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INITIAL COMMENTS

The following represents the findings of the.
California Department of Public Health during a
full survey. The survey began on 9/16/13 and the
date of exit was 9/26/13.

Health Facilities Evaluator Nurses representmg
the Department
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- | Two representatives from the Centers for
{ Medicare and Medicaid Services, CMS

Consultant, and support staff participated in the
survey.

Census: 95
Core Sample size: 10

Definitions:

Gastrdstomy --surgical formation of an artificial
opening into the stomach from the skin surface of
the abdominal wall used for feeding

Enteral feeding - a mode of feeding that uses the
gastrointestinal tract such as oral or tube feeding

Jejunostomy - a surgical procedure performed to
create an artificial opening 10 the jejunum (the
middle of the three portions of the small
intestines) thro h the abdominal walt used to
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y deficiency staterment ending with an as%r:sk (*} denotes defic ncy which the Institution may be excused from correcting providing it is determined that

ther safeguards provide sufficient protecti

oh to the patients, (See instructions.) Except for nursing homaes, the findings stated above are disciosable 90 days

Jlowing the date of survey whether or not a plan of correction is provided. For nursing hotmes, the above findings and plans of sorrection- are disclosable 14
ays following the date these dociiments are made available to the facllity. |f deficiencles are cited, an approved plan of correctlon is requisite to continued
rogram participation.
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W 000 | Continued Fram page 1 w 000 | PEFINITIONS:

administer feeding.

Epilepsy- a group of neurological disorders
characterized by recurrent episodes of selzures

i Core sample - Original randomly selected client
sample.

Focused client - Client added to the core sample,

-Decedent - same as deceased

DTAC - Day Treatment Activitieg Center,
activities/work sitg

Pica - a craving o eat or ingest inedible
{ nonfood) substances or chjects

Hypercholesteremia- a condition in which greater

than normal amounts of cholesterol are present in
the blood

ldiopattie cardiomyopathy - condition of the loss
ot elasticity of heart muscle causing enlargement
or thickening of the heart

MOD - On call physiclan

GER - General Event Report

IPP"- Individual Program Plan, a treatment plan of
care for clients

QA - Quality Assurance

SPT - Senior Psychiatric technician

DDS - Department of Developmental Services

| Assessment which is based on

*Comprehensive Functional
Assessment: The IDTeam develops a
comprehensive functional assessment
that consists of an individualized,
persoen-centered, prioritized and
logical program plan that incorporates
assessed preferences, strengths,
needs and a discussion and decision
about the recommendations {in order
to identify the services. and supports in
- which to mest the person's preferred
future. In preparation for the Annual
Individual Program Planning meeting,
the IPC creates a-draft
Comprehensive Functional

information from individualized, written
assessments; interviews;
observations: record reviews: etc,
“Behavior Review Group (BRG):

A monthly meeting during which -
behavior-related data and medication
regiment Is reviewed with the
Psychologist, Physician, Pharmacist,
Residence representative, and IPC;
RN/HSS attends at least quarterly.
Trends in behavicr-related data is
reviewed, any use of emergency
restrictive intervention and overal
status are evaluated for SUccess as
defined by the IDTeam.

FORM CMS-ESG?{DQ-QB} Pravious Versions Obsaoleta Evant ID: FC5FT1

Faclliy ID: GAT70001 773

09/26/2013

[X5)
GOMPLETION

DATE

If continuation sheat Page 2 of 234




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

PRINTED: 11/18/2013
FORM APPRCVED
OMB NO, 0838-0391

STATEMENT OF DEFICIENCIES [X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION [X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
05G007 B. WING . 09/26/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STA’F_E; ZIP _CDDE
- ‘ 3530 POMONA BOULEVARD '
LANTERMAN DEVELOPMENTAL CENTER POMONA, CA 91760
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5y
PREFEX (EACH DEFICIENCY MUST BE PRECGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROFRIATE DATE
" DEFICIENGY)
W 000 | Continued From page 2 W 000|(cont'd from page 2)
HSS - Health Services Specialist .
, , . *Enhanced Supetvision (per AD 226}
Enhanced supervision - In line of sight, of staff "Levels of supervision that fall outside
member assigned to client. of {General Supervision or On-campus
Float - Staff member reassigned from another lndependenC('e}' will be justified by.the
unit. IDT and specifically documented in the
T ' client's record.”
Comprehensive Functional Assessment- an Thus, one client's "enhanced
assessment that includes the client's needs, supervision" may be to have staff
abilities, skill deficits, choices and functional seated at the table during meals, while !
limitations. ‘ancther may be to have staff within 3
(Test (close enough to intervene) when |
. antecedent behavicr is observed. "Line
The following Entity Reported Events were of sight” is one other deS(?I’IIp’[IOI’] of a
investigated and substantiated: type of Enhanced Supervision.
333662, 344870, 345917, 347557, 347811,
363814, 365738, 368642, 363814, 367035 : SEE *Dining Room Coordinator - Licensed
| W249, W154 staff, usually the Shift Supervisor
: prasent in the dining room during meal
338571, 338925 SEE W127, W149, W150, = Bt enstin oliant IPPs are ¢
W153, W154 . impiemented and the Dietary Safety
360527, 363484: SEE: W 188 Issues (DSI) is followed.
-332312: SEE: W 127, W 150, W 154
' Please ncte: Residence 15 was closed
effective 10/31/13 and the beds placed
The following complaints were investigated and into suspense. CDPH was notified of
substantiated: this action.
; 357806, 361045, 361189: SEE W 104, W 127,
W 148, W 150, W 153, W 154, W 189, W 196, W
| 249 ‘ .
W 100 | 440.150(¢c) ICF SERVICES OTHER THAN IN W 100
INSTITUTIONS
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W 100 | Continued From page 3 W 100 W100
The Governing Body of Lanterman 9/26/13
u i iti i [ H
Jntgrmedlate care facility services may include Developmental Center is committed to
services in an institution for the mentally retarded the heaith and well-being of the
{hereafter referred to as intermediate care e n | NG
facilities for persons with mentai retardation) or individuals served.and in the
persons with related conditions If: Implementation of systems to ensure
(1) The primary purpose of the Institution is t0 that the Conditions of Participation for -
provide health or rehabliitative services for Client Protection and Active Treatment
mentally retarded individuals or persons with are met,
related conditions; e The Governing Body will ensure that
](5233 ;'ggr't”ﬂ;“g??hgzegz t?eers;ar;dar ds in Subpart clients receive continuous active
pter; an .
(3) The mentally retarded recipient for whom treatrrrlsgér;})g?vger Eggs E’éits?sr?epr?tasme
payment is requested is receiving active comp ; L
treatment as specified in §483,440, Implementation of formal and informal
training programs and supports which
promote independence and
development of skills. See also w102,
This STANDARD is not met as evidenced by: W104, W122, and W195.
Based on observation, interview and record
Treview, the facility did not meet the Condition of
Participation of Active Treatment Services - e T e oo
- W102 1-3
Findings: .
g : a. The Governing Body of Lanterman 9/26/13
The facility did not meet the Condition of Developmental Center. IS committed to
Participation (COP) in Active Treatment Services. the health and weli—bemg_ of the
The facllity did not assure dlients received individuals served and in the
continuous active treatment programs that implementation of systems to ensure
included aggressive and consistent that the Conditions of Participation for
implementation of formal ang informal training are met.
Frogiams and supports. The facllity failed to b. The Executive Committee (EC) is 9/26/13
develop individual plans structured to promote nsible for ensurin
consistent implementation of training programs to fespo ti fh ? f '
teach skills and increass independence. (See W implementa jonorthe planof
195). correction. This is being accomplished ;
W 102 | 483.410 GOVERNING BODY AND W 102] through the impiementation of current
| MANAGEMENT policies and the development and
implementation of new policies and/or
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nature and by not me
the Condition of Partj
and Actlve Treatmen
exercise, monitor an
ensure the health an
| at the facility.

eting the requirements for
cipation of Client Protections
t. The facility also faileg to
dimplement polices o

d safety of all clients residing

These failures affec
13 focus sampled

ted 8 of ten core sampied and
Clients and and potentially all
95 clients residing at the facility. {Clients 1,13,
17, 29, 38, 37, 43, 47, 64, 69, 66, 77, 79, 89, 91,
92, 93, 94, 95, 97, 98 )

Findings:

1. The Condition of Participation, Governing Body

‘Was not met (See W-104)

a. The Governing Body failed to ensure aj]
alleged violations were Feported immediately,
investigated thoroughly and corrective actions
were taken. Administrative Directive 124 dated
April 15, 2011, titled Incident/Unusua! Ocurrence
Reports was not implemented as written 1o

L ensure complete and thorough
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, 102 #1-3 cont.
W 102/ Gontinued From page 4 W02 pr00edures. EC ensures staff
o nowledge of such policies and
The facility must ensure that specific governing i
body and management requirements are mst. ;c?r(l:;sre]céures through ongqing staff
- The Governing Body is ensuring 9/26/13
compliance with the corrective actions
and system implementation outlined in
This CONDITION is not met as evidenced hy: W104, .
Based on observation, interviews and recorg d. To ensure the health ang safety of all[9/26/13
review, the facility did not meet the Condition, of clients residing at the facility, the
Participation in Governing Body and Management Governing Body is monitoring
by the governing body's failure 0 take compliance with policy implementation
responsibility and action to identify and resolve outlined in W104 ang through
systemic problems of serious and recurrent as hed in & 9

processes which include:

*scheduled and intermittent
management direct observation by
Governing Body/Executive Committee
members of client service delivery;

"a Quality Assurance committee
process which promotes confinuous
quality improvement: and

“rounds made by Shift Supervisors and
Residence Managers.

Observers will endeavor to make
immediate correction of any
|non-compliance and follow up as
nNeeded. Issues and concerns noted in
the monitoring process within this
document will be elevated to the
Governing Body (with
recommendations i indicated) via the
Center's management hierarchy or
"chain of commang" and integrated into
the Quality Assurance committee
 |process.
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' . W102 (cont'd)
W 102/ Continued From page 5 W 102|e. Lanterman Developmental Center's |g/06/13
investigations, analysis, corrective action, and Administrative Directive 227: Alleged
notifications were conductsd. (See W104) Neglect or Abuse, states that every
b. The facifity falled to implement the following Stiﬁ member ll? gegspon?itllaqle f Oé.thg |
poiicies and procedures: Abuse, Neglect and safety and well-being of the individuals
Mistreatment of Clients, Guidalines for served by the Center. Any neglect,
Reviewing Incident/Unusual Occurrence Reports, abuse or exploitation by any person,
Medication Regimen Review and Medication whether staff, visitor, volunteer, family
Safety Review; Diug Storage Area Inspection; or other clients, is prohibited. - To assist
Client Services - 265: Supportive and Protective fn assuring compliance with the above
Devices; Empioyee [dentification Badges; Enteral directive, classes on Client Protection,
Feedings, Gastrostomy and dejunqstomy tubes; Clients Rights, and proactive behavior
Hot water temperature checks; Guidelines for management are included in training
Individuals Exhibiting Pica Behavior, and Clients' ; :
Personal Property. (See W104) that is required for all staff.
. Additionally, all staff are trained
¢..The facility failed to ensure the client annually, during the review of their
environment and kitchen was safe, sanitary and Individual Development Plan, on
maintained for clients, staff and visitors, (See W Administrative Directive 227: Alleged .
104) A Neglect and Abuse.,
2. The fadilty did not tthe Condii : ’ t. All Residence Managers and/or Shift
- 1he Tacllity did not meet the Condition o i - e Testraimingto - |4« i idn-
Participatic:]n in Client Protections for its failurle to gﬁjgir;fgfevg;gg’gglggf}eot;ammg o 111701113
to ensure that appropriate systems were in place . . ; . )
that would prohigﬁ th% negle{:t of clients in tr?e Administrative Directive 227: Alleged
facility. The facilily failed to ensure that olients are Neglect or Abuse. o
hot subjected to sexual abuse, The facilty failed g.-Shift Supervisors make daily rounds
to implement a center-wide accountability system on the residence to ensure that clients’ 10/25/13
to ensure clients receive enhanced supervision in rights and client protection are
accord with individual plans. The facility failed to consistently maintained.
take Steps to prevent recurrence or implement h. Management rounds will be
their policies and procedures. (See W 122, W conducted fraquently and routinely to 10/25/13
127, W14g, W150' W153, W 154), ensure protection from harm occurs at
all times. Observations from these
rounds wili be documented on the
| Rounds Sheets,
a. Individuals were subjected to neglect, sexual {continued on pages 6a-6h)
and psychological abuse by staff the facility did
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W102-2b,c.e; W122-1,2; W127-2: W150-1; W154-1
a.Client 98 was examined by the residence physician who determined that a possible sexual assault may 11/6/12
have occuir ' rotective Services/Investigators were nofified. Client 98 was escorted to
msexual assault response unit for further examination with familiar staff.
Residence Psychologist and staff who care for Client 98 provided ongoing assessment to manitor for any
adverse outcomes based on the injury.

b.Program 2 Management increased NOC rounds for Res 21. A summary of the completed rounds was '11/6/12
sent fo the PD/CD for review. ’

c.Program Management, Administrative staff and Quality Assurance staff initiated Protection from Harm 11/6/12
rounds on all residences, ' '

d.The OPS Commander contacted the local DOJ - Elder Abuse Hotline office to report incident, vig [11/7/12
voicemail.
&.The Office of Protective Services (OPS) Commander informed Executive staff that the CHP L 14/7/12

Investigative Unit would take the lead in the Criminal investigation and OPS would conduct an
Administrative Investigation concurrently. ‘

f.The Program'’s Health Services Specialist initiated a review (11/7112) of all recently opened medical - 11/7/12

conditions related to the perineal area, such as rashes, impaired skin integrity, and urinary tract infections )

to determine any areas of concern, A summary indicating no abnormat findings were observed was 11/21/12
- |Provided to the PD/CD. - '

g-QA Risk Manager completed an Incident Report review for all injuries occurring on Residence 21 for 11/7/12
the previous 6 months, , .
h.The Program 2 Program Assistant reviewed the Program Injury/Fall Log, identifying types of injuries 117112
that had been documented on this residence (11/7/12), which was distributed to members of the Daily
Executive Risk Management Team (DERMT). Findings of no issues related to special medical conditions | 11 /16712
were discussed at the DERMT meeting and during the Program's Risk Management Meeting. 11/20/12
. Special Risk Management Meetings were held beginning 11/7/12 in all Programs to review AD 124: 117112

!ncidents and Unusual Occurrence, AD 227: Alleged Abuse, Neglect or Exploitation, AD 225 Client
Supervision and Personal Care, and Quality Assessment and Performance Improvement Plan for Special 11/30/12
Medical Conditions.
'j:.Acting Clinical Director conducted rounds on Res. 21, and met with CDPH SFU licensing surveyor. 1117112
k.Executive Director made rounds on Res. 21, . 11/8/19

(continue on page Bb)

Il
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(continued W102-2b,c; W122-1,2: W127-2; W150-1; W154-1)
|.Residence HSS and Physician completed physical examinations to rule out any further potential victims [11/8/12
on all clients living on Residence 21. The Physicals were completed on the female clients first (1 118M12), |11/15/12
followed by the male clients (11/1 5/12). A
m.Memorandum from Acting Clinical Director to all Program Managers, Residence Managers and Shift 11/8/12
Supetrvisors re: heightened awareness by all staff regarding Protection from Harm (PFH) measures
(Steps b, ¢, k, n, and p) for all clients.
n.The OPS Commander instructed the OPS Sergeant to have Police Officers initiate daily rounds on 11/8/12
residences at random times of the day. These are logged on the OPS Police Daily Activity Log as well as
the residence 24-Hour Report. , '
0.The Director of Quality Assurance contacted the Sexual Assault Response Team (SART) Nurse from 11/8/12 !
PVCH to inquire if there were any recommendations regarding protection from harm.
p.Program Management and .Quality Assurance staff conducted rounds for the hofiday weekend on each | 11/9112
residence and each shift.
g.The-Individual Program Coordinator and Program 2 Management reviewed Interdisciplinary Notes and 11/9/12
|Nursing Assessments for all clients living on Residence 21 for the previous 6 months, with no unusual 1116712
findings reported to the Program Director and Clinical Director. (Female clients’ record review completed )
on 11/9/12. Male clients record review completed on 11/16/12.) ‘
r.Enhanced Rounds by all Program Managers and Supervisors and Quality Assurance staff to all 1111312
residences and all shifts on an ongoing, weekly random schedule. Identified issuss are reported and
elevated to Executive Committee members if resolution is needed. Rounds data will be collected and
presented to the Clinical Director for review at the Clinical Quality Management Committee Meetings and
the Quality Management Council Meetings. ]
s.Client 98 received 111312
e hich was personalized 11/14/12
to Client 98’s wants and needs. o _
t.Senior Supervising Psychologist reviewed strategies to assist individuals in dealing with sexual assault |44/16/12
{j/v]th the DERMT members and Executive Gommittee, : 11119/12
fu.A Special Team meeting was held to review Client 98's program plans and data collection, and 11/28/19
modifications were implemented. ' -
v.Center-wide training on Client Protection was led by OPS personnel and scheduted for all staff in 3 1122713
separate training sessions. Curriculum was developed in December, 2012 and two training sessions 2/21/13
were held on 1/22/13 and 2/21/13. L .
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(continued W102-2b,c; W122-1,2, W127-2: W150-1; W154-1)

w. To improve clinical staffs investigation skills: Clinical Critical Incident Investigation- Training provided
to Residence Managers, Program Managers, Executive Committee Members, available Medical/Nursing
staff and IPCs about how to conduct incident investigations (from the clinical perspective) and how those
coincide with investigations by OPS by Disability Rights, California (DRC) Director, Investigations Unit
and Senior Investigator.

X. To further improve clinical staff's investigation skills: Clinical Critical Incident Investigation- Training
provided to Residence Managers, Program Managers, Executive Committee Members, available
Medical/Nursing staff and IPCs about how to conduct incident investigations (from the clinical
perspective).

y. The DQA and QA Program Assistant have sent out a Template to Residence Managers and acting
Residence Managers to assist in the completion of the Level 1 Reviewfinvestigation process.

Supervisors re: expectations to investigate and/or analyze each incident, review findings, document the
action taken, and make recommendations to the next level of management to ensure that active
treatment programs and supervision are provided and/or needed revisions to plans are identified.

aay The Office of Quality Assurance will monitor all generated General Event Reports (GER) for
complete and thorough investigations daily. Any issues will be brought up to Program Management and
Exective Management at the Daily Executive Risk Management Team meeting (DERMT) for corrective
|action as warranted. S :

bb} The four staff who had worked on the night shift prior to the discovery of the injury were reassigned to
non-client care duties pending the outcome of the investigation.

ce) The Office of Protective Services administrative investigation was initiated in August 2013 upon
receipt of the completed California Highway Patrof case. The OPS investigation included a review of
historic information related to the alleged perpetrator's prior work assignments compared with incident
data and was compieted on October 17, 2013. _ ‘

dd) Supervising Investigator provided training to OPS Investigators re: expectations for requests of
E}iStOI’iC&] reviews of subjects identified in administrative investigations and weekly written updates from
Envestigators on administrative tasks completed on investigations while criminal investigations are
conducted. .

ee) The OPS Commander will ensure that OPS receives a historical review of all incidents involving a
subject identified in an investigation so that it is included as pait of the investigative process.

Il

z) Standards Compliance Coordinator (SCC) provided training on 10/25/13 to the facility's Managers and E

2/14/13

5/1-2/13

| 12/26/12

10/25/13

10/6/12

10/17/13

10/30/13

10/25/13
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*The California Highway Patrol was notified by OPS and opened an investigation, 1/5/13
*Involved staff was assigned to no client contact. ' ' 1/5/13
*The Coroner was notified by the ACNS and responded to the facility. 1/5/13
*The Medical Examiner completed an autopsy and concluded that the cause of death was natural, 2/12/13
a. Lanterman Developmental Center's Administrative Directive 227 Alleged Neglect or Abuse, states that 10/25/13
every staff member is responsible for the safety and well-being of the individuals served by the Center.
Any neglect, abuse or exploitation by any person, whether staff, visitor, volu nteer, family or other clients,
is prohibited.

b. To assist in assuring compliance with the above directive, classes on Client Protection, Clients Rights,
and Behavior Management Training are included in training that is requirad for all staff. Additionally, all
staff are trained annually, during the review of their Individual Development Plan, on Administrative
Directive 227: Alleged Neglect and Abuse. ,

¢.The Clinical Director gave written direction to the Residence and Program Managers to: meet with all
staff on duty and ensure that'they understand that clients' supervision levels must be implemented per
the client IPP: reevajuate staffing deployment immediately: and meet that day to review staffing levels
with the- Program Directors and Nursing Coordinators to ensure effective staff deployment.

d. Program Managers reported to the Clinical Director that modification to depioyment was not warranted
at the time. Program Managers are responsible to assure that an adequate number of staff are on duty
and that adjustments are made based on aculity level on a continuum.

e. The CD reviews staffing minimums/ deployment with the PDs quarterly and as needed. Interim staffi ng

changes can be approved by the Program Manager based on level of care staff input when acuity fevels
warrant an immediate change. ' -

f. The CD and Program 2 Director met to discuss and develop a Client Supervision Accountabiiity System
for level of care staff which includes: a Residence-specific reference tool which provides each client's
name and their supervision level: a signed acknowledgement of the review and understanding of the
client supervision levels. ' :

the residence-specific reference tool and a signed acknowledgement of the review for al! staff on duty

h. A review of each residence-specific reference tool was conducted to ensure each client's supervision
levels are clearly defined and consistent with the individual's IPP, The Residence Manager is responsible
for the review of the reference tool. Any findings in need of improvement are referred to the 1D Team for
Fevision, for which the IPC is responsible for coordinating. -

changes are requested by the Program Director and approved by the Clinical Director. Temporary staffing

9. The Client Supervision Accountability System was implemented on Residence 31, including a review of

10/25/13

09/23/13

09/23/13 |
10/25/13
09/23/13

09/23/13

09/23/13

_
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Rehabilitation Therapists.

consolidation.

initiated on 9/25/13,

W102, W127, W104 #1, w122
I. When an individual experiences a situation th
supervision and the duration of the increase w

of supervision levels. The Program Assistant

K. The acknowledgement for the client su
reference tool has been incorporated into

l. The "Orientation for Relief Staff Providing Client Services" was revised to ensure the review of client
supervision is included. The Clinical Director coordinated the revision of the form, which is now titled,
"New Staff and Float Orientation”.

m. Use of the "New Staff and Float Orientation"
~.jResidence Managers by the Clinical Dire
of supervision levels is completed for an
n.Training on Administrative 226: Client
level of care staff by Residence Manage

, W150, W154, W249 (continuation)
at requires short-term increased supervision, the level of 10/25/13
ill be specified and documented as appropriate in the
Clinical Record (Temporary Intervention Plan/ TIP, Short Term Nursing Observation/STNO, or Temporary
Condition/TC, etc) and on the 24-hour Report. The information is communicated by Residence
Manager/Shift Supervisors to level of care staff at intershift huddles. Huddle attendance is acknowledged
on the 24-hour Report. All staff on the incoming shift will initial the 24-hour Report to verify receipt of the
information. The Shift Supervisor will assure compietion. The increase in supervision will be carried over
to each 24-Hour Report log until concluded.
j.The Client Supervision Accountabilit
Managers are responsible for accuracy and to
trained on the supervision levels, and have si

new staff orientation and cross-training for staff transfers due to

has been implemented immediately following training to
ctor. . Shift Supervisors are responsible for ensuring. the review . 09/25/13.
y/all reliefffloat staff and documented on the form, .
Supervision and Personal Care was initiated on 9/23/13 with afl  ho/o7/13

rs. DTAC/worksite staff will be trained by the Program Assistant, -

. 09/27/13
y System was implemented for all |CF residences. Residence
ensure that all on-duty level of care staff have been ‘ i
gned an acknowledgement of the review and understanding ;
will ensure this occurs for ail the DTAC/worksite staff and !
pervision accountability system and the Residence specific 09/25/13

09/25/13

0. An informational fiyer describing definitions of level supervision was created at the direction of the 05/24/13

Clinical Director and posted on each residence in the Nursing Station by Program Managers.

p. Program Assistants will ensure that the flyer is posted in DTAC/classroom/worksites. 09/25/13

g. The flyer will be posted on the facility Intranet and emailed to all staff, : 09/25/13

g Shift/Site Supervisors will review the information on the flyer at daily huddles on residences and 09/27/13

DTAC/worksite effective immediately through 9/27/13. :

g The Clinical Director and ICF Program Directors met with Residerce Managers, 1PCs, and Quality 09/24/13
" |Assurance staff to review client supervision expectations, and regarding IPP implementation to ensure

protection from harm for clients. AD 226 was also reviewed with emphasis on Section 4.5.
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W102, W127, W104 #1, W122, W150, W154. W249 {continuation)
t. The Executive Director instructed Program and Residence Managers to conduct rounds on all. IGF

and intervention where needed. Specific findings were relayed to the Residence Manager of the involved
residence(s) for follow-up. :

implement supervision levels. Program and Residence Managers conduct rounds with random
competency checks for staff knowledge of client supervision levels and implement. Outcomes were
forwarded to the Executive and/or Clinical Director and on review, there were some instances in which
Istaff was provided immediate feedback and coaching.

v. The Clinical Director initiated the policy review/revision process for Administrative 226: Client ‘
Supervision and Personal Care to incorporate the Client Supervision Accountability System as well as an
other revisions identified via the facility rounds. Additionally, definitions of commonly used descriptors j
pertaining to supervision levels will be added to the policy.
w. On completion and approval of the revised Administrative 226: Client Supervision and Personal Care
all level of care staff wil! be trained on the changes. Further orientation to the policy changes will be
provided in employee meetings (such as Program meetings, and General Employee Meetings).

reference tool when any individual's supervision level is changed following any IPP meeting. The update
9/25will be completed by close of business the day the supervision level is changed. Supervision change
will be documented on the 24 Hour Report and incoming staff will initial for acknowledgement. The

. Program Assistant will review the changes/ipdates with DTAC/worksite staff and Rehabilitation
Therapists which will be acknowledged by signing a Training Record.

y. The Residence Manager/Program Assistants will ensure that the updated client supervision reference

aa. The IPC Supervisor will conduct a periodic audit to determine whether updates to the client
supervision reference tools are completed on time for the first 90 days. Random audits will occur 0
following IDTeam meetings in which the IPP documents indicate a change in level of supervision. Any
findings in need of correction will be addressed with the IPC and involved residence immediately. The
overall findings and recommendations will be submitied to the Executive Committee for review of
compliance and of the process.

t%‘)b. RM to ensure that copies of the current residence-specific reference tool are available to staff in the
Group Book and an additional copy if desired to keep with them during the shift. A daily audit will be
completed by the Residence Manager/designee to ensure compliance for 90 days. Findings will be
documented as an entry on the 24-Hour Report. Program Directors will gather the findings and will report

1

1

residences to assess staff knowledge and ability to implement supervision levels, and provide prompting D9/24/13

u. A debrief of the 9/24/13 rounds was held to review overall findings of the staff knowledge and ability to 09/25/13

9/25/13

0/25(13

x. The Individual Program Coordinator (IPC) will be responsible for updating the client supervision 09/25/13

0
tool is promptly disseminated. 9/25/13

9/26/13

0/25/13

.
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W102, W127, W104 #1, w122, W150, W154, w249 (continuation)
out weekly at the Daily Executive Risk Management Team (DERMT) meeting (Fridays) with a review of
findings and determination for ongoing monitoring needs. ,
cc. If a supervisor finds that supervision is not being implemented per plan, immediate corrective action | 0/25/13
will be taken by the site supervisor with notification to the Residence or Program Manager for
appropriate follow up.
dd. A workgroup will be convened to develop a standardized Client Supervision Guide to identify the 09/30/13
most effective residence-specific reference tool to use facility-wide. This workgroup will also be tasked
with developing a standardized staff assignment sheet that will at a minimum identify staff "group”
assignments and break times. The workgroup will consist of level of care staff, Shift Supervisor/s, IPC/s,
and clinical managers. Membership will be determined at g DERMT meeting during the week of 9/30/13. -
ee.The Shift Supervisor is responsible to assign relief staff as well as redeploy staff based on client :1 0/25/13
need. Residence Manager will monitor for compliance and provide guidance and direction to ensure
effective deployment. '
ff. The standardized tool will be implemented facifity-wide, inciuding training to all IPCs, level of care 10/25/13
‘|staff, DTAC, shift supetvisors and clinical managers. Training will be initiated within 30 days of the
development of the form and will be ongeing for new and returning staff, : 09/24/13
g9. Random competency checks of levei of care staff on alt ICF residences will be conducted during ’
scheduled: Residence Manager rounds, Protection from Harm Rounds, Program Management rounds,
IPC rounds and Executive rounds. Results of the competency checks will be submitted to Quality -
JAssurancs, S e o ) e, oo
hh. Any/all findings of insufficient competency will be relayed to the Residence Manager of the involved  [10/25/13
staff for immediate attention.
if. The Quality Assurance Department will review the results and report out at the Clinical Quality 09/24/13
Management. Findings and recommendations forwarded to Governing Body members via the Quality
Management Council meeting. ho/24/13
ij. The Director of Quality Assurance will monitor to assure completion of competency checks and review
of the results for the first 90 days.
kk. Recommendations for continued monitoring will be submitted to the Executive. Committee for 10/25/13
consideration. _
ll. All level of care (residence, DTAC, Rehab Therapists) staff will be provided a whistle to use when 09/27/13
éssistance is needed and other staff are not in the immediate vicinity. These will be distributed to -
on-duty staff on a continuum by Shift Supervisors. Residence Manager/Program Assistant will monitor
for compliance. This system is in place on Residence 15 ‘ ‘
mm. An analysis of the number of clients who nesd enhanced or greater supervision in the various 09/27/13
environments (dining room, living room, bathroom, worksite, etc.) on the staffing ratios in effect on each
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W102, W127, W104 #1, w122, W150, W154. W249 (continuation)

residence. Staffing adjustments needs will be formally made as needed (such as higher ratio of
individuals under enhanced supetvision). :

nn. When one staff relieves another, endorsement with the recelving staff wili occur providing any 10/25/13
unusualfout of the ordinary behaviors or activities of the individuals to be supervised. If the time of the
"relief" for staff to go on a break is different than was originally scheduled, the Staff Assignment Sheet will
be updated by the Shift Supervisor. _ :
00. At weekly staffing meetings and as needed, Residence Managers will report to Program Managers 10/25/13
(Nursing Coordinator, Program Assistant, or Program Director)if any increased staffing is needed due to
client activities, medical condition, or behaviors,

pp. The Clinical Director reviewed the current client supervision reference tools and selected one to be

the implemented ICF-wide until the workgroup develops an aiternate. 09/26/13
q9. The inferim client superviston reference tool will be enacted by each Residence Manager. _b9/27/13
irr. The revision of AD 226 will include definitions of commonly used terms. Interim definitions will be 09/26/13

“waking hours™ an individual's usual hours of being awake (a conscious or alert state-
http://www.merriam-webster.comldictionary/waking) in the rhythm of their cay. "Napping" - to sleep briefly’
especially during the day (http://www.merriam-webster.com/dfotionary/napping)
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W 102

Continued From page 6

not take steps to prevent recurrence or
implement their policies and procedures. (See W
122 and 149) :

b. The facility failed to protect two focus clients
from harm (Clients 97 and 98). The facility failed
to provide enhanced supervision to Client 97 who
was found unresponsive and pronounced dead
on 1/6/13. Client 98 was subjected to sexual
assault. (See W 127),

¢. The facility failed to protect one client from
sexual assault. ( Client 98} (See W 150),

d. The facllity taited to ensure all allegations of
abuse were reported immediately to Catifornia
Department of Public Health, and facility
Administrator. (See W 153),

e. The facllity failed to conduct a thoreugh
investigation that addressed potential victims and
areas worked by an alleged sexun pernsatrator,
and failed address a discrepancy between Office
of Protective Services and the facility Generated
Event Report findings, (See W 154),

3. The facility did not mest the Condition of
Participation (COP) in Active Treatment Services
by.its failure to ensure that-each cfient raceived a
continuous active treatment program, which
included aggressive, consistent implementation
of & program of training, treatment and or health
setvices. The facility failed to ensure that
individuals were Involved in activities which
addressed their individualized priority needs. The
facility did not develop plans to address
behavioral support needs documented to interfere
with daily life, The facility did not assure that
program plans included measurable objectives on

w 102|

FORM CM8-2867(52-95) Previous Versions Obsolets Event {D:FCBFI1

Facllity ID: GA170001773

Ii continuation sheet Page 7 of234



DERPARTMENT OF HEALTH AND HUMAN SERVICES
GENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/18/2013

STATEMENT OF DEFICIENCIES (X1} PROWDEH/SUF‘F‘LIER/CLIA {(X2) MULTIPLE CONSTRUCTION (X3) DAYE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
. -_
05G007 B. WING . 09/25/201 3
- -~
NAME OF PROVIDER OR SUPPLIER

FORM APPROVED

OMB NO. 0938-0391

LANTEFIMAN_ DEVELOPMENTAL CENTER

STREET ADDRESS, CITY, STA'I;E, ZIP CODE
3530 POMONA BOULEVARD
POMONA, CA 91769

(%4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL -
REGULATORY OR 1.5C IDENTIFYING INFORMATION)

I PROVIDER'S PLAN OF CORRECTION
PREFIX

CEFICIENCY)

(EACH CORRECTIVE AGTION SHOULD BE
TAG CROSS-REFERENGED TO THE APPROPRIATE DATE

[X5)
COMPLETION

W 102

W 104

Continued From page 7

which data was maintalned in a manner that
allowed determination ot progress of lack of
progress, '

(See 195, W 196, W 214, W 229, W240, w247,
W 240, W 252 ) '

The cumulative effect of these systemis problems
resulted in the facility failure to ensure the
Gaverning Body was providing oversight and
ensure the provision of safe healthcare ang
sarvices,

483.410(a)(1) GOVERNING BODY

The governing body must exerclse general policy,
budget, and operating dlirection over the facility.

This STANDARD is not met as evidenced by:
Based on observation. staif interviews, clinical
record reviews and facility documant revisws, the
governing body failed to exorcise general policy
and operating direction over the facility as follows:

1. The Condition of Par’ricipation,_Governing Body
was not met. {SEE W102)
a. The Governing Body failed to ensure ali

! alleged violations were reported immediataly,
- Investigated thoroughly and corrective actions

were taken. Administrative Directiva 124, dated
April 15,2011 titled Incident/Unusua) Occurrence
Reports was not implemented as written to
ensure complete and thorough investigations,
analysis, corrective action, and notifications were
conducted resulting in.the Condition of
Particpation in Client Protections to bs not met.
((SEE 104)

W 102

W 104
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investigated. Individuals were subjected to
| neglect, sexual and or abuse and the facility failed

2. The facility failed to implement the following
policies and procedures: Abuse, Neglect and
Mistreatment of Clients; Guidelines for
Reviewing Incident/Unusual Occurrence Reports;
Clients' Personal Property; Medication Regimen
Review and Medication Safety Review; Drug
Storage Area Inspection; Client Services - 285:
Supportive and Protective Devices; Enteral
Feedings, Gastronomy and Jejunostomy tubes:
Hot water temperature checks: Employes
identification Badges: and Guidelines for
Individuals Exhibiting Pica Behavior, {SEE below
for specific examples)

3. The fagility failed to ensure the client
environment and kitchen were safe, sanitary and
maintained for clients, staff and visitors, (SEF
Wi04)

These failures affected 8 of ten core sampled and
13 focus sampled Cilents and and potentially ail
95 clients residing at the facility. (Clients 1, 13,
17,29, 38, 37, 483, 47, B4, 9, 66, 77, 79, 89, 91,
92,98,94,95 97, 98 )

Findings:

1. The faciiity failed to develop and or implement
a system to ensure all allegations of abuse,
neglect, mistreatment and injurtes of unknown
sotrce were identified, reported and thoroughly

to implement a center-wide accountability system
to ensure clients receive enhanced supervision in
accord with individual plans. This affected Clients

X4) 1D SUMMARY STATEMENT OF DEFICIENCIES [o] PROVIDER'S PLAN GF CORRECTION (X5)
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W 104 [ Continued From page 8

- W 104[104-1

a. Governing Body members have
ensured that corrective measures have
been taken to improve the fallowing
systems: o

*General Event Reporting,
fnvestigation, and Corrective Actions;
*Client Supervision policies,
procedures, and oversignt of the
implementation of such:

*Compliance with reporting time
frames to CDPH for aliegations of
abuse, mistreatment, negiect, and
reportable injuries of unknown origin;
(see pages 10a-10h)

b. To ensure the health and safety of
all clients residing at the facility, the
Governing Body is monitoring
compliance with policy implementation
through processes which include:
*scheduled and intermittent
management direct observation by
Governing Body/Executive Committee
members of client service delivery,

*a Quality Assurance committee
process which promotes continuous
quality improvement, with elevation of
areas of concern to the Governing
Body level either directly, or through
the QA committee system.

¢. To ensure that client events {i.e.
injury, illness) that cccur prior {o an
Individuals death are discussed in the
Mortality Review process, all on duty
Physicians received training from an
outside medical consultant on

9/26/13

8/26/13

10/25/13
11/21/13
11/22/13
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| cardlomyopathy, the MR was absent of any

There was a hypothesis that the bruises
discovered on 1/4/13 could reasonably be
explained by events that occurred at the dental
glinic. Per interview with the Medical Director on
9/26/13 commencing at 9:00 AM, it was revealsd
the Mortality Review (MR) minutes for Client 97
had not yet been summarized;

On 8/23/13, typed minutes and handwritten notes
were presented for review. Though the minutes
decumented an assertlon that medical
management was appropriate and the cause of
death was due to underlying idiopathic

discussion regarding the coroner's narrative and
the issue identlfied regarding the nature of the
lower limb bruising presumed to have oceurred
during recovery at the dental clinic.

