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Rick Carter, Administrator

Preferred Community Homes - Cornerstone
7091 W Emerald

Boise, ID 83704

RE: Preferred Community Homes - Cornerstone, Provider #13G056

Dear Mr. Carter;

This is to advise you of the findings of the Initial Medicaid/Licensure survey of Preferred
Community Homes - Cornerstone, which was conducted on September 12, 2013,

Enclosed is a Statement of Deficiencies/Plan of Correction Form CMS-2567, listing Medicaid
deficiencies and a similar form listing State licensure deficiencies. In the spaces provided on the
right side of each sheet, please provide a Plan of Correction. It is important that your Plan of
Correction address each deficiency in the following manner:

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

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

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

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

5. Include dates when corrective action will be completed. 42 CFR 488.28 states ordinarily
a provider is expected to take the steps needed to achieve compliance within 60 days of




Rick Carter, Administrator
September 17, 2013
Page 2 of 2

being notified of the deficiencies. Please keep this in mind when preparing your plan of
correction. For corrective actions which require construction, competitive bidding or
other issues beyond the control of the facility, additional time may be granted.

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

After you have completed your Plan of Correction, return the original to this office by
September 30, 2013, and keep a copy for your records.

You have one opportunity to question cited deficiencies through an informal dispute resolution
process. To be given such an opportunity, you are required to send your written request and all
required information as directed in the State Informal Dispute Resolution (IDR) Process which

can be found on the Internet at:

www.icfimr.dhw.idaho.gov

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

This request must be received by September 30, 2013. If a request for informal dispute

resolution is received after September 30, 2013, the request will not be granted. An incomplete
informal dispute resolution process will not delay the effective date of any enforcement action.

Thank you for the courtesies extended to us during our visit. If you have questions, please call
this office at (208) 334-6626.

MICHAEIL CASE NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
MC/pt

Enclosures
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STATEE’IENT QF DEFICIENCIES {%1)} PROVIDER/SUPPLIER/GLIA (%2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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NAME QF PROVIDER ©Rf SUPPLIER

.PREFERRED COMMUNITY HOMES - CORNERSTONE

STREET ADDRESS, CITY, STATE, ZIP CODE
2028 EAST 2076 SOUTH
WENDELL, ID 83355

(X4} 1D
FREFIX
TAG

SUKMARY STATEMENT QF DEFICIENGIES
(EAGH DEFIGIENCY MUST BE PREGEDED 8Y FULL
REGULATORY OR LSC (DENTIFYING INFORMATION)

o
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECT(VE AGTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

(X5}
COMPLETIGN
DATE

DEFICIENGY)

W 000

W 130

INITIAL COMMENTS

The following deficiencies were citad during the
recertification survey conducted from 9/6/13 -
9M2NMa.

The survey was conducted by;
Michael Case, LSW, QIDP, Team Lead
Trish O'Hara, RN, HFS

Common akbreviations used in this report are:
AQIDP ~ Assistant Qualified Intelleciual
Disabilities Professional

CP - Cerebral Palsy

DT = Interdisciplinary Tearn

NOS - Not Otherwise Specified

PCLP - Person Centarad Lifestylé Plan

PDD - Pervasive Developmental Disorder

{ QIDP - Quaiifizd Intellectual Disabilities

Profasslonal
483.420(a)(7) PROTECTION OF CLIENTS
RIGHTS

The facllity must ensura the rights of all clients,
Therefere, the facllity rust ensure privacy during
treatment and care of personal needs,

This STANDARD Is nat met as evidenced by:
Based on observation and staff interview, it was
determined the facility failed to ensure each
individual was provided privacy during persenat
cares. This failure directly impacted 1 of §
individuals {Individual #1) ohserved, and had the
potenfial to impaet 5 of 5 individuals (Individual #1
- #5) residing In the facillty. This resulted In an
individual's incontinence brisf being changed in
view of others. The findings include:

W 000

W 130

LABORATORY DIRECTOR'S OR FROVIDERISUPPLIER REPRESE

A

TIVE'S SIGNATURE

fedipin SUbeisyv

(X&) DATE

_/3

TITLE

/o~ Y

Any defigieney stufamont snding with an astarlzsk {*) danctes a deficiency which the institution may be excused from ¢otracting providing 1t s determined that
othar safeguards provide sufficiant protedtion to the patients, {See Instructions.} Exeapt for puraing hames, the findings siatad above are disclosable 90 days
following the date of survay whether or not a plan of correction Is pravided, For prsing homeas, the above findinge and plans of correction are disclosabls 14
¢lays following the date these documants ave made available to the facility. If deficienclas are cited, an approved plan of correction 15 requisite to continued

program participation.

