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Peter Talefefmar, Administrator
Belmont Care Center

4806 Hawthorne Road
Chubbuck, 1D 83202

RE: Belmont Care Center, Provider #13G046

Dear Mr. Talefefmar:

Based on the Medicaid/Licensure survey completed at Belmont Care Center on July 28, 2014, we have
determined that Belmont Care Center is out of compliance with the Medicaid Intermediate Care Facility
for Individuals with Intellectual Disabilities (ICF/ID) Conditions of Participation of Client Protections
(42 CFR 483.420) and Physical Enviornment (42 CFR 483,470). To participate as a provider of
services in the Medicaid program, an ICF/ID must meet all of the Conditions of Participation established

by the Secretary of Health and Human Services.

The deficiencies which caused these Conditions to be unmet, substantially limit the capacity of Belmont
Care Center to furnish services of an adequate leve] or quality, The deficiencies are described on the
enclosed Statement of Deficiencies/Plan of Correction (CMS-2567). A similar form indicates State -

Licensure deficiencies.

You have an opportunity to make corrections of those deficiencies, which led to the finding of
non-compliance with the Conditions of Participation referenced above by submitting a written Credible
Allegation of Compliance/Plan of Correction. :

It is important that your Credible Allegation/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; )
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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, Tow 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

6. Include dates when corrective action(s) will be completed.

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

Such corrections must be achieved and compliance verified by this office, before September 11,

2014, To allow time for a revisit to verify corrections prior to that date, it is important that the

completion dates on your Credible Allegation/Plan of Correction show compliance no later than
September 3, 2014.

Please compiete your Allegation of Compliance/Plan of Correction and submit to this office by August
28,2014.

Failure to correct the deficiencies and achieve compliance will result in our recommending that the
Medicaid Agency terminate your approval to patticipate in the Medicaid Program. If you fail to notify
us, we will assume you have not corrected.

Also, pursuant to the provisions of IDAPA 16.03.11.320.04, Belmont Care Center ICF/ID is being issued
a Provisional Intermediate Care Facility for People with Intellectual Disabilities license, The license is
enclosed and is effective July 28, 2014, through November 25, 2014. The conditions of the Provisionai
License are as follows:

1. Post the provisional license.
2. Correct all cited deficiencies and maintain compliance,

Please be aware that failure to comply with the conditions of the provisional license may resuit in further
action being taken against the facility's license pursuant fo IDAPA 16.03.11.350.

Be advised, that, consistent with IDAPA 16.05.03.300, you are entitled to request an administrative
review regarding the issuance of the provisional license. To be entitled to an administrative review, you
must submit a written request by September 10, 2014. The request must state the grounds for the
facility's contention of the issuance of the provisional license. You should include any documentation or
additional evidence you wish to have reviewed as part of the administrative review,
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Your written request for administrative review should be addressed to:

Debra Ransom, R.N,, RHIT
Licensing and Certification Administration, DHW
PO Box 83720
Boise, ID 83720-0009
Phone: (208)334-6626
Fax: (208)364-1888

If you fail to submit a timely request for administrative review, the Department of Health and Welfare's
decision to issue the provisional license becomes final. Please note that issues, which are not raised at an
administrative-review, may not be later raised at higher level hearings (IDAPA 16.05.03.301}.

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.lcfmr.dhw.idaho.gov

Scroll down untit 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 August 26, 2014, If a request for informal dispute resolution is
received after August 26, 2014 the request will not be granted. An incomplete informal dispute

resolution process will not delay the effective date of any enforcement action.

We urge you to begin correction immediately. If you have any questions regarding this letter or the

enclosed reports, please contact me 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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HUMAN SERVICES, LLC

Belmont Management
4806 Hawthorne Road

Chubbuck, [daho 83202
RECEIVED

SEP 83 2014

August 28, 2014 FACILITY STANDARDS

RE: Statement of Corrections

Dear Ms. Wisencr,

Please accept this as our letter of Credible Allegation that corrections of deficiencies found during the
recent survey at Belmont Care Center have been or will be made by September 3, 2014,

We feel we have made corrections and will be ready for your survey to assure compliance. if you have
any questions, please feel free to contact me,

Sincerely,

7 Sete OZ

Merinda Halladay

City Director
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The following deficiencies were cited during the
recertification survey conducted from 7/21/14 fo

7128714,

The survey was conducted by: ' BECEIVED
Ashlay Henscheld, QIDP, Team Leader

Jim Troutfetter, QIDP SEp 63 20k
Common abhreviations used in this report are: BACHLITY STANDARDS

ADL - Activity of Dally Living

AQIDP - Assistant Qualified Intellectual
Disabilities Professional

IPP - Individual Program Plan

LPN - Licensed Practical Nurse

MAR - Medication Administration Record
NSAID - Non-Steroldal Anti-Inflammatory Drug
PRN - As needed

QIDP - Qualified Inteliectual Disabilities
Professional

RN - Registered Nurse

3IB - Self-injurious Behavior

TV - Television

W 104 | 483.410{(a){1) GOVERNING BODY W 104

The governing body must exercise general policy,
budget, and operaling direction over the facillty.

This STANDARD is not met as evidenced by:
Based on observation, record review and staff
and individual internview, it was determined the
facitity's governing body failed io take actions that
identifled and resolved systematic problems for
for 4 of 4 individuals {Individuals #1 - #4) whose
records were reviewed, with the polential to affect

LABORATORY DIRECWROWDERJSUPPLEER EPRESENTATIVE'S SIGNATURE . TITLE (X6} DATE
}
320 b % nl, Loty Diveetm L84

Any deficiency statement ending with an asterisk {*}.d¢notés a deficlency which the Institulon may beAxcused from correcling providing f is dbtermined that
other safeguards provide sufficlent prolection fo thé phtlents. (Ses Instructions.) Excapt for nursing homes, the findings stated above are disclosable 90 days
following Ihe date of survey whethar of not a plan'efcorrection Is provided. For nursing homas, the above findings and plans of correction are dlsclosabls 14
days following the date thase documents are made available fo the facility. If deficlencias are cited, an approved plan of correction Is requisite o continued

program participation.
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all individuals {Individuals #1 - #18) residing in the
facilily. This failure resuited in the governing
body providing insufficlent direction and control
over the facility necessary to ensure individuals’
needs were met. The findings include:

1. Durtng cbservations conducted on 7/21/14 and
7/22{14 for a cumulative 4 hours and 41 minutes,
vicleo cameras were noted to be mounted near
the celling In the comimon areas of the facility.
Two cameras, localed in the common area next
{o the hathrooms, were noted {o be directed
toward the waliffloor, facing away from the
commen area.

Upon review, it was noted Individual #1 - #4's
records contained a Written Informed Consent for
Video Camera Surveillance which decumented
"The cameras will be placed In general common
use areas...Viewing wilt be done for all shifts at
varying times, a minimum of 1 {ime per week, per
shift, for at feast 15 minutes."

However, during an interview on 7/25/14 from
12:10 - 2:12 pan,, the Cily Director slated the
cameras were operable, but difficult to access.
She estimated the facility struggled with gaining
access to video camera monttoring for
approximately two and a half years. The Cily
Director stated the viewings were not being
completed as indicated in the Written Informed
Consents.

The governing hody failed to ensure video
camera monitoring was implemented as written,

2, Refer to W111 as it relates to the governing
hody's failure to ensure the facility maintained a

record keeping system that accurately

STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
136046 B. WING 07/28/2014
NAME CF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3626 VAUGHN AVENUE
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TER POCATELLO, (D 83204
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GOVERNING BODY

Belmont will ensure the governing body

exercises general policy, budget, and
operating direction over the facility.

1. Refertio W11l
2. Referto W121
3. Referto W122
4, Referto W159
5. Referto406

Person Responsible: QIDP, Administrator,

and City Director.

Monitor: Policies will be reviewed

quarterly to ensure policies are being ?/‘;/[4‘

implemented as written.
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W 104

W11

Continued From page 2
documented individuals' medical care.

3. Refer to W121 as it relates fo the governing
body's failure fo ensure the facllity provided each
individual with an adequate bedroom.

4. Refer to W122 -~ Condition of Participation:
Client Protections and related standard level
deficiencies as they relate to the governing body's
fallure to ensure individuals® rights were upheld.

5. Refer to W159 as it relates to the governing
hedy's failure to ensure the QIDP provided
suffictent monitoring and coordination for
individuals,

6. Refer to W406 - Condition of Participation:
Physical Environment and related standard level
deficiencies as they relata to the governing body's
failure to ensure the facility provided each
individual with an environment which promoted
independence, :

The cumulafive effect of these systemic deficient
practices significantly impeded the facility's ability
to uphold individuals' rights and meet individuals'
programmatic and environmental needs,
483.410{c)(1) CLIENT RECORDS

The facility must develop and maintain a
racordkeeping system that documents the client's
health care, active treatment, social information,
and protection of the client's rights.

This STANDARD s not met as evidenced by:
Based on record review and staff interview, it
was determined the facility failed to maintaln a

w104

W1
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record keeping system that contained complete
information for 4 of 5 individuats {Individuals #1 -
#3 and #10) whose medical records were
reviewed. This resulted In a lack of
documentation to ensure appropriate medical
care was provided. The findings include:

1. Facility MARs, dated 1/1/14 - 8/30/14, were
reviewed and did not include comprenhensive
information refated to PRN medication
adminisiration, as follows:

a. Individual #1's IPP, dated 7/31/13, documented
he was a 32 year old male with diagnoses
Inciuding mild intellectuat disabliity. The MARs
documented he received the following PRN
medications:

- "Allergy retief" for "eye" on 1/3/14

- Benadryl {an antihistamine drug) for cough and
congestion on 2/11/14

- Benadryl and Tylenol (an analgesic drug) for
"Head/Dizzy" on 3/6/14

- "Allergy relief” for "coughing, sneezing” on
4HT7HA

individuat #1 did not receive any PRN
medications after 4/17/14.

b. individual #2's IPP, dated 3/4/14, documented
a 31 year old male whose diagnoses included
mild intellectual disability. The MARs
documented he recelved PRN medications
including, but not limited to, the following:

- Tylenol for sore throat on 4/10/14
- Tylenol for headache on 3/16/14, 6/3/14, 6/9/14,
6115114, 6/16/14 (twice), 6/17/14, 6/24/14,

6/25/14, 6/26/14, 6/27/14 {three limes) and

Belmont will develop and maiitain a
recerdkeeping system that dociments the
individual’s health care, active treatiment,
social information, and protection of the
individual’s rights.

Training wili be completed with all staff’
regarding Medication Administration and
Medication Administration Records, The
training will also address charting the
effectiveness of PRN medications and
documenting all medication passes.

In addition, training will be compieted with
atl staff regarding neurological checks and

reporting. Training will also be completed

with Administrative staff rotate being on call
regarding documentation and follow up wit
incidents that are reported.

(=2

Person Responsible: RN, LPN, Program
Supervisors, and City Director.

Moenitor: The Nursing Department will do
training with all the staff regarding
Medication Administration, documentation
and Neurological checks. Annually, staff
will recertify in Medication Administration
The RN and LPN will do random
observations on medication passes monthly
The RN and LPN will also complete rando
checks on the Medication Administration
Records. Program Supervisors will
complete weekly checks on the Medication
Administration Records and Medication
Administration. Any concerns or issues will
be reported to the Nursing Department.

—
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W 1111 Continued From page 3 W 111
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- Cough drop for cough on 6/15/14 and 6/17/14
(three times)

- Allergy relief for throat/allergies on 6/20/14,
6/21114, 6/24/14, 6/26/14, 6/26/14 (two times),
6/27114, 6/128/14 (two mes) and 6/29/14

c. individual #3's IPP, dated 1/8/14, documented
he was a 39 year old male with diagnoses
inclucing mild intellectual disability. The MARs
documented he recelved PRN medications
including, but not limited to, the following:

- Tylenol for headache on 1/6/14, 1/6/14, 1/7/14,
1/15/14, 31414, 5/6/14, 6/14/14 and 6/28/14

- buprofen {an NSAID) for mouth pain on 4/18/14
and 4/23/14

- "Allergy relief" for allergies on 5/6/14 (twice)

- Cough syrup for cough on 5/8/14, 512114
(twice) and 516/14

~ Tussin chest congestion (an antitussive drug)
for cough on 5/21/14

However, Individual #1 - #3's records did not
include information related to the resulis of the
PRN drugs to evaluate the efficacy and need for
further PRN administration,

During an interview on 7/25/14 fromn 12;10 - 2:12
p.m,, the RN stated medication administration
documentation had been an on-geing issue with
facility staff. She stated sach ifme a staff called
for a PRN, she reminded themm to record the PRN
efficacy, however, staff continued {o incorvectly
complefe the MARs. The RN stated staif should
have followed-up on each PRN's efficacy and
documented the information.

The facility failed to keep a complete record of

BELMONT CARE CENTER
NT POCATELLO, ID 83204
{Xa3 1D SUMMARY STATEMENT OF DEFIGIENCIES iD PROVIDER'S PLAN OF GORREGTION {X5)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGCTIVE ACTION SHOULD BE CONMPLETION
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DEFICIENGY)
. Administrative Staff regarding incident
W 111 Continued From page 4 W 11| /Accidents and follow up. This training will

Ysire

be completed quarterly by the City Director,
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Individual #1 - #3's PRN medication efficacies.

2. Individual #10's IPP, dated 4/9/14, stated he
was a 26 year old male whose dlagnoses
included mild intellectuat disability.

Areview of the facility's incident/Accident Reports
from 4/1/14 to 7/21/14 documented Individual #10
received blows to the head without sufficient
documentation of monitoring for potental head
injury, as foliows:

a. An Incident/Accident Report, dated 4/8/14 and
timed 3:57 p.m., documented Individual #10 was
"playing basket hall, got hit several imas by
accidant by both fesidents and staff. Fell down,
scrapped nuckles [sicl” In the "Injuries” section,
staff documented "scrapped nuckles fsic], hit
head, eyes, knees, shouider, head arm but no
bruises.” Under "What did you do,.." staff
documented "made sure he was ok and let him
recover before letling him continue."