Even though a nexus was identified between the
use of restraints and placement proximity to
Client 87's upper hip bruises, there was no
discussion in the MR regarding the efficacy of the

(X4} 1D SUMMARY STATEMENT DF DEFICIENGIES 0 PROVIDER'S PLAN OF CORREGTICN o
PREFIX (FACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX (EAGH CORREGTIVE ACTICN SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DaTE
DEFICIENCY)
completing a comprehensive mortality
W 104 | Continued From page 9 W 104 review. ,
44, 56, 66, 89, 91, 92, 93, 94, 95, 97, 98. (SEE d. The Quality Assurance Nurse 40/31/13
W122, W127, W149, W153, W154) Consultant | (also Fracture Risk
a. During cfosed record review commencingl Management Committee Chair) visited
onens at 24 el the Dentist office and interviewsd the
Dentist regarding the technique and
use of Treatment Restrainis as well as
how they had been applied with Client
87 on 1/3/13. In a verbal report to the
DQA, the NC-| opined that bruise
pattern did not appear to correlate with
extremities were discovered thUi?el?oEitthjower the device and that the application
5 e following day on
1/4/13 and Client 97 expired on 1/5/13. Tgwo ():;ays ‘ Sgggséz(; ?sb:ﬁZiiﬁ/:?gsW:vSidenced
after Client 87's expiration on 1/7/13 another
client made an allegation Client 97 was hit in the by thgre Was, no nleed to ',"S-e the leg
stomach. All of the events were investigated and restraint during this appointment.)
summarized in one investigative report. e, The Medical Director will ensure 10/25/13

that the Mortality Review process
incerporates the information/
components described in the training.
lssues identified during the Mortality
Review process will be elevated first to
the Medical Executive Committee, and
if indicated to the Governing Body via
the Quality Management Council or
Executive Commiittee.

f. The Executive Director will monitor
for compliance through observation
and review within the above process.
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¢

W102-2b,c.e; W122-1,2; W127-2; W150-1' W154-1 ;
a.Client 98 was examined by the residence physician who determined that a possible sexual assault may | 11/6/12
have occurred. Office of Protective Services/Investigators were notified. Client 98 was escorted to

sexual assault response unit for further examination with familiar staff,
Residence Psychologist and staff who care for Client 98 provided ongoing assessment to monitor for any
adverse outcomes based on the injury. : '

b.Program 2 Management increased NOG rounds for Res 21. A summary oftheAcompIeted rounds was 1476712
sent to the PD/CD for review, - :

c.Program Management, Administrative staff and Quality Assurance staff initiated Protection from Harm |

S11/6/12
rounds on all residences. , : i
d.The OPS Commander contacted the local DOJ - Elder Abuse Hotline office to report incident, via 117112
voicemail. _ :
e.The Office of Protective Services (OPS) Commander informed Executive staff that the CHP | 1117112
[nvestigative Unit would take the lead in the Criminal Investigation and OPS would conduct an
Administrative Investigation concurrently. ,
f.The Program's Health Services Specialist initiated a review (11/7/12) of all recently opened medical 11/7/12
conditions related to the perineal area, such as rashes, impaired skin integrity, and urinary tract Infactions )
to determine any areas of concem. A summary indicating no abnormal findings were observed was 11/24/12
provided o the PD/CD. - _
g.QA Risk Manager completed an Incident Report review for all injuries occurring on Residence 21 for | 11/7/12
the previous 6 months. : ‘
h.The Program 2 Program Assistant reviewed the Program Injury/Falf Log, identifying types of injuries 11/7/12
that had been documented on this residence (1 17112), which was distributed to members of the Daily :
Executive Risk Management Team (DERMT). Findings of no issues related to special medical conditions | 1146/ 2
were discussed at the DERMT meeting and during the Program's Risk Management Mesting. 11/20/42
.Special Risk Management Meetings were held beginning 11/7/12 In all Programs fc review AD 124: 1157112
Incidents .and Unusual Occurrence, AD 227 Alleged Abuse, Neglect or Exploitation, AD 225: Client
Supervision and Personal Care, and Quality Assessment and Performance improvement Plan for Special 11/30/12
Medical Conditions. . ‘
J-Acting Clinical Director conducted rounds on Res. 21, and met with CDPH SFU licensing surveyor, 1117112
k.Executive Director made rounds an Res. 21. 11/8/12
(continue on page 6b)
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(continued W102-2b,¢; W122-1,2: W127-2; W150-1; W154-1) :
|.Residence HSS and Physician completed physical examinaticns to rule out any further potential victims |11/8/12

on all cients living on Residence 21, The Physicals were completad on the female clients first (11/8/12), 11/15/12
followed by the male clients (11/15412).

m.Memorandum from Acting Clinical Director to ali Program Managers, Residence Managefs and Shift

11/8/12
Supervisors re: heightened awareness by all staff regarding Protection from Harm (PFH) measures
(Steps b, ¢, k, n, and p) for all clients. ' :
n.The OPS Commander instructed the OPS Sergeant to have Police Officers initiate daily rounds on 111/8/12

residences at random times of the day. These are logged on the OPS Police Caily Activity Log as well as 5

the residence 24-Hour Report. ;

0.The Director of Quality Assurance contacted the Sexual Assauit Response Team (SART) Nurse from 511!8;'12
PVCH to inquire if there were any recommendations regarding protection from harm, _
p.Program Management and Quality Assurance staff conducted rounds for the holiday weekend on each
residence and each shift,
q.The Individual Program Coordinator and Program 2 Management reviewed interdisciplinary Notes and 11/9/12
Nursing Assessments for all clients living on Residencs 21 for the previous & months, with no unusual

11/9/12

11/16/12
findings reported to the Program Director and Clinical Directer. (Female slients’ record review completed
on 11/9/12. Male clients record review completed on 11/16/12))
r.Enhanced Rounds by afl Program Managers and Supervisors and Quality Assurance staff to all 11/13/12

residences and all shifts on an ongoing, weekly random schedule. !dentified issues are reported and
elevated to Executive Committee members if resolution is needed. Rounds data will be collected and
presented to the Clinical Director for review at the Ciinical Quafity Managament Commitiee Meetings and
the Quality Management Council Meetings. '

s.Client 98 received one-to-one supervision for 24 hours to assess possible delayed response to alleged [11/13/12 |
trauma. After Special IDTeam, IDTeam modified supervision level to “enhanced” which was perscnalized {11/14/12 |
to Client 98's wants and needs, ‘
L.Senior Supervising Psychologist reviewed strategies to assist individuals in dealing with sexual assault 1111612
with the DERMT members and Executive Committee.

1119412
u.A Special Team meeting was held to review Client 98's program plans and dats collection, and 11/28/12
modifications were implemenied. : _
v.Center-wide training on Client Protection was led by OPS personne! and scheduled for all staff in 3 1122113
separate fraining sessions. Curriculum was developed in December, 2012 and two training sessions 21217173
were held on 1/22/13 and 2/21/13, .
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(continued W102-2b,c; W122-1,2; WA127-2; W150-1; W154-1) ?
w. To improve clinical staff's investigation skills: Clinical Critica) Incident Investigation- Training provided
to Residence Managers, Program Managers, Executive Commitlee Members, available Medical/Nursing
staff and JPCs about how to conduct incident investigations (from the ciinical perspective) and how those
coincide with investigations by OPS by Disability Rights, California (DRC) Director, Investigations Unit
and Senior Investigator, ‘ ‘ :

x. To further improve clinical staffs investigation skills: Clinical Critica! Incident Investigation- Training '5/1.2/13
provided to Residence Managers, Program Managers, Executive Committee Members, available
Medical/Nursing staff and IPCs about how tc conduct incident investigations (from the clinical '
. iperspective). .

y. The DQA and QA Program Assistant have sent out a Template to Residence Managers and acting
Residence Managers to assist in the completion of the L.evel 1 Review/investigation process.

z) Standards Compliance Coordinator (SCC) provided training on 10/25/13 to the facility's Managers and
Supervisors re: expectations to investigate and/or analyze each Incident, review findings, document the
action taken, and make recommendations to the next level of management {o ensure that active
treatment programs and supervision are provided and/or needed revisions to plans are identified.

aa) The Office of Quality Assurance will monitor all generated General Event Reports (GER) for
complete and thorough investigations daily. Any issuss will be brought up to Program Management and
Exective Management at the Daily Executive Risk Marnagement Team meeting (DERMT) for corrective
action as warranted, _ :
bb) The four staff who had worked on the night shift prior to the discovery of the injury were reassigned to
* [non-client care duties pending the outcome of the investigation.

cc) The Office of Protective Services administrative ivestigation was initiated in August 2013 upon
receipt of the completed California Highway Patrol case. The OPS investigation included a review of
historic information related to the alleged perpetrator's prior work assignments compared with incident
data and was completed on October 17, 2013,

dd) Supervising Investigator provided training to OPS Investigators re: expectations for requests of
historical reviews of subjects identified in administrative investigations and weekly written updates from
Investigators on administrative tasks completed on investigations while criminal investigations are
conducted. : )

ee) The OPS Commander will ensure that OPS recsives a historical review of all incidents involving a
subject identified in an investigation so that it is included as part of the investigative process.

01413

L 12/26/12

10/25/13

10/6/12

10117/13
10/30/13

10/25/13
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W102, W127, W104 #1, W122, W150, W154, W249 _

*The California Highway Patrol was notified by OPS and opened an investigation.

*Involved staff was assigned to no client contact.

“The Coroner was notified by the ACNS and responded to the facllity.

*The Medical Examiner completed an autopsy and concluded that the cause of death was natural.

a. Lanterman Developmental Center's Administrative Directive 227 Alleged Neglect or Abuse, states that

every staff member is responsible for the safety and well-being of the individuals served by the Center.

Any neglect, abuse or exploitation by any person, whether staff, visitor, volunteer, family or other clients,

is prohibited,

_{b. To assist in assuring compliance with the above directive, classes on Client Protection, Clients Rights,
and Behavior Management Training are included in training that is required for all staff. Additionally, all

staff are trained annually, during the review of their Individual Development Plan, on Administrative

Directive 227. Alleged Neglect and Abuse.

c.The Clinical Director gave written direction to the Residence and Program Managers to: meet with all

staff on duty and ensure that'they understand that clients' supervision ievals must be implemanted per

the client IPP; reevaluate staffing deployment immediately; and meet that day to review staffing levels

with the Program Directors and Nursing Coordinators to ensure effective staff deployment.

d. Program Managers reported to the Clinical Director that modification to deployment was not warranted

al the time. Program Managers are responsible to assure that an adequate number of staff are on duty

and that adjustments are made based on acuity level on a continuum.

e. The CD reviews staifing minimums/ deployment with the PDs quarterly and as needed. Interim staffing

changes are requested by the Program Director and approved by the Clinical Director. Tembpaorary staffing

changes can be approved by the Program Manager based on level of care staff input when acuity levels

watrant an immediate change. ,

f. The CD and Program 2 Director met to discuss and develop a Client Supervision Accountability System

for level of care staff which includes: a Residence-specific reference too! which provides each client's

name and their supervision level; a signed acknowledgement of the review and understanding of the

client supervision levels,

0. The Client Supervision Accountability System was implemented on Residence 31, including a review of

the resldence-specific reference tool and a signed acknowledgement of the review for al! staff on duty

h. A review of each residence-specific reference tool was conducted to ensure each client's supervision

levels are clearly defined and consistent with the individual's IPP. The Residence Manager is responsible

for the review of the reference tool. Any findings in need of improvement are referred to the 1D Team for

revision, for which the IPC is responstble for coordinating.

I

115113
1/5/13
1/5/13
0/12/13
10/25/13

10/25/13
09/23/13

09/23/13

10/25/13
09/23/13

C9/23/13

09/23/13
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W102, W127, W104 #1, w122, W150, W154, W249 (continuation)

I. When an individual experiences a situation that requirss short-term increased supervision, the level of
supervision and the duration of the increase will be specified and documented as appropriate in the
Clinical Record (Temporary Intervention Pian/ TIP, Short Term Nursing Observation/STNO, or Temporary
Condition/TC, etc) and on the 24-hour Report, The information is communicated by Residence
Manager/Shift Supervisors to level of care staff at intershift huddles. Huddle attendance is acknowledged
on the 24-hour Report. All staff an the incoming shift will initial the 24-hour Report to verify receipt of the

to each 24-Hour Report log until concluded.

j-The Client Supervision Accountability System was implemented for all ICF residences. Residence
Managers are responsible for accuracy and to ensure that all cn-duty level of care staff have been
trained on the supervision levels, and have signed an acknowledgemeant of the review and understanding
of supervision levels, The Program Assistant will ensure this occurs for all the DTAC/worksite staff and
Rehabititation Therapists.

k. The acknowledgement for the client supervision accountability system and the Residence specific
reference tool has been incorporated into new staff orientation and cross-training for staff transfers due to
consolidation.

. The "Orientation for Relief Staff Providing Client Services" was revised to ensure the review of client

supervision is included. The Clinical Director coordinated the revision of the form, which is now titled,
"New Staff and Float Orientation”.

Residence Managers by the Clinical Director. Shift Supervisors are responsible for ensuring the review
of supervision levels is completed for any/all relief/float stafl and documented on the form,

n.Training on Administrative 226: Client Supervision and Personal Care was initiated on 9/23/13 with all
level of care staff by Residence Managers. DTAC/worksits staff will be trained by the Program Assistant,
initiated on 9/25/13. ‘

0. An informational flyer describing definitions of level supervision was created at the direction of the
Clinical Director and posted on each residence in the Nursing Station by Program Managers.

p. Program Assistants will ensure that the fiyer is posted in DTAC/classroom/worksites,

g. The flyer will be posted on the facility Intranet and emailed to all stat.

r. Shift/Site Supervisors will review the information on the flyer at daily huddles on residences and
DTAC/worksite effective immediately through 9/27/13.

s. The Clinical Director and ICF Program Directors met with Residence Managers, IPCs, and Quality
Assurance staff to review client supetvision expsclations, and regarding IPP implementation to ensure
protection from harm for clients. AD 226 was also reviewed with' emphasis on Section 4.5,

information. The Shift Supervisor will assure compietion. The increase in supervision will be carried over |

';39/27/ 13

m. Use of the "New Staff and Float Orientation” has been implemented immediately following training to |

10/25/13

D9/25/13
09/25/13

D9/25/13
09/27/13
09/24/13
09/25/13
09/25/13
09/27/13

09/24/13
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W102, W127, W104 #1, w122, W150, W154. W249 (continuation)
t. The Executive Director instructed Program and Residence Managers to conduct rounds on all ICF
residences to assess staff knowledge and ability to implement supervision levels, and provide prompting

and intervention where needed. Specific findings were relayed to the Residence Manager of the involved
residence(s) for follow-up.

staff was provided immediate feedback and coaching.
v. The Clinical Director initiated the policy review/revision process for Administrative 226: Client

other revisions identified via the facility rounds. Additionally, definitions of commenly used descriptors
pertaining to supervision levels will be added to the policy.

w. On completion and approval of the revised Administrative 226: Client Supervision and Personal Care
all level of care staff will be trained ori the changes. Further orientation to the policy changes will be
provided in employee meetings (such as Program meetings, and General Employee Msetings).

X. The Individual Program Coordinator (IPC) will be responsible for updating. the client supervision
reference tool when any individual's supervision level is changed following any (PP meeting. The updaie
9/25will be completed by-close of business the day the supervisicn level is changed. Supervision change

Therapists which will be acknowledged by signing a Training Record.

y. The Residence Manager/Program Assistants will snsure that the updated client supetvision reference
tool is promptly disseminated. :

aa. The IPC Superviser will conduct a periodic audit o determine whether updates to the client
supervision reference tools are completed on time for the first 90 days. Random audits will occur
following I[DTeam meetings in which the IPP documents indicate a change in level of supervision, Any
findings in need of correction will be addressed with the IPC and involved residence immediately, The
overall findings and recommendations will ba submitied to the Executive Committes for review of
compliance and of the process. : ,

bb. RM to ensure that copies of the current residence-specific reference toal are available to staff in the
Group Book and an additional copy if desired to keep with them during the shift. A daily audit will be
completed by the Residence Manager/designee to ensure compliance for 90 days, Findings will be
documented as an entry on the 24-Hour Report. Program Directors will gather the findings and will report.
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W102, W127, W104 #1, W122, W150, W154. W249 (continuation)

out weekly at the Daily Executive Risk Management Team (DERMT) meeting (Fridays) with a review of
findings and determination for ongoing monitoring needs.

cc. If a supervisor finds that supervision is not being implemented per plan, immediate corrective action
will be taken by the site supervisor with notification to the Residenace or Program Manager for
appropriate follow up.

dd. A workgroup will be convened to develop a standardized Client Supervision Guide to identify the
most effective residence-specific reference tool to use facility-wide. This workgroup will also be tasked
with developing a standardized staff assignment sheet that will at a minimum identify staff "group”
assignments and break times. The werkgroup will consist of level of care staff, Shift Supervisor/s, IPC/s,
and clinical managers. Membership will be datermined at a DERMT meeting during the week of 9/30/13.
ee.The Shift Supervisor is responsible to assign relief staff as well as redeploy staff based on client
need. Residence Manager will monitor for compliance and provide guidance and direction to ensure
effective deployment.

ff. The standardized tool will be implemented facility-wide, including training to ail iPCs, level of care
staff, DTAC, shift supervisors and clinical managers. Training will be initiated within 30 days of the
development of the form and will be engoing for new and returning staff, ,

9g. Random competency checks of level of care staff on all ICF residences will be conducted during
scheduled: Residence Manager rounds, Protection from Harm Rounds, Program Management rounds,
IPC rounds and Executive rounds. Resufts of the competency checks will be submitted to Quality -
Assurance.

hh. Any/all findings of insufficient competency will be relayed to the Residence Manager of the involved
staff for immediate attention.

ii. The Quality Assurance Department will review the results and report out at the Clinical Quality
Management. Findings and recommendations forwarded to Governing Body members via the Quality
Management Council meeting.

Ji- The Director of Quality Assurance wil-monitor to assure completion of competency checks and review
of the results for the first 90 days.

kk. Recommendations for continued monitoring will be submitted to the Executive Committee for
consideration.

Il All level of care (residence, DTAC, Rehab Therapists) staff will be provided a whistle to use when
assistance is needed and other staff are not in the immediate vicinity. These will be distributed to
on-duty staff on a continuum by Shift Supervisors. Residence Manager/Program Assistant will monitor
for compliance. This system was already in place on Residence 15 .

mm. An analysis of the number of clients who naed enhanced or greater supervision in the various
environments (dining room, living room, bathroom, worksite, etc.) on the staffing ratios in effect on each

(s}
COMPLETION
DATE

10/25/13

09/30/13

10/25/13

1012513

09/24/13

10/25/13
09/24/13
09/24/13
10/25/13

09/27/13

09727113
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W102, W127, W104 #1, W122, W150, W154. W240 {continuation) ;
residence. Staffing adjustments needs will be formally made as needed (such as higher ratio of
individuals under enhanced supervision). , '
nn. When one staff relleves another, endorsement with the receiving staff will ocour providing any 10/25/13
unusualfout of the ordinary behaviors or activities of the individuals to be supervised. If the time of the
“relief" for staff to go on a break is different than was originally scheduled, the Staff Assignment Sheat wiil
be updated by the Shift Supervisor.

client activities, medical condition, or behaviors. :

pp. The Clinical Director reviewed the current client supervision reference todls and selectad one to
the implemented ICF-wide until the workgroup develops an alternate. _

qqg. The interim client supervision reference tool will be enacted by each Residence Manager,

rr. The revision of AD 226 will include definitions of commonly used terms. Interim definitions will be
"waking hours”"- an individual's usual hours of being awake (a conscious or alert state-

especially during the day (http:!fwww.merriam—webster.com/dictionary/napping)

)

oo. At weekly staffing meetings and as needed, Residence Managers wiil repbrt to Program Managers
(Nursing Coordinator, Program Assistant, or Program Director)if any increased staffing is needed due to !

http:!!www.merriam—webster..com/dictionary/waking) in the rhythm of their day. "Napping"- to sleep briefly

H0/25/13

be |
09/26/13
09/27113

08/26/13

|
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47,64, 69, 77, 79, 94) (SEE W137)

3. The facility failed to implement thair policies
and procedures titled Medication Regimen
Review, dated August 2011 and Medication

Safety Review dated 2013 which indicated the

and ensure that any issues or
concerns identified in the RMRS are

Risk Management Meetings with
recommendations for resolution of

addressed during the monthly Progranm

I B o s
TAG AEGULATORY OR LSC IDENTIFYING INFORMATION] ?Ag cn‘oss-neégggggg ?g ?&g fpi%%fﬁ?ﬁ%ﬁ e ™
DEFIZIENCY)
W 104 | Continued From page 10 W 104 W104.2

”SBE.OT {[gstraintz, éhg aptphropriatetness of a.To ensure the rights of clients to 10/25/13
application used during the event ag described i '
and any other recommendations regarding client retﬁln a{w d useupersc():rll?l E)eo ?e(;a Sﬁgns as
behavior and safety during a recovery period. el as to ensure ac ale reco
In a follow-up interview with the Diregtor of keeping the Trust Audit Committee
Quality Assurance (DQA) on 9/25/13, the DQA membership was defined and new
expiained the issues raised regarding use of mambers designated. by the
restraints and patient safety during recovery st Administrative Services Director (ASD),
the dental olinic would have been addressed at g b. To ensure a uniform recordkeeping  {10/25/13
separate inpider]t review, but all three events system, the ASD provided direction to
were combined Into one incident, Clinical Records staff and later
2. The tacility falled to ensure the rights of clients Residence and Program Managers to
to retain and use, personal possessions and initiate fil fall P ry Card
failed to implament Clients' Personal Property Initate ! g of ali Prope y_ ar S
palicy and procedure which indicated clothing and 6_"0”9 with the Purt_:hlase Orders in
personal property shall be safeguarded, itermized Section 3 of the Clinical Record.
and posted to the Client's Personal Property ¢. Residence Managers will ensure 1072513
Card, Form DS 5260, o that records are submitted o Clinicat
The policy directs that the Residence Manager Records staff for filing on an ongoing
shalf ensure procedures are followed and a hasis. o e -
_cur_rinfr_ pe{;s}onal,prﬁp?rtytcird Shaﬁ b”eb e d. The Residence Manager/designee | 10/25/13
maintained for each client. tems shall be marke : g
and the personal property card identifying the wil gon;dugtoc:;l ra? d;:.)m thd't of Phr operty
brand name, model, size and serial number, The Cards for 50% of cllents on eac
policy did not indicate that changes of rasidence residence quarterly to check for
must be noted and the property inventoried per compliance with the AD, document the
the legend on the Personal Property Card. The audit, provide corfective action where
policy did not indicate staff are to document lost, necessary, and document any issues
stolen or destroyed property on the property card. on the Residence Manager Rounds
Auditing procedures were not implemented to Sheet (RM RS). The Residence
maintain the integrity of personal property and Manager will submit the RMRS 1o the
their records, T_his affected six of 10 sampled and ! Program Director weekly
four focused clients. (Clients 1, 29, 17, 37, 43, e. The Program Director will review 10125113
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| _oopei2013 |

W104-2 (cont'd from page 11)

systemic issues (if any) elevated to the Clinical Quality Management Committee for review/follow up i

discussion, : !
|

f. The Property Cards for all clients identified have been updated and corrected to refloct aceurate [9/2613

information by the Residence Manager(s). 110/25/13
9. Residence Manager(s) provided training to staff on their duties related to Client Parscnai Property. 10/25/13

h. The Trust Audit Committee met, an audit schedule was initiated, with the first audits o include Clients*11/5/13
1,29, 17,37, 43, 47, 64, 69, 77, 79 and 94 as well as random audits of all ICF clients.

i .
i. The Trust Audit process will be overseen by the Fiscal Services Officer: the first audit wili be 110/25/13
conducted during the 4th Quarter of 2013 and quarterly thereafier. ' '

Administrative Quality Management Committee for review.

J- The Fiscal Services Officer will review audit findings and refer concerns and issues 1o the 110/25/13
!
|

k. To clarify the process, the Administrative Directive 276: Client Personal Property was reviewed and

“10/25/13
changes were initated by the Administrative Services Director. \
|
t
|
i
i
|
i
1
f
. !
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drug regimen review requirement affecting one of
10 sampled clients and two focus clients,
(Clients 36, 47, 69) (SEE W314)

9. The facility failed to implement their policy titled

(%4) 1D SUMMARY STATEMENT OF DEFIGIENGIES ; [») PROVIDER'S PLAN OF CORREGTION x)
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (FAGH CORRECTVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE " DATE
DEFICIENCY)
. 104-3 thru 104-8
W 104 Contlnueld From paqe 1 ) W 104 a. The Governing Body is committed 9/26/13
Pharmacist shall review drug regimens of all to ensuring
clients monthly, monitor and report Irregularities *Th Wiy d . .
in drug ordering, administration, documentation, e monthly r.ug reg”.“e“ review
and appropriatenass of use based upon occurs in compliance with Center
applicable State, and Federal regulations and policies and procedures as well as
 standards. (SEE W314) applicable State and Federal
‘ regulations.
4. The facility failed to ensure rights of clients to “Clients are free from unnecessary
be free from unnecessary drugs anc provide medications/treatments,
a]tc:ftive treatment to reduce dependency on drugs *Medications used for inappropriate
affecting one of 10 core sampled and two focus | ; ; i
dlients. (Clients 36, 47, and 69 ) (SEE W128) F;Sav'ors are Incorporated into the
5. The facility failed to ensure 11 clients living on “Medications are not given in lieu of
Residence 15 were free from an unnecessary an active treatment program.
drug for which there was no substantiated use or b. See pages 125124 (See also
active monitoring to support its use. {SEE W128) W128, W290, w312, W314)
6. The facility failed to ensure an *as nesdad W104-9
drug" was not used In lisu of an active treatment it JP Ad7 '
program. This affected one focus client. (Client ' g‘r'g?reﬁl}mCEp?Jer?w:eﬁe;ﬂnNdPMg gi?cal 09/16/13
69) (SEE W290) gency Equipmen \
: o Supplies) on each residence will
7. The facliity failed to ensure drugs used for the monitor daily and ensure compliance
control of Inappropriate behavior were part of ihe to necessary items on the Emergency
Individual Program Plan (IPP) and used within an cartl. This will be documented on form
active treatment program targeted to eliminate ACNS 2069. Expired items were
the specific behaviors for which the drugs were removed and replaced immediately. '
t presribed. This affected one focus client, Clisnt b. The Res. 15 SRPT wiil provide an  [09/16/1 3
1 69. (SEE Wa12) itemized emargency cart review and
8. The facility failed 10 ensure drugs used for the check for egplratlon dates on a
conirol of inappropriate behavior were monitored weekly basis. , ,
closely in conjunction with the physician and the ¢. All Shift Supervisors will monitor fo | 10/25/13

ensure that the Medication Cart and
emergency supplies are clean and
organized daily and take corrective
action as needed. Rounds and any

(Cent'd on Page 13)

FORM CMS-2567(02-89) Previous Varslons Obsolate Event ID:FC5F1

Facility I3: CA170001772

If continuation sheet Page 12 of 234



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

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

{X2) MULTIPLE CONSTRUCTION

A. BUILDING
—

056007 B WING

. NAME OF PFI'O_V!DER OR BUPPLIER STREET ADDRESS, GITY, STATE. ZIP GODE

3530 POMONA BOULEVARD
POMONA, CA 91765

LANTERMAN DEVELOPMENTAL CENTER

05/26/2013

(X4} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFIGIENCIES ID
. {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX
REGULATORY OR LSC IDENTIFYING INFORMATION] TAG

PROVIDER'S PLAN OF GORREGTION
{EACH CCRRECTIVE AGTION SHOULD BE
CROBS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)

PRINTED: 10/21/2013
FORM APPROVED
OMB NO. 0938-0391

(X3) DATE SURVEY
COMPLETED

—
{X3)
COMPLETIDN
DATE

W104-5, W128-1

The Nurse Consultant H investigated the sequence of events involved in this event and noted the
following:

a. After Communily Indusiries staff was contacted by L.A. County Public Health Nurse about possible
scabies exposure to LDC clients, the acting LDC Pubiic Health Nurse consulted with the L.A. County
Public Health concerning the exposure throughout this event,

b. After receiving this information, Community Industries staff notified the Program Director and
Residence 15's Residence Manager (There are clients from Res. 15 that workad in the same area), It
was determined that the Physiclan would decids the course of action 1o be taksn regarding the clients
under their care. According to Public Health guidelines, “... exposed individual is potentially immediately
infectious to others, even in the absence of symptoms. Cases are communicable from the time of
infestation until mites and eggs are destroyed by treatment. (LDGC Infection Control Manual Section 10
Protocol: Scabies) Definitive diagnosis requires microscopic identification of the mite and/or its eggs or
fecal pellets or specimens collected by skin scraping, biopsy or other means. Properly performed skin
scraping will almost always be positive in persons with crusted scabies but are generally negative in
cases of typical scabies, even when performed by experienced operators. A negative skin scraping from
a person with typical scables does not conclusively rule out scabies infestation, mites are easily
recovered, however, in skin scrapings from person with cryste '

ection L.onlrol education on scabies was provided to staff on Res. 15 on 8/22/13 and in Community

Industries on 8/23/13. ‘
d. This event was reviewed at the Infection Control Committee mesting on 10/2/13. Any issues,
coneerns, of new information gathered from the above reports will be shared with the Infection Control
|Committee. Any recommendations following this will be forwarded to the Medical Executive Committee
for follow-up.

e.The Medical Director directed physicians to: foliow LA, County Department of Public Health {or similar
authority) guidelines for prophylactic treatments for scabies or other highly contagious/ communicable
diseases or conditions., The Medical Director instructed all Physicians to raise any issues/concerns for
discussion at the weekly physicians' rounds for recommendations and resolution.

f Any Physician systemic issues/concerns will be elevated 16 Medical Quality Assurance and
Improvement (MQA&I) with recommendations, for review and follow-up.

1 L

58/22/1 3

11/18/13

8/20/13

8/23/13

10/2/13

10/29/13

10/29/13

—
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W 04-3,4,5,6,7,8; W128-2,3,4: W1 59-3; W290-1; W312-1 y W314-1.2,3: W331-14 |

a. The Pharmacist documented a medication regimen irregutarity and recommendation record for Clients| 1g/3/13
36, 47 and B9, ,

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 Restori, Atarax} is prescribed for a medical
condition, but appears to he primarily in use for behavior-modifying effect or thera is frequent use of an

"as needed” medication, the use should be reviewed by the Physician, and an IDTeam meecting held if
warranted.,

10/29/13

10/25/13

912713

10/25/13

f.The use of Restaril for lnsomnia/BehavEdr was
10724143 %l '

pprox)ed by the Therapeutic Review ee on | 10/05/3

1111113
& Pharmacy Services Manager instructed a| Pharmacists to review current Pharmaceutical Policy
and Procedure, "Medication Regimen Review”, specifically focusing-on Section I], 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,
. .
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{cont'd W104-3,4,5,6,7,8; W128-1,3; W159-3; W200-1; W312-1; W314-1,2.3: W331-14) i

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 rsaction 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 laboratory tests needed monitor for the
effects of a medication must be ordered at the required intervals,

5.1f any irregularities are noted or there are recommendations to be made, the Medication Regimen 4
Irregularity 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 the reviewing Pharmacist within 10 working days. All Pharmacists signad a Training and
Development Sheet after completion of the review. _
h. The Pharmacy Services Manager instructied all Pharmacists to review Policy & Procedure
“Psychotherapeutic Medications”, specifically, Sedatives and Hypnotics use - Insomnia. Pharmacists
|signed a Training and Development sheet after completion of the review.
i. The Pharmacy Services Manager forwarded to the P&T Committes the following recommended change
to the current P&P "Psychotherapeutic Medications”, Sedatives and Hypnotics-Insomnia: A step will be
added so that-after aninilial trial pettod Tor the PRN Hypnotic, if the hypnotic is continued, the Pharmadist |
- |will forward a Medication- Regimen Review and-Recommendation-Record to the Physician so that the use
of the PRN hypnotic will reassess the continued need for the medication.
j. To ensure compliance with the medication regimen review process, the Medication Regimen Irregularity|14/4/13
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
|Gommittee; those concerns or recommendations which warrant Govarning Body attention via the-Quality
Management Council.
k. To ensure the IDTeam is notified of decisions made rslated to the Medication Regimen Review and
Recommendation Record process, the Pharmacist will forward a copy of the cempleted form to the
Residence Manager. The RM will convene an 1DTeam meating; the review of the Medication Regimen

Irregularity and Recommendation Record and Physician's comments will be documented in the clinical
record by the |PC,

10/30/13

10/30/13

9/26/13
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removed from current stock In the medication
room. (S5EE W 290)

10. The facility failed to furnish, maintair and
teach clients to use adaptive equipment as

( defined by facility policy titled Client Services -

265 Supportive and Pratective Devices, affecting
one of 10 core sampled and one focus clients,
{Clients 69 and 94) (SEE W436)

11. The facility falled to

provide sufficient support .

{X4) 1D SUMMARY STATEMENT OF DEFIGIENGIES o ] PROVIDER'S PLAN OF CORRECTION %)
PREFIX - [EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFDHMATION) TAG CROSS-AEFERENCED TOTHE APPROPRIATE DATE
DEFICIENGY)
W104-9  (Contd from page 12)

W 104 | Continued From page 12 - W 104 |corrective actions be documented on

Drug Storage Area Inspection, dated February the Shift Supervisors Rounds Sheet

2008 and ensure expired medica) Bquipment was (SSRS) and submitted to the

Residence Manager weekly,
d. All Residence Managers will q
monitor through review of the SSRS
and during weekly roundsfo ensure
that he Medication Cart and
emergency supplies are clean and -
organized and take corrective action if
needed. Rounds and any corrective
~actions wil! be documented on the |
Residence Manager Rounds Shest |

0/25/13

staif to perform staffing duties for the facility, (RMRS). The Residence Manager
diverting Residence 15 sanior psychiatric wili submit the SSRS and RMRS and
technicians and or thelr designee from providing submit to the Program Director
care and services to the clients and performing ,
critical oversight, assignments and supervision of weekiy, , .
staff . (SEE W185) e. The Program Direcior Wl”lenSL!l’.e 10/25/13
that any issues or concems identified
12. The facllity failad to ensure nursing services ~ (Inthe SMRS or RMRS are addressed—| -
| were provided-a-n'd'faileﬁ'tcﬁm_plﬁne_n't_tﬁ:@bﬁﬁ@ .| during the monthly Program Risk
titled "Enteral Feedings ~ - Management Mestings with
(Gastrostomy/Jejunostomy) * as licensed staff did recommendations for any resolution
not verify tube placement acoprding to' policy This of systemic issues (if any) elevated to
aggrétﬁénsr? of 10 sampled clients (Client 79 ) the Clinical Quality Management
: ( ) Committee for review/ follow up
| 13. Hot water temperatures were above {10 d'SCUSS'On'_
degrees Fahrenheit in client areas on Unit 20,
(SEE w428), W104-10
a. The 8hift Supervisor/Residence Lo/20/13
Manager instructed staff immediately
and during Huddle to ensure all _
i ive equipment are
14. The facility policy #325 for Employee - ngnﬁﬁglt\;fdd;gil\;}iyggilg 2; SrdE:ers for
Identiflication Badges, dated 3/27/09, inciuded the all clients by all staf?
following entry: b. The Shift Supervisor ensured that 10/25/13
FORM CMS-2567 (0298} Pravious Versions Obsolels _Event ID:FCSF{1 Facllity ID: CA170001773 If continuation sheet Page 13 of 234
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W111-10 (cont'd from page13)

a recliner chair was placed in the living room -and documented on the Shift Su
Rounds Shest,

0/25/13

10/26/13
!

e. To ensure staff understanding regarding use of client's adaptive equipment, all Residence Managers H 0/25/13
provided training to residence staff on AD 265 Supportive/Protective Devices, :

f. The Shift Supervisor on each shift will monitor and ensure compliance during routine daily rounds
ensuring all supportive/adaptive equipment are administered per physician's orders for all clients and .
documented on the Shift Supervisors Rounds Sheat, taking corrective action when needsd. Rounds and
any corrective actions or concerns will be documented-on the Shift Supervisors Rounds Sheet (SSRS)
and submitted to the Residence Manager weelkly, :

g. All Residence Managers will monitor through review of the SSRS and during weekly rounds to ensure
that all supportive/adaptive equipment are administered par physicians orders 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 subrivit th& SSRS 370 KVIRS and submit to the Program
Director weekly. : - T : s

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

. 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

resolution of systemic issues (if any) elevated to the Glinical Quality Management Committee for
review/follow up discussion.

H0/25/13
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LANTERMAN DEVELOPMENTAL CENTER .

SUMMARY STATEMENT OF DEFICIENGCIES
. {EACH DEFIGIENCY MUST BE PREGEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

(X4} ID
PREFI
TAG

L]
PREFIX
TAG

05/26/2013

PRINTED: 10/21/2013
FORM APPROVED
OMB NO, 0938-0391

(X3) DATE SURVEY
COMPLETED

— |
1X5)

COMPLETION
DATE

W104-11

1.All Program Management Teams meet on a weekly basis to identify the number of staff on duty and
specific residential needs to assure that staff are evenly deployed throughout the program and that ail
services are supported.

2.All Program Nursing Coordinators will assure staffing levels are met and evenly distributed on a daily
basis, The Nursing Coordinators will arrange coverage behind any identified shortage of staff or
emergency need during regular business hours, ,

3.Each Program has established a system that ensures coordination of siaff coverage on a 24-hour basis
outside of regular business hours. The identified residence will arranga coverage behind any identified
shortages of staff or emergency need outside of regular business hours,

4.During the NOC/AM shift overlap, the NOC shift charge will coordinate any staffing issues and forward
the information to the Nursing Coordinator for resolution i warranted,

5. The Program Director will monitor staff deployment and coordination by attending weekly staffing
meeting at least one time per month, to assure that staff coverage is equitable, consistent and is
coordinated by the Nursing Coordinator with input from Residence Managers.

6. Clinical Director ensures Quality Improvement process for staff deployment by receiving and
reviewing weekly overtime reports as well as monthly schedules from each residence. Verbal
recommendations are provided to Program Management by the Clinical Director when changes are
Ineeded-le ensure ongeing quality improvemerst for staff Coordination throughout the clinical areas.

1

9116/13
9/16/13

| 9/16/13

F10/25/13

]
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W104-12 | |
a. All Residence Managers/designees trainad staff on Nursing Procedure 9.5, Enteral Feedings 10/25/13
(Gastrostomy/Jejunostomy) with specific attention to Section I, # 3 Checking for residual.
b..The RN/HSS will monitor for compliance with this procedure by conducting a monthly Medication Pass 10/25/13
Observation Audit on each residence. Corrective actions such as training will be taken as needed and
documented on the audit form. -
¢. The RN/HSS will forward the results of the Medication Pass Observations Audit to the Program
Director, Coordinator of Nursing Services, and Quality Assurance staff, _
d. The Program Director will ensure that any issues or concerns identified in the audit are addressed
during the monthly Program Risk Management Meetings with recommendations for any resolution of
systemic issues (if any} elevated to the Clinica Quality Management Committee for review/follow up
discussion.
W104-13
@) The water temperatures on Residence 20 were checked and adjusted by Plant Operations staff. 10/25/13
b} All residences water temperatures were checked and adjusted the maximum temperature to 110° F by { 14/1/13
Plant Operations staff. '

: a)_Tihe_Nu.rsing..Broced-u-r-es-(-N-F—’-)#—ﬂ-ét:—3-:—-Het—Wa-ter—Tempe-rat-ure—-(':‘h—e—cks-irT6!i'ent—A'GC‘e‘S‘S'J'bIé“Aréa§ and | 1120013
16.5: Bath will be revised by NP Committee to reflect the new maximurn water temperature "not to o
exceed 110° F". ,

d} The Residence Managers/RN/HSS will provide training of the revised NPs to all supervisors and level | 11/30/13
of care staff.