FORM CMB-2567{02-94) Previaus Vorsions Obaolete

Evenl 1D; 7568013

Faclty D! 136058

If continuation sheet Paga 1 of &




10-04-13;03: 59PM;
CENTERS FOR MEDICARE

& MEDICAID SERVICES

# 19/ 28

PR T RTITRI TREN R Y W R

OMB NO. 0838-0391

;12085362761

{¥3) DATE SURVEY

{%2) MULTIPLE CONSTRUGCTION
GOMPLETER

A BULDING

STATERENT OF DEFICIENCIES
. | AND PLAN GF CORRECTION

(X1} PROVIDER/SUPPLIER/CLIA
IRENTIFICATION MUMBER:!

13G086 B. WING 08/12/2013

STREET ADDRESS, CITY, STATE, ZIP CODE
2026 EAST 2075 SOUTH
WENDELL, D 83355

PROVIDER'S PLAN DF GORREGTIGN o
(EACH CORRECTIVE AGTION SHOULD BE COMPLETION

CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)

NAME OF PROVIDER OR SUPPUER

PREFERRED COMMUNITY HOMES - CORNERSTONE

{%4) 1D SUMMARY STATEMENT OF DEFICIENCIES I
PREFIX (FACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX
TAG REGULATORY OR LSC IDENTIFYING INFORMATICON) TAG

W 130 | Continued From page 1 W 130

1. Individual #1's 6/14/13 PCLP stated he was an
7 year old maie diagnosed with severs intellactual
disability, CF, and seizure disorder, He required
the use of a wheelchair for mobility.

During an observation on 8/10/13 from 230 -
4:35 p.m., Individual #1 was observed in the
common area of the facllity. At 3:26 p.m., a direct
care staff took Individual #1 to his bedroom and
{aid him on his bed.

The direct oare staff proceeded to change
Individual #1's incontinence hrief, However, the
direct care staff did not ciose the bedrocom door
ar cover individual #1 in any way. Individual #1's
genitals and buttocks were exposed and visible to
anyone standing in or walking down the hallway
during the process.

During an interview on 9/10/13 at 6:15 p.m,, the
direct care staff who shanged Individual #1's
incontinence brief stated the facllity had provided
training related to protection of privacy to include
closing bedroom and bathroom doors during
cares. The direct care stalf stated she shouid
have closed the bedroom door during (ndividua!
#1's personal cares to protect his privacy.

The facfiity failed to ensure Individual #1 was
afforded privacy during personal cares.

W 199 | 483.440(b)(2} ADMISSIONS, TRANSFERS,
DISCHARGE ,

W 199

Admission decisions must be based on a
preliminary evatuation of the client that is
conducted or updated by the facility or by outside
SOUrGES.

FORM CMS-2587(02.99) Pravious Varsions Obsplete Event 1D: 7868U4% Facilty ID: 13G05S If continuation sheat Page 2of6




10-04-13;03:50PM; ;12085362761 # 20/ 28

LERM | ERE FUR MELICAKE & MEDICAID SERVIGES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES {X1) PROVIDERISUPPLIER/GLIA f%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULLDING COMPLETED

13G0se B. WING 09/12/2013

NAME OF PROVIDER OR SUPPUER STREETADDRESS, GITY, STATE, ZIP CODE

2028 BEAST 2976 SOUTH

PREFERRED CQMMUN{TY HOMES - CORNERSTONE WENDELL, ID 33356

(X4 1o SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN QF CORRECTION (*8)
PREFIX {EACH DEFICIENGY MUST BE FRECEDED KY fuLL PREFIX (EAGH CORRECTIVE AGTION BHDULD BE COMPLETION
e REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENGED TQ THE APPROPRIATE OATE
DEFICIENGY)
W 188 Continued Frorn page 2 W 188

This STANDARD is not met as evidenced by:

Based on record review and staff interviaw, it
wae determined the facility falled to ensure
admisslon decisions were based an a preliminary
avaluation of an individual that was conducted or
updated by the facility for 1 of 2 individuals
{Individual #3) admitted within the past year. This
fallure resulted in polential for an individual to be
admitted without indications the facility could
meet their neads, The findings include:

1. Individual #3's 3/7/13 PCLP stated she was a
82 year old femals whose diagnoses included
profound intellectual disability, PPD, and mood
disorder NOS, She was admitted to the facllity on
2/8M3 from a Residential Habilitation (ResHab)
facliity In another town.