Under the Nursing Instructions/Follow-up section,
the LPN made a note, dated 4/9/14 and timed
10:00 a.m., which stated there wers no signs or
sympioms "of infaclion noted."

No additional documentation related to monitoring
for potential injury was present.

b. An IncidentfAccident Report, dated 4/8/14 and
timed 7:31 p.m., documented Individual #10 was
"Playing volley ball, hit the ball into a tree, ball
came back and smacked him In the head.” Inthe
“Injurias" section, staff documented "hit head
when hit and fell.” Under "Whal did you do..."
staff documanted "fet him recover, made sure he
wasn't dizzey [sic], unconsious [sic], got him to

FORM CMS-2667(02-99) Previous Verslons Obsalete Event [D;8B1Cti Faclfity 1D; 13G048 If continuation sheet Page 6 of 49
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Continued From page 6
speak and laugh.”

Under the Nursing instructions/Follow-up section,
the LPN made a note, dated 4/2/14 and timed
10:00 a.m., which stated there were no signs or
symptoms “of injury noted.”

No additionat documentation related to monitoring
for potential injury was present.

¢. An Incident/Accident Report, dated 4/19/14 and
fimed 7:08 p.m,, documented Individual #10 was
"playing basketball {and] got hif in head with
elbow by [former resident). He seemed fine after
a couple of minutes. He was hurling at first but
then he was fine.” In the "Injuries” section, staff
documented "hit to head with elbow by another
resident." Under "What did you do..." staff
documented "After he seemed ok we kept playing
hasketball."

Under the Nursing Instructions/Follow-up section,
the RN made a note, dated 4/20/14 and timed
10:00 a.m., which stated there were no slgns or
symptoms of "injury @ this time."

No additional documentation refated to monitoring
for potential injury was present.

d. An Incident/Accident Report, dated 4/28/14
and timed 5:40 p.m., stated Individual #10 "was
playing basketball....staff shut [sic] basketbali,
fIndividual #10] was by baskaet, tried to catch ball,
fand] it hit him on the head as ball went through
his hands. He looked dizzi [sic] [and} his eyes did
not look right but then after a couple of minutes
he was fine," The "Injuries" section was blank.
Under "What did you do..." staff documented "

notified supervisor [and} nurse on call."

W 111
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Under the Nursing Instructions/Follow-up section,
the RN made a note, dated 4/29/14 and limed
8:00 a.m., which stated "Neuro [check] [within
normaj limits)."

However, no additional documentation related fo
monitoring for potential injury, including the neuro
check, was present,

When asked, during an interview on 7/24/14 from
8:52 - 9:00 a.m., the LPN stated she did not have
any neuro checks for the head hits.

Duwring an Interview on 8/1/14 from 12:20 - 12:33
p.m., the RN stated anytime staff called nursing
related to head hils the nurse would review each
sign and symptom of a concussion. She stated if
staff indicated any symptoms of concern were
present, the nurse would go fo the facility and
visually examine the individual or would instruct
staff to take the individual to the emergency
room.

The facilily falled to ensure neurological

monitoring for Individual #10 was documented.
W 121 483.410(d)(4) SERVICES PROVIDED WITH W 121
OUTSIDE SOURCES

if living quarters are not provided in a facility
owned by the ICF/MR, the ICF/IMR remains
directly responsible for the standards relating to
physical environment that are specified in
§483.470(a) through {g), (j and (k).

This STANDARD s not met as evidenced by:

FORM CMS-2567(02-99) Provious Viarsions Obsolete Event ID:8B1C1% Facility ID: 136048 If continuallon sheet Page 8 of 49
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Based on observation and individual and staff
interview, It was dstermined the facifily failed to
ensure the physical environment promoted the
health, independence and learning for 1 of 16
individuals {individual #6) residing in the faciiity.
This failure resulted an individual not being
provided with a bedroom including an appropriate
hed, functional furniture and appropriate closet
and storage space. The findings include:

1. Individual #5's IPP, dated 6/11/14, documented
he was a 23 year old maje whose diagnoses
included borderline intellectual functioning and
insomnia,

An observation was conducted at the facility on
7722114 from 6:40 - 7:56 am. At7:00 a.m.,
Individual #5 was noted to be putling away
hedding and the fold-out bed in the TV room,
When asked, on 7/22114 at 7:15 a.m., a direct
care staff stated Individual #5 slept on the fold-out
bed in the TV room, The staff stated individual
#5 was incarcerated for approximately one
month, and returned to the facility around
711814, The direct care staff stated individual #5
had been staying in the TV rooin since his return
to the facllity. On 7/28/14 at 9:36 a.m., the City
Director clarifted that Individual #5 was
re-admitted to the facility on 7/16/14,

Whaen asked, during an interview on 7/25/14 at
8:10 a.m,, the Cily Director stated the facility was
in a leased building, hut Individual #5 should have
heen provided with an adequate hbedroom.

The facility failed to ensure Individual #5 was
provided with an adequate bedroom.

2. Rafer to W406 - Condition of Participation;

OUTSIDE SOURCES

Belmont will ensure direct responsibility fos
the standards relating to physical
enviromnent.

The physical environment was modified to
promote the health, independence and
learning for the individual. The individual
was provided with a bedroom that included
an appropriate bed, functional furniture and
appropriate closet and storage space,

Belmont will ensure prior to admission ther
is an appropriate room with functional
furniture and appropriate closet and storage
space for individuals being admitted.

1. Referto Wd06

Person Responsible: Program Supervisor,
Housekeeping Supervisor, Assistant
QIDP/QIDP, and City Director,

Monitor: Prior to an admission, the
Supervisor, Housckeeping Supervisor,
Assistant QIDP/QIDP, and City Director
will evaluate the living space to ensure the
physical environment promotes the health,
independence and Iearning for the individug
that is being admitied.

X4 1D SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECTION {XE)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLEYION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
. POC W121 483.410(d0)(4)
W 121 Continued From page 8 W121| SERVICES PROVIDED WITH
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Physlcal Environment and refated standard level
deficiencies as they relate to the facility’s failure
to ensure each Individuat was provided with an
snvironment which promoted independence.

W 122 | 483.420 CLIENT PROTECTIONS w122
The facility must ensure that specific client POC W122 483.420
protections requirements are met. CLIENT PROTECTIONS

Belmeont will ensure that specific client

This CONDITION Is not met as evidenced by, protections requirements are inet.

Based on poficy review, observation, record , )

review and staff and individual Interview, it was I Referto W127
determined the facllity falled to provide the 2. Referto WI29
necessary client protections and ensure steps 3. Referto Wi137
were taken {o protect individuals' rights, These
failures resulted in a lack of effective systems to
uphold individuals® rights. The findings include:

Person Responsible: DSPs, Program
Supervisors, Assistant QIDP/QIDP,
Assistant Behavior Specialists, LPCs, City

1. Refer to W125 as it relates to the facility's Director.
failure to ensure each individual was taught and
encouraged to exercise their rights, Monitor: Monthly the Administrative Team
will review client protection concerns in the ? /‘f/ 4
2. Refer to W129 as it relates to the facility's on-going Behavior Meetings. /

fallure to ensure each individual was provided
oppartunities for privacy.

3. Refer to W137 as It relates to the facility's
faiture to ensure each Individual had unrestricted
access fo personal possessions.

The cumulative effect of these deficient practices
resulted in individuals' rights being victated.

W 1261 483.420{a)(3) PROTECTION OF CLIENTS W 125
RIGHTS

The facility must ensure the rights of ali clients.
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Therefore, the faclllty must allow and encourage
individuai clients to exercise their rights as clienis
of the facility, and as cilizens of the United States,
including the right {o file compiaints, and the right
to due process.

This STANDARD is not met as evidenced by:

Based on policy review, observation and
individual and staff interview, It was determinad
the facilily failed to ensure Individuals' rights were
promoted for 5 of 5 individuals {Individuals #1, #3,
#5, #6 and #9) inferviewad regarding gtievances,
with the potential to alfect all individuals
{Individuals #1 - #16) residing in the facilily. This
failure resulted in a fack of understanding and
implementation of the grievance process. The
findings inciude;

1. The facility's Consumer Grievances policy,
dated 1/9/13, documented "Grievances can be
given either verbally or in wiiting, Al grievances
will be taken seriously and be investigated by the
Administrator or Designee.” However, the facility
falled to encourage and assist individuals with
thelr right to file grievances, as follows:

a. An observation was condticted at the facllity on
7122114 from 6:40-7:56 a.m, At7:00 a.m.,
Individual #5 was noted to be putling away
bedding and the fold-out bed in the TV room.
Whan asked, on 7/22f14 at 7:15 a.m., a direct
care stalf staled Individual #5 slept on the fold-out
bed in the TV room. The slaff stated Individual
#5 was incarcerated for approximately one
month, and refurned to the facility around
7/18/14. The direct care staff stated individual #5
had been staying In the TV room since his return
to the facility. On 7/28/14 at 9:36 a.m., the City

PROTECTION OF CLIENTS RIGHTS

Belmont will ensure the rights of all
individuals. Belmont will allow and
encourage individuals to exercise their right
as individuals of the facility, and as citizens
of the United States, including the right o

fite comptlaints, and the right to due process

T

Training will be done with all staff
regarding the Grievance policy and the
procedures that are to be followed. In
addition, a separate meeting will be held
with the individuals to explain the process,
A new grievance forin has been created for
individuals to voice their concerns. For
those that are unable to write, staff will
assist them in completing and turning in the
form,

Person Responsible: DSP, Lead DSP,
Program Supervisors, Assistant
QIDP/QIDP, Assistant Behavior
Specialist/Behavior Specialist, LPC, and
City Director.

Monitor: The Grievance policy will be
incorporated into the initial admission paper
work that is reviewed. A signed copy of thij
policy will be kept in their individual record,
Grievance forms will be turned daily or as
received. Tracking will be implemented to
track the grievance and the outcome.
Monthly during individual home meetings
any concerns the individuals have may be
addressed.

Y3/r4
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Director clarified that Individual #5 was
re-admitted to the facillty on 7/16/14,

The TV room was noted to contain general faciiily
supplies, including a TV, entertainment center,
fish tank, a cabinet of staff Inboxes as well as
approximately twelve house-supply board games.

When asked, Individual #5 stated, during an
interview on 7/22{14 from 7;22 - 7:25 a.m.,, he
had his own bedroom prior to his incarceration.
Individual #5 stated he was frustrated that he did
hot have his own space,

During observations conducted on 7/21/14 and
7122114 for a cumutative 4 hours and 41 minutes,
the double doors to the TV room were noted to be
kept open. Additionally, no less than six
individuals were noted to partake in various
activities in the TV room with and without
Individual #5,

During a second interview on 7/24/14 from 9:03 -
9:06 a.m., Individual #5 staled he reported his
complaints about the bedroom setup {e.q. lack of
bed, storage space, elc.) to the fioor leader but
nothing had been done. Individual #3, also
present during the interview, stated Individual #5
had been complaining about the situation since
ndividual #5 returned from his incarceration.

Additionally, Individual #5 stated one day in
parficular he had requested a different direct care
staff from the floor {eader and his request was not
addressed. _

b. During an Interview on 7/22/14 at
approximately 12:20 p.m., Individual #1 stated he

had multiple concerns about facility procedures,

W 125
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including which movies and video games were
permitted. When asked, Individual #1 stated he
did not know the grievance process and wanted
to be able to discuss the concerns with someone
he could trust o relay the information.
Documentation related {o Individual #1's
grievances could not be found.

¢. During an inferview on 7/24/14 at
approximately 8:40 a.m., Individual #3 stated he
could not remember the grievance process as he
had not had any issues at the facility.

d. Duting an interview on 7/24/14 at
approximately 8:45 a.m., individual #9 stated he
had multiple concerns with the facility, including a
delay In getting out of the facility and direct care
staff using their cell phones during work, He
stated the facility had "hassle logs" which he had
not ever completed. Individual #9 stated he
typically took his complaints directly to the
Administrator, QIDP or Assistant Behavior
Speclafist. Individual #9 stated he thought facility
staff tried to resolve his complaints, howaver, he
never received follow-up after a complaint, so he
couid not say for sure. Documentation related to
Individual #9's grievances ¢ould not he found.

e. During an interview on 7/24/14 at
approximately 10:00 a.m., Individual #6 stated he
had concerns with the facility, including how
group counseling was implemented. He slated
he voiced his concemns to the floor teader and
Administrator and felt like his complainis went
unheard. Documentation related to individual
#6's grievances could not be found.

On 7/24/14 at approximately 10:26 a.m.,

grievances from the past six months were

W 125
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requested. The City Director was unable to
produce evidence of any complaints heing
reported and/for addressed.

During an interview on 7/25/14 from 12:10 - 2:12
p.m., the QIDP stated the facility had not
documented grievances and follow-up In the past
and would re-evaluate the grievance process.
Facilily staff present {including the City Director,
QiDP, AQIDP and the Assistant Behavior
Speclalist) took note of the concerns and siated
they would he addressed.

The facilily failed to ensure individuals were
aware of, and encouraged to ulilize, the grievance
process and that it was implemented per policy,
483.420(a}{7) PROTECTION OF CLIENTS
RIGHTS

The faclity must ensure the rights of all clients,
Therefore, the facillty must provide each client
with the opporiunity for personal privacy.

This STANDARD is not met as evidenced by:
Based on observation, record review and sfaff
and individual interview, It was determined the
facility faited to ensure 1 of 16 individuals
(Individual #5) residing in the facility was provided
with the opporltimily fo personal privacy, This
resutted in an individual's right to privacy being
violated. The findings include:

1. Individual #5's PP, dated 6/11/14, documented
he was a 23 year old male whose diaghoses
included horderline Inteffectual functioning and
insomnia.

