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W183 #3 cont.

pleted for each new {10/26/13

d)The Shift Supervisor is responsible for reviewing the information on the document with any new staff or go5/43
floating staff for the clients in their care each time the staff member floats to the residence.
e)The Shift Supervisor will provide any additional focused training throughout the shift.and document via 10/26/13
the Shift Supervisor Rounds sheets. '
f)The Residence Manager will ensure a New Staff and Float Orientation shest is com
or float staff by reviewing the documents weekly.
g)Program management will complete a random check of the Orientation sheet when a float staff is 10/26/13
working during routine management rounds at least monthiy.
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medications to three focus sampled clients (2, 4,
and-16,).

During an interview with the licensed staff on the
same day at 11:25 AM, he stated that he gives

raining to all staff on duty related to
self Administration of Medications.

STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
_ 05G 007 B. WING 09/26/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3530 POMONA BOULEVARD
LANTERMAN DEVELOPMENTAL CENTER POMONA, CA 91769
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE | CombLeTion |,
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGER TO THE APPROPRIATE BATE
DEFIGIENCY)
\W189 #4 _ :
W 189 | Continued From page 135 W 189ja. The residence Psychologist provided | 10/25/13
overtime and said, "l don't know the medical.” training to all staff on duty on Client 2,
26, 73 and 64's Behavior Support plan
and Approzaches and Strategies. '
4. During an observation on 9/17/13 at 6:35 AM in g.uR:m%ence l.\;‘llanag.?r, IPC and “.Q’h'ft 10/25/13
group room 3 of Residence 29, six clients were pervisors will monitor and provide
observed with one staff. Five clients were noted fraining to staif as needed.
sitting on the couch, including focus sample c. Shift Supervisors will ensure and 10/25/13
Client 2 who was rocking and yelling, focus provide support and coaching to staff
sample Client 26 who was sitting in the corner during their daily rounds and document
screaming, and core sampled Client 64 was any barriers on their rounds sheet.
observed wearing white underwear only while d. The Residence Manager and Shitt ~ |10/25/13
pacing and jumping.inside the group room with Supervisors provided staff training to all
his index fingers in his ears, staff on duty on Administrative
During an interview with the Psychiatric Pircofive 235.' Individual Program Plan
Technician (PT) of the night shift on the same day mpleme‘ntatlon_.
at 6:40 AM, she stated that she worked in the unit 8. IPC will monitor and reconvene a  [10/25/13
since 5/2012, She also stated that she's pretty mesting lo discuss any re-emerging
familiar with the clients in the residence, although behaviors or issues about the plan if
she didn' t know the intervention on sach one of Lvarranted.
them. When she was asked why core sampled lease fi - A SIS AR &
Client 64 had his fingers in his sars, she stated, "l G $e€ continuation page 136a)
don't know why he doas that." When she was
asked if there was any training objective for it,
she answered, "No, | don't know." When asked
why core sampled Client 64 was only wearing his W189 #5 '
underwear, she replied, "Probably [ focus A. The Residence Manager and Shift
sampled Cliant 43's name] took it off, he likes Bupervisors provided training to all staff {10/25/13
straightening things." ' on duty on Administrative Directive
: 235: Individual Program Plan
5, During an observation of the medication pass mplementation.
on 9/17/13 at 11 AM in Hesrdeqce 29, a licensed . The Residence Manager and Shift
staft was observed spoon feeding the Bupervisor will review and provide 10/25/13
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W189 #4 cont.
f. The IPC will monitor progress monthly and document on the IPC Monthiy Training Report. When areas 10/25/13
of need/concemns are identified during observations and record review, the IPC will elevate issues to the
RM and Program Management for foltow-up and document at least quarterly in the IPC note 10/25/13
h. The Rehabilitation Therapist will provide residential support in the living rooms focused on recreation
and leisure activities. _ 10/25/13
i. Program Management to randomly monitor during monthly rounds and document on the 24 hour report. H0/25/13
. Any identified action items found on the Shift Supervisor or Residence Manager Rounds Sheet wili be
addressed at the monthly Risk Management Meeting.

T
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. W189 #5 cont.
W 188 | Continued From page 136 W 183d. Shift Supervisors will randomly 10/25/13

the medication to clients with pudding using a
spoon. When asked if clients had trainings on
self administration of medication, he stated,
"Nane of them has medication management, not
that | know of.*

The medical record for focus sampled Clients 2,
4, and 18 was reviewed on 9/20/13 at 9:50 AM,
The Individual Program Plan (IPP) Narratives of
the clients were reviewed in particular. The
review indicated that all three clients had
self-administration of medication formulatad in
the plan for continuous active treatment. The
plan indicated that each client will respond to his
name when called and approach the medication
cart. Focus sampled client two required
assistance in holding the cup in one hand and
scooping the medication. Focus sampled Client
4 could hold the spoon scoop the medication.
Focus sampled Client 16 was able to hold the
liquid cup.

During an interview with the Individual Program
Coordinator (IPC) on 9/24/13 at 3:30 PM, she
stated that all three clients had trainings in
self-administration of medications. She also
acknowledged that she had observed the practice
in the past and would bring it to the attention of
the Supervising Psychiatric Technician or
Residence Manager.

6. During an observation on 8/24/13 at 9:15 AM in
Hestdence 29, it was noted that clients were
inside group room 1 and 3 with staff. The

menitor medication passes to make
sure staff are implementing Self
Administration of Medication training to
Bl clients, and especially identified
Clients, 2, 4 and 186.

e. The Residence Manager will monitor [10/25/13
randomly during Medication Pass by
Clinic Staff and document on the
Residence Manager Rounds Sheet.
[ The IPC wilt monitor progress monthly[10/25/13
and document on the IPC Monthly
raining Report. When areas of
heed/concerns are identified during
bbservations and record review, the
PC will elevate issues to the RM and
Program Management for follow-up
and document at least quarterly in the
PC note

J. The Interdisciplinary Team evaluate [10/25/13
sach client's training plan and any
E:Ientified issues as needed.

. Program Management will randomiy [10/25/13
monitor during monthly rounds and
document on the 24 hour report,

i Any identified action items from the  [10/25/13
Shift Supervisor and Residence
Manager Report Sheets will be
pddressed during the monthly Risk
Management Meetings.
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W 189 . W189 #8

Continued From page 137 . W189) 2. shift Supervisors will provide 09/27/13

walting 10 b5 G5c0ned 10 Pine Vosaiional Centor orientation staff &s they float to 29 and

g document the training in the

for their scheduled vocational training. Orientation Float Book

During an interview with the Teachers Assistant b. The Residence Manager and Shift 10/25/13

(TA) on 9/24/13 at 9:40 AM in classroom 3 of - Supervisors provided training to all

Pine Vocational Center, he stated that he was staff on duty on Administrative

walting for clients from Residence 29 to arrive. Directive 235: Individual Program

Both classrooms (2 and 3) were observed empty, Plan Implementation throughout all of

with the exception of the TA and focus sampled the intermediate Care Facility. '

Client 43. c. The Shift Supervisor will monitor the 10/25/13

staff fioating to 229 to evaluate

During an interview with the Senior Psychiatric competency and document all any

Technician (SPT) on 9/24/13 at 9:50 AM in

Residence 29, she stated that the vocational findings on the Shift Supervisor

training will be held in the residence. When she Rounds Sheet.

was asked, "Why?*, she replied that their short d. Residence Manager will monitor the [10/25/13
staffed because one of the staffs had to lsave Orientation folder randomly and

due to an emergency. She also stated that a float provide training provide to the Shift

staff from Residence 30 was In the residence to Supervisors as warranted.,

assist. When she was asked if the float was e. The Residence Manager will - [10/25/13

given any orientation in the residence, she . |
replied, "Yes." According to the SPT, the staff
float was given orientation to the location of

|monitor the Shift Supervisor Rounds
Sheet and ensure any items are

areas, protocol for pica {ingestion of non-nutritive resolved immediately. :

substances), building sweep, clients' and unit's f. Program Management will randomly 10/25/13
routine, day treatment activities, assignments, monitor during monthly rounds and

staff and group leader introduction, and group document on the 24 hour report. :
introduction. After the orientation, the float staff g. Any identified action items from the 10/25/13
will be brought to the nurses’ station 1o sign the Shift Supervisor and Residence

orientation log, acknowledging that thé orientation Manager Rounds Shaet will be

was provided. addressed in the monthly Risk

Residence 29's Communication Log was Management Meeting.

reviewed on 9/24/13 at 10:20 AM. The log
indicated that one staff was exchanged tc
Residence 15 and another staff went home. The
log also indicated that on 9/24/13, Residence 29
acquired one staff {Psychiatric Technician
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W 189 { Continued From page 138 W 189

(PT)/staff float) from Residence 30 to assist in the
residence. :

During an interview with the PT/staff float on
9/24/13 at 11 AM, he stated that he found out he
was floating to Residence 29 when he came in
that morning. He also stated that he previously
worked once in the residence for overtime in the
afternoon shift. When he was asked if he was
familiar with the clients in Residence 29, he
replied, "I'm not really familiar with the clients."
When he was asked if he was provided
orientation in the residence regarding client's
behavicrs and interventions, he stated that there
was no formal orientation provided to him., When
asked if he attended the huddie and how would
he know his duties, he stated, "l didn't attend the
huddle." He further stated that residence's SPT
told him his duties. When asked, how he would
intervene and apply the appropriate training
methods and Iinterventions when a behavior was
observed? The PT/staff float gave a generalized .
answer of verbally redirecting the ciient, but

' verbalized that he would not know the training

methods for clients. He further stated that he
was not properly trained prior to assuming the
responsibilities of taking care of clients in
Residence 29,

The facility palicy and procedure titled "Client
Services - 226 Client Supervision and Personal
Care dated 6/6/08 reviewed on 9/26/13 at 9 a.m.,
indicated, "4, RESPONSIBILITY...4,5 Staff
Assigned Responsibility For Any Ciient...4.5.4
Know each client's |PP (Individual Program Plan),
including behavioral and medical considerations.*

7.0n 9/20/13 at 10:30 AM, entity reported

incidents were reviewed. The following indicated:
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. W189 #7 a

W 182 Continued From page 139 W 18911, The Residence Manager wil provide [10/25/13

a . On 6/30/13 (ERI#360527) at 4PM, focused training to alt staff on duty on Client

Client 82 during shower, attempted to stand up 92's Approaches and Strategiss.

from the shower chair. Focused Client 92 lost his
balance and fell. The staff providing care to
focused Client 92 was standing at his side and

2. The Shift Supervisor will provide 10/25/13
orientation to all staff who float to

was not able to prevent the fall. The staff was a Residence 23 and document in the

float from Residence 15. Orientation Float Book. (please see

b. On 7/20/13(ERI#363484) at 3:30 PM, focused continuation page 140a)

Client 91 while being wheeled out of the _

bedroom, he fell out of the shower chair hitting W189 #7 b

the top of his head to the floor. The staff providing 1. Shift Supervisors will provide 09/17/13
care was a float from residence 15. prientation staff as they float to 23 and

On 9/20/13 at 2PM, during an interview with the
afternoon shift supervisor, he stated he had told
the staff to seek assistance when providing

document the training in the
Orientation Float Book.

shower and transfers to and from wheelchair or g The Residence Manager and Shift ~ 10/25/13
bed. Supervisors provided training to all
W 195 | 483.440 ACTIVE TREATMENT SERVICES W 195 staff on duty on Administrative
Directive 235 Individual Program Plan
The facility must ensure that specific active mplementation throughout all of the
treatment services requirements are met, ntermediate Care Facility.

- : . B. The Shift Supervisor will monitor the [10/25/13
staff ficating to 223 to evaluate

This CONDITION is not met as evidenced by: rompetency and document all any

Based on observations, interview, record and Indings on the Shift Supervisor

document reviews, the facility falled to ensure the ?oundls Sheet.

Condition of Parlicipation, Active Treatment + {- Residence Manager will monitor the  10/25/13
Services was met when individuals were not rientation folder randomly and

involved in activities which addressed their provide training provide to the Shift

individualized priority needs. The facllity did not SUpervisors as warranted.

assure Individuals had opportunities to practice b. The Residence Manager will monitor 10/25/13

new or existing skills and to make choices in their ; ;
daily routines. The facility did not assure active TnE:sS gf;r?; ﬁ:ﬁ:fg:gﬁ;@?&gheet and
treatment plans were implemented by trained - , . )
staff, and objectives amended and revised by the Immediately. (please see continuation
qualified mental retardation professional (QMRP) page 140a)

{ individual Program Coordinator {IPC) as
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issues have been resolved.

the 24 hour report.

W189 #7 b cont, _
6. Program Management will randomly monitor durin
report.

6. Program Management will randomly monitor for com

7. Shift Supervisor and Residence Manager Rounds Sheets
weekly for monitoring of identified issues and resolution. ;
8. Any identified action items on the shift Supervisor Rounds Sheet or Residence Manager Rounds Sheet :»10/25/13
will be addressed during monthly Risk Management Meetings. )

g monthly rounds and document on the 24 hour 10/25/13

7. Any identified action items from the Shift Supervisor and Residence Manager Rounds Sheet will be 10/25/13
addressed in the monthly Risk Management Meeting.

e OMB NO. 0938-0391
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—
W189 #7 a cont.
3. The Shift Supervisor and Residence Manager will monitor staff during transferring, and provide 10/25/13
coaching as warranted.
4. Observational findings will be documented on the Shift Supervisor Rounds Sheet, 10/25/13

5. The Residence Manager will monitor the Shift Supervisor Rounds Sheets to ensure that all identified H0/25/13

pliance during monthly rounds and document on 10/25/13

will be submitted to the Program Office 10/25/13
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leave the facifity and practice transitional
community skilis. This affected two of 10 core
sampled and four focus clients. { Client 21, 683,
77,79, 82, 89) SEEW196

2. The facility failed to develop a fully
comprehensive functional assessment that

identified specific needs, including behavioral

reviewed with the float staff on duty.
(Refer to W189, #3)

e) All clients active training plans and
training objectives will be reviewed at
their IPPs to ensure appropriate plans.
Please see continuation page 141a
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, W195 #1 :
W 105 | Continued From page 140 W 195|a) A special IDTeam meeting was held | 10/17/13
individuals served failed to progress and or .|on 10/17/13 to evaluate Client 79's
experienced significant events. active treatment plan, including his
. training objectives. Client 79’s activa
The facility did not develop plans to address treatment plan has been modified 1o
behavioral support needs that interfere with dally enhance training steps in current
life. The facility did not assurelthat programs independence skills training in order to
plans included measurable objectives and which romote pr d impl
data was collected in a manner that allowed P ad progress and implement a
determination of progress or lack of progress. sell-administration of medication
training objective that promotes active
‘ involvement in his treatment. {Refer to
Findings: W196, #6)
b) On 10/24/13, a special [DTeam 10/25/13
. ‘ meetling was scheduled for 10/28/13 to
1. The facility falled to ensure each client address Client 89's active treatment
received a continuous active treatment program, .y . .
R . . , trai
which included aggressive, consistent f;l am”af;%g'ﬂﬁ/s%gggfosr:gﬂﬁfe@e
implementation of a program of training, Cliont 89 P ve trout Injuries.
treatment and or health services. Clients had ent oJ's active treatment plan has .
regressed following consolidation (moves from beep ‘mOC‘jlfle.d to increase her
closed residences) and were "retired" from active participation in structured weekday
freatment, float staff did not know client activities, as well as active treatment
programs, clients were served modified cafeteria activities on the residence. (Refer to
style, pre-plated meals in an inconsistent dining W159, #1)
environment with a lack of choice and staff over ’ - -
! : ) c) All Day Traini i
assisting. Clients were not allowed to particpate in (B)T AC) gla s sesri]r? Qrcot V;;};ncg nt%r 10/25/13
laundry activities. Activities designated to be initiate the Orientati g Wi
community activities such as coffee socials ritiaie the OUrientation to DTAC
provided no opportunity for clients to go to the Classroom form. (Refer to W189, #1) |
bank ( trust office) withdraw their own money, d) Client 63's medical needs were 09/19/13

FORM CMS-2567(02-89) Previous Verslons Obsolete

Event ID; FCSFH

Facillty|D: CA170001773

It continuation sheet Page 147 of 234




DEPARTMENT OF HEALTH AND HUMAN SERVICES ' PRINTED

©10/21/2013

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES

OMB NO

. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTAUCTION

05Goo7 B. WING

OF CORRECTION IDENTIFIGATION : MRENA
AND PLAN OF CORRECTIO | ICATION NUMSER: A BUILDING - COMPLETED

09/26/2013
NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

LANTERMAN DEVELOPMENTAL CENTER. ' 8530 POMONA BOULEVARD
. POMONA, CA 91769

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 18} FROVIDER'S PLAN OF CORRECTION
PAREFIX . [EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECT!VE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENGY)
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COMPLETION
DIATE

VW195 #1 cont.

f) The Dining Room Coordinator on residence 223 will monitor breakfast, lunch and dinner daily to ensure
that clients’ independence and training opportunities are provided. The Dining Room Coordinator wilt
monitor for proper implementation of Dietary Safety Issues / Care Giver Feeding / Swallowing Guide at
each meal. (Refer to W247, #6) ‘

g) The Interdisciplinary Team for individuals identified on residence 215 will identify and prioritize each
person's needs for faundry training trough comprehensive review of assessments, i.e. Independent Living
Skills Assessment, staff interviews and monitoring of each individual's active treatment program. {Refer
to W196, #4)

h) The supervisor of residence 215's Rehabilitation Therapist (R.T.) reviewed AD 201: Client Rights with

the Trust Office, then go purchase their desired items themselves. For each outing, an "On/Off Grounds
Activity Trip Sheet” will be completed, with a dollar sign symbol next to each client's hame who was able
to participate in accessing / spending his own money. (Refer to W136, #3) :

) The Individual Program Plan {IPP) describes the needs, preferences and cheices of the person and
his/her family. It is developed through a process of individualized needs determination and embodies an
approach centered on the person and family, Administrative Directive (A.D.) 235: individual Program
Plan. All Residence Managers and Shift Supervisors will review and provide fraining in Administrative
Directive 235: Individual Program Plan with all staff on duty o ensiire all clients have the opportunities for
training and independence. -

Residence Managers, Shift Supervisors and Quality Assurance Staff to review expectations on active
treatment programming on and off the residences and to solicit ideas for enhancing active treatment
programs. The outcome of the meeting reinforced the Center's commitment to provide a client driven
program for each client that is flexible in order to meet the clients’ needs as their rhythm of life dictates.

I%{esidence Managers/Designees to review active treatment expectations and protection from harm
measures related to the delivery of client services. '

10/26/13
the residence R.T., especially as it relates to client social interaction / participation in community activities |

and managing their own money ensuring that the clients have opportunities to get their own money out of ;

i) On July 11, 2013, the Executive Director and Clinical Director met with Program Management, 07/11/13

k) On August 1, 2013, the Executive Director and Clinical Director met with Program Management and 08/01/13

10/25/13

10/25/13

10/25/13
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W195 #1 cont.

[) On October 16, 2013, the Clinical Director facilitated training to Program Management, Residence
Managers, Shift Supervisors, Individual Program Coordinator, and Quality Assurance staff regarding
active treatment: clients will receive a continuous active treatment program consisting of needed
interventions to support the achievement of each client's Individual Program Plan; active treatment
programs will be meaningful and staff will be able to explain how the activity promotes greater
independence for each person involved in the activity; individuals are encouraged to make choices and
decisions and to complete tasks with as much independence as possible; environments will be pleasant
and conducive fo learning; and appropriate materials and supplies will be available in order to effectively
carry out active treatment programs based on the needs of the clients.

m) On October 17, 2013, the Clinical Director and Executive Director, along with consultants, reviewead
active treatment strategies with Executive Commities Members, Program Management, Residence
Managers and Quality Assurance staff; emphasizing active involvement with individuals who typically
self-isolate, especially during transitional times during the day; restructuring envircnments to promaote
more effective group interactions; empowering staff with the tools they need to succeed; mentoring by
Supervisors, Managers and Professional Level-of-Care staff, and modifying program plans when there is
no progress or regression,
n) On October 22, 2013, an Active Treatment Workgroup was formed of creative staff who will share
active treatment strategies for the benefit of all staff that have been known to be successful for highly
resistive and more challenging individuals and will elevate clients’ skill leval, ' o

0) Level of care staff on the residence and DTAC staf will ensure active treatment plans are implemented
as developed by the |DTeams,

p) Each month, Level of care staff on the residence and DTAC staff document in the client’s record the
client’s response 1o training objectives. _ :

q) The Shift Supervisors and DTAC Coordinators will monitor during routine rounds to ensure staff
deployment optimizes active freatment activities and active treatment plans as developed by each client's
IDTeam are implemented on the residance and at the DTAC Sites, providing demonstration and
toaching, as needed. Shift Supervisors and DTAC Coordinators will ensure re-training/instruction is given
and corrective action taken, as needed.

r) The Shift Supervisor will identify issues and corrective aclions (if any) on the Shift Supervisor Rounds
Sheet, submitting to the RM weekly. The DTAC Coordinator will note on DTAC Classreom Rounds

Sheet; any corrective actions will be documenied in an email to the appropriate Program Managet.

|
!
1
i
H
i
i
1

01713

10/16/13

10722113

10/25/13

10/25/13

10/25/13
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W195 #1 cont.
s) The Residence Manager will monitor for effective active treatment program planning, provide coaching 10/25/13
and identify corrective actions, when needed, during weekly rounds to ensure all clients’ Individual
Program Plans are being followed as developed by each client's IDTeam. Re-training/instruction will be
given as needed during observations and corrective action will be taken as indicated,
t) The Residence Manager will identify issues on the Residence Manager Rounds Sheet, 10/25/13
u) Any identified action items on the Shift Supervisor Rounds Sheet, DTAC Coordinators Rounds Repert 110/25/15
or Residence Manager Rounds Sheet will be addressed during monthly Risk Management Meetings. '
v} Program Director/Designee reviews the rounds forms by the SrPTs, DTAC Coordinators and RMs, 10/25/13
resolves issues, as warranted, and elevates issues to the Governing Bedy if the rounds tool results show |
signs that the system is not working. '
w) IPC Supervisor provided training to [PCs regarding IPP monitoring, documentation and follow-up, 10/24/13
including documentation at least quarterly in the IPC Note to ensure that training objectives are ‘
appropriate to clients’ skill level and continue to meet the needs of each client.
x) IPC will monitor clients’ progress, and when areas of need or concerns are identified during 10/25/13
observations and record review, the IPC will elevate issues to the Residance Manager and Program
Management for follow-up and document at least guarterly in the IPC Note. _ .
) IPC Supervisor will monitor for compliance via review of the IPC Notes. Any unresolved issues/ 10/25/13
concerns will be brought foward to the CQM committee for resolution., ‘
|
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management for one of 10 sampled clients
(Client 77) and one focus client (Client 45). SEE
wat4

3. The facility failed to ensure objectives of the -
individual program plan were stated separately, in
terms of a single behavioral outcome affecting
two of 10 core sampled and two focus clients. (
Client 37, 47, 61, 69) SEE W229

4. The facility failed to ensure for one of 10 core
sampled clients { Client 77) vocational training
that was consistent with his abilities. SEE W240

5. The facility failed to provide opportunities for
client choice and self-management for two of 10
core sampled and five focus clients (Clients 1, 15,
18, 39, 65, 70 and 77 ). SEE W247

6. The tacility falied to implement the clients’
active treatment program for five of 10 core
sampled clients and 13 focused sampled clients.
{Clients*t, 2, 4, 6, 12, 15, 16, 28, 32, 43, 48, 52,
56,64, 66, 76, 77, and 99) SEE W249

7. The ftacility failed to ensure data was collected
accurately to serve as a performance measure
and provide information to assist in program
decisions, affecting one of 10 core sampled and
five focus clients. (Clients 2, 26, 43, 49, 64, and
73) SEE w252

8. The facility falled to ensure the individual
program plan was revised by the QMRP / IPC for
one core sampled and one focused clients who
were failing to progress toward identified
objectives. Client 89 was "retired® and her active
treatment program was not implemented. Client
47 was not progressing due to changes in Day

Treatment Activities Conter (DTAC) environment,

review Client 77's comprehensive
functional assessment {IPP Narrative),
ncluding an evaluation of the
Appropriateness of Client 77's current
meney management training objective,
vocational training, self-administration of
medication and continual and meaningfu!
active treatment. The IDTeam
mplemented new training objectives in
money management gnd
self-administration of medication.
Additionally, Client 77's vocational
prodram has been erhanced to include
more tasks in which he can actively
participate,

p)All clients comprehensive functional
Assessment (IPP Narrative), will be
“reviewed at their IPPs to ensure
nppropriate. ' :
blease see continuation page 142a

W195 #3 -
please see continuation page 142b

W195 #4
blease see continuation page 142¢

W195 #5
Refer to tags W247 #1 - #6)

V195 #6
Refer to tags W249 #1 - #16)

195 #7
Refer fo tags W252 #1 - #6)

V195 #8
Refer to tags W257 #1 and #2)
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W195 #2
W 195 | Continued From page 141 W 195 ) A special IDTeam meeting was held to

10/25/13
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W195 #2
b) Shift Supervisors will ensure Client 77 is afforded weekly opportunities at Trust Office and Freedom 10/25/13
Cafe.
c) The Rehabilitation Therapist will schedule community outings to provide Client 77 with opportunities H0/25/13
and choices for shopping. _ '
d) Residence Manager, Group Leader and IPC developed Client 77's training plans, and the IPC 10/25/13
documented on the IPP listing, Approaches & Strategies and Daily Activity Schedule.
e) Client 45’s IDTeam met and reviewed behavior data and agreed to include a behavior plan for pulling  4o/23/13
JT within Client 45's Behavior Support Plan. _
f) Client 45's Psychologist will develop the plan and submit to Behavior Support Committee for approval. #0/23/13
g) Client 45's Psychologist and Residence Manager will provide service training on the plan and 10/23/43
~ |intervention steps to all staff Upon approval. :
h) Residence Manager and Shift Supervisor will monitor residence daily to ensure staff is knowledgeable 0/23/13
with the plan and provide additional coaching, as needed.
i) The Shift Supervisor will complete daily rounds utilizing the Shift Supervisor Rounds Sheet and submit 10/23/13
weekly to Residence Manager.
i) Program Management will conduct random rounds on a monthly basis and document on the 24 hour 10/23/13
report. _ o
k) Any identified action items from the Shift Supervisor or Residence Manager Rounds Sheet will be 10/25/13
addressed in the monthly Risk Management Meetings.
) IPC Supervisor provided training to IPCs regarding IPP monitoring, decumentation and follow-up, 10/24/12
including documentation at least quarterly in the IPC Note to ensure that training objectives are
appropriate to clients’ skill level and continue to meet the needs of each dlient.
m) IPCs will clients’ progress, and when areas of need or concerns are identified during observations and {1g/25/13
record review, the IPC will elevate issues to the Residence Manager and Program Management for
follow-up and document at least quarterly in the IPC Note. 10/25/13
rgx) IPC Supervisor will monitor for compliance via review of the IPC Notes.
i
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\W195 #3 cont.

a. On 10/16/13, a workgroup was formed to review the four sampled behavior support plans (clients 37,
47, 81 and 69) in regards to single behavioral outcomes. The workgroup is comprised of the Behavior
Services Committee (BSC) Chairperson, two BSC member/reviewers, a Staff Psychologist, and the
Senior Supervising Psychologist. On 10/28/13, members of the workgroup met and concurred in their
understanding that behaviors that occur together as episodes and are difficult to separate, and that serve
the same function, may be defined in terms of a cluster of behaviors and stated as a single behavioral
outcome. The workgroup raised concerns related to separating out data for behaviors that occur
concurrently (specifically, potential decrease in data accuracy and distortion of behavioral acuity resuiting
from much higher frequency counts than would result from counting episodes of concurrent behaviors).
b.The [DTeam will review the current behavior-plans of the four sampled clients {clients 37, 47, 61 and
69) and address the appropriateness of behavioral definitions .

c. The IDTeam will review all clients current behavior plans (IPP Narrative), at their IPPs to ensure
appropriate and accurate, .

d. All on-duty Psychologists will receive training in review of Title 42 pertinent to single behavioral
outcomes. ' :

e. Based on the IDTeam consensus, a behavior support plan will be modified to incorporate single
behavioral outcomes, or justification will be provided.if contraindicated. The Senior Supervising.
Psychologist will ensure that the Residence Psychologist notifies the BSC of changes made to the plan
per the Behavior Services Manual (page 27), or, if indicated, submits the plan to the BSC, including all
appropriate consents needed.

f. A review of behavior supports plans containing highly restrictive interventions will be initiated to identify
behavior support plans containing multiple behavioral outcome objectives. The 1DTeam will review the
behavior plans and address the appropriateness of behavioral definition.

g. Based on the IDTeam consensus, a behavior support plan will be modified to incorporate single
behavioral outcomes, or justification will be provided if contraindicated. The Senior Supervising
Psychologist will ensure that the Residence Psychologist notifies the BSC of changes made to the plan
L?er the Behavior Services Manual (page 27), or, if indicaled, submits the plan to the BSC, including all
appropriate consents needed.

h. Behavior plans containing highly restrictive interventions will be reviewed at the monthly Behavior

Review Group meeting to ensure proper identification and definition of target behaviors.

Il

10/31/13

H0/31113

10/28/13

10/31/13

10/28/13

10/30/13

10/26/13
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WW195 #3 cont.

. Individual Program Coordinator and Residence Manager will ensure that discussion and documentation
are incorporated into Annual IPP meetings to determine and specify proper identification and definition of
target behaviors. ‘

j- The Quality Assurance IPP Audit is updated to include review for multiple behavioral outcomes. -

k. Atleast annually, behavior support plans are reviewed by the Behavior Services Committee, Human
Rights Committee and Therapeutic Review Committee each time & behavicr support plan is submitted for
review. These committees will monitor to ensure the inclusion of single behavior outcomes in each
behavior support plan, or justification provided for any confraindication, prior to each behavior plan’s
approval and implementation. BSC Members will utilize the BSC Review Checklist (Appendix 12 of the
BSC Manual), which stipulates that “Milestones are observable, measurable, specific and stated as a
single outcome.” : _

. IPC Supervisor provided training to IPCs regarding IPP monitoring, documentation and follow-up,
including documenting training objectives to provide clear directions to any staff person working with an
individual about the type of data to recerd and the frequency which data is to be recorded. IPCs
document monitoring and follow-up activities at ieast quarterly in the IPC Note to ensure that training .
objectives are appropriate to clients’ skill level and continue to meet the needs of each client,

m. IPC will monitor clients’ progress, and when areas of need or concerns are identified during
observations and record review, the IPC will elevate issues to the Residence Manager and Program
Management for follow-up and document at least quarterly in the IPC Note.

n. IPC Supervisor will monitor for compliance via review of the PG Notes.

