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| to determine if the client had been offered the

Work Activity Cenfer room 30 and immedlately
sat at the electic keyboard and put on
headphones.- Staff did hot request the client to
shake hands.

Review of the record on 8/6/13 indicated an
objettive "will greet staff with a hand shake and
appropriate verbal gresfing durlng each class
session Upon reguest 8 times per menth, with 3
ar less verbal prompts.™

On 8/613 at 2:30 p.m,, revisw of the data
collsction for July with licensed staff revegled
numerous blank spaces and it was not possibie

opportunity or not and if offered the number of .
prompts to shake hands needed and if so was
the cllent successful or refused. Licensed Staff
added that he had not had time to comple\ta his
documentauon

G, On 730113 at 6:45 a.m., Client 130 entered the
béathroom with Direct Care Staff The client used
tha commade without closing the stall deor or
being, prompted to do so, The client left the
bathroom without hand washing. -

Review of the client's Independent Life Skills tool
dated 7/16/13, revealed that Client 130 required
verbal prompta lo shut the bathroom door and for
hand washing/drying.

7.°0n 7126713 al 12:45 p.m., Client 130 sal down
at a table io saf lunch, Shortly thereafter a
dietary staff whaoelad a table height carl o the
clients table from which the client removed his
cup, plates and iensils with one verbal prompt
Tha client then ate appropriately and

independently took his dishes to the service
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" window and jeft the dining room.

Review of the Independent Life Skills Assessment
tovl dated 7/16/13 under the section food prep
'the cllent was assessed as abls to serve.
appropriate portions with verbal prompt, In
addition the skllls @ssessment noted that the
client could use a fork and napkin with verbal
prompl. Client 130 will also talk while eating and
needs raminders not to. Staff was not observed to
sit at the clients table to provide needed prompts
and reminders, Whenthe cllent independently
brought his dishes to te service window staff
was hot available to prompt or provide an
opportunity for the client to put scraps in trash or -
related tasks although his assessment noted he
Is able to do with a verbal prompt.

| Residence 31

8. During dining ohservation on 7/29/13 and
7130/13 Clisnt 184 used his hands to eat and had

- much splilage. Occaslonally staff passed by hls
table and told him nof to eat with his hands and to
use his spoon, No staff sat at the table with Client-
184 during meals,

Review of the client's record on 8/6/13 indicated
an updated dining objective dated 617413 that
indicated Client 184 will use his spoon [o

complete 76% of his meal with 5 or less physical |
prompts {light touch to the hand)..." '

Residence 41

8. Cliont 1 was observed 'slttlng quietly In her
whee! chair in the group room on 7/30/13 at 5:40
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a, A Special Conference was held for Client | 8/6/13
151 and training plans were npdated to reflect
her current abilities, interests and neads.

b. Psychologist provided training to DCS on | 8/30/13
Cilent 151's behavior support plan, with
emphasis on identifying antecadent behavior,
intervéntion sirategies when she hits herself,
and preventative technigques, -

c. Senior Psychologist provided "Behavior 9/4413
Support Positive Practices” training for DCS  { .

on Client 151’s residence.
d. The instructor updated the vocatlonal 916/13
assessient for Client 151, .

e, Voeational Supervisor will provide tratning
to DCS on any changes made to Client 151’ | 9/01/13
vocational plans and location changs.

f. A fellow-up Special Conference was held
and a new dining room objective was
developed for Client 151,

g Training was injtinted for Residence 430
DCS on Client 151's turrent program plan,

I New facility policies 5.3,1 Behavior Support
Principles (and Glossary), 5.3.2 Behavior
Support Programs, and 53,3 Behavior
Techniques and Laterventions were developed
and distributed, Policy 5.3.3 specifically
addresses the expectation for applying
restraints in a manner tat protects clients’
privacy and dignity, ‘

i. A summary of new and key ltems from (he
tew Tacility bohavior policies were distributed
to DS, emphasizing posilive behaviorai .
approaches.
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a.m. The clisnt looked at the surveyor when
grested by her namie. The client is nonverbal,
Shortly thereafter, the Licensed staff stated that
she was taking the client Info the bathroom,

The Licensed slaff pushed the client to the
bathroom sink, Then the llcensed staff placed a
wash cloth urider, running water. She did not
dispense soap on the wash cloth. Then the
Licensed Staff said fo the client, "Let me wash
yolr face.* The Licensed staff washed the cllent's
face, then she washed the client's hands.
Licansed staff applied lotion to the client's hands
and fubbed the lotion on the hands. The client
was cooperative. The Licensed staff did not
encourage the client to participate,

During an interview with the Licensed Staff at
8:53 a.m,, in regards to not encolraging the client
to participate in ber care and not applying soap to
the wash cloth, Licensed staff stated, “she (client)
i Ustally not coopeiatwe "

Review of an objectwe, dated 6/9/1 3, noted that
during hand washlng, the elient was to rub her
hands fogether 10 times per month, when given 2
to 3 ‘verbal and gesiure prompls. Thus oh]ectlve
was lo be done in the bathroom before meals,
was also nofed that the staff was{o explain the
steps of hand washing ...wetting, hands,
dispensing soap, rubblng hands rinsing and
drying hands,

W 252 | 483.440(e)(1} PROGRAM DOCUM!:NTATION

Datla relative to accomplishment of the crllarla

specifiad In client individual program plan

. | objectives must be documenk,d in measurabfe
terms.

{W.249)

W 252
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This STANDARD s not met as evidenced hy: -
Based on staff interview and record raview, the
faclity falled to ensure that data collection was
accurate. There were missing and incomplete
data records, data collection records were not
current, data'was being collectad for objeclives
that had been discontinued, and data for current
milestone objectives did not reflect the dala that
was being collectad for five of 20 sampled ollents
{Clients 1, 48, 49, 53, and 130)

Findings:
Resldence 43

1. On 8/7H3 review of Client 53's "IPP Desired
Outcome and Milestons” records for shampooing,
hyglene and grooming, oral hygiene, self-care
tasks, and medication appllcation was not
conslstent with the data collection records for

Data was being collected for outdated objectives
and there was inconsistent dogumentation
throughout,

Date was not reported consistently in o
quantifiable form, -

Daily entries varied from using zeros to blank
spaces. |t was Unclear if a blank space indicatad
that the clienl refused to participaie, If no altempt
was made, or if the client did not meet the -
objective. There was no legend specific io
racking data,

a. The current mitestone indlgated that Client 53

will shampoo his halr dally when given 4-5

W 252
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verbalfprompts, 13 x per month for any 6

"{ months-Start date 5/31/13.

The corresponding data sheet for 7/2013,
indicated Client 53'will shampoo his halr dally
when given "3-4 verbal/physical prompts,” 13 x
per month for any 8 month by "8/31712."

b. The eurrent milestone indicated that Glient 53
will wash his hands before entenng the dining
room 8 x per month when given 4-5 verbal
prompts for any 8 months In & one year time
frame by 212814,

Tha corresponding date sheet for 7/2043
Indicated that Glient 53 will wash his hands before
entering the dining room “30" x per month when
given "5-8 verbal/physical” prompts for any-"4
manths by 9f30/12 oo

¢, The current mileslone Indlcated that Client 53
will apply toothpaste to his toothbrush with 4-5
verbal prompts 11 x per month for any 6/12
months In a one year time frame by 4/30/14,

The corresponding data sheet for 7/2013
indicatad that Client 53 will apply toothpaste to his
toothbrush with."3-4 verbaligesture prompts 10 x
per month for 3 months in a ons yoar time frame
by 6/30112."

d. The cuirent milestone Indicated that Clisnt 53
will bus hig dishes affer meals when given 3-4
verba piompts 15 % per month for any 4 month°
in a year's time frame-5/31/13,

The comesponding data sheet for 7/2013 .
Indicated that Cllent 53 will bus his dishes after
meals wheh given 3-4" verbalfgeslure promptq 10
x per month for 4 months in a one year time
frama by &/30/12,"

The facliity was unable lo provide evidence of

W 262
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dala for Client 63 Increasing his independence for
going fo the trust office and for a new milestona
for putting on his seatbell.

Puring an interview with the IPG (Individual -
Program Coordinator) on 8(7/13 at 2 p.m. the IPC
staled that the Psychiatric Techhlcians (PTs) -
were responsible for sollecting the data and
plotting it on the graph on.the Milestone Progress
Retord,

The {PC stated that he did not review the data
sheets but only reviewad the graphs on the
"M]Iesto’né Progress Recarding" record.

2. Revlew of Cllent 49 s data collection records
for 712013 indicaled that data was being collected
for plans that had been discontinued dating back
to 2011, During an Interview with the US (Unit
Supervisar) on 81113 at 11 a.m., the 'US staled
that the oblective for "decreasing using objecls as
weapon” was discontinuad [n 12/8/11 and the
eblective for "decreadlng pushmg" was
discontinuad in 6/68/12,

a. The facility was unable 1o provide data . - —
collectlon records for Client 48's objectives for
closing-his wardrobe door, identlfying his key
card, and filling out his trust slip,

b, Cllent 49's "Mitestone Progress Recording”
indicated that milestones for using a battery
operated toothbrush, decrease hilting, decrease
incidence of biting, and leaving a désignated
area, did not match the milestones being
recorded on the data collection forms, as follows:

¢ Client 49's current milesione indicated thal he
will use a battery operated toothbrush 12 x per
ynonth with 3 or less gestural iverbal prompts for

FORM CMS-2567(02-00) Prevlous Versions Obsolels Evenl ID: ¢OBN12 Faullily ID: CA170001789 If continuation sheat Page 208 of 263




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

PRINTED: 09/05/2013
FORMAPPROVED
OMB NG, 3938-0391

SYATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/CLIA (X2} MULTIPLE GONSTRUGTION {%3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER! A BUILGING COMPLETED
R
056022 B WING 08/09/2013
NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, GITY, STATE, ZIP CODE
FAIRVIEW DEVELOPMENTAL GENTER DIP IGFAID . .é?;?:ﬁ;;f%iﬁ‘;ﬁz '

(X410 SUMMARY STATEMENT OF DEFICIENGIES A PROVIDER'S PLAN OF GORREGTION (A5}
PREFIX . (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULD DF LOMPLETION
" IAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS. RLFEREEJ;}EEIE(; (;F\I( i)E APPROPRIATE DAYE

. : : [W196, #10
W 252 | Continusd From page 208 W 252 |Client 63

any 6 months by 7/31/13, o, US provided training to DCS on Chem 63's (9/09/13
The corresponding data for 7/2013 Indicated that residence on FDC 1.3.] “Missign and Values”

the client would use a.baltery.operated (with emphasts oz stalf responsibility to

toothbrush "8" x per month with 3 or less gestural . iprovide on-going aclivities that meet all

Mverbal prompts for any 6 months by * 8/30/12," individuals’ person centered treatment plans to

ensute they have opportunities to exercise

d. The current milestones indicated that Clisnt 45 greater independence, '

will decrease incidents fi-to 0 x per b: US provided training to DCS on Cliént 63's [9/01/13
month for any 6 months by 2/28/14, residence on FDC 1.3.2 “Principles and

The corresponding data for. 7/20 t Practices” with emphasis on the siaff’s

the client will decrease | mcidehtSW responsibility to proteet the rights of the

100 x per month for any“6 of 12 months by - individuals who live at FDC by providing

40734442 services and supports that build confidence,

_ _ . self-worth and self-determination.

e. The current milestone to be measure indicated ¢ Shift Lead/dasignee will provide all 9/09/13
that Client 49 will decrease incidents of ieaving new/float stafl with orientation of residence '
the designated area without permission to 0 X's - g::fﬂ“tzég Zgi‘:i‘:u‘;‘)l:;‘:f;*i‘\fztagzz‘:gg':]tV‘Uf

ﬁlﬁr morith kg ti"c ondsLE:u?ve?rg%r’l[tg S ?; 1%/%1!]: St |d-1DT met to review Cliént 63°s Incividual  |9/09/13

© correspunding aata or indicatad tha Program.Plan for appropriateness of training '

the client will decrease Incidents of leaving a and behavioral supports 5
-deslgnated area without permission to © fimes for 6. USHlesignes initieted raining o DCS on 9/09/13
any '10 Lnonths In & one year time frama by changes/modifications made io Client 63's

7130H12. . - |plans,

f Pro
£ ot ilstos ress oo b e B
Wtea that Client 49 will decrease plowdc coachmg as 111(]1(‘:1[( d.
Zerp times for 4 consecutive months
ong years fime frame by 2/27/14,

The corresponding data for 7/2013 indicated that

the cllent wlll decrease to "1 x per

month for any 7 of 12 months of data collection

by 8/30/12," ,

The frequancy of data colisction for the objectives

of deureasa#demaase_ and -}

decrease leaving a designated area, indicalsd,

"Daily, every shift." There were blank spaces with

no entries madé during the night shift for tha

entire month of 7/2013 for the above objectives,
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abjectives including the following: :
Decroase
[ ng 1o leave a designated area’

Contihued From page 209 ,

It was uncloar If a blank spacé Indicated that the
client did not exhibit the behavior or If data was
not recorded, B

3. Review of the Behavioral Prograss Review,
dated 7/26/13, indicated Cllent 48's behavioral

without permission, decrease requesting-glhers'
body-waste, and decreasing making false
statements that are later recantsd,

The facility was unable to provide data records for
the month of 7/2013 for any.of the above
behavioral objectives, :

Client 48 had a sequential milestone for using
one positive soclal /Goping skill (.., greeting
others politely, walting,...) with 2 or less verbal
prompts 40 times per month for any 8 months,
within & one year time frame with & start date of
U313, : '

The comresponding milestone progress recording
graph was not consistent with the sequential
milestone and.indicated the milestone to be
measured was that Client 48 will use a positive
social.coping skill with 2 or less verbal prompts
*35'% per month for any 6 months by 10431/14."

The coirasponding data collection for 8/2013 was
also not conslstent with the sequehtial milesions
as itindicated that Client 48 will use one positive
soclal / coping skill " 35" x per month for any 8
months by 3/31/14, '

Reslderce 29

4. On 7/30/13 at 9:30 a.m,, Client 130 entered the
Woark Activity Center room 30 and immadiately

W 282
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sat at the electric keyboard and put on
headphones. Staff did not request the cllent to
shake hanis, . .

Review of the record on 8/6/13 indicated an
obfeclive "will grest staff with a hand shake and
appropriate verbal greeting during each class
session upon request 8 times per month, with 3
or lsss verbal prompts.” '

On 8/6M 3 at 2:30 p.m., review of the data
collection for July with Licensed Staff revealed
numerouts blank spaces and it was not possible
to determine If the client had been offered the
opportunity or not and if offered the numbar of
prompts to shake hands needed and if so was
the client successfui or refused, Licensed Staff
added that he had not had time to complete his
documentation, ' '

Residence 41

B, On 7/30/13 at 6:40 a.m., Cllent 1 was
observed In the group room quietly sltting in her -
wheelchalr, The attached headrest was
suspended in hack of the wheslchalr,

AEB10 a.m., Clienl 1 was observed in the
medication reom sltting In her adaptive
wheelchalr moving about restlessly and loudty”
yeling ah..ah..ah..repeatedly. Her attached
cushioned headrest was stspended In back of
the wheelchalr,

AL8:40 a.m. o the same marnlng, the clieni was
in the group room siiting in her wheelchajr
restless, Kicking her feet outward and yelling
ah..ah..sh.. repeatediy. Two' Licensed Staff were
talking to her and then in a rocking motion, the
client struck the back of her head against the

W 252
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W 252} Continuéd From page 211. W 2B2 |a. A Special Conferenca was heid for Client | g/14/13
hack of the wheel chalr, The attached cushloned + [P4 dmd a training plan was developed to
headrest was still suspended Jn back of the wheel complele the secuence for washing bis clothes,
chair, The client struck her head four more times b. Acting US trained DGS on Client 94's | g5/
and the staff stil did not make an attemplt to place training plan for washing clothes,
| he headrast under her head. This surveyor ¢. Additional washer/dryers have been made
intervened when the client struck her head again, avm!able 1o ciients to '.facﬂlltlate 11}dapel}dence
6th time, and questioned l.icensed Staff as to why anc!_lmpro\.fc the sgstauwi?lhty ot.clothmg.
Ihg headrest was not brought forward, At that . d. US/dcazlg'nee: will monitor during rounds to
time, Licensed Staff movad the headrest forward ensure lratning aceurs per pl.zm‘ and thet clients
s0 it was positionéd under the client's head. on Residence 28, including Client 94, have
' . ) Ongomng opportunities to participate in active
During an interview with the Licensed Staff, at ;;Z‘g}‘)i‘;‘gci‘;g‘”t-’es that promote choice and
that time, he stated that sometimes the client X ‘ .
. e Active Treatment Coordinators have been J01/
2?1(;\;?8 the head rest fo the back of the wheel designated on cach Program and are | OL/13
o - tespousible for the development and
] implementalion of Active Treatment projects
to be inteprated facility-wide, with emphasis
on promoling choices and independence in all
environmeitts, o
eview of the data collestion sheet for 7/30/1 3, {0 ﬁf;g::;;ﬁ%‘:;ﬁ;ﬁ?ﬁf “:;llll ;zg;e.semed
nated that the clfent had 0 neldances for head recommendations for facility-wide
+ | banging during the day shift, N implementation, *
W 2586, é?—laﬂ'lﬁ()og}(”m PROGRAM MONITORING & W 255 g, The IPC will monitor for progress with the
= , current program plan and will document their
] . . . findings in the monthly hate, along with
The Indlvidual program plan must be reviewed at follow-corrective actions us indicated.
least by the qualified mental retardation h. A mentorship program has been developed 9/00/14
professional and revised as ngcessary, including, between Program Managerient/Supervisors ‘
but not limited to situations in which the cfient has and DCS 1o ensure competent assessment of
successfully completed an objective or objectives clients’ capabilities, strengths and needs when
identlfied In the individual program plan, completing the Independest Living Skills
. . Assessment (ILSA)» '
: i, Follow up/review for staff knowledge and _
This STANDARD is not met as evidenced by awarehess of additlonal washing machines witl
Based on 'observalion, record review, and be incorporated into facility Focus Calendars
Individual Program Coordinator (IPC) Interviaw, for review at huddles/shift chunge meetings *
the facliity failed to ensure one of 20 sampled : ' _,
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W 255 | Continued From page 212 o W 255
client's (Cllent 63) Indtvidual program plan was
reviewed and revised to meet the needs of the .
client, Client 83's mohey meanagemaent objactive
was below the cliant's assessed skill level,

Findings:

Residence 44  (Client 63)

On 7/29/13 at 6:05 p.m., Client 63 was observed
communicating using single words, short phrases. .
{ and-gestures. Client 63 ambulated without use of
assistive devices or staff assistance ‘and ate with

verbat prompts only, Client 63 demonsirated the . _ _
manual dexterity to eat with regular utansils, . _ T

Cllent 83, an 7/30/13 at 6:45 a.m., showsd the
abllity to work independently on a puzzle which
had medium sized pieces. The clienl also
demonstraled the ahllity, on 7/30/13 at 240 p.m.
to shred paper In a shredding machine without
siaff assistance,

et
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GHANGE

The commiltee should-review, monltor and make
suggeslions to the facility aboul its practices and
programs as they relate to drug usage, physical
restiaints, time-out rooms, application of painful
or noxlous stimuli, control of inappropriate
behavier, protection of elient rights and funds, and
any other areas that the comimittes bellaves need
to be addressed.

This STANDARD Is not met as evidencad hy:
Based on obsarvation, interview, and record
review, the facility failed to implement their Plan
of Correction to ensure thal the Human Rights
Committee (HRC) reviewed and monitored

incidents handeuffing of clients by Office of

(X4) 2 SUMMARY STATEMENT OF DEFICIENGIES [I»] PROVIDER'S PLAN QF CORRECTION (%5}
PREFIX {EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTIGN SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DAFE
. : . DEFIGIENCY)
‘ . W227 _ : :
W 258 | Cohtinued From page 213 W 256]a. A Specjal conference was held for Client | 8/09/13
‘ © 132 to address her vocational zining, The
training milestone was changad o reflect her
current abilities,
b, The Vocational Supstvisor provided 8123013
training to DCS on Client 32's new milestone.
¢. The Program Assistapt provided training 1o | 9/09/13
‘ DCS on Policy 5.1,2 “Continuous Active .-
On 8813 at 11 am., during Interview of the Treatment,” with emphasis on promoting
Individual Program Coordinator (IPC), when independence, .
discusslon about Client 83's ahility to handle d. A p'la11 has befm developed to reorganize 9/09/13
mohey was discussed, the IPC stated he did not Yocational Services under CPS, which will -
know why Cllent 63 did not put monay Into the improve the conlinuity of services and
vending machine as a goal as the client was promate more opportmity for choice a5 well
doing well with Ihe current objective. The |PC 3;5(‘)‘;{‘35%2‘; increased variely of paid job- .
tsfsgtje;hit’]ﬁ \ﬁlegi ng;%i;c c;g; Ztnt S est!?gcti r{;ﬁf ﬁg%’ not ¢. CPS has developed a process'to ensure-that | 9/09/13
e, . ail vocational assessments are completed,
},)fspr:)gé?dbﬁfgﬁ.ti\i&%] “asked why not, the IPC adequately address thé skill level, capabilitios,
' ‘ wferences and needs of clients in paid
{W 264} | 483.440(N(3)(fi)) PROGRAM MONITORING & (W 24y Preforonces and neads of clients in pai

vocational programs to increase their skill and
productivity,

t. CPS has developed & process tg review the
vocational program and establish an entrance
antl exit crileria for each vocational sile,
S//13

. Vocational Supervisor/designee will
conduct rounds to ensure Client 32°s plans are
being implementad us written and stalT are
providing contikuous aclive treatinent at the
work site, .

h. The IPC will monitor for progross with the
current program plan and will document their
 dindings in the monthly note, along with
follow-cotrective actions as indicated.

i, AE Director/designee will monitor the IPC!
notes to eosure they meel the standard for
addressing client progress with program
plans.*
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(W 264)

Continued From page 214
Protective Bervices officers (OPS) (Client 114.)

Residence 28

On 7112413, Cllent 114 was seen by staff on his-
resldence af 7.60 p.rm, * At 8:00 p.m,, staff was

unable Lo locate the client, who had walked out an |,
1 unlocked door, Two Offica of Protective Setvices

officers {(OPS) found the client on campus and
offered him a ride. The GER documented thal.
the cllent *becams resistive and started to run
Into the sireet.” The street was the dn-campus
street with a speed limit posied as 25 miles per
hour,

The General Event Report (GER), documentad
that Client 114 was retumed 1o the residence 20
minutes after first baing noticed as missing,
having been handecuffed by OPS, Wlen
fuestionad L'Jpon his return to the residence-tha
client stated "[Client's first namo] Walking."

During an interview on 8/8/13 at 7:35 a.m.,
residence licensed staff statad that Client 144
would go waiking on campus with his parents
who visited regularly,

Cliant 114 was observed on 8/8/13 balween 7:35
am. and 8:05 a.m, actively walking around the
day room on his residence. He would
occaslonally sit In & chair for a brief time then
purposefully and repelitively wall around the
room, '

During an Interview on 8/8/13 at 9:00 a.m.,
residence administrative staff stated thal Client
114 was very ¢omfortable walking on campus,
He stated that the client may Tlail his arms which
looks llke fighting but Is not. He stated Client 114

(W 264) |
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{W 264} | Gontinyed From page 215 | (W 264} 0 US wained DCS on responsibilites and 9/09/13
was not a confrontational person and was having | - expectations for ordering clothing, wardrobe
no behavloral issuas when he left the residence cabinets, grooming supplies and personalizing
that day. He stated the expectation would be. for the bedroom for Client 42, .
OP3 o locate a client who ls AWOL, keep him b. Chient 42 was re-measured to ensure correct | 9/09/13
safe, then call the resldence and wall for staffto measurements are documented on the clothing
arive, He further stated, "OPS may have order, : - E '
produced” the behavior, ¢. Shift Lead/Designee audited clothing of 9701713
. . . . individuals on Residence 343, including Client
Facility policy and procedure (P&P) 6.9, Gampus 42, to engure it js properly fitting and in good
Safety and Securlty - Office of Protective Service repair. Any elothing that did not mest
(OPS) Palice, dosumented the responsibilltles of standards was discarded. o 0/05/13
Police Officers included, "Asshil_sht in Iocalginr-]c[iems ngé‘;ffm% %}fﬁllff;;lﬁféﬁnféﬁlﬁ?ﬁhe
on unauthorized absences." The P&P further e b Febm ements Ir
spacified that "clipical staff responsible for the . gfl‘f:éﬁgz(?:llgel]';1211:315011?1}% 30115;;22?31;
:Ije?g"rgltlégagg?f%y croen&:rsglqﬁg[?ﬂi}?’g's : e. US assigngcl each DCS a cs?sclbad hat, 0/09/13
bgﬁév?or without ti?e use of any protective includes ordering clothing, maintaining a
equipment,” sufficient amount of clothing, and proper
' _ 7 fitting clothing, * P
There was no documentation in the GER that ZX;E‘{ Eﬁ;‘j;%“;’?{;‘;{‘fﬂ;gf& ?;1132:15 ) | 9109
residence clinical staff respoln&‘.lble for the clisnt g Additional washer/dryers have boen made | 9/01/13
had been nofifled by OPS prior to the (Izlient bolng avallable to clients to [acilitate inde eridence
handeuffed or that OPS wailed for clinical staff to aud improve (he Systainabilly of clgthing.
arnve. ‘ h. USs/Shift Leads/Designees wil! mon lor
) Ny o s during daily rounds to ensure clients clothin
Du:‘lpg an Ir_wterwew on 7/31/13 at'7:55 a.m., is weﬁ fitte)é,_pleﬂn and fake corrective actioﬁ
facility admmiSt.r aflve staff confimed the client when they see Il1-filting or unclean clothing on
was doing nothing Idangerous when Q.PS found clients, Will also ensure that DCS order and
him and thatt the client was not exhibiting any maintain elothing for their caseload
behaviors untll OPS wanted him to get Into their assignment,* .
car, She further stated thal residence staff had | 1. An ad hoe commitice, which includes 9/01/13
not been called fo provide therapeutic clinical and administrative staff, as well as -
communication before the clisnt was handcuffed clients, has bee formed to address clothing
by OP5 issues, * ‘
The OFS report, which was not altached to the
GER, was requested. Facility administrative staff
stated the OPS investigation report was not yel
completed, On 8/8/13, he report was still not
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{W 264} | Continued From page 216

completed and the facllify had not done a
saparate Investigation or review of the actions of
OPS.during. this incident. The.facllity's Plan of
Correction. specified, "A police raport will be
completed for each eplsode of handeuff use and
will be reviewed by the OPS '
Commander/desighee for appropriatangss.” No
OPS report was completed and the actions of the
officers were not reviewed by the OPS
Commandeér for approprialeness,

The facllity's Plan of Carrection further specified.
that the Human Rights Commitiee (HRC) was to
raview all Incldents of law enforeement -
involvement and that committes members would
be trained in this review, The date of correction
was 6/17/13, However, the date of the signed
training documentation was 7/30/13,

An "HRC Law Enforcement Review Record” was
provided. “This was dated 7/30/13 and signed by
the HRC chair, The only thing reviewed by this
record was the GER, which was not & compleied
investigation. In addition, only the commitiee
chalr was involved with the review, not the human
rights committes, This was confirmed by
administrative staff in an interview on /813 at
8:00 a,m, . B

There was no evidence that this incident of
handcuifing a client on facility campus was
thoroughly investigated or that the HRC reviewed
and monitored the use of handcuffs.

W 278 483.450(b)(1)(li1) MGMT OF INAPPROPRIATE
CLIENT BEHAVIOR

Procedures that govern the management of
inappropriate client behavior must insure, prior to

J. The “Rounds Team" (Governing Body,

{W 264} [Program Management, US, Shift Leads, IPC)
conduet rounds (o ensure individuals are
well-groomed, and that cloihing is consistent
with community standards and is appropriate
for weather and occasion. Results of findings
will be calculated, analyzed by the AR Analyst
and corrective action plans developec,*

W 278
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| incorporating the use of.less Intrusive or more

| Findings: . S

the use of more restriclive techniques, that the
client's record documents that progranis

positive techniques have bsen triad systematically
and demonstrated to be Ineffective,

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, the facllity falled to ensure less restrictive
techiques were tried, demonstarted to be
ineffective hefore the use of restrctive -
interventions i.e, physical restraint for one of 20
core sampled (Cllent 63) and one unsampled
(Client 74) cliant,

Resldences 44 -

1. On 87113 review of GER 13-068-50 dated
7/23{13 at 5:30 p.m. revealed Client 74'was

articlpating In group actvltic 4
Client 74

was described as frantically running around the
roem and runhing 1 s, chalrs

Staff atternpted lo
"de-escalate" Client 74 and "behavior plans were
implemeanted.” Client 74 was placed In “sitting
contalnment" by facility staff,

Elements not decumented clearly on the GER
Included a summarny of less restrictive
interventions used based on behavior plans,

On 8/7/13 review of the Individual Program Plan
(IPP) dated 9/6/12 Indicated-Client 74 should be
provided with frequant contact and positive

atlention and praise for participaling, If the activity

W2ars
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or noise lavel is high and he appears
unsomfortable offer an alternate activity ina
quieter environment. Jf Client 74.appears
agitated, distract or prompt ina calm and playful
manner to Use relaxation techniques such as
deep breathing. Encourage him to express his
needs. If Client 74 continued to escalate and was
at risk for harming himself or others, direct other
clients away, request agalstance from othar staff
and ask him to go o his room to calm down,

The GER failedto document any of the approved
behavior Interventions that were tried and Client
74's response to the interventions. There was no
indication Clisnt 74's written IPP active treatment
program was Implemented before he was placed
in emergency manual sitting restraint and held
there by four staff. Client 74 was discovered after
the restrictive Interventions wers concluded to be
in pain and discovered to have 4 fracture of the 7
th distal rlb, .

