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Richard Davis, Administrator
Boise Group Home #3 Holt
P.O. Box 4243

Boise, ID 83711

RE: Boise Group Home #3 Holt, Provider #13G034

Dear Mr, Davis:

This is to advise you of the findings of the Medicaid/Licensure survey of Boise Group Home #3
Holt, which was conducted on June 19, 2014,

Enclosed is a Statement of Deficiencies/Plan of Comrection Form CMS-2567, listing Medicaid
deficicncies and a similar form listing State hcensure 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 coirective 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 potentiai 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
recut, i.e., what quality assurance program will be put into place;

5. The plan must include the title ol 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
July 3, 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.icfmr.dhw.idaho.pov

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 July 3, 2014, If a request for informal dispute resolution is
reccived after July 3, 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.

REN MARSHALL NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
KM/pmt

Enclosures




September 4, 2014

Michael Case

Health Facility Surveyor
Non-Long Term Care

Bureau of Facllity Standards
3232 Elder Street

PO Box 83720

Boise, Idaho 83720

Michael:

Per your regquest for additional information regarding corrective action at
the Holt home and follow up conversations with you and Nicole:

To insure that all appointments are completed in a timely manner and as
recommended by individual service providers the facility employs an
appointment calendar as well as an ongoling appeintment list for each
individual. The person who attends an appointment is responsible for
entering new appolntments on this list and notifying the Medical
Coordinator of these appointments., The Medical Coordinator will review
this list on a monthly basis to insure that new appointments have heen
noted appropriately., The Medical Coordinator will alsoc review the medical
racord for each person on an annual basis as part of his/her annual
staffing to identify and double check the completion or scheduling of
appointments to insure that consultant recommendations are completed.

Please contact me if you have further gquestionsg,

/f/
Cl%ckett

Frogram Director
Boise Group HOmes
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glasses, and a recommendation for follow-up in
approximately 3 years.

During observations on 6/16/14 at from 3:30 fo
4:15 p.m. and from 5:25 to 6:12 p.m., and on
6/17/14 from 6;15 to 8:22 a.m., Individuval #3 was
observed to wear glasses.

b. individual #3's most recent hearing exam
occurred on 4/9/09 with a recommendation for
retestin 3 years.

Record review also showed Individual #3's most
recent H&P, dated 10/1/13, documented they
were unable to test his vision and hearing as he
was non-verbal.

In an interview on 6/19/14 from 2:15 - 3:00 p.m.,
the facility’s Medical Coordinator confirmed the
hearing and vision exams were not performed as
recommended for individual #3.

The facility failed to ensure Individuat #3 received
recommended vision and hearing exams.

W 323
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