W195 #4 cont. i

a) A special IDTeam meeting was held to review Client 77's comprehensive functional assessment (IPP
Narrative), including an evaluation of the appropriateness of Client 77's currsnt money management
t;raining objective, vocational training, self-administration of medication and continual and meaningful
active treatment. The IDTeam implemented new training objectives in money management and
e}elf—administration of medication. Additionally, Client 77°s vocational program has been enhanced to
include more tasks in which he can actively participate. 10/25/2013 -

b) Shift Supervisors will ensure Client 77 is afforded weekly opportunities at Trust Office and Freedom
Café. 10/25/2013 | o

10/20/13

10/29/13
10/29/13

1024713

10/25/13

10/25/13

t0/25/13
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¢) All clients comprehensive functional assessment (IPP Narrative), will be reviewed at their IPPs to
ensure its appropriate. ‘ _
d) The Rehabilitation Therapist will schedule community outings to provide Client 77 with opportunities 10/25/43

and choices for shopping. _
e) Residence Manager, Group Leader and IPC developed training plans, and the IPC documented on the

10/25/13
IPP listing, Approaches & Strategies and Daily Activity Schedule.

f) IPC Supervisor provided training to IPCs regarding |1PP monitoring, documentation and follow-up, 10/24/13
including documentation at least quarterly in the IPC Note to ensure that training objectives are

appropriate to clients’ skill level and continue to mest the needs of each client, ;

g) IPC will monitor Client 77’s progress, and when areas of need or concerns are identified during if1 0/25/13
observations and record review, the IPC will elevate issues to the Residence Manager and Program :
Management for follow-up and document at least quarterly in the IPC Note.

h) IPC Supervisor will monitor for compliance via review of the IPC Notes, 10/25/13
i

FORM GMS-2567 (02-09) Previous Versions Ghsolate Event ID: FC5F11 Facility iD: CA170001773 if continuation sheet Page

142d of 23



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

PRINTED: 10/21/2013
FORM APPROVED
OMB NO. 0838-0381

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE GONSTRUGCTION {X3) DATE SURVEY
AND PLAN OF CORRBECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
05G007 B. WING 09/26/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COOE
- 3530 POMONA BOULEVARD
LANTERMAN DEVELOPMENTAL CENTER
POMONA, CA 91769
(X4 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN GF CORRECTION ()
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EAGH CORRECGTIVE ACTION SHOULD BE COMPLETION
TAG HEGULATORY OR LSG IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
W 195 | Continued From page 142 W 195
i.e., increase in roster size, increase in overall
noise level, increase in behaviors manifested by
peers around him, changes in regular staffing
level, and new instructors. (Clients 47 and 89)
SEE Was7
The cumulative effect of these systemic
problems resulted in the facilities inability to
ensure that specific active treatment
requirements were met.
W 198 W 196

483.440(a)(1) ACTIVE TREATMENT

Each client must receive a continuous active
treatment program, which includes aggressive,
consistent implementation of a program of
specialized and generic training, treatment, health
services and related services described in this
subpart, that is directed toward;

(i) The acquisition of the behaviors necessary for
the client to function with as much self
determination and independence as possible; and

(ii) The prevention or deceleration of regression
or toss of current optimal functional status,

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to ensure each client
received a continuous active treatment program,
which included aggressive, consistent
implementation of a program of training,
treatment and or health services. Clients had
regressed following consolidation (moves from
closed residences) and were "retired" from active
treatment, float staff did not knaw client
programs, clients were served modified cafetoria
style, pre-plated meals in an inconsistent dining
environment with a lack of cholce and staff over
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W 196 Continued From page 143 W 196
assisting. Clients were not allowed to participate
in laundry activities and were not pravided
desensitization training as indicted. Activitles
designated to be community activities such as
coffee socials provided no apportunity for clients
o go to the bank ( trust office) withdraw their own
money, leave the facility and practice transitionai
community skilis.
This affected three of 10 core sampled and six
focus clients. ( Client 21, 37, 47, 63, 69, 77, 79,
82, 89)
Findings:
W196 #1
1. Observation on 9/24/13 at 9:30 AM, revealad 2. Special team meeting was held to  |10/25/13
Client 89 laying in bed fully clothed with the discuss and develop plans to revise
o I ont #59 Day Traning Activiy
IS e bedroom daor was closed, 0. The teacher for classroom #2 will 10/25/13
curtains drawn and there was no stimulus in the develop a training objective for Client
room'such as TV of music playing . B9 to work on when she choosesto
harticipate in class.
c. All Residence Managers provided — |10/25/13
fraining to all staff on duty on Client
Bervices - 235 Individuat Program Plan
mplementation.
d. All Residence Managers and Shift ~ |10/25/13
Bupervisors will continue to complete
random rotinds and document findings
- pn the rounds sheets and provide
zdditional training as necessary.
2. Program Management will monitor  {10/25/13
he rounds sheets tc ensure
compliance and document on the 24
nour report.
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. W196 #1 cont.

W 196 | Continued From page 144 : W 198, Shift Supervisor will complete daily | 10/25/13
rounds utilizing the Shift Supervisor
Rounds Sheet and submit weekly to
Residence Manager.

g. Any identified action items from the
Shift Supervisor or Residence 10/25/13
Manager Rounds Sheets will be
addressed in the monthly Risk
Management Meeting.

The IPP instructed staff to increase awareness
of Client 89's whereabouts to protect her from
harm, however, she was not receiving Enhanced
supervision during the observation period. At 1:30
PM, the same day Client 89 was going thru a
closed door onto the residence patio in a
wheelchair alone.

A special meeting dated 6/8/13 acknowledged
Client 89's desire 1o attend DTAC and the team
decided Client 89 could be "unretired‘in order to
get paid for any work she engages in at DTAC.
The Individual Planning Coordinator (IPC) who
recorded the special meeting indicated Client 89
would be included in the DTAC program.effective
June 2013, This program was not implemented
for Client 89, as evident by the RM who indicatad
she was retired and no revision in her active
tredtment goais.

Clinical record review confirmed no evidence of
new assessment, revision andfor plan
implementation to promote Client 89's physical
wellness and fitness, socialization and tasks that
stress maintaining coordination skills and
reducing the rate of loss of skills that
accomparies the physical aspects of the aging
process.

2. Observation at the DTAC on 9/17/13 during the
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. W198 #2
W 196 § Coptinued From W86 Al Day Training Activity Center 10/25/13

DTAC) classes in Program 2 wili
nitiate the Orientation to DTAC
Classroom form.

b. All staff new to the classroom, 10/25/13
ncluding residence staff, Senior
Companions, volunteers, and
college/vocational students, will be
given orientation to the classroom and
the clients in the classroom, and will
sign the Orientation to DTAC

e Classroom form. If a lapse of a month
passes that the person who signed the
form is not in the class, the individual
will be re-oriented to the classroom and
he clients in the classroom, and sign
he Orientation to DTAC Classroom
form again. :

C. The Orientation to DTAC Classroom [10/25/13
form will be kept in a binder in the
classroom for a mirimum of a mionth o
d. The DTAC Coordinator will monitor  10/25/13

Interview with the.licensed staff member at 11 45
AM revealed he was a “float" working voluntary
overtime and did not know the clients very well.

The licensed staff member said he had worked orm usage dgrmg weekly rounds and

"double shifts" for weeks but had not worked on aocument onin DT'G}C ROUQdS R?DOTT-

Hesidence 15 because of a problem with a client 2. The DTAC Coordinator will maintain 10/25/13
- but the client had been recently discharged. all Orientation to Classroom Rounds

The licensed staff member did not wish to jorms that are purged from the

elaborate on what the problem concerning a Classroom binder for a year.

client was or speak further. A request thru [ All DTAC staff will sign a training 10/25/13

Standards Compliance revealed there were no
pending actions, however personnel records
showed recent-history of non-compliance with
following the facility medication administration
- | guidelines while being a overtime fioat.

sheet indicating they understand this
rocess,

The "Teacher" in DTAC indicated in interview
during the observation phase that he was also
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W 186 | Continued From page 146 W 196

new to the area and just getting to know the

clients. The teacher indicated he was moved after

residences consolidated and wasn't sure which

staff were regular or floats.

196 #3 7

3, Dmmg observations were comp[eted on a The 'Senior PSYChiatriC TeChniC‘lan 391’1 6.',1 3

Residence 15 on 9/16/13 at 11:30 AM, 9/18/13 at (SrPT)/Dining Room Coordinator at

11:30 AM and 5:30 PM, and 8/24/13 at 7:30 AM. each meal will monitor and ensure

Cients were servad modified cafeteria style, one compliance and implementation to

client at a time picked up a tray and silverware, dentified independence levels andg

Imeal, Obsorvations revealed an Tnooneiennt raining in each [P for dlient 21 and al

dining environment organized to facilitate gle?ts.whofreslge{p n r'e5|§Jence.

acquisition of skills, greater independence and e-lraining” moceling is given and

chaice opportunities. Staff over assisted clients corrective action taken as nesded, -

for examp[e; "waiter Sty[e", pOUng drinks, b, All RMs reviewed responslbllltles of P9/16/13

walking around with a coffee pot and wiping their the dining room coordinator at all

tables after eating. On one observation, Clisnt 21 huddles, '

independently went to an cart with iced drink C. All SrPTs are responsible for 10/26/13

cartons and poured his glass of Sikk perfectly. ensuring a safe and therapeutic

The next dining observation, staff instructed bnvironment each shift. The routine of

Client 21 to sit down and poured the Silk for him. the dining foom Coordiﬁator will be

During a lunch observation where sandwiches ol di i

were on the menu, clients were not provided the ollowed to compliance at each meal.

opportunity to assemble their own sandwiches. d. All RMs will ensure compliance /16713

This affected all clients residing on Resldence 15. during daily routine rounds ensuring

re-training/instruction is given and
corrective action taken, if needed.

4. On 916/13 at 3:30 PM on Residence 15,

revealed the laundry room ( washer and dryer) W 196 #4

were off [imits fo the cli?nts. Con’{tr:]urrentdstaﬁ A. The Interdisciplinary Team will 10/25/13

interview revealed no clients an the residence . -

were allowed to do thair personal laundry ?E}e;csg‘c?rnliﬁr:grmtzrgir?i?]c;htﬁreorsoﬂs

although some were *probably capable." Staff A - y training throug

indicated they were told the water didn't get hot somprenensive review of.aslsessments,

enaugh for the clothes to get clean. Staff LSA, interview, and monitoring of each

indicated housekeeping staff sometimes use the ndividual.

washers for soft ties and other "things." When
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_ W198 #4 cont.
Continued From page 147

W 196

asked if the hot water issue would be fixed, she
indicated "probably not® and if any of the eight
clients awaiting placement practiced using the
washer and dryer, she confirmed no.

Interview with a second staff person on
Residence 15 on 9/18/13 at 8 PM, indicated
clients were capable of using the washar and
dryer but had not been allowed to train or use
them because detergent was not allowed on the
residence, when asked what the soft tie restraints
were washed with, he was unsure. The facility
failed to address priority needs ( doing lfaundry)
formally and through activities which were
relevant and responsive to eight clients on
Residence 15 transitioning to the community.

During an interview with the Chief of Plant
Operations on 9/25/13 at 1 PM, he indicated their
were no work orders pending for Residence 15
washers and to the best of his knowledge there
was no a hotwaterissue. . ... ... .. . .

5. During an interview regarding client
community activities on 9/18/13 at 6:30 PM, a
licensed staff member indicated clients were
involved in weekly community activities, for
example, Starbucks Coffee Social, Further
interviews with staff and clients revealed the
recreational therapist and staff filled out a trust
form for each client's account to be dsbited, went
to Starbucks, picked up coffee and doughnuts,
which were served to the clients on the
residence. Although the clients indicated they
enjoyed this activity, there was no opportunity for
them to go to the bank ( trust office) withdraw
their own money, leave the facility, practice
community skills, and practice choice by ordering
their coffee and or dough nut and exchange

W186h The Residence Manager reviewed | 10/25/13
Administrative Directive 235: PP
mplementation. The IDTeam will
dentify plans to enhance or acquire
kills that can be incorporated into

ally program plans. If at any time itis
oted changes are nesded to current
PP, the IPC/RM are notified
mmediately to determine need for a
Special IPP meeting.

. The IPC/RM/SRPT/DTAC 10/25/13
Coordinator will ensure compliance
during daily routine rounds ensuring
re-training/instruction is given.(please
see continuation page 148a)

W196 #5
8. The supervisor of the rehabilitation  |10/24/13
therapist on Res.215, reviewed A.D.
236 Individual Program Plary with the —
R.T.. especially as it relates to
ncreasing our clients independence in
managing their own finances by
essisting the clients from Res. 215 to
nave opportunities to get their own
money out of the Trust Office, then go
ourchase their desired items
themselves. For each outing, an

‘On/Off Grounds Activity Trip Sheet”

will be completed, with a dollar sign
symbol next to each client's name who
was able to participate in accessing /
spending his own money.(please see
continuation page 148a)
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V196 #4 cont.
&. Program Management will randomly monitor during monthly rounds and document on the 24 hour 0/16/13
report.

W196 #5 cont. : _
b. The supervisor of all of the rehabilitation therapists (Program Assistant} reviewed A.D. 235 Individual 10/24/13
Program Plans with the R.T's, especially as it relates to increasing our clients’ independence in managing
their own finances to ensure that all clients who are able, have opportunities to access their own money
at the Trust Office, and then go purchase thair desired items themselves. Eor each outing, an "On/Off
Grounds Activity Trip Sheet” will be completed, with a doliar sign symbol next to each client's name who
was able to participate in accessing / spending his/her own money on a trip. '

c. The Program Assistant will monitor the “On/Off Grounds Activity Trip Sheets daily fo ensure that clients ;1 0/24/13
are given the opportunity to access / spend their own monay. :
d. The Rehabilitation Therapists will include a synopsis of each client's progress in the area of money 10/24/13
management in their annual assessment for the client's 1PP. , 10/24/13
e. The P.A. will monitor each IPP for compliance.

1 L
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: . W196 iterns #6-10
W 186 | Continued From page 148 W 196 a) The Residence Manager (RM) 10/25/13
rnoney for a product. Staff indicated during the reviewed the Individual Program Plan
interview, we don't have enough staff to do that. for client 79 including open training
plans, Approaches and Strategies and
6. An interview was conducted with the IPC Heath Care Objsctives and Plans with
(Individual Program qurdinatqr) on 9/25{’18 at staff on duty. !
é?fm ;\N,‘ fo a.s9e”a:” information regarding b) All Senior Psychiatric Technicians  .09/25/13
lent 79 training plans. are responsible to ensure that
orientation is provided to float and new
staff, which includes review Individual
Program Plan (IPP) information to
essure staff, are familiar with each
client via the revised New Staff, float
and student orientation check sheet
c) The Residence Managers and 10/26/13
Rehabilitation Therapists meet at least
weekly {o review active treatment
needs for the residence to ensure a
adequate supply of materials are
available to provide clients with a
variety of options to choose from during
waking hours,
o ) d) All Residence Managers obtained  |10/26/13
He‘i’i?vw gggg é?gé\;:d;a[ggoiggg{ga%%grdmator additional active treatment activities
Irr?zi’gpéndence skills training (# of times he s not and supplios for the residence living
resistive to fingernail training) denoted no rooms and activity areas and provided
progress for months, will refer to group leader fraining on active treatment
possibly to modify the plan. expectations based on the IPP.
e) All Senior Psychiatric Technicians  [10/26/13
Client's no progress in this area is possibly due to ensure that clients are engaged in .
a lot of changes in his environment both at Day meaningful activities per the IPP during
Program and the Residence {continuing/on going daily rounds and decuments on the
placément activities of clients in the residence, Shift Supervisor Rounds Sheets.
staff and peer changes as residences ard Day
Program classroam were closed or moved),
7.0n 9H18/13 at 5:35 PM licensed staff was
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There was no actlve treatment in progress nor
were the clients engaged in any type of
meaningful activities or verbal interactions.

compliance via review of the IPG

Notes. (please see continuation page
150a)
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. W196 items #6-10 cont
W 196 Contmueq From page 149 N ‘ W 1880 All Residence Managers provided 10/26/13
observed in the Group B activity room \:wth wo training to al! staff on duty on
clients. Ther ewv;assﬂ?gr:(:l:fIgiiitrrgzr;im‘fy o Administrative Directive 235, Individual
progress nor . .
verbal interaction being provided to the clients: Prrg\%a;;n Fr)rllaen Wlthfe:ﬂp ft].a‘stl_s O?
After the surveyor entered the room the licensed El' g meaningiul actvities to
staff put music on, o lent‘sl baged on their preferenges as
‘ dentified in thelr iPP. The Residence -
8. On 9/18/13 at 6:40 PM, Client 70 was obsarved Manager will monitor for compliance
in his wheelchair in a group room with three other during rounds and document on the
clients. His head was tilted to the side. Staif Residence Manager rounds sheet.
repositioned his hgad after the surveyor entered 0) Program Management will monitor
the room. There was no active treatment.in for compliance with active treatment 10/25/13
progress. expactations during routine
9. On 9/19/13 at 11:35 AM, two clients were management rounds and document on
observed in the Group A day raom prior to lunch. the 24-hour report. . 10/24/13
Avolunteer grandrmother was seated with two h) IPC Supervisor provided training to
clients with the music playing. No staff were PCs regarding IPP monitoring,
present to provide meaningful activitias.._ documentation and follow-up, including
o documentation at least quarterly in the
siafi wire observed in Unit EQ'§‘Gr0up B activity " Bhjectives are appropriate to cliefits’
room prior to lunch. The television was on. skill level and continue to meet the
' . . : needs of each client
One staff was providing 1:1 supervision to Client \ . . .
82 and another ficensed staff was seated in a ) IPC will monitor Client 79's progress, 10/25/13
nearby chair with four other clients present. I and when areas of need or concerns
are identified during observations and
record review, the IPC will elevate
ssues to the Residence Manager and
Program Management for follow-up
. : . nd document at least quarterly in the
| I After assisting the client, the licensed FPC Note q y
' o sit in the chalr, . . )
staff immediatsly went back t 1) IPC Supervisor will monitor for 10725113
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VW196 items #6-10 cont,

Assurance committee.

K. Any issues or barriers to compliance will be elevated to the Governin

l. Any changes to the' Active Treatment programs will be brou
Program Director via the appropriate Quality Assurance process.

ght to the Governing Body's attention by the

g Body via the appropriate Quality 40/25/13
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2:35 PM she stated that Client 77 was very high
functioning and agreed he could do more, When
asked if there were more stimulating jobs more in
fine.with his abilities, she said with the downsizing

Supervisors have provided staff
training on the updated program plan
for Client 77,
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- W196 #10
W 186 | Continued From page 150 W 196 A) A special team meeting was held to | 10/25/13
discuss Client 77°s how to offer
meaningful activities on the residence
and at DTAC based on the client's IPP.
B) Current DTAC program will be 10/25M13
altered to include the labeling of
grooming supplies and picking up
empty medication cards. During times
when Client 77 chooses not to work,
he will be offered opportunities to
participate in writing enhancement
sessions. Also at break time he will be
encouraged to make his own coffee
staff will assist as needed.
C) When going to clothing center staff  |10/25/13
will ensure that he picks out his own
clothes and staff will assist as needed
to ensure proper fit. Will continue with
Clisnt 77's comprehensive functional assessment shepping trips with Rehabilitation
described his motor skills as, "No cbservable Therapist to pu rchase ciothlng of hIS
challenges when manipulating objects of varying ~hoice.” -
size, shape or density". [t did nat descr?be his. D) Upen return from DTAC will continue |10/25/13
excellent fine motor skill that allowed him to tie to make positive choices in leisure
his own shoe laces. . ;
Additionally his method of communication did rot activities for active treatment.
describe his abllity to read fips. [:) Client 77's current program plan has |10/25/13
' been updated to include these
The recommendations were that his work additional program opportunities.
situation, where he folded pieces of paper to be F) All Residence Managers provided 10/25/13
shredded by others, “continues to prove fraining to all staff on duty on
beneficial...”. ' Administrative Directive 235:
During an interview with Client 77°s iPC rr]ndpl\ig?]}]frl]t:%%ram Plan
{Individual Program Coordinator) on 9/24/13 at 5) Residence Manager and Shift 10/25/13
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W 196 | Contlnued From page 151
of the facility none were offered.

Client 77's comprehensive functional assessment
described his motor skills as, "No observable
challenges when manipulating objects of varying
size, shape ar density". It did nct describe his
excellent fing motor skill that allowad him 1o tie
his own shoe laces.

Additionally his method of communication did not
describe his abillty to read lips.

The recommendations were that his work
situation, where he folded pieces of paper to be
shredded by others, "continues to prove
beneficial...".

During an interview with Cllent 77's IPC
(individual Program Coardinator) on 9/24/13 at
2:35 PM she stated that Client 77 was very high
functioning and agreed he could do more. When
asked if there wera more stimulating jobs more in
line-with his abilities, she said with the downsizing
of the facllity none were offered.,

Throughout the survey, facility staff performed
| functions for Client 77 rather than allowing him to
arform them and reinforce his ability to do so il

On 9/18/18 at 1:15 PM, Client 77 had just arrived
at this DTAC (day training activity center) when
staff asked him to. perform his job of folding
paper, He signed "no " and pointed towards his
residence, Staf-walked-with-him-to-Risresitderise™

W196 #10 cont,
W 196 H) All Shift Supervisors to monitor daily |10/25/13
and document observational findings
on the Shift Supervisor Rounds Sheet.
[) All Residence Managers will monitor [10/25/13
during weekly rounds to ensure that
program plan is being implemented as
developed by the IDT.

i) All ICF clients IPPs are reviewed 10/25/13
monthly by the IPC and addressed with
the 1D Team where appropriate.

K} Any Program changes will be 10/25/13
elevated to the Governing body by the
Program Director.
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For a brief time period
from 1:40 PM to 1:55 PM a staff member sat with
the client while they played a card game, the
client wrote words, drew a picture and performed
simple arithimetic problems.

Then instead of performing any form of active
treatment in lieu of working he watched television,
walked about the halls and sat in a haliway chair.
This lack of activity continued from 2 PM untii he
and most of the clients on his residence went to
Freedom Café at 4:05 PM for a coffee social.
Uport his return to the residence he watched
television, briefly looked a magazines, walked
about and sat in the hall and group room until
dinner at 5:30 PM. Following dinner at 5:45 PM,
he went to a group to watch television by himself,

On the morning 9/23/13 following breakfast at 8
AM, Client 77 sat down in the hallway chair. At
8:15 AM, staff asked him to come to the group
room. He complied and was given a magazine
which he looked at briefly then put it down. He sat
and watched television until 8:30 AM when he got
up and went to sit in the hallway chair.

At 8:056 AM staff asked Client 77 is he wanted to
go to work at his DTAC to fold paper and he
signed "no". At 9:10 AM he was transported via
van 10 a square dance that was held in a small
auditorium, The square dance consisted of clients
who were wheelchair bound clients that were
propelled by staff to music that was played.
Consequently Client 77 could only watch. At
10:30 he went back to the residence via van
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This STANDARD is not met as evidenced by:

Based on observation; facility stafl interview and
clinlcal record review, the facllity failed to develop
a fully comprehensive functional assessment (an
agsessment of the clients strengths, preferences
and abilities) that identified specific needs, of the

document on the 24 hour report.

corrections made during rounds w
he RM and the Governing Body

[. Program Management will address
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. W196 #11
W 196 | Continued From page 153 W 196la. The Interdisciplinary Teams for 10/25/13
transportation. After smoking on the patio he sat clients 37, 47, 89, and all clients will
down in a hallway chair and walked about the identify and oricritize each person
nurses ' station until lunch at 11:35 AM. needsfyfor depsensitizaﬁon trzining s
At 1.05 PM he again refused to go to DTAC to through c_omprehensjve rey Isw of
fold paper. Staff did hand him a notebook and assessments, ILSA, interview, and :
asked him If he wanted to write, he responded monitoring of sach individual. 10/25/13
"no". For the next 45 minutes he alternated sitting b. All RMs reviewed Administrative
in the hall and ambulating around the nurses* Directive 235: IPP implemeéntation,
station and the group room. The IDTeam will identify plans to
That dav at 145 PM staff ced wh enhance or acquire skills that can be
atsame day at 1. Stall was asked wiy - Incorporated into daily pro
Client 77 wasn' provided active treatment when for alfcli ents. The |P¥3%\’,mg;? gjm%ggi?z e
he refused to go to work. They stated that he was bach step of Ith d " t |
provided with his choice of lelsure activities. P © desensitization pian
nto the IPP. If at any time it is noted
11, Record reviews beginning on 9/18/13 for changes are needed to current IPP,
Client 37, 47, and 68 revealed nursing the IPC/RM are notified immediately to
evaluations indicating desansitization training delermine need for a Special IPP 10/25/13
occurred on Hesldence 15. The nursing meeting.
documentation indicated "Staff provide c. Al IPC/RM/SRPTs will ensure ,
desensitization on the residence before compliance during daily routine tou; ‘
medicalfdental appointments..." Interview 9/24/13 en supr'eré re_tramiggﬁnsﬁm cﬂoneiéouicgi Voo
at 2 PM with RM, HSS, IPC confirmed no L Al RMs will = GIVen.
desensitization training accurring. _ d' it dail ! e;psure comp |anc§
W 214 | 483.440(c)(3)(iii)INDIVIDUAL PROGRAM PLAN w 214 furing daily routine rounds ensuring
re-training/instruction is given and 10125113
The comprehensive functional assessment must corrective action taken, if nesded.
identity the client's specific developmental and . Program Management will randomly
behavioral management needs. monitor during monthly rounds and 10/25/13

ith
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_ W196 #11 continuation
W 214 Continued From page 154

clients, including behavioral management for one
of 10 core sampled clients (Client 77) and one
focus client (Client 45).

Findings:

described his motor skills as, "No observable
challenges when manipulating objects of varying
size, shape or density" . It did not describe his
excellent fine motor skill that allowed him o tie
his own shoe laces.

Additionally his method of communication did not
describe his ability to read lips.

The recommendations were that his work
situation, where he folded pieces of paper to be
shradded by others, "continues to prove
beneficial ...".

During an interview with Client 77's IPC
(Individual program Coordinator} on 9/24/13 at
2:35 PM she stated that Client 77 was very high
functioning and agreed he could do more. When

W 214 the Clinical Quatity Management

Client 77's comprehensive functional assessment |-» - -

Committee with
recommendations/review/follow up
discussion.

W214 #1
a. A special team meeting was heid to  [10/25/13
discuss Client 77's current work
program and activities offered
throughout his day.

b. Current DTAC program will be 10/25/13
altered to include the iabeling of
grooming supplies and picking up
empty medication cards. During times
when Client 77 chooses not to work,

he will be offered opportunities to
participate in writing enhancement
sessions. Also at break time he will be
encouraged io make his own coffee
staff will assist as' heeded, - R R
c. When going to clothing center staff  {10/25/13
will ensure that he is allowed to pick
out his own clothes and staff will assist
as needed to ensure proper fit. Will
continue with shopping trips with
Rehabilitation Therapist to purchase
clothing of his choice.

d. Upon retumn from DTAC witl continue
to make positive choices in leisure . [10/25/13
activities for active treatment
throughout the day.

e. Client 77's current program plan has -
been updated to include these 10/25/13
additiona! program opportunities.
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: W214 #1 cont. 10/256/13
W 214 | Gontinued From page 155 W 214}f. The Residence Manager provided
asked if there were more stimulating jobs more in training to ali staff on duty on
line with his abilities, she said with the downsizing Administrative Directive 235

of the facility none were offered. Individual Program Plan

implementation. (please see
continuation page 156a)

2. During observation of Client 45 conducted on W214 42 o |
9/16/13 at 11 AM, client was observed in her a. The team met and reviewed behavior 10/23/13
room with a 1:1 supervision by licensed staft. - fdata and agreed to include a behavior

plan for pulling JT within client #45
Behavior Support Plan. All ICF clients
with modified supervision have an
aitached plan that includes reduction. .
b. Psychologist wiil develop the plan 10/23/113
and submit to Behavior Support
Committee for approval. All ICF clients
have scheduled reviews for modified
supervision.
B Psychologist and Residence 7 10/25/13
Manager, to provide sarvicetrainingon - - -
the plan and intervention steps to all
staff upon approval.
d. The Residence Manager and Shift 10/25/13
Supervisor will monitor residence daily
lo ensure staff is knowledgeable with
the plan and provide additionat
coaching as needed.
B. The Shift Supervisor will complete  [10/25/13

nterview with licensed nursing staff conducted on
9/18/13 at 10:50 AM revealed that they do not
have program for the client's behavior of pulling daily rounds utilizing the Shift

her J-tube. She added, if the client is manic Supervisor Rounds Sheet and submit
{extreme excitement and actvity) gind agitated, weekly to Residence Manager.

she reaChe_S outand pulls out her j-tube. . Program Management will conduct 10/25(13
andom rounds on a monthly basis and
document on the 24 hour report.

]
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W214 #1 cont:
G) Residence Manager and Shift Supervisors have provided staff training on the updated program plan  {g/25/13
for Client 77.
H) Shift Supervisor to monitor daily and document observational findings on the Shift Supervisor Rounds {io/25/13
Sheet, , '
I} The Residence Manager will monitor during weekly rounds to ensure that program plan is being 10/25/13
implemented as developed by the IDT.
[} All ICF clients IPPs are reviewed monthly by the IPC and addressed with the ID Team where 10/25/13
appropriate.
K) Any Program changes will be elevated to the Clinical Quality Management Committee by the Program : .1 0/25/13

Director,

W2 14 #2 cont.

h. Any identified action items from the Shift Supervisor or Residence Manager Rounds Sheet will be - 10/25/13
addressed in the monthly Risk Management Meetings.

i. Any identified action items on the Shift Supervisor or Residence Manager Rounds Sheets & DTAC 10/25/13
Rounds Report will be addressed during monthly Risk Management Meetings with any issues elevated to

the Clinical Quality Management Committee with recommendations/reviewsfollow up discussion.

4
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W 214 | Continted From page 156 W 214

In an interview with the ficensed nursing staft
conducted on 9/19/13 at 10:30 AM, she stated

| that the client was awake ali hight and was tired
from attending last night's Dance Activity.

During an interview with the night shiit licensed

nursing staff on 9/24/13 at 5:20 AM, she stated

that the client was very hyperactive the night of

9/17/13 and accidentally pulled out her J - tube.

 The client was awake all night and they have to
cail the MOD to reinsert the J-tube.

Areview of the facility's Nursing Procedure
Manual dated 2/20/13, Number 9.4.1 for "Care of
Clients with Jejunostomy Tube or Gastrojejunal
Tubes " indicated the following:

"Purpose: Jejunostomy Tube is used for enteral
tube feeding that delivers nutrition, fluids, and/or
medication into a section of small intestine known
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W 214/ Continued From page 157 W 214

as jejunum, It is a surgical insertion of a baloon
tip jejunostomy tube or j-ube into the
duodenum..."

Further review of the procedure manual indicated
that Roux- en - y jejunostomy was defined as "a
surgical creation of a timb or pouch in the jsjunum
that is appropriate for the intermittent insertion of
a feeding tube for a small bolus feeding. The type
of j-tube placement for nutritional support that -
involves a creation of a short limb or pouch in the
jejunum that is sutured to an opening in the
abdominal wall to create a stoma. This type of
procedure allows for the eventual use of a skin
level device such as button feeding tube in place
of a traditional tube, " '

Review of the Interdisciplinary Notes ( IBN)
indicated that on 4/20/13, 4/26/13, 5/5/13, 5/8/13
and 5/9/13, the client made attempts to pulf out
her J- tube. Review of the Emergency Restraint
Usage Report showed that on 5/10/13, the client
was placed twice in soft tie resfraints for
attempting to pult her J- fube.

