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{W 148} | Conlinued From page 97 (W40 a, Classroom instructor restructured the 37113 }
arm 2 by 2 centimelers due to {possibly) insulin environment to provide for the safety of client :'
184 and all other clients,*

Injection. The IDN's failed to note other brulses
on other parls Tald i
injection,

The cliant's health care plan identified the
problem (inltiated 12/31/12) of “spontaneous
ecchymasis (bruises).” The record also
indicated the ollent sometimes pinchet harself.
During an interview on 8/1/13 at 11:45 am., the
clients physician stated that that preblem had
been opened primarily for fraquent smail (less
than a gentimeter) bruising on har lower legs.

5. On 7/30/13 at 11:10 =

out ot ihe back door of room 30 at the
Activity Center onto an adjacent loading tock.
The client slepped off the ledge as staff
approached. This dock had no ralings except for
a portable whee! chalr famp which the client did
not use. The distance from the ground o the
ledge was approximately one foot, Lisensed Staff
then ran after the offen| caught up with him and
arabbed his arm until the client sat o the ground.:
Within a few minutes, olher slaff arrived arng
assisted the staff and the allent relurmed o hig
residence,

During an interview on 8/6/13 at 2:30 p.., the
classroom leacher stated that the clients do not
use that exit and Client 184 had never gone out
of that exit prior lo 7/30/18, The client again

exited this door on 8/6/13 and staff grabbed him .

by the left forsarm ang Pulled him back Into the

locking mechanism 1o provide for the safety of
the client, .

to discuss strycturing environment for syceess,

fon Client 184°s Approaches and Strategies,
Risk Assessmen Surnmary and documentation
expectations regarding safety awareness and
unusuat events, :

&, Day training staff recsived training on 81713
“Professional Boundaries” regarding ’
appropriale inlervention,

f. Day training staff recejveqd trainingon . [9/6/13
“Dignity In Care” regarding appropriate
intervention,

.| & Day training staff recetved training on 8/3/13

“Behavior Support Pesitive Practices”
regarding appropriace intervention,

‘| h. Day training staif received training on 9/6/13

“Respectiul Interactions” regarding
appropriate infervention,

i. The Ronnds Team {Governing Body, .
Program Management, 1S, Shifc Leads, IPC)
will observe staff interections and classroom
structure during rounds conducted ot varions
times/locations angd provide coaching to staff
.05 needed, Results of findings will be
caleutaled, analyzed by the AR Anal yat and
corrective action plang developed.*

J- IPCs will monitor classroom slructure and
safety Issues during site visite. .
Hi(see inserted page)

W150

and corrective action wag taken,

room,
FORM GMBE. 2687(02.9%) Pravidug Varslons Ohsolele Evant I 0paM12

Faclity 10: CAY70001780

i ——

b. A work drder was mitiated (o adjust the 8/21/13

¢ A special meeting was held for Client 184 (8/12/13

d. DTAC Cocrdinator trained classroom staff 8121] 13

a. Staff involved removed from client conlast |8/05/13

.

If continuation shaet Page 98 of 263




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MED|CAID SERVICES

" FORM APPROVED

OMB:NO. 0938-0381

STATEMENT OF DEFICIENCIES {*t) PROVIDERISUPPLIERICLIA
ANDPLAN OF OQRRECTION IDENTIFICATION NUMBER:

05G22

{%2) MULTIPLE GONSTRUCTION
A, BURDING

B. WING

(X3} DATE SURVEY
COMPLETED

R
C8l08/2013

NAME QF FROVIDER DR SUPPLIER

" STREET ADDRESS, CITY, STATE, ZIP GODE
2501 HARBOR BOULEVARD

—FAIRVIEW.DEVELOPMENTAL-CENTER D/PIGFIIR

|
|

COSTAMESA, CA $2826

(%4} 10 ‘BIHMARY STATEMENT OF DEFICIENCIES
PREFIX |- {EACH DEFICIENCY-MUST'BE PRECEBED BY FUIL
TAG REGULATORY OR LBC IDENTIFYING INFORMATIOHN)

L

4D
PREFIX |

TAG

PROVIDER'S PLAN DF CORRECTION
{EACH CORRECTIVE ACTION SROULD.BE
CROSS-REFERENCED TO THE ARPROPRIATE
' DEFIGIENGY)

(X5}
COMPLETION
DATE

W149, {6

a. The Governing Body reviewed FDC
5.5.5 Attachment A “Types of Injuries” and
determined that the definition is consistent
with 42 CFR 483.420(d)(2) regarding
injuries of unknewn source,

b. DCS received training on 5.5.5
Aftachment A “Types of Injuries™ with
emphasis on the definition of injuries of
unknown source

W149, #7

a. A GER was completed upon discovery
of scrateh to arm. ‘

b. Client 162 was assessed, treated,
menitored and documentation was
completed*

¢. DCS assessed all ¢lients for fnjury,
documented findings and provided
treatment as necessary, -

d. US provlded training to all DCY
including those or Client 162°s residence
on Nursing Procedure 11,01 “Temporary
Conditions” and 11,02 “Client Injury
Assessment and Intervention”, *

&. Unit Supervisors providad training to gl
DCS including those on Client 162's
resfdence on Facility Policy 5.5.5, *General
Event Reporting®,

{7/31413

BA12N39+

9/0/13%

731113

8/9/13%

8/9/13

9/9/13
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f, PD/PAJUS/IPC/HSS will monitor
changes in client condition during the
Management Debrief Meetings and follow
up as indicated.*

g.' PD/desighee revisews 24 hour réport and
NOD Report daily for changes in ollent
condition to ensure that injuries and/or
other change in condition are propesly
documente,*

b, Staff will assess clients for injury or
other physical conditions diring naturally
occurting times thronghout the day

L. The“Rounds Team™ (Governing Body,
Program Management, US, Shift Leads,
IPC) wil} observe staff interactions during
rounds conducted at various times/locations
and provide cOE{ching to staff as nseded,
Results of findings will be éalculated,
analyzed by the AE Analyst and corrective
action plans developed ¥ ‘
J» Change of condition wil! be diseussed at
Emerging Risk Review meetings for .
potential contributing facters ang any
additional action plans needed.*

k. IPCs will document pertinent information
regarding change of condition in manth ly
“notes.* '

1. AE SCC will monitor 1PC notes for
completeness and content, *

L
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{W 148} | Continued From page 98

Review of the facliity policy Client Protection
Princlples 6-2-01 Risk Managetnent Protaction
{from Harm Section 3.4, .indicated that a .
Temporary Support Plan is Initiated "when risk
warning slgns are noted and addltional
communication and attention fs needed. In
addition the event is noted on the 24 hour log,

Review of the record on 8/8/13 revealed no ]
docurnentation of the incldent which occurred on
713013, On BI9T3 dotumeantation was
requested of any documentstion that this
potentially harmful incident had been
communicated. No documentation was provided
{o this affect, o

6. On 8/7/13 review of the Client Protections
General Event Reporting policy Number 5-5-5
altagchment A lssued June 2013 page 1 defined
“Injurtes of Unknown Origin - An Injury should be
classified as an "injury of unknown origin' when
both the following conditions are met: a) The
source of the Injury was not observed by any

| parson and the source of the Injury could not be
explainad by the cllent and-b) the injury Is
sugpiclous because of the extent of the injury, or
the location of the injury (e.g. the Injury is located
[in] an area not generally vuinerable to traumay),
or the number of Injuries observed at ohe
particular point In time, or the incldence of injuries
over time,"

Durlng an interview on 8/9/13 at 10 a.m.,, the ]
Diractor of Agenoy Evaluation was informed of
the identlfied injuries-of unknown origin not
reported. The Diréctor was algo queried regarding
the section of the facility poliay that Indicaled that
two conditions had to be met to qualify as an
‘Injury of unknown origin. The Direclor stated that

b. A new instructor was assigned to classroom [#/31/13
(W 140} [133 and received & comprehensive orientation
- |e. DCS and 1PCs received training on Dignity  [8/22/13

inCare,

d. DCS and IPCs received waining in 822113
Respeciful Interaction

& DCS and IPCs received training in 18717113

Professional Boundaries
. DCS and IPCs received training in Behavior |7/30/13
Support Positive Practices =

-[&- US/designee will monitor to snsure all DG
will recelve training in items o-f*

h. A case disposition meeting was heid for - |9/26/13
't Client 162 and corrective action wag
implemented,* '

1. Case disposition meeting are held for alf "
abuse allegations and action plans
implemented as indicated.*

j- AE Director will provide data on abuse
allegations to Bxcentive Commitiae monthly
including repeat allegalions and repeat staff
subjects. ®

k. Executive Committee will meet with OPS
weekly to review status of pending abuse crses
and follow up as indicated. ™ ‘

L. AT Risk Analyst will provide monthly abuse
data to Program Management for review at
PRMR meeting,

m. AF Risk Analyst will report on abuse
including data trends ang anzlyst to AR
commitiee quarterly and annually with follow
up action plang,

n, AE Director will present abuse trends and
action plans initiated (o Governing Bedy
tuarterly and annually,*

W 153

a. Facility Policy 5.1.1 Clinical Stondards of | 8/16/13
Care wag revised to include a section on :
assessing skin integrity during client care.
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| during her Interactions with elients, and further

483.420(dY(1)() STAFF TREATMENT OF
CLIENTS. -

Slaff of the feiellily must not use physical, varbal,
sexusl or psychological abuse or punishment,

This STANDARD Is not mel as evidenced by:
Baswed on observations, Interviews and review of
documents the facllity falled ensure that facility -
staff did nol verbally abuse cllents, when a
Licensed Slaff used harsh and loud commands -

displayed disrespect when speaking about them
as If children and in front of them, This -
objectlfying atiltude demonstrated by a staff
towards dependent adults had the polantial to, |
result In further abuse and mistreatment whan

neither co-workers nor supervisers noted the staff

interactions as abusive,

Findings:

| documentation protocols,

Incidents (Falls)

{x4) o SUMMARY STATEMENT OF DEFICIENCIES 18] PROVIDER'S PLAN OF CORRECTION {XB}
" PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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o DEFICIENGY) ' -
. " {b. Nursing Procedure 11.01 Temporary §/09/13
| AW 149} | Continued Erom page 849 : . {W 148} Conditions and 11.02 Client Injury Assessment '
the polley was newly revised and'the governing and Intervention ware developed to set
body would heed to review It, expectations and provide guidance to DCS
Residence 30 ' , regarding changes in a client’s usual behavior
7. Suiveyer observation at 815 a.m. on 7/31/13 or change in physical condition. , .
rovealad a 5 cm x 8 cm brulse with a scratch on ¢ A Problem/TC/Temporary Support Plan 901713
Cllent 162 ''s arm. Log was developed and implemented to ensure
When asked what caused this bruise, the US DCS communieate and display continvity in
stated that this was an ‘injury of unknown origin. documentation of identified health
The facility fafled to ensure that staif followed issucs/injuries. _ . ‘ .
policy and procedures for promptly identifying d. Nursing Proceduse 11.04 Daily Care Flow |8/19/13
bruisesof unknow origin. 'US staled that a Sheets was developed and implemented, along
General Event Report (GER) injury should have with Daily Care Flow Sheets to provide a more
been initiated. This GER had not been initiated, . | efficient tracking mechiavism for DCS to
. . . - | decument important ADL services/supporls
Re 334 . throughout the cHent's r‘lay.
W 150 fer to W W 150| & A Physieal Observation and Documentation | 8/16/13

Checklist was developed o assist DCS in
assessing, notifying appropriate people, aud
documenting injuries. _

f. A Change In Usudl, SelffBehavior docurnent | 8713713
was developed and distributed to residence
staff to assist DCS staff to capably assess
individuals on an ongoing huasis,

g A Quality Assurance Petformance
Improvement (QAPT) log was established Lo
monitor adherence to assessment and

8/1/13

h. Training for DCS was completed on the foll
0 ¥DC Policy 5.1.1 Clinica Standards of Care
(Skin Integrity) '

0 FDC 5.4.2 Change of Condition

0 FDC 5.5.5 Generol Bvent Reporting
(reporting/documenting Minor Unkaown
Injuries) .

0 ¥DC Policy 5.5.5 Atlachment A - Types of

0 NP 10.02 Helmet Usage
o NP 10.06 Neuro Checks
o NP 11,01 Temporary Conditions

FORM CGMS.2567(02-09) Previous Varsions Obsolato

Evonl [D)00aN12

| Facifty i0: CA170001768

If contiuation sheel Paga 100 of 263



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

PRINTED! 09/06/2013
FORM APPROVED
OME NO. 0938-0391

STATEMENT OF DEFICIENCIES «  |(X1) PROVIDERISUPPLIERICLIA {X2) MULTIPLE GONSTRUGTION {X3) DATE SURVEY
ANC PLAN OF CORRECTION . . IDENTIFICATION NUMBER; A BULOING - . COMPLETED
: 05G22 BoWING 08/09/2013
NAME OF PROVIDER OR SUPFLIER ' STREET ADDRESS, GITY, STATE, ZIP CODE
. - o 2601 HARBOR BOULEVARD
FAIRVIEW DEVELOPMENTAL CENTER D/P ICFAID COSTA MESA, CA 92628
x4) I SUMMARY STATEMENT OF DEFICIENCIES in PROVIDER'S PLAN OF CORREGTION (x5)
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD SE GOMPLETION
TAG REGUIATORY OR LSC IDENTIFYING INFORMATION) TAG CROS8-REFERENCED TO THE APFROPRIATE DATE
' - . DEFICIENGY) .
- ' . o NP 11.02 Client Tnjury Assessment and
W 150§ Continued From page 100 , W 160 Intervention i
On 7/29/13 at 10:30 a.m., observations at a 0 NF 11.04 Daily C'are Flow Sheets/Daily Care
work-site in'Bulkiing 25 room 133 revealed cllents | Flow Sheet Form
sealed at a long table with newspapers in front of o Problem/Temporacy Condition/Temporary
| them, Client 136 yelled loudly from the far corner Stlppol:t Plan Log
of the room. Licensed Staff responded In a very * 0 Physz'c;a] Observation and Documentation
loud and harsh tone fo the cllent: " told you to do Checklise - .
this. You don't need io do that,* "Sit down" staff’ o Chungff In Dsual selffBehavior Docwment
commanded to a client with a Joud volce and @ Behavior Support Positive Practices
sharp tone, : '
pene W153, #1 L
On 7/30/13 &t 1:40 p:m. observations in Buliding 8. The Residence Physician conducted an 7/20/13
26 room 133 reveatsd Cllent 162 yelling and examination of Client 76 and treatment was
", | Llcensed. Staff responded: "Hey, hey. hey you prov&cl*:ac‘l. ‘A Dermatology consultation was -
know what you need to do.* Cllent 162 beyan to meoimiiated. ,
gel up and the Licensed Staff responded in 2 loud b%['ﬁ",el of Care Staff conducted an assesyment (8/8/13
angry fone "No, No, Nol" Cllent 162 confinued of g 111d1‘v1dulﬂ1_s on Chf:ul 76 8 1'esutenc.e: for
screaming and then repeating "[Client's name] hit E:y Sb‘?f"g"ed injuries with findings provided to
me, | wanna go home.” " Licensed Staff then Y “‘f{lj T for immediate follow-up. 81
stated to the client; "You need lo quit saying, that f , da it “P;’T]f“nm?s.lg”ef’ on Client 765 18/17/13
you're gonna get people in trouble”, Nefther e ?,“.‘1’: 1";0‘? ef_t‘"'?‘l"m “m“”}]]g to staff
| Licensed Staff nor the Direct Care Staff.in the Fac?lidl l';(()lio 1espt{1314 ?;% “((:C;C'"nem.t cﬁ’_"ml on
classroom responded lo the client's allegation or Me'dic?\}l Corfc%tién”nan d ‘13}?;1%?3(2: (,(,j] oms
reques! o leave. Observation and Documientation Checklist”
with emphasis on timely reporting Lo required
disciplines and documentation requirements,
d. The Unit Supervisor/designee on Client 76's (8/9/13
residence provided in-service training to Level
of Care Staf( on Facility Policy 5-04-02
, . “Changes in Cligats Madical Condition” and
o he Llc.erlsed'Stadﬁ ’Ehfin 4 “The Physical Observation and Documentation
rt‘amarked o the surveyors in a loud voice and in Checklist* with emphasis on timely reporting
front of Gllent 162 and the other cffents In the to required disciplines and Gocomentation
room; “She's [Clisnt 162] really a drama queen.” requirement. .
"l feelreally bad about this. They're [rlefﬂr"'“;"l 0 e. The Shilt Supervisor will monitor doring
and in front of all the'clients] never this bad.” All . daily rounds for injuries and notify the
of the individuals in the room were oider aduiis. Resicence Physician as approprine.
These observations weare immediaiely reporied to
the Quality Assurance Department, N
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x L : . 7 f. The US/designes on Clisnt 76's Residence
W 150 | Gontinuad From page 101 W 180 will monitor documentstion of injuries of
' : : unknown orlgin to ensure documentation
| During an Interview on 8/5/13 at,3:30 p.m., Dirsct requirements are complete and notifications
Care Staff who worked.both 7/20/13 and 7/30/13 are timely.
at the timae of the above observations In g The Health Service Specialist on Client 76’s
classroom 133, stated that he had not heard the residence will conduet g semi-annual andit of
last-comments made by the Licensed Staff, Me injury assessment documentation and will
noted that the Licensed, Staff tone or verbal present findings to the Agency Evaluation
interactions with clients, was no different of those Commitiee. .~
days than It was usually. This staff did not-view 2. The facility “Rounds Tean”(Governing
" | the Licensed Staff interactions with clients as Body, Progiam Management, US, Shifl Leads,
'linappropiiate. . | IPS) w1]l1lrrf1911i.tor d:u‘ltr.}l]g ﬁtmds foEr inijuri.es
. anc report fndmgs to the'Agency Evaluation
, Durlng an interview on 8/513 at 4 p.m.’ the ‘ Commitlee. Results of findings will be
llcensed Staff's Supervisor stated that she had ™~ caleulaled, analyzed by the AR Analyst and
not observed or heard of anything inappropriale corrective aclion plans developed,
by the Licensed Staff . The staff described-the ™
Licerisad Staff as having a deep volce with W13, 42
gl?_gg:gg;n:su%%dai g EFS:S%TDJ ;2 s,tu;; g é" l?hicso;?[?ﬁ 5.1. T}_ﬂs event ragard‘ing Cl?enls :78 an_d 64 was | 713 13
as direct and flrm in glving instruction. teported to CDPH via email on 7/13/13 at
) . 1734, A follow-up lettsr was sent on 115713
Bolh the Licensed and Unlicensed Siaff have at 1502, RDC met the requiréd timeframe for
worked at this facility for over 30 years, Each hag reporting,.
. | 8vidence of abuse prevention traihing in 2013, g 53 43 ]
{W 153} 483.420(d)(2) STAFF TREATMENT OF CLIENTS (W 153}, a. DCS asseased, documented and monitored | 8/1/13*
) o ' T ' ! ﬂl'"factcd aren for-any change in condition and
The facllity musl ensure that all allegations of ensured prompt medical attention obtained *
mistreatmenl, neglect or abuse, as well as b, DCS assessed all clients for injuzy, 8/9/13%
Injuries of Unknown source, are reported docutuented and provided treatment as
immediately {0 the administrator or to other | necessary*
officials in accordance with State law througts c.Unit supervisors provided training to all DCS| 9/0713%
established procedures. ' : including those assignad to Client 121
- residence on Nursing Procedure 11,01
. “Teraporary Conditions” and 11.02 “Client \
This STANDARD is not met as evldenced by: Injury Assessmant and Intervention™ * .
" Baged on Interview, record and facility documen! '
review the faclilly failed o report all allegations of
mistseatment, neglect or abuse as well as
FORM GMS-2667(02-88) Previous Verslons Obeolels Event ID: 009N12 Faclllty 1: CA170004 760 If gontinuation sheal Pagé 102 of 263
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Injurious of unknown souree immediately to the
adminlstrator and the Department within twanty
four hours-and the facility faiied.to ensure that
injuries of unknown arlgiin were Identified and
reported immediately to the administralor, ang
that the policy and procedure for reporting such
injuries was in complignce with federal :
regulations and Implemented., This faiiure
affected unsampled Clients 61, 64, 76, 78, 121,
180, 193, 198 and polentially affected all
mc!lvlduals recelving care and sevices af the’
facitity,

Findinga

1. Review of a General Event Repurt (GER
18-07-67) dated 7/19/13 al 8:10 p.m. revealsd
Client 76's family member visiied on 7/15/13 and
reported Lo facility staff a "bruise" on Client 76's
groin. The facilily staif failed toimumediataly notify
the physician, administrator ¢r docurnent the
findings by Initiating a GER.

A GER Is part of the facllity system Lo initiate a
collection of evidence, investigate and lake
correciive actions for an unusual ocourrence such
as injury of unknown source, and allegations of
mistreatment, neglect or abuse.

On 711813, four days later, the social worker
openad an an e-mall from Client 76's family
member cohcearning a bruise on his greln, notified
the physicign and initiated the GER process,

LM : 1
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING , COMPLETED *
' - : : R
06G022 B, WING 08/09/2013
NAME OF PROVIDER OR SUPPLIER _ STREET ADDRESS, CITY, STATE, ZIP CODE
. : 2501 HARBOR BOULEVARD
FAIRVIEW DEVE F N TA “NTER D ~flID .
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(xam |- SUMMARY STATEMENT OF DEFIQENGIES M) PROVIDER'S PLAN OF CORRECTION (%5) '
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX “(EACH CORREGTIVE AGTION SHOULD 8E COMPLETION
TAG . REGULATORY OR LSGIDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
' . . DEFICIENCY) -
, d. Unit Supervisors provided trnining to all | 9/9/13%
{W 163} Continued From page 102 {W 183}|DCS including those assigned to Client 121

residence on Facility Policy 5.5,5, Anachment
A "Minor Injury Reparting™ '
e, Program Director/Program Assistant/Unit
Supervisor/IPC/HSS montiors changes in
client condition during the Managsment
Debrief Meetings,*
. Program Dnactmfdeqlgnee review 24 hour
report and NOD Regort daily for changes in
client condition to ensure that injuries and/or
other change in condition ars properly.
documented, *
g. The facility “Rounds Team” {Gover mng " |9/9113
Body, Program Management, Unit
Supetvisors, Shift Leads, Case Coordinators)
conductad focns rounds to ensure injuries were
being identified, treated and documentad. #
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. 05G22 8, WING 080812043
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PREFIX (EACH DEFIGIENGY MUST BE PREGEDED BY FULL . PREFIX " (EACH CORRECTIVE ACTION S8HOULD BE COMPLETION
©IAG REGULATORY OR L8C IDENTIFYING [HFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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153, fd |
{W 153} | Gontinued From page 103 {W 153}, DCS assessed, documented and monitored | 8/8/13%
affecled area for change in condition and :
ensure prompt medical aitention if needed, *  [8/9/13%
b. DCS agsessed all clients Tor injury,
documented and provided treatment as
The facliity reported the injury of unknown source needed. * - :
to the Department on 7/22/13, saven days after c. Unit supervisors provided training to all 9/9/13*
Client76's family member informed faclity staff. DCS incluthing those assigned to Client 193’
) . - residence on Nursing Procedure 11,073
2. Review of GER 13-07-37 revealed Client 78 “Temporary Conditions” and 1 1.02 “Client
puniched Glient 84 In-the mouth on 7/13/13 at Injury Assessment and Inlervention”,
12:46 p.m. The facllity did not réport the incident b, Unit Supervisors provided training Lo all .
fo the Department within 24 hours. The factity DCS including those assigned to Client 193's | 9/9/13
reported the Incident on 7/15(13 at 3:02 p.m, 48 - {on Encility Policy 5.5.3, Attachment A “Minor
hours later. Injury Reporting”*
¢, Program Director/Program Assistant/Unit
Interview with facility staff at 3 p.m. on 8/8/13 Supervisor/IPC/HSS monitor changes in client
confirmed the facillty policy and state law was to condition fkl“"“’g the Management Debrief
report all alleged client righis violationsto the - Meelings.* e :
‘Callfornla Department of Public Health within 24 d. Program Dirsoror/designes review 24 hour
hours. : report and NOD Report daily fpr changes in
) . ) client condition to ensure that injuries and/or
13, On 7/28/13 at 12:30 p.m. observations. other change in condition are properly
revealed that a non-sampled Clien :O’(I:“ll?;;éfl?ty "Rounds Team” (Governing
large brulse on her left upper arm. Body, Program Management, Unis
Supervisors, Shift Leads, Case Coordinators}
conductad focus rounds (o ensure injuries were
Duripg an Interviow on 8/1/13 at ?1:30 a.m. a }‘)gll];%:c;gnumd, treated and doenmented,
E}(;géste?red Nl't'}';se on RESi? degg? tfgrsetaé?{jeg]gts A, DCS assessed and monitored affected arga | 8/6/13
an in]ﬁll:;;?)f Shkﬁoe\:\:nm::lgm because Iipwas for any r}han.ge in conr:lition an|d o ensure .
; AR prompt medical attention obtained it needed, *
probably due to her ingulin injettion and bacggse b. DCS-assessed all clients for injury, - 8/9/19
it did not meet the crileria of reporting of bruising docummented and provided treatment as
greater than 5 centimelers or more and it was not necessary. ™
on the head, breast or genital area, Asked If It c. Unit supeevisors trained all DCS Including | 9/09/13
was ceitain hat the bruisawas dus foan on Chient 180’s unit on'Nursing Procedure
injection, the nurse stated no hut that the client 11,01 *Temporary Conditions” and 11,02
bruisad easlly and she had gotten bruises on “Client Injury Assessment and Intervention”,
other parts of her body from the injection,
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(X4} ID SUMMARY STATEMENT OF DEFICIENGIES In PROVIDER'S PLAN OF CORREGTION (%6)
PREFIX {EAGH DEFIGIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE* COMPLETION
i TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE DATE
i PEFICIENCY)
: . . (4. US trained all DCS tncluding on Client | 9/9/13
W 153} Conlinued From page 104 {W 153} 180’s unit on Facility Policy 5.5.5, Attachment
. ) A “Minor Injury Reporting”
On 7/26/13 review of the client's record indicated e. PD/PA/US/IPC/ISS monitor changes in
an Interdisciplinary note dated 7/28/13 that condition during the Management Debrief
identified "discoloration" on the client's upper left Meetings. _ .
arm 2 by 2 centimeters due to (possibly) insulin £. PD/designee review 24 hour report and
Injection. The IDN's failed to note other bruises NOL Report daily for changes in condition to |
on other pa lent ! i ehgure injuries and/or other change in
Injection, condition is properly documented,
£. The *Rounds Team” {Governing Body,
Program Management, USs, Shift Leads, Case
Coordinators) conduetet foeus rounds to
The client's health care plan identified the ensure injuries were being identified, treated
- | problem (Initlated 12/31/42) of "spontaneous and documented.
ecchymosls (brulses),” w153, 46
During an interview on 8/1/13 at 11:46 a.m., the ittg‘ti&?]‘ﬁ“‘{% ?cc;dgrllmﬁ\:;d ggzlc 5.5.5 |83
cllent's physiclan stated that that problem ha . e B
, - determined that the definiti !
besn opened primarily for frequent small (less with 42 CTR 283 :15?0(,( d?g?)oll,:gsiil(‘:cﬁll]]slsi:}:lll‘iBS
than a centimeter) bruising on her lower lags. of inknown souree. Em
4. On 7/29M3 al 6:40 p.m., non-sampled Clisnt _ R‘-,gcseg"g?’l;*?féiﬁﬂng 01 3.5.5 Attachment | 9/1/13
103 on Residence 31 was observed with a rad ypes bl njuries, .
dime size mark on the front of her leg just abave | W53, #7 L :
hﬁrhfoot where the tgrjgge of the shoe Shg wore a. US provided training to DCS on Client 8/15/13
h ker g 198's Health Care Plans, including
SOCKS, documentation expectations ‘
. ‘ © b, US provided waining 1o all DCS on Pactlity | 9/9/13%
chent’s lower leg infury had a scab. Procedure 05.04.02 “Change in Condition™ *
. ‘ . - c. US provided training to DCS ¢n Nutsin 919/13*
On 8/7/13 a focus review of the client's record P-r{)cedl:u'e 11.01 .frremf;"m.m‘y Conditions™ a%nd
revedled no documentation of the open area on 11,02 “Client Tnjory Assesstent and
‘the client's leg until 818113, after surveyor inquiry. Intervention”. ,
_ *|d. The A Director provided training to Risk
6. On 8/8/13 at 4:50 p.m., non-sampled Ciient Analyst regéu-cling'##l?ﬂ# . ’
180 had radnessfabrasion on her righl forehead, E
/| During & concurrent interview, Licensed Staff
stated they heard that it happened SEEEE
: earlier in the day. A concurrant
Jocus review of the clienf's record documeanted

FORM CMS-2667 (02-8) Pravious Versfons O bsolete

Evont ID: 009NA2

Facliity ID: CA170001740

if continugllon sheet Page 106 of 263



P

DEPARTMENT OF HEALTH AND HUMAN SERVICES
__(_JENTER“S'_E'OR MEDFCARE & MEDICAID SERVICES .

PRINTED: 08/05/2013
FORM APPROVED

_ OMB NO. 0938-0391
STATEMENT OF BEFICIENGIES X1 PROVIDERISUPPLJER!CLIA X2y MULTIPLE CONSTRUC'TION v X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATJDJ\{ NUMBER; | A BUNBING : )COMPLETED
N g me.‘_'_
- "R

05G22 , B. WING

NAME OF PROVIDER OR SUPPLIER

FAI‘RVIEW DEVELOPMENTAL CENTER D/p ICFmMD

e e e 08/08/2013 -

STREET ADDRESS, CITY, STATE, ZIP CODE .
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(%) 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION X5)
FREFIX | (EACH DEFICIENGY MUST BE PREGEDED BY FuLL, | PREFIX |, (EACH CORRECTIVE ACTION SHOULD BE COMPLETIGN
CTAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCER TO THE APPROPRIATE DATE
. DEFICIENCY) '
! : . d. Unit Supervisor provided t'raining toDCS | 9/9/13
{W 153) CF)nlinued From pags 105 , {W 183} oy expectation that health care plans for any
i . client returning from Acufe Hospitalization (in
accompanied the community or af the Tacility) will be
bY.two.sla between 7:35.a.m, and 11a.m, An reviewed by all pertinent staff (including but
Interdisciplinary Note (IDN) at 3:36 p.m. noted not limited to Medication Nuyse and Health
that the client bumped-herhea Services Speeialist upon readmission (o homs
several fimes causing some redness, regidence,
@ note failed to indicate which part of fhe . & US, SPT and IPC will monitor by 919113

client's head she had bumped, Another IDN
ldentifled right forehead regness at 9:30 p.m.
There was no evidence that the physiclan was

| notified of this head injury, no evidence of an
Incident report Inftiated; no- evidence of &
Temporary Support Plan identified on {he 24 hour
log and no evidence of a change of conditfon
feport. The ciient was not able to be interviewsd.

6. On 8/7/13 review of the Client Protestions
General Event Reporting policy Number 5.6-5
attachment A issued June 2013 page 1 defined *
Injuries of Unknown Origin - An infury should be
Classified as an " injury of unknown origin " when
both the followlng conditions are mel a) The.
source of the Injury was no observed by any
person and the source-of the injury could not be
explained by the client and b) the injury s
susplclous because of the extent of the Injury, or
the lecation of the injury {e.g. the injury Is located
fin} an grea not generally vulierable to tralma),
or the number of injurles ohserved at one
particular point in time, or the Ingldence of Injuries
overtime," ' '

During an Interview on 8/9/13 at 10 a.m,, the
Director of Agency Evaluation was informed of
the' identified injurles of unknown orlgin not
reported, The Director was alse queried regarding
the sectlon of the faciflty policy that indicated that
two condllions had to be met to qualify as an
injury of unknown origin. The Director stated that

T e R |

FORM CMB-2687(02-09) Provious Versions Obsolale Evenl ID:00aM12

condueting random teviews of IDNs and/or
MARs for glients with open temporary
conditions/problems

f. Program Ditectors/designees will review 24
hour report and NOD Report daily for changes
in client condition 1o ensure that changes aps
being mounitored,* -

& Any changes in client condition will be
Teviewed, discussed and action plans
implemented as indicateq at Management
Debrief Meetings, . '

k. DCS received tratning on 5.,5.5 "General 919113
Event Reporting"* -

W153, 8

& The injury to Clent 61 wes discovernd on
6/29/13 at 8:30 AM; however, the General
Event Report dage {s documented as 6/27/13.
This is the date the client provided as the date
the Incident vocyrred when askad about tie
bruises 6 6/29/13, The Gvent was reported to
CDPH on the same day it was discovered
(6/29/13 at 1125 AM), within the 24 hour me
petiod reqy ired by regulations.