Interview with the Unit Supervisor (US) and -
Program Assistant on 8/7/13 al 11 a.m, revealed.
Client 74's behavior program had been
Implemented agreed It had not been

documented. o

Resklence 44

During-survey-beainning-en.z2/20413 -review.of

xa) o SUMMARY STATEMENT OF DEFICIENCILS W (X8)
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'will monitor during mealtims o ensure that

- during rounds will be immediately addressed.
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W 278 | Conlinued From page 219 W 278 a. Food Service Technicians provided the 730013
Residence 343 Client with additional eggs as
requested, ® .
b: The Director of Dietetics/designee trained  [9/9/13

all Food Service Techniciens including FST on
Residence 343 on Handling Additlonal Food
Requests from clients during meal services, *
¢ Director of Dietetics/designee will monitor:
interactions between FSTs and clients during
rounds to ensore théy are appropriate and
meeting the client's neecs,

d. Director of Dietetics/designee will monitor
during rounds on all residences including
Residence 343 to snsure that there is sufficient
quantity of food available to clients during
meallime and take action as indicated. *

e. The Unit Supervisors/designees and IPC s

clients receive quality dining room services,
including adequate amounts of food as
requested and that interactions with all staff
during the meal are positive,

f. The “Rounds Team™ {Governing Body,
Program Managemenl, US, Shift Leads, IFC)
will conduet rounds to ensure that cljents

reccive qualily dining room: services, including
adequate amounts of food as'requested and
that interactions with all staff during the meal
are posltive; Any significant issves noted

Results of findings will be caleulated,
analyzed by the AR Analyst and corrective .
action plans developed.* '
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W 278 Continued From page.220 W 278

Mulliple observations of Client 63, during survey,
from 729413 through 8/6/13; showed there were
many opportunities Tor siaff to engage the cllent
in appropriate, clienl specific aclivitles and
provide approprlate levels of stimulation to reduce
stress factors for the client which were not
employed, gontributing o undesirable behaviors,
Ohservations and record review are as foliows:

|
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W247, #3
W.278 | Confinued From page 221 W 278 o, The Dietician and the US met to discuss 7129713
On 7/28/13 at 5:45 pm., in the Group 1 activity immediate options to ensure that Client 64 was
room, Clisent 83 sat at & table rocking and flapping Emvid‘;d \Iw‘th preferred foodl chojces.*
['hls hands, placed'a small black clreular object in . A Special meeting has been scheduled 1o 9/9/13
his mouth without dlrect care staff (DCS) review Client 64's nutritional proferences,
intervention and stared, Monopoly was being needs and supports, with emphasis on the
plaved by some clients, led by a staff. Client88's Possibilit)f gf formal tra_ining in facilitating
only activity besides a puzzle was when DCS good nutrition an<l making healthy food
placed & spinning wheet In front of tha client once cholces, . . .
and asked himta spin the wheel and plck & letter, c. Dictician met with Client 64 to review his  [9/9/13
diet preferences to betler support his.dietary
‘ neads,
d. Clinjcal Dietitians, inciuding Residence 344 |9/9/13,
During Dielitians, recaived training to support clients
nner, Client 63 ambulated without use of in making good food choices and expanding
assistive devices or slaff assistance and required 3:::: ﬁovﬁsfﬁ; ?tiq?iiﬂhi food choices and
only verbal prompts o aat, ' any ¢ f T
yVe promp . e Director of Distetics/dusignes will monitor
On the morming of 7/30/13 &t 6:40 a.m. there was during rounds o ensure that client interactions
a lot of noise and commotion as clients were ;’gl;ODS’i‘zi[:-,";i?ii?dc:lg;?&';’lwl?e“ support staff
directed or independently congregated in one of ;. ‘ ‘ .
. ; | f. The Unit Supervisor/designee and IPC 5 will
two group activity rooms. A phone in the nurses T ‘. A
statlon rang twice in five minutes and sent & loud, l";fgleq(i::ﬂ?f(ﬁ?}?ﬁ:&”&fﬁ ::f\‘filfeglﬁ,ghems
jarring noise do.wn the haltway. . encolraged to make positive food choices, and
. . ' - - ! [ i [ '] - 1 d i i)
Five minutes later, at 6:45 a.m. on 7/30/13, Client ?llzézlff;;ﬁﬁgf;,ziﬁg ?uf]{fl? N e?l]; tions that
63 Wﬂ'tkf;fd Egghe ?*‘%UPﬁ f‘ﬁ“\’}'}ycﬁom- Q}d"w + |8 A protocol was developed and implemented | 9/01/13,
23;‘;; s béfore ioa:/:\?chWCIT:anteﬁ?ﬁ"@s;gnec.ie dﬁ to include.clients in facility menu planaing. e
"bicycle with (Stalf)." A'DCS prompted him to go B, The “Rounds Tears” (Governiog Body,
A ! Program Menagement, US, Shift Leads, PC)
to hls own group room. He slood up, began will conduct rounds to ensurs that clients
smacking his hands together, c':_l\ﬂd sventually - | reeeive quality dining room services, including
returned with an escort to the Group 1 aclivity adequate amounts of food as requested and Lhal
room where he sat in & carnar chalr. interactions with all staff during the meal are .
. . » X positive. Any significant issues noted during
This group activity room was a nolsy, small, rounds will be immediately addressed. Resulty
crowded room with multiple upholster ed chalrs, of findings will be calenlated, apalyzed by the
large and small tables and seven (o eight cliants AE Analyst end comrective action plan
seated or wandering into the rooni. Client 83 deveicped.*
pieced a puzzls together while one staff stood at )
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the blackboard and said, "What are your goals
today?" "Client 63 made no eye contact and did
not engage in the discussion, repeated words
others sald, and repeatadly reached across the -
table towards another client with both hands and
arms outstretched, at which polnt a staff, more
than once, advised him nol to touch. Tha
discussion seglied into sports with no
engagement'from Ciient 83 who reached ouf and
touched a client who had just entered the room
and whe immediately struck back, missing, and
said "Siop 1" Staff again, physlcally and verbally
redirecled Client 83 to stop the behavior, Staff
did not engage Client 63 in any constructive
one-to-one teaching while waiting ko keave for the
day program, did not provide a calm, quiet
environment, nor did staft engage the client in any
physlcal outdoor activities,

On the momingof 7/31/13 at 9:17 a.m., In Group
1 achivity room, a client was opserved belng
restrained In g leather wrist-to-walst restralnl and
helmel. THis distraction disrupted any planned
activity as staff focused on managing that cllent's
behavior and other cllents became agitaled and
looked on. Client 83, who was seated, was
visibly aghaled, reaching out and not engaged In
the puzzle in front of him.

On 8/5/43 from 5:55 p.m. until 7:40 p.m., *
approximately 1 3/4 houss, Client 83 was
ohserved with a DCS who at 8;10 p.m. stated she
had floated from Residence 43 to provide 1:1 for
Clisnt 83. During this {ime Clienl 63 was
observed walking very qulokly down the
residence hall at 6:55 p.m. The cllent entered the
Group 2 aciivity room and eventually returned ‘o
the Group 1 activity room, No active treatment

was observed. When asked about Cllent 63's
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. ' ; W247, #4
W.2781 Continued From page 223 W 278 a. The Dietician met with Client 82 to review | 9/09/13
active treatment goals, the DCS said, !l don't his diet preferences to betler support his
know," since she was not regular staff, dietary needs.
: b, The Director of Dietetics/designee provided .| 8/09/13
As the svening progressad, the client sat in a training to Clinical Dielitians, tncluding those
chair and reached repeatedly towards vther on 344, to support clients in making good food
clients and repeatédly was verbally and physically choices and expanding their knowledge of
redirected not to do so. AL 7:05 p.m. DCS sald healthy food cheices and thetr any diet
repeatedly, "No ...No touching." The client was limitations. * .
engaged in no activity' as he paid no attention to e. Director of Dietetics/designee will moriitor
the movie which was on and eventually, around rh}rmg rounds to ensure Lhat client interastions
7:25 p.m. became restless, rocking in the: chair, with Dieticians and other kitchen support staft
When the medlcation pass nurse came o get the | are positive and educational,
client for his evening medications the assigned d. The Unit Superyisorfdesignee and IPC s
DCS saig, "Maybe that calm him down.” w!l] Inonitor. during maalt}me to ensure thai
clients receive quality dining room services,
ADCS, cSn 8/6/13 at 8:45 p.m. commented that are encouragcd fo mak'e positi‘ve foad choices,
Client 63 did not sleep well at night. and are provided a variety of food options that
: , meet their preferences and needs. '
On 8/6/13 at :00 a.m.,-a direct care staff (DCS) 16 A protocol was_devel'olpe_d end impiemented | 9/01/13
stated the nurses' station phone bell could be L'o nmh‘i‘de clients in fz},cmty menu plaunipg,
tumed down at night and stated It was the {,‘ The Rﬁmds Teamn (Govel"".’_l?"g Body,
responslbliity of the night shift but thls was not an {(l)lgmm anagement, US, Shift Le*}dsa IPC) -
bsmgned ek Tho DOS st seme clols
E)?Jtdgl’;?dp\,:ﬁiégnf pt?l;(;é);glt:} %I-Leepgggergm ;g;’y g(lequatp m'not}nts of foz‘)gi as :mquéstecl anel tha;
eyes and started laughting when asked If she had mieractions with all stalf during the meal are
seen it wake up clients and sald, °l wouldn't like positive, Any significant issues noted dusing
. : rounds will be immediately addressed. Results
that In my home. of findings will be calculated, analyzed by the
Five minules later, on 8/6/13 at 6:20 a.ir., the ﬁ?f,ﬁ;f;iffi tnd coreetive etion plans
hallways were'dark, no clients werg in the halls, It K
was quief until the phone rang making & loud,
farring noise down the hallway. Al 7:06 a.m. and
7:20 a.mn. the phone rang again, first making a
loud ringlng nolse five times, and then three
times..
On 8813 from 7:05 a.m. o 8:35 a.m., Client 83 '
engaged of the behavior of reaching his hands |
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towards others and staff sald, "No, no, no (Client
63.) Client 83 went to the group reom and started
a puzzle, DCS was . discussing use of money,
empathy and charity. When asked to respond to
a question related to the topics, Cilent 63 said,
"Four o'clock Jn the back yaid ...four o'clock )
bloyele ...four o'clotk basketball," to which a DES
responded, "O,K, We're talking about ¢harity
{Client 63)." The group lesson continued. Client
63 continued the puzzle and agaln dld not answer
the DCS's question, this time about money. .
Wheh asked, "What do you think (Client 63)7" he
replied, "Backyard." No one-to-one tegching
occurred; the unigue heeds of his cllent were not
accommodated in this group activity, An
alternalive actiVily was not offered and no sffort
was made to take the olient outside to ride a
hicycle or play basketball, which the client
continbed to katk about,
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5.1.2 *Continuons Active Treatment” on
providing quality interaction and intervention.*
d. US/designee will monitor during reunds Lo
ensure training occurs per plan and.that clienes
on Residence 31, inclnding Client184, have
ongoing opportunities to participate in active
treatment activities that premote cholce and
independence and are consistent with their

. [program plans,

e, The “Rounds Team” {Governing Bady,
Program Management, US, Shift Leads, IPC)
will conduel rounds to ensure appropriate’
active treatment activities and stalf interactions
oceur during active treatment aciivities. Any
significant issues noted during rounds wilt be
immediately addressed. Resiilts of Findings
will be calonlated, analyzed by the AR Analyst
and presented at the AR comzmitize for follow
up. ¥ .

f. The TPC will monitor all client’s program
plan implementation in their caseloads,
including Client184's, and will document their
findings in the monthly note, along with
follow-corrective actions ag indicaled.®
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. . ' W247, #3 :
. W 278 | Continued From page 225 W 278 |a. US wained DCS on Client 184°s training - [8/16/13
plan to participate in meaningful active
treatment activities, - '
5. Active Treatment Coordinators have been (9701413
designated on each Program and are
+ |responsible for the development and
implementation of Active Treatment projects
o be integrated facility-wide, with emphasis
on promoting choices md independence in all
environments, . .
fe. The PA provided training to DCS on Policy [10/10/13
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| Education” article dated 6/6/13, training matarial

3 of the "Online Continling
used by the facllity to teach the facility
psychologists how to meat the needs of aulistlc
clients, presented muttiple training approaches:
"Soine people with autism ...tend te be physicaily
aggressive al times, making soclal relationships
~.difficult. Some lose control, particularly when

they're in a strange or overwhelming

FORM GMS-2567(02.80) Previous Versions Ohsolele

Evenl D1 000N12

Facilily I CA1700017589 |

If cantlnuation sheel Paga 227 of 263



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR.MEDICARE & MEDICAID SERVICES

PRINTED: 08/05/2013
FORM APPROVED
OMB NO, 0938-0391

STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIZR/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION HUMBER: . ‘ COMPLETED
. A, BUILDING
- ' R
05G022 B. WING 08/09/2013

NAME OF PROVIDER OR SUPPLIER

FAIRVIEW DEVELORPMENTAL CENTER D/F ICF/ID

SYREET ADDRESS, GITY, STATE, ZIP CODE
2601 HARBOR BOULBVARD
COSTA MESA, CA 92626

pedy Ip SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {x5)
PREFIX -(EACH DEFICIENCY MLIST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION BHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG ORD&S~REFERENCE|D]Tﬁ T%E APPROPRIATE DATE
: : DEFICIENCY) "
. _ W247, #6
W 278 | Continued From page 227 W 278|a, Social Workers contacted the families of 10/10/13
environment, or when angry and frustrated.” It individuals on all residences including those
went on lo describe sensory sympltoms nofing residing on Res. 29 and 31, requesting family
that, "Apparently, as a result of a brain pl;otos and other ﬁers?n.ﬂl items to decorate
malfunétion, many ...with autism are highty client bedrooms and living ateas, * -
attuned or even painfully sensitive ko certaln b. ' provided training to US/designes on 10/10/13
sounds ..." and can find noise to be "painful." The expectalions that' clients ]:m rssisted .t0'0bta1n
article showed that “Programs employing a {personal possessions which emphasize
developmental approach provide consistency and individuality and personal preferences.*
structure along with appropriate levels of ¢, Purchase Orders hiave been initiated,
stimulation." Some approaches sited focused on | neluding 429 and 431, io personalize client
developing skills and replacirig dysfuncticnal h.“i‘“.g,sl“‘FGS and clients are involved in
behaviors with more appropriaté ones, Cthers Zc Cghhg lltsTms of l(l;tetcs:t.‘ Body. Brone
racommended creating a stimulating learning A ounds t"‘{]”é( S}?‘}f}‘jm'@] o g‘ ‘,‘]’l‘b"a‘“
environment tailored to the unlius needs of the anagetmeni, LS, Shifl Leads, 1PC) wil
person, The arlicke read, "Treatmenl programs maonitor client living aress to ensure living
that buii d on the ( person“s) interests, offer a i arens reflect personal preferences, intavesty and
predictable soheduie, teach tasks as a serles of hkﬁs d”“'llg ‘l’bsm'vmi‘;“' R‘;S”lfs O:Lﬁ"sdmgs
- " N . ill be calculated, analyzed by the AR Staff
simple steps, actively engage the {person's) v - ! e \
attention In highly structured aciivities and provide g:‘l‘,\:lz;i[n:lyst and corroctive action plans
regular reinforcement of behavior, sesm to Tt (] i _—
' prgdt?cer ?ITef greatest gains." These inclucded ¢, The H;?S”Wl” visit bf‘%“omﬁ Quring site
; o : visits and follow up with 1S when
provlcllrﬂg T(%EWIBOPTE? ttha\lniiﬁ;g" on the individuality and personalization does not meet
gggi?g;{f da Elsngqhela'eé:):c?al needs the expected standard to work towards joint
. . resolution, *
W 205 | 483.460(d)(1)(i) PHYSICAL RESTRAINTS W 285
The facility n'igay employ physical restrain! only as
an Integral part of an Individual program plan that
is intended to Iead to less restriclive means of
managing and eliminafing the behavior for which
the restralnt is appiied.
This STANDARD is not met as evidenced by:
Resldence 30
Client 167
I:(;RM GI4S-2567(02-09) Pravious Vorsions Obsolste Evant 1D; GORNT2 Facilly 10: CA170001780 " Il continuntion shoel Page 228 of 263
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restraint only as specHfied within the individual
| program plan, IPP for Client 157.

‘[ At 1000 a.m, en 7/30/13 DTAC staff was

falled to provide individuals with prompt treatment

Continued From page 228

Based on abservation, Interview and record
review, the facllity faillad to employ physical

Findings: .

ohsarved holding Cllent 157's hands down in
Residence 25 Room 433.

On 8/6/13 at 4:00 p.m, Residence 30
Psychologlst was interviewed and verified lhat
this restrictive proceduras was not mcluded in
Cllent' s 167's IPP,

Record Review also revealdd that this physical
restraint technique was not approved In Client
157's Behavior pians, :

The Quallty Assurance Director approached the
surveyor on 8/68/13 and stated that this was an
unauthorized restrictive procedure, physical
restraint, as written in the Policy and Prosedures
Manual Number 1-08-04, '
483,460 HEALTH CARE SERVICES

The facility musl ensure that specific heaith care
services requirements are met.

This CONDITION s not met as evidenced by
Based on observalion, mtemcw. clinical record
review, and faciiity document review, the facility

for acule health conditions and failed to prevent
deterloration of clinical conditions when it falled to

W 205

W 318
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[ W247, #7-8
W 318 | Continued From page 229 ) W 31 8 a. IPP held to discuss Client 151's current 9/06/13
provide praventive and gereral care to (,llen program and training plans were revised and
(W322), failed to provide nursing care o meet initiated lo reflect her current interests,
clients' needs (W331); and falled to allow clients - capabilities and needs. )
ta self administer medications according to their b. Training developed for Client 151 1o duse  [9/06/13
assassed abllities (W371) and-rack dishes afier megls.
. ¢, US condvcted training with Res. 430 DCS | 830/13
The cumulative effect of these systemic problsms on Client 151's dining plan, ,
restilted In the developmental ces:'lter's inlethy t0 d. PAg provided tir'unmg to DCS on alt units, |[10/10/13
ensure the provision of quality health vare In a including Client 32's residence, on Policy 5.1.2
. |"Continnous Active Treatment” with emphasis
33!& enwmnsmgr;t'\,sl cl AN SERVICES W a9 |en promoting independence.*
W 322 4B3.460(a)(3) e. A shopping onting has bean scheduled for | 9/09/13
The facility must provide or obtaln preventwe and chh]‘:":_‘][ :ﬁ;};g select and purchase new clothing,
genoral medical care. f. Unit Superviser provided tealning o DCS - | 9/09/13
' regarding the expectation that clients are
afforded lhe opportunily to select their own -
. clothing, ) [
This STAN DARD is.not met as evidenced by g, Rehabihtanon Ther nplstDCS scheduled 110713 -
Based on'interview and record review, the facility shopping trips for other clients © bave the
fallod to ensum.thai the clinical recor.d contained apportunity to seleot clothing of their chioice, *
documented evidenoe that 1 of 20 clients In the ‘[ h. The “Rounds Team” (Govyerning Body
core sampke received medical treatment after @ Program Management, US, Shift Leads, 1IPC)
Withessed fall (Client 12.) will conduet rounds to ensure that clients are
Findings:: | provided opportuniiies for independence
| Residence 41 during rounds conducted on residence and
Review of the clinlcal record of Client 12 starting trrough review of activity record, Restlts of .
on 713013 findings will be calculnted, avalyzed by the AR
Analyst and cotrective action plans
dwelopcd ¥
: ne [ntardiseiptinary Note (IDN) dated The IPC progress note format was revised o | #0113
T3 at 1450 (250 p.m.} indicated that the clien iTIC]UdC a more cohesive analysis of
| had a seizure on the way to school and fell on the progress/iack of progress.®
ground. No injuries. Seen by the physiclan. J- The expectation for IPC site visits was 9/01/13
i revised to inchude follow-up visits Lo any :
During an interview on 8/2/13 at 1:20 p.m., with | program avea where & client is not making
the Licénsed staff regarding the incldent, the Progress or is expstiencing difficuity, *
licensed siaff stated that the client had a seizure
and fell pretty havd on the sidewalk. She stated
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k. A mentorship program has been developed  19/08/13

W 322 | Continued From page 230 W 322 |between Program Management/Superylsors
| that the client put both hands out to brace herself and DCS to ensure competent assessment of
E and fell on the lefl slde. She further stated that clients’ eapabilities, strengths and needs when
| after a few minutes she and the clisnt started completing the Independent Living Skills
| walking back to the unit. They walked 4 few feet | Assessment {ILSA) *

and wers picked up by a passing facliity bus,
Licensed staff stated that the client was not
injursd. -

Review of the Physicians' Progress Notes,
ndicated that there was no doctimentation on
711113, that the cfient was examined following the
fall,

W 331 | 483.460(c) NURSING SERVICES W 331

The facllity mus{ provide clients with nursing
services in accordance with their needs,

This STANDARD s not met as evidenced by;
Based on observation, Interview and record
review the facility failed to provide 11 clients with
nursity services in accordance with their needs
(Clients 1, 12, 67, 83, 82, 74, 76, 180, 193m 198,
and 162,)

Findings:

1. Residerica 44 ’
Beglnning on 8/6/13 raview of a General Event
Report (GER) injury summary dated 6/27/13 at
1:20 p.m. revealed Client 74 became agilatad
and stratohed both sides of his face and
forehead. Licensed nursing staff failed to
describe how many and where the scratches
ware on Client 74's face, such as left, right,
cheek, nose, eyelids sle. or indicate the length,
such as § om or 25 om.
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| revealed Cllent 83 left his group unsupervised

document the number, length and location of the
scratches. .

2. Residence 44
Review of a GER dated 7/6/13 ai 8:20 p.m.

and bt Client 76 twice on the left forearim.

The Injury summary Indicated upon assessment
Client 76 was hoted to have a 5 cm diameter bile
mark to his left forearm In circular shape, and
another bite mark to lefl arm with redness, 4 cm
in dlareter, No break in skin noted. He was
discovered to also have a linear mark measuiing
2 em on upper arm.

The assessment documentation by the bhysician
on 7/6/13 at 1102 p.m. indicated a 4 cm ¢ircular
srythematous falntly purple discotoration without
skin breakdown, and a 2 om linear axcorlation

{removal of outer layers of skin} due to bite injury.

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/ICLIA - | {X2) MULTIPLE CONSTRUGTION {%3) DATE SURVEY
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FREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE GCOMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE pATE
DEFIGIENCY}
: ) Wad7, #9 . '
W 331} Conlinued From page 231 W 33%a. US/designee trained DCS on Residence 430 |9/09/13 .
The reglstered nurse, Health Service Spacialist on Client 151 and 162’5 IPP, with a focus on
documented " multiple superficlal scratches on their preferences, dislikes, and needs.
whole face and bilateral arms.” . . |b. US/deslgnee provided training to all DCS, | 10710/13
including Residence 430 staff, in “Digniky in
The Nurse Practitioner desorlbed them as Care”, “Respeciful Interactions” , "Respectful
"multiple excorfations on face.” {)ntere'tctim?:" and "Behavior Support Positive
. ractices,” .
The Senior Psychlatric Techniclan indicatad c. US/designesa will monitor c{u}ring rounds to
‘muttiple superticlal scratohes to both sldag of the ensure that Client 151 and 162's program plans |,
face and forehead, are :mplementf&d, mgludmg cho{ces and
. . independence in their home efivironment,
The Program Assistant concluded the raport was ¢ Active Treatment Gourdinators have been —|9/09/23
complete and described the injurles. as superficial designated on cach Program and are
scratches of varlable lengths. responsible far the devleiopmenl anl ‘
: implementation of Active Treatment ptojects
The Unit Supervisor verlfied in interview on 8/7/13 o be"“teg?'ate"]fa.c‘l“? "z‘.d‘?; wilh d""“l_’hf"“su
at 11 a.m, the documented assessment was gf:vl?j_g::]ﬁ?;ftﬁ cholces and imdependence in a
complete and acourate despite the failure to ¢. The A provided trafning to DCS on Policy |10/10/13

5.1.2 “Continnous Active Treatment” on
providing qualily interaction and intervention, *
1. US/designee will monitor during rounds 1o
ensure training oceurs per plan and (hat clients
on Residence 430, including Clients 151 and
162, have ongoing opportunities to participate
in netive treatment activities that promote
cholee and independence and are consistent
with their program pians,

£. The “Rounds Team” (Governing Body,
Program Management, US, Shifl Leads, IPC)
will conduct rounds to ensure appropriate
active ireatment activities and staff interactions
ceeur during netive (reatment activities. Any
significant issues noted during rounds will be
immediately addressed, Results of findings
will be caleulated, anatyzed by the AE Analyst
and presented at the AL commiltee for follow
up, ¥
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h. IPCs will monitor all client's in thelr

W 331| Continued From page 232 _ : W 331 lcaseloads to ensure program plan

: . implementation, including IPCs for Clients 151
. The licensed nurse assessment on 7/6/13 ai and 162’5, and will document their findings in

11:33 p.m, Indlcated no open skin Jesion with ' the monthly note, along with follow-corrective

regard to the bite Injuries, actions as indicated,*
L, Follow-up/review for staff knowledge and
The Office of Protective Services daily log shows awareness of active treatment, standards will be
that on 7/6/43 al 2100 Client 76 had two fresh bite incorporated inte focus calendars for review ai
marks on his left arm. There was a 5 om- diameter huddle/shift change meetings.
bite mark of the upper left arm that "broke the
skin," : .

There is no identification of the discrepancies
documentad regarding the broken skin and [f the
cllents most recent letanus was reviewed,
Residence 28

3. Client 198 was observed on Residence 207 (a
skilled nursing unit on the campus) on 8/7/13 at
| 4:00 pm. Client-168
s ambulatory and able to answer yes/no
- tguestions.

The clinical record. for Client 198 documents .
i ———

as receiving eye drops dally.

During an Interview on 8/6/13 at 3:15 p.m., social
servives staff stated thal she observed redness
and swelling of the cllent's right eye on 7/3/13 and
| reported it to resldence staff,

Durlng an interview on 8/7/13'at 3:16 p.m., the -
reglstered nurse stated that on 7/9/13 (six days
later) she was on the cllent's residence when
Jlicensed staff reported that Client 198's eye was
red and swollen. She observed that the clienl's
right eye was bulging, swollen, and red.

Durlng an interview on 8/7/13 at 2,50 p.m.,
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_ W247, #10
W 331 Continued From page 233 W 331 |a An D Team meeling was held to review 8/01/13
licensed staff responsible for adminlstering eye + jClient 162's current program plan, including
drops to Client 198 stated that the cllent's eye health care plans, physicians orders approaches
was red In the morning of 7/3/13, the aye drops angl stralegtes. and rigk assessment strategies.
improved the redness slightly, then the redness Revision were made to reflect her current
was present again by noon, She stated a nols status which includes falls and ungisady pajt,
would ba documented in the Interdisciplinary atlempts Lo incorporate wheeled w'a]ker into
Notes (IDNs) every shift if the client had a health lier plan (ref ' ;
condition which required following.
Buring concurrent teview of the clinical record —
with the registered nursa who observed the cllent 0. A Tollow up meeling will be scheduled to | |8/01/13
on 7/9/13, there was no documentation of the review acldmo‘nﬂl',rnecl‘lcal reports, assessments,
condition of the client's right eye betwean 7/3/13 updated vocational assessment, . '
and 7/9/13 In the IDNs or anywhere else in the G N“iw “;‘1“'“5 health eare plans wers B/01/13
record. There was no documentation In the IDNs f;‘fg‘slﬁj é‘;gt}‘;gmpm ated & to the IPP at the
About the cllent’s condition for 12 hours followin : - L
theonotg by the registgred huree. There was nog d, US/designee provided raining to DC'S on 8/02/13
documentation that the physiclan had been Client 162's up_clated program plﬂl]., including
notified of the condition of the cfient's eye unti) ”me.tecwehaw_m plans, translocalion plafls'
789113 training plans related to abilities, and {ncreased
" independence, and health care plans,
Cliont 198's health care plan'P8-14, Inltiated gngﬁéd(":ﬁg’;f‘{&ﬂs‘]ffi?‘,f‘;}j g rounds (o
5/30/13, spacified that staff were fo "Document her meals and that her wh lgl it is utilizod
obsarvations and report them as clinically e that her whoslohalt is utilized as
indicated" evory shift specified in the program plan,
ry ' f. IPCs will monitor all clients in thelr
- i ‘ . ) caseloads, including the TPC for Client 162,
The ,fa(';;“tt%’ St pgncy for iD Oc”rgﬁigtawr :‘thuoK;lJ(zmeS program plan to ensure that it is implemented
g es"-l'vélé ged aandcd?)ggl?nserr}ltggnincluglnge a 1ull set of as writien and will document their findings in
g : their monthly note along with fol]
vilal signs, objective and sublecilve data, and C(,,.l.eogﬁ,e ac){ién ;S igdi%:%‘:cd]. orew up
halifieation of the attending physician promptly, g. The Dining Roem Coordinators will monitor
’ dining room o ensure Individual program
plans are implemented as writtan.*
4. On 7/28/13 at 10 a.m., at the Goodell worksite-
reom 11, Client 57 was observed with an
extremely swollen and brulsed right 6ye. '
Review of the GER (General Event Report),
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dated 7/26/13 at 11;35 a.m., indicated that Cliant
57 tried to opan the door to the worksite to
trapglocats back to the residence. Cllent 57 did..
nedarn the door knab all the way and the door.
didd not open. He continued to move forward and
hit his head on the door and sustalned a 1.5 om
laceration {o the right upper eyelld, with awelling
and slight bleeding. The wound was closed with
two suiures,

Review of the "Health Care Objectives and Plan"
for an open wound Indicated, "Docurnent
observations and report then as clinically
indicated." The frequency of docurnentation
indicated that this was to be done "Q8" (every
shift).

On 7/29/13 review of the Interdisciplinary Notes
indisated that the inltlal entry that documented the
wound assessment was made on 7/26/13 at
11:50 a.m. The final entry was made on 7/27/13
at 3:15 a.m. The record lacked evidence of
documentation of a wound assesament for the
remainder of the two shifls on 7/27/13 nor was
there any wound assessment documented for the
entire day on 7/28/13. As of 8:30 p.m, on
72913, there was still no documentation of the
glient's wound.

During an interview llicensed staff on 7/29/13 at
6:30 p.m., llcensed staff stated thal
dogumentation should be completed svery day on
avery shiff untll the wounds healed. Licensed
Staff further stated that the ¢lient had since pulled
out his sutures.

Residence 31

8. On 8/8/M13 at 4:50 p.m., non-sampled Client

W 331 | Program Management, US, Shift Leads,

up.*

h. The “Roonds Team” (Governing Body,

will conduct rounds to ensure appropriate
aetive treatment activities and program plan
implementation oceurs in the dining room,
Any significant issuss noted during rounds will
be immediately addressed, Results of findings
will be caleulated, analyzed by the AR Analyst
and presented af the AT commitiee Tor follow

IPC)
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180 had redness/abrasion on her right forehead,
During a concurrent interviaw,

A concurrent
focus review of the client' s record documented

that the cllent was trarisported to and from a
medical center *accompanled
by two staff between 7.3b a.m. and 11a.m, An
Interdisciplinary Note (IDN}) at 3,36 p.m, noted
Went bumped her head h
everal times causing some redness.
The note failed 1o Indicate which part of the cllent
' s had she had bumped, Another IDN identified
right forehead redness at 9:30'p.m, There was
no evidence that the physician was notlfled of this
head injury, no evidence of an incldent report
inltialed and no evidence of a Temporary Support

Plan identified on the 24 hour Jog and no
.evidencs of a change of condillon, .

8. On 7/29M13 at 6:40 p.m., hon-sampled Client
193 was observed with a red dime skze mark on
ihe front of her leg Just above her foot where the
fongue of the shoe she wore hit her lower leg.
The client was not wearlng socks. The cllent was
not able to answer guastons varbally, On 8/6/13
at & p.m,, the client's jower lag injury had a scab,

On 8/7/13 a focus review of tha client's record
revealed no documentation of the opan area on
the client's leg until 8/8/13, after surveyor Inquiry,
Rasidence 44

7.0n 7120413 at 12:15 p.m,, In the dining room,
Client 82 ate lunch at & table witlva direct care
slaff (DCS) seated directly across and a
registered dieticlan (RD) standing fo his left.
Client B2 stated he wanted more fish, Tha RD
responded that the client should eat carrots and”

W 331| Client 189 is in esror. Should be Client 185.

