) PRINTED: 0O
DEPARTMENT OF HEALTH AND HUMAN SERVICES RINTED: 01/16/2014

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . . OMB NOQ. 0938-0391
STATEMENT OF DEFICIENCIES™ | {X1) PROVIDER/SUFPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X8) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
R-C _
05G014 B. WING , 10/25/2013
NAME COF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
: 26501 AVENUE 140
OPM E R-D |
PORTERVILLE DEVEL. ENT C -NTE DP ICF/IID PORTERV_IL.LE, CA 93257
X4) ID SUMMARY STATEMENT OF DEFICIENCIES Ie PROVIDER'S PLAN OF CORREGTION (X5}
PREFEX _(EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX ‘ {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) CTAG CROSS-REFERENCED TC THE APPROPRIATE DATE
: ‘ DEFICIENCY)
{W 000} | INITIAL COMMENTS {W 000}
Vv 000
; P Entity Reported Incidents (ERI);
The following represents the findings of the ER| 374555

California Department of Public Health during a

L e . Client 59 and the cther client involved in the 10-21-13
re-visit full recertification survey of the ICF/ID. 1. Client 59 a 2

incident were assessed by the RN/HSS,
2. Both clients involved in the incident were 10-21-13

Representing the Depariment were the following separated, and a Client Immediate Protection

HFENSs: Plans were initiated.
Health Facilities Evaluator Nurses: 22327, - 3. No other Program 5 clients were affected. 10-21-13
165683, 05008, 14907, 13033, 27090, 21752, 4. All Unit 21 LOC staff will review Client 59's 11-25-13
10833, 26917, and Federal Surveyor, 16442 Approaches & Strategies and behavior plans.
PO C 2 ‘ g’] IH 8. Unit Supervisor gnd/or §enior PT will 11-25-13
Census: 1856 P‘ monitor staff compliance via rounds and
! W client observation at least monthly, and decument
Sampled clients: 19 ' the findings. : :
6. Rounds fingings and any issues requiring 11-25-13
Unsampled clients: 25 further acticns will be reviewed monthly at the
. Clinical Quality Management Council mesting,
i : ; along with any corrective plans. Goveming Body
V[\)’ggglge;cgeed?urvey, four Immediate Jeopardies (1J) will monitor via monthly Quality Managemept
) Council meetings with further corrective actions
An IJ was called on 10/14/13 and abated on ;akg; as "ecgfsrf;ig'r s responsible
10/23/13. Deficiencies were written at W 104, W - rregram b P :
406 and W454,

An |J was called on 10/15/13 and abated on
10/17/13. Deficiencies were written at W 192, W
318, W 331 and W 368.

An 1J was calied on 10/18/13 and abated on
10/18/13. Deficiencies were writien at W 104 and
W 120.

TR

During the survey, the following entity reported Y e
incidents were investigated:

CA373930 - An Immediate Jeopardy {IJ) was
called on 10/16/13 and abated on 10/23/13.
Deficiencies were written at W 149, W 104, and
|

LA507 RY DIRECTOR'S OR PROV! /—‘/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {%6) DATE

LA L Y AT EMCOLCTLIA. b 1720 o '/ 2—“/‘/1 4

Any’deficiency,statement ending viith an asterisk {*) denotes a deficiency which the instlitution may be excused from correcting providing It Is determined that
other safequards provide sufficient pratection 1o the patients. (See instructions,) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a ptan of correction is provided. For nursing homes, the above findings and nlans of correction are disclosable 14

days following the date these documents are made available ic the facility, If deficlencies ars cited, an approved plan of correction is requisite to continued
program participation.
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{W 000} | Continued From page 1 {W 000}
W 331.
CA374555 - One deficiency was issued.
W 100 | 440.150(c) ICF SERVICES OTHER THAN IN W 100
INSTITUTIONS W100 _
The Governing Body of Porterville 10-25-13
"Intermediate care facility services" may include E:;Z?:rﬂexg:_g;?‘tgL;Stﬁ;rgﬁ'gﬁzdsgor:gs
?ﬁé\:j@?ﬁs Irnrap Insgt}[J‘;[ton ifr?{etrhe rge !;tally retarded and in the implementation of systems to ensure
roarter reterre as meadiaie care that the Conditions of Participation for Active
facilities for persons with mental retardation) or Treatment are met.
persons with related conditions it: The Governing Body will ensure that clients
(1) The primary PUTPOS‘?IOf the Institution is to receive continuous active treatment programs
provide health or rehabilitative services for that emphasize comprehensive assessment
mentally retarded individuals or persons with information, development of an individual-
related conditions; centered plan, and consistent implementation/
{2) The institution meets the standards in Subpart monitoring/revision of training plans. See
E of Part 442 of this Chapter; and also W185,
{3) The mentally retarded recipient for whom
payment is requested is receiving active
treatment as specified in §483.440.
This STANDARD is not met as evidenced by:
Based on cbservation, interview and document
review, the facility did not meet the Condition of
Participation of Active Treatment Services.
Findings:
The facility did not meet the Condition of
Participation {CoP) in Active Treatment Services.
The facility did not ensure that clients received
continuous active treatment programs that
included aggressive and consistent
implementation of formal and informal training
programs and supports. The facility failed to
develop individual plans structured to promote
FORM CMS-2567(02-99) Pravious Versions QObsolete Event ID: XQ5612
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when insulin was given to hypoglycemic clients
{clients with blocd sugars of less than 70 mg/dl

Unit Supervisors or designees on the revised
Nursing Procedure 68 "Care of the Client with
Diabetes Mellitus",
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W 100 Continued From page 2 W {0p| 1102
) : ) L The Governing Body of Porterville 10-25-13
COﬂSIS‘[@I_’]t ’mp|emematlor) of training programs to Developmental Center is commilted to the
teach skills and increase independence. health and well-being of the clients served
and in the implementaticn of systems to ensura
See W 195 that the Conditions of Participation are met. The
{W 102} [ 483.410 GOVERNING BODY AND {W 102}| Governing Body will ensure that clients receive
MANAGEMENT continuous active treatment programs that
emphasize comprehensive assessment
The facility must ensure that specific governing information, development of an individual-
body and management requirements are met. centered plan, and consistent implementation/
: ) . monitering/revision of training plans. Specific
plans of correction related to the corrective
actions below are addressed under the
_ appropriate tags.
This CONDITION is not met as evidenced by: -
Based on observation, document review and
interviews, the facility failed 1o ensure the  W102#1.A (See also W104) o
Condition of Participation, Governing Body and —lThe_cumculum fc_»r competengy training fgr 10-16-13
Management, was met when six of seven licensed sta}ff on ldlabetes meliitus was reviewed
N e . by the Medical Director and the Quality
Conditions of Participation were not met (Client ; \ "
: - - Assurance Director. It remained apprepriate.
Protections (See W 122), Facility Staffing (See o _
\ y Health G - Heaith Care objectives and plans for all 10-16-13
158): Active Treatment (Seel 95), ealth Care Program 5 clients raceiving insulin were raviewed
Services (See 318) and Physical Environment by the RN/HSS, and updated as needed.
(See 406, ) and the governing body failed to take - Nursing Procedure 68 "Care of the Client with | 10-16-13
responsibility and action to identify and resolve Diabetes Mellitus" and PVL 593 "Dizbatic
systemic problems of a serious and recurrent Record" was revised following review by the
nature. The facility failed 1o exercise, monitar and Medical Director, Pharmacist, CNS, ACNS,
implement policies to ensure the health and Executive Directer, Clinical Director, Training
safety of all clients residing at the facility. Officer Il, and Quality Assurance Director.
- Program 5 LOC staff were trainad by their 10-17-13 -
Findings:  Unit Supervisors or designaes on the revised
Nursing Procedure 68 "Care of the Client with
1. Tha condition of Participation, Governing Body Diabetes Mallitus".
was not met as evidenced by: - Nursing Procedure 68 "Care of the Client with | 11-15-13
. Diabetes Mellitus” was revised further to include
A. The facility failed to ensure that the governing clarity of the Interdiscipfinary Notes.
| body took action that identified systemic probiems - Program 5 LOC staff were trained by their 11-25-13
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(X4} ID SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENGCY MUST BE PRECEDED 8Y FULL PREFIX (EAGH CORRFECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
: DEFICIENCY)
{W 102} | Continued From page 3 W 102} w102 #1.{\ {See also W104)} (cont.)_
declliter]). (See W 104 - Pharmacists and RN/HSS responsible for 11-25-13
(decilliter]). ) completing Drug Regimen Reviews were trained
. by the Pharmacy Servicas Manager and CNS on
B. The facility failed to have an effective pest tr?e revised Nursing Procedure Sg "Care of the
control program in place in the main kitchen or Client with Diabetes Mellitus" and DRR
residence kitchens in the ICF. (See W 104) documentation to address hypoglycemic
reactions to clients on insulin.
C. Facility policy and good nursing practice were - Unit NOG shift clinic staff will audit PVL 593 11-25-13
not implemented after a client fell and sustained a "Diabetic Record” and Medication Administration
head injury. (See W 104) Records to ensure daity monitoring of hypo-
: glycemia was documented. RN/HSS andfor
D. Monitoring of food tempera‘tures at the Blue pharmacw’sts will audit the Mec.iicatign Adminis:cra—
Heron was not done during the cooling process of tion Records and PVL. 593 "Diabetic Records”
potentially hazardous foods, with the potential monthly to monltpr client insulin administration
infection of clients and staff with a food borne and hypoglycemia, ,
iliness. (See W 104, W 120) - Any glevated issues will be reviewed lmonthIly 11-25-13
at Clinical Guality Management Council meeting
2. The Condition of Participation, Client and Medica/Nursing Quality Management
Protactions, was not met as evidence by: ‘ouncll meetlng._ Governing Body will monitor
! ' via monthly Quality Management Council
. , . meeting with further corrective actions taken as
A_. The facility failed to ensure t_hat Qllent 49 who necessary.
tripped and fell on the floor, hitting his head and
sustaining a head injury, was assessed by an RN
until aimost 12 hours after the fall. Due to this
lack of care to the client, an Immediate Jeopardy W102 #1.B (See also W104)
was called an 10/15/13 and was abated on - All food in the kitchens on units 5, 6, 21, 23, 25, | 10-14-13
10/23/13. 26, and 36 that originated from the Main Kitchen
. were discarded. Emergency food plan was
B. The facility did not implement the plan of immediately activated. '
correction from the recertification survey of July, - The use of the Main Kitchen was suspended,  |10-14-13
2013 when there was no evidence that all the and a satellite kitchen was set up to be used for
clients in Program 5 were assessed for food preparation until the grout issues wer
appropriate placement, according to their age, resotved. '
developmental and social levels. - Facility Vector Control immediately sprayed 10-14-13
kitchen areas on'units 5, 6, 21, 23, 25, 26, 36,
C. The facility also did not ensure that clients' Main Kitchen, and the satelite kitchens.
freedoms were not denied or restricted when - All ﬂoorlsur_faces, utensm;, dishes, kitchen 10-15-13
clients on Residence 36 were not provided with zgﬁ?hceinm- kltg?ehns - u(;] ;tr? ’ 6€ ﬁ1t 2kst is' °
appropriate money management skills; when N Slea?‘llgd flehen, and Ine satellite Kitcnon
clients were not provided with appropriate |
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supervision o ensure privacy while getting
dressed; when clients were observed with
ill-fitting or sailed clothing; when no community
activities were provided to clients on Residences
5, 23 and 36; when cfients were provided with
activities that were not appropriate for their age;
when clients were denied access to their locked
wardrobes; when Client 28 had items listed on his
personal property card that could not be located.
See W 126, W 127, W 130, 136, W 137, and W
149

3. The Condition of Participation, Facility Staffing,
was hot met as evidenced by:

A. There were insufficient numbers of trained
and knowledgeable staff available to ensure that
clients' individual programs were carried out.

B. The facility did not provide active treatment to
the clients according to their assessed nseds
when insufficient staff were available to supervise
clients on Residence 23 and no active treatment
was ongoing. Clients A and 55 were allowed to
walk in untied or unlaced tennis shoes without
staif intervention.

C. Dietary staff were unable to take the
temperature of food being served to clients and
were unable to prepare the food without burning
it. ' :

D. The Interdisciplinary Team did not re-assess
Client 39's stigmatizing mechanical restraints and
research treatment aliernatives.

E. There was no intervention by staff to radirect a
client from inappropriate behaviors during work.
A client with a training objective to reduce

(X4) ID © SUMMARY STATEMENT QF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
{W 102} | Continued From page 4 (W 102} W102 #1.B (See also W104) (cont.)

- Facility Vector Control laid traps in the kitchen  [10-15-13
areas on units 5, 6, 21, 23, 25, 26, 386, the Main
Kitchen, and the satellite kitchen.

- Qutside consuitant from Department of Public 10-15-13
Health, Environmental Science division (DPH-
EVS) was contacted.

- Qutside consultant from DPH-EVS advised the [10-17-13
facility and provided a written summary of the
actions discussed,

- Emergency contracts with outside Vector 10-22-13
Control company was established for treatment

services.

- Acting Director of Dietetics developed new 10-23-13

Dietetics Procedure L-18 "Production - Cleaning
Procedure” on the sanitation process to be used
prior to and after food preparation. Distetics
Procedures E-10 "Presentation - Cleaning
Procedure" and D-10 "Production - Food
Sterage/Receiving Procedure” were revised.

- Dietetics staff were trained by the Acting 10-23-13
Director of Dietetics or designee on the new and
revised procedures.

- Supervising Housekeeping Supervisor [} 10-23-13
developed procedure for "Housekeeping Vector
Control".

- Janitoria} staff were trained by the Supervising 10-23-13
Housekeeping Supervisor Ill or designee on the
new procedure "Housekeeping Vector Control",
- Facility Bulletin 144 "Pest and Animal Control" | 10-23-13
was revised.
- Dietetics staff, janitorial staff, and Program 5 11-25-13
staff were trained by their supervisors or
designees on the revised Facility Bulletin 144
"Pest and Animal Control".

- Digtetics Supervisors, Housekeeping Super- 11-25-13
visors, Unit Supervisors Program Management,
and Quality Assurance will monitor unit
environment and staff compliance via rounds at
least monthiy.

- Any issues requiring further actions will be 11-25-13
reviewed monthly at the Clinical Quality
Management Council meeting. Governing Body
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E. Activities were presented to multiple clients
that were clearly inappropriate for them; the
activities were clearly meant for young children.

training to the Blue Heron staff on Dietetics
procedures asscciated with sanitation, safe cold
food handling and set up/service of cold food
items. :

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES I3} PROVIDER'S PLAN OF GORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETICN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE . DATE
DEFICIENGY)
{W 102} | Continued From page 5 {W 102} W”102 #,:-B {See a';‘;’l Wc! 041)13(/6;\)/1“) t
. . . will monitor via monthly Quali anagemen
banglr_ig hIS. head Was.a"OWEd T[O continue that Council meeting with further corrective actions
behavior without staff intervention. taken-as necessary.
F. Multiple clients did not have their treatment
programs manitored and coordinated by the
IPC's. W02 #1.C {See also W104)
- Program & NOC shift staff audited the last 24~ 10-17-13
. e hours of Interdisciplinary Notes for all clients to
G. Client 27 was not assessed In his home or verify no client had fallen and/or struck head.
WOI:k environment by the expert in autism and - RN/HSS and/or ACNS contacted each 10-17-13
autistic services . Program 5 units, via call or visit, every hour to
‘ : verity no client had faflen and/or struck head.
See W 159, W 164, W 186, W 189, W 191, W - Program 5 LOG staff were trained by their 10-17-13
192, W 193, and W 194 Unit Supervisor or designee on Nursing Proce-
dure 80 "Head Injuries, Care Of".
4. The Condition of Active Treatment was not - Facility Bulletin 105 "Client Protections" was 10-21-13
met as evidenced by: revised. , o
- Program 5 LOG staff were trained by their Unit | 10-23-13
A. Clients were not involved in activities that Supervisors or designees on the revised Facility
addressed their individualized priority needs nor 2222?;'{:1 ; %Smggl‘ie:; ;I.'?'I’EZﬂggfar'yCCI)lgfgiltions"
had oppoﬁunitieg to practice new or existing skiils {and Clinical Recording Guidsline 5 "Client '
and to make choices in their daily routines, Immediate Protection Plan”.
o . - Program Management will review Daily Reports | 10-23-13
B. The Interdisciplinary teams did not assess the at the morning meeting for any report of client(s)
appropriateness of the access restriction to the falling or striking head on previous shift(s) and
fenced backyard for multiple clients. actions taken.
: ' - Any issues requiring further actions wili be 11-25-13
C. Aclient expressed an interest in a food reviewed monthly at the Clinical Quality
service job and he was not assessed as to what Management Council meeting. Governing Body
his needs would be for that job. A client was not will monitor via monthly Quality Management
re-assessed for the appropriateness of his Council meeting with further corrective actions
placement in a day program. taken as necessary.
D. Multiple clients were not given the opportunity ,
to perform dining and meal preparation activities W102 #1.D (See also W104 and W120)
that they were capable of doing. - Acting Director of Dietetics provided on-site 10-18-13
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and procedure in regards to reporting a head
injury to the RN/MD.

Supervisors or designees on the revised Facility
Bulletin 105 "Client Protections”, Clinical

(X4) ID SUMMARY STATEMENT OF DEFICIENGIES ID PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX {EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR .SC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
' : BEFICIENCY)
i ] W02 #1.D (See alse W104 and W120) (cont.}
{W 102}| Continued From page 6 w102} - Acting Director of Dietefics reviewed the 10-18-13
. e e o system for tracking food temperatures and food |
F. Clients' activities of daily living plans were not temperature iog, and provided training to the
implemented. S Biue Heron sta¥f. Acting Director of Dietetics
also conducted an environmenta! check of the
G. Aclient's money management objectives Blue Heron, and identified areas that needed to
were met and no new objectives were developed. be corrected _
- Director of Central Program Services who 40-18-13
See W 196, W 214, W 225, W 247, W 249, W oversee the Blue Heron set expectation for the
255 and W 256. Blue Heron staff on Dietetics procedures
’ ] -| associated with sanitation, safe cold food
5. The Condition of Participation for Health Care ?j ;d}[':r?"pﬁgfﬁf?or;'ce of cold food tems, and
sefvices was not met as evidenced by: - Program 5 LOC staff were trained by their Unit | 10-20-13
L . Supervisors or designees on Infection Control
A. Clients did not rec equate health care Guideline 3.14 "Food-borne lilnesses". _
and monitoring when iabetic clients _ | - Food Services Supervisors will moniter Biue 10-20-13
receiving insulin were administered insulin while Heran food preparation and service of cold foods
they were hypoglycemic. An Immediate Jeopardy no less than twice per week. -
was called on 10/15/13 and abated on 10/17/13. | - Any issues requiring further actions will be 11-25-13
These failures had the potential to result in : reviewed monthly at the Clinical Quality
severe illness, coma, brain injury or death. The Management Council meeting. Govemning Body
fact that these hypoglycemic reactions occurred will monitor via monthly Quality Management
in clients who may not have had the intellectual Council meeting with further corrective actions
S taken as necessary.
capacity to alert anyone to any symptoms
increased the potential for severe adverse
reactions. W102 #2.A (See also W126, W127, W130,
W138, W137, and W149)
B. Client 49 tripped, fell, hit his head and was not - Program 5 NOC shift staff audited the last24- | 10-17-13
monitored nor assessed until approximately 12 Cgﬁs r‘]’g 'ﬁiﬁﬁ‘;ﬁ'}ﬁ& :gﬁi:‘;ﬁgﬁg’gg o
hours after the fall. An Immediate Jeopardy was - RN/HSS and/or ACNS contacted each 10-17-13
called on 10/16/13 under Clle_nt Proteqtlons and Program 5 units, via call or visit, every hour o
was abated on 10/23/13. This Immediate verity no client had fallen and/or struck head.
Jeopardy also contained aspects of lack of - Program 5 LOG staff were trained by their 10-17-13
monitoring and assessment. The lack of - Unit Superviser or designee on Nursing Proce-
follow-up for a client with a head injury had the dure 80 "Head Injuries, Care Of".
potential to miss significant warning signs of a - Facility Bullatin 105 "Client Protections” was 10-21-13
worsening condition. There was also a systems revised.
failure in that there was a conflict between policy - Program 5 LOG staff were trained by their Unit | 10-23-13
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served to clients and infestation throughout the
whole fagility if the pests were not adequately
controlled.

B. The facmty did not provide oversight for the
kitchen in the Blue Heron. There were no

reviewed moenthly at the Clinical Quality
Management Council meeting. Governing Body
will monitor via menthly Quality Management
Council meeting with further corrective actions
taken as necessary.
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: W102 #2.A (See also W126, W127, W130,
{W 102} | Continued From page 7 {W 102} V136, W137, and W149) (cont.)
: Recording Guideline 2 "Temporary Conditions",
C. Aclient's recommended ophthaltmology and Clinical Recording Guideline 5 "Client
follow-up was not done. immediate Protection Plan".
- Program Management will review Daily Reports | 10-23-13
D. Diabetic health care plans were not at the morning meeting for any report of client(s)
implemented when there was no documentation falling or striking head on previous shift(s) and
of monitoring for hypoglycemic symptoms in actions taken. o
diabetic clients. - Any issues requiring further actions will be 11.25-13
raviewed monthly at the Clinical Quality
: . . Management Council meeiing. Goveming Body
!E' There were no drug regimen reviews that will menitor via monthly Quality Management
identifled and addressed the hypoglycemic Council meeting with further corrective actions
reactions for clients who were administered taken as necossary.
insulin, -
F. There were no current drug references in the W102 #2.B (See also W126, W127, W130,
pharmacy. W138, W137, and W149)
- A review of assessment information for clients 11-24-13
G. There was inadequate temperature residing in Program & was conducted to ensure
monitoring of the refrigerator in the pharmacy that appropriate placement based on developmental
contained temperature sensitive vaccines. and functioning levels, and social/medical needs.
. - An IPP review and/cr Emerging Risk 11-24-13
: Notification/Evaluation meeting was held o
See W 322, W 331, W 363, W 368, and W 378 address each Program 5 client's placement. Any
" NP , clients identified as requiring further assessment
6. The andltlon of Partlclpatlon for Physical for possible alternate placement was referred to
Environment was not met as evidenced by: the Interdisciplinary Team.
. . ‘ - Program Directer will monitor and review the 11-24-13
A. The Central Kitchen and the residence assessment process and Interdisciplinary Team
kitchens were not maintained in a sanitary recommeandations for appropriateness of
manner and there was an ineffective pest control placement. -
program in place. An Immediate Jeopardy was - Program Management will conduct monthly 11-24-13
called on 10/14/13 and abated on 10/23/13. review of the unit population/client grouping via
These failures resulted Iin a potential infection the Overview System Comprehensive Assess-
controf problem due to the contamination of food ment of Risk (OSCAR) meetings. ,
- Any issues requiring further actions will be 11-25-13
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W102 #2.C (See also W126, W127, W130,
W136, W137, and W149)

- Program 5 LOC staff were trained by their Unit | 11-25-13
Supervisors or designees on Facility Bulletin 48
"Standards of Care" with emphasis on assisting
clients with meeting their dressing and grooming
needs.

- Program 5 LLOC staff were trained by their Unit | 11-25-13
Supervisors or designees on Program Procedure
I-36 "Community Leisure Aclivities for Clients",
and Facility Bulletini 79 "Client Rights",

- Program 5 Group Leaders were trained by their| 11-25-13
Unit Supervisors or designees on the Indepen-
cdent Living Assessment to ensure they address
concemns for dignity during the assessment
process, client preferences, personal possess-
ions, individualized rooms, and make recom-
mendations as needad. :

- Program & IPC's were trained by the Program | 11-25-13
Assistant or designee on monitoring client
training objectives, monitoring client possess-
ions, and client restricted access.

- 1IPC's will monitor clients' training via monthly 11-25-13
audit of the progress notes in the clients' records
and via rounds at least monthly,

- Pregram Management will review the quarter- | 11-25-13
ly audit of all client outings at the monthly
Overview System Comprehensive Assessment
of Risk (OSCAR) meetings.

- Any issues requiring further actions will be 11-25-13
reviewed monthly at the Clinical Quality
Management Council meeting, Goveming Body
will menitor via monthly Quality Management
Council meeting with further corrective actions
teken as necessary.
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W02 #3.A {See also W15, W164, W186,
W189, W11, W182, W193, and W194)

- The Governing Body of Portarville 10-25-13
Developmental Center is committed to the

health and weil-being of the clients served

and in the implementation of systems to ensurs
that the Conditions of Participation are met. The
Governing Body will ensure sufficient numbers of
trained and knowledgeable staff are available to
monitor the implemeantation of the clients'
individual programs,

W102 #3.B (See also W158, W64, W188,
W189, W161, W192, W193, and W184) _
- Unit 23 unit routine were revised to include 11-18-13
encouraging alternate activities for clients

exhibiting disinterest in current activity offered.

- Unit 23 LOC staff were trained by the Unit 11-24-13
Supervisor or designee on the revised unit

routine.

- Unit Bupervisor and/or Sanier PT will monitor 11-24-13
active treatment during rounds at least monthly.

~ Any issuas requiring further actions will be 11-25-13

reviewed monthly at the Clinical Quality
Management Council meeting. Governing Body
will monitor via monthly Quality Management
Council meeting with further corrective actions
takien as necessary. :

W02 #3.C (See also W159, W184, W186,
V189, W191, W192, W183, and W194)

- Acting Director of Dietetics set the expectations| 10-25-13
at the Octeber Monthly Mandatory Meeting with
Dietetics staff of calibrating thermometers at
least once a month and how to take accurate
reading of the thermometer.

- Food Services Superviser will monitor staff 10-25.13
campliance when completing meal checks and
rounds assessments of the unit kitchens.
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W102 #3.C (See also W159, W164, W1i86,
W88, W191, W192, W193, and W194) (cont.)
- Any issues requiring further actions will be 10-25-13
reviewed monthly at the Administrative Quality
Management Council meeting. Governing Body
wiil monitor via monthly Quality Management
Council meeting with further corrective actions
taken as necessary.

W102 #3.D (See also W159, W164, W186,
W189, W191, W192, W193, and W194)

- A Special IPP was held for the client to review | 11-15-13
past restrictive devices used for SIB.
- Director of Quality Assurance conducted 11-16-13
research of restrictive devices available or in use
elsewhere. |t was determined that the current
device is the least stigmatizing and most
effective for the client.

- Psychologist was in the precess of reviewing 11-15-13
the client's Functional Analysis of Behavior
{FAB), and will be updating the FAB by 12/12/13
to reflect his use of the plastic hand device.

- Unit Supervisor and/or Senior PT will monitor 11-15-13
staff compliance with client behavior plans during
rounds at least monthly.
- Any issues requiring further actions will be 4 111513
reviewed monthly at the Clinical Quality
Managemeant Council meeting. Goverhing Body
will monitor via monthly Quality Management
Council meeting with further corrective actions
taken as necessary.

W102 #3.E (See also W153, W164, W186,
W189, W191, W192, W183, and W194)

- The client was redirected from the behavior by | 10-15-13
by staff.
- Unit routine and day program training was 11-20-13
revised to include encouraging alternate .
activities for clients exhibiting disinterest in
current activity offered.
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W102 #3.E (See also W159, W164, W188,
W89, W181, W192, W183, and W194) (cont.)
- Unit LOC staff were trained by the Unit
Supervisor or designee on the client's behavior
plan and Functionai Analysis of Behavior,

- Unit Superviscr and/or Senior PT will monitor
active treatment and staff compliance with client
behavior plans during rounds at least monthly.

- Any issues requiring further actions will be
reviewed monthly at the Clinical Quality
Management Council meeting. Govemning Baody
will monitor via monthiy Quality Management
Council meeting with further corractive actions
taken as necessary.