Interview conducted with the Medical Director on
9/25/13 at 8:30 AM, revealed that the client had
her J-tube for a long time and has a history of
puliing her J-tube at least once or twice a month
due to-her behavior.
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W 214 | Continued From page 158 W 214

A review of Cllent 45's Individual Program Plan (
' |PP} conducted on 9/25/13, revealed that the

i client has an open behavioral training program of
#B 1-1 -Self injurious behavior ar:ﬂ

|} The client has an open behavioral training
program for B4-1 - Inappropriate activity ievel of
obsessive-compulsive bahaviorh

switches;-meving-furnitures’etc.

There was no documentation in the medical
racord to reflect that a behavior training program
for client' s behavior of puliing her J-tube was
addressed in her current IPP.

in an interview with the Individual Program
Coordinator {IPC) conducted on 9/25/13 at 11
AM, she stated that the client' s behavior of
pulling the J tube was not included in her IPP
Desirad Qutcome and Milestone.

W 229 | 483.440(c){4)()) INDIVIDUAL PROGRAM PLAN W 229

The objectives of the individual program plan
"1 must be stated separately, in terms of a single
behaviorat outcome.

This STANDARD is not met as evidenced by:
Based on interview and record review the facility
failed to ensure objectives of the individual
program plan were stated separately, in terms of
a single behavioral outcome affecting two of 10
core sampied and two focus clients, ( Glient 37,
47,61, 69)
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W229 #1-4
W 228 | Continued From page 159 W 2291a. On 10/16/13, a workgroup was 10/28/13

Findings:

1. Record review beginning on 9/18/13 revealed
Client 37 was prescribed psychotropic drugs for
the control of aggressive behaviors, The

individual Program Plan { IPP ) dated 5/22/13

indicated Client 37 displayed aggression

The objective did not clearly state one
axpected learning result, such as Client 37 will
reduce biting from x fimes to x times.

The current status
was documented to be 122 spisodes per month.

Data was to be collected dally per shift and at all
locations. Areview of the data being collected
revealed there was no description of what
behavior Client .37 displayed to reflect if he bit,
pulled or grabbed.

2. Record review beginning9/23A3 revealed
Client 37 jeot - e

apisodes
_nd B2-1 to reduce

of the data showed no distinction betweean which

hehavior was observed and data collected.

3. Record review beginning on 9/24/13 revealed

formed to review the four sampled
behavior support plans {(clients 37, 47,
61 and 69) in regards to single
pehavioral outcomes. The workgroup

s comprised of the Behavior Services
Committee (BSC) Chairperson, two
BSC member/reviewers, a Staff
Psychologist, and the Senior
Supervising Psychologist. On
10/28/13, members of the workgroup
met and concurred in their
understanding that bshaviors that

ocour together as episodes and are
difficult to separate, and that serve the
same function, may be defined in

terms of a cluster of behaviors and -
stated as a single behavioral outcome. .
The workgroup raised concerns related
to separating out data for behaviors
that occur concurtently. (specifically,
potential decreass in data accuracy
and distortion of behavioral acuity
resulting from much higher frequency
counts than would result from counting
episodes of concurrent behaviors).

0. The IDTeam will review the current  |10/31/13
pehavior plans of the four sampled
clients (clients 37, 47, 61 and 69) and
address the appropriateness of
Eehavioral definitions

5. The on-duty Psychologists will 10/30/13
receive training in review of Title 42
bertinent to single behavioral outcomes
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' W229 #t1-4 cont.

W 229 Continued From page 160 W 2291 Based on the IDTeam consensus, a

I_A‘ pehavior support plan will be modified
review Lo incorporate single behavior

of the data revealed the facility did not document P g havioral

10/31/13

_ ; outcomes, or justification will be
the type of behavior observed. brovided if contraindicated. The Senior
4. Record review beginning on 9/18/13 revealed Supervising Psychologist will ensure
Client 68 's objective to decrease t that the Residence Psychologist
w hotifies the BSC of changes made to
The data being collected the plan per the Behavior Services
showed no distinction between which behavior Manual (page 27), or, if indicated,
was observed and data collected. submits the plan o the BSC, including

ail appropriate consents needed

On 9/25/13 at 2 PM during an interview with the 2. A review of behavior supports plans  [10/28/13

Hesidence Manager, Individual Program

Coordinator (IPC) and Health Services Spacialist sontalmn_g h|gh‘ly res.tn‘c'tlve . )
(HSS) they confirmed the data collected for the nterventions will be initiated to identify
objectives as written could not track what pehavior support plans containing
behavior(s} Client 37, 47, 61 or 69 displayed. [t ~ Mmultiple behavioral outcome objectives.
was confirmed that the episodes of grabbing and The IDTeam will review the behavior

or pulling may not be not severe enough to plans and address the appropriateness

warrant use of restrictive measures such as

i : . of behavioral definition.
psychotropic drugs, a helimet and or - five point~ - -

[ Based on the IDTeam consénsus, a ~ [10/31/13 |

- | restraints. ‘ . . o
i behavior support plan will be modified
W 240 | 483.440(c)(B}(i) INDIVIDUAL PROGRAM PLAN W 240 o incorporate single behavioral
The individual program plan must describe - butcomes, or justification will be .
relevant interventions to support the individual provided if contraindicated. The Senior
toward independence. Bupervising Psychologist will ensure

fhat the Residence Psychologist
notifies the BSC of changes made to
the plan per the Behavior Services
Manual (page 27), or, if indicated,
sUbmits the plan to the BSC, including

This STANDARD is not met as evidenced by:
Based on observation, facility staff interview and
clinical record review, the facility failed to ensure
for one of 10 core sampled clients { Client 77)

vocational training that was consistent with his ll appropriate cqnsents needed,
abilties. - [please see continuation page 161a)
Findings:
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W229 #1-4 cont. :
G. Behavior plans containing highly restrictive interventions will be reviewed at the monthly Behavior 10/29/13
Review Group meeting to ensure proper identification and definition of target behaviors,
H. Individual Program Coordinator and Residence Manager wiil ensure that discussion and 10/29/13

documentation are incorporated into Annual PP meetings to determine and specify proper identification
and definition of target behaviors,

l. The Quality Assurance IPP Audit is updated to include review for multiple behavioral outcomes.

J. Atleast annually, behavior support plans are reviewed by the Behavior Services Committee, Human
Rights Committee and Therapeutic Review Committee each time a behavior support plan is submitted for
review. These committees will monitor to ensure the inclusion of single behavior outcomes in each
behavior support plan, or justification provided-for any contraindication, prior to each behavior plan’s
approval and implementation. BSC Members will utilize the BSC Review Checklist (Appendix 12 of the
BSC Manual), which stipulates that “Milestones are observable, measurable, specific and stated as a
single outcome.”

10/29/13
10/29/13

L '
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W 240 | Continued From page 161 W 240 5. A Special team meeting was held to  [10/25/13
discuss Client 77's functional skill-level,
preferred activities and opportunities
for vocational training and growth.
b. The jobs of labeling grooming 10/25/13
supplies and delivering papers for
shredding and medication cards to
DTAC was added to Client 77's list of
pptions for job he may choose to
Bxecute.
c. DTAC staff will continue to assure  [10/25/13
Client 77 is regularly given options of
ncreasing skills in reading and writing.
d. The jobs of labeling the grooming 10/25/13
supplies and delivering paper and
Client 77's comprehensive functional assessment medication (,:arc.is‘ will be documented
described his motor skills as, "No observable on Client 77’s time cards.
challenges when manipulating objects of varying 2. The Teacher/mentor Teacher for the {10/25/13
size, shape or density". class witkmonitor Client 77°s progress
. and document on the annual vocational
The recommendations.were that his work nssessment. - .. R .
situation, where he folded paper tc b‘e.shredded . The IPC will monitor Client 77°'s 10/25/13
by others, "continues to prove beneficial ...". brogress on a monthly basis and
During an interview with Client 77's IPC fonm{ard any 'ack of progress or
(Individual Program coordinator) on '9/24/13 at participation o the Program Director for
2:35 PM she stated that Client 77 was very high resolution, :
functioning and agreed he could do more. When g. All ICF clients IPPs are reviewed 10/25/13
asked if there were more stimulating jobs more in “monthly by the IPC and addressed with
line with his abilities, she said with the downsizing ihe 1D Team where appropriate.
of the facility none were offered. . n. Any Program changes will be 10/25/13
W 247 | 483.440(c)(6) (vi) INDIVIDUAL PROGRAM PLAN W 247 glevated to the Program Management
_ o » ' by the Residence Manager.
The individual program plan must include
opporiunities for client choice and
self-management.

FORM CMS-2567(02-98) Previous Verslons Obsolete

Event ID; FC5F 11

Facllity [D: CA170001773

If continuation sheet Page 182 of 234



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

PRINTED: 10/21/2013
FORM APPROVED
OMB NQ. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
05G007 B. WING 09/26/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3530 POMONA BOULEVARD
LANTERMAN DEVELOPMENTAL CENTER POMONA, CA 91769
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREF{X (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFCRMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
' W247 #1
W 247 | Continued From page 162 W 247 5. The Residence Manager and the 10/25/13
- Dining Room Coordinators will review
This STANDARD is not met as evidenced by: and provide training in client # 1
Based on observation, interview and record Desired Qutcome, 15-5 with all staff
review, the facility failed 1o provide opportunities members on dut ’ ‘
for client choice and self-management to perform b. The Resid Y. . ' 10/25/13
activities of daity living for two of 10 core sampled - The Residence Manager and Shift
and five focus clients (Clients 1, 15, 18, 39, 65, Supervisors will review and provide
70 and 77 ). training in Administrative Directive #
Findings: P35 Individua! Program Ptan with all
1. During the breakfast observation conducted on staff on duty to ensure all clients have
9/17/13, starting at 7:30 AM, facility staff was the opportunities for training and
observed serving Client 1 with a breakfast tray. ndependence during meal time.
The facility staff dished up the ciient ' s food c. The Shift Supervisor and Residence | 10/25/13
including the beverages and brought the entire Manager will provide: training to th
tray to the client. There was no opportunity 1ad p oviae raiq!ng o he
provided for client ' s choice of food. The client assigned Senior Companion and all
was able to feed herself without difficulty. After staff on duty to promote client
galing her breakfast, the volunteer staff gathered ndependence during dining
the client's dishes and brought the dishes to the opportunities.
cart. The client was not given an opportunity to dl. The dining room coordinator will . 10/256/13
bring her dishes to the cart, monitor breakfast, lunch and dinner
1 Alunch otj)servation was Hlso C’oh‘dtg:ted for Client daily to ensure that clients’ . :
1 on 8/17/13, starting at 11:30 AM. Client 1 was . o
ohserved being assisted by a volunteer staff who ndeg) Qndence{éra{;nlq.% O%PQHUH[’[IGS
was seated next to the client. The volunteer staff pre being provided. /e dining room
was observed to pour all of client' s beverages poordinator will monitor for proper
into the cup. The volunteer also assisted the mplementation of Dietary Safety
client by holding the client' s fork and scooping ssues / Care Giver Feeding /
the food into the spoon. There were no verbal Swallowing Guide at each meal. Any
prompts or hand over assistance. The voluniesr dentified issues will be elevated to
held the client ' s fork the entire meal, After the Program Management.
meal was completed the volunteer was observed 10/25/13

wiping the client ' s mouth with & napkin and the
volunteer took the client' s dishes to the cart.

An interview was conducted with the IPC (
individual Program Coordinator) on 9/24/13 at
10 AM. The IPC stated Client 1 is able to do a iot
for herself and should have been given the

opportunity to bring her dishes to the cart.

2. Observational findings will be
gooumented on the Shift Supervisor
Rounds Sheet.
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, , N247 #1 cont.
W 247 | Continued From page 163 w 2471 The F{esiden_ce Manager, wilt - 10/25/13
The record for Client 1 was reviewed on 9/24/13. rL?ndome monitor mea!ttmes during -
The IPP (Individual Program Plan) dated 5/15/13, weekly rounds for compliance to ensure
included the foliowing objectives; all clients’ IPPs are being foilowed for
a. "Will increase communication of her wants, ipdependence and training
needs and choices..." The training objective opportunities. Re-training/instruction will
included for staff to, "Provide situations or be given as needed during observations
opportunities for (Client 1) to make choices and corrective action will be taken as
{between clothes, snaﬁks:tﬁctivitie; etc.l%h s ihdicated ‘
b. "Will wipe her mouth with a napkin with 4- e ) . _
physical p?ornpts..." The training method g. Shift Supervisor and Rgsudence 10/25/13
indicated, "While she is eating, remind her to lift Znana.ger rounds sheets will be
the napkin to her lips when appropriate. With jubmltted to the Program Office weekly
hand over hand guidance, clean her lips and area -for monitoring of identified issues and
around her mouth, when appropriate, by gentle . rlesolution_ ’
patting motions.” k. Any identified action items on the 10/25/13
2. During the lunch observation conducted on $hift Supervisor Rounds Sheet or
chourved being assicod by s The ot s fesidence Manager Rounds Sheet wil
observed serving the dlient's meal from the tray hie addressed during monthly Risk
fine to her table where she sat. The staff was Management Meetings. _
observed pouring the client's beverage to her V24T7#2 :
cup. There was no hand over hand or verbal . The Residence Manager and Shift  [10/25/13
prompting to assist the client. The client was not upervisors will review and provide
given an opportunity to pour her own beverage to training in Administrative Directive # 235
her cup. o . _ Ipdividual Program Plan with all staff on
During a concurrlent interview with facn!lty.staﬁ, uty to ensure client 18 and all clients
she stated the client was capable of feeding ave the opportunity for training and -
herself and should have been given an ihdependence. (pl inuat
i opportunity to pour her own beverage. The client P - \plgase see continuation
was not given a choice of which beverage she age 164a) '
would like to drink, 247 #3
The clinical record for Client 18 was reviewed on . The Residence Manager and Shift . [10/25/13
8/24/13. The IPP dated 5/28/13, indicated the upervisors will review and provide
client was independent in tolerating/cooperating training in Adminisirative Directive # 235
being fed and required verbal prompts 1o feed - [PP with ali staff on duty to ensure client
se'é oat atha rgasonabt:e pacg and ”Ze atsgoon. 9 and all clients have the opportunities
3. During the dinner observation conducted on P, . -
9/18/13 gtarting at 5:40 PM, Client 39 was for training and indepsndence. (please
observed being assisted by staff, The staff was ee continuation page 164a)
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W247#2 cont. :
b. The Residence Manager and Shift Supervisors will provide training to all staff on'duty to promote client ho/25/13
lindependence during dining opportunities.
¢. The dining room coordinator will monitor breakfast; lunch and dinner daily to ensure that clients’ 10/25/13
independence and training opportunities are being provided. The dining room coordinator will monitor for
proper implementation of Dietary Safety Issues / Care Giver Feeding / Swallowing Guide at each meal,
d. Observational findings will be documented on the Shift Supervisor Rounds Sheet. 10/25/13
e. The Residence Manager, will randomiy menitor mealtimes for compliance to ensure all clients’ 10/25/13
Individual Program Plans are being followed for independence and training opportunities on a weekly
basis. Re-training/instruction will be given as needed during observations and corrective action will be
taken as indicated. - :
f. Observational findings will be documented on the Residence Manager Rounds Sheet, 1 0/25/13
g. Program Management will randomly monitor for compliance during monthly rounds and document on H0/25/13
the 24 hour report.
’rogram Management will randomly monitor for compliance during monthly rounds and document on  l1g/25/13
trie 24 hour report.
I. Shift Supervisor and Residence manager rouncs sheets will be submitted to the Program Office weekly 10125113
for monitoring of identified issues and resolution.

i Any identified action items on the Shift Supervisor Rounds Shest or Res dence Manager Rounds Sheet {10/25/13
will be addressed during monthly Risk Management Meetmgs '
W247 #3 cont, _

b. The Residence Manager and Shift Supervisors will provide training to all staff on duty to promote client 10/25/13
independence during dining opportunities. '

¢. The dining room coordinator will monitor breakfast; lunch and dinner daily to ensure that clients’ 10/25/13
mdependence and training opportunities are being provided. The dining room coordinator will monitor for

proper implementation of Dietary Safety lssues / Care Giver Feeding / Swallowing Guide at each meal.

c? Observational findings will be documented on the Shift Supervisor Rounds Sheet with any issues - 10/25/13
elevated to Program Management. 10/25/13
. The Residence Manager, will randomiy monitor mealtimes for compliance to ensure all clients’

Individual Program Plans are being followed for independence and training epportunities on a weekly

basis. Re-trainingfinstruction will be given as needed during observatlons and corrective action will be

taken as indicated. .
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W247 #3 cont.
f. Observational findings will be documented on the Residence Manager Rounds Shest. 10/25/13

g. Program Management will randomly monitor for compliance during monthly rounds and document on 10/25/13
the 24 hour report, .
h. Observational finding will be documented on the Residence Manager Rounds Sheet. H0/25/13
.. Program Management will randemly monitor for compliance during-monthly rounds and document on  no/e5/13
the 24 hour report. .
J. Shift Supervisor and Residence manager rounds sheets will be submitted to the Program Office weekly 10/25/13
for monitoring of identified issues and resolution. :

k. Any identified action items on the Shift Supgrvisor Rounds Sheet or Residence Manager Rounds
Sheet will be addressed during monthly Risk Management Meetings.

l. Any unresolved Monthy Risk.issues will be elevated to the Clinical Quality Management Committee by 10/30/13
.|Program Director with recommendations. . i

10/25/13
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W 247 | Continued From page 164 W 247
observed pouring the client's beverage for her.
The client was not given an opporiunity to pour or
select her beverage of choice. After the meal, the
staff gathered the client ' s dishes and brought
them to the dish cart. The ciient was not given an
opportunity to bring her own dishes to the to the
dish cart. W247 44 ,
The record for Client 39 was reviewed on 8. On a monthly basis, the DTAC
9/24/13. The IPP dated 9/19/12, indicated the Coordinator will distribute a snack order |10/25/13
client was independent in showing awareness of form to client 15, 65 and 70's
meal time activities, tolerating meal time, and classroom and all of the classrooms in
showing preference in dining room location. The Program 2 DTAC. DTAC will ensure a
IPP also indicated the client was "able to bus her variety of snack choices for all clients.
3:2‘;3 };‘:g;%‘ir;dsegtr'g’rmgsrte; dsohgorrllray require p. The Teacher/Teaching Assistant for
4. During the day program observation conducted pach classroom will complete the form, |10/25/13
on 9/18/13 at 10:45 AM, Clients 15, 65 and 70, prdering a variety of snacks, based on
were escorted to the snack room. The client ' s he likes and diet orders of the clients in
teacher was observed serving the three clients that classroom.,
with three small containers of apple sauce and c. The snack order form wil! be turned
two cans of soda. The clients were not given the nto the DTAC Coordinator by the 10th 10/25/13
opportunity to choose the snack of their choice. of each month. The DTAC Coordinator| - -
During ?] concurrent interview with thehteac:her, he will process the form and assure each
stated the client were usually given what they
have available. He stated the apple sauce and :Jlafstrooml receives the snacks from
soda is what was available for the clients. utntional Services.
On 9/24/13 at 10 AM, the IPC was interviewed. . The DTAC Coordinator wilt keep a .
The IPC stated the clients should have choices Eopy of the order form for 6 months.  140/25/13
for snacks unless there was a specific ordered All DTAC staff will sign a training
snacks. She stated Clients 15, 65 and 70 did not :.heet regarding providing snack 10/25/13
have spscific ordered snack and should have choices indicating they understand this
received other snacks besides apple sauce and ‘brocess.
soda. . DTAC coordinator will evevate any
concerns obtaining a variety of snacks 10/25/13
0 Program Management. .
%/1 Any systemic issue, Program
anagement to elevate any concerns  [10/25/13
1o Clinical Quality Management.

FORM CMS-2667(02-69) Pravious Versions Obsolets

Event ID; FGSF11

Facility 11> GA170001773

i continuation sheet Page 185 of 234




. PRINTED: 10/21/2013
DEPARTMENT OF HEALTH AND HUMAN SERVICES 21

. FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {¥2) MULTIPLE CONSTRUCTION (X3) DATE SBURVEY
AND PLAN OF CORRECTION IDENTIFICATION HUMBER: A. BUILDING COMPLETED
05G007 B. WING 09/26/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
LANTERMAN DEVELOPMENTAL CENTER | 3530 POMONA BOULEVARD
POMONA, CA 91769
X4 ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECT!VE ACTION SHOULD BE COMPLETION
TAG HEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. ‘ DEFICIENCY)

W247 #5
a. A special team meeting was held to  [10/25/13
discuss Client 77’s current work
program and activities offered

throughout his day.

W 247 | Continued From page 165 W 247

10/25/13

e offered opportunities to
participate in writing enhancement
sessions. Also at break time he will be
encouraged to make his own coffee
staff will assist as needed.

Client 77's comprehensive functional assessment
described his motor skills as, "No observable
challenges when manipulating objects of varying
size, shape or density",

The recommendations were that his work c. When going to clothing center staff  |10/25/13
situation, where he folded paper to be shredded will ensure that he is allowed to pick
by others, "continues to prove beneficial ...". out his own clothes and staff will assist
as needed to ensure proper fit. Will
During an interview with Glient 77's IPC continue with shopping trips with

{Individual Program coordinator) on 9/24/13 at
2:35 PM she stated that Client 77 -was very high
functioning and agreed he could do more. When

Rehabilitation Thefaplst fo purchase
- ¢lothing of his chaice. S -

asked if there were more stimulating jobs mora in j Upan retu_r n from DTA(.: W”.I continue 110/ 25/ 13
line with his abilities, she sald with the downsizing 0 make positive choices in leisure
of the facility none were offered. activities for active treatment
i throughout the day.
Throughout the survey, facility staff performed please see continuation page 167a)
tunctions for Client 77 rather than allowing him {o
perform them and reinforce his ability to do sc as W2AT #6

follows: staff scooped his meals to his plate at

' SCOO0| _ . 0. All Residence Managers and Shift
meal times, tied his shoes for him, threw away his

cigarette for him, tested his blood sugar without Drgl;?]?r:\g?r? rﬁs\ dvuvwlwlilnrii;/rlg:i\\’/gn[()jirgr(gi\cge# 10/25/13
his participation, poured his medication for him. 535 Individual P X
Additionally staff went to the Fashion Center hdividual Program Plan with all
without him to obtain pants for him. taff on duty to ensure all clients have
he opportunities for training and
6. On 8/17/13 during breakfast and lunch ndependence.

observation in residence 23, the dietary staff
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~ ' W247 #6 cont.
W 247 | Continued From page 166 . W 247|b. The Shift Supervisor and Residence 10/25/13
served all the clients waiter style. The covers of Manager will provide training alf of the
the plates and glasses were removed, and staff on duty to promote client
cartoons of milk and juices were open by the independence during dining
dietary staff. A pitcher of water in each table was opportunities
poured by staff into the glass. There were clients c. The dining room coordinator wil H0/25/13

W 249

who would be able to pour their own water Into
the glass as they were able to feed themselves
independently and bus their own used plates and
flatware. This behavior by dietary and residence
staff were also observed during dinner on 9/18/13
at 5PM. ,

483.440(d)(1) PROGRAM IMPLEMENTATION

As soon as the interdisciplinary team has
formulated a client's individual program plan,
each client must receive a continuous active
freatment program consisting of needed
interventions and services in sufficient number
and frequency to support the achievement of the
objectives identified in the individual program _
plan.

This' STANDARD s not met as evidenced by:
Based on observation, record review, and
interview the facility failed to implement the
olient's active treatment program for 5 of 10 core
sampled clients and 13 focused sampled clients.

(Clients 12, 77, 64, 43, 1, 2, 26, 73, 4, 16, 49, 15, -[ -

56, 52, 89, 66, 32, 76, 6).
Findings:

1. 0n 8/17/13 at 6:25 AM, Client 12 was observad
in the Blue group room 2329, with lights off, door
closed without any staff attending 1o focused
Clients 86 and 7. The group room television

monitor breakfast; lunch and dinner
daily to ensure that clients’
independence and training
opportunities are being provided. The
dining rcom coordinator will monitor for
W 249 proper implementation of Dietary
Safety Issuas / Care Giver Feeding /
Swallowing Guide at each meal.

d. Observational findings will be
documented on the Shift Supervisor
Rounds Sheet. (please see
continuation page 167a)

W249 #1 and 2

a. All Residence Managers will provide
training to all staff on duty on the basic
principies of Active Treatment to
ensure Client 12 and all clients will
recieve continuous active treatment by
properly trained staff,

k. All Residence Manager and Shift
Supervisors will provide training fo all
staff on duty on Administrative
Directive 235: Individual Program Plan
Implementation.

10/25/13

10/25/13

10/25/13
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W247 #5 cont.

e. Client 77's current program plan has been updated to include these additional program opportunities.
f. The Residence Manager provided training to ail staff on duty on Administrative Directive 235
Individual Program Plan Implementation.

g. Residence Manager and Shift Supervisors have provided staff training on the updated program plan
for Client 77.

h. Shift Supervisor to monitor daily and document observational findings on the Shift Supervisor Rounds
Sheet,

i. The Residence Manager will monitor during weekly rounds to ensure that program plan is being
implemented as developed by the IDT.

li. AILICF clients IPPs are reviewed monthly by-the IPC and addressed with the ID Team where
appropriate. :

k. Any Program changes will be elevated to the Clinical Quality Management by the Program Director,

47 #6 cont.

. The Residence Manager, will randomiy monitor mealtimes during weekly rounds for compliance to
.|ensure all clients’ Individual Program Plans are being followed for independence and training
opportunities. Re-training/instruction will be given as needed during observations and corrective action
will be taken as indicated. (please see continuation page)f. Observational finding will be documented on
the Residence Manager Rounds Sheet.

g. Program Management will randomly monitor for compliance during monthly rounds and document on
the 24 hour report. _ ,

h. Shift Supervisor and Residence manager rounds shasts will be submitted to the Program Office
weekly for monitoring of identified issues and resclution. :

. Any identified action items on the Shift Supervisor Rounds Sheet of Residence Manager Rounds
Sheet will be addressed during monthly Risk Management Meetings.

. IPC Supervisor provided training to IPCs regarding IPP monitoring, documentation and follow-up,
i(pcluding documentation at least quarterly in the IPC Note to ensure that training objectives are
appropriate to clients’ skill level and continue to meet the neads of each client.

k. IPC wil monitor clients’ progress, and when areas of need or concerns are identified during
observations and record review, the IPC will elevate issues to the Residence Manager and Program
Management for follow-up and document at least quarterly in the IPC Noté.

. IPC Supervisor will monitor for compliance via review of the IPC.Notes.

H0/25/13

10/25/13

10/25/13
10/25/13

10/25/13
10/25/13
10/25/13

10/25/13

10/25/13

10/25/13
10/25/13
10/25/13

10/25/13

10/25/13
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W 249 | Continued From page 167 | W 249)c. The Renabilitation Therapistwill | 10/25/13
provided light to the room. At 6:40 AM, the door purchase leisure items of choice and :
to 'chehgroupﬁc room v;as opzneld and lights turned activity supplies on a routine basis to
on. The staff was observed playing guitar to ensure-clients-have-access to preferred
Client 12 and the two mare clients in the room. leisure program material :

This continued till 6:55 AM. o program materials.
d. Shift Supervisors will monitor daily 10/2
The Green group room 2320 had focused Clients and documents observational findings 5/13
76 and 32, The door to the room was closed with on the Shift Supervisor Rounds Sheet.
lights off and television on. Client 32 was e. The Residence Manager will monitor
sleeping in her wheslchair. the Shift Supervisor Rounds Sheets to |10/25/13
ensure all items are resolved in a
statt came into the room and saw timely manner
that Client 76 had no shirt on. He laft the room . . 10/25/13
and came back with a different colorad shirt. [ Prggram Manag_ement W'_“ randomly
monitor for compliance during monthly
The Red group room 2333 had a focused Client 6 rounds and document on the 24 hour
sitting i a chair with both feet tucked under her. report. _ 10/25/13
The room had no lights on but the television was g. Any identified action items on the
on. The client was alone in the room with door Shift Supervisor Rounds Sheet or
closed, At 6:45 AM all the group rooms were Residence Manager Rounds Sheet will
opened and lights turned on. be addressed during monthly Risk
Management Maetings.
2.0n 9/18/13 at 1:45 PM to 3:30 PM there were J feBLNgs .
: ! , h. Unresolved issues from monthly risk
no active treatment observed being provided to i il be elevated o 10125/13
Client 12. The staff in the room stated that Client meeting will be elevated to Clinical
12 likes to play the * Connect 4" game. When Quality Management Commitee with
asked if it is a training objective, he stated it is his recommendations by Program Director.
leisure activity of choice, He further stated that
Client 12's objective is to shred paper, but he has
not been to DTAC for over a year. The afternoon
supervisor had stated that he recommended to
the team to start taking him back to DTAC as ltis
located next door versus the previcus DTAC
being located three to four blocks away from tha
residence. He further stated that he received no
response from the team.
At 3:30 PM a female staff came and read current
news o three clients including Client 12 from an
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W 249 | Continued From page 168 W 249

iPad. There was no active participation to the
current news. On the same day at 5:40 to 6:45
PM, a staff in the room was reading a book to the
three clients without any signs of participation.

T 540 PM, Client 12 went out of

the room and sat on a chair by the nursing
station.”

3.The clinical record for Client 12 was reviewed
on 9/23/13 at 10:20 a.m. The narrative individual
program plan indicated that Client 12 had training
.objective on self-administration of medication.
The training consisted of,

a. " Client 12 wilt be invited o the medication
cart by [AM] morning and [PM)] afternocon
nedication person.

b. Staff will provide verbal explanatlon/prompts
guided assistance and gestures to assist him with
learning to throw medication cup-in.corract. ..
container,

c. Ifduring ... ...

d. Staff will fade assistance as skill is acquired. "

During medication pass observation on 8/17/13 at
7:15 AM, it was

noted that the medication person poured att the
medication for Client

12 into the medication cup. She was observed to
hand the medication

cup to Client 12 and handed a glass of water,
collected the empty cups

and dump it on the side of the medication cart.