44 ID _ SUMMARY STATENENT OF OEFICIENCIES o PROVIDER'S PLAN GF GORRECTION (XE)
PREFIX {EAGH DEFICIENGY MUST BE PREGEDER BY FULL PREFIX (EAGH CORREGTIVE AGTION SHOULD BE COMPLETION
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DEFICIENCY) -
W249, #1

a. A Work Order was submitted and key card | 8/06/13
for Client 185 was reprogrammed,
b, The Program Assistant provided an updated | 8/21/13
appreval fist of all client key card zones fo
Plant Gperations, Unit Supervisor, and Social
Workers,

¢. Unit Supetrvisor/designes will moniter to
ensure Client 185 has hlS key card and access
per his plan,

d. The Program Dirsclor/designee will monitor
during rounds to ensore program plans are

| implemented as written and client access rights
are provided.

e. US/designee will monitor during 1'ouuds o
ensure Active Treatment programs are initiated
correctly and consistently, *

f. The TPCs will monitor for progress with the
current program plan and will document their
findings in the monthly note, slong with
follow-up vorrective actions taken,

g. follow-up/review for sialf knowledge and
awareness of active treatment standards will be
nwmpmatecl into-facility focvs calendars for
review at huddle/shifi change meetings.

h. The *Reunds Team® (Governing Body,
Program Management, US, Shift Leads, IPC)
wilt conduet rounds to engure implementation -
of program pltan as written. Results of findings
will be ealoulated, analyzed by the AE Analyst |
and corrective action plans developed
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W 331 | Continued From page 236 W 331 |a. US provided training to DCS on Client 63's 9/09/13
Cllent 82 sald, "I don't like carrots,” to which the residence on FDC 1.3.1 “Mission and Values”
RD replied, ‘That's what you need." The RD with emphasis on staff responsibility to
walked over to a food cart i the middle of the provide on-going activities that meet all
room and dished out some fried, breaded fish individuals’ petson centered treatment plans to
nuggets, rice, and carrots which were glven to ensure t‘hcy have opportunities' to exercise
Client 82, Client B2 began eating the fish nuggets greater independence. o
with & fork, An equivalent substitute that was not b. US provided training lo DCS on Client 63's |9/01/13
fried was not cffared to tha elient as an residence oo FDC 1.3.2 “Principles and
alternative, In addition, the clignt was brought Practices” with empliasis on the staff's
carrots which the client had stated he did not like responsibilily fo protect the rights of the
along with the fish nuggets. The DCS seated at . individuals who live at EDC by providiug
the table never sald a word regarding Cllent 82's services and supports that bLl]l':'J canfidence,
diet. : self-wortls and self-determization, .
¢. Shift Lead/designee will provide all 9/09/13
On 8/8/13, review of the “Summer 2013 Menu - ne‘w/float staff will_m orientation of {'esi.dence
Serles 1," for 7/20/13 showed that "Fish Nuggets” o omsure client safely, contin iy of
) ; care, and continuons active treatment,
mg;;agf'; jﬁ;]"?ﬁ;'l"gé?”d carrots were on the d. IDT et o review Client 63's Tndividuel  |9/09/13
) Program Plan for appropriateness of training
and behavioial supports,
e. US/designes initiated training to IPCS on 9/09/13
. |changes/modifications made to Client 63°s
plans,
1. Program Managsment will lest competency
of DCS on Cliant 63's program plan and will
provide coaching a§ indicated,
g PA provided training to DCS on Policy 10/10/13
5.1.2 “Continuous Active Treatment” with '
' . ' emphasis on promoling independence and the
Client &2 had a distary order, renewed 7/16/13, expizctatians ?cgm‘dinggstaff }lznowlcdge of
which specified, "no frled foods. clicnt training objectives, understanding of
data collection components. * '
h. US/designee will inenitor during rounds to
ensire Active Treatment programs sre initiated
correctly and consistently, *
Resldence 41
| B. During 8 review of the clinical record of Cllant
12, it was noted I the Interdisciplinary Notas
(IDN) dated 7/10/13 at 1420 (2:20 p.m.), the client
had limited range of motion with her left shoulder.,
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W 331 | Continued From page 237

The cllent complained of being hurt when she
ifted her arm. The physician was informead and
an x-ray ordered, A 8TNO (Short-Term, Nursing
Chservation) was opened, '

Review of the Physicians' Progress Notes dated
710413 at 1300 {1:00 p.m.), noted that staff
reported that the client had pain In her left
shoulder with limitation In movement. No bruise
of swelling. Assessment Paln, pain medication.
Shoulder x-ray was negative.

Revlew of the IDN dated 7/10/13 at 2200 {10:00
p.m.), noted STNO.. H{The
limited range of motion of the client ' s left
shoulder was not addressed..no assessment
done), :

Review of the IDN dated 7/11/13 at 0630 (6:30
a.m.} noted STNO Sl (Th:
limited range of motion of the client' s laft
shoulder was hot addressed..no assessment
done),

Review of the 10N dated 7/11713 af 1430 (2:30
p.m.) noted left shoulder x-ray negative.

Revlew of the IDN dated 7/11/13 at 1500 {3:00
p.m.) noted (acetaminophen 650 mg tab) for left
shoulder pain.

During an interview with the Licensed Staff who
opened up the STNO, she staled the cllent was
only able to ralse her arm up halfway, She stated
that the client only ralsed her arm haliway when
examined by the medical doctor. Licensed Staff
stated that the client told her that she did not
know why her shoulder was hurting. Llcensed

Staff stated that the cllent enly complalived one

L, The TPC will monitor for progress with the

W 331 current program plan and will document their

findings in the monthly note, along with
follow-up corrective actions taken. #

1. Follow-up/review for staff knawledge and
awareness of active treatment standards will be
incorporated into facility focus calendars for
review at huddle/shift change meetings, *

k. The "Rounds Team™” (Governing Body,
Program Management, 18, Shift Leads, IPC)
will conduct rounds to ensure implementaticn
of program plan as written, safe environment
and environmental sanitation, Results of
findings will be calculated, analyzed by the AR
Analyst and corrective action plans developed,
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W 331| Continued From page 238 W 331 a. The Dietician and the US met 1o discuss | 7/20/13
day. . immediate options to ensure that Client 64 was
) . provided with preferred food choiees,*
Review of the policy, Health Care/Nursing b. A Special meeting has been scheduled to 9/9/13
Procedure Manual Nursing Documentation review Client 64's nutlritionai preferences,
Guldelines dated 01/08 #6, SHORT TERM fieeds and supports, with emphasis ou the
NURSING OBSERVATIONS (STNOs): .. “Initlal possibilit):' of formal tra}ning in facilitating
1D (Interdiscipiinary) Note..A detalled description good nutrition and making healthy food
of the condition/observations and an cholces.
Intervention/plan”. The final note, documenting ¢, Distician met with Client 64 (o review his  [9/9/13
closure of the-cendltion of the STNO must diet preferences to betier suppert his dietary
include: The fact that the condition is being needs, |
i ' . Clinical Dietitians, inclpding Residence 344 .
closed and a description of the d. Clinical Dietit Luding Residence 344 | 9/9/13
conditionfobservation, Dietitians, received raining to support clients
in malking good food choices and expanding
There was no documentation that llcensed staff their knowledgo of healthy food chaices and
assessed the client's limited range of motlon of their any diet limitalions. * , o
the left shoulder after the Inltial assessment and e Dirsctor of Dietelics/designee will monitor
the staff falled to follow the policy for Short Tarm during rounds to ensure that client interactions
Nursing Observations with Dieticians and other kilchen support staff
' are positive and educational,
9, During « review of the clinical record of Client . The Unit Supervisor/designee and IPC s will
12, lt was notad In the interdisciplinary Notes monitor during mealtime (o ensure that clients
(IDN) dated 7/14113 at 1545 (3:45 p.m.) that receive quality dining room services, ase
during showerlng, the client was noticed with ancouraged to make positlys food cheices, and
discaloration behind her left ear down the nape of a’;:ﬁ&‘;?e::é‘fvfﬁgflf goﬁigpm’“s thal
"1 her neck to the start of her shollder. There werc, b otoan] Wit e 0/01/13
various stages of discoloration in a 7 ¢m X 4 om 8 & proiocol wes developed und foplementod
aroa, yellowish, 1cm X 3 om dark purple and & 1 to include clients in facility menu plamming.
! ' h. The "Rounds Team” (Governing Body,
_‘i_g:ﬂx (;Irg P gﬁlevﬂta;l::??’?s‘?)r;gﬁ?\%a ted Program Management, US, Shift Leads, IPC)
porary Supp : will conduct rounds w ensure that clients
. C ] > receive quality dining room services, including
LH:U'I.S '?It1 1700 t(5'90p%mcii) Phytst'ﬁ'an Ski‘: Ogirebs adequate amounts of food as requested and that
oS, i?< Clon UISItDrc]i ta ﬂ?g ? i t?lt?iec b ?a pt . interactions with all staff during the meal are
area was Il e)lll rata ed 10 the tight kiiing helmet. posttive. Any significant issnes noted during
Observe the cllent. rounds will be immedialsly addressed. Results
' . ) of findings will be calculated, analyzed by the
7114113 at 1614 (4:15 p.m.) IDN: Licensed staff, AR Analvst and i
Assessment done; (however, neurclagical ¢hecles (lavc{?c]:;le{ls* HNE catteetive i‘l(.thTl plans
for head injury were not done.) Plan: vital sighs
Fagilily 1D: CAT0001760 If sentinuation sheet Page 239 of 263
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o W249, #4
W 331 Continued From page 239 W 331{a. The Vocational Tnstructor reviewed and  |9/09/13
per protocol, monitor for pain, moniter the revised the vocational assessment for Client
affected area and notify physiglan and HSS 79,
(health services specialist) if any significant b. A Special Conference was held for Client 19709713
change. (Neurological checks for head injury 79 to address his revised vocational assessment
weare net included in the plan to manitor.) and current vocational setting and training, The
money managetent milestone was revised io
7/14113.IDN: No documentation of monitoring of reflect his corrent interests and abililies. His
the cllent's head injury on p.m. shift afler the Initial appropriateness and preforence for this
discovery of the discolorations {brulses), classroom were also evaluated, _
. ¢. Yocational Supervisor will provide training
7/15/13..IDN: No documented entry on nlght to DCS on revisions to Client 79's vocational
shift; therefore, no monitoring of the client ' s plans and location change. N ,
head injury. d. Program Asslstant provided training to DCS [9/G9/13
. ] on Policy 5.1.2 “Continuous Active
7115/13. IDN; No documented entry on day shift; Treatment” with emphasis on promoting
therefore, no monitoring of the client' s head independence. , SH0L/14
injury. _ . ¢. A plan has been developed to reorganize {0171
_ : Vocational Services under CPS, which will
7/15113 at 1545 (3:45 p.m.) IDN; Exit TSP, Left improve the continuity of services and promote
ear bruise, no complaint noted.-No signs and more opportunity for choice a3 well as provide
symptoms of pain/discomfort, No acute distress. an increased varisty of paid job opportunities,
EXIt TSP, f. CPS has developed a process to ensure that  [$/01/13
all voeational assessments are completed,
Duting an interview on 8 ISI‘!S al 7:00 a.m. with adequately address the skill level, capabilities,,
the lloensed staff who exited the temporary preferences and needs of elients in paid
condtion, he stated that the cllent was walking vocational programs to increase their skll] and
! productivity,
about and her usual self. g. Yocational Supervisor/degignee will
. conduct rounds to ensure Client 79°s plans are
E?{;’(ﬁ\gﬁgt&e Eﬁ"ﬁ’\} I_rlefn“hD%?;ﬁinggn being implementad as written and staff are
Guidelines d;te daO'I /385 #% TEMPORARY providing continuons active weatment at the
: A work site,
Clgr?jiofgrlgms é;;cs)'h‘gggg?;?tghm?oggford h, TPCs will monitor clients in thely caseloads
Eonc}itions at Itjh'e t:?ng g,{f initial enlry and undate 'folr progress with tlr}e. current program plan and
o i ¥ . P will document findings i1 the monihly nate,
on the 1,0, note, Record actions, response lo the along with follow-correclive aclions as
plan within the clinlcally Indk-atc,d time frame on inciated.*
the I.D. note", '
Revilew of the polloy, Health CarefNursing
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| squipment such.as halmets,

Procedure Manual, Nursing Procedure Number
10.06, Revised Date 04113, Naurologleal Check
. "A Physiclan's order is not necessary todo a
neurologlca! check, An assessment of the
neurologic system should be completed
whenever there is suspected head injury.”

10, Review of the clinlcal record starting on
7/30/13, noted that Client 12,

The client wears
a pratective helmet (with extra padding) while she
I8 awake an’d a soft helmet when she ls asleep.

Review of the Interdizciplinary Notes (IDN) dated
7H14/13 at 1545 {3:45 p.m,) noted that during
showering, the client was noticed with
discoloration behind her left ear down the nape of
her neck to the start of her shoulder. There were
various gtages of discoloration ina 7 cm X 4 cm
area, yollowish, 1em X 3 om dark purple and a 1
o X 1.8 purple. Vital slgns were taken.
Temporary Support Plan (TSP) was Initlated.

Revlew of the Physlclans' Progress Notes dated
7HAM3 at 1700 (5:00p.m.), noted that the
contusion fading at the neck scalp area was likely
related to the tight fiting hetmet. Observe the
alient, Conslder helmet modification.

During an interview on 8/8/13 at 9:50 a.m., with
the Assistant Technology Speclalist, he stated
that he repalrs and makes durable medical

Supervisor to review and approve all
Jj. Supervisor of Vocational Setvices will

meel the documentation standards,*

He stated that upon

vocational assessments prior to submission.*

monitor vocational assessments [o ensure they
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. DEFICIENGY)
iLA brotocoi wag initiated for the Vocational  [9/08/13
W 331 ContcnUed From page 240 W 331
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found a 2 Inch crack on the right front of the:

examining the client's helmet on 7/15/13, there
was g lot of halr that had adhersd 1o the

removable inner lining and on the inside of the
helmet. He stated that approximatety 2/3rds of
the [nner lning was worn dnd cracked. He stated
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) | W249, 45, 6,7 ) ‘
W 3311 Continued From page 241 W 3311, A Special conference was held for Client 8720113

130 and the ID'T developed training to
enéourage independencs in the dining room by
serving himself during meals, *

b, DCS on Client 130°s residence received 821713
Leaining.on.nevediningplan, *.

that he discarded the inner lining. However, he

helmet. He showed a similar hard helmet and the
location of the crack which he stated had
separated. He stated that he discarded the
original helmet due to the crack. He further
stated that staff used to send the inner lining to
his department for replacement when there was a
defect, but it has been sometime alnce he has
recalved one.

Review of the policy, Health Gare/Nursing
Procedure Manual, Nursing Procedure Number:
10.02, Revised Date: 04443, HELMET
APPLICATION: Procedure: "All helmets need to
be Inspected prior to 8ach use to ensure that they
are clean and In good repalr. Check for defects
or damage, L&, tears jn lining, wormn areas, rough
araas, stretched leather, loose fittings, etc. if any
defect is found, the helmel is not to be vsed." it
was noted that any defects should be reported to
Rehab Epglneering,

During an interview with the Unit Supervisor on
8/9/13 at 11.00-a.m., she stated that the staff had
not been checking the client ' s helmet prior fo
application.

11, On 7/30/13 at 6;40 a.im,, Client 1 was
observed Iy the group room quietly sitting in her
wheelchalr, The attached headrest was
suspended in back of the wheelchalr,

At 810 a.m., Cilent 1 was obgerved in the

¢. Training was initiated for DCS on 420 on 8/28/13
“Dignity In Care", * ' .
d. “Privacy” training was provided io Clien | 8/19/13
130's DCS, * .
e. US/designee will monitor to ensure /09413
opportunities for independence are being
promoted during mealtime snd that Client
130's training plan in implemented.*

f. DCS for Client 130 received training related | 8/16/13
to toileting privacy including prompts to close
the stall door, *

g USs/Designees provided tralning to ali DCS | 9/09/13
on Policy 3.1,1 "Standards of Care" with
emphasis on sapervision and assisting cljents
in socially acceptable behaviors leading to
independence. ®

h. DTAC Coordinstor trained DCS for Client | 9/09/13
130 on his training objestive for greeting staff
with a handshake, *

i. DTAC Coordinator krained classroom staff | 8/28/13
an documentation guidelines/expectation for
completing documeniation in a timely and
complete mamer, * ‘

j- PA/DTAC Cocrdinator will review 8/19113
documentation in the classreom during rounds
1o ensure quality and timeliness.

k. PA provided (raining to DCS on Policy 10/10/13
3,12 "Conlinucus Aclive Treatment” with
emphasis on promoling independence and the
expectations regarding staff knowledge of
client training objectives, understanding of
data collection components.
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I US/designee will monitor during rounds to
W 381 Continued From page 242 W 331 ensure Active Treatment programs are initiated
medication room sitting In her adaptive correctly and consistently, *
wheelchair moving about restlessly and loudly m. The JPC will monitor for progress with the
yelling ah. .ah..ah..repeatedly. Her atlached current program plan and will document their
cushioned headrest was suspendad in hack of findings in the monthly note, along with
the wheelchalr, . follow-ap corrective actions taken,*
n. Follow-up/review for staff knowledge and
At 8:40 a.m. oh the same morning, the client was awarehess of active treatment standards will be
in the group room sitting in her wheelchair mCl.)lpmatccl info facility focus calendars for
restless, kicking her feet outward and yelling - |review at huddle/shift change meetings.*
ah,.ah..ah., repeatedly, Two Licensed Staff were &. The “Rounds Teem"(Governing Body,
talking to her and then in a rocking motion, the Program Management, US, Shift Leads, 1PC)
cllent struck the back of her head against ihe will eonduet rounds to ensure implementation
back of the wheel chair, The altached cushioned of program plan as wriiten 2ad that privacy s
headrest was stili suspended In back of the whesi maintained, Results of findings will be
chalr. The client struck her head four more times caleulaled, analyzed by the AR Analyst and
and the staff still did not make an atiempt to place corrective action plans developed.*
the headrest under her head. This surveyor
intervened when the client struck haer head again,
8th time, and questioned Licensed Staff as to why
_the headrest was not brought forward. Al that
time, Licensed Staff moved the headrast forward
| so it was positloned under the client ' s head.
During an interview with the Licensed Staff, at
that time, he stated that sometimes the cllent
moves the head rest back,
Review of the physlcian's orders dated 7/31/13,
renewal, noted that the cllent's wheelchair should
have the head rest al all times.
During an interview with the physical theraplst on
8/2/13 at 10:10 a.m., he statad that the ¢lient's
head rest cushions the Impact of her banging the
back of her head. ,
The faollity's fallure to ensure that staff placed the
wheet chalr headrest at the back of the client's
head as ordered ,posed a polantial for head injury
FORM GM8-2587(02-90) Provicus Verslons Obsolete Evenl ID:008N12
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SUMMARY STATEMENT OF DEFICIENGIES

| p.m., staff transferred the client from her wheel

| another chalr, The cllent remained restless,

during the cllent's head "banging” episcdes,

12, Client 1 was observed on 7/29/13 between
12:28 p.m. to 12:40 p,m., sitting In-her wheelchair
in the group room and In the medication room.
The cllent was restless, kicking her feet against
the wheelchalr, striking her head (iwice) against
the wheel chalr headrest, and combative towards
staff. Staff were verbally trying to calm her,

When Cllent 1 retumned to the group room, she
wasg qulet momentarily, then started saying loudly,
ah ah, ah, ah, Between 12:45 p.m. and 1:06

chair to an overstuff chalr and then walked her to

changing her sltting position several times, and at
Intervals saying loudly, ab, ab, ah, repeatedly,

At 1:10 p.m., one of the two stafl members sitting
at the table stated that Client 1 naeds fo be taken
to the bathroom, However, at 1:18 p.m., a third
staff mermber, came In and started signing and
talking with the client. The two staif members,
wha were at the table, started removing the other.
¢clienis from the group room. Neither said
anything to the third staff membier, who was .
attending to Client 1, about tolleting the client,

At 1:38-pom., tha cllent, who was in her
whaelchalr, was laken outside by staff member
#3 lo the patio, The cllent was yelling loudly, ah,
ah, ah and restlessly moving about in her whesl
chalr,

At 1:40 p.m., staff member #3 brought the client,
who was saying ah, ah, ah, ...Joudly, back nto the
buliding, Staff member #3 was told by thls .
surveyor that one of the two stalfs stated that the

{X4) ) >, PROVIDER'S PLAN OF CORRECTION - {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
. DEFICIENGY)
W 331 Continued From page 243 W 331
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and held onto the counter. The ¢lient's diaper
was saturated with dark amber urine. The client's

buttneks primarlly right slde, had several areas of

medium pink discolorations and a smalt
excorlated appearing area, This surveyor went
and gol the residence Registered Nurse (RN) to
observe. The RN stated that she would contact
the doctor and stated that perhaps the cllent
should get changed mors often,

13, Review of Client 1's nutritional assessment
datad b/16/13, noted that the client had a
astrostomy (opening into the stomach) tube

Raview of the nutrltion follow up dated 6/25/13,
noted that there was a ¢hange in the

gastrostomy tube feeding (Jevity 1.2 cal formula)
to 711 ml {milliliters) three times a day, Water was
t6 be given 30 ¢ (cuble cantimelers) before and
after feeding and 30cc before and after
medication adminisiration,

Review of an x-ray report of the abdomen dated
7130413, noted that the ahdomen showed air
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W 3311 Continued From page 244 W 331 |a. Special Conference held to discuss Client | g/ya/13
cllent was going to be taken to the hathroom, but ‘ 184"s dining needs and revisions to the
the cllent was not, and staffs did not tell you, program plan were identified and
Staff member#3 stated that when the client is implementexl. *
"Ilke this" we leave har alone, It was pointed out b. New adaptive equipment including a dycem | 732713
to staff member #3, that perhaps the client is mat, adapted spoon and plate were obtained for
restless because she is-wet, Client 184, *
¢. US trained Residence 431 DCS on Client 8/30/13
At .45 p.m., staff member #3, toak the client to 184's dining plan and adaptive equipment,
the bathroom and once the cllent was pushed up d. A follow-up conference was held to discuss
to the sink area; the client was quiet, stood up progress and adaptations to the new adaptive | 5/0/13

equipment to assisi Client 184 with the dmmg
process, *

d. The Unit Svpervisor/designee and 1PC 5 will
menitor during mealtime to ensure that clients
reeeive quality dining room services, are
encouraged to make positive food cholces, and
are provided g variety of food eptions that
meet their preferences and needs.*

e, The “Reunds Team™ (Governing Bocly,
Program Management, US, Shift Leads, IPC)
will conduct rounds to ensure ¢lient protection
and active treatment is provided during meals
provide coaching-as nesded and report findings
to the Agency Bvaluation Committee, Resulis
of findings will be caloulated, analyzed by the
AR Analyst and corrective action plans
developed.*

£, IPC! will monitor client use and progress of
adaptive equipment and clocumenl in monthly
notes,*

g USs/designees wili provide (raining to
appropriate DCS on changas to clients IPP
including dining room plans,®

h. Dining room coordinators will monitor
dining rooms closely and make staffing
adjustments to ensnre dctive treatment
implementation, *
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The plan was not updated on 6/18/12, W reflect
that the client was on gastrostomy tube feeding.

During an Interview with a Licensed Staff, a
Registered Nurse (RN), on 8/7/13 at 2:45 p.m.,
ghe stated that It Is the responsibllity of the RN
Healih Services Speclallst and the residence RN
to update the care plan,

Residence 30

Cllent 162 .

14, Surveyor observation at 8:16 a.m. on 7/31/13
revaaled a & om x 8 cm bruise with & scratch on
Cllent 162's arm,

When asked what caused thls brulse, the US.
stated that thls was an injury of unknown origin.
The US stated that a Genaral Event Report
(GER} Injury should have been Inltlated. This

STATEMENT OF DEFICIENGIES (X1) PROVIDERISUPPLIER/GLIA (X2 MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF GORREGTION IDENTIFICATION NUMBER; A BUILDING ) COMPLETED
R
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e 1D SUMMARY STATEMENT OF DEFIGIENGIES 1D PROVIDER'S PLAN OF CORRECTION (X6
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W 3311 Continued From page 245 W 331
distended colon most likely from constibation in
the lower colon, No bowel obstruction was noted.
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SUNMARY STATEMENT OF DEFIGIENCIES

This STANDARD Is not met as evidenced by:
Residence 30 .

Based on observation, interview and record
raview the facillty falled to assure that clients who
ware capable of sef-administration of

(X4 1D ] PROVIDER'E PLAN OF CORRECTION {%5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS- REFFREBJE(:I:? L ﬂ CFHE APPROPRIATE DATE:
Fl Y)
W 331 | Continued From page 246 W 331 |W249, #9
GER had not been Initiated. When asked, the US a. US tralned DCS on Client 1’s hand washmg' 8/9/13
stated no picture was taken of the brulse, objective, with emphasis on the training
Clinlcal Record review at 8:30 am on 7/31/13 method that includes utllizing soap, having hor
revealed ho doecumentation of this brulse rub her hands together, rinsing and drylng.
anywhere. Since there was nothing written or B. US met with the stallf who falled 0~ :
recorded in writihg about this bruise, the surveyor complete the training or engage in the activity |8/9/13
asked the US to have'the RN assess and end provided conective action.
document  description of the brulse, The c, US/designes will monitor during rounds to
surveyor asked the facllity Administration to enswre Client 1°s training plan is implemented
please obtatn a picture of this bruise. a8 written, and that all clients on Residonce
Upon sumeyor‘req'uest. a Clinical Record entry 341 participate in good hand washing hygiene
was dated 7/31/13 and timed 9:15: "Reported by [ifler using th batbroom..
surveyor brulse on Left uppér anm. Body . TPCe will moritor client in their caseloads
assessment done by staff, 7 x 8 cm bluigh lor progress with the current program plan and
purplish bruise on feft uppler arm 2 om diametér will document findings it the monthly note,
mild brulse on left exliary area; 4 cm supstficlal ?;g?fqggh follow-comective actions as
scrafch on left abdomen no swelling no redness”, con - _
The RN was asked by the surveyorg why she did e, US provided rnining to DCS on afl
“not rocord the 2.5 om scrateh on the bruiss on residences including DCS on Client 1y 9/09/13
Client 162's left upper arm. The RN reglied there w.st‘[fe"celon .FDCHI'B‘J M]S'glﬁ”lﬂF d Valucs
was no need fo document this soratch because it with emphasis on their responaibility to ensure
was pink and heafing. clients aye provided dignity, respect and
: o [quality of e services/ireatment.
{W 371} | 483.460(k)(4) DRUG ADMWBTRAT@N W 37131 it Supervisor provided training to 1o DCS
The system for drug administration must assure on all residences including DCS Client 1's 9/09/13
vl + residence on FDC 1.3.2 *Principles and
mzzj?é,:t:gﬁsa:?i':lfsaui?‘]?é:delsgmlgésr;e{ggﬂr own Pmcticclsl,;’ll\lwith emphasishon Ilh;a Slﬂ.‘l;f ;;]S
. ! L - responsibility to protect the rights of the
;jat@rmines that Se:g"admﬁmr%t'ﬁ?hﬂf T\Ed:cft'ons incli'fricluals who live at FDC by providing
§ an appropriate objeclive, an G pnysician services and supparts that build confidence,
does not specify otherwise, sélf-worth and sell~determination,
g. Training wus provided (o Residence 41 DCS
on FDC Poligies 5.1.2 Countinueus Active 0109413

Treatment, 5.1.1 Standards of Care, 1.1.5
Clients' Rights, NP 3,5.1 Gasttostomy I‘nbc
Feeding,
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(W 371}

1 was then observed pouring the plils In the Glient

“the'RNwas asked why she did riot aliow Cllsni

 that she held the cUp of water as Client 160 was

Continued From page 247
medications were consistently provided with

opportunities to practice this skill for Sampled
Client (Client 160,)

Findings:

During madication adiminlstration observations on
713013 at 7:48 a.m. the Reglsterad Nurse, RN,
prepared medication for Client 150, She opensd
the individual packages the medications wera in
and placed the pills In & medicing cup. The RN

180's. Next, the RN held the water in the small
medication cup to client 150's mouth,

When askad, the RN stated that Glient 160 was
capable of holding her own cup of water, Then

150 to hold her own cup of water and drink her
own watar, She stated that she had not done that
In 28 ysars.

On 8/6/13 approximately 3:00 p.m. tha RN °
approached the surveyor .
she gave Cllant 150 h

bacause they were such small pltis the RN did not

want Cllent 150 to drop it on the floor, 8he stated
to only have sips of water,

Raview of the Independent Life Skills, ILSA,
dated 8/1/13 signed as accurate by the US Client
150 is assessed as Independaent: "Puts cup to
mouth without splilage and helds spoon to take
mad|callon "

Client 150 had a formal objective; "will take her
medication with a spoon and applesauce with one

verbal prompt."

{War

h. Rounds team (Governing Body, Program

1} Management, US, Shift Leads, IPC) will
conduet rounds o ensure that handwashing
opportunities are provided throughout the day.
Results of findings will be calculated, analyzad
by the AE Analyst and cortective action plans
developed.

I. Follow-up/review for staff knowledpe and
awareness of active treatment prineiples will
be incorporated into focus celendars Tor roview
at huddle/shifi change meetings,

FORM CMS-2667(02-98) Pravious Verslons Obsolele Everit |0: 009N 12

Fagillty ID: GAT70001789 If continuatien sheet Paga 248 of 263




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

PRINTED: 09/05/2013
- FORMAPPROVED
CMB NC, 0538-0391

STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
. - R
05G022 B. WING " 0B/09i2013

NAME OF PRCVIDER OR BUPPLIER

FAIRVIEW DEVELOPMENTAL CENTER D/P ICFILD

STREET ADDRESS, GITY, STATE, ZIP CODE
2601 HARBOR BOULEVARD
COSTA MESA, CA 92628

(X)yo |- - SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF CORRECTION (X8}
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR 1L8C IDENTIFYING INFORMATION) TAG CROS8S-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
W252,4#1,2,3, &5
{W 443} | 4834700} 111 EVACUATION DRILLS {W 443} a, The Plus Program Data Collection Shests | 9/01/13
, were updated to include all current milestones
The facllity must hold evacuation drills to. ensure for Residence 43 clients, including elients 1,
that all personnel on all shifts are famillar with the 48, 49 and 53, :
yse of the fadility's fire protection features, {b. The Unit Supervisor trained DCS oh the 8/21/13
N +Plus Program Data Collection Sheet, the
proper way to fill out the Plus Program Data
This STANDARD is not met as evidenced by: Collection Sheet and the expectation for
Based on observation and Interview staff had not completing this task daily, *
been lrained to use the fire extlng ulsher on c. .Shift Lead/Designee will menitor daily to
Resldences 44 and 28, ensure DCS completes the Pins Program Data
Collection Sheets,*
Findings: d. Plus Program Data Collection Sheets will ~ [8/29/13

Residence 44

1. Qh &/1/13 at6 a.m,, dunng inquiry about fire

| safety procedures a direct care staff {DCS) on
Resldance 44 walked over to where the fire
exlinguisher was located on the wall. When
asked whether she knaw how to use the fire
extinguisher, the staff stated she had never used
a fire extinguisher before and when asked, could
not explain how the pin release, handls, of hose .
functioned, shouid a fire needed to be
extinguished

Residence 28

2, On 8/6/13, at 10:00 a.m., an hterview was
conducted with the housekeeping staff on
residence 28, The housekeoper was asked 1o
axplainfdemonstrate how to use the fira
extinguisher. The housekeeper opened the fire
axtingulsher case and stated | will pick it up and
spray it on the fire. While helding the fire
extingulshisr she demonstrated and explained |
don't know what you are supposed to do to make
it come out." She added If she removed the pin
the spray would come out. The housekeeper did

be audited daily for accuracy and )
completeness, Results will be reported to Uit
Supetvisur/designee for follow up. *

¢. Following Aimuai Conference/Specials, the
Chairparson will update the Plus Program Data
Collgttion Sheet,*-

. Unit Supervisor / Designee will monitor
Plus Program Data Collection Shects reflect
enrrent kraining plans, *

g. The Behavior Support Commitiee is
developing a process for a facility-wide data
collection system thal provides more
immediale recording of behavioral data, *

h, The Senior Psychologist will develop and
provide taining to DCS on aceurate dala
collection, # )
L Psychologlst will monitor behavioral {Iﬂld
and will review the results with other ID'T
members during Behavioral Progress Review
mecting for all clients including Client 1, 48,
49, and 33* and reconcile any inaccuracies,
J. IPCs will monitor data colleclion sheels
during rounds on the residences and in day
programs and will work in partnesship with the
US and CPS stalf to lake corrective aclions as
indicated.®
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{W 443} | Continied From page 249 {W 443}

not know that’she needed to squeeze the lever
located under the handls,

The residence manger was present and
axplained to the housekeeper that she needed o
syueeze the handle located on the top, The
housekeeper replied, "next time | will know", ‘
{W 454}| 483.470(}(1) INFECTION CONTROL {W 454}

The facllity must provide a sanitary environment
to avold sourges and transmission of infections,

This STANDARD Is not met as ovidenced by: .
Based on observation, Interview and facility
document review, the facillty falled to ensure staff
practiced basic infection control practices
{handwashing), falled to ensure a sanitary
efviroment (Residences 28, 30, and 44), and
failed to teach, help, andfor redirect Client 58
when the client was licking checkers, puzzle
pieces, pictures and placing therm back on a table
for other clients to use.