11-24-13

11-24-13

11-24-13

W102 #3.F (See also W153, W164, W188,
YW189, W191, W192, W193, and W194}

- Program & IPC's were trained by the Program
Assistant or designee on Facility Bulletin 131
'Assessment” and reviewed expectations that
PC's will menitor client programs.

- IPC, Unit Supervisor and/or Senior PT will
monitor client programs during rounds at least
monthly to observe client participation,

- Any issues requiring further actions will be
reviewed monthly at the Clinical Quality
Management Council meeting. Governing Body -
will menitor via monthly Quality Management
Council mesting with further corrective actions
taken as necessary.

11-25-13

11-25-13

11-25-13

W102 #3.G (See also W15, W164, W186,
W189, W191, W192, W193, and W194)

- Client 27 was referred to the facility autism
specialist.

- Program Management ideniifled autistic clients
in the program. An IPP review was held for each
of the identified autistic client to discuss any -
identified issLies that may be a result of their

10-31-13

11-01-13

autism and any nead for further assessment.
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| objectives during rounds at lsast monthly to

W02 #3.G (See also W159, W14, W188,
W189, W191, W192, W193, and W194) (cont.)
- IPC's will moniter progress notes recording for
clients via monthly audit of the client clinical
records,

- Any issues requiring further actions will be
reviewed monthly at the Clinical Quality
Management Council meeting. Governing Body
will monitor via monthly Quality Management
Council meeting with further corrective actions
taken as necessary.

W02 #4.A (Seo also W196, W214, W225,
W247, W249, W255, and W256)

- Program 5 Group Leaders were trained by thei
Unit Supervisors or dasignees cn the Indepand-
ent Living Assessments for clients to ensure
they discuss the clients' current objectives and
preferences during the assessment process.

- Program 5 IPC's were trained by.the Program
Assistant or designee on menitoring client
training needs and choices.

- IPC's will monitor client assessments and

observe client participation.
- Unit Supervisor and/or Senior P will monitor

client participation during rounds at least monthiy.

- Any issues requiring further actions will be
reviewed monthly at the Clinical Quality
Management Council meeting. Governing Body
will monitor via monthly Quality Management
Council meeting with further corrective actions
taken as necessary.

W02 #4.B (See also W96, W214, W225,
W247, W249, W255, and W256)

- A review of restricted access consent for
Program 5 clients was conducted to ensure they
match the Unit Description and they are
appropriate for the client. :

- IPP reviews were held for Program 5 clients

1o assess restrictive agcess along with the

11-24-13

11-24-13

11-25-13

11.25-13
11-25-13

11-25-13

11-25-13

11-24-13

11-24-13
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W102 #4.B (See also W188, W214, W225,
W247, W248, W255, and W256) (cont.)

clients' IPP, Approaches & Strategies, Functicn-
al Analysis of Behavior, and behavior plans, to
ensure appropriateness of placament.

- Program 5§ Group Leaders were trained by their
Unit Supervisors or designees on the Independ-
ent Living Assessment and address client access
during the assessment process.

- Program 5 IPC's were trained by the Program
Assistant or designee on monitoring clients'
restricted access and client rights.

- Unit Superviser and/or Senior PT will monitor
client access during reunds at least monthly.

- Any issues requiring further actions will be
reviewed monthly at the Clinical Quality
'|Management Council meeting. Governing Body
will monitor via monthly Quality Management
{Council meeting with further corrective actions
taken as necessary.

W102 #4.C (See also W108, W214, W225,
W247, W249, W255, and W258)

- A vocational assessment was completed for
the client that addressed the client's desire to
work in a restaurant,

- Program 5 IPC's were trainad by the Program
Assistant or designee on Facility Bulletin 131
"Assessmant” and reviewed expectations that
APC's will monitor client vocational assessment.
- Any issues requiring further actions will be
reviewed monthly at the Clinicai Quality
Management Council meeting. Governing Body
will monior via menthly Quality Management
Council meeting with further corrective actions
teken as necessary.

W02 #4.D (Se= alsc W198, W214, W225,
W247, W249, W255, and W256)

- Classes for clients to learn about meal prepara
tion, consumer budget for meals, and infection
control to be held three times per waek was in

- 11-25-13

11-25-13

11-25-13

11-256-13

11-24-13

11-25-13

11-25-13

11-25-13
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W02 #4.D (See also W106, W214, W225,
W247, \W249, W255, and W256) {cont,)

the process of baing developed and was antici-
pated on being finalized cn 12/11/13 and added
te the unit activity calendar and schedule.
Shopping trips for meals/cooking classes were
also addad to the unit activity calendar.

- Unit routines were in the process of being 11-25-13
reviewed and will be completed on 12/11/13 to
include meal preparation and clean-up groups
prior to meals.

- Unit Supervisor and/or Senior PT will monitor 11-25-13
client participation during meal classes. '
- Any issues requiring further actions will be 11-25-13
reviewed monthly at the Clinical Quality
Management Council meeting. Goveming Body
will monitor via monthly Quality Managemeant
Council meeting with further corrective actions
taken as necessary.

W02 #4.E (See also W196, W214, W225,
W247, W249, W255, and W256)

- Program 5 units were checked to ensure all 10-22-13 .
age-inappropriate recreational or leisure time
supplies were removed from the unit. New
training supplies were ordered and obtained from
Gurriculum Services,
- Unit routine and training site schedule were 11-18-13
revised fo include encouraging alternate
activities for clients exhibiting disinterest in
current activity offered.

- Unit LOC staff were trained by the Unit 11-24-13
Superviser ¢r designee on the revised unit
routine. )
- Unit Supervisor and/or Senior PT will moniter | 11-24-13
active treatment during rounds at laast monthly.
- Any issues requiring further actions will be 11-25-13
reviewed monthly at the Clinical Quality
Management Council meeting. Governing Body
will monitor-via monthly Quality Management
Council meeting with further corrective actions

‘ taken as necessary.
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W102 #4 F (See also W196, W214, W225,
W247, W249, W255, and W256)

- Program & Group Leaders were trained by their| 11-25-13
Unit Supervisors or designeas on the Independ-
ent Living Assessments for clients to ensure
they discuss the clients’ current objectives and
preferences during the assessment procass.

~ Program 5 IPC's were trained by the Program 11-25-13
Assistant or designee on monitoring client
training needs and choices.

- IPC's will monitor client assessments and 11-25-13
objectives via rounds at least monthly to observe
client participation.
- Unit Supervisor and/or Senior PT will monitor 11-25-13
clierit participation via reunds at least monthly.
-~ Any issues requiring further actions will be 11-25-13
reviewed monthly at the Clinical Quality
Management Council meeting. Governing Body
will monitor via monthly Quality Management
Council meeting with further corrective actions
taken as necessary.

W102 #4.G {See also W196, W214, W225,
W247, W249, W255, and W258)

- An IPP review was held for the client, and a 10-24-13
new training objective for money management
was developed.

- Program 5 Group |Leaders were trained by theirl  11-25-13
Unit Supervisors or designees on the Independ-
ent Living Assessments to ensure they discuss
the clients’ current objectives during the assess-
ment process.

- Program 5 IPC's were trained by the Program 11-25-13
Assistant or designee on monitaring client
tralning needs.

- Unit Supervisor or designee were in tha procesg  11-25-13
of training the unit LOC staff on the client's new
training objective for money management. The
training is anticipated to be completed by
12/13/13.
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W102 #4.G (See also W198, W214, W225,
W247, W249, W255, and W256) (cont.)

- IPC's will monitor client training assessments 11-25-13
and objectives via rounds at least monthly to
obsarve client participation.

- Any issues requiring further actions will be 11-25-13
reviewed monthly at the Clinical Quality
Management Council mesting. Governing Body
will monitor via monthly Quality Management
Council mesting with further corrective actions
taken as necessary.

W102 #5.A (See also W322, W331, W3B3,
V368, and W378)

- The curriculum for competency training for 10-16-13
licensed staff on diabetes melliius was reviewed
by the Medical Director and the Quality
Assurance Director. It remained appropriate,

- Health Care objectives and plans for all 10-16-13
Program 5 clients receiving insulin were reviewed
by the RN/FISS, and updatad as needad.
- Nursing Procedure 68 "Care of the Client with 10-16-13
Diabetes Mellitus" and PVL 593 "Diabetic
Record" was revised following review by the
Medical Director, Pharmacist, CNS, ACNS,
Executive Director, Clinical Director, Training
Officer |1, and Quality Assurance Director.

- Program 5 LOC staff ware trained by their 10-17-13
Unit Supervisors or designaes on the revised
Nursing Procedure 68 "Gare of the Client with
Diabetes Mellitus",

- Nursing Procedure 68 "Care of the Client with 11-15-13
Diabates Mellitus" was revised further to include
clarity of the Interdisciplinary Notes.

- Program 5 LOC staff were trained by their 11-25-13
Unit Supervisors or designees on the revised
Nursing Procedure 68 "Care of the Client with
Diabetes Mellitus”.

- Pharmacists and RN/HSS responsible for 11-25-13
completing Drug Regimen Reviews were trained
oy the Pharmacy Services Manager and CNS on
the revised Nursing Procedure 88 "Care of the
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V102 #5.A (See also W322, W331, W363,
V368, and W378) (cont.)

| Client with Diabetes Mellitus" and DRR

| documentaticn te address hypoglycemic
reactions to clients on insulin.

~ Unit NOC shift clinic staff will audit PVL 593 1125-13
"Diabetic Record" and Medication Administration
Records to ensure daily monitoring of hypo-
dlycemia was documented. RN/HSS and/for
pharmacists will audit the Medication Administra-
tion Recerds and PVI. 593 "Diabetic Records”
menthly to monitor client insulin administration
and hypoglycemia.

- Any elevated issues will be reviewad manthly 11-25-13
at Chinical Quality Management Council meeting .
and Medical/Nursing Quality Management
Council meeting. Governing Body will monitor
via monthly Quality Management Council
meeting with further correctivé actions taken as
necessary.

W02 #5.B (See also W322, W331, W353,
\W368, and W378)

- Program 5 NOG shift staff audited the last 24- 10-17-13
hours of Interdisciplinary Netes for all clients to
verify no client had fallen and/or struck head. .
- RN/HSS and/or ACNS contacted each 10-17-13
Program 5 units, via call or visit, every hour to
verity no client had fallen and/or struck head,
- Program 5-LOC staff were trained by their 10-17-13
Unit Supervisor or designee on Nursing Proce-
dure 80 "Head Injuries, Care Of",

- Facility Bulletin 105 "Client Protections” was 10-21-13
revised.
- Program 5 LOC staff were trained by thair Unit | 10-23-13
Supervisors or designees on the revised Facility
Baulletin 105 "Client Protections”, Clinicai
Recording Guideline 2 "Temporary Conditions",
and Clinical Recording Guideline 5 "Clisnt
Immediate Protection Plan".

- Program Management will review Daily Reports  10-23-13
at the mormning meeting for any report of client(s)
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W102 #5.B (See also W322, W331, W383,
W368, and W378) (cont.)

falling or striking head on previous shift(s) and
actions taken,

- Any.issues requiring further actions wili be
reviewed monthly at the Clinical Quality
Management Council meeting. Governing Body
will monitor via monthly Quality Management
Council meeting with further corrective actions
taken as necessary.

W102 #5.C (See also W322, W331, W363,
W368, and W378)

- The client was seen by the ophthalmologist at
the Eye Clinic. The result of the dilated eye
exam showed no evidence of toxicity to the
medication.

- Program.5 IPC's were trained by the Program
Assistant or designee on monitoring client's
special clinic consults,

~ Program 5 Management and Unit Supervisor
wilk monitor client special clinic consulis via the
Behavior Intervention Review Team meetings.
- Any issues requiring further actions will be
reviewed monthly at the Clinical Quality
Management Council meeting. Governing Body
will monitor via monthly Quality Management
Council meeting with further corrective actions
taken as necessary,

W102 #5.0 (See also W322, W331, W383,
W368, and W378) h S

- The curriculum for competancy training for
licensed staff on diabetes mellitus was reviewed
by the Medical Director and the Quality
Assurance Director. it remained appropriate.
~Health Care objectives and plans for all
Program 5 clients receiving insulin were reviewad
by the RN/HSS, and updated as needed.

~ Nursing Procadure 68 "Care of the Client with
Diabetes Mellitus” and PVL 583 "Diabetic

11-25-13

06-25-13

11-25-13

11-25-13

14-25-13

10-16-13

10-16-13

10-16-13
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W102 #5.D (See also W322, W331, W283,
\VW368, and W378) {cont.)

Record" was revised following review by the
Medical Diractor, Pharmagcist, CNS, ACNS,
Executive Director, Clinical Directer, Training
Officer I, and Quality Assurance Director.

- Program & LOC staff were trained by their 10-17-13
Unit Supervisors or designees on the revised
Nursing Procedure 88 "Care of the Client with
Diabetes Mellitus™.

- Nursing Procedure 68 "Care of the Client with 11-16-13
Diabetes Mellitus” was revised further to include
clarity of the Interdisciplinary Notes.

- Program & LOC staff were trained by their 11-25-13
Unit Supeivisors or designees on the revisad
Nursing Procedure 68 "Care of the Client with
Diabetes Mellitus".

- Pharmacists and RN/HSS responsible for 11-25-13
completing Drug Regimen Reviews were trained
by the Pharmacy Services Manager and CNS on
the revised Nursing Procedure 68 "Care of the
Client with Diabetes Mellitus” and DRR
documentation to address hypoglycemic
reactions to clients on insulin. .
- Unit NOC shift clinic staff will audit PVL 593 11-25413
"Diabetic Record" and Medication Administration
Records to ensure daily monitoring of hypo-
glycemia was documeanted. RN/HSS andfor
pharmacists will audit the Medication Administra-
tion Records and PVL 583 "Dizbetic Records”
monthly to menitor client insulin administration
and hypoglycemia.

- Any elevated issues will be reviewed monthly 11-25-13
at Clinical Quaiity Management Council mesting
and Medical/Nursing Quality Maragement
Council meeting. Governing Body will monitor
via monthly Quality Management Council
mesting with further corrective actions taken as
necessary. .
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W102 #5.E (See also W322, W331, W363,
W368, and W378)

- The curriculum for competency training for 10-16-13
icensed staff on diabetes mellitus was reviewed
by the Medical Director and the Quality
Assurance Director. It remained appropriate.

- Health Care objectives and plans for all : 10-16-13
Program 5 clients receiving insulin were reviewed
by the RN/HSS, and updated as needed. :
- Nursing Procedure 88 "Gare of the Client with 10-16-13
Diabetas Mellitus" and PVL 583 "Diabetic
Record" was revised following review by the
Medical Director, Pharmacist, CNS, ACNS,
Executive Diractor, Clinical Director, Training
Officer 1, and Quality Assurance Director.

- Program 5 LOC staff were trained by their 10-17-13
Unit Supervisors or designees on the revised
Nursing Procedure 88 "Care of the Client with
Diabetes Mellitus",

- Nursing Procedure 88 "Care of the Client with 11-15-13
Diabetes Mellitus" was revised further to include
clarity of the Interdisciplinary Notes.

- Program & LOC staff were trained by their 11-25-13
Unit Supervisors or designees on the revised
Nursing Procedure 868 "Care of the Client with
Diabetes Mellitus".

- Pharmacists and RN/HSS responsible for 11-25-13
completing Drug Regimen Reviews were trained
oy the Pharmacy Services Manager and CNS on
the revised Nursing Procedure 88 "Care of the
Client with Diabetes Mellitus" and DRR
documentation to address hypoglycemic
reactions to clients on insulin.

- Unit NOC-shiftclinicstaff will audit PVI- 593 1125713
. "Diabetic Record" and Medication Administration
- _ Records to ensure daily monitoring of hypo-
glycemia was documented, RN/HSS and/or
pharmacists will audit the Medication Administra-
ticn Recerds and PVL 593 "Diabetic Records”
menthly to monitor client insulin administration
and hypoglycarmia.

~ Any elevated issues will be reviewed monthly 11-25-13
at Clinical Quality Management Council meeting
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W102 #5.E (See also W322, W331, W363,
W368, and W378) {cont.)

and Medical/Nursing Quality Management

- |Council meeting. Governing Body will menitor
via monthly Quality Management Council
meeting with further corrective actions taken as
necessary.

W102 #5.F (See also W322, W331, W383,
W368, and W378)

~ A request for purchase of the "Clinical Pharma-i  11-18-13
cology" was submitted.
- Pharmacy Services Manager will ensure the 11-18-13
drug references manual is current via yearly
review of the drug references manuals. s
- Any elevated issues will be reviewed monthly 11-25-13
at Administrative Quality Management Council
mesting and Medical/Nursing Quality Manage-
iment Council meeting. Governing Body will
monitor via monthly Quality Management Counci
meeting with further corrective actions taken as
necessary, '

W102 #5.G (See also W322, W331, W363,
W368, and W378) ‘

- Pharmacy temperature log was modified with 11-20-13
instructions on what to do if the temperaturs is
_ out of range. Pharmacy personnei were trained |
- e “'|by the Pharmacy Services Manager on the
modified log.

- A purchase order was submitted for a new 11-25.13
pharmaceutical grade refrigeraters and freezer
with product temperature sampling, continuous
temperature moenitoring, web-based access to
temperature data, tamper-proof data integrity,
and highfiow temperature alarm system,

- Pharmacists will monitor the temperature via 11-25-13
rounds at least monthly.
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The infection Contral Guideline, titled Plant
Operations/ Vector control/Animal Control, dated
April 2009, under the heading Plant Operations,
places responsibility for inspecting all buildings
and grounds for evidence of infestation of such
vactors as ants, cockroaches, mice, rats, flies,
bats and other vector problems on the Plant
Operations. The guideline further states that Plant
Operations will contract with an outside vendor to
provide pest/vector services when necessary,
With documented evidence of the roach problem
going on for over two years and the In-house
attempis at controlling not being effective, the
facllity failed to follow Its own guidelines.

There was no evidence that Plant Qperations,

Housskeeping, or Dietetics identified the |

problems of the roach infestation and the
presence of mice or shared information with the
infection control committee, Review of the
Infection Control minutes from May 2013 through
September 2013 did not show that any pest
control issues had been brought forward for
discussion and/or tesolution.

‘|reviewed monthly at the Administrative Quality
Management Council mesting. Governing Body
will monitor via menthly Quality Management
Council meetings with further corrective actions
taken as necessary. ‘

9.6. Chief of Plant Operations is responsible,

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERIGLIA {X2) MULTIFLE GONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER;: A. BUILDING COMPLETED
R-C
05Go14 B. WING 10/25/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
26501 AVENUE 140
\ -DP ICF/ID
PORTERVILLE DEVELOPMENT CENTER - DP ICF/ PORTERVILLE, CA 93257
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIBER'S PLAN OF CORRECTION (%5)
FREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CHROSS-REFERENCED TO THE APPROPAIATE DATE
DEFIGIENCY)
{W 104} | Continued From page 26 {W 104} W 104 (cont.)
communications between dietetics staff and the 9.1. A work order was submitted to repair the 10-24-13
pest control and housekeeping staff, and training dripping of water from a pipe attached to the
attendance logs showed that the faciiity was side of the bw!dlng from the roof to the ground.
aware of the problem with the roaches and mice. 9.2. The repair was compieted. 10-24-13
9.3. The work order form was revised to include | 11-13-13
Review of the facility Infection Control Guideling a section for staff completing the work to note
titled "Housekeeping/Janitorial’ dated Jung 2010 ngaaddltlonal findings when they are in the
stated the "Environmental services department is A S .
responsible for maintaining a safe, ctean and ?H:.pﬁm?fz;tcg?zlnﬂ?g%:;’nf Egt;iﬁ?s\:ﬂg;?tor 11-13-13
g;qség’ 'glte’goognfg reiflf”ga‘. | S;mtss' P el monthly. Any issues identified will be reported
d Ices, 1 %S w ! public buriding pecia via the work order system. ‘
esignaled areas. 9.5. Any issues requiring further actions will be 11-13-13
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The fagllity failed to develop an effective pest
control program. The PCT failed to follow
manufacturer's-instructions on the use of the
chemical pesticide, failed to provide guidance on
the effective management of the cockroaches by
failing to ensure that the. cracks in the floors and
walls were sealed to prevent the harboring of the
cockroaches. The different departments failed to
bring attention to the problem by failing to inform
the infection control commitiee. |n addition the
facility failed to follow its guideiines by failing to
contract with an outside vendor when the pest
services were necessary. (See W 454)

5, Immediate jeopardy was declared on 10/18/13
at 11:20 AM. A corrective action plan was
provided by the facility administrator an 10/18/13
at 1:156 PM. After review of evidence of
implementation of the corrective action plan, the
survey team ahated the Immediate jeopardy on
10/18/13 at 1:15 PM,

At approxirnately 11:10 AM on 10/17/13, a tour of
the Biue Heron, a contracted canteen, on the
[Facility name) campus was conducted. One of
the sampled clients (Client &) was observed
eating a chicken sandwich out in the dining area.

10.1. An audit of Program 5 client community
outings was conducted by the Recreational
Therapists. No other deficiencies were noted.
10.2. Recreational Therapist/unit staff scheduled
trips for Client 18 and Client 35 to go on a
community cuting three timas in a quarter.

10.3. Program 5 L.OC staff was trained by their
Unit Supervisors or designees on Program
Procedure I-36 "Community Leisure Activities for
Clients".

10.4. Recreational Therapists in Program 5 will
submit a quarterly audit of all client outings to
the Program Assistant for review.

10,5, Program Management will review the
quarterly audit of client outings at the monthly
Overview System Comprehensive Assassment
of Risk {OSCAR) meetings.

10.6. Program OSCAR meeting reports will be
reviewed monthly at the Clinical Quality
Management Ccuncil meetings. Any elevated
issues will be reviewed by the Governing Rody
via Quality Management Ceuncil meeting with
further corrective acticn taken as necessary.
10.7, Program Director is responsible.
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14-20-13
11-25-13

11-25-13

11-25-13

11-25-13

11-25-13

Atour of the kilchen was conducted. There was a
sandwich bar in the kitchen that opened to a
service window in the dining area. There were
items used to make sandwiches such as onions,
tomatoes, mayonnaise, chicken salad, tuna
salad, etc. Arequest was made to test the
temperature of the potentially hazardous foods on
the sandwich bar. Potentially hazardous foods are
foods that require time and temperature control
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for food safety. These were the chicken and tuna
salads. The chicken salad was 46.7 degrees
Fahrenhelt (F) and the tuna salad was 40.8
degrees F. The recommended holding
temperature for cold food is 41 degrees F and
below.

The Food Instructor (FI) who was respansible for
managing the kitchen asked another employee to
take some of the chicken salad out and returned
the scooped out portion into another refrigerator.
The original container was never removed from
the sandwich bar. A few minutes later, the
chicken salad was rechecked and the
temperature was 43.3 degrees F.

As the tour continued, another container was
found in the reach-in refrigerator containing a
larger amount of the chicken salad. The
temperature of the chicken salad in the
refrigerator was 48.7 degrees F. The Fl was
interviewed on the process and meal preparation
method for the chicken Salad. She indicated that
the chicken salad was prepared from chicken
breasts cooked in a crock pot from 10 AM to 4
PM the day before, 10/16/13. She stated that the
chicken breasts were then placed in a matal
contalner pulled apart and placed on ice until it
reached 70 degrees F, which is approximately
about 1-1/2 hours later. The metal container with

the chicken was then placed in the refrigerator for
further cooling, The Fl stated the Biue Heron
closed at 5:30 PM but there was another stalf
present till 7 PM. When interviewed on the
responsibilities of this employee, she
acknowledged, they had no temperaturé
cooling/monitoring responsibilities.

F1 stated in an interview on 10/17/13 at

11.1.. A work arder was submitted to repair the
exit doors in the auditorium,

11.2. The work order for the door repair was
completed.

11.3. The work order form was revised to includg
a section for staff completing the work to note
any additional findings when they are in the
area.

11.4. Janitorial staff and FEAT team will monitor
the physical environment via rounds at least
monthly. Any issues identified will be reported
via the work order system.

11.5, . Any issues requiring further actions will be
reviewed monthly at the Administrative Quality
Management Council meeting. Governing Rody
will monitor via menthiy Quality Management -
Council meetings with further corrective actions
taken as necassary.

11.8. Chief of Plant Operations is responsible.
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10-24-13
11-20-13
11-13-13

11-13-13

11-13-13
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{W 104} | Continued From page 29

approximately 11:30 AM that they had cooling
logs. Areview of the temperature log that was
presented Indicated that the temperature of the
chicken had not been recorded and the form
presented was not an actual cooling log. There
wera only twa items regularly monitored for
temperature from July 2013 to October 2013.
These two items were chili and cheese.

Section 3-401.14 (E) of the 2009 Food Code
states that "Raw animal foods that are cooked
using a non-continuous cooking process shall be
cooled according to the time and temperatures
parameters specified for cooked potentially
hazardous food (Time/Temperature Control for
Satety Food). The (Time/Temperature Control for
Safety Food) is cooling within 2 hours from 135
degrees F 1o 70 degrees F and within a total of 6
hours from 135 degrees F to 41 degrees F. In
addition, Section 3-401.14 (F) {2) of the 2009
Food Code requires that the raw foods he
prepared and stored according to written
procedures that are maintained in the food
establishment are available to the regulatory
authority on request.

The FI painted 1o a column that showed how all
the items that had been cooled were 70 degrees.
When the Fl was asked the significance of 70

‘| was cocled they monitor to make sure it reaches
70 degrees. When asked if any further steps
were monitored she stated “No". The Fl and the
food manager stated they had food safety
certifications and neither was able to state that
the correct process of cooling to include the
further cooling to 41 degrees Fahrenheit. The FI
and canteen manager were not able to show -
previous cooling logs and knowledge on the

degrees Fahrenheit, she staled that when tood |

{W 104} v 104 (cont.) _
12.1. The identified chairs were immediately 10-15-13
remeoved from the area, and replaced with
sturdy chairs. An environmental check was
conducted. No cther potential hazards were
hoted. - ) .
12.2. Housekeaping Supervisar [l provided 11-25-13
fraining to Housekeeping Supervisors and FEAT
leam members to specifically check for condition
of furniture when conducting rounds at least
monthly.

12.3. Program 5 LOC staff were trained by their | 11-25-13
Unit Supervisors or designees on Facility Bulletin
"48 "Standards of Care" and on checking for
conditions of furniture when conducting rounds.
12.4. Janitorial staff and FEAT team will monitor | 11-25-13
the conditien of the furniture on the residence via
rounds at least monthly, and elevate any
concerns to the Unit Supervisor or designes.
12.5. Unit Supervisor and/or Senior PT, 11-25-13
Program Management, and Quality Assurance
will monitor the condition of furniture via rounds
at least monthly, and document the findings.
12.8. Rounds findings and any issues requiring 11-25-13
further actions will be reviewed monthly at the
Clinical Quality Management Council meeting,
along with any corrective plans. Governing Body
will monitar via monthly Quality Management
Council meetings with further corrective actions
taken as necessary.

12.7. Program Director is responsible.
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responsibility for aversight for food safety at the.

Review of the facility document titled Canteen
Lease, dated June 4, 2013 between the facility
and the food vendor, Blue Heron was conducted.
incluted in the terms of the lease was the
requirement that the Administrative Services
Director of the facility had the right to regulate the
operations of Blue Heron as they affect the
"...safety and conduct of the facility." In addition,
the Isase had the Blue Heron "comply with all
rules and regulations" adopted by the facility.

At approximately 11:46 AM on 10/17/13, the
Acting Director of Dietetics (ADD) was
interviewed on the dietetics department’s

Blue Heron. She stated that there was no
affiliation with the Blue Heron as it was managed
by a separata entity.