) Residence staff will perform monthly water temperatures checks and notify Plant Operations staff if it is 9/26/13
out of range, _ _ _ . oo . .

f) Plant Operations staff will perform monthly preventative maintenance which includes a water 9/26/13
temperature check and will make adjustments as nesded.

) The Chief Engineer will monitor for compliance monthly. Any system issues will be brought to the

attention of the Chief of Plant Operations, (CPO) and when indicated, elevated to the Administrative

Services Committee for review/follow up discussion. :
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1
W104-14

a. The identified staff members from Residerce 120 and
wearing them per facility policy.

b.The Residence Manager(s) for aff ICF residences
Directive 235, Employee Identification Badges.

c. The Shift Supervisor(s)/designee will check with each
shift to ensure that all staff are wearin
supervisor will provide a temporary n
to wear during that shift.

d. The Shift Supervisor/designee will follow u
badges when they report for work. Shift Supsrvisor will
Supervisor Rounds” tool and submit to RM daily.

e. The Residence Manager will monitor for compliance d
“Shift Supervisor Rounds” tool daily,

f. Program Managerment will monitor for com
rounds at least weekly. Findings of meanage
reviewed monthly at CQM meetings for a m

d

pliance With
ment rounds
inimum of 90

215 obtained their identification Badges and are

provided training to staff on duty on Administrative

staff member on duty at the beginning of their

g their ID badges per the Administrative Directive. The shift
ame badgs for staff that report to work without thelr official 1D badge

p with corrective action for staff that do not have their

ocument compliance/corrections on the "Shift
uring routine rounds as well as during review of
this AD during routine program management

as well as Shift Supervisor Rounds will be
days,

9/18/13

9/20/13
10/25/13
10/25/13

10/25/13

'10/25/13
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Al staff, contract employees, volunteers and
visitors are required to wear [facility name] issued
identification badges (ID badges) in plain sight at
all times while on campus, During observations
on 9/17/13 at 11:15 AM, on Hesidence 20, three
direct care staff were observed without

- identification badges. One staff stated that her
badge was wet and two additional staff stated that
. | their badges were in the car. On Residence 15,
thréie additional staff were observed without
identification name badges, on 9/16/13. One staff |
was a float from another residence, working
overtime,

15. An exit door near room 27 on Unit 20 that was
supposed to be locked was left unlocked. On
8/16/13 at 10:30 AM, the surveyor entered Unit
20 via an exit door, Two signs were noted on the
inside of the door that read, "Plsase keep door
locked at all times* and "Not self locking please .

e _._.______I.ack_manuaIIy.ﬂ-vThere—wereJ."afsteps—Ieading-u-p-to-—----

the door that created a potential accident hazard
for clients,

During an interview with unit staff on S/16/13 at
10:45 AM staff stated that,"the door should be
locked.”

1 16. During an interview with Mator Pool staff on -
9/26/13 at 10 AM, staff stated that three to four
vans used to transport elients were not in service
due to air conditioning issues. Weather
temperatures had been in the 100 degrees range.

17.The facility failed to ensure the client
environment and kitchen was safe, sanitary and
maintained for clients, staff and visitors as
evidenced by the following;

STATEMENT OF DEFIGIENCIES (X1} PROVIGER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
05G007 B, WiNG N 09/26/2013
-
NAME OF PROVIDER Of SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
LANTERMAN DEVELOPMENTAL CENTER 3930 POMONA BOULEVARD
POMONA, CA 91789
P4 1o SUMMARY STATEMENT OF DEFICIENGIES iD PROVIDER'S PLAN OF GORRECTION (%)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPAIATE DATE
. . DEFICIENGY)
. W104-15
W 104 | Continued From page 13 W 104

|b. Training was provided by the 9/18/13

a. The identifled door was locked by 9/16/13
residance staff immediately once
reported by the surveyor,

Residence Manager (RM) to the staff
on duty on the Rasidence Access
Plan that includes docrsfrooms that
are identified to be unlocked on the
residencs and those doorsfrooms
identified to be locked on the
residence as well as ensuring staff
follow pested information on
doors/rooms.

c. The Shift Supervisor will monitor for 10/25M13
compliance with the Residence
Access Plan and posted signs on the
residence during the shift daity and
document on the Shift Supervisor
(SSRS) Rounds Form.

d. The Residence Manager {(RM) will | 10/25/13
menitor for compliance with the
Residence Access Plan/posted sighs.
by reviewing the SSRS and making
rounds weekly, taking corrective

action if needed. Rounds and any
corrective actions will be documented -
o the Residence Manager Rounds
Sheet (RMRS). The Residence
Manager will submit the SSRS and
RMRS and submit to the Program
Directer weekly,

e. Program Management will 10/25/13
randomly monitor during rounds at
least monthly and decument on the
24-Hour Report. Corrective actions

will be taken as neaded and reported

FORM CMB-2567 (02-88) Previous Verslons Obsolale Event 1D FC5F11
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\W104-15 (cont'd from page 14)
to the Shift Supervisor or Residence Manager for documentation on the Rounds Sheet, 10/25/13

f. The Program Director will ensure that any issuss or concems identifiad in the SMRS or RMRS 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 Committee for
review/follow up discussion.

W104-16

a. No client activities were cancelled due to the in-cperation of air conditioning in the 3-4 vans, however
ali efforts will be made to ensure that vehicles are in geod repair and available to provide transportation
for client activities, . :

b. The General Services Administrator | (GSA 1) will monitor to.ensure availability of adequate vehicles in
good operaling condition to support ali client activities. .

c. Any conceins identified by the General Services Administrator | will be brought to the attention of the
Administrative Services Director for resolution.

d. The Shift Supervisors and DTAC Coordinators will monitor during routine rounds to ensure activities

10/25/13

10/25/13
10/25/13

10/25/13

occuras_planned-and ..w'r.lLma-ke-ne-te—i—f—av—ail-a-b-i-l—ity—--of—vans-/transp'oﬁati'on*a'rqimpaczing" pianned activities
(or impacting scheduling of future aclivities}. The Shift Supervisor will identify issues and corrective
actions (if any} on the Shift Supervisor Rounds Sheet, submitting to the RM weekly. The DTAC
Coordinator wilt note on DTAC Classroom Rounds Sheet; any corrective actions will be documented in
an email lo the appropriate Program Manager.

e. The Residence Manager or Program Manager will elevate any transportation-related issues on an as
needed basis. The mode of communication will depend on the complexity.of the.issue- may be resolved
via phone call to GSA |: system concerns may be brought to attention of Clinical Director or
Adminisirative Services Director. Issue resoiutions (if any) will be discussed and documented at
Administrative Services Quality Management Committee (AQMC) '

J

10/25/13
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W 104 | Continued From page 14 ' W 104 7 a :
_ a. The tree branch near Residence 20 [09/23/13
. was removed from the area b
a. On the morning of 9/18/13 at the Northwest | G?jur?drg svtaﬁ m area by
corner of the intersedtion of Cresent and b T tlhA t the client 10/25/13
Diamond Bar Streets near Residenca 20 alarge - 10 ensurel atine clien N
branch of the pine tree was observed 1o have environment is safe and maintained for
I partially fractured. Approximately 5 to 6 fest - [clients, staff, and visitors, the campus :
+ beyond the fracture the branch had been will be checked for downed tree 10/25/13
removed. branches on a daily basis by Grounds
staff,
Obn 91 Q?IEI% the su;vey tear;] received a complair'mt c. The Supervisor of Grounds will .
e danegat & rumbes ot sare o e oo sl on @ weedly basisto | 10/26/13
parking lot. Subsequent facility staff interview ensure a'JI ree branches are attached
confirmed that this did occur in the back yard and and/or p'CK,Ed ‘%p- 10/25/13
parking lot of Residence 54 on 9/16/13. Faility d. A tree trimming contract has been
administrative staff stated this incident had not developed and is scheduled to begin,
besn reported to the California Department of The Chief of Plant Operations wilt
Public Health because it didn't meet thelr monitor for completion.
requirements to do so. e. The Chief of Plant Operations will | 10/25/13

 ensure that corrective_actions-are- |- .|

e | Observation-of the-backyard of Residence 54—~ taken when indicated and wilt elevate

revealed a number of axtremely large Ficus trees.

The one closest to the parking fot had been o the Admlnls‘trat!ve Services :
removed leaving a very large stump, Damage to committee for unresolved or systemic
the corner of the patio roof nearest the parking concerns. To ensure that the client
was observed. Driving through the faciity, a very environmenl continues to be safe,
 large number of extremely tall and full branched sanitary and maintained for clients,
trees were observad, staff, and visitors, the Chief of Plant

Operations may develop or extend

On the morning of 9/25/13 at B.05 AM, at the other outside contracis.

Southwest corner of the intersection of Cresent
and Diamond Bar Streets in the backyard of-the
Program 2 Vocational Center, a large branch of a
Pine Tree there had fractured to where one end
had fallen to the sidewalk, This branch was
approximately 15 yards long and could have
severely injured any Individual if they had besn
walking there.
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alf staff, 2) all debris is removed from the HR! reom on the residence by all staff.

b. Housekeeping staff picked up litter and cleanad area surrounding Residence 15,

c. The torn baseboard strip on Residence 15 was repaired by Plant Operations staff.

d. The shovel and the debris on the patio were removed immediately by Residence staff,
e. All flies and gnats were eradicated on Residence 20 by pest control staff,

patio cleaning at least weekly for Residence 120,

and all furniture.

basis and have increased the number of staff assigned to clean Residence 20.

the residence.

if needed.

manner.
area surrounding the residence is litter free.
and take corrective actions if heeded. Findings and concerns will be included in their reports.

sanitary and maintained for clients, staff, and visitors, and take corrective action as needed,

Supervisors Rounds Sheet (SSRS) and submitled to the Residence Manager weekiy.

STATEMENT QF DEFICIENCIES (X1) PHOV|DERISUPPLIEH.’CL|A (X2) MULTIPLE CONSTRUCTION [X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
05G007 B. WING 09/26/2013
NAME OF PROVIDER OR SUPPLIER STHEETADDHESS, CIry, STATE, ZIP CODE
. 3530 POMONA LEV,
LANTERMAN DEVELOPMENTAL CENTER POMONABOULEVARD
POMONA, CA 91769
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDEA'S PLAN OF CORRECTION (%5)
PREFIX _(EACH DEFIGIENCY MUST BE PREGERED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LBC IDENTIFYING ]NFOHMATION] TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
i
1
W104-17b-g; i

a. The Residence Managerfdesignee on Res. 15 gave instruction to staff, both immediately and during ' 9/20/13
Huddle to ensure: 1)all debris/cigaretie butts/broken furniture are removed surrounding the residence by

f. The Program Assistant contacted the Supervisor of Vocational Services via a-mall requesting routine l 10/23/13
g. Housekeeping Department staff did a thorough cleaning of the residence, including ali kitchen drains ; 9/21/13
h. Housekeeping Department staff thoroughly clean all sink, fioor, kitchen and shower drains on a weekfyl 912313
i. The Pest Control Technician and contracior continued to provide regular inspections and treatments to | 11113
J. The General Services Administrator | wil! monitor for compliance and ensure that the pest control 10/25/13
contractor will be requested to provide a weekly service call where each rasidence is inspected for :

insects:” Concerns will be addréssed as appropriate, and slsvated to the Administrative Services Director

k. To ensure that the client environment is safe, sanitary and maintainad for clients, staff, and visitors: 10/25/13
“The Chief of Plant Operations 11l wili monitor work orders to ensure they are responded to in a timely

*Housekeeping staff will check area surrounding residences on a daily basis to ensure that the outside
*Supervising Housekeeper | will conduct periodic inspections of the outside areas of the residence
. *All Shift Supervisors will monitor during daily rounds to ensure that the client envirenment is safe,

Environmental Rounds are documented on the 24-Hour Report. Othier rounds and any corrective actions
{such as removal/disposal of debris/cigarette butts/broken furniture} will be documented on the Shift

9/20/13
10/25/13
| 9/16/13
! 9127113

.
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W104-176-g (continued from pg 15a)
W 104 | Continued From page 15 W 104
On the afternoon of 9/25/13, two facility l. Housekeeping Supervisors will 10/25/13
groundskeepers were observed looking at trees include information regarding the
on the facility campus. When interviewed at 3:20 cleanliness of the outside
PMkc_me, m;_ﬂ;e fgtrounds kbeepers Saci]d I:hey wdereF areas of the residences in the monthly
maxing a list of trees to be timmed. He said, "For ‘ . : :
three years there was no money to trim trees. s’I[aff T%e,:'n%i" c_orjcter?s ('E’any.) wilt be
Now all of a sudden there is money." He also e eva' ed 1o Administraiive ?NIC?S
stated that there must be about 2.500 trees on Quality Management Committee if
- the Tacility grounds. ' necessary.
m. All Residence Managers will 10/25/13
On the morning of 9/26/13, the issue of fack of monitor through review of the SSRS -
operating direction related to inadequate tree and during weekly rounds to ensure
maintenance was discussed with administrative that to ensure that the client
staff. The most rocent record of tree trimming ‘environment is safe sanitary and
was fequested and received. maintained for clients, staff, and
An invoice for a tree service was issuad 4/41/12 visitors, and take corrective actlor} if
for tree service performed in March 2012 was neelded. Rounds and any corrective
produced. Howaver, the scope of that service actions will be docurnented on the
was grossly inadequate as evidence by the large Residence Manager Rounds Sheet
number of untrimmed trees and active faliing (RMRS). The Residence Managerwill |
branches T T Isubimii the SSRS and RMRS and
submit to the Program Director weekly,
. - i i r will moni
b. Observations beginning on 9/16/13 at 11:30 QUEI—E © rzzﬁc{i:s(t:c? Z?;:?:ﬂh‘gt the Cr?i;rt 10/25/13
AM, revealed the entry to Residence 15 was ng . , d
littered with two plastic disposable gloves, - environment is safe, sanilary an
cigarette butts, paper trash and fallen follage from maintained for clients, staff, and
surrounding trees and bushes. There was a visitors, at least weekly and take
wicker desk outside the front door with several corrective action as needed. Rounds
i neglected dried plants. This area was observed will be noted on DTAC Classroom
' unchanged through 9/16, 9/17, 9418 and 9/19/13 Rounds Sheet: any corrective actions
until brought to the attention of staff after t will be documented in an email to the
o. Program Management will randomfyl 10/25/13
Interview with staif on 9/19/13 at 11:30 AM monitor Suring rounds at least monthly
confirmed no clients smoked cigarettes on the and document on the 24-Hour Report.
residence and the bults must have been left by | Corrective actions will be taken as
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L Interview with the facility staff indicated the

| smelled strongly of urine,

 revealed B/15/13 was the Jast time the restraint
;Toom was used ‘ indicating the room

-provided by Standards Compliance department

staff. The Residance Mangger indicated
environmental rotinds should be conducted every
shift, but there was no documentation to shaw
rounds were conducted,

environmental rounds should be completed by
the senior staff each shift or their designee
howaver performing staffing duties and
assignments can keep them occupied

c. Observation on 9/16/43 at noon on Residence
15 revealed a bedroom with soft tie restraints set
up on a bed. Solled clothes, plastic bags and
sheets were laying on the floor. Pieces of PVC
pipe were leaning against a wall and on top of the
wardrobe closet. A music magazine was laying on
the bed. A privacy screen leaning against a wall
was soiled and broken. in the open wardrobe was
a grey glove and restraint mittens. The room

Concurrent inferview with the Residence Manager

had possibly been used or left in an unsanitary
condition for over a month. The Residernce
Manager indicated environmental rounds should
be conducted every shift, but there was no
documentation to show who and if these rounds
were conducted. Interview with the facility staff
indicated the environmental rounds should be
completed by the senior staff each shift or their
designee however performing staffing duties and
assignments can keep them ocoupied,

Review of the facility wide restraint log report

failed to show that any restraint usage was

Supervisor or Residence Manager for
documentation on the Rounds Sheet,
p. The Program Director will ensure
that any issues or concerns identified
inthe SMRS or RMRS are addressed
during the monthly Program Risk
Management Mestings with
recommendations for any resoclution
of systemic issues (if any) elevaled to
‘the Clinfcal Quality Management

| Committee for review/follow up
discussion.

(Xa) O SUMMARY STATEMENT OF DEFICIENCIES D PRCVIDER'S PLAN OF GOSRECTION {x5)
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' W104-18
W 104 | Continued From page 17 W 104
feported for the month ofAuggs_st 2013, despite a. The swamp cooler was relocated in 9/18/13
avidence to the contrary. Additionally, the fagility a position to not ba in the direction of
indicated in opening statements during the ; P
entrance Executive and Management teams had igodkpi:epéegﬁtlon by the Sup ervising
been making rounds on the resldences but the ook Hl ( )
environment and restraint room had gone b. The swamp cooler was thoroughly 1971813
! unnoticed. cleaned by the SCII,
¢. The swamp cooler will be routinety 10/25/13
| d. Observation on 9/24/13 at 7 AM in in group cleaned by the Cock Specialist ||
living area on Residence 15 revealed a torn bi-monthiy. :
baseboard strip puiled several feet off a wall d. The SCIl will menitor for - 10125113
presenting a danger to clients and staff. compliance monghly by compieting
Observation of the fenced patio, Residence 15 on monthly rounds
9/23/13 revealed broken wood chairs inthe Y co | t hi
middle of the patio and two office chairs on ¢. The plastic panel was eroughry 9119113
wheels which potentially placed clients, staff and cleaned by .the SCil. . .
visitors at risk for injury. f. The plastic panels will be cleanad 10/25/13
on a routine basis and as needed.
e. On 9/16/13 at 11 AM, during an observation of g. The plastic paneis will be checked 10/25/13
the outside patio on Unit 20, debris, paper _menthly by the SCIi, . |
— | wrappers, and a shovel were_noted-on-the- -~ - |- 1h.The water was 'rriopped'by aFood |g/18/13
grourjd. , Service Technician.
f."During a lunch observation on 9713 at 12 . Plant Operations repaired the 10/25/13
PM, flies were noted in the dining room on condenser. ,
Residence 20. A level of care staff was seated I The SCII will check the condenser | 10/25/13
next to a client at the dining table assisting her on a routine basis to ensure it is
with her meal and was observed waving her hand operational during rounds. '
to keep the fly away from the ciient's food. k. The Director of Dietetics will 10/25/13
) o monitor for compliance monthiy ,
g. Gnat type insects were noted in Unit 20's during rounds.
nursing station on muttiple days of the survey, |. The frozen pork was dated by the 9/18/13
1B. Accompanied by the Director of Dietetics on SClI. '
9/18/13, commencing at 11:10 AM, the following m. The bags of bread crumbs and 919113
observations were made in the main Kitchen, thickenar were immediately discarded
by the SCII.
a. Inthe main production area, a swamp cooler n. The staff was trained to not store 10/24/13
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I were observed with a large amount of hlack
i debris, resembling mildew,

: ¢. A condenser had malfunctioned and water was
observed on the floor beneath it.

- 7]7E.7I7r1!‘[{37§;§{ 20 B, frozen pork was undated,

e. Two 20.5 ounce plastic bags of bread crumbs
_ 1 and two 20.5 ounce plastic bags of thickener
. were observaed stored on a low shelf in the
kitchen area. The bags were wet. Statf present
i stated, "They shouid have been picked up bafore
" washing the floar."

I f. Two tilting skillets and a steamer were out of
1 order, Staff present stated that the parts were
ordered approximately two months ago.

' g. Water was observed on the floor In
Refrigerator 21, Multiple refrigerators/fireszers
were out .
of order, icyctes were observed hanging down
from freezers and multiple freezers had

i protruding blocks of ice on the floor creating &

(X4] 1D SUMMARY STATEMENT OF DEFIGIENGIES ! k :
PREFIX I (EACH DEFICIENGY MUST BF PRECEDED BY FULL PREFIX (EAGH GO ACTON SHoOD 8e | contPron
TAG REGULATORY R LSC IDENTIFYING INFORMATION} ‘ TAG CROBS-AEFERENCED TO THE APPROPRIATE DATE
f' DEFICJENCY)
W 104 ' Gontinued From page 18 W 104 Eoogéil.ie., breadcrumbs) on that shelf
| of 8 largs tiered rack of baked 4 Y
pples. The tubing ; .
of the swamp cooler, where the coo) area exited, 0. The 5CHI V.w” monlltor d@tes on - 10/25/13
l had a large amount of visible black debris coating productls during routine kltch_en .
the inside of the tube. The survey staff was able nspectons and take corrective action
to wipe the debris off with a paper towe), where warrented.
: . ‘ p. The Director of Distetics will monitor| 10/25/13
'b Hangmg plastic panels, rqca_ted atthe entrance for compliance menthly during rounds.
+of a walk in freezer in the distribution area, q. One tilling skillet was repaired by , 10/25/13

Plant Operations. |
r. It was concluded by the SCII that the 10/24/13
- other skillet and steamer was not !
needed.

b's. The SCII will monitor equipment for
- working order during routine kitchen
inspections. !

t. Water and ice were ramoved from all ‘918713
refrigerators / freezers by the SCII. !

u, Plant Operations checked the

. refrigeration / freezer units involved.

|
j 10/25/13
|

 9/29/13

working order during monthly routine
kitchen inspections.
w. The rubber ring was cleaned bya | 9/18/13
Cook Specialist 1.
x. The SCII will monitor the rubber 10/25/13
rings for cleanliness on a monthly
basis. '
y. The Director of Distetics will monitor! 40125713
for compliance monthly by compieting ;
rounds,
z. The disposal company was . 818113
contacted to replace the bin withouta
v lid by the Material and Stores
Spacialist.
9/20/13

aa. The new bin arrived on and was
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W 104 |'Continued From page 19 W 104 1put in place.
potential accident hazard for staff, bb. The SCII will monitor to ensure the 10/25/13
: ' bin is closed during routine kitchen
h. The rubber rings at the base of the steam inspection.
kettles had black debris embedded in the rubber. cc. The Director of Distetics is
-1. One outside debris disposal bin was observed responsible to ensure njonltor_lng .
: ; occurs and that corrective action is
uncovered. with no lid. . .
taken wnen indicated. Any systemic
19. During initial observation on 9/46/13 at 10:50 Issues will be elevated to the
AM in Residence 29's patio, the following was Ad_mlnlstra_tlve Services Quality
noted: Management Committee (AQMC)
a. Three bikes were not properly maintained, Al
three had flat tires and seats were torn and dirty
exposing its padding.
b. Dried leaves were all over the patio area and
water fountain. The water drainage for the gutter
was stuffed and covered with driad Jeaves.
6. One blue dirty shirt was found lying on the
ground.
d. A dead dried piant on the guiter, B
. |.&. Dirfty umbrelta and.mat - T -1
During an interview with the Residence Manager
(RM) on the same day at 10:55 AM, he stated W104-19 20
that there was no wark order submitted to repalr ! ; :
the bikes. He also stated that the cleaning craw a. The three bikes alnd Onc?. d|r§y Elue g 6/13_
from Community Industries comes in once a shirt were removed immediately by
week to clean their patio. residence staff. . ‘
: : b. The case of soda was immediately [9/16/13
20. During observation on the same dayat 11:10 removed upon discovery by residence
AM inside Resldence 29, the following was noted: staff. The RM reminded staff to store
a. Multiple cans of Mountain Dew inside a box food in the breakroom.
were found inside room 21 (Fire Room Panel). c. Toilet paper was placed in the 1 9116/13
gi.n\::.fggerrt fountains had old water deposits on the dispenser by housekeeping staff, ;
- - d. Housekeeping staff cleaned the
¢. No tollet paper inside the bathroom (room 31). . .
pap . ( ) water fountain on Residence 29 and
During an interview with the Residence Manager removed the water deposits on the
{RM) on the same day at 11:15 AM, he stated that sink part.
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around the rim of the sink,

24, During an interview with the Benefit Insurance

through review of the SSRS and
during weekly rounds lo ensure

(X4 1D SUMMARY STATEMENT OF DEFICIENGIES B PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
) e. Community Industries was 9/16/13
W 104 | Continued From page 20 W 104 [sontacted to clean the patio per
he didn't know who the drinks belong to. He contract,
stated that there's a break room for siaft andg the i A Work Order was Submitted to Clean 9/17/1 3
drinks could have been left over from the patio the gutters and remove all extraneous
party. debris from the patio and entryway of
During an interview with the Psychiatric 229 . . )
Technician (PT) of the-night shift on 9/17/13 at 9. Housekeeping staff (Custodian) will | 10/25/13
B:25 AM, he stated th l=nte in the - |clean water fountain on a daily basis :
residence and ensure toilet paper is available in
and all had access to all bathrooms. Housekeeping staff will
leave extra toiist paper on the
o . Custedian cart in case toilet paper
:121. %Lgﬂgf;f;sfewaﬁons conduct%d on 9/17/13, at runs oui after hours, .
1:3 » the following was noted: ‘ i : ;
a. In Room 3180, the toilet seat cover dispenser h rlousekeeping Superyiso'rskwllld 10/25/13
was empty. in addition, the toilet seat was noted inspect the water fountam sink an
to be wobbly, check for adequate toHej paper supply
b. In Room 3152, a client's family photo frams weekly to ensure compliance and take
was observed on the floor. During a concurrent corrective action as warranted.
interview with staff, he stated a work order had i. All Shift Supervisors will monitor 10/25/13
been submitted on 8/9/13, but no one had come - .. _|during daily rounds to ensure the—— | . - . | .
f————lehangtheframe.—————— residence environment is safe, repairs
22. During cI:bs?rlxlfatE?ns conductedd on /2413, at are identified, work orders submitted
10:40 AM, the following was noted: . ’ ’
a. A large rack of chairs were observed in the and items are properly stored, and
patio area. The chairs were noted stained, rusted takg correclive action as needed,
and broken down. There were also broken plastic Environmental Rounds are
chairs stacked at the corner of the patio. documented on the 24-Hour Report.
During a concurrent interview with the iPC Other'rounds and any corrective
{Individual Program Coordinator), she stated she actions (such as removal/disposai of
was not sure how long the chairs had been stored debris/cigarette butts/broken furniture) !
there. She stated the clients ware no longar using will be documented on the Shift
the chairs and should have been removed from Supervisors Rounds Sheet (SSRS)
the patio. ) )
23. During observations conducted in Residence and submilled to the Residence
23 on 9/24/13 at 11:30 AM, Room 2340 hand Manager weekly. o
washing sink had large amount of black stain . All Residence Managers will monitor 10/25/13
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W 104

Wit

Continued From page 21

Officer an 9/25/13 at 11:42 AM, she stated that
the original receipts of cash purchases were sent
to the trust office for filing. The residence kept
copies of the receipts. .

a. The property card of Client 12 was reviewed on
9/25/13 at 1:45 PM. The review indicated one
Connect Four game was listed on the property
card, The purchase receipt showed that two
Connect Four games were purchased.

b. On the same day, the trust account file for
Client 12 indicated that an amount of $44.88 was
requested and approved. There was no receipt to
indicate what the amaount was used for,

c. Focused Client 92 had a cash request of
$44.88. There was no receipt to indicate what
the amount was used for.

d. Client 93 had a request for $44.88 and was
approved, There was no receipt to indicate the
what amount that was used for. .

On 9/26/13 at 8:10 AM review of the policy titled,
'Client's Personal Property dated 10/25/07, 2.1

Residence Manager; 2.1.5 Maintain a current |

personal property card for each client; Item such
as... 2.1.6. Keep the purchase order copy on file
for & minimum of 2 years to..."

483.410(c)(1) CLIENT RECORDS

The tacility must develop and maintain a :
recordkeeping system that documents the client's

i health care, active treatment, social information,

and protection of the client's rights,

This STANDARD is not met as evidenced by;
Based on observation, interview, and record
review the facility failed to maintain an accurate
record keeping system for one focus sampled
clients. (Client 63)

hat the client environment is safe,
sanitary and maintained for clients,
staff, and visitors, and take corrective
action if needed. Roupds and any
corrective actions will be documented
pn the RM Rounds Sheet (RMRS).
The RM wiil submit the SSRS and
RMRS and submit to the Program
Director weekly. '

k. The DTAC Coordinator will monitor
during rounds to ensure that the client
environment is safe, sanitary and
maintained for clients, staff, and
visitors, at least weekly and take
corrective action as needed. Rounds
will be noted on DTAC Classroom
Rounds Sheet; any corrective actions
will be documented in an emait to the
appropriate Program Manager,

. Program Management will randomly
menitor during rounds at least monthly

W 104

Corrective actions will be taken as
needed and reported {o the Shift
Supervisor or RM for documentation
on the Rounds Sheet.

m. The Program Director will ensure
that any issues cr concems identified
in the SMRS or RMRS are addrassed
during the monthly Program Risk
Management Meetings with
recommendations for any resolution of
systemic issues (if any) elevated fo the
Clinical Quality Managsment
Committee for review/follow up
discussion,

W 111

“land doclifient on the 24-Hour Report. |

10/25/13¢

10/25/13

10/25/13 |

10/25/13
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W104-21, 22 i
a. Toilet seat covers were placed in the dispenser by Housekeeping staff, 509/16/1 3
b. The wobbly toitet seat in Room 3160 of Residence 31 was repaired by Plant Operations staff. 10/25/13
c. Housekeeping staff (custodian) will check dispensers frequently to ensure that toilet seat covers are 10/25/13
always in dispenser. Housekeeping stafi will leave extra toilet seat covers on the Custodian cart in case
toilet seat covers are needed after hours.
d. Housekeeping Supervisors will monitor dispensers to ensure availabifity of toilet seat covers on a M0/25¢13
weekly basis . :
€. It was determined that the family picture found on the floor in room 3152 was recently taken down _ lioiai13
from the wall in preparation for the client's pending placement. {client # 51 was placed into the 5
community}. In the future, personal items will be stored in a box or trave! case until the client is ready to
move, : ‘ :
f. Additionally, the Residence Manager and Shift Supervisors will review and provide training with all 10/25/13
staff on duty on Administrative Directive # 276 Clients’ Personal Property. :
d. Upon receiving personal items on the residence, the Residence Manager/ Shift Supervisors after 10/25/13
Deing notified via the 24 Hour Report, will send a Work Order to Plant Operations to hang personal items
appropriately in clients’ room, :
. The Residence Manager will follow up on work orders that have not been completed in a timely 10/25/13
manner io ensure_olian.ts_ha.v.e_theirfperserna—kirtems--ta—enjoy. - -
I. The rack of rusted chairs and stack of broken plastic chairs.were immediately removed from the patio |9/24/13.
and condemned,
|. The Residence Manager/Shift Supervisors completed a Property Move Request for Propeity to pick up 10/25/13
broken chairs or fumniture for repair or condemning.
k. The Residence Manager and the Shift Supervisors will review and provide training with all staff 10/25/13
regarding equipment storage, The Residence Manager or Shift Supervisor will ensure that any broken
ehairs or furniture to be condemned are stored in anon-client area until Property picks them up,
.. All Shift Supervisors will monitor during daily rounds to ensure the residence environment is safe, 10/25/13
repairs are identified, work orders submitted, and items are properly stored, and take corrective action as
needed, Environmental Rounds are documented on the 24-Hour Report. Other rounds and any
corrective actions (such as removalldisposal of debris/cigarette butts/oroken furniture) will be
documented on the Shift Supervisors Rounds Sheet (SSRS) and submiited 1o the Residence Manager
weekly, 10/25/13
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(cont'd from page 22a) I
m. All Residence Managers will monitor for compliance through review of the SSRS and during weekly 1755713
rounds. Rounds and any corrective actions will be documented on the RM Rounds Sheet (RMRS). The
RM will submit the SSRS and RMRS and submit to the Pregram Director weekly.
n. Program Management will randomly monitor during rounds at least monthly and document on the 10/25/13
24-Hour Report. Corrective actions will be taken as needed and reported to the Shift Supervisor or RM
for documentation on the Rounds Shest. !
0. The Program Director will ensure that any issuss or concerns identifiad in the SSRS or RMRS are ;1 0/25/13
addressed during the monthly Program Risk Management Mestings with recommendations for any :
resolution of systemic issues (if any) elevated to the Clinical Quality Management Committee for
reviewffollow up discussion. : : '
W104-23
a. Housekeeping staff (Custodian) cleaned the hand washing sink and remaved the black stain 0/1/13
surrounding the rim of the sink . ‘
b. Housekeeping staff (Custodian) will cisan sink on a daily basis to ensure that it does not 10/25/13
develop any residue causing it to become staiped.
c. Housekeeping Supervisors will monitor the hand washing-sink weekly to-ensure-the-sink is-clean-and 10/25/13
take corrective action.if needed. - S
| All Shift Supervisors will monitor during daily rounds to ensure the residence environment is safe, 10/25/13
repairs are identified, work orders submitted, and items are properly stored, and take corrective action as
needed. Environmental Rounds are documented on the 24-Hour Report. Other rounds and any
corrective actions (such as removalfdisposal of debris/cigarstte butts/broken furniiure) will be
tocumented on the Shift Supervisors Rounds Sheet (SSRS) and submitted to the Residence Manager
weekly. ' .
m. All Residence Managers will monitor for compliance through review of the SSRS and during weekly  Hom5/13
rounds. Rounds and any corrective actions will be documented on the RM Rounds Sheet (RMRS). The
IRM will submit the SSRS and RMRS and submit to the Program Director weekly.
n. Program Management will randomly monitor during rounds at least monthly and document on the 10/25/13
24-Hour Report. Corrective actions will be taken as needed and reported to the Shift Supervisor or RM
for documentation on the Rounds Sheet. J
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review/follow up discussion,

W104 #24 a-d

July 2013,

purchase. '

addressed during the monthly Program Risk Management Mestings with recommendations for any
resolution of systemic issues (if any) elevated to the Clinical Quaiity Management Committee for

a. Trust Office contacted Vendor and requested a duplicate copy of the receipt for the items purchased in 10/25/13

b. New procedure has been established to have the vendor provide a receipt for any future purchases,
“lc. Trust Officer will monitor purchases from vendor to ensure that a receipt is provided at the time of

d. For further monitoring, auditing, compliance steps, please see W104.2 beginning on page 11,

A. BUILDING : COMPLETED
B,
05G007 WING 09/26/20173
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
: 3530 POMONA BOULEVARD
LANTERMAN DEVELOPMENTAL CENTER
POMONA, CA 91768
(¥4 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION x5)
PREFIX . {EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENGY)
0. The Program Director will ensure that any issues or concermns identified in the SSRS or RMRS are 10/25/13

10/25/13

10/25/13

1
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, W11
W 111 | Continued From page 22 W 1T s, The Shift Supervisor/Residence Manager| 09/20/13
instructed staff immediately and during
Findings: Huddie to ensure all supportive/adaptive
equipment are administered per physicians
' orders for all clients by all staff.
During observations of Client 69 on 9/16/13 thru b. The Shift Supervisor ensured that a
9/18/13-at varied times (end of NOC shift, AM recliner chair was placed in the living room | 09/16/13
and PM shiftin the dining room, day treatment for Client 89 and documented on the Shift
center, and in residence group areas), he was Supervisors Rounds Sheet, A wedge was
observed not wearing Ted Hose (compression piaced al the foot of the bed to ensure legs
Stocking) and was not encouraged to elevate his lare elevated to tolerance.
legs or provided equipment to do so, c. To ensure staff understanding regarding
; use of client's adaptive equipment, all 11/4/13
Residence Managers provided training to :
residence staff on AD 265;
Supportive/Protective Devices.
d. The Shift Supervisor on each shift will :
monitor and ensure compliance during 10/25/13
routing daily rounds ensuring all
supportive/adaptive equipment are
administered per. physician's orders for all
clienis-and documented-on-the-Shift e
....1Supervisors Rounds Sheet, taking
corrective action when needed. Rounds
and any corrective actions will be
documented on the Shift Supervisors
Rounds Sheet (SSRS) and submitted to the
Residence Manager weekly.
e. The Shift Supervisor will ensure that the
, ) , . HSS/Physician/IPC are notifiled if the clien{ 09/16/13
In an~|nltew|evg \f‘“th the Health Serwc_es does not tolerate the supportive fadaptive
Specialist, Individual Program Coordinator and equipment, and that the appropriate
Residence Manager on 9/25/13 at 2 PM, Client documentéﬁon is completed
69's Ted Hose and elevation of legs were 1. All Residence Managers Wil] monitar
discussed. There was confirmation the Ted Hose ’flhrough review of the SSRS and during 10/25/13
documentation was not ac;urate and a:Taﬁ weekly rounds 1o ensure that all :
training issue was identified regarding the ; . .
slevation of Client 69's legs. (SEE W436) . Zgﬁgg‘t"e‘?feaddﬁgf‘éifgg:srﬂeg:dﬁ and
W 112 112

483.410(c)(2) CLIENT RECORDS

take corrective action if needed. Rounds
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' W111 continuation
W 112 | Continued From page 23 W 112| and any corrective actions will be
documented on the Residence Manager
The facility must keep confidential all information Rounds Sheet (RMRS). The Residence
contained in the clients' records, regardiess of the Manager will submit the SSRS and RMRS
form or storage method of the records. and E;melt to the Program Director
waekly.
g. Program Management will randomly 10/25/13
This STANDARD s not met as evidenced by: monitor during rounds at least monthly
Based on observation, interview and record and document on the 24-Hour Report.
review the facility failed to protect confidential Corrective actions wili be taken as heeded
information from being photographed by its and reported to the Shift Supervisor or
autside consultants. This affected two clients Residence Manager for documentation on
outside the core sample, Clients76 and 100. the Rounds Sheet.
h. The Program Director will ensure that
Findings: any issues or concerns identified in the 10/25/13
SMRS or RMRS are addressed during the
Upon arrival at the facility on 9/17/13 at 10:30 AM monthly Program Risk Management
a metal sign posted near a stop sign at the Mestings with recommendations for any
facility's entrance requested visitors respect the resolution of systemic issues (if any)
privacy of individuals. The notice also prohibited elevated to the Clinical Quality
photographing and videotaping without the Management Committee for review/follow
———|-autherization-of the-facility-director- Updistossion.
During review of facility incident reports on Wi112 _
9/18/13 commencing at 8:15 AM it was revealed a. Contractor is long-standing in provision
the facility completed two General Event Reports of services at |.LDC. LRP Director has
(GERs) for Clients 76 and 100 hoth from discussed LDGC pelicy and protocol for
Residence 21. The description under "Event obtaining copies of client documents with
Information" stated for both clients, "In'the said company and associates over the
process of investigating a report of a consultant past several vears on several different
taking a picture of a client's document at LDG oceasions.
with her personal smart phone, it was discovered b. The LRP Director followed up the 05/08/13
that there were additional pictures taken by the situation with the CEQ of consultant firm.
same person of two other client's documants.” The company CEO confirmed thal she
: knew the requirements in obtaining
In a concurrent interview with the Director of documents that the staff member should
Quality Assurance (DDQA) about tha incident, the have not taken the pictures.
DQA E‘Xplained that the consultant wgs actually a ¢. The specific consultant wrote a letter 5/8/13
provider who had been previously informed that

scanning documents with her phone was

that she had errantly assumed that
access 1o the client's document also
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W112 continuation
W 1121 Continued From page 24 W 112| meant that she had access to .
prohibitéd. photograph. Piciures of documents taken
W 122 | 483.420 CLIENT PROTECTIONS W {22 gif[htcznsulfaﬂt’s smart phone were
eleted.
The facility must ensure that specific client ' d. GEO of consultant firm trained all 05/31713
protections requirements are met. contractors in HIPAA Regulations and
LDC AD 162Confidentiality.....
e. The LRP director added HIPAA
requirements as a specific toplc for all 5/31/13
This CONDITION s not met as evidenced by: provider/consultant/contractors
Based on observation, interview, record and orientations in addition to LDC AD 152
document review, the facility failed to ensure that Confidentiality: Access to Clients and to
appropriate systems were in place that would observe the metal posted signs on 10/25/13
prohibit the neglect of clients in the facility, The Lanterman campus entrance about
facility failed to ensure that clients were not respeciing the privacy of individuais
subjected to sexual ahuse. The facllity failed to served and prohibits the videotaping and
implement a center-wide accountability system to photography without the authorization of
ensure clients received enhanced supervision in : the director. 531713
accord with individual plans. The facility failed to f. All client assessmenis are scheduled
take steps to prevent recurrence or implement and will continue to be scheduled through
their policies and procedures related to Client the Lanterman Regional Project (LRP).
Supervision, Client Services - Allegad Abuse, LRE-staff-wil-continve-te-reming——— —f——«—
Neglect or Exploitation, and incident/Unusual contractors to follow LDG's P & P
Oceurrence Reports. The lack of systems caused regarding access to records, including
the.Condition of Participation, Client Protections, requesting copies through the Clinical 5131113
to be not met, Records Departiment if needed.
g. Future reviews of clinical records by
Findings: consultants will be supervised by LRP or
, LDC staff to ensure compliance with policy.
1. The facility failed to protect two focused clients h. In service fraining will continue to be
from harm. (Clients 97 and 98). The facility failed given during HIPAA biock training and
to provide enhanced supervision for Client 97 Documentation training that addresses the | 11/22/13
who was found unresponsive and pronounced LDC policies. .
dead on 1/5/13. Client 98 was subjected 1o a i. The LRP Director will monitor for
sexual assault. { See W 127 and 149). compliance & taks corrective actions. monthly
: J- Findings will be referred to AQM for
2. The facility failed to protect one client from reviews.
sexual assault ( Client 98) . (See W 150). k. Result of findings reviews will be
' referred fo QMC for review and
recommendation If needed.
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W122 # 1 & 2 please see pages 6a-6d
W 122 Continued From page 25 W 122 W122 #3 10/25/13
3. The facliity failed to ensure all allegations of g. Administrative Directive 124:
abuse were reported immediately to California Incident/Unusual Occurrence Reporting
Department of Public Health, and facility was revised and changes approved by

Administrator. (See W 153). _ ) the Executive Committee on behalf of

th ing Body. T li
4. The facllity failed to conduct a thorough e Governing Body. The policy now

. . o i ncludes the requirement for notification
investigation that addressed potential victims and s I
areas worked by a sexual perpetrator, and failed o C,D_PH within 24 hours C_Jf .the incident
address a discrepancy between Office of for: injuries of unknown origin that meet
Protective Services and the facility Generated CDPH reporting criteria and all

Event Report findings. ( See W 154). lallegations of abuse and/or neglect.