- ' * . )
‘Jm A e e VNN |
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STAYEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIERIGLIA | 1%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION . DENTIFICATION NUMBER: A BUILDING ' COMPLETED
. R
, 066022 B-WING 08/08/20%3
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, GITY, STATE, ZIP CODE
o - . . 2601 HARBOR BOULBEVARD
FAIRYIEW DEVELOPMENTAL CENTER D/P ICFAID COSTAMESA, CA 52626
i (X4 1D SUMMARY STATEMENT OF DEFICIENCIES 1. PROVIDER'S PLAN Off CORRECTION (%5)
PREFIX (FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CCRRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LEG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARFROPRIATE baTE |
. _ ‘ DEFICIENGY)
o , | W154 #1-15% (Corrective actions spec:ﬂc to
{W 153} ] Continued From page 106 {W 183} individual clisnts are included under the
the policy was-newly revised and the governing specific tag item number)
body would need lo review It ' ’
) "| The GER is one of several tools utilized by
7. GER 13-07-28 was reviewed on 8/6/13. This FDC to review, investigate, and follow up on
documented that redness and swelfing of Client unusual events ot occurrences, The GER is
198's eye was diséussed on 7/8/13 durlng an an ittegral component of the facility’s
Emerging Risk Review meeting but had heen Protection From Harm progran, along with
observed on 7/3/13 but not reported until 7/6/113 | number of cther investigatory and review
and there was no documantatjon of the condition protocols.
in the client's elinical record. » Program Management, Unit Supervisors,
. . - IPCs and HSS's meet daily (during regular
The GER further documented that the Executive work days) o identify and fmmediately
Direstor had not been notifled of the situation until address developing issies. This includes an
7110113 at 12:14 p.m. and the Department had immediate investigation and a review of any
nol been notified untl 7411743, restrictive mterventlons niifized the previous
day,
During an Interview on 8/65/13 at 10:30 a.m, s Dmerging Risk Review Mootiugs (TRR) ate
administrative staff stated the noﬂﬂcatlom were held within 7 days of an event and are
fater than required. attended by the US/IPC/Psychologlst/St)cm]
_ Worker/RN, 'They review events, including
8. GER 13-08-5) was reviewed on 7/31/13. This GRS, identify contributing factors, complete
dosumented obsewatlons of multiple bruises ang - aroot cause analysis, and make action plans
areas of diseoloration oh the face, head, and eary Lo reduce and/or climinate the risk, 810713
of Client 61 on 6/29/13 at 7:38 p.m. The cllant e i of the Bmerging Riske I(};l‘;ie‘;"ams
indicated he was hit by a staff member, are being met for quality awalysis and action
. . : pian dcvc]opmcnt and to ensure thoroughness
o oy s el || ey i iy By
sloped | i
hOUI‘b as required by regulation aind fac:!]lty policy . if;:&?f;g 11232;’ vement plans for addressing
{W 154} | 483.420(d)(3) STAFF TREATMENT OF GLIENTS | {W 154}| , Tnconsistencios found during the internal
o . investigation wiil be discussed and resolved at
The facility must have evl_dence that all alleged Executive Debricfing, Management
violations are thoroughly investigated. Debriefing, Emerging Risk Reviews and
: Program Risk Managemen! Reviewed*
This STANDARD is not mel as evidenced by
Based on interview, record and policy review the
facllity falled to implement polley number 5-05-5
FORM CMS-2567(02-88) Previous Verslons Obsolels Even! I 008N 12
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(%4) ID SUMMARY STATEMENT OF DEFKAENCIES . PROVIDER'S PLAN OF CORREGTION " (xg)
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. . + Behavior Progress Reviews (BPR) are held
{W 164} | Continued From page 107 - . {W 154} | monthly and are attended by ihe Unit
titled "General Even! Reporting” and "Guidelines Supervisor, Physician, Psychologist, IPC, HSS
for Completing Level | and Il Review” of the GER and Psychiatrist {as indicated). They review
dated 6/13/13 and ensure timely, complete and events and dala related to behavicral events,
through investigations were done for all alleged restrictive interventions, and effeetiveness of
violatlons ‘of Individual rights (Clients 3, 10, 12, cutrent behavioral plans,
17, 34, 45, 48, 50, 60, 61, 63, 71, 74, 78, 81, 114 . * The Program Risk Management Review 0113
and potentlally all clients resldlng at.the facaiity) (PRMR) meeting process has been fully
falled to Implement the Plan of Correctioh for implemented. It i attended by Program
reopening the case to determine if staff were , Management, Unit Supervisor, QA Risk
neglectiul (Client 81); and failed to Implement the Manager, Psychologist, IPC. This meating
'| Plan of Correction to détermine the effectiveness .| includes a close review of OPS
of the facllity's response to the behavior 1epmtsl1nyast1gnhons and/or other
emergency called for one client added to the investigative reporls, review of client injuries
sample who was attacked by three clients and or other changes in condition, restrictive
whe sustained, among other Injurles, a fractured interventions utilized, comulative data related
hose and required emergency room treatment to GERs, and other health and safety concerns,
and who later alleged staff failed to help him Improvement plans are established by Program
during the attack. (Client 48) Management to ensure clients are free from

harm and that individual rights and freedoms
ate in place,

* The QA Risk Manager prepares monthly and
quarterly data reports based on GERs,
including risk rating, multiple events between
individuals, repeat vietims and perpetrators,
staff with repeated abuse allegations made
against them, total mimbers of incidents by

Fipdings:

Beginning on 8/5/13 a review of the facllity policy
and procedure number 5-05-5 titted "General
Event Reporiing" (GER) and "Guldelines for
Completing Leve! | and || Review" of the GER
dated 6/13/13 was conducted, A GER s part of individual, ete, orward "

the facility SYSte‘f"‘ o Initlate & collection of lo Prognm Mal?;];lemlc;vﬁmf]ttlg SEVE?:S?EH
ovidence, investigate and take corractive actlons Tody,

for an unusual occlrrences such as Injury of
unknown arigin, and aliegations of mistreatment,
naglect or abusa,

* The Governing Body reviews monthly run
charis of “dashboard” items, mcIudmg
significant GER information, fractures, abuse
allegations, injury in restraint, denial of rights,

The GER process was revised on 6/13/13 io and frequency and duration of restraints,

include specific instructions 1o facility staff when
inifiating a GER and reviewlng fts conlents, The
revision include but was not limited to
documentation regarding interviews with staff and
client withesses, staff accourtability at the time of |
the event, behavior Inventions tried, client
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6G0z2 1 A-WING 0B/0OI2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIF CODE
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1)
(%43 10 SUMMARY STATEMENT OF DEFICIENCIES Ic PROVIDER'S PLAN OF GORREGTION (x8)
PREFIX {EAGH DEFIGIENCY MUST BE FRECEDED 8Y FULL, PREFIX [BAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C |DENTIFY!NG INFORMATION) TAG CROSS-REFERENGED TO S‘HE APPROPRIATE PATE
. DEFIGIENGY)
L ' ' » The Executive Committee/Governing Body
(W 154} Continved From page 108 {W 154} lconducts a moring debriefing of events, -
regponse and actlvity ocourring at the time of the . including review of previous days’ incidents,
incident, ' nursmg log, and pollce log. As discrepancies
. . in information are'noted, they will be reviewed
Guldelines for the Level 1 and Il include an with information clarified and documented,
"Investigation of the clrcumstances surrounding * The Governing Body prepares quarterly
the avent." The inltial reporting, netifleations, and reports including an in depth analysis of GERs
medical reviews in the GER are reviawed for and reviews their findings with DCD
accuracy and completangss, Headquarters, '
: * The Agency Bvaluation Risk Manager
A sample review from 42 BER's on Residences prepares a qoarterly and annual report using
28, 30, 41, 42, 44 and 45 dated 5/28/13 through GER data to compare and analyze trends,
8/6/13 were complated. petform a root canse tnalysis and make
) : _ recommendations for performance
| GER's failed to conslstently indicafs complete - [improvement, Quality Indicator Projects are
and through documentation of the circumstances :]Lt:;tc? as determined to focns on SPE"‘f‘c
stirrounding the incident, the active freatment reas of concern.
occurring, staffing accountability and Invoivement, : E}FE‘;“I‘W P‘r’h"y 5.5.5 Attachment I — 8/30/13
speciflc behavior Interventions attempted and the R;‘ﬂ:&“\i‘;ﬁ‘i E:ézf’s:ti‘l?ﬁlﬁg;: flé) f‘lrt:ligi:[on
i icy 5.5.5. e e
client response as directed in the policy specitic to investigating fall/suspected falls.
The lack of complete and through documentation ! f‘fml?lﬂ“‘. M dc."f‘?lofmd :.O P“’t;nli‘ L'fl" el L 9//13
of the GER's impacted the abillty of the facility to ?fff:i‘[wmgﬁl ﬂ‘“fﬁf"‘}“’i‘l::’st“’“f iy f";’v )
analyze the incident and assure active treatmant g tEh Investgation o .
programe and supenyision were provided and / of eadm% lo mctnc comprehensive and immediate
eorrective agtons,
&i gjg&zosr?m\)’\ﬁgg Ogglf?n'jgs{;hls W1.°3 * The revised process for Case Disposition has
. been fully implemented to ensure
L en ity . thuroughness of investigations, Any
I': i';llmer view cllaag!nnlng on B/ b{ ldlwciliih facéim{ 7 discrepancics between the internal and
stattin st_andarl 8 complaince, she Indicated stalf external investigations will be addressed and
hed recelved training to include detals on the [ any eorrective actions taken o resolve
GER's. inconsistencies, ® 871713
* The newly developed process for
- fwclmiuistratiwz investigation has been Tully
Residence 44 implemented to provide a mechanism for
‘ - ) further investigation of events after the GER
1. Review of GER # 13-08-50 dated 7/23/13 at has been completed ond the OPS investigation
b:fSO pt-m- é‘e}f;’alfed gll?nt 714 wdas !cflg»cqrgreg E\fgh presented at Case Review, :
a fractured b of undelanmined orlgin. The
documented Client 74 was participating in group
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The Office of Protective Sewices (OPS)
desorlbed the fracture caused by a tantrum'and
the: log shows Client 74 lost hig balance, the

nolification to the. Executive Director details

DCS ineluding staff assigned on Bacility
Policy 5.5.5 "Ceneral Byent Reporting"#

AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BULDING COMPLETED
' : ‘ R
- p5GH22 B. WWING 08/09/2013
| NANIE OF PROVIDER OR SOPPLIER . f SYREET ADDRESS, CITY, STATE, Z)F CODE
2501 HARBOR BOULEVARD
FAIRVIEW DEVELOPMENTAL CENTER D/ ICEAID ' .
. COBTA MESA, CA 082626 .
X4 1D SUMMARY STATEMENT OF DEFIGIENGIES D “PROVIDER'S PLAN OF CORRECTION x6)
PREFIX {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTICN SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cnoss-REFERESsgﬁngg g&i}e APPROPRIATE OATE
: E .
) o i * A general event report (OBR) is iniliated by
{W 154} | Conlinued From page 109 {W 154} clinical staff, and thoroughly investigated by
* supervisors and managers any time OPS
F Chient 74 was described as Iavolvement i5 associated with a behavioral
ranticaily running areund-the room.and.runaing lssue, . .
into tables, chaifs and-atlempted-to-aggress-siaff. * OPS Officers also gencrate a police report
Staff-attempted 1o "de-escalale” Client 74 and that is reviewed by tiie Commander,
“behavior plans were Implemented.” Client 74  The Governing Body reviews all nstances of
was placed In "sitting containment" by facllity LEI with the Lommander/designee and makes
staff, After he was released for contalnment fecﬂmmcﬂf"ﬂ‘tmﬂs as indicated, . 8/1/13
Client 74 was assessed and no Injurious were » The HRC Commitiee criteria for reviewing
noted. Approximately 30 minutes later Client 74 LA v:*‘as f“seaﬁo bI?I Ir{rglel inclusive of these
complalned of pain and was discve:rad a.fterlan :}Wes 112:{)1‘01;3-‘ Tejt‘ » e &?i;liﬁm?n s
x-fay fo have & fracture of the 7 th distal b, | c?}ﬁg?;sd(’a;‘u::‘;ggy?ﬂg-‘ihoiougi ]‘;‘”"W 8
Elements not documented clearly on the GER ‘ﬁ;‘i;{‘:ﬂg’}ﬁggéﬂtf%‘]“'l‘t‘]ﬁf;;{iRC) BA/3
Inchided what.grqup ac{mty was being provic}ed, EnforcementIlwolvemen[i (LE/I) in Behavior
how many clients were in the room and activily, Emereoncics 1 =ehavier |
staff accountability; how many were in the room, = !:ﬁzcﬁ?zlﬁot;z.tiva workgroup consisting of 959713
on the residence and what were they deing, brief Jopresentatives from O%S gove”ﬁn % |
summay of behaviors interventions used based | ]\/ian'agerial and Clinica! aireas wis firmc;clyt’o
) %rbgszgﬁfrtﬁ;argss.h?;%gﬁ?&i’rﬁ;ﬁﬁlﬁﬁ%f@n . discuss delineation of clinical and police
A "  SHng responsibilities during behavioral svents that
containment, where did the sitting containment endanger self or others
oceur and how long did 1 kas}. . * The Human Rights Commitice members | 8715713
The Level 1 review indicated the GER was ;Z;ﬁj i ‘tlo fﬁ}mg on thfm vespousibilities
complate and through and its conclusions . + The Focus Cal dar will inciuge the cf .
Indlicated "Client 74 sustainad the fracturc i1 tho FIRC marn) 1o et e changes
. il In which he was ruining acquainled with its conténts and uge.
aroundi the rooim frantically and running into * A Protection From Harm Manual was 9/09/13
iables and chairs." The addendum to the Level 1 developed and distributed io all facility staff, |
included ,,."although we cannot f"ai‘? emphatically The wamal containg an overview of Client
that the in ures did niot oceur during th|§ | Protection prineiples as well as a hierarchy of
neident, these are the ovents tj‘al processes in place to review and ivestigate
oceurred priof to him CUmP"ﬂln!nQ of pain, client-injuries and other changes in condition.
* Unit Supervisors provided training to all 909413

|
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opened an an e-mall from Client 76's family

(X4} 1D BUMMARY STATEMENT OF DEFICIENCIES 1] PROVIDER'S PLAN OF CORRECTION - X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX _(EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAQ . REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROBS-AEFERENCED TO THE APFROPRIATE DATE
: .BEFICIENGY) :
' ' ' ' Director of Quality Assurance developed /513
{W 154} | Continued From page 31 ' {W 154} | puidelines for consistent documentation of
* infozmation related to General Event Reportg*
. . ' * AE Risk Managers/Risk Analysts assist 9/09/13
The GER dos not.detail.an account.of Client 74 . Program Risk Managers with identifying
.| losing his balance — discrepancies and making corrections as
] - e ' 1 o
: _— * AE Director provided instruction fo Level I | 9/09/13
In an interview on'8/7/13 at 11 a.m, with the Unit reviewers and Agency Byvaliation Risk :
Superviser and Assistant Program Director they Analysts to ensuie recorciliation of
Indicated Client 74 required an emergency use of information that is inconsistent belweon
"sitting containment” implemented by two staff, nusing, medical and OPS staff,
The Unit Supervisor demonstrated how each staff * The “Rounds Toar (Go"erm“g_,]%c’d?' -
person sat directly next to Client 74 holding his E'Qil ﬂlg;\g:g;g;}ml{ﬁ;i; it’i‘?é:’ﬁ"ﬁﬁei“‘“
arms and legs intertwined. rounds to ensure injuries were being identitied,
The facility risk'report indicated four staff persons :Leﬂ:d and %Oculnvm'.“edé Fmd].?gsfpo"wd ©
were involved In the restraint of Glient 74 not two. & fgehcy Bvalnation Commiltee
. - : W154, #1
The factiity policy tltl@d Mapual Res{ra.h“ dated 8. ‘An ERR meeting was conducted for Client | 7/24/13
Augusi 20, 2010 defm'ed S'ttin.g resiraint as ' 74 and the incident that oceurred on 7/19/13
piacement of a client in & Chf:llf. sofa, elc requiring way reviewed along with the-hehavioral plens,
p .hYSIG.a' ag_sistance tp maintain the client In a antecedents, services/supports to ensure thal a
sitting position. A statt person hot Invo[ved In the complete roct cause analysis was conducted
restraint shall observe the clients for Signs of and risk management {ssues identified, *
dures; andlbe res'ponslblle for_monltormgl the | b A BFR meeting was conducted, behavior of | 8/15/13
duration, this was nol evident in the GER's Running Into/Throwing Self Against Objcots
documentation, wag discussed and added to his behavior
lan ¥
Residence 44 : g A Special Interdiseiplinary Team B/1/13
' : ] . Conference was held for Clicnt 7410 discuss
2. Review of a General Event Report {GER # conditions at the time of the incident for
18-07-67) dated 7/19/13 at 8:10 p.m. revealed contributing factors to the behavior exhibiled
Client 78's family member visited on 7/15/13 and dnd n formal training program was initiated for
reported to facliity staff a "bruise" on Client 76's Running Into/Throwing Self Against Objects.
groln. The facility staff falled to nolify the d. The Psychologist/designee for Client 74 9/9/13
physician, administrator or document the findings initiated trafning 10 DCS on Cliens 74's
by initiating a GER. ‘| behavior plan with emphasis on {dentifying
. behavioral and environmenta] precursols
"| Four days later on 7/19/13 the 'soclal worker including appropriate action steps,
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{W 154} | Continued From page 111

member concerning the brulse, notified the
physician and inittated the GER process,

On7/19/3 at 6:19 a.m,, the physician dascribed
an 11 centimeter (Gm) by 6 om purplish biue
discoloration to the right right grolnfupper right
thigh. The physiclan indicated in the GER: skin
lagion with discoloration of ecchymosis { passage
of blood from ruptured blood vessels into

| subcutaneous tissue, marked by a purpls |
discaloratlon of the skin ) of right thigh/groin area
with asymptomatic fading brulse. Unknown '
nause,

The OPS dally log dated 7/19/M3 Indicated most
of the detalls surrounding the complaint were
unknown but the report could have originated on
July 10, 2013,

The facility conclusion on 7/24/13 indicatad it was
‘stlll unclear if Client 76 had an injury of unknown
source of & medical condition but determined
there had been “no significant impact" on the him.

Residence 44

3, Review of a GER # 1300717 dated 7/6/15 at
8:20 p.m. revealed Cllent 63 left his group
unsupervised and bit Client 76 twice on the fefl
forearm. I '

The injury surnmary indlcated upon assessment
‘Client 76 was nofed 1o have a 5 cin diameter bile
mark to his left forearm in circular shapo, and
another bite mark o left arm with redness, 4 ¢m
in diameler. No break in skin noled, He was
discovered lo also have a linsar mark measuring
2cmonupperarm.

- |e. Program Management for Client 74 will 9/09/13
{W 154} tschedule a review of the bepavioral o
interventivn at the Program Risk Management
Review (FRMR) for appropriateness and
correct implementation of the behavioral
intervention, '
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DEFICIENCY) .
‘ o o | W14, 49
{W 164} | Continued From page 112 {W 154} . :
The assessment documentation by the physician | . a. The Residence Physician conducted an 120413
on 7/6/13 at 11:02 p.m. Indicated a 4 cm circular examination of Client 76 and treatment was
erythematous faintly purple discoloration withou!l- provided. A Dermatology consuliﬂlwn was
skin breakdown, and & 2 cm linear axcorlation ralso initiated. - )
{removal of outer layers of skin) due to bite injury. b DCS conducted an agsessment of all 8813 .
. ] . individuals on Client 76's residence for any .
The licensed nurse assessment on 7/6/13 at observed injuries with findings provided to the
11,33 p., Indicated no open skin lesion Wlth Unit Supal:visor for.imn'ledi_ate follow-up,
regard to the blte szurIes «¢, The Unit Supervisor/designee on Client 8/17/13
o 76’s residence provided in-servics training to
The Office of Protective Services dallylog shows | . staff who failed o report and document the
that on 7/6/13 at 2300 Client 76 had two fresh bite event on Facilily Policy 5-04-02 "Changes in
marks on his left arm. There was a 5 em diameiar | Clients Medieal Condition” and “The Physical
bite mairk of the upper left arm thal "broke the Observation and Documentation Checklist”,
akin " ‘.N:ll.ll. mpphams on timely reporting to required
. . | disciplines and documentation requirements,
On four days later,. 7/10/13 the information on the
GER was reviewed and closed. There Is no
identification of the discrepancies decumented
regarding the broken skin and if the dliants most
regent tetanus was reviewed . The investigation
was nol through and incomplete,
Residence 43
4, Review of GER #13-07-85 dated 7/29/13 at
6:40 a.m. revealed Glient 80 had been uhable te
siesp and sitting in the group area since 3 a.m.
AL 6:40 a.m. Clienl 80 "suddenly ran across the
room, lunged and bit Client 50 on the right bicep,"
The bite Injury measured 10 cm by 3 om with skin
breakage and for puncture wounds,
The GER Level 1 summary acknowledged Glient
60's Individual Program Plan identified
antecedents for blting include disturbed sleep
cycta, the client had bean up since 3 a,m. and so
hased on that infonmation, there was "ne need for
modifications to the plan." The Levet il review .
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8. GER # 13-07-84: On 7/30M3 at 3:15 p.m.,
Clent 45 struck Client 71 on the back. There Is
no indication of the client census and / or staffing
ratio at the time of the incident.

Residence 41

6. GER # 13-07-87: On 7/29/13 at 7 a.m., Client 3
hit ber face with her fist and banged her head
resulling in lacerafions to her nose, forehead,
eyabrow and upper lip, The GER failed to indicate
what activity Cllent 3 was particpating in, behavior
Interventions attempted, client response, staffing
ratio and census |, ptlor to the use of - chemicel
and physical restraint,

Residence 41
7. GER #13-07-001: On 7/31/13 at 1:25 p.m.

Cllent 17 was upset that her workshop slaff was
absent and relruned to the residence where sha-

began pacing the hallways, bit her hands, hit and

audit of injury assesament documentation and
will present findings to the Agency Bvaluation
Committee,

(X4) I SUMMARY STATEMENT OF DEFICIENCIER n . PROVIDER'S PLAN OF CORRECTION %6
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX . {EACH CORREGTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAR CROSS-REFERENCED TQ THE APPROPRIATE DATE
ce _ DEFICIENCY)
- {W 164} | Continued From page 113 {W 164} |d: Tho Unit Supervisor/designes on Client B/9713
Indicaled when Cllent 80 is not sleeping, staff 76's residence provided In-service training to
should provided his prefarred aclivities so he . |PCS on Facility Policy 5-04-02 “Changes in
does notl aggress on cllents, Clients Medical Condition” and “The Physical
* Observation and Documentetion Checklisy”
There was no documentation to indicate what with emphasis on timely reporting Lo required
therapeutic activities were occurring for Ciient 50 disciplines and documentation requirements,
and 60 at the time of the incident and during the e. ‘The Shift Supervisor will monitor during
night when Cllent 60 could not sleep,. The GER daily rounds for injuries aned notify the
documentation falled to show staff accountabiity: Residence Physician as appropriate.
who was on duty, how many based on census, f, The Unit Supervisor/designee on Client
what they were doing, If other clients were in the 76’s Residence.will monitor decumentation of
1 room ete., based on policy 5-08-5, The Lavel 1 injuries of unknown origin to ensure
and Lavel Il reviews were closed and the documentation requirements are complate and
investigation was Incomplete. noiffications are dmely.
g The Health Service Specialist on Client
Goodell School 76's residence will conduet a semi-annual ¥1/13
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- DEFICIENCY) .
. - W154, #3 :
{W 154} Continued From page 114 {W 154} |a. The assessment of Client 76 performed by [1/06/13
kickad at staff, The GER indicated ahtecedpﬁs { the residence physician provides the correct
pacing hallways) but falled to Inchide what steps information regarding the injury.
were.taken during-the implementation of the . b. The US confirmed that Clisnt 76 has a 1110/13*
behavior plans prior to Client 17 belng chamically current tetanug shot (2/25/13).

and phiysically restrained,
Residence 41

8, GER # 13-07-86, On 7/29/13 at 9:20 &,m,
Cllent 10 received a laceralion.requiring 15
sutures. The GER indicated while on the way to |
the tratning site, Client 10 got mad and kicked her
teg agalnst the whealchair causing the laceration, .
The Office of Police Report indicated Client 10
was sitting on a chalr turned and kicked her
wheelchair three limes causing the injury, The
explanation of the Injury is inconsistent, .

Residence 42

9. GER # 13-07-70 On 7/23/13 al 12:01 p.m. , the
GER did not indlcate what behavioral plan steps
were implemented prior to Cllent 34 being placed
inte physical restraint and recelving a chemical
restraint, ‘ ‘ .

Residance 28 - Client 114 .

10, On 7/12/13, Cliant 114 was seen by staff on
his resldence at 7.50 p.m. At 8:00 p.m., staff was
unable to locate the client, who had lsft the
residence hrough an unlocked door. Two Office
of Protective Services officers {OPS) found the
client on campus and offered him a ride. The
GER dotumented that the cllent “hacams
raststive and started to run into the street” The
street was the op-campus streel with a posted
| speod limit of 26 miles per hour.
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- Wi54, %4 ’
{W 154} Continued From page 115 {W 154} a. An BRR-was conducted for Client 60 and | 7/31/13
: - . " | the incident that cocurred on 7/29/13 was :
The Ganeral Event Report (GER), documented reviewed along with with sleep patterns
that Client 194 was refurned to the residence 20 cotrelaling with behawolre}I ontbursts and
minules after first belng noticed as missing, superyision will be modified. *
having beén handeuffed by OPS. When b. A BPR meeting was held for Clienl G0 to | 8/23/13
questioned upon his retum 1o the residence, (he discuss his behavioral issue of biting and the
client stated "{Client's first name) Waiking." .cffl‘ig“‘;f“ﬂss Ufg‘ﬂ modified baha"’{)‘il 1;1*‘“ "
e ¢ rogram irector is JGSPOTISI ¢ ror
During an Inferview on 8/31'1 3 at 7:35 a.m., ensuring plans determined in the BRR and
residenco licensed staff stated that Cliant 114 BPR meatings ae inplemented as ngreed upon
would go walking on campus with his parents gy};]:lcé‘;fﬁ’ws conducted for Client S0t0 | 7731713
who visited reguiart nausled lor Lient 2o
E y ) _ review incident involving Client 60 1o ensure
Client 114 was obsorved on 8/8/13 between 7:35 proteetion plans wess effective ¥
a.m. and 8:06 a.m, actively walking around the ’
W154, #5
day roem on his residence. He would
occasionally sit in a chairfor a brief time then :nﬁﬂfﬁgégﬁfﬁﬁ f‘;‘fmﬁ‘;{ﬁ Cliews 5| 113
rpggfnoscfully and repeatedly walk around the b. A BPR meeling was held for Clienis 45 (o
discuss his agpressive behavier.
Durlng an interview.on B/8/13 at 9:00 a.m., CA'CEE;GSf;;m\;zﬁm%ﬁufxeﬁl 7t held an B3
residence administrative staff stated thal Cllent d. The Level T and ﬁ’ Reviewers will utilize the
114 was very comfortable walking on campus,
lemplate to ensure review of the censns and
He stated that the client may flall his arms which staffing ratios,* -
looks like flghting but is not. He stated Client 114 e. The Program Director is responsible for 8/1/13
Wwas nol a cenfrontational person and was having ensuring plans determined in the ERR and '
no behavloral lssues when he left the residence BPR meetings are implemented as agrecd upon
On 7112113, He slaled the expeclation would be by the team. ,
for OPS o Incate an client who is AWOL, keep,
him safe, then call the resldence and wall for staff W 154, #6
to.‘amve IlHc-: further I&.tated "ORS may have a. An BRR meeting was held for Client 3, 8IS 3
produced” the behavior. b. A BPR meeting was held for Client 3 1o BI25¢13%
discuss her self-abusive bohavior,
Faclity policy and procedure (P&P) .9, Campus ¢. The Level T and 1T Reviewsrs will utilize the
Safety and Security - Office of Prntective Service template to ensure review of the censns and
- {OP8) Police, documented the responsibiities of - staffing vatios, activity, client response and
| Police Ofﬂcers included, "Asslst in locating clients behavioral inlerventions, *
on unauthorized absencas.” The P&P further
| specified that "clinlcal staff responsible for the .
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' d. The Program Director is responsible for
{W 154}1 Gontlnued From page.116 (W 154} |ensuring plans determined in the ERR and
) client... will make every reasonable and BPR meelings are implemented as agreed upon
Yy 2 P
appropriate attempl to control the client's by ihe team. -
behavior withoul the use of any protective .
equiprment.” . i, W134, #7 .
L : a.'An ERR meeting was held to review 8A07/13%
There was no documentation in the GER that . incident that ocowrred on 7/31/13 for Client
residence clinical staff responsible for the clienl oL J . : y
had been notified by OPS prior to the cllent being _ eallienl 1740 | 8/7/13
handcuffed or that OPS waited for clinical staff to ‘ .
arrive. - The Program Livector 1s responsible for 8/25/13
, ensuring plans determined in the ERR and
Durlng an Interview on7/31/13 at 7:55 a.m., BPR meetings are implemented as agreed upon | .
facility administrative staff confirmed the clisnt &5[’1%12 t;‘gm
ot o g ngeros hen OFS funs AR rotog s el ey (8613
behaviors until OPS wanted hini ta get into their Ll,wldf};llt);ﬂd cause of ani;u'l)ij ffr_(éli?nt 11% * -
car. She further stated that residence staff had d;gé‘awl elmel;-hi?‘rg‘l?j;il‘s‘iﬁh O ot 1de ‘
not been. called to provide therapeutic S er s R UHOt behavior:=
communication before the client was handcuffed E&E::ﬁntlft\;ei i;;‘:‘: f-iii‘gﬁﬁﬁfn‘ﬁlaﬁ}ﬁc the
8 ' C \
by OF . canse of injury,
The OPS report, which was not attached to the W54 #0
{ GER, was requested. "Facitity administrative staff '
| stated the OPS investigation repori was nof yel . ,
i . : i An ERR meeling was held to review 7130113
complated. On 818”3! _’tha report was sill not inetdent of use of physical and chemical
campleted and the facility had not done a restraint for Client 34
saparale Investigation o review of the aclions of b ) A BER mecting WE"S teld for Cliént 34 to
OPS during this incident, discuss her-eggressive-bohavier, use of | BF29/13
’ 4 N i 7l 1 i estralnt i
However, the "HRC [Humah Rights Commitiee] B?;?t;}lqam physieal st "m?t and assoctatod .
Law Enforcemept Review Record” was provided, ¢. The Level T and 11 Reviewers will ulilize the
This was dated 7130113 and s!gned.t_:y the HRC . teraplate to ensure plan steps arc addressed. ®
chair. The only thing reviewed by this record was
the GER, which was not a completed :
Investigation, tn addition, only the commitles
chair was involved with the review, not the human
rights commiltes. This was confirmed by
administrative staff In an Interview on 8/8/13 at
8:00 a,m. . J
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D PROVIDER'S PLAN OF CORRECTICH {%6)
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. ) . W154, #10 '
{W 154} | Continued From page 147 ‘ : {W 184} la, A general event report (GER) is initiated by
. . clinical staff, end thoroughly investigated by
Thare was no evidence that this incident of supervisors and managers any time QPS
handcuffing a cllent on facillty campus was - involvement is associated ‘w.ith a behavioral
thoroughly investigated. . issue, o ' ‘
' |b- OPS Officers generate a police report that is
Residence 43 - Client 61 . . reviewed and approved by t]:lB Comr{’mndei'.
o ¢. The Govcrmng Body reviews all instances
1. General Event Report (GER) 13-06-59 was’ t}f Lélw Enforccgg}en; Involverent (LEI) with
raviewed on 7/31/13, The incldent involved the lt';zon?]f:mn?ll;ﬁil 8 gngfca?dlmakes
observation by sfaff of multiple bruises of : 1 ¢ 18 a3 Incicated. .
unknown origin on Glient 61 on 6/28/13. When : ;’J-EIT'E'HBQ Comfrgttec citeric for roviowing
asked how he got the bruises, Cllent 61 stated a clinixsaﬁl"g;% [i‘l’w:;t?;;fi 11)]:1; UsIve o 9/9/13
staff member had hit him. o ’ &, The Human Rights Committee (HRC) |
S, . Manua) ws revised to include the process for
No OPS {Office of Protective Services) report o . : .
| was atiached to the GER. During an Interview on g‘;”;‘:‘:ﬁi“}‘;;‘: \222?3?31 18 Involved in 5913
7131143 at 12:45 p.m., facility adminisfrative staff E oA m”abomtzlgvﬂ worketou consisting of
stated the investigation had been referred to SIU repreRentives from OP% G[; vorning B’i y .
-(Sit)ecial !fl'{eghgsa;’oni E:;gt}t}?ng;hgéa %‘;ﬁ V\:rzz Managerial, and Clinical areas was formed 10§ 9/9/13
PO t;omp eet t‘ b @sla lele d‘ewithj? 36 days of tiscuss delineation of clinical and police
' tﬁr i E,éap? Q be comple n Y responsibilities during behavioral events that
¢ Incident, -lendanger self or athers,
. o £ A template was developed to prompt Level -
The Invesiigation ':eport_ft":jthl-s g}ﬁ?gtiﬂm ?}T‘SO - |1 reviewets with specific questions that will
abuse was again requested on e "a it elieit a more thorough investigation of events, | 9/9/13
18.m. and agaln on 8/6/13, Administraive sta leading to more somprehensive and immediate
stated the report was still not completed, cotrecive actions.