In an interview at approximately 1:12 PM on
10/17/13, the facility staff in charge of the contract
was interviewaed. She stated that she does not
provide any oversight to the Blue Heron but
includes them in training provided to staff. She

further acticns will be reviewed monthly at the
Clinical Quality Management Council meeting,
along with any corrective plans. Governing Body|
will manitor via monthly Quality Management
Council meetings with further corrective actions
taken as necessary.

13.8. Pregram Director is responsible.

A, BUILDING
R-C
05G014 B. WING 10/25/2013
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
o ICEA 26501 AVENUE 140
PORTERVILLE DEVELOPMENT CENTER - DP ICFAID PORTERVILLE, CA 93257
{X4 1D SUMMAHY STATEMENT OF DEFIGIENCIES ID PROVIDER'S PLAN OF CORRECTION ix5) -
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFGRIMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
' DEFICIENCY)
{W 104} | Continued From page 30 {W 104} |w 104 (cont.) -
proper cooling process. 13.1. The identified water fountain was 10-14-13
immediately cleaned by Janitorial staff.
' The Blue Meron had stopped monitoring the 13..2. Progrfam 5L0C s_taff were traingq by their | 11-25-13
cooling of the chicken after 5:30 PM, Thay were Unit Supervisors or designees on Faqllty Bulletinf -
not able to state if the food had cooled down to 48 "Standards of Care” and on checking for
the proper temperature. Temperaturés were nat condltlons' of lfurn!ture when conductmg. roundg.
taken before additional items such as the 13.5}, Janltona! staff an'd FEAT team will monitor| 11-25-13
mayonnaise, apple and nuts were added on environmental issues via rounds at [east monthly
10/16/13. Tha appropriate time to check that the and elevate any concems to the Unit Supervisor
chicken had cooled down to 41 degrees ?;cilesgzi?%u ervisor andfor Senior PT 11-25-13
Fahrenheit or below was prior to the addition of Program Manzgement and Cutaliy Aseurance -25-
thqse other ingredients. Therefore, {he possibility will monitor anvironmental issues via rounds at
exists that the food may have been in the danger . least monthly, and document the findings.
zone for over 16 hours._ 13.5. Rounds findings and any issues requiring | 11-25-13 |
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casas death.

The facility failed to provide oversight to the
contracted service. There was lack of supervision
and monitoring of the food service activities by
the staff at [facility name]. The food vendor failed
to put a system in place to ensure that food was
cooled in & manner consistent with recognized
food standards.

6. According to the breakfast menu on 10/16/13,
the following items were offered: Juice,
pancakes with syrup, egg patty, cold cereal, toast
with jelly and milk.

At approximately 8:12 AM on 10/16/13, Ciient 5
was overheard stating "This [expletive] is cold".
The resident told the Residence stalf prasent that
his food was cold. The food service worker (FW)
serving the food felt the eggs and pancakes and
agreed it was cold. She took the temperature and
stated it was B0 degrees Fahrenheit (F).

FW then proceeded to return the items to the
oven to reheat. A few minutes later, FW pulled

reviewed monthiy at the Clinical Quality
Management Council meetings, along with any
corvective plan. Governing Body will monitor via
monthly Quality Management Gouncil meeting
with further corrective actions taken as
necessary,

14.6. Program Director is responsible.

X4} ID SUMMARY STATEMENT OF DEFICIENCIES D " PADVIDER'S PLAN OF CORRECTION (x5
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{W 104} Continued From page 31 {W 104} W 104 {cont.)
stated that the food manager was certified in food 14.1. The three ident\fied staff were frained by | 11-25-13
safety. ) Unit Supervisor or designee on Client Abuse
Prevention Training.
; i i .2. Program Director reviewed training 11-18-13

Improper cooling is a major factor in causing food 14 _
barne iliness. Foods that have been cooked and ;?c;r:rsefglrjr?grirﬁwgtrﬁé?rSChgw(tziilt)if;(taOPig\ngrnE;ion
held at improper temperatures promote the Trzzining
growth ofidis;ase—cigsmg mlcroogﬁnlsms that 14.3. Program 5 LOC staff not current in Clisnt | 11-25-13
may survive ine Cooking Process. Ali persons Abuse Prevention Training were trained by their
including those with compromised immune Unit Supervisors oF designees,
systems are at increased risk of foadborne illness 14.4. Unit Supervisor will monitor staff §1-26-13
such as Salmonella, Norovirus, Clostridium staff compliance via review of the staff training
Perfringens, E. Coll, when food Is not held at the records. Action will be taken to correct any
apprapriate temperature. Some of the symptoms deficiendies noted,
include fever, diarrhea and vomiting ard in soma 14.5, Issues requiring further actions will be 11-25-13
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{W 104} | Continued From page 32 {W 104} W 104 {cont.)
out the food but was not observed 1o recheck the 15.1. T.he |dent|f|ed scfa and chair on residence | 10-14-13
food temperatures prior 1o serving the clients. P wera immediately removed and replaced. An
environmental check was conducted. No other
. potential hazards were noted.
t?ngt'l'ggtgn‘tg?l‘; L:;;?goiggg;md Coda states ‘15.2.. The 1_:1 assignmgnt sheetg for the twq 11-20-13
(tme/temperature control for food safety) that s jdentified clients with Pica behavior were revised
cooked, cooled and reheated for hot holding shall [ specify environmental sweep activity as well
be reheated so that all parts of the food reach a ?:kggo‘g?'St?lgﬂiﬁfr;gnqgte findings, actions
temperalure of at least 166 degrees F for 15 16.3. Unit 25 LOC staff were trained by the Unit | 11-25-13
seconds. Supervisor or designee on the revised 1:1
. . assignment shests,
The facility failed to ensure that the food was 15.4. Program 5 LOC staff were trained by their | 11-25-13
either cooled or reheated to the appropriate Unit Supervisors or designees on Nursing
temperature to prevent the growth of Protocel 12 "Care of Client with Pica".
microorganisms or toxin formation. The facility 15.5. Housekeeping Supervisor 1} provided 11-25-13
failed to put systems in place to ensure that staff training to Housekeeping Supervisors and FEAT
consistently practiced safe food production ream members to spedifically check for
procedures. (see W 120) condition of furniture when conducting rounds at
[east monthly.
7. Areview of the Plan of Correction that was 15.8. Program 5 LOC staff were trained by their | 11-25-13
received in the CDPH office on 9/6/13 indicated Unit Superviscrs or designees on Facility Bulletin
that Step 12 of the correction plan for W 102, W 48 "Standards of Care” and on checking for
122, W 127, W 149 and W 407, stated that " All conditions of furniture when conducting rounds.
client in Program & were assessed by the 1D 15.7. Janitorial staff and FEAT team will monitor| 11-256-13
Teams for appropriate housing based on ages, the condition of the furniture on the residence via
developmental levels and social needs. Teams rounds at least monthly, and elevate any
reviewed client assessments 1o ensure the concerns to the Unit Supervisor or designee. ‘
assessments are current, valid and accurate. " A ’135'8‘ Unit Superviser and/or Senior PT, 11-25-13
sead shest s presoniedas videnco it
e s, The prad oty 10 Gounent s
, PP 16.9. Reunds findings and any issues requiring 11-25-13
assessmenlt, unit, age, the dlﬁerfent assessments further actions will be reviewed monthly at the
:Fa%iﬁevﬁr'gﬁgﬁl:fiﬁgigi? doachc?:;g(r;\}/ of Clinical _Quality Management Council mgeting,
sexual beh’aviors or of being victimized and along with an corrective plans' Govaming Body
columns for the unit supervisor and program - Vgglurr?;r!rtnoeze\giig@?iﬁﬁlﬁu?tflz:itgohrn;gﬁ\?g r:;?;ns
director to fill in dates when all the assessmenis taken as necessary.
were complete and had been reviewed. All of the 15.10. Program Director is responsible.
dates for unit supervisars and program director
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. VY 104 {cont.)
{W104}| Continued From page 33 W 104} 16.1. /—\(work order was submitied to replace the | 10/22/13
were blank except for the spread sheet for metal glides on the chairs.
Residence 21, which had unit supervisor review 16.2. The repair was completed. 1 1022113
dates of 6/23/13. There were several dates of 16.3. The identified setiees and chairs were 10/22/13
different assessments used for evaluating clients removed and replaced. An environmental check
that were more than two years old on each was conducted. No other potential hazards were
spread shest except for that of Residence 286, noted.
: 16.4. The 1.1 assignment sheet for Client 58 11/20/13
In an interview with Program Management Staff was revised to specify environmental sweep
on 10/23/13 at 11:00 AM, she stated that the activity as well as providing a place to note
spread sheet was the only evidence the facility findings, actions taken, or cther comments.
had for verification that all assessments had been 16.5. Unit 23 LOC staff were trained by the Unit |  11-25-13
completed by the correction plan date of 6/28/13. Supervisor or designee on the revised 1:1
Program Stalf stated that all the unit supervisors assignment sheet, . .
had reviewed the spreadsheets and that ail the 16'.6' Progrgm 5L0C sltaff were tralneq by their [ 11-25-13
assessments were current, accurate and valid., Unit Supervisors or designees on Nursing
She stated that the spreadsheet was used to Protocof 12 "Care of Client with Pica”.
determine who would be moved to which 16:7: Housekeeping Superwsor ]II provided 11-25-13
residence. When questioned why the dates of tra'”'”g o ﬁousfkeep”.‘]? Sﬁ'peg‘"sir? and FEAT
scmo asscssments were more han wo yers
old, Program Staff could not explain why that was 16.8. Program 5 LOC staff were trained by their | 11-25-13
except 1o say she thought those dates had just Unit Supervisors or designees on Facility Bulletin
not been updated. Staff stated that she was sure 48 "Standards of Care" and on checking for
that more current assessments had been used to conditions of furniture when conducting rounds. =
evaluate clients for appropriate placement. She 16.9. Janitorial staff and FEAT team will monitor| 11-25-13
could not explain why there was no , the condition of the furniture on the residence via
documentation of review dates by the unit rounds at least monthly, and elevate any
SUpeNisor or herself noted on the Spread sheets. ’ concerns to the Unit Supervisor ar desigﬂee_
When asked what evidence Program Staff could 16.10. Unit Supervisor and/or Senior PT, 11-25-13
provide to verify that all clients, not just those who Program Managsment, and Quality Assurance
had been moved to different residences, had will monitor the condition of furniture via rounds
been assessed, she stated that the spreadsheet at least monthly, and document the findings.
was the evidence. When she was asked how the 16.11. Rounds findings and any issues requiring  11-25-13
spread sheet provided evidence of assessment, further actions will be reviewed menthly at the
she could nat explain that idea. Clinical Quality Management Council meeting,
along with any corrective plans. Governing Body
In an interview with Facility Management Staff on will monitor via monthly Quality Management
10/23/13 at 12:00 PM, she stated that the facility Council meetings with further corrective actions
had evidence that the 20 clients who had moved taken as necessary. _
to different residences had all been assessed. 18.12. Program Director is responsible.
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{W 104} | Continued From page 34 {W 104} W 104 {cont) _
She stated that the unit supervisors and difierent 16.1. The identified settees anq chairs were 10/22/13
members of the Interdisciplinary Teams had not femoved da”f &ep;fce‘zh An et”V':.O Tr:e"tacll check
kept any evidence of assessments being done on g ciec Ro oerpolential hazards were
clients who were not moved off of the residences. 16.2. The 1:1 assignment shaet for Client 58 | 11/20/13
. " was revised to spacify envirenmental swee
On 10/24/13 at apprommatel_y 8:00 AM, facility activity as well ag prgfiding a place fo no’teIO
management provided e-mails from findings, actions taken, or other comments.
Interdisciplinary team members sharing 16.3. Unit 23 LOC staff were trained by the Unit | 11-25-13
information cancerning client assessments for Supervisor or designee on the revised 1:1
seven named clients. There were also several assignment sheet.
e-mails that showed general information of 16.4. Program 5 LOC staff were trained by their | 11-25-13
assessments were being done on the residences Lnit Supervisers or designees on Nursing
but did not list specific clients being assessed. Protocol 12 "Care of Client with Pica".
Reports also were provided that showed generat 16.5. Housekeeping Supervisor Il provided 11-25-13
client groupings according to residence but still training to Housekeeping Supervisors and FEAT
did not document individual client assessments. team mambers to specifically check for
condition of furniture when conducting rounds.
See W 122, W 127, and W 407 116.6. Program & L.OGC staff were trained by their | 11-25-13
Unit Supervisors or designees on Facility Bulletin
48 "Standards of Care" and on checking for
8. On 10/24/13 at 10:00 AM, the auditorium was conditicns of furniture when conducting rounds,
toured with administrative staff. Three sets of 16.7. Janiterial staff and FEAT team will monitor| 11-25-13
‘axist doors in the auditorium were observed to be the: condition of the furniture on the residence via
very difficult to open from inside. These doors rounds at least monthly, and elevate any
included those on the side of the building to the concems to the Unit Supervisor o designee.
immediate {eft of the main entrance, those on the ;5'8' U”'ifﬁS”pemsor a”d’:r Se?'or PT, 11-25-13
apposto ideof he uling t the mmediata e e o oty Agsurnce
right of the main entrance, and those on the right at least monthly, and document the findings.
closest to the stage. 16.9. Rounds findings and any issues requiring | 11-25-13
Administralive staff stated the doors should have 2,?,1?5;,agﬂ‘;ﬂfyﬂ';ﬁgggfgzﬁf gg;?lgtr K:;JE;
been easier to open, especially in an emergency. along with any corrective plans. Goveming Body
. will monitor via monthly Quality Management
9. On 10/24/13 at 10:00 AM, an area of standing Council meetings with further corrective actions
water approximately 10 to 12 feet long by 2 feet taken as necessary.
wide was observed outside of the exit doars 16.10. Program Director is responsible.
immediately to the right of the stage of the
auditorium.
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Green algae was observed to be growing on the
concrete where the water was pooling. A
continuous drip of water was observed from a
pipe attached to the side of the building from the
roof to the ground.

During an interview at the time, administrative
staff stated the water and area needed to be
cleaned up and the dripping water stopped.

10. The Recreational Activities Log for
Residence 36 was reviewed on 10/21/13.

a. The log documented that core sample Client
19 had not been afforded the opportunity to
participate in off-campus, community activities
during the months of August and September
2013,

During an interview on 10/24/13 at 8:50 AM, the
l.eisure Coordinator for Residence 36 confirmed
that Client 19 had not been included in '
community activities during August and
September.

b. The log further documented that core sample
Client 85 had not been afforded the opportunity to
participate in off-campus community activities
during August and September 2013,
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During an interview on 10/24/13 at 8:50 AM, the
Leisure Coordinator for Residence 36 confirmed
that Client 35 had not been included in
community activities during August and
September.

She stated the residence had only one van to
transport clients into the community. She further
stated the van could only accommodate two
wheelchairs at a time and the majority of clients
on the residence required wheelchairs when
going a long distance, like going into the
community.

She also stated that the van was also used for
medical transportation and was borrowed by
other residences.

The Leisure Coordinator further stated that
staffing was often an issue in order to maintain
supervision levels when clients were off campus.

11. On 10/24/13 at 9:30 AM, observations in the
Protestant Chapel at the Religious Center
revealed that the flooringftile between pews 6 and
7 was chipped and in disrepair. Staff present
stated that she would put in a work order to have
it fixed. ‘ , '

12. Observations on 10/17/13 at 7 AM and 7:10
AM revealed three unstable funsteady chairs in
both-client group areas on Residence 5, posing a
potential accident hazard. Staff present stated
that the chairs did not have screws but were held
together by wooden pegs and "glue must have
come undone.”
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13. On 10/14/13 at 3:45 PM, the water fountain,
utilized by clients in Residence 5's autside patio
was solled.

14. The Facility Bulletin #103 for "Alleged Client
Abuss, Mistreatment, or Neglect,” dated 5/2013,
included the following:

All [facility name] employees will be required to
attend Abuse Prevention and Response training
during the new employee orientation and at least
annually thereafter.

The facility failed to provide evidence of current
abuse training for 3 of 18 employee files
reviewed. (See 149)

15. Observations on 10/14/13 at 4:45 PM on
Residence 25 revealed two piecés of furniture in
the livingroom area; one sofa and one chair with
torn fabric exposing their contents. During a
concurrent interview, the staff stated that there
were two individuals who resided on this -
residence with an identified hehavior

16. Observations were conducted on Unit 23
beginning at 2:15 PM on 10/22/13. There were
saven chairs and three settees located in the "
west end television area. " All three of the vinyl
covered settees had tears in the fabric. Six of
the vinyl covered chairs had tears in the fabric,
including the chair in which Client 58 was seated
next to his one-on-one staff. When asked why
Client 58 received one-on-one supervision, the
direct support staff serving as the one-on-one

" favored "

D PROVICER'S PLAN OF CORRECTION {Xa}
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)
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VW 120 :
{W 104} | Continued From page 38 {W 104}|1. Chicken salad was discarded from the Blue 10-17-13
; y ; Heron. .
'tems appeared to be metal objects. 2. Effective 8:30 pm, Bius Heron sold only 10-17-13
Upon examination of the chalr in which Client 58 ﬁ;ﬁzapcrl;?)%?garsﬁ?ﬁ;‘%’ﬁﬁt food items and food
was seated, two of the metal glides on the bottom ' ‘
of the chair legs were missing. When asked if _3{3?555"”” food at the Blue Heron were ,10-18-13
she knew what had happened to the chalr glides, 4. A Client Immediate Protection Plan was 10-18-13
neither the direct support staff serving as Client initiated for Client 5. Client 5 was assessed by
58 ' s one-on-one staff nor the dtlrect support staff RN/HSS, and was monitored for signs and
supervising the other eight men in the room, symptoms of focd poisoning, i.e. abdominal pain,
knew the metal glides were missing. diarrhea, fever, and vomiting.
. - . 5. No other clients were affected, 10-18-13
17. The direct support staff providing supervision 6. Acting Director of Dietetics provided on-site | 10-18-13
to the other Sight men in the reom confirmed that training to the Biue Heren staff on Dietefics
the settees and the chairs had torn vinyl. The procedures associated with sanitation, safe cold
direct support staff providing supervision for the food handiing and set up/service of cold food
other eight men in the room confirmed several items. _ .
men wore disposable briefs which sometimes 7. Acling Director of Dietetics reviewed the 10-18-13
leaked. When asked how the chairs and settees system for tracking feod temperatures and food
with the torn vinyl could be cleaned once utine or temperature log, and provided training to the
feces were on the compromised surfaces of the Blue Heron staff,
chairs and/or settees, the direct support staff said 8. Acting Director of Dietetics conducted an 10-18-13
he was not sure how they would be thoroughly environmental check of the Biue Hearon, and
cleaned due to the torn vinyl, identified areas that neaded to be corrected.
W 120 | 483.410(d)(3) SERVICES PROVIDED WITH W 120 % The Blue Horon Manager/Vocational 10-18-13
OUTSIDE SOURCES Instructor was verified to be currently certified as
Food Safety Manager.
o : . 10. Adling Director of Dietetics and Food 10-18-13
L’;i:?ﬁg'?ergsgtgs;:gﬁ (t:klwigg?utste services Services Supervisor Il conducted follow-up
' check to ensure identified areas had been
corrected. '
. . , 11. Director of Ceniral Program Services set 10-18-13
This STANDARD is not mE}t as ewdgpoed by: expectations for Blue Heron staff on Dictetics
Based on observation, review of facility ) procedures associated with sanitation, safe cold
documents and siaff interviews, the governing food handling, set up/service of cold food items,
body of the facility failed to ensure a contracted and food temperature log.
food vendor prepared food in a safe manner. The 12. Tha Blue Heron Manager/Vocational 10-18-13
Blue Heron did not have systems in place to Instructor reviewed and updated the Food
ensure the cooked potentially hazardous foods Storage Manua! at the Blue Hercn,
were cooled in a manner consistent with 13. Blue Heron staff completely sanitized all 10-18-13
surfaces, utensils, and dishes prior to re-opening,
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recognized food satety practices. Cooked
potentially hazardous foods that are subject to
time and temperature control for safety are best
cooled rapidly within 2 hours from 135 to 70
degrees Fahrenheit (F} and within 4 hours to
approximately 41 degrees F. The total cooling
time from 135 degrees to 41 degrees F should
not exceed 6 hours. The facility failed to provide
any oversight on the uperation of sanitary and
safe food service operation.

Findings:

At approximately 11:10 AM on 10/17/13, a tour of
the Blue Heron, a contracted canteen, on the
[Facility name] campus was conducted. A
request was made to tést the temperature of the
potentially hazardous foods on the sandwich bar.
Potentially hazardous foods are foods that require
time and temperature control for safety to limit
growth of bacterla and toxin formation,

On the sandwich bar were chicken salad and
tuna salad. The temperature of the chicken salad
was 46.7 degrees Fahrenheit (F) and the tuna
salad was 40.8 degrees F, The recommended
holding temperature for cold food is 41 degrees F
and helow.

As the tour continued, a larger container of the
chicken salad was found in the reach-in
refrigerator. The temperature of this chicken
salad was 48.7 degrees F. The Food Instructor
(F1) responsible for the day-to-day management
of the canteen was interviewed on the process of
preparing the chicken salad. She indicated that
the chicken salad was prepared from chicken
breasts cooked in a crock pot from 10 AM to 4
PM the day before, 10/16/13. She stated that the
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W 120 Continued From page 39 W 120 |W 120 {cont.)

14. Monitcring of the Blue Heron food
preparation and sarvice of cold foods was
completed.

15. Program 5 LOC staff were trained by the
Unit Supervisor or designee on Infection Control
Guideline 3.14 "Food-borne llinesses”.

16. Food Servicas Supervisor will monitor

Blue Heron feod preparation and service of cold
foods no less than twice per week, and
document the visit in the Visitor Log at the Blue
Heron. Any issues identified will be elevated to
the Diractor of Central Program Services.

17. Issues requiring further actions will be
reviewed monthly at the Clinical Quality
Management Gouncil mestings, along with any
corrective plan. Governing Body will monitor via
monthly Quality Management Council meeting
with further corrective actions taken as
necessary.

18. Acting Director of Dietetics and Director of
Central Frogram Services are responsible.

10-18-13.

10-20-13

10-20-13

10-20-13
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w 120 Continued From page 40 _ W 120

chicken breasts were then placed in a metal
container, pulled apart, and placed on ice until the
temperature reached 70 degrees F, which was
approximately about 1-1/2 hours later. The metal
container with the chicken was then placed in the
refrigerator for further cooling. The Fl stated the
Blue Heron closed at 5:30 PM but there was
another staff present until 7 PM. When
interviewed on the responsibilities of this
employee, the Ft acknowledged, the employee
had no temperature cooling/monitoring
responsibilities. Therefore, the possibility existed
that the food may have been in the danger zone
for over 16 hours.

Cooked potentially hazardous foods that are
subject to time and temperature control for safety
are best cooled rapidly within 2 hours from 135 to
70 degrees Fahrenheit{F) and within 4 hours o
-approximately 41 degrees F. The total cooling
time from 135 degrees to 41 degrees F should
not exceed 6 hours. The facility failed to provige
any oversight on the operation of sanitary and
safe food service operation.

The Fl stated in an interview on 10/17/13 at
approximatety 11:30 AM that they had cooling
logs. A review of the temperature log that was
presented indicated that the temperature of the
chicken had not been recorded and the form
presented was not an actual cooling log.

The FI and the food manager, stated that they
had food safety certifications and neither was
able to state the correct process of cocling to
include the further cooling to 40 degrees
Fahrenheit. The F| and canteen manager were
not able to show previous cooling logs and
knowledge on the proper cooling process.
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safety,

Review of the facility document titled Canteen
Lease, dated June 4, 2013, between the faciiity
and the food vendor, Blue Heron, was conductad.
Included in the terms of the lease was the
requirement that the Administrative Services
Director of the faciiity had the right to regulate the
operations of Blue Heron as they affect the
"...safety and conduct of the facility. In addition,
the lease had the Biue Heron "comply with all
rules and regulations" adopted by the fagility.

At approximately 11:46 AM on 10/17/13, the
Acting Director of Dietetics (ADD) was
interviewed on the dietetics department's
responsibility for oversight for food safety at the
Blue Heron. She stated that there was no
affiliation with the Blue Heron as it was managed
by a separate entity,

in an interview at approximately 1:12 PM on
10/17/13, the facility staff in charge of the contract
was interviewed. She stated that she does not
provide any cversight to the Blue Heron but
includes them in training provided to staff. She
stated that the food manager was certified in food

On 10/18/13 at 12:10 PM a Blue Heron dietary
staff stated, "We don't have a cool down log."

Improper cooling is a major factor in causing
food borne iliness. Foods that have been cooked
and held at improper temperatures promote the
growth of disease causing microorganisms that
‘| may survive the caoking process. All persons
including those with compromised immune
systems are at increased risk of food borne
iliness such as Salmonella, Norovirus,
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W122 (See also W126, W127, W30, W138,
W 120 | Continued From page 42 W 120:W137, and W149)
Clostridium Perfringens, E. Coli, when food s not ~ |Portenville Deveiopmental Center is committed to
held at the appropriate temperature. Some of the health and well-being of the clients served
symptoms include fever, diarrhea and vomiting and in the implementation of systems to ensure
and in some cases death. - |that the Conditien of Participation for Client
Protection is met. Specific plans of cerrection
The facility failed to provide oversight to the related to ths corrective actions below are
contracted service. There was lack of supervision addressed under the appropriate tags.
and monitoring of the food service activities by
the staff of the [facility name]. The food vendor
failed to put a system In place to ensure that food W122 #1 (See also W126, W127, W130, W136,
was cooled in a manner consistent with W137, and W149)
recognized food standards. - Program 8 NOC shift staff audited the last 24- 10-17-13
{W 122} | 483.420 CLIENT PROTECTIONS {w 122} |hours of interdisciplinary Notes for all clients to
. verify ne client had fallen and/or struck head.
The facility must ensure that specific client - RN/HSS and/or ACNS contacted aach 10-17-13
protections requirements are met. Pro_gram 5 units, via call or visit, every hour to
verity no client had falien and/or struck head. ‘
~ Program 5 LOC staff were trained by their 10-17-13
: Unit Supervisor or designee on Nursing Proce-
This CONDITION is not met as evidenced by: dure 8C "Hozd Injuries, Care OF".
Based on observation, document review and - Fgcmc:y Bulletin 105 "Client Pretections” was 10-21-13
; ; ™ I, ; revised,
:;;‘:ggﬁgﬁ'stazg 22? ]rtrllg?_ of Participation for Client - Program 5 LOC staff wers trained by their Unit | 10-23-13
Supervisors or designees on the revised Facility
Findings: Bulletin 105 "Client Protections”, Clinical
Recording Guideline 2 "Temporary Conditions”,
The Client 49 tripped and fell on the ftoor, hitting and C(;'.mcal Recarding Guideline 5 "Client
his head and sustaining a head Injury, with Immediats Protection Plan'. .
subsequent abrasions and bruising noted the - Program Management will review Daily Reports - 10-23-13
next day. The client was allowed to go to bed at the morning meeting for any report of client(s)
and was riot monitored through the night for .fal[{ng or atriking head on previous shift(s) and
changes in vital signs and/or neurological actions taken. N
symptoms that could have alerted staff to a - Ar_wy issues requiring furth.eif actions 'Wlll be 11-25-13
worsening of his condition. He also was not roviewed monthly at the Clinical Quality
o h #t Management Council meeting. Governing Body
assessed by an RN until almost 12 hours after will monitor via monthly Quality Management
the fa]l._ Due to this lack of care to the client, an Council meeting with further corrective actions
Immediate Jeopardy was called on 10/15/13 and taken as necessary. .
was abated on 10/23/13.
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W22 #2 (See also W126, W127, W130, W138,
W137, and W148)

- A review of assessment information for clients 11-24-13
residing in Program 5 was conducted to snsure
appropriate placement based on developmental
and functicning levels, and socialimedical needs|
- An IPP review andfor Emerging Risk 11-24-13
Notification/Evaluation meeting was held to
address each Program 5 client's placement. Any
clients identified as requiring further assassment
for possible alternate placement was referred to
the Interdisciplinary Taam.