4. Client 12 has a monéy management training
which consist of;
a. Inform [Client 12] that it is time for money

W249 #3 a-d

8. The Residence Manager will provide
rraining to all staff on duty on Client 10/25/13
12's and all clients Self-Administration
of Medication training plan.

b. All Residence Managers and Shift
upervisors will provide training on 10725043
dministrative Directive 235: Individual
Program Plan Implementation.

c. Training on Client 12's Sealf
Administration of Medication is - - - - [10/25/13 |
conducted on a daily basis and data is
collection 14 times a month.

d. The Shift Supervisors will monitor the
mpiementation of Self Administration 10/25/13
bf Medication training for Client 12 and
31l clients on a daily basis and
document observational findings on the
Shift Supervisor Rounds Sheet.

e. The Residence Manager wili menitor
he Shift Supervisor Rounds Sheetto  |10/25/13
cnsure all identified issues are resoived
mmediately. (please see continuation
page 169a)
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V249 #3 a-d cont. _
f. Program Management will randomly monitor for compliance during monthly rounds and document on 10/25/13
the 24 hour report. : _
9. Any identified action iterns on the Shift Supervisor or Residence Manager Rounds Sheet will be Ho/25/13
addressed during the monthly Risk Management Meetings. '
h. Unresolved issues from the monthly Program tisk management fneeting will be elevated to Clinical 10/25/13
Quallity Management Committee with recommendations !
i. IPC Supervisor provided training to IPCs regarding IPP monitoring, documentation and follow-up, 510;25/13
including documentation at least quarterly in the IPC Note to ensure *hat training objectives are !
appropriate to clients’ skill level and continue to meet the needs of each client. : 1:
[K- IPC will monitor clients’ progress, and when-areas of need or concerns are identified during 10/25/13
observations and record review, the IPC will elevate issues to the Residence Manager and Program
Management for follow-up and document at least quarterly in the IPC Note., :
.. 1PC Supervisor will monitor for compliance via review of the IPC Notes. 10/25/13 |
. Unresolved issues from monthly risk meeting will be elevated by Program Director/IPC supervisor o
Clinical Quality Management Commitee with recommendations. ' ' '
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. o _ W249 #4 a-e
W 249 | Continued From page 169 W 249 8. All Residence Managers provided 10/25/13
management. training to all staff on duty on Active
b. Put varisty of money management materials Treatment principles.
on a table in front of him. b. All Residence Managers and Shift 10/25/13
¢. Place materials in {Client 12} 's hand or give Supervisors provided training to all staff
verbal prompt to pick the items so that he can on duty on AD 235: Individual Program
aﬁﬂg{ﬁél:tigin;srewhue verbally explaining to him Plan Implementation,
d. Provide number of opportunities for him to - Th.e DTAG ‘Coordljnator provided 10/25/13
touch .. : ‘ training on Client 12’s money
e.  ..compliance of given task. ' management training objective 1o all statf
During observation in the group room on 9/17 and working in Client 12's classroom.
9/18/13, staff did not provide money management d. The DTAC Coordinator will menitor to 10/25/13
training to the client. hssure that program plans are _
Further review of Client 12's clinical record mplemented as outlined in Client 12's
revealed that the above training had not been met PP in the classroom and document
for over a year. pbservational findings in the DTAC
5.0n 9/18/13 at 1:15 PM, Client 77 had just oordinator Rounds Report. _
arrived at this DTAC (day training activity center) p- The IPC will monitor monthty and 10/25/13
when staff asked him to perform his job of folding document progress which will be
paper. He signed " no " and pointed towards his reviewed by the IPC Supervisor with '
residonce. concerns elevated to.the Governing .
Body with recommendations.
Please see continuation sheet 171a
ots 38 Y |10/25113
h. A special team meeting was held to
For a brief time period iscuss Client 77's current work progran
_ mm 40 PM 10 155 PM & staff member sat with and activities offered throughout his.day 10/26/13
" | the client while they played a card game, the . Current DTAC program will be altered

client wrote words, drew a picture and performed
simple arithmetic problems.

Then instead of performing any form of active
treatment in liew of working he watched television,
walked about the halls and sat in a hallway chair.
This lack of activity continued from 2 PM until he
and most of the clients on his residence went to
Freedom Café at 4:05 PM for a colfee social.
Upon his return to the residence he watched

uring times when
fient 77 chooses not to work, he will be
ffered opportunities to participate in
riting enhancement sessions. Also at
reak time he will be encouraged to

ake his own coffee
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W 249 | Continued From page 170 W 249 o.lWhen going to clothing center staff 10/25/13
television, briefly looked a magazines, waiked will ensure that he is allowed to pick
about and sat in the hall and group room until out his own clothes and staff will assist
dinner at 5:30 PM. Following dinner at 5:45 PM, as needed to ensure proper fit. Wil
he went to a group to watch television by himself. continue with shopping frips with
: ‘ Rehabilitation Therapist to purchase
On the morning 9/23/13 following breakfast at 8 clothing of his choice.
AM, Client 77 sat down in the hallway chair. At . .
8:15 AM, staff asked him to come to the group ,?O ;Jq;;okg retuﬂ[n frorl? DTAQ VIWI.I continue 10/25/13
room. He complied and was given a magazine TIELKE POSi Ve choices in lelsure .
which he looked at briefly then put it down. He sat activities for active treatment
and watched television until 8:30 AM when he got throughout the day.
up and went to sit in the hallway chair. e. Client 77's current program plan has 10/25/13
besn updated to include these :
At 9:05 AM staff asked Client 77 is he wanted to additional program opportunities.
go to work at his DTAC to fold paper and he (please see continuation page 171a)
signed. " no " . At 9:10 AM he was transported via
van to a square dance that was held in a small W24G #6
auditorium. The square dance consisted of clients Th id Psvchologist .
who were wheelchair bound clients that were a. 16 residence Psychologis p_ro"’ded 10/25/13
propelied by staff to music that was played. training io all staff on c[uty on Client 2,
Consequently Client 77 could only watch. At 26, 73 and 64’s Behavior Support
10:30 he went-hack to the residence via van -{plans and Approaches and.Strategies.
transportation. After smoking on the patio he sat To ensure all clients recieve
down in a haliway chair and walked abaout the appropriate interventions designed to
nurses' station until lunch at 11:35 AM. increase engagement and reduce
At 1:05 PM he again refused to go to DTAC to Egﬁl:\l{lis(fjrsglgmatlzmg or harmiul
fold paper. Staff did hand him a nctebook and b. Resid : .
asked him if he wanted to write, he responded - niesidence Manager, IPC and Shift 1 o/05/13
"no”. For the next 45 minutes he aiternated sitting Supervisors will monitor and provide
in the hall and ambulating around the nurses' training 1o staff as needed.
station and the group room. c. Shift Supervisors will ensure and 10/25/13
provide support and coaching to staff
That same day al 1:45 PM staff was asked why during their daily rounds and
Client 77 wasn't provided active treatment when document any barriers on their rounds
he refused 1o go to work. They stated that he was sheet. (please see continuation page
provided with his choice of Isisure activities, 171a) :
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W249 #4 a-e & #5 cont.

f. The Residence Manager provided training to alf staff on duty on Administrative Directive 235:
Individual Program Plan Implementation.

9. Residence Manager and Shift Supervisors have provided staff training on the updated program plan
for Client 77 and all ICF clients.

h. All Shift Supervisor to monitor daily and document observational findings on the Shift Supervisor
Rounds Sheet. '

i. All Residence Manager will monitor during weekly rounds to ensure that program plan is being
implemented as developed by the IDT. '

i. IPC Supervisor provided training to IPCs regarding IPP monitoring, documentation and follow-up,
 including documentation at least quarterly in the IPC Note to ensure that training objectives are
appropriate to clients' skill level and continue to meet the needs of each client.

K. 1PC will monitor clients’ progress, and when areas of need or concerns are identified during
observations and record review, the IPC will elevate issues to the Residence Manager and Program
Management for follow-up and document at least quarterly in the IPC Note. '

L IPC Supervisor will monitor for compliance via review of the IPC Notes.

m. Unresolved issues from monthly risk meeting will be elevated by Program Director/IPC supervisor to
Clinical Quality Management Commitee with recommendations.

(W24 #6 cont.

d. IPC will monitor and reconvene a meeting to discuss any re-emerging behaviors or issues about the
plan if warranted.

e. IPC to document the findings in the Monthly Summary notes.

f. IPC Supervisor will monitor for compliance via review of the IPC Notes.

g. Unresolved issues from monthiy risk meeting will be elevated by Program Diractor/|PC supervisor to
Clinical Quality Management Commitee with recommendations.

10/25/13
10/25/13

10/25/13

§10/25/13

10/25/13

i

10/25/13

10/25/13

10/25/13

10/25/13
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W249 #6 cont. ,
W 249 Continued From page 171 W 249/ f. Residence Psychologist to review 10/25/13
8. During an initial observation on 9/16/13 at the i}nterventio‘n plans with the staff
11:10 AM in room 11 (group room 1) of members as needed during each shift.
Residence 29, four clients (focus sample Clients g. The Rehabilitation Therapist will 10/25/13
2,26, 73, and ¢

provide residential support in the living
rooms focused on preferred recreation
and leisure activities. S

h. Program Management to randomly [10/25/13
monitor during monthly rounds and
document on the 24 hour report.

I. Any identified action items found on 10/25/13

with one staff.

The staff continued to read to clients without any the Shift Supervisor or Residence
attempt to engage them in the activity. There Manager Rounds Sheat will be
were no-appropriate interventions applied during addressed at the-monthly Risk

the observation. Management Meeting. Any issues will

. be elevated to the Clinical

. During an observation on 9/17/13 at 6:10 AM. '
i7;1 Fiesidgence 28, focus sampl{ed Client 43 was Mianagem_ent Committee bY Program
observed sitting on the chair by the nurses’ Director with recommendations.
station, W249 #7 _

a. The Residence Manager provided  |10/25/13

training to all staff on duty relatedto - I~ . . .
unsecured liguids on the building.
b. Shift Supervisors will monitor and 10/25/13
alert visitors, floats and janitors on this .
pratocol and document observational

During the abservation, the Supervising findings on the Shift Supervisor

Psychiatric Technician (SPT) entered the unit with Rounds Sheets. _ _

a cup on her right hand. She placed the cup with C. The Residence Manager will monitor | 0/25/1 3
lid on top of the nurses' station counter while the Shift Supervisors Rounds Sheets

engaged in a conversation with the surveyor. and take corrective action when

Suddenly focus sampled Client 43 walked warranted. ‘

towards us as if he wanted something. The SPT

d. The Residence M i
intervened and redirected the client to sit back in he Residenc anager and Shift 10/.25/ 13

Supervisors provided training o all

the chair staff on duty on Administrative
Puring an interview with the Individual Program Directive 235: lnd‘IV}duaI Program
Coordinator (IPC) on the same day at 7:20 AM, Plan Implementation, '
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Vv 249 | Continued From page 172 . W 249.8. The RM will ensure that all staff follows 10125713
she stated that focus sampled Célent 1113 had ad the client alerts as indicated on the
behavior of drinking any liquid. She also state ,
that the client will grab any container that could ?\p;roachesiﬁndRStfgteg@s]\/land document
have liquid inside it and that staft should not have inaings on the Residence Manager
any type of container with liquids around him. !;{c;)unds Shest. _
. Program Management will randomly 10/25/13
The medical record for focus sampled Client 43 monitor during monthly rounds and
was reviewed on 9/24/13 at 2 PM. The document on the 24 hour report.
Approaches and Strategios dated 8/6/13 0. Any identified action item from the Shift 10/25/13
indicated that he lacks safety awareness. |t also Supervisor and Residence Manager
indicated, "It is very important to maintain a safe rounds Sheets will be addressed during
environment around [core sampled clisnt's name] the monthly Risk Management Meetings.
atall imes. No cans or drinks of any kind lying Any issues will be elevated fo the Clinical
around in the group areas/van/patio/janitorial buality Management Committee with
carts - He may jump over & counter to obtain a tecommendations.
can or a drink if he sees it. Ensure all liquids are
secured in a proper closed cabinet." 240 8 10125/13
8. During an observation on 9/17/13 at £:35 AM in oo The rttas|d|?n?eﬁPsy%hct)loglstC;I).rO\;%iEj
group room 3 of Residence 29, six clients were Br_gmmg © all statf on duly on Client 64’s
observed with one staff. Five clients were noted P and Approaches and Strategies.  |4orq9
sitting on the couch, including focus sampled >- All RM, IPC and Shift Supervisors wil
Client 2 o ~monitor and provide training to staff as
needed,
c. Shift Supervisors will ensure and provid@1 Orzsis
support and coaching to staff during their
daily rounds and document any barriers
on their rounds sheet, _
‘ _ 0. AllIPC will monitor and reconvene a 10/25/13
During an interview with the PT of the night shift meeting to discuss any re-emerging ‘
on the same day at 6:40 AM, she stated that she ehaviors or issues about the plan if
worked in the unit since 5/2012. She aiso stated Parranted.
that she's pretty familiar with the clients in the . .
residence, although she didn't know the EhAH IPC will monitor progress monthly |, /o4

intervention on each one of them. When she was
{ asked why core sampled client 64 had his fingers
in his ears, she stated, "I don't know why he does
that." When she was asked if there was any

fraining objective for i, she answered, "No, | don't

d document on the IPC Monthly
fraining Report. When areas of
heed/concerns are identified 1PC will
clevate issues to the RM and Program
(/Ianagement.
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W249 #8 Cont.
W 249§ Continued From page 173 W 2491f. Residence Psychologist to review the 10/25/13
know." When asked why core sampled client 64 intervention plans with the staif
was gnéy w]?aring his ulnc(:ljeg?feandzhe repfie]d, ) members as needed during each shift.
“Probably [focus sampled Client 43's name] too g. Program Management to randomly g0
it off, he Irkgs stralghten{ng thingﬁ. chl;erje wc}a}re monitor during monthly rounds and 10/25/13
ggsae%);%ggme Interventions applied during the document on the 24 hour report.,
‘ h. Any identified action items found on 10/25/13
9. During an observation of the medication pass the Shift Supervisor or RM Rounds
on 8/17/13 at 11 a.m. in Residence 29, a licensed Sheet will be addressed at the monthly
staff was observed approaching the clients {focus Risk Management Meeting.
sampled clients 2, 4, and 16}, one at a time and
spoon fed their medications, W249 #9
_ _ _ . ‘ a. The Residence Manager (RM) and
During an interview with thg licensed staff on the Shift Supervisors provided training to L 0/05/13
same day at 11:25 AM, he stated that he gives all staff on duty on Administratiy
the medication to clients with pudding using a . . ‘y L ©
spoon. .When asked if clients had trainings on Directive 235 Individual Program Plan
self-administration of medication, he stated, Implementation.
“None of them has medication management, not b. The RM and Shift Supervisor will.
that | know of." review and provide training to al! staff H0/25/13
. on duty related to Self Administration of
The medical record for focus sampled Clients 2, | |Medications.
4, and 16 was reviewed on 9/20/13 at 9:50 AM. c. Shift Supervisors will random
The Ipdividual Program Plgn (IPE) Narratives of monitcr m(gdication passes 1o m[gke 0/25/13
the clients were reviewed In particular. The A .
review indicated that all three clients had sure §taff are implementing. each
self-administration of medication formulated in client’s Self Administration of
the plan for continuous active treatment. The plan Medication training to ail clients,
indicated that each client will respond to his name especially identified Clients, 2, 4 & 16.
when called and approach the medication cart. d. The RM will monitor randomly during
Focus sampled Client 2 required assistance in Medication Pass by Clinic Staff and
holding the cup in one hand and scooping the documerit on the Residence Manager fio/25/43
medication. Focushsamptljed CllentF4 could holdI . Rounds Sheet. :
thga spoon scoop the me icatiop. Focus sample e. The IPC will monitor progress
Client 16 was able to hold the liquid cup. monthly and document on the |PG |
During a meal observation in the dining area of Monthly Training Report and efevate 10/25/13
Residence-29 on 9/17/13 at 12:05 PM and Issues to the RM and Program
8/18/13 at 5:35 PM and 6 PM, all three clients Management for follow-up.
Faciilty ID: CA170001773 If conttnuation sheet Page 174 of 234
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. W249 #9 cont, .
W 2491 Continued From page 174 W 249f. The Interdisciplinary Team evaluate |10/25/13
were observed eating their meais using their each client’s training plan and any
hands. dentified issues as needed.
, . Program Management wi 10/25/13
5 During an interview with the |PC on 9/24/13 at %onitogr durin mgnthl rou:&;&gﬁgmly
: 3:30 PM, she stated that all three clients had i i %h 24 hy
E trainings in self-administration of medications. OCUmENt on the 24 hour report.
She also acknowledged that she had observed h. Any identified action items from the |10/25/13
the practice in the past and would bring it to the Shift Supervisor and Residence
attention of the SPT or Residence Manager, anager Report Sheets will be
ddressed during the monthly Risk
10. &) During a meal observation in the dining anagement Meetings.
area of Residence 29 on 9/16/13 at 11:35 AM,
9/17/13 at 11:59 AM, and 9/18/13 at 5:35 PM, 249 #10 a
taff were observed serving the clients their food . .
waltor Sylo - : . The Residence Manager and Shitt  [10/25/13
' upervisors will review and provide
During an interview with the Food Service | on raining in Administrative Directive #
9/17/13 at 12:01 PM, he stated that they serve 35 individual Program Plan witn all
the food to the clients sitting on the table. He also taff on duty to ensure all clients have
stated that the staff will pick up the client's tray he opportunities for training and
after they eat and dump the remaining content in ndependence. (please see
the trash. ' ontinuation page 1754) -
There were no choices or opportunities for 240 #10%
training provided for clients during these meals s . .
observations. . The residence Psychologist provided |10/26/13
raining 1o all staff on duty on Client
b) During a meal observation in the dining area of 4's Behavior Support plan and
Residence 29 on 9/16/13 at 11:35 AM, core pproaches and Strategies.
sampled Client 64 was abserved jumping while b. Residence Manager, IPC and Shift  [10/256/13
escorted by the Teacher out of the dining area. Supervisors will monitor and provide
. . : , raining to staff as needed.
During an observation on 8/17/13 at 11:45 AM, in . - . ! 10/25/13
Residence 29, core sampled Client 64 was ;)r 8]73"[ SupervrltsordeIII er;fure and ¢ 25/
observed running and jumping in the haliway by ovide support and coaching to staff
the nurses' station, The SPT was in the area at Huring their daily rounds and document
the time, saw what the client was doing and. ANy barriers on their rounds sheet.
stated, "[core sampled client 64]." please see continuation page 175a)
- FORM CMS-2567(02-99) Previaus Varsions Obsolete Evant ID:FGEF11 Factlity ID: GA170001773 If continuation sheet Pags 175 of 234




DEPARTMENT OF HEALTH AND HUMAN SERVICES _ - R A2 112013
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES ) (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING COMPLETED
. 05G007 B, WING , 09,’25/2013
NAME OF PROVIDER OR SUPPLIER . STREET ADDRESS, CITY, STATE, ZIP CODRE
LANTERMAN DEVELOPMENTAL CENTER. 3530 POMONA BOULEVARD
POMONA, CA 91769 _
{(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION s
PAEFIX . (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFGRMATION] TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W249 #10 a cont. _
b. The dining room coordinator will monitor breakfast; lunch and dinner daily to ensure that all clients’ 10/25/13
independence and training opportunities are being provided. The dining room coordinator will monitor for
proper implementation of Dietary Safety Issues / Care Giver Feeding / Swallowing Guide at each meal.
¢. Observational findings will be documented on the Shift Supervisor Rounds Sheet. [10/25/13
d. The Residence Manager will monitor the findings documented on the Shift Supervisor Rounds Sheet  110/25/13
on a weekly basis fo ensure all items identified have been corrected. :
e. The Residence Manager, will randomly monitor mealtimes weekly for compliance to ensure all clients' r10/25/'1 3
Individual Program Plans are being followed for independence and training opportunities. :
Re-training/instruction will be given as needed during observations and corrective action will be taken as
indicated. .
f. Observational findings will be documented on the Residence Manager Rounds Sheet. 10/25/13
g. Shift Supervisor and Residence Manager Rounds Sheets will be submitted to the Program Office 10/25/13
weekly for monitoring of identified issues and resolution.
h. Program Management will randomly monitor for compliance during monthly rounds and document on  10/25/13
the 24 hour report. _ :
i, Any identified action items on the Shift Supervisor Rounds Sheet or Residence Manager Rounds Sheetff0/25/13
will be addressed during monthly Risk Management Meetings.
W249 #10b cont. .
d. The Residence Manager and Shift Superviscrs provided staff training to all staff on duty on
Administrative Directive 235: Individual Program Plan Implementation. 10/25/13
e. IPC will monitor and reconvene a meeting to discuss any re-emerging behaviors or issues about the
plan if warranted. : 0725113
f. The IPC will monitor progress monthly and document on the IPC Monthly Training Report. When areas
of need/concerns are identified during observations and record review, the IPC will elevate issues to the [10/25/13
RM and Program Management for follow-up and document at least quarterly in the IPC note 10/25/13
g. Residence Psychologist fo review the intervention plans with the staff members as needed during each
shift. 10/25/13
h. The Rehabxlrtatlon Therapist will provide residential support in the I|v ing rcoms focused on recreation
and leisure activities. : 10/25/13
1. Program Management to randomly monitor during monthly rounds and document on the 24 hour report. 10/25/13
J. Any identified action items found on the Shift Superviscr or Residence Manager Rounds Sheet will be
addressed at the monthly Risk Management Meeting. . :
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W 249 | Continued From page 175 W 249

During an observation on 9/24/13 at 9:55 AM
outside Residence 29, core sampled Client 64
was observed jumping, escorted by staff while
crossing the street. The client was observed
behind the staff and was unaware of the client's
behavior,

The medical record for core sampled Client 64
was reviewed on 9/23/13 at 10:30 AM The
Approaches and Strategies dated 4/23/13
indicated that he lacks safety awareness and
required enhanced supervision, It also indicated,
“Transtocation: Staff to walk besides him."” The
IPP Desired Outcome and Milestene indicated
that that there was a training method and
intervention for his behavior of jumping (B5-1

 Agitation). The review further indicated, "6,

Intervention B5-1: staff are to intervene
immediately to ensure safety and protection if
behaviors are attempted/occurs. Indicate/gesture
for [core sampled client 64's name] o stop the
behaviorfto relax."

During an interview with the SPT on 9/24/15 at 10
AM, she stated that there was a plan for the
client's behavior of running and hopping.
According to her, staff who observed the behavior
should ask the client to slow down and walk
slowly, because it can cause injury.

During an interview with the IPC on 9/24/13 at
2:50 PM, she stated that there was a plan for the
client's behavior of running and hopping.
According to her, when staff noticed the behavior,
they should intervene and prompt the client to
slow down and settle down, and that the
intervention of prompting should be in a timely
manner. She also stated, "The data should he

collected and recorded as episodal."

FORM CMB-2567 (02-99) Previous Varsions Obsolels . Event 1D FCsF11

Facilliy 1D: CA170001773 If continuation sheet Page 176 of 234




PRINTED: 10/21/2013
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA (X&) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION . IDENTIFIGATION NUMBER: A BUILDING COMPLETED
05G007 B. WING 09/26/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODF
LOPMENTAL CENTER 3530 POMONA BOULEVARD
LANTERMAN DEVELOPM POMONA, CA 91769
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES [ PROVIDER'S PLAN OF CORRECTION ®s)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION] TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
NOAOHTT 4 ]
W 248 | Continued From page 176 W p4g8- When IPPian packets are completed  [10/25/13

11. a) During an observation in classroom 2 of
Pine Yocational Center on 9/18/13 at 9:51 AM,

focus sampled Client 48 was observed sitting by

the radio and rocking. He was not observed
engaged in any vocational activity. He suddenly
got up and walked to the adjacent room
(classroom 3) and sat on a chair. The client was
observed walking back and forth between
classrooms. At 10:20 AM, he was cbserved
opening the cabinets in classroom 3 one by one.

| One of the staffs in classroom 3 observed his

behavior and stated, "[focus sampled Crient 49's
name] are you making sure that everything is in
place?" At 10:30 a.m., still without being engaged
in any activities, he ran out of the room and left,
The Teacher went aiter the client and came back
with him, stating that he went home. At 10:40
AM, focus sampled client 49 was stili observed
just sitting, moving around, and not engaged in
any activities,

During an interview with the Teacher on the same
day at 10: 38 AM, she stated, "He didn't want to
do anything foday, maybe because you're here,

The medical record for focus sampled Client 49

1 was reviewed on 9/23/13 at 2 PM The |PP

Desired Outcome and Milestone dated 8/29/13
indicated that there was a plan and training
method designed for the client while in the
vocational training program to be implemented,
even when he refused to work.

b) During an observation in classrcom 2 of Pine
Vocational Center on 9/18/13 at 9:51 AM, focus
sampled Client 2 was observed rocking while on
the table with four other clients and a staff. He
was observed not engaged in any vocational

fter clients' annual meeting, the DTAC
oordinator will send out the packet with g
raining sheet attached to the DTAC staff
ho work with that client. The DTAC staff
ho work with that client will review the
acket, including the desired outcomes/
ilestones for vocation, and sign the
raining sheet, indicating they understand
he contents to ensure continious active
reatment for all clients.
b. Al DTAC Coordinators to collect and
maintain the training sheets for at least
Pne vear,
. Staff will assure that supplies are set Lp
and ready.to be used by a client, prior to
staff requesting the client to participate,
I. The Teacher/Teaching Assistants will
locument progress in the classroom data
flor each client. .
2. The IPCs' will monitor progress and
forward any lack of progress to the
“rogram Director.,
1 The DTAC Coordinators will conduc
weekly rounds and document '
pbservational findings on the DTAC
ounds report.
g. The Program Assistant will monitor the
veakly rounds reports to ensure all action
items are resolved.
Ip. Any identified action ftems on the DTAC
rounds reports will be addressed during
monthly Risk Management Meetings with
issues elevated to Clinical Quality
Management Committae with

lecommendations,

10/25/13

10/25/13

10/25/13

10725113

10/25/13

10/25/13

10/25/13
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The medical record for focus samplad Client 2
was reviewed on 9/23/13 at 2:45 PM. The (PP
Desired Outcoma and Milestone dated 4/20/12
indicated that there was a training method and
intervention for his behavior of hitting himself
(B1-2 Self-injury). The review further indicated,
*10. TRAINING METHOD - 1. lnvolve [focus
sampled client 2's name} in scheduled
activities..."

No one was observed tracking or wtiting the !
self-injurious behavior and there were no |
appropriate interventions applied during the [
observation.

¢) During an observation in classroom 2 of Pine
Vocational Center on 9/18/13 at 8:51 AM, focus
sampled Client 43 was abservad with the Teacher
engaging him in an activity of placing stacks of
paper on the table. The client was abservad
picking up a sheet of paper from on side of the

table and placing it on the other side of the table
“while the teacher was counting from one to ten.

- When the client was finished stacking ten shesis
' of paper, the teacher stated, "You did il Good
job." The aclivity was done once and the client

: was given a small electronic piano afterwards.

ehavioral data. (refer to W252 #6)
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‘ 249#11 b-c |
W 248 Continued From page 177 N W 2494, The DTAC Coordinator will provide  {10/25/13
activity. He suddenly started hitting his face with fraining to the DTAC staff who work
i his hand eight times. with Client 2 and 43 to review his
. , havio - -tnjur
During an intarview with the Teacher on 9/18/13 :hav:o; z‘r?dn 5?1 2 f?r .Se.lf mjﬁrlmt_ls
at 10:40 AM, she confirmed ths seff-injurious dicating th gn a lraining shee .
behavior of the client. She stated that she was neicating they understand the plan. 10/24/13
aware of the client’' s behavior. When she was - Thel Program Agastant and QTAC
asked if the staff was tracking the self-injurious oordinator met with the teaching staff
behavior of the client, she stated, "Yas." When or Client 2 and 43 io devslop a i
she was asked how many times the client hit eliable system for collecting ;
himself, she stated, "Il averages it about 10." }1 0125113

- Tha Teacher will keep a tablet on the i

eacher's desk for the purpose of
Iracking Client 2 and 43's behaviors in
he classroocm. At the end of the

assion, the Teacher wili document the

ccurate numbers in the behavior data. 10/25/13

. Ali clients behavior datas are turned
n monthly to the residences and is

onitored both in the monthly progress

otes by residence staff and the iPCs

eport.

. The DTAC Coordinators will do
eekly spot checks to ensure the
behavior datas tally sheet is being
used throughout the day and
decument on the DTAC rounds report.
f. The Program Assistant will manitor
the DTAC rounds reports and ensure
that any identifled issue is resolved.
4. Any identified action items on the

TAC rounds repaorts will be

ddressed during the monthly Risk

anagement Meeatings. (please see
sontinuation page 178a)

10/25/13

10/25/13

10/25/13
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W249 #11 b-c cont. 10/25/13
h. The DTAC Coordinators will do weekly spot checks in all DTAC classrooms to ensure the behavior
data tally sheet is being used throughout the day and document on the DTAC rounds report,
I. The Program Assistant will monitor the DTAC rounds reports and ensurs that any identified issue is 10/25/13
resolved.
|- Any identified action items on the DTAC rounds reports will be addressed during the monthly Risk 10/25/13
Management Meetings and will be elevated to the Governing Body with recommendations. ,
k. IPC Supervisor provided training to IPCs regarding IPP monitoring, documentation and follow-up, ’ 0/25/13
including documentation at least quarterly in the IPC Note to ensure that training objectives are
appropriate to clients’ skill level and continue to meet the needs of each client. - ;
[ 1PCs will monitor clients’ progress, and when areas of need or concerns are identified during 510/25/13
{observations and record review, the IPC will efevate issues to the Residence Manager and Program
Management for follow-up and document at least quarterly in the IPC Note.
m. [PC Supervisor will monitor for compliance via review of the IPC Notes. 10/25/13
n. Unresolved issues from monthly risk meeting will be elevated by Program Director/!PC supervisor to
Clinical Quality Management Commiitee with recommendations.
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W 249 | Continued From page 178 W 249

The medical record for focus sampled Client 43
was reviewed on 9/19/13 at 2:35 PM." The IPP
Desired Outcome and Milestone dated 8/8/13
indicated that there was a plan and training
maethod designed for the client while in the
vocational training program. The review
indicated, "Staff will model and verbally explain
what we would like [focus sampled Client 43] to
do in the process of counting 10 papers out for
preparing work for shredding confidential paper.
We.would like [focus sampled Client 43] to use
counting template to count out 10 sheets of
paper, afterwards placing pile of 10 in a bin..."

. . ) W249 #12a-b :
12. Client 1's clinical record was reviewed on The Resid M q
9/23/13. The annual IPP dated 5/15/13, included A he nesidence Managerandthe —ypn54
the following objectives: Dining Rpom C.oprdllnato.rs will review
a. Will wipe her mouth with a napkin with 4-5 and provide training in client # 1’s
physical prompts... The training method indicated, Desired Qutcome, 15-5 with the
"While she is eating, remind her to lift the napkin nssigned Senior Companion and all
to-her lips when appropriate. With hand over staff on duty o ensure all clients have . | L
hand guidance, clean her lips and area around he opportunities for training and 10/25/13
'r:%gggt}% when appropriate, by gentle patting ndependence during meal time.
During the breakfast observation conducted on 2 Al Fl.e S|den<;e Mgnagers and .Sh'ﬂ
9/17/13, starting at 7:30 AM, facility staff was Pupsrvisors will review and provide
observed serving Client 1 with a breakfast tray. raining in Administrative Directive #
The facility staff dished up the client's food 235 Individual Program Pian with all
including the beverages and brought the entire staff on duty to ensure all clients have
tray to the client. During the meal, there was no the opportunities for training and 10/25/13
active treatment provided to the client regarding ndependence. 2

the use of a napkin.