There was no evidence that a complete and
therough investigation was completed for an
ingident of alleged abuse of a client by a staff
member, ] ' ’

7113113

i. Shift Lead/lesignee will monitor throughoul
the ghift to ensure that the environmenl is safe
ancl secure,

Residence 43

12. The: investigalion of a GER, dated 12/21/12,
related to a fractured nose and othar injuries
which resulted from Clienl 48 being attacked by
three other Individuals served did not Includs an
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- W154, #11 :

{W 154} | Continued From page 118 {W 154} la, An ERR meeting was hel to discuss | 7/5/13
evaluation of the effectiveness of the facillty's incident that took place 6/29/13 for Client 61,
response to the "behavipr emergency” called b, The police report was completed on 812713
when staff mermbers were unable o keep Client 8/13/13, The STU report was completed on
48 safe, The provider's fallure to conduct a 8/14/13 and cuse disposition meeting was held

' thorough Investigation was Included in the on 8/27/13,

Statement of Deficienclas (Event ID Number ¢, The Bxecutive Director. is responsible for

QO9N11). The provider's Plan of Correction ensuring completion of the resolulion

refated o the incident involving Client 48 determined ir the case disposition. .

documented, “...e. The SIU.investigalor has d. OPS Com'mander/demgnee mionitors status \

reopened the case to evaluate the facility's and completion of OPS/STU cases.*

responsa to the behavioral emergency to :

determine effectiveness of alarm system and to Wisd, hl2 . o

rule out possible neglect by care praviders. F. a. Case disposition meetings were held on 213

Additlonal findings from the re-opened B/13/13 and 8/27/13. No staff were found to be
investigation will be reviewad at Case Disposition negligent in their actions. An action planwas |
teeting and aclion plans implemented as formulated. at the case disposition meeting that
indicated." The Completion Date identified by the 2 Work group would be formed to evaluate the

provider was 6/17/13. - , : process for obtaining assistance wpen thcl .

The Director of Agency Evaluation was ES‘LIS Sz*‘t_“’”‘tlhs not :"’L?"’lkﬁ?tg and for cbtaining
interviewed on 8/1/13 at 8:41 AM. The Director of 5 Sllf an l;"'lm‘ e ‘“E}i e shil, biained for /09713 -
Agency Evaluation confirmed that the b ta] e phones have been o .Lm"gd for

Investigation had been re-opened and compieled. cac;rwj's: ance‘t{t) assist the staff in obtaining

However, once the Investigalive report was o 5‘:?{"3’1;’*_53‘5_ dﬂ“_c_eé 63 "Obaini 22013 *
eviewed by the administrative personne! during ¢ Zactiily Frocedure 3,0.3 "Obtaining

,': AR y i " PEIS d Emergency Assistance” was revised to include ‘
Case Dllsposltlor‘! ' th-e cll'eiermmatlun was made instruclion to staff to utilize whistlss when the

thal the "re-Investigation” was not thorough and -| PAL syster is non-operational and/or abtain

the case was again returnad to SIU for lurther immediate assistance.* .
investigation. d. US/Designee will l)rovidc training to DCS | 10/10/13+
The Program Director was Interviewed at 11:05 on Pro/g; e 6.31"{§bt1|i1‘1ing Eme]f’:’ amy(’ -

AM on B/1/13. She confirmad thal on the evening Assisiance” with focus on obtaining nssistance

of 12/21/12:when Client'48 was assaulted, she in the event of a PALS sysiem failure.

retmed to campus. The Unit Manager ' e. Program Management will review each

canfirmed she was the person who completed the event for oblaining emergency assistance

GER, dated 12/21/12. "The Unit Manager Involving restrictive intervention and/or injury

confirmed thal a Behavior Emergency was at e Management Debrief meeting io.ensute

Inftlated and tha! additional staff were called and policy was Toliowed and ciiective,* -

responded once Clisnt 48 was altacked. . '

AL1:20 PM on 8/1/13, & copy of the "re-cpened” W154, #13 (omitted)

investigation conducted by the Speclal -~ o
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W154, 14
{W 154} | Continved From page 19 {W 154} 1a, A supplemental report was completed by 6/14/13
investigator was provided for review. The content| the 8TU investigator and the concerns related
of the "Supplemental Report," dated 6/13/13, is to witnesses not interviewed, a history of °
presented In entlrety: "On 6/13/13 | was directed similar mciden.ts, meal breaks and accounting
by [Name of Suparvisor] to wrlte a supplemental of staff at the time of event were addressed.
for case DS812-12-F-661. On 12/18/12, [Name of The findings centiaued to indicate insufficient
staff] sent an email o all FDG stafi, stating that evidence 1o substantiate neglect of Client 81, \
the PALS system was not working and they could b. The results of the supplemental 2613
call ext#77 for behaviors, On 1242012 Staff mvastigation were reviewed at Case
members on residence 44 were able to stop an DlSpGSlil(:l Review and no further action wag
incident {see DDS12-12-F-861-F) regarding indicated,
clients. Staff members workling on residence 44 ¢. The Executive Director is responsible for
witnessed the Incidant and Immediately ensuring completion of the resolution
intervened and were able to separate all clients - determined in the case disposition.
Involved without utilizing their PALS of calling . d. OPS Commander/designee montlors sintus
#77. Both staff members were interviewad, The and completion of OPS/SIU cases.
statemnents of the clients Invelved and staff 8/08/13
members were consistent to each other as to
Egg’lég?ggcéiin;tg?fi;gemdﬁerr:?D?J\;:gﬁnce of 1. ‘temp]ateli\gus dc_\;f:loped to proimpt I:t;lvel 9/9/13
h - reviewers with specific guestions that wi
The Director of Program Evaluation was elicit a more thorough im?estigation of events.
Interviewed at 3:45 PM on 8/1/13, The ]E)lrtl.c,tm of ¢. CPS continues to communicate with the
Program Evaluation confirmed that the faci ity had L L .
f’lileg::l o mact the Plan.of Correction date of S;csc:,utwa Director ragarding the status of this
6117113 to thoroughly investigate the facility's d. Due (6 the complexity of the investigation,
response to the behavior emergency called ori the Internal investigation was closed to ensure
1212312. The Director of Agency Evaluation that the external investigation could continue
confirmed that the "re-opened” Investigation falled wnimpeded.
to clarify the dlscrepancles betwaen the &. The Executive Diractar is responsible for
information included in the Special Investigator's ensuring completion of the resolution
"Supplemental Report" and the original GER determined in the case disposition.
completed by the program director about whether f. OP3 Commander/designee monitors status
or ol & behavior emergency had befan callad. and completion of OPS/SIU cases,*
The Director of Agency Fvaluation confirmad that g. Medical and nur sing caré provided to Client
the facllity had yet to determine iffwhen the 12 will be reviewed vin Case Disposition as
behavior response was called and which purt of revised policy for death review for
employees responded. The Direclor of Agency clients who explre while on provisional
Evaluation conflrmed the facllity had not placement related to a serious illness or
interviewed the employess who responded fo the significant injury, *
behavior emergency iffwhen It was iniliated. The _ '
Fuolllly 10; CA170001760 If continuation sheel Page 120 of 263

FORM GME-2007{02-06) Previous Verslons Obsalele | Event J0I000NT2




Director of Agency Evaluation confirmed that if
the bahavior emeargency was not called ds ‘
indicated in the Special Investigator's report,
there was no explanation about how the three
cllents who attacked Client 48 were able fo kick
and hil him repsatedly, (necessitating emergency
robm gare and care in the on-campus medical
unit) If the two staff on duty the night of 12/21/12
"immedlately inlervened and were able to
separate all clients Involved withoul ut|l|zmg thelr
PALS or calling #77."

Residence 44

14. Clienl 81 broke a window with a soiled linen
cart and jumped to the ground from the second
story Resident 44 building on 4/14/13. He was
transported lo a cornmunity hosphal witha -~
significant injury to his leg, ligament damage and
tears, The Special Investigator substantiated
policies wera not followed as the three previous
similar incldents of breaking windows to AWOL
were hot nofed in his clinioal record and there
was na Interdlsciplinary note In his clinical record
unfit 521/13. The Client had broken and exited
the 2nd story broken window on 4/14413,
Addltional findings from the re-opened
investigation, including wilnesses and
psychologlst Interviews dnd exact staff on duty by
name and'staffing conclusions were nol yet
completed as on 8/8/13. The action plan was
waiting for supplamental information and had no
been implemented as indlcted in the 6/13/13 Plan
of Correclion,

Residence 41 . .

15, Review of the Genaial Event Report dated
7118113, noted that Client 12 was monitored for
waalkness and complaint of back pain. A bruise, 4
cm (cenlimelers) X 2 em and 4.1 om x 5 om very
light purple was discovered on the clienl's lowar

developed and distributed to a1l facility staff,
The manual contains an overview of Client

| Protection prineiples as well as a hierarchy of
pracesses in place to prevent and/or mitigate
clisnt risks and serves as.a reference for
mangers/supervisors and DCS. The manval
will bs introduced at a general employes

.| meeting and included on the Pocus Calendar
b. Faeility Admissien policy 1.9.1 Admission/
Readmission was umsed to address admlssion
| requirements.

¢. A Screening Tool was developed'lo assess
clients for appropriate acdimission to FDC and
to sereen clients alveady admitted to FDC for
their continued appropriateness,

d. Governing Body is currently partiering
with H&W Independent Solwtions to revise the
protocol for identifying when an individual
poses asignificant threat 1o others. As
identified, the IDT will make immediate
adjustments to ensure the safety of others, The
DT will review and modify behavioral suppor
plans as indicated and assess the individual's
living arcangemnent to determine placement in

the most appropriate setling, 9400713

- AE Risk Manager reports on client to client
abuss quarterly and annually to the AE
Committee who formulates action plans as
J indicaied *
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, . DEFICIENGY)
. h. The Bxeculive, Clinical, Quality Assurance
W 154} E’Uﬂémﬁg igom Pa_?'i 12;: | ansforred {W 154} En;i ngrfm Diregtor will molnitozi clients for
ack at 12:30 a.m., The client was transierrea 1o chavioral trends and will make adjustments to
an outslde acute care hospital to rule out spinal living situations as indicated to provide a safe
colrdi. injury. ?11“( sean gf the Iﬁmbfar ?pinf andTh fnvno*nment and protect other ¢lients from
pelvis were taken and negative for fracture. The harm
client returned to the facllity. i. Psychiatric Evaluation was completed and  |8/15/13
X S . . i the IDT agreed to mod]fy his medication
Review of the Level 1 Review by the Unit lﬂglmﬂ
Supervisor done on 7/23/13, noted that the client J- szcholﬂglsl Z?jﬂtmues to pm:l]dﬂ ;ne to
had becomae less willing to move her lower onc therapy to addrese dehavioral an
extremities and complained of back pain on psychological needs, with progress monitored
713" %= d b 71713 ttl?, facilt weekly dwring the-Emerging Risk Review
17 -rays done on at the facility & : y evie
weré hegative for fracturs of the cetvical, lumbar, | Meetings.
‘hips and palvis areas. — k. Training was ihitialed with DCS on 9/%/13
modifications to Client 63’s IPP, following
each change.
The dlient's condition did not improve and the wim e .
physician made the declsion o send the client + The Behawq Support (,.ommzltet.a .uutlaltecl GA39/13
back to the cutside acute care hospltal to rule out 32’:25;2;’3;0f; l:"“ii“’li f‘;g‘ﬁf&‘gg‘go‘l’”dﬂ
spinal cord injury on 7/19/13, A CT scan was . , Hlection system I ¢
dona at the hospital and the clierit had a fracture :";}?ﬁ‘gﬂt‘? 1?;0“’“]"‘3] Uf,l?‘sl,‘a,‘z?"t':ilda"“' 6/00/13
of the convical spine (neck) C4 and G5 and taken ' The Senior SeyeToI0gISL Imuated
to surgery. dcvalop{ncpt of accurate data colllection
. methods with training to be provided.
. W159, #1
Statemants (written} were obtained from staff
regarding the client's condition two days prior fo 6/
the discavery of her fraciure. {(Reviewed by the
surveyor). b, Program Director met with the Socinl
Worker, US and P logist fo review FD 9/09/13
During &an mfervlew with the Unit Supervisor on O .Syoho B ey, ¢
819/ h kod It she Policy,6.2.8 “Informed Consent”, With
9/13 at 11:00 a.m. she was asked If she N emphasis on the expectation that packels for
mltarv'|ewcd and/or obtamod stalements fmm the sleep medications will not be submitted to
client's day program staff, As of the fime of the . HRC until conzent s received,
interview, she had not, _A!so. the Unit Supervisor ¢. HRC Chair will provide a status report to
stated that she hadlime”"ﬁ*‘\_""ed the cliont the Governing Body regarding sleep program | 10710713 -
regarding the cllent's condltion some time prior to approvals via AB Committee. Follow aciion
her admission {o the hospital; however, she was plans will be injtiated to ensure compliance®
unable to provide documeniation of the linterview, '
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len week perlod. Thig placed all clients on the
residence at risk for psychological and physicat
harm, (Unsampled Clients'88, 72, 75 and 82)

Findings:

1, Beginning on 8/6/13 a review of the facifity
policy and procedure number 5-06-5 fitled
“Goneral Event Reporting” (GER) and
"Guidalines for Completing Level | and I Review”
of the GER daled 8/13/13 was conducied. A GER
is part of the fadility system 1o Inittate & collection
of evidence, investigate and take corrective
getions for unusual ocowrrences such as injury of
unknown source, and allegations of mistreatment,
nagleat or abuse. :

A sample review from 42 GER's on Residances
28, 30, 41, 42, 44 and 45 dated 5/28/13 through
B/6/13 was completed.

Plus Program Data Collection Sheet and the
expectation of completing this daily.

e, Shift Lead/designee will monitor daily to
ensure staff has completed the Plus Program
Data Collection Sheets.

£, NOQC shift staff will andit the Plus Program
| Data Collection Sheet each night and report to
US/Designee of missing data information,

STATEMENT OF DEFICIENCIES (¥1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE GONSTRUGTION (X3) DATE SURVEY
AND FLAN OF GORRECTION IDENTIFIGATION NUMBER: A BUILDING COMPLETED
. . R
08G022 - B Wike : 08/09/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
’ ' 2501 HARBOR BOULEVARD
[=4 =
FAIRVIEW DEVELOPMENTAL‘ CENTEIR D/P ICFIID COSTA MESA, CA 52626
X4} ID SUMMARY STATEMENT OF DEFIGIENGIES I FROVIDER'S.FLAN OF CORRECTION (X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE RAVE
. . : . CEFIGIENCY)
cenil : d.-A QAP s in place 1o keep Executive and
{W 154} | Coniinued From paga 122 {W 154} Manegement staff apprised of current
The facllity failed to complete a thorough ‘ approvals and trends,
investigation by not interviewing staff in other
areas of the facillty that ihe client was In contact W159 #2
with and not docurnenting that the client was - a. 'The Behavior Support Committee initiated | 9/09/13
interviewed In regards lo her condltion. . development of a process for a facility-wide
W 157 | 483,420(d)(4) STAFF TREATMENT OF CLIENTS | W 157 | data collection system that provides more
, : ‘ | immediate recording of behavioral data, .
If the alleged violation is verified, appropriate b. The Senior Psychiologist iniliat;cl . /09713
correttive action must be taken. | development of accurate data colleclion :
: methods with training to be provided,
' . . ¢, The NOC shift staff updated the Plus
This STANDARD is nol met as evidenced by: Program Date Collection Sheet to include all [ 971413
Based on Interview, record and facility document current milestones for each individual client
raview the facility fallad to take correctivs actions ggatigsigisg; residence 43 {fucluding client
when Client 85 phygically assaulled ohe peer : -
: - . ; : d. -The US trained DCS on Plus Program Data
fwice and two other peers on the residence in a Colleclion Shect, proper way to fill out the 821713

FORM GMB-2467(02-99} Provioys Verslons Obsolels
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' PRINTED: 00/06/2013
DEPARTMENT OF HEALTH AND HUMAN SERVICES - FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. DO38-0351
- STATEMENT OF DEFICIENGIES (X1) PROVIDERISUSPLIER/CLIA (X2) MUETIPLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN OF CORREGTION IDENTIFIGATION NUMBER! A, BUILDING COMPLETED-
_ R
i hsGoz2 B WING . 08AS/2013 |
. NAME OF PROVIDER OR SURFLIER STREET ADDRESS, GITY, STATE, ZIP CoDE '
. 2601 HARBOR BOULEVARD
FAIRVIEW DEVELOPMENTAL CENTER D/P IC‘H‘IiD COSTA MESA, CA 52626
(X4} I SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTISN SHOULD BE COMPLETION
TAG REGULATORY DR LSG IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
. . " DEFIGIENCY) s
£. Following Aitnual Conference / Specials (if
W 1857 Continued From page 123 W 157 [applicable); the Chairperson will immediately
2.Beglnning on 8/6/13 review of four GER's {update the current Plus Program Data
dated 7/18/13, 6/24/13, 6/6/13 and 5/10/13 Coilection Sheet. .
revealed Client 66 physically assaulted one peer b US/Designee will monitor Plus Program -
twice and three other peers on his residence. Data Collection Sheets to ensure this is
' . completed. _ .
Cn 7/18/13 at1:40 p.m. Clieht 8 i. The IPC progress note format was revised to |9/1/13
include & more cohesive analysis of
-|progressilack of progress,
J- The expectation for IPC site visits was 9/1/13,
revised to include follow-up visits to any
program area where a client is not making
progress or is experiencing difficulty,
On 6/24/13 at 11,50 a.m. Cllont 65 was walkin k.. IPC' documentation duties have been 9/01/13
out of the aroup ares wil ff person ang realigned to promote more emphasis on
punched Cliend 82 ﬁ:’gﬁ;&rﬁﬁgord11mtmu,_ 111tcg}'a11011 fmd
on the righi side of his face. Client 82 recelved a 1 TPCs received training on the following 0/06/13 -

FORM CMS-2

reddened area to the right side of his head,

On 6/6/13 a1 4:30 p.m.

- “mlient 75 walked around the corner and

was punched In the mouth by Clieni 85~ who was
waiting there, There had been no antscedents or
problems between Client 85 and 75, Client 72 -
recelved a painful spilt lip as a result of being
punched In the face/ mouth, .

On 6/10/13 at 11:45 a,m, prict to'getting into an

elevalor Client 66 turned &nd punched Client 82
in the oy I o o7

recelved a faceration and biack/bluefred left eye.

567(02-00) Pravious Versiong Obsolnls

I standards. The results wiil be forwarded to the

topics: Autism, Regulatory Requirements for
QMRP (IPC), IDT process. -

m. The AE SCC will conduct quarterly andits
o ensure TPC documentation meets expected

AE Directot and Itpprovement plans will be
initiated ag indicated.
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PRINTED: 09/D5/2043
FORM APPROVED
QMB NO, 0938-0391

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

SYATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE BURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BULDING COMPLETED
R
08Gv22 B WING 08/09/2013

STREET ADDRESS, CITY; STATE, ZIP CODE
2601 HARBOR BOULEVARD
COSTA MESA, CA 92626

NAME OF PROVIDER OR SURPLIER

FAIRVIEW DEVELOPMENTAL CENTER D/P IGF/ID

(%4) 1D SUMMARY STATEMENT QF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5}
RREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LBC IDENTIFYING INFDRMATIQN) TAG CROSS-REFERENCED TG THE AFPROPRIATE DATE
. DEFIGIENGY)
W159,#3 .
W 157 | Conlinued From & W 187 1a. A Special Conference for Clicnt 184 was | 8/12/13
held to discuss current medical status and
adaptive equipment needs, (N
On 8/8/13 review of the individua Program Plan :
(1PP) dated 6/26/13 showed Client 85 assaulted- 9/9/13
or attempted 1o assautt staff on 6/5, 6/12, 6/1¢,
B6/20 and 6/25/13, On 8/8/13 he used 8 butter 8/13/13
knife to try to cut his wrlst,
“|d. Staff rained on Client 184's new milestone 8/16/13
and translocation plan te-sidesthe-bus),
&. The US/designee trained DCS on all units | 10/10/13
including Res, 31 Staff on Section IV of
“Protecting Human Rights” manual and
Facility Policy 05.04.04 “Protective
Devices"with emphasis on justification
-+ expectations and identifying criteria to
discontimue use of restrictive interventions, *
f. The U8 on 431 initiated a schedule 1o 9/9/13

| Yeview resirictive protective documentation to
ensure rationale and plan to discontinue criteria
is current )

g PD will monitor IRC documentation to

The behavior plan, approaches and strategies
suggest Client 65 should be provided with

frequent contacl and positive reinforcement. Staf |
- | should be aware of peers intruding into his

personal space and maintsin L a greater than
arms length. I Client 65 engages in aniecadenis
ask him to piace his hands In his packets and
request he distance himself fram other cilents
and staff.

If Client 58 engages In target behaviors {
forcefully punches peers or staff potentially
causing severe infury) gut assistance and utllize
restraints, . :

change mectings,

ensure ratiopale and plan to discontinue oriteria
remain corrent®

h. The IPCs will monitor for prograss with the
current program plans ncluding restrictive
interventions and will document their findings
in tha monthly note, along with foliow-up
correciive actions taken,

. Follow-upfreview for staff knowledge and
awareness of the standards will be incorporated
Into focus calendars for review at huddle/shify

FORM CMS-2567 (02-58) P,revious'; Verslons Chsolele
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FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391
STATEMENT OF DEFICIENCIES: {%1} PROVIDERISUPPLIERICLIA {X2) MULTIPLE GONSTRUGTION ' (X% DATE BURVEY
AND PLAN OF CORREGTION IDENTIFIGATION NUMBER; A BUILOING ‘ ‘ * COMPLETED
_ ' - R
066022 ——— | R-WING ‘ 080812013
NAME OF PROVIDER OR SUFPLIER ‘ STAEET ADDRESS, CITY, S8TATE, ZIP GODE
. ) 2501 HARBOR BOULEVARD
FAIRVIEW DEVELOPMEN:TAL CENTER DIP [CFHIG COSTA MESA, CA 52628
X4y iD SUMMARY STATEMENT OF DEFICIENCIES o PROVIEER'S PLAN OF CORRECTION {%5)
PREFIX {BACH BEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTICN SHCULD BE COMPLETION
 TAG "REGULATORY OR LSC IDENTIFYING INFORMATION)} TAG _CROSS-REFERENCED TO THE APPROPRIATE DATE
' . DEFIGIENCY)
. . " [j. The expectation for IPC site visits was 5113
W 157 | Gonlinued From page 125 W 157 |revised to include follow-up visits to any
Gorrective actions have included keep Cllent 85 program aren where a client is not making
ten feel away from peets, progress or {s sxperiencing difficulty. T
: k. IPC documentation.dulies havs been 971713
realigned to promole mote emphasis on
program coordination, mteglalmn and
momloung C
. IPCs received training on the following 9/6/13
Corrective actions (o Client B5's active treatment "‘Pics Autism, Regulaloty Requirements for
program I.e. medication regimen, behavior QMRP (IPC), IDT process.
program, change In routine and level of m. The AR SCC will conduct quarterly audits
supefvision have not resulted in a decreass of to ensure IPC documenm’hon meets expected
lessened severity of unpredictable physical standsy:cls._ if‘he msult\_s will be 'f01'wal'd§d to the
assaull and potentially affects the safety and AR Direcior and improvement plans will be
secwrity of all clients on the residence and staﬁ iitiated as indicated. .
providing care and services. W19, 4
interview with the Unit Supervlsor (US) and A d?"izlml 1W°‘1‘T;S.m.3mmd .ﬂ“’l f"é'.“‘l"“f}s of | 1010713
Program Asslstant on 8/7/13 at 11 a.m, The US ocsicing on Ton ?‘9(’51 fg‘iﬂslmc v t}ﬂg}nos_e]:
indicated the corrective actions have helped celding on Kos + 29 and 31, reques mg‘ amily
, X g ‘ jzhotos and other personal items (o decorate
decrease episodes of aggression although the clisnt bedrooms and livine arens. *
. X . 65 is OIS AN .l.lvmg areas, * _ )
client remains unpredictable. Cliant b. PD provided.training to US/designee on 10410713
relc:elwng a Staf.f Bnhan@mem of one .Staﬁ fo wo expectations that ¢lisnts be assisled to obtain |
clients due to his unpredictable behavior. The US ersonal possessions which embhasi
from Cllent 85 PotBan’ podseasions whieh emphasize
Indlcated staff stay 10 feet away individuality and personal preferences,®
and encotrage other slients to do the same, ¢. Purchase Crders have been initialed, 10/10/13
{W 159} | 483.430(a) QUAUF'ED MENTAL RETARDA”ON O 159 including 429 and 431, to personalize client
PROFESSIDNAL " living spaces and clients are involved in
_ selecting iems of Interest, #
Each ciiant's active treatment program must be d, Rounds Team (Governing Body, Program
Integraled,. coordinaled and monitcred by a Management, US, Shift Leads, YPC) will
qualified mental relardation professional. monitor client living areas io ebsure living
' ) . areas reflect personal preferences, interests and
: likes during cbservations, Results of findings
This STANDARD s not met as evidenced by: will be caleulated, analyzed by the AR Staff
Based on observation, Interview and record Service Analyst and corrective action plans
review the faclity falled to ensure the aclive developed.”
treatment programs for 9 cllents were
coordinated and monltored by the Qualified

FORM CMS-2367(02-00) Pravious Versions Obsolale . Evenl Ii00oi2
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FORM APPROVED
OMB NO, 0938-0391

STATEMENT OF DEFICIENGIES {(X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER: : COMPLETEDR
, . A. BULDING
R
050022 B WING 08/08/2013

NAME OF PROVIDER DR SUPPLIER

FAIRVIEW DEVELOPMENTAL CENTER DIR [CFMND

STREET ADORESS, CITY, STATE, 2IP CODE
2501 HARBGR BOULEVARD'
COBTAMESA, CA 12626

{X4) In SUMMARY STATEMENT OF DEFIGIENCIES o PROVIDER'S PLAN OF GORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE [ATE
DEFITIENCY)
. e. The IPCs will visit bedrooms during site, 9/01/13
{W 169} | Continued From page 126 {w 154} visits and follow up with US when
Mental Retardation Professional’ individuality and personalization does not
(QMRP)/individual Program Caordinator (PC) masl the expected standard to work towal ds
(Clients 32, 48,49, 53, 63, 130, 157, 184, and Jotnt resolution, * _
151.} f. TPC documentation dulies have been 971113 -
) realigned 1o promoie more emphasis on
Cllents 48, 49, 53 did not have accurate date program coordination, {ntegration and
collaction to assure their actlve treatments were montioring.
being implemented. g TPCs received training on the following 9/6/13
e . . *| topics: Autism, Regulatory Requnaments for
Client 32's voeational objective was nol frained QMRP (IPC), 1DT progess.
accurately and the [PC had not visited the
workslte since February 2018.
Cllent 63's increased behaviors and contr&butmg
factors were not addressed Iy the 1PC
dosumentation and money management tralning
goals were not based on ability.
Client 167 did not have a consent for a sleeping
alde medicatlon,
Client 130 was not provided opportunities during
dining observations, ,
Client 184 was not able to self-releass the
seatbell and the Individual Program Plan (IFF)
did not define If its use was behavioral or madical,
On Residence 29 and 31, the IPC did nol assist
clients In making choices of personal items
reflective of each individual's unique interests and
ikes,
| The IPC on Residence 30 was not aware of the
vocational assessment and recommendations for
Client 151,
Findings;
FORM GMS-256?{02'—99) Provious Varsions Obsdlete ! Evani 1D DBIN12
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FORM ARPPROVED
OMB NO. 0938-0381

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

STATEMENT OF DEFIGIENCIES {X1) PROVIDERISUPPLIER/GLIA {X2) MULTIPLE CONSTRUGTION (X2) DATE SURVEY
AND PLAN OF CORREGTION < IDENTIFICATION NUMBER: A BUILDING. COMPLETED
. ) . . R '
, 056022 | B WING ‘ 08/09/2013
NAME OF PROVIDER OR SUPPLIER . STREET AODRESS, CWY, STATE, ZIF GOCE -
: ' 2507 HARBOR BOULEVARD
FAIRVIEW DEVELOPMENTAL CENTER DI ICEMD COSTAMESA CL; Qza:és
. * 1
‘41D SUMMARY STATEMENT OF DEFICIENGIES D PROVIBER'S PLAN OF CORREGTION ()
, PREFIX (EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE "COMPLETION
: TAG REGULATORY OR LBG IDENTIFYING INFORMATION) TAG cROS&REFEREN&gngg cw)rs APRRGPRIATE DATE
; : DEFICIE
| o W159, 45
! {W 150} | Continugd From page 127 {W 159} a. Special conference held for Client 130 and n)8/20/13
Resldence 30 : mileston'e was developed to serve self during
1. On 8/9/13 review of GER 13-07-07 dated meals. - _
7/2/13 at 4:45 p.m. revesaled Client 157 had a b._ US trained DCS on Client 130°s new dining {8/21/13
speclal meeting oh 3/6/13 to discuss her slesp milestone., i , '
medicatio il ¢. The “Rounds Team” {Governing Body,
Program Managemeni, US, Shift Leads, IPCH
nd mailed @ consent for treatment will monitor to enswre opporiunities for dining
approval o the clients' representative, The . }{ﬁcipﬂnrlm.lﬁebarc l:;t-,n}g pl}'omol{cd. Iif;;sulls O,f\
medication was prescribed and started without indings will be caleulated; analyzed by the AB
the return of the consent, Glient 157's program Analyst and corrective action p]-ill"lsl developed.
was notraonitored by the IPC fo assure approval d. T'?z ‘t’*"l?e°§'"‘t;°'} fﬁ" IPC site visits was - |9/1/13
was recelved before a new medication was revised to inciude lollow-up visits to,any
slaried, o program area where a client is not making
' progress or is experiencing difficulty,
2. Review of documents entitied "IPP Desiied & ]IP c ‘"‘éotc“m_e"m":"" dutfes h’}"e been N3
Culeome and Milestone," "Milestone Progress ":f! 18_“3 o Q:i(_)mq f:‘m'mte e{nj; hasis clm
Recording," and data collection documents for igﬁl‘fgﬁ;‘;m ination, micgration anc
sampted Gllents 53, 48, and 48, Indicated . e - - Ny -
inconsistent data collection. There were missing .:(.)II;:? Kjggﬁdﬁgﬂ'ﬁifg f.nrl{hc :ﬁg‘r’::“t“é for o138
and incomplete data records, data collaction Qlls)/[RP (PO iDTgprt;cesg & e 1o
{:?)(i}l(c:g::c\fﬂf?)rreo?:?;;?Jgintht?tagzgvg:&emg g. The AE SCC wiil conduct quarterly avdits 1971713
discontinued ) d datz; i 'cu nt J'Iesl‘one to ensure IPC documentation meels expected
scon nued, an ) or current mi standards, The results will be forwarded (o the
objeclives did not reflect the data that was belng A Dircolor and improvement plans will bo
collected, initiated a8 indicated. -
" . h. Director of Dietetics/designee trained all ~ | 10/10/13
Data was not reported consistently in a food service staff on "Dining Room
guantiffable form. ; o | Bxpectations” with an emphasis on promoting
Numerous dally entries varied froin using zeros to indépendence.* _
biank spaces. It was Unclear if a blank space g. PA/Designee provided training to DCS on | 10/10/13
indicated that the client refused to participate, if Policy 5.1.2 “Continuous Active Treatment”
no atternpt was made at training, or if the client wilh emphasis on promoting independencs, *
did not meet the objective. Thera was no lagend R
specific fo tracking data, There was insufficlent
data to delermine progress or lack of progress.
Buring an interview with the IPC on 8713 at 2
p.m. the IPC stated thal ihe Psychiatric
Tochnicians (PTs) were responsible for collecting