- (please see cent. pages 6a-6h & 263)
The cumulative effect of these systemic problems ‘

resuited in the developmental center's inability to W22 #4

ensure that specfic client protections a) It is the expectation that all staff to be
requirements were met,

10/25/13

vigilant and constantly alert to ensure
W 126 ;?g.ﬁ%%(a)m) PROTECTION OF CLIENTS W26 7, each person's physical and
emotional well-being is not endangerad
The facility must ensure the rights of all clients. in any way and that protection from
Thersfors, the facility must allow indjvidual clienis | . |harm.measures are.incorporated into__|_
to manage their financial affairs and teach them every area of our service delivery .
to do 50 1o the extent of their capabllities. activities, (Administrative Directive 227:

Alleged Abuse, Neglect or Exploitation) | 1095713
b) Each employee reviews and

This STANDARD is not met as evidenced by: EICknOW'edQeS training in AD227:

Based on observation, facility staff interview and

clinical record review, the facility failed 1o allow - lleged Abuse, Neglfect or Exploitation

and 1 of 10 core sampled clients (Client 77) to at least annually, which includes o

manage his financial affairs and teach him to do expectations regarding the investigative :

so to the extent of his abilities, process. 10/17/13
c) The Office of Protective Services '

Findings: 7 administrative investigation (for Client

98) was initiated in August 2013 upon

Observation of Client 77 revealed he could write receipt of the completed California

his name, and words such as coffee and car, He

) . i ay Patrol case s
also drew a picture of a car and labeled it as H gh“{ ty d OCI) ?Sb aqgv\lzaojs
such. He was observed to point to the correct day compieted on Uctober 17, X
- |(please see cont. pages 6a-6h & 26a)
: N
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W122 #3 cont. 1 y

Program Directors will notify the Director of Quality Assurance or designes by phene of the incident. The (ho/25/13; :
|Director of Quality Assurance/designee will provide prefiminary notification to CDPH via email- providing Li-
information about the incident. The Standards Compliance Coordinator will ensure that CDPH is notified .
on the next working day by sending an Event Summary Notification or equivalent. This procedure has [
been in effect for allegations of abuse and neglect since February, 2011. The preliminary notification
(date, time, who made the notification) will be logged into the Therap system by Quality Assurance staff. Iy
The DQA will ensure this system occurs with a monthly audit of timely notifications completed by the QA : i;;
Risk Manager and reviewed at the Daily Executive Risk Management Team (DERMT) meeting by the b
10th of the following month?l S r ‘r
L. : ] ‘
W122 #4 cont.t J .

d) The Commander of the Office of Protective Services (OPS Commander) wil! ensure that all allegations

1
10/30/13.

and/or suspected sexual assault are reported to outside law enforcement. (] ¥
e) The OPS Commander will ensure that Investigators assigned to administrative investigations handied Mo/soM3
criminally by outside law enforcement agencies will complete as much of the administrative investigation |
as possible while the criminal investigation is being conducted so that the investigative results are [ [
available for facility disposition and corrective action. ] R
- e OPS Commander will ensure that OPS Tecsives 3 historical review of all i cidents involving a I 1p/30/43:
subject identified in an administrative investigation so that it is included as part of the investigative ¢ - 5 ' N
process, [ . .y '
g) Supervising Investigator provided training to OPS Investigators re: expactations for requests of 10/30/13"
 historical reviews of subjects identified in administrative invastigations and weekly written updates from 17 | ; -
Investigators on administrative tasks completed on investigations while criminal investigations are 1M ¥
conducted. [ C =
h) Standards Compliance Coordinator provided training on 10/25/13 to Managers and Supervisorre: 11 |l1g/25/13
expectations to investigate and/or analyze each incident, review findings, document the action taken, and
fnake recommendations to the next level of management to ensure that active treatment programs and [}
supervision are provided and/or needed revisions to plans are identified.0 '
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W26 :
W 126 | Continued From page 26 W 126 a. A special team meeting was held to 10/25/13
evaluate the appropriateness of Client 77’s
current money management training
objective. It was determined to close 19.1
and open i3.2" Wili withdraw money from
Trust office to utilize to make purchases at
. Although he Freedom café or store of his choice in
was deaf, he read lips well. When he tried to read community” will be implemented. :
the surveyor's hotes the surveyor said, "Your b. Shift Supervisors will ensure Client 77 is
penmanship is better than mine" the client smiled afforded weekly opportunities at Trust 10/25/13
and shook the surveyors hand. Office and Freedom Café.
c. All clients training objectives will be
reviewed at their individual IPP meetings. | 10/25/13
d. The Rehabilitation Therapist will
schedule community. outings to allow for
choices of shopping. 10/25/13
e. Training pians will be established '
‘ accordingly and will be reflected in the 1PP
it listing, A&S and Daily Activity Schedule.
The money handling objective for Client 77 was f. 1IPC will monitor Client 77°s progress on  |10/25/13
to maintain fifty cents in his possession that he an ongoing basis and document findings
received on Saturdays to spend on items of his 1on the IPC Quarterly Report.
choice atthe canteen. g. IPC Supervisor will monitor for 10/25/13
compliance via review of the IPC Quarterly |
During an interview with Client 77's IPC Reports.
{Individual Program Coordinator ) on 9/24/13 at h. Any unresoclved issues from monthly risk |10/25/13
2:35 PM she stated that Client 77 was very high meeting will be elevated by Program
| functioning and agreed he could do more. Director/IPC supervisor to Clinical Quality
' ‘ Management Commitee with
On 9/24/13 at-2:50 PM during an interview with recommendations.
the psychologist that worked with Clisnt 77, she
stated that he is, "Smart and arrogant. He knows W127 #1
he is smarter than the others". *The Office of Protective Services was 01/15/13
W 127 | 483.420(a}(5) PROTECTION OF CLIENTS W 127 |notified and an investigation was initiated.
RIGHTS *The California Highway Patrol was 01/5/13
notified by OPS and opened an
The facility must ensure the rights of all clients, investigation.
Therefore, the facility must ensure that clients are *Involved staff was assigned to no client  {01/5/13
not subjected to physical, verbal, sexual or - contact. '

FORM CMS-2557({02-99) Pravious Versions Obaolele

Evenl I0: FC5F11

Facllity 1D CA170001773

It continuation shest Page 27 of 234



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

PRINTED: 10/21/2013 .
FORM APPROVEL
OMB NO. 0938-0391

Circumstances related to Client 97's BXpiration
were documented in the investigative file
indicating on 1/5/13 Client 97 was found
unresponsive in bed at approximately 4:30 PM by
a Psychiatric Technician (PT. B). CPR was
initiated by responding PT (PT. A), the facility's
emergency notification system was activated and
ancillary facility personnel responded to the code
biue call,

direction to the Residence and
Program Managers to: meet with all
staff on duty and ensure that they
understand that clients' supervision
levels must be implemented per the
client IPP; reevaluate staffing
deployment immediately; and meet
that day to review staffing levels with
the Program Directors and Nursing
Coordinators to ensure effective staff
deployment,
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W127 #1
W 127 | Continued From page 27 W 127 *The Coroner was notified by the 1/5/13
psychological abuse or punishment. ACNS and responded to the facility.
' *The Medical Examiner completed an  |2/12/13
This STANDARD is not met as evidenced by: autopsy and conaluded that the cause
Based on observation, interview and record of death was natural. ' '
review, the facility failed to ensure that enhanced _ é La‘_n?erms.m Delvelo.pmental Center's 110/25/13
supervision was provided to the clients with Administrative Directive 227: Alleged
identified needs and behavior problems. The Neglect or Abuse, states that every
facility failed to implement corrective actions to staff member is responsible for the
ensure that clients were not subjected to neglect safety and well-being of the individuals
(Clients 56, 91, 92, and 57} and sexual abuse served by the Center, Any neglect,
(Client 98). This affected five focused ciients. abuse or exploitation by any person,
(Clients 56, 91, 92 97, and 98). whether staff, visitor, volunteer, family
The facllity’s failure to Implement a center-wide or other C.“e’.“S’ IS pr_ohibited. .
accountagility system to gnsure clients receive b'. To assistin 3315“”'."9 compliance 10/25/13
enhanced supervision in accord with individuat with the above directive, classes on
plans resulted in an Immediate Jeopardy situation Client Protection, Clients Rights, and
that was declared on 9/24/13 at 10:30 AM. Behavior Management Training are
' included in training that is required for B
Eindings:.... ~[allstaff. " Additionally, all staff are
trained annually, during the review of
their Individua! Development Plan, on
Administrative Directive 227: Alleged
Neglect and Abuse.
¢. The Clinical Director gave written 09/23/13
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, 127 #1 cont.
W 127/ Continued From page 28 W27, Program Managers reported to the  |yg/23/13
Review of the "Telephone/Dispatch Activity Log" Clinical Director that modification to
documented a code blue was requested at 4:35 deployment was not warranted at the
PM. lifzaramgdics arrived at ﬁISQ PM atnd tootkh - time. Program Managers are
over Iifesaving measures while in contact wi e :
ER physiciangat [Community Hospital's name]. responsible to assure that an adequate
The code biue was canceled at5:15 PM. number of staff are on duty and that .
acjustments are made based on acuity
The facility reported the death with additiona| level on a continuum.
| background information on fts General Event e. The CD reviews staffing minimums/ 10/25/13
Report (GER) dated 1/5/13 entered at 7. deployment with the PDs guarterly and '
as needec. Interim staffing changes
are requested by the Program Director
and approved by the Clinical Director.
! Temporary staffing changes can be
approved by the Program Manager
based on level of care staff input when
acuity levels warrant an immediate
change.
f. The CD and Program 2 Director met 09/23/13
————{to-discuss-and-develep-a-Client 7
T, -~ SIBNUS7 IS enhanced -[Supervision Accountability System for
supervision thus this writer went tolcheck on hlm level of care staff which includes- 3
bw1th his group Iqadgr. We found Client 97 in his Residence-specific reference tog|
ed, laying on his side ; . o
which provides each client's name and
their supervision level: a signed
When acknowiedgement of the review and
e was found with no pulse, his group leadsr understanding of the client supervision
began compressions. 1 called for help and the levels.
med person immediately arrived with the crash g. The Client Supervision 09/23/13
cart. CPR was initiated i’mn}leatijjiatelya/f\notg%rﬁtaﬁ Accountability System was
also came to assist us, | called a code an . [ o
The MOD and code blue team arrived shortly and ;rr?cl?tﬂ%ﬁzn;efe\?igvlj z?tc;]znce 31,
began to treat Client 97. This writer received the . o ,
code blue team and the ambulance. " rt:)‘s_ldence—specrflc reference tool an'd a
signed acknowledgement of the review
A Crime incident Report (CIR) dated 7/18/13, was for all staff on duty.
also completed with the following narrative,
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W 127 | Gontinu

According to the police
noticed that he had two
discolorations on his Jeft hip and upper thigh, The
time and means of the injury were not witnessed."

Arcther GER d

The Office of Protective Services (OPS)
investigative report completed 7/18/13
constructed a timeline beginning 1 /3/13 through

W127 #1 cont, A
h. A review of each residence-specific
reference tool was conducted to-
ensure each client's supervision levels
are clearly defined and consistent with
the individual's IPP. The Residence
Manager is responsible for the review
of the reference tool. Any findings in
need of improvement are referred to
the ID Team for revision, for which the
IPC is responsible for coordinating.

I. When an individual experiences a
situation that requires short-term
increased supervision, the level of
Supervision and the duration of the
increase will be spacified and
documerited as appropriate in the
Clinical Record (Temporary
Intervention Plan/ TiP, Short Term
Nursing Observation/STNO, or

W27
09/23/13

10/25/13

1/7/13 from the time Client 97 was seen at the on
campus dental clinic throlgh the time Briises
were discovered on 1/4/13 and the allegation of
abuse that was made Dy another client from
Residence 38 on 1/7/13. All three incidents were
referenced in one investigation,

Temporary Condition/T C, efc) and on
the 24-hour Report. The information is
communicated by Residence
Manager/Shift Supervisors to level of
care staff at intershift huddies. Huddle .
attendance is acknowledged on the
24-hour Report. All staff on the
incoming shift will initial the 24-hour
Report to verify receipt of the
information. The Shift Supervisor will
assure completion. The increase in
Supervision will be carried over to each
24-Hour Report log until concluded.
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W127 #1 cont, ,
W 127 Continued From page 30 W 127).The Client Supervision'Accountabiiity 09/27/13
System was implemented for all ICF
residences. Residence Managers are
responsible for accuracy and to
ensure that all on-duty level of care
staff have been trained on the
supervision levels, and have signed an
acknowledgement of the review and
understanding of supervision levels.
The Program Assistant will ensure this
cccurs for all the DTAC/worksite staff
and Rehabifitation Therapists,
k. The acknowledgement for the client (09/25/13
supervision accountability system and
the Residence specific reference tool
nas been incorporated into new staff
orientation and cross-training for staff
transfers due to consolidation.
|. The "Orientation for Relief Staff 08/25/13
- P-rovi'd'i'ng—C-JtienfServ'FC‘e“s"W'a—sﬁaviﬁd_"‘* """"
o ensure the review of client- . . .. .. | .
supervision is included. The Clinical
, o o Director coordinated the revision of the
Factual findings of the OPS were written Inciuding form, which is now fitled. "N ew Staff
documentation an autopsy was complsted by the and l':ioat Orientation" ’
[County Coroner's office] on 1/16/13 reported the | '
Immediate cause of death was listed as Idiopathic m. Use of the "New Staff and Float 09/25/13
Cardiomyopathy and the manner of death was Orientation” has been implemented '
natural. However, the investigator's narrative immediately following training to
attached to the autopsy report also had the Residence Managers by the Clinical
following statements, "According to the medical Director. Shift Supervisors are
record, the decedent had a fall to the ground responsible for ensuring the review of
during the dental visit. Dus to the fall and possible supervision levals is completed for
bruising to his left hip and upper thigh, I changed any/all relief/float staff and documented
the mode from natural to accident versus 1on the form '
natural." ' )
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for review.

It was also documented and concluded: Client
87's IPP required enhanced supervision on and
off the residence (in the presence of staff during
waking hours); it was out of character for Client
97 to take a nap at 4:30 PM: the responsibls PT,
PTA did not confirm Client 97 was asleep prior to
leaving Client 97 unsupervised. The responsible
PT for Client 97 admitted that leaving a client
alone who was on one-to ane supervision was
neglect. Client 97 was left unsupervised for at
least ten minutes. During this period he became
non-responsive and was subsequently
1~ [pronounceddead. Client 97 would have been
undiscovered in this condition if another PT (PT
B} had not intervened,

Per interview with the Medical Director on 9/20/13
commencing at 9:00 AM, it was revealed the
Mortality Review (MR} minutes for Client 97 had
not yet been summarized. On 9/23/13, typed
minutes and handwritten notes were presented

Though the minutes documented an assortion
that medical management was appropriate and
the cause of death was due to underlying
idiopathic cardiomyopathy, the MR was absent of
any discussion regarding the coroner's narrative
and the issue identified regarding the nature of
the lower limb bruising presumed to have

W 127 | Continued From age 31

W27 #1 cont,

W 127 . Training on Administrative 2285 Client 09/27/13

9/25/13.

Managers.

the flver is posted in
DTAC/classroom/worksites.

Supervision and Personal Care was
initiated on 9/23/13 with all level of care
staff by Residence Managers.
DTAC/worksite staff will be trained by
the Program Assistant, initiated on

0. An informational flyer describing 09/24/13
definitions of level supervision was
created at the direction of the Clinical
Director and posted on each residence
in the Nursing Station by Program

p. Program Assistants will ensure that 09/25/M13

d. The flyer will be posted on the facility 09/25/13
Intranet and emailed to all staff.

r. Shift/Site Supervisors will review the 09/27/13
information on the ftyer at daily hudd)es

-..|on residences and DTAC/worksite
effective immediately through 9/27/13
8. The Clinical Director and ICF
Program Directors met with Residence

Managers, IPCs, and Quality

supervision expectations, and

emphasis on Section 4.5

Assurance staff to review client

regarding IPP implementation o
ensure protection from harm for clients.
AD 226 was also reviewed with

09/24/13
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o W127 #1 cont.
W 127 | Continued From page 32 W 127k The Executive Director instructed 09/24/13
occurred during recovery at the dental dlinic. Program and Residence Managers to
' conduct rounds on all ICF residences
to assess staff knowledge and ability -
to implement supervision levels, and

There was a nexus identified between the use of
restraints and placement proximity to Clisnt 97's
upper hip bruises, but there was no discussion in

the MR regarding the efficacy of the use of provide prompting and intervention

restraints, the appropriateness of application where needed. Specific findings were

used during the event as described and any other relayed to the Residence Manager of
recommendations regarding client behavior and _ the invoived residence(s) for follow-up., ‘
safety during a recovery period. u. A debrief of the 9/24/13 rounds was  |09/25/13

held to review overall findings of the

The MR also reflected the autopsy findings of staff knowiedge and ability to

1/16/13 which stated, "Cardiomegaly 480 gms, - implement supervision levels Program
left ventricular and intra-ventricular hypertrophy nd Residence Managers 001:1 duct
with slight increased bulk In sub-aortic distribution a g

- heavy lungs with pink edema fluid, no evidence rounds with random competency
of fatal traumatic injuries, " checks for staff knowledge of client

supervision levels and implement.
Outcomes were forwarded to the
Executive and/or Clinical Director and
———lonreview,there-were-seme-instances- |

The investigation was also 'referred io the
California Highway Patrol (CHP).

‘in which staff was provided-immediate
feedback and coaching.

v. The Clinical Director initiated the 09/25/13
policy review/revision process for
JAdministrative 226: Client Supervision
and Personal Care to incorporate the
Client Supervision Accountability
System as well as any other revisions
identified via the facility rounds.
Additionally, definitions of commonly
used descriptors pertaining to
supervision levels will be added to the

poticy.

£
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Continued From page 33
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W 127

—|acknowledgement

W127 #1 cont.

w. On completion and approval of the
revised Administrative 226: Client
Supervision and Personal Care gl
level of care staff will be trained on the
changes. Further orientation to the
policy changes will be provided in
employee meetings {such as Program
meetings, and General Employee
Meetings).

X. The Individual Program Coordinator
(fPC) wil! be responsible for updating
the client supervision reference toof
when any individual's supervision level
is changed following any IPP meeting.
The update will be completed by close
of business the day the supervision
level is changed. Supervision change
will be documented on the 24 Hour
Report and incoming staff will initial for

10/25/13

09/25/13

Y.The Program Assistant will review
the changes/updates with
DTAC/worksite staff and Rehabilitation
Therapists which will be acknowledged
by signing a Training Record.

Z. The Residence Manager/Program
Assistants will ensure that the updated
client supervision reference tool is
promptly disseminated.

09725113

|
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_ W127 #1 cont. .
W 127 | Continued From page 34 W 127 laa, The IPC Supervisor will conduct a 09/26/13
periodic audit to determine whether
updales to the client supervision
reference tools are completed on time
for the first 90 days. Random audits
will occur following IDTeam meetings
it which the IPP documents indicate g
change in ievel of supervision. Any
findings in need of correction will be
addressed with the IPC and involved
residence immediately. The overall
findings and recommendations will be
In a follow-up interview with the Licensing Smelt,ted to the Ex.ecutlve Committee
Coordinator {LC) on 8/23/13 at 2:00 PM, the LG for review of compliance and of the
was asked if there was any corrective action process. _
taken in response to this sentinel event. The LC bb. RM to ensure that copies of the  {10/25/13
explained any personnel action would be in the current residence-specific reference
employee's personnel file. (During initial review of tool are available to staff in the Group
this incident, it was verified PT A was reassigned Book and an additional copy if desired
and_still working in-a non-contact position).-\When - ———ltokeep with thenrduring theshift, A~ —
asked if any other corrective action W-E'l'S takenin. ... . .. daily audit will be completed by the - - e
response to the event, the L.C stated, "None that Residence Manager/designee to
she was aware of." The LC further elaborated .
had any action been taken, the QA department ensure Compllance for 90 days.
would have had knowledge and supporting Findings will be documented as an
documentation as they were the repository for all entry on the 24-Hour Report. Program
| such action. Directors will gather the findings and
B will report out weekly at the Daily
On '4/24/13 the facility reported and investigated Executive Risk Management Team
an eyewitness account involving Clients 86 and {DERMT) meeting (Fridays) with a
92hWher9C§” the clients were nogre?:tﬁi\;:]ng P review of findings and determination
ennanced supervision in accord with their |PPs, ; o
The a!legatioﬁ was investigated and for ongoing monitoring needs.
unsubstantiated. '
On 8/17/13, during observation in Residence 31
commencing at 7:00 AM, Client 56 was left
unattended in the Group 2 dayroom for 2
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the process for communicating and ensuring
such varied from residence to residenca,

Per interview with a PT from Residencs 33 oh
9/17/13 at 11:09 AM the PT revealed the RM
would tell him if he would be assigned 1:1. The
PT also said the distance for 1:1 is usually at
arm's length, but if it was different the RM would
tell him,

Per interview with a SPT on Residence 30 on
9/19/13 at 10:30 AM, the SPT revealed the
assignments for staff are recorded in a staffing
book with thelr scheduled tunches. The SPT will

to assign relief staff as well as
redeploy staff based on client need.
Residence Manager will monitor for
compliance and provide guidance and
direction to ensure effective '
deployment.

(X4) ID o PROVIDER'S PLAN OF CORRECTION x5)
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. W127 #1 cont,
W 127 | Continued From page 35 : WI27| oo, If a supervisor finds that 10/25/13
Client 56 was left unattended again in the Group per plan, immediate corrective action
2 dayroom for 2 minutes while a staff member left il be t lk by the sit i ith
the room to take two clients to the restroom. Wil be axen by the STo supervisor wi
notification to the Residence or
In an interview on 9/23/13 at 9:30 AM with the Program Manager for appropriate
Residence Manager (RM) the BM stated Client follow up.
56 was on enhanced supervision and staff should dd. A workgroup will be convened to 09/30/13
aiways be within visual sight, develop a standardized Client
Supervision Guide to identify the most
Concurrent record review for Client 56 on 9/23/13 effective residence-specific reference
at 9:30 AM verified Client 56 required enhanced tool to use facility-wide. This
supervision, defined as within visual sight on the K ill aiso b t ked with
residence, off and on grounds and in the wor gmﬁjp wili also e_ asked wi
restroom. developing a standardized staff
: assignment sheet that will at a
On.8/23/13 the facility generated a GER for Clisnt minimum identify staff "group”
#56 describing "two staff members did not follow assignments and break times. The
the appropriate supervision on the AM shift on workgroup will consist of level of care
9/17/13 and the PM shift on 9/18/13 as identified staff, Shift Supervisor/s, IPC/s, and
in {Glient 56's] |PP." e clinicatmanagers. Membership wilrbe]"— ——
. . .
trviews! conducted i i ey rovealeg 1+~ -| dotormined at a e Mmesting |
enhanced supervision and 1:1 assignments were urng & Week o SRR .
rarely documented 1o ensure accountability and ee.The Shift Supervisor is responsible 10/25/13
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relieve the assigned staff for 1:1 who will go on
their break or lunch after verbal endorsement as
1:1 relief.

Per interview with a SPT on Residence 33 on
9/19/13 at 10:30 AM it was revealed 11
supervision is to be determined for each client on
the residence. The staff assigned 1:1 Is recorded
in the communication book, but it's different on
different units. if staff needs a break it's only
verbally communicated with the person who takes
over. When asked to see a sample 1:1
assignment sheet for April 2013, the SPT said it
has already been shredded.

Per interview with the Unit Supervisor (US) for
Residence 33 on 9/19/13 at 10:50 AM it was
revealed "SPTs frain floats" on levels of
supervision verbally without any written
documentation.
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: : W127 #1 cont.
W 127 | Continued From page 36

W 1271 The standardized tool will be 10/25/13
implemented facility-wide, including
training to ail IPCs, level of care staff,
DTAC, shift supervisors and clinical
managers. Training will be initiated
within 30 days of the development of
the form and will be ongoing for new
and returning staff.

gg. Random cempetency checks of 09/24/13
level of care staff on all ICF residences
will be conducted during scheduled:
Residence Manager rounds, Program
Management rounds, IPC rounds and
Executive rounds. Results of the
competency checks will be submitted
to Quality Assurance.

hh. Any/all findings of insufficient
competency will be relayed to the 10/25/13
Residence Manager of the involved
staff for immediate attention.

Per-interview with the Residence Managar (RM) —
for Residence 29 on 9/24/13 at 9:00 AM, the AM
stated the communication was reviewed for 1:1
assignment during a huddie. Break times and
assignmants were documented in the
communication book. During relief of 1:1
observation, staff will conduct verbal
endorsement to another staff assuming the 1:1
observation. No documentation will be written in
interdisciplinary notes for the endorsement or
behaviors and interventions for the client.

Per interview with a PT from Residence 29 on
9/2413 at 9:50 AM, the PT stated staff will do
verbal endorsement during 1:1 relief coverage.
No documentation wilf be made in the IDN notes.

In a discussion with the Deputy Director of DDS,

i The Quality Assurance Department
will review the results and report out at |09/24/13
the Clinical Quality Management.
Findings and recommendations are
forwarded to Governing Body
members via the Quality Management
Councit meeting.

. The Director of Quality Assurance
will monitor to assure completion of 09/24/13
competency checks and review of the
results for the first 90 days. -

kk. Recommendations for continued
monitoring will be submitted to the 10/25/13
Executive Committee for consideration.
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the Executive Director { ED) and Director of
Quality Assurance on 9/24/13 commencing at
10:05 AM, an inquiry was made about the
system In place to ensure all ¢lients at Lanterman
receive enhanced supervision in accord with their
plans. The ED articulated some of the protection
from harm strategies - i.e. governing body rounds
and training initiatives that started in Novembar
2012. When asked if there was any corrective
action taken in response 1o lessons iearned or
gleaned from the death of Client 87, or the
allsgation of potential neglect for Clients 66 and
82, no additional action was identified.
Administrative action is however pending with the
responsible employee.

For the neglect substantiated for Client 97 and
the facility's fallure to implement a center-wide
accountability system to ensure clients receive
enhanced supervision in accord with individual
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W 127 1. All level of care (fesidence, DTAC, 09/27/13

plan.S-immedria—teu-jec—)pafdyfwasfdecla—red--on
9/24/13 at 10:30 AM. e

The survey team met with Executive Director,
Deputy Director of DDS and Dirsctor of Quality
Assurance and informed them of the Immediate
Jeopardy on 8/24/13 at 10:30 AM for facility's
failure to ensure that supervision was provided to
the clients with identified needs and behavior
problems and for lack of evidence that facility has
taken corrective actions to ensure that
supervision to the clients were implemented. The
facility presented to the team the facility's
immediate corrective actions on 9/24/13. An
updated immediate corrective action plan was
submitted to the team upon conclusicn of the
survey on 9/26/13 at 6:00 PM.

The Immediate Jeopardy remained in effect upon

Rehab Therapists) staff will be
provided a whistle to use when
assistance is needed and other staff
are not in the immediate vicinity.
These will be distributed to on-duty
staff on a continuum by Shift
Supetrvisors, Residence
Manager/Program Assistant wili
monitor for compliance. This system is
In place on Residence 15

mm. An analysis of the number of 09/27/13
clients who need enhanced or greater
supervision in the various

environments (dining room, living room,
bathroom, worksite, etc.) on the staffing
ratios in effect on each residence.
Staffing adjustments needs will be
formally made as needed (such as
nigher ratio of individuals thder
- {enhanced supervision). - A
nn. When one staff relieves another, 10/25/13
endorsement with the receiving staff
will occur providing any unusual/out of
the ordinary behaviors or activities of ,
the individuals to be supervised. If the
time of the "relief for staff to goona
break is different than was originally
scheduled, the Staff Assignment Sheet
will be updated by the Shift Supervisor.
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(NC) to ensure effective staff deployment.
2. Program Managers are responsible to assure

that an adequate number of staff are on duty and |

definitions of commonly used terms.
Interim definitions will be "waking

that adjustments are based on acuity leveiona
con'tinuum. o
3. GD reviewed staffing minimums/deployment
with the PDs.

4. A Client Supervision Accountability System for
level of care staff was developed which included:
1) a Residence -specific reference tool which
provides each client's name and their supervision
level; 2) a signed acknowledgement of the review
and understanding of the supervision levels.

5. The "Orientation for Relief Staft Providing
Client Services" was revised to ensure the review
of client supervision is included, CD ceordinated
the revision of the form, which is now titled * New
Staff and Float Orientation”.

6. " New Staif and Float Orientation” was

implemented immediately following training to RM o

by the CD.

hours"- an-individual's usual-hours-of
being awake (a conscious or alert
state- )
http:/Awww.merriam-webster.com/dictio
nary/waking) in the rhythm of their day.
"Napping" {to sleep briefly especially
during the day-
http:/iwww.merriam-webster.com/dictio
nary/napping)
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CO"H”U_EC’ From page 38 W27 |00, At weekly staffing meetings and as [10/25/13
conclusion of the survey on 8/26/13, needed, Residence Managers will
, report to Program Managers (Nursing
On 10/2/13, the team conducted an onsite Coordinator, Program Assistant, or
evaluation of the facility's implementation of the Program Director)if any increased
corrective agtions for the Immediate Jeopardy gram any Increase
situation. staifing is needed due to client
s activities, medical condition, or
The facility implemented.immediate corrective behaviors.
actions which included the following: pp. The Ciinical Director reviewed the 09/26/13
- ‘ current client supervision reference
1.Clinical Director (CD) gave written direction to tools and selected one to be the format
the Residence and Program Managers (PM) to implemented ICF-wide until the
meet with all staff on dluty and ensure that they workgroup develops an alternate.
understand that clients' supervision leveis must The interim client supervisio 09/27/13
be implemented per the clients' Individual 49 " i1 b pe n
program Plan; to reevaluate staffing deployment reference tool wilt be enacted by each
immediately; to review staffing levels with Residence Manager. - :
Program Directors(PD) and Nursing Coordinators rr. The revision of AD 226 will include [09/26/13
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7. Training on Administrative 226: Glient
Supervision and Personal Care was provided to
level of care staff by Residence Managers.
Training to worksite staff was provided by
Program Assistants.

8. The Executive Director Instructed Program and

Residence Managers to conduct rounds on alf
Intermediate Care Facilities (ICF 1ID) residences
to assess staff knowlsdge and ability to
impiement supervision levels, and provide
prompting and intervention when needed,

9. Program and Residencs Managers conducted
random competency checks for staff knowledge
of client supervision levels.

10. All level of staff were provided a whistle to use
when assistance is needed and when other staff
are not in the immediata vicinity,

11. An analysis of the number of dlients who need
enhanced supervision or greater supervision in
the various environments on the staffing ratios in
effect on each residences was completed on,
9/27/13. Shift Supervisor is responsible for - -
updating the Staff Assignment Sheet.

12: Awork group convened to develop a
standardized Client Supervision Guide to identify
the most effective residence-specific reference
tool to use facility-wide. The standardized too! will
be implemented facility-wide, including training to
alt Individual Program Coordinators.

On 10/2/13 at 1:25 PM, the team met with the
Executive Director, Director of Quality Assurance,
Clinical Director and Standards Com pliance
Coordinator and informed them that the facility
had corrected the immediacy and the Immediate
Jeopardy had been abated, On the same date
and time, the team also informed Deputy Director
of DDS through a conference cail with the
facility's Distractive staif that the Immediate
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Jeopardy had been abated during the onsite visit,

2. Buring a full survey of the facility, entity
reported incident 332312, which was initiated in
November 2012 and remained an open
investigation was included as part of the review of
the facility's system to prevent abuse, neglect and
mistreatment, :

On 11/7/12 at 2:20 PM, an unannounced visit was
made to the facility to investigate an entity
reported incident of a focus sampled client 98,
who was noted to have a genital injury of an
unknown origin on 11/6/12.

During an interview with the Director of Quality
Assurance (DQA) on the same day and time, she
stated that the client resided j i

‘She also stated that four staff members

(Psychiatric Technician 1 (PT 1), Psychiatric
Technician 2 {PT 2}, Psychiatric Technician
Assistant 1 (PTA 1}, and Psychiatric Technician
Assistant 2 (PTA 2) from the night shift were
removed from client's contact. She further stated
that the case was transferred to California
Highway Patrol {CHP) by the Office of Protective
Service (OPS) for a criminal case investigation.