A lunch observation was also conducted far Cllent
1 on 9/117H3, starting at 11:30 AM. Client 1 was
observed being assisted by a volunteer staff who

c. All Residence Managers and Shift
Supervisors will provide training to the
hssigned Senior Companion and all’

was seated next to the client. The volunteer staff staff on duty to promote client
was observed to pour all of client's beverages into ndependence during dining
the cup. The volunteer also assisted the client by pportunities.
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W249 #12a-b cont,
W 249 | Continued From page 179 W 2484. The dining rcom coordinators witi  [10/25/13
holding the client's fork and scooping the food monitor breakfast; lunch and dinner
fnto the spoon, There were no verbal prompts or daily to ensure that clients’
hand over assistance. The volunteer held the ndependence and training
client's fork the entire meal. After the meal was opportunities are being provided. The
cionts mouth wih & napkin and o voleer Hining room coordinators wil monitor
took the client's dishes to the cart. There was no ff)r proper Implementat!on of Dietary
active freatment provided to the client regarding Eafety lssues / Care Giver Feeding /
the use of a napkin. . Swallowing Guide at each meal.
An interview was conducted with the IPG on e, Observational findings will be 10/25/13
8/24/13 at 10 AM. The IPC stated Client 1 is able documented on the Shift Supervisor
to do alot for herself and should have been given Rounds Sheet.
the opportunity for active treatment. " The Residence Managers will. 10/25/113
b, Will increase her commun‘fcgtlon of her wants, monitor the findings documented on the ‘
indicated to mvolve dion n acie weatment Shift Supervisor Rounds Sheet on
ADLSs (Activities of Daily Living), and leisure weskly basis to ensure all items |
activities and "Reinforce for participation. * The dentified have been corrected. _ 10/25/13
IPP Igistre plan indicated a recommendation to, - The Residence Managers, will ,
* Continue to encourage involvement in and offer andomly monitor mealtimes weekly for
a variety of choicas to participate in on and lzom[:)liance to ensure all ciients’
off-residence activities to increase socialization Lndividu al Program Plans are being
and cooperation skills. * followed for independence and training
During obssrvations conducted on 9/18/13- pportunities. Re-training/instruction will
stariing at 3:30 PM, Client 1 was observed in be ai ded duri
, . . . given as needed during .
Group 1 day room. Client 1 sat in a chair hoiding b i q i tion wil
a straw. There was no attempt from staff to sefvations ana correclive action wi
engage the client in activities. From 3:30 1o 4:30 . be taken as indicated. .
PM, the client sat on the same chair with no h. Observational findings will be 1072513
activity. At 4:45 PM, the client was observad ercu menied on the Residence
alone in Group 1 day room unattended, with the . anager Rounds Sheet. (please see
lights off, Again, there was no attempt from staff Eonﬁnuaﬁon page 180a)
to engage the client in activities. _
During a concurrent interview wiéh facilit;g staff, 249 #13
she stated the group leader for Group 1 day room . The Residence Manager and the 10/25/13
teft at 4 PM to escort other clients out of the unit. Shift Supervisors will review and
13. The clinical record for Client 15 was reviewed provide training in client # 15s Desired
on 8/23/13. The IPP dated 12/12/12 indicated an Dutcome, B1-5 with all staff on duty.
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W249 #12a-b cont. :
i. Shift Supervisor and Residence Manager Rounds Sheets will be submitted to the Program Office - 10/25/13
weekly for monitoring of identified issues and resolution.
j. Program Management will randomly monitor for compliance during monthly rounds and dociment on HO/25/13
the 24 hour report.
k. Any identified action items on the Shift Supervisor Rounds Sheet or Residence Manager Rounds 10/25/12
Sheet will be addressed during monthly Risk Management Meetings.

L. Unresolved issues from monthly risk meeting will be elevated by Program Director to Clinical Quality
Management Commitee with recommendations.

1
i

10/25/13

W249 #13 cont. (please see page 181 for b-g) _
h. Shift Supervisor and Residence Manager Rounds Sheets will be submitted to the Program Office 10/25/13
weekly for monitoring of identified issues and resolution.

i. Any identified action items on the Shift Supervisor Rounds Sheets or Residence Managers Rounds
Sheets will be addressed during the monthly Risk Management Meetings.

j. IPC Supervisor provided training to 1PCs regarding IPP monitoring, documentation and follow-up,
including documentation at least quarterly in the IPC Note to ensure that fraining objectives are
appropriate to clients' skill level and continue to meet the needs of each client.

k. IPC will monitor clients’ progress, and when areas of need or concerns are identifiad during
observations and record review, the IPC will elevate issues to the Residence Manager and Program
Management for follow-up and document at least quarterly in the IPC Note.

I. IPC Supervisor will monitor for compliance via review of the IPC Notes.

m. Unresolved issues from monthly risk meeting will be elevated by IPC supervisor to Clinical Quality
Management Commitee with recommendations.

10/25/13

10/25/13

10/25/13

Il
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' W249 #13 cont.
W 249 | Continued From page 180 W 249b. The Residence ' Manager and Shift  [{o/25/13
objective to decrease frequency of episodes that Supervisors will review and provide
she engages in self-injurious behavior (wets-skin .| training in Administrative Directive #
by P'acingr:*ﬁnd(ii'; mgﬁthtand twmiﬂgﬁfogmg <+ 235 individual Program Plan with all
tongue with hand) ...The tralning metho staff on dut ;
indicated, "if (Client 15) extends her tongue and o o O#U%;?ezqglrj ',;fa?r']'.l : "e;rfz have
attempts to twirl or roll it with her hands, verbally q PP d 9
prompt her to stop and redirect her to ongoing naepenaence. , ,
activity. The IPP also documented the client c. The Shift Supervisor will coach staff [10/25/13
having recurrent skin maceration to her hands n the implemeniation of Client 15's
and fingers due to, "constant exposure to saliva." Program Plan as warranted throughout
' the shift.
During observations canducted on 8/17/13 and d. Observational findings will be 1 0/25/13
9/18/13, Client 15 was observed numerous times documented on the Shift Supervisor
engaging in behavior of twirling and rolling her Sounds Shaet
tongue with her hand. Thers was no intervention - .
from stafi to prevent the client from twirfing or g. The F{eSIderjce Manager, will . , 10/25/13
: randomly menitor 1o ensure all clients
rolling her tongue. o !
ndivicual Program Plans are being .
On 9/24/13, at 10 AM, the IPC {individual followed for independence and training
Program Coordinator) was interviewed. The IPC opportunities on a weekly basis,
stated Client 15 had non-edible adaptive Re-training/instruction will be given as
equipment "Chew Stixx" for the behavior of . heeded during observations and
stated the equipment was a recommendation ndicated
from the OT (Occupational Therapist). She stated o I .
staff shouid have ufilized the adaptive equipment. [. Observational f|nd|ng§ will be 10/25/13
: documented on the Residence
Areview of the OT evaluation dated 3/26/13, Manager Rounds Sheet.
indicated a recommendation 1o, "...iry non- focd g. Program Management will 10/25/13
items that may be placed in the mouth... Some randomiy monitor for compliance
items to try might be drinking straws, swizzle during monthly rounds and document
sticks, or sensory mouthing items designed for findings on the 24 hour report,
chewing behaviors..." “
The adaptive squipment recommended by the
OT was not observed during the observatlons
conducted on 9/17/13 and 9/18/13.
14, The record for Client 56 was reviewed on
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VAAS #14
W 249 | Continued From page 181 W 249 ia‘ The ETAES_‘?X?‘”F?%;‘” provide  4ios (4
9/24/13. The 1PP dated 4/17/13 included an - r?'mg@! ca staff who work
objsctive to place paper In shredder with verbal , with Client 56 & on the vocational .
prompts for 3 minutes. The training method desired outcome/milestones and sign
indicated, " 3. Staff will verbally prompt (Client A fraining sheet indicating they
56) to begin working. 4. Staff will hand {Client 56) Linderstand the contents.
paper to shred and encourage her to continue b. Teaching staff will ensure that the 02513
working for as long as she will tolerate task." materials for Client 56’s vocational
Ad ram observation was conducted on activities and all clients are prepared
ay program obse . .
9/18/13, from 9:10 AM to 11 AM. Client 56 was 22](’1tlr?adty Pr:'f[’r:;.o Leq“‘f.St'”% tto -
observed sitting next to staff without any paricipate | I vocational training,
participation, The client was observed pushing % DTAC staff to document progress on 10/25/13
tray of papers away from her and not willing to ime cards and data sheets.
participate. There was no intervention from staft d. IPCs te monitor progress on IPC 1 0/25/13
to engage the client in the work activity. The staff | - . Report and forward any identified
supervising the client was observed folding the ssues to the Program Director.
paper and stacking them next to the client. There 5. DTAC Coordinators will conduct
ball
;’;’]Zsc?ig Iﬁg’zﬁgaoma ”;?;taﬁ to verbally prompt weekly rounds and document any 10/25/13
PAPSTS. dentified action item on the DTAC
During a concurrent interview with the staff, he E?}Jnds report and forward to the
stated the client's job was to fold the papers and rogram AS}SISta”t for resolution.
stack them together. ' . . Any identified action items on the
' TAC rounds report will be addressed 10/25/13
On 9/18/13, at 2:30 PM, a stibsequent day . uring the monthly Risk Management
program visit was made. Client 56 was again Meetings with any issues elevated to
observed sitling nexi to staff. From 2:30 o 3 PM, linical Quaility Management
the client sat next to staff without any ommittos with recommendations,
participation. There was no attempt fram staff to
verbally prompt the client to shred papers. 249 #15
15. The clinical record for Client 52 was reviewed . The Residence Manager and the
on 9/24/13. The IPP dated 1/23/13, indicated an hift Supervisors will review and 0/25/13
objective, "Will increase the frequency of rovide training in client # 52’s Desired '
appropriate communicating wants/needs/choices utcoeme, 81-3 with all staff members
by verbalizing... The training method indicated, " n duty to ensure all clients receive
1. Rainjorca har throughout the day for ontinous training on appropriate
appropriate behavior, involve her in ommunications skil's
events/activities on/off residence, 4. Interact with - '
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W249 #15 cont.

W 249 | Continued From page 182 - W249p. The Residence Manager and Shift = |10/25/13
her as often as possible and provide her with an Supervisors will review and provide '
opportunity to communicate her raining in Administrative Directive #

feelings/thoughts. P35 Individual Program Plan with all

An observation was conducted on 9/17/13 staff on duty to ensure all clients have

starting at 12:30 PM. Client 52 was observed the opportunity for training and
sitting in a reclining chair near the nurse's gtati ndependence. . .
The client was observed sitting by hersealf . The Shift SUpeerSOfS will coach 10/25/13
I T o client sat on the staff in the implementation of Client
ining chair from 12:30 to 1:15 PM N b2's Program Plan as warranted
Wwi‘[hout interaction from staff or peers, E’lroughout the shift.

. Observational findings will be 10/25/13
ocumented on the Shift Supervisor
Rounds Sheet.

the client with active treatment activities. The
client was not offered to communicate her wants,
needs, or choices as stated in the above

There was no intervention from staff to engage g

objactive. . e. The Residence Manager will 10/25/13
monitor the findings documented on

During observations conducted on 9/18/13, at he Shift Supervisor Rounds Sheet on

330 PM, Client 52 was again observed siiting on a weekly basis to ensure all items

the reclining chair with radio on, NN dentified have been corrected. .

*me 3:30 to 4:30 PM, the _ 1. The Residence Manager, will 10/25/13

client sat in the reclining chair with no other |

o . h i hai andomly monitor to ensure all clients’
activity other than sitting on the reclining ¢ ar ndividual Program Plans are being
There was no intervention

from staff to engage the client with active jollowed fpr indepsndence anq training
treatment activities. The cllent was not offered to ppportuniiies on a weekly basis.
communicate her wants, needs, or choices as Re-training/instruction will be given as
stated in the above objactive, : heeded during observations and
corrective action will be taken as
An interview was conducted with the PT on ndicatad. _
9/18/13, at 4:35 PM. When asked about Client J. Observational findings will be 10/25/13

£2, she stated sometimes the client likes to go to

: ; documented on the Residence
the group and look at magazines.

Managers Weekly Audit.

The client was not given to the opportunity to join T L grogram M._anagement V\{i” 10/25/13
the group or attend the patio activities. randomly monitor for compliance
during monthly rounds and document
on the 24 hour report.
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_ o W249 #15 cont. 10/25/13
W 249 | Continued From page 183 W 2481 Shift Supervisor and Residence
Manager rounds sheets will be
o o submitted to the Program Office weekly
16, Review of a closed racord baginning on for monitoring of identified issues and
9/18/13 revealed Client 99 expired unexpectedly A :
on 6/4/13 at 9 AM. Review of the Interdisciplinary esolut[on. . L '
Notes dated 6/3/13 at 2130 (9:30 PM) and 2230 I Any ldentlfled action items onthe  10/25/13
(10:30 PM} and the NOC shift summary at 0600 Shift Supervisor Rounds Sheet or the
AM revealed prior to Client 99's death had, she Residence Manager Rounds Sheet will
displayed agitation, running in hallways, kicking. be addressed during monthly Risk
the doors, went outside to the patio, was making - - Management Mestings. Any
nolses, defecating on the floor and awake until inresclved issues elevated to the CQM
0230 AM. The only description of therapsutic rommittee with reccomendations:
Intervention was "difficult to redirect" and "taksn
to shower to clean." - 24916 |
There is no written evidence of an enhancement . Client #99 passed away on June 4, 19/24/13
of supervision, or behavior plan interventions £013.
utilized. In addition, Ciient 99 was reportedly an - b. The Residence Manager and Shift
her menses and had heen identifled to suffer bupervisors provided training to all
from moderate menses pain which benefited from staff on duty on specified levels of
prescribed pain relief and review of the sUpervision identified in each 9724113
medication record revealed pain relief was not individual's Individuai Program Plan.
assessed or provided to her. 5. Residence Manager and Shift
Behavior training methods described inthe pUpervisors prowdeq tralnlqg o all
Individual Program Plan dated 11/8/12 defined staff on duty on Administrative
Client 89 training priorities 1o include reduction of Directive 226: Client supervision levels. [10/25/13
self injury, property destruction, aggressive d. Residence Manager and Shift
behaviors and improve socially acceptable Bupervisor provided training to all staff
behaviors. ' on duty on Administrative Directive
N . 235! Individual Program Plan
The Training plan included encouragement to _Implementation. 10/25/13
participate and communicate by asking her point, ¢. Residence Manager to monitor
gesture, take her hand etc, help her to esidence daily t lient
communicate what she wants/ieeds, verbl nce dailly to ensure client safety
reinforcement, making choices and gnd that staff are knowledgeable and
accommodating needs. If Client 99 engaged in ¢ompliance with client supervision
target behavior, staff should have directed her to levels.
stop, Intervened immediately by directing her tc a
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_ W249 #16 cont.
W 249} Continued From page 184 W 2491 shift Supervisor will complete daily 10/25/13
quiet area , sofa or other soft area, when she rounds utilizing the Shift Supervisor
stopped provided requgrcement or if the t;ehawor Rounds Sheet and submit weekly to
continued call a physician. There is no evidencs Residence Manager
the facility provided Client 99 training and . o S
services consistent with the current IPP, g. Any identified action items on the  |10/25/13
W 252 | 483.440(e) (1) PROGRAM DOCUMENTATION w 252| Shift Supervisor or Residence
. Manager Rounds Sheets will be
Data relative to accomplishment of the ctiteria addressed at monthty Risk
specified in client individual program plan Management Meetings.
objectives must be documented in measurable h. Unresolved issues from monthly
terms. risk meeting will be elevated by
Program Director to Clinical Quality
Management Commitee with
This STANDARD is not met as evidenced by: recommendations.
-1 Based on observation, interview, and record
review, the facility failed to ensure that data was
collected accurately to measure performance and
provide information ta assist in IPP program
decisions, affecting one of 10 core sampied and
five focus clients. (Clients 2, 26, 43, 43, 64, and
73)
Findings: W252 #1 and 2
1. During an initial observation on 9/16/13 at a. The residence Psychologist 10/25/13
11:10 AM in raom 11 (group room 1) of provided training to all staff on duty
Residence 28, four clients (focus sampied Client on Client 2, 26, 64 and 73's Behavior
2, 26, 73), and core sampled Client 64) were Support plan and Approaches and
observed with one staff. Strategies.
b. All Residence Managers, IPCs and  |10/25/13
Shift Supervisors will monitor and
provide training to staff as needed.
c. 3hift Supervisors will ensure and 10/25/13
provide support and coaching to staff
The staff continued to read to clients without any during their daily rounds and
attemnpt to engage them in the activity. Thare document any barriers on their
rounds sheet. ‘
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W252 #1 and 2 cont.

W 252 | Continued From page 185 W 252 d. IPC will menitor and reconvené a 10/25/13
were no appropriate interventions anplied and no meeting to discuss any re-emerging
data collected during the observation. behaviors or issues about the plan if

warranted.
2. During an chservation on 9/17/13 at 8:35 AM in L 1PC to d __— .
group room 3 of Residence 28, six olients were ' o document the findings in the |10/25/13

observed with one staff. Five clients were noted Monfthly Summary notes The IPC wil
sitting on the couch, including focus sampled monitor progress monthly and
document on the IPC Monthly Training
Report. When areas of need/concems
are identified during chservations and
record review, the IPC will elevate
ssues o the RM and Program
Management for follow-up and
document at least quarterly In the IPC

During an interview with the PT of the night shift

; hoto

o e day at 6:40 AM, she stated she ! . . )

wg::::dsmhe unit since 6/2012. She also stated . All Residence Psychologists to review |10/25/13
that she's pretly familiar with the clients in the fhe intervention plans with the staff

residence, although she didn't know the members as needed during each shift.

intervention on each of them. When she was 1. Program Management to randomly  [10/25/13
asked why core sampled Client 64 had his fingers moenitar during monthly rounds and .

in his ears, she stated, "t don't know why he does Hocument on the 24 hour report.

that", When she was asked if there was any
training objective for it, she answered, "No, |
don't know." When asked why care sampled

n. Any identified action items found on  [10/26/13
the Shift Supervisor or Residence

client 64 was only wearing his underwear, she \Ade(ljnager Cﬁ%oun}?s Sheet will be
replied, "Probably [ focus sampled client 43's addressed at the monthly Risk
name] took it off, he likes stralghtening things.* Management Mesting.
There were no appropriate interventions applied
and data collected during the observation. W252 #3
5. The residence Psychologist provided {10/25/13
3. During a meal observation in the dining area of raining to all staff on duty on Client

Residence 29 on 5/16/13 at 11:35 AM, core
sampled Client 64 was observed jumping while
escorted by the Teacher out of the dining area.

54's Behavior Support plan and
Approaches and Strategies.
5. All Residence Managers, IPCs and  [10/25/13

During an observation on 9/17/13 &t 11:45 AM, in phift Supervisors will monitor and
Residence 29, core sampled Client 84 was brovide lraining to staff as needed.
L_ observed running and jumping in the hallway by
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; W252 #3 cont.
W 252 Continued From page 186 W 252|c. Shift Supsrvisors will ensure and 10/25/13
the nurses ' station. The SPT was in the area at provide support and coaching to staff
the lime, saw what the client was doing and during their daily rounds and document
stated, *fcore sampled client 64). any barrisrs on their rounds sheet.
During an observation on 8/24/13 at 9:55 AM- d. All RQSIdence Managers ar'ld. Shift 0/25/13
outside Residence 29, core sampled Client 64 Supervisors provided staff training to
was observed jumping, escorted by staff while all staff on duty on Administrative
f crossing the street. The client was observed Dirsctive 235 Individual Program Plan
behind the staff and staff was unaware of the Implementation. 5. |PC will monitor and
client's behavior. reconvene a meeting to discuss any
re-emerging behavi i
The medical record fojr core sampled Client 84 the plangif \Sarrantelgrs or ls_sues about
- | was reviewed on 9/23/13 at 10:30 AM. The e .
Approaches and Strategies dated 4/23/13 ¥ 'Ptﬁltosd"c“me”f the findings in the 10/25/13
indicated that he lacks safety awareness and onthiy summary notes and on the
required enhanced supervision, It also indicated, * report:
Translocation: Staff to walk besides him." The - Residence Psychologist to review the ]0/25/13
IPP Desired Outcome and Milestone indicated intervention plans with the staff
that that there was a training method and members as needed during each shift.
intervention for his behavior of jumping (B5-1 g. The Rehabilitation Therapist will 1072513
! Agitation}. The review further indicated, "6. rovide residential support in the living
Intervention B5-1: staff are to intervens rooms focused on recreation and
immediately to ensure safety and protection if leisure activities
behaviors are attemptedfoccurs. Indicate/gesture h P M ' 0/25/13
for [core sampled client 64's name] to stop the 1. Frogram Management to randomly
behaviorfto relax.” monitor during monthly rounds and
document on the 24 hour report,
During an interview with the SPT on 9/24/13 at 10 [. Any identified action iterns found on  10/25/13
AM, she stated that there was a plan for the the Shift Supervisor or Residence
client's behavior of running and hopping. Manager Rounds Shest will be
According to her, staff who observed the behavior addressed at the monthly Risk
should ask the client to slow down and walk Management Meeting.
slowly, because it can cause injury,
Buring an interview with the IPC on 9/24/13 at
2:50 PM, she stated that there was a plan for the
client's behavior of running and hopping.
According to her, when staff noticed the behavior,
they should intervene and prompt the client to
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W 252 | Continued From page 187 W 252
slow down and settle down, and that the
intetvention of prompting should be in a timely W252 #4
manner. She also stated, "The date should be 5. When IPPla
collected and recorded as episodal.” Thare were : .I 1 packets are completed 110/25/13
o ; ) after a client's annual meeting, the
no appropriate interventions applied and data DTAC Coordinat il d out the
collected during the observation. , or will send out the
packet with a training sheet attached to
4. a) During an observation in classroom 2 of the DTAC staff who work with that
Pine Vocational Center on 9/18/13 at 9:51 AM, client. The DTAC staff who work with
focus sampled Client 49 was observed sitting by that client will review the packet,
the radio and rocking. He was not observed noluding the desired outcomes/
engaged in any vocational activity. He suddenly milestones for vocation, and sign the
%?t up and ‘g?”‘eg to the adli‘:‘?m fﬁf’m ot training sheet, indicating they
classroom 3) and sat on a chair. The client was
observed walking back and forth between UF detrstanq th%cont? nts to er;sure
classrooms. At 10:20 AM, he was observed ClIEMS recieved continous active
opening the cabinets in classroom 3 one by one. freatment. _
One of the staff in classroom 3 observed his p. The DTAC Coordinator to collect and 10/25/13
behavior and stated, "[focus sampled Client 49's maintain the training sheets for at least
name] are.you making sure that everything is in pne yvear.
place?" At 10:30 AM, still without being engaged c. Staff will assure that supplies are set 10/25/13
in any activities, he ran out of the room and left. Lip and ready to be used by a client
The Teacher went after the client and came back Hor to staff request - ’
with him, stating that the he went home. At 10:40 P s . ng the client to
. : hariicipate.
AM, focus sampled Client 49 was still observed 4. The Teacher/Teaching Assist .
just sitting, moving around, and not engaged in - [ he Teacher/Teaching Assistant will 10/25/13
any- activities. document progress in the classroom
data for each client,
During an interview with the Teacher on the same e. The IPC will monitor progress and ~ [10/25/13
day at 10: 38 AM, she stated, "He didn't want to forward any lack of progress to the
do anything today, maybe because you're here. Program Director. .
_ . I. The DTAC Coordinator will conduct  {10/25/13
The medical record for focus sampled Client 49 weekly rounds and document
was'rewewed on 9/23M1 3. at 2 PM. The IPP hbservational findings on the DTAG
Desired Outcome and Milestane dated 8/29/13 ounds report
indicated that there was a plan and training h port. . ) .
‘method designed for the client while in the 0. The Program Assistant will monitor  10/25/13
vocational training program to be implemented, he weekly rounds reports to ensure all
even when he refused to work. There were no ction items are resolved.
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sampled Client 43 was observed with the Teacher
engaging him in an activity of placing stacks of
paper on the table. The client was observed
picking up a sheet of paper from on side of the
table and placing it on the other side of the table
while the teacher was counting from one to ton.
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W252 #4 cont.
W 252 | Continued From page 1BB W 252 h. Aﬂy identified action items on the 10/25/13
data collected during the observation. |PTAC rounds reports will be addressed
. during monthiy Risk Management
5. During an observation in classroom 2 of Pine Meetings.
Vocational Center on 9/18/13 at 9:51 AM, focus
sampled Client 2 was observed rocking while on W252 #5
the table with four other clients and a staff. He 8. The DTAC Coordinator will provide  |10/25/13
was observed not engaged in any vocational b .
activity. He suddenly started hitting his face with fraining fo the DTAG staff who work
, o= with Client 2 to review his behavior plan
his hand eight times. C : .
: B1-2 for self-injurious behavior and sign
a training sheet indicating they
During an interview with the Teacher on 9/18/13 understand the plan.
at 10:40 AM, she confirmed the self-injurious b. The Program Assistant and DTAC ~ [10/24/13
behavior of the client. She stated that she was Coordinator met with the teaching staff
aware of the client's behavior. When she was for Client 2 to develop a rsliable system
asked if the staff was tracking the self-injurious for collecting behavioral data
behavior of the client, she stated, "Yes." When : I
she was asked how many times the client hit ge-s”‘r: ?O_rr?;gh?rwm keef}:; a ‘{E_bletcolp the |10/25/13
himself, she stated, "Il average it about 10." ; 1 purpose of tracking Client
P?'s behaviors in the classroom. At the
The medical record for focus sampled Ciient 2 end of the class session, the Teacher
was reviewed on 9/23/13 at 2:45 PM. The 1PP will document the accurate numbers in
Desired Outcome and Milestone dated 4/20/12 the behavior data, ,
indicated that there was a training method and d. All behavior data is turned in monthly [10/25/13
intervention for his behavior of hitting himsaelf to the residence and is monitored both
(31-2 Self-injury). The review further indicated, n the monthly progress notes by
*10. TRAINING METHOD - 1. Invalve fiocus residence staff and the IPC, which will
sampled client 2's name] in scheduled . be reviewed by the IPC Supervisor
activities..." There were no data collected during y the I P .
the observation. please see continuation page 189a)
6. During an observation in classroom 2 of Pine W252 #6
Vocational Center on 8/18/13 at 9:561 AM, focus a. The DTAC Coordinator will provide  110/25/13

paining o the DTAC staff whe work

with Client 43 1o review his behavicr

plan B1-2 for self-injurious behavior and

Fign a training sheet indicating they
nderstand the plan.
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W252 #5 cont.

e. The DTAC Coordinator will do weekly spot checks in all classrooms to ensure the behavior data tally 10/25/13
sheet is being used throughout the day and document on the DTAC rounds report and will elevate any

issues to Program Management. : N0/25/13
f. The Program Assistant will monitor the DTAC rounds reports and ensure that any identified issue is
resolved. Any unresolved issues will be elevated to the Governing Body by the Program Director with 10/25/13

recommendation.
9. Any identified action items on the DTAC rounds reports will be addressed during the monthly Risk 10/25/13
Management Meetings. . . :

h. IPC Supervisor provided training fo IPCs regarding IPP monitoring, documentation and follow-up,

including documentation at least quarterly in the IPC Note to ensure that training objectives are 10025113
appropriate to clients’ skiil level and continue to meet the needs of each client, .

i. IPC will monitor clients’ progress, and when areas of need or concerns are identified during
observations and record review, the IPC will elevate issues to the Residence Manager and Program 10/25/12
Management for follow-up and document at least quarterly in the IPC Note.
I- IPC Supervisor will monitor for compliance via review of the |PC Notes.
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W252 #6 cont.
W 262 | Continued From page 189 W 252|h. The Program Assistant and DTAC 10/24/13
When the client was finished stacking ten shests Coordinator met with the teaching staff
of paper, the teacher stated, "You did it Good for Client 43 to develop a reliable
job." The activity was done once and the client system for collecting behavioral data.
was given a small electronic piano afterwards. c. The Teacher will keep a tablet on the | 10/25/13
The medicai record for focus sampled Client 43 de:sk for th? pUrpose of tracking Client
was reviewed on 9/19/13 at 2:35 PM. The IPP 43's behaviors in the classroom. At the
Desired Outcome and Milestone dated 8/8/13 end of the class session, the Teacher
indicated that there was a plan and training will document the accurate numbers in
method designed far the client while in the the behavior data.
vocational training program. The review indicated, d. All behavior data is turned in monthly| 10/25/13
"Staff will model.and-verbally explain what we [o the residence and is monitored both
would like [focus sampled Client 43] to dc in the in the monthly progress notes by
proiefss oLco;;ting 10 f%apﬁjjs[‘)”‘ for p‘;\?paringl ' residence staff and tby he IPC Monthly
wark for shredding cenfidential papsr. We wou . . )
like [focus sampled client 43] to use counting hote. The IPC Supervisor wil Teview
template to count out 10 shests of paper, and eleyate any Issue to Governing 10/25/13
afterwards placing pile of 10 in 2 bin..." There Body with recommedations,
were no data collected during the observation, e. Both DTAC Coordinators will do
- waekly spot checks in all classrooms to
During an interview with the IPC om:9/24/13 at ensure the behavior data tally sheet is |
3:45 PM, she stated that there was a group book being used throughout the day and 10/25/13
in each group that contalned client's tra‘mipg pan, document on the DTAC rounds report
addregsmg the._mornmg afternocn, and night shift to ensure all clients receive the proper
behaviors of clients. The group book also IPP impl ot 10/25/13
comtained data sheets used to coliect data for Implementation. _ _ :
behaviors. According to her, staff wouldn't write f. The Program Assistants will monitor
the data right away, would write it at the snd of the DTAC rounds reports and ensure
the shift, and recollect the observed number of that any identified issue is resolved.
episodes. She also stated that many times there g. Any identified action items on the
were concerns with the accuracy of data DTAC rounds reports will be addressed
collections. The IPC also mentioned that many during the monthly Risk Management
times, she went to staff and questioned the data Meetings. Any unresolved issues wil
collected, due to mac:;uracy. S‘hehfurﬁger stated, be elevated to the Governing Body by
Wher] one or three clients were havi g the Program Director with
behavioral eplsodal issues, without having dat
enough staff 1o monitor the behavior, the data recommenaations,
coltection will be skewed."
FORM GMS-2567{02-98) Pravious Verslons Obsolste Event [D:FC5F11

Facliity ID: CA{70001773 If continuation sheet Page 180 of 234




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10/21/2013

FORM-APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 093B-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGT!ON {X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
05G0O07 B. WING 09/26/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
i ) 3530 POMONA BOULEVARD -
T NTER
LANTEF!M{AN DEVELOPMENTAL CENTE POMONA, CA 91769
(%4) 1D SUMMARY STATEMENT OF DEFIGIENGIES D PHOVIDER'S PLAN OF CORRECTION (x5).
PREFIX [EACH BEFICIENCY MUST BE PRECEDED BY FULL PREFX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE - DATE
DEFICIENCY)
W257 #1
W 257 | Continued From page 190 W 2571, a special IDTeam meeting was (1024113
W 257

- her autive treatment program was not

483.440(f)(1) (il PROGRAM MONITORING &
CHANGE

The individual program plan must be raviewed at
least by the qualified mental retardation
professional and revised as necessary, including,
but not limited to situations in which the client is
failing to progress toward identified objectives
after reasonable efforts have been mads.