Individual #3's record contained assessment
information obtained after her admission on
2/8/13. However, the record did not contain
preliminary evaluation information indicating
individual #3's needs could be met by the facility,

During an interview on 9/12/13 from 830 - 8:00
a.tn., the QIDP and ACQIDP both stated they were
unaware of any pre-admission preliminary
evaluations or pians being completed. The QIDP
statad the facility's parent company also ran the
ResHab facility whera Individual #3 had been
fiving and the company may have viswad the
move as a trangfer rather than a new admission,

The facility failed to ensure Individual #3's record
included preliminary assessment information on
which to baae her admission decision,

W 207 | 483.440(c)2) INDIVIDUAL PROGRAM PLAN W 207

FORM CMS.256T{02:99) Pravious Veralons Obsalate Evanl I0; 765014 Faclity ID; 136056 If eontinuation sheat Page 3 6f6
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_UEN I ERY UK MEUIUARE & MEDICAIL SERVICES GMB NO. 0038-0391
_STATEI‘HENT QF DEFICIENCIES {X1) PROVIDER/SUFPLIERIGLIA (X2) MULTIFLE CONSTRUCTION {3} DATE BURVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMBER: A BUILDING GOMPLETED
13G06E B. WING 09/12/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
2028 EAST 2978 SOUTH

PREFERRED COMMLIN]TY HOMES - CORNERSTONE WENDELL, ID 83355

{¥4) 1D SUMMARY STATEMENT OF DEFIGIENCIES D BROVIDER'S PLAN OF CORRECTION

{X5)
FREFIX (EACH DEFICIENCY MUST BE PRECERED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LS&C IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TC THE APFROPRIATE DATE
DEFICIENCY)
W 207 ; Continued From page 3 W 207

Appropriate facility staff must participate in
Interdisciplinary team meetings.

This STANDARD is not met as evidenced by:
Based on regord review and staff interviews, it
was determined the facility failed to ensure
appropriate facility staff participated in the PCLP
maetings for 1 of 3 individuals {individual #1)
whose PCLPs were raviewed. This rasulied in
the potential for a lack of comprehensive
information heing provided in the davelopment o
af PCLP and a lack of opportunitiss for the 1DT
members o consult with ene another and to
exchange information. The findings include:

1. Individual #1's PCLP, dated 8/14/13,
documented a 7 year old male diagnosed with
severe intellectual disability, CP, and salzure
disorder.

There was no signature sheet attached to his
PCLP documenting which members of the IDT
attended the PCLP meeting on 8/14/13.

During an interview, on 9/19/13 from 8:30 - 9:00
a.m., the AQIDP stated there was no sighature
sheet for attendance at the meeting. She
confirmed it was not possible to determine who
had been at the megting.

The facility failed to ensure appropriate facility
staff were in attendance and documented for
Individual #1's PCLP meeting.

W 440 | 483.470(})(1) EVACUATION DRILLS W 440

The facllity must hold evacuation drills at least

FORM ChS.2567(02.99] Previaus Varalons Ohsolete Event 1D: 76BU4% Facifty if: 12G058 if continuation sheet Page 4 of 6
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STATERENT OF DEFIGIENCIES (X1} PROVIDER/EUPPLIER/CLIA
AND PLAN OF GORREGTION IDENTIFICATIOM NUMBER; A BUILDING

13G058 B, WING 09412/2013

(X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
COMPLETED

NARE OF PROVIDER OR SUPPLIER

PREFERRED COMMUNITY HOMES - CORNERSTONE

STREET ADDRESE, CITY, STATE, ZIF CODE
2078 EAST 2975 30UTH
WENDELL, iD 33355

(%4} ID
FREFIX
TAG

SUMMARY STATEMENT OF DEFIGIENGIES
(EACH DEFICIENGY MUST BE PRECEDEDR BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

i PROVIDER'S PLAN OF CORRECTION 5)