FORM GMS-2587(02-09) Pievious Yersions Oosolele
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
_CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED:;

09/05/2013

FORM APPROVED.
QMB NO, 0938-03¢1

STATEMENT OF DEFIGIENGIES {X1)' PROVIDER/SUPPLIERIGLIA (X2} MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICAFION NUMBER: A BUILDING COMPLETED
. R
05G022 B. WING 08/09/2013
NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, CITY, STATE, ZIF GODE ‘ 1
. 2601 HARBOR ROULEVARD
. FAIRVIEW DEVEL_OPNIENTAL: C-ENTER DiP ICFHID COBTA MESA, CA 82526
(X4) 1D SUMMARY STATEMENT OF DEFIGIENGIES I . PROVIDER'S PLAN OF CORRECTION {45)
FREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX (EACH CORRECTIVE AGTION SHOULD BE | COMPLETION
TAO REGULATORY DR L5G IDENTIFYING INFORMATICN) * TAG CROSS-REFERENCER 7O THE APPROPRIATE DATE
, DEFISIENCY)
. W159, #6
{W 158} | Conlinued From page 128 {W 159} 8. A special conference was hc]c] for Client 32| 8/9/13
the data and plotting it on the graph on the lo address her vocational training. The training
Milestone F‘rogress Racord. milestone was changed to reflect her abilities
and appropriateness for the clagsroom.
The.IPC stated that he dld-not review the data b. Vocatiopal Supervisor provided training to | 8/23/13
sheets but only reviewed the graphs on the DCS on Client 32°s new plan, . :
"Milastone Progress Recording" record. . PA§ prov!ded training to DCS on all units, |10/10/13 .
. , . including Client 32's residence, on Policy 5.1.2
The IPC acknowledged that the data was not “Continuous Activs Treatment” with cmphuls]s
always accurate, {See W 252) on promoting independence.* -
Residence 31 . d. Vocational Supervisor/designee will
: conduct rounds 1o ensure all elients vecational
3. On 7/40/13 al 9:15 a.m,, Client 184 satin a plans, including Cliont 32's pluns, are belng
wheel chair and Licensed Stafi secired a seat nnpllcmented as wrilten and staff are providing
pell at his waist and then pushed the client ' s COIELEL““%BEM'VE weatiaent at the work site. '
wheel chalr about 5 minute walk to the client' s oo o a‘l“ ogms;“mi fmmf‘t was N evised | 9/1/13
day program in the-Activity Center room 30, The ronresslack of mroman ysis o
alient sat In the whoel chalr, with the seatbeit stil D Tho oxpectation for 10! site visits wa
‘fastenad end-began-le-hithls-hand-on-e-table: revised toph;clucle Tollow-up visits (o ancs e
After five minutes the Licensed Siaff released the ' program mﬁmﬁg not iﬂakig
seatbelt and the cllant began to-walk about the broaress or i experioncing difficully,
:;?fr-nrelesatzg ;f;lgggthh(j: the cllent was not able to g IPC documentation dulies have been 901713
realigned to promole more emphasis on
Review of the client” s record on 8/6/13, and 1PP moioring. dination, integzation and
Indicated that Client 184 needed a Wheelchalr for h. IPCs received training on the foflowing 9/06/13
off resldence distance travel, The seatbalt which topics: Autism, Regulatory Requitcments for
the cllent cannot apply or remove I, QMRP (IPC), IDT process. '
Independently, was inltiated in March 2013 to L. The AB SCC will conduet quarterly audits to
decrease attempls lo exil {he wheel chalr during ensure IPC documentation meels expected
translocation. The IPP Indicated that " plans to standards, The results witl be forwarded Lo the
move to less restrictive will be discussed when AE Director and improvement plans will be
IClient184) has had no injudes from exacerbation initiated as indicated,
of the bursitis for 2 consecutive vears. Thore was .
no documentation of the date of the last
exacérbation, The tecord referred to an
orthopedic clinic appo[ntment dated 1/4/95 that .
indicated the client ' s bursitls had rasolved. A
recent orthopedic consult was requesled howaver
none was forthcoming.
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PRINTED: 08/05/2013

. FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : : QM8 NO, 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION . (X8) DATE SLRVEY
AND PLAN OF GORRGGTION IDENTIFICATION NUMBER: A BUILDING ' . COMPLETEL
L R
05@022 BIWING £8/09/2013
NAME OF PROVIDER OR SUPPLIER ' STREETADDRESS, CITY, STATE, ZI® CODE
. . o 2601
FAIRVIEW DEVELOPMENTAL-CENTER DIP ICFID Cos?:RMB:gABZL:\LES\;ng
peay 1o SUMMARY STATEMENT OF DEFIGIENCIES b ' PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) : TAG CROSS-REFERENGED TO THE APPRCPRIATE DATE.
: DEFICIENCY},
. {w1se, #7 _
{W 158} Continued From page 128 {W 168} |a. US/designee to provide DCS on all units,  |9/5/13
Including these on Client 63's residence,
training o FC 1.3,]1 “Mission and Values”
| with emphasxs on their wsponslbzhty to
| The IPG provide on-going activilies that meef all
; at in the pasl the client had usad & more individuals’ person centered treatment plans [}
restrictive pelvic restraint and the did have an ensure they have opportunities o exercise
order for the restralnt due to a knee problem, The groater independence.*
IPC was not able to show If the primary Intended bll US’: des’gi’e; Lo: P;]O‘”de training to DCS on |9/9/13
use of tha restraint was behavioral or medical. fesﬂll’;ni’e”1§]“1:]‘;§‘1 o Chcn]t 03’ ¢
_ 1 rinciples an
Residence 28 and 31 | Practices” wilh emphasis on the staff’s
regponsibility to protect the rights of the
4, Random obsatvations of cllents' persanal dividuals who live at EDC by providing
space; bedrooms on these residences, ravealed :ﬁf}'ﬁz :}llngn?;:g;(tls Ehlﬂzabzugl Cinhdeme
thal the majorily of the client's bedrooms failed to o, Shit lod /Deslgn:eewﬂlnpr;o(\}fl:(le all 013
contain any perfsonal decor:allve POSSESSIOns, nor vew/Tloat staff with orientation of residence
d'iﬁ;{iﬂgﬁg anyéh'f‘g c:ritgeig:di\fiduaﬁly, clients to ensure client safety, continvity of
preterences, or experiences. . care, and continuous aclive treatnent,
Bedrooms mostly shared with one to three other
individuals could nol be distinguished ane from
the other except for an indlvidual's name on -
hisier wardrobe closet. There ware no photos,
bedspreads, evidence of inlerests that reflocted
the ldentity of an individual's personal space,
During Interviews on 8/1/13 and 877113, Indlvidual
Pragram -Coordinators on both residences
aocknowledged that the team could assist clients
in making choices of personal ltems reflactive of
each individual's unique interests and likes.
6, On 72913 at 12:45 p.m., on Residence 28
Client 130 sat down af @ table to eal hunch.
Shortly thereafter a dietary staff wheeled a tabje
height cart ie.the clients table from which the
client removed his cup, plates and utensils with
one verbal prompl. The client then ate
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| the job coach, a llcensed staff, The job coach

| completad hnd it would take 30 days lo complete

appropriately and independently took his dishes
io the service window and left the dining room,

Durlng an interview on 8/1/13 at 10:30 a.m., the _
indivicdual Program Coordinator (IPC) _

slated that he probably”
could serve himself family style from bowls,

Reviaw of the rndependcnt Life Skills Assessment
tool dated 7/15/13 under the section food prep
the client was assessed as able 1o serve
appropriate portions with verbal prompt.
Residence 42

8. Cllent 32 was obiserved at the Goodell Séhool
classroom on 7/30/13 at 10:10 a.m. She was’
sltting at a table placing business cards in a box,
placing a small seresn over sach business card,
then dapplng glue onto thé screen. The client's
one to one staff from the resldence was sltting
naxt o her,

During the visit, an Interview was conducted with
statad that the client's objéctive was not

for the leacherto complete. The teacher
assigned to the class was not werking that day.
The Job coach steted that the client was to write
down the number of completed sereens’ in each
session, morning and afternoon class.

At 11:00 g.m., the one to one staff counted boxos
and told the client that she had completed 100, A
few minutes later, the one to one staff told the

cliant that she had completed 160. The client

N

STATEMENT OF DEFIGIENGIES (%1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION (X5) DATE SURVEY |
AN{Y PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
R
05G22 B, WING . 08/09/2013
NAME OF PROVIDER OR SUPPLIER . STREET ADDRESS, GITY, STATE, ZIP GODE
2501 HARBOR BOULEVARD
FA DEVELO TAL CEN CFAID ;
IRVIEW DE PMENTAL TER D/PI COSTA MESA, CA 82626
{%4) 1o SUMMARY STATEMENT OF DEFICIENCIES n , PROVIDER'S PLAN OF CORRECTION {X8)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL © PREFIX " {EACH CORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSE-REFERENCED TO THE APPROPRIATE DATE .
: BEFICIENCY)
. . ' . d. Interdiseiplinary team to meet to review 0/9/13
{W 158} Gontinued From page 130° {W 159} |current Individual Program Plan for

approptlateness of training and behavioral
supports (o meet Client 63's current needs,

" {e. USfDesignee will train ali level of care staff
on any changey/modifications made to Client

. [63's plans,

y |I. Facility Electrician lowered the Residence
phone ringer volume,
g. Facility purchased additional cordless 9/9/13
| phone handsets. A schedule has been B
established Tor installation on the residences.
"|h. A signal expander has been ordered to .| 9/9/13

ensure the phone can be uuhz.ed threughout the
residence,

I. The IPC progress note format was revised to
include a more eohesive analysis of
progress/lack of progress, |

0/9/13

|oso/13

9/1/13
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PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)
{ {W 159)| Continued From page 131 {W 158} )5, The expectation for IPC sile visits was 9/1/13 -
then recorded that number in a log book. Atno revised to include follow-up visits to any
time did-the one to one staff encourage the client program area where a client is not making
1 te participate in counting the humber of screens progress or is expetiencing difficuity,
compleled, k. IPC docmmentation duties have been
realigned to promete-more emphasis on
During an interview with the: one to one stalf at program coordination, integration and
11:10 a.m., in regards to her counting for the ‘moniloring, _
cllent, she slated that she was not aware of the I, TPCs veceived training on the following 9/6/13
‘objective for the screens, During an Interview topics: Autism, Regulatory Requirements for,
with the client at that ime, she s tated that she . |QMRP (IPC), IDT process. -
could count i 30, m, The AB SCC will conduct quarterly audits
to ensure IPC docurnentation meets expected 9/1/13
During an Interv|ew with the classroom teacher standards. "The yesults will be forwarded to
on 7134113 at 10:35 a.m., she stated that the the.}’%E' Directqr a1.1d improvement plans will
client was to count how many screens that she be initiated as indicated.
completed and write down that number, She
stated that she had 30 days to complefe the
objective. The teacher was not sure when the
client starfed the screen task; however, data was
-t oollected starting 7/15/135.
The teacher stated thal she completed the
objeclive and presented a copy effective 81/13.
The objective noted that effective, B/1/13, the
client was to record the number of screens sho
complefed with 1 to 2 verbal prompts, 10 timey:
per month, It was noted that the client was (o
count the number of screens she completed and
write that number in the data collaction sheet.
During an interview with the IPC (Individual
Program Coordinator) on 8/1/13 at 11:45 a.m.,,
she stated that the objective was not what the
team decided at a Special Confarance held on
430143
The IPC stated that she had nol seen the client
since the 4/30/13 conference and had not visited
the classroom. She staled thal it was her belief
FORM CM8-2567(0298) Previous Varstons Obsolele Evenl ID:00AN1Z
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X4 1D SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION {15}
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) ' : W159, #8 .
(W 158} 1 Continued From page 132 {W 168} |a. Interdisciplinary team meeting will be 9/9/13
that the ofient had beenin the class since 6/3/13. scheduled to discuss Client 63’s money
. ] , management fraining. ‘
‘Residence 44 . b, The IDT will develop 2 new milestone to | 9/9/13
. increase his independence in money -
management, . A
¢, Yocational Supervisor/Shift Lead will
provide training to DCY regarding Client 63
money management milestones 1o ensure
integration in all areas of his daily activities.
d. US/designes and IPC will monitor during
rounds to ensure all clients, iicluding Clignt
63's, Individual Program Plan is being i
implemented as wiitten, * 9/1/13
On 729413 at 5:45 e 'The IPC progress note format was revised
room, Client 63 toinclude a more cohesive anafysis of

laced a small black clrcular ob) progress/tack of progress. .

his mouth without direct care staff {DCS)
intervention and stared. Monopoly was being
played by some clients, led by a staff, Cliolit 63's
only activity besides a puzzle was when DCS
placed a spinning wheel In front of the client once
and asked him to spin the. wheel and pick a letter,

ect in

{1 On the morning of 7/20/13 at 6:40 &.m. there was
a lot of noise and commotion as clients were
directed or Independently congregaled in ona of
two group activily rooms. A phone In the nurses'
slation rang twlee in flve minutes and sant a loud, ' _
Jarring noise down the hallway, . ) i

Five minutes later, at 6:45 a.i. on 7/30/13, Clien|
63 walked Into the Group 2 activity room. A direct |
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large and smell tables and seven to sight clients
seated or wandering into the room. Client 63
pleced a plizzie logether while one staff stood at
the blackboard and sald, "What are your goals
today?" Client 83 made no eye contact and did
not engage in the discussion, repeated words
others sald, and repeatedly reached across the
table towards another cllent with both hands and
arms outshrefched, at which point a staff, more
than ence, advissd him not fo touch. The
discussion segued into sports wih no
engagement from Client 63 who reached out and
louched a client who had fust entered the room
and whe Immediately ‘struck back, missing, and
sald "Stop 1" Staff again, physically and verbally
redirected Cllenl 83 to stop the behavior, Staif
did not engage Client.63 in any construclive
ene-to-one teaching while waiting to leava for the
day program, did not provide a calm,.quiet
environment, nor did staff engage the client in any
physical outdoor activities,

On the morming of 7/31/13 at 9:17 a.m., in Group
1 aclivity room, a client was obsarved being -
éstrained in a leather wilst-to-walst restrainl and
helmet. This distraction disrupled any planned
aclivity as staff focused on managing that cllent's
behavior and other clisnts became wgnaled and

foaked on,

“be initiated as indicated,

STATEMENT OF DEFIGIENGIES {X1) PROVIDER/SUPPLIERIGLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
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(X4} 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAM OF GORRECTION (%5
PREFIX (FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAG CROBSE-REFERENCGED TO THE APPROPRIATE DATE
) , DEFICIENGY)
- I. The expectation for TPC site visits was 97113
{W 158} | Continued From page 1323 {W 158}| revised to include follow-up visits to ahy’
care staff {DCSY asiked what he had done the ‘program area where a client is not mﬂklﬂg
evening before to which Client 63 respondad progress or is experlencing difficulty, -
“bleycle with (Staff).” A DCS prompted him to go g I}PC documentation duties have been 9/1/13
to his own group room. He stood up, began realigued to promole more emphasis on
smacking his hands together, and evemuﬁ"y program coordination, integration and
retumed with an escort to the Group 1 activity monitering,
réom where he sat in a cormner chair, h. IPCs received hammg on the following 9/6/13
topics: Autism, Regulatory Requirements for
This group activity room was a nolsy, smal, QMRP {IPC), IDT process, X
crowded roon with multiple upholstered chalrs L The AE SCC will conduel quarterly gudits | 9/1/13

to ensure IPC documentalion meels expected
standards. The results will be forwarded to
the AR Director and improvement plans will

FORM CM&-2567(02-09) Previous Versions Ohsolate

Evenl 13, 008M12

Facllity 10: CA170001 788

1 centinuntlon shest Page 134 of 263




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

PRINTED: 08/0572013

FORM A

PPROVEDR

OMB NC. 0838-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1} PROVIDER/SUPPLIER/CLIA -

| X2) MULTIPLE CONSTRUGTION

{X3) DATE SURVEY
COMPLETED

IDENTIFICATION NUMBER; A BUILDING
) R
MAME OF PROVIDER DR SUPPLIER ' STREETARDRESS, CITY, STATE, ZIP CODE
FAIRVIEW DEVELOPMENTAL CENTER D/P ICFAID éﬁ;;’:?f;siagiﬁg';g
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PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE GOMPLETION
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‘ : - LWI5D, 89 ,
{W 159} | Contin ued From page 134 {W 158} 1, IPP held to discuss Client 151’s current 9/6/13
- . : program and training plans were revised-and
On 8/6/13 from 6:56 p.m. until 7:40 p.m., initiated to reflect her current inlerests,
approximately 1 3/4 hours, Client 63 wag capabilities and nesds, '
observed with a DCS who at 6;10"p.m. stated she b. Training develeped fot Client 151 to rinse | 9/6/13
-had floated from Resldence 43 to provide 1:1 for and rack dishes after meals.: , '
Client 63, During this time Glient 63 was c. US conducted training with Res. 430 DCS | 8/30/13
observed walking very quickly down the on Client 151’s dining plan. , e
residence hall at 6:55 p.m. The client antered the d. PAS provided training to DCS on all units, | 10/10/13
Group 2 actlvity room and eventually returned to ;I‘I]Ch.ld'ing Client 32' residence, on Poliey 5.1.2
the Group 1 activity room. . No active treatment Cont_muops Active Treatment” with emphasis
was observed, When asked about Cllent 63's on promoting independence.*
active treatmont goals, the DCS sald, "I don' E;.S;{?imi‘}::;‘;‘;ﬁ;‘: égvgﬁli';lige iﬂém
_ I<rTOW,. Smc_e she was not. regular staff. will conduet rounds (o ensure that clients are
As the evening progressed, the client sat in pl'oyided oppartunities for independence
various chairs and reached repeatedly towards Guring rounds conducted on residence and
other clients and repeatedly'was Vei'baliy and through review of activity record. Results of
physically redirected not to do so, At 7:05 |5.m. Tindings will be calculated, enalyzod by the AR
DCS said, "No touching.” The DCS repeated a Analyst._an‘d corrective action plans devel.opecl.
few minutes laler,-"No, no touching.” when the fucﬁ?(;’e]f ? Progt F]:S Dote f‘f"]ma,t "";‘S revised tof 9/1/13
behavlor continued, The client was engaged in orogross ”ﬂ";l’{‘z forggi_::”d YIS ©
no activity as he paid no attertion to the movie o The o xpectau'gn T TPC st visits wae 91/13
running and continued the behavlor of reaching revised to inclnde Tollown ‘ vﬁsits 04 .
out lowards others intermitiently and locking at progam area whore g .c]ien}: S ror n?a‘k??;
the staif for & response. . At approximately 7:26 progress or is experiencing difficulty B
p.m., the same OCS said, "No" lo Client 63 again. '
Client 83 became restless, rocking in the chair,
When the medication pass nurse came'to get the
client for his evening medications the assigned -
DCS said, "Maybe that calm him down.”
On 8/6/13 from 7:05 a.m, to 8:35 a.m., Cliant 63
engaged of the behaviar of reaching his hands
towards others and. staff said, "No, no, no (Clisnt
63.) Cllent 83 went to the group room and started | -
a puzzle. DCS was discussing use of mongy,
empathy and charlty. When asked 1o respond to
a question refated to the topics, Client 63 said,
"Four v'clock in the back yard ...four o'clock
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h. IPC documentation duties have been 0/1/13
AW 158} | Continved From page 135 o {W 158} |ealigned to promole more emphasis on
blgycle ...four o'clock baskethafl,” to which a DCS program coordination, integration and
! 1 responded, "0.K. We're talking about charity menitering, ' .
i {Client 83)." The group'lesson continued. Client | i IPCs received taining on the following 9/6/13
83 continued the puzzle and-again did not answer topics: Autism, Regulatory Requirements for
the DCS's question, this time about money, QMRP (IPC), IDT process.
When asked, "What do you think (Cllent 63)?" he i. The Ag.enlcy Evalnation SCC will condu;t 9/1/13
repliad, "Backyard," No one-to-one leaching quarterty andits to ensure 1PC documenta‘mon
oceurred; the unique needs of this client were nol meefs expected standards, The resulls will be
accommedated In this group activity, An forwarded to the AR Director and
allernative ectivity was not offered and no effort tmprovement plans will be initlated as
was made to take the allent outside to ride a indicated. S
: : k. Active treatment coordinators have been

FORM CMS.2567(02.09) Pravious Varsions Obsolele

bicycle or play baskstbal, which the client
continued o talk about,

designated in'each program and are responsible
for the development and implementation of
active treatment projects to be inlegrated
facility wide, with emphasis on promoting
choices and indeperidence in all '

. |environments, ¥
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W 159)

Conlinued From page 136

{W.159} . Unit Supervisors/designes to provide all

W186, #1

DCS inchuding thoss assigned to Client 63's
residence tralning on BEDC 1,3.1 “Mission and
Values” with emphasis on their respongibility
to provide on-going activities that mest all
individuals" person eentered reatrent plans to
ensure they have opportunities to exercise
greater independence,*
b. Unit Supervisors/Designee to p:ovicle all
1 DCS including these assigned to provide level
of care staff on Clisnt 63’s residence training
on FDC 1.3.2 “Prineiples and Practices” with
emphasis on the staff’s responsibility to
protect the vights of the individuals who live at
FDC by providing services and supports thal
build confidence, self-worth and
self-determination, *

¢. Shift leads/Designes will provide al)
new/float staff with orientation of residence
clienls (o ensure safety, contmuit}/ of care, and
continious aclive teatment,™
d. Ongoing ID team to review current
Individual Program Plan for appropriateness of
training and behavioral supports to meet Client
63's currant needs. ‘
g, The expectation for IPC site visits was
revised by AE Director/Designee (o include
fellow-up visits to any program area where a
client is pot making progress or is
experiencing difficulty, ‘ |
[. TPC documentation duties have been
realigned by AE Director/Designee to promole
more emphasis on program coordination,
1ntegmum and monitoring,
L The AR SCC will conduct quarterly audits to
ensure IPC docwmentation meels sxpected
standards. The results will be-forwarded o the
AHE Director and improvement pians will be
juitiated as indicaled.

0901713

9/9/13

9/9/13

9/9/13

919113 -

09/01/13

901713

l
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PREFIX {EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACGH CORRECTIVE ACTION SHOULD BE COMPLETION
. TAG REGULATORY OR LBC IDENTIFYING [NFORMATION) “TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
: . DEFICIENGY)
: ) W 186, #2-4
{W 159} | Continued From page 137 {W159)fa, All clients, including client 64, 64,77,79  |9/9/13
' will be given the opportunity.thiough their unit
On8/6/13 at 11 a.m,, during interview of the, the goverament or Fairview Community *
'PC, when asked about the client's-behavior of + | Association meelings to assist in the
reaching out towards others, the |PC stated Client dévelopment of their daily activity schedule.*
63 hed increased bahaviors recently which b. US/designee will make modifications to the |9/9/13
resulted in an Increased dosage of a psychotropic staffing asgigiments based on client
medication to manage the behaviors, The IPG preferences and will consult with program
atmbu[ed the increased behaviors to new people management for further yasolulion as needed,
and a new cfient on the unit, The IPC did not ¢. The IDT will continue (0 address access
identify the nojsy, chaatic environment, unfamiliar issues for each client individually.
staft, Inappropriats intepventions by staff caring d, USfdeggnee.mll monitor to ensure that ail
fer the client {based on assessments) or lack of clients daily activity schedules are being
active treatment as contributing factors, These implemented as ceveloped.
contribuiting factors were not addressed by the e. The “Rounds Team” (Governing Body,
IPC in an integrated, coordinated and monitored Program Management, US, Shift Leads, IPC)
manner. will ‘conduct rounds 1o ensure active treatment
i being appropriately provided as scheduled.
Rosults-of findings will be caleulaled, analyzed
by the AR Analyst and cortective aclion plans
developed,
f, Unit Supervisors and Program Management
Teans meet daily to review the statfing needs
for the'next 24 hours, including using aveilable |
staff, retorn to work staff, limited duty
asgigniments. Adjustmehts are made ag needed.
. Nmsmg Coordinators review staffing
' assignmentts and deployments daily and make
adjustments (o mest residence acuity needs.
h. Nursing Coordinalers meet weekly to
review facility staffing for the upcoming week
and make plans for coverage as neaded, . '
i. & Quality Assurance performance (QAPT) | 8/01/13
was developed to review staffing concerns,
The results of this report are reviewed al the
1 AR committee and hmprovement plans are
implemented as indicated,
i
FORM (MS-2587(02-80) Pravious Verslons Obeoiele Evant iD; GOaN12 |

Facllity ID: CAA 70001769 If continualion sheel Page 138 o! 263

)



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

PRINTED: 00/06/2013
FORM APPROVED
OMB NO. 0838-0391

STATEMENT OF DEFICIENCIES | (1) PROVIDER/SUPPLIERIGLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
ANE PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
' ‘ R
- 056022, BWING . 0B8/09/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2iP CODRE
: 2501 HARBOR BOULEVARD
FAIRVIEV\{ PDEVELOPMENTAL CENTER D/P ICFAID COSTA MESA, CA 92625
(4} 1D SUMMARY STATEMENT OF DEFICIENGIES [ " PROVIDER'S PLAN OF CORREGTION {8}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CoMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMAT IGN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
' DEFICIENGY)
o W186, #5 ‘
{W 158} | Conlinued-From page 138' {W 168} 1a. USs and Program Management Tearm meet
daily to review the stafling needs for the next
24 hours, including using available staff, return
to worl staff, mited duty assignments.
Adjustments are made as needed.
b. Nutsing Coordinators review staffing
assignments and deployments daily and mdke
. adjnstments to meot residence acuity needs,’
On 8/6/13 at i1 a.m., during Inferview of the IPG, . Bac11 Program utilizas an afteg'uhours
when discussion about Chient 63's ability to staffing residence to secure staffmg resources
{ handie money was disoussed, the IPC stated he as needed. Program Managem‘em remains on
dicd not know why Client 63 did not put inoney into call to resoive after-hours staffing needs,
the vending machine as a goal gs the client was - d. Nursing Coordinatots meet weekly to -
doing well with the current objettive, The IPC review Tacility staffing for the upcoming week
stated he could bring it up at the next meeting, and make plans for coverage as needed,
thought It was a good idea and stated this had not 6. A woekly slaffing projection report is*
been fried before, When asked why not, the |PC provided o the Program Directors and Clinical }
responded, "l don't know,” Du;f:lm fO} mgnitormg I.OI ENSUIC mimmum
J ' staffing guidelines ave maintained, All
. ' requests to change minimum staffing
Residence 30 . guidelines must be approved by the CD/AOD
9. The Individual Program Coordinalor {IPC), ' @‘;ﬁﬁm‘g“ are provided to the governing
who serves as the Qualifled Intellectual S o
Disahilities Professlonal for Client 151, was Zni,?es éﬁmmglﬁl:i::g;;bcjld:;f;icgmms 0
interviewed at 8:00 AM on 8/8/13. The IPC was g. Clinical and Administrative sat\%c.es teview
asked why Glient 151 was not engaged In tasks undelivered staffing monthly to develop actlon
and activilles she was capable of performing. For plans for nndelivered slaff,
example, The IPC was asked why Client 151 was b. Exsecutive Direetor, Clinical Director, and
not involved or included in folding the clothing Administeative Services Director review the
protectdrs In the dining room. The IPC stated staffing resources for the Center monthly to
that Cllent 481 did not ike to fOfd thess C|Oth$. facilitate dep]oyrnen[ of I3CS.
Client 151's choiee 10 nof participate in capable i, Clinical Director is developing a work group | 9/09/13
activilies was not identified in her IPP, The IPC with DCS representatives from each area lo
had not identified choice and opportuniiles io review slaffing deployment and make
practice capable skills-as an active treatment recommendations to ensure staffing levels are
training apportuntty. met within the center,
When asked IPC appeargdiunaware of the 7/8/13
vocallohal assessment and recommendations for
Clienl 151, Although asked, she provided ne
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. - i The Program Directors will develop a
{W 168} | Confinued From page 139 {W 158) | protocol to provide a center wide staffing
Information s to how she would act on these coordinator that will ensyre scheduling of
recommendations and meet Cliant 151's Active - | resources are effectively deployed to moet the
Treatrenl Training needs with an appropriate day lnln(IJmLI;lltl;slﬂflf:ing gmclalmeg and the acuity
program. needs o e ¢ 1ents,
oo . k. A plan is being developed for Vocational 9/1/13
Refer to W18 : .| Services to be restructured and redeployed to
w 186. 483.430(d)(1"2) D‘RECT CARE STAFF W 186 Central Pl'Ogl‘ﬂn] Services with Staf‘fing
suppotts to provide continuity within each
The facility must provide sufficient direct care }’U";i‘)ﬂ‘:;ﬁlzgfjl'}‘so‘iﬁi:]ﬂ;ﬁCIW’“’S skills for
staff to manage and supervise clients in e . " ' '
accordance with their individual program plans. Lg c?;lvﬂéﬁ)?ds gcl)l];::gzgthﬁ?f?;znggn(c%ﬁil) B3
Direct care staff are defined as the present ' X%ﬁég;ﬁftgtglfdﬁp O'I'.t 3.1‘6 l‘?xéefed'fftrme
on-duty staff calculated over all shifts in a 24-hour implemonted s in di;ﬁe?i smentplansare
period for each defujed residential living unk. m. Clinical Services is in the process of hiring | 9/01/13
DC8 to fill vacant positions.
. ; . . . n. The “Rounds Teara” will monitor during
This STANDARL:) 5 nOt. met as evidenced by; . rounds ta ensure adequate stalfing lovels ate
Based on obsetvalion, interview, record review srovided based ; ‘
; e L . Frovided based on client acuity, Ronnds
and review of facllity documents, the faciity falled results will be caloulnted, analyzed by AR
to provide staffing in accordancs with olients! Analyst and presented tollhe Agency
needs for EWO, of 20 core sampled and four Evaluation Committee For action as indicated.
insampled olients: a. There was insufficlent staff
{0 remove Client B5 from a group activity room
while restrained; b, one of 20 sampled clients
(Client 63) did not have recreationalftraining _
needs mat due teo lack of sufficient staff; c. an
unsampled client (Client 64) who asked to go
outslde coufd not be accommodated due o lack
of sufficlent staff; d, one of 20 sampted clients
(Client 78) was told to walt to shower; e. an
unsampled client {Client 77).was told to wait uritil
a set smaoking tine to be allowed lo smoke; so
there would be a staff parson available to .
accempany a group of clienis to an.oulside aréa
to have a cigarelte, and aiso on Resldence 34
when three male'clients were in the same
bathroom with one female client while her hair
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. ' W18a, #6 - o
W 186 | Continued From page 140 W 186, Traiving was initiated for all DCS, _ 8/28/13
was belng combed dus to needed supervision, - |including 431, on "Dignity In Care”. »
j (Cllents 63, 84, 77, 79, 85 and 106) b. ‘:Prwacy” training was provided to Client | 8/19/13 .
' Resldence 44 /o3
20?)%2?5511?1;:@9\}?;: ;;,G’illlfﬂg Q;LS;;DSCG\Q?EL d, US identified gender specific restrooms on | 10/10/13
44, . ' all co-ed residences inclnding gender specific
restrooms on Regidence 431, # .
e. “Pemale” and “Male” signs were posted on | 10710413
gender specific restrooms on al! co-ed -
| residences inchiding on designated bathroom
doors on Residence 437, * | 10/10/13
t. All DCS received training on gender
specific restrooms, 10/10/13
8 Al DCS oriented cliénts to the gender
specific reslrooms, * ‘ | 10710410
h. All grooming supplies relocated to the :
correet gender specifie restrooms *
i. The Rouns Team (Governing Body,
Program Management, US, Shift Leads, 1PC)
will egnduct rounds io ensure 10 ensure privacy
and dignity are matntained during ADLs, _
Results of findings will be caleulated, analyzed
by the AE Apalyst and provided to the i
governing body via the AR Meeting and
corrective aotion plans deveioped ns
warranled
J- Follow-up/review for staff knowledge and
awareness of the standards will be incorporated
info-focus calendars for review at huddle/shift
change meetings, :
: | k. US and Program Management Team meet
On the morning. of 7/31/13'at 8:17 a.m., in Group., .| daily to review the staffing needs for the next
1 activity room, another client, Client 85, was 24 hours, including using available staff, return
ohserved being restrained in a leather to work staff, limited duty assignments.
wrist-to-walst restraint and halmet, This Adjustments are made as neaded,
distraction disrupted any planned ackivily as staff -
focused on managing that client's behavior and
| other clients became agltated and looked on, _
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. ' ' . |1 A Quality Assurence performance (QAPT) -
W 186 | Continued From page 141 W 186 | was developed to review staffing conosins,

| for the a.m, shift on Resldonce 44 {a bahavioral

_privacy to Glient 86, and deescalate the tenslon in

Gllent 63, who was seated, was visibly agitated,
reaching out and not engaged in the puzzle in
front of him, At £:20 a.m., a direct care staff .
{(DCS) stated there were over thirtesn cllenis in
the room and stated keepling Client 85 restrained
inthe presence of other cllents was not expsected
procedure and the staff stated he did not know
why the clisnt was not removed from the room,

Review on 7/31/13, of the "Daily Sign in Record,"

unit), dated 7/31/13, showed that there wera
thirteen DCS (two floats and one mandatory
overtime staff) for the day however, no staff was
avallable on 7/31/13 to remove this restrainad
client from the group activity room, provide

the room.