During an observation on 11/7/12 at 3:20 PM in
Residence 21, focus sampled client 98 was
observed in her bed, located in room Bl Room
was shared by focus sampled client 98 and
two other clients divided by a partial wail. Focus
sampied client 88's bed was located near the

| door entrance of the room, while the two other

W27 w127 g2
a. Client 98 was examined by the 11/6/12
residence physician who determined
that a possible sexual assault may
have occurred. OPS&/investigators
were notifi ' escorted
to sexual
assault response unit for further
examination. Residence Psychologist
and staff who care for Client 98
provided ongoing assessment to
monitor for any adverse outcomes
based on'the injury.
b. Program 2 Management increased 11/6/12
NOC rounds for Res 21. A summary of
the completed rounds was sent to the
PD/CD for review.
¢. Program Management, 11/6/12
Administrative staff and Quality
Assurance staff initiated Protection |-
~ [from Harm rounds on all residences.
d. The OPS Commander contacted the 1177112
local DOJ - Elder Abuse Holline office .
to report incident, via voicemail.
&. The Office of Protective Services 11/7/12
(OPS) Commander informed Executive
staff that the CHP Investigative Unit
would take the lead in the Criminal
Investigation and OPS would conduct
an Administrative Investigation
concurrently.
f. The Program's Health Services 11/7/12
Specialist initiated a review (11/7/1 2)
of all recently opened medical

FORM CMS-2567 (02-89)} Previous Versions Obsolele Evenrt ID: FCSF11

Facilly ID: CA170001773 If continuation sheet Page 41 of 234




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10/21/2013

NAME OF PROVIDER OR SUPPLIER

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {X8) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A. BUILDING GOMPLETED
05G007 B. WING 09/26/2013

LANTERMAN DEVELOPMENTAL CENTER

STREET ADDRESS, CITY, STATE, ZIP GORE
3530 POMONA BOULEVARD
POMONA, CA 91769

{%4) 1D SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORRECTION 51
PREFIX (EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROES-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
. W127 #2 cont.
wizr Contlnued-Frorn page 41 ] _ W27 conditions related to the perineal area,
beds for clients were located behind a partial wail such as rashes, impaired skin integrity,
separating the space. and urinary tract Infections to
During an interview with focus sampled client 98 determme‘ any areas of concern. A 11721712
on the same day and time, she was unable to summary indicafing no abnormal
respond verbally when asked how she was findings were observed was provided
feeling. to the PD/CD. .
g. QA Risk Manager completed an 11/7/12
During an interview with the Residence Manager tIncident Report review for al! injuries
(RM) of Residence 21 11/7/12 at 3:40 PM, he occurring on Residence 21 and all ICF
gtatEd thaé P;yt?hiatric Te_chnit?ian 3 (P-lr 3) clients for the previous 6 months
iscovered the laceration in the vaginal area of o
|Hocus sampled client 98 while conducting perineal h. The Program 2 Progrgm Assistant 11177112
care on the morning of 11/6/12. PT 3 - reviewed the Program Injury/Fall Log,
immediately reported to the Health Service identifying types of injuries that had
Specialist. Focus sampled client 98 was been documented on this residence
examined by the residence physician and (11/7/12), which was distributed to 11/16/12
determined a possible sexual assault. members of the Daily Executive Risk
. . Management Team (DERMT) on
An 888 (iacility's abuse hotiine) number was 11/18/12. Findings of no issues related
s d!ale%hy,sjaﬂ_ tlo___rigl_ake algl,,m,ltial rep_o_lrt -c?f- Thfe" o8 | to special medicat conditions were
possible sexual abuse. Focus sample client 98 oy . N 6 : o
was transferred to the community hospital on discussed at the DERMT meatmg} on :
11/6/12 for a sexual assault examination. The 11/20/12 and during the Program’s 120M2 -
RM stated that four night shift staff (three males Risk Management Meeting.
and one female) were removed from client's i Special Risk Manag_ement Meetings 11/30/12
contact. Four other female clients in the were held beginning 11/7/13 in all -
residence were examined by the residence Programs to review AD 124: Incidents
physician for possible sexual assault and the 13 and Unusual Occurrence, AD. 227
male cllents will be examined as well, according Alleged Abuse, Neglect or Exploitation,
to the RM. AD 225: Client Supervision and
During an interview with the CHP tnvestigator Personal Care, and Quality
assigned to the case on 11/15/12 at 2:28 PM, he Assessment and Performance
stated that their department took over the case of Improvement Plan for Special Medical
focus sampled client 98 on 11/7/12. According to Conditions.
| the CHP Investigator, they had collected evidence j. Acting Clinical Director conducted 11/7/12

including the SART (Sexual Assault response
Team) kit, which will be processed in [County

rounds on Res. 21, and met with
CDPH SFU licensing surveyor.
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W 127 antmued From page 42 W27, Executive Director made rounds on {11/8/12
Crime Laboratory's namej. Me also stated that ' residence 21.
thdey_r haddtgtot CO”dUCt?d S“E{j'”;ﬁ?m?ws yet and . Residence HSS and Physician 11/8/12
acvised e surveyor to hold off on interviewing completed physical examinations to
anyone that might had any involvement in the .
case. rule out any further potentiai victims on

all clients living on Residence 21, The
Physicals were completed on the
female clients first (1 1/8/12), followed |11/8/12
by the male clients {(11/15/12). 11/15/12
m. Memorandum from Acting Clinical  [11/8/12
Director to all Program Managers,
Residence Managers and Shiit
Supervisors re: heightened awareness
by all staff regarding Protection from
Harm (PFH) measures (Steps b, ¢, k,
n, and p) for all clients. 11/8/12
n. The OPS Commander instructed the
OPS Sergeant to have Police Officers
initiate daily rounds on residences at_
[random times of the day. These are
|l6gged on the OPS Police Daily =~ '~
Activity Log as weli as the residence
24-Hour Report. 11/8/12
o. The Director of Quality Assurance
contacted the Sexual Assault

seTeam (SART) Nurse
0 inquire if there were any
recommendations regarding protection |11/9/12

from harm. .

p. Program Management and Quatity
Assurance staff conducted rounds for
the holiday weekend on each A 11/9/12
residence and each shift,

g. The Individual Program Coordinator
and Program 2 Management reviewed
Interdisciplinary Notes and Nursing
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W 127 | Continued From pa W 127 Assessments for all clients living on
Residence 21 for the previous 8
months, with no unusual findings
reported to the Program Director and
Clinical Director. (Female clients’
record review completed on 11/9/12.
Male clients record review completed |-
on 11/16/12.) 11/16/12
r. Enhanced Rounds by all Program ~ [t1/13/12
Managers and Supervisors and Quality
Assurance staff to all residences and
all shifts are on an ongoeing, weekly
random schedule. Identified issues are
reported and elevated to Executive
Committee members if resolution is
needed. Rounds data will be collected
and presented to the Clinical Director -
for review at the Clinical Quality
Management Committee Meetings and
the Quality Management Council
) \Meetings.
11/13/12
11/14/12
t. Senior Supervising Psychologist 11/16/12
reviewed strategies to assist and .
individuals in dealing with sexual 11/19/12
assault with the DERMT members and
Executive Committee.
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During an interview with the CHP Investigator on
12/20/12 at 10:02 AM, he stated that there were
no DNA (Deoxyribonucleic Acid, a molecule that
encodes a genetic makeup of living organism)

test results available as of yet from the SART kit
He was not able to give a time frame as to when
the test will be completed. He also stated that

they had interviewed staff including PT 2, PTA 1,

review Client 98’s program plans and
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. -~ |W127 #2 cont.
W 127hContinued From page 44 WHI27|u. A Special Team meeting was held to 11/28/12

data collection, and modifications were
implemented.

v. Center-wide trainihg on Protection  [1/22/13
From Harm scheduled for all staff in 3 and
separate fraining sessions. Curricuium 2/21/13

was deveioped and two training
sessions were held on 1/22/13 and two
additional sessions were held on
2/21/13. (See also continuation pages

PTA 2, and another PT (PT 4), who was assigned

Ba-d.)
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During an interview with the CHP investigator on

FORM GMS-2567{02-89) Provious Versions Obsolate

to focus sampled client 98 before PT 1 took over
her care.

According to the CHP Investigator, PT 2, PTA 1,
and PTA 2 came into their office voluntarily for
interviews, with the exception of PT 1. PT 1
refused to be interviewed and gave every excuse
in the book according to the investigator, The
Investigator did not want to provide details of their
investigation until he interviewed PT 1.

Although the case was still pending, he stated
that he had gathered good information from the
staff that were interviewed. Me further statad that
the investigator at the facility was told by the
SART Nurse that it was sexual assault and they
were notified by the facility investigator a day later
after the Incident. The Investigator requested the
surveyor to continue holding off on the
investigation until they were done,

1/25{13 at 1:03 PM, he stated that there were no
DNA test results available. According to the _
Investigator, PT 1 refused to be interviewed unti)
the DNA results came back.

During an interview with the Compliance Officer
of the community hospital on 1/28/13 at 1:10 PM,
she stated that the SART Nurse who conducted
the exam on focus sampled client 98 was
contracted by the hospital. The records (Sexual
Examination Report) were kept by the SART
Nurse and had to be requested.

The Sexual Examination Report dated 11/6/12
conducted by the SART Nurse was recei
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During an interview with the CHP Investigator on
2/28/13 at 11:58 AM, he stated that he had not
recelved any results from the crime laboratory for
the DNA test results. He also stated that the
investigation was on-going while waiting for
results. He further stated that the turn-around
time for DNA test results was around eight
months,

During an interview with PTA 2 on 3/1 4413 at
10:16 AM, she stated that she was removed from
client's care on 11/7/12 and she had been
working in the training office since 11/9/12. She
also stated that she volunteered to work in

- {Residence 21 on 11/5/12 during NOC shift-(night
shift) as a PTA." She was assigned on a 1:1
observation with another client by the shift lead
(PT 1). According to her, she didn't have any
contact with any client that night (11/5/12 thru
11/6/12) except for the one she was assigned to. -

There were four staff in the residence during

NOC shift including her and threg of them were
floaters, except for PT 1. She had worked in the
residence twice for overtime. She denjed

knowing focus sampled client 98 nor the room
where she was located at. She also stated that it -
was quiet on the night of 11/5/12, there was no
screaming and she did not notice anything
unusuat on staff or clients,. PTA P voluntarily went
1o GHP office for an interview.
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During an interview with PT 1 on 3/1 4/13 at 11:47
AM, he stated that he currently worked in the
main kiichen of the facillty. PT 1 was
accompanied by a union representative. He
stated that he retained a lawyer and refused to be
interviewed.

During an interview with the Standard
Compliance Coordinator (SCC) on 8/6/13 at
10:15 AM, she stated that PT 1 passed away
about twe months ago due to his medical
condition, An attempt to interview the residence
physician was made, but the SCC was unable to
locate him,

Buring an interview with the GHP Investigator on
8/6/13 at 11:05 AM, he stated that they finally
concluded their investigation. The DNA test
results came back negative and could not be
linked to any staff investigated. He also stated
that even though the DNA test came back
negative, it did not mean that focus sampled

| client 98 was not sexually assaulted, He further
stated that their " suspect® (PT 1) died of a
medical condition.

Buring an interview with the SART Nurse on
9/9/13 at 2 PM, she confirmed the findings on the
Sexual Examination Report dated 11/6/12. She
stated that the injury of focus sampled client 98
was consistent with sexual assault, She also
stated that the injury was not consistent with "
cleaning her area " because there was a cettain
degree of force applied to the area. She further
stated, * It was some type of blunt force trauma,
but | cannot tell what. *

During an interview with the SCC on 9/9/13 at

10:30 AM, she stated that the sign-in sheet for
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11/5/12 indicated that PT 1 was in—charge on

NOC shiit and was also the medication person.

PT 2 was assigned on the left side of the
residence hallway, PTA 1 was assigned on the
right side of thse residence hallway, and PTA 2
was assigned to a 1:1 observation. Another
aftempt to interview the residence physician was
made, but the SCC was unable to locate him.

The Daily Tirme Record for the morning shift and
night shift dated 11/5/12 was reviewed on 9/9/13
at 10:45 AM. The review confirmed what the
SCC stated regarding assignments of staff on
11/5/12 during NOC shift. The review also
indicated that PT 1 reported to work in Residence
21 at 2:30 PM on 11/5/12 and continued to work -
until 7 AM on 11/6/12 for overtime. The review
further indicated that PT 4 reported to work on
11/5/12 at 2:30 PM in the residence.

During an interview with PT 3 on 9/9/13 at 11:30
AM, she stated that she worked on the morning
shift of 11/5/12 and 11/6/12 assigned to group 4
where focus sampled client 98 was
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The HSS arrived in the residence when PT 3 was
transterring focus sampled client 98 from shower
chair to bed. Drops of blood were observed an.
the floor by PT 3. The HSS conducted an
assessment and noted a laceration on the
perineal area, between the rectum and vagina of
focus sampled client 98. The residence physician
was notified and arrived in the unit shortly to
assess the client. PT 3 stated that the residence
physician stated that focus sampled client 98 was
sexually assaulted. She stated that the residence
physician seemed to be sure of it when he said it

| PT 3 was upset after hearing the residence

physiciar,

PT 3 stated that PT 1, PT 2, PTA1, and PTA 2
were working on the NOC shift of 11/5/12, PT.1
was in-charge of the NOC shift and clients were
assigned on the left and right side of the hall. PT
3 stated that PT 1 was in-charge of the front hall
and focus sampled client 98, PTA 1 was on the
right side and PT 2 was assigned on the left side
of the haliway. PTA'2 was assigned to a 1:1
observation, located on the left side of the
hallway.

PT 3 stated that there was no sexual abuse In the
past that she knew o ' ‘
Residences 21,
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PT 3 explained that management did not have a
live interaction with PT 1 and did not pick up on
his issues. Focus sampled client 98 was very
comfortable and very familiar with PT 1.
According to PT 3, focus sampled client 98 likes
attention from men. She was very playful
especially with men.

During a re-interview with the RM of Residence
21 on 9/9/13 at 12:30 PM, he stated that focus
sampled client 98 was on general supervision on
11/5/12 during NOC shift. PT 1 was assigned to
focus sampled client 98 on the night of 11/5/12
and had full access to the client.

The RM was notified by PT 3 on the morning of
11/6/12 that focus sampled client 98 was bleeding
from the vaginal area. He confirmed the findings
of PT 3 and the residence physician was notified,
who re-assessed focus sampled client 98. The
residence physiclan felt that there was some sort
of violations, sexual in nature according to the
RM.

The RM stated that the floaters (PT 2, PTA 1, and
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PTA 2) had never been involved with any type of
abuse in the residence. He was not aware of any
inappropriate contact by PT 1 to any staff or
clients and was not aware-of him being stressed
out. The RM was unable to characterize PT 1's
interaction with clients, because according 1o him,
he (PT 1) always works nights.

According to the RM, he did not believe the
residence physician's finding and did not
formulate any suspicion at the time. He was in
disbelief that something had happenad. He aiso
stated that [focus sampled client 98's name] did
not have SIB. He did not believe that focus
sampled client 98 would hurt herself that way.

The BM mentioned that PT 1 told him that he was

in focus sampled client 98's room on the night of
t1/51 EM PT 1 told him,
"She was Tine when | left. 1 also talked to

him about being stressed out and CHP
Investigators wanting to talk to him. PT 1 told the
RM that he hired a lawyer because he did not
trust the system. The RM also stated, "! falt that
one of the staff accidentally harm the client, and
instead of admitting it, they left it."

During an interview with PTA 1 on 9/9/13 at 1:25

PM, he stated that he had worked many times in

Residence for overtime. On the night of 11/5/1 2,
he was covering the right side of the hallway. He
stated that PT 1 was assigned to focus sampled

client 98 during NOC shiit of 11/5/12.

PTA 1 mentioned that he did not have any contact
with focus sampled client 98 and did not notice
anything unusual during NOC shift on 11/5/12.

He did not see anyone go in and out of the

client's room when he made his rounds. Focus

W 127
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sampled client 98 was in roomllvith two other
clients and she was observed sleeping at 11 p.m.
on 11/5/12, before 1 a.m., 3 a.m., and 5 a.m. on
11/6/12. However, he observed PT 1 inside focus
sampled client 98's room a little bit after 5 a.m. on |
11/6/12.

PTA 1 denied assaulting focus sampled client 98,
He voluntarily went to CHP office for an interview.
He stated, " have a family member who had
disability also and | would not abuse anyorne who
has a disability.” PTA 1 was removed from
client's contact after receiving a phane call from
the Program Director on 11/6/12.

During an interview with PT 2 on 9/9/13 at 2:15
PM, he stated that during NOC shift on 11/5/12
he was covering the left side of the hallway where
focus sampled client 98's bedroom was located.
According to PT 2, he had only worked twice in
the residence for overtime.

T 2 denied knowing focus sampled client 98 and
her room and stated that she was not one of the
clients assigned to him on 11/5/12. He stated
that he-conducted 30 minutes check on clients,
randomly throughout the night. PT 2 did not
observe anyone entering or leaving focus
sampled client 98's room. He did not hear any
commotion in the room elther, according to him,

PT 2 did not know most of the clients in the
residence. He stated that he did not change or
take care of focus sampled client 98 the night of
11/6/12, because he had no reason to. He
voluntarily went to CHP office for an interview and
expressed to CHP Investigators that he had
nothing to do with it. He stated, *If you want DNA,
I' m willing to give it at anytime.” PT 2 stated, "l

W 127
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wished that ! never did overtime in Residence 21
on 11/6(12.*
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an immediate cause of death, according tc the
Certificate of Death,

The facility policy and procedure titlad "Client
Services - 227: Alleged Abuse, Neglect or
Exploitation" dated 10/26/11, reviewed on 9/25/13
at 4:20 p.m. indicated, "1. POLICY - ...Any
neglect, abuse, or exploitation by any person,
whether staff, visitor, volunteer, student, family, or
other clients, is prohibited.... Training:...All staff
shall receive training to assist in the prevention of
abuse, neglect, mistreatment and
misappropriation of property as well as client
abuse reporting procedures..." The review also
indicated, "2, DEFINITIONS - 2.3 Sexual Abuse -
Sexual contact that results from threats, or fear,
and involving range of activities, including, but not
limited to, assault, rape, molestation sexual
harassment.”

483,420(a)(6) PROTECTION OF CLIENTS
RIGHTS

The facility must ensure the rights of all clients.
Therefore, the facility must ensure that clients are
free from unnecessary drugs and physical
restraints and are provided active treatment to
reduce dependency on drugs and physical
restraints.

This STANDARD is not met as evidenced by:
Based on obsetvation, interview and record
review, the facility falled to ensure the rights of
clients to be free from unnecessary drugs and
provided active treatment to reduce dependency
on drugs for one of 10 core sampled and two
focus clients. (Clients 36, 47, and 68 )

W 127

W 128
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Staff expiained two clients on Residence 15
attended the same vocational setting on campus
where a community based client was “thought" to
have scabies but did not return to work and it was
never confirmed,

The Residence Manager further indicated a
dermatologist did skin scraping on the two
Residence 15 clients and they were negative for
scabies mites. However the facility management
determined all 11 clients had to receive
“prophylaxis” scabies treatment.

Guidelines from LA County Public Health and
Center for Disease Control indicate a confirmed
diagnosis of scabies should be made in at least
one symptomatic case ( itchy rash } before _
scablclde prophylaxis in a health care setting is
used. The facility failed to ensure the rights of 11
clients on Residence 15 when they recsived
"prophylaxis" scabies treatment and unnecessary
drug Permethrin 5%.

the sequence of events involved in this
event and noted the following:

a. The Public Health Nurse designee
was in consultation with L.A. County
Public Health concerning the
information brought to Community
Industries staff about possible scabies |
exposure to LDC clients, and during
the duration of this event. (Please see
continuation page 56a-b.) :
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The facility also failed to ensure 11 clients fiving
om Residence 16 were free use from an
Unnecessary drug for which there was no
substantiated use or active monitoring tc support
its use.
Findings:
W128 #1
The Nurse Consultant [| investigated

(08/20/13
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Residence 15's Residence Manager (Res. 15 has clients that worked in the same area). It was
determined that the Physician would decide the course of action to be taken regarding the clients under
their care. According to Public Health guidelines, “... exposed individua! is potentially immediately
infectious to others, even in the absence of symptoms. Cases are communicable from the time of
infestation until mites and eggs are destroyed by treatment. (LDC Infection Control Manuat Section 10
Protocol: Scabies) Definitive diagnosis requires microscopic identification of the mite and/or its eggs or
fecal pellets or specimens collected by skin scraping, biopsy or other means. Properly performed skin
scraping will almost always be positive in persons with crusted scabies but are generally negative in
cases of typical scabies, even when performed by experienced operators. A negative skin scraping from
a person with typical scabies does not condiusively rule out scabies infestation, mites are easily

clients on Residence 15 with prophylactic scabicide as a proactive measure. LA, County Public Health
guidelines will be strictly followed in the future so that clients do not receive Unnecessary drugs.

¢. The Medical Director directed physicians to: follow LA County Department of Public Health {or similar
authority) guidelines for prophylactic treatments for scabies or other highly contagious/ communicable
diseases or conditions. To ensure the health of all clients in the avent of a possible scabies outbreak, a
meeting with key staff will be held to coordinate control measures, comprised of the Executive Team and
representatives from these departments: Public Health, Employee Heaith, Environmental Services,
Infection Control, Pharmacy, Medical Staff, and ACNS. One person, generaily the Infection Contro!
Practitioner/Public Health Officer, will coordinate control measures and should be given adequate
resources to accomplish this objective in a timely and efficient manner.

recovered, however, in skin scrapings from person with crusted scables. " The Physician treated eleven |
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W128 #1 (cont. from p. 56) _
b. After receiving this information, Community Industries staff notified the Program Director and B/22/13

10/29/13

d. The Public Health Nurse will ensure compliance with this policy through daily surveiliance of clinical 0/26/13
I_aboratory findings and review of the Daily Morbidity Report. : _
e. Any issues, concerns, or new information gathered from the above reports will be shared with the 0/26/13 |
Infection Control Committee. Any recommendations following this will be forwarded to the Medical '
Executive Committee for follow-up. : _

f Infection Controt education on scabies was provided to staff on Res. 15 on 8/22/13 and in Community g/00/13
Industries on 8/23/13. - 8/93/13

g. This event was reviewed at the Infoction Control Committee meeting on 10/2/13. 10/2/13
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W 128 Continued From page 56 W 128

WA28 #2, #3, ##4 (Please see
continuation pages 57 a-b)

Restoril is a sedative-hypnotic (sleep) drug used
in adults for short term ( 7-10 days) treatment of a
sleep problem. Restorfl is a federally controlled
substance (C-1V) because it can be abused and
long term use leads to dependence. Side effects
of Rastoril can include memory loss, anxiety,
severe allergic reactions and abnormal thoughts
and behavior (confusion, agitation, hallucinations
and 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." : e
Review of the available medication records
showed the practice of giving a short term use
drug had oceurred routinely since 12/28/12.

In an interview with the Health Services
Specialist, Individual Program Coordinator and
Residence Manager on 9/25/13 at 2 PM, revealed
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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 iregularity 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-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.

10/25/13

& residence Manager for Client 47, conducted a chart review noted cur i 9/27/13

“Conservator was contacted on 7/2/13 in regards to Atarax and didn't recall this
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-explained/reviewed/discussed and agreed with the continuation use of|
Atarax. Atarax was decreased from 200MG/day to 100MG/day on 9/27/13. .
e. A Special meeting was held to discuss

~+0/25/13

After review, the Physician discontinued the order for

Hydroxyzine (Atarax).

{.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 wag

11/1/13
g. The Pharmacy Services Manager instructed all Pharmacists to review current Pharmaceutical Poticy :

and Procedure, "Medication Regimen Review”, specifically focusing on Section II. A. Therapeutic
Monltormg 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: .
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(cont. 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
laboratory tests needed monitor for the effects of 2 medication must be ordered at the required intervals.
5. any irregularities are noted or there are recommendations to be made, the Medication Regimen
Irregutarity 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 the 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 to review Policy & Procedure
“Psychotherapeutic Medications”, specifically, Sedatives and Hypnotics use - Insomnia. Pharmacists
signed a Training and Development sheet after completion of the review.-

i. The Pharmacy Services Manager forwarded to the P&T Committee the following recommended change
to the current P&P "Psychotherapeutic Medications”, Sedatives and Hypnotics-Insomnia: A step will be
added so that after 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 wili reassess the continued need for the medication. '

. To ensure compliance with the medication regimen review process, the Medication Regimen Irregularity
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.

110/30/13

10/30/13

11/1/13

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

Ilrregularity and Recommendation Record and Physician's comments will be documented in the clinical

record by the IPC.

FORM CMS.2567(02-09) Previous Verslons Obsolete Event 10: FG5F11 Faclity ID: CA170001778 = 7::1f-coptinuation sheet Page
CVTEC L Ty 57b of 234

pEC B
\\13535 @W'\

v



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

PRINTED: fo/21/201z
FORM APPROVEL
OMB NO. 0938-0391

the only documented intervention was a sleep log
kept by the NOC shift. Interviews confirmed they
were unaware of Restoril's short term use and
dependency concerns,

The facility failed to assure the right of Client 69
to be free from an unnecessary drug, failed to
assess, develop and implement effective
non-drug interventions that addressed Client 69's
long term usage of Restoril.

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, sadation, involuntary -
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W 128 | Continued From page 57 W 128
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W 128 | Continued From page 58 W 128

motor activity, confusion, constipation, drying and

thickening of oral and respiratory secretions.

(Reference: National Institutes of Health

www.NIH.gov)

4. Review of Client 47's Physiclan orders .

revealed the long term usage of Hydroxyzine 50

mg (Atarax) four times day, for a probiem

defined as an unspecific allergy, itching or

irritation of left eye which was closed and

resolved in September 2012. There was no

indication for the usage of the Hydroxyzine.

Review of the Drug Regimen for the past year,

revealed no evidence of a review for Hydroxyzine

for its effectiveness in changing the targeted

behavior/symptoms, untoward side effects, W130

contraindications for continued use. a) Privacy curtains were obtained 09/17/13
W 130 | 483.420(a){7) PROTECTION OF CLIENTS W 130 immediately for use for client 82,

RIGHTS b) Additional privacy.curtains were 09/17/13

» , i obtained for use in all client bedrooms
The facility must ensure the rights of all cllentg. on Residence 120.
Veaimen s e of porson e 1% | ) Tho Recidanco Manager provided 10725713
training to the staff on duty on
. . Administrative Directive 201, Clients

This STANDARD s not met as evidencad by: Rights with particutar attention to the

Based on observation, the facility failed to ensure [right to privacy.

that the right of privacy was provided during d) All Shift Supervisors will monitor for 10/25/13

personal care for one focused client (Client 82) client privacy daily and take corrective

when incontinence care was being provided in the action as needed. Rounds and any

presence of four other individuals. corrective actions will be documented

Findings: on the Shift Supervisors Rounds Sheet

' (5SR8) and submitted to the
On 9/17/13 at 12:25 PM, the surveyor entered Residence Manager weekly.
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W130 cont. .
W 130 Continued From page 59 W 130 e) All Residence Managers will monitor 10125113
room 13 on Unit 20 through review of the SSRS and Ci
Upon entering the room, Client 82 was during weekly rounds to ensure client
‘observed uncovered laying In his bed being privacy and take corrective action if
provided incontinence care by his 1:1 staff. needed. Rounds.and any corrective
There was no’provision of privacy despite hawng actions will be documented on the
four other individuals in the room. Also present In Residence Manager Rounds Sheet
the room was Client 79 and his caregiver and N © ager rounas shee .
Client 94 and his caregiver. Client 94 did not (RMRS). The Residence Manager will
resice in this room. : submit the SSRS and RMRS and
W 136 | 483.420(a)(11) PROTECTION OF GLIENTS W 13g|submit to the Program Director weekly.
RIGHTS (please see continuation page 60a)
The facility must ensure the rights of all clients. W36 #1-2
Therefore, the facility must ensure that clients a) Program Assistant and Rehab
hf?"f? the DP%U”“”'W to_tpamc;lpate o _?OC'E"' Therapist will audit Clinical Records of |10/25/13
religious, and community group activities. Clients on Res 120, that include Client
79 and Client 94, to ensure accurate
This STANDARD is not met as evidenced by: Leisure Activities Attendance Record
Based on record review and staff interview the (LAAR) documentation is in place.
facility failed to ensure that clients participated in b) Program Assistant providedt
various types of community activities on & regular in-service training to Rehab Therapists {10/25/13
basis for four of 10 core sampléd and nine focus ~ lon Adrinistrative Directive (AD) 240 '
clients {Clients 5, 19, 21, 37, 47, 54, 61, 67, 89, Community Integration and Off-
75, 84,79, 94,). Campus Trips. ‘
N ‘ ¢) Rehab Therapist completed 10/25/13
Findings: . . -
In-service training for staff on duty on
1. Review of Client 94's record Indicated that the Res 120 on protocol for completing
Recreation/community outings report indicated LAAR form # e1126. '
that there were no community outings d} Rehab Therapist provided in-service 10/25/13
documented for 4/2013, 5/2013, or 7/2013. training to staff on duty on Res 120 on
Reports were not available in the record for guidelines of completing On/Off
6/2013 or 8/2013 These ﬂndings were Grounds ACt|V|ty T”p Sheet form
acknowledged by the Recreation Therapist #SR2054. ’
present. (Please see also cont. pages 61a &
Additional information, identified as the 89)
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W130 (cont. from p.60)
f)Program Management will randomly monitor during rounds at least monthly and document on the 10/25/13
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. Should concerns related to client privacy
be observed during routine rounds, corrective action will be taken to rectify the immediate situation and
follow-up with staff with additional training, or progressive supervision as warranted.
g)The Program Director will ensure that any issues or concerris identified in the SMRS or RMRS are
addressed during the monthly Program Risk Management Meetings with recommendations for any 10/25/13
resolution of systemic issues (if any) elevated to the Clinical Quality Management Committee for
review/follow up discussion. .
i
i
{
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3. During an interview regarding ciient
community activities on residence 15 on 9/18/13
at 6:30 PM, licensed staff indicated clients were
involved in weekly community activities, for
exaimple, Starbucks Coffee Social. Further _
interviews revealed the recreational therapist and
staff filled out a trust form for each client's
account to be debited, went to Starbucks, picked
up coffee and doughnuts, which were served 1o
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 thelr own money, leave the

facility, practice community skills, and cholce to
order the coffee,-or dough nut and exchange

money for a product. Staff indicated during the

reviewed A.D. 201 Client Rights with
the res. 215 R.T., specifically in
relation to client social interaction ¢
participation in community activities,
managing their own money, and
ensuring that the clients have
cpportunities to get their own money
out of the Trust Office and purchase
their desired items themselves. For
each outing, an "On/Off Grounds
Activity Trip Sheet” will be completed,
with a doltar sign symbol next to each
client's name who was able to
participate in accessing / spending his
own money. (Please see continuation
pages 61a & 69a).

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {x5)
PREEIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PAREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
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DEFICIENGY)
W136 # 1-2 cont.

W 136\ Continued From page 60 W 136ie) Rehab Therapist will schedule at 10/20/13

'On/Off-Grounds Activity Trip Sheet " was later least one community skills shopping

provided by the facllity for the months of 7/2013 trip for each client on Res 120 per

and 8/2013 and indicated that Client 94 attended month focusing on opportunities for

one (1) "vehicle ride only" outing in 7/2013 and choice making and mone'y '

went 1o & park in 8/2013. . e

T management as identified in the
. Individual Program Plan,

2. Review of Cllent 79's Recreation/community f) All off-campus opportunities for alt ~ |10/20/13

outing report indicated that no community outings clients will be tracked monthly by ‘

were documented for 4/2013, 5/2013, 6/2013. Program Assistants and documented

The report for 8/2013 was not in the record. on the monthly community outing

These findings were also acknowledged by the attendance grid. (Please see

Recreation Therapist present, continuation pages 61a & 69a)

Additional information, identified as the

*On/Off-Grounds Activity Trip Sheet" was later

provided by the facility for the months of 7/2013

and 8/2013 and indicated that Client 79 attended

two (2) "vehicle ride only" outings in 7/2012 and in W136 #3

8/2013, he attended (1) "vehicle ride only” outing a) The supervisor of the rehabilitation

and one (1) bowling activity. : therapist (Program Assistant),

10/26/13
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W138 #1-2 (cont.)
g. The Program Assistants will submit a report on both the locatjon of the community outings and 10/25/173

attendance for all clients to the Clinical Director quarterly.
h. The Program Assistants, Residence Manager(s), Senior Psychiatric Technicians will monitor all clients H0/20/13
for opportunities for monthly community skills trips. ' '

i. Program Management will provide random monitoring for compliance and document on the 24-Hour
Report. Re-training and instruction will be provided as needed with corrective action taken as indicated. !
i. A comprehensive report on the types and frequency of Community Outings completed by the i1 0/25/13
Rehabilitation Therapists will be scheduled for review at the Clinical Quality Management Committee,

10/26/13

W136 #3 (cont.) : :

b. The Program Assistant will monitor the "On/Gff Grounds Activity Trip Sheets daily to ensure that all 10/24/13

clients are given the opportunity to access / spend their own money.

d. The Rehabilitation Therapists will inciude a synopsis of each client's progress in the area of money 10/24/13
management in their annual assessment for the client's IPP Review.

e. The Program Assistant will monitor each annual assessment for compliance. 10/24/13
f. The IPC will monitor each client's progress in the area of money management on a monthly basis and 10/25/13 '
forward any lack of progréss or participation to the Program Director for resolution.

g. All ICF clients' IPPs are reviewad monthly by the IPC and addressed with the ID Team where 10/25/13
approprtate

h. Any program changes will be elevated to the Program Management by the Residence Manager. 10/25/13

L

FORM CMS-2567(02-99) Previous Verslons Obsolete Event ID: FCSFN Facility 1D: CA170001773

If continuation sheet Page

61a of 23



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

PRINTED: 10/21/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1)' PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
05G0o07 B. WING 09/26/2013
NAME OF PROVIDER OR SUPPLIER ‘ STAEET ADDRESS, CITY, STATE, ZIP CODE .
, 3530 POMONA BOULEVARD
LANTERMAN DEVELOPMENTAL CENTER POMONA, CA 91769
(X4) D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S FLAN OF CORRECTION s
PREFIX (EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION; TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
_ BEFICIENGCY)
- [W13B #4
W 136 | Continued From page 61 W 136Ja. The Residence Manager and 10/25/13
interview, we don't have enough staff to do that. identified Shift Supervisor will work
with staff who know each client the
4. During an observation on 9/25/13 at 11 AM in best, to ensure that each client's room
Residence 23 with the Residence Manager {(RM), is personalized with items that they
five alient's bedrooms areas were observed not _ would most enio
containing visual items (personal items of a client : Joy.
placed in his living space) to indicate the b. Al Rgstqence Man{::gers.and 10/25/13
ocaupants of each bed. Rehabilitation Therapists will complete
During the tour the RM stated that the clients had the necessary paperwork to shop for
recently been transferred to Residence 23, The personalized items.
staff had not put up the personal items of the c. Plant Operations will safely secure 10/25/13
clients in their living area, She further stated that the items to the wall as appropriate.
_ :gziggiizC\:th;gg;?gb;r?g;?ﬁ;egg:fg the d. All Shift Supervisors will monitor the |10/25/13
W 137 | 483.420(a)(12) PROTECTION OF GLIENTS W 187 ;%fgrorgg‘;n;g;%%‘;meeirtoom and
RIGHTS observational findings on the Shift
The facility must ensure the rights of all clients. Supervisor rounds sheet. ‘ .
Therefore, the facility must ensure that dlients &. All Residence Managers will monitor [10/25/13
have the right to retain and use appropriate the daily Shift Supervisor Rounds
personal possessions and clothing. Sheets and resolve any identified
issues.
o f. Shift Supervisor and Residence 10/25/13
This STANDARD is not met as evidenced by Manager Rounds sheets will be
Based on observation, interview and record ; .
review the facility failed to protect and ensurs the submitted to the_z Pl..ogram Ofﬂp c
rights of clients to retain and use appropriate weekly for monitaring of identified
personal possessions and clothing. The facility Issues and resolution. .
further failed to implement their policy titled g. Any identified action items on the  [10/25/13
Clients' Personal Property that instructs personal Shift Supervisor Rounds Sheet or
property shall be itemized and postad to the Residence Manager Rounds Sheet will
Client's Personal Property Card, Form DS 5269. be addressed during monthly Risk
This affected seven of 10 sampled and four Management Meetings.
focused clients. (Clients 1, 29, 17, 37, 43, 47, 64, h. Please see cont. page 693
B89, 77, 79, 84)
Findings:
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W 137 | Continued From page 62 ' W 137 137 #1 a-e

a. The Property Cards for the identified §0/26/13
clients have been updated and
corrected to reflect accurate

1. The facility failed to implement Clients'
Personal Property policy and procedure which
indicated clothing and personal property shall be

itemized and posted to the Client's Personal nformation by the Residence

Property Card, Form DS 5289. The policy directs Manager(s). ,

that the Residence Manager shall snsure b. The Property Cards for all clients 10/26/13

procedures are followed and a current personal identified have been updated and

property card shall be maintained for each client. corrected to reflect accurate

Items shall be marked and the personai property information by the Residence

carq identifying the brand name, model, size and Manager(s).

serial number. ' c. The Client Property Card for all 10/25/13

The policy did not indicate that changes of - thentde!Il éae flledt_m tr;e Clinical 1

residence must be noted and the property ecord under section 3. ,

inventoried per the legend on the Personal d. Residence Manager(s) provided ~ 10/26/13

Property Card. fraining to staff on duty on s
Administrative Directive 278, Client's

Auditing procedures were not implemented to Personal Property.

maintain the integrity of personal property and e. The Residence Manager/designee  10/26/13

their records. will conduct a random audit of Property

o ;
Staff interviews conducted 9/18/13 af 11:30 AM Cards for 50% of clients on the

and 9/18/13 at 9 AM were inconsistent regarding res:de'nce q”?“e”y to, check for
| the documentation of client belongings. They compliance with the AD, document the
were unaware of how long the property cards audit, provide corrective action where
should be kept, i gifts, purchases and donated necessary, and identify issues on the
items belonging to the clients should be Residence Manager Rounds Sheet (if
inventoried. any). :
For example: f. Program Management will monitor ~ 10/26/13

a. Client 47's property card indicated he had on

the Residence Manager rounds sheet
11/20 = TOYS, 11/20 = RADIO, 6/12 =

TABLETOP GAMES, 6/12 = WALKMAN, 6/12 = fordt.rt‘_e au an condue 2 random )
PHOTOBOOK. There was no year shown on the - [auaro ~lent Froperty Cards on ef“‘c
property card entries and staff were unable to : ICF residence at least quarterly and
show where these personal items were, There document on the 24-hour report.

was no notation on the property card if items
were lost or condemned, and the descriptions
were not accurate, i.e. TOYS, RADIO.
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Continued From page 63

b. Client 37 trust account revealed withdrawal
amounts of $49.00 on 1/3/13 for DVD's not listed
on the property card, $100.00 on 8/1/13 at the
Music Store with no documentation on the
property card and $75.00 on 3/14/13 at Mo's
Music with no Inventory listing. There was a note
of "Christmas Gifts" in July without other
description,

¢. Client 89's room was devoid of any personal
items. Review of Client 69's record revealed his
Clothing and Property Card was blank.

d. Client 17 had a 1:1 staff helping him pack his
room to move to the community and numerous
personal belongings Including a TV, VCR and
approximately 50 DVD's which were not listed on
his property card.

e. During an interview with the Residence
Manager.(RM) on 9/24/13 at 8:50 a.m., he stated .
that property cards were kept iri the residence
located inside room 16's file cabinet. According
to the RM, he was responsible for reviewing and
approving the Property Orders and Receipt.
Once he signed, it will be sent to the program
office for another approval. The Property Ordors
and Receipt will be sent to the trust office for
another review and approval. Once approved,
purchase will be made for the requested items
and the receipt of the purchase will be sent to the
trust office. The items or properties purchased
will be sent to the clothing center to be marked
and inventoried, .

During observation on the same dayat9 a.m. in
room 16, multiple folders containing property
cards were noted. Core sampled client 43 and

W 137 #1 a-e cont.

W137|g. The PD 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 resolution of systemic issues (if
any) elevated to the Clinical Quality
Management Committee for
review/follow up discussion
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W 137

Continuéd From page 64
64's property card was observed.

The Property Order and Receipt, Client's
Personal Clothing Record, and Clisnt's Pérsonai
Property Card of core sampled client 43 were
reviewed on the same day at 9:15 a.m. The
Property Order and Receipt indicated that a
request for $250.00 was made on 10/13/08 and
approved by the trust office on 10/23/08 1o
purchase several items (four pants, 2 shirs, 2
sweatshirts). The Client's Personal Clothing
Record indicated that the last entry made was in
11/26/08. The Client' s Personaj Property Card
indicated that the iast entry made was in 12/7/07.
There were no other current documented
requests found in the folder to purchase any
items.

The Property Order and Receipt, Client's
Personal Clothing Record, and Client's Persanal
Property Card of core sampied client 64 were
reviewed on the same day at 9:25 a.m. The
Property Order and Receipt indicated that a
request for $150.00 was made on 2/11/13 and
approved by the trust office on 2/13/13 to
purchase several items (electric razor, backpack,

insulated tunch bag, two hats, and storage

container). The Client’ s Personal Clothing
Record indicated that the last entry made was in
11/26/08. There were no other current
documented requests found in the foider to
purchase any properties.

During an interview with Psychiatric Technician 1
(PT 1) on 9/24/13 at 8:50 a.m., she stated that
she was not sure where the properties of core
sampied client 43 and core sampled client 84

were,

W 137
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During an observation on the same day and time
with PT 1 in core sampled client 64's bedroom,
the following items were noted inside his closet;
folded underwear inside a drawer, five shirts
hanging, and multiple folded white shirts. An
observation was also conducted inside the ciient's
bathroom, and the items purchased on 2/13/13
were not located.