PREFIX (EACH CORREGTIVE ACTION SHOULD BE GOMFLETION
TAG CROSS-REFERENGED TQ THE APPROPRIATE DATE

DEFIGIENGY)

W 440

W 455

Continued From page 4
guarterly for each shift of personnel,

This STANDARD s not met as evidenced by:
Based on record review and staff interview, it
was determined the facility failed to ansure
evacuation drills were conducted quarterly for
each shift for 6 of & individuals {Individuals #1 -
#5) residing in the facility. This resulied in the
potential for the facilily and staff not being able to
determine individuals' responses aor identily
problem aréas. The findings include:

1, The facility's evacuation drills were reviewed
and did not include documentation that
pvacuation driils had been completed for each
shift during 2ach quarter, as follows:

- Forthe evening shift (3:00 - 11:00 p.m.) of the
fourth quarter (October - Decamber) of 2012,

During an interview on 9/12/13 from 8:30 - 9;00
a.m., the Program Director stated the drill had not
bean completed,

The facility falled to ensure evacuation drills were
completed eadh quarter for each shift of staff.
483.470()(1) INFECTION CONTROL

There must be an aotive program for the
prevention, confrol, and investigation of infection
and communicable diseases.

This STANDARD ls not met as evidenced by:
Based an observation and staff interviews, it was
determined the facilily falied to ensure infaction
control procedures were followed to prevent and

W 440

VWV 455

FORM CWME-2667{02-88) Pravious Veralons Obsslete Evant 1D: 783011

Paclily ID: 43GOES If continuation sheet Paga 5of6
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OME NO. 0938-0391

PREFERRED COMMUNITY HOMES - CORNERSTONE

STATEWENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIERICLIA {¥2) MULYIPLE CONSTRUCTION {¥3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING GOMPLETED
136656 B. WING Dort2r2013
NAME OF PROVIDER OR SUPRPLIER STREET ADDRESS, CITY, STATE, 2IP CODE

2028 EABT 2475 SOUTH
WENDELL, ID 83355

control infection-and/or communicable diseases,
This faifure directly impacted 3 of 5 individuals
{Individuals #3 - #5} residing in the facility and
had the potential {o impast all individuals
(Individuals #1 - #5) residing in the facility. That
failure had the potential to provide opportunities
for crosg-contamination to occur and negatively
impact individuals' heaith, The findings include;

1. An etwvironmental review was complaeted on
8/10/13 from 3:45 - 4,35 p.m. During that time,
the following was ohserved:

- Individuyal #3's grooming kit contained 2
uncoverad toothbrushes, a comb, 3 fingernail
fites, a fingernall cfipper, and an ink pen.

= Individual #4's grooming kit contalned 1
uncovered toothbrush and a container of
deodorant.

- Individual #5's grooming kit contained 1
uncoverad toothbrush, a bottle of Nair hair
remover, a container of deodorant, & comb, and
ear plugs.

The Program Director, who was present during
ihe environmental raview, stated individuals' tooth
brushes should be covered. The Program
Director remoeved the uncovered tooth brushes at
that time.

The fagllity failed to ensure infection control
procedures wera sufficiently implemented,

(44}1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5}
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FLILL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GCQMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG GROS8-REFERENCED TO THE APPROPRIATE DATR
DEFICIENCY) :
W 4585 | Continued From page 5 W 455

FORM CMS-2557(02-88) Frevicus Varaans Obsolete Evant 1D 7880134

Facilly Il 136038

If centinuation shast Page Bof B
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STATOMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIER/ICLIA
AND PLAN OF CORRECTION IDENTIFICATIDN NUMBER:

13GL56

{X2) MULTIPLE CONSTRUCTION
A BUILDING:

8. WING

{40 DATE SURVEY
COWPLETED

09/12/2013

NAME OF PROVIDER QR SUPPLIER

PREFERRED COMMUNITY HOMES - CORNER!