On B/6/13 from 7,05 a.m. to 8:35 a.m., Cllani 63 -
engaged in-a behavlor of reaching his hands
towards others and staff sald, "No, no, no (Client
63.) Cliant 63 went to the group room and started
8 puzzle, One upset client was seated on &
couch crying, tatking angrlly saylng, "Fe- Y- .,
This continued for 20 minutes until a siafi
intervened. A DCS was discussing use of money,
empathy and charity. When asked to raspond to
a queslion relaled to the toplos, Client 83 said,
"Four o'clock in the back yard ...four o'clock
bicycle ,..four o'clock hasketball," to which a DCS:
responded, "O.K. We're talking about charily
(Client 83)." Client 63 repeatedly responded to
the DCS's questions with commenis about the
packyard. When asked about money he repliad,
"Backyard." Although this client could
communicate in simple language to staff, staff
never offered to lake Client 63 oulside. There
was not sufflclent staff to engage the client in a

The resunlts of this report are reviewed at the
AE commitiee and improvement plans are
implemented as indicated.*

W 189, s o

. US to provide level of care staff on Client  [9/09/13
63's residence training on FDC 1,3.1 “Mission :
and Values” with emphasis on their
responsibility to provide on-going activities
that meet all individuals' person centered:
treatment plang to ensure they have
oppertunities to exercise greater independence.
b. US to provide level of care staff on Client | 9/09/13
63's residence training on FDC 1.3.2
“Principles and Practices” with emphasis ou
the staff’s responsibility (o protect the rights of
.| the indlividuals who live at FDC by providing
services and suppotts that build confidence,
self-worth and self-determination,” :
c. Shift lead/Designee will provide all float | 9/09/13
stall with orientation of residence clients Lo
ensure continuity of client services, .

J 4. Interdisciplinary team will meet to review
cusrent Individual Program Plan for
approprieteness of training and behavioral
supports to meat hig current needs,

e. US/Designee will train all level of care siaff| .
on any changes/modifications made to Client
03's plans, )
f. The IPC progress note format was revised to| 9/01/13
include & more cohesive analysis of
progressflack of progress,

g. The expectation for IPC site visits was 92/01/13
revised Lo include follow-up visits lo any
prograr arca where a clienl Is not making
progress or is experiencing difficulty,

~h. IPC documentation duties have been 9/01/13
rsaligned 1o promote more emphasis-on
program coordination, integration and
‘moritoring, '
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i. IPCs received training on the following 9/6/13

W 186 | Continued From.page 142 ' W 186 ropics: Autism, Regulatory Requirements for
separate, appropriate activity, which might have : QMRP (IPC), IDT process.
included riding & bicycle or basketball therefore, j. The Agency Evaluation SCC will conduct 91113
the unique needs of this client were not ] quarterly audits to ensure ITPC documentation -

acoommodated. meets expected standards, The results will be

' . farwarded to the AE Director and
improvement plans will be initiated as
indicated, .

W191
8. US/deslgnes to provide all DCS, including  [9/9/13
those assigned lo Client 63's residence training
on FDC 1.3.1 “Misslon and Values” with
emphasis on their raspongibility to provide
on-going activities that meeét all individoals’

* I person: dentered treatment plans to ensure they
have opportunities to exsrcise greater
independence. *

b, US/Designee to provide all DCS mc}udmg 979113
those assigned to provide level of care staff on
Client 63's tesidence training on FDC 1.3.2
“Principles and Practices” with emphasis on
the stafl*s responsibifity to protect the rights of
the individuals who live at FDC by providing
services and supports that build confidence,
self-worth and seff-determination, *

¢. The facility Focus Calendar is discussed at
daily intershift huddles and includes topics
related to DCS tole in Active Treatment
implementation.*

2. On 816113 at 7:25 p.m., Client 64, who was I
. a group aclivity room, asked to go outslde. The
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d, Shift lead/Designee will provide all 9/1/13
W 186 | Continued From page 143 W 186 |new/float staff with orientation of residence
direct care staff (DCS) present told the ellent to clients to ensure safsty of clients, continuity of
ask another DCS. When that'DCS entered the care and continuous aciive (reatment,
room and was askad, the response was, "Wa're e. Intardlsc_:q?hnmy team will meet Lo review
golng fo start showers soon." The client then current Individual Program Plan for
seated himself directly across from sn-aulistic epbropriateness of training and behavioral
dlient and touched that client's feet which elicited suppoits,to meet Client 63's surrent needs.
an undeslrable response from that client to which £. US/Designse will train DCS for Client 63 on
a 1:1 DCS said, "No." Client 64 stood: Up and amy changes/modifications made to his plans.
bagan pacing around the roomm, back and forth. 8. Program Management will test competoncy
One of.the,DCS stated, "My partner, (DCS) went of DQ]S on C.h_ent 63.3 P -ogl am plan and will | 9/9/13
to shower another client 80 no one to take him Ei?l)’g‘aanfgagggi‘;z Lnoci:?é?siﬂt s revised 1o
h . £
outside. include a more cohesive analysis of 9/1/13
progresi/lack of progress.
3:?1 gfé?nsgat 7:40 pam., Cllent 64 was ObSEWEd b The expectasion for IPC site visits was
revised to Include follow-up visits to any 9/1/13
program area where a clieni is not making
3. On 8/5/13 at 6:55 p.m., Clienl 78, stood In a propress or s oxperlencing diffioulty, .
group activity room with two staff, one of whom : S i p ;
j. IPCs received treining on the following ,
game and went, and Bve to slx ofients, Cllent 79 L ’ . . .
topics: Autism, Regulatory Requirements for | 9/6/13
asked the DCS If it would be possible to take a QMRP (IPC), IDT process
shower, the DCS, who was alone in the room with % The AT SCC wilIIJ conduet quartar] audits
no other Sta;f ?ftrt}he ﬂrgeg%%pﬁnﬁg,?.h““;j éosc to ensure IPC dogumentation ?naats e?{pected 971113
ISOC:{n d?ne; &l holr for di (: e i standards. The results will be forwarded to the
v(v)g‘s(;w gtft\;er :’tg:feggse’cgt tgiccl%nmﬁwggat:tﬁs AR Director and impravement plans will be
Inttiated as indicated,
client, A short time later anather staff returned to 1. The “Rounds Team” (Governing Dody,
the group activity room at which polnt Glient ?9 Program Management, US, Shift Leads, IPC)
was 3000mm0d3(3d ‘ will ecnduct rounds to ensure active treatment
. ' * |15 being appropriately provided as scheduled.
4. On 8/6/13 at 6:45 a.m.. Cllent 77 asked s DCS Results of findings will be calculated, analyzed
if he could go outside to smoke a cigarette. The by the AR Analyst and corrective action plang
DCS stated, "Its 6:45. Smoke break's at 7." developed,* .
Client 77 sat fidgeting for 15 minutes .u!‘ml 7 a.m. m, The US/designee will monitor during
when the DGS came to the group activity room to rounds that stafl are aware of client plans and
take the client outside for a cigaretie, implement them consistently,
Accompanied with three other clients, the DCS
walked down the hall and uniocked a door leading
down to an outdoor pafio. As the DCS was
- unlecking the door another client bagan running
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W 186 | Contlnued Fram page 144

Wi93, #1

9/9/13

| On B17/43 at 2:20 p.m.,, the Unit Supervisor (US)

down the hall yeliing, "Walt for me, Wall for mel® .

sialed that presently, no clients had access to the
patio without staff supervislon, Therefore, none
of the clients could smoke cjgarettes without staff
assistance, Due fo limited staff availability, the,
residence had designated set smoking times and.
were not able on 8/6/13 o accommodate Client
77 when he asked to smoke 15 minutes before
lhe designated smoking time.

5. On 8/1/13 at 4:40 p.m. In the administrative
building, a program director (PD) stated, "Glven
our resources we cannot maintain staffing .. the
budget we are given for staffing would not be
enough ...In the best of all possible worlds that
would be wonderiul." '

On 8/7/13, review of the Resldence 44 facility,
*Dally Sign In Record,”" from 8{18/13 through
8/6/13, showed that the facilily met minimum dally
requiraments for staffing howsver relied on
frequent mandatory overtime (MOT), voluntary
overtime (VOT) and float staff who falled to meet
the staffing peeds of the clients. During this time
period, mandatory OT reached as many as five
staff on a given shift, Use of float stafl and .
overtime staff potentially results in staff who do
nol implement active treatment effectively due to
fatigus or lack of famillarity with clients.

Review of the sig'n in records showed that during
the am. shifts, from 6/18/13 through 8/6/13 there

was MOT, VOT and float staff usad as follows:

W 1861 a, Special Conference was scheduled for

| document training status on menthly note,

| & The “Rounds Tgam” (Governing Body,

Client 180 to review the behavior .
demonstrated with the surveyor and devéiop
training for appropriate greeting/
communication,

b. US/Designee will provide appropriate DCS
training on significant chenges made o the .
individual program plans.» '
c. US/designes will monitor during rounds to
ensure that training is being implemented as
written,

. IPC will monitor during site visits and will

Any concerns will be discussed with US for
further action.

Program Managenient, US, Shift Leads, IPC)
will conduct rounds to ensure active treatment
is being appropriately provided as scheduled,
Results of findings will be calculated,
analyzed by the AE Analyst and results will be
teported to the Governing Body Via the AR
Meeting. Corrective-netion plans developed as
needed, *

I, US{Designee provided training 1o all DCS
on Poliey 5.1,1 "Standards of Care" with
emphasis on supervision and assisting clients.
in socially aceeptable behaviors leading 1o
Independence, *

& Emerging and continning behaviors are
reviewed at behavior progress review meetings
which includes the Psychologist and action
plans are developed as indicated,*

8/16/13
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- utflized approximately 22% of the shifts. For the’
p.m. shifts, for the same dates, MOT was used
approximately 40% of the shifts, VOT
approximately 65%, and floats were uillized
approximately 40% of the shifts, For NOCG shifts,
the MOT was used approximately 39% of the |
shifts, VOT approximately 20%, and floats
approximately 10% of shifts. The facl!lty relied
regularly on this practice lo meet minimum
staffing needs.

6. Durlng observations on Residenice 31 at 7:30
a.m., licensed staff was combing a female clisnt's
| halr (non»-sampled Client 196} In the women's
bathroom (room 38) while three male dlients
observad. Cllent 196 was lolidly vocalizing and

| bitihg hér wrist, -

During an inteiview at 9 a.m., this Licansed Staff
stated that two of the three male clignis also

. staff avallable at the time to assist,
W 188 | 483.430(e)(1) STAFF TRAINING PROGRAM

The facliity must provide each employse with
initial and continuing training that enables the

't employes to ‘parform his or her dutles effectively,
sfficlently, and competently.

This STANDARD I8 not met as evidenced by:
Based on obsevation, interview, fecord review,
and facllity document review, the fagility failed to
provide the Qualified Mental Retardation
Speclallst/individual Program Goordinator (1PC)
on Residence 44 with continuing tralning to

headed close supervision ahd there was no other |

completed on the following topics;

0 KDC Policy 5.t Clinical Standards of Care
{Skin Integrity)

o BDC Policy 5.4.2, Change of Condition

o FDC Policy 5.5.5 General Event Reépotling
(Reporting/Docementing Minor Unknown
Injuries) includes notification to ED/CDAE/PD
0 FDC Poligy 5.3.5 Attachment A — Types of
Incidents (Falls)

0 NP 11,01 Temporary Conditions

0 NP.11.02 Client Injury Assessment and
Interveniion

o NP 11,04 Daily Care Flow Sheets/Daily Cmc
Flow Sheet Form

o Problem/Temporary- Condltlon/Tempomry
Support Plan Log

o Physical Observation and Docementation
Checklist ‘

DCS received training in item b.*

d. PDVPA/USAPCIHSS will review and discuss
changes in client condition at Management
Debrief Meeting and follow up with acuon

W 1891plan as indicated.*

¢, PDs/PAs will review 24 hour report and
NOD Report daily for changes in client
condition to ensure that changes are bemg
adcqufltely addressed.
f. The “Rounds Team” (Governing Body,
Program Management, US, Shifl Leads, IPC)
will. conduct rounds (o ensute active treatment
is being pravided and injmies are identified,
Ireated, and documented, Resalts of findings
‘lwifl be calenlated, analyzed by the AT Analyst
and correciive action plans developecl #

¢, The, US/designee will mouiter to ensnre all | -

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE GONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER! & SUILDING GOMPLETED
. R
, . 08G022 B, WING ) 08/08/2013
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DEFIGIENGY)
o ! W193, #2 .
W 186 | Continued From page 145 W 188 |a. US trained Rosidence 431 DCS on Clieat - |9/06/13
| MOT was used approximately 36% of the shifts, |19%'8 behavior plans.
VOT approximately 22% and float staff were’ b. DCS training has been developad and 9/09/13
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{ & ol of noise and commolion as clients were

two group aetivity rooms, A phone In the nurses'

enable the IPG to perform his duties effectively
and competently, when tralning In autism was not
provided to'the IPC. The IPC, responsible for . .
coordinating and monltoring provision of
appropriate aclive treatment care o one of five
autistic cllenls residing on Residence 44 (Client
B3) falled to do 86, The residence nolse levels
were often loud, environmental stimulation was
often excessive, regutar staif not consistent, and
tralning not provided to meef the needs of the
clignt, ' :

Findings;

Residence 44

On 7/29/13 at B:45 p.m., in the Group.1 aclivity
room, Glient 63 sat at a table rocking and flapping
his hands, placed a small black circular abject in
his mouith without direct care staff (DCS)
intervention and stared, Monopoly was belng
played by some clients, led by a staff. Client 63's
only activity besides a puzzle was when DCS
placed a splhning whesl in fron! of the client once
and asked him to spin the wheel and pick a letter,

On the morning of 7/30/13 at 6:40 a.m, there was

directed ot independently congregated in one of .

"W 188 |on Policy 5.1.1 "Standards-of Care” with -
cmphasis on supervision and assisting clients
in socially acceptable behaviors leading 1o

independence,* 8/16/13

h. Emerging and continuing behaviors are
reviewsd at behavior progress review meetings
which includes the Psychologist and action
plans are developed as indicated. *
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. - i BEFICIENCY)
. . W193, #3
. W 188 | Continued From page 147 W 189|a. US wained Res, 431 DTS on Tempoml y 9/9/13
station rang twice In five minutes and sent a loud, Support Plans,
jarring noise down the hallway. b. VS scheduled Client 196 for review at HRR 919113
, mesling,
Five minutes later, at 6:45 a.m. on 7/30/13, Client ¢. Baseline data collection for Client 196 979113
63 walked into the Group 2 activity room. A direct initiated for biting wrist.
care staff (DCS) asked what he had done the d. Special Conference scheduled for seview of.] 9/9/13
avening before to which Client 83 responded baseline dtﬂfﬂ and to develop plans as
| "bicycle with (Staff)." ADCS prompted him to go tppropriate ) ‘
fo his own group room. He stoud up, began ¢. PDs/PAS/US/IPC/HSS will review and
sraacking hls hands together, and eventually discuss changes in client condition Including
returned-with an essort to the-Group 1 activity i}‘;ﬁfggt behaviors at Managetnent Debriel
0 atin a corher chair,
room whore he & . A f. PDs/PAs will review 24 hour report and
This group activity room was a noisy, small, NO? Repf“ daily fohl "h"}‘lnges i client
crowded room with multiple upholstered chairs, LE“““‘;; 0 anse L ;“t’ nges are b‘]’“’g ‘
targe and small tables and seven fo eight clients 2 %:]a“ky Emc(i ”{}”‘“ ,{ﬂg ¥ acd Wssgf ’
saated or wandering into the room. Client 63 %‘ f ISI““ 5 “‘mt f;smé?":}f}g ‘]3 él)c
pieced a puzzie together while one staff stood at wli?lgcaoﬁld,wﬁiﬁi?: ;:)l.éns.:".e ;Cﬁ;‘;i‘{rﬁ:mgt
' " e your 3 Lo i
tggat;lg.? kcbﬁsrrf gg %ﬁaﬂ:’ngﬁhﬁt Sé?]é%? aggac!de is being provided and injuries are identified,
) ) e e treated, and documented, Results of findings
2?}:;29;;%3 i;;g?;g;gi:&:??é;i?wzfjtz%iy;g;dtie will be calevlaied, analyzed by the AR Analyst
table fowards ancther client with both hands and Endﬂf?;‘\:ﬁgﬁgnﬁmnug ii%ﬁifg:]g}fgseﬁm
?g:?\soilggtrggj;:sd ?}En\'mg’tgcﬂjns;ft#ﬁemom data and initiation of training as indicaled and
12 e, Thr AU ‘ document on monthly note., ’
y Y N R on Policy 5.1.1 "Standards of Care" with
toushed 2 client who haq JusLentaraq tl'}e 'Ooné emphasis on supmwmon and assisting clients
gglcclt \::/gl(:) Il)m”r'rllleglglferi; gfgi gcghyasﬁgs'd?;ﬁi ;\?} le?;:ally in dsomalclly acciptable behaviors leadmg to
. \ independence,
g?dd];?J?lgr?ggginéﬁgntfﬁeg?ﬁ g;‘; 13322’;?3& i\fatmf j. Emer, g[:ng and continuing behaviors are
) _ reviewed al behavior progress review mestings
gne“l‘?“(’”@ ‘9%9‘31”9‘“’"'ile_g\falt'ng'ito ]e?y; for the which includes the Psychologist and action
ay program, did not provide a caim, gui plang are developed as indicated. *
environment, nor did staff engage.the cllent in any, :
physical outdoor ‘activities.
On.the morning of 7/31/13 at 8:17 a.m., In Group
| 1 activity room, a client was observed being
FORM CMS-2567{02-89) Previous Versions Obsolale Event J; 00SN12
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FAIRVIEW DEVELOPMEI\{TAL CENTER D!P_ICHIID COSTA MESA, CA 92628 '
() 10 SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF GORRECTION 59
PREFIX {EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD RE COMPLETION
TAG - REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TG THE APPROPRIATE DATE
‘ o DEFICIENCY) -
Co . W 193, 4 '
W 188 Confinued From page 148 o W 188 u. 1S initiated training for DCS on Client 99713
" | resirained In a leather wrisl-to-walst resfraint and 176's IPP with 'z focus on client likes/needs
helmet. This distraction disrupted any planned - pud communication'styls. :
activity as staff focused on managing that client's p. USs/desigices provided training to DCS 9/9/13
hehavior and other clients became agitatad and including Residence 43 Lstaff on:
looked on. Cllent 63, who was seated, was o FDC Policy 5.1 Clinical Standmds of Care
visibly agitated, reaching out and not engaged in (Skin Integrity)
the puzzle In front of him. At 8:20 a.m., a direct o FDC 5,422 Change of Condition
Gare staff stated there were over thirteen clients o FDC 5.5.5 Genetal Bent Reporting
in the room, ‘ (reporting/documenting Misor Unknown
. [njuries) inclunding notification o
) . - ; "
®n 8/6/13 from 6:55 p.m. until 7:40 p.m., ED/CD/AR/PD , .
approximately 1 3/4 hours, Client 63 was ;’ E%C Po%lcﬁls 5.5 Atlachment A - Types of
observed with a DCS who at 8;10 p.m. slated she nI'iIlPelnfao('Fg* o Condi
had floated from Residence 43 to provide 1:1 for DNP 102 C'la?nptofa.l Y 1" ions ¢ and
Client 83, During this time Client 63 was ?ntewenlno‘n fent injury Assessment an
observed walking very gulckly-down the
residence hall at 5:55 p.m. The client entered the ;f;li élﬂéﬁ g::ly Care Flow Sheels/Daily Cave
Group 2 activity room and eventually returned to o Problen uTcmmm try Condition/Termporar
the Group 1 activity room. No active treatment Support Plan 1 H p Y porary
g;?vgtif:gsgntvgg:g atﬂ;egggog’glg “‘Eincgfnats o Physical Observation and Documeniation
" Cheeklist
know, and said she was not regular staff, ¢. The US/deszgnee will menitor to ensure all
. DCS d 1 b.
As the evening progressed, the cllent satina d. PD;?’(;?;IVJCS/I;S‘?I{%S]T\l;vllt?[:]l‘wew and discuss
chair and reached repeatedly towards other changes in client condition at Management
fgg{:ﬁ%%dnrsﬁiaézd éﬂwajt‘fg%agyn?”g ggy:;‘?g"y Debrief Meeting and initiate action plans as
¥ indicated, ®
ropealedly, "No ...No touching." The client was e P/PA will review 24 hour report and NOD
ﬁ?gaﬁed in ?10 IaGﬂVity as h% paid |;|o EllthPl‘ltiDl'l tdO . Rapclt daily for changes in client condition to
7 gompo::'tle t\)ﬂlec;g;w\(;v?g ?;:asas? ; (?glzgguﬁ} Bt’ﬁgr(?huanlr cusuu:l thut] chz(ij:zﬁes ﬂi(l,‘- being rdequately and
5 immediate ¥ saaressed
When the medication pass nurse (‘ﬁm@ to gel tha f, US/Das:gn"ce proviced tr a]m".ig to ﬂ“ DCS on| 8/16/13
ch.ent for hi"S ?VGH]HQ medications the asublgned Policy 5,1.1 "Standtards of Care” with emphasis
DEGS sald, "Maybe that calm him down. on supervisicon and assisting clients in socially
. . acceplable behaviors leading to independence,
ADCS, on 8513 at 6:45 p.m. commented that '
Client 63 did not slesp well al nighl,
On 8/6/13 at 6:00 a.m., a direct care staff (DCS)
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D

W 189

-responded, "O.K. We're talking about charity -

‘When asked, *"What do you think (Client 63)?" he

stated the nurses' station phone bell could be
tuned down at night and stated It was the
responsibility of the nighi shift but this was nof an
assigned task. The DCS stated soms clients did
not sleep well and the bell to the phone was "vary
loud and wakes up people.” The DCS rolled her
eyes and starled laughlng when asked if she had
seen it wake up clients and said, " wouldn't like
that in my home." ' :

On 8/6/13 at 6,20-a.m,, the hallways were dark,
no clients were in the halls, it was quist unil the
phone rang making a loud noise down the
haliway, At 7:.06 a.m, and 7:20 a.imn, the phone
rang again, first making a foud ringing nclee five
times, and then three times,

On 86113 from 7:05 a.m, to 8:35 a.m., Client 63
engaged in.the behavlar of reaching his hands
towards others and staff sald, "No, ne, no (Client
83.) Client 63 went to the group room and started
a puzzle. One upsel client was seated on a
couch crying, talking angrlly saying, "Fe- Y- ."
Since the client recelved no attention from staff,
this confinued for 20 minutes unt a staff
intervened. A DCS was discussing use of money,
empathy and charlty. When asked to raspond to..
a question refafed lo the topics, Client 63 said,
"Four o'clock in the back yard ...four o'ciock
bioycle ...four o'slock baskatball " to which a DCS

(Client 83)." The group lesson continued. Clent
63 contiiued the puzzle and again did not answer
the DCS's question, {his time about money.

replied, "Backyard." No one-to-one teaching
oceuried, the unigque needs of this client ware not
accommadated in this group activity. Ary
alternative activity was not offered and no eFort

W 189| Program Management, US, Shift Leads, IPC)

will congust rpnnds Lo ensure active treatment
Is being provided and injuries are identified,
trealed, and documented, Resnlts of findings
will be calculated, analyzed by the AE Analyst
end corractive action plans developed.

k. Bmerging and continiing behaviors are
reviewed at behavier progress revisw meetings
which includes the Psychologist and action
plans are developed as indicated, * .

P D . BUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF GORRECTION ]
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION 8HCULD BE GOMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE DATE
. , i ' DEFICIENGY)
) g. The “Rounds Team” (Governing Body,
Gontinued From page 149
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W 189,

FORM GMS-2587(02-99) Pravious Verslons Obsolale

was made to take the client outside to ride a
bicycle or play basketball, which the ¢lient
continued to talk ahout.

C———

XY 1D SUMMARY STATEMENT OF DEFICIENGIES n PROVIDER'S PLAN OF CORRECTION ' (X6)
PREFIX (EACH DEFICIENGY MUST 8E PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 8E COMgALE;(IDN
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DEFICIENCY)
. W93, #5-
Canlinued From page 150

W 189/ a. US trained Residence 431 DCS on Client  19/3/13
189’ behavior plans,
b, An ERR meeting was held for Client 189 to | 7/31/13
discuss adchttonal suppotts needed during his
§tressful times of the day.

c. US initiated training for Residence 431 DCS | 9/4/13
on Client 189's communication milestone
treplacement-behkavior foragitation)-and
additional suppotts

d. Senior Psychologist initinted “Bzhavior 9313
Support, Positive Practices” training for DCS
ou all units including 431 staff, *

&, Staff Development provided “Respectful | 9/6/13
Interactions” tratning to all DCS including 431
staff, %

f. Dining room soordinators will monitor
dining rooms closely and make staffing
a([Justments {0 ensure active treatment
implementation.*

g The "Rounds Team” (Governing Rody,
Program Management, US, Shift Leads, IPC)
will conduct rounds to ensure client protoction
and, active treatment is provided during meals
and report findings 10 the AR Commillee.
Resulis of findings will be calculated, analyzed
by the AR Analyst and corrective action plans
deve]oped *

h, Emerging snd continuing behaviors are
reviewed at behavior progress review
.meetings, which includes the Psychologist, and
action plans are developed as indicated,*

'
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W 189

Continued From page 151

W193, #6-8

W 188 4, Specml Conference held (o discuss Client

184%¢ dining needs,

b. A follow-up conference was held o discuss
progress and adaptations to adaptive
equipment requestert to assist client wuh
diniug process,

¢. New adaptive equipment (dycem mat, -
adapted spoon and plate) was obtained,

d. US wrained Residence 431 DCS on Client
184 dining plan and adaptive equipment,

&£, US trained Resldence 431 DCS on how to
request additional food from the kitchen and
what options are available '

1. Senior Psychologist provzded “Behavior
Support Positive Practices” to DCS including
Residence 431, *

g. Siaff Development plowded “Rcspectful
Interactions” and “Dignity in Care” trainiog (o
all DCY including staff on Residence 431,

. 1. The "Rounds Team” (Governing Body,
Program Management, US, Shift Leads, IPC)
will conduct rounds to ensure client protection
and-active treatment is provided during meals
provide coaching as needed and report

Results. of findings will be caleulated,
analyzed by the AE Anailystand corrective
action plans developed.

1. IPC will monitor client use and progress of
adaptive equipment and docuinent in monthly
notes,*

j- USs/designess will provide training to
apprapriate DCS on changes to clients IPP
Including dining room plaps.

k. Dining room cocrdinators will monitor
dining rooms closely and make staffing
adjustmenls to ensure actlve treatment -
implementation, ¥

findings to the Agency Evaluation Committes,

R/12/13

0/9/13

8/23/13

8/30/13

9/4/13

9/3/13

8/6/13
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On 8/6/13 at approximately 11 a,m., the IPC
stated that the IPC's had not recelve the recent
facllity training in care of ¢lients with autism and
stated his knowledge stemmed from pricr
employment. The IPC stated ha was not sure
about Client 83's behavlor of reaching out, said if
staff did not know the client and did not allow him
time to repeat his ritualistic behaviors the cllent
wolld escalate,

Review on 8/6/13 of the "Online Continuing
Education” article dated 6/5¢13, training material
used by the facllity to teach the faclity
psychologists how to meet the .needs of autistic
clients, presented multiple training approaches:
"Some people with autism ...tend to be physlcally
aggressive at times, making social refationships
difficull, Some lose control, particularly when
they're In & strange or overwhelming
envirorment, or when angry and frustrated," It
went on fo describe sensory symptoms hoting
that, “Apparently, as a result of a hrain
malfunction, many .. .with autism are highly
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. R
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: ' [W193, #9 '
W 188 | Continued From page 153 W 189 a. Senior Psychologist initiated “Béhavior 913113
attuned or even painfully sensitive to certaln support Positive Practices” raining for all :
"] sounds ..." and can find noise to be "painful." The - (DCS inclnding staff or: Residence 431 *
articks showed that "Programs employing a b. Staff Df"\[,el‘?lm‘}ﬂl}t provided “Eﬁﬂpéc{fttl | 9/6/13
developmental approach provide consistency and | Interach?ns and “Dignity in Care training to
structure along with appropriate levelsof . 8l DCS including staff on Residence 431.
stimulation.” Some approaches cited focused an c."'l‘h.e Rounds Team (Govm‘}l}ng Body,
daveloplng skills and replacing dysfunctional Program Managerent, US, Shift Leads, 1PC)
behaviors with more appropriate ones. Others will .00“,‘{“"“0“'“!5 1o ensure regpectful
recommended creating a stimulating learning J(L’tmf“{“(’“s f[‘l“d client dignity is maintained,
environment tailored to the unigue heeds of the .lomhm'ghan tmentoring witl be provided
person. -The article read, “Freatment programs . ;llongl,w#f IEOEIa‘ethe';nlcgve a]s Vjﬂllﬂl““?d-
that build on the (person's) interests, offer a baﬁ' ti\% 1;1“ ‘[“gs W‘d ¢ calenlated, anatyzed
predictable schedule, teach tasks as a serles of ‘ dy ]IB 1 nalyst and coettive action plans
simple steps, actively engage the (person's) i
altention in highly structured activities and provide W193. 410 _
regular reinforcement of beﬂa‘"or' seem to a. Clent 175°s pillow was replaced and staff | 8/15/13
produce the greatest gains.” These Included P, e N o
idi . it that bullt on the monitor daily lo ensure that ii’s in good repair,
Rrov ",19 ?;'j‘”e”‘”g’.'”"t”‘f stsa Ml b. An BRR was held to discuss Client 175's
pe?rsons y p f? anth nierest; ?‘V © d + (behavior of removing stuffing from pillows, _
Beeommodaling their speciat needs, . Baseline was initiated for property 8/17/13
. Y. destruction and ving ilems v 1S
On &/7/13 at 3:45 P the Unit Superviscr (US) roame. 1 Ahd removing Jieins from posrs
stated there warellclients with the diagnosis of . d. A follow-up meeting has been sehaduled 1o | 979713
autism on Residence 44. The US stated she discuss baseline resulls and develop pl
a ovelop plans as
belleved that the IPC's had been to the recent needed. o ‘
autism fralning. ] , _ ‘e US provided Client 175 with allernate B/9/13
W 1917 483.430(6)(2) STAFF TRAINING PROGRAM W81 pillow coverings to preven shredding of
‘ o ‘ pillows, |
For amployees wbo work with chentg, training. £ IS s expioring options for different styles | 8/9/13
musl focus an skills and compstencies directed of pillows thal the clizspt wil oy
toward clienls' hehavloral needs. :
This STANDARD is not met as evidenced by; - 0/9/13
Based on observation, racord review, and staf
interview, the facillly failed to ensure that for _ i
employees who work with clients, Iraining mus! b. US/designee will monitor to ensure thal
fosus on skills and competencles directed toward tesidence s free of items that may be ingested,
clients' behavioral needs, A direct care staff ' .
(DCS} providing :1 supervision did not provide
I:BRM CMS-R56T(02-99) Pravious Vessions Dbsolelo Evenl I0:0vaN12 Fadillly ID: GA170007769 ") continuation sheel-Page 154 of 263
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| treatment plan.

| treatment goals, the DCS said, "t don't know,”

interventions as assessed, for one of wenty -
sampled cllents (Client 63) as the DCS was not
regular staff-and did not know the client's aclive

Findlng 5!