- Program Director will moniter and review the 11-24-13
assessment process and Interdisciplinary Team
recommendations for appropriateness of
placement. '

- Program Managemant will conduct monthly 11-24-13
review of the unit population/client grouping via
the Overview System Comprehensive Assess-
ment of Risk (OSCAR} meetings. )

- Any issues requiring further actions will be 11-25-13
reviewed monthly at the Clinical Quality
Management Council meeting. Governing Body
will monitor via monthly Quality Management
Council meeting with further corrective actions
taken as necessary.

W122 #3 (See also W128, W127, W130, W136,
W137, and W14g)

- Program b LOG staff were trained by their Unit |- 11-25-13
Supervisors or designees on Facility Builetin 48
"Standards of Care” with emphasis on assisting
clients with meeting their dressing and grooming
needs, :

- Program & LOG staff were trained by their Unit | 11-25-13
Supervisors or designees on Program Procedure
1-36 "Community Leisure Activities for Clients",
and Faciiity Bulletini 79 "Client Rights",

- Program 5 Group Leaders were trained by theirl 11-25-13
Unit Supervisars or designees on the Indepen-
dent Living Assassment to ensure they address
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W22 #3 (See also W126, W127, W130, W1 238,
W137, and W149) (cont.}

|concerns for dignity during the assessment
process, client preferences, personai possess-
ions, individualized rooms, and make recom-
mendations as needed.

- Program 5 iPC's were trained by the Program | 11-25-13
Assistant or designee on monitoring client
training abjectives, monitoring client possass-
ions, and client restricted access.

- IPC's will menitor clients' training via monthly 11-25-13
audit of the prograss notes in the clients' records
and via-rounds at jeast monthiy.
- Unit Supervisor or Senior PT, Program 11-25-13
Management, and Quality Assurance will
monitor during rounds at least monthly.

- Program Management will review the quarter~ | 11:25-13
ly audit of ali client outings at the monthly
Overview System Comprehensive Assessment
of Risk (OSCAR) meetings.

- Any issues requiring further actions will be 11-25-13
reviewed monthly at the Clinical Quality '
Management Council meeting. Governing Bedy
will monitor via monthly Quality Management
Councll meeting with further corrective actions
taken as necessary.

FORM CMS-2567(02-99) Previous Versions Obsolele Event ID:XQS512

Facifity ID: CAD40000239 I continuation shest Page 43p of 234



_ DEPARTMENT OF HEALTH AND HUMAN SERVICES _ .

CENTERS FOR MEDICARE & MEDICAID SERVICES

'PRINTED: 12/11/2013
T s es s o FORNM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION {X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING COMPLETED
. R-C
05G014 B. WING 10/25/2013
NAME OF PRQVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CGDE
. 26501 AVENUE 140
PORTERVILLE DEVELOPMENT CENTER - DP ICF/ND PORTERVILLE. CA 93257
(X4] ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORREGTION {5}
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROES-REFERENCED TO THE APPROPRIATE ~ DaTE
DEFICIENCY)
{W 122} | Continued From page 43 {W 122y
The fability did not implement the plan of
correction from the recertification survey of July,
2013 when there was no evidence that all the W 126
clients in Program 5 were assessed for 1. The identified training material were removed | 10-17-13
appropriate placement, according to their age, from the day pregram classroom.
developmental and social levels, 2. Program 5 Assistant obtained new training 11-15-13
supplies for the day program classroom.
The facility also did not ensure that clients’ 3. The training objectives for Program § clients, | 11-20-13
freedoms weren't denied or restricted when - tncluding Client 62 were reviewed by the
clients on Residence 36 were not provided with Interdisciplinary Teams. Clients identified as
appropriate money management skills: when heeding revisions to their training objectives werd
clients were not provided with appropriate ;efe” eg bfggt;‘g the Interdisciplinary Team for
supenvision to ensure privacy while getting ecomme ns.
crossed when s were bserved wi e oo o doy rogem e | 12043
i[l-f{tt!r}g ar solled clgthing; when Ro comrpumty meoney managemant trair?ing using real money
activities were provided to clients on Residences 5. Requosts were submitted to purchase ‘ 11.20-13
5 23 .::md 36; when clients werg provided w ith additional training supplies for Program 5
activities that were not appropriate for their age; training sites
when clients were d,e"'ed _accesg o thglr Iocked‘ 6. Program 5 IPC's were trained by the Program} 11-25-13
wardrobes; when Client 26 had items listed on his Assistant or designee on monitoring client
personal property card that could not be Iocated. training objectives.
: . . . 7. IPC will monitor client money management 11-25-13
These multiple failures caused the Conditions of training via monthly audit of the progress notes
Participation for Client Protections to be not met, in the client's clinicai record, and document in the
' IPC monthly notes. Any concerns will be
See W 126, W 127, W 130, W136, W 137, and olevated to the Unit Supervisor, and documented
w149 in the IPC monthly notes,
{W 126} 483.420(a)(4) PROTECTION OF CLIENTS {W 126} |8. Issues requiring further actions will be 11-26-13
RIGHTS reviewed monthly at the Glinical Quality
Management Ceouncil meetings, ateng with any
The facility must ensure the rights of all clients. corrective plan. Geverning Body will monitor via
Therefore, the facility must allow Individual elients monthly Quality Management Council meeting
to manage their financial affairs and teach them with further corrective actions taken as
to do s0 10 the extent of their capabllities. necessary. = _ ,
. 9. Program Director is responsible.
This STANDARD s not met as evidenced by:
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Based on observation, interview, and record
review, the facility failed to teach 1 of 26
unsampled clients (Ciient 62) to manage her
financial affairs to the extent of her capabilities.

Findings:

On 10/17/13 at 1:45 PM, day program staff were
observed to place a round white laminated
photocopy of a coin approximately 4 inches in
diameter on the table in front of Client 62.

In addition, staff also placed a laminated _
photocopy of what was identified as a dollar, an
approximately 6- to 7-inch long rectangle, on the

table in frant of Client 62.

[uring record review, Desired Outcome, 1-9.1
specified that staff were to "Place a picture of
coins in front of [Client 62]" and "Ask [het] to point
to the quarter."

In addition, the objective did not identify how
identifying oversized pictures would be used to
teach the client to identify real money.

On 10/24/13 at 9:00 AM, residence administrative
staff and the Individual Plan Coordinator
responsible for the program plan for Client 62

{W 126}

FORM CMS-2567 (02-99) Previous Versions Obsolata Event IDL XQS8512

Facility 1D: CA040000239 If continuation

sheet Page 45 of 234



- DEPAHTMENT OF HEALTH AND HUMAN SERVICES . .. .. .

_CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/11/2013
T " FORMAPPROVED
OMB NO. 0938-0391

that Step 12 of the correction plan for W 102, W
122, W 127, W 149 and W 407, stated that "All
clients in Program 5 were assessed by the 1D
Teams for appropriate housing based on ages,
developmental levels and soclal needs. Teams
reviewed client assessments to ensure the
assessmants are current, valid and accurate.” A
spread shest was presented as evidence that all
the clients had been assessed. The spread
sheet listed each client's name, date of
assessment, unit, age, the different assessments

STATEMENT OF DEFICIENGIES (%1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICAT ION NUMBER: A BUILDING COMPLETED
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DEFICIENCY)
{W 126} | Continued From page 45 {W 126}
were concurrently interviewed, They
acknowledged that the use of real money for
client education had not been considered.
W 127
Residence administrative staff stated he could 1. Areview of assessment information for 11-24-13
see how learning would not translate to real life clients residing in Program 5 was conducted o
situations if the learning tools did not resemble ensure appropriate placement based on
real life ohjects, tevelopmental and functioning levles, and social
{W 127} | 483.420(a)(5) PROTECTION OF CLIENTS {W 127} pnd medical needs. .
RIGHTS 2. An |PP review andfor Emerging Risk 11-24-13
Notification/Evaluation meeting was held to
The facility must ensure the rights of all clients. pddress each Program 5 client's placement.
Therefore, the tacility must ensure that clients are 2. Any C“e?tf'de”t'ﬂ?gl as lf[eq”'qng If”“her , 11-2413
not subjected to physical, verbal, sexual or ;Ziefesfg‘?g p toor ﬁ%sfn'tef d?scigii:rﬁ ?ggme”ﬁ
psychological abuse or punishment. alternate placement was identifiad, an IPP
review was held upon receipt of the assessment
. ) o discuss finding and address an
This STANDARD is not met as evidenced by: recommendati Ong& y ,
|| Based on document review and Interviews, the M, Program Director will monitor and review 11-24-13
fac:lh;y faulgd 10 provide documented evidence that the assessment process and Interdisciplinary
all clients in Program 5 were assessed for Team recommendations for approprlateness of
appropriate placement. placement.
: 5. Program Management will conduct monthly 11-24-13
Findings: review of the unit population/cliient grouping via
the Overview System Comprehensive Assess-
Areview of the Plan of Correction that was ment of Risk (OSCAR) meetings.
received in the CDPH office on 9/6/13 indicated 5. Program OSCAR mesting reports will be 11-24-13

reviewed monthly at the Clinical Quality
Management Council meetings, Any elevated
issues will be reviewed by the Governing Body
via Quality Management Gouncil meeting with
further corrective action taken as necessary.
7. Clinical Director is responsible.
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{W 127} | Continued From page 46 W 127}

used to verlfy the assessment of correct
placement, whether clients had a history of
sexual behaviors or of being victimized and
columns for the unit supervisor and program
director to fill in dates when all the assessments
were complete and had been reviewed. All of the
dates for unit supervisors and program director
were blank except for the spread sheet for
Residence 21, which had unit supervisor review
dates of 6/23/13. There were several dates of
different assessments used for evaluating clients
that were more than two years old on each
spread sheet except for that of Residence 26.

In an interview with Program Management Staff
on 10/23/13 at 11:00 AM, she stated that the
spread sheet was the only evidence the facility
had for verification that all assessments had been
completed by the correction plan date of 6/28/13.
She stated that all the unit supervisors had
reviowed the spreadsheets and that all the
assessments were current, accurate and valid.
She stated that the spreadsheet was used to
determine who would be moved i which
residence. When questioned why the dates of
some assessments were more than two years
old, management staff could riot explain why that
was except 1o say she thought those dates had
just not been updated; she was sure that more
current assessments had been used to evaluate
clients for appropriate placement. Management
staff could not explain why there was no
documentation of review dates by the unit
supetrvisor or herself noted on the spread shests,
When asked what evidence she could provide to
verify that all clients, not just those who had been
moved to different residences, had been
assessed, she stated that the spreadshest was
the evidence, When Management Staff was
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. W 130
{W 127} Continued From page 47 , o W127H1 ' Client 47 was redirected back to the bedroom! 10-17-13
asked how the spread sheet provided evidence of to get dressed. No other clients were involved
assessment, she could not explain that idea, nor were affected. ,
' 2. A Special Interdisciplinary Team was held to | 10-24-13
In an Interview with Facility Management on discuss area of concern.
10/23/13 at 12:00 PM, she stated that the facility 11-20-13
had evidence that the 20 clients who had moved
to difierent residences had all been assessed.
She stated that unit supervisors and different
members of the Interdisciplinary Teams had not 11-20413
kept any evidence of assessments being done on
clients who were not moved off of the residences,
On 10/24/13 at approximately 8:00 AM, Facility 5. C!ient 47‘.went ?o the Fashion Center to select  11-20.13
Management provided e-mails from cflothlggt of EIS cf{}mc?e.thA P'uri:':tase Order.\ivas
Interdisciplinary team members sharing placed 1o Shop for clothes in the community.
information concerning client assessments for 6. Unit 25 LOG staff were trained by the Unit 11-25-13
seven named clfents. There were also several Supenvisor or designee on Client 47's revised
e-mails that showed general information of AperoaChes & Strategf?s and on Facility Bulletin
assessments were being done on the residences 48 'St.andalr ds of (?are W't.h emphasis on
but did not list specific clients being assessed. gfg‘;ﬂ?ﬂggc:eegéssw'th maeting their dressing and
Raports also were provided that showed general 7. Program 5 Group Leaders were trainad by 11-25-13
client groupings according to residence but still their Unit Supervisors or designeas on the
did not document individual client assessments. Independent Living Assessment to ensure they
{W 130} | 483.420(a)(7) PROTECTION QF CLIENTS {W 130} jaddress concerms for dignity during the
RIGHTS ‘ assessment process, and make recommenda-
: tions as needed.
The facility must ensure the rights of all clients. 8. IPC will monitor implementation of pregram | 11-25-13
Theretore, the facility must ensure privacy during during rounds at least menthly, and decument in
treatment and care of personal needs. the monthly IPC netes, Any concerns will be
: elevated to the Unit Supervisor, and documented
in the IPC monthly notes. -
This STANDARD s not met as evidenced by 9. Issues requiring further actions wil! be 11-25-13
Based on observation and Interview, the tacility reviewed monthly at the Clinical Quality
tailed to ensure that 1 of 25 unsampled client Management Council meetings, along with any
(Client 47) was not lett unassisted in the haliway correciive pla_n. Govermning Body WHI.monltc.;r via
fully naked performing his ADL( activities of daily monthly Quality Management Council mesting
living). This failure resulted in client 47's privacy ‘r’:’:gezjs';ﬁsr corrective actions taken as
and dignity bemg viclated. 1G. Program Director is responsible.
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interviews, the facility falled to ensure that 5 of 61

submit a quarterly audit of all client outings to
the Program Assistant for review.
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W 136
{W 130} | Continued From page 48 {W 130}|1.1. An audit of Program 5 client community 11-20.13
outings was canducted by the Recreational
Findings: Therapists. No cther deficiencies were noted. '
1.2. Recreational Therapist/unit staff scheduled | 11-25-13
During an observation in Residence 25 on trips fo_r Clie_nt 19 fo go on a community outing
10/16/13 at 6:45 AM, unsampled Client 47 was three times in a quarter, , ,
seen walking in the hallway across from the 13 Program 51.0C stgff was trained by their 11-25-13
nursing station. The client was fully naked. He Unit S“pe“”sorﬁ or designees on Program
took a shirt from a cart without any staff gic;c;ﬁ::ire 1-36 "Community Leisure Activities for
assistance and he hgaded back to his room. 1.4. Recreational Therapists in Program 5 will - | 11-25-13
An interview was conducted with the facility staff tShUDm't A quarterly audt of af dlient outings to
e Program Assistant for roview.
on 10/16/13 at 7:10 AM, she stated that she gave 1.5. Program Management will review the 11-25-13
Client 47 a shirt to use, but he probably did not quarterly audit of client outings at the monthly
like it. The facility staff confirmed that Client 47 Overview System Gomprehensive Assessment
was fully naked visible to the public. She also of Risk (OSCAR) meetings.
confirmed that the client should not have been 1.6. Program OSCAR meeting reports will be 11.24-13
naked in the hallway. A staff should have caught freviewed monthly at the Clinical Quality
him and assisted him with his clothing Management Council meetings. Any elevated
preference, issues will be reviswed by the Governing Body
via Quality Management Councii meating with
During an interview with the Residence Manager further corrective action taken as necessary.
on 10/16f13 at 3:10 AM, she stated that it was a 1.7. Program Diractor is responsible.
bad morning. The client should have not been
naked in the hallway. Astaff should have caught
him and assisted him with his clothing preference
to use for that day.
W 136 483.420(a)(11) PROTECTION OF CLIENTS W 136|2.1. An audit of Program 5 client community 11-20-13
RIGHTS outings was conducted by the Recreational
. Therapists. No other deficiencies were noted.
The facility must ensure the rights of all clients. 2.2, Recreational Therapist/unit staff scheduled | 11-25-13
Therefore, the facility must ensure that clients trips for Client 35 to go on a community outing
have the opportunity to participate in social, three times in a quarter. .
religious, and community group activities. 2.3. Program 5 LOG staff was trained by their 11-25-13
Unit Supervisors or demgnees on Program
Procedure -36 "Community Leisure Activities for
This STANDARD s not met as evidenced by: Clients". _
Based on observation, document review and 2.4. Recreational Therapists in Program 5 will 11-25-13
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| W 136 (cont.)
| W 136 | Continued From page 49 W 136(2.5- Program Manggemen't will review the 11-25-13
. guarterly audit of client cutings at the monthily
sampled and unsampled clients (Cilents 19' 27, © |Overview System Comprehensive Assessment
31, 35, and 60) were allowed the opportunity to of Risk (OSCAR) mestings.
participate in oft-campus activities. 2.8, Pragram OSCAR meeting reports will be 11-24-13
. L ) reviewed monthly at the Clinical Quality
1. The Recreational Activities Log for Residence Management Council mestings. Any elevated
36 was reviewed on 10/21/13. This documented issues will be reviewed by the Governing Body
that core sample Client 19 had not been atorded via Quality Management Council meeting with
the opportunity to participate in off-campus, : further corrective action taken as necessary.
community activities during the months of August 2.7. Program Director is responsible.
and September 2013,

The Individual Program Plan (IPP) for Client 19,
dated 11/15/12, documented that, although he did
not like noisy and crowded areas, he did like
tood-related activities.

3.1, An audit of Program 5 client community 11-20-13
putings was conducted by the Recreationa)

Fherapists. Ne other deficiencies were noted,
3.2. Recreational Therapist/unit staff scheduled | 11-25-13
trips for Client 80 and Client 27 to go on a

The IPP further documented that_-the Ie_is._ure.plap community outing three times in a quarter,
for Client 19 was to encourage his participation in 3.3. Program 5 LOC staff was trained by their 11-26-13
community activities. Unit Supervisors or designees on Program
Procedure 1-36 "Community Leisure Activities for
During an interview on 10/24/13 at 8:50 AM, the Clients", .
Leisure Coordinator for Residence 36 confirmed 3.4. Recreational Therapists in Program 5 will 11-25-13
that Client 19 had not been included In submit & quarterly qudit of all client outings to
community activities during August and the Program Assistant for review.
September, ‘ 3.5. Program Management will ravigw the 11-25-13

quarterly audit of client cutings at the monthly
Overview System Comprehensive Assessment

2. The Recreational Activities Log for Residence of Risk (OSCAR) mestings. _

36 was reviewed on 10/21/13. This documented 3.6. Program OSCAR mesting reports willbe | 11-24-13
that core sample Client 35 had not been afforded reviewed monthly at the Clinical Quality -

the opportunity to participate in off-campus Management Council meetings. Any elevated

community activities during August and issues W_III be reviewed by the G_overnl_ng Bc?dy

September 2013. via Quality Management Cotncil meeting with

further corrective action taken as necessary.
3.7. Program Director is responsible.
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W 138 (cont) .
W 136 | Continued From page 50 W 136 4.1t: An audit ofgrotgr:nl; SﬂflieFr;t comtrlnunilty 11-20-13
. . . outings was conducted by the Recreationa :
Dt{rlng an '”tef"""w on 10/ 2’.4/ 13 at 8:50 AM' the Theragpists. Na other deficiencies were noted.
Lelsure_a Coordinator for Heslldence_BE.S confirmed 4.2. Recreational Therapist/unit staff scheduled |  11-25-13
that Cller]t 35 ha.d. not be:en included in trips for Cliant 60 to go on a community outing
community activities during August and three times in a quarter.
September. 4.3. Program 5 LOC staff was trained by their 11-25-13
Unit Supervisors or designees on Program
. Procedure 1-38 "Community Leisure Activities for
3. On 10/16/13 review of the Leisure Activity Clients".
Records for Clients 27 and 60 indicated that there | 4.4, Recreational Therapists in Program 5 will 14-25-13
ware no community outings provided on a submit a quarterly audit of all client outings to
regular basis for the months of 8/2013 or 9/2013. the Program Assistant for review.
This was acknowiedged by recreational therapy 4.5. Program Management will review the 14-25-13
(RT) staff during an interview on 10/23/13 at 1:48 guarterly audit of clfent cutings at the monthly
PM. Overview System Comprehensive Assessment
of Risk {OSCAR) mestings.
4.6, Program OSCAR meeting reports will be 11-24-13
reviewad monthly at the Clinical Quality
Management Council meetings, Any elevated
issues will be reviewed by the Governing Body
via Quality Management Councit meeting with
further corrective action taken as necessary.
4.7. Program Director is responsible.
\; n |!e pas| I! mont!s lllent 27
attended 2 community outings when he resided
on another residence,
5.1. An audit of Program 5 client community 11-20-13
. . . outings was conducted by the Recreational
4. Cflent"BO s IP.P draft, _clated 9"12.”3’ indicated Thergpists. No other defiyciencies were noted. .
that th.e Analysis of Hglnforcgrs included 5.2, Recreational Tharapist/unit staff scheduled | 11.25-13
shopping and community outings, trips for Client 31 to go on a community outing
- fthree times in a guarter.
5.3. Program 5 LOC staff was trained by their- 11-25-13
Unit Supervisors or designees on Program
Procedure 1-38 "Community Lelsure Activities for
Clients". '
5.4. Recreational Therapists in Program 5 will 11-25-13
submit a quarterly audit of alf client outings to
the Program Assistant for review.
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had missing personal items, clients on Residence

the monthly IPC notes. Any concerns will be

during rounds at least monthly, and document in
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W 136 {cont.) .
W 138 | Continued From page 51 W 1a3g5-5. Program Management will review the 11-25-13
quarterly audit of client cutings at the monthly
On 10/23/13 at 1:48 PM, the RT further stated o Rk (S ambrenensive Assessmant
that ratlos in the community {staff 10 cllgnt ratios) 5.6. Program OSCAR meeting reports will be 14.24-13
must be met and sometimes the RTs will team up reviewed monthly at the Clinical Quality _
s0 It will be less impact on the staff. Management Council meetings. Any elevated
issues will be reviewed by the Governing Bedy
via Quality Managemeant Council meeting with
further cerrective action taken as necessary.
5.7. Program Director is responsible.
W 137
1.1. Unit Superviscrs identified clients who have{ 11-20-13
a locked wardrebe and/or locked bedroom, '
. . including Client 28.
The Residence 21 activity log reviewed on the 1.2. An IPP review was held to review how 11-24-13
same day indicated that there were no community clients with locked wardrobe and/or locked
sponsored activities provided for Client 31 during bedraom were able to access their pessessions,
the month of August and September 2013, and develop a training plan if needead. )
{W 137} | 483.420(a}(12) PROTECTION OF CLIENTS {W 137}|1.3. Program & Group Leaders were trained by | 11-25-13
RIGHTS the Unit Supervisor or designee on the :
Independent Living Assessment fo ensure they
The facility must ensure the rights of all clients. address concerns for dignity during the
Therefore, the facility must ensure that clients assessment process, and make recommenda-
have the right to retain and use appropriate tions as needed. ,
personal possessions and clothing. 1.4. Program 51PC's were trained by the _ 11-25-13
Program Assistant or designee on monitoring
client access,
This STANDARD is not met as evidenced by: :Jst g rogra.mof LO% staff were tral_l“eﬁ'if’y their | 11-25-13
Based on observations, interviews, and record BS;IetiﬁDTeg\“,'léIies;l?rRigehStg'neeS on Facilly
review the facility failed to ensure the clients' right 1.6. Client 26's training objectives were revised | 12-11-13
to ret|am and use their personal possessions and to incluce keeping the key on a lanyard for the
clothing when: two of 19 sampled clients (Client dlient to wear or put in his pocket.
26 and 29) did not have keys to their locked 1.7. Unit 26 LOG staff were trained by the Unit | 12-13-13
wardrobe closets, two of 19 sampled clients Supervisor or designea on Client 26's revised
(Clients 26 and 30) did not have evidence of training objectives.
personal possessions in their rooms, Client 26 1.8. IPC will monitor implementation of program | 11-25-13
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W 137 {cont.)
(W 17) | Continued From page 52 (W 157}, con) elevatec o o Unt Sueror ng
a?]gri]dt&gt Qfagse erf’:a?r?;zzsé?eﬁtf?éﬁgnizos\’;e;;] q 1.9. lssues requiring further actions will be 11-25-13
- reviewed monthly at the Clinical Qualit
54) were not wearing appropriate clothing, and Management Cotncil meetings, along )\lm‘th any
when clients on Residence 23 were not provided corrective plan. Governing Rody will monitor via
age appropriate activities. monthly Quality Management Council masting
with further corrective actions taken as
Findings: necessary.
1.10, Program Director is responsible,
1. On 10/22/13 at 8:30 AM Client 26 asked a staff
to unlock his wardrobe closet, When asked why
: i idn!
Ee coulg not do it, the client stated that he didn't b 1. Data was entered for Client 29's new 10-2413
ave a key. training objective,
: . . . . 2.2, Areview w ducted for Program 5 11-25-
During a concurrent interview, the Unit Supervisor lents ts\gﬁ:ureagaigncoﬁsﬁor? rfor t?gir?ir:g 513
stated that the client frequently misplaced his key objectives is current.
and that one would be ardered. The staff added 2.3. Program & Group Leaders were trained by | 11-25-13
that often a client keeps a single key in his pocket their Unit Supervisors or designees on Desired
and it may drop out. Outcome documentation.
2.4. Program 5 IPC's were trained by the 11-25-13
Program Assistant or designes on Facility Bulleti
131 "Assessment”, and raviewed expectations of
IPC monitoring of client vocational asseszments.
2.5. IPC's will monitor client training assessments  11-25-13
and objectives via rounds at least monthly to
There was no evidence in the record/key plan, observe client participation. Any concams will be
that identified a method to assist the client in felevated to the Unit Supervisor, and documented
retaining the key on his person to increase the in the monthly IPC notes.
opportunity for success. . 2.6. Unit Supervisor andfor Sem’gr PT, 12-13-13
Program Management, and Quality Assurance
2. Observations of Client 29 between 10/15/13 wlll monitor client participation during rounds at
and 10/17/13 indicated that the client did not carry least monthly, and document any findings. :
awardrobe key, On 10/22/13 at 11 AM, it was fZZth Rourt]lds fmo!:}ngs anq any(;ssueftshgethug]ng 12-13-13
nated that the lock to the client's wardrobe was gl,nigglaéio?f “"'\’J'1 ne ”zr‘:fle‘;]"f Comogil yeaetine
unlocked. An Interdisciplinary Note (IDN), dated oo it i e ageme o
10/22/13 at 12:30 PM, indicated that Client 29 aing win any ‘30”?5"’%9'3'515-“” overning Body
! will moniter via monthly Quality Managemen
toild dStaﬁ th;‘.t he h%d a Iafl]ly ard {a cord c:::' tsht rap to Council meetings with further corrective action
ho scgmet n;g and usually worn around the laken as nacessary. A
neck) but no key. 2.8, Program Director is responsible.
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W 137 (cont.)
: 3.1. The shower rcom was unlocked by staff for| 10-22-13
Wsr _Contlnued From page 53 w 13.?} Client 30. The showsr rooms remained unlocked.
Other shower rooms on Program & units were
checked to ensure they were unlocked. .
3.2. Unit 25 1.OC staff were {rained by the Unit 11-24-13
On 10[24.”3 at1 PM, Superviser or designee on the Unit 26 unit
no data collection was found for this new description,
ObiECtiVe. During a concurrent intewiew, staff 3.3, Program 5IPC's were tramed by the 11-25-13
stated that the information had not yet arrived Program Assistant or designee on monitoring
trom the Individual Program Coordinator atter the client restricted access.
client's recent Annual Individual Program Plan 3.4. Unit Supervisor or Senior PT, Program 11-25-13
{IPP} mesting on 10/9/13 Management, and Quality Assurance will monito
restricted access on the residence during rounds
at least monthly, and document any findings.
3.5. Rounds findings and any issues requiring 11-25-13
further actions will be reviawed monthly at the
3. On 10/22/13 at 6:45 AM, Client 30 was about - Clinical Quality Management Council meeting,
to enter the shower (Room 125). The Licensed along with any corrective plans. Govaming Body
Staff who accompanied the client opened the will moritor via monthly Quality Management
door with & key. A direct care staff stated that this Councif meetings with further corrective actions
shower room was always locked and had been taken as necessary. ,
since women lived on this residence, over three 3.8. Program Director is responsible.
months ago.
4._On 10/22/13, abservations of the rooms of 4.1, Program 5 Management identified clients 11-24-13
Clients 26 and 30 revealed a lack of any whose bedrooms wera not individualized and/or
furnishings or expression of the client's Irkes have personal possessions.
interests or individuality. 4.2, IPP reviews were held for any client 11-24-13
i ) ) identified as not having individualized rcoms or
During an interview on 10/22/13 at 1 PM, personal possession to determine their
regarding the lack Of individuality of Cllent 30's lpreferences, and develop a plan to individualize
[Q0 the Unj g client their room space.

s lo the 4.3. Program 5 Group Leaders were frained by | 11-25-13
reason inat there was nothing displayed. their Unit Supervisors or designees on Independ-
Observations however, revealed that the client's ent Living Assessments to ensure they address
roommate had photos of friends/family/activities, client preferences, personal possessions,
in two large picture frames which hung on his wall individualized rooms, and make recommenda-
near his bed. tions as needed.