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review the facility failed to ensure the individual
program plan was revised by the qualified mental
retardation professional / individual program
coordinator {QMRP/IPC) for one of 10 core
sampled clients (Client 47) and one focused client
(Cliert 88} who were failing to prograss toward
identified objectives. Client 89 was ‘retired" and

implemented. Client 47 was nat progressing due
to changes in Day Treatment Activities Center
(DTAGC} environment, i.e., increase in roster size,
increase in overall noise level, increase in
behaviors manifested by peers around him,
changss in regular staffing level, and new
instructor,

Findings:
1, Qbservation on 9/24/13 at 9:30 AM revealed

Client 89 was laying in bed fully clothed with the
fights out

The bedroom door was
closed, curiains drawn and there was no stimulus
inthe room such as TV or music playing.

W 257 scheduled to address Client 89's active
treatment plan, training objectives and
ncrease in maladaptive behaviors and
njuries. Client 89's active treatment
olan has been modified to increase her
participation in structured weekday
activities, as well as active treatment
activities on the residence.
0. At the specia! IDTeam meeting, the |10/24/13
DTeam referred Client 89 to the
Senicr Program for structured weekday
activities and residence staff will
E,evelop a training objective in

ousehold Management while Client
89 is on the residence,
c. Level of care staif on the residence  [10/25/13
Wit ensure that Client 89's active
reatment plan is implemented on the
'esidenca as devaloped by her
DTeam.
i. Each month, ieve! of care staff on all 110/25/13
residences, document in the client’s
record in an IDNote Monthly Summary
he client’s response to training
bjactives.
2. The SrPTs will ensure active 10725113
reatment plans as developed by each
slient’s IDTeam are implemented on
(he residence. SrPT will ensure
re-training/instruction is given and
corrective action taken, as needed.
. Residence Managear will ensure 10/26/13
compliance during daily routine rounds,
ensuring re-training/instruction is given .
nd corrective action aken, if needed. |
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notes for the past year revealed Client 89 had
! faited to make progress toward her active
i treatment objectives and had an increase in
 maladaptive behavior and injuries.

" There was na indication of Client 89's plan was
revised by the QMRP/ IPC after failing to

year. In an interview with the RM on 9/24/13 at

know Client 83 and had been assessing her.
(SEE W138)

FOHM CMS-2567(02-99) Previous Varslons Obsolate Evant ID:FC5F 11

| Review of the IPP dated 5/23/13, data collection
and the Individual Planning Coordinator quarterly

progress toward all identified objectives for over a

9:45 AM, he indicated the team was still getting to |
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| W257 #1 cont, .
W 257

W 2571g. IPC Supervisor provided training to  *10/24/13

needs of each client,

IIPC Note.

i, IPC Supervisor will monitor for j
compliance via review of the IPC !

IPCs regarding 1PP monitoring,
documentation and follow-up, including .
documentation at lsast quarterly in the .
IPC Note to ensure that training ‘
objectives are appropriate to clients’

skill level and continue to meet the

h. 1PC will monitor Client 89's progress, 110/25/13
and when areas of need or concerns |
are identified during observations and
record review, the IPC wiil elevate
issues to the Residence Manager and
Program Management for follow-up !
and document at ieast quarterly in the Il
|

10/25/13

iNotes. Any concerns/ unresolved

resoiution.

W25T #2

a. Cllent 47 transferred 1o residence
233 on 10/16/13 when residence 215
consolidated. At that time, he was

issues will be elevated to COM for

1016113

integrated into the weekday Senior 10/16/13

iProgram.

his [DTeam.

training objectives.

b. Senicr Program instructors will
ensure Client 47's aclive treatment )
plan is implemented as developed by 10/25/13

c. Fach month, Senior Program
instructors document in the client's !
record data re: the client's response to

Facility 10: CA170001773
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: _ MZS? #2 cont.
W 257, Continued From page 182 W 2574, The DTAC Coordinator will ensure active
' reatment plans as developed by each 10/25/13
i Areview of the Individual Program Pian (IPP) ltent's IDTeam are implemented at the
i dated 4/9/13, indicated an objective to increase Senior Program. The DTAC Coordinator
'time on task with verbal prompting, Data showed | ill ensure re-trainingfinstruction is given
there had been a failure to progress due to nd corrective action taken, as needed.
changes in DTAC environment, examples -APC Supervisor provided training to IPCs
»included increase In roster size, increase in egarding IPP monitoring, documentation
I overall noise level, increase in behaviors. and follow-up, including documentation at
' manifested by peers around him, changes in east quartarly in the IPC Note to ensure 10/24/13
regular staffing level, and new-instructar, The nhat training objectives are appropriate to
goal was referral to a senior program, which had elients' skill level and continue to meet the
» not oceurred, There was no evidenca Client 47's. needs of each client, i
: program needs were reviewed and revised - IPC will monitor all client's progress, and
| following a recommendation in Aprlt 2013, when areas of nead or concerns are
W 280 483.450(b){5) MGMT OF INAPPROPRIATE W 290 dentified during observations and record i
CLIENT BEHAVIOR . eviaw, the IPC will elevate issues to tha 40/25/13
ﬁesidence Manager and Program
Standing or as needed programs to control Management for fellow-up and document
' inappropriale behavicr are not permitted. At teast quarterly in the IPC Note, !
- IPC Supervisor will monitor far
! Eomph‘ance via review of the |PC Notes, 10725113
- This STANDARD is not met as evidencsd by ny concerns/ unressolvad issues will be
Based on cbservation, interview and record plevated to SQM for resolution.
i review the facility failed to ensure an "as needad .
! drug" was not used in lieu of an active treatment w290 #1 ;
i program. This affected one of 10 focus client. 9. TRE review papsrwork sent on 10/10/13 10725113
I (Client 69) with TRC review on 10/24/13 with TRC i
Lo &pproval for 6 months. Special team held l
Findings: 10/25/13 determined that Restoril will be
: incorporated into BSP for review by BSC
an 1147113, Consent was acquired on 10125113

Restoril is a sedative-hypnotic (sleep) drug used

|
1

0/25/13 for client 69.
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W290 #1 cont.

W 290 | Continued From page 193 W 290 b. TRC form 1204 for Regimen review H0/10/13
in adults for short term { 7-10 days) treatment of a and approval should Restoril PRN be
sleep problem. Restoril is a federally controlled order for longterm use.
substance {C-1V) because it can be abused and c. Physician/Pharmacist/Psychologist  10/25/13

long term use leads to dependence. Slde effects
of Restorit can include memory loss, anxiety,

severe allergic reactions and abnormal thoughts
and behavior {confusion, agltation, hallucmaﬂons

are responsible for ensuring a safe and
therapeutic environment.
Aforementioned disciplines wiil monitor

, and worsing of depression). by observations, chart review, Drug
Regimen review, HCOP and monthly
Medication record review revealed facility staff - BRG review.
gave 30 mg of Restoril every night to Client 89 d. HRC/BSC and TRC will monitor and 10/25/13
with the only rationale of "awake at 2200." ensure that administration of Restoril
Review of the available medication records remains in compliance with the Center's

showed the practice of giving a short term use ‘ : et o
drug had occurred routinely since at least April policy ensuring re-training/instruction is
2013. Interview with staff on 9/18/13 at 1 PM, Jven.

revealed Client 69 had been on the "sleeping pill > Please refer to W331 #14.

_| abouta year, because he sits in the group area | -

and will not go to sleep."

A Psychlalric Consuitation dated 1/10/13
indicated

- (TR O C shift state he is awake until
1230 -1 AM. The order for Restoril was started on

12/28/12,

The health care plan and objective (HCOP) titled
1 "insomnia, unspecified" opsned on 12/28H12, set
a goal for Client 69 to sleep 4-6 hours per night.
The HCOP instructed if Ciient 89 becomes
restless during the night rule out: need for
restroom, hunger, thirst, comfort, toilet, offer light
snack or juice. There is no document to support
staff ruling out Client 69's needs for comfort etc.
prior to giving the drug.
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W 290 | Continued From page 194 W 290

There was no written consent for the use of
Restoril and no indication the Human Rights
Committee reviewed its use. Review of the Drug
Reglmen Review for the preceding 12 months
failed to address the use of an "as needed drug"
on a long term routine basis,

The facility failed to assess, develop and
implement effective nen-drug interventions that
addressed Client-69's long term usage of "as
needed” Restoril. _
W 312 | 483.450(e)(2) DRUG USAGE W 312

Drugs used for control of inappropriate behavior
must be used only as an integral part of the
client's individual program plan that is directed
specifically towards the reduction of and eveniual
elimination of the behaviors for which the drugs
are employed.

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review the facility failed to ensure drugs used for

-| the control of inappropriate behavior were part of
the Individual Program Plan (IPP) and used within
an active treatment program targeted to sliminate
the specific behaviors for which the drugs were
prescribed. This affected one focus client. { Client
69 :

! W312 #1
Findings: 0. TRC review paperwork sent on 10/25/13
10/10/13 with TRC review on 10/24/13
with TRC approval for 6 months.
Special team held 10/25/13 determined
hat Restoril will be incorporated into
BSP for review by BSC on 11/7/13.
Consent was acquired on 10/25/13 for
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W312 #1 cont. 10/10/13

W 312 Continued From page 195 W 312b. TRC form 1204 for Regimen review

my doseof Restoril and approval should Restoril PRN be

order for longterm use.

Restoril Is a sedative-hypnotic (sleep) drug used ~ The

in adults for short term { 7-10 days) treatment of a Physician/IPC/Pharmacist/P i

sleep problem. Restoril is a federally controlled : HSyS/RM are res : SyChOI.O gist/ 10/25/13

' ponsible for ensuring a

substance (C-1V) because it can be abused and safe and the f . t

long term use leads to dependence. Side effacts @ 1erapeu '© environment. :

of Restorll can include memory loss, anxisty, Aforementhned dlSCllene§ will monitor

severe allergic reactions and abnormal thoughts py observations, chart review, Drug

and behavior (confusion, agitation, hallucinations | Regimen review, HCOP and monthly

and worsing of depression), BRG review for all clients.

. : . HRC/BSC and TRC will monitor and 10/25
Medication record review revealed faciiity staff snsure that administration of Restoril /13

with the only rationale of "awake at 2200."
Review of the avaitable medication records
showed the practice of giving'a short term use
drug had occurred routinely since 12/28/12.

Center's policy ensuring
re-fraining/instruction is given.
5. Please refer fo W331 #14.

Interview with staff on 9/18/13 at 1 PM, revealed
Cliont 69 had been on the "sleeping - pill about a
year, because he sits in the group area and will

not go to sleep.” iatr '
1/10/13 Indicated,

The health care plan and objective (HCOP) titled
"Insomnia, unspecified" opened on 12/28/12, set
a goal for Client 69 to sieep 4-6 hours per night,
The HCOP instructed if Client 69 becomes
restiess during the night rule out: need for
restroom, hunger, thirst, comfort, toilet, offer light
snack or juice. There is no document to support
staff ruling out Client 69's needs for comfort etc.
prior to giving the drug,
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PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
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o
PREFIX
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W 312

W 314

Continued From page 196

There was no written consent for the use of
Restoril and ne indication the Human Rights
Committee reviewed its use. Review of the Drug
Regimen Review for the preceding 12 months
failed to address the use of standing order, "as
needed drug" used on a long term routine basis.

The facility failed to assess, develop and
implement effective non-drug interventions that
addressed Client 69's long term usage of
Restoril,

{Refersnce: National Instifutes of Heaith
www.NIH.gov)

483.450(8)(4)()) DRUG USAGE

Drugs used for control of inappropriate behavior
must be monitared clasely in conjunction with the
physician and the drug regimen review
requirement at §483.460().

This STANDARD is not met as evidencad by:
Based on record reviews and interview the
facility failed to ensure drugs used for the control
of inappropriate behavior were monitored closely
in conjunction with the physician and the drug
regimen review requirement. This affected one of
10 sampled clients and two focused clients, (
Clients 36, 47, 89)

Findings:
Drug regimen review is an on-going evaluation of

madications promeoting positive outcomes,
identifying, reporting, resolving problems and

W 312

W 31

4
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. W314 #1-3
W 314 | Continued From page 197 W 3141, Please see pages 198a & b.

irregularities with accepted approaches.

Restoril is a sedative-hypnotic (sleep) drug used
in adults for short term ( 7-10 days) treatment of a
sleep problem. Restoril is a federally controlled
substance {C-1V) because it can be abused and
long term use leads to dependence. Side effects
of Restoril can include memory loss, anxiety,
severs allergic reactions and abnormal thoughis
and behavior {confusion, agitation, hallucinations
and worsing of depression).

Medication record review revealed facility staff
gave 30 mg of Restoril every night 1o Client 69
with the only rationale of “awake at 2200."
Review of the available meadication records
showed the practice of giving a short term use
drug had occurred routinely since 12/28/12.
interview with staff on 8/18/13 at 1 PM, revealed
Client 69 had been on the "sieeping pill about a
year, because he sits in the group area and will
not go fo sleep.”

There was no written consent for the use of
Restoril and no indication the Human Rights
Committee reviewed its use, Review of the Drug
Regimen forthe preceding 12 months failed to
address the use of standing order, “as needed
drug" used on & long term routine basis.
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W104-3,4,5,6,7,8; W128-2,3,4; W159-3; W290-1; W312-1; W314-1,2,3; W331-14
a. The Pharmacist documented a medication regimen irregularity and recommendation record for Clients | 10/3/13
36, 47 and 69. .
b. The Medical Director shared with Physicians the need to ensure that if the Pharmacist identifies a drug { 10/29/13
regimen irregularity indicating that a medication (such as Restoril, Atarax) is prescribed for a medical '
condition, but appears to be primarily in use for behavior-madifying effect or there is frequent use of an
"as needed” medication, the use should be reviewed by the Physician, and an iDTeam meeting held if
warranted.

|
! 10/25M13

d. The Residence Manager for Client 47, conducted a chart review noted currently receiving Atarax, Il 9/27/13
— !!onservalor was conlacle! on lI!u! N regar!s |o !larax an! !l!ﬂ'l reca“ l!ls

medication as part of the Regimen. A follow up call was made to the conservator on 7/5/13, by the
Physician, Sr. PT, PT/Med Person (refer to IDN at 1220 for full information). The use of the medication
and Risk vs Risk vs Benefit was re-expiained/reviewed/discussed and agreed with the continuation use of

Atarax.
e. A Spécial meeiing was held to discuss Client 47's Atarax use’ |

er review,

Hydroxyzine (Atarax).

f.The use of Restoril for insomnia/Behavior was approved by the Therapeutic Review Committee on 10/25/13
10/24/13. A Special team was held for Client 69, and it was determired-that

111113
§.“Fhe Pharmacy Services Manager instructed all Pharmacists to review current Pharmaceutical Policy

and Procedure, “Medication Regimen Review”, specifically focusing on Section Il. A. Therapeutic
Monitoring that describes the process in which the Pharmacist eviews medication regimens and ciinical
record documentation of all ICF clients monthly, monitoring for irreguiarities in drug ordering,
administration, documentation, and appropriateness of use. Pharmacists ensure that the Medication

Regimen Review (MRR) includes at least the following elements: ,
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(cont'd W104-3,4,5,6,7,8; W128-1,3; W159-3; W290-1; W312-1; W314-1,2,3; W331-14)
1.The clients’ drug therapy.must fit the diagnosis. 2.The potential for adverse reaction to a medication
must be minimal. 3. Medication used to treat any physical or behavioral condition must not unnecessarily
interfere with the activities of daily living and minimize potential for any adverse reactions. 4.All
faboratory tests needed monitor for the effects of a medication must be ordered at the required intervals.
5.If any irregularities are noted or there are recommendations to be made, the Medication Regimen
frregularity and Recommiendation Record (PH 2089) is completed by the Pharmacist and forwarded to
the physician for review, and response, The physician makes any necessary comments, sighs and
returns to the reviewing Pharmacist within 10 working days. Al Pharmacists signed a Training and
Development Sheet after completion of the review.
h. The Pharmacy Services Manager instructied all Pharmacists to review Policy & Procedure 10/30/13
“Psychotherapeutic Medications”, specifically, Sedatives and Hypnotics use - insomnia., Pharmacists :
signed a Training and Development sheet after complation of the review.
I. The Pharmacy Services Manager forwarded to the P&T Commiittee the following recommended change 10/30/13

to the current P&P “Psychotherapeutic Medications”, Sedatives and Hypnotics-Insomnia: A step will be
added so that afier an initial trial period for the PRN hypnotic if the hypnotic is continued, the Pharmacist
will forward a Medication Regimen Review and Recommendation Record to the Physician so that the use
of the PRN hypnotic will reassess the coniinued need for the medication. - - :

j- To ensure compliance with the medication regimen review process, the Medication Regimen Irregularrty
and Recommendation Records will be reviewed at least quarterly during Pharmacy and Therapeutics
Committee (P&T) meetings. Concerns and recommendations will be forwarded to the Medical Executive
Committee; those concerns of recommendations which warrant Governing Body attention via the Quality
Management Council.

k. To ensure the IDTeam is notified of decisions made reiated to the Medication Regimen Review and
Recommendatlon Record process, the Pharmacist will forward a copy of the completed form to the
Resu:ience Manager. The RM will convene an IDTeam meeting; the review of the Medication Regimen
lrregularlty and Recommendation Record and Physician's comments will be documented in the clinical
record by the IPC.

11/1/13

9/26/13
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W 314 | Continued From page 198 W 314

2. Review of Client 47's Physician orders
revealed he received Hydroxyzine 50 mg (Atarax)
four times day for the past year for a problem
defined as unspecific allergy, itching or irritation
of eft eye which was closed in September 2012,

Hydroxyzine is an antihistamine drug with
anticholinergic ( drying of mucus membranes)
and sedative properties used for symptomatic
relief of anxiety and tension and management of
pruritus due to allergic conditions. The
effectiveness of Hydroxyzine for long term use, (
more than four months) has not been assessed
by clinical studies. Side effects of Hydroxyzine
“can include drowsiness, sedation, involuntary
motor activity, confusion, constipation, drying and
thickening of oral and respiratory secretions.

Review of the Drug Regimen for the past year,
revealed no evidence of a review for Hydroxyzine
for its effectiveness in-changing the targsted
behaviorfsymptoms, untoward side effects,
contraindications for continued use. An
interdisciplinary note dated 7/2/13, indicated the
gonservator was aware of the use of Hydroxyzine.
There was no written consent for the use of
Restoril and no indication the Human Rights
Committee reviewed its use.

In an interview with the Residence Manager,
individual Planning Coordinator and Health
Services Specialist on 9/25/13 at 2 PM revealed
the facility staff, not the physician had notified the
conservator via telephone concerning the use of
the Hydroxyzine but did not document it.

3. Review of the Drug Regimen dated 8/14/13 for
Client 36 revealed, the Pharmacist identified the
long term usage of Hydroxyzine 50 mg {Atarax)
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Continued From page 199

four times day since 2/26/13 for dermatitis (itchy
skin disorder). The Pharmacist ( and
Dermatology) suggested to avoid the use of
hydroxyzine as it is a highly anticholinergic ( .
dtying ) drug and could cause a greater risk of
confusion ta Client 36. The review aiso
suggested the dosage was above the maximum
daily dosage of 25 mg three or four times daily.

The physician response was indicative of the
actual use of hydroxyzine: * Zyprexa already
approved. Just waiting for conservator permission
to start. if started we can D/C hydroxyzine.
Hydroxyzine has an added anxiolytic effect..”

(Reference: National institutes of Health
www.NIH.gov)
483.480(a)(3) PHYSICIAN SERVICES

The facility must provide or obtain preventive and
general medical care.

This STANDARD is not met as evidenced by:
Based on observation, interview, and record
review, the facility faiied to ensure that clients
received follow-up examinations or evaluations
and treatments for three core sampled clients.
(Client 64, Client 77, Client 25 ) and two focus
sampied clients ( Client 96, Client 44),

Findings:

W 314

W 322

W322 #1

5. The Residence Physician ordered
symptomatic treatment for the client’s
cough and fever,

h. The Residence Physician stated that
he client Complete Blood Count (CBC)

rasutt was normal and the infiltration

1110/2/13

11713
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W 322 | Continued From page 200

The Physician's Progress Notes dated 1/10/13 at
9:15 AM. indicated that core sampled Ciient 64
was evaluated by a physician due to an increase
in temperature. He was seen again by the
physician on 1/11/13 at 9:45 AMduetoa
fluctuating temperature. There was no other
symptom noted by the physician during
examination, but an order for acetaminophen
(medication for fever) and x-ray was documented.

The radiology resutt dated 1/11/13 indicated that
a single view of core sampled Client 64's anterior
and posterior chest was x-rayed. The result
indicated, “IMPRESSION: Minimal right infrahilar
infiltrate {abnormal substance that accumulates in
the lungs) suggesting a small pneumonia
(infection).”

W 322 per X-ray was minimal or the affected
area was very small that further
tfreatment was not necessary.

c. After the client was treated
symptomatically, the sympioms were
cleared and there were no new clinical
symptoms observed or presented.

d. The Residence Physician felt that the
client responded to the treatment and
no further treatment needed.

e. The Program Management 11/27/13
nstructed all clinic staff working closely
with the Physicians to communicate
oncernsfissues/follow up by writing on
the Physician communication log that is
available on. all residences.

F. The Medical Director met with
bhysicians to review survey findings
and provided direction on follow-up
actions to ensure compliance., .
g. The Medical Director diracted 10/29/13
physicians to ensure proper
Hocumentation in the Physician's
Progress Notes following a clinical test
br evaluation, especially when there are
hositive or significant findings.

h. The Medical Director instructed all - 11o/20743
Physicians o raise any -
ssues/concerns for discussions at the
{veekly physicians’ rounds for
acommendations and resolution.

. Any systemic issues/concems will be
blevated to Medical Quality Assurance
and Improvement (MQA&I) with
ecommendation, review and follow up.

10/29/13
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Continued From page 201

There were no docurnentations found in the
medical record of core sampled Client 64 to
indicate that a follow-up, evaluation, assessment,
and treatment was provided for him when the
x-ray revealed that he had pneumonia.

During an interview with the Individual Program
Coordinator (IPC) of Residence 29 on 9/24/13 at
2:55 PM, she reviewed the medical record of core
sampled Client 64 and confirmed that there were
no follow-up evaluations and treatments provided
for the client when he acquired the pneumonia

2. The physician's orders for the treatment of
type 1 diabetes mellitus for sampled Client 77
and Focused Sampled Client 96 did not meet the
current standards of practica. ‘

Type 1 and Type 2 diabetes mellitus are two
separate diseases. They are similar only in that

+ they affect blood sugar. With Type 2 diabetes the

body still produces insulin but is somewhat
insensitive to it. Type 1 diabetes mellitus is an
auto immune disease in which the body has kifled
its own islet cells that produce insulin. Insulin is
required for cellular uptake of glucose and protein
from the blood. If biood glucose is chronically
high it may cause numerous complications such
as biindness, kidney disease and nerve damage.
I blood glucose is acutely low it can cause
neuralogical damage, seizures and even death.
The goal of treatment is to keep blood glucose as
close to normal as possible. This normal range
would be between 70 to 125 milligrams per
decifiter.

The individual with type 1 diabetes mellitus
requires dosages of long acting insulin for basal

rate and fast acting insulin for carbohydrate

W 322

W322 #2
8. A comprehensive review of diabetic 10/25/13
client (#77) was done by primary care
bhysician to. include discussion with
dietician for diet change and
endocrinology consultation.
b. The client was seen by an . 14213
endocrinologist consultant with
recommendations and have been
carried out by Residence Physician.
c. The Program Management 11/20/13
nstructed all clinic staff working closely
with the Physicians to communicate
oncerns/issues/foliow up by writing on
he Physician communication log that is
available on all residences.
H. The Medical Director instructed 10/29/13
bhysicians to ensure proper
gocumentation in the Physician's
rogress Notes following a clinical test
ol evaluation, especially when there
are positive or significant findings.
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W322 #2

W 322 | Continued From page 202 W 322%e. The Medical Director wil provide

ingestion and any correction dose needed to fraining and to review Type 1 Diabetes |11/27/13

come close to normal blood glucose levels, Treatment Guidelines to all Physicians.

f. The Medical Director will add the
_[Type 1 Diabetes Treatment Guidelines |11/27/13
to LDC's Medical Guidelines.

The basal dosage is geared 1o the level of
glucose the liver continuously secretes 1o the
blood stream that with insulin the cells uptake for

| energy. d. The Medical Director met with
_ physicians to review survey findings
The dosage for ingested carbohydrates also and provided direction on follow-up 10/28/13
supplies the cells with energy to function but also actions to ensure compliance.
allows additional carbohydrates to be taken from. h. The Medical Director instructed all
the blood stream and stored in the liver for usage Physicians to raise any 10/29/13
later.

ssues/concerns for discussions at the

Acorrection dosage, on a sliding scale, may be eekly physicﬁans’ rounds for.

needed to facilitate this delicate balance of basal recommendat.lo.ns and resolution. .

and carbohydrate ingestion doses to approach - Any systemic 1S sues/ concemns will be
normal blood glucase levels. elevated to Medical Quality Assurance
and Improvement (MQA&!) with
recommendation, review and follow up.

Client 77 had diagnoses that in
diabetes maliitus.

These orders omitted any insulin administration
for ingested carbohydrates and consequently did
not provide for the avoidance of wide variations of
blood glucose levels, especially high blco

lucose levels.
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On the afternoon of 9/25/13, a dietary department
staff member was interviewed regarding the
Conslstent Carbohydrate Diet. She said that it
was a little lower in carbohydrates than the other
diets but was consistent only in total from day to
day at approximately 200 total carbohydrates,
The surveyor asked her to calculate the
Consistent Carbohydrate House Diet for the
Tuesday Week 2 menu. Her Calculations were
Breakfast 72 carbohydrates, Lunch 57
carbohydrates, Dinner 38 carbohydrates and a
late evening snack of 30 carbohydrates. When
asked why she thought the doctor hadn't ordered
carbohydrate coverage with insufin, she sald she
wasn't sure. When asked what advantage this
diet had when there no Insulin administered
based on the number of carbohydrates
consumed each meal. She said it was of little
value other than being a little lower in
carbohydrates. She said she had been a diabetic
educator at an outside acute caro hospital where
they always taught diabetic patients to use a
personalized insulin to carbohydrate ratio for food
ingestion,

Focused Client 96 had a very similar diabetes
mellitus treatment regime without any insulin
orders for ingested carbohydrates.

Client 77's physician was on vacation, so the
medical director was Interviewed in his place on

W 322
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W 322 | Continued From page 204

8/26/13 at 9:35 AM. After being apprised of the
situation, he said he would talk to the physician
when he returned from vacation and have an
endocrinologist consult,

3. During observation conducted on 9/24/43 at
- | 7:35 AM, Client 25 was observed to have a red
discoloration on her left upper cheek and left

r eyebrow,

interview with the Senior Psychiatric Technician
conducted on 9/24/13 at 7:40 AM, revealed that
the client tell while walking during off -campus
activity over the weekend.

Review of Client 25's medical record conducted
on 9/25/13 indicated that Client 25 has an open
health care objective for ataxia ( P 16-6) . Further
review of the Approaches and Strategies dated
8/20/13 indicated "Walks slowly with a rocking
maotion, stopping at curbs and sidewalks and
verbal prompts. When walking, staff to assist as
needed to help prevent accidental falls ( i.e.,
verbal reminders to watch where she is walking,
physical guidance on uneven surface, unfamiliar
areas, surfaces/areas of poor color contrast, and
when crossing street with blended curbs) ."

Review of the Interdisciplinary Notes dated
9/22/13 at 3:40 PM indicated " Client was
returning from the activity @ (at) Rustic Camp
while walking thraugh Richardson Park under the
shelter, she fripped on a crack in the cement and
fell forward sustaining an abrasion to ker left
upper cheek bone, left elbow and left knee."

W 322

W322 #3 g
a. A special team meeting was held for [10/25/13
client 25 and the team agreed to
initiate a referral to PM&R clinic for
follow-up. Referral to address recent
falls, gait safety evaluation and
recommendation.

b. The RN/HSS will review client #25  10/25/13
Health Care Plan and Objective
(P.16.6) and make/update any
changes as needed. HSS provided
service training fo all staff on client #25
HCPO (P16.8) and and all ICF leve! of
care staff on NP 1.20 Fall Assessment
of Risk, Causes and Care.. ... . .
c. The Shift Supervisor and IPC will  10/25/13
monitor Monthly Summary Notes to
ensure summary note reflects
interventions implemented to prevent
client falls. o

d. The Residence Manager and 10/25/13
Program Assistant provided training to
ancillary staff e.g. R.T., Job Coach,
Teachers Assistance, on providing
assistance off the residence.

e. The Residence Manager to monitor
residence daily and DTAC randomly to 10/25/13
ensure client safety and that staff are
Knowledgeable and compliance with
client #25 HCPO and NP 1.20.
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‘ W22 #3 cont.
W 322 | Continued From page 205 W 322§ The Shift Supervisor will complete  {10/25/13
daily rounds utilizing the Shift
Supsrvisor Rounds Sheet provide
additional coaching as needed and
submit weekly to Residence Manager.
Further review of the medical record indicated g. Any |dentl_fleq action items on the 10/25/13
that the client had episodes of falls on 5/19/13, Shift Supervisor or Residence
6/2/13, 6/6/13, 7/31/13 and 9/22/13. The client's — Manager Rounds Sheets will be
Nursing Fall Risk Assessment dated 5/23/13 addressed at monthly Risk
indicated a score of 9, which is indicative of Management Meetings. Any issues or
moderate risk for falls. There was no current concerns not resolved will be elevated
Nursing [T‘all Risk Assessment completed despite fo the Clinical Quality Management
the client's episodes of falls in June, July and Committee by the Program
September 2013, Management with
Review of the Licensed Monthly Summary Notes recommendations/discussions and
for the months of May, June, July 2013 did not follow up.
reflect that the client had falls and did not reflect N. The Program Management 11/20/13
interventions implemented to prevent client's falls nstructed all clinic staff working
when addressing P- 16-6 - Ataxia. The above closely with the Physicians to
Licensed Monthly Notes indicated "Ataxia | communicate concernsfissuesfollow
-unspecified- No problems noted this month." Up by writing on the Physician
communication log that is available on
all residences.
) The Medical Director met with '
physicians to review survey findings 10/29/13
nd provided direction on follow-up -
;ctions to ensure compliance.
) The Medical Director directed 10/29/13
bhysicians to ensure proper
ocumentation in the Physician's
rogress Notes following a clinical test
revaluation, especially when there
;re positive or significant findings.
Review of the Nursing Procedures Manual, -
Number 1.20 dated 6/26/13, entitled “Fall
Assessment of Risk, Causaes and Care" indicated
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W 322 | Continued From page 206

under section VIl - Examples of Falls Prevention
and Interventions included "... Interdisciplinary
Team Conference" - *“ Discuss "at risk" level in
team conference; formulate goals addressing
safety; identify specific strategies for falt
prevention in the care plan; communricate level of
risk to other staff."

There was no documentation that the
Interdisciplinary Teamn discussed the client's need
for a reassessment for her risk for falls and need
for referrals 1o prevent falls. Further review of the
record conducted on 9/25/13 indicated that the
attending physician was notified of the client's fall
on 9/22/13.

4, A review of the medical record for Client 44
revealed that she is receiving Nitrofurantoin (an
antibacterial agent used to treat urinary tract
infections)

consultation report further indicated that a rarg
but reported possible side effect of tong term use
of Nitrofurantein is pulmonary fibrosis. A Chest
X-ray has been obtained for the client every 6
months and result is negative.