Resldence 44

On 875/13 from &:66 p.m. untit 7:40 pim.,
approximately 1 and'3/4 hours, Client 63 was
observad with a DCS who at 6:10 p.m, stated she
had floated from Residence 43 1o provide 1.1
care for Client 63. During this time Client 63 was
observed walking very quickly down the
residence hall at 5:56 p.m. The cllent entered tha
Group 2 activity rooni and eventually retumed to
the Group 1 activity room. Whenthe client aid
hot engage in the movie that was belng watched
by others in the room, no other activity was
offered. Tha DCS did not engage the ciient In
any aclivity upon returning to the Group 1 activity
room. When asked about Client 63's active

and said she was nol regular staff.

-As the avening progressed, the cllent satin |
varlous chairs and reached repaatedly towards'
ofher clients and repeatedly was verbally and

physically redirected not to do so. At 705 p.m.
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' . i, The US/designee on all residences with
W 191 | Gonlinued From pagé 154 W 191 lindividuals currently identified at risk for pica

ensure that residences are free from items that
may be ingested, '
. USs/Designees provided teaining lo all DCS. | 8/16/13
on Policy 5.1.1 "Standards of Care" with
emphasis on supervision and assisting clients
in socially acceptable behaviors leading to

' lindependance.*

k. The Shift Leads/Designees will monitor
during daily environmental rounds Lo ensure
tirat the environment is free from hazards ar -
items that may be ingesied *

L, The “Rounds Team” {Governing Body,
Program Managément, US, Shifi Leads, IPC)
will conduet rounds o ensure a safe
envirohment is maintained, Results of findings
will be calculated, analyzed by the AE Analyst
) and comeclive action plans developed.*

W194 i1
8. USs/designees provided trammg o Shift 9/9/13
Leads/Relief Shift Leads including Residence
431 on expectations for orfenting float/new
staff members with emphasis on providing
client specific information, *

b. PAs will insert client phoios in all : 95413
orientation books. *
6, USs/designees will mentor and monitor | ' 9/9/13

float/new staff to ensure that they have all of
the information and materials needed to
provide services (o the clients in their care and
document on otlentation form atmched to 24
hour report, * -
d. PDs/designess reviews 24 hou]
roportforientation form for completion and
provides follow up as needed,
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W 181 | Conlinued From page 155

DCS sald, "No touching." The DCS repeated a
few minutes later, "No, no touching." when the
behavior continued, The client was engaged In
no aclivity as he pald no attention to the movie
running and continued the hehavior ¢f reaching
out towards others intermittently and looking at
the staff for a response. At approximately 7:25
p-m., the same DCS said, "No" to Client 63 again.
Client @3 hecame restless, rocking In the chalr.
When the medication pass nurse came to get the
client for<his-evening madications the assignad
DCS said, "Maybe that calm him down.”

W14, #2 :

W 19114, US initiated tratning for Residonce 431 9/9/13
DCS on Client 179's training plan fior .
meuthingdnsdible-abjects, )
b. US initiated training with DCS on Client  {9/9/13
1'79's Approaches and Strategits and Risk
Assessment Summary with emphasis on
mouthing-inedible objects,

¢. USs/designees will monitor during rounds
to engure cleats are safe and trealment plans
are followed,

d. USs/Designees provided training 1o al) 9/09/13
DCS on Policy 5.1,1 “Standards of Care” with
emphasis on supervision and assisting clients
in socially dcceptable behaviors leading to
independence. * '

| & The *Rounds Team” (Governing Body,
Program Management, US, Shift Leads, IPC)
will condual reunds 1o ensure a safe
.environment is maintained. Rosnlts of findin a8
will be caleulated, analyzed Ly the AY Analyst
and corrective action plans developsd.®

W194, #3
a, VS trained DCS on Client 184°s tralning 8/16/13
plan to participate in meaningful active '
lreatmont activities, '

b. Active Treatment Coordinators have been | 9/9/13
designated on each Program and are '
responsible for the development and
tmplementation of Active Treatment projects
lo be integrated facility-wide, with emphasis
on promoting cholces and independence in all
environments,

¢, The “Rounds Team” (Governing Body,
Program Management, US, Shift Leads, IPC}
will conduct rounds o ensure a safe
environment is maintained, Results of findings
will be calenlntec, analyzed by the AR Analyst
and corrective action plars developed.®
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W 191 Continued From page 156

would continue to benefit from invdivement in
preferred recreational activities that involve
Pphysical acfivity, such as basketball. Such
activities provide alternative outlets for
aggression and frustratlon.”

W 193 | 463,430(e)(3) STAFF TRAINING PROGRAM

Staff must be able to demonstrate tha skills and
lechniques necessary to administer Interventions
to manage the Inapproprlate behavior of clients.

This STANDARD Is not met as evidenced by;
Based on observatian, interviews and record
review, the facllity falled to ensure that staff
demensirated the skills and technlques
necessary to adminisler interventions to manage
thes happropriate behavior of cilents when: staff
falled Yo prompily intervene when a client
xhibilad aggressive behavior (Client 180), failed
to intervenes with clients ‘ehgaged in self injurlous
behavior (Cllents 196 & 176), failed to provide
activiles and engagement {o radirect-from self
injurious behavior, protect a-client at the same
table from an agitated peer {Cllent 189) and when
staff frequently pulled on clignts' hands, arms and
bodies without sequential less intrusive verbal
prompts and engagement, and when staff failed

- | o ramove a tom plllow after observing a ¢lient
(Cllent 175} with the contents.

Findings:

4. The PA provided training to DCS on Poiicy

W 19115.1:2 *Continnous Active Treatment” with ;

See insert for W193, #1

130, 180, 193, 151.

W 183

emphasis on promoting independence and the
cxpectatlons regarding staff knowledge of
client training objectives and undcrstandmg of |
dala collection compom*ms *

This POC.inclydes Cliénls: 58 63, 74, 105,
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g. The facility is also working closely with
two consulting groups (H&W Independent
Salutions and the Consortium for
Tanovative Practices) fo identify
S);stem-wide issues at the root cause leve]
and to partership In the development of
sustainable Active Treatment improvemenit
plans, \

b, The IPC will monitor for progress with.

' : the current program plan and will document
' their findings in the menthly note, along
with follow-up corréct_ive actions taken,

i. Follow-up/review for staff knowledge and
awareness of active treatrnetit standards will
be incorporated into facility focus calendars
for review at huddle/shift changs mestings.
J. A Quality Assurance Improvement Plan
{QARI) is in place related to Environmental
Health and the resulis of this report, along
with improvement plans, are presented at
regular intervals to the Governing Body for
foliow-up action as indicated, .

k. The “Rounds Team” {Governing Body,
Program Management, US, Shift Leads,
IPC) will condugt rounds to gnsure
implementation of program plan as written,
safe.environment and environmentsl
sanitation. Results of findings will be
celenlated, analyzed by the AE Analyst and
cortective action plans developed '

1, The PD provided training te Shift Leads
ori Environmental Guidelines initiated. *

L —
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‘| seaning o h‘c?r‘mm

surveyor, A concurrent focus review of the record
revaaled that'the client had a frequent behavior of
grabbing.

2, On 7/26M3 &t 7215 p.m., hon-sampled Glient
193 appeared agitated and was ohserved biting
her lefl wrist below the thumb. Staff was not
observed to Intervene, The clisnt was not
engaged with staif or in any actlvity. The skin of

the wr i' aiii iii iiii i li Eiiii i iiil -
a rollowing moming, at /.25 a.m., the clienl's

left wiist had an open area with some scab
formlng The ¢llent had numerous areas of

On 8/7/113 focus review of the client's record

revealed & behavior plan for biting her hands and |

arms. An Interdisciplinary Note (IDN) dated.
7124113 first documeanted the left wrist redness,
On 7425013 the physiclan ordered antibiotics for
"follleulitis” {Inflarmation of a halr follicle),

3. During abservations on Resldence 31 gl 7:30
a.m., Licensed Staff was combing a femnale
residenl's halr {non-sampled Gllent 198). Client
196 was joudly vocalizing and biting her wrist,
Staff did not inlervens, and continued to fix the
client's hair,

on Policy 5.1.1 "Standards of Care” with
emphasis on supervision and assisting clients
in socially acceptable behaviors leading to
independence.*

.| STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (%2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER: A, BUILDING COMPLETED
. : R
0EGQ022 -B-WING —_08/09/2013
NAME OF PROVIDER OR SUPPLIER . STREET ADDRESS, CITY, STATE, ZIP CODE ' '
. '2601 HARBOR BOULEVARD '
FAIRVIEW DElVELDP.MEN TAL CENTER DIP ICFND COSTA MESA, CA 92626
X4y BUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION {XE)
PREFIX | 1 (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) " TAG CRGES-REFERENGED TC THE APPRORRIATE DATE
DEFIGIENCY)
: Client 58 ‘
W 183 | Continued From page 167 W 183{n. A Special conference was held for Clia nt 38 | 8/26/13
_ . |and a training plan was developed to address
Resldence 31 licking non-nutritional substances.
o b. DCS teceived training on the training plan | §/27/13
1. On 7/29/13 &t 6 p.m. in the day room, for decreasing licking non-nutritional
non-gampled Client 160 walked quickly toward substances. - _
and then grabbed and pullad on the blotise of the ¢. US trained DCS on Clieni 58’5 residence on | 8/21/13
sirveyor, Direct Care Staff present in the room at ] eivironmental sanitation, with emphasis in
the time with three other clients, failed to observe cleaning active treatment items and preventing
and intervene until requested to do so by the oross coniamination.
4 y d. USs/Designees provided ummng to all DCS| 8116713
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. . Client 63
W 193 | Continued From page 168 W 193 | 2. YT met Lo review Client 63's Inclmdual 9/09/13
(hsarvations at'9 a.m., revealed that the client Program Flan for approprinteness of krajning
had an open calloused area at tha base of the left and behavioral supperts,
thumb, b. US/designes initialed training to DCS on 2/09/13
changes/modifications made o Client 63's
Licensed Stalf interviewed on 8/6/13 at § anm., plans, . :
stated that Client 186 "always vocallzes and gets ¢. Program Management will test competency | 9/09/13
. agitated with any staff intervention," Staff stated. of D%S on Clllpm 63's EJ‘;'ogLr?Jm plan and will
about her hand, that "she doesn't really bite her provice coacting a8 Indicated, ,
skin because she doesn't have testh.” : 4 .US provided braining to CS on Client 63's | 9/09/13
b f . residence on FDC 1.3,1 “Mission and Values,”
4. Observations on 8/6/13 at 4:50 p.m, included - wih emphasis on staff responsibility to
non-sampled Client 178 frequently striking the P‘S," ‘%" °:",g°”?g ﬂc”"‘“?{;@ mest ull ,
right ‘side of her head and ear area with her hand. :lrllmt\g nals .pell:mnt:lea’nmc b t}lltmg:j.tpfn&
The client was seated outside In the residence - exemiSZ“;:;:tzr’gfdﬂp‘;;’géi?;o”””1 8 (0
backyard near other clients and staff. The cliont e. US provided training to DCS on Client 63°s | 9/09/13
was hot engaged in any aclivity, The client's outer "y el
. IR residence on FDC 1.3,2 “Principles and
ear was red. Staff was ot observed to ntervene Practices,” with emphasis on the staff’s
untll the surveyor asked staff about It and polnted | resmonsthifity © ‘it e tiohs of U
t that the client's ear was bacoming reddened. responsibility to protect e righis of the
o individyals whe live at FDC by providing
5. Durlng dinner observations on 7/28/13 at 6:15 e I\izﬁ_g:];nsc?ggl{;fﬁseEgi;?:;lt?o?"memc’
p.m., hon-sampled Client ]'189l Wlh”e “'&’ati)“ng te 1. Shift Lead/designee will provide float/new
recafve his dinner, sal al the ‘-at;]e antt hﬂ?gan staff with orientation of clients assigned to
- - [ Yelling Joudly, banged.on the table with.his i their-care-to-ensure-continyily of care; client
|- elbows, stood Up abruptly and sat down leudly, safely, and implementation of continuons
picked up his chalr banged it down very hard on aclive treatment services,
thc floor and slapped the Licensed Staff two to " Client 74
three timas, who stood nearby. \lcensed ¢ slaff a; The US/designee for Client 74 scheduled a
| stated to the C"ffT‘ITi \:IOU Cﬁjnn?l‘ be IIkaltha! Special IDT Conference Lo disouss conditions | 9/09/13
"That's not nice” and "be nice.” The client’s at the time of the incident for contributing
beil‘la\léolxﬂntiﬂua? inzetrlmi“efltLY. gllcitefttq%éﬂw' factors to the behavior exhibited and determine
arnved. A peer sal quielly next o Gien whether a formal program for Ronuin
throughout the cliént's aggressive aghation and Into/Throwing Self Agamst Obje(‘ts 1:;
then Client 189 took this peer's milk without staff appropriate :
observation, Cllent 189 then ran ?U}r?f the ?m;ng b, Nursing Coordinator monilors to ehsure all
room. There was no attempt by staff lo protec staff have cotrent traiming in Positive
the peer during the agltation of Client 189 nor Behavioral Supporisfemergency behayioral
L wera any slaff seated at the lable to |ntorvane response,™
approprialely.
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| . 6 196.Flient 193
‘ - o a. The Unit Supervisor trained Residence {96013
| © 1431 DCS on Client 193's behavior plan

Glient 151
8. A Special Conference was held for . 8/6/13
Client 151 and training plans were updated
to reflect her current abilitiss, interests and
needs,

b, Psychologlst provided training to DCg 8/30/13
on Client 151°s behavior support pian

c. Senior Psychologist provided “Behavior | 9/4/13
Support Pasitive Practices™ training for
DCS on Client 15473 residernce. '

d. The instructor updated the vocational 9/6/13
assessment for Client §51,
Client 76 :
a. Anad hoo eommitise, which includes 9/01/13

clinical an adminisirative siaff, as well as
clients, has been formed to address clothing
izsues, Additional washer/dryers have been
made available to clients to tacilitate
independence and improve the

sustainability of clothing, Increased
monitoring steps have been added by the
Governing Body to ensure that clients are
dressed properly for weather and occasion, |
and that clothing fits properly*,
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b. US developed a Daily Clothing Inventory
List for Client 76 to ensure that he has
sufficient clothing in his wardrabe cabinet
at all thnes,*

e US/Designee provided training to DCS
on the Daily Clothing Inventory List for
Client 76,*

d. US assigned each DCS a caseload that
includes ordering clothing, maintaining a.
sutficient amount of clothing, and proper
fitting clothing, *

8. US/Designee trainfagi PCS on the
expectations of their clieat caseloads. *

f. US/Shift Lead/Designee will snsure
client clothing is well fitted and clean
during daily rounds and will set
expoctations and coach staff when they see
ill-fitting or unclean clothing on clients,*

90913

1 onmon3

9/09/13

9/09/13
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BUMMARY STATEMENT OF DEFICIENGIES

o) Ip D PROVIDER'S PLAN OF CORRECTION 1%5)
PREFIX | (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {FACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS.REFER Egl é: lglg lgﬁ G‘I“tl)E:APPRIOPRIATE PATE
: . : ¢. The Psychologist/designee for Client 74 | 909713
‘W 1831 Conlinued From page 159 W 193{ will schedule in-service training to level of
; . care stalf on Client 74's behavior plan with
8. On 7/29/13 at 6 p.m., during dinner Client 184 emphasis on identifying behavioral and
ale with hfs hands and with mych spillage on the envitonmental precursors including
table and floor. No staff sat gt the table with him. appropriate action steps. *
There was no Janltorial staff available to clesn up d. A template for Facility Policy 5-05-5 9709113
the spillage on the floor that created a safely Altach [ - Guidelines For Compleling Level |
‘hazard. During breakfast observations on 7/30/43 and 2 Review was developed and initiated to
at 8a.m., Cllent 184 sat alone at a table. The assist staff in identifying appropiiate
client fraquently ate with his hands and had a lot componenls of the General Bvent Report
of spilfage on the table and his clothing, No staff investigation, including identification of
sal with the client, Licensad Staff-patiodically l.)eha\r]oral plan steps implemented during the
walkad by-and stated: "why are you doing thal?" cvent, )
"Usg your spoon.” The client again put hands in e _Program M.anagemcnt for Cllle_nt 4 will
the food and polired liquid In the dish. Staff schedule a teview of the behaviorsl 906113
retumed took the plate away and stated "you're 111tervent10nl at the'PRMII{ for appropriateness ‘
done," as the client grabbed onto the dish. Client fmcl correct implementation of the behavioral
184 retumed to the dining room at 8:15 a.m., sat g]ti‘z:'tei‘{‘;;“'
at his place and began pounding on the lable until’ W " . PPU
the ac}t::ng Unit Supervisor suggested offering him 2, US/designee wained DCS on Client 105s | 9/09/13
something to drink. | | nd modes af sormmanento, 5 < e
7. At9:06 a.m., another Licensed Staff blocked b U\?fdt;sxggnee ?'wil m_f(‘)mltc;nr (lllul:rilgll'[)l:mds io
Client 184 from re-entering the dining room by :::;;;fes o bl o Ol ;0?3:;?1@
placing her hands on hls ohest.' i st.r.uctm'.cd.anci-uns-tmGmrecl—aet-i-v-i‘t-y—t-in-lﬂs.
) c. Shift Lead/designee will monitor durin
Eicgzsggcg:aaﬁiﬁgﬁg\ﬁ d?r?gaerr?hla ?1';23 0:15am., rounds to ensure tlﬁn DCS have'ample an;lg a
sqpewisjon to Client 184. The staff redirected the Eiﬁfgﬁﬂﬁﬂ:}esﬁ:ﬂﬁ E]lfall?t;h;c?isjégmj
client using her hands on his arms and upper treatment activities sre implemented,
body to turn or 1o slop him. Staff pulled on the d. Shift Lead/designee will provide foat/new
cllents upper arms and W"E'st lo redirect, placed staff with orientation of cliants sssigned to
-her arms around the client § upper body to their care to ensure continuity of care, client
pravent his attempt to go oift of a door, Staff safety, and implementation of continuous
continued lo block the client from touching items active treatment services.
in the room by grabbing him and pulling him by 6. The PA provided treining to DCS on 10/10/13
the arm, Palicy 5.1.2 "Continuoos Active Treatment”
) L - on providing quality interaction and
é\l 111 Dt.a.rr}., (é[lentd‘lﬁi went &ut-of the li'_;ack intervention.* g ‘
doot onto & loading dock area then ran with a .
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, DEFICIENGY)
: Client 130 '
W 1831 Continued From page 180 W 1932 A Special conference was beld for Client  |8/20/13
Licensed Staff in pursuit. Once near him the staff 1130 and the IDT" developed training to
grabbed him by the arm as he triei to gt away, encourage 111deparn§cnce ir the dining room by
} until the client sat down on the ground. A few serving himself during meals. _ _
minutes later other staff happened to Walk by and b. DCS on Client _12?0 s residence received B8/21/13
asslsted staff lraining on new dining plan,
©. Training was initiated for DCS on 429 on BI28/13
9. On 7/30/13 at 8:00 a.m., a Lidensed Staff Dignity I Care”,
piaced her hands on the upper and lower arms of d. Usﬁwﬁgnm3?ﬂ'”m"“m‘°mwu@,
a client and thén grabbed the client about the oppot tt‘;;té@s for “‘daf’.e“de"ce are being
walst from behind, and placed her hands on the Lljf;gpsotrainiz'rgn;%a??g f;?p”;;;‘r‘felr:{’;g Client
cllent’s chest as he tried {oleave the day room :

f“ ch? La ° ‘t 3 a8y & DCS for Client 130 tecejved training related {9/09/13
area. At 910 am., the stafll was pulling o toiloti ivacy includine prompis fo clos
non-samnled Client 183 by the arms ane-N 1Eezt;1]3§§lvacy including prompts to close »

. f. USs/Designees provided uammg to all DCS |8/16/13
. ‘ : ‘ oi Policy 5.1,1 "Standards of Care™ with’
]?5?\%;{]532&3& ?Hdésr,g's?;g Q&nﬁ?gnam;{éc%hgpt emphzsis on supervision and assisting clienis
materlsl (simliar to a cotton ball) behind har loft o wooeptabic bohwyiors loading to
aar, During a cancurrent interview Licensed Saff
was unaware of what It was or where it came- Client 180 .
g’?{&-}:ﬁr‘lﬁh‘oﬂaig“ﬁg ;Ve%ntéﬁg?jcg?;gdthse{:ﬁwas : a. A Special Conference was scheduled for . | 9/9/13
ed plliow on the DE. . Client 180 to review the behavior of

;Srt;::?ff . Tsh% t?;:;fst:rf?derg ?gf};g‘;g ﬁﬁattg}ﬁot\zls touching/grabbil;g other people’s clothing and

' ! o d new training plan was initiated for
howey ﬁf—l-hﬂl-cllﬁn t-gra bbedf-i-t-la n{li_df.te r—a:T hod— appropristegreeting/ummmriatiomn,
tussle the staf lef go. The following morning on b. US/designee provided training to DCS on | 9/9/13
713013 at 8:30 am.,, H:.G same ripped pillow was Client 180's naw (raining plan,
observed on Client 175's bed, ¢, US/designee will monitor during rounds to
o e 81113 and 8!8/1'3 : 3 enswre that training is being implemented as

uring m erviews, on an albs pm., written,
e L I
0 on Policy 3.1.1 "Standards of Care” with
PsmeMthwhohadnoﬂweﬂouﬂyheanioﬂhw emphasis on supervision and assisting clients
| particular hehavior by Glient 175, in socially acceptable behaviors ]fmdmg lo
independence,*
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DEFICIENCY)

Client 193
W 1834, US trained Residence 431 DCS on Client  {9/06/13
193's behavior plan related to biting her hands
and arms, with emphasis on intervention,
documentaiion, and nursing care as indicated
when the behavior oceurs .

b. DCS training has been developed and
completed on the following opics:*

W 193

Conlinued From iaia 161 - '

W 194 | 483.430(e)(4) STAFF TRAINING PROGRAM W g4 | @ FDC Policy 5.1 Clinical Standards OfCam
’ ) . .| (Skin Integrity)
Staff must be able to demonstrate the skills and 0 FDC 3.4.2 Chenge of Condition
technigues necessary to Implament the individual 0 FDC 5.5.5 Genetal Bvent Reporling
program:plars for each cllent for whom theyare | %1‘?1"_’,‘ ting/documenting Minor Unknown
responsible. hjuries)

o NP 11.01 Temporary Conditions
o NP 11.02 Client Injury Assessment. and

. , . : Intervention
his STANDARD is not met as evidenced by, - -
1éiasad onh observations, interviews and reco)rld o Problem/Temporary Condition/Temporary

Suppuort Plan Log
review the faclllty failed to ensure that staff ] o Physical Obsarvation and Documentation
damonstraled skills and technigues necessary to Phecklisi

Implement individual's program plans when new
stafT were nol provided adequate origntation to
client's needs and risks (Client 184), when staff
fallzd 1o infervene In clients with known mouthing
behavicr of inedibles {Client 179), and when staff
failed to provite engagement and opporlunilles

o Behavior Support Positive Ptacttm

o FDC 5.3.1, 5.3.2, 5.3.3 Behavior Principles
and Techniques and Inlerventions

¢, US will monitor 10 ensure DCS received the
above training,

d. PD/RAMUSARCAISS wx]l review-and

for teisure activities when a cllent demonstrated

discuss changes in clients’ conditions at
inappropriate behavlor (Client 184},

Management Debrief Meetings. ¥

e. PD/PA wili review 24 hour report and NOD
Report daily for changes in clienl condition to
ensure that physical and behavioral concerns
are adequately addressed and documented,*

I, US{designes will menitor during daily
rounds to ensure DCS are assessing clients in

Findihgs:
Residence 31

1, During an Interview on 7/30/13 at 7:50 a.m. a

Licansed Staff stated tiat it was the flrst time she their care Tor injury during natwrally oceurring
had worked on this residence. The staff stated - limes thronghout the day.* ‘
‘| she had recelved orfentalion regarding the olient 1. A QAP [og was established to monilor 8101713
group o which she was asslgnod The staff was : adherence to assessment and decumentation .
unable Lo recall the names of the clients, The " | protocols. CNS presents findings lo AR
slaff stated; “They told me just to watch and help Corhiitlee for follaw up action plans,*
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.|'was seated In his whee! chair onthe lawn in the
| baek yard. The cllant had a leaf In his mouth, This

observation was immediately reporled to staff,
The staff removed the item and walked away.
The client then leaned over and picked up some
grass.

W 198

J continually told hirn no in regponse without

| Support Programs, and 5.3.3 Behavior

STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONBTRUCTION {%3) DATE SURVEY
ARD PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
R
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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X4y D " SUMMARY STAFEMENT OF DEFICIENCIES ) PROVIDER'8 PLAN OF CORREGTION (35)
PREFIX {EACH DEFICIENGY MUST BE PRECEDRED,BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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. ~ DEFICIENDY)
) Client 151
W 1941 Contlnued From page 162 W 194 |a, A Special Conference was held for Client | 8/6/13
with what they {the clients) needed.” Client 184 151 and trajning plans were updated to reflect
was in the group and the staff was not aware of her current abilities, interests and needs.
the need.to watch’ him .closaly.dt: . |b. Psychologist provided trajning to DCS on | -8/30/13
P . 9:05 a.m., Client 184 was alone in the Client 151’s behaviot support plan, with
day room lying on a sofa. There was blue plastic emphasis on identifying antecedent Gehavior,
material (disposable undergarment) on the floor intervention strategies when she hits herself,
next to him. Aregular Licensed Staff then and preventative techniques.
gntered, picked up the blue plastic from the floor . & Senior Psychologist pravided “Behavior D14{13
and stated: "[Client name] what are you doing? - Support Positive Practicss” training for DCS
That's nol nice [ellent name).” on Client 151°s residence,
d. The instructor updated thie vocational 9/6/13
assessment for Clienl 151, -
_ e. Yocalional Supervisor will provide training
to DCS on any changes made to Client151°s
2.On 7/29/13 al 7 p.m., non-sampled Client 179 vocational plans and location change,

f. A follow-up Special Conference was held
and & pew dining roem objective was
developed for Client 151, :
g Tralning was initiasted for Residence 430
DCS on Client 151*s current program plan,

h. New facility policies 5.3.1 Behavier Support
Principles (and Glossary), 5.3.2 Behavior

Techiniques and Interventions were daveloped

9/01113

3. On 8/6713 at 4:30 p.m. Client 184 wiile In the
backyard, threw a cup, paunded on the aitiminum
table, dropped lo the ground, then pulled down
one of the metal poles of a canopy, while stalf

providing any activities or angagement,
483.440 ACTIVE TREATMENT SERVIGES

The-faclity must ensure that specific active
treatment services reguirements are mat,

W 185

and distributed, Policy 5.3:3 specifically
addresses the expectation for applying
restraints in o manner that protects clients’
privacy and dignity,

i. A summary of new and key items from the
new Tacility behavior policies were distributed
to DCS, emphasizing positive behavioral
approaches.
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: ‘ . DEFICIENCY)
. o ] Ji Yocational Supervisor/desi gnee will
W 195 | Continued From page 163 W 195 conduct rounds to ensure Clent 151'¢
. . ' . program plan i3 being implemented as written
.This CONDITION s not met as ‘evidericad by: And staff ate providing quality acitye
Based on observatlons, interview, record and seafiment services at the work site,
| document reviews, the facllity faited fo ensure the k, Ub/designee wil monitor during rounds to
Condltion of Participation, Active Treatment was ensute that Clieat (517 program plan'js
met when Individuals were not nvolved in implemented, including positive behaviora!
activities which addressed thelr individuaiized ;e"]““q”"s, , .
priority needs, individuals did not have %WD eagnecy med_ed t"*}”““%m alDES | 8/1613
apportunities to practice skills &nd to make o iy S.l.L "Standards of Care" With
choices.ln their environment, Individuai functional mp _h.?sﬁ. On super vision ﬂm.I a.ssmtm'g clients
ablities heve not Improved-and the faclity did not oo epiable behaviors leading to
| dentlfy barriers and implement a plan fo minimizo {;}]"9%‘3‘;;““' a
or overcome barriers, ' C e ‘ :
ereome barri 4 A Spesinl Conference was held for Client | 8/14/13
Findinas: 94 to discuss his independent lanndry skilis
gs; S8 TS
| and atraining plan wag developed to complele
1. The facillty fafled 16 ensure nine clients ]l]}:: gf}gf;i‘zifbﬂ‘?{i“'“‘"‘h‘“g his eloths to reflect 8/15;
recelved a continuous implemented active b. The Actin 1{}5&8'0 ided training o DCS 13
treatment program consisting of supports and Client 9475 o g ateﬁr] n‘;lefton??;'r”gaol it
seivicas which met their needs, ({Clients 58, 83, - clotiles peate TR IR Washing his
[ J g
74,76, 105, 130, 180, 183, and 151) {See W1 96) ¢ US/designes on 428 wif] moniter during
. ' rounds to ensure traj ;
2. The faclily falled to ensure Client 94 had an ;:;]P'}e;];1téﬁlscwlr?;;t]iféﬂnfoiﬁa follow u
Indapendent Living Skills Assessment (ILSA) that as-indieatect P By
meognized-his-full-o bllifiss-at-his pressnt-svel o “dh PA provided reimieo | .
. a3l . provided training to DCS on Policy 10710713
include washing his own laundry. (See W2z24) 3.1.2 “Continvous Active Treatment” with
. ‘ ‘ emphasis on promoting i d
3. The facility falled fo ensure staff were axplfactations Fegm'din];gsltg?; Eﬁg(\ﬁgg; r:)f e
knowledgeable of the steps necessary for Client - client training objectives, andetstanding of
82 o complete an objective, (See Wwaz27) data collection components, *
. US/designee will monitor during rounds (o
4. The facllity failed to ensure the Individugl ensuiw Active Treatment program:? are
Program Plan included opportunities for choice initialed correetly and congistently,*
and self management for one of 20 sampled f. The “Rounds Team” (Governing Body,
clients (Client 184), ohe tnsampled Client 42 ang Program Management, US, Shif Leads, IPC)
clients restding on Residences 29 and 31, the will conduet rounds to ensure active treatment,
majority of the client's bedrooms falled 1o contain Results of findings will be eaiculatad, '
any personal decorative possessions, nor | analyzed by the AR Analyst and correctjve '
. displayed anything of their individuality, astion plans developed ) . |
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_ : g. The IPC will monitor for progress with the
W 195 | Gonlinued From page 164 W 195 | eurrent program plan.and will dooument their
' preferences, or exparlences. (See W247) findings in the monthly note, alovg with
Tollow-up corrective aclions taken,
5. The facillty failed to ensure conslstent h, Fo]low-up/revjew for stafl knowledge and
Implementation of Individual program plans for awarenass of active treatment standards will be
four of 20 sampled clisnts and one additional 111ct_>1poiatecl into fa_clhty foens calqnclars for
oliert, Clients 1, 83, 130, 184 and 189. {See :';\;13;» ;% huddle/shift ch.anga meetings,
W49 ' o
) 8. A Special Conference was held for Client | 8/09/13
6. The facility falled to ensure that data collsction %:‘;‘1 “’l address h't};t‘ "’["C“tlo‘ml t}"m’““g needs.
was accurately documented. Data records ware o l‘)?‘]‘fz?"g mé‘:’f one i 'a”%e, t]" refloct
missing and / orincomplete, data collection _ GES:T;(L;“ and appropriateness for the
records were nol curtent, data was collected for i - - e
| objectives which had been discontinued, and data Eaﬂf Yg%‘g@n{i‘]}] Sé}f;lrgszc’,rﬁ:gv'dff ' B23/13
for current milestone objectivas did not reflect the | £ 10 X SIenl o478 new plan,
data that was belng collacted for four of 20 ¢, The Program Assistant provided training to { 9/09/13
samplod olionts 9 : . , DCS on-Policy 5.1.2 “Continuous Active
' e A npeye Treatment” with emphasis on promoting
r
(Clients 48, 46, 63, and 130). (See W252) independence and the expectations regarding
. . taff i ini jecti
7. The facillty falled fo ensure one of.20 samplad o ““"".‘Mg‘? of cpent trainlng objeotives
Ml L ! and understanding of data collection
-| elient's {Client 83) individual programy plan was " | components '
rﬁwetw%jran?g ?}“Se‘j to meet the naa(is gf th? d. The Vocational Supervisor/designes will
cllent, t 'e’” hs ”;F’mi}‘i managerger'}_mol Jeciive conduct rounds to ensure Client 32's plans are
was S\?V velow the client's assessed skil lovel { belng implemented as written and staff are
{Bee W255) providing contirmTs TeHve reatment at (e
. ) _ o - 't work site, | '
The cumulative effect of these systemic problems e. A protocol was initiated for the Vocational | 9/01713
resulted in the facility failure to ensure that Supetvisor to revisw and approve all
specific aclive treatment services requirements vocaticnal assessménts prior 1o submission,
were met ) N ' 1. Supsrvisor of Yocational Services will
W 196 | 483.440(a)(1) ACTIVE TREATMENT W 196 monitor Vocational Assessments to ensure that
- ' " | they meet the documentation standards.
Each client must receive a conlinuous active B. The *Rounds Tearn” (Governing RBody,
treatment program, which Includes aggressive, Program Manageinent, US, Shift Leads, TIPC)
consistent implementiation of a program of will conduct rounds to ensure active treatment,
specialized and generic training, reatment, haallh Results of findings wilt be calculated, analyzed
seivices and related. servides described in this by the AE Analyst and cotrective action plans
subpart, that is directed foward; . developed
(I) The acquisition of the behaviors necessary for
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SUMMARY STATEMENT OF DEFICIENCIES

-as an njury of unknown source, and allegalions

of mistreatment, neglect and abuse. -

The GER indicated Client 74 was participating in
group activities when "suddenly” becama
agitated, yell and swear al staff. Client 74 was
deseribed as fantically tunning around the room.
and running Info lables, chairs and attempiéd 1o -
aggross staff. The GER indicaled staff allemplog
to "de-escalate” and "hehavior plans were
implemented,” but Cllent:74 was placed In
emergency manual sitting sitting containment
restraint and held thera by four staff, Client 74
was |ater discoverad 1o have suffered a fracfured

* [schedule a review of the bshavioral

- |[intervention at the PRMR for appropriateness
and cotrect impleméntation of the behavioral
interveniion.