Findings:
Resldance 28

1, On 8/1/13 at 8:20 a.m., while the house keeper
was emptying the trash on Residences 28 she
was observed going from room to room wearing
gloves, The house keeper was at the end of the
hall pushing a cart while holding a large trash
bag. Sha walked in and out of three different
roems and emptied the trash into a larger trash
bag. The houss keeper was called to the phone,
The house kesper went fo the hursing station and
.| was direcled by staff what phone she could use.
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BUMMARY STATEMENT OF DEFICIENCIES

dally,

Itsmis for three different cllents was observed
stored In unlabeled bins. Logated in one bin, was
an unlabeled tube of denture cream, and an
uncovered and unlabeled tooth brush. One bin
containad three denture contalners, twe ware
labeled and one was labeled with a faded name
that was unreadable. There were three tubs of
denture cream scattered across the top of the
three bins and one was not labeled.

The medication nurs’e was present and stated he
could identify whose dentures bielonged to which
client. He explainad that the cllents go the
madication cart get their dentures end supplies’

5 L2 “Continuous Active Trealment” with
emphasis on promoting independence ang the
expeciations regarding staff knowledge of
client training objectives, understanding of
data collection components.*

h, US/designes will monilor during rounds to
ensure Active Treatmenl programs are initiated
correctly and consistently.

1. Follow-up/review for staff knowledge and
awareness of active (reabment standards will be
incorporated into facility focus calentlars for
roview at huddle/shift change mestings,*

(%) ID ] PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EAGH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX (EAGH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE:
. o DEFICIENGY)
: - |W 252, #4
‘{W 454} | Contlnued From page 250 {W 484} |a. DTAC Coordinat 9/9/13

The house keeper began to use the phone. At no DCS forClient 130
time did the house keeper remove her gloves and \ -
wash her hands. The Residence Manager was b, DTAC Coordinator trained DCS on 9/9/13
informed of the observation and he reminded the documentation guidelines/expeciation for data
house keeper to remove her gloves, The collection, with emphasis on timeliness and
Residence Managar agreed that the house. aceuracy. _ L
keeper should have removed her gloves, ¢, PAIDTAC Coordinator will review

documentation in the classroom during rounds
On 8/2/43 at 1:p.m., an interview was conducted to ensure quality and timeliness.*
with the house keeper she stated that she was d. The Behavior Support Commitiee is 10710/13
wearing the glou;es for personal protection. developing a process for a facility-wide data

i collection system that provides more

A review of the facliitles Infectior Control Manual “m‘}‘"d"‘“‘ recording of behavioral data.*
dated 7/24/13 page 19 revealed . The Senior Psychologist will develop and
the guidance for Personal Protective Equipmant P“]’]"‘d[c “‘”‘:’”“g to DES on accurate data
(PPE), "Gloves should be removed and hand b T“; 1?}1)10 {1l monitor consistency bet
hyglene performad after completing procedures e s WL Ioniior consisioncy between
that Involve direct client contact, contact with wical record Gocumentatior, eluding the. ),
blood and body flulds, contact with enviranimental M e F:mgwss PRty and d“ﬁ
surfaces.” collection shests and will work in parlnership

with CPS staff (o take corrective action as
2, ON 8/6/13 at 10:a Resldence 28 dental Indicated. *

' a.Mm,, on kesiqe -~ Gehia g, YA provided training to DCS on Policy 10/10/13
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] . . j- The “Rounds Temn” (Governing Body,
{W 454} 1 Gontinued From page 251 {W 454} Program Management, US, Shift Leads, I°C)
Residenca 44 will conduet rounds to snsure implementation
, of program plan as written and data collzction
3. Durlng observatiohs on 7/28/13 at is accurate, Results of findings will be
. 1 approximalely 8:30 a.m., in the bathroom (Room y calculated, avalyzed by the AE Analyst and
w220}, a toileting stall on the left had no rod to correclive action plans developed *

suspend the tollet paper from, Increasing the
possibillty of toilet paper being placed by clients,
or kanding on the floor, thus fncreasing risk of
transmission of disease from dirty surfaces. The
tollet paper, at the time, was perched on a bar -
which extended aut from the wall,

Durling observation on 7/29/13 at %40 a.m., in the
bathroom (Room 232) one stall had fio rod lo
suspend the tollet paper and the toilet paper was
perched on a bar which extended out from the
wall. Both toilets contained excrement.

During observation and concurrent interview on
7120113 at 10:05 a.m., an aclivity room had no
tollet paper rod. The US stated follet paper rods
had all been replaced the previous Monday
{7122113) expressed astonishment at how many
rods ware missing,

During observation on 7/29/13 at 10:10 a.m., In
bathroom (Rootm 264), there was no toilet paper
rod, The bathroons smelled of urine,

4, Durlng observation on 7/29/13 at approximately
9:45 a.m., Room 249 the tolist contained stool,

5. During observation on 7/29/13 at 10:12 a.m,,
Room 263 had two vents in the csillng. The
vents ' grales had a dark discoloration and were
thickly covered with dust,

At 10:16 am. on 7/29/13, a housekeeping staff
who was busy cleaning, stated that staff was
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{W 454} | Continued From page 252 {W 454}

supposed to * high dust and low dust" ona
weekly basis. The housekeeping staff stated he
had been sent over v clean this rasidence
because the regular housekeeping staff was on
vacation. -The housekeeping staif looked for but
did not find a st which would have instrucied
housekeeping staff on this residence what, -
exactly, was to be cleaned and when,

On 7/29/13 at 10:30 a.m. the same housekeeping
staff stated there were vents In other rooms which
alse had needed cleaning.

On 8/8/13, review of a " Housekeeping
Dapartment Task List .,.Residence 44, " showed
ina right hand column, a list titled, "B Steps
cleaning, ' under which was listed " High Dust, *

Residence. 4%

8. During an observation on Unit 43 on 7/80/13 at
approximately 12 p.m., Client 58 was observed
Sitting al a table in an activity room with other
clienls present. Client 68 continuously picked up
multipla red items resembling checkers, licked
thern one by one, and placed them back down on
the table. Staff present did not redlrect the client
or altempt to disinfect the items,

Staff present confirmed that these were not his
personal activity items,

| On 73113 at 12 p.m,, Client 58 was again
ohsarved sitting at a table in the activity room with
alarge plle of small pictures in frant of him. He
was observed continually picking up the pistures
and licking them, one by one, and placing them
back on the table. Staff present did not redirect
the client.
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Qn 8/7/13 at 4:.45 p.m,, Cllant 58 was agath
observed in the activity room continually picking
up puzzle pleces and licking them, one by ona.
Two staff were present In the room. One staff was
giving a cllent a haircut while the other staff was
converaing with him (the staff). There was no
staff intervention until the surveyor brought it to
lhe attention of the staff at which time, staff
redirected the cllent {o another araa.

Residence 30

Gleanliness and [nfection Cantrol

7. The food and beverage refrigerator located in
the locked staff lounge, Room 9, was
overcrowded and solled with food spills at 2:23 .
pm on 7/30/2013.

The RN was observed placed the Individual
cilent's 2:00 pm snagks in thls refiigerator on
8/6/2013. Three cut, unwrapped, unlabsled and
undated tuna flsh sandwiches were described by
the Registersd Nurse, RN, as "sick.” The RN
slated that she was not going to dispose of them
and would not throw them away as she did not
know who they belonged to.

Written menu review revealed Tuna,sandwiches
were listed on the 8/5/2013 menu as the evening
snack for all FBC residences,

Staif stated that each evening after dinner client
snacks are placed in this refrigerator mixed In
with all the slaff food,

On 8/6/13, Administrative staff verified that was
unaceceptable to store clients' food with staff's
foad In the same refrigerator.

Observation on 7/26/2013 at approximately 10:30
revealed the following:

Soiled cover with gioss spillage on clean laundry
cart

Dirty men's T-shirt mixed in with clean towels In

{X4) I SUMMARY STATEMENT OF DEFIGIENGIES 1] PROVIDER’S FLAN OF CORRECTION (X8)
PREFIX {EACH DEFIGIENGY MUST BE PRECEDEDR BY FULL PREFIX (EACH CORRECTVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENGED TO THE APPROPRIATE DATE
"DEFICIENCY)
W 255
{W 454} | Gontinued From page 253 {W 454} 1a, IDT met to review Clien: 63’s Individual © | 0/09/13

Program Plan for appropriateness of training
and behavioral supperts and modifications
were injtiated. ¥

b, US/designee trained all DCS on Residence | 9/09/13

344 on changes/modifications made to Client
63's plans based on his functioning Jevel,*

¢. Program Management will test competency
of all DCS on Residence 344 on Client 63's
program plan and will provide coaching as
indicated, :

d. US provided training to all DCS including | 9/09/13
Client 63’s residence on FDC 1,3.1 “Mission
and Values,” with emphasis on staff
responsibility to provide on-going activities
that meet all individuals' person centered .
trealment plans to ensare they have
opportunities 1o exercise grealer -
independence® 9/09/13
e, UIS provided training to all DCS inclucing
Client 63’s residence on FDC 1,3.2 “Principles
and Practices,” with emphasis on the staff's
responsibilily to protect the rights of the
individuals who live at FDC by providing
services and supports that build confidence,
self-worth, and sell-determination.*

f. USsfdesignees will manitor during rownds (o
ensure that program plans are impleranied for
all clients including Client 63 including
opportunities for {ndependence and to ensure
his IPP his Implemented consistently,*

g Rounds Tean: (Governing Body, Program
Management, US, Shifl Leads, IPC) will
monitor 1o ensure thal clients are provided
opporfunities for choles and independence
during active treatment activities. Resulls of
findings will be caleulated, analyzed by the AE
Staff Servies analyst and corrsctive action
plans developed, *
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W 455

J for hand hyglene was followed for 1 of 20

maintenance log ook o reported as an Infaction
Control Issue to be tracted and investigated.
483.470{)(1) INFECTION CONTROL

There must be an active program for the

prevention, control, and nvestigation of infection
and communicable diseases.

This STANDARD is not met as evidenced by;
Based on observation, inlerview, and record
review, the facllity failed to ensure that the policy

sampled clients (Client 1) In order to prevent or
minimize the spread of Infectious disease.

Flndings;

Rasidence 41:

m, TPCs received training on the following
topics: AutismyRegulatory Requirements for
W 455 (QMRP (IPC), 1DT process,
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. h. The TPCs will monitor program plan
{W 454} Continued From page 254 {W 454} fimplementation for client §n their caseload
Room 63. including Client 63°s during site visits and will
Hair brush (no name) uniabeled on the floar In clociiment findings In the monthly note. They
Room 83, will coordinate Tollow up corrective actions
with the US as indicated. *
PESTS: i. The IPC progress note format was revised to |9/01/13
8. QObservation on 7/29/2013 at approximatcly inchude & mote cohesive analysis of
10:00 revealed the followlng: progress/lack of progress,
Outside shed with dirty hlankets on the ground i- The AR Director/designee will monitor IPC
and a'lot of rodent debris. US stated that all of monthly notes to snsure they meet expected
the droppings were rabbit droppings or squirrel. Islandﬂlds * .
“The US stated that he did not report thess rodant k. The expectation for TPC site visils was A3
droppings to matntenance and did not report revised to include follow-up visits to any
them for the pest control exterminator, The US program area where a client is not making
stated that he cleaned up the animal droppings progress or s experiencing difficulty. o011
himself before ahy pest control or exterminator . 1PC documentation duties have been 113
representative could inspect and accurataly or realigned to promote mose emphasis on
posiiively identify the animal droppings. prog}'mnl coordination, integration, and
None of tha ahove findings were recorded in the ronitoring. 0/00/13
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Client 1 was observed sitting quietly In her wheel
chalr in the group room en 7/30/13 at 6:40 a.m,
The client looked at the surveyor when greeted by
her name. The cllent is nonverbal, Shortly
thereafter, the Licensed staff stated that she was
taking the client into the bathroam,

The Licensed staff pushed the client to the
bathroom sink, Then the licensed staff placed a
wash cloth under running water. Sha did not
dispense soap on the wash oloth, Then the
Licensed Staff said to the client, “Let me wash
your face,” The Licensed staff washed tha client's
face, then she washed the cllent's hands.
Licensed staff applied lotion to the client's hands
and rubbed the lotion on the hands, The client
was cooperative. The Licensed staff did not
encourage the client to particlpate,

During an Interview with the: Licensed Staff at
6:53 a.um., In regards lo not encouraging the client
to participate in her care and not applying soap to
the wash clotiy, Licensed staff staled, "she (client)
s usually not cooperative”,

Review of an objective, dated 5/9/13, noted that
during hand washing, the client was to rub her
hands together 10 times per month, when given 2
to3 verbal and gesture prompts. This objective
was to be done In the bathroom before meals. it
was also noted that the staff was to explain the
steps of "hand washing” ...wetting hands,
dispenging svap, rubbing hands, rinsing and
drying hands,

Review of the Hand Hygiene policy, NP 7,07 Rec
01/08, provided by.the Standards Compliance
Coordinator, it was noted that the clients hand
washing objective followed the sleps as outlinad
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W 264
W 455 | Continued From page 256 W 456 [a. Approaches & Strategies for Client 114 was {7/13/13
in the policy; however, staff did not follcw the updated to alert stall that he will walk away
palicy, d , | from an aclivity or the residence.
W 474 483.480(b)(2)(li) MEAL SERVICES W 474|>- An Bmerging Risk Review washeld o \g/18/43
discuss the svent and any coniribuling factors
Food must ba served In a form consistent with the to K'event‘finure fe‘f’”m?”cg'E} s initiated b
developmental ievel of the ollent. ¢ A general event report (GER) s nitiated by
clinical staff, and thoroughty investigated by
supervisors and managers any time OPS
This STANDARD Is not met as evidenced by: s }g:lfivament 18 associafed with a behavioral
Based on observation, record review, and review X o )
| of me profiles, the facllty falled to ansure that ;LOSisr;%ﬁ?:mi:];‘Z‘{;‘;“;zﬁtgigﬁﬁtﬂtw
Ehet?]t ref]eh.;e]d m?d n ,aOSL}'t;gieafr%rTé dESHO rr?gred intervention to ensure that the technique used
C%I' etet gys eian, for one of 2U sampled clle was appropriate, with follow up action as
(Client 49). indicated*
Findings: e. The Governing Body reviews all instances
ndings: . of Law Enforcement Involverment (LEL) with
ON 7120113, review of Glient 49's meal profile and e Conman oot no ind shalegiees lo
ensure the rights ZA L ar
.| physlcian's dietary, orders indicated that Client ;F;é:fve; l,,fw S and saiidy of clont are
48's bread was fo be quarteracl f. The HRC Committee eriteria for reviewing  |9/9/13
LEI was revised Lo be more inclusive of
The Individual Program Plan, dated 6/8/12, clinical and OPS investigations,
Indicated that Client 49 demenstrated safe overall g, The Executive Director/designee will
d'nmg skills however he may need reminders to monitor to ensure that each vse of law
slow down while eating, enforcement involvement is mvmwcd by the
) . HRC Committee *
Duf'[ng alunch Obsewau(}n on 7129113 at 12:20 . The Human ngh[g, Commltme (H'RC) 0/09/13
p.m., Gllent 49 was dbsorved with two cheese Manual was revised to inctude instructions on
sandwiches with full slices of bread on his plate. LIl participation in behavier emergencies.”
;Ll?e breagrhadhr;c[}é tzﬁen tczgtn m;cg q;:;rj“tgg?‘.} i\é\(f)f;;an I A colltab‘orati;_fe waglligsrogp consistil;}g Oif 9/00/]13
8 wag orolg ea 0 representatives from OPS, overning Body,
staff, supervisory staff told the level of care stalf Managerial, and Clinical areas was formed to
to quarter Client 48's bread, discuss delineation of clinieal and police
{W 484} | 483.480(d)(3) DINING AREAS AND SERVICE {W 484} lrespongibilities during behavioral events that
. endanger self or others,
The faciiity must equip areas with tables, ehalrs,
eating utenslls, and dishes designad to maet the :
devslopmental needs of vach client,
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(W 404)

(W 488)

Continued From page 257

This STANDARD ls not met as evidenced by:
Based on observation, record review, and review
of a client meal profile, the facllity, failed to ensure
that the adaptive equipment that was orderad by
the physictan and listed on the meal profile was
provided to one of 20 sampled clients (Cllent 58),

Findings:

On 7128113, review of Cllent 59's meal profile and
physician's dietary orders indicated that Client 59
was to utliize a youth regular spoon.

Review of the Indlvidual Program Plan, dated
7112, Indicated that Cllant 58 does not
understand that he Is at risk for choking nor does
he understand the importance of using a youth
spoon or a divided dlsh which are used to help
keep him safe while dining by reducing the rate at
which he eats ar the amount of food he places
inside his mouth,

During a lunch observation on 7/29/13 at 12:30
p.m., Cllent 89 was observed using a regular
teaspoon, Whan this was brought to staff's
attention, staff immediately replaced the regular.
taazpoon with a youth regular spaon.
483,480(d)(4) DINING AREAS AND SERVICE

The facility must assure that each client eals in 4

menner consistent with his or her developmental
levet.

This STANDARD is not met as evidenced by:

{W 484}
- elicit a more thorough investigation o

colrective actions.

k. Shift Lead/designes will menitcr
throughout the shift to ensure that the
environment on Client 114’5 residenc
and secure,

{w 488}

J- Atemplate was developed to prompt Level 1
reviewers with specific questions that will

leading to more eomprehensive and immediate

9/09/13

f evenls,

e i safe
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. W 278, #1
{W 488} | Continued From page 258 {W 488} a. An Emerging Risk Review (BRR) meeting | 7/24/13
Based on observation and record review, the was conducted for Cllent 74 and the behavioral
facliity failed to promote and encourage - pl'ulzs anteccdents, ser yices/_supponts were
independence in dining for 8 clients (Clients 79, reviewed to ensure that all risk management
184, 18, 82, 189, 151, 150, and 162,) issues have been identified,
b. A Behav:m P1ogless Rewew (BPR) 8/15/13
) behavior o
Residence 44 . a5 (liseassed. _
, ¢, A Special Interdisciplinary Team 8/01/13
1. 7/29113 at 12:20 p.im. In the dining room, Conference wz;ls held for Client 74 1o discuss
Client 79 obtained utensils, a plate and glass, condl%ons at the time oI};the incident for
| dished out his own food, walked over the a dining cogtllfuunglflactow to t e behavml exhibltecl
room table unassisted, sat down and with regular e L
ﬁ:g'?{,gogtﬁgs”z{ ?af;gi,??ﬁ Q ?;}&t;yé n‘zﬁﬁggtmtﬁhég% d. The Psychologist for Client 74 initiated 0/09/13
a chessa sa?wdw]gh prepared by dietary staff training to DCS on Client 74's bshavior plan,
: with emphasis on identifying behavioral and
There was no opportunity provided for the client o rl(’l e pmmmorg’ hi]u ing
fo make the sandwich although he cleariy appropriat; actlon Steps '
demonstrated_tha capgbllity. Nter eating, the . The Director of Quality Assurance 9/09/13
allent bused b's own dishes, ”n.wd tham and developed and initiated a template for Facility
placed them in racl;s_to be dish washed, with Poliay 5-05-5 Attach I~ Guidekines For
minimal yerbal directions. ‘ Completing Level | and 2 Review to assist
! . - staff in identifying appropriate components of
On 8/5/13 at &:30 p’g']‘lm the d'ntmg‘ mons.' O”e.m the General Bvent Report investigation
76 was _s.eatelc‘{ at a kn S% room 1a d e} Eha lq% wl including identification of behavioral plan
a.fork' The client 3888 or 3 gr‘m wic t ' ff le ‘ steps implemented during the eveat,
diract cartle staff (DCS) asked dietary steff about f. Program Managemen! for Clicnt 74 wil 9/05/13
the cllent ' s substitute and then returned and told schedule 5 review of the behavioral
Cllent 79 that the client. could have a p_eanut " intervention ai the Program Risk Management
bulter sandwich or ¢chili beans, The ¢lient sald, . | Review (PRMR) for approprizteness and
Ghili beans, " got up from the table to obtain the correct implementation of the behavioral
chill beans which were dished out to him by intervention,
dietary staff, something he could have done g 'The Program Directosldesignee will
{ himself, put the chili beans in the microwave, took monitor Clenersl Event Report (GER) Level I
them out of the microwave, and retirned with the documentation for required components and
food. N;ter Clli:‘:n’f 79 sat down, dl.rtrac"l care staff appropriate emergency behavioral intervention
asked, " Youwant crackers with it7 " Client 79 implementation during Level Il reviews,
responded, " Crackers yeah, and Tabasco
sauce, " The DCS went to det the condiments
FORM CMS-2567{02-09) Pravious Veralons Obaolsls Evonl [:008H12
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SUMMARY STATEMENT OF DEFICIENCIES

from dietary staff instead of directing the client,
who was capable of oblaining the food himself
with verbal prompts, to do so.

1 {Unsampled Client 82)

2, 0On 7/29M13 at 12:15 p.m., In the dining room, -
Client 82 dished himself out foed from a free
standing cart In the middie of the dining room,
took the fuod Lo the table, sat down and ate linch
al a table with a DCS geated directly across and a
registered dielician {RD) standing to his lef,
Client 82 stated he wanled more fish nuggets.
The RD responded that the client should eat
carrots and Client 82 sald, "I don'tlike carrots," to
which the RD replled, 'That's what you need."
The RD watked over to a food cait in-the middle
of the room and dished ouf some flsh nuggets,
rice, and carrots which were given lo Client 82.
The DCS seated at the table did not promota
Independence when this client, whio had the
capabllity of serving himself, remained silent and

"{ did not direct Client 82 to obtain the second |
portion himself, The RD also did not promote this
cllant' s independence by walting on him.

3. 0n 7/29/13 at 6 p.m., during dinner Client 184
ate with his hands and with much spillage on the
table and floor, No staff sat at the table with him.

" |J- The IPC will monitor for progress with the

) 1D I PROVIDER'S PLAN OF CORREGTION (x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
) DEFICIENCY)
) . h. The Director of Quality Assurance/designes
{W 488} | Continued From page 259 {W 488} |will monitor General Event Report Level T and

Il investigations for completeness,

i. Nursing Coordinator monitors to ensure all
staff have current training in Positive .
Behavioral Supports/emergency behavioral
responise.* -

current program plan and will document their
findings in the monthly note, along with
follow-up corrective actions taken,

k. Follow-up/review for staff knowledge and
awareness of aclive reatment standards will be
incorporated into facility focus calendars for
review at huddle/shift change meetings. *

1. The “Rounds Team” (Governing Body,
Program Management, US, Shift Leads, IPC)
will conduet. rounds to ensure appropriate
active treatment and that staff implement the
program plun as written. Resulis of findings
will be calenlated, analyzed by the AE Analyst
and corrective action plans developed.®
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{W 488)

throughout the client ' s agitatlon and then Client

| _t entered the dining room and were seated. Staff’

Continued From pags 260

There was no janitorial skaff available to clean up
the splllage on the floor that created a potential
safety hazard. )

Ouring dinner obeervations on 7/29/13 at 6:15
p.m., non-sampled Client 189 while wailing to be
served his dihner sat at the table and began
yalling loudly, banged on the table with his
elbows, got up and down, picked up his chalr
banged it down on the floor and slapped the
Licensed Staff who stood nearby. Licensad staff
stated to the client: * You cannot be like that" "
That' s not nice * and " be nice, " The dlient ' s
behavior continued intermittently, after the meal
arrived. A peer sat quietly next to Client 189

189 tock his milk witheut staff observation. Client
189 ran out of the dining room.

On 7/36/1 3 belwsen 8 a.m., and 8:20 a.m. clients

supervised by walking from table to fable as
dietary staff brought food to the tables, Client 184
mixed different liquids and sollds together and
had a lot of spilage as well as ale with his hands,
Staff told him fo use his spoon as they walked by,
A short time later staff removed his plate and told
him he was done. The client retumed and started
pounding on the table, Another client poured a
whola carton of milk on his cereal then fook his
dish lo the service window without eating. Glient
182 who did have a staff seated near him once
served his food swept everything off of the tabie
onito the floor,

Resldence 30

Client 151 :
4. Meals Observations beginning at 12:05 P,

on 7/29/13 revealed US handing Client 151 her

W 278, 42

{W 488} |4, Interdisciplinary tear met to review Client

63’5 Individual Program Plan for
appropriateness of raining and behavioral
supports,

b, Unit Supervisor/designee will train DCS on
any changes/modifications made to Client 63’s
plans, ' o

¢. Program Management will test competency
of DCS on Clignt 63°s program plan and will
provide coaching as indicated, ;
d. USs provided tratning to DCS on all
residences, inclwding Client 63's residence, on
EDC 1,3.1 “Mission and Values,” with
etmphasis on staff respongibility to provide
on-going activities that meet all individuals’
person centered trealment plans to engore they
have opportunities to exercise greater,
independence, *

e. USs provided training to DCS on all
residences including, Client 63%s residence, on
FDC 1,3.2 "Principles and Practices,” with
emphasis on the staff’s responsibility to protect
the rights of the individuals who live al B¢
by providing services and supports that bpild
confidence, self-worth, and
self-determingtion *

T, Shift Leads/designees on all residences will
provide float/mew staff with, orientation of
clients assigned (o their care.to ensure
continuity of care, elisnt safely, and
implementation,

g. USs/designeas on nll residences, including
Client 63'2,will monitor during rounds 1o
ensure program plans ave tmplemented,
ircluding opportunities to have time alomg and
to participate in recreational activities of their
choosing. *

8/059/13

9/09/13

9/0%/13

9/00/13
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o h. Rounds Team (Governing dey, Program
{W 488} | Continued From page 261 {W 488} Management, US, Shift Leads, TPC) will
silverware and she ate with a spoon, monitor to ensute that clients are provided
opportunities for clhoice and independence
At 12:15 p.m. staff were observed placing the durlng active treattent actjvities. Results of
bowls of food and liquids on a tray for Glient 151 findings will be caloulated, analyzed by the AB
taking the plate of food, bread, bowl of fruit off a Staff Service Analyst and corrsctive action
tray and placing it on the table for Glient 151, plans developed. '
L, IPCs will monitor &l clients in their
Client 151's Record Review revealed Cliant 151 + |individual caselonds to ensure program plan
was assessed on ndependent Lifa Skills implementation durlng site visits and will
Assessment (ILSA) 7/26/13 as independant In: : clocnmept thelr findings in the monthly note,
"uses a spoon, uses a fork and requires verhal along WI%IOHOW'M”GGWE actions as
prompts when sets teble, clear table, puts craps indicated.

In trash, rinses dishes, drles dishes, serves self,
passes sarving dish, carrles dishes toffrom
counter, dishes food from containers, puts .
dishesfpans In appropilate place and and places
items In dishwasher." )

All survey meal observations, 7/28/13 Junch and
dinner, 7/30/13 and 7/31/13 breakfast, revealed
Cllent 161 had no opportunities to rinse dishes, |
dry dishes, serve self, pass serving dish, dish
food from contalners, put dishes/pans in
appropriate place and and pltacs flems in .
dishwasher, : .

Glient 160

5. Lunch meal Qbservallons at 12;12 p.m, on
712913 revesled Cllent 150 eating large pieces of
flsh sticks with a spoon only,

Observatlons from 8:00 - 8:10 am on 7/31/13
revealed stafl handing Client 150 her glass of
milk and bowl of cereal,

Client 150" Record Review revealed Glient 150
was assessad on Independent Life Skills
Assassment (ILSA) 8/1/13 as "uses a fork and
sefs lable and capable of passing a serving dish
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{W 488}

|| Resldence 30 dining room staff were observed

Contlhued From pags 262
requiring with verbal prompts®,

Clieni 150 during observation of breakfasts, lunch
and dinners at Unit 30 individuals ate cafeteria
style. During the survey Client 150 was not given
any opportunities to pass a serving dish,

Client 182
8. Observation at 8:15 a.m. on 7/30/13 in the

apaning a package of dry hot chocolate for Glient
162,

Review of the Independent Life Sklils, L.SA,
dated 8/1/13 slgned as accurate by the US, Glient
162 is assessed as capable of "sets table, clears
table, puts sordps In frash, serves self, passes
serving dish, carries dishes fo/ffrom counter,
dishes food from containers, makes stirring
motions and opening food wrappers with verbal
prompts." ’ -

During the survey, observed meal staff were
incensistent in maximizing active treatment
training opportunities for the sampled clients.