STREETADDRESS, GITY, 8TATE, ZIPF CODE

2028 EAST 2976 SOUTH

WENDELL, [D 83365

4] 1D
PREF{X
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EAGH DEFICIENCY MUST BE FRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

DEFICIENCY)

fO PROVIDER'S PLAN OF CORRECTION (%5}
FREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETE
YA CROSS-REFERENCED TO THE APPROFRIATE DATE

M 000

MM108

MMz03

16.03.11 Initial Comments

The following deficlencias were ¢ited during the
annual licensure survey conducted from 9/9/13 -
a/M2/13,

The survey was conducted by:
Michaet Case, LSW, QIDP, Team Lead
Trish O'Hara, RN, HFS8

16,03,11.060.01(a) Adrnigsion, Transfer, and
Release

Admission, transfer, and release rmust be
consistent with the following provisions:
Admission. Upan admission of a resident to an
ICFND, there must be written evidenca that a
conference has been held including a
representative from the Adult and Child
Development Cernter, the medical/ social review
teamn, and the interdisciplinary tearn from the
facility and wriften recommendations feom those
participating mambers.

No resident can be admitted or retained for whorn

1he facility does not have the capabllity and

services to provide appropriate care,

This Rule Is not met as evidenced by:
Refar to W189, .

16.03.11.075.12(a) Treated with Consideration

Treated with consideration, respect, and full
recagnition of his dignity and Individuality,
including privacy in treatment and In care for his
personal needs; and

This Rule Is not met as evidenced by:

Refer to W130,

M 000

TMM109 | Sumy

MM203

Bureau of Facility Standards
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE

{X8) DATE

STATE FORM

a0 766U

if continuation sheet 1 0i 2
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STATAMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN GF CORREGTION IDENTIFICATICN NUMBER:

136056

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

B. WiNG

{X3) DATE SURVEY
COMPLETED

D9/1212013

NAME QF PROVIDER QR SUPFLIER

PREFERRED COMMUNITY HOWMES - CORNER!

STAEETADDRESS, CITY, 8TATE, ZIP CODE

2028 EAST 2975 S0UTH

WENDELL, 1D 83355

(X4)1D
PREFIX
TAG

SUMMARY STATEMENT QF DEFICIENGIES
{EACH DEFIGIENGY MUBT BE PREGEDED BY FULL
REGULATORY CR LSC IDENTIFYING INFORMATION)

BEFICIENGY)

o PROVIDER'S PLAN OF CORRECTION (5
PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROFRIATE DATE

MM286
MM256!

Continued From page 1
+6.03.11,100.03(a) Garbage Containers

All containers used fer storage of garbage and
refuse must be consfructed of durable,
nonabsorbent material and shall not leak or
absorb liquids. Contaiers must be provided with
tight-fitting lids.

This Rule is notmet as evidéenced by

Based on observation and staff interview, it was
tetermined the facility falled i ensure all
containers used for storage of garbage and
rafuse were provided with tight-fitting lds, This
failure directly impacted 5 of 5 Individuals
{Individuals #1 « #5) residing In the facllity. This
resuited in the potential for individuals to be
axposed to contaminated items, The findings
nclude:

1. During an environmental review on 9/10/13
from 346 - 4:35 p.m., the following was noted;

- The garbage can in the bedreom shared by
Individual #1 and Individual #2 was missing a lid.
The garbage can contained refuse from hoth
individuals’ incontinenze briefs.

- The garbage ¢an in the dining area was missing
alid. The garbage can contained used rubber
gloves and napkins,

The Program Director, who was present during
the environmental review, stated the garbage
¢ans should have lids.

The facility failed to ensure garbage cans were
provided with tight-fitting iids.

MMm266
MM266

Bureau of Facility Standards

STATE FORM

sesd 786U

if eontinuation sheat 2aof 3
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STATRMENT OF DEFICIENCIES (%13 PROVIDERIGUPPLIERIGLIA {X2) MULTIPLE GONSTRUCTION (%3] DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: A BUILDING: COMPLETED

136058 B. WING 09/12/2013
NAME OF PROVIDER OR SUPFLIER STREETADRRESS, CITY, §TATE, ZF CQDE

2028 EAST 2975 SOUTH

\ - 1
PREFERRED COMMUNITY HOMES - CORNER! WENDELL, ID 83355

(x4 | SUMMARY STATEMENT QF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
A6 REGLIATORY O LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
i
MM789; Continued From page 2 | MMres