W 126

W129
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PROTECTION OF CLIENTS RIGHTS

An observation was ¢onducted at the facility on

7/22/14 from 6:40 - 7:56 a.m. At 7.00 am., Belimont will ensure the rights of all

E‘%;Edua] #3 t“l\':asf n{gtiﬂlt‘t’) b(?'pugﬁ!;% 3"‘;‘_’55’[“ individuals. Belmont will provide each
eaaing and <he fotd-out bed In om. individuais with th rtunity for a

When asked, on 7/22/14 at 7:16 a.m., a direct privacy. W © Opporiunity for persong

care staff stated Individual #5 slepf on the fold-out

zg%g;lﬁ?cl:ig:ga f-.lg—) I:ea;;?gx?;?;?g;nﬂ\gdua] The individual was removed for the living

month, and returned to the facility around space info a room that p mf"ided him with the

7/18/14. The direct care staff stated Individual #5 opportunity to personal privacy.

had been staying in the TV room since his relurn ) .

to the facility. On 7/28/14 at 8:36 a.m., the Clty Person Responsible: Program Supervisor,

Director clarified that Individual #5 was Housekeeping Supervisor, Assistant

re-admitted to the facility on 7/16/14. QIDP/QIDP, and City Director.

The TV room was noted to contain general facillty Monitor: Prior to an admission, the

supplies, including a TV, enterialiment center, Supervisor, Housekeeping Supervisor,

fish tank, a cabinet of staff inboxes as well as Assistant QIDP/QIDP, and City Director

approximately twelve house-supply board games. will evaluate the living space to ensure it

provides the opportunity for personal ?/J// ¢

When asked, Individual #5 stated, during an privacy.

interview on 7/22/14 from 7:22 - 7:25 a.m,, he

had his own bedroom prior o his incarceration.

Individual #5 stated he was frustrated that he did

not have his own space.

During ohservations conducted on 7/21/14 and

7122114 for a cumulative 4 hours and 41 minutes,

the double doars to the TV room were noted fo be

kept open. Additionaily, no less than six

individuals were noted to partake in various

activities in the TV room with and without

Individual #5.

In an interview on 7/22/14 from 10:24 - 10:33

a.m., the QIDP stated if Individual #5 wanted

privacy, he would have to let the staff know and

that staff would ask individuals to leave the TV
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room, The QIDP stated that all staff used the
inboxes and that they would need tc be removed
from the TV room to provida Individual #£5 with
privacy,

The facility falted to ensure Individual #£5's right to
privacy was nof violated.

W 1371 483.420(a)(12) PROTECTION OF CLIENTS
RIGHTS

The facility must ensure the righis of all clients.
Therefore, the facility must ensure that clients
have the right to refain and use appropriate
personal possessions and clothing.

This STANDARD is not met as evidenced by:
Based on observation, record review and staff
and individual interview, il was determined the
facility failed {o ensure individuals had access to
personal possessions for 1 of 16 individuals
(Individual #5) whose personal lteins were
observad. This resulted in an individual's right to
his personal possessions nol being upheld. The
findings include:

1. Individual #5's IPP, dated 6{11/14, documented
he was a 23 year old male whose diagnoses
included borderiine intellectual functioning and
inscmnia.

An observation was conducted at the facility on
722114 from 6:40 - 7;56 a.m. At 7:00 a.m.,
Individual #5 was noted lo be putling away
bedding and the fold-out bed in the TV room,
When asked, on 7/22114 at 7:15 a.m., a direct
care stalf stated Individual #5 slept on the fold-out
bed in the TV room. The staff stated Individual

W29

W 137
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#5 was incarcerated for approximately one
month, and returned to the facility around
7/118M4. The direct care staff stated Individual #5
had heen staying in the TV room since his return
to the facility. On 7/28/14 at 9:36 a.m., the City
Director clarified that Individual #5 was
re-admitted to the facllity on 7/16/14.

On 7/22114 at 10:00 a.n., Individual #5 gave a
tour of his fiving space. In the TV room, he
pointed out six plastic drawors which contained
some of his personal possessions, including
clothing. Individual #5 also pointed to a pile of
shoes between the couch and phone stand which
he stated belonged to him,

The TV room did not contain a closet. The TV
room contained various cabinets, including an
entertainment center and a stand underneath the
facility fish tank. However, none of the storage
space in the TV room had been designated fo
Individual #5.

During the tour on 7/22{14 at 10:00 a.m.,
Individual #5 also requested access fo the dietary
office. Afler a staff unlocked the dietary offics,
Individual #5 showed a taundry basket for his dirty
clothes that was kept in the office. Individual #5
indicated the remainder of his personal
possessions were stored in the facility “archive.”
The archive room was a focked room at the base
of the stairweli, on the lower leve! of the facility.
The room contained a farge cabinet which
included notebooks, video game guitars, a stereo,
clothes and shoes Individual #5 stated belonged
{0 him.

When asked, during an interview on 7/22M14 from
10:24 - 10:33 a.m.,, the City Director stated she

BELMONT GARE CENTER POGATELLO, ID 83204
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PROTECTION OF CLIENT RIGHTS

Belmont will ensure the rights of all
individuals. Belmont will ensure that
individuals have the right to retain and use
appropriate personal possessions and
clothing.

The individual was moved to a living space
that allowed him to retain and use his
personal possessions,

Person Responsible: Program Supervisor,
Housekeeping Supervisor, Assistant
QIDP/QIDP, and City Director.

Monitor: Prior to an admission, the
Supervisor, Housekeeping Supervisor,
Assistant QIDP/QIDP, and City Director
will evaluate the living space to ensure the
physical environment allows the individual
to retain and use personal possessions.
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was aware that Individual #5's possessions were
stored in the TV room, dietary office and archive
room, She stated the storage set-up was
temporary untif a permanent bed and bedroom
space opened up for Individual #5. The Cily
Director stated in the meantime Individual #5 was
able fo ask for access to his possessions.

The facllity failed to ensure Individual #5's right to
retain and use personat possessions was Lpheld.
483.430(a) QUALIFIED MENTAL RETARDATION
PROFESSIONAL

Each client’s active ireatment program must be
integrated, coordinated and monitored by a
qualified mentat retardation professional.

This STANDARD is not met as evidenced hy:
Based on observatlon, record review and
individual and staff interview, it was determined
the facility failed to enstire the QIDP provided
sufficlent monitaring and oversight of individuals'
aclive treatment programs for 4 of 4 individuais
(Individuals #1 - #4) whose active {reatment
schedules were reviewed, with the potential to
affect all individuals (Individuals #1 - #16) residing
in the facility. This failure resulted in a lack of
sufficient QIDP monitoring and oversight to
ensure the accuracy and appropriateness of
assessments, objectives, program development
and protection of rights. The findings include;

1. Individual #1's IPP, dated 7/31/13, documented
a 32 year old male whose diagnoses included
mild intellectual disahility.

a. Individual #1's Comprehensive Functional

W 137

W 150
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Individual #1's non-compliance, including, but not
fimited to, the following:

- Tooth Brushing; "Will often refuse to brush teeth
at appropriate limes, or even will go days without
brushing.”

- Miscellaneous Grooming: "Often will refuse to
use deodorant and presents with body odor.”

- Dressing; "Often wilf refuse to wear clean
clothing after shower, or before attending Day
{Treaiment]."

- Undressing: "Often will siruggle with
non-compliance, not because he is not capable
of’ll

- Vocalonal Skills: "Will often refuse to participate
or complete Vocational Treatment.”

- Community Leisure: "Often will refuse group
activities.”

- Nursing: Madications: "Often wilt refuse to
complete medication routine" and “Does not often
take interest in Medical or Medication Treatment.
Is capable of learning and progressing in this
area, but he will often struggte with
non-compliance."

Additlonally, his behavlor assessment, dated
711614, Indicated Individual #1's non-compliance
was defined as "refusing rules, refusing chores,
refusing to parlicipate in his...restrictions, refusing
group, refusing to parlicipate in vocational
fraining, refusing ADLs, refusing medications and
refusing programs.”

Individual #1's IPP documented the following
related o individuat #1's refusals:

- Toileting: "} is the opinion of the treatment team
that [Individual #1] will use the bathroom for an
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Assessment, dated 7/26/13, documented QUALIFIED MENTAL

RETARDATION PROFESSIONAL

Belmont will ensure each individual’s active
treatment program will be integrated,
coordinated and monitored by a qualified
menial retardation professional.

Belmont will review to ensure plans are
sufficiently developed and implemented fo
address on-going behavioral and
programmatic needs for all individuals.

1. Referto W122
2. Referio W252
3. Referto W257
4, Referio W290
5. Referto W312
6. Referto W48l

Person Responsible: Assistant QIDP/QIDB,
Assistant Behavior Specialist/Behavior
Specialist, Administrator, and City Directoi].

Monitor; Moenthiy plans will be reviewed
monthly. Quarterly or as needed progress d
regression will be reviewed by the
Treatment Team. The City Director and
QIDP will work with each department to
ensure individuals records are reviewed and
audited quarterly.
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excessive amotnt of time {o avoid {reatment.”

- Showering/Bathing: "Currently, [individuat #1]
will take showers for a very exiensive amount of
time {2-3 hours)...The treatment team feels that
findividuat #1] uses the fime in the shower fo
avoid treatment...”

- Personal Hygiene: "The treatment team feels
that if [sic] he is able to complete all tasks, but
struggles to [sic] due to refusals...”

- Academic history: "[individual #1)] has refused
and is unwitling to complete new tasks that will
promote growth in many of his academic skilis."

Individual #1's IPP included an objective “to
decrease non-compliant behaviors to 200
incidents per month for three consecutive
months." His Non-Compliance Program, revised
5/1/14, included instructions to staff to positively
reinforce compliance, use the prompt hierarchy
for cueing and to discuss his non-compliance
objective.

Individual #1's monthly behavior summaries from
9/2013 - 6/2014 were reviewed. Individual #1
engaged In non-compliance, as follows:

- 9/2013: 111 times

- 10/2013; Data collection sheets dastroyed
- 11/2013; 154 times

- 1212013 104 times

- 172014 137 times

- 2{2014: 112 times

- 312014: 163 times

- 4/2014: 153 times

Individual #1's 4/2014 Behavior Summary for
Individual #1's non-compliance objeclive
documented "met his program goal for the month

Alsic] revision was implemented in May. The

W 159
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revision was to decrease the frequency of
reinforcement. The majority of incidents of
non-compliance included {individual #1} refusing
to participate in day freatment and refusing to
follow rules.”

However, Individual #1's monthly behavior
summaries documented he continued fo engage
in non-compliance, as follows:

- 6/2014; 148 times
- 6/2014: 208 times

When asked what actions had been taken to
address Individual #1's non-compliance, during
an interview on 7/25/14 from 10:35 - 11:40 am.,
the AQIDP stated the team was looking at moving
individual #1 to a sister faciliy in the company
andfor implementing a money reinforcemant
program. She stated the team hoped the change
in environment and use of money reinforcement
would motivate Individual #1. The AQIDP stated
past interventions including discussing the
situation with Individual #1's advocate, who tried
to meet with Individual #1, but individual #1
rafused.

During an interview on 7/25/14 from 11:05 - 11:08
a.m., the Assistant Behavior Specialist stated in
an attempt to reduce refusals, the facility met with
Individual #1's guardian and made minor
revisions fo Individual #1's Non-Compliance
Program. The Assistant Behavior Specialist
stated the facility's attempts would motivate
Individual #1 for approximately one week ata
time.

The facliity faited to ensure plans were sufficlontly
developed and implemented to address Individual
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Continued From page 21
#1's on-going non-compliance.

b. individual #1's program summaries from
9/2013 - 5/2014 were reviewed. The summaries
from 92013 - 4/2014 included fracking for
Individual #1's anger coping skills, conflict
resolution skills and anxiety coplng skills
objectives. However, Individual #1's 5/2014
program summaries did not include information
related to those objeclives,

When asked, in an interview on 7/26/14 from
12:10 - 2:12 p.m., the Assistant Behavior
Specialist stated tracking for the identifled
objectives for May 2014 was missed due to
miscommunication,

The facility failed to ensure the QIDP provided
sufficlent monitoring to ensure all objectives were
reviewad monthly.

2, individual #3's IPP, dated 1/8/14, indicated he
was a 39 year old male with diagnoses including
mild intellectual disability.

a. Individual #3's program summaries from
212014 - /2014 were reviewed. The summaries
from 2/2014 - 4/2014 included tracking for
Individual #3's depression coping skills, healthy
body skills and insomnia coping skills objeclives.
However, Individual #3's 572014 program
summaries did not include Information related to
those objectives.

When asked, in an interview on 7/26/14 from
12:10 - 2:12 p.m., the Assistant Behavior
Speclalist stated tracking for the identified
objectives for May 2014 was missed due to

miscommtinication.
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The facility failed to ensure the QIDP provided
sufficient monitoring to ensure all objectives were
reviewed monthly.

3. Refer to W122 - Condition of Participation;
Client Protections and refated standard level
deficiencies as fhey relate to the QIDP's failure to
ensure individuals' rights were upheld,

4. Refer to W252 as it relates to the facllily's
failure fo ensure the QIDP ensured dala was
collected as specified in individuals’ program
plans.

5, Refer to W267 as il relates fo the facility's
failure lo ensure the QIDP ensured objectives
were revised when an individual faiied to make
progress fowards them.

6. Refer to W290 as it relates to the faciity's
failure to ensure the QIDP ensured reslitictive
interventions were implemented only when the
use of those interventions was Justified.

7. Refer to W312 as it relates to the facility's
failure to ensure the QIDP ensured hehavior
madifying drugs were used only as a
comprehensive part of individuals' IPPs that were
directed specifically towards the reduction of, and
eventual elimination of, the hehaviors for which
the drugs were employed.

8. Refer to W481 as it relates {o the facility's
failure fo enstre the QIDP ensured the menus
included accurate information related to food
aclually served.

483.440{e)(1) PROGRAM DOCUMENTATION

W 159

W 262
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Data relative to accomplishment of the criteria
specified In client individual program plan
objectives must be documented in measurable
terms.