Refar to W247 limlted opportunities for ellent
chotee and self-management,

Refer to W86 failure to provide continuous
active treatment,

{W 488}
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W 205 B
a. A General Bvent Report (GER) was 81513

initiated as an abuse allegation due to a
staff member inappropriately holding-down
the hands of Client 157, . ) o
b. The alleged staff member was removed 7130013
from client care and corrective action was
initiated, '

¢, The Psychologist injliated training for 8/6/13
DCS on Residence 430 and DTAC . '
| regarding Client 157's behavior support
plan, emphasizing positive approaches and
i approved and acceptable interventions,

. , d. Unit Supervisor /DTAC Coordinator 823113
initiated residence and DTAC DCS training |
on FDC 1.6.1 Reporting Alieged
| Mistreatment of Clients, :
e. Staff Development initiated “Dignity In | 8/22/13
Care” training to DCS in Program 4,
f. Staff Development initiaged “Respectinl | 8/22/13
Interactions” training to DCS in Program 4,
g. The Clinical Director will monitor this
case through final disposition, :

1 h. Senior Psychologist initiated 8/14/13
Professional Boundaries training to DCS in |
Program 4.

i. Senior Psychologist initialed “Behavior | /0413
Support Positive Practices” training to DCS
in Program 4. ‘

| j. The Unit Supérvisdr/dasignes will
monitor during rounds 1o ensure thal all
clienls are treated with dignity and respect,
that unapproved behavioral techniques are
not wiilized, and that clients are involved in
meaningful activities that meet heir
preferences and neads,
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k. Case disposition meeting are held for all
abuse allsgations and action plans
implementecl as Indicated,*

allegations to Executive Committee
menthly including repeat allegations and
repeat staff subjects,*

m, Executive Conmitiee will mest wiih
0PS weekly to review status of pending
abuse cases and follow up as indicatsd,*
1. AB Risk Analyst will pfovide monthly
abuse data to Program Management for
review at PRMR meéting,*

0. AE Risk Analyst will report on abuse
including data trends and analyst to AE
committee quarterly and annually with
follow up action plass.

p. AE Director will present abuse trends
and action plans initiated to Governing
Body quarterly and annually *

. The Rounds Team (Governing Body,
Program Management, US, $hifl Leads,

ongoing active treatment and appropriate
staff/client interactions sire taking place,*

+

1. AE Dirscter will provide data on abuse

IPC) will manitor to ensurs appropriate and '
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W18

Refer to W322, ' W321, and W371 for POCs

W 322
a. The Medical Direcior reminded the 209/13
medical staff that when an eyaluation is
- " | performed the provider is expected to enter
-| docurmentation on the Physician's Progress
Note (PEN) and 'will conduct random andits
to monitor physician documentasion.*

b. Facllity Policy 5.5.5 Atlachment A ~ 8/09/13
Types of Incidents wag revised to add )
| Falls/suspected fall (wnh or without injury)
a3 an even! thal requires initiation of a
General Rvent Report (GER),

¢. Level I and 1T Reviewers will monltor for
consistency between the medical stalf’s
entry on the GER and the PPN nnd will
discuss with the Medical Director and/or
Physician/BNP as indicated (o address

CONCsINs,
d. Client 12 8/08/13
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0
TAG

PREFIX |

PROVIDERIE PLAN OF GORREGTION 5
[EACH CORRECTIVE ACTION SHOULD.BE COMPLETION
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DEFIGIENGY)

e, DCS stalf received training on FDC 5,1.1  (8/16/13
Clinienl Standards of Care and 5.5.5
General Bvent Reporting - Attachment A
Types of Events (falls)

I, DCS received training on 10,02, Helmer  {8/13/13
Usage, 10.06 Neuro Checks, 11,01
Temporary Cenditions (new?), 11.02 Clisnt
Injury Assessiment and Intervention (new),
11.04 Daily Care Flow Sheets (new).

g, DCS stdff received training on FDCS 4.2 [9/09/13
Change of Condition, FDC 5.5.5 General *
Event Reporting —Miner Unknown Injury
repotting, and NP 10.06 Neurs Chacks, )
h. The following Nursing Procedures were | 8/13/13
developed or revised: 10,02 Halmet Usags,
10.06 Neuro Checks, 10.09 Vita] Signs,
1101 Temporary Conditions (new), 11,02
Client Injury Assessment and Intervention
(new), 11,04 Dajly Care Flow Sheets (new),
1. A Probleny/TC/Temporary Support Plan | 901713
Log was developed and implemented to
snsure DCS demonstrate continuity in
documentation of identified health
issues/injuries,

Jjo DCS received training on the
Prablem/Temporary Condition/Temporary 50113
Suppott Plan Log,

k. Shift Lead/designee will conduct a daily
audit of the “Problem/TC/TSP Tracking

1 Log” and Interdisciplinary Netes to ensure
-dacumentation of acute problems and
Temporury Conditions and veport findings
to the Unit Supervisor for follow up as
neadad,*
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changes in condition,

ongeing basis,

1. A Dally Care Flow Sheel was developed  [8/19713
and implemented to provide a more
elficient tracking mechanism for DCS to
document important ADL services/supporis
thronghout the client’s day,

1, DCS received training on the i)aily 9/01/13
Care Flow Sheet, :
n. A Physical Observation and 8/16/13

Documentation Checklist was developed

and distidbuted to residence staff to assist
DCS in assessing, nolifying appropriate
people, and documenting {njuries or other

o, DCS received training on the Physical 8/16713
Observation and Docurmentation Checklist,
p.. A Change In Usual Selt/Behavior
document was developed and distributed to
residence staff (o asslst DCS s1aff in more
capably assessing individuals” care on an

q. The IPCs and Health Service Specialists | 8/26/13
(HS8) were added as participants o daily '
| Program Management Mestings to

.| Iacilitate identification of and immediately
address developing issues and irends for
clients in their caseload.
r. "An andit of the Emerging Risk Revie 8/09/13
process was conducted to ensure
expectations are being met for quality

| analysis and action plan development and
1o ensure thoroughnass of investigation,
The Governing Body reviewsd the findings
and developed improvement plans for
addressing identifled issues.
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i

8. An andit of DCS* adherence to Nursing
Proceduras 11.01 Temporary Conditions
and 11,02 Client Injury Assessment and
Intervention was conduected to ensure
expectations are being met for assessment
and docomentation of Injuries and other
phys:cal conditions,

1. A Quality Assurance Performance
Improvement {QAFD) log was establishad
fo continue monitoring of DCS adherence
| 1o assessment and documentation
procedures.

u. The PMé&R Department conducted an
audit of medical and behavioral helmets to
ensure cleanliness, proper fit, and proper
function. '
v.. A Quality Assurance Performance
Improvement (QAFT) log was established
to continue monitoring of helmets, The
Governing Bedy reviewed the findings and
developed Improvement pians for
addressing identified issues.

w. Unit Sugeryisor provided training to
DCS on expoctation that health care plans
for any client returning from Acule
Flospitalization (in the community or at the
Tacllity) will be reviewer by all pertinent
staff (including but not imnited to
Medication Nurse and Health Services
Specialisthupon readmission (o home
residence,

x. U8 8SPT and IPC will monitor IDNs
ang/or MARs for clients with opey
temporary, conditions and open physical
problems throogh random reviews,

8123013

8/31/13

8/01/13

8/2313

5/09/13
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DERARTMENT OF HEALTH AND HUMAN SERVIGES
QENTERS FOR MEDICARE & MEDICAID SERVICES

FORM AFPROVED
OMB ND. 0938-0891

STATEMENT OF DEFIGIENCIES
AND PLAN OF CORRECTION

{1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION HUMBER:

_ DBGO22

8, WING

(£7) MULTIPLE GORSTRUGTION
A, BUILDING

{X3) DATE BURVEY
GOMPLETED

R
08/09/2018

T RAME Q- PRDVIDER OR.SUPPLIER

" FAIRVIEW DEVELDPMENTA[ GENTER DIP IaFNID

-8TREET ADDRESS, CIFY, STATE, 2IP CODE

2501 HARBOR BOULEVARD
COSTA MESA, CA 02826

(X4 1D
PREPIX
TAG

SUMMARY STATEMENT OF | DEF‘ICIENCIES
{EACH DEFIGIENCY-MUST BE PRECEBED BY FULL
REGUEATORY OR 1:8C IDBNTIFYVING INFORMATIOH)

D
TAG

PREFIX

PROVIDERIS PLAN OF CRRRECTION
{EABH GORRECTIVE AGTION-SHOULD.BE
GROSSREFERENCED TO THE ARFROPRIATE
DEFICIENCY)

[XE)
GOMPLETION
DATE

y. The Medical Director established a
protocol to engute that when the quality of
an imaging study is compromised, the
technician will immecdiately inforns the

manggement,

z. Clinical Dietitians received training to
support clients in making good food choices
and expanding thelr knowledge of healthy

nf. Dietician interaction with clients wﬂlbe
monitored by the Diregtor of
Distetics/designee during rounds,

bb, Management/Supsryisoi/Case

topics specifie to elient injury assessment,
intervention, and documentation.
tee. Anad hoo committes comprised of
medical, health care, clinical and
administrative staff was formed to adopt a
comprehensive Palls Prevention program.,
dd. The Fracture/Fall Risk Assessment has
heen revised o focus on the falls aspect of
assessment, It includes a scoriligiweight
aspect to assist the ID Team in identifying
clients al moderate and high risk for falls
aud care planning accordingly.

e, Facilily rounds conducted by Governing
Bodyz’Program Management/Unit

| Superviact/TPCs wers revised'to nclude

assgsament, Intervention, and documentation
of Injuries per facility protocol,

ff, The IPCs and S8’ were added as
participants 1o dally Program Managsment
Meetings to identify and limmedlately
addrass developlng Issues and trends for
clients in theit caseload,

crdering physician for further evalvation and -
food choicés and their any dict imitaons,

Coordinator rounds were revised to include

9/09/13

1 9709113

9/09/13

9/09/13

313013

8/1513

8/26/13

FORI CMB-2:07{02.89) Pirvious Veraions Oheolele
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Faclllly 1D: GA170001768
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED
OMB-NQ, 0938-0391

STATEMENT OF DEFICIENCIES {%1) PROVIDERISUPPLIERICLIA
AND PLAN OF 0ORRECTION IDENTIFIQATION NUMBER:

05G22

(%2) MULTIPLE CONSTRUGTION
A, BUILDING

B.-WING

(X3} DATE BURVEY
COMPLETED

R
0B/08/2043

NAME OF PROVIDER OR SUPPLIER s

FAIRVIEW DEVELOPMENTAL CENTER DIP 1CF/ID

* STREET ARGRESS, CIYY, STATE, ZIP.CODE
2601 HARBOR 8OULEVARD
COSTAMESA, CA 926826

(X0) I SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DERICIENCY-MUST BE FRECEDED BY FULL
TAG REGULATORY OR LBG IDENTIFYING INFORMATION}

hY

D

PROVIDER'S PEAN OF CORREGTION

PREFIX {EAOH CORRECTIVE ALTION-HOULD.GE

TAG

CROBE-REFERENCED TO THE ARPRUPRIATE
DEFIGIENGY)-

(%5}
COMPLETION
DATE

g A tamp]atc was developed (o prompt
Level I reviewers with specific questions that
will elicit a more therough investigation of
events, leading to more comprehensive and
immediate corrective actions,

hh. Instruction was provided to Level I
reviewers and Agency Bvaluation Risk
Analysts to ensute reconciliation of
information that js inconsistent beiwaen
nursing, médical and OPS staff,

il. US/designee will monitor ansure
docimentation on the GER includes
desoription, number, and length of mjuries.
ij. PD/PA/designee will monitor 1o ensure
decumentation on the JER and in the ¢ linical
record is consistent,

kk.. Program Director/Program
Assistant/Unit Supervisor/TPC/HSS will
monitor changes in client condition. Changes
will be reviewed, discussed and action plans
implemented as indicated at Management
Debrief Meelings held daily (on regular wmk
R ddy's)

Il Program Directorfdesignee will review 24
hour report and NOD Repor! daily for
changes in client condition to ensure (hat
injiries and/or other change in condition are
propetly documented.

J mm. The Program Risk Manager will
mopitor each GER duling the Level 11
Review 1o ensure that Level I guidelines are
-followed and that a thorough investigation
has been completed,

. Ageney Bvaluaiion Director/designea
will menitor each GER during the Level TII
Review (o ensure dvat Level T guidelines sre
Tollowed and.that a thorough mvesllgat:on
has been completed,

-

D/0%/13

9/05/13

FORM GM5.2667(02.08) Piovious Versions Obsnlele | Tverl IDIDDBN1R
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED
CMB NO. DB38-0381

STATEMENT OF DEFIGIENCHES
AND PLAN OF QORRECTIEN

[X1) PROVIDER/SUPPLIERIGEA
|DENTFIFICATION NUMBER:

nea022

(4) MULTIPLE CONSTRUGTION
A, BULDING '

B.WING

{%3) DATE BURVEY
CEMPLETED

R
08108/2013

NAME QF PROVIDER OR SUPPLIER

FAIRVIEW DEVELOPMENTAL GENTER DJF IGF/ID

STREEY ADORESS, CITY, STATE, ZIP COGDE
2501 HARBOR BOULEYARD
COSTA MESA, 0A 52826

(%) ID
PREFIX
TAG

‘SUMMARY STATEMENT OF DEFICIENCIES
(EAGH DEFICIENGY MUST'BE-PRECEPED BY FULL
REGULATORY OR SC JDENTIFYING INFORMATION)

10
FREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EABH CORRECTIVE ACTION SHOULD.BE
‘GROSS-REFERENDED 70 THE APPROPRIATE
DEFIGIENGY)

{x5)
COMPLETION
DATE .

00, The Governing Body will revisw GBRs
cduring daily debriefing meetings (on regular
work days) and make recommendations for
additional administrative investigation as
indicated, :

pp. The Program Rigk Management Review
(PRMR) meeting process has bees flly
imptemented and has incorporated
attendance by the Agency Bvaluation Risk
Manager/desipnee and IPC. This meeling
includes a close review of QP8
reports/investigations and/or other
investigative reports, review of client injuries
or other changes in condition, restrictive
interventions uithized, comulative data
retated to GERs, and other health and safety

by Program Mannagement te ensure clients
are free from harm and that incdividual rights
and freedoms are in place,
qq. The revised process for Case Disposition
has been fully implemented to ensuie
thoroughness of investigations.
1r. The newly developed process for
administeative investigation has been fully
implemented to provide a mechanizm for
further investigation of events nftet the GER
has been completed and the OPS
investigation presented at Case Review,

concerns, Improvement plang are established |-

7/01/13

701413

70113

FORI CMS-2587{02.H0) Previous Versians Ohsolele
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+ DEPARTMENT OF HEALTH AND HUMAN SERVICES
GENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED
OMB-NO, 0938-0391

STATEMENT @F DEFIGIENCIES (%11 PROVIDERISUPPLIER/CLIA {%2) MULTIPLE COMSTRUCTION (X3) DATE SURVEY
AND PLAN OF GGRRECTION IBENFIFICATION WUMBER: A BUILDING ‘ COMPLETED
R
066022 B.WING (B8/09/2013
NAME OQF PROVIDER OR.SUPPLIER ' STREETADDRESS, CITY, STATE, ZIP CODE
FAIRVIEW D'C-VELOPMENTAI GENTER D/P ICFIID 2601 HARBOR ROULEVARD
' : ‘ ’ COBTA MESA, CA 92826
(X4} ID BUMMARY STATEMENT OF DEFICIENCIES o] PROVIDER'S PLAN OF CORREGTION (%53
PREEIX {EACH OEFICIENGY:-MUST BE-PREGERED BY FULL PREFIX {EACH CORABCTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LBC IDENTEYIIGHNFORMATION) TAG BROSS-REFERENCGED TO THE ARPROPRIATE DATE
. DEFICIENGY)
I
i
1
+
1
FORM C§-2607{02.09) Previous Varsions Obsalo ‘Gvenl 1 n0aN1 Facliy 107 GA176001768 W gontinuslion sheol Pago 27 5



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

FORM APPROVED
OMB-NO. 0938-0891

REGULATORY OR LBC IDENTIFYHIG INFORMATION)

DEFIGIENGY}

STATEMENT &F DEFIGIENGCIED {%4) PROVIDERISUPPLIER/CLIA X2) MULTIPLE GONSTRUGTION (X3) DATE SURVEY
AND PLAN OFO@RR‘ECTDN IRENTIFIOATION NUMBER: A, BUILDING ' COMPLETED
R
050022 8, WIiNG 0B/08/2013
HAME QF FROVIDAR OR SUPPLIER ¢ STREET ADDRESS, CITY, STATE, ZIP.CODE '
FAIRVIEW DEVELOPMENTAL CENTER D/P IGFAID 2801 HARBOR BOULEVARD
DEVELOPM ERD SOSTA MESA, GiA 92626
(R0 “SHIMMARY STATEMENT OF DEFICIENCIES J D PROVIDER'S PLAN OF CORRELTION {%5)
. PRERX [EARH DERIGIENCY-MUST BE-PRECERED BY FULL PREFIX [EAGH CORRECTIVE ACTION SHOULD.BE A COMPLETION
TAG . TAG ‘CROSSRERERENGEC TO THE APPROPRIATE DAY

FEH CME-2667{02-010) Praviaus Varslons Obsalgio

'Evenl 10 DOBN12
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DEPARTMENT OF HEALTH AND HUMAN SERVJOE.é
OENTERS FOR MEDIGARE & MEDICAID SERVIGES

FORM AFPROMED

CMB NO,

0938-0391

STATEMENT OF DEFIQIENCIES
AND PLAM OF CORRECTION

{#1} PROVIDERISUPPLIERICLIA
IDENTFIFKIATION NUMBER:

056022

{X2) MULTIFLE GONSTRUGTION
A BUILDING

B, WING

{%3) DATE SURVEY
COMPLETED

R
08!09/2?1"&3

HAME QF PROVIDER OR BUPPLIER

FAIRVIEW DEVELOPMENTAL GENTER DIP |GF/ID

© BTREET ADDRESS, GITY, STATE, ZIP CODE

2501 HARBOR BOULEVARD
COSTA MESA, CA 92626

{%4) 1D "SUMMARY STATEMENT OF DEFICIENCIES
PRERIX [EACH QERICIENCY-MUBT BE-PRECESED BY FULL
TAG REGUUATORY OR LAC IDENTIFYING INFORMATION)

4D

FREFI .

TAG

PROVIDER'S PLAN OF CORREGTION
|EAGH BORRECTIVE AGTION SHOULD.BE
GROSE/REFERENCED TO THE APPROFRIATE
DEFIGIENGY)

125}
COMPLETION
’ DATE

| reviewed the GER.*

| Inter vention” and 11,03 “Change of
Conclmon” and progesses

W331#1-14

- This section includes system-wide
processes, monitormg and QA components,
a. A template was developed to prompt
Leve] [ teviewers with specific questions
that wilt elicit a more thorough investigation
of events, leading to more comprehensive
and immediate correctivs actions, *

| b. Instruction was provided to Level 1 and II
reviewers and Agency Evaluation Risk
Analysts to ensure reconciliation of
information documented by nursing,
medical and OPS gtaff,* '

c. The Level 1 and 11 Reviewers will veufy
T the deseription of the number and
descriptions of injuries documented on the
GER during their review and ensure the
submitted information is consistent o all
sections prior to indicating that they have

d. ‘The Facility Goveming Body developed
and implemented new nursing procedures
including 11.01 “Temporary Conditions™,
11,02 “Client Injury Assessment and

“Problem/TC/TSP Tracking Log”,

“Physical Injury and Documentation
" Checklist” and-“Heaith Observations
Change From Usnal SelffBehayior*

19409713

9/09/13

8/15/13

FORM CMB 26B7{070D) Provious Versions Dbisolols *Ewan| JXDOSNAR

Fochlly 102 GAT70001769
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
QENTERS FOR MEDIGARE & MEDICAID SERVICES

FORM APPROVED
OMB NG, 0838-0391

STATEMENT OF DEFIGIENGIAS [%1) PROVIDERISUPPLIERICLIA
AND PLAN-OF QORRECTION IDENTIFIGATIGN MUMBER:
08G022

: GGN TION (%3} DATE SURVEY
L‘x?g UATEU;IEI;LE GONSTRUC DaTE SURVE
' R
8.WING 0BI08/2073

NAMIE QF PROVIDER QR SUPPLIER

FAIRVIEW DEVELDPMENTAL CENTER NP ICFIID

"STREET ADDRESS, CITY, STATE, ZIP.CODE.
2504 HARBOR BOULEVARD
COSTA MESA, CA 92626

{44 1D
PREEM
TAG

"SUMMARY STATEMENT OF DEFIOIENCIES
{EACH DERICIENG Y MUST BE-PRECEDED BY FULL
REGULATORY OR LBC IDENTIFYING INFORMATION)

D

PREFIX |

TAG

PROVIDER'S PLAN OF CORREGTION 145
[EAGH CORRECTIVE AGTION SHCULD.BE | cOoMPLETION

CROSSNEFERENCED TO THE APPROPRIATE BATE
DEFIGIENCY)

} Injury Assessment and Intervention,” *

| of the “Problem/TC/TSP Tracking Log™

1 b, A QAP was developed to monitor the 90113 |

| i. The Health Service Specialists will 901113
findings to the Aewte Care Committes.®
: Program Management, US, Shift Leads,

| [PC) will monitor during rounds for injuries

“will be caleulsted, analyzed by the AR Staff

e, USs/designees provided training (o all 910913
DCS on Facility Procedure 05,0402
“Change In Condition"” *

f, USs/designees provided training to all | 2/09/13
DCS on Nursing Procedure 11,01
“Temporary Conditions™ and 11.02 *Client

g, USs/designees will conduct a daily audit

and Interdisciplinary Notes to ensure
documentation of a¢ute problems and
Temporary Conditions and report findings
to the Unit Supervisor/designee for follow
up as needed, *

agsessment and documentation of injuries
and will be presented to the Acute Care
committes for Tollow up action as
indicated.*®

conduet a semi-annaal audit of injury
assessment documentation and will present

j- The “Rounds Team™ (Governing Body,
and repaort findings 1o the Agency ,
Evaluation Committes, Results of findings

Service Analyst and corrective action plans
developed.®

FORM OMB.2687(02.99) Provious Versipas Obsolale
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

FORM APPROVED
CMB-NG. D938-0391

QENTERS FOR MEDIGARE 8 MEDICAID SERVICES

REGULATORY OR LBC IDENTIFYIRG INFORMATION)

N

BEFIGIENSY)

STATEMENT OF DEFIGIENCIES (X1} PROVIDERISUPRLIER/CLIA {X2) MULTIPLE GONSTRUCTION %3 83&? .,Séfg\fy
AND PLAN OF GORRECTION IDENTIFIOATION NUMBER: A, BUILDING
R
053022 B.WING 08/05/2013
NAME QF PROVIDER OR SUFPLIER T STREETADDRESS, GiTy, STATE, ZIP.GODBE )
) ’ 2501 HARBOR BOULEVARD
FAIRVIEW DEVELOPMENTAL CENTER DI ICFIID COSTAMESA, GA 52626
: : 2 I DEFICIENGIES 0 PROVIDER'S PLAN OF CORREGTION 15
%Eé& {EAGSI']!J E*E”é?ﬁ?éﬁ%t‘@ﬂé’-pﬁ’ecem BY FULI. Pgﬁigx . AEAS%HR%??EE%E/S?S?SF fé;‘;%ﬁﬁ?,fm | oomeLEON

ke, PD/designee will take Immediate
cerregtive action if changes in client
condition are not being addressed and
motitored, .

- TFor specific clisnt POCs see individual
items below,

1 W 331, #1
a. Client 74 was examined and treatment

as documented in the
IDN/PPN until healed, *
b, All clients on residcnc_‘mre
assessed for injury and treatment was
1 provided and documnented s indicated, *
¢. A Temporary. Support Plan was initiated
to ensure the client's safety and well-baing, *

W 331, 42
1 & The assessment of Client 76 performed
by the residence physician provides the
coprect informdtion regarding the injury,
b Client 76 was examined and treatment to
FIER - ocumented in the
! IDN/PPN until healed. *
| ¢ All clients on l‘esidenuwcrc
nssessed for injury and treatment was
_provided and documented as indicated, *
d. A Temporary Support Plan was iniljated
to ensure the ctient's safety and well-boing. ¥

1 700613

| 808113

6/2'1113
B/08/13

6/27/13

7/06/13

7/06/13

FORK CiviG-2682{0%-08) Pravious Vorlons Ovsolrle

"Evonl [0;B00N12

Faglllly ID: GAE7H0O0T7BD
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FORMAPPROVED

DEPARTMENT OF HEALTH AND HUMAN SERVICES
GENTERS FOR MEDICARE & MEDICAID BERVICES OMB-NO, 0838-0881
STATEMENT BF DEFIGIENCIES (%1} PROVIDERISUPPLIERGLIA {%2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFIOATION NUMBER: A BUILDWG ' SOMPLETEC
o ‘ R
05G22 8. WING 081082043
HNAME QF PROVIDER OR SUPPLIER * STREETADDRESS, GITY, STATE, ZIP.CODE '
' ‘ - 2501 HARBOR BOULEVARD
FAIRVIEW DEVELOPMENTAL CENTER D/ tGFIID COSTA MESA, CA 92626
WD | OO | by || eiimien, |,
TAG REGUIATORY OR USC IDENTIFYING'INFORMATION) TAG Gr«ossrREEEREgg,ggl‘éggﬂE ARPROPRIATE :
W33L#3
a. The Residence Physician examined Client | 7/10/13
198 and documented treatment and progress
in PPN until condition resolved, * -
b, Client 198's was seen by the S 10/13
ollow up
appointment,
c. An Bmarging Risk Review was heldto | 7/16/13
{ discuss this incident and Client 198's curvent
' medical status including possible
contributing factors. *' .
d. The IPC Supervisor met with the IPC for | 7/10/13
Client 198 to revisw the clinlcal record for
all areas that contain medical documentation |
Y and her respensibility to consult with the U8
and medical personnel, ¥
&, Unit Supetvisor provided training to DCS | 8/15/13
on Client 198's Health Care Plans, including
documentation expectations .
- | f. A Temporary Support Plan was inftiated | 7/10/13
to ensure the client's safety and well-being.*
W 331,
a. The Residence Registered Nurse and 7130713
Health Service Specialisl(HSS) assessed
Client 57 for || N EGGG—_-
documentex! findings in the Clinical Record,
b. DCS documented his care and treatment | 7/30/13
- in the EONs until condition was resolved. *
w. All clients on residence 343 weve . 8/08/13
nssessed for mjury and treatment was
provided and documented s indicated, *
FORM CMS-2567(02.09) Previows Verslons Obsalete *Evun) 10 DOBN 2 Foeltiy If): CA1V0001760 Il conlinuation shesl Page Q, -7 g



DEPARTMENT OF HEALTH AND HUMAN SERVICEIS‘ EQORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB-NC, 0938-0291
STATEMENT OF DEFIGIENGIES (X1 PﬁOVIDERfSUPPLIERICLIA {X2) MULTIPLE GONSTRUGTION [X3) DATE SURVEY
AND PLAN OF BORRECTION IDENTIFIGATION NUMBER: A. BUILDING ' COMPLETED

: ' ‘ R
0563022 8. WING 9B/09/2013
NAME QF PROVIDER OR SUPPLIER * STREET ADDRESS, CITY, STATE, ZIPGODE '

2801 HARBOR BOULEVARD

FAIRVIEW .DEVELQPMENTA‘L CENTER D/P ICFNID COSTA MESA, CA 82626

#4) D ‘SUMMARY STATEMENT OF DEFICIENCIES [} PROVIDER'S PLAN DF CORRECTION e
rERbf‘m){ [EAGH DERICIENGY MUST BE-FRECEBED BY FULL PREFIA | __ [EADH CORREGTIVE ACTIONFHOULD.BE . GDAB'}E;!DI\
TAG REGUUATORY OR U5C IDENTIFYING INFORMATION) TAG GROSS»REHEHESEE%[E?{J\E{%}E ARPRDPRIATE -

d. A Temporary Support Plan was initiated | 7/30/13
to ensure the client's safety and well-being,*

W 331, #5
a. The Health Service Specialist (HSS) 8/06/13
assessed Client 180 forforahiend redrasgms
and documented findings in the Clinial
{ Record, * '
b. DCS documented her care and treatment | 8/06/13
in the IDNs until condition was resolved, *
¢. All clients onl residence 431 .were 8/08/13
assessed for injury and treatment was'
provided and decumented as indicated. * |
+ d, A Temporary Support Plan was initiated | 8/06/13
to ensure the client's safety and well-being,*

W 331, #6
8. DCS assessed, documented and | 8/08/13
.| meonitored affected area for change'in
condition and ensure prompt medica
atlention if netded. * :
"b. DCS assessed all clients for injury, B/09/13
documented and provided treatment as
neaded. * .

¢. A Temporaty Support Plan was initiated | 8/08/13
to ensure the client's safety and well-being, *

FORM GhMS-2587(02.00) Provious Versions Obsolule "Bvonl ID: 08N 12 Faalilly 1D: GA170001760 il continvalion sheel Page J,? q



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

FORM APPROVED
OMB-NO. 0938-0891

HTATEMENT &F DEFICIENGIES
AND PLAN OF QORRECTION

{X4) PROVIDERISUPPLIER/CLIA
IDENTIFIOATION NUMBER:

05G022

{X2) MULTIPLE GONETRUCTION
A. BUILDING

B, WING

{X3) DATE BURVEY
COMPLETED

R
08}09!291‘3

NAME QF PRDViDL'R OR 8UPPLIER

FAIRVIEW DEVCLOPMENTAL (”ENTER /P IGFAID

" 'ETREET ADDREBS, CITY, STATE, 2IPCOGE

2501 HARBOR BOULEVARD
COSTA MESA, GA D2626

(X410 "SUMMARY STATEMENT OF . DET(GlENmES
PRE#IX {EAGH DERICIENCY-MUST BE-PRECEDED BY FULL
TAG REGULATORY OR L8C IDENTIFYIG INFORMATION)

J0

PREFR |

TAG

PROVIDER'S PLAN OF CORREGTION
{EAGH CORRECTIVE ACTION SHOWLD.BE
CROSSREFERENGED TG THE ARPROPRIATE

DEFIGIENGYY -

[ e
COMPLETION
DATE

W331, #7
. The Dietician met with Client 82 to

his dietary needs, *

b. The Dirsctor of Dleteilcbfdesagnec,
provided training to Clinical Distitians,
inchding those on 344, to support clients in
making good food choices and expanding

| their knowledge of heakhy food choices Emd
their any diet limitations, *

¢, Director of [rietétics/designee will
monitor during rounds to ensure that olient
interactions with Dieticians and other’

.| Kitghen suppott staff are posmvc and

educational *

d. The Unit &upervism'/designee and [PC s

will monitor during mealtime to ensure that

clients receive quality dining room services,
are encouraged to malke positive food

| cholces, and are provided a variety of food

oplions that meet their preferences and

needs,®

‘e. A profocol was developed and

implemented to include clients in facllity

meny planning, *

review his diet preferences to better support

9/09/13

9/09/13
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
OENTERS FOR MEDICARE & MEDICAID SERVICES OMB:-NO. (938.0391
STATEMENT OF DEFIBIENGIES (%1} PROVIDER/SUPPLIERICLIA (%2) MULTIPLE GONSTRUGTION {X3) OATE SURVEY
AND FLAN OF OBRREGTION IDENTIFIOATION NUMBER: A, BUILDING ' COMPLETED
' R
056022 & WING 08/09/2043
NAME OF PROVIDER OFR SUPPLIER © §TREET ADDREBS, CITY, STATE, ZIP CODE '
' : 2501 HARBOR BOULEVARD
FAIRVJEW.(?EYEI_QPMENTAL CENTER DIP IGFIID COSTA MESA, CA 92026
%4310 "SUMMARY STATEMENT OF DEFIQIENCIES iD PROVIBER'S PLAN OF GORRECTION £xt)
PREFIX (EARH DEFIGIENGY MUST BE'-PRECERED BY FULL PREFE |EAGH CORRECTIVE ACTION SHOULE.BE || GOMPLETICH
TAG REGUIATORY OR KEC IRENTIFYING INFORMATION) TAG GROSSRERERENCED TO THE APPROPRIATE barE
. DEFIGIENGY)
}
FORM CMS-2567[02-08) Pypvious Verslons Obsolela ‘ "Even] 10:DOON TR F
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DEPARTMENT OF HEALTH AND HUMAN SERVIGES . FORM APPROMED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB-NO., 09380321
STATEMENT ©F DEFIGIENCIES (%) PROVIDERSUPPLIERICLA (X2) MULTIPLE CONSTRUGTION (%3} ggﬁi Lst_u&\gsv
AND PLAN OF 0ORRECTION IPENTIFIOATION NUMBER: A BUILOING

' ' R
0506022 B, WIkG 08/09/2013
NAME QF PROVIDER OR SUPPLIER - STREET ADORESS, CITY, STATE, 2IP CODE
' T 2501 HARBOR BOULEVARD
FAIRVIEW DEVEL.ORPMENTAL CENTER D/ [GFAID COSTA MESA, CA 92626
T SUNIARY STATEIENT OF DEFIGIENCIES i PROVIDER'S PLAN OF CORRECTION oo
)gfz‘}:)lflg( (EAGH DE‘EIGIENC‘('MUST BEPRECEDED BY FULL PREFIN |EAGH GORRECTIVE ACTION SHOULDBE | BOMPAE oK
TAG REGULATORY OR USC IDENTIFYING INFORMATION) TAG er&oss.nasnzaegg&glga g\;{}ﬁ APPROPRIATE :
W 331 8-10 _ .
i, The Medical Director reminded the 9/09/ 1}

medical staff that when an evaluaticn is
performed the provider is expected to enter
documentation on the Physician’s Progress
1 Note (FPN) and will conduct random audits
te monitor physician documentation.

b, Facility Policy 5.5,5 Attachment A — 8/09/13
Types of Incidents was revised to add
falls/suspected fall (with or without injury)
as an avent that requires initiation of a

| General Event Report (GER),

¢, Level I and Il Reviewers will monitor for
consistency between the medical staff's
entry on the GER and the PPN and will
discuss with the Medieal Director and/or

| Physician/RNP as indicated to addvéss
congerns, :

d, ctient 12 was | GG | 200
- L
o, DCS staff received training on FDC 5.1,1 ] 8/16/13
Clinical Standards of-Care and 5.5.5
General Event Reporiing - Attachment A
Types of Events (falls) )

f, DCS recaived training on 10.02 Helmet | 8/13/13
" Usage, 10.06 Newro Cheeks, 11,01
Temporary Conditions (new), 11.02 Client
[njury Assessment and Tntervention (new),
11.04 Daily Care Plow Shaets (new).

