sister facility. |
. The facility failed to ensure appropriate tubercutin
; testing had taken place related to Individuat #4's
| admission. :
I

Mmmal 16.11.03.075.07(a) Rights as a Citizen MM168 Please refer to W125 and W278.
|

i Rights as a citizen refer to all the rights of citizens i
| of this country and any particular state or locality.
These include, but are not limited to, voting,

1 marriage, divorce, executing instruments (e.q.,

| wills), acquiring and disposing of property, and

t choosing to practice or not practice a religion.

- This Ruie is not met as evidenced by: ]

" Refer to W125 and W278. 1

i
MM194l 16.03.11.075.10(a) Approval of Human Rights MM194 Please refer to W264

- Committee

' Has been reviewed and approved by the facility's

" human rights committee; and

i This Rule is not met as evidenced by: f

. Refer to W264, i

MM197) 16.03,11.075.10(d) Written Plans f MM197 Please refer to W289

" Is described in written plans that are kept on file !
. in the facility; and i ;
? ! }
i |
i I

Bureau of Facility Standards
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MM197 Continued From page 2

This Rule is not met as evidenced by:
Refer to W289.

MM208: 16.03.11.075.15 Right to Personal Items

Right to Personal items. Each resident admitted
. to the facility must be permitted to refain and use
' his personal clothing and possessions as space
. permits, unless to do so would infringe upon
| rights of other residents, and unless medically
. contfraindicated as documented by his physician
; in his medical record.

This Rule is not met as evidenced by:
| Refer to W137.

MM380.

|

I The building and all equipment must be in good

| repair. The walls and floors must be of such

: character as to permit frequent cleaning. Walls

| and ceilings in kitchens, bathrooms, and ufility

| fooms must have smooth enameted or equally
washable surfaces. The building must be kept

i clean and sanitary, and every reasonable

| precaution must be taken to prevent the entrance

16.03.11.120.03(a) Building and Equipment

| of insects and rodents.

| This Rule is not met as evidenced by:

. Based on observation, it was determined the

'~ facility failed to ensure the facility was kept in

- good repair for 8 of 8 individuals (Individuals #1 -

| #8) residing in the facility. This resulted in the
environment being kept in ill-repair. The findings

" include:

1. An environmental review was conducted with
. the AQIDP on 6/3/14 from 11:30 a.m. - 12;15 p.m.
During that time, the following was noted:

[

. - In Individual #1 and #5's resiroom,

Mr197

MM208

MM380

{

Please celer Yo W 137

MM380 1 08/15/14

!
|
We make a concerted effort to ;
maintain this home in an attractive |
and safe manner. We have a [
maintenance man and a system to
detect and address needed repairs. i
The items found were either not found i
on our Prevenfative Maintenance 1
Checklist or were pending repair. :
]
]
[

« Baseboard in bathroom coming
off the wall will be reattached

» Drawers in the common restroom
will be placed back on rails and
backstops will be repaired

+ Drawers in the kitchen will bs
placed back on rails and |
backstops will be repaired

+ The seam of carpet in the :
exercise room will be repaired :

The above list will be provided o
Maintenance Man for repair. in

Bureau of Facility Standards
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approximately 10 inches of baseboard was
' geparated from the wall at the base of the
- shower.

- All three of the drawers in the common restroom
- were broken from the rails and without backstops,
causing them to fall forward when opened.

- The bottom three drawers fo the left of the stove
were broken from the rails and without backstops,
causing them to fall forward when cpened.

- Three of the upper, middle drawers between the
sink and fridge storage area were broken from
the rails and without backstops, causing them to
fall forward when opened.

: - The seam of carpet in the exercise room was
separated In an approximately six foot strip.

l

i

!

! The facility failed to ensure environmental repairs
- were mainfained.

1
1

MM724i 16.03.11.270.01(a) Assesmenis

! As a basis for individual program planning and

| program implementation, assessments must be
i provided at entry and af feast annually thereafter
i by an interdisciplinary team composed of

| members drawn from or representing such

" professions, disciplines or services areas as are
_reievant to each particular case.

: This Rule is not met as evidenced by:

I Refer to W258,

MM735; 16.03.11.270.02 Health Services

|
i The facility must provide a mechanism which

- assures that each resident's health problems are |

- MM380 | addition, the AQIDP will be in-serviced

content.

i MM735 Please refer to W322

MM724 Please refer to W259

in using the Preventative Maintenance

| Check list to notify the Maintenance

: Man of repair needs and the

Administrator will periodically review :
the check list with AQ to verify the i

Bureau of Facility Standards
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' Refer to W322.

MM750] 16.03.11.270.02(d)(i
| Laboratory Examina

; high.

\ Refer to W325.
!

| Include:
., This Rule is not me
! Refer to W339.

MM782 16.03.11.270.04{a)(i
" Examination

MM735| Contfinued From page 4

brought to the atiention of a licensed nurse or
physician and that evaluation and follow-up
occurs relative to these problems. In addition,
i services which assure that prescribed and
planned health services, medications and diets
' are made available to each resident as ordered
| must be provided as follows:
. This Rule is not met as evidenced by:

i} Routine Screening
tions

Routine screening laboratory examinations, as
determined necessary by the physician, and
special studies when the index of suspicicn is

. This Rule is not met as evidenced by:

MM760, 16.03.11.270.03 Nursing Services

’ Residents must be provided with nursing services
. in accordance with their needs. There must be a

. responsible staff member on duty at alt times who
| is immediately accessible, to whom residents can
 report injuries, symptoms of illness, and

| emergencies. The nurse's duties and services

t as evidenced by:

) Extraoral and Intraoral

A complete extracral and intraoral examination
+ must be performed, utilizing all diagnostic aids
| necessary to properly evaluate the resident's orai |

 MM735

MM750 Please refer to W325

| MM760 Please refer to W339

. MM782 Please refer to W356
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