During an interview with Psychiatric Technician 2
(PT 2) on the same day at 9:17 AM, he stated
that he was not able to locate the items
purchased for core sampled client 64, except for
his electric razor which was found in the property
room. '

During an interview with the Patient Bengfit
Insurance Officer on 9/25/13 at 1:39 PM, sha
stated that she was in-charge of the client's trust
account, According to her, she was the one who
signs-off on request and purchases for clients.
She also stated that any purchases made for the
client should be documented in the property card.
When she was shown core sampled client 64
Client's Personal Property Card where purchase
was made on 2/13/13, she stated, "Based on the
record, it couldn't be identified whether it was
received or not." She was asked if there were
any other recent purchases made for core
sampled client 43 and 64, she stated that she will
checkthe record and will return with receipts.

The Property Order and Receipt for core sampled
client 43 provided by the Patient Benefit
Insurance Officer as reviewed on 9/25/13 at 3:30
p.m. The review indicated that there were
purchased made for core sampled client 43 on
11/7/12, 4/29/13, 5/31/13, and 8/28/13. Multiple
iters purchased on those dates were not
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_ W137 1-f : A
W 137 | Continued From page 66 W 137 |a. The Property Card for Client 77 has D9/26/13
documented or listed in core sampled client 43 been updated to account for all recent
C_Iient's Personal Property Card nor observed in purchases.
his bedroom or property room. b. The Property Cards for all clients  [10/25/13
The Property Order and Recelpt for core sampled identified have lbeen updated and
client 64 provided by the Patient Benefit F:orrectepl fo reflect acc_urate
Insurance Officer as reviewed on 9/25/13 at 3:40 Information by the Residence
p.m. The review indicated that thare were Manager(s).
purchased made for core sampled client 43 on ¢. The Client Property Card for all 10/25/13
10/15/12, 11/28/12, 2/19/13, 4/3/13, and 9/5/13. clients will be filed in the Clinical
Multiple items purchased on those dates were not Record under saction 3. :
documented or fisted in core sampled client 64 d. Residence Manager(s) provided 10/25/13
Q!lent’s Personal Property Card nor cbserved in training to staff on duty on
his bedroom of property rcom. Administrative Directive 276, Clients
: : i T Personal Property.
The facility policy and procedure titied "Client . ,
services Ty2?8: glient‘spPersonal Property dated €. The Residence Manager/designee  (10/25/13
10/25/07 reviewed on 9/26/13 at 10:45 a.m., will conduct a random audit of Property
indicated, "2. GENERAL PURCHASING, 2.1 |Gards for 50% of clients on each
Residence Manager...2,1.5 Maintain a current residence quarterly to check for
personal property card for each client. Items compliance with the AD, document the ,
such as TVs {T@]&ViSlDl’lS), VCRs (Video (.‘:asseﬁe aUdit, provide corrective action where - doe
‘?18905;?:5?12!?;(3 pr Zﬁzria'? d“fgehni;;r?gng‘:::g” on necessary, and identify issues on the
I name, model, size, and serial number." Res)ldence Manager Rounds Sheet (if
any).
f. During a review of Client 77's personal propsrty i. Program Management will moriitor  10/25/13
card, it was noted that it didn't properly reflect his the Residence Manager rounds sheet
personal property inventory and it listed his last for the audit and conduct a random
purchase had been made back in 2012. audit of Client Property Cards on-each
‘ o ICF residence at least quarterly and
Dur'ng an ;?}[ﬁmrﬁw with i{‘;}’;@ﬁt?”ﬁ?iﬁt ] document on the 24-hour report.
membe € mornin , state : :
that just recently at thegll_.A. County fair the client 9. See confinuation page 68a.
had purchased a hat. She said that she believed '
after a purchase was made, all copies of the W137 #1-g )
| "RESIDENTS' PROPERTY ORDER AND a). The Property Card for Clients 79
RECEIPT" went the trust office, followed by the and 94 have been updated to account [09/26/13
pink copy being sent back to the residence. She for all recent purchases,
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. W137 #1-g
W 137 | Continued From page 67 . W 1375, The Property Cards for all clients 10/25/13
said she thought the staff on the nocturnal shift dentified have been updated and
would then make the entry into the property corrected to reflect accurate information
record. - by the Residence Manager(s).
' . c. The Client Property Card for all clients
On 8/25/13 at 11:10 AM a Trust Office cashier will be filed in the Clinical Record under 10/25/13
was interviewed. She stated that even though the section 3, :
pink sheet of the form SR 2983 "RESIDENTS' H. Resid Man rovid
PROPERTY ORDER AND RECEIPT" indicated it  osicencs Manager(s) provided |
was 1o be distributed to "th it All conl fraining to staff on duty on Administrative 10/25/13
) ‘ 10 e unit’, All coples were irective 276, Clients Personal Property.
kept in the Trust Office. . ) !
. The Residence Manager/designee will
This was in violation of the facility's policy titled, onduct a random audit of Property
"Client Services - 276: Client's Personal . ards for 50% of clients on each 10/25/13
Property', This policy specified: "2.4.5 Maintian a esidence quarterly to check for
current personal property card ....., 2.3,3 Ensure compliance with the AD, document the
that copies of the Residents Property Order and audit, provide corrective action where
receipt SR 2983 is distributed as follows: ... ... necessary, and identify issues on the
Pink - Requesting Residence, 2.4.7 File the pink Residence Manager Rounds Sheet (if
-.copy of the Residents Property Order and receipt any}:
on the residence and maintain in file until the next f. Program Management will monitor the
property audit. Residence Manager rounds sheet for the
: TR S R - - - pudit-and-conduct a random audit of 10/25/13
g. Personal razors purchased in 3/2013 were not Client Property Cards on each ICF
recorded on property cards for Clients 79 and 94, residence at least quarterly and
| h. Atrust account review was conducted on ?&2;?; gtegncghni 24géC;L;r repert
9/25/13 for Clients 1 and 29, The account P
indicated on 6/6/13, an Avon Cologne was
urchased In the amount of $41.18 each for both :
glients. W137 #1-h '
Areview of the client's property card revealed the &. The Property Card for Clients 1 and 29 09/26/13
_ 9/26/131
Avon Cologne was not documented on the have been updated to account for all
property card. The Jast entry on Client 1's recent purchases. _
property card was dated July 2010, The last entry b. The Property Cards for all clients 10/25/13
on Client 29's property card was dated March identified have been updated and
2011, corrected to reflect accurate information
An interview was conducted with the RM by the Residence Manager(s).
(Residence Manager) on 9/25/13 at 10 AM. The (Please see cont. p.68a)
RM stated the staff supposed to input the item on _ o
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o W137 #2
- W 137 Continued From page 68 W 137]a) Appropriate fitting clothing was 09/16/13
the client's property card. offered to both Client 53 and 77 when it
The facllity policy and procedure titled, "Client's was determined that the length of the
Personal Property* dated 10/25/07, was pants were ill-fitting.
reviewed on 8/25/13. The policy indicated, "2.1.5
gaiﬁt::%stfﬂrremp ersonal property card for b) For all clients that have either gained|10/25/13
: or lost weight in the past year, request
2. On 9/18/13 and $/19/13 focus sampled Client made with clothing center staff to
53 was observed to be wearing pants that were re-measure to ensure a proper fit.
so long that the pant legs were underneath the
heels of his shoes as he walked. c) When going to clothing center, staff 10/25/13
will ensure that Client 53 and 77 are
On 9/23/13 at 8:35 AM, Cilent 77 emerged from encouraged to pick out their own -
his room with pants that were approximately five clothes, and staff will assist as needed
to six inches above his ankles. A residence staff " ' fit. Shoppi tri ith
member asked him to go change his pants 0 ensure pz:op'er . opping trips wi
because they were too short. He complied but the Renabilitation Therapist to
changed into a pair that the pant legs were so purchase clothing of their choice will
long that he stepped on them as he walked. continue.
On 8/23/13 at 8:40 AM, residence staff d) All Shift Supervisors will monitor that |10/25/13
. ,agknow!edged thelack of proper. fitting pants in ‘[l clients are dressed-with dignity -~ {- -~ -
Client 77 s possession. daily, and take corrective action as
The following morning of 9/24/13 at 9:35 AM a needed. Rounds and any corrective
residence staff member was observed at the actlonslwall be documented on the Shift
Fashion Center ordering pants for Client 77, She Supervisors Rounds Sheet (SSRS)
said Client 77 hadn 't come to the Fashion and submitted to the Residence
Center with her to choose pants for himself Manager weekly. (Please see
because he had gone to work that morning. continuation page 69a.}
W 148 | 483.420(c)(6) COMMUNICATION WITH W 148
CLIENTS, PARENTS &
The facility must notify promptly the client's
parents or guardian of any significant incidents, or
changes in the cllent's condition including, but not
limited to, serious iliness, accident, death, abuse,
or unauthorized absence,
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W137 #2 (cont.)’

Director weekly.

review/follow up discussion.

) All Residence Managers will monitor through review of the SSRS and during weekly rounds to ensure
that clients’ clothing is well fitted and appropriate for the weather and activity, and take corrective action i
needed. Rounds and any corrective actions wili be documented on the Residence Manager Rounds
Sheet (RMRS). The Residence Manager will submit the SSRS and RMRS and submit to the Program

f) The Program Director will ensure that any issutes or concerns identified in the SMRS or RMRS 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 Committee for f

10/25/13

10/2513
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: This STANDARD Is not met as evidenced by: 148 ;
i Based on review of a GER (General Event a-c ,
i Report) the facility failed to ensure that a client's ) Residence Manager provided 10/26/13
parent was notified of a significant incident for training to staff on duty on General
emergency chemical restraint usage Ir a timely Event Report (GER) to be generated
, manner for one of 10 sampled clients (Clignt 04}, or each use of stat medication for
P behavioral episodes.
Findings: b) Program Director reviewed the family{10/25/13
, . ) Inotification requirements with the
On ?/24/13, during fe\qew Qf a GER for Cll(—;nt 94, Program Social Workers.
the "Event Information" indicated the following: Th tor for client 94 10/26/13
7/1/13: Late Entry for 8/21/13, Client bacame c) € CO"_‘?’eWa orror clien and
‘uncontrolled,” SIB (self injurious bshavior) and 91 was notified of the use of stat
difficult to rediract, The client was agitated and Imedications on 7/9/13. This was a late |
- attempted fo hit himself in the face, kicking at ' notification as noted on the General
- staff ... Two point soft ties (restraints) were Event Report. The conservator was
 applied to both arms. The physician ordered informed that this was a late report at
i Zyprexa Zydis  antipsychotic) for severe agitation the time of the notification.
[ and SIB. ‘ c) A family notification checklist has  [10/25/13
| The General Event Reports (GER) dated 4/15/13 bff;f” “pﬁaf‘ed ?’gd made d?“’f’(f'ab'tf} 1o
110 8/15/13 was reviewed on 9/20/13 at 10:30 a.m, start on the res ence indicating the
The reviews indicated: ) families who wish nqt!ﬂcatlon; how ;
a. Incident dated 5/19/1 3(GER - T they prefer to be notified and under :
LDCA-B7NSEWVT7D); the conservator was rot i what circumstances and the method of .
informad promptly of the client ' s skin i notification. The Residence Manager
+ discoloration to the upper left inner thigh ' reviewed the content and location of
i posteriorly measurinlg. 8x3 centimaters. The this information with staff on duty. |
[conS?rvamr was notified on 5/20/18. - ©) The Program Director/designee will {10/25/13
 guarcan was ot iotmes prneas i i fgal roview all GER 1o ensure al |
‘ glient fell off the shower chalr. The conservator netifications have beeq malde. '
' was notified on 7/22/13. f Program Directors will bring any
“¢. Incident dated B3 (ERI# 386382); systems issues/f unresolved concerns

ito the attention of tha Governing Body
via the Clinical Quality Management

(Committee.

|
110/25/13
!
i
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The facility must develop and implemeant written
policies and procedures that prohibit
mistreatment, neglect or abuse of the client.

This STANDARD is not met as evidenced by:
Based on interview and record review the facility
failed to implement its procedures requiring
notiflcation to outside entities of incidents in
accord with facility policy. This oceurrad for one
injury of unknown origin investigated as part of a
death review and one allegation of neglect that
was reported during the time parameter of
4/17{13 through 9/27/13. This affected one
decedent, Client 97 and two foclis sampled
clients, Clients 66 and 92.

The facility failed to implement procedures to
ensure two focused clients were supsarvised
according to the identified RISKS outlined in the
Client 13's Approaches and Sirategies dated
8/20/13, as a result Client 13 was not suparvised
and assaulied a focus sampled client, Client 89,
with a wooden stick causing distress and multiple
injuries. The facility failed 1o provide the
supervision necessary to avoid physical and
psychological harm to Client 89. The factiity
failed to identify a pattern of unknown injuries
and two unwitnessed assaults to regression and
lack of active treatment occurring for one focus
sampled client. {Client 89).
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W 148§ Continued From page 70 W 148
tanding on his buttocks.
Documentation indicated that the family /
guardian was notified on 7/9/13 at 1:15 PM,
, eighteen days (18) days after the incident.
W 148 483.420(d)(1) STAFF TREATMENT OF CLIENTS W 149
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| Certification - State Facilities Unit (CDPH) and by

Findings:

1. During review of the Investigative file
associated with the death of Client 97 on 9/18/13
commencing at 2:45 PM it was revealed the
facllity internally reported an injury of unknown
origin on 1/4/13 that documenied Client #97 was
observed with a 15.5 cm x 7 cm purple
discoloration and a 15.5 cm raddish to light purple
bruise to Client 97's left thigh also described as
warm to touch. Review of the General Event
Report (GER) svinced the Californla Department
of Public Health {GCDPH) was not notified until
173,

in an interview with the Licensing Coordinator on
9/25f13 at 8:35 AM, she explained the facility had
developed a one page document related to
injuries, events and notification requiremenits as a
method for staff to use as a quick reference guide
when the need to reéport such incidents ocours.
Meview of the reference sheet identified bruising,
contusions, and/or hematomas 5 cm or greater,
or any bruising to the head, neck, breasts,
genitais or rectal/anal area as requiring
completion of a "high” General Event Report
(GER).

Administrative Directive 124 entitled
Incident/Unusual Occurrence Reports dated
411511, was reviewed on 8/25/13 at 8:37 AM.
Under " Office of Quality Assurance - Licensing
Coordinator " it stated, " As diracted by the
Director of Quality Assurance, report the following
occurrences by e-maii to the California
Department of Public Health - Licensing and

facsimile to the Reglonal Center Directors within

W149 #1 .
a. Administrative Directive 124
Incident/Unusual Occurrence

unknewn origin that meet CDPH

abuse and/or neglect.

incident.
d. The Standards Compliance

sending an Event Surimary
Notification or equivalent. This
procedure has been in effect for

February, 2011. The preliminary

staff,

Reporting was revised and changes
approved by the Executive Committee
on behalf of the Governing Body, The
pelicy now includes the requirement
for notification to CDPH within 24
hours of the incident for; injuries of

reporting criteria and all allegations of

b. Program Directors will notify the
Director of Quality Assurance (DQA) or
designee by phone of the incident.

c. The DQA/designee wili provide
prefiminary notification to CDPH via
email- providing information about the

Coordinator will ensure that CDPH is
notified on the next working day by

allegations of abuse and neglect since

notification {date, time, whe made the
notification) will be legged into the
Therap system by Quality Assurance

8/25/13

10/25/13

10/25/13-| -

10/25/13
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W 149 | Continued From page 72 W 149le The DQA will ensure this system 10/25/13
24 hours, or the following workday if an incident occurs with a monthly audit of imely '
occurs on a weekend or a holiday." One of the notifications completed by the QA Risk
categories listed as requiring notification was Manager and reviewed at the Daily
serious injuries of known and Unknown source. Executive Risk Management Team
Per follow-up interview with the Director of Quality (DERMT) mesting by the 10th of the
Assurance (DQA) on 9/25/13 at 11:35 AM, the following month.

DQA explained since the incident cccurred on a W149 #2 o
Friday, the incident would not have needed to a. On the day the incident was 4)25/13
| been reported until 1/7/13. reported, the IPC Supervisor ensured
the reporting party called the Abuse
per, California Code of Regulations Title 22, Hotline fo report the incident to OPS.
Division 5, Chapter 8, Article 4, Secticn 76551 - b. Staff who had aliegedly not 4125113
Unusual churrencesbit Iis&ed " (a) Occurfrences supervised Clients 66 and 92 were
stich as epidemic outbreaks, poisonings, ires, ; ; :
| major accidents, deaths from unnatural causes or reassllgned o non-client care duties
catastrophes and unusual oceurrences which pending the outcome of the
threaten the welfare, safety, or health of clients, . investigation. .
personnel or visitors shall be reported by the ¢. To ensure staff's understanding of  /28/13
facility within 24 hours either by telephone, with Center policy related to incident
written confirmation or by telegraph 1o the local reporting and reporting of alleged
“ V' health officer and the Department.® . Labuse/neglect, the IPC Supervisor
2 Onl 9/23/13 commencing at 10:30 AM incident provided training to the staff who made| ~
DS13-04-L-107-A was reviewed. The Generai ?2871_8;? éezgiﬁfuiie?\]es Feeci]lgft in AD
Event Report (GER} and Office of Protective - ATEY . g
Services (OPS) investigative report were Expoloitation, AD 226: Client
examined and it was revealed an ailegation of Supervision and Personal Care, and
failure to provide supervision was reported on AD 124 Incident/Unusual Occurence
4/24/13 at 4:20 PM, wherein it was alleged Reports. 0/23/13
Clients 66 and 92 were left unattended in their d. The Standards Compliance
group living room. As & result, Client 92 was sent Coordinator will monitor for staff '
to the hospital for a precautionary x—rai 10 /0 compliance in timely reporting and
ossible ingestion of & foreign objec report any concerns or issues to the
_During the courss of individual supervisor and bring a
| the investigation it was determined the reporier haiviaual supe t'ng Y
did not notify the OPS until eighteen hours later. systems issuies to fhe attention ofthe |
Governing Body via the Clinical Quality
L In an interview with the Licensing Coordinator - Management Committee.
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(LC) on 9/25/13 at 8:35 AM, the LC explained
though there was no specific time parameter for
reporting incidents to OPS, Administrative
Directive #227 required immediate notification to
OPS.
Review of Administrative Directive #227 dated
10/26/11, entitled Alleged Abuse, Neglect or
Exploitation, on 9/25/13 at 8:37 AM revealed a
section entitled "Reporting Requirements,” which
stated "After ensuring the safety of the client,
staff must immediately make a telephone or
verbal report of possible neglect or abuse to the
Office of Protective Services (OPS) by dialing
extension 888; this number will ring directly at the
OPS station and if not answered by the officer, -
will rall over to communications staff, who will
immediately notify the officer on duty.”
3. Observation on 9/24/13 at Q:EOdAM ;e\;;eafiecfi] W149 #3
Client 89 laying in bed fully clothed-with-the-lights 9t N i e T e T T )
out tearing gie?:es of paper and putting them into a. The Readenc@ Manage‘r and Shift - 109/24/13
her purse. The bedroom door was closed, Supervisors provided training to all
curtains drawn and there was no stimulus in the staff on duty on specified levels of
room such as TV or music playing . supervision identified in each
individual’s individual Program Plan.
b. Residence Manager and Shift 09/24/13
Supervisors provided training to all
staff on duty on Administrative
Directive 226: Client supervision levels.
¢. Residence Manager and Shift 10/25/13
Supervisor provided training to all staff
on duty on Administrative Directive
235! Individual Program Pian
Implementation.

FORM CMS-2567(02-89) Pravious Varsions Obsclete

Event ID:FCSF 11

Fachlty 1D: CA170001773

if continualion sheet Page 74 of 234




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

PRINTED: 10/21/2013
FORM APPROVED
OMB NO, 0938-0391

indicated Client 89 was on Enhanced Supervision
and should bg on Line of Sight when "active” on
the residence. The term "active" was not definsd.
Although, the IPP instructed staff to increase
awareness of Client 88's whersabouts to protect
her from harm, she was not receiving Enhanced
supervision during the observation period. At 1:30
PM, the same day Client B9 was going through &
closed door onto the residence patio in a
wheelchair alone. :

Areview of 10 General Event Heports were
compieted for the past eight months for Client 89,
showing a pattern of unknown injuries and two
unwitnessed assaults by other ¢lients, once with a
wooden stick by Client 13 who has a history of
pre-mediated assaults on clients and staff. On
six occasions Client 89 was discovered ic have
injuries of unknown origin with bruises up fo 10 x
10 cm. On 5/27/13 at 7:43 AM, while in the dining
room, Client 89 became unresponsive and
stopped breathing. Staff Iniliated abdominal
thrusts and she began breathing and was .
transferred by 911 to emergency room. Client 89
has a history of choking and no history of
seizures.

Further review of an assault on Client 89 by Client

el I L R
05G007 B. WING 09/26/2013
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W149 #3 cont.
W 149 Continued From page 74 W 1484, Residence Manager to monitor 10/25/13
residence daily to ensure client safety
and that staff are knowiedgeable and
compiiance with client supervision
levels,
e. Shift Supervisor will complete daily  ho/25/13
rounds utilizing the Shift Supervisor :
Rounds Sheet and submit weekly to
Residence Manager.
f. Any identified action items on the 10/25/13

Shift Supervisor or Residence
Manager Rounds Sheets will be
addressed at monthly Risk
Management Mestings then elevated
to EC commitiee for any unresolved
issues.
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W 149

Continued From page 75

13 with a wooden like stick on 8/21/13 between
the hours of 9:30 AM and 11:30 AM revealed both
clients were left unsupervised with no active
treatment programming resulting, -.

Client 13's Approa
8/2013 identified

are 10 ensure well-being and safety of peers,
ensure she is in visual range and sufficient
proximity to provide immediate intervention.

At 11:30 AM, Client 89 was in hei bedroom when

her peers and staff returned from lunch and was

W 149.

—
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discovered to be distressed and have six muitiple
linear scratches up to 10 cm long on her face and
trunk. Client 13 admitted to the assauit and was
found with an object described as a "wooden like
stick.”

The facility investigation was substantiated for
assault based on the circumstances, Client 13
caused Client 89's injuries and therefore violated
the facility policy for Client Abuse. However, the
facility investigation determined no violations of
neglect related to staffing.

The facllity failed to ensure two clients were
supervised according to the identified RISKS
outlined in Client 13's Approaches and Strategies
dated 8/20/13 and as a result Client 13 was not
supetvised and assaulted Client 89 with a
wooden stick causing distress and multiple
injuries. The facility failed to provide the
supervision necessary to avoid physical and
psychological harm to Client 89,

W 150 | 483.420(d)(1)(i) STAFF TREATMENT OF W 150
. | CLIENTS

Staff of the facility must not use physical, verbal,
sexual or psychological abuse or punishment,

This STANDARD is not met as evidenced by
Based on observation, interview and record
review, the facility failed to ensure that one focus
sampled client was not subjected to sexual
abuse by a staff member, { Client 98)

Findings:

1. During a full survey of the facility, entity
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_ a.Client 98 was examined by the 11/6/12
W 150 | Gontinued From page 77 W 180 |residence physician who determined
reported incident 332312, \:Nhich was initiated in that a possible sexual assault may
Navember 2012 and remained an open have occurred. Office of Protective
investigation was included as part of the review of Services/Investigators were notifisd
the facility's system to prevent abuse, neglect and g orted. )
mistreatment. exual assault
On 11/7/12 at 2:20 PM, an unannounced visit was . urther examination.
made to the facility to investigate an entity Residence Psychologist and staff who
reported incident of a focus sampled client 98, care for Client 98 provided ongoing
who was noted to have a genital injury of an’ assessment to menitor for any
unknown origin on 11/6/12, adverse outcomes based on the
, ‘ i , , , injury.
During an interview with the Director of Quality ;
Assurance (DQA) on the same day and time, she Eg?%ﬂ? dzs ]ic\g?r;fegse;erg Isrf]:]erisaed LAY
stated that the ciient resided in Residence 21. of the completed roundé Was sent :g
the PD/CD for review.
c.Program Management, 11/6/12
Administrative staff and Quality
She also stated that four staff members Assurance staff increased Protection
{Psychiatric Technician 1 (PT 1), Psychiatric from Harm rounds.on all residences,
Technician 2 (PT 2), Psychiatric Technician d.The OPS Commander contacted the |
Assistant 1 {PTA 1}, and Psychiatric Techniclan iocal DOJ - Eider Abuse Hotline office  11/7/12
Assistant 2 (PTA 2} from the night shift were to ranort incident via voicemail
removed from client's contact. She further stated port I ' L N
that the case was transferred to California e.The Office of PrOt?Chve Services 117712
Highway Patrol (CHP) by the Office of Protective (OPS) Commander informed
Service (OPS) for a criminal case investigation, Executive staff that the CHP
: Investigative Unit would take the lead
During an observation on 11/7/12 at 3:20 PM in in the Criminal investigation and OPS
Resldence 21, focus sampled client 98 was would conduct an Administrative
observed in her bed, located in room fllRocm Investigation concurrently.
as shared by focus sampled client 98 and f.The Program’s Health Services 11/21/12
two other clients divided by a partial wall. Focus Specialist initiated a review (11/7/12
| sampled client 98's bed was located near the pecialist iniialed a review ( )
door entrance of the room, while the two other of all recently opened medical
beds for clients were located behind a partial wall conditions refated to the perineal area,
separating the space. §uch as rashes,' impaired skin .
, integrity, and urinary tract Infections to
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During an interview with focus sampled client 98
on the same day and time, she was unable to
respond verbally when asked how she was

fesling.

During an interview with the Residencs Manager
{RM) of Residence 21 11/7/12 at 3:40 PM, he
stated that Psychiatric Technician 3 (PT 3}
discovered the laceration in the vaginai area of
focus sampied client 98 while conducting perineal

‘care on the morning of 11/6/12. PT 3

immediately reported to the Health Service
Specialist. Focus sampled client 98 was
examined by the residence physician and
determined a possible sexual assault,

An 888 (facility's abuse hotline) number was
dialed by staff to make an initlal report of the
possible sexual abuse. Focus sampled client 98
was transferred to the community hospital on
11/6/12 for a sexual assault examination. The
RM stated that four night shift staffs (three-maies
and one female) were removed from clisnt's
contact, Four other female clients in the
residence were examined by the residence
physician for possible sexual assault and the 13
male clients will be examined as well, according
o the RM.

During an interview with the CHP Investigator
assighed 1o the case on 11/15/12 at 2:28 PM, he
stated that thefr department took over the case of
focus sampled client 98 on 11/7/12. According to
the CHP Investigator, they had collected evidence
including the SART (Sexual Assault response
Team) kit, which will be processed in [County
Crime Laboratory's name], He also staied that
they had not conducted any interviews yet and
advised the surveyor to hold off on interviewing

W 150{determine any areas of concern. A -
summary indicating no abnormal
findings were observed was provided to

the PD/CD.

residence 21.

g.QA Risk Manager completed an
Incident Report review for all injuries
ccourring on Residence 21 for the
previous 6 months and then reviewed 1147112
facility wide injuries for all clients.
N.The Program 2 Program Assistant
reviewed the Program Injury/Fall Log,
identifying types of injuries that had
bsen documented on this residence
(11/7/12), which was distributed to
members of the Daily Executive Risk
Management Team (DERMT). Findings 11/16/12
of no issues related to special medical 11/20/12
conditions were discussed at the
DERMT meeting and during the © 141130012
Program’s Risk Management Meeting.
1.Special Risk Management Meetings -
were held beginning 11/7/12 in all
Programs to review AD 124; Incidents
and Unusual Occurrence, AD 227:
Alleged Abuse, Neglect or Exploitation,
AD 225: Client Supervision and
Personal Care, and Quality Assessment
and Performance tmprovement Plan for
Special Medical Conditions. - 11/7/12
.Acting Ciinical Director conducted
rounds on Res. 21, and met with CDPH
SFU licensing surveyor. 11/8/12
k.Executive Director made rounds on
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17712

11/8/12

LResidence HSS and Physician 11715712
completed physical examinations
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anyone that might had any involvement in the
| case, .

W 150 to rule out any further potential victims
on all glients living on Residence 21.
The Physicals were completed on the
female clients first (11/8/12), followed
by the male clients {11/15/12).
m.Memarandum from Acting Clinical
Director to ali Program Managers,
Residence Managers and Shift
Supervisors re: heightened awareness
by all staff regarding Protection from
Harm (PFH) measures for all clients.
n.The OPS Commander instructed the
OFS Sergeant to have Police Officers
initiate daily rounds on residences at
random times of the day. These are
logged on the OPS Police Daity
Activity Log as well as the residence
24-Hour Report.

0.7The Director of Quality Assurance
contacted the SART Nurse (SART)

- from PVCH to inquire.if there were .
any recommendations regarding
protection from harm.

p.Program Management and Quality
Assurance staff conducted rounds for
the holiday weekend on each
residence and each shift.

g.The Individual Program Coordinator
and Program 2 Management reviewed
Interdisciplinary Notes and Nursing
Assessments for all clients living on
Residence 21 for the previous 6
months, with no unusual findings
reported to the Program Director and
Clinical Directer. (Female clients’
record review completed on 11/9/12.
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W 150

W150 cont,
Male clients record review completed -
Jlen 11/16/12))

r.Enhanced Rounds by all Program -
Managers and Supervisors and Quality
Assurance staff to all residences and
all shifts on an ongoing, weekly

random schedule. |dentified issues are
reported and elevated to Executive
Commitiee members if resolution is
needed. Reunds data has been
collected and presentad to the Clinical
Director for review at the Clinical
Quality Management Committee
Meetings and the Quality Management
Council Meetings.

Y, A

t.Senior Supervising Psychologist
reviewed strategies to assist:
individuals in dealing with sexual
assault with the DERMT members and
Executive Committee,

u.A Special Team meeting was held to
review Client 98's program plans and
data collection, and modifications were
implemented.

v.Center-wide training on Protection
From Harm scheduled for all staffin 3
separate training sessions. Curriculum
was developed and two training
sessions were held on 1/22/13 and two

111312

11/13/12
11/14/12

11/19/12

11/28/12

122113

2/21113
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Gontinued From page 81

During an interview with the GHP Investigator on
12/20/12 at 10:02 AM, he stated that there were
no DNA (Deoxyribonucleic Acid, a molecule that
encodes a genetic makeup of living organism)
test results available as of yet from the SART kit.
He was not able to give a time frame as 1o when
the test will be completed. He also stated that
they had interviewed staff including PT 2, PTA 1,
PTA 2, and another PT (PT 4}, who was assigned
to focus sampled client 98 before PT 1 took over
her care,

W 150

W150 cont.

additional sessions were held on
2121113,

w. To improve clinica) staff's
nvestigation skiils: Clinical Critical

ncident Investigation--Training -

provided to Residence Managers,
Program Managers, Executive
Committee Members, available
Medical/Nursing staff and IPCs about
how to conduct incident investigations
from the clinical perspective) and how
those coincide with investigations by
OPS by Disability Rights, California
DRC) Director, Investigations Unit and
Senior Investigator,

K. To further improve clinical staff's
nvestigation skills: Clinical Critical
ncident investigation- Training
provided to Residence Managers,
Program Managers, Executive
Committee Members, available’
Medical/Nursing staff and IPCs about
how to conduct incident investigations
from the clinical perspective).

y. The DQA and QA Program
Assistant have sent out a Template to
Residence Managers and acting
Residence Managers to assist in the
completion of the Level 1
Review/investigation process,

v, Standards Compliance Coordinator
SCC) provided training on 10/25/13 to
the facility's Managers and
Supervisors re: expectations to
nvestigate and/or analyze each
)noident, review findings, document the

2{14/13

5/1-2/13

12/26/12

10/25/13
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W150 cont.
W 150 | Continued From page 82 ‘ W 150 action taken, and make
According to the CHP Investigator, PT 2, PTA 1, recommendations to the next level of
and PTA 2 came into their office voluntarily for management to ensure that active
interviews, with the exception of PT 1. PT { treatment programs and sUpervision
refused to be interviewed and gave every excuse R A
T limthe book acoording o fhe investigator. The are medEd. and/.O.r needsd revisions
Investigator did not want to provide details of thelr to plans are identmed.. '
investigation until he interviewed PT 1. aa) The Office of Quality Assurance
will monitor all generated General
Although the case was still pending, he stated Event Reports (GER) for complete and
that he had gathered good information from the thorough investigations daily. Any
staff that were interviewed. He further stated that issues will be brought up to Program
the investigator at the facility was told by the Management and Exective
SART Nurse that it was sexual assault and they Management at the Daily Executive
were notified by the faclility investigator a day later Risk M ET i
after the incident. The Investigator requestad the IS anagemen ?am m_ee Ing
surveyor to continue holding off on the {DERMT) for corrective action as
investigation until they were done. warrantsd.
‘ bb) The four staff who had worked on 10/6/12
During an Interview with the CHP Investigator on the night shift prior to the discovery of
1/25/13 at 1:03 PM, he stated that there were no the Injury were reassigned to
DNA test results available. According to the non-client care duties pending the
1 Investigator, PT1 refused to be interviewed until outcome of the inVeéfiQéﬁéh o
the DNA results came back, - Qi
cc) The Office of Protective Services  |10/17/13
During an Interview with the Compliance Officer .ac‘imlnlstlratlve Investigation was .
of the community hospital on 1/28/13 at 1:10 PM, Initiated in August 2013 upon receipt of
she stated that the SART Nurse who conducted the completed California Highway
the exam.on focus sampled client 98.was Patrol case. The OPS investigation
contracted by the hospital. The records (Sexual included a review of historic
Examination Report) were kept by the SART information related to the alleged
Nurse and had to be requested. perpetrator's prior work assignments
The Sexual Examination Report dated 11/6/12 ggmpi}ﬁ% V;::h(:;r;%%ee?zc;atgoe’}réd was
conducted by the SART Nurse was received and P L o "
reviewed on 2/7/13 at 5 PM. dd) Super\nsmg Inves‘glgator provided 10/30/13
training to OPS Investigators re:
expectations for requests of historical
reviews of subjects identified in
administrative investigations and
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During an interview with the CHP Investigator on
2/28/13 at 11:58 AM, he stated that he had not
received any results from the crime laboratory for
the DNA test results. He also stated that the
investigation was on-going while waiting for
results. He further stated that the turn-around
time for DNA test results was around gight
months.

During an interview with PTA 2 on 3/14/13 at
10:16 AM, she stated that she was removed from
client's care on 11/7/12 and she had been
working in the training office since 11/9/12. She
also stated that she voluntsered to work in .
Residence 21 on 117512 during NOC shift {night
shift) as a PTA. She was assigned on a 1:1
ohservation with another client by the shift lead

| (PT 1} According to her, she didn't have any

contact with any client that night (11/5/12 thry
11/6/12) except for the one she was assigned 1o,

There were four staff in the residence during
NOG shift including her and three of them were
floaters, except for PT 1. She had worked in the

residence twice for overtime. She denled

knowing focus sampled client 98 nor the room
where she was located at. She also stated that It
was quiet on the night of 11/5/12, there was no
screaming and she did not notice anything
unusual on staff or clients. PTA 2 voluntarily went
to CHP office for an interview,

During an interview with PT 1 on 3/14/13 at 11:47
AM, he stated that he currently worked in the
main kitchen of the facility. PT 1 was

W 150 lweekly written updates from
Investigators on administrative tasks
completed on investigations while
criminal investigations are conducted,
ee) The OPS Commander will ensure
that OPS receives a historical review
of all incidents involving a subject
identified in an investigation so that it
is included as part of the investigative
process.
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Continued From page 84

accompanied by a union representative, He
stated that he retained a lawyer and refused to be
interviewed.

Buring an interview-with the Standard -
Compliance Coordinator (SCC) on 8/6/13 at
10:15 AM, she stated that PT 1 passed away
about two months ago due to his medical
condition. An attempt to interview the residence
physician was made, but the SCC was unable to
locate him.

During an interview with the CHP Investigator on
8/6/13 at 11:05 AM, he stated that they finally
cancluded thelr investigation.” The DNA test
results came back negative and could not be
linked to any staff investigated. He also stated
that even though the DNA test came back
negative, It did not mean that focus sampled
client 98 was not sexually assaulied. He further
stated that their " suspect™ (PT 1) died of a
medical condition. ' :

During an interview with the SART Nurse on
9/9/13 at 2 PM, she confirmed the findings on the
Sexual Examination Report dated 11/6/12. She
stated that the injury of focus sampled client 98
was consistent with sexual assautt. She also
stated that the injury was not consistent with
‘cleaning her area" because there was a certain
degree of force applied to the area. She further
stated, " it was some type of blunt force trauma,
but | cannot tell what, "

During an interview with the SCC on 9/9/13 at
10:30 AM, she stated that the sign-in shest for
11/6112 indicated that PT 1 was in-charge on
NOC shift and was also the medication person,
PT 2 was assigned on the left side of the

W 150
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residence hallway, PTA 1 was assigned on the
right side of the residence hallway, and PTA 2
was assigned to a 1:1 observation. Another
attempt to interview the residence physiclan was
made, but the SCG was.unable.to. locate. him.

The Daily Time Record for the merning shift and
night shift dated 11/5/12 was reviewed on 9/9/13
at 10:45 AM. The review confirmed what the
SCC stated regarding assignments of staff on
11/5/12 during NOC shift. The review also
indicated that PT 1 reported to work in Rasidence
21 at 2:30 PM on 11/5/12 and continued to work
until 7 AM on 11/6/12 for overtime. The review
further indicated that PT 4 reported tc work on
11/5/12 at 2:30 PM in the residenca,

During an interview with PT 3 on 9/9/13 at 11:30
AM, she stated that she worked on the marning
shift of 11/5/12 and 11/6/12 assigned to group 4
where focus sa ‘
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| PT 3 stated that there was no sexual abuse in the

The HSS arrived in the residence when PT 3 was
transterring focus sampled client 88 from shower
chair to bed. Drops of blood were observed on
the floor by PT 3. The HSS conducted an
assessment and noted a laceration on the
perineal area, betwesn the rectum and vagina of
focus sampled client 98. The residence physician
was notified and arrived in the unit shortly to
assess the client. PT 3 stated that the residence
physician stated that focus sampled client 98 was
sexually assaulted. She stated that the residence
physician seemed to be sure of it when he said it.
PT 3 was upset after hearing the residence
physician,

PT 3 stated that PT 1, PT 2, PTA 1, and PTA 2
were working on the NOG shift of 11/5/12. PT 1
was in-charge of the NOC shift and clients were
assigned on the left and right side of the hall. PT
3 stated that PT 1 was in-charge of the front hall
and focus sampled client 98. PTA 1 was on the
right side and PT 2 was assigned on the left side
of the hallway. PTA 2 was assigned to a 1:1
observation, located on the left side of the
hallway,

past that she knew of involving staff or clients in
Residence 21.
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-especially with men,

Continued From page 87

¢
PT 3 axplained that management did not have a
live interaction with PT 1 and did not pick up on
his issues. Focus sampled client 98 was very
comfortable and very tamiliar with PT 1.
According to PT 3, focus sampled client 98 Hkes
attention from men. She was very playful

During a re-interview with the RM of Residence
21 on 8/9/13 at 12:30 PM, he stated that focus
sampled cliert 98 was on general supervision on
11/6/12 during NOC shift. PT 1 was assigned to
focus sampled client 98 on the night of 11/5/12
and had full access to the client.