{nterview with the Individuat Program Coordinator
{IPC) conducted on 9/25/13 at 11 A.M., revealad
that the Nitrofurantoin was discontinued in 2/2013

W 322

W322 #4
a. Follow up order for chest x-ray of ~ |10/15/13
client #44 by the physcian was done.
0. The team has reviewed the side 10/15/13
effects of pulmonary Fibrosis with the
-physician. : : -
C. Ali teams review side effect when  [10/15/13
starting a new medication per center
bolicy.

tl. IPC monitors that the ID team has ~ [10/15/13
reviewed the side effects when starting
a new medications per center policy.

e. IPC supervisor will review IPC notes |10/15/13
and will elevate any concerns to the

A Director with recommendations.

[ The Program Management instructed
all clinic staff working closely with the  {11/20/13
Physicians to communicate
soncerns/issues/follow up by writing on
he Physician communication log that
s available on all residences.
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W a2 . VW322 #4 cont.
Continued From page 207 o W322g. The Medical Director met with 10/29/13
per the Urologist's recommendation in 1/2013, physicians to review survey findings

In 8/2013, the attending physician gave an order
to administer Nitrofurantoin to the client per
family’ s request.

and provided direction on follow-up
actions to ensure compliance.

There was no documentation in the medical h. The Medical Director directed 10/29/13
record to reflect that an order for follow-up chest physicians to ensure proper
X-ray was requested as of 9/24/13. Client 44' s documentation in the Physician's
last chest x-ray was done on 1/8/13. - Progress Notes following a clinical test
W 331 | 483.460(c) NURSING SERVICES W 331 pr evaluation, especially when there are
_ positive or significant findings.
The facility must provide clients with nursing . The Medical Director instructed all 10/29/13

services in accordance with their needs. Physicians to raise any issues/concerns

for discussions at the weekly

This STANDARD is not met as evidenced by: physicians’ rounds for

Based on observation, staff interview, and record recommendatllo_ns and resolution. .
review the facllity failed to ensure that clients . Any systemic issues/concerns will be
were provided nursing services in accordance plevated to Medical Quality Assurance
with their needs. There were missing Health Care and Improvement (MQA&I} with
Plans for acute illnesses, Health Care Plans were recommendation, review and foliow up,

not updated, Health Care Plans did not reflect
clients' current conditions, physician's orders
were not implemented, splints were not removed
as ordered, the facility policy was not
implemented for verifying gastric tube piacement,
a gastric tube was not changed per physician's
order, the policy was not implemented for
obtaining vital signs for a change in condition, and
there was lack of evidence of a Health Services
Specialist note for a client with an infection. The
tacility also falled to provide nursing services in ‘
accordance with facility policy titted Glient
Services - 265: Supportive and Protective
Devices and desensitization training prior to
appotntments.

This affected three of 10 sampled and two focus
clients-(Clients 37, 47, 69, 79 and 84).
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W 331 | Continued From page 208 W 331 5. The Health Services Specialist corrocted {9/25/13

the inaccurate Health Care Objective and
Plan(s) for client 79 immediately. (Items

Findings: 1,2,3) _
b, Both Pregram Directors instructed all 10/22/13
1. Record review on 9/24/13 indicated that Ciient Heslth Services Sonecialists to check each

79 had numerous Health Care Plans that had not clinizal record for alf ¢clients on ICF

iple conditions. residences to ensure there was a current,
accurate Health Care Objective and Plan for
pach identified open medical condition.
c. Alf missing Health Care Objective and
Plans were placed in the clinical record (s)
for both Client 79 and 94, 10/24/13
d. The Health Care Objective and Plan for
Client 94, Hypothyroid was corrected

2. On'9/24/13 review of Client 79's Individual mmediately by the Health Services 9/25/43
Specialist.
2. The gastrostomy tube for Client 79 was
changed on 9/24/13. The Residence
Manager provided training to all staff on
Documentation indicated that Client 78 hoth the corrected Health Care Objective 10/26,1 3
was on "strict nothing by mouth® at alt times, and Plan for Client 79 as it relates to. the
frequency of his gastrostomy tube change.
Client 79's care plan * f. All RMs trained staff on Nursing
included the following entry: Provide small Procedure 9.5, Enteral Feedings

frequent meals as ordered by the physician.
Client 79's care plan did not reflect his current
condition for NPO (ncthing by mouth) siatus.

Gastrostomy/Jejunostomy) with specific
attention to Section I, # 3 Checking for
residual. .

J. Residence Managers provided training to
staff who work on the other two residences
here individuals receive enteral feedings
bn Nursing Procedure 9.5, Enteral Feedings
Gastrostomy/Jejunostomy) with specific
attention to Section 1, # 3

3. Ciient 79 had current physician's orders, dated
9/2013, that indicated the following: Gastrostormy
tube change svery three (3) months on 3rd
Saturday of the month. The Nursing Care Plan for
"Gastrostomy Status" was not consistant with the
physiclan's orders as it indicated, "Change G-T (
‘gastrostomy tube) monthly."

4, Review of Client 79's treatment record
indicated that his gastric tube was to be changed
on 9/21H3 (the 3rd Saturday of the month).
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W 331 | Continued From page 209 W 331 {Checking for residual. ‘ :
h. The Residence Manager provided 10/25/13
Review of Client 79's treatment record on training on Client # 79 Health Care
9/23/13, indicated that the record lacked Objective and Plans for his adaptive
documented evidence that the gastric tube was equipment, his physicians orders,
changed on 9/21/13, per physician's order. - Approaches and Strategies and his
Individual Program Plan related to the use
On 9/24/13 at 6:40 AM, the RM (Resident of his orthotic devices with staff on duty
Manager) was interviewed and confirmed that the immediately and continued {o provide
gastric tube had not been changed on Saturday, training to additional staff.
9f21/13. . Adaptive Equipment will be monitored 10/26/13
cach shift by all Shift Supervisors and
5. The Nursing Procedure #9.5 for "Enteral documented on the Shift Supervisor
Feedings (Gastrostomy/Jejunostomy)," revised Rounds Sheets. The Shift Supervisor
on 7/21/11, included the following entry: Rounds Sheets were modified on 10/25/13
To verify the gastrostomy tube placement and and trained to all RM/ SPTs on 10/28/13.-
patency: . The Residence Manager will manitor for
a. Gheck the tube length/marking is the same Lompliance with ensuring staff adhere to || 0/20/13
-| distance from the stoma as it has been. the physicians orders for each client as well
b. Attach a 60cgc syringe and aspirate the s observing the use of personal adapiive
stomach contents, note the amount of residual : squipment during routine rounds and
{the amount of remaining stomach contents). document on the Residence Manager
Rounds Sheets. "t '
During observations of two medication k. Program Management will monitor for
administration passes, on 9/18/13 at 9:15 AM and ompliance with use of personal adaptive  kg/26/13
at 4:50 PM, two licensed staff failed to implement _E(:ll_’lipr'nent1 that staff are fOIIOWing
the policy for verifying gastric tube placement. sstablished Nursing Procedures and are
Both staff verified residual by aspirating mplementing the Individual Program Plan
jwithdrawing gastric contents with a syringe but uring reutine management rounds at least
neither staff checked the tube length/marking. onthly and document on the 24-hour
report, ‘
Staff stated that the amount of residual was not . '?raining was proviced to staff on duty by
routinely documented but if the residual was over Il Residence Managers on Administrative  10/24/13
100ccs it would be documented on the MTR (- irective 235, Individual Program Plan and
Medication / Treatment Record) and the physician Nursing Procedure 13.0, Physicians Orders
would be notified. and Nursing Procedure 1.18 Vital Signs.
6. On 9/18A13, review of Physician'ﬂii
Notes, dated 9/17/13, indicated t
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A chest x-ray was obtained and the radiology
report summary indicated: Mild chronic infiltrate-
scarring is identified in the left lower lobe.

The medical record lacked evidence of a Health
Care Plan for this newly diagnosed condition.

7. Client 79's physician’s monthly orders for
9/2013 included the following:

_ Splint-EO (Elbow/orthotic) twice
daily, left and right elbow, on 1 hour in morming
and 1 hour in evening at 8 AM and 8 PM,

During an observation of Client 79 at the day
program, on 9/19/13 at 10:30 AM, Client 79 was
observed with his elbow orthotics in place. The
teacher said that the orthotics felt tight. Shortly
after, Client 79 was returned to the unit at 11:10
AM-with the orthotics still in place.

The client was observed with a long sleeve shirt
that had been pulied over the orthotics, creating a
shug fit.

At 11:10 AM, when the RM (Resident Manager)
removed the orthotics, Client 78's arms were
noted with numerous reddened areas. The
orthotics had remained on for over 3 hours
instead of 1 hour as the physician's order
indicated. - -

During an interview with the RM at that time, the
AM stated that the staff who initially applied the
orthotics in the morning had to leave the unit and
failed to communicate to other staff that the
orthatics were still in place and had not been
removed.

The Medication / Treatment Record did not have

a specific area designated for documenting when

m. The Program Director will ensure
that any issues or concerns identified
are addressed during the monthly
Program Risk Management Meetings
with recommendations for any
resolution of systemic issues {if any)
elevated to the Clinical Quality
Management Commiittee for
review/follow up discussion.
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9. Cllent 78's physician's monthly orders for
9/2013 included the fol]owlng:w
B Siaif ploase property tgnten an

the orthotics were removed (after 1 hour).

8. Client 79 had an additional physician's manthly
order for | GG - included
the following: Wear sheepskin boot on top of
high top sneakers.

An Occupational Therapy Referral, dated 12/1/12,
indicated that Client 79 hooks the back of his heel
on the front underside of the wheelchair footplate.

During observation of Client 79 on 9/18/13 at 4
PM, Client 79 did not have sheepskin boots on.
On 9/18/13 at 4:50 p.m., the BM stated that she
found an old pair of sheepskin beots and that she
would order him a new pair.

position the "thigh placed lap belt* when seating

in his wheelchair and check the tightness of the

lap belt hourly. Make sure it is not placed on the
abdomen. ,

During an observation of Client 79 on 8/18/13 at
4:25 p.m., the client was observed having slid
down in his wheelchair with the lap belt positioned
on his abdomen. Staff were observed in the
immediate area with the client with no
intervention. The client was repositioned after the
surveyor brought it to their attention.

10, Observations on 9/18/13 at 10:10 AM, 6:40
M, and throughout the survey, Client 79 was
observed on multiple occasions slouched down in
his wheelchair with his head leaning toward the
left, unsupported.

On numerous occasions, there was no staff
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intervention to reposition the client or his head
until requested the surveyor,

11. Client 79's physician's monthly orders for

9/2013 included the following: —
Elevate lowst extrernities

while in bed and wheeichair.

During an observation of Client 79 on 9/18/13 at
4:25 PM, Client 79's lower extremities were not
elevated while in the whaslchair,

12. Client 94 was diagnosed with a UT! (urinary
tract infection) '

e medicai record lacked evidence of a Health
Care Plan for this newly diagnosed
conditionfinfection,

During an interview with the HSS (Health
Services Specialist} on 9/25/13 at 11 AM, the
HSS stated that she completed a Health Care
Pian for a UTI but she did not put the care plan in
Client 94's record, but put it in a wall rack in the
physician's office. The HSS acknowledged that
the Health Care Plan was not in the client's
record.

Upon further record review, Client 94's record
lacked evidence of a nursing note / assessment
by the HSS.

The HSS stated, "I usually write a note at the
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Gontinued From page 213

onset but | don't think | did it at that time." The
HSS further stated that there should be an initial
HSS note. The HSS stated that she followed up
an a daily basis and asked staff if the client had a
fever. :

Arequest by the surveyor was made 10 review
Client 94's vital signs. Record review indicated
that there was no documentation of vital signs (
temperature, pulse, respiration, blood pressure)
during Client 94's treatment for his UTI. The HSS
was asked to provide any information she had
relating to documentation of vital signs, i.e. fiow
sheets/graphs. The facility was unable to provide
any evidence/documentation of Client 94's vital
signs during this time.

On 9/25/13 at 2:30 PM, Quality Assurance staff
confirmed that vital signs records/ flow sheets
were not available.

The Nursing policy #1.18 for Vital Signs, revised
6/26/13, inciuded the following entry: Vital signs
are taken according to the physician's order,
client service routines, or any change in condition,

I 1" .
Care Plan was not consistent with Ciient 94's

diagnosis of hypothyroid.

14. Observation on 8/16/13 at 11:30 AM revealed
Client 89 wore a hard helmst with face guard and

chin strap. During lunch observation on 8/16/13

W a3l
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| mat on the fioor in his room and the bed did not

at 12:15 AM, Client 63 removed the helmat and
placed it on a shelf. The inside protective foam of
the helmet was noted 1o be torn, worn and soiled.
The exterior of the helmet appeared scratched
and solled.

During sach ohservation period Client 68 was not
wearing Ted Hose {compression stocking ) and
was not encouraged to elevate his legs or
provided equipment to do so.

Observation of Client 69's room and personal
wardrobe closet on 9/17/13 revealed no Ted Hose
in his personal wardrobe or available for use in
his room. Client 69 had a low bed, there was no

have supports such as a wedge or blocks to
facilitate elevation of his legs. There was a soft
helmet obsarved laying on the floor of the
wardrobe closet.

On 9/18/13 a review of the Individual Program
Plan (IPP) Approaches and Strategies dated
4/9/13, indicated the team had determined during
the assessment phase Client 63 required a hard
halmet with face shield and chin strap during the
day, soft helmet at night, mat on the floor next 1o
bed in case of falls from seizure activity at night
and a lowered long bed. There was no evidence
in the [PP who would monitor and assure these
supports were in place, how it would
documented, who, how often, and with whiat to
clean the equipment. There was no evidence of a
teaching component to help Client 69 make good

a. The Helmet for client 68 was sent for
repair on 9/17/13 and a back-up helmet
was ordered and received.

b. All RMs reviewed all adaptive
equipment and its use at huddles.. All
Senior Psychiatric Technician (SrPT)
on each shift will monitor and ensure
compliance perAD 265 Supportive and
Protective Devices during routine daily
rounds ensuring re-training/instruction
is given and corrective action taken as
needed.

¢.The Physician, HSS, SRPT, RM and
Father discussed the Risk vs Benefit of
the badside mat for client 69 next to the
low bed. It was determined that risk of
fall while entering/exiting low bed with a
|bedside mat outweighed the benefit. A
recliner chair was placed in the living
room, TED Hose were offered at a
higher frequency (he demonstrates the
ability to remove and apply
independently} and a wedge was
placed at the foot of the bed to ensure
legs are elevated to tolerance during
hours of sleep.

d. All IDTeams will identify and prioritize
each persons needs for supportive
device training through comprehensive
review of assessments, ILSA, interview,
and monitoring of each individual.

e. Dietician/Physcian review of current
diet notes it is appropriate

9/M17/13

9/20/13

9/16/13

10/25/13

91713
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Continued From page 215 W 331| immediately and during Huddle to 9/20/13

W 331

choices regarding his squipment.

The physician orders for August 2013 directed
Client 69 was to elevate his legs as tolerated and
wear above the knee Ted Hose daily due to
swelling of the limbs caused by venosus
insufficiency. The Medication and Treatment
records showed that each AM and PM shift
documented Client 69 was wearing the Ted Hose
as prescribed, despite observations showing he .
did not have them on or had removed them.

The most recent nursing assessment dated
11/18/12 indicated Client 69 used Ted hose
stockings bilaterally during the day and elevated
his legs when sleeping as toleraied. The health
care pian and objective indicated equipment was
checked daily to assure in clean and dry, however
there was no documentation to support it had
been done. The last time the helmet was

replaced was in June 2012 and a second hard
helmet was not available for use during cleaning.

Areview of the facility palicy titled Client Services
- 265: Supportive and Protective Devices, was
completed. The policy defined pastural and or
mechanical supports ( splints, braces, wedges,
wheelchair adaptations etc.) and devices to
prevent injury { helmets, side rails ) shall be
ordered by the physician, reasons for their use
documented, reviewed and included in the
Individual Program Plan (PP}, health care plan,
medicationftreatment record, and have consents
for their use reviewed by the Human Rights
Committee (HRC). The client shall be monitored
for response and effectiveness of treatment and it
shall be documented. The policy indicated the
Health Services Specialist (HSS/RN), Individual

Program Coordinator {IPC) and residence staff

ensure all supports/adaptive
equipment are administered per
physicians orders by all staff.
g.The mat was removed from the 9/20/13
bedside, HCO&P and A&S. Training
provided at huddles by Shift
Supervisors.

h. Alt IDTeams will identify plans to 10/03/13
enhance/ acquire skilis that can be
incorporated into daily program plans.
tf changes are needed to current |PP,
the IPC/RM/ Dietitician/Physician are
notified immediately to determine
need for & Special IPP meeting

i All Shift Supervisors will monitor to  |10/25/13
ensure that ail supports/adaptive
equipment are administered per
physicians orders during rounds daily
and should the client not tolerate
supports/adaptive equipment, SRPT
will ensure appropriate documentation
and notification to HSS/Physician/IPC.
Rounds and any corrective actions
will be documented on the Shift
Supervisors Rounds Sheet (SSRS)
and submitted to the Residence
Manager weekly.

|- All Residence Managers will monitor [10/25/13
through review of the SSRS and
during weekly rounds to ensure that
all supportsfadaptive equipment are
administered per physicians orders
and take corrective action if needed.
Rounds and any corrective actions
will be documented on the Residence
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shall ensure the devices are in clean good
working condition, used appropriately and
according to the IPP. Client 63's equipment was
not monitored by the licensed nurse,

Review of the Individual Program Plan dated
121312 for Client 69 also indicated he received
five small meals a day with snacks and had a
tendency to seek food after meal time and when
returning from day treatment program in the

e most recent nursing evaluation date
showed Client 69 was receiving large regular
portion meals. Dining obsetvations completed on
Residence 15 on 9/16/13 at 11:30 AM, 9/18/13 at
11:30 AM and 5:30 PM, and 9/24/13 at 7:30 AM

showed Client 15 was provided three meals a

day, low fat house portions eating 100% each
time. Snacks included a half of a prepared
sandwich at 10 AM and a jello cup at 3 PM.
Weights Indicated a progressive weight loss since

| January 1/13= 244 lbs through 7/13 = 227. Thers

was a lack of evidence Client 69 was monitored
by the licensed nurse for adequacy of meals and
referral to dietitian for assessment.

In an interview with the HSS, IPC and Residence
Manager on 9/25/13 at 2 PM, Client 69's heimets,
mat, Ted Hose, elevation of legs and dietary
concerns were discussed. There was
confirmation the current heimet had been in use
for 156 months with no documented maintenance
ot cleaning schedule, Ted Hose documentation
was not accurate and there was no mat for Client
69's use by the bedside. Thers was agreement
concerning a fack of training for the staff

concerning clients equipment. There was also

Manager Rounds Sheet (RMRS).
The Residence Manager will submit
the SSRS and RMRS and submit to
the Program Director weekly. The
shift supervisor rounds sheets were
modified on 10/25/13 and training was
conducted on 10/28/13.

k. Program Management will
randomly monitor during rounds at
least menthly and document on the
24-Hour Report. Corrective actions
will be taken as needed and reported
to the Shift Supervisor or Residence
Manager for documentation on the
Rounds Sheet.

l. The Program Director will ensure
that any issues or concerns identified
in the SMRS or RMRS are addressed
during the monthiy Program Risk
Management Meetfings with
recommendations for any resolution
of systemic issues (if any) elevated to
the Clinica! Quality Management
Committee for review/follow up
discussion.

See page 217a-b for further corrective
actions.

10/25/13

10/25/13
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W331-14

a. The Pharmacist documented a medication regimen irregularity and recommendation record for Client
69. ‘

b. The Medical Director shared with Physicians the need to ensure that if the Pharmacist identifies a drug
regimen irregularity indicating that a medication (such as Restoril, Atarax) is prescribed for a medical
condition, but appears to be primarily in use for behavior-modifying effect or there is frequent use of an
"as needed” medication, the use should be reviewed by the Physician, and an IDTeam meeting held if
warranted. _ -

c. The use of Restoril for Insomnia/Behavior was approved by the Therapeutic Review Committee on
10/24/13. A Special team was heid for Client 69, and it was determinad that Restoril would be
incorporated info a Behavior Support Plan and submitted for review and approval by BSC/TRC/HRC on
11/7/13. Consent was acquired on 10/25/13.

d. The Pharmacy Services Manager instructed all Pharmacists to review current Pharmaceutica: Policy
and Procedure, “Medication Regimen Review", specifically focusing on Section Il. A. Therapeutic
Monitoring that describes the process in which the Pharmacist eviews medication regimens and clinical
record documentation of all ICF clients monthly, monitoring for irregularities in drug ordering,
administration, documentation, and appropriateness of use. Pharmacists ensure that the Medication
Regimen Review (MRR) includes at least the following elements:

1.The clients' drug therapy must fit the diagnosis.

2.The potential for adverse reaction to a medication must be minimal.

3. Medication used to treat any physical or behavioral condition must not unnecessarily interfere with the
activities of daily living and minimize potential for any adverse reactions.

4 .All l[aboratory tests needed monitor for the effects of a medication must be ordered at the required
intervals. }

5.If any irregularities are noted or there are recommendations to be made, the Medication Regimen
i_rregularity and Recommendation Record (PH 2089) is completed by the Pharmacist and forwarded to the
physician for review, and response, The physician makes any necessary comments, signs and returns to
ihe reviewing Pharmacist within 10 working days. All Pharmacists signed a Training and Development
Sheet after completion of the review.

h. The Pharmacy Services Manager instructied all Pharmacists fo review Palicy & Procedure
“Pgychotherapeutic Medications”, specifically, Sedatives and Hypnotics use - Insomnia. Pharmacists
signed a Training and Development sheet after completion of the review. '

| 11/1/13

10/3/13

10/29113

10/25/13

10/30/13

i_The Pharmacy Services Manager forwarded to the P&T Committee the following recommeanded change

ANni42
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{cont'd W331-14)

to the current P&P “Psychotherapeutic Medications”, Sedatives and Hypnotics-insomnia; A step will be
added so that after an initial triat period for the PRN hypnotic, if the hypnotic is continued, the Pharmacist
will forward a Medication Regimen Review and Recommendation Record so that the Physician wili
reassess the continued need for the use of a PRN hypnotic.

J. To ensure compliance with the medication regimen review process, the Medication Regimen Irregularity! 11/1/13
and Recommendation Records will be reviewed at least quarterly during Pharmacy and Therapeutics
|Committee (P&T) meetings. Concerns and recommendations will be forwarded to the Medical Executive
Committee; those concerns or recommendations which warrant Governing Body attention via the Quality |
Management Council. - ;

k. To ensure the IDTeam is notified of decisions made related to the Medication Regimen Review and [ 9/26/13
Recommendation Record process, the Pharmacist will forward a copy of the completed form to the |
Residence Manager. The RM will convene an IDTeam meeting; the review of the Medication Regimen
Irregularity and Recommendation Record and Physician’s comments will be documented in the clinical
record by the IPC,

i 1
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W 331 Continued From page 217 W 331

discussion that Client 69 had experlenced
swelling of his legs, been to a clinic recently for
this concern and no review of the plan or use of
the adaptive equipment completed. The team
indicated the five small meals with snacks was
incorrect, agreed the client seeks food and had
heen losing weight.

Client 89 also had a health care plan and
objective (MCOP

The HCOP
instructed if Cllent 63 becomes restless during
the night rule out: need for restroom, hunger, .
thirst, comfort, tollet, offer light snack or juice.
There is no document to support staff ruling out

Client 69's needs for comfort etc. pij ing a
as needed drug on a routine basis.

Restoril is a sedative-hypnatic (sleep) drug used
in adults for short term ( 7-10 days) treatment of a
sleep problem. Restoril is a federally controlled -
substance (C-1V) because it can be abused and
long term use leads to dependence. Side effects
of Restoril can include memory loss, anxiety,
severe allergic reactions and abnormal thoughts
and behavior (confusion, agitation, hallucinations
and worsing of depression).

Medication record review revealed facility staff
gave 30 mg of Restoril every night to Client 69
with the only rationale of “awake at 2200."
 Review of the available medication records
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. W331 #15
W 331 | Continued From page 218 W 331 |a. The IDTeam will identify and prioritize [10/25/13
showed the practice of giving a short term uss each persons needs for desensitization
drug had ocourred routinely since 12/28/12. training through comprehensive review
of assessments, ILSA, interview, and
In an interview with the Health Services monitoring of each individual,
Specialist, Individual Program Coordinator and b. All RMs reviewed Administrative
| Residence Manager on 9/25/13 at 2 PM, revealed Directive 235: IPP implementation. Al |40/25/13
| the only documented intervention was a sleep log IDTeams will identify plans to enhance
| kept by the NOC shift. Interviews confirmed they or.acquire skills that can be incorporated
: were unaware of Restoril's short term use and ; ; :
1 dependency concerns into daily program plans. The IPC will
_ ' memorialize each step of the
desensitization plan into the IPP. If
[ +5. Record reviews beginning on 9/18/13 for changes are needed to current IPP, the
Client 37, 47, and 69. revealed nursing IPC/RM are notified immediately to
evaluations indicating desensitization training cetermine need for a Special 1PP
occurred on Residence 15. The nursing meet:gg.
documentation indicated "Staff provide ¢. Training was conduct with staff on 11721713
desensitization on the residence before client 37,47 and 69's IPPs with staff. .
medical/dental appointments..." Interview 9/24/13 d. The IPC/RM/SRPT/RM will ensure 10/25/13
at 2 PM yvith BM, l_—ISS, tPC cqnfirmed no compliance during daily routine rounds
_ desensitization training occurring. ensuring re-training/instruction is given
- W 339 | 483.460(c)(4) NURSING SERVICES W 338 with any issues elevated CQM -
‘ . ‘ ‘ Committee with recommendations
Nursing services must mc}u_de other nursing care freview/foliow up discussion,
as prescribed by the physician or as identified by
client needs, \W339
10/16/13
This STANDARD is not mst as evidenced by: -
Based on record review and staif the facility ' . © ldanage_rg an ! 10/25/13
failed to provide care as ordered by the physician upervisors provided fraining to all staff
in one of 10 core sampled clients. (Client 93). n duty on appropriate documentation of
Findings: reatment services NP 1.12.
) . The Residence Manager and Shift H0/25/13
The clinical record for Client 93 was reviewed on upervisors provided training to all staff
9/24/13 at 9:15 AM. n duty on Administrative Directive 235;
ndividual Program Plan
- mplementation,
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W33% cont.
W 339 | Continued From page 219 w 33g - Shift Supervisors will monitor daily the1g/25/13
mplementation and documentation of
rreatment modalities and document
bservational findings on the Shift
gupervisor Rounds Sheet.
During an interviaw with the morning Supervisor 2. The Residence Managers will monitor 10/25/13
and Residence Manager on the same date at he Shift Supervisor Rounds Sheets
11:30 AM, both stated that there was no weekly and ensure all items are resolved
followed to ambulate and provide standing mmediatoly.
exercise to Client 93. ThepSupervisor andg ' Prggram Management W'.” .randomly 10/25/13
- Residence Manager were not able to give nonitor for compliance during monthly
reasons why it was not documented. rounds and document on the 24 hour
W 340 | 483.460(c){5){/) NURSING SERVICES w 340(eport.
' 5 Any identified action items on the Shifl10/25/13
Nursing services must include implementing with Supervisor or Residence Manager
other members of the interdisciplinary team, Rounds Sheets will be addressed during
appropriate protective and preventive heaith monithly Risk Management Meetings
g lons et i o v e | i any issues lovatad o e Ciical
: . Quzlity Management Committee with
health and fhygiene methods. recommendations/review/follow up
. o SR Hiscussion.
This STANDARD is not met as evidenced by: ,
Based on observation and facility staff Interview, W340
the facility failed to provide clients with training in 3. The Residence Manager reviewed witl0/25/13
proper hygiene mett}ods for one of 10 core Fu staff on duty during huddle the
sampled cl?ents (C_I(ent 77) andtwo focus nfection Control 6.22 Hand
sampled client. (Clients 31 and 53) Washing/Hand Hygiene Program
Findings: D'rocedure and training sheets were
' signed to ensure all staff can assist
On 9/18/13 at 11:35 AM, Focused Sample Client plients with the concept of clean and  10/25/13
53 was observed to get up from the breakfast lirty and good hygiene.
table and take a napkin to a trashcan in the dining b. The DTAC Coordinator reviewed
room. He lifted the lid by hand, thus Nursing Procedure 6.22 Hand
contaminating it, then returned to eat more of hi‘s Q/ashing/Hand Hygiene Program
breakfast. it wasn't until the surveyor brought this rocedure with the teaching staff who  |[{g/25/13

to staff attention that Fooused Sample 53 was

work with Client 77,
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7 _ V340 cont. |
W 340 | Continued From page 220 W 340 . Shift Supervisors and DTAC 10/25/13
prompted to wash his hands. Coordinator will monitor staff and will
- . ~ provide assistance when needed to
The ;‘la0i§|ty tfa;*ﬁiﬁs hahd f?f:; pedal lid ensure proper procedures are followed.
mechanisms but throughout the survey numerous d. Observational findings will be 10/25/13

times clients used trashcans lifting the lid by hand
without any staff training clients to use the foot -
pedal. This was the case with Client 77 at his day

documented on the Shift Superviscrs
Rounds Sheet and DTAC Rounds

training activity center 8/18/13 at 10:45 AM, in the Report.
medication room on 9/23/13 at 11:30 AM, a e. Any identified action items on the 10/25/13
residence group roorn on 8/18/13 at 2:50 PM and Shift Supervisor or Residence Manager

‘ the dining room on 8/23/13 at 7:55 AM. Focused Rounds Sheets & DTAC Rounds

i Sarhpled Client 31 also lifted the trash can lid in Report will be addressed during

| the residence group room on 9/18/13 at 4:55 PM monthly Risk Managsment Meetings

1 without any staff intervention and training. .

with any issues elevated to the Clinical
Quality Management Committee with
recommendations/review/follow up
discussion.

W 371 | 483.460(k)(4) DRUG ADMINISTRATION W 371

The system for drug administration must assure
that clients are taught to administer their own

. medications if the interdisciplinary team

! determines that self-administration of medications
(s an appropriate objective, and if the physician

i does not specify otherwise.

| This STANDARD is not met as evidenced by:
Based on staff interview and record review the
facility failed to ensure that clients were taught to
administer their own medications based on
interdisciplinary team assessment for two of 10
core sampled clients. {Clients 77, 79)

Findings: 371 #1

‘ o . A special team meating was held for [10/17/13
1. Record review on 9/18/13, indicated lack of lient 79 to assess his current status
gvidence of a training objective and assessment . RPN .

far self- administration of medications {SAM) for eggircd;rt]]gr?e[?r?sgg;itrda;i?eqocged .

79, .
Client 79 lan for client 79 based on the
ssessment. '
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. W371 #1 cont.
W 371 | Continued From page 221

I There was no assessment
based on the data collected from the tcol nor was
there a training plan for SAM,

‘| For clarification, an interview was conducted with

the IPC (Individual Program Coordinator) on
9/25/13 at 10:15 AM. The IPC stated that the
group leader and medication person assess all
clients for the trainings they might need for the
every day activities of daily living, The IPC further
stated that the psychologist did behavioral
training and the Occupational Therapist would
assess for sensory training.