4.4. Program & IPC's were trained by the 11-25-13

During an interview on 10/22/13 at 8:45 AM,
Client 26 described some of the things that he

Program Assistant or designee on monitoring

{client possessions,
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that had ordered clothes were for pick-up.

During the visit to the Fashion Center an 10/17/13
at 11:45 AM, the staff stated that a record of each
client's preference and measurement were kept
on record. She further stated that clothes are
labeled and adjusted to the clienls specification.

further actions will be reviewed monthly at the
Clinical Quality Management Council meeting,
along with any corrective plans, Governing Bedy,
will menitor via monthly Quality Management
Council meetings with further corrective actions
taken as necessary.

5.7._Program Director is responsible.

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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DEFICIENCY) :
W 137 {cont.)
{W 137} | Continued From page 54 {W 137}|4.5. Decorations needed for Client 26 and 30's | 11-25-13
b : . d. Purchase orders will be submit-
liked such as fishing, camping, sports. There was Were assesse : .
nothing in his room that reflected those interests. ted on 12/12/2013 to obtain new decarations for
their rooms. .
. 4.6. Unit Supervisor or Senicr PT, Program 51-25-13
Cﬂgr;]t %6 wasl ObS?NGdt t‘; ct;?ngneiglgnbeggin{% o Management, and Quality Assurance will monitor
an f acd no place to put the clea excepi on physical environment on the residence during
the floor. rounds at least monthly, and document any
. . ) . findings. .
Review of the client property card of Client 26 4.7. Rounds findings and any issues requiring 11-26-13
also indicated that he owned a two piece wall further actions will be reviewed monthiy at the
shelf set with lights, wall art, wall decals, and a Clinical Quality Management Council meeting,
four dr_awer dresser. Staff was unable to locate along with any corrective plans. Governing Body
these iterns. Staff stated that she thought the will monitor via monthly Quality Management
dresser may have been damaged and thrown out, Council meetings with further corrective actions
There was no documentation as to when these taken as necessary.
itemns went missing, : 4.8. Program Director is responsible.
Review of facility policy FB No. 61 titled: Clients
Property and Trust Funds, dated August 2013, 5.1. The identified pants for Glient 53 and Client| 10-25-13
indicated uln‘der Section Il D Unlt. Sup_erwsor's 54 were altered for correct fit.
Responsibility: "...if any durable item is to be 5.2, An inventory of clothing for Client 53 and 11-01-13
condemned, it will be noted on the property card Client 54 werse completed to ensure ali items
by appropriate staff." were properly sized.
5.3. Program 5 clients were measured and the | 11-24-13
5.0n 10/16/13 at 8:50 AM, and on 10/17/13 at information was sent to the Fashion Center.
9:45 AM, Client 53 and 54 were observed 5.4. Fashion Center staff were trained by the 11-24-13
wearing pants that were too long. - Fashion Center Manager on the procedure to
: , check clothing prior to release to ensure any
During the interview with the group leader (staff) heeded alterations were completed. ‘
on 10/17/13 at 2:40 PM, he agreed that the pants 5.5. Unit Supervisor and/or Senior PT, Program | 11-24-13
needed adjustment. He further stated that staff Management, and Quality Assurance will monitor
orders the clothes from Fashion Center. The client appearance during rounds at least monthly
. - . and document any findings.
o} res C
Fashion Genter staff would notify the residence 5.8. Rounds findings and any issues raquiring 11-24-13
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{W 137} Continued From page 55

Review of Client 53 and 64's record indicated
that there were no in seam length.

6. During day programing observations, Client 32
was observed wearing _

t-shirt for two consecutive days, 10/21/13
and 10/22/13.

During an interview with the program staff on
10/22/13 at 10:45 AM, she stated that Client 32
owned several t-shirts of the same color and
style. '

On the same day, at 2:30 PM, together with the
Residence Manager, Client 32's closet was

i ted. Inside the closet were found six
ﬂclong sleeved shirt of different colors.
Review of Cllent 32's property card indicated
| seven longsleeve t-shirts.

7. Observations were conducted on Unit 23
beginning at 2:15 PM on 10/22/13. Atthe
beginning of the observatlon eight men were
seated in the settees and the chairs in the " west
end televislon room. " Client #58 was seated
next to his one-on-one staff in a chair located
behind the settee. The direct support staff
providing general supervision said the men were
watching a movie. When asked what movie was
playing, the direct support staff explained that the
DVD Player was broken so the men were
watching a moving on television titled, " Scream.
" None of the men appeared io be watching the
movie and the direct support staff was constantly
giving verbal instruction to the men such as "
hands down, pull your shirt down, keep your
hands to yourself, etc. *  When asked if there

were recreational orieisure time supplies

W 137}' 6.1. The seventh long-sleeve T-shirt was

W 137 (cont.) :

retrieved from the laundry. :

8.2. Program 5 Group Leaders were trained by
their Unit Supervisors or designees on Independ-
ent Living Assessments to ensure they address
client's property during the assessment process,
and make recommendations as neaded.

6.3. Program 5 IPC's werg trained by the
Program Assistant cn monitoring client possess-
10ns. '

6.4. IPC's will monitor to ensure clients have
sufficient property and personalized room decor
unless otherwise specified in the IPP. Any
concems will be elevated to the Unit Superviscr,
and documented in the IPC monthly notes.

B.5. Issues requiring further actions will be
reviewed monthly at the Clinical Quality
Management Council meetings, along with any
carrective plan. Governing Body will monitor via
monthly Quality Management Council meeting
with further corrective actions taken as
necessary.

6.6. Program Director is responsible.

7.1. The age-inappropriate recreaticnal or
eisure time supplies were removed from Unit 23.
7.2. All Program & units were checkad to ensure
all age-inappropriate recreational or leisure time
supplies wers removed from the units,

7.3. New training supplies were ordered and
obtained from Curriculum Services.

7.4, Unit 23 unit routine was revised to include
encouraging alternate activities for clients
exhibiting disinterest in eurrent aetivity offered,
7.5. Unit routines for other Program 5 units were
reviewed and remained appropriata.

7.6. Unit 23 LOC staff were trained by the Unit
Supervisor or dasignee on the revised unit
routine, and active treatmeant definition/loop
training.

7.7. Unit Supervisor and/or Senior PT, Program

10-22-13

11-24-13

11-24-13

11-24-13

11-24-13

10-22-13

10-22-13

11-18-13

11-18-13

11-18-13

11-24-13

11-24-13

FORM CMS-2567{02-80} Previous Versions Obsolate Event 1D: XQS8512

Facility iD; GAD40000235 If continuation sheet Paga 56 of 234




. _DEPARTMENT OF HEALTHAND HUMAN SERVICES - - -~ oo

PRINTED: 12/11/2013.

‘ ~ “~ FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPFLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER;: A. BULDING COMPLETED
R-C
05G014 B. WING 10/25/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
{LLE DEVELOPMENT CENTER - DP IGF/ID 20501 AVENUE 140 '
PORTERV P . PORTERVILLE, CA 83257
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES D PHOVIDEH'S PLAN OF CORBECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL g PREFIX - (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} s TAG CRO8S-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
’ W 137 (cont.)
{W 137} | Continued From page 56 {W.137}|7.7 {cont.) Management, and Quality Assurance

available to the men if they didn ' t want to watch
the movie, the direct support staff began getting
aut games and toys, all designed for use by
young children. The games and toys included an
Etch-A-Sketeh, brightly colored *lego' blocks, a
plastic clock, and an alphabet puzzle with large
plastic letters. The direct support staff assigned
as the one-on-one with Client #58 consistently
handed him a toy which played songs typically
enjoyed by very young children, Client #58
pushed the toy away at least three times and
dropped the toy to the floor twice.

Hesidence 23

8. On 10/15/13, review of an untitled, undated
facility document déscribed Residence 23 as part
of the program, "Life Management Development
through Behavior and Sacial Skills.* The
document showed that the residence was
designed to serve aduit male clients with
profound and severs inteliectual disabilities with a
major focus on reduction of challenging
behaviors. Training-opportunities were to be
provided to enhance and develop new skills, with
a major focus on develaping independence in
leisure, vocational, and social-skills.

On 10/22/13 from 2:12 PM to approximately 2:45
PM, eight clients were observed in a group
activity room. The animated version of "The
Hunchback of Notre Dame," geared to appeat to
young children was running. Most of the clients
were i '

wandered away from the group and one sampled
client {Client 34) engaged in self-injuricus

will monitor active treatment and physical
document any findings.

further actions will be reviewed monthly at the
Clinical Quality Management Council meeting,

will monitor via monthly Quality Management

taken as necessary.
7.9. Program Director is responsible,

B.1. The age-inappropriate recreaticnal or
eisure time supplies were removed from the
residence.

8.2, All Program 5 residences were checked
to ensure all age-inappropriate recreational or
leisure time supplies were removed from the
residence.

8.3. New training supplies were ordered and
obtained frem Curriculum Services.

ehcouraging alternate activities for clients
exhibiting disinterest in current activity offered.

reviewed and remained appropriate.

Supervisor or designae on the revised unit
routing, the active treatment definition/loop
training, Client 3¢'s behavior plans, Functional
Analysis of Behavior, Independent Living
Assessments, and Approaches & Strategies.

Management, and Quality Assurance will
monitor active treatment and physical

document any findings.

8.8. Rounds findings and any issues requiring
further actions wili be reviewed monthly at the
Clinical Quality Management Council meeting,

anvironment during rounds at least monthly, and

7.8. Rounds findings and any issues requiring

along with any corractive plans, Goverming Body

Council meetings with further corrective actions

8.4, Unit 23 unit routine was revised to include

8.5. Unit routines for other Program 5 units were

8.6. Unit 23 |LOC staff were trained by the Unit

8.7. Unit Supervisor and/or Senior PT, Program

environment during reunds at least monthly, and

along with any corrective plans. Governing Body

11-24-13

10-22-13

10-22-13

11-18-13

11-18-13

11-18-13

11-25-13

11-25-13

11-25-13
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\W137 (cont.)
{W 137} | Continued From page 57 {W 137} (8-8. {cont.) will monit'or via monthly Quality
behavior. A PTA encouraged clients to sit quietly Ma”a%?me"t.cwncl'(' meetings with further
and waich the movie as If in "a movie theater" gcgre; ve aCt'chS tat on as ”eces.zTW'
despite the lack of interest displayed by the 5. rrogram Lirector Is rosponsible.
clients. During the observation period of over
thirty minutes, most of the clients were watching W 149 .
-each other rather than the movle that was not age 10-15-13
appropriate.
. L 1.2. A General Evert Report was initiated for 10-17-13
On 10/24/13 at 8:56 AM, cbservation of clients in Client 4.
agroup area showed multiple table games and 1.3. Program 5 NOC shift staff audited the last | 10-17-13
puzzies out on a table, none of which were age 24 hours of Interdisciplinary Notes for al clients
appropriate. The puzzles were block puzzles with to verify no client had fallen and/or struck head.
themes/pictures geared to a toddler or young The audit findings were documented on the
child and included an etch-a-sketch type toy. daily report.
With the exclusion of activities of daily living being | 1.4. RN/HSS and/or ACNS contacted each 1017113
performed with some individual clients and a Program 5 residence, via call or visit, every hour
marching-in-place activity which one client to verity no client had fallen and/or struck head,
| participated in, none of the clients were offered and documented via NOD report through 1700
any age appropriate actlivity from 8 AM to 9 AM. hours.
This included Client 39. 1.5, Program 5 LOC staff discussed at huddles 1017113
the need to train and implement Nursing
During a concurrent interview at 8:56 AM, a Procedure 80 "Head Injuries, Care OF', and-
psychiatric technician (PT) stated that Client 39 document on the dally report through PM shift,
did not like the puzzies and games on the table. 1.6'. Program 5L0C s‘taff were tralngd by the -10/18/13
The PT stated, "He is one of our smarter clients." Unit Supewlso"r or demgnge on Nursmg
: Procedure 80 "Head Injuries, Care Of",
The PT also stated that he thought that Client 39 . . s S
was bored which increased the client's 1.7. Faqll‘cy Bullietln 105 "Client Erotectlons 10/21/113
undesirable behaviors Wwas reglse: tﬁ mcludp; tl;gﬁfoiﬁwmg:d .
' a. Each change of shift will include a repo
{W 149} | 483,420(d)(1) STAFF TREATMENT OF CLIENTS | {W 149} on any cfients%vho have fallen or struck I?heir
. ) . head on previous shift(s), and actions taken.
The fagility must develop and implement written b. Decumentation of change of shift report
policies and procedures that prohibit on fall or hitting head will be on Daily Report.
mistreatment, neglect or abuse of the client. c. SRPT/NPIC on duty will include communi-
' cation of information about clients who have
: fallen or have hit their head and action taken,
This STANDARD is not met as evidenced by: as weli as responsibility to elevate concern or
Based on observation, interview, and record seek clarification as needed, to US/AQD
review, the facility failed to ensure the heaith and immediately, to ensure actions taken meet
expectations.
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fall and/or sustain head trauma.

On 10/16/13 at 6:50 PM, the survey team met
with the Executive Director, Clinical Director and
the Director of Agency Evaluation and declared
IMMEDIATE JEOPARDY (IJ).

A corrective action plan was received from the
facility and reviewed on 10/16/13 at 8:20 PM.

On 10/23/13 at 3;35 PM, upon review of the
evidencs of implementation of the corrective
action plan, the survey team met with the
Executive Dirgctor, Clinical Director and Director
of Agency Evaluation and abatad the immediate
jeopardy.

The facility also failed to ensure implementation
of its Fagility Bulletin for "Alleged Client Abuse,
Mistreatment, and Neglect" when three of 18 staff
training records tacked evidence of attending the
required annual abuse training. .

Findings:

1. 0n 10/16/13 at 11:00 AM, during observations
at a day program, un-sampled Client 49 had
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{W 149} | Continued From page 58 {W 148} W 149 (cont.)
well-being of one un-sampled individual (Client 1.8, Program & LOC staff were trained by their | 10-23-13
49), when the client fell, struck his head and was g”'t,l‘fi“%erl‘}"stf”i or ?93}9”953 on the revised
not assessed by a registered nurse (RN} or 1%” 'P‘f ulie ”23 chcc't'ef;‘t mtet‘ct!onzb o | 102513
physician nor closely monitored overnight for Unit Sljogeﬁir;‘ors ord ;S? n\gssreorﬁlr?scnri’ica?w "o
almost 12 hours. In addition, this was the second Recor di‘; 5 Guideline #2 %Temporary Comition s
fall with head trauma that Client 49 had sustained and Clinical Recording Guideline #5 "Client
within the recent past. This failure to assess and Immediate Protection Plan”
implement policies and procedures (P&P) after a 1.10. Paily Report will be reviewed at the 10-23-13
fall and peadl injury had the potential to cause morning Program Management meeting daily,
serious impairment and harm to this individual Monday through Friday.
and any other individual in the facility who might 1.11. Issues requiring further actions will be 10-23-13

reviewed monthly at the Clinical Quality
Management Council meetings, along with any
corrective plan. Governing Body will menitor via
monthly Quality Management Council meeting
with further corrective actions takén as
necessary.

1.12. Program Director is responsible.
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an the left cheekbone, During a concurrent
Interview, Client 49 stated that he had fallen two
nights previously at home (Residence 26).

During a concurrent interview, the shift lead
stated that staff should have initiated the head
injury protocol and notified the Health Services
Specialist (HSS} at the time of the fall, and
communicated the incident 1o the next shift,

During an interview on 10/16/13 at 7:.30 PM a
licensed staff stated that she checked the client
immediately after the fall, but didn't think the client
was hurt. Staff stated that she did not know at the
time, that the client had struck his head and did
not notify the HSS or physician.

There was no documentation until the followin
marning on 10/15/13 at 6:45 AM

records for all Program 5 LOC staff to ensure
staff are current in their Client Abuse Prevention
Training.

2.2. The three identified staff were trained by the
Unit Superviser or designee cn Client Abuse
Prevention Training.

2.3. Program 5 LOC staff not current in Client
Abuse Prevention Training were trained by the
Unit Superviser or designee,

2.4. Unit Supervisor will monitor staff

staff compliance via review of the staff training
records. Action will be taken to correct any
deficiencies noted.

2.5, Issues requiring further actions will ke
reviewed monthly at the Clinica! Quaiity
Management Council meetings, along with any
corrective plan. Governing Bedy will menitor via
monthly Quality Management Council meeting
with further carrective actions taken as
necessary,

2.6. Program Director is responsible.
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noticeable bruising around the left eye orbit and 2.1. Program Director reviewsd training 11-18-13

11-25-13

11-25-13

11-25-13

11-25-13
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3.1. The identified Psychiatric Technician 11-18-13
attended Client Abuse and Prevention Training.
3.2. Program Director reviewed training 11-18-13

records for all Program 5 LOC staff to ensure
staff are current in their Client Abuse Prevention
Training.

3.3. The identified Focd Services Technician 11-25-13
was enrclied in the 12/16/2013 class on Client

ici n's) en
Review of physician progress nates (ppn's) IAbuse and Prevention Training.

10/17/13 indicated the fast entry by a physician o
was dated 9/27/13. 3.4. Program 5 L.CC staff not current in Client 11-25-13

Abuse Prevention Training were trained by the
Unit Supervisor or designee.

3.5. Acting Director of Distetics reviewed 11-256-13
training records for Distetics staff to ensure staff
are current in their Client Abuse Prevention

Training.
3.6. Unit Supervisor and Acting Director of 11-25-13
' Dietetics will monitor staff compliance via review
During an interview on 10/17/13 at 11:30 AM, the |~ " lof ifié staff training records. Action will be taken
licensed staff who worked overnight and to correct any deficiencies noted.
discovered the client's injury on 10/15/13 at 645 3.7. Issues requiring further actions will be 11-25-13
AM, stated that there had been no _ reviewed monthly at the Clinical Quality
communication from the evening shift on Management Council meetings, along with any
10/14/13 that Client 49 had fallen that evening. corrective plan., Governing Body will monitor via
: menthly Quatity Management Council maeting
Review of Nursing Procedure No. 80 titlad; "Head with further corrective actions taken as
Injuries - Care of," indicated under Section B necessary.
Definition: #1. Trauma to the head (including the 3.8. Program Director and Acting Director of
face) resulting from a blow, impact with an object, . |Pietetics are responsible.

fall, etc. Section lll Special Considerations:
Immediate Management for Severe Injury or
(njury with loss of consciousness. Subsection G:
"Notify Residence Physician/HSS/Assistant
Goordinator of Nursing Services."

The policy tor Falls N 186 titled: "First Aid for Falls
and or Suspected Fraciures” was the only policy
received regarding falls. When asked if a General
Event Report (GER) was initiated on 10/15/13,
Quality Assurance Staft stated that it was not,
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because "it did not meet the criteria for a GER."
When asked if the facility tracked client falls,
Quality Assurance Staff stated that only through
the GER process.

On 10/16/13 at 6:50 PM, based on the facility's
failure to ensure that the client was not subjected
to further injury and impairment, IMMEDIATE
JEOPARDY was declared.

On 10/16/13, at 8:20 PM, the survey team

accepted the facility's immediate corrective action |-

plan.

On 10/23/13 at 11:50 AM, after review of the
evidence that the facility's corrective action plan
had been implemented, the survey team abated
the IMMEDIATE JEOPARDY, -

2.0n 10/16A13 and 10/24/13, 3 of 18 staff training
records failed to contain evidence of annual
abuse prevention and reporting fraining.

3. During an interview with Quality Assurance
(QA} staff, on 10/22/13 at 3 PM, QA staif stated
that both the Psychiatric Technician and. Food
Service Technician were scheduled for abuse
training in April but the facility had no record of
the training. QA staff further stated that the PT
staff's last abuse training was in 8/2011 and there
was no evidence of any abuse

training for the Food Service Technician.,

The Facility Bulletin #103 for "Alleged Client
Abuse, Mistreatment, or Neglect," dated 5/2013,
included the following:

All ffacility name] employees will be required to
attend Abuse Prevention and Response training
during the new employee orientation and at least
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The facility must ensure that specific facility
staffing requirements are met.

This CONDITION is not met as evidenced by:
Based on observation, document review and
interviews, the Condition of Participation for
Facility Staffing was not met.

Findings:

There were Insufficient numbers of trained and
knowledgeable staff available to ensure that
clients' individual programs were carried out.
The facility did not provide active treatment 1o the
clients according to their assessed needs when
insufficient staff were available to supervise
clients on Residence 23 and no active treatment
was ongoing. Clients A and 55 were allowed to
walk in untied or unlaced tennis shoes without
staff intervention. Dietary staff were unable to
take the temperature of food being served to
clients and were unable to prepare the food
without burning it. The Interdisciplinary Team did
not re-assess Client 39's stigmatizing mechanical
restraints and research treatment alternatives.
There was no intervention by staff to redirect a
client from inappropriate behaviors during work.
Aclient with a training objective to reduce
banging his head was allowed to continue that
behavior without staff intervention. Multiple clients
did not have their treatment programs monitored
and coordinated by the 1PC's. Glient 27 was not
assessed in his home or work environment by the

expert N ('t fact

_|related to the corrective actions below are

{W158 #1 (See also W159, W1B4, W186, W189,

|objectives via rounds at least monthly to observel

and in the implementation of systems to ensure
that the Condition of Participation for Facility
Staffing is met. Specific plans of correction

addressed under the appropriate tags.

W191, W192, W193, and W194)

- Program staffing ratios on the units were
reviewed by Program Management, and they
remain adequate.

- Program 5 Group Leaders were trained by their
Unit Supervisors or designees on the Independ-
ent Living Assessments for clients to ensure
they discuss the clients' current ohjectives and
preferences during the assessment process.

- Program 5 IPC's were trained by the Program
Assistant or designee on menitoring client
training needs and choices,

- IPC's will menitor client assessments and

client participation.
- Unit Supervisor and/or Senior PT will monitor

- Any issues requiring further actions will be
reviewed monthly at the Clinical Quality
Management Council meeting. Governing Body
will monitor via monthly Quality Management
Council meeting with further corrective actions
taken as nacessary.,

W158 #2 (See also W158, W164, W186, W189,
W191, W192, W193, and W194)

- Acting Diracior of Dietatics set the expectations
&t the October Monthly Mandatory Meeting with
Dietetics staff of calibrating thermometers at

_lleast once a month and how io take accurate

client participation during rounds at least monthly,
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{W 149} | Continued From page 62 (W 14g}|W191, W92, W103, and W194) _
e e e e i s
W 158 | 483.430 FACILITY STAFFING W 158

11-25-13

11-25-13

11-25-13
11-25-13

11-25-13

11-25-13

10-25-13
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W58 #2 (See aiso W159, W164, W186, W18,
W91, W192, W193, and W194) (cont.)

reading of the thermometer,

- Food Services Supervisor will monitor staff 10-25-13
compliance when completing meal checks and :
rounds assessments of the unit kitchens.

- Any issues requiring further actions will he 10-25-13
reviewed monthiy at the Administrative Quality
Management Council meeting. Governing Body
will moniter via menthly Quality Management
Council meating with further corrective actions
taken as necessary.

W158 #3 (See also W159, W164, W186, W189,
W191, W152, W193, and W194)

- A Special IPP was held for the client to review | 11-15-13
past restrictive devices used for SIB.
- Director of Quality Assurance conducted 11-15-13
'|research of restrictive devices available or in use
elsewhere. It was determined that the current
device is the least stigmatizing and most
effective for the client,

11-15-13

- Unit Supetvisor and/or Senior PT will monitor 11-15-13
staff compliance with client behavior ptans during
rounds at least monthly. :
- Any issues requiring further actions will be 11-15-13
reviewed monthly at the Clinical Quality
Management Council mesting. Governing Body
will menitor via monthly Quality Management
Council meeting with further corractive actions
taken as necessary.

W58 #4 (See also W159, W154, W186, W189,
W91, W1i92, W193, and W194}

- The client was redirected from the behavior by | 10-15-13
by staff,
- Unit routine and day program training was 11-20-13
revised to include encouraging alternate
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\W158 #4 (See also W158, W184, W185, W189,
W191, W192, W63, and W194) (cont,)
activities for clients exhibiting disinterest in
current activity offered. -

- Unit LOC staff were trained by the Unit 11-24-13
Supervisor or designee on the client's behavior
plan and Functicnal Analysis of Behavior,

- Unit Supervisor and/or Senior PT will monitor 11-24-13
active treatment and staff compliance with client
behavior plans during rounds at least monthly.

- Any issues requiring further actions will be 11-24-13
reviewed monthly at the Clinical Quality
Management Council meeting. Governing Body '
will monitor via menthly Quality Management
Council meeting with further corrective actions
taken as necessary.

158 #5 (See also W159, W14, W188, W18g,
W191, W192, W163, and W194) {cont.)

- Program 5 |PC's were trained by the Program 11-25-13
Assistant or designee on Facility Bulletin 131
"Assessment” and reviewed expectations that
IPC's will monitor client programs.

- IPC's will monitor client programs via rounds to | 11-25-13
ohserve client participation.
- Unit Supervisor and/or Senlor PT wiil menitor 11-25-13
client participation during rounds at least monthly:
- Any issues requiring further actions will be 11-25-13
reviewed monthly at the Clinical Quality
Management Councii meeting. Govermning Body
will monitor via monthly Quality Management
Council meeting with further corrective actions
taken as necessary.

W158 #5 (See also W159, W164, W188, W18,
W91, WA92, W193, and W194)

- Client 27 was referred to the facility autism 10-31-13
specialist.

- Program Management identified mlients 11-01-13
in the program. An IPP review was neld Tor each

of the identifiec Jclient to discuss any
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W158 #& (See alsc W150, W164, \W186, W189,

W91, W12, W193, and W184)

identified issues that may be a result of their
and any need for further assessment.

- IPC's will monitor progress notes recording for | 11-24-13

clients via monthly audit of the client clinical

records.