The RM was notified by PT 3 on the morning of
11/6/12 that focus sampled client 98 was bleeding
from the vaginal area. He confirmed the findings
of PT 3 and the residence physician was notified,
who re-assessed focus sampled client 98. The
residence physician felt that there was some sort
of violations, sexual in nature according to the
BM.

The BM stated that the floaters (PT 2, PTA 1, and
PTA 2) had never been involved with any type of
abuse in the residence. He was not aware of any

inappropriate contact by PT 1 to any staff or

W 150
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clients and was not aware of him being stressed
out. The RM was unabie to characterize PT 1's
interaction with clients, because accordlng to him,
 he PT 1} always works nights,

According to the RM, he did not believe the
residence physician's finding and did not
formulate any suspicion at the time. He was in
disbelief that something had happened. He also
stated that [focus sampled client 98's name] did
not have SIB. He did not believe that focus
sampled client 88 would hurt herself that way.

The RM mentioned that PT 1 told him that he was
in foocus sampled cii 's room on the night of
11/5/12%O PT 1 told him,
"Stie was fine when | left." PT 1 also tatked to
him about being stressed out and CHP
Investigators wanting to talk to him. PT 1 told the
HM that he hired a lawyer becausea he did not
trust the system. The RM also stated, [ felt that
one of the steff dtcidentally harm the client, and
instead of admitting it, they left it."

During an interview with PTA 1 on 9/9/13 at 1:25

1 PM, he stated that he had worked many times in
Residence for overtime. On the night of 11/5/12,
he was covering the right side of the hallway. He
stated that PT 1 was assigned to focus sampled

cllent 98 during NOC shift of 11/5/12.

PTA 1 mentioned that he did not have any contact
with focus sampled client 98 and did not notice
anything unusual during NOC shift on 11/5/12.

He did not see anyone go in and out of the
client's room when he made his rounds. Focus
sampled client 98 was in room ith two other
ctients and she was observed sleeping at 11 p.m.
on 11/5/12, before 1 a.m., 3a.m., and 5 a.m. on
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11/6/12. However, he observed PT 1 inside focus
sampled client 98's room a little bit after 5 a.m. on
11/6/12,

o - —|-PTA L denied assaulting-foeus-sampled ciient-88.
He voluntarily went to CHP office for an interview.
He stated, "l have a family member who had
disability also and | would not abuse anyone who
has a disability." PTA 1 was removed from
client's contact after receiving a phone call from
the Prograrm Director on 11/6/12.

During an interview with PT 2 on 9/9/13 at 2:15
PM, he stated that during NOC shift on 11/5/12
he was covering the left side of the hallway where
focus sampled client 88's bedroom was located.
Accerding to PT 2, he had only worked twice in
the residence for overtime.

PT 2 denied knowing focus sampled client 98 and
her room and stated that she was not one of the
clients assigned to him on 11/5/12. He stated
that he conducted 30 minutes check on clients,
randomly throughout the night. PT 2 did not
observe anyone entering or leaving focus
sampled client 98's room. He did not hear any
commotion in the room either, according to him,

PT 2 did not know most of the clients in the
residence, He stated that'he did not change or
take care of focus sampled client 98 the night of
11/5/12, because he had no reason to. He
voluntarily went to GHP office for an Interview and
expressed to CHP Investigators that he had
nothing to do with it. He stated, "if you want DNA,
I''m willing to give it at anytime." PT 2 stated, |
wished that 1 never did overtime in Residence 21
on 11/5/12."
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W 150 | Continued From page 90 W 150
"
t
1 expired on 6/25/13 due to septic shock as
an immediate cause of death, according to the
Certificate of De#th. ' '
_|
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W 150

W 153

- |-8t4:20_p.m..indicated, "1..ROLIGY.~..Any-~ - - -

| The facility must ensure that all allegations of

| through 9/27/13. This affected one decedent,

Continued From page 91

The facility policy and procedure titled "Client
Services - 227: Alleged Abuse, Neglect or
Exploitation” dated 10/26/11, reviewed on 9/25/13

neglect, abuse, or exploitation by any person,
whether staff, visitor, volunteer, student, family, or
other clients, is prohibited....Training:...All staff
shall recelve training to assist in the prevention of
abuse, neglect, mistreatment and
misappropriation of property as well as client
abuse reporting procedures..." The review also
indicated, "2. DEFINITIONS - 2.3 Sexuai Abuse -
Sexual contact that results from threats, or tear,
and involving range of activities, including, but not
limited to, assault, rape, molestation sexual
harassment." '

483.420(d)(2) STAFF TREATMENT OF CLIENTS

mistreatment, neglect or abuse, as well as
injuries of unknown source, are reportad
immediately to the administrator or to other
officials in accordance with State law through
established procedures,

This STANDARD is not met as evidenced by:
Based on interview and record review the facility
failed to ensure incidents were raported to
outside entities in accordance with State faw for
one death and one of six allegations of abuse,
neglect, mistreatment or expioitation that
occurred during the time parameter of 4/17/13

Client 97 and two focus sampled clients, Chents
66 and 92,

The facility also falled to ensure that the

W 150

W 153
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Under " Office of Quality Assurance - Licensing
Coordinator * it stated, " As directed by the
Director of Quality Assurance, report the following
occurrences by e-mail to the California
Department of Public Health - Licensing and
Certification - State Faoillties Unit {CDPH) and by
facsimile to the Regional Center Directors within

24 hours, or the following workday if an incident

DCCUrs with a monthly audit of timely
hotifications completed by the QA Risk
Manager and reviewed at the Daily
Executive Risk Management Team
DERMT) meeting by the 10th of the
following month.

(X4) 1D SUMMARY STATEMENT QF DEFIGIENCIES 1o PROVIDER'S PLAN OF CORRECTION X5)
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\W153 #1-2
W 153 | Continued From page 92 W 153 a. Administrative Directive 124: 39/25/13
Administrator was notified timely of chemical Incident/Unusual Occurrence Reporting
restraint usage for self injurious behaviors for one was revised and changes approved by
of 10 core sampled clients (Client 84)-and failed _. . the Executive_Committee-on-behalf of . . |——
——r[toensure that the Departimant of Pablic Health ~ |~ the Governing Body. The policy now
was notified of bruises or injuries of unknown Includes the requir i tf tificati
origin timely for one of 10 core sampled clients > fequirement for no fication
{ Client 94) and four focus sampled clients 1o C,D.PH within 24 hours L,)f .the Incident
(Clients 95, 32, 13, and 59). for: injuries of unknown origin that meet
CDPH reporting criteria and all
allegations of abuse and/or neglect.
Findings: 0. Program Diractors will notify the 0/25/13
1. During review of the investigative file Director of Quality Assurance {DQA) or
associated with the death of Client 97 on 9/1 8/1 3 designee by phone of the iﬂCideﬂ’[.
commencing at 2:45 PM it was revealed the c. The DQA/designee will provide 0/25/13
facility internally reported an injury of unknown relimina tification to CDPH vis
origin on 1/4/13 that documented Client 97 was preiir ry hot cation ° via
obsarved with & 15.5 cm x 7 om purpie em.all— providing information about the
discoloration and a 15.5 ¢ reddish 1o light purple ncident.
bruise to Client 87 ' s left thigh also described as d. The Standards Compliance 10/25/13
warm to touch. Review of the General Event Coordinator will ensure that CDPH is
Report (GER) evinced the California Department notified on the next working day by
of Public Health (CDPH) was not notified untii sending an Event Summary Notification
:r;r?eilagrllterview with the Licensing Coordinator prequivalent. This procedure has been
(LC) on 9/25/13 at 8:35 AM to discuss reporting n e}lze{;t fo r a”? gstions o;gf)?s?hand
procedures for outside entities the 1.C explained [egiect since February, - 1he
the facility had developed a'reference sheet to preliminary notification (date, time, who
assist staff In the reparting of incidents. made the notification) will be logged
Administrative Directive 124 entitled nto the Therap system by Quality
incident/Unusual Occurrence Reporis dated Assurance staff.
4{15/11, was reviewed on 9/25/13 at 6:37 AM. B.The DQA will ensure this system 0/25/13
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W 153

Continued From page 93

occlrs on a weekend or a holiday. One of the
categories fisted as requiring notification was
serious injuries. of known and unknown source.
Per follow-up interview with the Director of Quality

"t Assurance (DQA) on 9/25/13 &t 11:35 AM; the

DQA explained since the incident occurred on a
Friday, the incident would not have needed to
been reported until 1/7/13.

Per Barclays ' California Code of Regulations
under subsection 76551 - Unusual Occurrences it
listed * (&) Occurrences such as epidemic
outbreaks, poisanings, fires, major accidents,
deaths from unnatural causes or catastrophes
and unusual occurrences which threaten the
welfare, safety, or health of clients, personnel or
visitors shall be reported by the facility within 24
hours sither by telephone, with written
confirmation or by telegraph to the local heatth
officer and the Department,

2. On 9/23/13 commencing at 10:30 AM incident
[D513-04-L-107-A was reviewed. The General
Event Report (GER) and Office of Protective
Services (OPS) investigative report were
examined and it was revealed an allegation for
failure to provide supervision was reported on
4{24/13 at 4:20 PM wherein it was alleged Clients
#66 and #92 were loft unattended in their group
living room: As a result, Client #92 was sentto
the hospital for a precautionary x-ray to r/o

ossible ingestion of a foreign object [ N
e e

course of the investigation it was determined the
reporter did not notify the Office of Protective
Senvices {OPS) until eighteen hours later.

In an interview with the Licensing Coordinator
(LC) on 8/25/13 at 8:35 AM the L.C explained
though there was no specific time parameter for

' reporting incidents to OPS, Administrative

Directive #227 required immediate notification to

W 1563
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W 153

Continued From page 94
oPs,

Review of Administrative Directive #227 dated
10/26/11, entitled Alleged Abuse, Neglect or

| Exploitation on 9/25/13 at 8:37 AM revealeda

section entitled " Reporting Requirements,
which stated " After ensuring the safety of the
client, staff must immediately make a telephone
ur verbal report of possible neglect or abuse to
the Office of Protective Services (OPS) by dialing
extension 888; this number will ring directly at the
OPS station and if not answered by the officer,
will roll over to communications staff, who will
immediately notify the officer on duty. *

3. On 9/24/183, during review of a GER for Client
84, the "Event Information" indicated the
following: 7/1113: Late Entry for 6/21/13. Client
bacame "uncontrolied," SIB (self injurious
behavior) and difficult to redirect. The client was
agitated and attempted to hit himself in the face,
kicking at staff ... Two point soft ties (restraints)
were applied to both arms. The physician ordered
Zyprexa Zydis ( antipsychotic) for severe agitation
and SIB,

The Program Director's Level 2 review Indicated
that Client 94 received both 2 point soft tie
restraints as well as Zyprexa Zydis as a
behavioral emergency on 6/21/13, however
proper documentation and follow-up was not
completed at that time. Therefore, late notification
was completed on 7/i/13.

Documentation indicated that the Administrator
was notified on 7/1/13 at 6:23 PM, ten (10) days
after the incident occurred.

4, Review of a GER, dated 7/17/13 at 6:45 AM,

W 158

R
v

W53 #3
A} The Residence Manager for client 94 40/26/13
provided training fo staff on duty the
requirement that a General Event
Report (GER) be generated for each

apisodes.
o) all Residence Managers provided 10/25/13
training to all staff on duty the
requirement that a General Event
Report (GER) be generated for each
Lse of stat medication for behavioral 10/25/13
ppisodes.

£) The Program Direcior reviewed the
njuries, Events and notification
requirements for 2 General Event
report with the Residence Manager.
1} The Program Director/designes will
review all GER’s to ensure all
notifications.
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W153 #4-8 _

W 153 | Continued From page 95 W 153 a. Administrative Directive 124: 00/25/13
indicated that Client 94 had a bruise of ncident/Unusual Occurrence Reporting
undetermined cause to his mid forehead. The was revised and changes approved by
t[))ruise metaet‘.preq §15 (;mdt;ﬁ 1t.t5hcrrg). ment of the Executive Committee on behalf of

| poedmentation indicated that the Lepartment o he-Governing.Body. The policy-now
Public Health was notified on 7/18/13 at Z:33 PM, nciudes the requirement for notification
5. Review of a GER, dated 8/3/13 at 1:30 PM, o GDPH within 24 hours of the incident
indicated that Client 95 had a bruise of for: injuries of unknown origin that meet
undetermined cause to her left inner arm. One CDPH reporting criteria and all
discoloration measured 16x4 em and a second allegations of abuse and/or neglect.
discoloration measure 6x3 cm. Documentation b, Program Directors will notify the 10/25/13
indicated that the Department of Public Health Director of Quality Assurance (DQA) or
| was notified on 8/5/13 at 9:20 AM. fdesignee by phone of the incident.
6. Review of entity reported incident, (ERI# E)hr;; ::I?irlnj a%%%i%ggﬁgﬁgl Cplr;;/l}??/ia 10/25/13
363818), indicated that on 7/27/13 at 6:25 AM, L C :
Client 32 had an injury of unknown origin, a 6.5 email- providing information about the
cm scratch on her feft breast. Documentation ncident, _ ‘
revealed that the Department of Public Health d. The Standards Compliance 10/25/13
was notified on 7/29/13 at 8:45 AM. Coordinator will ensure that CDPH is
notified on the next working day by
7. Review of GER, (re: S e - sending an Event Summary Notification
DDSLDCA*BAR“-STGZLBEXQ) dateq 8}23/13 O equjvalent. Th|5 prOCedUre has
bocn nefec for llegations of abuse
measuring 28x8 cm., circular discolorations to the anc{lngglect SInce Flebruary, 291 1. The _
chest area times three measuring 4x5 cm, and preliminary notification (cate, time, who |
ciroular purplish/brown discolorations to bilateral made the notification) will be logged
posterior hands. Documentation indicated that the nto the Therap system by Quality
Department of Public Health was notified on Assurance staff,
8/26/13 at 11:30 AM. .The DQA will ensure this system 10/25/13
. - ceurs with a monthty audit of timaly
8. Review of GER, (re: ofifications completed by the QA Risk
DDSLDCA-BO5435AMNY) dated 7/03/13 entered anager and reviewed at the Dail
at 3:58 PM, indicated that Client 59 had muitiple : ; v
o ) i xecufive Risk Management Team
discolorations to her bilateral legs, Areas DERMT fina b
measured as follows: right lateral aspect of leg MT) meeting by the 10th of the
having a bluish discoloration measuring 5x4 cm, ollowing month.
inner aspect of right thigh having a 7x4 em bluish
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. W 183 | Continued From page 96 W 153
discoloration, left Inner posterior thigh having a
5x3 cm bluish purple discoloration, and the lateral
aspect of left thigh having a brownish 6x7 cm
-| diseoloration: Do¢umentation indicated that the
Department of Public Health was notified on
7/5(13 at 10 AM. _
W 154 | 483.420(d)(3) STAFF TREATMENT OF CLIENTS W 154

The facllity must have evidence that all alleged

violations are thoroughly investigated.

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that all allegations of abuse and
multiple injuries of unknown origin were
thoroughly investigated when incident reports and
level reviews reviewed, indicated that
components needed to complete an internal
investigation for thoroughness were missing for
three focus sampled clients  Client 98, Client 44
and Client 89) and one client outside core sample
{ Client 83). :

This failure affected one focus sampled client
{Client 98}, who had an open sexual assault
allegation, one focus sampled client {Cliant 44),
who had an injury of unknown origin that was
reported by & guardian during the time parameter
of 4/17/13 through 9/26/13, injuries of unknown
origin to one focus client { Client 89) and Client
93, who had an injury of unknown origin

Findings: -
1. During a full survey of the facility, entity

reported incident 332312, which was Initlated in
November 2012 and remained an open

W154 #1

and emotional well-being is not

incorporated into every area of
service delivery activities.

Abuse, Negleot or Exploitation)

a) It is the expectation that all staff to
be vigilant and constantly alert o
{ensure that each person's physical

endangered in any way and that
protecticn from harm measures are

(Administrative Directive 227: Alleged

10725113

our
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W 154 | Continued From’page g7

investigation was Included as part of the review of
the facility's system to prevent abuse, neglect and
mistreatment,

On 11/7/12 at 2:20 PM, an unannounced visit was
made 1o the facility to investigate an entity
reported incident of a focus sampled client 98,
who was noted to have a genital injury of an
unknown origin on 11/6/12.

During an interview with the Director of Quality
Assurance (DQA) on the same day and time, she
stated that the client resided in Besidence 21.

She also stated that four staff members
(Psychiatric Technician 1 {PT 1), Psychiatric
Technician 2 (PT 2), Psychiatric Technician
Assistant 1 (PTA 1), and Psychiatric Technician
Assistant 2 {(PTA 2) from the night shift were
remaved from client's contact. She further stated
that the case was transferred to California
Highway Patrol (CHP) by the Office of Protective
Service {OPS) for a criminal case investigation,

During an observation on 11/7/12 at 3:20 PM in
Residence 21, focus sampled client 98 was
observed in her bed, located in room I Room
[l w25 shared by focus sampled client 98 and
two other clients divided by a partial wall. Focus
sampled client 98's bed was located hear the
door entrance of the room, while the two other
beds for clients were located behind a partial wall
separating the space.,

During an interview with focus sampled client 98

on the same day and time, she was unabie to

W154 #1 cont.
W 154 p) Every year, each employes reviews 11(/25/13
and acknowledges fraining in AD227:
Alleged Abuse, Neglect or Exploitation
at least annually, which includes
expectations regarding-the -~~~ |-~
nvestigative process. .
c) The Office of Protective Services 10/17/13
administrative investigation was
nitiated in August 2013 upon receipt of
the completed California Highway
Patrol case and was completed on
Cclober 17, 2013.

d) The Commander of the Office of 10/25/13
Protective Services (OPS
Commander) witl ensure that all
allegations and/or suspected sexual
assault are reported to outside law
enforcement.

e} The OPS Commander will ensure 10/25/13
that Investigators assigned to
administrative investigations handied [~
criminally by outside law enforcement
agencies will complete as much of the
administrative investigation as possible
while the criminal investigation is being
conducted sc that the investigative
results are available for facility
disposition and corrective action.

) The OPS Commander will ensure 10/25/173
that OPS receives a historical review
f all incidents involving a subject
dentified in an administrative
nvestigation so that it is included as
part of the investigative process.
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W 154 | Continued From page 98 W 154|g) Supervising Investigator provided — [10/30/13
respond verbally when asked how she was fraining to OPS Investigators re:
feeling. expectations for requests of historical
‘ S . reviews of subjects identified in
|- — -|-Buring. an.lnFerwew.w1th_the.Hesndence_Manager--- ~ladministrative-investigations and -
(RM) of Residence 21 11/7/12 at 3:40 PM, he Weekly'writteﬂ Updates from
stated that Psychiatric Technician 3 (PT 3) Investigator administrative task
discovered the laceration in the vaginal area of | gators on a ministrative tasks
tocus sampled client 98 while conducting perineal completed on investigations while
care on the morning of 11/6/12. PT 3 criminal investigations are conducted.
immediately reported to the Health Service h) Standards Compliance Coordinator {10/25/13

Specialist. Focus sampled client 98 was
examined by the residence physician and
determined a possible sexual assaull.

An 888 (facility's abuse hotline) number was

dialed by staff to make an initial report of the

possible sexual abuse. Focus sampled client 98
was fransferred to the community hospitalon
11/6/12 for a sexual assault examination. The
RM stated that four night shift staffs (three males
and one female) were removed from client's
contact. Four other female clients In the
residence were examined by the residence
physician for possible sexual assault and the 13
male clients will be examined as well, according
o the RM.

During an interview with the CHP Investigator
assigned to the case on 11/15/12 at 2:28 PM, he
stated that their department took over the case of
focus sampled client 98 on 11/7/12. According to
the CHP Investigator, they had collected evidence
including the SART (Sexual Assault response
Team) kit, which will be processed in [County
Crime Laboratory's name]. He also stated that
they had not conducted any interviews yet and
advised the surveyor to hold off on interviewing
anyone that might had any involvement in the

case.

provided training on 10/25/13 to
Managers and Supervisor re:
expectations to investigate and/or
analyze each incident, review findings,
document the action taken, and make
recommendaticns to the next level of
management to ensure that active
freatment programs and supervision
are provided and/or needed revisions
fo-plans are identified.

- Bee also W127 #1 and #2 and cont.
pages Ba-d.
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facility from the community hospital.

During an interview with the CHP Investigator on
12/20/12 at 10:02 AM, he stated that there were
no DNA (Deoxyribonucleic Acid, a molecuie that
encodes a genetic makeup of living organism)
test results available as of yet from the SART kit.
He was not able fo give a time frame as to when
the test will be completed. He alsc stated that
they had interviewad staff including PT 2, PTA1,
PTAZ, and anather PT (PT 4), who was assignad
ta focus sampled client 98 before PT 1 took over
her care.

According 1o the CHP Investigater, PT 2, PTA 1,

and PTA 2 came into their office voluntarily for

W 154
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interviews, with the exception of PT 1. PT 1
refused to be interviewed and gave BVErY excuse
in the book according to the investigator, The
Investigator did not want to provide details of their
investigation until he interviewed PT 1.

Although the case was still pending, he stated
that he had gathered good information from the
staff that were interviewed, He further stated that
the investigator at the facility was told by the
SART Nurse that it was sexual assault and they
were notified by the facility investigator a day later
after the incident. The Investigator requested the
surveyor 1o continue holding off on the
investigation untit they were done.

During an interview with the CHP Investigator on

1/25/13 at 1:03 PM, he stated that there were no

DNAtest results available. According to the

Investigator, PT 1 refused to be interviewed until
the DNA resufts came back,

During an interview with the Compliance Officer
of the comimunity hospital on 1/28/13 at 1:10 PM,
she stated that the SART Nurse who conducted
the exam on focus sampled client 98 was
contracted by the hospital. The records (Sexual
Examination Report) were kept by the SART
Nurse and had to be requested.

The Sexual Examination Report dated 11/6/12
conducted by the SART Nurse w i
raviewed on 2
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During an interview with the CHP Investigator on
2/28/13 at 11:58 AM, he stated that he had not
received any results from the crime laboratory for
the DNA test results. He also stated that the
investigation was on-going while waiting for
results. He further stated that the turn-around
time for DNA test results was around eight
months,

During an interview with PTA 2 on 3/14/13 at
10:16 AM, she stated that she was removed from
client's care on 11/712 and she had been
working in the training office since 11/9/12. She
also stated that she volunteered to work in
Residence 21 on 11/5/12 during NOC shift {(night
shift) as a PTA. She was assigned on a 1:1
observation with another client by the shift lead
(PT 1). According to her, she didn't have any
contact with any client that night {11/5/12 thru
11/6/12) except for the one she was assigned fo.

There were four staff in the residence during
NOG shiit including her and three of them were
floaters, except for PT 1. She had worked in the
residence twice for overtime, She denied
knowing focus sampled client 98 nor the room
where she was located at. She also stated that it
was quiet on the night of 11/5/12, there was no
screaming and she did not notice anything
unusual on staff or clients. PTA 2 voluntarily went
to CHP office for an interview.

During-an interview with PT 1 on 3/14/13 at 11,47
AM, he stated that he currently worked in the
main kitchen of the facllity. PT 1 was
accompanied by a union representative. He
stated that he retained a lawyer and refused to be
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'| During an interview with the CHP Investigator on

Continued From page 104
interviewed.

During an interview with the Standard
Gompliance Coordinator (SCC) on B/6/13 at
10:15 AM, she stated that PT 1 passed away
about two months ago due to his medical
condition. An attempt to interview ths residence
physician was made, but the SCC was unable to
locate him,

B8/6/13 at 11:05 AM, he stated that they finafly
concluded their investigation. The DNA test
results came back negatlve and couid not be
linked to any staff investigated. He alse stated
that even though the DNA test came back
negative, it did not mean that focus sampled
client 98 was not sexually assaulted. He further
stated that their "suspect® (PT 1) died of a
medical condition,

During an interview with the SAHT Nurse on
9/9/13 at 2 PM, she confirmed the findings on the
Sexual Examination Report dated 11/8/12. She
stated that the injury of focus samplad cllert 98
was consistent with sexual assault, She also
stated that the injury was not consistent with
"cleaning her area" because there was a certain
degree of force applied to the area. She further
stated, "It was some type of blunt force trauma,
but1 cannot tell what."

During an interview with the SCC on 9/9/13 at
10:30 AM, she stated that the sign-in shest for
H1/5/12 indicated that PT 1 was in-charge on
NOG shift and was also the medication person.
PT 2 was assigned on the left side of the
residence hallway, PTA 1 was assigned on the

right side of the residence haliway, and PTA 2

W 154
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was assigned to a 1:1 observation. Another
attempt to interview the residence physician was
made, but the SCC was unable to locate him,

The Dafly Time Record for the morning shift and
night shift dated 11/5/12 was reviewed on 9/9/13
at 10:45 AM, The review confirmed what the
SCC stated regarding assignments of staff on
11/5/12 during NOC shift, The review also
indicated that PT 1 reported to work in Residance
21 at 2:30 PM on 11/5/12 and continued to work
until 7 AM on 11/6/12 for overtime. The review
further indicated that PT 4 reported to work on
11/6/12 at 2:30 PM in the residence.

During an interview with PT 3 on 9/9/15 at 11:30
AM, she stated that she worked on the morning
shift of 11/5/12 and 11/6/12 assigned to group 4
where focus sampled client 98 was pa
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The HSS arrived In the residence when PT 3 was
transferring focus sampied client 98 from shower
chair to bed. Drops of blood were observed on
the floor by PT 3. The HSS conducted an
assessment and noted a laceration on the
perineal area, between the rectum and vagina of
focus sampled client 98. The residence physician
was notified and arrived in the unit shortly to
assess the client. PT 3 stated that the residence
physician stated that focus sampled client 98 was
sexually assaulted. She stated that the residence
physician seemed to be sure of it when he sald it.
PT 3 was upset after hearing the residence
physician.

PT 3 stated that PT 1, PT 2, PTA 1, and PTA 2
were working on the NOC shift of 11/5H2. PT 1
was in-charge of the NOC shift-and clients were
assigned on the teft and right side of the hall. PT
3 stated that PT 1 was in-charge of the front hall
and focus sampled client 98. PTA 1 was on the
right side and PT 2 was assigned on the loft side
of the hallway. PTA 2 was assigned to a 1:1
abservation, located on the left side of the -
hallway.

PT 3 stated that there was no sexual abuse in the
past that she knew of involving staff or clients in
Residence 21.
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PT 3 explained that management did not have a
live interaction with PT 1 and did not pick up on
his issues. Focus sampled client 98 was very
comfortable and very famlliar with PT 1.
According to PT 3, focus sampled client 98 Iikes
attention from men. She was very playful
especially with men,

During a re-interview with the RM of Residence
21 0on 9/9/13 at 12:30 PM, he stated that focus
sampled client 98 was on general supervision on

focus sampled client 98 on the night of 11/5/12
and had full access io the client.

The RM was notified by PT 3 on the morning of
11/6/12 that focus sampled client 98 was bleeding
from the vaginal area. He confirmed the findings
of PT 3 and the residence physician was notified,
who re-assessed focus sampled client 98. The
residence physician felt that there was some sort
of violations, sexual in nature according to the
RM.

The RM stated that the floaters (PT 2, PTA1, and
PTA 2) had never been involved with any type of
abuse in the residence. He was not aware of any
inappropriate contact by PT 1 to any staff or
clients and was not aware of him being stressed

out. The RM was unabie to chargcterize PT 1's

_ OMB NO., 0938-0391
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTIGN (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING : CSOMPLETED
05Go07 B. WING 09/26/2013
-
NAME OF PROVIDER OR SUPPLIER o ' STREET ADDRESS, CITY, STATE, ZIP CODE
) 3530 POMONA BOULEVARD
LANTERMAN DEVELOPMENTAL CENTER
POMONA, CA 91760
(X4 ID SUMMARY STATEMENT OF DEFICIENGIES ID PROVIDER'S PLAN OF GORRECTION (X5)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE DATE
DEFICIENCY)
W 154 | Continued From paae W 154

=ORM GMS-QSE?(O:E:QQ) Previous Versions Obsolete Event ID:FC5F11

Facility ID: CA170001773 If continuation sheet Page 108 of 234



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

FRINTED: 10/21/2013
FORM APPROVED

OMB NOQ. 0938-0391
STATEMENT OF DEFIGIENGIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTIONM IDENTIFICATION NUMBER: A BUILDING COMPLETED
05G007 B.WING 09/26/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GiTY, STATE, ZIP GODE
. 3530 POMONA BOULEVARD
LANTERMAN DEVELOPMENTAL CENTER ’
POMONA, CA 91769
(X4) 1D BUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORREGTION X8}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEF!CIENGY) :
W 154 | Continued From page 108 W 154

interaction with clients, because according to him,
he (PT 1) always works nights,

According to the RM, he did not belisve the
residence physician's finding and did not
formulate any suspicion at the time. He was in
disbelief that something had happsned. He also
stated that [focus sampled client 98's name) did
not have SIB. He did not believe that focus
sampled client 88 would hurt herself that way.

The RM mentioned that PT 1 told him that he was

in focus sampled cli 's room on the night of
1/5/1 EWPT 1 told him,
"She was fine when 1 left™ PT 1 also talked to

him about being stressed out and CHP
Investigators wanting to talk to him. PT 1 told the
RM that he hired a lawyer because he did not
trust the system. The RM also stated, 7} felt that
one of the staff accidentally harm the client, and
instead of admitting it, they left it."

During an interview with PTA 1 on 9/9/13 at 1:25

PM, he stated that he had worked many times in
Residence for overtime. On the night of 11/5/12,
he was covering the right side of the hallway. He
stated that PT 1 was assigned to focus sampled

client 88 during NOC shift of 11/5/12,

PTA 1 mentioned that he did not have any contact
with focus sampled client 98 and did not notice
anything unusual during NOC shitt on 11/5/12,

He did not see anyone go in and out of the

client's room when he made his rounds. Focus
sampled client 98 was in room Ilwith two other
clients and she was observed sleeping at 11 p.m.,
on 11/5/12, before 1 a.m., 3 a.m., and 5 a.m. on
11/6/12. However, he observed PT 1 inside focus

sampled client 98's room a little bit after 5 a.m. on
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PTA 1 denied assaulting focus sampled client 98.
He voluntarily went to CHP office for an interview.
He stated, "1 have a family member who had
disability also and | would not abuse anyone who
has a disability." PTA 1 was removed from
client’s contact after receiving a phone call from
the Program Director on 11/6/12,

During an interview with PT 2 on 8/9/13 at 2,15
PM, he stated that during NOG shift on 11/5{12
he was covering the left side of the hallway where
focus sampied client 98's bedroom was located,
According to PT 2, he had only worked twice in
the residence for overtime.

PT 2 denied knowing focus sampled cllent 98 and
her room and stated that she was not one of the
cllents assigned to him on 11/5/12. He stated
that he conducted 30 minutes check on clients,
randomly throtughout the night. PT 2 did not
cbserve anyone antering or Isaving focus
sampled client 98's room. He did not hear any
commotion in the room efther, according to him.

PT 2 did not know most of the cllents in the
residence. He stated that he did not change or
lake care of focus sampled client 98 the night of
11/5/12, because he had no reason to. He
voluntarity went to CHP office for an interview and
expressed to CHP Investigatars that he had
nothing to do with it. He stated, *If you want DNA,
['m willing to give it at anytime." PT 2 staled, "I
wished that | never did overtime In Residence 21
on 11/6/12." ‘

W 15413) The OPS conducted an
investigation subsequent {o the
General Event Report Initlated on
6/27/13. The report from the
investigation revealed that adequate
medical freatment and examination
iwas provided by the physician at the
time the spotting was observed
(12{19/12), and that there were no
signs that trauma or sexual abuse took
place.. There weare concerns from the
physician, however, about possible
malignancy in the client's uterus, due
to a family history of cancer. Client
#44 was referred to Loma Linda
Hospital ta rule out any
gyhelocolcgical abnormalities.
Consent was obtained from the family.
The examinatlon took place on
1/31/13, with the presence of the
client's family. It was alsc determined
from this follow-up examination from
L.oma Linda Hospital that there was no
sign of sexual abuse fo the client. The
OPS concluded that there is no further
police work nseded.

b) itis the expectation that all staff to
be vigilant and constantly alert to
ensure that each person’s physical
and emotiona! well-being is not
endangered in any way and that
protection from harm measures are
incorporated into every arsa of our
satvice delivery activities,
{Administrative Directive 227 Alleged
Abuse, Neglect or Exploitation)
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FT 1 expired on 6/25/13 due to septic shock as
an immediate cause of death, according to the
Certificate of Death,

During an interview with the OPS Commander on

W154 #2 cont, :
W 1546y Every year, each employee reviews [10/25/13
and acknowledges training in AD227:
Aiteged Abuse, Neglect or Exploitation |
at least annually, which includes
expectations regarding the
investigative process.

d) Special Risk Management Meetings {11/30/12
were held beginning 11/7/12 in all
Programs to review AD 124: Incidents
and Unusual Occurrence, AD 225:
Client Supervision and FPersonal Care,
and Quality Assessment and
Performance Improvement Plan for
Special Medical Conditions,

&) The Governing Body of Lanterman  9/26/13
Developmental Center utilizes the
General Event Reporting (GER)
process as the primary Internal
Investigation. The Leve! 1 and 2
Reviews contain investigative findings
and recommendations/corrective

| actions. The individual completing the
Level 3 Review reviews the event
description, Investigation, and
recommendations/corrective actions
Identifled to prevent recurrence or
reduce risk factors, and makes a
datermination if further review or
investigative actions are necessary,  [%/26/13
f). The Governing Body utilizes the
invastigations conducted by the Office
of Protective Services and Outside
Law Enforcement (OLE} and takes
corvective action based on the
adminlstrative and criminal

9/25/13 at 2:35 PM, he indicated that their

investigative findings, These findings
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W 154, Continued From page 111
i investigation report on the case of focus sampled

client 98 was not yet completed. The OPS
Commander stated that the case was
substantiated by CHP against PT 1, based on
suspicion and opportunity.

The OPS Commander couldn't sea how to
substarntiate the case, because he wanted a clear
concise siatement from the SART Nurse and the
consistency of sexual abuse, stating, *I'm stuck
on SART Nurse not consistent with her report.”
when he was asked if a hypothesis was
considered, he stated, "At first, but the SART
Nurse was tolling at sexual assault."

According to the OPS Commander, the reporting
was mads based on the assumption of sexual
assault, However, there were no withesses
identified and that he could not take any action
bacause the alleged perpatrator wes deceasad.
CHP, according to the OPS Commander
narrowed it to ona guy and nothing on anyone
else, There were no DNA hits or sermnan found
whan tems were tested.

The OPS Commander alse mentionsd that there

was a_iosslbllii that the injury was self-inflicted

N Howaver, based on
Interviews and review of focus sampled client
98's medical record, there were no documented
evidence that she would engage in SIB
]

The OPS Commander also offered a possibility
that the injury could be from a loose arm chalr.
He was asked If the officer rasponded to the
scene conducted a search, He stated that the

officer took photographs of the scene and did not

W 154|are reviswed by GB members in the
Disposition Process. Corrective actions
are initiated if indicated and
documented in Disposition Meetings
Minutes. The implementation of the
actions Is monitored by Governing
Body members. Quality Assurance
staff monitors completion of follow up
actions and documents the completion
on the Incident Review Form.

g) The OPS Commander will ensure
that CPS receives a historical review
of all incidents involving a subject
Jidentified in an administrative
investigation so that it is included as
part of the Investigative process.

h) Training on complsting an internal
Investigation has been provided to
staff in the following:

*Clinical Critical Incident investigation-
Training provided to Residence
Managers, Program Managers,
Executive Committee Members,
available Medical/Nursing staff and
[IPCs about how to conduct incident
investigations and how those coincide
with investigations by OPS. Tralners-
the Disabllity Rights, California (DRC)
Director-Investigations Unit and Senior
[nvestigator,

*Clinical Incident Investigation-
Training provided to Residence
Managers, Program Managers,
Executive Committee Members,
available Medical/Nursing staff and
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know at the time that it was a sexual assalilt.
Review of the GER dated 11/6/12 indicated that

an 888 was dialed by staff and OPS/investigator |
was notified of the sexual assault incident. i

The OPS Commander was also asked If there
was any documentation, analysis, or investigatian
made to trace where the alleged perpetrator (PT
1) worked in the last six months, record reviews
where he might had come in contact with femata
clients, whether he was alone with female clients,
review of female clients injury, sexual assault, or
inappropriate contact. The OPS Commander
was unable to provide a clear and concise
answer, stating that it might have been
documented In the report.

During ancther interview with the OPS
Commander on the same day at 4 PM, he
presented with a CHP "ARREST -
INVESTIGATION REPORT" dated 8/8/13. A
report received by the surveyor from the CHP
Investigator and reviewed on 9/13/13, He
indicated that the report was received scmetime
in August. The investigation was not completed
because he needed to ses clarity from the SART
Nurse. He also stated that he was walting on the
interview of the investigator (OFS Investigator)
with the SART Nurse,

The OPS Commander stated that it was not
rautine to get cases done quickly, prior to his
arrival, He further stated, "if the SART Nurse
said it was sexual assault, will go to a different
route and Investigate further.” He iterated the
importance of intarviewing the SART Nurse first
o be abls to close the casa. Atthis time, the
surveyor told the OPS Commander that he
{surveyor) was able to Interview the SART Nurse

- W54 1pCs about how to conduct incident
investigations. Trainer- Office of
Protective Services investigator, DDS

Headquarters

Sea also W154 #3 b-k
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on 9/9/13 and confirmed the finding of sexual
assault.

The facility policy and procedure titled "Client
Services - 227: Alleged Abuse, Neglact or
Exploitation” dated 10/26/11, reviewed on 9/25/13
at 4:20 p.m. indicated, "{. POLICY - Ay
neglect, abuse, or exploitation by any person,
whether staff, visitor, volunteer, student, family, or
other clients, is prohibited.... Training: ... Al staff
shall recelve training to assist in the prevention of
abuse, neglect, mistreatment and
misappropriation of property as well as client
abuse reporting procedurss..." The review also
indicated, "2. DEFINITIONS - 2.3 Sexual Abuse -
Sexual contact that results from threats, or fear, -
and involving range of activities, including, but not
limited to, assault, rape, molestation sexual
harassment."

The facility policy and procedure titied "General -
124: Incident/Unusual Occurrence Reports* dated
4/15/11, reviewed on 9/25/13 at 4:25 p.m.
indicaled, "1. POLICY - People who live at
[Facility's name] have the right to be protected
from harm... The system provide for
documentation of these events and the review,
investigation, analysis, corrective action and
monitoring for each event in order to reduce
occurrences..." The review also indicated, "3,
GUIDELINES FOR REVIEWING
INCIDENT/UNUSUAL OCCURRENCES
REPORTS - Each level of management that
reviews Incldent/Unusual Ocourrence Reports is
expected tq investigate and/or analyze each
incident, review findings, document the action
taken, and make recommendations..."