This STANDARD is not met as evidenced by:
Based on record review and stalf interview, it
was determined the facilily failed to ensure
sufficient data was collected to determine the
efficacy of intervention sirategies for 3 of 4
individuals {Individuals #1 - #3) whose program
data was reviewed. That failure had the potentlal
to impede the ability of the treatment team in
evaluating the effectiveness of programmatic
techniques. The findings include:

1. Individual #1's IPP, dated 7/31/13, documented
a 32 year old male whose diagnoses included
mild intellecfual disability.

His program data for May and Jung 2014 was
reviewed, Dala was not consistently coflected as
spacified in his programs. Examples included,
hut were ot limited to, the following:

a. Individual #1's follow heallh cholces program,
revised 8/2013, documented data was to be
taken 6 times a day (during breakfast, lunch,
dinner and his morning, afterncen and evening
snacks). Data was nol taken at the frequency
specified on the plan, as follows:

5/2014: '
- Only 2 data probes were taken on 5/5/14,
5M4/14 and 5/19/M14,

PROGRAM DOCUMENTATION

Belmont will ensure data relative to
accomplishinent of the criteria specified in
individual program plan objectives is
documented in measureable terms,

A training will be completed with all staff
regarding data collection. The training will
also address the frequency of collecting dats
based on the instructions in the body of the
programming.

Person Responsible: Assistant QIDP/QIDP
Assistant Behavior Specialist/Behavior
Specialist, Supervisors, Lead DSPs, and Cit
Director,

Monitor: Lead DSPs will complete randoim
data collection checks throughout the shifis
to ensure programs are being run and
documentation collected. Program
Supervisors will complete weekly checks.
Assistant QIDPs/QIDP and Assistant
Behavior Specialists wilt be responsible for
reviewing program books bi-monthly to
ensure programs are being run and
documentation is being collected. In
addition, on the floor training will be
completed with staff that are identitied as
struggling with program implementation an
data collection.

)
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- Only 1 data probe was taken on 5/1/14 - 5/4/14,
511114 - 511114, 5/13/14, 5/17H14, 5/18/14,
6/20/14 - 525114, 52714 and 5/31/14.

- No data was collected on 5/6/14, 5/12/14,
5/15/14, 6/16/14, 5/26/14 and 5/28/14 - 6/30/14.

6/2014:
- Only 2 data probes were taken on 6/1/14 and
6/21714.

- Only 1 data probe was taken on 6/3/14, 6/4/14,
6/7114 - 6/12/14, 6/115/14, 6/17/14 - 6/19/14,
B/22/14, 6/23/14, 6/256/14 and 6/27/14.

- No data was collected on 6/2/14, 6/6/14, 6/6/14,
6M13/14, 6/14/14, 6/16/14, 6/20/14, 6/24/14,
6/26/14 and 6/28/14 - 6/30/14.

b. Individual #1's academic task program, dated
8/17113, documented data was to be faken once
a day, Monday - Friday. Datawas not taken at
the frequency specified on the plan, as folfows:

- 5{2014: Data had been collected only 7 limes
during the month, No data had been collected on
51114, 512114, 6/6114 - 517114, 5112114, 5/13/14,
5/15/14, 5/21/14, 6/23/14 or 5/26/14 - 5/30/14,

- 6/2014: Data had been collected only 2 times
during the month. No data had been collected on
6/2/14 - 6/6/14, 6/9/14 - 6/12/14, 6/1614 -
6/18/14, 6120114, 6123114 - 6/27/14 and 6/30/14.

¢. individual #1's vocational tasks program, dated
8/30/13, documented data was to be taken once
a day, Monday - Friday. Data was not taken at
the frequency specified on the plan, as follows:
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5/2014: Data had been collected only 4 times
during the month,

- No dala had been collected on 5/1/14 - 5/2/14,
5/5/14 - 5/9/14, 5/12/14, 5113/14, 51514,
5/16/14, 5121114, 5/23114 or 5/26/14 - 5/30/14.

6/2014: Data had been collected only 2 times
during the month.

~ No data had been collected on 6/2/14 - 6/6/14,
6/9/14 - 6112114, 6/16/14 - 6/18f14, 6/20/14,
6/23/14 - 6/2714 and 6/30/14.

d. Individual #1 had a program in place to
address his maladaptive behavior of
non-compliance. However, data collection for
Individual #1's non-compliance program was not
consistent with data collected for his other
programs.

For example, Individual #1’s shower program,
revised 5/2014, stated if he exceeded 45 minutes
in the bathroom shower, staff were to document
he was non-compliant for that hour and every
hour he was in the bathroom. The shower
program further stated staff were to document he
was non-compliant every hour after the third day
that he refused to compiete his shower routine.

Individual #1's non-compliance plan, revised
514114, stated staff were to record each time
Individual #1 was non-compliant. Staff were to
use a "Non-compliance Data Sheet’ marking a
1" for appropriate behavior, a "0" for
inappropriate behavior or an "S” {o indicate he
was sleeping. Data was to be record every hour
throughout the day.

Staff were also to complete a "Non-Compliance

Cheacklist." The checklist included a column

W 252
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listing tasks Individual #1 refused, such as
chores, day treatment, medications, elc. Each
time Individual #1 demonstrated non-compliance,
staff were to place a tally mark next to the task he
was refusing.

Additfonaily, the "Mon-Complhiance Checklist”
staled staff were to complete a "Stepping Stones"
form providing details of the incident.

Staff were required fo complete no less than 4
forms each fime Individual #1 refused a task,

Individuatl #1's showering data, non-compliance
data sheet, non-compliance checklist and
stepping stones data for 6/2014 was reviewed.
Data was not consistently collected among the
various forms, Examples included, but were not
limited to, the following:

- Individual #1's shower data documented he
refused to showsr on 6M2/14. His
hon-compliance data sheet included "0"
(indicating non-compliance) In the time blocks for
7:00 - 11:00 a.m., 2:00 p.m. and 10:00 p.m. His
non-compliance checklist included only 1 tally
mark in the row fitled "Refuse programs.” No
other tally marks were recorded jn any other row,
including the row litled "Refused ADLs."
Additionally, a Stepping Stones form for 6/12/14
cotlld not be found,

- Individual #1's shower data documented he
refused to shower on 6/20/14, His
non-compliance data sheet included "0"
(Indicating non-compiiance) in the time blocks for
7:00 a.m. - 3:00 p.m. and 9:00 - 10:00 p.m. His
non-compiiance checklist included muitiple tally

marks indicaling refusals o foliow the rules,

W 252
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refusal of treatment, refusal of programs, refusal
of ADLs, and refusal of medicaiions. However,
Stepping Stones forms for 6/20/14 could not be
found.

- Individual #1's shower dala documented he
refused to shower on 6/28/14. His
non-compliance data sheet included "0
(indicating non-compliance} in the time biocks for
3:00 - 10:00 p.m. His non-compliance checklist
included only 1 tally mark in the row titled "Refuse
programs.” No other tally marks were recorded in
any other row, including the row titled "Refused
ADLs." Additionally, a Stepping Sfones form for
628/14 could not be found.

When asked about the data, during an interview
on 7/25/14 from 12:10 - 2:12 p.m., the AQIDP
stated data should have been coffected in the
manner specified on the training programs.

The facility faited to ensure Individual #1's
program data was collected at the frequency
specified on his training programs.

2. Individual #2's IPP, dated 3/4/14, documented
a 31 year old male whose diagnoses inciuded
mild intellectual disability.

His program data for May and June 2014 was
reviewed. Data was not consistently collectad as
specified In his programs, as follows:

a. individual #2's ldentify medications program,
dated 412013, documented data was to he faken
twice daily. Data was not taken at the frequency
specified on the plan, as follows:

5/2014:
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- Only 1 data probe was taken on 5/1/14, 5/3/14,
5i8/14, 51814 - 511014, 511214, 5/19/14, 5/22H4
and 5/27/14 - 5/2914.

- No data was collected on 5/2/14, 5/4114, 5/6114,
51114, 5/15/14 - 51814, 5/24/14, 5/25/14,
5/30M4 and 5/31/14.

612014
- Only 1 data probe was taken on 6/1/14, 6/5/14 «
6/9/14, 611314611514, 6/2314 and 6/26/14,

- No data was coliected on 6/2/14, 6/12/14,
6/24/14, 6/25/14 and 6/27/14 - 6/30/14.

b. Individual #2's define informed consent
program, dated 4/2013, documented data was to
be taken twice a day. Data was not taken at the
frequency specified on the plan, as follows:

5/2014;

- Only 1 data probe was taken on 5/3/14, 5/5/14,
£/8/14 - 5/10/14, 5/12/14, 5/19/14, 512214,
512814 and 5/29/14,

- No data was collected on 5/2/14, 5/4114, 5/6/14,
61114, 5/16/14 - 518114, 5f24/14, 5/25/14,
5/30/14 and 5/31/14,

6/2014:
- Only 1 data probe was taken on 6/1/14, 6/5/14 -
618114, 6/13/14, 6/15/14, 6/23M14 and 6/26/14,

- No data was collected on 6/2/14, 6/12/14,
6724114, 6/25M14 and 6/27114 - 6/30/14.

When asked about the data on 7/25/14 from
12:10 - 2:12 p.m., the AQIDP stated data should

have been collected in the manner specified on

W 252
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the training programs.

The facility failed to ensure Individual #2's
program data was collected at the frequency
specified on his training programs.

3. Individual #3's IPP, dated 1/8/14, documented
he was a 39 year old male with diagnoses
including mild intelfectual disability,

individual #3's program data for May and June
2014 was reviewed. Data was not consistently
collected as specified in his programs. Examples
included, hut were not fitnited to, the following:;

a, Individual #3's chew on appropriate ftem
program, dated 2/7/14, documented data was fo
be taken twice a day. Data was not taken at the
frequency specified on the plan as follows:

5/2014;
- Only 1 data probe was taken on 5/1/14, 5/9/14,
511114, 5/14/14, 5/16{14 and 5H9M4.

- No data was taken on 5/20/14 - 5/31/14.

6/2014:

- Only 1 data probe was taken on 6/114, 6/6M14,
6/6/14, 6/1214 - 61E/14, 8/17/14, 6/19/14,
6/21/14 and 6/23/14,

- No data was taken on 6/24/14 - 6/30/14.

b. Individual #3's track money log prograin,
revised 2/2014, documented data was to be
taken twice a day, Data was not taken at the
frequency specified on the plan as follows:

6/2014:

W 252
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- Only 1 data probe was taken on 5/1/14, 5/2/14,
55114, 5/6/14, {13114, 5/14/14, 516/14, 5[18/14,
B/20/14, 522{14, 5123114, 5/25/14, 5/2614,
5128114, 5/30/14 and 6/31/14.

- No data was taken on 5/3/14, 5/7/14, 5/9/14,
5/14/114, B{21H4, 524114, 5{27/14 and 5/29/14,

6/2014;

- Only 1 data prohe was taken on 6/7/14 -
6/10/14, 6/14/14, 6/15/14, 8/17/14, 620114,
6/23/14, 6/24/14 and 6/28/14.

- No data was taken on 6/1/14 - 6/514, 6/12/14,
6/13/14, 6/18M14, 6/19/14, 6/2114, 62214,
6/26/14, 6/27/14, 6/29/14 and 6/30/14.

¢. Individual #3's career research program, dated
21714, documented data was to be taken 7 days
a week (Monday - Friday). Data was not faken at
the frequency specified on the plan as follows:

5/2014; Dala had been collected only 7 times
during the month,

- No data had been collected on 5M14 - 5/7/14,
51914 - 511114, 5/13114, 51414, BH7/14,
5118114, 5/20/14, 5/21/14, 5/23{14 - 5/28/14 and -
5/30/14.

6/2014;
- No data had been collected for the month of
Jiune.

d. individual #3's pain level tracking program,
dated 2/7/14, documented data was to he taken
twics a day. Data was nof taken at the fraquency
specified on the plan as follows:

5/2014:
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- Only 1 data probe was taken on 5/4M4, 511714,
5/M3/14, 516/14 and 5/18/14.

- No data was taken on 5/19/14 - 5/31/14.

6/2014:
- Only 1 data probe was taken on 6/6/14, 6/9/14,
611714, 6/15M4, 6/19/14 and 6/20/14.

- No data was taken on 6/14/14, 6/21/14 and
6/23/14 - 6/30/14.

. Individual #3's IPP contained an objective to
“complete his insomnia caping skills routine."
Additionally, Individuai #3's PP included an
objective which stated "Staff will monitor and
record patlerns of sleep..."

However, information relaled to Individual #3's
sleep, including his average nightly sleep goal or
sleep tracking, could not be found in Individual
#3's record.

During an interview on 7/25/14 from 1210 - 2:12
p.m., the Assistant Behavior Specialist stated she
would submit any information refated to sleep
fracking. However, as of 8/1/14, no sleep
tracking for Individual #3 had been sent,

When asked about the data on 7/25/14 from
12:10 - 2:12 p.m,, the AQIDP stated data should
have been collected in the manner specified on
the training programs.

The facilily falled to ensure Individual #3's
program data was collected at the frequency
specified on his training programs.
483.440{f)(1)(ili) PROGRAM MONITORING &

W 252
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CHANGE

The individual program plan must be reviawed at
least by the qualified mental retardation
professional and revised as necessary, including,
but not Himited to situations in which the client is
failing to progress toward Identified objectives
after reasonable efforis have heen made.

This STANDARD s not met as evidenced by:
Based on record review and staff interview, it
was determined the facilily failed to ensure iPPs
were revised when individuals falled {o progress
towards identified objectives for 1 of 4 individuals
(Individual #1) whose program summaries were
reviewed, Without revisions fo program plans
when progress had not been demonstrated, an
individual would conlinue experiencing a lack of
success. The findings Include:

1. Individual #1's IPP, dated 7/31/13, documented
he was a 32 year old male with diagnoses
Including mild intellectual disability.

individual #1's Monthly Program Summaries,
dated 972013 - 5/2014, documented a fack of
progress. Examples included, but were not
timited to, the following:

a. The ohjective for completing bedroom
corrections was set at 556% success for 3
consecutive months. His Monthly Program
Summaries showed the following status of the
objective:

- 9/2013: 0%
- 10/2013: 0%
- 1172013: 0%

BELMONT CARE CENTER POCATELLO, ID 83204
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PROGRAM MONITORING &
CHANGE

Belmont wiil ensure the individual program
plan is reviewed at least by the qualified
mental retardation professional and revised
as necessary, including, but not limited to
situations in which the individual is failing
to progress toward identified objectives aftdr
reasonable efforts have been made.