FORM GME: 2567{02-09) Pievinus Vierlons Obsolalo ‘Event 1:DDON12 Foalllty ID; CA70001768 If contlnustion sheel Page 9‘3 92



DEPARTMENT OF HEALTH AND HUMAN SERVICES ) FORM APPROVED

OENTERS FOR MEDICARE & MEDICAID SERVICES ONMB:NO, 0938-0391
STATEMENT OF DEFIGIENCIES (%1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE GUNSTRPCTIGN (Xﬁ:ggﬁ%ggﬁﬁ\ﬁi‘(
AND PLAN OF CORRECTION IDENTIFIOATION NUMBER: A, BULDING

: R
066022 8.-WINO 08/09/2013
HAME OF PROVIDER OR SUPPLIER * §TREET ADDRESS, CLIY, STATE, 2IP CODE

2501 HARBQR BOULEVARD

FF\IRVIEW.DEVELQPMEN'(‘AL CENTER DIP IGFID COSTA MESA, GA 32525 -

"al y S ‘ . . o P
SUMMARY STAFEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN 0{” CORRECTFO )

ngR‘::)fJg: (EAGH DIIEWEIGIEFTIGY' MUST BE-RREGEDED BY FULL PREFIX ‘ (EAG.H CORRECTIVE ACTION SHOULD .BE o GOM;’,{#TIOR
TAG REGULATORY OR UBC IDBNTIFYING INFORMATION) TAG GROS&-REEEHEB’E&?}@(&J\I{'EE ARRROPRIATE :

g DCS staff recolved training on FDCS.4.2 | 909713
Change of Condltion, FDC 5.5.5 General
Event Reporting —-Miner Unknown Injury-
reporting, and NP 10,06 Neuro Ghecks,
h. The following Nursing Procedures were | 8/13/13
developed or revised: 10.02 Flelmet Usage, '
[0.06 Neuro Checks, 10,09 Vital Signs,
11.01 Temporary Conditions (new), 11,02

| CHent Injury Assessment and Intervention
{new), 11.04 Dally Care Flow Sheets {new),’
i A Problem/TC/Temporary Support Plan | 9/01/13
Log was developed and implemented to
ensure DCS dsmonstrate continuity in
docmnentation of identified health

1 issuesfinjuries, ’

J. DCS received training on the
Problem/Temporary Condition/Teraporary | 9/01/13
Support Plan Log,

ki 8hift Lead/designes will conduct a daily |
.| audit of the “Problem/TC/TSP Tracking
Log” and Interdisciplinary Notes to ensure
documentation of acute problems and
“Temporary Conditicns and reporl findings
to the Unit Supervisor for follow up as

| needc?d."‘
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DEPARTMENT OF HEALTH AND HUIMAN SERVICES ' FORM APPROVED

QENTERS FOR MEDICARE & MEDICAID SERVICES OMB-NO, 0938-0891
STATEMENT OF DEFIBIENCIES (X1} PROVIDERISUPPLIERICLIA {X2) MULTIPLE GONSTRUCTION {53 gg&ﬁp LSéJTgEvDEv
AND PLAN OF GORRECTION IDENTIFIGATION NUMBER: A BUILDING

' ' R
. 0603022 BLAWING | 08/08/2013
NAME QF PROVIDER it BUFPUER TETREET ADDRESS, CITY, STATE, 2.P CODE
' . ' 2501 HARBOR BDULEVARD
FAIRVIEW .DEVEL(?PMENTAL CENTER D/P ICEAID COSTA MESA, CA 82628
T S UNARY STAYEMENT OF DEFIGIENGIES o PROVIDER'S PLAN OF CORRECTION )
F(’)l(lqE)FI& (EAGS# Démclﬁwcv- MUST BE-PRECEBED BY FULL PREFIX | (EAGHODRRECTIVE ACTIONSHOULDBE . | COMPLEROK
TG REGULATORY OR 550 IDENTIFYING INFORMATION) TAG : enossanﬁﬁﬁnegﬁcﬁglgﬁ (:r\!;‘.}ﬁ ARPROPRIATE :
) I

I A Daily Care Flow Sheet was developed [ 8/19/13
and iraplemented to provide a more sfficient
tracking mechanism for DCS to document
imporiant ADL services/supports .
throughout the client’s day. ,
in. DCS received training on the Daily Care | 9/01/13
Flow Sheet,
ni. A Physical Observation and 8/16/13
| Documentation Checklist was developed”
and distributed to residence staff to assisi
DCS in assessing, notifying appropriate
people, and documanting injuries or other
changes in condition, .
0. DCS received tralning on the Physical 8/16/13
| Observation and Documentation Checklist,
p. A Change In Usual SelffBehavior
document was developed and distributed to
residence staff to assist DCS staff in more
capably agsessing individuals’ care on an
.| ongoing basis. o
g, The IPCs and Health Service Specialists | 8/26/13
(HSS) were added as prticipants to daily
‘Progtam Management Meetings to facilitate
identification of and Immediately address
developing issues and trends for clients in
thejr caseload.
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OENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED
OMB-NQ, 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF GORRECTION

(X1} PROVIDERISUPPLIER/CLIA
IDERHAIQATION NUMBER:

050022

{%2) MULTIPLE GONSTRUGTION
A BUILDING

B, WiNG

{X3) DATE SURVEY
COMPLETED

R
08/09{2013

HNAME OF PROVIDER OR SUPPLIER

FAIRVIEW DEVELRPMENTAL CENTER [¥P IGFHID

STREET ADDRESS, GITY, STATE, ZIP CODE
2501 HARBOR BOULEVARD
COSTA MESA, CA 32626

{X4) 10 "BUMMARY STATEMENT OF DEFICIENCIES
PRERIX [EAEH DEFIGIENCY-MUET BE-PRECERED BY FULL
TAG REGUEATORY OR LSC IDENTIFYING INFORMATION)

1]

PREFI |

TAG

PROVIDER'S PLAN OF CORRECTION
{EAGH CORRECTIVE ACTION SHOULD.BE
CROSSREFERENCED TO YTHE APPROPRIATE
DEFIGIENCY)

1%6)
COMPLETION
' DATE

l—

1. An audit of the Emerging Risk Review
procoss was conducted to ensure
expectations are being met for quality

ensure thoronghness of investigation. The
Govemning Body reviewed the findings and
developed improvement plans for
addressing identified issues,

1 8. An audit of DCS’ adherence to Nyrsing
Procedures 11.01 Temporary Conditions
and 11.02 Client Injury Assessment and
Intervention was conducted to ensurs
expectations are being met for assessment
and documentation of injuries and other

T physical conditions,

t. A Qualily Assurance Performance
Improvement (QAP)) log was established to
contiue monitoring of DCS adherenee o

audit of medical and behavicral helmets to
shgure cleanliness, proper {it, and proper
“Tunction,

analysis and action plan devslopment and to -

assessment and documentation procedures. |
u. The PM&K Department conducted an

8/09/13

8/31/13

8/01/13

872313
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
DENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED
QmB-NO, 0938-0381

) STATEMENT OF DEFIGIENCIES {¥1} PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {%3) DATE SUREVEY
AND FLAN OF BORRECTION IBENTIFIGATION NUMBER: A BUILDING ! COMPLETEDR
' R
56022 B WG 08/09/2013

WAME GF PROVIDER DR SUPPLIER

FAIRVIEW DEVELOPMENTAL CENTER DIR IGFIID

* BTREET ADDRESS, GITY, STATE, 2IP CODE
2501 HARBOR BOULEVARD
COSTA MESA, GA B2626

(X4} 10
PREFIK
TAG

L

"SUMMARY STATEMENT OF DEFICIENCIES
(EAGH CEFIDIENGCY MUST BE-PRECERED BY FULL
REGULATORY OR LEC IDENTIFYING' INFORMATION)

10 PROVIDER'S PLAN OF CORRECTION
PREFIN [EAGH CORRECTIVE AGTION SHOULD.BE
TAG ‘CGROSSRERERENCED TO THE ARPROPRIATE

DEFICIENGY}

{75)
GOMPLETIOR
) DATE,

v. A Quality Assurance Performance
Improvement (QAPT) log was established to
continue monitoring of helimets, The
Governing Body reviewed the findings and
developad improvement plans for
addressing identified issues.

w. Unit Supervisor provided training to
DCS on expectation that health care plans

t for any client returning from Acute '

facility) will be reviewed by all pertinent

staff (fncluding but not limited.to

Medication Nurse and Health Services .

Specialist) upon readmission to home

1 residence, |

¥, US, SPT and IPC will monitor IDNs

and/or MARs for clients with apen

temporary conditions and open physical
problems through random reviews,

_Hospitalization (in the community or at the

8/23/13

9/00/13

FORM CWiS«2561(02.05) Previous Verslons Obsolele
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DEPARTMENT QF HEALTH AND HUMAN SERVICES
QENTERS FOR MEDICARE & WMEDICAID SERVICES

FORM APPROVED
omMBNO. 0938-0381

STATEMENT OF DEFIGIENCIES %1} PROVIDER/UPPLIERICLA
AND PLAN OF CORRECTION IRENTIFIOATION MUMDER;

066022

(X2) MULTIPLE EONSTRUCTION {X3) DATE BURVEY

A, BUILDING

B.-WING

COMPLETED

R

08!09/291'3

HAME QF PROVIDER OR 8UPPLIER

FAIRVIEW DEVELOPMENTAL CENTER D/P IQFIID

- BTAEET ADDRESS, CITY, STATE, 2P CODE
2504 HARBOR BOULEVARD
COSTA MESA, GA 92626

(%) 10 "SUMMARY STATEMENT OF DEFICIENCIES
PRERIX (EACH DEFICIENCGY: MUST BEPRECEPED BY FULL
TAG REGULATORY OR LBC IDENTIFYING' INFORMATION)

1D
PREFIA
TAG

PROVIDER'S PLAN OF CORAECTION (R8)
[EACH GORRECTIVE AGTION SHOULD.BE | cOMPLETIOR

CROSSRERERENGED 7O THE ARPROPRIATE DATE
DEFIGIENGY)

1 and expanding their knowledge of healthy

1 Coordinator rounds were revised to include

| administrative staff was formed to adopt a

“been revised to focus on the falls aspect of

" Body/Program: Management/Unit
‘Superviso/IPCs were revised to include

y. The Medical Director established a 9/09/13
protocel to enswre that when the qualty of
an imaging study is compromised, the
technician will immediately inform the
ordering physician for further evaluation
and management., -

z. Clinical Dietitians received training to 9/09/13
support clients in making good foed choices

food choices and their any diet limitations,
aa. Dietician interattion with clients will be
monitored by the Director of .
Dietetics/designee during rounds,

bb, Managemant/Supervisor/Case ‘ 8/15N3

topics specific to client injury assessment,
intervention, and docwmentation,

ce. An ad hoc commiitee comprised of 9/09/13
madical, health care, clintcal and

comprehensive Falls Prevention program,
dd. The Fracture/Fall Risk Assessment has | 9/09/13

assessment. It includes a scoring/weight
aspect (o assist the 1D Team in identifying
clienis at moderate and high rigk for falls
and care planning aceordingly. ,

ec. I'acility rounds conducied by Goveming] 8/15/13

assessment, intervention, and documentation
ol injurles per Macility protocol,

FORM CME-2567[02.99) Pravious Veeslons Dbsolule ‘Eyan! [N00AN1R

Fouhlly 100 GAT7000176R Il continuation sheel Page Q—g 7



DEPARTMENT OF HEALTH AND HUMAN SERVICE'S i FORM APPROVED

DENTERS FOR MEDICARE & MEDICAID SERVICES OMB-NO, 0938-0891
STATEMENT OF DEFIGIENCIES {41) PROVIDERISUPPLIERICLIA (A2} MULTIPLE GONSTRUGTION (X3) DATE SURVEY
AND PLAN OF O@RRECTtOh‘ IDENTFIFIQATION WUMBER: A, DUILBING * GCOMPLETED

. * . R
05GO22 | BWING 08/08/201%
NAME QF PROVIDES OR SUPPLIER « STREGT ADDRESS, CITY, 8TATE, ZIPOODE :

2801 HARBOR BOULEVARD

FAIRVIEWDEVELCI?PMENTAL CENTER DIP IOFAID COSTA MESA, CA b2626

"SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN DF CORREGTION {5}
IS'XR:IJFIIE; {EAGH UEFICIENCY-MUST BE-PRECEDED BY FULL PREFIS . {EACH CORRECTIVE AGTION SHOULD‘SE,f . OOMI;}%;HON
TAG REAULATORY OR 58 IDENTIFYING' IMFORMATION) TAG BROSE:RERERENGED TO THE ARPROFPRIATE d
. OEFIGIBNGY)}
ff. The IPCs and HSS’ were added as 8/29/13

participants to daily Program Managsment
Meetings to identity and immediately
addressdeveloping issues and trends for :
clients in their caseload,
gg. A tsmplate was developed fo prompt 9/09/13
Level T reviswers with specific questions
that will elicit a inore thorough investigation
{ of events, leading to more comprehensive
and immediate cotrective actions,

hh. Instruction was' previded to Level 1 9/09/13
reviewers and Agency Evaluation Risk
Analysts to ensure reconciliation of
information that is inconsistont betwaen

| nursing, medical and OPS staff.

ii. US/designee will monitor ensure
documentation on the GER includes
description, number, and length of injuries,
Ij» PR/PA/desizgnes will monitor to ensure
.| documentation on the GER and in the
clinical record is consistent,

kk, Program Directer/Program

' | ‘Assistant/Unit Supervisor/IPC/HSS will
monitor changes in client conditlon,

| Changes will be reviewed, discussed and

| action plans implemented as indicated at
Management Debrief Meetings held daity
(on regular work days). )

"1I. Program Director/designee will review
24 hour report and NOI Repost daily for
changes in client condition to ensure that
injuries and/or other change in condition are
properly documented.

FORM CMB256702.08) Previovs Vaisions Obsolule “Event 1D;000M12 Fuglily 1D} GAY7DODITER I continualion sheet Page ,;L g



DEPARTMENT OF HEALTH AND HUMAN SERVICE.S.
QENTERS FOR MEDICARE & MERICAID SERVICES

FORMAPPROVMED
OMB-NQ, 0938-0321

STATEMENT OF DEFIGIENCIES
AMD FLAN OF OBRRECTION

X1} PROVIDER/SUPPLIERICLIA
IDENTFIFIQATION NUMAER:

0506022

(X2) MULT

A BUILDING

B, WING

IPLE GONSTRUGCTION

{%3) DATE SURVEY
COMPLETED

R

NAME QF PROVIDER O 8UPPLIER

FAIRVIEW DEVELOPMENTAL CENTER D/P IGFAID

STRGET ADDRESS, CITY, STATE, 2IP.CODE
2501 HARBOR BOULEVARD
COSTA MESA; CA 92626

0810912(‘)'1'3

(%4310
PREMI:
TAG

"BUMMARY STATEMENT OF DEFIQIENCIES
(EAGH DERICIENCY- MUST BE PRECEDED BY FULL
RECURATORY OR I8¢ IDBNTIFYING' INFORMATION)

]

PREFI |

TAG

PROVIDER'S PLAN OF CORRECTION
[EAGH CORREGTIVE ACTION SHOULD BE
CROBS:RERERENCED T THE ARPROPRIATE
BEFIGIENGY)

[X5)
COMPLETION
' DATE

mm. The Program Rislk Manager will
mouitor each GER during the Level 11
Revisw to ensure that Lave! I guidelines are
followed and that a thorough investigation
has Lesn completed.
nn. Agency Bvalvation Director/designee
will monitor sach GER during the Level Tl
Review to.ensure that Level I guidelines are
1 followed and that a thorough investigation
has been completed,
o0. The Governing Body will review GERs
during daily debriefing meetings (on regular
wark days) and make recommendations for
additional administrative investigation as
indicated.
pp. The Program Risk Management Review
(PRMR).meeting process has besn fully
implemented and has incorporated
altendance by the Agency Bvaluation Risk |
Manager/designee and IPC, This meeting
includes a close review of OPS
reports/investigations and/or other
“Investigative reports, review of client
injuries ar other changes in condition,
| restrictive interventions utilized, cumulative
1 duta related to GERs, and other health and
safety conoerns, Tmprovetnent plans ure
established by Program Management (o
“ensure clients are froe from harm and that
‘individual rights and freedoms are in place,
qq. The reviged process for Case Disposition
has been fully implomented to ensura
thoroughness of vestigations,

1

TR

0113

FORM GIME-256702.08) Previous Vesslans Obsolale

“Evenl {0:D0ON12

Faclily ID; GA170G04758

If enntlnuation sheel Poge ;L% a




DEPARTMENT OF HEALTH AND HUMAM SERVICES FORM APPROVED
OENTERS FOR MEDICARE & MEDICAID SERVICES OMB:NQ. 0238-031
STATEMENT OF DEFIGIENCIES {41} PROVIDERISUPPLIERICLIA (%2) MULTIPLE GONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION HUMBER: A BUILDING . COMPLETED
B ‘ " ) R
056022 8. Wik 08/08/2013
NAME QF PROVIDER OR SUPFLIER - BTREET ADDRESS, QITY, STATE, ZIF CODE ‘
' : : 2801 HARBOR BOULEVARD
FAIRVIEW.DEVELQPME:NTAL CENTER DIP IGFHD GOSTA MESA, CA 92626
{X4) ID “SUMIARY STATEMENT OF DGF IDIENGIES i PROVIRER'S PLAN DF CORREGTION 5
PREFIX {EAGH DERIGIENCY MUST BE-FPRECEDED BY FULL PREFI | [EACH GORRECTIVE ACTION SHOULD.BE | COMPLETION
TAG KEGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSSrREﬁEﬂEg gg&;g gg E ARPROPRIATE BATE
11, The newly dsveloped process for 7/01/13
administrative investigation has been fully
implemented to provide a mechanism for
further investigation of events after the GER
hag been completed and the OPS
i investigation pressnted at Case Reviaw.
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DEPARTMENT OF HEALTHAND HUMAN SERVICES . FORM APPROVED
DENTERS FOR MEDICARE & MEDICAID SERVICES OMB.NO. 0538-0301
STATEMENT OF DEFIGIENCIES (X1) PROVIDERISUPPLIER/CLIA {X2) MULTIPLE ZONBTRUCTION {X3) DATE SURVEY
AND PLAN OF 0ORRECTION IDENTIFIGATION NUMBER: A DUILDING ' COMPLETED
- " R
' 0bGDZ2 B.-WING 08/09/2013
HAME QF PROVIDER OR SUFPLIER * STREET ADDRESS, CITY, STATE, 2iP.CODE '
) : 2504 HARBOR BOULEVARD
VIEW DEVE : .
FAIRVIEW D-I:VELC?PMENTAL GHNTER DiP IGFAID COSTA MESA, G 52525
(X410 "SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF GORRECTION i8)
PREFX (EAGH DEFICIENCY- MUST BEPREGEDED BY FULL PREFIX [EAGH CORRECTIVE ACTIONSHOULD.SE | COMPLETION
TAG TAB GROSSREFERENCED TG THE ARFROFRIATE DATE

REGULATORY OR LSC IDENTIFYING INFORMATION)

DEFIGIENCY}
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
OENTERS FOR MEDICARE & MEDICAID SERVICES

FORMAPPROVED
OMB-NO, 0038-0391

STATEMENT OF DEFIQIENGIES {31) PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUGCTION [X3) DATE BURVEY
AHD PLAN DF QBRRECTION IDENFIFISATION NUMBER: A, BUILDING ' COMPLETED
R
05G022 B, WING 08/08/2013
HAME GF PROVIDER OR SUPPLIER * STREET ARDRESS, CITY, §TATE, 2IP CODE j :
' 2504 HARHBOR BOULEVARD
FAIRVIEW DI P TAL CHNT .
IR .EVELC:‘J MENTAL CHNTER /P IQFNID ' COSTA MESA, GA $2826
{%Xay 10 ‘BUMMARY STATEMENT OF DEFIGIENCIES Ko PROVIRER'S PLAN QF CORRECTION 145)
PREFIX (EAGH DEFIOIENCY-MUST BE'FRECEPED BY FULL PREFIX [EACH CORRECGTIVE ACTION SHOULD.BE | DOMPLETION
TAG REGUUEATORY OR USC IDENTIFYING INFORMATION) TAG GROSBREEERENCED TO THE APPROPRIATE DATE
. DEFIGIENGY)

FORM G'iu'l_s‘ztiﬁ?(t]?-ﬁa‘] Provinus Verslons Obsolele “Evanl ID:0RgN1R Fagilly iD: CAT7000 760 I coniinuation shael Page ;La”_



DEPARTMENT QF BEALTH AND HUMAN SERVICE.Sl i FORM APPROVED

QOENTERS FOR MEDICARE & MEDICAID SERVICES OMB-NO, 0§38.-0891
STATEMENT ©F DEFICIENGIES (%) PROVIDERISUPPLIERICLIA {X2) MULTIPLE GONSTRUGTIGN (X3} DATE BURVEY
ANDPLAN OF GARRECTION IDENTIFIOATION NUMBER: A BUILDING : COMPLETED

' ' . R
056022 B, WING 08/09/2013
NAME OF PROVIDER QR SURPLIER ] " | STREETADDRESS, (1Y, STATE, ZIP.GODE T
FAIRVIEW DElVFLOP ENTAL CE'N ER DIP ICFNID 2601 HARBOR BOULEVARD
A AU M T COSTA MESA, CA B2626
Ko "SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF, CORRECTION (5)
PRERIX {EAGH DEFIGIENCY-MUST BE -PRECEDED BY FULL PREFIL | (EARH CORRECTIVE ACTION SROULD.BE || sompLETION
TAG REQGULATORY OR ESC IDENTIFYING IHF ORMATION) TAG 'GROSSuREEEHEgé)EIDIE(a g\;ﬂz APPROPRIATE DATE
. G !
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OMB-NO. 0938-0381

STATEMENT ©F DEFIGIENCIES
AND PLAN OF GBRRECTION

(41} PROVIDERISUPPLIER/GLIA
JDENTFIFIOATION MUMBER:

0503022

(%2) MULTIPLE GONSTRUCTION
A BUILDING

B.WING

{%3) DATE SURVEY
COMPLETED

R
08/08/2018

NAME OF PROVIDER OR BUPPLIER

FAIRVIEW DEVEL OPMENTAL CENTER [P 1QFIIID

- STREET ADDRESS, CITY, STATE, ZIP.LODE
2504 HARBOR BOULEVARD
GOBTA MESA, CA 82526

(%4} 1D
PREFR
TAG

“BUMMARY STATEMENT OF DEFICIENCIES
{EAGH DEFICIENCY-MU ST BE PRECEBED BY FULL

" REGULATORY OR LSC IRENTIFVING' INFORMATION)

|
|

e PROVIDER’S PLAN OF GORREGCTION
PREFIX [EAGH CORRECTIVE ACTION SHOULILBE
TAG CROSHREFERENGED 7@ THE APPROPRIATE

REFICIBNCY}

(nt)
COMPLETION
DATE
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) R
05G022 B, WING C8/09/2013
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| DE H T o \
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{X4) 1D 'SUMMARY STATEMENT OF DEFICIENCIES A0y FPROVIDER'S PLAN OF CORREGTION {%5)
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REGULATORY OR UG IDENTIFYING' INFORMATION)

DEFIGIENGCY)
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AND PLAN OF CORRECTION IDERTIFIOATION NUMBER: A, DUILDING : COMPLETED
. R
D5G022 B, WING 03/08/2043
NANE QF PROVIDER DR SUPPLIER * §TREET ADDRESS, CITY, S§TATE, 2P CODE ’
FAIRVIEW DEVELOPMENTAL GENTER DIP IOFID £601 HARBOR BOULEVARD
’ . ' GOSTAMESA, GA 92626
(30 D "BUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF GORRECTION :
FRERI {EAGH DERIGIENCY: MUST BEPRECEDED BY FULL PREFI% (EAGH GURRECTIVE ACTION SHOULD.BE COMPLETION
TAG TAG CROS5:REFERENGED TO THE APPROPRIATE DATE

REQULATORY OR LBG IDENTIFYIRG INFORMATION)

DEFIGIENGY)

FORM B 2567{07.99) Piavious MVirslons Obsclale
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Faclilly 10 GA170001708
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED
OMB-NO. 0538-0391

HEGULATORY OR FBC IDENTIFYING INFORMATION)

STATEMENT O@F DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (%2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF'CG!RR?CTION IDENTIFICATION NUMBER: A BUILDIG ' COMPLETED
R
05022 B, WING 0810912013
NAME QF PROVIDER OR BUPPLIER * BTREGT ADDRESS, CITY, 8TATE, ZIP.CORE '
FAIRVIEW DEVEL OPMENTAL GENTER DIP ICF/ID 1501 HARBOR BOULEVARD
T , ' COSTA MESA, CA 82826
X4y 1D "BUMMARY STATEMENT OF DEFIGIENCIES i) FROVIDER'S PLAN OF CORRECTION [XA)
PRERIY, {EAGH DEFRIGIENCY-MUST BE-PRECEDED BY FULL PIEFIA {EAGH CORRECTIVE ACTION 'SHOUWLD.BE COMPLETION
TAG TAG ‘CROSBREFERENCED TO THE APPROPRIATE DATE -

DEFIGIENGY)

FONM Ci5-2607(02.40) Pravious Viersions Dbsolele

r

‘Evens 10:0D8N12

Faollly ID: GAT7DG01750

If cantinuatlen shopl Page
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DEPARTMENT OF HEALTH AND HUMAN SERVIGES
OENTERS FOR MEDICARE & MEDICAID SERVICES

FORMAPPROVED
OMB:NOQ, 0938-0891

REGUIATORY OR B0 IDENTIFYING INF QRMATION)

DEFICIENGY)

STATEMENT OF DEFIGIENGIES (1) PROVIDERISUFPLIERICLIA (%2) MULTIPLE GONSTRUGTION (%3} DATE BURVEY
AND PLAN OF GORRECTION IDENTIFIOATION NUMBER:! : COMPLETED
: A, BUILDING
R
_ 056022 B.WING 08/09/2013
NAME OF PROVIDER OR 8UPPLIER - STREET ADDRESS, CITY, 5TATE, ZIP.CODE
' ' 2801 HARBOR BOULEVARD
FAIRVIEW DEVEL ST GNTER DIP IQFHID " .
AIRVIE .FVE[ C?PM&NFAL CENTER DIP ICF GOSTA MESA, A 52526
(%4310 "BUMMARY STATEMENT OF DEFIGIENCIES l 10 PROVIDER'S PLAN OF CORREGTION T pxap
PRIERS (EAGH DEFICIENCYMUST BE PRECEBED BY FUILL PREFIN (EAGH GORRECTIVE ACTION SHOULD.BE 1 coMiLEYIoN.
TAG l TAG ‘CROSS:RERERENCED 7O THE ARPROPRIATE BATE

FORM CIAS-2667(02-89) Previous Varsions Obsolete

“Evont 1D OBINAR

Faciiy 1D GAITDODATSD
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DEPARTMENT OF HEALTH AND i‘iUMAN.SERV!CE_S'
OENTERE FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED
OMB-NQ. 0938-0391

REGULATORY OR L8C IDENTIFYING INFORMATION)

DEFIGIENCY)

STATEMENT &F DEFIGIENGIES (A1) FROVIDERISUPPLIERICLIA (X2} MULTIPLE GQNSTRUCTION (%3) DATE BURVEY
AND PLAN OF SORRECTION IDENTIFIGATIGN NUMBER: A BUILOING ' COMPLETED
o . | .
05B022 B.WING 08/08/2013
NAME QF PROVIDER OR SUPPLIER ) - STREET ADDRESS, CITY, 8TATE, 2IF GODE '
) . o . 2504 HARBOR BOULEVARD
FAIRVIEW.E‘)EVELC.)PME:NTAL CENTER DIP IGFIID COSTA MESA, CA 82625
(%4 1D "SUMMARY STATEMENT OF DERIOIENCIES 10 PROVIDER'E PLAN OF CORRECTION {x5)
PRERIX {EAGF DERICIENCY MUST BEPREGEOED BY FUILL PREFIX {EAGH CORREGTIVE AGTION $HOULD.BE COMPLETIOR
TAG TAG CROSHRERERENCGED TO THE ARPROPRIATE DATE

FORM CMB-2567(02.09) Provisus Veralonk Obsoleln

"Event 10 000N1R

Faclily ID: CAT70001788
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DEPARTMENT OF REALTH AND HUMAN SERVICE.S . FORM APPROVED

OENTERS FOR MED|CARE & MEDICAID SERVICES OMB NG, 0938-0391
STATEMENTDF DEFIGIENGIES (%1} PROVIDERISUPPLIERIGLIA 1%2} MULTIPLE GONSTR‘UCTION (Xﬁ)gg&%ﬁgﬁe\/g‘r’
AND PLAN OF GGRRECTION IDENTIFICATION NUMBER: A, BUILDING

' ' R
050022 RAWING 0B/09/203
NAME OF PROVIDER OR SURPLIER * STREET ADDRESS, CITY, 8TATE, ZIP.CODE .

2601 HARBOR BOULEVARD
COETA MESA, CA 92526

FAIRVIEW DEVELOPMENTAL CENTER DIF IGF/ID

‘ ' 5 2 A § TION 5

%4 SHUMMARY STATEMENT OF DEFIGIENCIES i) PROVIDER'S PLAN OF CORfEC J :
!!‘ngfj& (EAGH DEFIGIENGY: MUST BE PRECEDED BY FULL PREFX | {EAGH CORRECTIVE ACTION'SHOULDR.BE . ﬂOMgkglmf

TAG REGULATORY OR I5C IDENTIFYING INFORMATION} TAG CRDSS,REFERESSFEEI&E%JHE AFPROPRIATE :

W33L#11-12

7130113

b. US met with the staff who failed to 8/09/13
complete the training or engage in the '
activity and provided correetive action, *
¢. The Unit Supervisor provided training b | 8/13/13
| DCS regarding Client s behavioral plaris
and the specific situational antecedents.

d. A Bpecial Conference was held and 9/09/13
meodifications were made to her behavioral
plans, communication training, Physician’s
Crders, Health Care plans and Approaches
& Strategies, and recommendations for
modification to,be made to her wheelchair
wete approved by the IDT,

¢ The Unit Supervisor provided training to | 9/09/13
DECS on the revisions made to Client 18
program plen, '

f. Facility Policy 3.1.1 Clinical Siandards of | 8/30/13
Care was revised to include a section on

‘ . | "assessing skin integrity during client care,
g. US/deslgnee provided training to all DCS | 9/09/13
staff including 341 DCS on Faeility Policy
3.1.1 Clinical Standards of Care with focus
. ' | on agsessing skin integrity during clisnt
_care, *

FORM GG 20070249} Pravious Vienions Obsolale Evenl 10 D0OGIHR Eaeliity 10, GAYI0001 708 { canitnuation sheel Page % oV



DEPARTMENT OF HEALTH AND HUMAN SERVIC E&:
OENTERS FOR MERICARE & MEDICAID SERVICES

FORM APPROVED
OMB-NO, 0838-0391

STATEMENT @F DEFICIENCIES (X1) PROVIDERISUPPLIERICLIA
AND PLAN OF GORRECTION IDENTIFICATION NUMBER!