- Any Issues requiring further actions will be 11-24-13

reviewed monthly at the Clinical Quality

Managament Council meeting. Governing Body

will monitor via monthly Quality Management

Council meeting with further corrective acticns

taken as necessary.
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W 1569
W 158 | Continued From page 63 . W 158 1.1. All Program 5 training sites were checked to] 10-22-13
. L . ensure all age-inappropriate training supplies
that there was insufficient staffing to adequately were removed.
monitor clients and to provide the active 1.2. New training supplies were obtained forthe | 11-15-13
trea}tment that they requ:re_d crfaated a potenltlal day program on 36-Annex.
for increased frequency of accidents, behaviors 1.3. 3B-Annex day program site lesson plan was| 11-15-13
and a lack of progression toward independence in revised to include engaging clients with activities
life skills. that matched the functioning levels of the clients.
] 1.4. Program 5 training site lesson plans and 11-15-13
These multiple faitures and the fact that the staff ratics were reviewed. Revisions were madg
Condition of Participation for Active Treatment. to lesson plans as needed.
was not met resuited in the Condition of 1.5. A new training assessment was initiated 11-25-13
Participation for Facility Staffing to be not met, far Client 36 to ensure propar placement in the
\ day program. The new assessment will be
See W 159, W 164, W 186, W 189, W 191, W compieted by 12/13/2013. _ :
192, W 193, and W 194 1.8. Unit 36 LOC staff who work with the clients | 11-25-13
{W 150} | 483.430(a) QUALIFIED MENTAL RETARDATION | {W 150} 2t the day program on 36-Annex will be trained |
PROFESSIONAL by the Unit Supervisor or designee by 12/13/2013
on the revised lesson plan for the day program
Each client's active treatment program must be :m?ﬁ-Anne;,ti’ihe aCt'\t'e freatment def'n't'?;'/ loop
integrated, coordinated and monitored by a éﬁg}:?%'ﬁa” & hew raining assessment for
qualified mental retardation professional. 1.7, Unit Supervisor and/or Senior PT wil 11-25-13
moenitor during rounds to ensure clients can
. ) . physically and/or cognitively participate in the
This STANDARD s not met as evidenced by: activities provided. Immediate acticns will be
Based on observation, interview, and record taken to correct any deficiency observed.
review, the facility failed to ensure the Individual 1.8. Program 5 IPC's will monitor progress notes| 11-25-13
Plan Coordinatar coordinated and monitored the recording for cliepts via menthly audit of the
active treatment programs of Clients 36, 45, 46, client clinical record, and document in the IPC
and 31.) monthly notes. Any concerns will be elevatad o
the Unit Supervisor, and documented in the IPC
1. On 10/16/13 beginning at 1:00 PM, monthly notes.
observations were made in the day program in 1.9, Issues requiring further actions will be 11-25-13
the 36-Annex. Two staff, one of which was a float reviewed monthly at the Clinical Quality
from another residence, and seven clients were Management Council meetings, along with any
present, corrective plan. Governing Body will monitor via
menthly Quality Management Gouncil meeting
Six clients, including core sample Client 36, were with further corrective actions taken as
positioned around a table. Staff stated the activity necessaly.. _ _
was gardening. 1.10. Program Director is responsible.
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One staff member began to read the back of a
packet of seeds, including information about
planting depth and time to germination.

Staff then began to ask questions such as, "What
grows here in the valley?, "Where do you go to
buy plants?", and "Raise your hand if you like
shade." Th ff !
guestions.

Client 36 was observed repeatedly bouncing a
ball, attached to his wheelchair by a cord, onto his
wheslchair tray untll he fell asleep.

The Individual Program Plan, dated 10/26/12,
listed objective I-6.4 under the section, Vocational
Evaluation. The objective was to place simulated
mail in a simuiated mail box. This activity was not
observed.

During an interview on 10/17/13 at 10:30 AM, the
Individual Plan Coordinator agreed that the
activity duting the day program did not mest the
clients' developmental needs, She further stated,
"Perhaps more training" for day program staff.

2.1. A special IPP was held to review the
Approaches & Strategies for Client 45,

2.2. Unit 36 |.OC staff were trained by the Unit
Unit Supervisor or designee cn Client 45's
Approaches & Strategies with emphasis on tha
use of protective halmet.

2.3. Program 5 Management identified clients
in the program who uses a restrictive davice
and/or protection davice. An IPP review was
held for each of the identified clients to discuss
appropriateness of the device, plan to use the
device, and if alternatives to the device should
be explored.

2.4. Program 5 IPC's were trained by the
Program Assistant or designee on maonitoring
client use of restrictive device and/or protection
device.

2.5, Unit Supervisor and/or Senior PT will
monitor staff compliance during reunds at least
monthly, and document any findings.

2.6. IPC's will monitor via rounds to ensure that
the dients’ restrictive/protection devices are
being used as per IPP and are in good repair.
Any concerns will be elevated to the Unit
Supervisor, and documented in the monthiy IPC
notes.

2.7. Issues reguiring further actions will be
reviewad monthly at the Clinical Quality
Management Council mestings, along with any
correclive plan. Governing Body will monitor via
monthly Quality Managemant Council meeting
with further corrective actions taken as
necessary. :

2.8. Program Director is responsible.
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observed sitting in a chair in one of the activity
areas on Residence 36. He was not wearing a
helmet,

Atew minutes later, licensed staff placed a
helmet on his head and transferred the client to a
wheelchair with a seat belt. The client remained
in the wheelchair with the helmet on.

At 8:20 AM, Client 45 was wheeled into the dining
room for breakfast, wearing his helmet. 1t was
removed when the client was transferred tc a
dining chair.

At 1:06 PM, Client 45 was again abserved in the
dining room. After finishing lunch, stafi assisted
the client from the dining chair to his wheelchair
without placing the heimet. The client left the
dining room Independently.

During an interview on 10/17/13 at 10:30 AM, the
Individual Plan Coordinator stated that Client 45
should wear his helmet when he Is ambulating
and not when he is sitting in a ¢halr or when he is
in his wheelghair. She further stated that tha
client does not ambulate very often.

The client'

. |activities that matched the functioning levels of

was revised to include engaging clients with

the clients,

3.3. Program 5 training site lesson plans and
staff ratios were reviewed. Revisions were made
to lesson plans as nesded.

3.4. Program 5 IPC's were trained by the
Program Assistant or desighee on Facility
Bulletin 131 "Assessment” and reviewed
expectations that IPC's will monitor client
vocaticnal assessments.

3.5. The Interdisciplinary Team is in the process
to hold an IPP review for Client 46 to address the
updated assessment information. The meeting
is anticipated to be held on 12/4/13.

3.6. Unit Supervisor or designee is in the pro-
cess of providing training to Unit 36 LOC staff
who work with the clients at the day program on
36-Annex on the revised lesson plan for the day
program on 36-Annex, the active treatment
definition/loop training, and the new training
assessment for Client 36. The anticipated date
of completion is 12/13/2013. _

3.7. 1IPC's will monitor client training assess-
ments and objectives via rounds at least monthly
to observe client participation. Any concerns will
be slevated to the Unit Supervisor, and docu-
mented in the monthly IPC notes.

3.8. Unit Supervisor andfor Senior PT,

Program Management, and Quality Assurance
will monitor client participation during rounds at
least monthly, and document any findings.
3.9. Issues requiring further actions will be
reviewed monthly at the Clinical Quality
Management Council meetings, along with any
corrective plan. Governing Body will monitor via
monthly Quality Management Council mesting
with further corrective actions taken as

necessary.
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) 1 ¥ . at the day program was completed,
2, Qn 10/16/13 at 7:00 AM, Client 45 was 3.2. Residence 36 day program site schedule 11-15-13
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On 10/24/13 at 8:10 AM, Client 45 was observed
sitting In a dining chair in the dining room eating
breakiast independently. He was wearing his
heimet,

During an interview at the time, licensed statf
sitting at the client’s table was asked if the client
was supposed to be wearing his helmet while
eating. Staff stated, "No" and removed the
helmet. :

3. On 10/15/13, observations were made in one
of the day rooms on Residence 36, There were
two staff and 10 clients in the room. One of the
staff staled he had been floated from another
residence. Staff stated the activity was “watching
TV.II

From 8:30 AM until 8:00 AM, Client 46 was
observed sitting in a chair holding a ball and not
watching TV. No other activity was offered to
Client 46. :

On 10/16/13 at 1:30 PM, observations were made
in Client 46's day program. There were seven
clients and two staff, Six clienls were positioned
around a table on one side of-the room and Client
46 was seated in a chair on the other side of the
room.

Client 46 was observed to sit holding a ball for 30
minutes with no other activity. A staff would
occasionally verbally prompt him from the other
side of the room to join the group. Client 46
never joined the group or engaged in any other
activity except holding the ball. -

4.2. Program 5 Management identified clients
whose chjectivas were not current and/or
accurate. An IPP review was held for the
identified clients to update their objectives.
4.3. Program 5 Group Leaders were trained by
their Unit Supervisors or designees on the
Independent Living Assessmenis to ensure they
discuss the client's current objectives during the
assessment process, and make recommenda-
tions as needed.

4.4. Program 5 IPC's were trained by the
Program Assistant or designee cn monitoring
client training needs.

4.5, Unit 21 Supervisor or designee was in the
pracess of providing fraining to the unit LOC staff
on Client 31's training plan. The anticipated
completion date was 12/13/2013.

4.6, IPC's will monitor client training assess-
ments and cbjectives via rounds at laast menthly
to observe client participation. Any concerns will
be elevated o the Unit Supervisecr, and docu-
mented in the monthly IPC notes.

4.7. Unit Supervisor and/or Senior PT,

Program Management, and Quality Assurance
will monitor client participation via rounds at least
manthly, and document any findings.

4.8. Issues requiring further actions will be
reviewed monthly at the Clinical Quality
Management Council mestings, along with any
corrective plan. Governing Body will monitor via
monthly Quality Management Council meeting
with further corrective actions taken as
necessary,

4.9. Program Director is responsible.
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At 1:45 PM, Client 46 stood up and attempted to
sit in another chair, When staff asked him to join
the group, the client immediately turned around
and sat back down in his original chair. Staff
responded by stating, "Good job [client's first
name)." '
5.2. Program 5 Management identified clients 11-24-13
Buring an interview on 10/16/13 at 2:00 PM, whose objectives were not current and/or
licensed day program staff stated that Client 46 accurate. An IPP review was held for the
had been in that day program *or & long time.” identified clients to update their objectivas.
' 5.3. Program 5 Group Leaders were trained by | 11-24-13
their Unit Supervisors or designees on the
Independent Living Assessments to ensure they
discuss the client's current objectives during the
assessment process, and make recommeanda-
tions as needed. ‘
5.4. Program 5 IPC's were trained by the 11-25-13
Program Assistant or designee en monitoring
client training needs.
: 5.5. Unit 21 Supervisor or designse was in the 11-25-13
. . . . process of providing fraining to the unit LOC staff
Client 46 was again observed sitting, hoiding a on Client 31's training plan. The anticipated
ball with no other activity on the residence on- completion date was 12/13/2013.
10/2113 from 7:30 PM until 8:00 PM. 5.6. IPC's will monitor client training assess- 11-25-13
ments and objectives via rounds at least monthly]
to observe client participation. Any concerns will
he elevated to the Unit Supervisor, and docu-
mented in the monthly IPC notes.
8.7. Unit Supervisor and/or Senior PT, 11-25-13
Program Management, and Quality Assurance
will monitor client participation via rounds at leas
monthly, and document any findings.
5.8. Issues requiring further actions will be 11-25-13
reviewed monthly af the Clinical Quality
Management Council mestings, along with any
corrective plan. Geverning Body will monitor via
menthly Quality Management Council meeting
with further corrective actions taken as
necessary.
5.9. Program Director is responsible. .
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There was no documented evidence that the
Individuat Plan Coordinator (IPC) had evaluated
the client's day program for proper placement.

During an interview on 10/17/13 at 10:30 AM, the
IPC stated that no vocational assessment was
done for Client 46 because he does not get paid
for his time in the day program.

The IPC stated that the staff who work with
clients in the day program were staff who are
assigned to work on the residence that day,
including staff who have floated from other
residences. She was not aware of what training
staff received before becoming day program
instructors, :

The IPC further stated that no documented
review of the appropriateness of the Client 46's
placement in the day program was available,

During an interview with the Individual Program
Coordinator on 10/24/13 at 9:15 AM., she stated
that the team had not decided as to the new plan.

{W 159}
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highly restrictive interventions / mechanical
restraints), and with a long history of minimal
attendance at the day program.

Findings:

reviewed menthly at the Clinical Quality
Management Council meetings, along with any
corrective plan. Governing Body wili moniter via
monthly Quality Management Council meeting |
with further corrective actions taken as
necessary.

1.7. Program Director is responsible,
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During an interview with the Individual Program
Coordinator (IPC) on 10/24/13 at 9:15 AM, she
stated that the team had not decided on a new
plan. The IPC was remindad that the previous
money management objective was met last
7/3112, and the annual program planning
conference was conducted approximately five
months ago. : 10-31-13
W 164 | 483.430(b){1) PROFESSIONAL PROGRAM W 164 '
SERVICES
11-01-13
Each client must receive the professional —rT
program services needed to i?nplement the active 1.5. Program Management identificd SN | 11-15-13
treatment program defined by each client's dlients in t]t’e program. we".’ew was held
individual program plan. . for e_ach of the: identifie client to discuss
any identified issues that may be a result of
their =0 any need for further assess-
. . . ment. :
This STANDARD is not met as evidenced by: 1.4. Clients identified as requiring further 11.24-13
Based on observation, staff interview, and recard assessment by the facility Il specialist
review the facility failed to ensure that clients were referred.
received professional services in accordance with 1.5. IPC's will monitor progress notes recording{  11-24-13
their needs for one of 19 sampled clients {Client for clients via menthly audit of the client clinical
27). Although a hehavioral specialist was records, and document in the IPC monthly notes
identified by the facility as having expertise in Any increase in behavior or other concerns will
there was no evidence that the team be elevated to the Unit Supervscr, and
utilized those services for an I c!ient with documented in the IPC monthly notes.
behaviors (requiring 1.8, Issues requiring further actions will be 11-24-13
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W 164 { Continued From page 70 W 164w 164 {cont.

10-31-13

11-01-13

2.3. Program Management identifiec { ] 11-15-13
ciients in the program. An IPP review was held
for each of the identified client to discuss
any identified issues that may be a result of
their and any nead for further assess-
ment? '
2.4, Clients identified as requiring further 11-24-13
assessment by the facilityjjjjjifsrecialist
were referred.

2.5. IPC's will monitor progress notes recording {  11-24-13
for clients via monthly audit of the client clinical
records, and document in the IPC monthly notes
Any increase in behavior or other concerns will
be elevated to the Unit Supervisor, and
documented in the IPC monthly notes.

2.8. Issues requiring further actions will be 112413
reviewed monthly at the Clinical Quality
Management Council meetings, along with any
corrective plan, Governing Body wili monitor via
monthly Quality Management Council meeting
with further corrective actions taken as
necessary.

2.7. Program Director is responsible.

During staff interview on 10/23/13 at 10:10 AM,
staff stated that Client 27's behaviors began at
3:35 AM and he was placed in 5 point restraints
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W 164 | Continued From page 71 . I W 164

at that time. The physician's restraint order was
renewed at 7,35 AM as the client was still
agitated and was assessed for a chemical
restraint. He received Ziprasidone (antipsychotic
medication} 20 mg IM (intramuscularly}. Staff
stated that Client 27 was released from restraints
at 10:20 AM, approximately seven (7} hours latar.

Client 27 sustained dark purple discoloration to
his right outer corner of his upper eyelid,
measuring 2.5 x 3 cm, multiple pin point
petechiae all over his face, (tiny red / purple spots |
on skin caused by abnormal bleeding from small
blood vessels that have broken close to the skin)
and a skin abrasion to his finger.

2. IPP documentation indicated that Cliant 27 was
currently enroi!Wy Training Activity
Center (DTAC) The class focus was
to enhance hasic living skills in socialization,
communication, vocational training, fine and
gross motor abilities, and clients were given the

opportunity to express themselves through their
choice of actlvities.
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Arecommendation was made to open a "Desired
Outcome" to increase the number of sessions
Client 27 attends at the DTAC site.

During an interview with DTAC staff on 10/15/13
at 10:25 AM, staff stated that Client 27 often
refused to attend DTAC and when he did attend,
he tore paper from magazines and needed a lot
of reinforcement,

On multiple occasions throughout the survey,
Client 27 was observed in bed with the covers
over his head.

On 10/15/13, Client 27 left DTAC returned to the
unit, and went back into bed.

On 10/16/13 at 10 AM, Client 27 was observed on
the unit after returning from a dental appointment.
Staff asked him if he wanted 1o do activities and
walk to work, Client 27 stated "No Work™ and
went in his room and closed the door.

On 10/22/13 he attended DDTAC for a short period
of time and became fixated on a hat and was
taken back to the residence. He returned later
and was observed attempting to hit staff and used
his fingernails to dig into his arm.
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W 164 | Continued From page 73 W 164 1.1. The age-inappropriate recraational or 10-22-13
: . . leisure time supplies weare removed from the
From the locked patio area on 10/23/18 Client 27 " |residance.
was observed inside of the residence repeatedly 1.2. All Program 5 residences were checked 10-22-13
pounding on the door window with his hands. to ensure all age-inappropriate recreational or
: lgisure time supplies ware removed from the
During an interview with supervisory staff on residence.
10/24/13 at 1:30 PM, staff identitied a doctor at 1.3. New training supplies were ordered and 11-18-13
the facility as being a behavioral obtained from Curricuium Services.
speciallst. When asked if the doctor spent time 1.4. The staffing ratio on Program 5 units were | 11-18-13
with the clisht and observed Client 27 on the unit reviewed and was adsquats.
or in the day program environment, staff said, 1.5. Unit 23 unit routine was revised to include | 11-18-13
"no." Staff further stated that Client 27 was so encouraging alternate activities for clients
new, was still getting acclimated and was in the exhibiting disinterest in current activity offered.
assessment phase, ] 1.6. Unit routines for other Program & units were| 11-18-13

W 186 | 483.430(d)(1-2) DIRECT CARE STAFF W 186 |reviewed and remained appropriate.

_ _ 1.7. Unit 23 LOC staff were trained by the Unit | 11-24-13
The facility must provide sufficient direct care i‘ﬁﬁ}t‘sor or designes on the revised unit
:Lii:gar?wggiv%?hiagi??npd?w(;stjif :;?c?;&:pn plans. 1.8, Interdiscipliljar_y Team for Client 34_is in the 11-25-13

process of updating the Approaches & Strategies
Direct care staff are defined as the present tSDH;"C'uge St‘f"ftf 'T.ter;'er?,:'hog er” C'r']‘.a”t exhh'b'ts
on-duty staff calculated over all shifts in a 24-haur e i e i B g Wien
. o ands ara covered with bodily fluid.
perlod for each defined residential living unit. 1.9. Unit 23 Supervisor o designeo is in the pro]  11-25-13
cess of fraining unit LOC staff on Client 34's
. . . behavior plan, revised Approaches & Strategies,
This STANDARD s not met as evidenced by: definition of active treatmgnt, and the unit
[Based on observation, record review, and staff infection control training curriculum. The antici-
interview, the facility; 1. failed to provide sufficient pated date of completion is 12/13/2013.
staff to manage and supervise clients. This 1.10. Unit Supervisor and/or Senior PT, Progran} 14-25-13
failure resulted in one of 19 sampled clients Management, and Quality Assurance will .
{Client 34) displaying self-injurious behaviors with monitor active treatment and physical
no attempt by staff to redirect the cllent, anvironment via rounds at least monthly, and
Additionally, the lack of staffing [eft other clients document any findings.
who were not engaged in the group activity with 1.11. Rounds findings and any issues requiring | 11-25-13
"| provislon of no afternate activities; 2. falled ta further actions will ba reviswed monthly at the

provide sufflcient staffing so that one of 25 Clinical Quality Management Councll meeting,
unsampled clients (Client 39} could be provided along with any corrective plans. Governing Body
meaningful activities with the required will monitor via monthly Guality Management
supervision. This failure resulted in staff reliance Council meetings with further corrective action

: taken as necessary. '
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discouraging disruptive behaviors.,

On 10/15/13, review of an untitied, undated
facility document described Residence 23 as part
of a program, "Life Management Development
thraugh Behavior and Social Skills."
sarve adult male clients wi
with a major focus on
reauction of challenging behaviors. Average

further actions will be reviewed monthly at the
Clinical Quality Managerment Council meeting,
along with any corrective plans. Governing Body
wilk monitor via monthly Quality Managament
Council meetings with further corrective actions
taken as necessary,

2.12. Program Director is responsible.

A. BUILDING
R-C
: 05G014 B. WING 10/25/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
26501 AVENUE 140
PORTERVILLE DEVELOPMENT CENTER - DP ICFID PORTERVILLE, CA 93257
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PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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. DEFICIENCY)
W186 (cont.)
W 186 | Continued From page 74 W 18g|1-12. Program Director is responsible.
on the use of restrictive hand davices to pravent
self-injurious behaviors; 3. failed to ensure that 2.1. The age-inappropriate recreational or 10-22-13
.| one sampled client (Clients 18) and one leisure time supplies were removed from the
unsampled client (Client 35) were afforded iresidence.
opportunities to participate in off-campus 2.2, All Program 5 residences were checked 10-22-13
activities aﬂd; 4. ten C”ents were crowded around to ensure a” age_inappropriate recreational or
atable for six at a worksite, with insufficient leisure time suppiieé were removed from the
staffing available for that number of clients. residence.
2.3. The staffing ratio on Program 5 units were 11-18-13
Findings: reviewed and was adequate. ,
2.4. New training supplies were ordered and 11-18-13
Residence 23 obtained from Curriculum Services.
2.5, Unit 23 unit routine was revised to include | 11-18-13
1. On 10/22/13 from 2:12 PM to approximately encouraging alternate activities for clients
2:45 PM, eight clients were observed being exhibiting disinterest in current activity offered.
attended to primarily by one direct care staff, a 2.6, Unit routines for other Program 5 units werel  11-18-13
psychiatric technician assistant (PTA) in a group reviewed and remained appropriate.
activity room. The animated version of "The 2.7. Unit 23 LOC staff were trained by the Unit | 11-25-13
Hunchback of Notre Dame" was running. Most of Supervisor or designee on the revised unit
the clients were seated on couches or chairs routine. . _ ,
facing each other, displaying self-stimulating tzﬁg-Ug:!:esnisgrii:spzxgivﬂ?enz;\;)?-girriea\%ewed by 41-25-13
behaviors such as clapping hands, making loud . " .
enunciations, and racking. A few clients milled é‘g' Unit 23 LSC.Staﬁ Wer%f.ra'?%%,bybthﬁ Unit | 11-25-13
about and wandered away from the group. Client pll;zerwsor or designes on Lilent 5's benavior
.34 engaged in seff-injurious behaworlwnhout , 2.10. Unit Supervisor and/for Senior PT, Program  11-25-13
intervention. The PTA enqourageq clients to sit Management, and Quality Assurance wil
quietly aqd watch the movie. During most of the monitor active treatment and physical
observation period of over thirty minutes, the PTA environment during rounds at least monthly, and
was alone with the elght clients and her time was document any findings.
occupled mainly with preventing altercations or 2,11, Rounds findings and any issues requiring | 11-25-13
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W 186 Continued From page 75

behavior level was described as mogerate to
severe including self-injurious behavior, socialty
Lndesirable hehavior, property destruction,
physical aggression and elopement. Training
opportunities were to be provided to enhance and
develop new skills, with a major focus on
developing Indspendence in leisure, vacational,
and social skilis.

On 10/2213 at 2:12 PM, Client 34 was observed
stretched out on a couch with his back and head
against the arm of the couch, facing the
television. Client 34 rarely looked at the movie on
the TV directly in front of him. The position of the
couch, relative to where the PTA sat, obstructed
the PTA's view of much of the client's upper body.

On 10/22/13 at 2:15 PM, one client stood up and
paced. Another cllent, seated alone on a couch to
the right of the PTA restlessly aftracted the
attentio ith di i '

PTA prompted the client to sit up and when the
client became vocal said, "Shhhh. We're
practicing lo sit and be quiet because that's what
we would do in the theaters." The PTA then said
to another client, "We don't stand up at the
movies." Clients were instructed, by the PTA, to
sit quietly. For the first ten minutes of
observation, the client on a couch beside the PTA
commanded most of that PTA's attention,
Although the clients were unengaged in the movie
watching activity, there was insufficient staff to
provide training opportunities or help the clients
develop skills and/or independence in activities,
The PTA was predominantly alone with the
clients.

W 188 (W 186 {cont))
' 3.1, An audit of Program 5 client community 11-20-13
oufings was conducted by the Recreational
Therapists. No other deficiencies were

11-25-13

3.3. Program 5 LOC staff was trained by the 11-25-13
Unit Supervisor or designes on Program
Procedure 1-36 "Community Lelsure Activities for
Clients”. Staff not on duty will be trained by the
Unit Supervisor or designee upon their return,
3.4, Recreational Therapists in Program 5 will 11-25-13
submit a quarterly audit of all client outings to
the Program Assistant for review,

3.5. Program Management will review the 11-25-13
quarterly audit of client cutings at the monthly
Qverview System Comprehensive Assessment
of Risk (OSCAR) mestings.

3.6, Program OSCAR meeting reports will be 11-25-13
reviewed monthiy at the Clinical Quality
Management Council meetings. Any elevated
issues will be reviewed by the Governing Body
via Quality Management Council meeting with
further corrective action taken as necessary.
3.7. Program Director is responsible.
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| Was

Continued From page 76

On 10/2213 at 2:18 PM, Client 34 remained on
his back, hands clasped, watching others in the
group, then closed his eyes. Concurrently, the
PTA said, "Shhh," putting finger to lips. "You're
doing a great job.” Another client sat with ayes
closed: one was told fo turn around t

while another, not watching the movie, had his
head on a chair arm. The clients were not ,
watching the movie. Asecond staff, a psychiatric
techniclan (PT), came and went intermittently for
approximately ten minutes.

AL 2:20 PM, that T told one client to put his
hands down and then left the PTA with the group.,
Shorily thereafter, another client stood up, milled
around, would not be redirected, and because
there was not another staff to intervene, the client
teft the group and walked down the hall to the
nurses' station unaccompanied. The PTA
remained alone with the remaining clients who
were not watching the movie.

A PT joined
the group and, with herback to Client 34, swept
the area for approximately two minutes.
Subsequently, the PTA left the group briely.
When the PTA returnad, the PT left.

On 10/22/13 at 2,33 PM, six clients remained
unattended while the PTA walked to a room with
one client and another went to use a bathroom by
himself then returned, and despite urging by the

4.1 The day program area on residence 22 was
" [returmed to its nermal capacity of 3 to 4 clients
seating at g tabls.

4.2. Unit Supervisor andfor Senior PT, Program
Management, and Quality Assurance will moniter
* lthe physical environment during rounds at least
menthly, and document the findings.

4.3. Rounds findings and any issues requiring
further actions will be reviewed monthly at the
Clinical Quality Management Council meeting,
along with any corrective plans. Governing Body
will monitor via monthly Quality Management
Council meetings with further corrective actions
taken as necessary. ‘

4.4. Program Director, is responsible.

10-23-13

10-23-13

10-23-13
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. W 186 {cont.)
W 186 Contmu.e.d me page 77 , W 186 5.1. The age-inappropriate recreational or 10-22-13
PTAto join the group, left the seating area to do a leisure time supplies were remaved from the
puzzle at a table. Client 34 turned onto his left residence.
side and closed his eyes a few miqutes later . 5.2. All Program & residences were checked 10-22-13
Another client sat and reeked-eentinuausly, to ensure all age-inappropriate recreational or
looking down and then at others who remained [eisure time supplies were removed from the
seated. The lack of staff contributed to a iack of residence. _
activities being offered to the clients who were not 5.3. The staffing ratio on Program 5 units were | 11-18-13
engaged in the movie activity, reviewed and was adequate.
5.4. New training supplies wers ordered and 11-18-13
From 2:26 PM to approximaiely 2:39-PM, the PTA obtained from Curriculum Services.
spent ime attempting to keep two clients away 5.5. Unit 23 unit routine was revised to include 11-18-13
from each other. encouraging alternate activities for clients
exhibiting disinterest in current activity offered.
During interview on 10/22/13 from 2:39 PM 5.8. Unit routines for cther Program 5 units were| 11-18-13
thraugh 2:45 PM, the PTA stated she did not see reviewed and remained appropriate. ,
the self-injurious behavior of Client 34. Tha PTA 5.7. Unit 23 LOC staff were trained by the Unit 11-25-13
said that normally there were two staff per group rsoiiﬁlenr‘:'sor or designee cn the revised unit

and each positioned themselves so that all clients

could be observed. The PTA stated the group 11-25-13
was one staff short hecause ong of tha staff

needed training.