All programs will be reviewed monthty by
the Assistant Behavior Specialist and
Assistant QMRP/QMRP. The Assistant
QIDP/QIPD and Assistant Behavior
Specialist will re-assess programing to fit
current needs when individuals are failing to
progress towards the program goal. Based
on the re-assessment, program revisions wilf
be implemented.

Person Responsible: Assistant
QMRP/QMRP’s and Behavioral Specialist.

Monitor: Monthly monitoring of programs
and status will be completed by the
Assistant QMRP, QMRP, and Behavioral
Specialist. Quarterly review of individuals
programming will be completed by the
Treatment Team.
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-12/2013: 0%
-172014: 0%
- 2[2014: 0%
- 312014: 0%
- 4/2014: 0%
- 5/2014: 0%

The documentation indicated the program was
revised fo Include a second verbal cue in 1/2014
and additional light physical assistance was
added in 5/2014. However, significant revisions
to address Individual #1's failure fo show
consistent or sustained progress for 3
consectitive months were not made.

b. The objective for wearing eyeglasses was set
at 65% success for 3 consecutive months. His
Monthly Program Summaries showed lhe
following status of the objective:

- 9/2013: 0%
- 10/2013: 0%
- 11/2013: 0%
- 12/2013: 0%
- 1/2014: 0%
- 22014: 0%
- 3/2014: 0%
-4/2014: 0%
- 512014; 0%

The documentation indicated the program was
revised to include a second verbal cue In 1/2014
and in 5/2014 the program was revised {o focus
on wearing eyeglasses during day {reatment,
However, significant revisions to address
Individual #1's fallure to show censistent or
sustained progress for 3 consecutive months
were not made,
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¢. The objective for exercising four fires per
week was set at 0% success for 3 consecutive
months, His Monthly Program Summaries
showed the following status of the objective:
- 9/2013: 15%
- 10/2013: 10%
- 1/2013: 0%
- 1212013; 16%
- 1/2014: 26%
- 2/2014: 29%
- 3/2014: 38%
- 412014: 28%
- 52014 16%
The documentation Indicated the program was
revised to Include a second verbal cue in 1/2014
and in 5/2014 the objective' was dropped to
exercising there times per week, However,
significant revisions to address Individual #1's
failure to show consistent or sustained progress
for 3 consecutive months were not made.
d. The ohjeclive for personal hygiene was set at
50% success for 3 consecutive months. His
Monthly Program Summaries showed the
following status of the objective:
- 9/2013: 18%
- 10/2013: 28%
- 11/2013: 31%
- 1212013; 17%
- 12014; 23%
- 212014: 19%
- 3/2014: 16%
~412014: 11%
- B/2014: 34%
The documentatlon indicated the program was
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revised fo include a second verbal cue in 1/2014
and a reminder was added in 5/2014. However,
signiffcant revisions to address Individual #1's
faiture to show consistent or sustained progress
for 3 consecuiive months were not made.

During an interview on 7/25/14 from 10:35 - 11:40
a.m., the AQIDP stated it had been a struggle to
motivate Individual #1 o continuously participate
in his programming dte fo refusals. The AQIDP
stated the team was looking at moving Individual
#1 to a sister facilily in the company and/or
implementing a money reinforcement program.
She staled the feam hoped the change in
environment and use of money reinforcement
would motivale Individual #1. The AQIDP stated
the Monthly Program Summaties were an
accurale related to Individual #1's program
progress.

During an interview on 7/25/14 from 11:05 - 11:09
a.m., the Assistant Behavior Specialist stated in
an attempt to reduce refusals, the facility mef with
individuat #1's guardian and made minor
revisions to individual #1's Non-Compliance
Program but no significant program revisions had
been made,

The facility falled to ensure objectives were
revised when Individual #1 failed fo make
progress towards them.

483.450{b)(5) MGMT OF INAPPROPRIATE
CUENT BEHAVIOR

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

W 257

W 230

FORM CMS-2567{02-99) Previous Versions Obsolete Event ID:8B1CH

Factlity 1D: 13G 046 If continualion sheet Page 36 of 49




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

PRINTED: 08/13/2014
FORMAPPROVED
OMB NO. 0938-0381

STATEMENT OF DEFICIENGIES {%1) PROVIDER/SUPPLIER/GLIA {X2} MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: GOMPLETED
A. BUILDING
13G0486 B. WING 07/2812014

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
3626 VAUGHN AVENUE

BELMONT CARE CENTER POGATELLO, ID 83204
4y 1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORREGTIVE AGTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGCY)
W 290 | Continued From page 36 W 290

This STANDARD is not met as evidenced by: POC W290 483.450(b)(5)

Based on record review and staff interview, it MGMT OF INAPPROPRIATE CLIENT
was determined the facility falled to ensure BEHAVIOR

standing programs to control inappropriate

behavior, in the absence of evidence fo Justify Belmont will ensure standing or as needed
such usage, were not in place for 4 of 4 programs to ¢ontrol inappropriate behavi
individuals (Individuals #1 - #4) whose behavioral oropot ootmited PO avior
interventions were reviewed. This resulted in P ‘

restrictive suicide interventions being ) . e e \
incorporated into behavior plans without Programming for all individuals will be
justification for thelr use use. The findings reviewed by the Treatment Team to
include: determine program needs. Programs will by

revised to reflect individual’s current needs.

1. Individual #1 - #4's records were reviewed and o

each included an individualized Sulcide The Behavior Hierarchy will be revised to
intervention Plan. The plan for Individual #1 was include behavior fading criteria.
implemented on 2/1/12, for Individual #2 on

9/28{12, for Individual #3 on 11/11/11 and for Person Responsible: Assistant QIDF/QIDP
Individual #4 on 6/11/14, Agsistant Behavior Specialist, and City

Director.

The plans all documented if the individual

exhibited suicidal behavior {defined as more than Monitor: Monthly the Assistant Behavior
two consecutive hours of depressive symptoms Speciatist/ QIDP will review programming
or hopelessness) slaff were to place the to ensure it accurately reflects the

individual under ar ms length line of sight individual’s maladaptive behavior and the
supervision. Addilionally, the plans instructed interventions needed. Quarterly the

staff to remove any dangerous itemns from the Treatment Team will review programming ?/3//¢
individual's possession, utilizing the facility's that addresses maladaptive behavior ©
restraint system if needed. aladaptive behaviots.
However, Individual #1, #2 and #4's records

documented the individuals had never engaged in

any suicidal fdeation. Individual #3's record

indicated he thought about suicide during an

incarceration between 2004 and 2005, with no

suicidal ideation since.

When asked during an interview on 7/25/14 from

12:10 - 2:12 p.m., the Assistant Behavior
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Specialist stated due to past instruction related to DRUG USAGE
maladaptive behaviors, the suicide intervention
guidelines were implemented for all individuals, Belmont will ensure drugs used for control
;egardlﬁgs d‘?f.'&eef- Sh]g Etated swmda!&deaiton of inappropriate behavior will be used only
or each indivicdua; would e re-assessed. as an integral pait of the individual’s
The facilily failed o ensure restrictive suicide f lggf%mtﬁla? ?attlis slr?t;d S ﬁgﬁf ally
inferventions were implemented only with owards the recuction of an cventuia
justification for their use elimination of the behaviors for which the
W 312 | 483.450(e)(2) DRUG USAGE w aqp| drugsare employed
Drugs used for conlrol of inappropriate behavior Belmo"_t will ensure that medications used
must be used only as an integral part of the for the leduc'tlon of. and‘ pOSSIble.ehmmano h
client's individual program plan that Is directed of the behaviors for which the drugs are
specifically towards the reduction of and eventual employed. Belmont will ensure that each
glimination of the behaviors for which the drugs required section on the reduction plan will
are employed. be completed and clearly defined with
specific guidelines for reduction.
This STANDARD is not met as evidenced by: Behavior modification plans will be
Based an record review and staff interview, it reviewed for all individuals taking
was determined the facility failed to ensure medications used for control of
behavior mOdlfymg drUQS were used only asa inappropriate behaviors. The reduction
comprehensive part of an individual's IPP that criteria will be revised and clarified as
were directed spedifically lowards the reduction of needed.
and eventuat elimination of the behaviors for
which the drugs were employed for 1 of 2 Person R. ible: Assistant Behavior
individuals {Individual #2) whose behavior SS::?:HS: Sﬁztsli?tm?t. QISS;:'(ZIIIDPe ai‘él(gity
modifying drugs were reviewed. This resulted in Director. ’
an individual receiving a behavior modifying drug )
without a plan that identified the drug's usage and . _ . .
how it may change in relation o progress or 2’10‘]“01:‘ Mgd;}c.atlo? Red“ftllog Pi’]an.s ‘.Wl"
regression. The findings Include: ¢ monitored through monthly dehaviora
summaries, during monthly behavioral % /%
1. Individual #2's IPP, dated 3/4/14, documented meetings, and quarterly with the
a 31 year old male whose diagnoses included psychiatrist.
mild intellectual disability.
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Individual #2's record containad Physiclan's
Orders, dated 6/25/14, documenting he received
Trazodone (an antidepressant drug) 50 mg for
sleep.

His Medication Reduction Plan, undated,
documented "[Individuat #2] needs to sleep for 8
consistent hours without disruption {with the’
exception of getting up o use the restroom during
sleeping hours which he Is not awake for more
than 15 minutes) for 80% of the time for 3
consecufive months."

However, Individual #2's behavior summarles,
from 1/2014 - 5/2014, documented he had met
criteria for his sleep objective for each of those
imonths.

When asked during an interview on 7/25/14 from
12:10 - 2:12 p.m., the Assistant Behavior
Specialist stated they were encouraging
Individual #2 to sleep 8 hours during an eariter
timeframe (e.g. 10:00 p.m. - 6:00 a.m.) as he
typically went fo sleep at 12:30 a.m. She further
stated the Intent was to adjust his circadian
rhythm and that it should have been stated
clearer.

The facility failed to ensure individual #2's
medication reduction plan was implemented as
written,

483.470 PHYSICAL ENVIRONMENT

The facilily must ensure that specific physical
environment requirements are met,

W 312

W 406
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This CONDITION is not met as evidenced by: PHYSICAL ENVIRONMENT
Based on obsetvation, record review and staff
and individual interview, it was de}ermmed the Belmont will ensure that specific physical
facility failed to ensure each individual was environment requirements are met,
provided with a bedroom which Included an
appropr!ate bed, funciional furnilure, and X The physical environment was modified to
apprl? pgé‘ite c!c[)s]etuand ?orqggls%ac?, Th;]s“ promote the health, independence and
resulted in a violation of an Individual's right to . Lo D e
access personal possessions and a hindrance to S:;“’ggvgggglfv;;;ld;v;‘iudral‘ofhi ;'tl?ll:;dgzij
an individual's ability to function independently. Provics o bod. funct: lz o ‘m u 1
The findings include: an appropriate bed, functional furniture an
appropriate closet and storage space,
1. Refer to W418 as it relates to the facilily's . . L
failure to enstre a separate bed with a clean, !Belmont wx]]-ensure priot to adml.ssmn there
comfortable mattress was provided fo each is an appropriate room with functional
individual. furniture and appropriate closet and storage
. space for individuals being admiited,
2. Refer to W420 as it relates to the facllity's
fallure to ensure each individual was provided 1. Referto Wd18
with appropriate, functional furniture, based on 2. Refer to W420
individuai needs and preferences, 3. Referto W421
4. Refer to W423
3. Refer to W421 as il relates fo the facllity's
fai[lll‘e tO _eﬂSll!‘e a bedl‘ool’l"l Wi[h Closei Space Person Responsible: Pi'ograin SUperViSOl',
was provided to each individual. Housekeeping Supervisor, Assistant
. QIDP/QIDP, and City Director,
4, Refer to W423 as it relates to the facllity's
failure to ensure a bedroom with suffictent Monitor: Prior to an admission. the
storage space was provided to each Individual, Superyi : . T
pervisor, Housekeeping Supervisor,
W 418 | 483.470{(b)(4)(ll) CLIENT BEDROOMS WA18] A cictant QIDP/QIDP, and City Dircctor
- . . : will evaluate the living space to ensure the
The faciiily must provide each client with a clean, physical enviromment promotes the health,
comfortable mattress. : = e
independence and learning for the individual
that is being admitted. ?/j’//f
This STANDARD s not met as evidenced by:
Based on ohservation, record review and staff
and individual interview, it was determined the
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facility fafled to ensure a separate, clean and
comfortable bed was provided fo 2 of 16
individuals (Individuals #5 and #15) residing in the
facility. This resulted In individuals not having
clean andfor comfortable mattresses. The
findings include:

1. Individual #15's IPP, dated 6/11/14, documented
he was a 23 year old male whose diagnoses
included borderiine Intellectual functioning and
Insomnia.

An observation was conducted at the factiity on
7i22M4 from 6:40 - 7:56 am. At7.00 am.,
Individual #5 was noted to be putling away
hedding and the fold-out bed in the TV rcom.
When asked, on 7/22/14 at 7:15 a.m., a direct
care staff stated Individual #5 slept on the fold-out
bed in the TV room. The staff stated Individual
#5 was incarcerated for approximately one
month, and returned to the facility around
711814, The direct care slaff stated Individual #5
had been slaying in the TV room since his relumn
to the facility. On 7/28/14 at 9:36 a.m., the Gily
Director clarified that Individual #5 was
re~-admilted fo the facility on 7/16/114.

On 7722114 at 10:00 a.m., Individual #5 gave a
tour of his living space in the TV room. During
that time, Indlvidual #5 stated the matlress of the
fold-out hed was hard. Individual #5 stated he
woke up sore each morning.