0506G022

LTIPLE CONSTRUGTION {X3) DATE SURVEY
j\m;ti?lunu;ca ' COMPLETED

) R
B.-WiNG 08!09!291‘3

NAME QF PROVIOER OR SUPPLIER

FAIRVIEW DEVELDPMENTAL GENTER DIP IGFIID

* 5TREET ADDRESS, QITY, STATE, ZIR CODE
2501 HARBOR BOULEYARD
COSTAMESA, CA 920626

(2D "SUMMARY STATEMENT OF DEFICIENCIES
PRERIX (EAGH DEBICIENCY MUST BE-PREGEDED BY FULL
TAG REGULATORY OR L'SC IDENTIFYING' INFORMATION)

D PROVIDER'S FLAN OF GORREGTION {6}
PREFI, | [EAGH CORREGTIVE ACTION SHOULD.BE | COMPLETION
TAG GROSE:REFERENGED TO THE ARPROPRIATE DATE

‘ DEFIGIENGY)

W 331, #13
&. The health care plax: for Client 1 was 7729113
revised to accurately reflect the gastrostomy |
fube and fluid intake, . o
b. A Speclal Conference was held and 9/09/13
moedifications were made to her behavioral .
plans, communication tralning, Physician’s .
Orders, Health Care plans and Approaches

1 & Strategies, and recommendations for
modification to be made to her wheelchair
were approved by thie IDT.

¢. US provided training to DCS on the 9/09/13
revislons made to Client 1%s program plan, *
d. US provided traiming to DCS on Client | 9/09/13
| ’s vesidence on FEDC 1,3.1 “Missicn and | :
Values” with ernphasis on thair
responsibility to ensuré chents are provided
dignity, respect and guality of lif
services/treatment, ¥ : .
| & US provided fraining to DC& on Client | 9/09/13
s residence on FDC 1,3.2 “Principles and
Practices” with'emphasis ep the staff’s
responsibility to protect the rights of the
individuals who live a1 FDC by providing

| services and supports.thet build confidence,
| self-worth and self-determination, *

T. Training was provided to 34] DCS on 9/09/13
FIC Policies 5.1.2 Continuous Active
“Treatment, 5.1.1 Standards of Care, 1.1.5
Clients’ Rights, NP 5.5.1 Gastrostomy Tube
Feedipg. ¥ ‘

FORI QMB-2567(02 48} Provious Yersions Chsolale “Evant 1D;0gaN{2
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
OENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED
OMB-NO. 0838-0391

STATEMENT OF DEFIGIENCIES
AND PLAN OF CORRECTION

{%1) PROVIDER/GUPPLIER/CLIA
IDENTIFIOATION NUMBER:

056022

{%2) MULTIPLE GONSTRUCTION
A. BUILDING

a8, WING

(%5) DATE SURVEY
COMPLETED

0B/09/2013

NAME QF PROVIDER OR SUFPLIER

FAIRVIEW DEVELOPMENTAL CGENTER D/P IGF/IID

© §TREET ADDRESS, CITY, STATE, 2IP GODE
2501 HARBOR BOULEVARD
GOSTA MESA, CA §2826

(%43 1D
PRERY
TAG

‘SUMMARY STATEMENT OF DEFICIENCIES
{EAGH UEFIGIENCY-MUBT 88 PRECEBED BY FULL
REGUIATORY OR LSC IDENTIFFING INFORMATION)

0 PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH CORRECTIVE ACTION SHOULD BE
THG BROSSREFEREHNCED TE THE APPROPRIATE

BEFIGIENGY)

[%6}
GOMPLETION
DATE

g. The US/designee will conduct rounds to
ensure privacy and dignity are maintained
during ADLs , #

h. Follow-up/review for statf knowledge
and awareness of the standatds will be
incorporated into focus calendars for review
at huddle/shift change mestings. *

FORM GMSE-2507{D2-80) Pravious Verdions Qbsolele

"Event 1DI00ONIR

Frohity 1D: GA1700D1768

v
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DEPARTMENT OF HEALTH AND HUMAN SERVIGES'
QENTERS FOR MERICARE & MEDICAID SERVICES

FORM ARPROVED
OMB-NO. 0938-0891

REGULATORY OR UBC IDENTIFRG INFORMATION)

DEFGIENGY)

STATEMENT ©F DEFIBIENGIES (%1} PROVIDER/SUPPLIERICLIA %2) MULTIPLE GONSTRUCTION (X3 gg;lﬁ fg?s{itv
AND PLAN OF CGRRECTION [DENTIFIOATION HUMBER: A BUILDING
' R
056022 B.-WING : 08/09/2013
NAME OF PROVIDER OR BUPPLIER i T STREET ADDRESS, CITY, STATE, 2IP.GODE ; i
: ' 2601 HARBOR BOULEVARD
FAIRVIEW DEVELOPMENTAL CENTER DMP ICFNID COSTA MESA, GA 92626
‘8L ‘EMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION [5
J%Ei& rEA(f:-llJ Qé”ﬁﬁfiﬁmmf? LSL:EEGIE%ED%E FULL P[l{_ igm , c rg%ﬁgtr{ %gggg%tfg #g?rlgg ASEP%%F?}'{?:TE . OUMgkfg L]

W 331, #14

a. A General Event Report (GER) was
completed for Cliant 162 upon discovery.

b. Client 162 was assessed, treated,
monitored and documentation was
comploted*

¢. A Temporary Support Plan was initiated
to ensure the ¢lient's safely and well-baing.*

1 d. DTS assessed all clents for injury,

documented findings and provided
treatment as necesséry.*

¢. Unit Supervisor provided training to
DCS on Client 162s residence on Facility
Policy 5.5.5, “General Event Reporting.™

1€ PD/PASUS/IPC/HSS will inonttor

changes in client condition during the
Management Debrief Meetings and follow
up a8 indicated. *

7313

17131413

7430113

8/05/13

8/14/13

" B PDhlesignee reviews 24 hour report and .

NOD Report dally for changes in client

gondition to ensnre that injuries and/or other|

change in condition are properly

‘documented,*

h. Staff will assess clients for injury or

| other physical conditions during naturally
oceurring times throughout the day, *

I

FORM CME2567[02.09) Previouws Veralons Qhsolale

“Evanl 1D DR 12
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DEPARTMENT OF HEALTH AND HUMAN SERVICE,SIS ‘ FORM APPROVED

OENTERS FOR MEDICARE & MEDICAID SERVICES _ OMB-NO. 0938-0391
STATEMENT OF DEFIGIENGIES {X§) PROVIDERISUPPLIERICLIA {£2) MULTIPLE GONSTRUGTION {X3) DATE SURVEY
I 'AND PLAN OF CORRECTION JDENFIFIGATION NUMBER! A, BUILDIRG ' COMPLETED
. . ©R
053022 8. WING 0BI0S12013
NAME OF PROVIDER OR BUPPLIER . THTRERT ADDRESS, GITY, STATE, 2IP CODE '
FAIRVIEW DF:VELOPMENTAL OEIN ER D IGFIID 2501 HAREOR BOULEVARD
: : ' K COBTA MESA, CA 82626
X4y I “SUMMARY STATEMENT OF DEFIGIENCIES 0 PROVIDER'S PLAN OF CORREGTION (B}
PRIFR (EAGH DERICIENCY-UST BE-PRECEDED BY FULL PREF)% | [EAGH QORRECTIVE AGTION SHOULD.BE | compLETION
TAG REGULATORY OR 180 IDENTIFYING INFORMATION) TAG GROBSnREEERENUE!g 0 gHE APPROPRIATE DATE
. DEFINIENGY}

FORM CME-2B07(02.08) Previaus Veralons Obsolole “Evonl 10 DO 2 Euelilly 10: GAT70001768 i sonlisualion sheot Puge % o ‘l




DEPARTMENT OF HEALTH AND HUMAN SERVIGES

CENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED
OMB-NQ., 0938-0591

STATEMENT OF DEFIBIENCIES %4} PROVIDERISUPPUERICLIA (%2) MULTIFLE GONSTRUCTION (%3) gg; 1;:: EéJTFgDEY
. AND PLAN OF GORRECTION IDERFFIOATION MUMBER: A BUILDING _
. ~ . oy
: )ile]ibad B.WING 08/0 02013
. HAME OF FROVIDER 05 SUPPLIER TSTREET ADDRESS, DH'Y, BTATE, ZIP.CODE
! ) : 2501 HARBOR ROULEVARD
; FAIRVIEW DEVELOPMENTAL CENTER D/P s2ilin] COSTA MESA, A 92626 '
e EMENT OF PROVIDER'S PLAN OF GORRECTIGN 1458
(%4 ID SUMMARY STATEMENT OF DEFIIENCIES ) PLAN _ contBron
3H DEF . E-PRECEDERD BY FULL PREFIX 1EAGH GORRECTIVE AGTION SHOULD BE
P?ﬁé‘“ oA LR S ; TAG ‘BROSSRERERENGED TC THE APPROPRIATE DATE

REGULATORY OR UG IDENTIFYIRG INFORMATION)

DEFIGIENGY}

LY

W 371

medlcation approaches and strategies for
Cljent 150, .

b, Teaining has been developad and a
schedule established to sducaie all DC3
staff including 430 DCS on expectations
and implemeniation of self-administration
1 of medication. '
¢ An audit tool has been established and
nursing staff will monitor the
implementation of self-administration of
medication o ensure program pians are -
implementad correctly, *

1 d. USs/dssignees will monitor during
rounds to ensure clients on all residences,
including Client 150, training plans are

choico, specifically related to medication
administration.*

| e. TPCs for all clients including the PG for
‘Client 150 will monitor program plan
training objectives, including oppertunities

site yisits and will document findings in

and actions implementad as indicated,

a, US irained DCS on selfiadministration of

| implemented as written and that clients have
- | angoing opporiunities for independence and.}

| for self-administration of medication during

their-monthly progress notes. Concerns will
_be shared with the Unit Supervisor/designee

9/09/13

9/09/13

T 509713

womspord

FORM CMS-2587(02-69) Pravious Versions Obsalilo
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BEPARTMENT OF HEALTH AND HUMAN 'SERVICES
CENTERS FOR MEDICARE & MEDICAID BERVICES

FORM ARPROVED
CMB:-NO, 0938-0391

STATEMENT OF DEFIGIENCIES (%11 PROVIDERISUPPLIERICLIA {%2) MULTIPLE GONETRUGTION (X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFIGATION WUMWBER: A, BUILDING ' COMPLETED
: ' R
050022 B-WING 08/09/2013
NAME OF PROVIDER OR SUPPLIER TSTREET ADDRESS, GITY, STATE, ZIP.CODE ‘
: ' : 2504 HARBOR BOULEVARD
FAIRVIEW DEVELOPMENTAL CHNTER DIF IGFAID COSTA MESA, GA 92626
o STATIAENT OF BEF ! F CORRECTION Cxs
We | e omemess B [ SIOREEHS O ool
TAG REGULATORY OR KRG IDENTIFYING INFORMATION) TAG GROSS.REFERENGED TO THE APPROPRIATE
. DEFICIENGY)
f. The “Rounds Team” {Governing Body,
Program Management, Unit Superyisors,
Shift Leads, Case Coordinators) will
conduct-rounds to ensure active {reatment
Ineluding self administration of medicalion
is baing appropriately provided as
scheduled. Results of findings will be
calculated; analyzed by the AR Staff Service
] 1 Analyst and cotrective action plans
developed.
»
FORM GMS-2567(02.09) Pravious Vedslons Obsolela "Event I DOANER Fugllly 10: GA170001769 Ii conlinuation aheat Page 3 Ol




DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM ARPPROVED
OENTERS FOR MEDICARE & MEDICAID SERVICES OMB-NO; 0a38-0391
STATEMBNT OF DEFIGIENGIES {%1) PROVIDERISUPPLIER/CLIA 1X2) MULTIPLE CONSTRUCTION (Xa) DATE SEJRVEY
AND PLAN OF QGIRRECTION IDENTIFICATION NUMBER: A BUILDING g COMPLETED
. . ' . ’ ) R
053022 B.-WING 0B/0S/ 2073
HAME OF PROVIDER (I} BUPPLIER * BTREET ADORESS, DITY, STATE, Z\P.CODE !
' : 2501 HARBOR BOLILEVARD
FAIRVIEWDEVELQPMENT}-\L CENTER DIP IGFIID COSTA MESA, G 92626
. ™ y i : 5CT
AR na B oS BEFEGEDED 2y FULL X | IPAGH GORREGTINE ACTIONSHOULDE | confiaron
TAG REGULATORY OR USC IRENTIFYING INFORMATION) TAG GRDSS'REEEH'SS&E,&R g%& APPROFPRIATE :

(]

W 443 Item 1.2

&, US immediately provided training to the | 8/06/13

housekeeping staff on 428 in the comect nse

of g fire extinguisher, * .

b. The Facility Fire Chiof provided hands-on| 8/15/13

training with all staff including '

Housekeeping Staff in “Fire Dxtinguisher

Training” -and in the “PASS™ acronym.

1 Instruction included pujling the pin, atming

the extinguisher hose at a target, squeezing

the extingtisher handle and exscuting a

sweeping motion ai the base of the proposed

target on | . e

c. The Facility Custodian Supervisor 11T will |

1 query individual housekeepers on a rotating

basis during the monthly department staff

meeting regarding the mechanics of
operating & fire extinguisher and provide

coaching as needed, .

.| ¢ The Facility Environmental Audit
Technician (FEAT) will query
Housekeeping staff during monthly

‘ingpections on how to use a fire extinguisber

“and the meaning of RACE a4 PASS and

, will provide a report to the Housekeoping

Supervisor [ for follow up training as

indicated.

FOR ChB2667[07-80) Presviows Versions Ohsolels ‘Evant 1D10YON 12

Facllly 1Dz CAT700D 769 ° Il poplinuation sheat Page



DEPARTMENT OF HEALTH AND HUMAN SER.V?GE_C:‘-
OGENTERS FOR MEDICARE & MEDICAID SBERVICES

FORM APPRCOVED
OMB-NO. 0938-0281

STATEMENT OF DEFICIENCIES {*1] PROVIDERISUPPLIERIGLIA
JAND PLAN OF CORRECTION IDENTFIFICATION NUMBER:

0503022

B WING

(X2} MULTIPLE GONSTRUCTION {%3) DATE BURVEY
A BUILDING

COMPLETED
R

NAME OF PROVIDER OR BUPPLIER

FAIRVIEW DEVELOPMENTAL CENTER D/P 1CF/ID

08082018
 STREET ADDRESS, GITY, STATE, ZIP GODE o
2501 HARBOR BOULEVARD
COBTA MESA, CA 92626

(%43 1D "BLIMMARY STATEMENT OF DEFIOIENCIES
PREFIX (EAGH DEFICHENCY MUST BE-PRECEDED BY FULL
TAG REGULATORY OR BC IIENTIFYING INFORMATION)

D
TAG

FREFIX |

PROVIDER'S PLAN DF CORREGTION 125)
|EABH CORRECTIVE ACTION SHOULD.BE | COMPLETION

GROSSRERERENCED T THE APPROPRIATE DATE
DEFIGIENOY)

e. The General Services Administrator
I/designee will monitor to ensure
Housekeeping staff attend annual training
relaled to Fire Safety Prevention which
includes use of a Tive extinguisher,

f, Follow-upfreview for staff knowledge and
awarenecss of the standards will be
incorporated into the focus calendars for

1 review at huddle/shift change meetings,

g. A QAP was developed which includes
staff queries by the feoility Fire Chief
related to fire prevention procedures and the
information is presented to the AE
committee for follow up actior plans as

1 indicated, *

lv. The facility “Rounds Team” (Governing
Body, Program Management, US, Shift
Leads, IPC) conduct rounds to ensure staff
competency in fire prevention procedures
and report findings to the Agency
Evaluation Committee. Resulis of findings
will be calculated, analyzed by the AE Staff
‘Service Analyst and corrective action plans
developed.*

W 454 liem 1 '

a, The Housekeeping Supervisor provided | 8/01/13
" cowrsctive actien to the housekeeper
regarding the use of gloves and infection
control, ¥ '

.

FORN GMS-2567 (02.09) Piavibus Veraions Obsolule ‘Evant 10000012
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DEPARTMENT OF HEALTH AND HUMAM SERViGEé FORM APPROMED
OENTERS FOR MEDICARE & MEDICAID SERVICES : OMB-NO, 0838-0381
STATEMENT OF DEFIGIENGIES [%1) PROVIDERISUPPLIGRICLA (x2) MULTIPLE GONSTRUGTION x3) ggm SEUTBEVDEV
AND PLAN OF GORRECTION IDENTIFIGATION NUWBER: A BUILOING _
v - * * R
053022 B WING 08109/291‘3
NAME OF PROVIDER OR SUPPLIER ~ GTREGT ADURESS, GITY, SIATE, ZIF.GODE
' : 2501 HARBOR BDULEVARD
FAIRVIEW DEVELOPMENTAL CENTER /P 1QF/ID GOSTA MESA, GA 92525
T S URMARY STATEMENT OF OEFITIENCIFS 0 PROVIDER'S PLAN OF CORRECTION o)
;‘:ﬁ?;ﬁ {EAGH OERICIENCY: MUST BE-PRECEBED BY FULL PREFIX | [EAGH CORREGTIVEAGTIGN SHOWLDBE [ ODMPLETION
TAG REGULATORY OR 1:8C IDENTIFYING' INFORMATION) TAG CROSSRERERENGED TG THE APPROPRIATE 3
. DEFIGIENGY)
§ .
b. The Facility 8taff Development 9/09/13

Department initiated hands-on training to all
Housekesping Staff, including 428 staff, in
“Hand washing and Personal Protective
Equipment (PPE)” including gloves,
Instruetion included method of hand
washing and PPE techniques, *
| ¢ The Fasility Custodian Supervisor LI will
query individnal housekeepers on a rotating | A_
bhasis during the monthly depariment staff
meeting regarding PPE and Infection
Contrel principals and provide coaching as
needed, ’
| d. The Facility Environmental Andit
Technician (FEAT) will monitor
Housekeeping staff during monthly
inspecticns on PPE use, hand washing
habits, and adherence to Infsction Control
1 protocais and will report findings to'the
Housekesping Supervisor I for follow up
trainihy as indicated,
2, The General Services Administtator
l/designee will monitor to ensure
| Housekeeping staff attend annual training
| related to Infection Control.
f. A QAPLis in place related to
_Envirenmental Health and the results of this
report, along with improvement plans are
Ppresented at regular intervals to the
Govarning Body for follow up action as
indicuted, * '

. FORM CMS2507(02-09) Previows Verslons Obsalile

‘Evenl 1R DQONTR

Frgllty 10: GA170001708 H contlnualion sheat Page 20q



DEPARTMENT OF HEALTH AND HUMAN SERVIGE_S
CENTERS FOR MEDICARE & MERDICAID SERVICES

FORM APPROVED
OMB:NO. 083B-0881

REGULATORY OR IBC IDENTIFYING INFORMATION)

STATEMENT OF DEFIGIENGIES X§) PROVIDERISUPPLIERICLIA {X2) MULTIPLE GONSTRUGTION [X3) DATE SURVEY
AND PLAN OF 0BRRECTION IDENTIFIOATION NUMBER: 2. BUILDING
: ‘ ' R
050022 B WING 08/03/2013
NAME OF PROVIDER DR SUPPLIER BTREET ADDRESS, CITY.. STATE, ZIPCODE i
o : 2601 HARBOR DOULEVARD
FAIRVIEW DEVELOPMENTAL CENTER D/P IGFAID COSTA MESA, CA 52028
@ , ¢ ROVIDER'S PLAN OF CORRECTION RE
B I, | B, | e e, | ff
gl TAG CROSS-REFERENGED TO THE AFPROPRIATE :

DEFISIENGY)

g. The facility “Rounds Team™ (Governing
Body, Program Management, UJS, Shift
Leads, IPC) conduct rounds to ensure siaff
adhere to infection control pretocols and
report findings to the Agency Bvaluation
Committee. Results of findings will be
calculated, analyzed by the AE Staff Service
Analyst and corrective action plans

| developed *

W 454, #2

a. A now location was identified for clients
on 428 to keep their dentures and denfure
care supplios, which will ensure safety and
1 sanitation are maintained,

b. The Wolients who wear dertures on 428
were provided with key for the cabinet
where dentures are storad when olients are

not utilizing them. .
| lients ot 428 who wear dentures

¢. The
were oriented to the new location for storing
dentures,

'd. US/designee on all units audited their
medical adaptive equipment to ensure a safe

1 and a_cccssible location for sterage per IPP#*
| e USsfdesignees will monitor to ensure

storage aveas are clean, tidy and supplics are
praperly stored, *

" T, The IPC will monitor during site visits to
‘ensure that clients have aceess to the
dentures and that they are properly stored
when not in use. '

8r22M13

910913

82213

10/1013
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
OENTERS FOR MEDICARE & MEDIGAID SERVICES

FORM APPROVED
ONMB:-NQ, 0938-0381

STATEMENT QF DEFIGIENCIES
AND PLAN OF QORRECTION

{X1) PROVIDERISUPPLIERIGLIA
IDENTIFIOATION HUMBER:

05G022

{%2) MULTIPLE GONSTRUGTION
A BUILDING

B, WING

(X3} DATE SURVEY
COMPLETED

R
08/09/2013

NAME QF PROVIDER DR BURPLIER

FAIRVIEW DEVELOPMENTAL CENTER D/IP IGFIID

STREET ADDRESBS, QITY, 8TATE, 2IP COOE
2501 HARBOR BOULEVARD
COSTA MESA, CA 920626

(%4) 1D
PRENX
TAG

"SUMMARY STATEMENT OF DEFICIENCIES
[EAGH DERICIENCY-MUBT BE-PRECEDED BY FULL
REGUIATORY OR L'SC IDENTIFYING' INF ORMATION)

i
PREFI, |

TAG

PROVIDER'S PLAN OF CORREGTION
{EAGH CORRECTIVE ACTION $HOULD.BE
GROSSRERERENGED TO THE APPROPRIATE
DEFIGIENGY)

{%5}
| cowpLETIOR

%5

DATE

I

W 454, #3

a. Staff immediately replaced all missing
toilet rod holders on Residence 344,

b, Housekoeping staff performed.deep
cleaning to Bathroom 264 to eliminate the
urine odor,

¢, US/designee assessed all bathrooms for
missing toilet rod holders, cdors/cleanliness
‘| and initiated work orders as indicated, * *
d. 8hift Lead/Designea will inspect
bathrooms sach shilt during environmental
rounds to ensure they are in good repair,
have toilet paper rods and no odor, If’
anything needs repair or replacement, they

If odors are noted, houselceaping wilibe
contaeted for cleaning,
g Tho facility “Rounds Team” (Gaverning

Body, Program Management, US, Shifi

Leads, TPC) conduct rounds to ensuve toilet
red holders are present and bathrooms are
clean and odor free and will report findings
‘to the Agency Evaluation Conumittes,
Resulis of findings will be caleulated,
analyzed by the AR Staff Service Analyst
angd coryective action plans develeped,*
Wd4s4, #4 ,

_a. Staft immediately flushed the toilet. *

b. Shift Lead/Designee will inspact
‘bathrooms on Res, 344 during daily shift
environmental rounds fo ensure they are in
good repair and clean, and'that tollets are
flushed. If anything needs repair or

4 W29/13

1 will initiate work orderfreplacement process,

12913

29113

8/08/13
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
OENTERS FOR MEDIGARE & MEDIGAID SERVICES

FORM APPROVED
OMB-NQ, 0938-0381

REGULATORY OR LS IDENTIFYING TNFORMATION)

DEFIGIENGY)

STATEMENT ©F DEFICIENCIES (%1} PROVIDERISUPPLIERIGLIA {X2) MULTIPLE GONSTRUGTION pCa) DATE SURVEY
AND PLAN OF OﬂRR?CTIDN IDENTIFIOATION MUMBER: A BUILDING
. v ' R
0503022 B.WING . 08/09/201%
NAME OF PROVIDER (R BUPPLIER + STREET ADDRESS, GITY, STATE, ZIP.CODE ’
' ' ' ' ' 2501 HARBOR BOULEVARD
FAIRVIEW DEVELOPMENTAL CENTER D/P ICF/ID COSTA MESA, G 82626
FIGIENCIES D PROVIDER'S PLAN OF CORRECTION 1X5)
I%EEI& {E,Mﬁ.lf E‘éﬂaﬁgéﬁéﬁfﬁﬁ“ﬁf I}g j;r?gcfls%en(iav FULL W'EIEEM , . rglgg%rlﬁ %%Eggﬁégg. %\g?rclaga fﬁp%%ﬁﬁ?fm | owtLerion

replacement, they will initiate work
order/replacement prosess. If cleanliness
issues are noted, housekeeping will be
contacted for cleaning,
c. US provided training to DCS on
Residence 344 during changs of shift
meeting/huddle to remind clients to flush
toilets after use and to sssist them as

4 needed,*

d. DC8 received training on FRC 5,11
Clinical Standards of Cate with emphasis in
toiletihg expectations. *

& “Rounds Team” (Governing Body,
Program Management, US, Shift Leads,

1 IPC) conduct rounds to ensure bathrooms

are clean and toilets are flushsd and will
report findings to the AR Comuniitee,
Results of findings will be caloulated,
analyzed by the AE Analyst and plesented

1 Was4, #5

a. Housekeeping staff immediately cleaned
venis in Room 263, and all vents were

‘checked.*

b. Work order was initiated to paint/replace

: dlscolored vents.
1 c. shift leads/designees will mspect the

environment during shift environmental
rounds to ensure areas are clean and in good

repair and Initiate work orders as needsd, *

d, QAP iz in place related to Environmenfal
Health and the results of this report, are
presented at AR Committes for action, *

1729113

18/16/13

810913

9/09/13
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DEPARTMENT OF HEALTH AND HUMAN SERVIOEIS' ) FORM APPROMED

DENTERS FOR MERICARE & MERICAID SERVICES OME?-NO. 0p38-0391
STATEMENT OF DEFIZIENCIES (%1} PROVIDER/SUPFLIERIGLIA {X2) MULTIPLE GONSTR}JCTION (x.z)gg;t;;f;ﬁgoﬁv
AND PLAN OF GORRECTION IDENTFIFIGATION HUMBER: A, BUILDING .

. ‘ B ] R
05G22 B WING 0B/08/2013

MAME QF PROVIDER OR BUPPLIER - §TREET ADDRESS, 3Ty, STATE, ZIP.CORE

2501 HARBOR BOULEVARD
GOSTA MESA, CA 92626

FAIRVIEW DEVELOPMENTAL CENTER DIP 1GEAD
(%43 10 ' "SUMMARY STATEMENT OF DEFICIENCIES i FRCVIDER'S FLAN OF CORRETTION

0i5)
A SH G : MPLETION
Y4 EARH DEFICIENCY: MUST BE-PRECEDED DY FULL PREFIL | [EAGH CORRECTIVE ACTION SHOULD.BE | G
P?Egk I{EGUUATDRY OR 18C INENTIFYING INFORMATIOHN) WG GROSSREFERENGED TO THE APPROPRIATE DATE
. DEFIGIENGY)
Was4, #5

a. All items were immediatsly removed and | 8/08/13
dislnfected, * :

b. A Special conference was held for Client | 8/26/13
58 and a training plan was developed to '
address licking nonnutritional substances,
¢, [3CS recejved tralning on the iraining 82713
plan for decreasing licking nen-nutritiona
| substances, '
o o d. US trained DCS on Client 58°s residence | 8/21/13
on environgnenial sanitation, with emphasis
in cleaning active freatment items and
preventing cross contamingdtian, '

e. QAP is in place related to Bnvivonmental | 9/09/13
1 Health and the results of this report, along
with improvemesat plans, are presentad at
regular intervals to the Governing Body for
follow-up action as indicated.

f. *Rounds Team” (Governing Body,

.| Program Management, US, Shift Leads,
IPC) conduct rounids to ensure
enyironmental sanitation and will report
Tindings to the AE Committee, Results of
findings will be caleulated, snalyzed by the
| AE Analyst and presented,

g, Follow-up/review. for staff knowledge
and awareness of environmental sanitation

. will be incorporated into focus calendars for
review at hudcle/shift change meetings.

h. The IPC will moniter for progress with
the current program plan end will document
their findings in the monthly note, along
with follow- corrective actions.
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DEPARTMENT OF HEALTH AND HUMAN SERVICEQ
CENTERS FOR MEDICARE & MEDICAID SERVICES

FQRM APPROVED
OMB-NO. 0838-0391

STATEMENT ©F DEFIGIENGIES 1) PROVIDERISUPPLIER/CLIA {X2) MULTIPLE GONSTRlUGTION (X3) gg;iféJFEVDEY
AND PLAN OF O@RR.EGTION |DERPIFIGATION NUMBER: A BUILDING ___
' B R
056022 B, WING 08!09!291-3

NAME QF PROVIDER DR SUPPLIER

FAIRVIEW DEVELOPMENTAL CENTER DMP ICFAID

* §TREET ADDRESS,.CITY, S’_FATE, 2P CO0E
2501 HARBOR BOULEVARD
COSTA MESA, CA 820626

%4 1D
PRERIX
TAG

"SUMMARY STATEMENT OF DEFICIENCIES
(EAGH DEFICIENGY-MU ST BE-PRECEDED BY FULL
REQUULATORY OR KB IDENTIFYING' INFORMATION}

D

PREFIX |

TAG

PROVIRER'S PLAN OF CORRECTION (%5)
[EAGH CORRECTIVE ACTION SHOULD.BE | oompLENON

‘GROSSRERERENCED TG THE APPROPRIATE bATE
DEFIGIENCY)

| refrigerator on 430, '

food, ¥

“f. US initiated training for all DSC 9/0913

p. PD/dosignes initiated training for all USs | 9/09/13
_ Guidelines for [CF Programs” *

‘veftigerators during rounds te ensurs they

i. USs/Designees provided iraining to a1l 9/09/13
DCS on Policy 5.1.1 "Standards of Care" )
with emphasis on supervision and assisting
clients in socially acceptable behaviors
leading t¢ independence,*

Wasd, #7

4. Houselceeper cleaned the identified 7/30/13

b. Client food was removed from identified | 7/30/13
refiigemtor and distarded.
c. Sign posted on identified refrigerator 7/30/13
indicating that no-client food is to be storad
in staff refrigerator and that all food must be|
clearfy labeled. _ .
d. US/designess developed a schedule for | 7/30/13
Shift Leads to clean refrigerator(s) once per |
week including discarding any unlabeled

¢, US initinted training for all DCS' 9/09/13
including 430 staff on Nursing Procedure

3.04 “Food Supplements” *

including 430 staff on storage of snack and
supplements, ¥ - .

and Shift Leads on “BEnvironmentgl
h. The US/Designees will monitor all

ate clean and thut clent and slaff food are
stored separately,® :
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DEFARTMENT OF HEALTH AND HUMAN SERVICE_é
CENTERS FOR MEDICARE & MEDICAID SERVIGES

FORM APPROVED
OMB-NO. 0938-0381

STATEMENT OF DEFIGIENCIES (%1} PROVIDERISUPPLIERIGLIA
AND PLAN OF CORRECTION IDENTIFIOATION NUIMDER;

0543022

1%2) MULTIPLE GONSTRUCTHON
A, BUILDING

B, WING

{%3) DATE SURVEY
COMPLETED

R
08/08/2013

WAME QF PROMIDER OR BUPPLIER

FAIRVIEW DEVELOPMENTAC CENTER DIP ICFHID

STREET ADDRESS, CITY, STATE, ZIP CODE
2501 HARBOR EOULEVARD
COSTA MESA, CA 92626

{%4) ID "SUMMARY STATEMENT OF DEFIQIENCIES
PREFIX {EAGH DEFICIENCY MUST BE-PRECEBED BY FULL
TAG REGUUATORY OR LSG IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EAOH CORRECTIVE ACTION SHOULE 8E
GROSS-REFEREMGED TO THE ARPROPRIATE
DEFIGIENGY)

(X5}
| cowPLETION

DATE

i. The US/Designees will monitor all
refrigerators during rounds to ensure they
ere elean and that client and staff food are
storsd separately,* .