During the interview, when asked about the

reason for the movie activity, the reason given

was 1o increase the attention span of the clients.

When asked about all the clients’ attention spans 5.9, Unit Supervisor and/or Senior PT, Program | 11-25-13
the PTA Said it was ShOl‘t AS the PTA had elght Management and Quahty ASSUranCE WI”

clients Wlth short attention spans in the room fOI’ monitcr active treatment and physical

half and hour, mostly by herself, providing environment during rounds at least monthly, and
individualized attention to promote growth . |dacument any findings.

opportunities was not possible. 5.10. Rounds findings and any issues requiring | 11.-25-13

further actions will be reviewed monthly at the
2.0n 10/24/13 at 8 AM, CHent 39 sat on a couch Clinical Quality Management Council meeting,

in a group activity room. along with any corrective plans. Governing Body,
will monitor via monthly Quality Management
Council maetings with further corrective actions
taken as necessary.

5.11. Program Director is responsible,
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W 186

Continued From page 78

further
limiting movement. Other than being escorted to
the restroom at 8:20 AM, the client sat and
watched others as his movements were highiy
restricted

On 10/24/13 from 8 AM to 8 AM, an average of
eight clients were observed with one to two direct
care staff. The staff were busy toileting some of
the clients, helping some complete getting
dressed, performing related activities and
engaging one client in a march-in-place activity,
leaving an insufficient number of staff to provide
the supervision and interven

i jant 34 o
engage in an activity without .

On 10/24/13 at 8:45 PM, a psychiatric technician
{PT) stated that the were fo prevent

< viors

stated that the client had not had such
behaviors for about ten The PT stated that
Client 39 was out of the from
approximately 9:30 AM to 11 AM every day and
again from 1:30 PM to 3 PM when he was at day
program. The PT stated that he did not engage
in this behavior when he was at the day program
because he folded towels there, a task that he
ahjoyed and which kept him focused. Whe
asked if the extensive reliance on theﬂ
would be necessary with increased supervision
and engagement in activities at the residence, the
PT stated, "You hit the nail on the head.”

On 10/24/13 at approximately 8:55 AM, the PT

stated that Client 39 utilized =N the

W 186
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day program and stated the -devic:es
continued to be used on the residence because
Client 39 continued to show antecedent behaviors
however, stated that Client 39 was bored which
increased the undesirable behaviors. The PT
commented, "He is one of our smarter clients."

On 10/24/13 from 9
AM to 10 AM, Client 39 was not observed in any
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of the listed precursors and remained in the
restraints as there was an insufficient number of
staff to remain with Client 39 so that the client
couid engage in an activity.

in the IPP, in the section, "Proactive Plans" the
following interventions were listed and with
sufficient staff, some could have been utilized, "6.
Provide (Client 39) with training in folding linens,
and towels as replacement behavior for the use
of his hands in self-injury. Provide dense
reinforcement of both primary and social when
(Client 39) is on task with adaptive use of his
hands. 7. During leisure time, encourage (Client
39) to look at magazines, manipulate other items,
such as a sport ball, or interact socially with peers
and staff ..." From 9 AM to 10 AM on 10//24/13,
none of the proactive interventions occurred due
to the lack of sufficient staff. )

Despite multiple risks listed in a "Functional
Analysis of Behavior," in the 1/8/13 IPP,
observation from 9 AM to 10 AM showed
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insufficient staff did not make it possible 1o safe
On 10/24/13 at 12:15 PM, the Unit Supervisor
(US) stated that if Client 39 was pulled up close
ioatab engaged in an activity of interest
thatth estraints could be removed
however, this would require close supervision.
The US stated that the client was a high risk for
self-injury and possibly death due to his
quickness and dangerous SIB behaviors, The
US stated that close supervision was necessary
to remove the nd prevent serious Sibs,
3. The Recreational Activities Log for Residence
36 was reviewed on 10/21/13.
The IPP further documented that the leisure plan
for Client 19 was to encourage his participation in
community activities.
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During an interview on 10/24/13 at 8:50 AM, the
Leisure Coordinator for Residence 36 confirmed
that Clients 19 and 35 had not been included in T
community activities during August and . i
Septamber.

She further stated that there had to be enough
staff available to maintain supervision levels
before clients could be taken into the community
and that staffing was often an issue.

4. A program observation was conducted in room
109 of residence 22 for clients from residence 23 :
on 10/16/13 at 2:05 PM. In the room there were 4 ' , .
clients seated by U-shaped table with the staff :

sitting inside the U area of the table, another four
client seated in the large table, one client with &
staff by the paper shredder machine, one client
on a chair with the 1:1 staff. The room was
crowded with clients going in and out of the room
and staff following them,

The group leader (staff) in the room was asked
why anather vacant room on the residence could
not be used as overcrowding was evident. The
room was previously used as a two client
bedroom. The group leader (staff) responded that
it required another two staff to open anather
programming area or room.
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W 189 .
W 186 { Continued From page 83 W 1861.1. Acting Director of Dietetics set the foliowing | 10-25-13
expectations at the Dietetics Services October
5. Observations were conducted on Unit 23 Monthly Mandatory Mesting with the Dietetics
beginning at 2:15 PM on 10/22/13. At the staff on duty. C
beginning of the observation eight men were a. Thermometers need to be calibrated
seated in the settees and the chairs in the * west regularly - at least once a month and at any
end television room. " Client #58 was seated confiict, _
next to his one-on-one staff in a chair located . D'mpﬁ heeds to be submerged in the
behind the settee. The direct support staff f:r:fgrgtu‘:;dr;g d?:jlgw for accurate
provid.ing genergl supervision said the men were . Need to put thermometer in at an angle to
watchlngla movie. N‘one of the men appeared to allow for accurate reading of thermometer
be watching the movie and tr_le dlrec} support staff d. Iffor any reason you think that your
was constantlgﬁ giving verbal instruction 19 the thermometer may not be reading acouratoly/
men such as * hands down, pull Z'our shirt down, is brolken, a supervisor should be contacted
keep your hands to yourself, ete. When asked for & replacement.
if the men enjoyed being outside, the direct e. In an emergency situation where ready-to-
support staff said, " Yes, some of them really do. eat food may have been deliverad frozen,
" When asked why some of the men couldn 't * cooking times may deviate from the standard
go outslde since it was such a beautiful day, th length of time .
' ' f. Food to be reheated to 165 degrees F and
there was not held at 140 degrees F or above
enough direct support stamn 1o supervise them if 1.2, No negative impact was observed to the 10-25-13
they went outside. _ clients on Unit 8.
W 189 | 483.430(e)(1) STAFF TRAINING PROGRAM W 18g(1.3. Unit Supervisor or designee was in the pro- | 11-25-13

The facllity must provide sach employee with

initial and continuing training that enables the

employee to perform his or her dulies effectively,
effictently, and compaetently.

This STANDARD s not met as evidenced by:
Basad on observation, staff interviews and -

review of food temperature and training logs, the
facility failed to ensure a food warker (FW) was
able 1o take food temperatures using a properly
calibrated thermometer. FW was also unable to
actUrately use the food thermometsr. FW also
falled to ensure that the temperature of reheated

cess of arranging a Unit Government meeting to
discuss food substitutions and preferences with
the clients. The anticipated date of the meeting
was 12/9/13,

1.4, Food Services Supervisor will monitor staff | 11-25-13
compliance when completing meal checks and
rounds assessments of the residence kitchens.
Immedizte actions will be taken to correct any
deficiencies observed during rounds. Staff will
be re-trained by Food Services Superviser on
the applicable procedures.

1.5, Any elevatad Issues will be reviewed at the | 11-25-13
Administrative Quality Management Counail
meeting, along with any corrective plan.
Geoverning Body will menitor via monthly Quality
Management Council meeting with further
corrective actions taken as necessary.
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W 189 | Continued From page 84

eggs met food safety standards, Time and
temperature control play a critical role in food
safety. These fallures provide the facility a false
sense of security that food is being safely held
and/or stored. In addltion, improper use of food
thermometers could result in the provision of food
that is unpalatable due to improper holding
temperatures (see W473).

The facility also failed to ensure that staff
provided safe and competent care to clients,
when 1 of 25 un-sampled clients (Client 55) was
allowed to walk around in shoes without laces,
causing the client to have an awkward and
unsafe gait.

Findings:

1. During the tour of the kitchen on Residence 6
on 10/17/13 at approximately 8:40 AM, the food
temperature log for the meal was reviewed.
There was a significant drap in temperatures from
beginning of the meal to thirty minutes later. FW
stated she had taken the temperatures and that
the steam 1able where the food was held was
working properly. FW was asked to take
temperature of the remaining items in the pan.
She stated the egg patly was 110 degrees
Fahrenheit {F). The surveyor determined using
ice-water method that the facllity thermometer
was out of calibration. A properly calibrated
thermometer would read 32 (+/- 2) degrees F in
an ice water slush, The facility thermometer was
26 degrees F in ice water slush,

FW recalibrated the thermometer and stated the
temperature of the egg patty was still 110 degrees
F. At approximately 8:45 AM, using the surveyor's
calibrated thermomater, the egg patty was 131.6

W189 (cont.) _
W 189118, Acting Director of Dietetics is responsible.

2.1, Acting Director of Dietetics set the following | 10-25-13
expectations at the Distetics Services QOctober
Monthly Mandatory Meeting with the Dietefics
staff on duty;

a. Thermomaeters need to be cahbrated
regularly - at least once a month and at any
conflict.

b. Dimple needs to be submerged in the
center of food to allow for accurate
temperature reading

¢. Need to put thermometer in at an angls to
allow for accurate reading of thermometer

d. If for any reason you think that your
thermometer may not be reading accurately/
is broken, & supervisor should be contacted
for a replacement,

. In‘an emergency situation where ready-to-
eat food may have been delivered frozen,
cooking times may daviate from the standard
length of time
f. Food to be reheated to 165 degrass F and
held at 140 degress F or above
2.2, No negative impact was observed to the 10-25-13
clients on Unit 6.
2.3. Unit Supervisor or designee was in the pro-| 11-25-13
cess of arranging a Unit Governmeant mesting to
discuss foed substitutions and preferences with
the clients. The anticipated date of the mesting
was 12/8/13.

2.4. Food Services Supervisor will monitor staff | 11-25-13
compliance when completing meal checks and
rounds assessments of the residence kitchens,
Immediate actions will be taken to correct any
deficisncies observed during rounds, Staff will
be re-trained by Food Services Supervisor on
the applicable procedures.

2.5. Any elovated issues will be reviewed atthe | 14-25-13
Administrative Quatity Managament Coungil
meeting, along with any corrective plan.
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W189 (cont.) .
‘ W 189 | Continued From page 85 W 18g|Governing Body will monitor via monthly Quality
| B i H H .
| | degrees F. FW was asked to retake the . Ma”aﬁﬁme”tt_cou?c;(l meating W';h further
temperature of the egg patty. Observation ;o{arrez t‘i a%lifnstoa Oefr:j.ast ”t?cei ngy‘ "
revealed that the food item being tested did not 0. Acting Director of Dietetics is responsible.

go past the sensor on the thermometer. The
sensor is a dimple on the stem of a bimetal

thermometer. The thermometer needed to be. " [3.1. Staff replaced Client 55's shoes with a pair | 10-21-13
inserted in food about 2-3 inches from the tip - that had shoelaces on them. -
(location of the sensor) to the stem. if used to 3.2. Staff checked the shoes for other clients in | 10-21-13
measure thin foods, the thermometer needs to be Program 5, and no deficiencies were noted.
inserted sideways. At approximately 9:00 AM, 3.3. IPC updated Client 55's Approaches & 11-21-13
with the thermometer repositionad, the egg patty Strategies to include staff monitering and
was 122 degrees F. : . assisting the client in keeping her shoes tied.

_ ' 3.4. Unit 21 LOC staff were {rained by the Unit | 11-25-13
2. At approximately 8:12 AM on 10/16/183, Client 5 Supenvisor or designee on Client 56's |
was overheard stating "This [expletive] is cold", Approaches & Stralegies with emphasis on
The resident told the Residence staff present that encouraging/assisting Client 55 with tying her

shoelaces.
3.5, Program & L.OC staff received training by 11-25-13
their Unit Supervisors or designees on Facility
Bulletin 48 "Standards of Care" with emphasis
on assisting clients with meeting their dressing
and grooming needs.

3.8. Program 5 Group Leaders were trained by { 11-25-13
the Unit Supervisor on 1ILA's to ensure they
address client's preferences for clothing during

his food was cold. The food service worker (FW)
serving the food felt the eggs and pancakes and
agreed it was cold, She took the temperature and
stated it was 80 degrees Fahrenheit (F). She then
proceeded to return the items to the oven to
reheat. :

Afew minutes later, FW pulled out the food but

was not observed to recheck the food [ the assessment process, and make
temperatures prior to sarving the clients. : , recommendations as needed. '

. 3.7. Unit Supervisor and/or Senior PT, Program 11-25-13
Section 3-403.110f the 2009 Food Code states Management, and Quality Assurance will
that "potentialiy hazardous foad manitor client appearance and slaff compliance
(timeftemperature control for food safety) that is with client plans during rounds at least monthly,
cooked, cooled and reheated for hot holding shall and document any findings.
be reheated so that all parts of the food reach a 3.8. Rounds findings and any issues requiring 11.25-13
temperature of at least 165 degrees F for 15 further actions will be reviewad monthly at the
seconds." Clinical Quality Management Council meeting,

along with any corrective plans. Governing Body

A review of the menu for 10/16/13, which included will monftor via monthly Quality Managerent
documentation of food temperatures for breakfast Coundil meetings with further corrective actions
items, showed the initial food temperature (taken taken as necessary. ,
at the beginning of service) of the pancakes was 3.9. Program Director is respensible.
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on 10/21/13 at 5:48 PM, the faciiity staff
acknowledged that the client's shoe laces were
untied, She stated that a staff should have
assisted the client while walking to make sure he
does not fall since the client refused 1o have his
shoe laces tied. The facllity staff further stated
that she did not assisted the client while exiting

further actions will be reviewed monthly at the
Clinical Quality Management Council meeting,

"|along with any corrective plans, Governing Body

will monitor via monthly Quality Management
Coundil mestings with further corrective actions
taken as necessary.

4.11. Program Director is responsible.

PORTERVILLE, CA 93257
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF GORAECTION o e
PREFIX {EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRCSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 189 ) Continued From page 86 W 189 W 189 {cont.)
166 degrees and the egg patty was 160 degrees #.1. Client A selected new shoes with velcro 10-22-13
F. The second temperatures were 140 and 142 closures from the Fashion Center.
degrees F respectively. 4.2. Staff checkad ths shoes for other clients in | 10-21-13
Pregram 8, and no deficiencies were noted.
Review of the training attendance logs provided 'fﬁg'epilfdltn/:‘Eﬁ;;uﬁsl;eeigfnreﬁ?fﬁ? tg'sreﬂect 10-30-13
the facility from June 2012 through September - :
gg 13 did nottyinclu de any training prgvi de dpto food t]:]e client's preference for velcro closures on his
. Snoes.
service staff on how to take food temperatures or 4.4. A Special IPP was held to review and 11-15-13
reheating foods. update Client A's Approaches & Strategies to
' ) reflect the client's preference for velcro closures
) on his shoes.
3, During Day Programing observation on 4.5. Unit 25 LOC staff were trained by the Unit | 11-25-13
10/21/13 at 2:05 PM, CI 5 entered the room Supervisor or designee on Client A's updated
with a male staff hol.cl In hand. Client 55 was Approaches & Strategies.
obs walking with a icking mation of the 4.8. Program & LOG staff received training by 11-25-13
feet, tennis shoes did not have any shoelaces their Unit Supervisors or designees on Facility :
on and the tongue of the tennis shoes were Bullletin 48 "Standards of Care" with emphasis
flipped outward. The male staff guided Client 55 on assisting clients with meeting their dressing
to sit on a chair and left the room. There was no and grooming needs.
intervention by staff to put shoelaces on the shoe 4.7. Program 5 Group Leaders were trained by | 11-25-13
untill intervention by surveyor the Unit Supervisor on ILA's to ensure they
address client's preferences for clothing during
the assessment process, and make
4. During dinner on 10/21/13 at 5:45 PM, Client recommendations as needed.
Awas observed with both shoelaces untied. He 4.8. Program 5 IPC's were trained by the 11-25-13
walked with untied shoe laces from his table to ::? :gf%rg:c}:zsmtam on monitoring client
the kitchen sink to placed his used utensils then NN ,
he exited the dinin;area The client was walking 4.8. Unit SuDeN'sor anld/or Senior PT, legram 12513
. : : Management, and Quality Assurance wil
!Nltth bOﬂt]. shoe iaces untied without any staft menitor client appearance during rounds at least
n ewerl ion. 7 monthly, and document any findings.
An interview was conducted with the faility stafi 4.10. Rounds findings and any issues requiring | 11-25-13
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W 189 | Continued From page 87 W 189w 191
the dining area with his shoe laces untied _1 1-15-13
because there were other clients in the dining : ,
room who were still eating. 2. Dlrecto‘r of QL_la!_|ty Assgr_ance cpnductec_i _ 11-21-13
. research of restrictive devices avallable or in use
During an interview with the Resident Manager on elsewnere.
10/22/13 at 10:50 AM regarding the observation. The results were provide
She stated that the client was given a Velcro shoe
to use and confirmed that the staff should have e et 112213
intervenad with Client A having to walk with both
shoelaces untied to prevent the client from faliing. 4. Program 5 Management identified ciients in 11-04-13
W 191 | 483.430(e)(2) STAFF TRAINING PROGRAM W 181 |the program who uses a restrictive device and/or
protection devica. An IPP review was held for
For empiloyees who work with clients, training each of the identifiad client to discuss appre-
must focus on skills and compstencies directed priateness of the device, plan to use the devics,
toward clients’ behavicral needs, and if alternatives to the device should be
This STANDARD is not met as evidenced by: explored. :
Based on observation, record review, and 5. The psychologist was in the process of 11-25.13
interview, staff failed to demonstrate cross-cutting | updating Client 39's Functiona i
skills when no attempt was made to obtain
products that were less restrictive and less ate of completion was .
stigmatizing for one of 25 unsampled clients 7 19. o : ‘
(Client 38) therefore, continued to use highly 6. Client 39's lntgrd|50|pllnqw Team was inthe | 11-25-13
restrictive plastic hand devices (hand restraints) process of planning a meeting to discuss the
on the client, designed years ago by the facility, to result of the research conducted by the Director
prevent self-injurious behaviors, of Quahty Assurance. The anticipated date of
the meeting was 12/13/13. :
Findings: 7. Unit Supervisor and/er Senior PT, Program 11-25-13
’ Management, and Quality Assurance will
. menitor staff compliance with client behavior
Residence 23 plans during rounds at least monthly, and
. . document any findings.
On 10/24/1{3 ,at 8 AM, Client 39 sai on a couch in 8. Rounds findings and any issues requiring 11-25-13
2 group activi further actions will be reviewed monthly at the
Clinical Guality Management Council mesting, -
along with any corrective plans. Governing Body
will monitor via monthly Quality Management
Council meetings with further corractive actions
taken as necessary.
9. Program Director is responsible.
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| escorted to the restroom at 8:20 AM, the client

Other than being

sat and watched others as his movements were
highly restricte

On 10/24/13 at 8:45 PM. a psychiatric technician
PT] stated that

The PT stated that the client had not had such
behaviors for about ten The PT stated that
Client 39 was out of th when at the day
program however, wore the most of the
remainder of the time. Although thellllllR
restraints were removed for five minutes to
promote circulation, from 9 AM to 10 AM the
client remained in the hlghly restrictiv

restraints.,

On 10/24/13 at approximately 8: T
stated that Client 39 utilized a t the
day program and stated th evices

continued to he used on the residence because
Client 39 continued to show antecedent
behaviors.
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W 192 :

W 191 W 191}1.1. The identified staff who made the 10-15-13
medication error was removed from clinic duties | :
pending fraining on Diabetes Mallitus.

1.2. A medication error report was initiated for -|  10-15-13
Cliants 26.
1.3. Physician reviewed the medication error 10-15-13
reports for Client 26, and determined that the
client was not adversely affected.
1.4. Physicians reviewed Physician Insulin 10-15-13
Orders for accuracy and ease of comprehensive
. |for all clients who were administered insulin.
" [1.5. The curriculum for competency training for | 10-18-13
- |licensed staff on diabetes mellitus was reviewed
by the Medical Director and the Quality
. ) . . ) Assurance Director. It remained appropriate,
During an interview with the Unit Supervisor (US) 1.6, Physicians were notified of blood sugar 10-15-13
/24/13 at 12115 PM, the US stated that the level prior to administration cf insulin.
ad been manufactured by the facility, used 1.7. Staff documented in the Interdisciplinary 10-15-13
for years on the client, and the facility had not Notes contact with physician and response to
looked at different products available on the information.
market that were less restrictive and less 1.8. Blood sugar levels outside of normal range |  10-15-13
stigmatizing. The US stated he had not were dosumented in the Diabetic Record, PVI.
researched to see what products were available. 593,
The US agreed that without chang cility 1.9, RN/HSS reviewed Health Care Objectives 10-16-13
would probably continue to use theﬁ(g; the and plans for ali ICF-GTA clients receiving
remnainder of Client 39's life. ;nj%lin,Rand updated as nzededN 1 X
. : .10." Revisions were made to Nursing 0-186-~1
W 192/ 483.430(e)(2) STAFF TRAINING PROGRAM w192 Procedure 68 "Care of the Client with Diabetes '
For employees who work with clients, training '\Pnﬁ“'tus .fot”og‘&nsg K’c‘;"ﬁg bEy the :\.AEdI'DC,a’ Dt'recmr
must focus on skills and competencies directed Cl.a.r maaist, LIVS, AL, Lxecutive Director,
toward clients' health needs. inical Dlre_c_tor, Training Officer Il, and Quality
Assurance Director.
1.11. PVL 593 "Diabetic Record" was ravised to]  10-16-13
) , . include column for notification of physician.
This STANDARD s not met as evidenced by: 1.12. "The identified staff who made the madica-| 10-17-13
Baﬁed on interviews ar}d decument reviews the tion srror received Competency Training on
facility's staff (pharmacists, nurses, and psych Diabstes Mellitus from Staff Development
lechs) failed to demonstrate competency in instructors prior to resuming medication
medication safety for the use of insulin when administration.
psychiatric technicians administered insulin to 1.1, Licensed staff received training from the | 10-17-13
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. W 192 (cont.)
W 192 | Continued From page 91 W 192|113 (cont.) Diabetes Mellitus", revised PVL 593

h lycemic (low blood sugar). Insulin is a "Diabetic Record”, and Health Care Objectives
mygc{jjlggt(i:olgntijse d to lower blgo d ‘sugar levels to and Plans for clients receiving insulin prior to

- . e [resuming meadication administration.
reat diabetes. When.too much insulin is 1.14. Nursing Procadure 88 "Care of the Client | 10-17-13
agminj%t'ered ft:«}ndt%IOOd Sugar:'_ ls;elfs C;i'OIiJCbBIOW with Diabetes Mellitus" was further revised to
70 mg/dl a patient becomes hypoglycemic.

- include clarity of the Interdisciplinary Notes when
Hypoglycemia may result in convulsions, physician was contacted, the accuracy check of

unconsclousness, temporary or permanent brain transcribed Physician's order (PO) to the
damage, or even death. : ' Medication Administration Record {MAR),

clarity of PO, lagibility of writing on MAR,
Findings: _ manitoring of transcription of PO to MAR.

1.15. The licensed staff received training onthe |  10-17-13
further revised Nursing Procedure 68 "Care of
the Client with Diabstes Mellitus" from the Unit
Supervisor or designee prior to resuming
medication administration. :
1.18. Pharmagcists and RN/HSS responsible for ;  11-25-13
completing Drug Regimen Reviews were trained
by the Pharmacy Services Manager and CNS on
the revised Nursing Procedure 88 "Care of the
Client with Diabetes Meliitus" and DRR docu-
mentation to address hypeglycemic reactions to
clients on insulin. '

1.17. Residence NCC shift clinic staff will audit 11-25-13
PVL 593 "Diabetic Record" and Medication
Administration Records to ensure daily monitor-
ing of hypoglycemia was documenied.
Immediate action will be taken via notification of
the Unit Supervisor or designee, physician, and
RN/HSS. Staff will ba removed from medication
administration duties until after the successful

Aveview of the Lantus manufacturer package
insert indicated that Lantus had a duration of 24
hours. Lantus can have an effect on lowering

blood sugars for 24 hours. A review of Lexicomp completion of Competency Training.

Online indicated that Humulin R had a duration of 1.18. RN/HSS andfor pharmacists will audit the | 11-25-13
410 12 hours and a onset of 30 minutes. Madicaticn Administration Records and PVL.

Humulin R can have an eifect on lowering blood 593 "Diabetic Records” monthly to manitor

sugars for 4 to 12 hours and can begin lowering client insulin administration and hypoglycemia.

blood sugar within 30 minutes. Immediate actions will be taken to correct any
deficiencies noted. Staff will be removed from
medication administration duties unti after the

successful completion of Competency Tralning.
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W 182 | Continued From page 92 W 192 [W 192 {cont.)
1.19. Any elevated issues will be reviewad 11-25-13

monthly at the Clinical Quality Managemant
Council meeting and Medical/Nursing Quality
Management Council meeting, along with any
corractive plans. Governing Body will monitor
via Quality Management Council meating with
further corrective acticn taken as necessary.
1.20. Program Director is responsible.
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W 192 (cont.)
W g2 W 19212.1. The identified staff who made the ) 10-15-13
medication error was remeved from clinic duties
pending training on Diabetes Mellitus.
2.2. A medication error report was initiated for 10-15-13
Clients 42.
2.3. Physician reviewed the medication error 10-15-13
reports for Clisnt 42, and determined that the
client was not adversely affected,
2.4. Physicians reviewed Physician Insulin 10-15-13 |- -
Orders for accuracy and ease of comprehensive
for all clients who were administered insulin.
2.5, The currlculum for competency training for 10-16-13
licensed staff on diabetes mellitus was reviewed
by the Medical Director and the Quality
Assurance Director. It remained appropriate. :
2.6. Physicians were notified of blood sugar 10-15-13
tevel prior to administration of insulin,
2.7. Staff documented in the Interdisciplinary 10-15-13
Notes contact with physician and response to
information.
2.8. Blood sugar levels outside of normal range | 10-15-13
The psychiatric technicians {psych techs) ;vg:;e documented in the Diabetic Record, PVL
i%’g:]"giggffsdwég'srf%;;;;ﬁnﬁgé Humutin R 2.9. RNHSS reviewed Health Care Objectives | 10-16-13
and plans for all ICF-GTA clients receiving
Humulin R is short acting insulin and may g‘i‘é"”ha”q updated as neoded.