During a second interview on 7/24/14 from 8:03 -
9:06 a.m., Individual #5 stated he reported his
complaints about the mattress to the floor leader
but nothing was done.

During an inferview on 7/22/14, from 10:24 -

POC W418 483.470(b)(4)(ii)
CLIENT BEDROOMS

Belmeont will provide each individual with 5
clean, comforiable nattress,

The physical environinent was modified to
promote the health, independence and
leaming for the individual. A separate,
clean and comfortable bed was provided.

All mattresses will be evaluated fo ensure
they are clean and confortable.

Person Responsible: Program Supervisor,
Housekeeping Supervisor, and City
Director.

Monitor: Monthly the Program Supervisor
and Housekeeping Supervisor will completg
matiress checks to ensure they are clean and
comfortable. Quarterly the City Director
will complete matiress checks during
environment checks,

93 /r4
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10:33 a.m. with the QIDP and the City Director,
the City Director stated the fold-out bed and
mattress was all Individual #5 had been provided.
The Gity Director stated she did not know that a
fold-out bed was not sufficient and that individual
#5 would be provided with a new bed and
matiress by the end of the day.

2. An environmental review was conducted at the
facility on 7/22/14 from 12:00 - 1:30 p.m. Duting

that time, Individual #15's mattress was noled to

have a layer of gray across the top.

The facility faifed to ensure each individval was
provided with a separate bed with a clean,
comforiable maltress.

483,470{b)(4)(iv) CLIENT BEDROOMS

The facility must provide each client with
functional furniture, appropriate to the clients
needs,

This STANDARD is not met as evidenced by:
Based on ohservation, record review and staff
and individual interview, it was determined the
facility failed to ensure functional furniture,
appropriate to individual needs was selected for 1
of 16 individuals (Individual #5) residing in the
facility. This resulted in an individual not having
appropriate, functional furniture. The findings
include:

1, Individua! #5's IPP, dated 6/11/14, documented
he was a 23 year old male whose diagnoses
included borderline inteflectual functioning and
[nsomnia.

W 418

W 420
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An observallon was conducted at the facility on
7122114 from 6:40 - 7:56 a.m. At 7.00 a.m,,
Individual #5 was noted {o be putting away
bedding and the fold-out bed in the TV room.
When asked, on 7/22/14 at 7:15 a.m., a direct
care staff stated Individual #5 slept on the fold-out
bed in the TV room. The staff stated Individual
#5 was incarcerated for approximalely one
month, and returned to the facility around
7/18/14. The direct care stalf stated Indlvidual #5
had been slaying in the TV room since his refurn
to the facflity. On 7/28/14 at 9:36 a.m,, the City
Director clarified that individual #5 was
re-admiited to the facilily on 7/16/14.

On 7/22/14 at 10;00 a.m., Individual #5 gave a
tour of his living space. In the TV room, he
pointed out six plastic drawers which contalned
some of his personal possessions, including
clothing. Each drawer was less than five inches
deep. Individual #5 also pointed to a pile of
shoes belween the couch and phone stand which
he stated belonged to him.

The TV room contained various cabinets,
including an entertainment center and a stand
underneath the facility fish tank. However, none
of the storage space in the TV room had been
designated to Individual ##5. Additionally, the
room did not contain any other furniture {e.g.
dresser, nightstand, ete.) for Individual #5's
personal use.

During a second interview on 7/24/14 from 9:03 -
9:06 a.m,, Individual #5 stated he reported his
complaints about the storage of items to the floor
teader, but nothing had been done,

When asked, during an interview on 7/22/14 from

POC W420 483.470(b)(d)(iv)
CLIENT BEDROOMS

Belmont will provide each individual with
functional furniture, appropriate to the
individual’s needs.

The physical environment was modified to
promote the health, independence and
learning for the individual. The individual
was provided with a bedroom that included
an appropriate bed, functional furniture and
appropriate closef and storage space.

L4 -

Belmont will ensure prior to admission thei
is an appropriate room with functional
furniture and appropriate closet and storage
space for individuals being admitted.

Person Responsible: Program Supervisor,
Housekeeping Supervisor, Assistant
QIDP/QIDP, and City Director,

Monitor; Prior to an admission, the
Supervisor, Housekeeping Supervisor,
Assistant QIDP/QIDP, and City Director
will evaluate the living space to ensure the
physical enviromnent promotes the health,
independence and learning for the individug

1
that is being admitied. 7/}//”
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10:24 - 10:33 a.m., the City Director stated she
was aware that Individual #5's possessions were
stored in mulliple locations of the facility, including
the TV room, dietary office and archive room,

She stated the storage set-up was temporary until
a permanent bed and bedroom space opened up
for individual #5. The City Director slated in the
meantime Individual #5 was able to ask for
access to his possessions.

The facility falled to ensure individual #5 was
provided with functional furniture to meet his
needs,

483.470(b}{4){iv) CLIENT BEDROOMS

The facility must provide each client with
individual closet space in the client's hedroom
with clothes racks and shelves accessible to the
client.

This STANDARD Is not met as evidenced by:
Based on ohservation, record review and staff
and individual interview, it was determined the
facilly failed to ensure a bedroom with closet
space was provided for 1 of 16 individuats
(Individuat #5) residing in the facility. This
restilted in an individual not having access to
clothes racks and shelves for his personal
possessions. The findings Include:

1. Individual #5*s IPP, dated 6/11/14, documented
he was a 23 year old male whose diagnoses
included borderline intellectual functioning and
Insomnia,

individual #5's 7/214 personail possessions
Inventory stated he owned the following:

W 420

W 421
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- 1 Radio

- 5 hoxer shoris

- 3 pairs of shoes

- 3 pairs of sweal pants
- 3 pairs of jeans

- 5 t-ghirts

- 10 socks

- 1 flat sheet

- 1 fitted sheet

- 1 pitlowcase

- 1 comforter

-1 plitow

- 1 winter coat

- Various paperwork

An obsesrvalion was conducted at the facility on
7/22H14 from 6:40 - 7:56 am. At7:00 am,,
Individual #5 was noted to be putting away
bedding and the fold-out bed in the TV room,
When asked, on 7/22/14 at 7:15 a.m., a dirsct
care staff stated Individual #5 slept on the fold-out
bed in the TV room. The staff stated Indlvidual
#5 was incarcerated for approximately one
month, and returned fo the facility around
7H18/14. The direct care staff stated individual #5
had been staying in the TV room since his return
fo the facifity. On 7/28/14 at 9:36 a.m., the City
Director clarifled that Individual #5 was
re-admitted to the facility on 7/16/14,

On 7122114 at 10:00 a.m., Iindividual #5 gave a
tour of his living space in the TV room. The TV
room did not confain a closet.

When asked, during an interview on 7/22/14 from
10:24 - 10:33 a.m., the City Director stated she
was aware that Individual #5's possessions were
stored in muitiple locations of the facility, including

W 4211 POC W21 483.470(b)(d)(iv)
CLIENT BEDROOMS

Belmont will provide each individual with
closet space in the individual’s bedroom
with clothes racks and shelves accessible to
the individual.

The physical environment was modified to
promote the health, independence and
learning for the individwal. The individuat
‘was provided with a bedroom that included
an appropriate bed, functionat furniture and
appropriate closet and storage space.

Belmont will ensure prior to admission ther
is an appropriate roomn with functional
furniture and appropriate closet and storage
space for individuals being admitted.

e

Person Responsible: Program Supervisor,
Housekeeping Supervisor, Assistant
QIDP/QIDP, and City Director.

Monitor: Prior to an admission, the
Supervisor, Housekeeping Supervisor,
Assistant QIDP/QIDP, and City Director
will evaluate the living space to ensure the
physical environment promotes the health,
independence and learning for the individug

1
that is being admitted. ?/3// ¢
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the TV room, dietary office and archive room.
She stated the storage set-up was temporary until
a permanent bed and bedroom spaca opened up
for Individual #5. The Cily Director stated in the
meantime Individual #5 was abie to ask for
access to his possessions.

The facility falled to ensure a hedroom with closet
space was provided to Individual #5.
483.470(c)(2) STORAGE SPACE [N
BEDROOMS

The facility must provide sultable storage space,
accessible to clients, for personal possessions,
such as TVs, radios, prosthetic equipment and
clothing.

This STANDARD is not met as evidenced by:
Based on observation, record review and
interview, it was determined the facilily falted to
ensure a bedroom with storage space was
provided for 1 of 16 individuals {individual #5)
residing In the facility. This resulted in an
Individual's access to personal possessions being
restricted without due pracess. The findings
Include:

1. Individual #5's IPP, dated 6/11/14, indicated he
was a 23 year old male whose diagnoses
included borderline intefiectual functioning and
insomnia.

An observalion was conducted at the facillty on
7122114 from 6:40 - 7:58 am, At7:00 a.m.,
Individual #5 was noted to be putling away
bedding and the fold-out bed in the TV roam.
When asked, on 7/22/14 at 7:15 a.m., a diract

W 421

W 423

FORM CMS-2667(02-08) Pravious Varsions Obsolsle Event1D:8B1C11

Facllity (D: 13G046 If conlinuatio

n sheet Page 46 of 49




PRINTED: 08/13/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (%2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION |DENTIFICATION NUMBER: A, BUILDING COMPLETED
136046 B, WING 07/28/2014

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
3625 VAUGHN AVENUE

month, and rettirned fo the facility around
718114, The direct care staff stated Individual #5
had been slaying in the TV room since his refurn
to the facility. On 7/28/14 at 9:36 a.m., the Cily
Director clarifled that Individual #5 was
re-admitted to the facilily on 7/16/14.

On 7/22/14 at 10:00 a.m,, Individuat #5 gave a
four of his living space. In the TV room, he
pointed out six plastic drawers which contained
his personal possessions. Individual #5 also
pointed to a plle of shoes betwaen the couch and
phene stand which he stated belonged to him.

The TV room did not contain a closet. The TV
room contained various cabinets, including an
entertainment center and a stand underneath the
facitity fish tank, however, none of the storage
space in the TV room had been designated {o
individual #5.

During the tour on 7/22/14 at 10:00 am,,
individual #5 alsc requested access to the dietary
office. After a stalf unlocked the dietary office, -
Inctividual #5 shovied a laundry basket for his dirty
clothes that was kept in the office. Individuat #5
indicated the remainder of hig personal
possessions were stored in the facility “archive."
The archive room was a locked roorm at the basa
of the stalrwell, on the lower level of the facility.
The room contained a large cabinet which
included notebooks, video game gultars, a stereo,
clothes and shoes Individual #5 stated belonged
to him. During the tour, Individua! #5 stated he
wished he did not have to go up and down the
stairs to access his belongings.

BELMONT CARE CENTER POCATELLO, ID 83204
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DEFICIENCY)
W 4231 Continued From page 46 W 423
care staff stated individual #5 slapt on the fold-out
bed in the TV room. The staff stated Individual
#5 was incarcerated for approximately one POC W423 483.470(c)(2)

STORAGE SPACE IN BEDROOMS

Behnont will provide suitable storage space,
accessible to the individuals, for personal
possessions, such as TVs, radios, prosthetic
equipinent and clothing,.

The physical environment was modified to
promote the health, independence and
learning for the individual, The individual
was provided with a bedroom that included
an appropriate bed, functional furniture and
appropriate closet and storage space.

Belmont wilt ensure prior to admission therg
is an appropriate room with functional
furniture and appropriate closet and storage
space for individuals being admitted.

Person Responsible: Program Supervisor,
Housekeeping Supervisor, Assistant
QIDP/QIDP, and City Director.

Monitor: Prior to an admissicn, the
Supervisor, Housekeeping Supervisor,
Assistant QIDP/QIDP, and City Director
will evaluate the living space to ensure the
physical environment promotes the health,
independence and learning for the individug
that is being adinitted.
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During a second interview on 7/24/14 from 8:03 -
9:06 a.m., Individual #5 stated he reported his
complaints about ihe starage of ltems io the floor
leader, but nothing had been done.

When asked, during an inferview on 7/22/14 from
10:24 - 10:33 a.m., the City Director stated she
was aware that Individual #5's possessions were
stored in the TV room, dietary office and archive
room. She stated the storage set-up was
temporary untit a permanent bed and bedroom
space opened up for individual #5. The City
Director stated in the meaniime Individual #5 was
able to ask for access to his possessions,

The facility failed fo ensure a bedroom with
sufficient storage space was provided to
Individual #5.

483.480(c)(2) MENUS

Menus for food actually served must be kept on
file for 30 days.

This STANDARD is not met as evidenced by:
Based on observation, review of menus and staff
inferview, it was determined the facility failed to
ensure a record of food served was kept for 30
days which directly impacted 16 of 16 individuals
(Individuals #1 - #18) residing In the facility. This
resulted in the potential for individuals to not
receive an adequate variety of food. The findings
include:

1. A meal observalion was conducted at the
factity on 7/21/14 from 4:00 - 6:25 p.m. The
facility's ienu, dated 7/20/14 - 7/26/14, was
reviewed and documented the evening meal for

W 423

W 481

FORM CMS-2567(02-90} Previcus Verslons Obsolele Event ID:8B1CH

Facility ID: 123G046 if continuatio

n sheet Page 48 of 49




PRINTED: 08/13/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
13G048 8. WING 0712842014
NAKME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3626 VAUGHN AVENUE
c c
BELMONT CARE GENTER POGATELLO, ID 83204
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION (X6}
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIEYENG INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ONTE
DEFICIENGY)
W 481 | Continued From page 48 W 481

7/2114 was to consist of the following:

- Salsa Chicken

~ Hamburger bun

- Fideo (a iype of pasta)
- Tossed green safad

- Cantaloupe

However, no fossed green salad was served.

When asked, on 7/23/14 at approximately 8:10
a.m., the Dietary Manager stated when anything
different from the planned menu was served, staff
were to complete 2 menu change form and
submit it to her. The Dietary Manager stated she
had not seen a menu change form yet, but would
foliow-up.