XD . - m o * PROVIDER'S PLAN OF CORRECTION {X6)
PREFIX {EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LS(: IDENTIFYING INFORMATION) TAG CROS8-REFERENCER TO T\I’-IE APPROPRIATE DATE
. -DEFICIENGY)
_ . W193, #4
W 186 | Continued From page 165 W 198 (Client 74 . .
the client 1o fupction with as much self 8. The US/designes for Client 74 schedu}r?cl a {9/00/13
determination and independence as possible; and Special IDT Confererice to discuss conditions
(Ii) The preventlon or-deceletation of regression al the time of the incident for contributing
of loss of current optimal functional status. factors Lo the behavior exhibited and determine |
| whelher a formal program for Running
. . [Inte/Throwing Self Against Objects Js
This STANDARD Is not met as evidenced by: - [Appropriate ,
Basad on observation, Interview and record +|b. Nursifig Coorclmatorl monjtors 1o snsure all
reviéw the facility falled to-ensure nine ciients staff bave guivent training in Positive
recelved a continuous implemented active Behaworil Supportsfemergency behavioral
treatment program consisting of supports and response, _ '
c ervlces.w?li Cﬁ mat thelr ne e%ls. (Clliialnts 58, 63, ¢ The Psychtl)lpgjst/{lemgnee for Client 74 9/09/13
05 - will schedule in-service training to level of
74,76, 106,130, 180, 193, and 151) care staff.on Clisnt 74's behaviot plan with
Flindins: erixphasis on identifying behavioral and
gs: . . . environmental precursots including
v . rontiak X # :
1, Beginning on 8/6/13 review of General Event ZP p‘:\(’p”‘“? ?‘:t}mfgfa‘l?fi Policy 5.05.5 0
Report (GER) 13-06-50, dated 7/23/13 at 5:30 o A lemprate for Fuellity Polioy S:05-5 -~ 1 9/09/13
m. revealed Glienl 74 : Was Attach 1 Guidelines For Completing Level 1
5isciovere dwilh & fractL;re TG 7 O distal ris and 2 Ravicw_was developed and initinted to
followlr; a restrictive intervention nusist staf” in Idenfifying appropriate
1owing ¥ ) ' components of the General Bvent Report
: L N . investigation, including identification of
I(?I?&?tiﬁff gi{ég:\ige i;a\?;]ggg:y;gzwdtg'Tihate a behavioral plan steps implemented during the
LA ‘.- - :'.-,.—-..- 1 - —l\-lll‘ BanL . ]
corrective actions for an unusual occurrence such e. Program Management for Clisnt 74 will 9/09/13

N
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rih,

On 8/8/13 review of the individual Program Pian
\PP) dated 9/6/12 indicated TGN

T /7 Glicnt 74 appeared agitated, staff
should distract or prompt in a calm and playful
manner to use relaxatlon technigues such as
deep breathing. Staff should encourage Client 74.
to express his needs. |f Client 74 was at risk for
harming himself or others, direct other clients
away, fequest assistance from other staff and ask
him to go to hls room o calm down.

The GER failed to document any of the appreved
behavior interventions above that were tried and
Client 74's response to the Interventions. There
was no indication Client 74's wiliten IPF active
treatment program was Implemented hefora he
was placed in_emergency manual sitting restraint

) 1D BUMMARY STATEMENT OF DEFICIENCIES iR - PROVINER'S PLAN OF CORRECTION [%5)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREF{X (EACH GORREGTIVE AGTION SHOULD BE GOMPLETION.
TAG REGULATORY QR LSC IDENTIFYING INFORMATION)- TAG CROSS-REFERENCED TG TRE APPROPRIATE DATE
o . DEFICIENGY)
. W19s, #5
W 196 | Continued From page 166 W 1968 Client 1

g, US trained DCS on Client s handwashing | 8/09/13
objective, with emphasis on the trajning:
method that includes vtilizing soap, having
her rub her hands together, rinsing and drying.
b. US met with the staff who failad to . 8709713
complele the tlalmng orengage in the activity
and p:ovtded corrective acticn, ‘
¢.. USidesignee will monitor dmmg rounds to | 9/09/13
ensure Client 1's training plan is implemented
as written,

Client 63
a. TS provided training to DCS on Client 63's | 9/09/13
resicdence on FDC 1.3,1 “Mission and Values”
witl emphasis on staff responsibitity to
provide ou-gojng activities that meet all
individuals’ person centered treatmant plans to
ensute they have opportunities to exercise
greater independence. .

b. US provided training to DCS on Client 63’z | 9/01/13
residence on FC 1.3.2 *Principles and
Praclices™ with emphasis on the staff's
responsibility to protect the rights of the

and held there by four staff, Client 74 was
discovered after the restrictive interventions were

| eoncluded to be In paln and discovered to have a

fracture of tr.}e 7 th distal rib.

2. Beginning on 8/6/13 review of the GER's
revealed Clisnt 83 bit two clients, Client 72 and
76 when stalf failed to conslstently implement his
active treatment program to shsure assighed staff
malntained visual observation wilhin 3 fset,

AGER daled 7/8/13 at 8:20 p.m. revealed Clienl
63 left his group area unsupervised and went into
Client 76's room and bit him twice of the left arm.

.| Program Plan for approprinteness of raining

individuals who live &t FDC by providing 9/09/13
1serviecs-and-supporis-thatbutld-confidence;

self-worth and self-determination,

¢, Shift Lead/designee will provide all 009713

new/float staff with orientation of residence
clisnts to ensure client safety, continuity of ,
care, and continuous active treatment, 9/09/13
4. IDT met & review Client 63°s Indlvidual

and behavioral supports,

e. US/designee initiated training to DCS on
changes/modifications made 0 Chent 63'%
plans,

f. Program Management will test competency-
[of DCS on Client 63's prageam plan and will
provide coaching as indicated. .
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W 196 | Continued From page 167 W 196

A GER dated 6/25/13 al 6:66 a.m., revealed

| during morning rounds staff heard wrestling
naises camlng from the music room, When stafi
-erterad the room, staff observed Cllent 83 biting
Clienl 78 on the right forearm.

Review of the Approaches and Strategies sectio
of the Individual Pr :

facility failed to absure assigned staff maintained
visual observation within three feel of Glient 83,

Interview with facility staff on 8/7/13 at 11 a.nh.
revealed the clients behavior prograims had been
implemanted bul there was no documantation,
plan details or.whal the cfients response wgs and
agreed il had not been documenied. - '

3. On 7130113 at 11:30 a.m., Client 106 wag
observed in a day rooh, afler ha returmned from

his-day-program:There-wers 7-other tlientyin the
day rocm. Some clients in the day room were
sitting and soms were standing or taking with
staff. The room was located next to the dining
area and the gioup was the second group to eat,
Thers wera 1 to 2 staff members providing .
various aclivities, One diract care slaff member
Was disclssing the food pyramld; anothar was
reading the paper informing clients about current
events, Cllent 105 made no atlempt to interact
with the direct care staff are other clients. At
times he stood up and walked around the dgy
room at times he sat down, Slaff was observad
redirecling the client or offering assistance.

After 30 minutes client 105 remalned In the
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- Client 130 :
. W 196 | Continued From page 168 W 18614, DTAC Coordinator trained DCS for Client | 9/09/13

"in the day room located next to the dining room,

dayrcom with the other cllents and continued to
walk around the day room or sit down,

Almost onhe hour later at 12,20 p.m., Cllent 105
was observed sitting then standing rocking back
and forth making a moaning sound, One hour
hed passed before.the ¢lisnt when lo the dining
area lo eat, ’ '

On 8/1/13 at 8:15 a.m., Cllent 105'was observad

There were 510 8 cljenis in the day room and two
direct care staff. One stafl was standing just
outside the door and one was in the room. There
was ho active freatment provided by efther staff,
An interview was conducted with a direct care
staff at 8:30 a.m., she explained, that boththe
direct care staff assigned lo the day room were
floated from another residence, however she had
an understanding of working the residence and
had an orlentation. The direct-care staff was
asked what her responsibllities were for being
with the clients in the day room, 8Bhe replied,
"Safety | am to make sure no ong gets hurt, that
is job one", ) .

130 on his training objective for greeting staff

with & handshake,

{b. DTAC Coordinator trained classroom statt | 9/09/13
on documentation guidelines/expectation for

completing documentation in a timely and

" |complete manner, .

¢. PA/DTAC Coordinator will review Bl28/13

documentation in the classroom during rounds

to ensute quality and tmeliness,

d. Training was initiated for DCS on “Dignity | 8/28/13

In Care™, ' .

e, “Privacy” training was provided to Client

130’s DCS. :

B/19/13

9/09/13
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Client 134 ' .
W 186 | Confinued From page 162 W 196|a. Special Conference held to discuss Client | 8/12/13

184%s dining needs and revigions to the
program plan were identified and
implernented

. New adaptive equi ment_8/23/13

were oblained for
Client 184.

¢. The Unit Supervisor trained Residence 431 18/30/13
DCS on Client 184'a dining plan and adaptive
equipment,

d. A follow-up conference was held to discuss | 9/09/13
progress and adaptations to the new adaptive
equipment to assist Chent 184 with the dining
ptocess, '

e. The Unit Supervisor trained, Reqldence 431 | /0413
DCS on how to request additional food from
the kitchen and what oplions are available,

f. Senjor Psychologist initiated “Behavior 9/03/13
Support Positive Practices™ training for LOC

4, During an observation on Residence 43 on
713013 at approximately 12 p.m., Client 58 was
observed silling at a table in an-activity room with
other clients present, Client 58 continuously
picked up muitiple red,items resembling - | statt.

checkers, llcked them one by one, and placed e o .
; ' ' g. Staff Development pmwded Respectiul 9/06/13
them back down on the table, Staff present did Interactions” and “Dignily in Care” training lo

not intervena or redirect the client, - - DES on Residence 43 1.

On 731/13 at 12 p.m., Client 58 was again
obsensd-sitting-at- a-tableIn -the-activity-room-with

a large pile of small pictures in front of him, He
was observed continually picking up the pictires
and licking themm, one by one, and placing them
back on the table. Staff oresent did not rodlrect
the client.

On-8/7/43 at'4:45 p.m,, Client 58 was again |
observed in the activity room continually pinking
up puzzle pieces and licking them, ane by one.
Two staff were present in the room, One skaff was
giving a cllent a haircut while the other staff was
conversing with him (the staff member). There
‘was ho stafl Intefvantion until the surveyor
brought It to the atienilon of the staff at which
time, staff redirecled the client to another area, '
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. : Client 185
W 196 | Continued From page 170 o . W 196 |Client 189 is in emor. Should be Client 185,

a. A Work Order was submitied and key card | 8/06/13
for Client 185 was reprogrammed,
b. The Program Assistant provided an updated |8/21/13
approval list of all client key card zones to

5. On7/29/13 at 12:45 p.m., Client 130 sat down Plant Operations, Unit Supervisor, and Social

el a table to eat Junch, Shortly thereafter a Workers, _

dietary staff whesled a tabie height cart to the © |e. Unit Supervisovdesignes will monitor to
clients' table from which the client removed hig ' ensure Client 185 has his key card and accesy
cup, plates and utensils with one verbal prompt. | pet his plan,

The client then ale appropriately and- d. The Program Director/designee will monilor
Independently leok his dishes to the service flmmg'Q““dS to ensure program plans are
window and left the dining room, ~ [implemented as writien and client access rights

' |ave provided.

the client was assessed as able to sarve
approprlate portions with verbal prompt, il

Staff was hot observed to
slt at the client's table to provide nesdad prompts
and reminders, When the client independently
brought his dishes to the service window staff

wag ot avaliahie to prompt oF provide an
opportunity for the client to put scraps in trash or.
related tasks although his assessment noted he
was able {o do so with a verbal prompt.

8. On 7/30/13 at 6:45 a.m., Cllent 130 entered
the bathroom on Residence 29 with staff, The
cllont used the commode without closing the stall
door or being prompted to do so by staff, Staff left.
and refurned and still dld not provide assistance
fo the client, The client left the bathroom witheut
hand washing. ‘

I
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W 188 | Continued From page 171 W 198

| surveyor, Diract Care Staff present with two other

grabbing.

engaged with staff or in any activity. The skin of -

Residence 31

7. On 7129113 at G p.m. ih the day room, .
nen-sampled Client 180 walked quickly loward
and then grabbed and pulled on the blouse of the

clients was not engaged with ollents or providing
any activily. The staff falled to observe and
intervene untll fequested to do so by the
surveyor. ‘Aconcurrent foous review of the record
revealad thal the client had & frequent behawor of

8. On 7/28/13 at 7:15 p.m,, non-sampled Client
193 appeared agitated and was obsérved bltlng
her left wrist below the thumb, Staff was not
obsetved o interv@ne The client was not

the wrisl area was opan with scant blood. The
¢lient was not able {o answer guestions verbally.

The following morning,-at 7:26-a.m.the-elicntis

left wrist had an open area with some scab
forming. The client had numerous areas of
seatring on her arms,

On 8713 focus review of the dlient's record

revealed a behavior plan for biting her hands and
arms,

Residence 30 Client 151

8. Observallons from 2:00-2:20 on #/2913, from
9:00-10:18 on 7/30/13 and agalh on 7/31/2012 .

Client 161 was observed sitting in fronl of work
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W 186

-even a small amount of newspaper.”

Conlinuad From page 172 . .
table not-engaged In work or any other activily,

Client 161 was obsefved sltling on her oross legs, |
rocking and slapping her face.

When asked at 10:00 a.m, on 7/30113, the

instructor stated that Client 161; *does not lIKe to
work" The instructor stated that Client 151 rarely
processad more than 2 pounds of paper per day. .
According to the instructer, Client 151 had not
even processed ¥ pound of paper during the .
9:00-10:15 surveyor observations on 7/30/2013,
The vocational instructor told the surveyor Clisnt
151! "needs a DTAC setting to work on .
communication skills and motor skills." The
instructor went on to say that Client 151: "needs
lots of prompts to keep workihg and rarely opens

W 198

The Residence 30 psychologist was interviewed
on 86113 at- 315 P.M,

When asked, Client 151's psychologist stated
that she was nol aware of this vocational
assessment and recommendations. |f she had

known about this 7/8/13 vocational assessment,
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| before hitting herself,

the team would have met and the Director of
PTAC would have acted on these , '
recommendations and met Client 181's Active
Treatment needs with an appropriate day
program,

Client 151 was observed oh 7/29/13, 7/30/13,
713113 and B5 over multiple times sitting with
ner legs under her back not engaged In any
activitias,

Suivey cbservations beginning at 12:06 p.m. an
7128113 and-from 6:30 a.m. - 8:40 a.m. on
7130/ 3 and 7.00-8:00 a.m. on 7/31113 In the
Group Room on Resldence 30, written
interventions required to eliminate or minimize
risks for Client 181 harm to self when hitiing
herself were not implemented when Client 151
began to display antecedent behaviors ncluding
psychomotor agitation, pacing, and rocking

The survaey observations reveated Client 151
hitting_hersatf, Cllant 151 was_not observed_n

. [Collection Sheats,

" ig. The Behavior Suppthommltlee ig:

i | STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE GONSTRUCTION (%3) DATE BURVEY
: | AND PLAN OF CORRECTION IDENTIFICATION NUMBER! | A BUILDING COMPLETED
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. ) 05G22 B. WING 0B/08/2013
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' W195, #6
W 186 | Continued From page 173 W 198 |Clients 48, 49 and 53

a. The Plus Program Data Collection Sheets
wers updated to include all current milestones
for Residence 43 clients, inclucing client 48,
49 and 53, 9/01/13

b. The Unit Supervisor trained DCS on the
Plus Program Data Céllection Sheet, the
proper way to fill out the Plus Program Data
Collection Shest and the expectation for
completing this task daily, 8/21/13

c. Shift Lead/Destgnee will monitor daily to
ensure DCS completes the Plus Program Data

d. Plus Program Data Collection Sheets will’
be audiled daily for accuracy and
completeness. Results will be reporied to Unit
Supervisor/designes for follow up, 8/25/13

e. Following Annual Conference/Specials, the
Chairperson will update the Plus Program Daia
Colleclion Sheat. .

f. Unit Supervisor / Designee will monitor
Plus Program Data Colleclion Shbbtb reflect
current training plans,

developing a process for a facility-wide data

tIn her 1044412 PP training method,

any structured lelsure activity, Stafl wers not
engaging her In preferred aclivities, especially
those that Involved the use of her hands as stated

When asked, direct support staif were unable to
toll the surveyor what Client 151's structurad
lelsure activitles wera. They stated at times,
before breakfast, they would offer her a ball or
any object from the arts and craftq supplies in tha
group room,

The Residence 30 psychologist was interviewsd
on B/6/13 at 3:15 P.M. Client 151's psychologist

stated that direst support staff should be glving

collgehion systcm thal provides more
immediate retording of behavioral dala.

h, The Senior Psychologist will develop and
provide training to DCS on sceurate dita
collection,

1. Paychologist will monitor behavioral data
and will review the results with other IDT
members during Behavioral Progress Review
meeting for all clients including Clients 48, 49,
and 53 and reconeile any inaceuracies.*

J- TPCs will monitor data collestion sheets
during rounds on the residences and in day
programs and will work in partnership with the,
US and CPS staff lo {ake corrective acuons Bs
indicaled,*
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W 186 | Continued From page 174 . W 106

her soft ohjects that she could manlpulate and
holdin har hands. The psychologist went on to

4 recommend that Client 151 needs to be in a more
quiet environment and proceeded to change her
group room, Surveyor observed that Client 159
had been moved to another Graup room when
the surveyor arrived at 7.00 a.m. on 8/7/13,

Active Treaimant was nof consistently
mplemented for Cllent 151.-Client 151's training
plan written by the licensed psychologist was not
consistently followed. :

On 7/30/13 at-8:40 a.m, DTAC slaff were
observed putting on the shoes and socks for

Client-164—Client-164-Independent-Life-Skills
Assassment signed as completed on 7/25/13
assessed as Independent in:."pulting on socks."

Cllent 151 Independent Life Skills Agsessment
signed as completed on 7/25/13 . _
Assessed her as requiting a verbal promp whan
rinses dishes, drles dishes; dusts furnlture;
opelates washer and operates dryar. Whaen
asked direct support staff verified that Client 151
was nol given opportunities to practice these
skills on a regular basis.

Throughout the survay, there were no -
opportunities at any meals phserved including
breskfast, lunch and dinners to rinsas dishes or
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dries dishes. Staff, who had worked with Cliant
161 for both 7 and 10 years, stated that Cllant

151 was very capable of performing above tasks, -
verified that Client 151 Is.not offered any informal
tralming opportunities to dust furniiure. Direct
support staff stated: "wes need to train her"

| Record Review on 8/1/18 revealed, Cllent 151's

10/04/12 PP states she has the abllity to fold

towsls and linens and-she likes to wipe and and
dust tables.

A paid' facillly staff member was observed folding
the clothing protestors In'the, dining room duilng
the breakfast meal on 7/30/2013.

When asked direct care staff who worked with
and know Client 151 for 7 years and another
direct care staff person that had worked with her
110 yoars stated that Clisnt 151.does not dust
furniture on Resldence 30, : '

The Individ:ual Prograrm Coordinator {IPC), who

sarves-as-the Qualified-Intellectual-Risabilllies

Professional for Client 151, was intarviewad al
9:00 AM on 8/8/13, When asked why Client 1561
was not folding the clothing protectors in the
‘dining foom, the IPC stated that Client 154 did

| hot like to fold these cloths, The IPC had not
identified cholee and opportunities to practice
capable sKlils as a training opportunity, Refer to
W169, W249

Residence 44

¥
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W 196 | Continued From page 176 j . W 196| Chent 130

a, DTAC Coordinator trained DCS in Client | 9/09/13

130’3 classroom on his training objective (o

greet staff with a handshake, ©

b. DTAC Coordinator rained 1DCS on 9/0913

| decumentation guideline expectations for
completing dala collection in a tmely and )

complete manner., ;

¢, PA/DTAC Coordinator will review

On 8/5/13 from 6:56 p.m. untfl 7:.40 p.m., documentation in the classroom during rounds
approximately 1 34 hours, Client 63 was ' ’ to ensure implementation of training plans and
observed with a DCS who at 6:10 p.m. stated she completion of data collection. -

had fioated from Residence 43 fo provide 1.1
care for Cllent 63, During this time Client 83 was
observed walking very quickly down the
residence hall at 5:55 p.m. The clien! entered the
Group 2 activity room and eventually returned to
the Group 1 activity room. When the client did
not engage in the movie that was being walched
by others in the room, no other astivity was
offerbd. The DCS did not engage the cllent in
any activity Upoh returning to the Group 1 activity
room. When asked about Cllant 83's active
treatment goals, the DGS said, ") don't know,"
and sald she was not regular staff,

As the evening progressed, the client sat in
varlous chairs and reached repealedly lowarts
olher clients and repeatadly was verbally and
physically redirected not to do so, Al 7:05 p.m.
DTS said, “No touching.” The DCS repeated a . .
few minutes later, "No, no touching.” when the
behavior contirtted.  The client was engaged in.
ne activity as ha paid no atlention o the movie -
running and continued the behavior of reaching
out towards others intermitlantly and looking at
the staff for a response, Al approximately 7:25
p.m., the same DCS sald, "No" to Cliant 63 agaii.
Client 63 became restless, racking in the chair,
Whén the medication pass'nurse came 1o get the
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.1 client for his svening medications the assigned
DCS said, "Maybe that calm him down."
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The comprehensive functlonal assessment-must
Include adaptive behaviors or independent living
skills necessary for the client to be able fo
function In the community, ’

This STANDARD is not mat as evidehced by
Based on observation, interview and record
review, the fagility failed to, ensure one unsampléd
client Glient 84 had an Independent Living Skills
Assessment (ILSA) that recognized his full
abliities al his present leval to include washing his
own laundry.

Findings:

Raesidence 28
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W 186 | Continued From page 178 W 196
repeated intervention being wilized by the DOS
was contrary to what was racommetidad in the
assessments as a mathod of decreasing
undasirable behaviors and prometing actlive
. treatment.
(W 224) | 483.440(c)(3)(v) IND.'VIDUAL PROGRAM FLAN {w 224)

On 7129113 at 10:45 a.m., an interview was
conducted on unlt 28 with the’ Residence
Manager. He stated that no clients currently do
their own laundry however he felt that some of the
clients may be able to if given thé training. He
addead, that the facility may do some Informal
tralnmg on the weekends but there was no formal
training -

On July 29, 30 and 31, 2013, during observations
on Residence 28 and throughout the grounds of

the facifity, client 84 was observed performing
activities of daily living and fupctiongd al his work
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| (W 227}

't own laundry if somatne shows him how,

site Independently with some suparvision,

Asecond interview conducted with the Residence
Manager on'8/6/13 he explained that client 94
could probably do his own laundry i he was
shown, However, Client 94's mother currently did
his laundry and he had not approached har with
the idea, He added that they could consider the
client deing half of his laundry for a start,

Op B/6/13 at 1:30 p.m., an Interview was
conducted with unsampled Client 94, He stated
he felt like he wauld be willing to try and do his

Areview of the ILSA Indspendent living Skills
Assessment for Client 94 indicafed that he is able
to function. Independently with makes bed, picks
up personal ltems, hangs own cloths, washes
dishes, and puts away own clothing. The ILSA
indicated that the cllent is total dependence for
operating a washer/dryer,

483,440(c){(4) INDIVIDUAL PROGRAM PLAN

The-individual-program-plan-states-the-spacific —
objectives necessary to rmeet the client's needs,
as identified by the comprehensive assessment
required by paragraph (c){3) of this section, -

This STANDARD is not met as ovidenced by:
Based oh observatlon, interview and record
review, the faclllly failed lo ensure theDay
Program had timely comipleted an objective-for
one of 20 sampled clients (Client 32), in order to
ensure that staff were knowledgeable about the
steps necessary for the dlient to complete the

x4 1o SUMMARY STATEMENT.OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (x5
PREFIX, [EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGSTIVE AGTION SHOULD BE GOMPLETION
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DEFIGIENGY)
' . : t ' W15, 47
| {W 224} | Continued From page 179 {W 224} a. Interdisoiplinary leam met o discuss Client | 9/09/13

—-———|independence in monsy management

(W 227}

63’s money management trainin £ and
deyeloped new milestones to increass his

consistent with his current functioning level.

b. Vocational Supervisor/designee will
provide Iraining to DCS on Client 63°s money
management milestone to ensure his plan is
being integrated in all areas of his lifs,

¢, US/designee and Individnal Program
Coordinator will maonitor duriag-rounds to
ensute Client 63s Individual Program Plan i is
bemg implemented as written,
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task, - :
Findings:

Residence 42

Client 32 was observed at the Goadell School
classroom on 7/30/13 at 10:10 a.m. She was
sitting at a table placing business cards-in & box,
placing a small screen over each business card,
then dapping glue onto the screen, The cllent's
-ona (o one staff from the resldence was sltting
next to her, '

During the vislt, an intervisw was conducted with
the job coach, a licensed slaff. The Job coach
stated that the client's objective was not
completed and it would take 30 days for the
teacher to complete. The izacher asslgned to the
class was not working.that day, The Job coach
stated that the client was to write’ down the
number of completed screens in each session,
moming and aflernoen class,

AUCTIT00 A, the one o one staff couniad Boxas
and fold the client that she had completed 100, A
few minutes fater, thia one o one staff told the
client that she had compleled 1680, The client
then recorded that number in a log book, Atno ;
time did the one 1o one staff encourage the clisnt
to parlicipate In counting the' number of scraens
completed,

During an interview wilh the one lo one staff al
11:10 a.m., in regards to her counting for the
cliant, she stated that she was not aware of the
obleclive for the soreens. Duilng an interview
with the cllent at that ime, she staled that shs
could count to 30,
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Puring an Interview with the classroom teacher
on 7/31{13 al 10:35 a.m., she stated that the
cllent was to count how many-scresns that she
sompleted and write down that number, She
stated that she had 30 days to complete the
objective, The teacher was not sure when the

. | client started the scraen task; however, data was
pollectéd starting 7/16/13.