The [PC stated that there was no formal
assassment for self- administration of
medications. She stated that she would ask the
group leader and medication person, "What
would be a good training?"

The IPC stated that all training plans were writtan
by the group leaders, Senior Psychiatric
Technicians, and Resident Manager and that the
tPC never wrote training plans. The [PC stated,
"We monitor and coordinate. The evidence of the
assessment is through the training plan.”

When asked about the training for SAM, ths [PC
stated that the training that related to SAM was
that Client 79 would make eye contact when his
name was called while staff applied his elbow
orthotic. The IPC further stated that the SAM
abjective could be anything related to the client's
medical treatment specific to his needs.

W71h. The Residence Manager (RM) in
ponjunction with the Individual Program 10726/13
Coordinator(s) (IPC) conducted an
audit of the clinical records for the
ndividuals living on Residence 120 to
ensure there is an assessment and
milestone for Self-Administration of
Medication (SAM) for all clients living
pn the residence.

£. The Residence Manager and IPC's 10/26/13
will ensure that each client has an
assessment and when determined to
be appropriate by the ID team that has
training for SAM discussed and
developed at the Individual Program
Plan (IPP} meeting.

f. The Program Director will review the {1 0/26/13
ndividual Program Plan to ensure SAM

s discussed at each IPP.

2. All residence managers intiated SAM
fraining For thier residénts to alf”
medication administration staff and
medication adminstration relief staff.
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W 371 | Gontinued From page 222 W 371
‘ W371 #2
Aa. A special team meeting was held to  10/25/13

evaluate Client 77's Self Administration
of Medication Objectives and to
determine if a new objective would be
pppropriate. It was determined a
change would be appropriate;™

p. The Residence Manager wili provide 10/25/13
fraining to the AM and PM clinic
personnel including relief clinic

personnal on the new training -

pbjective.

c. All residence managers intjated 10/25/13
He exhibited excellent fine motor skills when he SAM training for thier residents to all
was observed 1o tie his own shoe laces. medication adminisiration staff and

medication adminstration relief staff. -

He had [ sician . The clinic personnel will ensure that  [10/25/13

orders for blgod glucqsg chgcks betore every Client 77 receives the opportunity for
meal and insulin administration. raining as specified in the new training

This procedure was observed on 9/18/14 at 11:30 phjective and data be coliected.
his : - . o .
AM; 5:30 PM and on 9/23/13 at 11:30 AM. Each e. The Client Training index, A& S and  10/25/13

time staif performed the entire medication all pertinent documentation will be
rocedure for the client. ' l‘]pdatEd to refiect the new tralnlng

Objective.

. The IPC will monitor progress
monthly and document on the IPC
Monthly Training Report. When areas

! of this was performed without any bf need/concerns are identified during

client participation or prompting by staff. bbservations and record review, the

On 9/23/13 at 11:35AM staff was observed to EC erll e:\jvate ISSl:aensE ¥or't?eiloRM and  10/25/13
take a bubble pack, punch out a vitamin pill into & gmg am Management for toflow-up

medication cup and handed It to Client 77. The -and document at least quarterly in the

client's ability to read along with his manual PC note.
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W371 #2 cont.
W 371 | Continued From page 223 W 371y. Residence Manager to moniter 10/25/13
dexterity would have allowed him to find his own weekly and document on the
bubble pack and perform self-administration. Residence Manager Rounds Sheet.
h. Program Management to rando
Client 77"s.objeptive for be:ingltaught the monitogr while conglucting monthly mly 10/25/13
self-administration of medications was to merely rounds and document on the 24 hour
apply his own sun screen, During an interview
with Client 77's IPC (Individual Program report._ - L
Coordinator) on 9/24/13 at 2,35 PM she stated - Any identified action items on the Shift] 10/25/13
that Client 77 was very high functioning and Supervisor or Residence Manager
agreed he could do more. Rounds Sheets & DTAC Rounds
W 390 | 483.460{m)(2)(i) DRUG LABELING W 390 Report will be addressed during
_ monthly Risk Management Meetings
The facility must remove from use outdated with any issues elevated to the Clinical
drugs. Quality Management Committee with
recommendations/review/foltow up
This STANDARD is not met as evidenced by: iscussion.
Based on observation and interview the facility
failed to ensure expired medical equipment was V390
removed from current stock in the medication A. The Clinic person (per NP 1.13 - 09/16/13
room. Emergency Equipment and Medical
o ‘Bupplies) on each residence will
Findings: monitor daily and ensure compliance to
On 9/16/13 at 2 PM observation of the fgfte?]uﬁéyjems on the Emergency
L - cart. ill be documented on form
medication, treatment, physician exam room and ACNS 2060 Expi .
crash cart ( a cart with suction and other ' xplred '.t ems were
emergency equipment) was completed. The removed and replaced immediately by
following items were expired and available for residence staff.
use: p. The Res. 15 SRPT will provide an 09/16/13
temized emergency cart review and
Six Intravenous catheters expired 5/2009 check for expiration dates on a weekly
Two Hep - Locks, intravenous catheters expired EaSiS'
March 2013 , 5. All Shift Supervisors will monitor for  |{0/25/13
Jour;sggggage of Dermabond bandage expired he M‘edica_tion Cart and emergency
One bicod collection kit expired January 2003 upplies are clegnn and-organlzed daily
16 Foley Catheters expired February 2003 nd take corrective action as needed.
ounds and any corrective actions will
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MV390 cont.
W 380 Continued From page 224 W 330 be documented on the Shift
Open and undated bottle of antisepic upervisors Rounds Sheet (SSRS) and
chlorhexidine gluconate solution ubmitted to the Residence Manager
" ) eekly.
fn addition, the blood glucose monitor appearad . : . .
soilled and there was go svidence the mgt%hine Al ReSIdgnce Managers wil monlltor 10/25/13
had been calibrated. In the absence of periodic hrough review of the SSRS and during
calibration the accuracy will not read correctly. eekly rounds to ensure that he
edication Cart and emergency
The crash cart shelves and storage under the upplies are clean and organized and
physician exam area was in disarray. The ake corrective action if needed.,
physician exam items, stored on a sillv‘er tray was ounds and any corrective actions will
covered in grey dust not of recent origin. e documented on the Residence
interview with facility staff in the medication area Ran‘iger R(K;mds Sheglt] (RP{;/!RS)E The
at 2:15 PM revealed , the medication room was esigence Manager will su T“'” ©
actually worse and residence staff had been PSRS and RMRS and submit to the
working to clean and organize the area. Program Director weekly.
. B. The Program Director will ensure that
Interview with the Health Services Specialist Any issues or concerns identified in the [10/25/13 A
(H3S) revealed pharmacy personnel and an HSS BMRS or RMRS are addressed during
| should make monthly rounds to assure cutdated | . ine monthly Program Risk Management
drugs and equipment are moved from use. Meetings with recommendations for any
Arequest for a cleaning schedule,. log, or policy resolution of syste?n?sc |ssue§ (if any)
on the designation of duties , inspection and elevated to the Clln;gal Quality .
cleaning was unmet. Managemgnt Committse for review/
W 419 483.470(b)(4)(ili) CLIENT BEDROOMS w 41gfollow up discussion.
The facility must provide each client with badding W419
appropriate to the weather and climate, 2. To ensure all clients are in a safe arid
’ theraputic environment, all ripped and
_ , ‘ soiled finens were removed from rooms [09/16/13
This STANDARD s not met as evidenced by: mmediately and disposed of
Based on observation and interview the facility “bppropriately by SRPT
failed to provide appropriate bedding for 11 of 11 ppropriately oy o .y
clients residing on Residence 15. h. The Senior PsyC.hlati:IC Techm(:lan
SrPT) on each shift will monitor and ~ [09/16/13

Findings:

=nsure compliance during routine daily
rounds that all beds have appropriate
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W419 continuation

bedspread and appropriate linens
available at all times. Laundry will be
contacted immediately if insufficient
clean linen is available,

W 419 | Continued From page 225 W 419

During observations beginning on 8/16/13 at
11:30 AM revealed a bed in the restraint room
covered with a torn white blanket, concurrent

interview with the residence manager indicated C. The SrPTs are responsible for 09/16/13
the blanket should have been discarded. ensuring a safe and therapeutic

_ environment each shift. The SRPT wil|
Further observations conducted on 8/17/13 thru - |monitor each bed/bedroom for
9/19/13 revealed clients had only a thin white appropriate linens each shift.
worn blanket on beds. There was no evidence of d. The RM will ensure compliance 09/16/13
colorful, decorative, weather appropriate during daily routine rounds ensuring

bedspread or comforters available for use for all

re-training/instruction is given and
11.0f 11 clients residing on the residence. 9 g

coirective action taken, if needed.

Interview with facility staff on 9/23/13 at 11:30 AM Rounds and any corrective actions wil
revealed afl the client's bedding had been sent to be documented on the Residence .
the prison industry laundry and the turn around Manager Rounds Sheet (RMRS). The
time could be up to two weeks. Staff indicated the Residence Manager will submit the
entire residence had been treated for scabies ( S8RS and RMRS and submit to the

mite that burrows under the skin) on 8/21/13 and Program Director weekly.

the residence had been striped of personal and a
bedding items. Observations conducted 9/25/13
verified bedding had not been returned for four
and half weeks.

e. Program Management will randomly 110/25/13
monitor during rounds at least monthly
and document on the 24-Hour Report.

: Corrective actions will be taken as
W 426 | 483.470(d)(3) CLIENT BATHROOMS W 426 needed and reported to the Shifl
The facility must, in areas of the facility where Supervisor or Residence Manager for
clients who have not been trained to regulate documentation on the Rounds Sheet,
water temperature are exposed 10 hot water, f. The Program Director will ensure that 10/25/13
ensure that the temperature of the water does not any issues or concerns identified in the
exceed 110 degrees Fahrenheit. . SMRS or RMRS are addressed during

the menthly Program Risk
Management Meatings with

This STANDARD is not met as evidonced by: recommendations for any resolution of

Based on ohservation, staif interview, review of

facllity policies, and review of temperature logs, sy'st‘emic Issues (if any) elevated to the

the facility failed to ensure that the water Cl!nl(?a'l Quality Management

temperature did not exceed 110 degrees Committee for review/follow up
discussion.
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W426 .
W 426 | Continued From page 226 W 4261 a) The water temperatures on 10/25/13
Fahrenheit (F) in multiple client areas on Unit 20. Residence 20 were checked and
The facility policy was not consistent with the adjusted by Plant Operations staff.
IGFAID regulation. b) Al residences water temperatures  {11/1/13
Eindings: were checked and adjusted the
gs: maximum temperature to 110° F by
On 9/18/13 at 6 p.m., the hat water log for 9/2013 Plant Operations staff.
was reviewed on Unit 20. The log indicated that ¢) The Nursing Procedures (NP)# 14.3:11/20/13
the water temperature In room 12 was 112 Hot Water Temperature Checks in
degrees F. The RM (Resident Manager) stated Client Accessible Areas and 16.5: Bath
that she did not believe that any of the clients that will be revised by NP Committee to
resided on the unit were able to self regulate the refiect the new maximurm water
water temperature. temperature "not to exceed 110° F".
Accompanied by the AM and Plant Operations \c{lv)”rhe R-ESI?Q?C-G Mirligers/RNéHf\? F? 11130113
staff, water temperatures were conducted in provide training of the revise S
muitiple client areas on Unit 20, as follows: to all SUPEIVISOrs a“‘,‘ level of care staff. '
Room 15- Water from the sink was 111.3 degrees &) Residence staff will perform monthly [8/26/13
F. : water temperatures checks and notify
Room 3- Water from the sink was 111.3 degrees Plant Operations staff if it is out of
F and water from the shower was 103.9 degrees range.
F f} Plant Operations staff witl perform  19/26/13

H.oom 6- Water from the sink was 113.5 degrees
F.
Boom 39- Water from the sink was 113 degrees
F.

The facility policy for #16.5 entitled "Personal
Care," revised on 2/15/12, included the following
entry: Shower water temperature should not be
lower than 105 degrees F ...

The faciiity's Nursing Procedure # 14.3 entitled
"Hot Water Temperature Checks in Client
Accessible Areas," revised on 2/20/13, included
the following entry: Hot water temperature control
shall be maintained to automatically regulate the
temperature of hot water delivered to plumbing

fixtures used by clients to attain a hot water

monthly preventative maintenance
which includes a water temperature
check and will make adjustments as
needed.

g) The Chief Engineer will monitor for
compliance monthly.

h) Any system issues will be brought to
the attention of the Chief of Plant
Operations, (CPO) and when indicated,
elevated to the Administrative Services
Committes for review/follow. up
discussion.
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. W438 #1

W 426 | Continued From page 227 W 426| @) Helmet for Client #69 was sent for  |10/03/13

temperature not iess than 105 degrees F and not repair on 9/17/13, and a back-up

more than 120 degrees F. ' helmet was ordered on 9/24/13 and
W 436 | 483.470(g)(2) SPACE AND EQUIPMENT W 436 received on 10/1/13. A recliner chair

was placed in the living room, TED
Hose were offered at a higher
frequency (he demonstrates the ability

The fagility must furnish, maintain in good repair,
and teach clients to use and to make informed
cholces about the use of dentures, eyeglasses,

hearing and other communications aids, braces, - |to remove and apply independently) -
and other devices identified by the and a wedge was placed at the foot of
interdisciplinary team as needed by the client. his bed to ensure his legs are elevated |

to tolerance during hours of sleep.
(9/16/13) The Physician, HSS, SrPT,
RM and Father discussed the risk vs
benefit of the bedside mat nex{ to his
low bed. it was determined that the risk
of falling while entering/exiting his low

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review the facflity faited to furnish and maintain
adaptive equipment for one of 10 core sampled

and one focus dlient as defined by facility policy bed with a bedside mat outweighed the
titled Client Services - 265: Supportive and , benefit. (Last noted seizure 9/25/11)
Protective Devices. (Client 63, 94) The mat was removed from the

o bedside, and the Health Care Objective
Findings: ' “  jand Plans and Approaches &

Strategies were modified.
b) RM reviewed with residence staff all |09/20/13
adaptive equipment and its use at

Observation on 9/16/13 at 11:30 AM revealed
Client 69 wore a hard helmet with face guard and
chin strap. During lunch observation on 9/16/13

at 12:15 AM, Client 69 removed the helmet and Huddle. .
placed it on a shelf. The inside protective foam of c) Level of care staif on the residence 10/25/13
the helmet was noted to be torn, worn and soiled. ensurs that supportive and protective

The exterior of the helmet appeared scratched devices are in place, clean and in good
. ' protective devices following NP 19.1:

observations occurred on 9/16/13 thru 9/18/13 at ES;ESLF:SD,g?;ehséﬂ&iigiépggﬁﬁﬂd

varied times during the and of NOG shift, AM and Clients. ensurin .that Health Care

PM shift of Client 69 in the dining room, day IS, g .

{reatment center and in residence group areas.. Objectives and Plans are implemented

Duting each ohservation period Client 69 was not as developed by the IDTeam and
ordered by the Physician.
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- W436 #1cont.
W 436] Continued From page 228 w 436|d) RMs & Shift Supervisors provided 11/30/13

L

"| wardrobe closet.

‘teaching component to help Client 69 make good

wearing Ted Hose (compression stocking } and
was not encouraged to elevate his legs or
provided equipment to do so.

Observation of Client 69's room and personal
wardrobe closet on 8/17/13 revealed no Ted Hose
in his personal wardrobe or available for use in
his room. Client 69 had a low bed, there was no
mat on the floor in his room and the bed did not
have supporis such as a wadge or blocks to
facilitate elevation of his legs. There was a soft
helmet observed laying on the floor of the

On 9/18/13 a review of the Individual Program
Plan (IPP) Approaches and Strategies dated
4/9f13, indicated the team had determined during
the assessment phase Client 69 required a hard
heimet with face shield and chin strap during the
day, soft helmet at night, mat on the floor next to
bed in case of falls from seizure activity at night
and a lowered long bed. There was no evidence
in the IPP who would monitor and assure these
supports were in place, how it would
documented, who, how often, and with what to.
clean the equipment. There was no evidence of &

choices regarding his equipment.

The physician orders for August 2013 directed
Client 69 was to elevate his legs as tolerated and
wear above the knee Ted Hose daily due to
swelling of the limbs caused by venous
insufficiency. The Medication and Treatment
records showed that each AM and PM shift
documented Client 69 was wearing the Ted Hose
as prescribed, despite observations showing he
did not have them on or had removed them.

training to all staff of NP19.1 to ensure
that all adaptive equipment are in place
and in good repair.

e) All clients adaptive equipments were
assessed via the Shift Supervisor
Rounds Sheet.

- |f) Each month, ieve! of care staff on the

residence document in the client's
record in an IDNote Monthly Summary
the client's response and effectiveness
of the protective devices and the
condition of the equipment. :

g) The Health Care Objective and Plans
have been modified fo include the
cleaning/maintenance schedule and
steps for Client #69 to use and care for
his suppottive and protective devices to
the extent of his capabilities.

h} Senior Psychiatric Technicians
(SrPTs) are responsible for ensuring'a -
safe and therapeutic environment each
shift. The SrPTs wili ensure all
supports/adaptive equipment are
administered per Physician’s orders on
each shift will monitor and ensure
compliance per AD 265: Supportive and
Protective Devices and NP 19.1.
Restraints, Mechanical Supports and
Adaptive Devices: Nursing Care of
Clients during routine daily rounds.
Additionally, SrPTs menitor for staff
compliance via IDNote Monthly
Summary audit. SrPT will ensure
re-trainingfinstruction is given and
corrective action taken, as needed.

10/25/13

10/25/13

10/25/13

10/25/13
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W 436| Continued From page 229

* The most recent nursing assessment dated

. 11/18/12 indicated Client 69 used Ted hose

! stockings bilaterally during the day and elevated

. his legs when sleeping as tolerated, The health

“care plan and objective indicated equipment was -
checked daily to assure in clean and dry, however :
there was no documentation to support it had
been dane. The last time the helmet was
replaced was in June 2012 and a second hard

"helmet was not available for use during cleaning. |

Individual Planning Coordinator notes, most

. recent dated April 2013 was unclear what
equipment was in place and indicaled "all
adaptive equipment is available, in good working
condition and in use during observation."

Areview of the facllity policy titled Client Services

- 265: Supportive and Protective Deavices, was

| completed. The policy defined postural and or

' mechanical supports { splints, braces, wedges,
wheelchalr adaptations etc.) and devices to

t prevent injury ( helmets, side rails ) shall be

* ordered by the physician, reasons for thelr use
documented, reviewed and included in the

I‘ Individual Pragram Plan {IFP), health care plan,

. medication/treatmenmt record, and have consents

I for their use reviewed by the Human Rights

t Committee (HRC). The client shall be monitored !

for response and effectiveness of treatment and it
shall be documented. The Health Services

| Specialist (HSS/RN), individual Program

" Coordinator (IPC) and residence staff shall
ensure the devices are in clean good working
condition, used appropriately and according to the
PP,

In an interview with the HSS, IPC and Residence ;
Manager on 9/25/13 at 2 PM, Client 69's helmets, |

W435 #1con;.

W 436) Should the client not tolerate

:supports/adaptive equipment, the |

SrPTs will ensure appropriate -
documentation in the client's clinical ]

record and notify the Physician, HSS

and IFC,

1) Residence Manager (RM) will ensure | 10/25/13
jcompilance during daily routine rounds,
.ensuring re-training/instruction is given

and carrective action taken, if needed,
1) Individual Program Cocrdinator {iPC) | 10/2413
Supervisor provided training to IPCs
regarding {PP monitoring, !
documentalion and follow-up, including
documentation on the IPC required
monthly documentation to ensure
supportive and protective devices
conlinue to meet the needs of sach
client,

K) All IPC will monitor clients response 10/25/13
to and effectiveness of the supportive

iand protective devices and the

condition of the equipment and

document findings on the 1PG menthly |
documentation.

) The Program Directors (PD) and RMs; 10/25/13
will continua o review the 1PC monthly !
required documentation to ensure alf

issUes are resolved.

m} IPC Supsivisor will monitor for 10/25/13
compliance via reviaw of the IPC

monthly documentation.Any concerns/
unresolved issues will be elevated to

CQM for resolution.

i
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Ted Hose documentation was not accurate and
there was no mat for Client 69's use by the
bedside. There was agreement concerning a lack
of training for the staff concerning clients
equipment. There was also discussion that Client
62 had experienced swelling of his legs, been to
a clinic recently for this concern and no review of
the plan or use of the Ted Hose had been
complsted.

2. Review of Client 94's IPP, dated 8/19/13,
indicated that Client 94 utllized bilateral arm
splints o protect his face and head from soft
tissue injuries du

Documentation indicated, "It is
possible that the arm splints are providing a
comforting pressure for him ... "

Review of an |PP Special Meeting, datad 8/22/13,
indicated that Client 94's team would "move
forward with infroducing the leg and arm wrap
{pressure orthosis items). It is suggested that

two sets of leg and arm wraps be ordered so that
one is available when another is being laundered,
thereby contributing to the continuity of care." The
plan was to order the pressure orthosis items.

During an interview with the AM (Resident

Manager) on 9/25/13 at 10:15 AM, the RM stated

items) have been purchased by the RM
and are being used by client 94,

¢) The RM and IPC have reviewed
Administrative Directive (AD) 235,
Individual Program Plan and AD 236
Individual Program Coordination.

d) IPC Supervisor provided training to
IPCs regarding IPP monitoring,
documentation and follow-up, including
monthly documentation reguirements
to ensure supportive and protective
devices continue to meet the needs of
each client.

e) All IPCs will monitor clients response
to and effectiveness of the protective
devices and the condition of the-
equipment and document findings on
the IPC required monthly
documentation.

f) The PD and RM will continue to
review the |IPC monthly documentation
to ensure all issues are resolved.

g) IPC Supervisor will monitor for

lcompliance via review of the IPC

monthly documentation.
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) WA436 #2
W 436 | Continued From page 230 W 436|a) Client 94's Interdisciplinary Team  |10/95/43
mat, Ted Hose, and elevation of legs were met on 10/25/13 to review the delay in
discussed. There was confirmation the current obtaining the items identified in the
helmet had been in use for 15 months with no Special Team of 8/22/13.
documented maintenance or cleaning schedule, b) The ciothing (pressure orthosis 10/26/13

1072513

10/24/13

10/25/13

10/25/13

10/25/13
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W 436 | Continued From page 231 W 436\ \W454 .
that the client did not have the items and that she +1a) The Residence Manager provided
could not provide anypvndence tr!at there had training to all staff on duty on Infection 09/20/13
been any action on this request sifice 8/22/13. Control Procedure 6.22
W 454 | 483.470())(1) INFECTION CONTROL W 454 Handwashing/ Hand Hngiene
S - , , Program.
The facility must provide a sanitary environmennt . .
to avoid sources and transmission of infections. b) The Residence Manager obtained
additional posters for Hand Hygiene  |10/25/13
_ for the residence as a reminder for
This STANDARD s not met as evidenced by: staff,
Based on observation, the facility failed to ensure ¢) The Residence Manager, Shift
a sanitary environment to avoid transmission of Supervisor and HSS will monitor for 10/25/13
infections when staff was observed opening a proper hand hygiene when observing ,
bathroom doorknob with a gloved hand or assisting staff in provision of client
immediately after providing incontinence care to a care
clfent. d) Hand Hygiene procedures will be
Findings: reviewed and dooumented in the 10/25/13
monthly Program Risk Management
On 9/17/13 at 12:25 PM, the surveyor entered Meetings under the section for
roonvilibn Unit 20, reviewing staff iliness, injuries to
ensure staff remain diligent in
, After the care preventing the spread of organisms.
ad been provided, the staff member opened the e) To ensure staff knowledge on
bathroom doorknob with her gloved hand that she roper use of gloves all Res. staff are
had just used while providing incontinence care. b p’d d tra g " ) ©
Staff did not remove her gloves nor did she wash provice ra'“'”g annuatly and as
/ sanitize her hands before making contact with heeded by Public Health Nurse or
the doorknob to enter the bathroom. designee.
W 460 [ 483.480(a)(1) FOOD AND NUTRITION W 460|
SERVICES W460 #1
. a) The Residence Manager reviewed g/17/13
Each client must receive a nour:sr}mg, the Dietary Safety Information (DS}
well-balanced d@et including modified and for Client 48 with the staff member
| specially-prescribed diets. responsible for his care. The incorrect
diet provided for client 48 was pureed,
This STANDARD is not met as evidenced by: as s his preference, a lower texture
than his ground diet therefore he was
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_ W460 #1 cont.
W 460 | Continued From page 232 W 460 able to tolerate this texture without
Based on observation, staff interview, and record incident. '
review the facility failed to ensure that one - |p) An Occupaticnal Therapy Evaluation [10/29/13

sampled and one focused client (Client 48)
received a specially prescribed diet including
snacks,

was completed for client 48 as his
preference is for a pureed texture diet.

(Clionts 48 77 ). ‘His. diet order has been change|d to
. indicate that he can have a choice of  111/4/13
Findings: diets, either ground or pureed.
c) All Residence Managers reviewed
1. Current physician's monthly orders, dated the DSI!'s for ali clients on their 10/126/13
5/2013, indicated that Client 48 had a dist order residences with staff on duty to ensure
for a ground textured diet. all clients receive a diet as indicated in
' their {PP.

During an observation of a lunch meal on 9/17/13
at 12 PM, Client 48 was observed with a pureed
textured lunch,

d) The Residence Manager reviewed
Nursing Procedure 13.1 Physicians 10/25/13
Orders, Documentation, Transcription

During an interview with a food service staff and Tracking of, with all staff on duty.
member at this time, the food service staff stated, . [&) The Shift Supervisors will monitor for
"| " made a mistake." Upon further interview with compliance with the DS for each client [10/26/13
another food service staff present, staff stated at mealtime, ensuring that all clients
that both staff on duty were floats. receive the correct diet as ordered and.

document on the Shift Supervisor
Rounds sheets. (please see
continuation page 233a) -

2. 0n 9/18/13 at 10:30 AM at his DTAC, all the

clients there were offered and consumed snacks WAB0 #2
except Client 77. a) A Special Team was held to discuss

_ . @ pian for ensuring that Client 77 has ~ [10/25/13
members were asked why all the clients except 2nd medical needs.

Client 77 had received shacks. Thay responded

that he had diabetes and they didn't have an- b) The Dislician ordered appropriate

. : snack/drink for consumption in the 10/25/13
appropriate snack for him. ) i .
W 484 | 483.480(c)(3) DINING AREAS AND SERVICE W 484 PTAC classroom, based on Client 77's
_ diet. (please see continuation page
The facility must equip areas with tables, chairs, 233a)
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W460 #1 cont. ,
f) The Dining Room Coordinators will oversee diet serves to ensure that the prescribed diets are serve 11/21/13
correctly. Any issues will be reported to Residence Managers with recommendation. '
g) All Residence Managers will monitor compliance by reviewing the Shift Supervisor Rounds Sheets as 10/25/13
well as during rounds at least weekly during mealtime and document on the Residence Manager Rounds
Sheets. . :
h} Program Managements will monitor for compliance during routine rounds at least monthly and 10/25/13

document on the 24-hour report. ’ |

I} Any systemic issues elevated to Clinical/Administrative Services committee by the Director of Dietetics |
with recommendations/discussions and follow-up

W460 #2 cont.

Program Plan Implementation.

and all DTAC clients with Diabetes, and will be documented on DTAC rounds report.

on the DTAC rounds report are resolved.

Findings will be communicated to DTAC Coordinators and PAs to ensure that the appropriate snack is
available in DTAC areas.

Management Meetings with recommendation/discussion/follow up.

h) Any systemic issues being elevated by the Program Director with recom mendations/follow up via the
Clinical Quality Management Committee. :

i

¢) DTAC Coordinator to provide training to DTAC staff on Administrative Directive 235: Individual 10/25/13 |
d) DTAC Coordinator to monitor during weekly rounds to assure a snack/drink is available to Client77  Ho/25/13
e) Program Assistant to monitor the DTAC Rounds reports to ensure that all identified action items found 10/25/13

DAl clients diagnosed with diabetes, their diet will be audited by HSSs for an order of nourishments. 11/13/13

g) Any identified action itemsfissues on the DTAG rounds report will be addressed during monthly Risk 10/25/13

i} The FST who served the incorrect food was re-trained on how to read and follow the CMP and menu. i1 0/08/13
i) The FSSI will observe for compliance during routine meal observations two times per month. 1 0/25/13
k) The FSSII will monitor for compliance monthly and will report to the Director of Dietetics. 10/25/13
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W 484 | Continued From page 233 W 484 \W4s4 #1 and 2
eating utensils, and dishes designed to meet the a) The Residence Manager reviewed  09/17/13
developmental needs of each client. the Dietary Safety Information (DSH) for
Client 48 and client 9 with the staff
member(s) responsible for their care.
This STANDARD is not met as evidenced by: b) All Residence Managers reviewed  110/26/13
Based on observation, staff interview, and record the DSI's for ail clients on the
review the facility failed to ensure that clients residence with staff on duty to ensure
were equipped with adaptive equipment and all client will utilize adaptive dining
furniture to meet their developmental needs for 2 equipment to eat as independently as
focused clients {Clients 48 and 9). possible.
o c) The Residence Manager reviewed  110/26/13
Findings: , Nursing Procedure 13.1 Physicians
1. Current physician's monthly orders, dated gr:ge{f’ I?(?r?umfelxietzﬁonn, Ttraf:cw scné)tlton '
9/2013, indicated that Client 48's dining/seating acking o, with ali sta on duty.
orders included the use of a dining chair with d) All Shift Supervisors will monitor for - 10/26/13

arms.

During an observatioﬁ of a lunch meal on 911713
at 12 PM, Client 48 was seated at the dining table
in a regular chair with no arms.

2. Current physician's monthly orders, dated
9/2013, indicated Client 9 had an order to utilize a
cloth napkin during dining. During an cbservation
of a lunch meal on 9/17/13 at 12 PM, Client 9 had
a paper napkin next to her plate during dining.

During an interview with leve! of care staff at this
time, staff stated that Client 9 could wipe her
mouth herself and it was cleaner for her to use a
cloth napkin.

compliance with the DSI for each client
at mealtime, ensuring ali adaptive
equipment is utilized as ordered daily
and take corrective action as needed.
Rounds and any corrective actions will
be documented on the Shift -
Supervisors Rounds Sheet (SSRS)
and submitted fo the Residence
Manager weekly.

e) All Residence Managers will monitor
through review of the SSRS and during
weekly rounds o ensure compliance
and take corrective action if needed.
Rounds and any corrective actions will
be documented on the Residence
Manager Rounds Sheet (RMRS). The
Residence Manager will submit the
SSRS and RMRS to the Program
Director weekly.

10/25/13
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1} Program Management wilt randomly monitor during rounds at least monthly and document on the 10/25/13
»4-Hour Report. Corrective actions will be taken as needed and reported to the Shift Supervisor or
Residence Manager for documentation on the Rounds Sheet. 10/25/13
Y The Program Director will ensure that any issues or concerns identified in the SMRS or RMRS are
addressed during the monthly Program Risk Management Meetings with recommendations for any
-esolution of systemic issues (if any) elevated to the Clinical Quality Management Committee for
reviewffollow up discussion.
!
i
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