During a follow-up interview on 7/23/14 at 2:08
p.m., the Dietary Manager stated the 7/21/14
change from the evening menu was missed and
should have been noted.

The faciify failed o ensure accurate
documaentation of food actually served was kapt,

POC W481 483.480(c)(2)
MENUS

Belinont will ensure menus for food actually
served will be kept on file for 30 days.

Training will be completed with all staff
regarding the record keeping of the actual
food served.

Person Responsible; Lead DSPs, Program
Supervisors, Dietary Manager, and
Registered Dietician,

Monitor; The Lead DSP and/or Program
Supervisor will ensure the Actual Food
Served is fogged daily. The daily logs will
be turned into the Dietary Manager. Weekl

Y
- the Dictician will review and file the logs. ? /
/1
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16.03.11 Initial Commenis

The following deficiencies were cited during the
annual licensure survey conducted from 7/21/14
lo 7128/14.

The survey was conducted by,
Ashley Henscheld, QIDP, Team Leader
Jim Troutfetter, QIDP

Common abbreviations used in this report are:
AQIDP - Assistant Qualified Intelfectual
Disabilities Professional

IPP - Indivicual Program Plan

QIDP - Qualified Intellectual Disabililies
Professional

TV - Televisfon

16.03.11,075.07 Exercise of Rights

Exercise of Rights. Each resident admitted to the
facifity must be encouraged and assisted,
throughout his perlod of stay, to exercise his
rights as a resident and as a cilizen, and to this
end can voice grievances and recommend
changes In policies and services to facility staff
andfor to outside representatives of his choice,
free frorn restraint, interference, coercion,
discrimination, or reprisal.

This Rule is not met as evidenced by:
Refer to W125,

16.03.11.075.09 Protection from Abuse and
Restraint

Protection from Abuse and Unwarranted
Restraints. Each resident admitted to the facillty
must be protected from mental and physical
abtise, and free from chemical and physical

M 000

RECEIVED
GEp 03 200

Ao Bt

EACILITY STANDARDS

MM167

POC MM167 16.03.11.075.07
Exercise of Rights

Refer to W125 ?/;//‘/

MM7T | poC MM177 16.03.11.075.09

Protection from Abuse and Restraint

Refer to W122 ?/;//6/
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Continued From page 1

restraints except when authorized in writing by a
physician for a specified period of time, or when
necessary in an emergency to protect the
resident from injury fo himself or to others (See
also Subsection 075.10).

This Rule is not met as evidenced by:
Refer to W122,

16.03.11.075.09(c) Last Resort

Physical restraints must not be used to limit
resident mabikity for the convenience of staff, and
must comply with life safely requirements. If a
resident's behavior is stich that it will resyltin
injury o himself or others and any form of
physical restraint is utilized, it must be in
conjunction with a treatment procedure designed
to modify the behavioral problems for which the
patient is restrained and, as a last resoit, after
failure of attempted therapy.

This Rule is not met as evidenced by:
Refer {o W290.

16.03.11.075.10{d} Wrilten Plans
Is described in written plans that are kept on flle
in the facility; and

This Rule Is not met as evidanced by:
Refer to W312,

16.03.11.075.12(a) Treated with Consideration

Treated with consideration, respect, and full
recognition of his dignity and individuality,

MM177

MM191

M167

MM203

POC MM191 16.03.11.075.09 (¢)
Last Resort

Refer to W290

POC MM197 16.03.11.075.10 (d)
Written Plans

Refer to W312

V¢
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MM203 | Continued From page 2 MM203
including privacy in treatment and in care for his
personal needs; and
This Rule is not met as evidenced by:
Refer to W129.
MM208, 16.03.11.075.15 Right {o Personal ltems MNM209
] . , POC MM380 16.03.11.120.03 (a)
Right to P_t?rsonai lterns. Ea!ch resident admitted Building and Equipnient
to the facility must be permitted to retain and use
his pe.!rsonal clothing and possessi.ons as space 1. The picce of laminate behind
permils, unless lo do so would infringe upon the toaster will be replaced
rights of other residents, and unless medically 2. The laminate behin dpth o ’
contraindicated as documented by his physiclan ) hine si - ired
in his medical record. washing sink will be repaire
| This Rule is not met as evidenced by: or replaced. ,
Refer to W137. 3. The missing drawer to the right
of the stove will be replaced.
4. The microwave in the dining
MM379 16.03.11.120.03 General Bullding Requirements | MM379 area was cleaned, The rotating
- . _— plate will be replaced.
General Bullding Requirements. All buildings to . !
be used for ICF/ID facilities must be of such > The carpal in fhe cominon arqa
character to be suitable for such usage. These 6 ¥;1 ©e ‘: el for the i
bulldings will be subject to approval by the - he drle.mo ¢ se,‘llls‘l’)' or the a;r |
Department, Other requirements are as follows: conditioner will be re-attache
to the wall,
This Rule is not met as evidenced by: 7. The covers to the exhaust fan
Refer to W408, in the shower rooms will be
replaced. The fans above the| -
Y o . toilets will be cleaned.
M380 . .
MM380, 16.03.11.120.03(a} Building and Equipment MM38 8. The toilet bolt covers upstairs
- : itt be replaced.
The building and all equipment must be in good Wi place
repalr. The walls and floors must be of such 9. The area ontside next to the ajr
character as to permit frequent cleaning. Walls conditioner was cleaned.
and celfings In Kitchens, bathrooms, and utility 10. The corner of the roof to the
rootns must have smooth enameled or aquafly left of the street facing the
washable surfaces. The building must be kept door will be repaired.
clean and sanitary, and every reasonable
precaution must be {aken o prevent the entrance
Bureau of Facility Standards
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of insects and rodents.

This Rule is not met as evidenced by:

Based on observation, |t was determined the
facility failed to ensure the facilily was kept in
good repalr for 16 of 16 individuals {Individuals #1
- #16) reslding In the facllity. This resulied in the
environment belhg kept in ili-repair. The findings
include:

1. An environmental review was conducted at the
facility on 7/22f14 from 12:00 - 1:30 p.m. During
that time, the following was noted:

~ Behind the roaster ovens in the kitchen there
was a piece of missing laminate approximately 18
inches long.

- Behind the warewashing sink there was a slrip
of loose laminate approximately 3 feet long.

- There was a missing drawer {o the right of the
stove.

- The microwave In the dining area had food
debris on the interior and the rotating plate was
missing.

- There were various stalns on the carpet in the
¢omimon areas.

- In the TV room next to the entertainment center
the remote sensor for the alr conditioner was
coming off the wall,

- The exhaust fans in the showers of hoth
upstairs bathrooms had broken covers and the
fans ahove the toilets wers plugged with dust.

- The tollet bolt covers were missing in all three
upstairs bathrooms.

Person Responsible: Dietary Manager,
Housckeeping, Residential Program
Supervisor, and City Director

Monitor: Monthly facility inspections be
completed by the Program Supervisor and
Housekeeping. Quarterty the City Director
will complete facility inspestions.
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MM380| Continued From page 3 MiM380

The door knob on the exit door
at the end of the hallway will
be repaired.

Individual 15’s room was
cleaned.

The lower cabinet of
Individual [5°s room was
cleaned,

The clothing in Individual 7’s
room was washed and put
away.

The carpet in Individual 6°s
bedroom will be cleaned,

The carpet in Individual 4°s
bedroom will be cleaned.

The hole in Individual 8 and
13’s room will be repaired.

1.

2.

13.
14,

15,
16.

7.

\ Vot

Bureau of Facliity Standards
STATE FORM

8499

aB1CAT

It continuation sheel 4 of 16




PRINTED: 08/13/2014

FORMAPPROVED
Bureau of Facilily Standards
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPFLIER/CLIA X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGCTION IDENT{FICATION NUMBER: . COMPLETED
A. BUILDING:
13G048 B WING 0712812014

NAME OF PROVIDER OR SUPPLIER

BELMONT CARE CENTER

3625 VAUGHN AVENUE

POCATELLOC, ID 83204

STREETADDRESS, CITY, STATE, ZIP CODE

-~ There were no less than 5 soda bottles/cans in
the area next to the air condiiioner outside the
facility.

- The corner of the roof to the left of the street
facing door had water leaking from it and
decaylng wood.

- The door knob on the exit door at the end of the
hallway was broken.

- There was garbage on Individual #15's bedroom
floor, Including an empty can, an empty bag and
crumpled paper.

- The lower cabinets of Individual #15's
entertainment center contained clutter, including
a used Tupperware lined with a dried substance,
plles of paper slores with old fishing bait
containers with residual dist inside and a burrito
wrapped in foil.

~ There was clothing piled up in the corner of
Individual #7's room,

- There were two stains on the floor of individual
{i6's bedroom,

- There wera 3 stains approximately 4 inches in
diamater in Individual #4's bedroom.

- There was a hole in the wall of individual #8 and
Individual #13's bedroom, which appeared lo be a

former electrical outiet.

The facility failed to ensure the environment was
kept clean and repairs were completed and
mainiained.

X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 8)
PREF{X {EACH DEF{CIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
MM380{ Continued From page 4 MM380

Bureau of Facility Standards

STATE FORM

8%

aB1CH

{feontnualion sheet &of 16




Bureau of Facllity Standards

PRINTED: 08/13/2014

STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
13G046

FORM APPROVED
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A BUILDING: COMPLETED
B. WING 0772812014

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIF CODE
3625 VAUGHN AVENUE

Included borderline inteltecttral functioning and
fnsompnia.

An observation was conducted at the facility on
7122114 from 6:40 - 7:56 am. At 7:.00 a.m,,
Individual #5 was noted to be pulting away
bedding and the fold-out bed in the TV room.
When asked, on 7/22/14 at 7:15 a.m., a direct
care staff stated Individual #5 slept on the fold-cut
bed in the TV room. The staff stated Individual
#5 was incarcerated for approximatsly one
month, and returned to the facility around
7118114, The direct care slaff stated Individual #5
had been staying in the TV room since his refurm
to the facility. On 7/28/14 at 9:36 a.m., the Gify
Director clarilied that individual #5 was
re-admiited to the facility on 7/16/14,

During an interview on 7722114 from 10:24 - 10:33
a.m., the QIDP and Cily Director stated they were
aware of Individuai #5’s living situation and
planned to provide him with a permanent bed as
$00N as a vacancy opened up,

BELMONT CARE CENTER POCATELLO, ID 83204
(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF CORRECTION (5)
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MM390/ Continued From page 5 MM390 | pOC MM390 16.03.11.120.04 (d)(iD)
o A __ ic Story, Trailer House
MI380' 16.03.11.120.04(d)(i) Altic Story, Trailer House | Mmgeo | Attie Story, Trafle
i i Belmont will provide each individual with
:.2;?0?#3 ;t:rg,atgage;&%gzerggm any other closet space in the individual’s bedrogm
This Rule is not met gs avidenced .bY' with clothes racks and shelves accessible to
Based on observation, record review and staff the individual.
and individual interview, it was determined the ] . dified ¢
facility fafled to ensure a bedroom was provided The physical environment was modified to
to 1 of 16 individuals (Individual #5) residing in promote the health, independence and
the facility. This resulted in an individual sleeping learning for the individual. The individual
In the facility TV room instead ¢f a bedroom. The was provided with a bedroom that included
findings include: an appropriaie bed, functional furniture ang
appropriate closet and storage space.
1. Individual #5's IPP, dated 6/11/14, Indicated he )
was a 23 year old male whose diagnoses Belmont will ensure prior to admission thete

is an appropriate room with functional
furniture and appropriate closet and storagg
space for individuals being admitted.

Person Responsible: Program Supervisor,
Housekeeping Supervisor, Assistant
QIDP/QIDP, and City Director.

Monitor: Prior to an admission, the
Supervisor, Housekeeping Supervisor,
Assistant QIDP/QIDP, and City Director
will evaluate the living space to ensure the
physical envivonment promotes the health,
independence and learning for the individy
that is being admitted.

al
W/
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MM3R0| Continued From page 6

| The facillly failed to ensure Individual #5 resided
in an approved badroom,

- MM406 16.03.11.120.04(l) Recreation Room

Every facility must provide a mintmum of
twenty-five (25) square feet per licansad bed for
living and/or recreational aclivities. It must be for
the sole use of the resident, and under no
circumstancas can these reome be used as
bedroams by rasldents or personnel. A halt or
antry s not acceptable as a living room or
recreation room.

This Rule is not met as evidenced hy:

Refer to Wi21,

MM408, 16.03.11.120.04 ()1 Springs and Matlress

Have safisfactory springs in good repair and a
clean, comfortable matiress that Is standard in
size for the bed, Each maltress must be randered
and maintalnad water repellent.

This Rule is not met as evidencad by:

Refer o W418.

MM440, 16.03.11.120.04(K) Closet Space

Closet space must be provided In each residerit
bedroom (minimum of iwo (2} lineal fest per bed).
If a common closet is used for two (2} persons,
thare must be a physkeal separalion of clothing
for each parson.