2, On 9/2313 commencing at 11:30 AM Incident
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on 1/11/13 documenting fower extramity
disceloration discovered during AM care with
Noted ecchymosis bluish skin discolofations to
lower left calf ' with measurement of 4.8 om x
4.8 cm and inner aspect of leg and knes, 1.5 cm
x 1.5 cm. .

Additional review of the OPS filg revealed no
mention of any inquiry into the cause of the
bruise. Per interview with the Licensing
Coordinator (LC) on 9/26/13 at 8:00 AM, the LG
explained that since the bruises identified did not
meet the dimensional requirements for
notification to OPS, the matter was reviewed
internally and both Level 1 and Leve: 2 reviews
were conducted.

, Review of the General Event Report associated

issues/concemns for discussions at the
weekly physicians' rounds for
recommendations and resolution.

f. Any systemic issues/concerns will be
elevated to Medical Quality Assurance
and impravement (MQA&I) with
recommendation, review & follow up.,
g. All Shift Supervisors will monitor for |
unreported client related
_|injuries/medical concerns daily and

take correctlve acticn as needed.
Rounds and any correclive actions will
be documented on the Shift

Supervisors Rounds Sheet (SERS)

LANTEHMAN DEVELOPMENTAL CENTER POMONA, CA 91769
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o | W154 #3
W 154 Continued From page 114 - WiS45 Client #93 was transferred to the '
| US13-06-L-150-A was reviewed. If was 'community on 10/16/2013. The final |
I ducumented on 6/27/13 the guardian of Client x-ray taken on 9/23/2013 repor noted '
_#44 domplained about the Jack of a Sexual “previously noted rib fracture healed”
- Assault Rape Test {SART) being conducted when b. The Program Management )
ng}f ght_?;;va(\)sﬁ%c:%(: g;m:&%tgngeﬁices !in-structed all Icli_ nic staff working closely 11/27/13
(OPS) investigation focused on the possibliity of with the Physicians to communicate
neglect with emphasis on determining whather or concerns/issuss/foilow up by writing on
not a protocol was properly administered. The the Physician communication log that
- cqnclusion determingd there was insufficient jis available on all residences, )
| ev:d'entce 1o substantiate any finding of abuse or ¢. The Medical Director met with [1 0129413
neglect. . . - indi :
From the General Event Report (GER) generated g%sgﬁloavr;g efg ;?::iajitvi\lorswugrﬁiligvﬂﬂ%s
for this incident on 6/27/13, there was additional actions to énsure compliance :
narrative indicating the guardian had a report , . P . 10/29/13
documenting her daughter was notad with d. The Medical Director directed
bruising to her inner thighs about twa weeks after physicians to ensure proper
the spotting was reported on 12/19/12, The documentation in the Physician's
- Quardianwag glso 10ld after a gynecological visit Progress Notes following a clinical test
| at ﬂou’fpﬂtieﬂt clinic her daughter Jor evaluation, especially when there
+ had " vaginal scarring that could not be are positive or significant findings.
; explained. * y , e. The Medical Director instructed all
* Record review verified an HSS nete was written Physicians 1o raise any 0/29/13
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W154 #3 contd. ’
and submitted to the Residence i1 0/25/13

- with this investigation revealed there was no
discussion about bruising documented in the
Level 1 review, but in the Level 2 review it stated, -
" There was no mention in ocur Program injury log .

i of any bruising to the inner thighs during the time
frame that the guardian mentioned at the meeting
yesterday, just a bruise to her left knee on

| January 14, 2013. There were ather bruises !

“noted later (usually after behavioral episodes)

W 154 | Continued From page 115 ’ W 154

after that time period. " There was no reference

- 1o the progress note written on 1/11/13 and no

! identification as to possible cause. ‘ i

| In an interview with the Residence Manager (RM) f

1ON 9/27/13 at 10:05 AM the AM reviewed the "

‘record and determined the progress notes from

~January 2013 had been purged. When the RM

| was asked if the unit based inquiry into the cause

{ yielded any cause for the bruise documanted ag
oocurring on 1/11/13, the RM reviewed the
physician notes and determined no notification

' was made to a physician, No other

" documentation was availzble conclusively

: addressing the guardian inguiry about bruising to !

| her daughter * 5 inner thighs, ’

] 3. An entity reported incident dated 7/23/13

" (GER-LDCA-BIR3S7SNMS) for Client 93 was

 reviewed on 9/25/13 at 9:30 AM. The Genaral

| Event Report and clinical record indicated that |

{ staff noted a skin discoloration on the feft !

“shoulder extending to the chest area of Client 83
on 7/23/13. The skin discoloration measured
15%11 centimeters,

- An X-ray taken 7/28/13 for the left upper rib
indicated a fracture of the 9th ib at the posterior
axillary line, :

' The Investigation Disposition Report dated 8/7/13 |

| was reviewed on 9/25/13. The report indicated

i that an X-ray taken to rule out fracture was

10a-h.

Manager weekly. J

h. All Residence Managers will menitor 10/25/131
through review of the SSRS znd

during weekly rounds to ensure that

(insert compliance outcome here) and |

take corrective action if needed. '

Rounds and any corrective actions will |

be documented on the Residence !

Manager Rounds Sheet (RMRS). The '
iResidence Manager will submit the
ISSRS and RMRS and submit to the
Program Director weekly.

I. Program Management will randomly  10/25/13
monitor during rourds at least monthly l

and document on the 24-Hour Report
Corrective actions will be taken as :
needed and reported to the Shift ‘
Supervisor or Residence Manzger for
documentation on the Rounds Sheet. .
J- The Program Director will ensure that 10/25/13
any issues or concerns identified in the

SMRS or RMRS are addressed during ,

the monthly Program Risk

Management Meetings with

recommendations for any resofution of |
systemic issues (if any) elevated ‘o the !

Clinical Quality Management '
Committee for review/follow up

discussion.,

k. Please see also continuation page

| negative for fracture, contrary to the X-ray

3

i
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W 154 | Continued From page 116

reading on 7/23/13.

4, Beginning on 9/19/13 a review of ten facility
"General Event Reporting" (GER) for Cllent 89
and three GERs for Client 37 was completed.

AGER is part of the facility system to initiate a
collection of evidence, investigate and take
corrective actions for an unusual occurrences
such as injury of unknown arigin, and aliegations
of mistreatment, neglect or abuse. Level 1 and |
reviews of the GER include an review of the
investigation of the circumstances surrounding
the event, initial reporting, notifications, and
medical reviews in the GER are reviewed for
acouracy and completeness.

The 13 GER's reviewed failed to consistently
indicata complete and through documentation
and investigation of the circumstances
surrounding the incident, such as: interviews with
staff and client witnesses, the active treatment
pceurring at the time of the Incldent, staffing
accountability and involvement, census and
staffing ratio at the time of the incident, level of
supervision the client should have received,
specific behavior interventionsattempted and the
client response to the behavior interventions,

The lack of complete and through documentation
of the GER's impacted the ability of the facility to

analyze the incident and assure active treatment

programs and supetrvision were provided and / or
the need for revision of plans.

W 164 5 Standards Compliance Coordinator [10/25/13
(SCC) provided training on 10/25/13 to
the facility's Managers and Supervisors
re: expectations to investigate and/or
analyze each incident, review findings,
document the action taken, and make
recommendations to the next levei of
managemesnt to ensure that active
treatment programs and supervision
are provided and/or needed revisions
to plans are identifled.

b) The Office of Quality Assurance will |10/25/13
monitor all generated General Event
Reports (GER} for complete and
thorough investigations daily. Any
issues wiil be brought up to Program
Management and Exective
Management at the Daily Emerging
Risk Managemsant Team meeting
(DERMT) for correctwe actlon as
warrented. :
c) The GER follow-up form will be used
as a tracking tool after the GER is
approved fo ensure all information and
follow-up has been completed.
Tracking shests will be retained with
the incident.
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W 154

W 159

Continued From page 118

The facility failed to implement their policy titled"
Guidelines for Reviewing Incident/Unusual
Occurrence Reports” and plan of correction
resulting from the the survey completed 4/16/13
to ensure the thoroughness of investigations of
injuries of unknown origin, aflegations of abuse,
mistreatment and neglect.

The facility's policy and procedure titled
"Administrative Directive - 124: Incident/Unusual

-Oceurrence Report" indicated each level of

management that reviews incident/Unusual
Occurrence Reports is expected 1o investigate
and/or analyze each incident, review findings,
document the action taken, and make
recommendations to the next level of
management. Reports provided by the faciiity
addressing the above concerns failed to make an
impact and decrease the pattern of injuries,
483.430(a) QUALIFIED MENTAL RETARDATION
PROFESSIONAL

Each client's active treatment program must be
integrated, coordinated and monitored by a
qualified mental retardation professicnal.

W 154
L/

W 150
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' W159 #1
W 159 | Continued From page 119 . 7 W 159|a) a special IDTeam meeting was 10/24/13
This STANDARD is not met as evidenced by: scheduled to address Client 89's active
Based on observation, interview and record tfreatment plan, training objectives and
review the facility falled to ensure the active increase in maladaptive behaviors and
treatment programs for five of 10 core sampled , injuries. Client 89's active treatment
and ;thres cht‘#’z (ﬂ{egﬁigfg&gﬁg{dén?ﬁd%%i plan has been modified to increase her |
y the Qu etard TS
gr%%?é?ohm (GMRP)/Individual Program participation in structured weekday
~ | Coordinator {IPC). act!v!t!es, as well as active treatment
_ activities on the residence.
(Client 12, 37, 47, 61, 69, 77, 89, 94, ) : b) At the special IDTeam meeting, the |10725/13
' ‘ : IDTeam referred Client 89 to the Senior
Findings: Program for structured weekday
activities and residence staff will
1. Observation on 9/24/13 at 8:30 AM revealed develop a training objective in
Oliiant 89 laying in bed fully clothed with the lights Household Management while Client 89
ou h !
E— door was closed, s on the residence. .
curtaing drg\zi ﬁgr’ggpe was ho stimuius in the F) Level of care staff on the residence 10/25/13
room such as TV or music playing . will ensure that Client 89's active
[reatment plan ts implemented on the

Eesidenc’e as developed by her [DTeam.
) Each month, level of care staff on the [10/25/13 -
residence document in the client's
record in an IDNote Monthly Summary
the client’s response and effectiveness
i training objectives.

2) The SrPTs will ensure active 10/25/13
- freatment plans as developed by each
tlient's IDTeam are implemented on the
residence. SrPT will ensure
fe-training/instruction is given and
gorrective action taken, as needed.

f) Residence Manager will ensure 10/25/13
: ¢ompliance during daily routine rounds,
A special meeting dated 6/8/13 acknowledged f‘nSU”nQ I'ejtfalnlﬁgf’lnstructpn is given
Ciient 89's desire to attend DTAC and the team and corrective action taken, if needed.
- | decided Client 89 could be "unretired"in order to - |
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‘ . W158 #1 cont.

W 159 | Continued From page 120 W 159| g) IPC Supervisor provided training to 10/24/13

get paid for any work she engages in at DTAC. 7 IPCs regarding PP monitoring,

The Individua! Planning Coordinator (IPC) who documentation and follow-up, including

recorded the special meeting indicated Client 89 documentation on the IPC Monthly

would be included in the DTAC program effective Report to ensure that training objectived

June 2013. This program was not implemented
for Client 89, as evident by the M who indicated
she was retired and no revisions in her active

are appropriate to clients’ skill level and
continue to mest the needs of each

served or bein client, :
E:ﬁ;rg]rﬁgr:tge(fls were observ 9 h} IPC will menitor Client 89's progress | 10/25/13
and document findings on the |PC
Record review confirmed no evidence of new Monthly Report.
assessment, revision andfor plan implementation i) The Program Director and Residence|g/25/13
to promote Client 89's physical weliness and Manager will continus to review the 1PQ
fitness, socialization or tasks that maintain Monthly Report to ensure all issues are
coordination skills and reduce the rate of loss of resolved.
fl,’fg':gtf‘;g oo ANy the physical aspects of ) IPC Supervisor will monitor for 10/25/13
o . |compliance via review of the IPC

2. The IPC failed to ensure objectives of the Monthly Reports. Any unresolved

individual program plan were stated separately, in | issues/ concerns will be brought foward
| terms of a single behavioral outcomes affecting to the CQM committee for resolution.

two of 10 core sampled and two focus clients ' 10/25/13
and failed to ensure objectives were revised W159 #2
when no progress was made. { Client 37, 47, 81, a) IPC Supervisor provided training to

69)

IPCs regarding IPP monitoring,
documentation and follow-up, including
documenting training objectives to
provide clear directions to any staff
person werking with an individual about
the type of dafa to record and the
freguency which data is to be recorded.
(please see continuation page 121a)

Restorll Is a sedative-hypnotic {sleep) drug used
in adults for shart term (7-10 days)lireatme;pt ccj)f a WA5D #3
sleep problem. Restoril s a federally controlie ) ,

substance (G-1V) because it can be abused and (please see continuation page 121a)
long term use leads to dependence. Side Ieﬁects
of Restoril can include memory loss, anxiety,

L—
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W159 #2 cont.
g) cont.
IPCs document monitoring and follow-up activities on the IPC Monthly Report to ensure that training H0/25/13
bbjectives continue to meet the needs of each client.
bh) The Program Director and Residence Manager will continue to review the IPC Monthly Report to 10/25/13
ensure all issues are resolved,
c} IPC Supervisor will monitor for compliance via review of the I[PC Monthly Reports.Any unresclved homsis
ssues/ concerns will be brought foward to the CQM comimittee for resolution. |
W159 #3 cont. 10/24/13

g) IPC Supervisor provided training to IPCs regarding IPP monitoring, documentation and follow-up, :
ncluding drug regimen review at monthly Behavior Review Group meetings IPCs document monitoring
and follow-up activities on the.IPC Monthly Report to ensure that program pEans continue to meet the

[

b} The Program Director and Residence Manager wiil continue to review the IPC Monthly Report to
ensure all issues are resolved.
) IPC Supervisor will monitor for complianoe via review of the IPC Monthly Reports.

.

1

10/25/13

10/25/13
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-and wilt not go to sieep.”

| Services - 265 Suppaorilve and Protective

about a year, because he sits in the group-area

There was no indication the iPC reviewed or
questioned the use of the Restoril and made
recommendations for review on behalf of Client
69,

4, Areview of the facllity policy fitied Client

Devices, was completed. The policy defined
postural and or mechanical supports ( splints,
braces, wadges, wheelchair adaptations etc.} and
devices to prevent injury ( helmets, side ralls )
shall be ordered by the physician, reasoens for
their use documented, reviewed and included in
the Individual Program Flan {{PP), health care
plan, medication/treatment record, and have
consents for their use reviewed by the Human
Rights Committee (HRC). The policy instructed
the client shall be monitored for response and
effectiveness of treatment and it shall bs
documented, The Health Services Specialist
{HSS/RN), individual Program Coordinator (PC)
and residence staff shall ensure the devices are
in clean good working condition, used
appropriately and according to the IPP.

a) Individual Program Coordinator
(IPC) Supervisor provided training to
IPCs regarding IPP monitoring,
documentation and follow-up,
including documentation on the IPC
Monthly Report to ensure supportive
and protective devices continue to
meet the needs of each client.

D) IPC will monitor Client 69's-
response and effectiveness of the
supportive and protective devices and
the condition of the equipment and
document findings on the IPC Monthly
Report.

) The Program Director and
Residence Manager will continue to
review the IPC Monthly Report to
=nsure all issues are resclved,

K) IPC Supervisor will monitor for
compliance via review of the [PC
Monthly Reports.Any unresolved
ssues/ concerns will be brought
joward to the CQM committee for
‘esolution,
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W 159 | Continued From page 121 W 159
severe allergic reactions and abnormal thoughts
and behavior {confusion, agitation, haflucinations
and worsing of depression).
Medication record review revealed facility staff
gave 30 mg of Restorit every night to Client 69
with the only rationale of "awake at 2200."
Review of the avallable medication records
showed the practice of giving a short term use
drug had ocourred routinely since at jeast April
2013, Interview with staff on 8/18/13 at 1 PM,
revealed Client 89 had been on tha "sieeping pill W15 #4 10/24/13

- [10/24413

0/25/13 .

0/26/13
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IPG notes for Clients' 37, 47, and 69 reflected "all
adaptive equipment is available, in good working
condition and in use during observation." The
notes falied to describe the equipment, the client
response and effectiveness of treatmant as well
as monitoring to assure they were clzan. There
wera no problems identified and no client/-staff
training opportunities identified.

In an interview with the HSS, 1PC and Residence
Manager on 9/25{13 at 2 PM, Client 69's heimets,
mat, Ted Hose, and elevation of legs were
discussed. There was confirmation the current
helmet had been in use for 15 months with ne
documented mainienance or cleaning schedule,.
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

89 had experienced swelling of his legs, beento
a clinic recently for this concern and no review of
the plan or use of the Ted Hose had been
completed. (SEE W436)

5. Review of a GER {General Event Report),
dated 7/17/13, indicated that Cliznt 94 was
observad 1o have discoloration to his mid
forehead, measuring 2.5 em x 1.5 cm. Cilent 94
utilized bilateral arm splints to protect his {ace
and head from soft tissue tnjuries due to severs
self - injurious behaviors.

W50 #5

a) Individual Program Coordinator (IPC)
Supervisor provided training to IPCs
regarding IPP monitoring,
documentation and follow-up, including
documentation on the IPC Monthly
Report 10 ensure supportive and
protective devices continue to mest the
needs of each client.

b) tPC will monitor Client 94's response
and effectiveness of the protective
Hevices and the condition of the
eguipment and document findings on
he IPC Monthly Report.

(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES D 5)
PREFIX (EAGH DEFICIENGCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) :
W 159 | Continused From pags 122 W 159

10/24/13

10725113
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| 77" s active treatment program when she failed to

“that his individua! program plan contained

During an interview with the BM (Resident
Manager) on 9/25/13 at 3:15 PM, the RM statad
that Rehabilitation had been contacted regarding
the arm splints in the past by another staff
member but there was no followup, no consult,
and no documentation that a

conversation took place.

The IPC/OMRP falled to monitor Client 94's
treatment plan to ensure followup to
recommendations were made,

6. The IPC failed to coordinate and monitor Client

ensutre his comprehensive functional assessmeant
was actually comprehensive (refer to W214) and

objectives that ware consistent with his abilities to
learn to become more independent in tha
following areas; Managing finances (refar to
W126); vocational training (refer to W240);
self-administration of medication (refer to W371)
and continual and meaningful active treatment
{refer to W2489).

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION . 5)
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W159 #5 cont.
W 159 | Continued From page 123

W 159F) The Program Director and Residence | 10/25/13

MVianager will continue to review the IPC
Monthly Report to ensure all issues are
resolved.

P) IPC Supervisor will monitor for
ompliance via review of the IPC
onthly RepertsAny unresolved issues/
oncerns will be brought foward to the
QM committee for resolution.

10/25/13

159 #6 -

) Residence Manager, Group Leader

nd IPC developed training plans, and
he IPC documentsd on the IPP listing,

pproaches & Strategies and Daily

ctivity Schedule.
b) IPC Supervisor provided training to
IPCs regarding PP monitoring, _
iocumentaticn and follow-up, including
giocumentation on the {PC Monthly
IReport to ensure that training objectives
gre appropriate to clients’ skill level and
G
q

10/25/13

10/24/13

ontinue to meet the neads of each
lient. {piease see continuation page
24a)

) IPC Supervisor provided training fo
PCs regarding IPP monitoring,
documentation and follow-up, including
documentation on the IPC Monthly
Report to ensure that training objectives
are appropriate to clients' skill level and
dontinue to meet the needs of each
dlient. (please see continuation page
124a)

W159 #7
g 10124113
I
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W159 #6 cont. :
c}IPC will monitor Client 77's progress and document findings on the (PG Monthly Report. 10/25/13
d) The Program Director and Residence Manager will continue fo review the IPC Monthly Report to 10/25/13
ensure all issues are resolved, :
e} IPC Supervisor will monitor for compliance via review of the IPC Monthly Reports.Any unresolved 10/25/13
ssuies/ concerns will be brought foward to the CQM committee for resolution,
W158 #7 cont, 10/25/13
p) IPC will monitor Client 12's progress and document findings on the IPC Monthly Report, 10/25/13
c) The Program Director and Residence Manager will continue 1o review the [PC Monthly Report to !
ensure all issues are resolved. A10/25/13

d) {PC Supervisor will monitor. for compliance via review of the IPC Monthly Reports. Any unresolved
ssues/ concerns will be brought foward to the CQM committee for resolutior.
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W 159 | Continued From page 124 W 168

During observation from 1:45 PM to 3:30 PM.on
9/18/13, there was no active treatment observed
that was provided to Clien

W e had 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 it is located next door versus
the previous DTAC which was being located three
to four blocks away from the residence. He
further stated that he received no responses from
the team,

During observation on the same day at 3:30 PM,
a female staff came in and read current news to
three clients including Client 12. There was no
active participation observed from the clients on
the activity provided.,

On the same day from 5:40 {0 6:45 PM, a staff in
the room was observed reading a book to three
clients without any signs of participation,

The medical record for Client 12 was reviewad on
8/23/13 at 10:20 AM. The narrative individual
program plan indicated that Client 12 has a
vocational training to work at shredding task for
one minute. This has not heen met for over a
year as Client 12 refuses to attend and
participates in DTAG {Day Treatment Activity
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W 159

W 185

Continued From page 125

Center). He also had a training objective, " to
explore or touch a variety of money items. This
has not been observed as being provided.

The IPC (Individual Program Coordinator) notes
did not address the issue of Client 12 ' s refusal
to attend the DTAC program for over a year nor
did it address the issue of what to take to slowly
integrate him to DTAC.

During an interview with the residence IPC on
9/24/13 at 2:17 PM, she stated that she had been
the IPC for Client 12 approximately 2 months.
She was asked if the previous IPC had given her
a background or issues being worked. She
replied no, and also stated that the previous IPC
is on leave,

483.430(c)(4) FACILITY STAFFING

The facllity must provide sufficient support staff
so that direct care staff are not required to
perform support services to the extent that these
duties interfers with the exercise of their primary

‘direct client care duties.

This STANDARD is not met as evidenced by:
Based on observation and interview the facility
failed to provide sufficient support staff to perform
staffing duties for the facility, diverting Residence
15 senior psychiatric technicians and or their
designee from providing care and services to the
clients and performing critical oversight,
assignments and supervigion of staff .

Findings:
Observations ‘beginning on 9/16/13 at 11:30 AM

on Residence 15 revealed the Senior Psychiatric
Technician (SPT) designee was involved in

W 159

W 185
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W 185 Continued From page 126 _ W1B51 1. Ali Program Management Teams 09/16/13

staffing duties for the faclilly. The SPT was ' meet on a weekly basis to identify the

diverted from providing care and services to number of staff on duty and specific

clients and the supervision of staff ( including
floated staff from other residences performing
overtime). The SPT was tasked with recaiving

residential needs to assure that staff
are evenly deployed throughout the

and making telephone calls to other residences program and that all services are i
inquiring about census, staffing, and mandatory supported.
overtimes. The staffing actlvity continued every 2. All Program Nursing Coordinators 09416413
“shift on Residence 15 through out the survey will assure staffing levels are met and
exited on 9/26/13. evenly distributed on a daily basis,
o _ The Nursing Coordinators will arrange
The initial staffing (telephone calls) occurrad at coverage behind any identified

the beginning of every shift and took 30 1o 45
minutes, per shift three times per day, seven days
a week. Through out each shiit talephone calls

shortage of staff or emergency need
during regutar business hours,

were received, made and forwarded concerning 3. Each Program has established a 09/16/13
staffing inquiry's. system that ensures coordination of
staff coverage on a 24 hour basis
Interview with facility staff on the residence outside of regular business hours, The
occurred on 9/16/13 at 11:45 AM, 9/18/13 at 4 identified residence will arrange
PM, 8/25/13 at 2 PM confirmed the practice of coverage behind any identified

Residence 15 performing staffing duties had
been irrpiaue overan extended perlod of time
and impacted the ability to manage the residence,

shortages of staff or emergency need |
outside of regular business hours.

supervise staff and provide active treatment for 4. During the NOCH}M Shiﬁ'overlap, the 10/25/13
clients. NOC shift charge will coordinate any
W 186 | 483.430(d)(1-2) DIRECT CARE STAFF w 186 Staffing issues and forward the
information to the Nursing Coordinator
The facility must provide sufficient direct care for resolution if warranted.
staff to manage and supetvise clients in 5. The Program Director will monitor
accordance with their individual program plans. staff deployment and coordination by

attending weekly staffing meeting at
least one time per month, to assure
that staff coverage is equitable,
consistent and is coordinated by the
Nursing Coordinator with input from
This STANDARD is not met as evidenced by: Residence Managers,

Direct care staff are defined as the present
on-duty stafl calculated over all shifts in a 24-hour
period for each defined residential living unit.
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Based on observation, interview, and record
review, the facility failed to ensure that: direct
care staff members were sufficient and provided,
to avoid interruption of the vocational training
program as part of the client's individual program
plan and focus sampled Client 43 was provided
his nature walk as part of his leisure and likes,
The facility also failed to provide enhanced
supervision 10 two clients outside the core sample
{Clients 56 and 20).

Findings:

1. During an observation on 9/24/13 at 8:15 AM in
Residence 29, it was noted that clients ware.

 Inside group room 1 and 3 with staff. The
- surveyor was in the impression that clients were

waiting to be escorted to Pine Vocational Center
for thelr scheduled vocational training.

During an interview with the Teachers Assistant
{TA) on 9/24/13 at 9:40 AM in classroom 3 of
PineVocational Center, he stated that he was
waiting for clients from Residence 29 {o arrive.
Bath classrooms (2 and 3) were observed empty,
with the exception of the TA and focus sampled
client 43.

During an interview with the Senior Psychiatric
Technlcian (5PT) on 5/24/13 at 8:50 AM in
Residence 29, she stated that the vocational
training will be held in the residence. When she
was asked, "Why?*, she stated that they're short
staffed because one of the staff had to leave due
{o an emergency.

During an observation in group room 3 (Reom
28} of Residence 29 on 9/24/13 at 10:05 AM, It
was noted that seven clients were being
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: . 6. Clinical Director ensures Quality
W 186 | Continued From page 127 W 186|improvement process for staff

deployment by receiving and reviewing
weekly overtime reports as welf as
monthly schedules from each
residence, Verbal recommendations
are provided to Program Management
by the Ciinical Director when changes
are needed tc ensurs ongoing quality
improvement for staff coordination
throughout the clinical areas.

186 #1

a. After review of the student
ttendance and DTAC Client Log it

as determined that the full class was
held In the afternoon.

. All DTAC Teachers will assemble a
ox/cart to include vocational activities,
er the clients’ desired
utcomes/milestones, for usa inthe
ases when a class needs to be held

n the residence.

. DTAC Coordinator to monitor all
ox/carts during weekly rounds and will
ocument on DTAC rounds report.

. Any Issues/ concerns noted by the
TAC coordinator will be brought forth
o thelr respective Program Directors
or resolution.

09/24/13

10/24/13

10/25/13
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supervised by a Pine Vocational Center Teacher
at one point.. One staff was observed providing
1:1 to another client, while another staff was in
and out of the room escorting a client.

The
observed activity was totally different from the
vocational training activity (shredding paper, -
counting, ete.) provided for clients in the
classroom of Pine Vocational Center.

During an interview with the Teacher on 9/24/13
at 10:05 AM in group room 3, she stated that the !
vocational training was held in the group room
because they were short staffed.

Puring an interview with the Individual Program
Coordinator (IPC) of Residence 29 on 9/24/13 at
3:30 PM, she stated that there were no vocational
training programs provided in the morning
because one staff had to leave.duean ...... ... .| ..
emergency and another vocational instructor left

for cross training to Residence 15. The IPC
confirmed that an activity was provided in the
group room of Residence 29,

Residence 29's Client Log dated 9/1/13 thru
9/24/13 was reviewed on 9/25/13 at 10:40 AM.
The log indicated where clients went, who signed
them out, when they left and came back 1o the
residence. The log also indicated that on 9/5/13,
11 out of 13 clients were in the residence during
the morning and afternoon hours, suggesting that
the vocational training was not held at Pine
Vocational Center.

2. During an observation of focus sampled client
43 on 9/6/13 thru 9/23/18 at various times, it was
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W186 #2

W 188 | Continued From page 129

noted that he was not provided his nature walk or
exercise as part of his leisure and likes.

W 186 a. The Program Assistant and DTAC | 10/24/13
- [Coordinator met with the teaching staff
that works with Client 43 to develop a
pblan for consistent walks. .
p. The staff assigned to escort Client 43({09/24/13
on a walk wil! sign him out on the
Client Log on the residence when they
eave the residence.
C. An informal data sheet will be 10/25/13
nitiated to track how long Client 43
walks each time he goes on a walk.
d. The Program Assistant to provide 10/25/13
raining on this accountability process
and have the Teaching Assistant who
ypically takes Client 43 on a walk in
he mornings sign a training and
gevelopment form. A
e. Individual Program Coordinator to 10/25/13
monitor all ICF client's informal data
and report on then forward to the

" Program Director for reSolution,™ = - -
According to the
TA, they walk every moining for the last three
weeks.. He also stated that there were shortages
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in staff during morning and afternoon shift. He-..
- | further stated that the client's sister and mom
wanted him (focus sampled client 43) to walk.
When the TA was asked If there was any ‘ W186 #3-4
documentation io prove that the client-was being ini i :

walked, he stated, "There's a sign in and out log E{rlgt?omzlﬁé llji\:;zicézrn%?aengmten Oo/203
(Client Log) in the residence." Program Managers to:

Residence 29's Client Log dated 9/1/13 thru 1) meet with all staff on duty and

9/24/13 was reviewad on 9/25/13 at 10:40 AM. pnsure that they understand that

The log indicated where clients went, who signed clients' supervision levels must be

them out, when they left and came back to the mplemented per the client IPP:

residence. The log also indicated from the period P) reevaluate staffing deployment '
of 9/1/13 thru 8/23/13, focus sampled client 43 mmediately; and

was only walked twice-{once in the morning of
9/23 and once in the morning of 9/24/13),
contrary to what the TA stated.

B) meet that day to review staffing
evels with the Program Directors and
Nursing Coordinators to ensure

3.0n 9/17/18 at 5:45 AM, an interview was effective staff deployment,
conducted with the PT (Psychiatric Technician). + - The CD and Program 2 Director met |09/25/13
“ 0 discuss and develop a Client

pupervision Accountability System for

During observations conducted on 917/13 at 7 evel of care staff which includes: 1)a
AM, Client 56 and 20 were ieft unattended in the Residence-specific reference tool

Group 2 day room. Facility staff was observed which . T
| v , provides each client's name and
walking-out of the day room, leaving both clients fheir supervision level 2) a signed

tiended.
unauenue acknowledgement of the review and
understandin_g of the client supervision

At 1.PM on the same date, a PT was observed levels.

supervising six clients in the Group 2 day room. , 2. & The Client Supervision 09/25/13
Four out of the six clients were not engaged in nccountabitity System was

any activity. Ciient 57 was observed to get up to implemented on Residence 31 ,

use the bathroom. The PT had to stop the activity i

ncluding a review of the
and stood by the doorway to watch Client 57 go to . il i
the bathroom. yesidence-specific reference tool and a

During & concurrent interview with the PT, she : plgned acknowledgement of the review

stated there was supposed to be two staff in the for all staff on duty.
group but the other staff had to go to lunch. She
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W 186 | Continued From page 131 W 186|d. A review of each residence-specific |po/25/13
stated she had to do the activities one at a time reference tool was conducted to ensure
because she was by herself. She stated she had each client's supervision levels are
to stop the activity and stand by the door to watch clearly defined and consistent with the
Client 57 go to the bathroom. individual's IPP. The Residence

Manager is responsible for the review
. 2 .
OnSIGTs st a0 Pl e swsaqart | 11 ference ool Ay ndinge
observation was conducted in Group 2 day room., o -
A staff member was observed walking out of the he ID Team for revision, for which the
day room with two clients to escort them to the IPC is responsible for coordinating.
bathroom. Four clients were left unattsnded in the e. The Client Supervision Accountability po/27/13
day room including Client 56, System was implemented for ali ICF
On 9/23/13 at 9:30 AM, the RM was interviewed. residences. Residence Managers are
The RM stated Client 56 ' s level of supervision responsivle for accuracy and to ensure
was enhance_d: He stated thg client required that all on-duty level of care staff have
V‘;ﬁ' dSS”S‘sgV ;ﬁ'?ﬁ;:;;?;g%s’deme’ DTAG, off boen trained on the supervision levels,
g. The clinical record for Client 56 was reviewed and have signed an acknowledgement
on 9/23/13. An interdisciplinary notes dated pf the review and understanding of
9/18/13, indicated, * While staff was stancing in supervision levels. The Program '
the doorway of group area observing a client as Assistant will ensure this oceurs for ali
she went to use the restroom, staff withessed {he DTAC/worksite staffand ... ... . .1 . __
(Client 56) get up from her chair and strike her Rehabilitation Therapists.
peer (Client 29) with the comer of a wooden 1. Training on Administrative 226: Client hg/o7/13
uzzle board to he : Supervision and Personal Care was
nitiated on 9/23/13 with all level of care
staff by Residence Managers.
DTAC/worksite staff will be trained by
he Program Assistant
g. The IPC Supervisor will conduct a
periodic audit to determine whether
pdates to the client supervision
o Leference tocls are completed on time
tor the first 90 days. Random audits
will occur following IDTeam meetings in
On 9/24/13, at 3:15 PM, an interview with the PT vhich the IPP documents indicate a
who was supervising the Group 2 during the thange in level of supervision. (cont.)
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The facility must provide each employee with
inittal and continuing training that enables the
employee to perform his or her duties effectively,
efficiently, and competently.

This STANDARD s not met as evidenced by:
Based on observation, interview and review of
documents, the facility failed to provide each
employee with training to perform duties
competently. This affected one core sampled
client (Client 84) and 10 focus sampled clients (
Client 21, Client 69, Client 63, Client 26, Client 2,

(X4) IO SUMMARY STATEMENT OF DEFICIENGIES iD PROVIDER'S PLAN OF CORREGTION ix5)
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_ W186 #3-4 cont.

W 186 Qoptsnued Frf)m pgge 132 W 186|q. cont., Any findings in need of 09/27/13

incident was interviewed. The PT stated she was correction will be addressed with the

hen 3 oot noded 0 130 ne bebom S o and involved residence

stated she had to stand by the doorway to be able Immediately. j‘he oyerall fmdlngs and

to see the client who went to the bathroom. She recommen;iatlons W”.I be Sme't.tEd to

stated all of a sudden, Ciient 56 got up and the Executive Committee for review of

walked straight to Client 29 and hit her with a compliance and of the process.

e stated there was only three staff on the unit

during the incident. She stated she had to send

two staff for their Junch break and two staff was

sent to escort clients to the facility dance, which

left the residence with just three staff. She stated

she had to cover the group by herself because of

the staff lunch breaks.

Areview of Group 2 supervision levels indicated,

six of six clients in the group required "

Enhanced Supervision " at various setting

| including on/off residencs, in dining room, - - -

‘restroom, or when engaged in behavior.

W 189 | 483.430(e)(1) STAFF TRAINING PROGRAM W 189
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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 staff indicated he had worked "double shifts*
for weeks but had not worked on Residence 15
because of a problem with a client - but the client
had been recently discharged. The staff member
did not wish to elaborate on what the problem
concerning a client was or speak further. A

request thru Standards Gompliance revaaied

including residence staff, Senior
Companions, volunteers, and
college/vocational students, will be
given orientation to the classroom
regarding Ciient 21 and the other
assigned clients in the classroom. Staff
will sign the Orientation to DTAC
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 the clients in the classroom, and
sign the Orientation to DTAC
Classroom form again.

¢. The Orientation to DTAC Classroom
form will be kept in a binder in the
classroom for a minimum of a month.
d. The DTAC Coordinator will monitor
form usage during weekly rounds and
document on the DTAC Rounds
Report.

e. The DTAC Ccordinator will maintain
all Orientation to Classroom Rounds
forms that are purged from the
classroom binder for a year.

f. All DTAC staff will sign a training
shest indicating they understand this
Drocess.
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W189 #1
W 1889 | Continued From page 133’ W 1838 a. All Day Training Activity Center 10/25/13
Client 4, Client 18, Client 91, G!ien}j@ ient (DTAC) classes in Program 2 will
g2} . A initiate the Orientation to DTAC
Classroom form.
Findings: /))“ b. Al staff new to the classroom, 10/25/13

10/26/13 | .

10/25/13
10/25/13

10/25/13
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W189 #2
W 189 | Continued From page 134 W 189 1. RM reviewed all adaptive equipment 09/20/13
there were no pending actions, however and its use at huddle. Senior -
personnel records showed recent history of Psychiatric Technician (SrPT) on each '
non-compliance with following the facility shift will monitor and ensure
;ng\c};ﬁ'ﬂ?;f?f;?imstranon guidelines white being: compliance per AD 265 Supportive and
‘. Protective Devices during routine daily
The "Teacher” in DTAC indicated in interview 'rour"'ds ensuring re-_training/]nstruction
during the observation phase that he was also Is given and corrective action taken as
new to the area and just getting tc know the needed.
clients. The teacher indicated he was moved after 2.The Physician, HSS, SRPT, RM and 09/16/13
residences consolidated. Father discussed the Risk vs Benefit of
o interview with the HSS. IPG and the bedside mat next to the low bed. I
| 2. Inan interview wi ' an was determined that risk of fall while
Residence Manager on 9/25/13 at 2 PM, entering/exiting low bad with a bedside
concerning the use of Client 69's adaptive mat outweighed the bencfit. A recli
equipment ( helmets, mat, Ted Hase, and . utweigne ) © eng .' - Arechiner
elevation of legs ) Ted Hose documentation was chair was placed in the living room,
not accurate and there was no mat fbr-Client.69's TED Hose were offered at a higher
-use by the bedside. There was agreement frequency (he demonstrates the ability
concerning a {ack of training for the staff to remove and apply independently)
concerning client adaptive equipment. At no time and a wedge was placed at the foot of
-during the observation period Iat—DTAC vtvas ?Iiznt = fthe-bed to ensure legs are slevated to -~ ~ -
69 encouraged to elevate his legs or put on Te o
Hoce, (SEE%V@SB) _ tolerance during hours of sleep.
189 #3
a) Client # 63's medical needs were 9/19/13
reviewed with the float staff on duty.
b) Client # 83 had a topical treatment 9/19/13
ordered for the Stoma site to be
applied PRN. The topical treatment
was applied immediately.

_ ¢) An updated New Staff and Float :
rientaton checkist was implmentzg, "
adjacent o his gastric tube and asked the that mc‘lude.s lnfor_matlon‘ : egarf:hng
licensed staff present if the surveyor could each client including their medical,
question him about the client. The staff stated behavioral and alerts/risks. (please see |
that he was a float from another unit doing continuation page 135a)
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