MM769, 16,03,11.270,03(c){vi) Conirel of Communicable | MM769
Diseages and [nfactio

Control of communicable disenses and infections
through identification, assessment, reporting to
medical authorities and implamentation of
approptlate protective and preventative
maasures,

This Rula is not met as evidencad by:

Refer to WA4SS,

Buraay of Faclity Standards
STATE FORM 6853 768011 ¥ conlinuatilon shaet 3o0f3
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9

W130 438.420 (a) (7} Protectlon of Client Rights

The facility will ensure that appropriate facility staff participates in Privacy Training 1o ensure the policies
pertaining to resident privacy are understood, The AQIDP will provide the Privacy Training at the staff
tneeting on Qctober 4, 2013. The Program Supervisor will create a Privacy checklist to be used to
conduct random weekly checks. Corrective action will be taken if needed dursng these spot checks.
Random checks will start the weak of Octaber 7, 2013,

Completion date: 10/04/2013

Persons responsible; Program Manager, Program Supervisor, AQIDP

W1589 483.440 {b} (2) Admissions, transfars, discharges

The facility will ensure that the Pre-admission/Admissien information is obtained and available for all
residents prior to admit to include all preliminary evaluation indicating that the individuals needs can be
met by the facility. A admissions checklist has been added to the admit process by the AOIDP to ensure
this information is obtained. This check list will be used during all future admissions to the facility.
Addifionafiy; an Admissions section has been added to the QIDP review document used during Quality
Assurance Reviews conducted quarterly.

Complation date: 10/04/2013
Persons responsible: Program Manager, Program Supervisor, QIDP, AQIDP

W207 438.440 {¢) {2) Individual Program Plan

The facility will ensure that appropriate facility staff participates in all resident PCLP and IDT meetings,
and that documentation of the meeting will be obtained. The AQIDP/QIDP has created a check list to
include the IPP sign-in sheet that will be used atall future PCLP/IRPs. A section has also been added to
the QIDP Review document that Is used during the Quality Assurance review done quarterly; in addition
a random check of the IPP section of the Q book will be conducted monthly by the Program Manager to
ensure ali residents have a sign in sheet attached to their most current PCLP/IPP,

Completion date; 10/04/2013
Persons responsible; Program Manager, Program Supervisor, QIDP, AQIDP
W440 483.470 (i) (1) Evacuation Drills

The Program Supervisor will ensure that the times of all evacuation drills are understoad by the
appropriate facility staff and that the proper documentation is accurately for every shift. The evacuation
drill data will be reviewed quarterly during the Quality Assurance review.

Completion date: 10/25/2013
Persons responsible: Program Manager, Program Supervisor
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T+ e facility will ensure that appropriate facility staff participatas in infection ¢ontrol training. The AQIDP
will provide training for infection control on Qctober 4, 2013, The Program Supervisor will create a
checklist to be used to conduct random weekly checks, Corrective action will be taken if needed during
these spot checks.

Completion data: 10/09/2013
Persons responsible: Program Manager, Program Supervisor

Wa455 483,470 (1} (1) Infection Control

The facility will ensure that appropriate facility staff participates in infection control training. The AQIDP
will provide training for infection control on Qctober 4, 2013, The Program Supervisor will create a
checklist to be used to conduct random weekly checks. Corrective action will be taken if needed during
these spot checks.

Completion date; 10/09/2013
Persons responsible; Program Manager, Program Supervisor, AQIDP

MIM1D9 16.03.11.050.01 (a} Admissions, Transfers, and Release
Please refer to W199

MM203 16.03.11,075.12 {a) Treated with Consideration
Please refer to W130

MM266 16.03.270,03 (a) Garbage Containers
Please refer to W455

MM 769 16.03,11.270.03 (c) (vi) Control of Communicable Disease and Infection
Please refer to W455
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Asnire ~Preferred Community Homes {cornerstone} PO C

MM266

MM266

The facility will ensure that appropriate facility staff participates in a training on garbage cans need tight
fitting lids. The AQIDP will provide training for garbage cans and tight fitting lids on October 4, 2013,
The Program Supervisor will create a checklist to be used to conduct random weekly checks. Corrective
action will be taken if heeded during these spot checks.

Completion date: 10/09/2013
Persons responsible: Program Manager, Program Supervisor, AQIDP
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