This Rule Is not mat as evidanced by:

Rafer to W421,

MM412! 16.03.11.120.04{m) Furniture and Equipmant

All furniture and equipment must be maintained in

MM390

hM406

iMdog

MM410

Mh412

Refer to W121

POC MiM409 16.03.11.120,04 (j)(ii)
Springs and Mattress

Refer to W418 ‘?/3 //¢

POC MM4I0 16.03.11.120,04 (k)
Closet Space

Refer to W421 4 /157/ ({

c ,03.11.120.04 (i
POC MMA406 16,03.11.120.04 (i) ‘?/5 /, 4

Recreation Room
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g san!%ary ;m;n:ner, kegt In good r?tpair. gnd must POC MM412 16.03.11,120,04 (in)
r:S?doenciza ed (o parmit convehient Use by Furniture and Equipment

This Rule is not met as evidenced by:
Based on ohservation, it was determined the
facility fatlod fo ensure all furniture was kept in

Belmont will ensure all furniture and
equipment is malntained in a sanitary

good rapals for 16 of 16 individuals {Individuals #1 maner, kept in good repair, and is located
- ##16) residing in the facility. This resulted in to permit convenient use by individuals.
individuals' furniture belhy inaccessible andfor . .
kept in lil-repalr. The findings include: L I'i}llf b°0“°h in gle TV 500111l
will be repaired or replaced.
1. An environmental review was conducted at the 2. The couch cushion in the TV
facility on #/22/14 from 12:00 - 1;30 p.m. During room will be repaired or
that time, the following was noted: replaced.
. 3. The couch iu the TV rcom by
- The couch by the window In the TV room had the phone will be replaced,
approximately 1 foot of missing material on the 4. The drawers in individuals #1
fower front, bed frame will be repaired.
5. The drawers in individual #4°%
- Tha gouch by the window in the TV room had a bed frame will be repaired.
gushion that had a hole approximately 12 inches 6. The drawets in individual #6°
by 20 Inches with the stuffing coming out. bed frame will be repaired.
7. The drawers in individual #6°
- The couch in the TV room by the phone had dresser will be repaired.

broken springs, an area of torn upholstery

approximately 8 Inches Jong and a broken leg on 8. The handles on Individual #8°%

the left side bed frame drawers will be

) replaced.
- Three of ths four of the drawers of Individual 9. The drawers on individual #91s
#1's had frame were missing stops on the back to bed frame dvawers will be
pravent them from falling oul when opened, replaced.

10. The knob on individual #9°s
- All of the drawers of Individual #4’s bad frame drawer will be replaced.
were missing stops on the back lo prevent them 11. The drawers of individual
from fatling out when opensdl. #11°s bed frame will be
repaired.

- All of the drawers of Individual #6's bed frame
were missing stops on the back to prevent them
from falling out-when opened,

Buraau of Fachily Standards _
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- All of the drawers of Individual #6's dresser were
missing stops on the back to prevent them from
falling aut when opened.

- The two left drawers of Individual #8's bed
frame were missing the right handles.

- The fop right drawar of Individual #8's bed frame
was missing the left handie.

- All of the drawers of individual #9's bed frame
were missing stops on the back {o prevent tham
frorn falling out when opened.

- Individual #9's top right drawer of his bed frame
was missing the feft knob.

- Individual #9's dresser was badly seratched and
chipped, Additicnally, the botlom drawer was
missing the left handle.

- All of the drawers of Indivicual #11°s bed frame
were missing sfops on the back to pravent them
from falling out when opened,

- Individual #12's wardrobe was blocked with a
pite of clutter, mitlng access.

- Three of the four drawers of Individual #13's bed
frame were missing stops on the back lo prevent
them from fafing out when cpaned.

- Individual #15's bed frame was reversed, with
the drawers of the bed framte pushad up egainst
the wardrohe, rendering the bed frame drawers
and wardrobe inaccassihle.

The faclilly failed to ensure furniture repairs were
maintained and furniture was accessible,

12. The pile of clutter in front of -

13.

Person Responsible: Dietary Manager,
Housekeeping, Residential Program
Supervisor, and City Director

Monitor: Monthly facility inspeciions be

completed by the Program Supervisor and

Housekeeping. Quarterly the City Director é / 3 /
¥

will complete facility inspections.

individual #12°s closet will bg
removed,

The drawers in individual
#15°s bed frame will be
repaired.
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MM418
hMM418

MMG20

MMes7

Continued From page 9
16.03.11.120.08({a) General Storage Areas

General storage areas (minimum of ten {10)
square feet per licensed bad) must be provided,
n additton fo suitable storage provided in the
rasidant's bedrooms for personal clothing,
possesslons and individual prosthetic equlpment,
This Rule 1s not met as evidenced by:

Refer to W420 and W423.

16.03.11.200.03(a) Establishing and
Implementing polices

The administrator will be responsible for
establishing and implementing written policies
and procedures for each sarvice of the facility
and the operation of its physlcal plant, He must
see that these policles and procedures are
adhered to and must make them available fo
authorizad rapraesantatives of the Depariment,
This Rute is notinet as evidencead by:

Refer to W104,

46,03.11.210.04(k) Record of resldent's peronal
effacts

Record of resident's personal effects. An
inventory of all valuables entrusted to the facility
for safekeeping must be kept. A proper
accounting of resident's funds depostied with the
facility for safekeeping and/or expendliure must
ha kept and made available to avthorized
Individuals for review, which must include the
resldent so affected,

This Rule is not met as evidenced by:

Basad on obsarvallon, record review and staff
and Individuat interview, It was determinad the
faciiity falled to ensure accurate, complete

Mhi418

1 MMd18

MM520

MM587

POCMM 16.03.11.120.06 (a)
General Storage Areas

Refer to W420
Refer to W423

POC MM520 16.03.11.200.06 (a)
Establishing and Implementing Policies

Refer to W104

UWshy

Yo/
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personal possession inveniories were maintalned -
for 4 for 16 Individugls {indlviduat #5) residing In
the facility,. This resulted in the potentiial loss of
an Individual'a parsonal property. The findings
include:

1. Individual #5's IPP, daled 6/41/14, documented
he was a 23 year old male whose diagnoses
included borderling intellectual funciioning and
insomnia.

An ohservation was conductet at the facifity on
7122114 from 6:40 - 7:56 a,m. Af 7:00 a.m.,
individual #5 was noled to be putting away
bedding and the fold-out bed in the TV rooim.
When asked, on 7/22114 at 716 a.m., a direct
care staff stated Individual #5 slept on the fold-out
bed In the TV room, The staff stated Individual
#5 was Incarcerated for approximately one
month, and retumed to the facility around
71814, The diract care staff stated Individual #5
had been staying in the TV room since his relurn
to the facllily. On 7/28/14 at 9:36 a.m., the City
Dlractor clarified that Individual #5 was
re-admitted to the facllity on 7/16/14,

Cn 7/22114 at 10:00 a.m., Individual #5 gave a
tour of his lving space. [n the TV room, he
pointed out six plastic drawers which coniained
some of his personal possessions, including
clothing., Each drawer was less than five inches
deep. Individual #5 also pointed o a plis of
shoes betweaen the couch and and table which he
stated bslongad fo him.

During the tour on 7/22/14 at 10:00 a.m,,
Individuzt #5 also requested aceess to the dietary
office. After a staff unlocked the distary office,
Individual #5 showed a laundry basket for his dirty

clothes that was kept In the offica, Inrdl\.r!dual #5

POC MMS67 16.03.11,120.04 (k)
Record of resident’s personal effects

Belmont will ensure record of individuals®
personal effects. An inventory of all
valuables entrusied fo Belmont for
safekeeping will be kept. A proper
accounting of individuals funds deposited
with Belmont for safekeeping and/or
expenditure will be kept and inade available
to authorized individnals for review, which
will include the individuals affected,

—

Upon admission an inventory of all persond
items will be compleied, The inventory wi
be kept in each individuals® record,

—

Person Responsible: Program Supervisor,
Assistant QIDP/QIDP, and City Director,

Monitor: Upon admission, the Assistant
QIDFP/QIDP or Program Supervisor will
complete an inventory of all the individual’}s
items. Atleast annually the inventory lists
will be updated with any additional items
that have been acquired.

{¥4} 1D SUMMARY STATEMENT OF DEFICIENCIES ]3] %5}
PREFI% (EAGH DEFICIENGY MUSY BE PREGEDED Y FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE CONPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED YO THE APPROPRIATE DATE
DEFICIENCY)
MMS67 | Confinued From page 10 MMEB?
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Indicated the remainder-of his personal
possesslons were stored in the facillly "archive.”
The archive room was a locked room af the base
of the stairwell, on the lower level of the facilily.
The room contained a large cabinef which
included notebooks, video game gultars, & stereq,
olothes and shoes Individual #5 stated belonged
to him.

However, Individual #5's 7/2/14 paraonal
nossassions ventory stated he owned the
following:

- Radio

i - B boxer shorls

I« 3 palrs of shoes

- 3 palrs of sweat pants
- 3 pairs of jeans

- § t-shirfs

- 10 socks

-1 flat shest

- 1 filted sheal

- 1 plllowcase

- 1 comforter

- 1 plilow

- 1 winter coat

- Various paperwark

Individual #5's persanal possessions inventory
did not include documentation of alf of his
possessions, such as his video game guitars and
shoes.

When asked, during an interview on 7/25/14 from
12:10 - 2:12 p.m., far the most recent personal
possession inventary for Individuat #5, the AQIDP
was only able lo {ocate the 7/2114 inventory.

Tha facifily falled to ensure Individual #5's
personal possession inventory was maintained
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MM587 | Continued From page 12 MMB67
{ with acourate, outrent infarmation, POC MM3570 16.03.11,210.05 (b)
Medication and Treatmen{s
MM570, 16.03.11.210.05(b) Medications and Treatments | MM570 Roforto WLLL 4/5//1/
Arecord of all medicafions and frealments
prescribed and administered; and .
This Rule is not met as evidenced by: POC MM672 16.03.11.07 (2)
Refer to W11, enu Preparatlon 7 /5 // ¢
MM672| 16.03.11.07(a) Mo Preparation Mvprz | Reforto Wil
Menus must be prepared at feast a week in
advance, Menus must be corregted to conforin
with food actually served. (ltems not served must POC MM725 16.03.1L.270 (b)
be deleted, and food actually served must be QMRP
written in.} The corracted copy of the menu and tf/g/ﬁl
dist plan must be dated and kept on file for thirty Refer to W159
(30) days.
This Rule is not et as evidenced by:
Refer o W81,
M728 16.03.11.270.01(b) QMRP MM725 POC MM730 16.03.11.270.01 (d)(D)
Diagnostic and Prognostic Data
The QMRP Is responsible for supervising the 6/@%4
implemeniation of each resident's individual plan Referto W48t~ w 2 £2- |
of care, Integrating ihe various aspects of the ) - -
program, recording each resident's progress and Chaw gen T0 W 7S z pe
initiating periodio review of each individual plan ¢iTy Mikectiar By Jix
for necessary modifications or adjustmants. This TRayTFeTTe- 04 g1y
function may be provided by a GMRP outside the Py W 22
facllity, by agreement. } W
Fhis Rule is not met as avidenced by:
Refer to W159.
MM730, 16.03.11.270,01{d)(i) Diagnosfic and Prognostic | MM730
Data
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License Must Specify Maximum Allowable Beds.
Each ficense must specify the maximum
allowable number of beds in each facility, which
number cannot be exceeded, excepton a
{lme-limited emergency basls, with the
authorization of the Dapartment.

This Rule is not met as evidenced by;

Based on obsewvatlon, record review and
interview it was determined the facliity failed to
ensure the faclity's licensed bad capacity was not
axcoaded without Department authorization. This
resulted in an individual being admitted fo the
facility without the necessary approvals. The
findings include:

1. The facllity's Stale Heense, offective 111114,
was Issuad for 15 heds, On 6/20/14, the facllity
submitted a lelier, requasting approval to
tempeorarily exceed the 16 bed capacily to allow
for the emergency placemant of Individual #11,

Depastment authorization to temporarily exceed
the 16 bad capacity was granted on 6/20/14, The
authorization ielter stated the request was heing

Person Responsible: City Director.

Momitor: The City Director will work with
the Departiment regarding emergency
placements prior to admission, In addition,
the City Director will ensure the individual
listed in the documentation is the individual
in the teinporary room placement.

BELMONT CARE CENTER POCATELLO, [D 83204
R ID GUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION {8)
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD DE COMPLETE
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) Tha GROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY} :
MMY30} Continued From page 13 MM730
oCMM .03,11.270,
Based on complote and relovant dingnostic and }2 eriodic ;‘:}i;‘f 03.11.270.08 ()
pragnostic data; and
This Rule Is not met as evidenced by:
Refer to W262. Refer to W257 ﬁ/&’//?’
MMB81] 16.03,11.270.08(f)fiil} Periodic Review MM8B1 | poC MMOST 16,03.11.320,02
: : Maxi Al |
Initiating periodic review of each individual plan of aximum Aflowablo Reds
care for necessary modifications ar adjustiments, Betmont will ensure time-lmited emergenc;
. placenents approved by the Depariment aref
ggifsestg!?Ngﬁl;’m mel as evidenced by: for the correct individual.
) A new request was subniitied for the correct
individual.
MMo51| 16.08.11.320.02 Maximum Alfowable Beds MMOG1
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MMOs1

Continued From page 14

1 granted "to lemporarily increass the ficensed bed

capacity...from 16 o 16 beds, to allow for the
admission of [Individual #1171 and was effactive
from 8/23/44 - 77123114, The authotization ietter
farther stated 1t was only for the persans, facility,
and fime periods specified and It was not
consldered as a precedent or to be glven any
force or effect in any other proceeding.

An observation was canducted at the facilily on
7/22/14 from 8:40 - 7:56 a.m. At 7:00 a.m,,
Individual #5 was noted to be putting away
bedding and the fold-out bed in the TV room.
When asked, on 722114 at 715 a.m,, a direct
care staff stated Individual #5 slapt on the fold-out
had in the TV room. The staff stated Individuat
#6 was Incarcerated for approxiinately one
monih, and returned {o the facllity arcund
7148/14, The direct care staff siated Individual #5
had been staying in the TV room since his return
io the facility, On 7/28/14 at 9:36 a.m,, the Clty
Director clarlfied that Individual #5 was
ra-admitted fo the faciifly on 7/16/14.

Additlonally, durlng an environmentaf review
conducted on 7/22114 from 12:00 - 1:30 p.m, [t
was noled Individual #11 and Individual #4 shared
a badroan, On 7/29/14 at 9:36 a.m., the Cily
Diractor Indicated Individual #11 was admilied to
{he facllity on 6/26/14.

During an interview on 7/22/14 fromm 10:24 - 10:33
a.m,, the Gity Dlrector stated the facility hoped to
discharge an indlvidual to one of thelr sister
facilities In the near future. The City Director
stated at that ime, Individual #5 would be moved
Into a permanent hedroom,

The facility failed {o obtain atitherization to
temporarily excead the 15 bad capacily to allow

MMaG1
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