Jo Additional laundry carts were obtained
for 430 and staff ware instructed not to
overfill laundry carts,

linen and the dicty tee shirts were
re-laundered,
L. US/Shift Lead will manitor staff and
client refrigerators to ensure food is stored
separately. They will also monitor the unit
| toensure cleaniiness of ¢lean and dirty
laundry rooms. . '
m, The “Rounds Team” (Governing Body,
Program Management, US, Shift Leads,
[PCs) will condnet rounds to ensure
| environmental cleanliness and appropriate
Ivod storage and report findings 1o the AR
Commiites, Reésults of findings will be .
‘calculated, analyzed by the AL Analyst and
corrective action plans developed.*

k. Room 63 on Residence 430 was cleaned.
| The hairbrush was discarded, and the cledn

9/09/13

72913
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DEPARTMENT OF HEALTH AND HUMAN SERVICE_S
DENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED
OMBNO. 0938-0391

STATEMENT GOF DEFIGIENCIES {%1) PROVIDERISUPPLIERIGLIA
AND PLAN OF 0ORRECTION IDENTIFIOATION NUMBER:

053022

BAVING

{£2) MULTIPLE GONSTRUCTION _ ‘ (%3} DATE SURVEY
A, BUILDING

COMPLETED
" R

081’09!2?1‘3

NAME OF PROVIDER OR 8UPPLIER

FAIRVIEW DEVELOPMENTAL CENTER /P ICF/ID

© BTREET ADDRESS, CITY, STATE, ZIP.CODE
1501 HARBOR BDULEVARD
COBTAMESA, GA 92626

T
PREAN
TAG

"SUMMARY STATEMENT OF DEFICIENCIES
(EAGH DERICIENEY MUST BE-PRECEDED BY FULL
REGULATORY OR K8G IDENTIFYING [NFORMATION)

Bls}

TAG

(%5}
PREFR, | (EACH GORRECTIVE ACT/ON S8HOULD.BE DOMPLETIOR

PROVIDER'S PLAN GF CORRECTION

GROSSREFERENGED TO THE ARPROPRIATE DATE
DEFICIEROY)

W454, #8
a. The blankets were immediately returned  [7/29/13
to residence for laundering and US
instrueted DCS (o place blankets in the dirty -
laundry bins after each use in yard.
¢, US inftiated training for Residence 43¢ {9/09/13
staff on Frcility Poticy 6.11.6
“Hougekeeping,/Janitorial/ Waste DlSpObﬁi
{ and Pest Contro] Serviges™

d, PA re-trained the Acting US/SPT onthe 1|9/09/13
Work Order process. '
. PD/designes inftiated training for all UUSs [ 9/09/13
and Shift Leads on “Environmental
Guidelines for ICF Programs” *

11, The US/Designee will monitor during
rounds to ensure the environiment is clean
and no rodent droppings are evident,

g The “Rounds Team” (Governing Body,
Program Management, US, Shift Leads,

1 IPCs) will conduct rovnds to ensure
environmental ¢leaniiness and report
findings to the AE Committee, Resulis of
findings will be calculated, analyzed by the
AE Analyst and corrective action plans

: devc]9ped,*

#(See insert page for W 455)

B
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DEPARTMENT OF HEALTH AND HUMAN SERVICE;S
OENTERS FOR MEDICARE & MEBICAID SERVICES

FORM APFROVED
OMB-NO. 0938-5391

STATEMENT OF DEFIZIENCIES [X1) PROVIDER/SUPPLIERIGLIA
AHDPLAR OF CORRECTHON IDENTIFICATION NUMBER:

B6G022

(X%) MULTIPLE CONSTRUGTION {X3) DATE BURVEY
A BUILDING

8.-WING

GOMPLETED
R
08/09/2013

HAME QF PROVIDER Dt SBUPPLIER

FAIRVIEW REVELOPMENTAL CENTER DIP IGFHID

T STREET ADDRESS, GITY, 8TATE, ZiP CODE
2601 HARBOR BOULEVARD
COBTA MESA, GA 92626

W-'E};‘i) i "SUMMARY STATEMENT QF DEFICIENCIES
PREFIX (EAGH UEFICIENCY-MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING' INFERMATION)

40
PREFIX |

TAG

PROVIDER'S PLAN OF CORRECTION %)

{EACH CORRECTIVE ACTION SHOULD.BE COMPLETION
'OROSB-REFERENCED TC THE APPROPRIATE DATE

‘ DEFIGIENGY})

W 455
a. US trained DCS on Client s hand 8/9/13
washing objective, with emphasis on the
tratning miethod that foeludes uiilizing soap,
having her rub her hands together, rinsing
and drying, '
b. US met with the staff who falled to | 8/9/13
cpmplete the raining or engage in the
activity and provided corrective action,

¢. US/designee will monitor during rounds
to ensure Client 1’s training plan iz
implemented as written, and that all clients
on Residence 341 participate in good hand
washing hygiens after using the bathroom..
d. IPCe will monitor client in their
caseloads for progress with the current
program plan and will document findings in
the monthly note, along, with
follow-corrective actions as indicated.

e. US proyided training to DCS on all | 9/09/13
residences including DCS on Client 1's
residence on FDC 1.3.1 “Mission and
Vilues” with emphasis on their
responsibility to ensure clients are provided
dignity, respect and quality of life
services/treatment,

FORM G- 2687 (02 09) Provious Yerstons Obsole e ' ‘Tyont 1:DOBH1R
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DEPARTMENT OF HEALTH AND HUMAN SERVICES ) FORM APPROVED

OENTERS FOR MEDICARE & MEDICAID SERVICES - _OMB NO. 0938-0391
STATEMENT @F DEFIGIENCIES {21} FROVIDERIBUPPLIERICLIA {%2) MULTIPLE GONSTRUGTION (X3} DATE BURVEY
ANDPLAN-OF GORRfZGTION IDENTIFKGATION MUMBER: A BUILDING * LCOMPLETED

. ' ’ ‘ “ R
05G22 B.WING BB/0B/2013

NAME OF PROVIDER OR.BUPPLIER + STREET ADDRESS, CITY, STATE, 2IP CODE

2501 HARBOR BOULEVARD
COSTA MEBA, CA 92626

FAIRVIEW DEVELOPMENTAL CENTER D/P GF/IID

(") 1D "SUMMARY STATEMENT OF DEFIOIENCIES o . PROVIDER'S PLAN OF CORRECTION

(X5)
PREPIX {EACH DEFICIENCY-MUSTBE PRECEBED BY FULL PREFI% | _[EAGH CORRECTIVE ACTION SHOULD.BE DOMPLETION
TAG REQUIATORY OR LEC [DENTIFYING INFORMATION) TAG GROSS-REFEHESg;g]EgJ%E AFRRROPRIATE PATE

f. Unit Supervisor provided training to to 9/09/13
DCS on all residences including BCS
Client 1°s residence on FDC 1,3.2
“Principjes and Practices™ with smphasis on
the staff’s respongibility to protect the rights
of the individuals who live at FDC by
providing services and supports that build
confidence, self-worth and
self-determination,

g. Ttaining was provided to Residence 4] 9/00/13
DXCS on FDC Policies 5,1.2 Continuous
Active Treatroent, 5.1, .1 Stendards of Care,
1.1.5 Clients’ Rights, NP 5.5.1 Gastr ostomy.
Tube Feeding,

h. Rounds team (Governing Body, Program
Management, US, Shift Leads, IPC) will
conduet rounds to ensure that handwashing
apportunities are provided throughout the
day, Results of findings will be calculated,
analyzed by the AE Analyst and corrsctive
action plans developed.

i, Follow-up/review for staff knowledge and
awarenoess of active freatment principles
will be incorporated into focus calendars for
review at huddle/shift changs meetings.
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DEPARTMENT OF HEALTR AND HUMAN SERVICE_S
OENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROMED

OMB-NO,

0938-0351

STATEMENT OF DEFIGIENCIES
AND PLAN OF GORRECTION

(%1} FROVIDERISUPPLIER/GLIA
IDENFHFIOATION WLMAER:

05G022

B.WING

(%2) MULTIPLE cows'm_ucﬂom
A BUILDING

{£3) DATE BURVEY
COMPLETED

R
08!09!291'3

HAME QF PROVIDER OR BUPPLIER

FAIRVIEW DEVELOPMENTAL CENTER DIPICFIID

STREET ADDRESS, RITY, BTATE, 2P CORE
2601 HARBOR BOULEVARD
COSTA MESA, Ga 92826

{h4) 1D SUMMARY STATEMENT OF DEFICIENCIES
PREMIX (EAGH DEFICIENCY MUST BE-PRECEDED BY FULL.
TAG REGULATORY OR L8C IDENTIFYING INFORMATION}

TAG

10
PREFIX |

PROVIDER'S PLAN OF CORRECTION
[EAGH CORRECTIVE ACTION SHOULD.BE
CROSE:REFERENGED T® THE APFROPRIATE
DEFIGIENCY)

[%5)
|| COMPLETION

DATE

- implemented as written, and that DCS

| findings to the Agency Evaluation
| Committes, Results of Findings will be

W 474

a. US trained DCS on Client 45°s Meal
Profile, .

b. US trained DCS on Residence 343 on all -
clients’ specific Meal Profile as well ns the
putpose and function of the Meal Prcfile
Book.

. US completed an audit of the Client Meal
| Profile Book to ensure it correctly identifled
all diets and adaptive devices that are
utilized in the dining room,

d. Dining Room Ceordinator wiil monitor
to ensure dining programs, including proper
diets and the use of adaptive devices are

utilize the Meal Profile Book.

e. Shift Lead/designee will ensure that the
Dinitg Room Book and the Client Meat
Profile Book is updated monthly and as

| needed when diet changes are inftiated.

f. The “Rounds Team” (Governing Body,
Program Management, US, Shift Leads,
TPCY will conduet rounds to eusure that
clients recelve prescribed diets and report

calenlated, analyzed by the AR Staff Service
Analyst and correstive action plans
developed *

7/29/13

7/29/13

3/2113
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DEPARTMENT OF HEALTH AND HUMAN SERVICE}'S . FORM APPROVED

OENTERS FOR MEDICARE & MEDIGAID SERVICES OMB:NO. 0938-0391
STATEMENT @F DEFICIENCIES (X1) PROVIDERISUPPLIERICLIA {x2) MULTIPLE GONSTRUCTION (%3) DATE SURVEY
AND PLAN OF QORRECTION IDENHIFIOATION NUMBER! A, BUILDING ’ COMPLETED

' , R
056022 BWING 08/08/2013
NAME QF PROVIDER OR SUPPLIER * §TREET ADDRESS, CITY, STATE, ZIP CODE )

2501 HARBOR BOULEVARD

FAIRVIEW DEVELOPMENTAL CENTER DiP 1GFIID  GOSTAMESA, GA 92626

{%4) D "SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF GORRETTION 1)
PREFI [EAGH DEFIGIENCY-MUST BE PRECEDED DY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULDBE _{ GOMPLEYION
e REBULATORY OR USC IDENTIFYING INFORMATION) TAG 'GROSS-REEERENgsIolgﬁ JFE APFROPRIATE DATE
. DEFIGIENGY)

g. The dietician will monitor during meals
to ensure that clients receive the correct
meal gonsistency, *

h. IPCs will monitor during site visits to
ensure clients In their caseloads receive
prescribed diets, *

FORM CME-2567¢02-09) Pravicus Vigralons Obsolele Evan! I3 D0ON12 Faclllty 10 CA1700DI78D i eonlinuation sheol Pagr

320



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

FORM APPROVED
OMB NO. 0238-0391

RECULATORY OR LSC IDENTIFYING INFORMATION)

DEFIGIENGY)

STATEMENT OF DEFIGIENCIES (%1} PROVIDERISUPPLIERICLIA (42) MULTIPLE CONSTRUGTION (X3} DATE BURVEY
AND PLAS OF OBRRECTION IDENTIFIGATION HUMBER: A BUILOING ' COMPLETED
' ' R
0BG022 B, WING 08/09/20138
NAME OF PROVIDER OR 8UPPLIER - STREET ADDRESS, GITY, STATE, ZIP GODE ’
' : 2509 HARBOR BOULEVARD
FAIRVIEW .DEVELC?PMENTAL CENTER P ICFIID COSTA MESA, GA 92626
: STATEMENT OF DEF IES . PROVIDER'S PLAN DF CORRECTION (25)
%Ei& (&cﬁ?@yﬁg:&mﬁm%ﬂt?;r?ltﬁglzclggg%w' FULL Pﬁkogrx J e ’_i%/:\'s% TR?:?EEE%I;E _?g;lﬁgfé{;?‘kggﬁﬁm . GDMS#,-E,?ON

W 484 . _
&. Unit Supervisor trained DCS on Client
59’3 Meal Profile,
b, Unit-Supervisor trained DCS on
Residence 343 on all clients? specific Meal
Profile as well as the purpose and function
of the Meal Profile Book, ‘
¢. The Unit Supervisor completed an audit
1 of the Client Meal Profile Book to ensure'it
correctly identified all diets and adaptive
tlevices that are wtilized in the dining room.
. Dining Room Coordinator will monitor
to ensure dining programs, including ]E:roper
diefs and the use of adaptive devices are
i implemented as writien, angd that DCS
utilize the Meal Profile Book,
e. Shift Lead/designee will ensure that the
Dining Room Book and the Client Meal
Profile Book is updated monthly and as
| needed when diet changes are initiated.
f. The "Rounds Team” {Goveming Body,
Prograrn Management, US, Shift Leads,
TPC) will conduct roands to ensure that
clients utilized adaptive eqnipment in dining
room and report findings te the Agency
Evaluation Committes. Results of findings
will be caleulated, analyzed by the AE
,Analyst and corrective action plans
developed. *
g. IPCs will monitor during site visits that
clients in thoir caseloads utilize adaptive
equipment as identified in fheir program
plan. *

17/29/13

1429113

8/21/13
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
OENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED
OMB-NO. 0938-0381

BTATEMENT OF DEFIBIENCIEE (X1} PROVIDER/SURPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFIOATION NUMBER:

053022 .

{52 MULTIPLE GOMSTRUCTION {%3) DATE SURVEY
A, BUILDING

B, WING

COMPLETED

R
581091291'3

NAME QF PROVIDER OR BUPPLIER

FAIRVIEW DEVELOPMENTAL CENTER D/P IGFIND

[

' §TREET ADDRESS, GITY, STATE, ZIP.CODE
2501 HARBOR BOULEVARD
GOSTA MESA, CA B2526

{X4) 1 ‘SUIMMARY STATEMENT OF DEFICIENCIES
PRERIX (EAGH DEFIBIENCY-MUST BE PRECEPED BY FULL
TAG REGULATORY OR L'8C IDENTIFYING INFORMATION)

|
|

1D
TAG

1%5)
PREFD, | [EAGH CORRECTIVE AGTION §HOULD.BE | COWPLETIGH

PROVIDER'S PLAN OF CORREGTION

CROSE-REFERENGED TO THE ARPROPRIATE DATE
DEFICIENCY)

" | Program Management, US, Shift Leads,

W48R, #1
a. US/designee provided taining to 344 0/09/13
DCS on Client 79°s abilities in the dining
room and meal preparation, * !
b, US reviewed the expectation to 9/01/13
encourage independence and provide '
encouragement during naturally oceurring
teachable'moments,

| c. US/designee provided training to all DCS | 9/09/13
inchnding 344 DCS on Policy 5.1.2
“Continuous Active Treatment,” with
enphasis on promoting cholce. and
independence., . .

d. Rounds Team (Governing Body, -

IPC} will moniter dining rooms during meal

times to ensurs that clients are provided

oppertunities for independence, Results of

{indings will be calenlated, analyzed by the .

| AE Analyst and corrective actien plans
developed. *

¢. IPCs will conduct site visits to the dining

‘Tooms and document findings in the
monthly progress note. Conecerns will be

| shared with the U8 and improvement plans

| implementsd as indicated,

f. Dining Room Coordinators will monitor
during meals o ensure dining proé,mms

“include opportunities for indspendence, *

"W488 2

#. The Dieticlan met with Client 82 Lo 0/09/13

review his diet preferences to batter support

his dielary needs,

i
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Fuelilly 10: SAT?PO001 708 Il goniimiation ahest Prge

%22



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

FORMAPPROVED
OMB NO, 0238-0881

STATEMENT OF DEFIGIENCIES (%1} PROVIDERISUPPLIERICLIA {X2) MULTIPLE GONSTRPCT]ON (X3} gg&%fg&\gY
AND#LAN OF 0BRRECTION IDENTIFIGATION NAJMRER: A BUILDING
R
080022 B.WING 08/09/2013

NAME OF PROVIDER OR SUPPLIER

FAIRVIEW DEVELOPMENTAL CENTER DIP ICF/ID

' STREET ADDRESS, DITY, STATE, 2IP.CODE
2501 HARBOR BOULEVARD
COSTAMESA, CA 82626

{nay i
PRERIX
TAG -

"BUMMARY STATEMENT OF DEFIDIENCIES
{EAGH DEFICIEMCY: MU ST BB PRECERDED BY FULL
REGULATORY OR LBC IDENTIFYING INFORMATION)

A0
PREFIL
TAG

PROVIDER'S PLAN OF CORRECTICN
[EAGH GORRECTIVE ACTION SHOULD.BE
BROSSREFERENCED TO THE ARPROPRIATE
DEFICIENGY)

{15
| comPLETION

DATE

| interactions with Dieticians and other

1 encouraged to make positive food choloes,

1 menu planning,

‘1PC) will conduct rounds to ensure that

issues noted during rounds will be

b. The Director of Dietetics/designes
provided braining to Clinical Dietitians,
including those on 344, o suppert clients in
making-good food choices and expanding
their knowledge of healthy food choices and
their any diet limitations, *

¢. Director of Dietetics/designes will
monitor during rounds to ensure that client

kitchen support staff ere positive and
educational, ‘

d. USs/desipnees and TPC s witl monitor
during mealtime to ensure that clients’
receive guality dinlng room services, are

and are provided a variety of food options
that meet their preforences and needs,

&. A protocol was developed and
implemented to include clieots in facility

£ *Rounds Team™ (Governing Body,
Program Management, US, Shift Leads,

clients receive quality dining room services,
Including adequate amounts of food us

requested and that interactions with all staff
during the meal are positive. Any significant

immediately addressed. Resulis of findings
will be presenied to AR Commiltee for
tollow up action. *

9/09/13

S/01/13
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DEPARTMENT OF HEALTH AND HUMAN SERVIGES FORM APPROMED
GENTERS FOR MEDICARE & MEDIQAID SERVICES OMB-NO, 0838-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE GONSTR_UCTION EXS)gg;fdifé{&\giY
AND PLAN OF OQRRE(}'FIDN IDENTIFOATION WMBER: A, BUILDING
' ' R
05G022 B, WING 08/08420143
HAME QF PROVIDER OR SUPPUER ) * STREET ADDRESS, CITY, STATE, 2IP CODE
N ' 2501 HARBOR BOULEVARD
FAIRVIEW DEVELDPMENTAL CENTER D/P ICRAID COSTA MESA, GA 92626
— Y STAT : PROVIDER'S PLAN OF CORREGTION 17%6)
[%4} 1D SUMMARY STATEMENT OF.DEFIOIFZ:NCH;S J0 kg4 : . ‘ ! oM o
. f A - CEDED BY FULL PREFIA . {EAGH CORRECTIVE ACTION SHOULD.BE .
Pf;ﬁgm LEOULATORY DALAG BN O ORMAT 'F;A'G CROBSRERERENGED TO THE APPROPRIATE DATE

h)

REGULATORY OR EBG IDENTIFYING INFORMATION)

DEFICIENCY)

1 g DCS immediately cleaned spillags for

] needed *

W 488 Ttem 3

a, US for Client 184, 189, and 182
immediately instructed Dining Room
Coordinator to ensure DCS are positioned
appropriately and dining room is clean and
free from hazards during meals.*

b. Special Conference held to discuss Client
E84's dining needs and adaptive equipment

'| was obtained and implemented, *

¢. US trained 431 DCS on Client 184 dining "
plan and adaptive equipment,* .

d. US trained 431 DCS on Client 189'g
behavior plans. c

. An ERR meeting was held for Client 129
T to diseuss additional suipm‘tsq
f. US.initiated training for 431 DCS on

Client 189°s communication milestone (for
agitation) and additional supports.

Client 182 and assisted him in completing
his meal, *

h. IDT will inonitor Cliert 182's dining plan
to ensure effectiveness and modify as .

i, Senior Psychelogist initiated “Behavior
Support Positive Practjces” training for
Residence 431 DCS, #

i Stalf Developrment provided “Respectfu]
Interactions” and “Dignity in Care” training
to all.DCS including staff on 431,

7/29/13

8/12/13

8/30/13
9/03/13

73113

9/03/13

7131113

9/04/13

9/06/13
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DEPARTMENT OF HEALTH AND HUMAN SERVIGES
QENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED
OMB-NC, 0836-0381

REGULATORY OR LSC IDENTIFYING INFORMATION)

DEFIGIENGY)

STATEMENT OF DEFIZIENCIES (X1y PROVIDER/BUPPLIER/CLIA {%2} MULTIF.E GONSTRPGTIDN (XS)gg&EEg‘p&EY
AND PLAN OF G@RRECTIDN IDENTIFICATIGN WUMBER: A, BUN.DING )
' R
056022 B, WING 08/09/2013
NAME QF PROVIDER OR SUPPLIER * STREET ADDRESS, GITY, BTATE, 2IF CODE '
' : 2601 HARBOR BOULEVARD
FAIRVIEW DEVELOPMENTAL CENTER DIP IGF/HD GOSTAMESA, GA 82525
: ARY STATEMENT OF DEFIQIENGIES D PROVIDER'S PLAN OF CORREGTIGH %5}
%Eé& (Emc&;}l) E‘E”é?&’[ﬁé’i‘&??&%" E.?..E,E éEcEGmsu BY FUL, Pg;ggrx e rsggeg HR cégggégggg 4\5?3';1 Asprft) % Lg_ r?fi?»f%e | GOHPLEVIN

k. US/designee trained all DCS including
431 DCS in Dining Room Bxpectations.*
!, The “Rounds Team” (Governing Body,
Program Management, US, Shift Leads,
1PC) will conducet rounds to ensure client
Protection, environmental cleanliness, and
active freatment is provided during meals.
Coaching provided as needed and findings
1 will be reported to the AE Committes,
Results of findings will be caleulated,
analyzed by the AE Analyst and corrective
action plans developed,

m. 1PCs will menitor dining programs for
clients in their caseloads and document

| progress in monthly notes,*

W48 #4

8. IPP held to discuss Client 151°s current
program and iraining plans wers revised and,

| initiated to reflect her current infsrests,

capabilities and nesdy.*

b. Training developed for Client 151 to

inse and rack dishes afler meals. *

¢. US conducted training with Res, 430

| DCS on Client 151°s dining plan. *

d. PAs provided training tc DCS on all
units, including Client 151's tesldence, on
_Policy 5,12 “Continuous Active Treatment”
with eraphasis on promoting indenendence, *

9406/13

0/06/13

9/09/13

9/09/13

q
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DEPARTMENT OF HEALTH AND HUMAN SERVJCES
OENTERS FOR MEDICARE & MEDICAID SERVICES

FORM ARPROVED
OMB-NO. 0838-0391

STATEMENT ©F DEFIGIENCIES
AND PLAN OF DORRECTION

(%1} PROVIDER/SUPPLIER/CLIA
IOENTIFIOATION NUMBER:

050022

{X2) MILTIPLE GONSTRUGTION
A. BUILDING

B.WIHG

(X3} DATE SURVEY
COMPLETED

08/09!2‘?1'3

R

NAKE OF PROVIDER OR SUPPLIER

FAIRVIEW DEVELOPMENTAL CENTER DIP ICF/ID

© §TREET ADDRESS, CITY, STATE, 2IP.GODE
2509 HARBOR BQULEVARD
COSTA MESA, CA 92626

{%4}10
PREFIX
TAG

L

‘SUMIMARY STATEMENT OF DEFICIENCIES
(EAGH DEFIGIENG Y MUST DE-PRECEDED 8Y FULL
REGULATORY OR LBG IDENTIFYING INFORMATION)

1D
. PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
[EACH CORRBCTIVE ACTION ' SHOULD.BE
CROJSNRERERENGED TO THE APPROPRIATE
DEFIGIENGY)

1%5)
| COMPLETION

DATE

h. The “Rounds Team” (Governing Body,
Program Management, US, Shift Leads,
IPCY will conduct rounds to ensure that

| clients are provided opportunities for
independence during meals, Results of
findings will be caleulated, analyzed by the

AE Analyst and corrective sction plang
developed *

k. A mentorship program has been
developed between Program
Management/Supervisors and DCS to
ensure competent assessment of clients’
capabilities, strengths and needs when
completing the Indepsndent Living Skills
1 Assessment (TLSA) *

f. Dining Room Coordinators will monitor
dwring meals to ensure dining programs
include opportinities for independence. ¥

| wass, s

a. A bascline for Client 150 was completed
~to participate in family style dining,

b, Special Conference was held to review
the results of the family style dining trial.

| Dining milestones were reviewed and

| updated with emphasis on indepentence.
¢. US/designee trained DCS on the new
dining room objective, * '

"d. Dining Room Coordinators will monitor
during meals to ensure dining programs
include opportunities for independence, ¥

8/09/13

10/10/13

10710413

10/10/13
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED
OMB:-NO. 0938-0381

TAG REQUATORY OR LBC IDENTIFYING INFDRMATION)

STATEMENT OF DEFICIENCIES (%) PROVIDERIBUPPLIERICLIA {X2) MULTIPLE GONSTRPCTION (Xa)gg&if;%\gﬁ’
AMD PLAN OF'GGRR?CTIDN IDENTFIFIOATION WUMBER: A, BUILDING
, ’ ) R
05022 B.WIMG 08/08/2013
NAME OF PROVIDER OR SUPPLIER ' 8TREET ADMGRESS, CITY, STATE, Z)IP.CODE
' ' : 2501 HARBOR BOULEVARD
FAIRVIEW DEVELDPMENTAL CENTER D/P IGFIID COSTA MESA, G 82626
Bt SMENT OF DEFIOIENGIE PROVIDER'S PLAN OF CORRECTION )
(%6 1D SUMMARY STATEMENT OF DEFIIIENCIES i+ _ § PLA} AR Ton oo o
oh DER " | ED BY FULL PREFIL | {EAGH CORREGTIVE AGTION 5HOULD. .
FRETIX (EOULATORY O Lot T CE TAG CROSSRERERENCED TO THE ARPROFRIATE DATE

DEFIGIENOY)

L

| emphasis on promoting choice and

1 clients are provided oppottunities for

| h. A mentorship program has been

‘ensure competent assessment of ¢clents’

] completing the Independent Living Skiils
| Assessment (ILSA) *

rooms and document findings in the

e USs/designses provided training to all 8/09/13
DCS including 430's DS in dining room
expectations fo encourage independence and
provide-encouragement during naturally
occurring teachsble imoments, *

f. US/designee provided tralning to all DCS
including 430's DCS on Poiicy 5.1.2
“Continuous Active Treatment,” with

10/10/13

independence according to individual skil]
level ® '

g The “Rounds Team” {Governing Body,
Program Management, U3, Shift Leads, .
IPC) will conduct rounds to ensure that

Independence during meals. Results of
findings wilt be caleulated, analyzed by the
AE Analyst and corrective action plans
developed . * .
9/09/13
developed between Program
Management/Supervisors and DCS to

capabilities, strengths and needs when

1. IPCs will conduct site visits to the dining

monthly progress note. Concerns will be
shared with the US and improvement plans
implemented, ag indicatad.

i
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DEPARTMENT QF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDIGARE & MERIGAID SERVICES

"FORM APPROVED
OMB.NO, 0938-0361

“STATEMENT OF DEFICIENCIES
ANDPLAN OF CORRECTION

(X1) PROVIDER/SUPPLIERICLIA
IDERTIFICATION WUMBER:

05G22

{X2) MULTIPLE CONSTRUCTION

A BUILDING

B WING

{X3) DATE SURVEY
COMPLETED

080812613

NAME OF PROVIDER DR SUPPLIER

FAIRVIEW DEVELGPMENTAL CENTER P IGEMD

' STREET ADDRESS, CITY, STATE, ZIF CODE
2507 HARBOR BOULEVARD
COSTA MESA, GA 82526

(%4) 1D
PREFIX
TAG

3

"SUMMARY BTATEMENT OF DEFICIENCIES
{FACH DEFICIENCY-MUST'BE PRECEBED BY FLILL
REGULATORY OR LSC IDENTIFYING' INFERMATION)

D

PREFIX

TAG

PROVIDER'S PLAN DF CORREGTION
{EAGH GORRECTIVE AGTION SHOULD,BE
GROSSREFERENCED T0 THE APPROPRIATE
. DEFIGIENGY)

]

{75}
COMPLETION
DATE

W438, #6

a. US initiated a baseline for Client 162 to
participate in family style dining,

b. Speeial Conference was scheduled to
review the results of the family style din ing
trial,

¢. Dining Room Coeordinators will monitor
during meals to ensure dining programs
include opportunities for independence. *.
d. The “Rounds Team” (Governing Body,
Program Management, US, Shift Leads,
IPC) will conduct rounds to ensure that
clients are provided opportunities for .
independence durlng meals. Results of
findings will be caleulated, analyzed lry the
AE Analyst and corrective action plans
developed ¥

e. A mentorship program has been
developed between Program
Management/Supervisors and DS to
enhsure competent assessment of clienis?
capabilities, strengths and nesds when
completing the Indspendent Living Skills
Assessment (ILSA) *

110/10/13

9/09/13

979713
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WEPARTMENT OF HEALTH AND HUMAN SERVICES . FORM APPROVED

QENTERS FOR MEDICARE & MEDICAID SERVICES: OME? Nf?. 0938-0381
STATEMENT OF DEFIGIENCIES {X3) PROVIDER/SUPPLIER/CLIA (A2} MULTIPLE GONSTRUGTIGN {%3) DATE SURVEY

AND-PLAN.OF JORRECTION

IDENTIFICATION WupER: A BQILDING ) COMPLETED
. R
08GO22 BWING —_— 08/09/2013

WAME QF-PROVIDER OR.SURPLIER

FA]RWEW_.DE'VELDPMENTAL CENTER DIP loFNID

"SUMMARY STATEMENT OF DEFICIENCIES D PROViD'ER"S PLA'{\' OF CORRECTION (%5} .
Pgﬁ‘t!.‘)f"lg( (EACH DEFIGIENCY: MUST BE FRECEBED BY FUNL, I PRERIX .. \EAGH CORRECTIVE ACTION SROULD.BE GOM;’J{.]E_:FTJON
TAG REBULATORY OR 15 JDENT!FYING‘INF@RMATION) , TAG GROSS-REFEHE&?}E‘}&E?&[‘I{-}E APFROPRIATE :

—————
FORM GMS-?.SB?[D?-DQ) Ptevieus Vorsions Obsolole

’ BTHEETADDRESS. CITY, STATE, ZiP CohE
2809 HARBOR BOULEVARD
COBTA MESA, GA 99528

I USs/designees provided tralning 1o DCS
including 430's DCg in dizing room
expectations to sircourage independence
and preyice encouragerment during
mimrall_y oeeurring teachahle moments, *

B. USs/designees provideg training to
DCS including 430 Deg on Policy 5.1.2
“Continious Aclive Treatment,” with
emphasis on promoting choice and
independence according to individual ski]l
level *

h, IPCs wij) conduct's.itc visits to the dining
rooms and document fndings in the
monthly progress note. Congerns will be
shared with the US and improvement plans
implemented a8 indicated. *

10/16/13

———— b T — U
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