The teacher stated that she completed tha
objective and presanted a copy effectlve 8/1/13,
The oblective noled that effective, 8/1/13, the
cllent was to record the number of screens she
completed with 1 to 2 verbal prompts, 10 times
par month, Il was noled that the client was to
.oount the number of screens she completed and
write that number in the data ca!lection sheet,

Revlew of the client's Jndependent L1V|ng Skills
Assessment daied 2/2013, notad that the client
understood number valies and could count by
rote,

Duting an interview..with..the.IPC...(Individual SRS TR D
Program Ceordinalor on 8/1/43 at 11:45 a.m., she
stated that the objective as wrilten was not what | -
the team decided at a Special Conference heid
.~ |on4f30Ms. - '

{W 247} | 4B3.440{c)(BHVI) INDIVIDUAL F‘ROGRAM PLAN | {W 247)

Tha individual program pian musl Inciuda
ppporiunities for ¢lient choice dl'id
self—manngement g

This STANDARD Is not met as evidenced by
Based on observatlon, interview, and record
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‘This POC includes Clients: 58, 63, 74, 76,
105, 136, 180, 193, 151,
a. Active Treatment Coordinators have | 90913
been designated on each Program and are
responsible for the development and
implementation of Active Treatment
prejects to be integrated facility-wide, with
emphasis on promoting choices and
: - ) independence in all environments, *

' b. Active Treatment projects will be 9/09/13
presented to the Governing Body who will | -
make recommendations for facility-wide
implementation.
o ¢. PA provided training to DGS on Policy | 10710713
. 5.1.2 “Continnous Active Treatment” with
emphasis on promoting independence and
the expectations regarding staff knowledge
of client training objectives, inderstanding
of data collection components,*”
d. US/designee will monitor during rounds
1o ensure Active Treatment programs are
initiated vorrectly and consistently.*
¢. The PD/designee will review General
Event Reports Level [ documentation for
“required components and appropriate |
cmergency behavioral intervention
implementation during completion of the
Level II Review,
f. QA Director/designes will monitor
General Event Report Level [ and 11
investigations for aceuracy, completeness
and consistency with other event
jnformation

FRRM CM5-2587(02-09) Praviows Yaraions Ousolele “Eyonl 1D 000K 2 Faalllty 1D; CASTROD 7GR Il ¢enllnuation sheel Peoe ) %E’;} q

'



DEPARTMENT OF HEALTH AND HUMAN SERVICE,S FORM APPROMED
OENTERS FOR MERICARE & MEDRICAID SERVICES OMB NO, 0836-03891
BTATEMENT OF DEFIGIBNCIES (X4} PROVIDERISUPRLIERICLIA {%2) MULTIPLE GONSTR}JGTIDN (A3 gg&;LSEUTFSBCY
AND'PMN-OF'O@RRFCTJON IDENTIFIGATION NUMVBER: A BL!ILDING — R
086022 B.WING 081092013
NAME QF PROVIDER OR.SUPPLIER STREET ADDRESS, CLTY, STATE, 1P CODE
L L 2501 HARBOR BOULEVARD
_}_FAIRVIEW DEVELQOPMENTAL CENTER DR ICENID | GosTAMESA, CA S20%6 o
: - ’ o ER'S PLAN OF SO ¥
SR | (oA DEFIOWNGY MUY A PREGEDED BYFL | priby | (EAGH GORRECTE ACTION ShgULnBE onufion
TG REGULATORY OR L5C IDENTIEYING INFORMATION) [ TG 0“058'““5"53552,;3 {;‘I‘;I}E APFROPRIATE

g. The facility is also working closely with
two cousulting groups (H&W Independent
Solutions and the Consertium for
Innovative Practices) to identify
system-wide issues at the root canse level
and to partnership in the development of
sustainable Active Treatment improvement
plang, ’

h. The TPC will monitor for progress with.
the current program plan and will document
their findings in the monthly note, aleng
with follow-up corrective actions taken.

L. Follow-up/review for staft knowledge and
awarenoss of active treatment standards will
ba incorporated into facilily focus calendars
for review at huddle/shift change meetings.
Jo A Quality Assurance Improvement Plan
(QAFI) is in place related to Environmenial
Health and the results of this repert, along
with improvement plans,.are presented at
regular intervals to the Governing Body for
follow-up action as indicated. _

k. The “Rounds Team® (Governing Body,
Program Maiiagement, US, Shift Leads,

J-IPC)will condugt-rounds to.ensure

implementation of program plan as written,
safe-environinent and environmental
sanitation, Results of findings will be
calenlated, analyzed by the AE Analyst and
corrective action plans developed

I. The PDprovided training to Shift Leads
ot Environmental Guidelines initiatsd, *
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review, the faciiity failed to include opportuntiies
for client choice and seff-management; for a
clients with clothlng that was ll-fitting and In
disrepalr (Clients 42 and 151); for clients who
were not allowed choice in food items {Clienls 64
angd 82, In addition, 23 allents residing on
Residence 43 also had the pofential to be
affected); for a cllent who was not allowed to
choose a preferred activily (Client 184); and for
clients residing on Resldencas 29 and 31 who
were not aliowad the opportunily for-self
expression (this had the potential to affect 53
clients); for a cllent who was not provided the
opportunity to praclice seli-care and
housekeeplng skills (Cllent 151); for cllents who
were not allowed to Jeave the group room (Clients
151 and 162); and for a client who was not
provided the opportunity to eat in a regular dining
chair {Client 182.) '

Fingings:

-1, During an observation on Residence 43 on

B/8/13 al 9:12 a.m. Client 42 was observed )
ambulating In the hallway wearing ill-fitting black
pants. The-pants were falling down from his hip
araa a8 he ambulated and his uppar butiock ares
was exposed. Staff present stated that he would
get Client 42 a belt.

2. During an observation of the breakfast meal on
Resldence 43 on 7/30/13 at 8:20 a.m., level of
care staff asked the FST (Food Service
Technician) for additional sggs for Ihe cliants'

| breakfast. The surveyor overheard the FST

inform the level of care staff that there were no
more eggs. The surveyor then spoke to the FST
to inguire further. ' .

During an Interview with the FST on 7/30/13 at

. _ | appropriate action steps, ¥9/09/13

{ emphasis on identifying behavioral and

_[ & Program Management for Cliant 74 will
Schedule a review of the behavioral

(X4) 1D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION LX)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) YOTAG CROSS-REFERENCED TO THE APPROPRIATE PATE
. ' DEFICIENGY)
) W196, #1
{W 247} | Continued From-page 182 {W 247} 3, The US/designee for Client 74 scheduled a

Spectal IDT Conference to discuss conditions
at the time of the incident for contributing
[nctors to the behavior exbibited and determine
whether a formal program for Running
Into/Throwing Self Against Objects is
appropriate* 9/09/13 L )

b. Nursing Coordinator monitors 1o ensure al!
staff have current training in Positive
Behavioral Sypports/emergency behavioral
responge,*9/09/13 '

¢. The Psycholopist/designee for Client 74
will schedule tn-service lralning to level of
care staff on Client 74's behavior plan with

environmental precursors including

d. A template for Facility Policy 5-05-5
Attach T Guidelines For Completing Leval |
and 2 Review was developed and initiated to
assist staff in identifying appropriato
componenss of the General Bvent Report
investigation, including identification of
behavioral plan steps impiemented during the
event. *9/09/13 - |

intervention at the PRMR for appropriatencss
and correct Implementation of the behavioral
intervention.® 9/05/13 '
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8:30a.m., the FST staied that there were enough
eggs for a serving plus alithe axtra but if
someane took too much, they ran out, She
further stated that, “They love eggs.”

The FST then told the surveyor that she would
check for more eggs In the Residence 44 kitchen,
which adjoined the Resldence 43 kitchan.

Shortly after, two additional containers of egys
.| were provided and were brought out.fo the dining
| room for the clients' meal, '

] Residence 44

3. On 7/29M13 at12:15 p.m., Cllent 64 was ‘
seated al & dining room table eating. Clisnt 84
asked the registered dietician (RD) for cottage
«chesse to which the RD-replied, "l have to have a
reason to give you more, Tomorrow.” Glient 64
then asked, "If [ lose weight | can have cottage
cheese? The RD replied, "August 1l thay are
going lo welgh everybody. Then we see, O.K,7"
The RD then stated fo the surveyor thal she had
difficulty getting clients-to not over eat. The
diefician did not support the client in a attempting
to make a healthy food cholce by discussing with
the client how this food cholce could be
incorporated Into his diet through food
substitufion nor did the RD discuss a low sodium
cottage cheese option as a healthy choice for the
clienl.

Review of a "Client Face Sheet," and "Menthly
Ordars" for 8/13 showad thal Cllent 64 was oh a ‘
2000 - 2500 calorie "house diel," with no added _ ’
salt and low sadium foods such as fruits and '

vegatables were lo be-encouraged
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On 8/8/13 review of the annual IPP (Individuaiized
" 5 "
During an interview on 8/9/13 af 11:45 a.m., the
RD slated that cottage cheese was a food that
would be recommended for a diet. The RD
stated that If somaone was on a low sodium diat,
there was low sodium cottage cheese available,
- Residenca 44 } . o .
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{W 247} | Continued From page 185 ' {W 247} |a, IDT met to teview Client 63's Individual ~ [9/09/13
. . ) Program Plan for appropriateness of training
4, On 7{29/13 at 12:15 p.m., in the dining room, and behavioral suppotts.
Client 82 ate lunch at a table with & direct care b. US/designee initiated training to DCS on  {9/09/13
staff (DCS) seated directly across and a changes/medifications made to Client 63’s
reglstered dieticlan {RD) standing to his Jeft plans. . .
Client 82 stated he wanted more fish. The RD c. Program Management will tesi-competency |9/09/13
responded that the client should eat carrots and of DCS on Client 63’s program plan and will
Client 82 said, "1 don't like carrots," to which the provide coaching as indicated. =
RD replied, ‘That's what you need.” The RD d. US provided training fo all DCS, including 9/09/13
walked over to a food cart in the middie of the DCS on Client 63's residence, on FDC 134~
room and dished out some fish nuggets, rice, and Mission and Values,” with emphasis on staff
carfels which were given to Glient 89 An . responsibility Lo provide on-going netivities
equivalent subsitute for carrots was not offered .| that meet all md;vzdua]s’ person Icentered
lo the client as an alternative. The DCS seated at . treatment plans, and to ensure clhents have
the table never sald a word regarding Client 82's opportunities to exercise grealer independence.
statement about not Hking car?o'ts angd did not e. US provllded training to al! DCS including  |9/09/13
suggest an allemative vegetable be offered. DCS on Client 63's residence on FDC 132
Principles anc Praciices,” with emphasis on.

the staff’s respousibility to prolect the rights of
the individuals who live at FDC by providing
services and supports that build confidence,
sell-worth and self-determination. .

£, Shift Leadsidesigness will provide float/new
| staff with orientation of clients assigned Lo
their caye to ensure continuity of care, client
safety, and implementation of continuous

TV REAvE rEaTent servicesT T

Residence 31

5. On 8/6/13 al 4:30 p.m, Cllent 184 while in the
hackyard, threw a cup, pounded on the alumiaum
table, dropped to the ground, then pulied down
one of the malal polls of a canopy, while staff
continually told him no In response without
providing any aciivities or engagement. -

During a concurrent interview Licensed Stafl was
asked If there ware activities he enjoyed. The
sialf describad certain types-of objects that the
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client preferred. Staff failed to inltiate providing '
such activities until further questioned by th
sUrveyor, :

Resldences 29 and 31

8. Random observations of clients’ personal \
space; bedrooms on these residences, revealed
that the majority of the client’s bedrooms failed to
contain any personal decorative possessions, hor
displayed anything of thelr individuality,
prefarences, or exparlences,

Bedrooms mostly shared with one to three othar
Individuals could not be distinguished one from
the other except for an individual's name on
hisfher wardrobe closel: There were no photos,
bedspreads, evidence of interesls that reflected
the ldentity of an Individual's persanal space.

During interviews on 81713 and 8/7/13, lndividual
Program Coorcinators on hoth residences
acknowledged that the team could assisl cllents
in malding choices of personal items reflective of
aach individual's unique interests and likes.

| Resldence 30
Client 164

7. Client 151 Independent Life Skills Assessment
signed as compleled on 7/26/13 assessed as
Independent in: "putling on socks.” DTAC stalf
was observed putting on Client 16's socks in the
Group Room at 8:40 a.m. on 7/30/13.

Cllent 181 independem Life Skills Assessment
sighed as completed on 7/25/13
Assessed her as requiring » verbal prompl when
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rinses dishes; dries dishas; dusts furnijure;
operates washer and aperates dryer, When

| asked direct support staff verifled that Client 151
was not given opportunities to practice these
skills on & regular basis. ‘

Throughott the survey, there were no .
opportunitles at any meals observed inciuding
breakfast, lunch and dinners to rinses dishes or
dries dishes. Staff, who had worked with Client
151 fer both 7 and 10.years, stated that Client
1151 was very capable of performing above tagks,
verified that Client 151 Is not offered any-informal
tralning oppertunities to dusef fiurniture, Direct
support staff stated: "we need to train her”

Client 151

8. On7/30/13 at 7:15 a.m, DTAC stalf staled that
the tom ieather shoe observed on Clienl 161 was
unacceptable. The DTAC staff person stated that
she went lo the Fashion Ceriter and obtalned a
pair of white Velcro shoes size 5-and put these
ghoas on Client 151. Client 181 surveyor
observations revealed Client 151 putting on and
taklng off her own shoes Indapendently, When

— |- ——|-Bsked,-siaff stated-that-she-helped Cllent-461-and{ — - —— |- —— = — o e s —

" | put on Cllent 151's shoes because the shoes
ware new. Staff stated that she oblalned Velero
shoes because Cllent 151 sould not tie her own -
shoas. Client 1561 was not given an opportunity {o |
go shopping and choose her own shoes (Refer to
W136 Client 189 had nol bean taken to the
community shoppling)

Client 162 and 151

9. Based on obsarvations from 6: 30 ? 30 on
713013 and 7/08 - 7,30 an 7/31/13 and inlerview,
sample Client 162 and 151had no opportunity for
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| chelce and were mandated to stay in the Group
Room before going to the dining reem to eai
hreakfast, .

Staff were overheard saylng to the Individuals:
"You have to wait in this room;” Would you pleass
slay here?" Have a seal here and walt” When
Client 161 left the Group Room was specifically
told by direct care staff: "Wouid you go in there
and wait please? " "Goin and walt; Sit down,
you just have fo walt; Sit down, we're going to
breakfast in a minute * "Would you please stay
here and watch TV.?"

Record review of the. 7/3/13 update to Clinet
161's annual psychological evaluation of 9/18/12,
the licensed clinlea) psychologist listed the
foltwaing management strategy; "Allow the client
to meve to a guiet area if the environment Is
uncomfortably loud."

When asked staff stated thal this group of 10
women had to walt In this Group Rcom "for thelr
_own safely,” .

“F- 7 = Client ‘162 T T
10. ALE;30 pmon 7!29/13 Client 162 was
observed belng transported to the dinlng room via
the Resldence 30 wheelchair, From 5:40-6:00
pm Client 162 was observed ealing her entire -
evening meal while sltting in this wheaelchair,
Client 162 was not given a chelce 1o sit in a
regular chalr and eat her evening meal,
Throughout the survey all breakfast and lunch
medls observad, Client 162 sat in a regular uhau

.| at the dining table and aie har meals,

Record review revealed Client 1682 ' s most

‘and modes of communication.

|structured and nnstructured activily times,

) ip SUMMARY STATEMENT OF DEFICIENCIES n. . PROVIDER'S PLAN QOF BORRECTION T s
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O DEFICIENGY)
) W196, #3
{W 247} Continued From page 188 {W 247} | Client 105

a. US/desiguee trained DCS on Client 105 | 909713
IPP, with a focus on his likes, dislikes, neads

b, US/designee will monitor during rounds to
ensute that a variety of preferred leisine
supplies ate available to Client 103 during

¢. Shift Lead/designee will monttor cduring
rounds lo ensure that DCS have ample and a
variety supplies available in the assigned livin g
roam to ensare quality active treatment
activides are implemented,
d. Shift'[ﬁad/d?SlgllCG will provide floal/new
staff with orientation of clients assigned to
their care to ensure continuity of care, client
safety, and 1mplememat10n of continuous
active treatment services,

¢. The PA provided tiaining to DCS on Policy | 10/10/13

5.1.2 “Continuous Active Treatment” on
providing quality interaction and intervention,
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| fermulated a cllent's individual prograrm plan, .

1 objectives identified in the rndiv:dual program

1 comprehensive fiinctiohal assessment oata,

Continued From page 189

eurrent IPP dated 8/16/12 read: "Client 162
ambulates independently. Client 162 utilizes a
wheelchalr when trans locating to work, oh
campus,-and In the communlity due to an
unstaady gait"

Refar to W488
483.440(d)(1) PROGRANM IMPLEMENTATION

As soon as the interdiscipllnary team has

each client must receive a continuous active
treatment program consisting of heedad
interventions and services In sufficient number
and frequency to support the achievement of the

plan

This STANDARD is not met as evidenced by:
Based on observation, interview, and record
raview, the facility failed to impiement the Plan of
Correction o ensure clients recelved consistently
Implemented services deslgned to teach skills
leading to greater independence as identified by

(Cllents 189, 63, 64,79, 130, 184, and 1.

Findings:

1. Ag observed on 5/7/13.and 5/8/13, Client 188
had a key card for agcess to doors on Resldence
31, for which the client had a signed consent,
interdisciplinary Team {IDT) approval, and Human
Rights Committee (HRC) approval. However, the
key card had never been activated and did no
open the doors on the residence.,

| W 247)

{W 249}
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The facility's plan of correction related fo this
sltuation was to hold a speclal IDT meeting to
discuss the clienl's access progiam, fo submit the
program to the HRC for approval, and to activate -
the client's key card. Documentation Indicated
Cllent 189 was to have access by key card from
8:00 a.m. to-4:30 p.m. avary day. L

During an interview on 8/7A13 at 11:00 a.m., )
administrative staff provided documentation that
Cliant 189's key card had been activated o allow
access to residence doors only Monday through
Friday, although his plan indicated he was to-
have access daily. She was unable to explain
why the client was denled access to the locked
doors on the weekends.

Residenca 44

Beginning on 7/29/13, review of client activily
information showad that prior to a day program, in
the mornings, Client 63 typically was scheduled
from 6:45 a,m. fo 7:30 aum. to get dressed and go,
to the group activity room whefe various toplcs

related o dally living were to be discussed prior to |-

brealkfast which was around 8 a.m. Around 9:15
a.m. - 11:45 a.m. and 1:15 p.m. - 3:48 p.n, the
clienl attended a day program,

- {W 249),
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o On 7/29/13 at 5:45 p.m., In the Group 1 activity -+ | A Special confetence was held for Client 58 | 8/26/13
room, Client 83 sat at a table rocking and flapping and a training plan was devetoped to address
his hands, placed a small black clreular objsct In licking non-uutritional substances.
his mouth without direct care staff (DCS) b, DCS'rer:‘alve_d training on the training plan | 8/27/13
intervention and stared. Monopoly was being : for decreasing licking nod-nutritional -
played by some clients, led by a staff, Client 63's substquoes, -
only actlvity besides a puzzle was when DCS . ¢. US linined DCS on Client.58's residence on | 8/21/13
placed a splnning wheel in front of the client once ‘ environmental sentation, with emphasis in
and asked him to spin the wheel and pick a letter, cleaning active treatment items and preventing
; o cross contemination,
On 7/29/13 at :05 p.m,, in the dining room, ¢. USs/Designees provided training to all DCS | 8/16/13
Client 83 was obsetved communicating using on Policy 5.1.1 "Stendards of Care" with
single words, short phrases and gestures. Durlng "C‘JIl[JhZ‘lSlS on supervision and assisting clients
dinner, Client 63 ambulated witholt use of ' m socially acceptable behaviors leading to -

independenge, ¥ ;

asslstive devices or staff asslstance and the cllent
ate with verbal prompts,

On the morning of 7/30/13 at 8:40 a.m, there was
a lot of nofse and commotion as clisnts were
directed of independently congregated in one of
two group actVify rooms, A phone in the nurses’
station rang twice in five minutés and sent & loud,
Jarring noise down the hallway.

Five minutes later, at 8:45 a.m, on 7/30/13, Client ) J .
' : 63 walked into the Group 2 activity room. Adirect | _ N i
T [ eare slaff (DCS) asked what he had done the
evening before to which Cllent 63 responded.
"bicycle with (Staff)." ADGS prompted him te go
to his own group room. He stood up, began
smacking his hands together, and eventually
returned with an escort to the Group 1 activily
room where he sat in a corner chalr.

This group actlvity room was a nolsy, smal,
crowded roomn with multiple upholstered chairs,
large and small tables and seven to eight clients
seated or wandering into the reom. Clent 653
pleced & puzzle together while one staff stood at
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] On the moming of 7/3113 at 9:17 a.m., In Group
-| 1 aclivity room, a client was observed being

I visibly-agitated; reachingwut wmd not engaged in

Continued From pags 192

the blackboard and sald, "What are your goals
foday?" Client 63 made no eye contact and did
not engage in the discussion, repestai words
others sald, and repeatedly reached across the
table towards another client with both hands and
arms oulstretched, at which palnt 2 staff, more
than ones, advised him nol to touch. The
discussioh segued inio sports with no
engagement from Client 63 who reached out and
touched a client who had fust entered the room
and whe immed|ately.-struck back,.missing, and
said "Stop IWl" Staff again, physically and verbally
redirected Cllent 63 to stop the behavior, Staff.
did not engage Client 63 in any construstive
one-to-one teaching while waiting to lsave for the-
day program, did fot provide a calm, quiet
envlronment, nor did staff engagé the client In any
physical outdoor activities. .

restrained In a.leather wrist-lo-waist restraint and
helmet, This distraction disrupted any plannad
aclivity as staff focused on manhaging that client's
behavior and other clients bacame agitated and
looked on. Cilant 63, who was seated, was

(W 249)

the puzzie in front of him. At 8:20 a.m.,-a direcl
care staff stated there ware over thirteen clients
[n the room,

On 8/5/13 from 6:55 p.m. until 7:40 p.m.,
approximately 1 3/4 hours, Cllent 63 was
observed with a DCS who at 610 p.m. stated she
had floated from Resldence 43 to provide 1:1 for
Client 63, During this time Client 83 was
observed walking very quickly down the -
resldence hall at 5:55 p.m. The clisnt entered the

Group 2 activity room and eventually returned fo
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| redirected not to do so. At 7.05 p.m. DS sald

"not sleep well and the bell to the phone was "very

Continued From page 193 '

lhe Group 1 actlvity room. Mo aclive treatment
was observed. When asked about Client 63's
active treatmenl goals, the DCS said, "l don't
know," and said she was not regutar staff,

As the evening progressed, the cllent satin a
chair and reached repeatedly. towartls other.
cllents and repaatedly was verbally and physically

Tepeatadly, "No ...No touching." The client was
engaged Inno activity a8 he pald no attention to
the movie which was on and eventually, around
7:25 p.m, became restless, rocking in the chair.
When the medication pass nurse cama to get the
client for hls evening medications the assigned -
DCS said, "Maybe that calm him down, " -

A DCS, on 8/5/13 at 6:45 p.m! commentad that
Client 63 did not sleep well at night,

On B/6/13 at 6:00 a.m., a direct care staff (DCS)
stated the nurses' station phone bell could te
lurned down at night and slated i was the
responsbilily of the night shift bul this was not an
assigned task. The DCS stated some clients did

loud and wakes up people." The DCS rolled her
eyes and starfed laughing when asked If she had
saen it wake up clients and sald, ") wouldn't like
that in my home."

On 8/6/13 at 6:20 a.m., the hallways were dark,
no clients were in‘the halls, It was quiat until the
phona rang making a loud noise down the
hallway. AL7:05 a.m. and 720 am. the phone
rang agaln, flrst making a loud ringing noise five
times, and then three times,

On 8/6/13 from 7:05 a.m. 10-8:36 a.m., Cllent 63

{W 249}
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{W 249} | Continued From page 194

engaged in'the behavloiof reaching his hande.
towards others and staff sald, "No, no, no (Clisnt
83.) Cllent 83 went to the'group roomn and started
@ puzzla. One upsst client was seated ona.
couch crylng, talking angrily saying, "Fe- Y- .."
Since the client received no altention from staff,
this continued for 20 minutes unti] & staif
intervened. A DCS was discussing use of monay,
empathy and charity. When asked to respond to
a question relaled to the toples, Client 63 sald,
"Four oiclock in the back yard ...four o'clock
bicyele ,..four o'clock basketball” to which a DCS
responded, "O.K, We're talking about charlty
{Cllent 83" The group lesson continued, Client
83 continued the puzzie and again did not answer
the DCS's question, this fime about money.
When asked, "What do you think {Clienl 63)7?" he
replied, "Backyard." No one-lo-one teaching
pecurred; the unigue needs of this client wera not
| sceommodated |n this group acliviy, An.
alternative activity was not offered and no effort
was mada lo take the client outside lo ride a
bleyele or play baskethall, which the client
continued o talk about. *

{W 248} | Client 130

() ID SUMMARY STATEMENT OF DEFICIENCIES D . PROVIDER'S PLAN' OF CORRECTION X8
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W196, it5-6

a, A Special conference was held for Client 130] 8/20/13
and the IDT developed training to encournge
independence in the dining room by serving
himself during meals,

b. DCS on Client 130°s residence received 821713
(raining on new dining plan.
c. Training was initiated for DCS on 429 on | 8/28/13
“Dignity In Care”. ) . ‘
d. US/designes will monitor 1o ensure
opportunities for independenee are being
promoted during mealtime and that Client
130°s training plan in implemented,

e, DCS for Client 130 received Iraining related | 9/09/13
to toileting privacy including pzompts to close
the stall door.

£. USs/Designees provided training lo all DCS | 8/16/13
on Poliey 5,1.1 "Standards of Care" with
emphasis on supervision and assisting clients in
socially acceptable behaviprs leading to -
independence.* '
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Dy

& to the Increase In aggressive
behavlor, one ﬂ

medications had been inoreased. Varlous forms
of intarventions/restraints were belng used
including physical escort, use of & helmeat to
prevent biting, & wrist- to-walst restraint, and a
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5-polnt restraint/moblle chalr restraint which e
seclired gach limb as walt as the walst to the
mobile chair or tabls,
On 8/6/13 at approximalsly 11 a.m,, the IPC,
staled the IPCs had not receive the recent fachity
training In care of cliénts with autlsm and statad ,
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hig knowledge stermed from prier employmenl

The IPC stated he was not sure about Client 83 's |
behavior of reaching out, said if staff did not know
the client and did hot allow him lime fo rapeat his.

ritualistic hehavkors kl escaiaie,

The IPC also stateWmed\cations
recenily were increased due 10 an incresse in
undesirable behaviors, :

Revlew on 8/6/13 of the "Online Gontinulng
Education” article dated 6/5/13, training materlal
used by the facility to teach the faollity
psychologisls how to meet the needs of autistlc
clients, presented multiple tralning approaches:
"Some people with autism +..tend o be physically
aggressive at times, making social relationships

- diffieult. Some lese control, particularly when
they're In a strange or overwhelming
environment, or when angry and frustrated," i
went on to describe sensory symptoms noting
that, "Apparently, as a result of a brain
mdlfunction many ..with autlsm are highly
attithed or even painfully sensitive to certaln
sounds ..." and can find noise ko be "painful.” The
artlcle showed that "Programs employing &
developmental approach provide conslstancy and
struciure along with appropriate levels of
stimulation.” Some approaches shed focused on
developing skills and replacing dysfunctional

'| behaviors with more appropriate ones. Others
recommeanded ¢reating a stimulating leaming
eivironment tallored o the unique neoeds of the
person. The article read, "Treatment programs
that build on the (persan’ s) interests, offer a
pradictelle schedule, teach tasks as a saries of
simple sleps, actively engage the (person's) |
attentlon in highly structured activities and provide
regular relnforcement of hehavior, seem to
produce the greates! galns." These included
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{W 249} Continued From page 188

providing an environment that built on the
persen's skills and interests while
accomimodating their. spacial needs.

On 8713 at 3:45 p.m. the Unlt Supervisor (US)
stated there werelflautistic cllents on Residence
44, The US stated she believed that the IPC's
had been {0 the recent aulism training and stated
that lo ascommodate the needs of autistic clients
the facllity might change wall colorg, lighting,

| provide structured activities-and only when
suggasied did she agreed that a calm
environment and conslstent staff were a good
ideas. She sald, "...sensory is very Important.”

3. On 7f29113 at 12:16 p.m,, Cllent 64 was
sealed at a dining room table eating across from
a direct care staff (DCS), Client 84 asked the
registerad disfician (R[}), who stood next to the
client, for gotlage cheese to which (he RD replied,
1" have to have a reason to give you more.

| can have cotlage cheesa?" The RD replied,
"August1st they are going to weigh everybedy,

| Then we sge; O.K.7" The dieticlan did.not take
this teaching opportunity to discuss with Glient 64
haw his desire for cottage cheese could be |

substitution {o not exceed calaric negds and meet
his dletary restrictions nor did'she discuss low
sodium coltage chease verses regular cottage
cheese as an apllon with the cllenl. The DCS
seated at the table also did not take this
peporiunity to teach Glieni 684 about the client's
diet, Away from the table, the RD stated to'the
strveyor that she had difficulty getting cllents to
not over eat,

Tomorrow." Client 64 then asked, 'If | lose weight

incorporated Into his prescribed dist through food |

.| Review of a~Glienl-Fass-Bhast-and.iMonthly

{W 249} Client 180
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a. A Special Conference was scheduled for 9/9/13
Clignt 180 to review the behavior of
touching/grabbing other people’s clothing and
a new training plan was initiated for .
appropriate greeting/communication,

b, US/designee provided training to DCS on 9/9413
Client 18(’s new training plan. -

c. US/designee will monitor during rounds to
ensure that training is being implernented as
wlitten, -

d. USs/Mesignees provided training to all DCS
on Policy 5.1.1 "Standards of Care" with
emphasis on supervision and assisting clients

- tin sacially acceptable behaviors leading (o
independence.*
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would be recommended for a disl, Additionally,
the RD stated that If someone was on a low
sodium die, therewas low sodium cotlage
chease avallable.

On 7/28/13 at 10:20 a.m,, Client 79 was observed
in the day program school, Room 13, sorting
paper, At 10:23 a.m. the Cliant stopped. Day .
Program Staff asked Clent 79, "You want to do
mare?" Cliant 79 declined and went to &it on &
couch where the ciient engaged in no meaningful
aclivity. Client 79 sat and watched others work,
Over 20 minutes later, at 10:45 a.m. Cllent 79 -
was still slitting doing no activity, Staff did not
approach Client 79 on the couch during those
wenty minutes and focused on other clients.
Glient 79 did not return lo any activity until 10:50
&m.

On 7/30M13 at 9:50-a.m., at the day pregram,
Clieni 79 stoppad soing papers, walked to an
area of the room with a couch and chalrs,
weighed some papers and stated "Four pounds,”

then sat down.and put on headphones fo listen to |.

music. At 10:05 a.m. the client 's head slumped -
to the table top hetween his crossed arms. Day
program staff prompted the client to "wake up.”
After approximately one minute the client”s hsad
slumped into his arms again. When asked about

the client 's lack of engagement, the staff had rio

193’5 behavior plan’ related to biting her hands
and arms, with emphasis on intervention,
documentation, and nursing care as indicated
when the behavior occurs , * 6/06/13

b. DCS training has been developed and
completed on the fellowing Llopics:*

0 FDC Policy 5.1 Clinical Standards of Care -
(Skin Integrity) |

o FDC 5.4.2 Change of Condition

o FDC 5.5.5 General Hvent Reporting
(reporting/documenting Minor Unknown
Injuries) : :

|0 NP11.01 Temporary Conditions

o NP 11,02 Client Injury Assessmant and
Intervention o

0 Problem/Temporary Condition/Temporary
Support Plan Log,

0 Physical Observation and Documentation
Checlelist '

" |0 Behavior Support Positive Practices

0 FDC 5.3.1, 5.3.2, 5.3.3 Behavior Principles
and Techniques and Tnterventions

¢, US will monitor to ensure DCS received the
above tralning,

d. PD/PASUS/PCIHSS will review and
discuss changes in clients’ conditions at
Management Debrief Meetings.*

e. FD/PA will review 24 hour report and NOD
Report daily for changes in elient condition to
ensure that physieal and behaviors] concerns
are adequately addressed and documented, *

f. US/designee will menitor during daily
rounds 10 ensure DCS are assessing clients in
their care for injury during nawrally ocowring
times throughout the day.*

g & QAFT log was established to monitor
adhetence to assessment and documentalion
protocols. CN$ presents findings to AR
-Commiltee for follow up action plans.*8/01/13
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wanis fo." There was no explanation how having

1 functioned to sUipported the cllent towards

reason for the client 's behavior and stated, *I'm
not here alf the time,"

On'7130/13 at 10:26 a.m., Day Program Staff
statad that Cllant 79 had a short atiention span,’
and thought the client could do something more
challenging. The staff stated that Client 79 did
something for flve minutes and then lost
concentratton, "so we Just let him do what he

Client 79 sit for extanded periods of time

independence.

On 8513 al 10:35 a.m. a day program staff
asked Client 79 how many pounds the client
measured had been batched and when asked,
Client 79 stated he had written down the amount,
.| From 10:46 a.m. until 11:15 a.m. Client 79 sat on

&8 couch engaged in no activity other than
walching others work. .

Residence 29

5. On 7/30M3 at 9:30 a.m., Client 130 entored the
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