) . 10, Revisions were made to Nursing 10-16-13
promptly lower blood sugars. Humuiin R was Procedure 68 "Care of the Client with Diabetes
admln!stereq 6 times when Client 26 was Meallitus" following review by the Medical Director
hypoglycemic (43 mg/dl, 45 mg/dl, 47 mgjdl, 60 Pharmacist, CNS, ACNS, Executive Director,
mg/di, 62 mg/dl, 66 mg/dl). Clinical Director, Training Officer If, and Quality

. ) Assurance Director,
During an interview on 10/15/13 at 11:30 AM, the 2.11." PVL 5¢3 "Diabetic Record" was revised to!  10-16-13
Psych Tech stated she had administered Glient include column for notification of physician.
26's insulin. She also stated she thought the 2.12, The identified staff who made the medica-|{ 10-17-13
physician orders were to give the insulin when tion error received Competency Training on
blood sugars were less than 70 mg/d! and then Diabetes Mellitus from Staff Development
call the clinician, - instructors prior to resuming medication

administration.

Areview of the diabetes care plan for Client 26 2.13. Licensed staff received training from the 10-17-13
indicated that daily monitoring 1 ia Unit Supervisor or designee on the revised
would be done, Nursing Procedure 88 "Care of the Client with



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

PRINTED: 12/11/2013
FORM APPROVED
OMB NO. 0938-0391

FORM GMS-2567(02-99) Previous Varsions Obsatete

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
' R-C
05G014 B. WING 10/25/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CQDE
, DP IC 26501 AVENUE 140
PORTERVILLE DEVELOPMENT CENTERA - FAD PORTERVILLE, CA 93257
(X4) 1D SUMMARY STATEMENT OF DEFIGIENCIES ID PROVIDER'S PLAN OF CORRECTION {¥5)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-HEFEHESJECEIE: !Eg g:j) E APPROPRIATE DATE
W 192 (cont.) -
; go [2-13 (cont.) Diabetes Mellitus”, revised PVL 593
W92 Contln%led From page 94 , . W12 "Diabetic Record"”, and Health Cars Objactives
pbsewmguf-eF‘sympt@m&@fuhyp@g‘lysel‘m-lawwhleh and Plans for clients receiving insulin prior to
Include.sweatingsiremers~pallor-rapid-heartbeat, resuming medication administration.
confusionsand.nervedsness. There was no 2.14. Nursing Procedure 68 "Care of the Client | 10-17-13
documented svidence in the clinical record of with Diabates Mellitus" was further revised to
daily monitoring for hypoglycemia. During an include ctarity of the Interdisciplinary Notes when
interview on 10/17/13 at 1:30 pm, the Health physician was contacted, the accuracy check of
Services Nurse stated there was no transcribed Physician's order (PO) to the
documentation of daily monitoring for Medication Administration Record {(MAR),
hypoglycemia for Client 26. clarity of PO, legibility of writing on MAR,
menitering of transcription of PO to MAR.
2, Araview of the clinical record on 10/15/13 at 2.16. The licensed staff receivad trainingonthe | 10-17-13
10:00 AM indicated Client 42 had a history of further revised Nursing Procedure 88 "Care of
diabetes. Client 42's most current physician the Client with Diabetes Mellitus” from the Unit
Insulin orders included Lantus 55 units daily. Supervisor or designee prior to resuming
medication administration.
2.16. Pharmacists and RN/HSS rasponsible for | 11-25-13
compieting Drug Regimen Reviews were trained
by the Pharmacy Services Manager and CNS on
the revised Nursing Procedure 68 "Care of the
Client with Diabetes Mellitus" and DRR docu-
mentation to address hypoglycemic reactions to
clients on insulin,
2.17. Residence NQC shift clinic staff will audit 11-25-13
PVYL 593 "Diabetic Racord” and Medication
Administration Records to ensure daily monitor-
ing of hypeglycemia was documentad.
Immediate action will be taken via notification of
the Unit Supervisor or designee, physician, and
RN/HSS. Staff will bé removed from medication
administraticn duties until after the successful
completion of Competency Training.
2.18. RN/HSS and/or pharmacists will auditthe | 11-25-13
Medication Administration Records and PVL
583 "Diabetlc Records” monthly to monitor
client insulin administration and hypoglycemia.
Immediate acticns will be taken to correct any
deficiencios noted. Staff will be removed from
medication administration.duties until after the
successful completicn of Competency Training.
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W 192 | Continued From page 95 W 192 (W 192 {cont.)

2.19. Any elevated issues will be reviewed 11-25-13
monthly at the Clinical Quality Management
Council meeting and Medical/Nursing Quality
Management Council meeting, along with any
corrective plans. Governing Body wiil monitor
via Quality Maragement Council meeting with
further corrective action taken as necessary.
2.20. Program Director is responsible.

The psych techs continued to administer Lantus
daily when Cllent 42 was hypaglycemic. Client 42
had 21 hypoglycemic events from 08/21/13 to
10/14/13 without a Lantus dosage change.

During an interview on 10/15/13 at 10:59 AM, the
Psych Tech stated she had administered Client
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Lexicomp Online Lispro has a duration of abaut &
hours. Lispro can have an effect on lower blood

Unit Superviser or designse on the revised

Nursing Procedure 68 "Cars of the Client with

(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES o} PROVIDER'S PLAN OF CORRECTION (x5)
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© W 192 (cont)
W 192 | Continued From page 96 W 1g2|3.1. The identified staff who made the . 10-15-13
| 42's Insulin. She also stated that you always give med@aﬂon error was .removed frorn_chmc duties
: . . . pending training on Diabetes Mellitus. .
the Lantus insulin. She said that the Lantus 3.2. A medication error reportwas initiated for | 10-15-13
should always be administered even with low Clients 43,
blood sugars. 3.3. Physician reviewed the medication error 10-15-13
reports for Client 43, and determined that the
Areview of the diabetes care plan for Cnent 42 client was not adversely affected.
indicated that dally and as nee 3.4. Physicians reviewed Physician Insulin 10-15-13
Orders for accuracy and ease of comprehensive
for all clients who were administered insulin,
3.5. The curriculum for competency training for 10-16-13
licensed staff on diabetes mellitus was raviewed
There was no documented by the Medical Director and the Quality
evidence in the clinical record of daily monitoring Assurance Director. It remained appropriate.
for hypoglycemia. During an interview on 3.6. Physicians were notified of blood sugar 10-15-13
10/17f13 at 1:15 pm, the Health Services Nurse . |level prior to administration of insulin.
stated there was no documentation of daily 3.7. Staff documented in the Interdisciplinary 10-15-13.
monitaring for hypoglycemia for Client 42. Notes contact with physician and responsa to
infcrmation. _
3. A review of the clinlca! record an 10/1 5/13 at 3.8, Blood sugar levels outside of normal range | 10-15-13
1 00 PM ingi wera documented in the Diabetic Record, PVL
583,
3.9. RN/HSS reviewed Health Care Objectives 10-16-13
and plans for all ICF-GTA clients raceiving
insulin, and updated as needed.
3.10. Revisions were made to Nursing 10-16-13
Procedure 68 "Care of the Client with Diabetes
Mellitus" following review by the Medical Director],
Pharmacist, CNS, ACNS, Executive Director,
Clinical Dirgctor, Training Officer il, and Quality
Assurance Director,
3.41. PYL 593 "Diabetic Record" was revised to|  10-15-13
include column fer notification of physician. ’
3.12. The identified staff who made the madica-] 10-17-13
tion error received Competency Training on
Areview of the Lantus manufacturer package Diabetes Mellitus from Staff Development
insert indicated that Lantus had a duration of 24 instructors prior to resuming medication
hours. Lantus can have an effect on lowering administraticn,
blood sugars for 24 hours. According to 3.13. Licensad staff received training from the | 10-17-13
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W 192
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Continued From page 97
sugar for about & hours.

W 192 {cont.}

W 192[3.13 {cont.) Diabstes Mellitus”, revised PV 593

"Diabetic Record", and Health Care Objectives
and Plans for clients receiving insulin prior to

- [resuming medication administration.

3.14. Nursing Procedure 68 "Care of the Client
with Diabetes Mellitus" was further revised o
include clarity of the Interdisciplinary Notes whan
physician was contacted, the accuracy check of
transcribed Physician's order (POYto the
Medication Administration Record (MAR},

clarity of PO, legibility of writing on MAR,
monitoring of transcription of PO to MAR.

3.15. The licensed staff received training on the
further revised Nursing Procedure 88:'Care of
the Client with Diabetes Maltitus" from the Unit
Supervisor or dasignee prior to resuming

- |[medication administration.

3.16. Pharmacists and RN/HSS responsible for
completing Drug Regimen Reviews were trained
by the Pharmacy Services Manager and CNS on
the revised Nursing Procedure 68 "Care of the
Client with Diabstes Mellitus" and DRR docu-
mentation to address hypoglycemlc reactions to
clients on insulin. .
3.17. Residence NOC shift clinic staff will audit
PVL. 583 "Diabstic Record" and Medication
Administration Records to ensure daily monitor-
ing of hypoglycemia was documentad.
Immadiate action will be taken via notificaticn of
the Unit Supervisor or designee, physician, and
RN/HSS, Staff will be removed from medication
administration duties until after the successful
completion of Competency Training.

3.18. RN/HSS and/or pharmacists will audit the
Medication Administration Records and PVL
583 "Diabetic Records" monthly to moniter
client insulin administration and hypoglycemia.
Immediate actions will be taken to correct any
deficiencies noted. Stafl will be removed from
medication administration duties until after the
successful completion of Gompetency Training.

10-17-13

10-17-13

11-25-13

11-25-13

41-25-13

Evenl ID; XQ8512
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W 182 | Continued From page 98 W 192 W 192 (cont,)
3.18. Any elevated issues will be reviewed 11-25-13
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W 192

W 192

The psych techs continued to administer the
| Lantus and Lispro when Client 43 was
hypoglycemic.

Client 43 had 36 hypoglycemic events from
08/19/13 to 10/15/13 with blood sugars as low as _ ’
20 mg/dl and several blcod sugars in the 30s (30
mg/dl, 32 mg/dl, 32 mg/dl, 33 mg/dl, 34 mg/dl, 37
mg/dl) . On average Client 43 was hypoglycemic
once every 1.6 days (57 days divided by 36
hypoglycemic events).

Areview of the diabetes care plan for Client 43
indicated monitoring for b i

, ere was no
documented evidence in the clinical record of

every shift monitoring for hypoglycemia. During
an interview on 10/17/13 at 1:30 pm, the Health
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VW 193
W 1921 Continued From page 100 W 192111, The identified towels were removed from | 10-15-13
Services Nurse stated there was no fhe folded pile and placed in dirty laundry.
documentation of monitoring every shit for 12th Program 5 "ﬂa”age“;ent 'Se”é‘gec' C“‘Znts 11-25-13
i i in the program who may have unaddresse
hypoglycemia for Client 43. issues or behaviors that impact infection control
During an interview on 10/18/13 at 9:00 AM the - [or cross Corﬁtam'”a,tf"on-, A special IPP or
Executive Director stated that their staff Emeag'lr(‘jng'Sk Nf’;' mﬁm:/ E.Valtuf‘t'm meet::g
competency training did not identify problems with ;"S’:ie;jbeh‘:v?gé 'h:cel Leeeﬁ ':g drgszgzuret e
hypoglycemic clients being administered insulin. 1.3. Unit 23 LOC staff were trained by the Unit | 11-25-13
S_he acknowledged that the competency training Supervisor or designes on Client 39's hand.- ‘
program had to improve. washing plan and his Approaches & Strategies.
W 193 | 483.430(e)(3) STAFF TRAINING PROGRAM W 18311 4. Program 5 Group Leaders were trained by | 11.25-13
the Unit. Supervisor or designee on the
Staff mustbe gble to demonstrate the skills and Independent Living Assessments to ensure they
techniques necessary to administer interventions address client's hygiene abilities during the
to manage the inappropriate hehavior of clients. assessment process, and make recommenda-
' tions as neaded.
. ) - 1.5. Program 5 IPC's were trained by the 11-25-13
This STANDARD is not met as evidenced by: Program Assistant or designee on monitoring
Based on observation and interview, the facility client activities that may compremise their
failed to ensure that staff intervened when 1 of 25 health or the health of others due to inflection
un-sampted clients {Client 29) wiped his face with control concems.
clean towels that he was folding for the laundry 1.8. Program & LOC staff were trained by their 11-25-13
service. Unit Supervisors or designees an Nursing
Procedure 42 "Cral Hygiene”, Nursing Procedurd
Findings: 53 "Handwashing', a_nd Nursing Protocel 5
: "Blcod and Body Fluid Precautions”.
1. Aday program chservation on 10/15/13 at 9:25 1.7. Untt Supervisor anfjlor Senior PT, _F’rogram 11-25-13
AM, in room 161 of residence 22, was conducted. Ma”fage?"e”t' a'?gl Q,”?"t"t'_ Assurim!e, will
Client 39 was folding towels on the table, The day :j“uo'.:r:m; ff ggss‘t'l es'? r‘:c '?Q}CD" rg’ d'SsueS X
program staff was standing beside Client 39 and an; ﬁ% d(i]n(;s atleastmentny, and documen
was proyidlng ?he tawsls ta be fpided by Client- 1.8. Rounds findings and any issues requiting 11-25-13
39. While folding the towels, Client 39 was further actions will be reviewad monthly at the
Weaeh folded towe | [ Clinical Quality Management Gouncil meeting,
. then placed them on the folded along with any corrective plans, Governing Body
pile. There was no intervantion from the two staff will monitor via monthly Quality Management
in the room from 9:25 AM to 10:15 AM. The Council meetings with further corrective actions
folded towels were place inside the plastic bin. taken as necessary.
The staff stated to the group that the towels will 1.9 Program Director is responsible.
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observed sitting in a chair in one of the activity
areas on Hesidencs 36. He was not wearing a
heimet,

A few minutes later, licensed staff placed a
helmet on his head and transferred the cilent to a
wheslchair with a seat belt, The client remained

further actions will be reviewad monthly at the
Clinical Quality Management Council meeting,
along with any correclive plans. Governing Body
will monitor via monthly Quality Management

Council meetings with further corrective actions |

taken as necessary.
2.9 - Program Director is responsible.
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. VW 193 (cont.)
W 193 | Continued From page 101 W 1093(2.1. Staff assisted Client 52 with washing his 10-21-13
P : hands.
be distributed to the residence for use. 2.2. Program 5 Management identified clients 11-24-13
At 10:30 AM, while the clients were having- in the program who mey have unaddressed
- . issues cr behavicrs that impact infection control
snacks, the §taﬁ Was‘mforme‘d of the observation o cross contarnination, A special IPP o
-and how no |ntervent1‘on was lmplementeql. The Emerging Risk Notification/Evaluation meeting
staff stated that the bin of folded towels wili be was hald for any identified client to ensure the
sent back to laundry. issues/benaviors have been addressed.
2.3, Unit 21 LOC staff were trained by the Unit | 11-24-13
2. 0n 10/21/13 from 4:30 PM to 5:10 PM, in the Supervisor or designee on Client 52's
group area of residence 21, Client 52 was sitting 7 |Approaches & Strategies.
on the chair, He was observed to wipe the floor | 2.4, Program 5 Group Leaders were frained by | 11-24-13
wi-’eh-his-hand—and—with—t—he-sam-e-haﬁd"wi'pe"his the Unit Supervisor or designee on the
meuth-and-tongue: This was observed several Independent Living Assessments to ensure they
times without intervention by staff. address client's hygiene abilities during the
W 194 | 483.430(e){4) STAFF TRAINING PROGRAM W 194 assessment process, and make recommenda-
tions as needed.
Staff must be able to demonstrate the skills and 2.5. Program 5 IPC's were frained by the 11-24-13
techniques necessary to implement the individual Program Assistant or designee on monitoring
program plans for each client for whom they are client activities that may compromise their
responsible. health of the heaith of others due to inflection
control concemns. '
2.8. Program 5 LOC staff wers trained by their 11-24-13
This STANDARD is not met as evidenced by: gmt Supenvisors or designees on Nursing
Based on ohservation, document review and 5;9,‘;_?duée 42h'0r§| Hyc?’;:ne  Nursing Procedure
intarviews, the facllity failed to ensure that staff 29 landwashing’, and Nursing Protocol 5
implemented 3 clients' (Clients 36, 41,and 45) Blood gnd Body.Fde Precauho‘ns .
IPP's (Individual Program Plans) D 2.7. Unit Supervisor and/or Senior PT, Program | 11-24-13
: Management, and Quality Assurance will
- maonitor for possible infection control issues -
Findings: during rounds at least monthly, and document
, any findings. ' :
1. On 10/16/13 at 7:00 AM, Client 45 was 2.8. Rounds findings and any issues requiring | 11-24-13
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In the wheelchair with the helmet on,

At B:20 AM, Client 45 was whesled into the dining-
room for breakfast, wearing his helmet. It was
removed when the client was transferred to &
dining chair.

At 1:05 PM, Client 45 was again observed in the
dining room. After finishing lunch, staff assisted
the client from the dining chair to his wheelchair
without placing the heimet. The client left the
dining room independently,

During an interview on 10/17/13 at 10:30 AM, the
Individua! Plan Coordinator stated that Client 45
should wear his helmet when he-is ambulating
and not when he is sitting in a chair or when he is
in his wheelchair. She further stated that the
client does not ambulate very often.

On 10/24/13 at 8:10 AM, Client 45 was observed
sitting in a dining chair in the dining room eating
breakfast independently, He was wearing his.
helmet,

During an at the time, licensed staff sitting at the

1,1, A special IPP was held to review the
Approaches & Strategies for Client 45,

1.2, Unit 36 LOGC staff were trained by the Unit
Unit Superviser or designee on Client 45's
Approaches & Strategies with emphasis on the
use of protective helmet.

1.3. Program 5 Management identified clients
in the program whe uses a restrictive device
and/or protection device. An IPP review was
held for each of the identified clients to discuss
appropriateness of the device, plan o use the
device, and if alternatives to the device should
be explored.

1.4. Program 5 {PC's were trained by the
Program Assistant or designee on monitoring
client use of restrictive device and/or protection
device. '

1.5. Unit Supetviscr andfor Senior PT will
monitor staff compliance during rounds at least
monthly, and document any findings.

1.6. IPC's will monitor via rounds at least month
ly to ensure that the clients' restrictive/protection
devices are being used as per IPP and are in
good repair. Any concerns will be elevated to
the Unit Supervisor, and documented in the -
morthly IPC netes. )

1.7. Issues requiring further actions will be
reviewed monthly at the Clinical Quality
Management Council meetings, along with any
correctiva plan. Governing Body will monitor via
monthly Quality Management Council meeting
with further corrective actions taken as
necessary. :

1.8. Program Director is responsible.
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W 184 | Continued From page 102 W 194 W 194

11-1513

11-19-13

11-24-13

11-25-13

11-25-13

11-25-13

11-25-13
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reviewed menthly at the Clinical Guality
Management Council meetings, along with any
corrective plan. Governing Body will monitor via
monthly Quality Management Council mesating
with further corrective actions taken as

necessary.
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W 194 (cont.}
W 194 | Continued From page 103 W 154 2.1. All Program 5 training sites were checked tof  10-22-13
. . ensure all age-inappropriate training supplies
client's table was asked If the client was were removed.
Supposed to be wearing his helmet while eating. 2.2. New trairing supplies were obtained for the| 11-15-13
Staif stated, "No" and removed the helmet. day program on 36-Annex.
. 2.3, 36-Annex day program site lesson plan was| 11-15-13
2, On 10/16/13 beginning at 1:00 PM, revised to include engaging clients with activities
observations were made in the day program in that matched the functioning levels of the clients.
the 36-Annex. Two staff, one of which was a float 2.4, Program 5 training site lesson plans ang 11-15.13
from another residence, and seven clients were staff ratics were reviewed. Revisions were mads
present. to lesson plans as needed.
' 2.5, Anew training assessment was Initiated 11.25-13
Six clients, including core sample Client 36, were for Client 36 to ensure proper placemant in the
positioned around a table. Staff stated the activity day program. The new assessment will be
was gardening. completed by 12/13/2013.
2.6. Unit 36 Supervigor or designee was in the 11-25-13
One staff member began to read the back of a process of training unit LOC staff, including staff
packet of seeds, including information about who work with the clients at the day program on
36-Annex on the revised lasson plan for the day
program on 36-Annex, the active treatment
definition/loop, and the new training assessment
for Client 38. The anticipated completicn date
was 12/13/13,
2.7, Unit Supervisor and/or Senior PT will 11-25-13
monitor during rounds at least monthly to enstire
. " clients can physically and/cr cognitively partici-
Staif then began to aSk,?U,?S“DnS such as, "What pate in the activities provided. immediate
grows here in the valley?, "Where do you go to actions will be taken to correct any deficiency
buy plants?”, and “Raise your hand if you iike observed. .
shade." The staff answered each ot 2.8. Program 5 IPC's will monitor progress noted  11-25-13
racording for clients via monthly audit of the
client clinical record, and document in the IPC
monthly notes. Any concerns will be alevated to
Client 36 was observed repeatedly bouncing a the Unit Superviscr, and documented in the IPC
ball, attached to his wheelehair by a cord, onto his monthly notes.
wheelchair tray until he fell asleep. 2.9. Issues requiring further actions will be 11-25-13
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W 194 Continued From page 104 W 194 |W 194 {cont.)
. 2.10. Program Director is responsible.
This activity was not
observe.d. , ‘ 10-15-13
D“F'r.‘g an interview on 10/17/13 at 10:30 AM, the 3.2, The staffing ratios on Program 5 units and | 11-18-13
Individual Plan Coordinator agreed that the A .
. . day program training sites were reviewed and
activity during the day program did not meet the Were adequate .
Egems developmental needs. She further stated, 3.3. Unit 23 unit routine and day program 11-20-13
erhaps more training" for day program staff. training site scheduie were revised to include
) . . ehcouraging alternate activities for clients
3, During day programming observation on exhibiting disinterest in current activity offered.
10/15/13 at 11:00 AM, Client 41 was transferred 3.4. Program 5 training site lesson plans were
to a wheelchair. At 11:05 reviewad, Revisions were made to iesson plans
transport bac as needed.
. 3.5. Unit 23 LOC staff, including those who 11-25-13
I | his hehavior work with the clients at the day program training
was repeated at 11:20 AM. At both times of the site were trainad by the Unit Supervisor or
behavior there were no intervention from either designee on Client 41's behavior plan and
staff in the room. Client 41, on 10/16/13 at 8:50 Functional Analysis of Behavior,
i 3.6. Unit Supervisor and/or Senior PT, Program | 11-25-13
Management, and Quality Assurance will
_ here was no intervention monitor active treatment and physical
implemented by the staff in the group room. environment via reunds at least monthly, and
document any findings. _
Arecord review for Client 41 on 10/24/13 at 8:40 -13.7. Rounds findings and any issues requiring 11-25-13
AM, was conducted. A training objective dated further actions will be reviewed monthly at the
8/27/13, indicated Client 41 will reduce striking Clinical Quality Management Council meeting,
_that is either har along wﬁh any' oorrgctwe plans. G_overnlng
or soft. One of the various the interventions Body will monitor via monthly Quality Manage-
addressed in the training objective was for staff to ?cf?;ngﬁzgg'r: r;';ig:gis";':; further corrective
H " n it 1 n H .
Sign "stop”. Theq sign "what's wrong", This was 3.8, Program Director is responsible,
not observed as implemented, ,
W 195 | 483.440 ACTIVE TREATMENT SERVICES W 195
The facility must ensure that specific active
treatment services requiraments are met.
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W15 (See also W196, W214, W225, W247,
W 185 | Continued From page 105 W 195|W249, W255, and W264)
Parterville Developmental Center is committed to
the hezlth and well-being of the clients served
and in the implementaticn of systems to ensure
: . . that the Condition of Participation for Active
This CONDITION i.s not met as ewdgnced by: Treatment is met, Speciﬁc?}lans of corraction
_Based on observathq. documgnt review and related to the corrective acticns below are
interviews, the Condition of Active Treatment was addressed under the appropriate tags.
not met, '
Findings: W195 #1 (Se also W196, W214, W225, W247,
W249, W255, and W2864)
Clients were not involved in activities that - Program 5 Group Leaders were tramed by their] 11-25-13
addressed their individualized priority needs nor Unit Supervisors or designees on the Independ-
had opportunities to practice new or existing skilts f’h”t Lgmg AS?ESSTe”ttS,' for G"et”t‘;’).to ?"S“re g
and to make choices in their daily routines. The °Y cIseuss the clients' current objoctives an
e el . preferences during the assessment process.
Interdlsglpllnaw teams did not asse.ss'the - Program 5 IPC's were trained by the Program 11-25-13
appropriatenass of the access restriction to the Assistant or designes on monitoring client
fenced backyard for multiple clients. A client training needs and choices.
expressed an interest in & food service job and he «IPG's will monitor client assessments and 11-25-13
was not assessed as to what his needs wouid be objectives during rounds at least monthly to
for that job. A client was not re-assessed for the observe client participation.
approptiateness of his placement in a day - Unit Supervisor and/or Senior PT will monitor | 11-25-13
program. Multiple clients were not given the client participation during rounds at least monthly.
opportunity to perform dining and meal - Any issues requiring further actions will be 11-25-13
preparation activities that they were capable of reviewed monthly at the Clinical Quality
doing. Activities were presented to multipte Management Council mesting, Governing Body
clients that were clearly inappropriate for them:; will monitor via monthly Quality Management
the activities were clearly meant for young Council meeting with further corrective actions
children, Clients' activities of dally living plans taken as necessary.
were not implemented. A client' s money
management objectives were met and no new WAD5 #2 (See also WAIB, W214, W225. Wo47
objectives.were developed. These failures W249, W255, and W264) ' ' ’ '
resuited in clients being placed in Inappropriate -A re\:fiew of :restricted access consent for 11-24-13
day programs, lack of progress in their training Program 5 clients was conducted to ensure they
plans and no active treatment to increase new or match the Unit Description and they are
existing skilis. There was also a lack of choices appropriate for the client.
in access to parts of clients ' home - IPP reviews were held for Program 5 clients 11-24-13
environments, meals and potantial jobs. to assess restrictive access along with the
clients’ IPP, Approaches & Strategies, Function-
The cumulative effect of theses system problems al Analysis of Behavior, and behavior plans, to
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W195 #2 (See also W196, W214, W225, W247,
W249, W255,.and W254) (cont.)

Enslre appropriateness of placement.

clients' IPP, Approaches & Strategies, Function-
al Analysis of Behavior, and behavior plans, to
ensure appropriatenass of placement,

- Program's Group Leaders were trained by their
Lnit Supervisors or designees on the Independ-
ent Living Assessment and address client access
during the assessment process.

- Program 5 IPC's were trained by the Program
Assistant or designee on monitoring clients’
restricted access and client rights.

- Unit Supervisor and/or Senior PT will monitor
client access during rounds at least monthly.

- Any issues requiring furthar actions will be
reviewed monthly at the Clinical Quality
Management Council meeting. Governing Body
will monitor via monthly Quality Management
Council meeting with further corrective actions
taken as necessary.

W185 #3 (See also W196, W214, W225, W247,
W249, W255, and W284)

- Program & Group Leaders were trained by their!
Unit Supervisors or designess on the Independ-
ent Living Assessments for clients to ensure
they discuss the clients' current objectives and
preferences during the assessment process,

- Program 5 IPC's were trained by the Program
Assistant or designee on monitoring client
fraining needs and choices.

- 1PC’s will monitor client assessments and
objectives via rounds at least monthly to observe
client participation,

- Unit Supervisor andfor Senier PT will monitor
client participation via rounds at least monthly.

- Any issues requiring further actions will be
reviewed menthly at the Glinical Quality
Management Council meeting. Governing Body
will monitor via monthly Quality Managament
Council meeting with furthar corrective actions
taken as nscessary,

11-25-13

11-25-13

11-25-13

11-26-13

11-25-13

11-25-13
11-25-13

11-25-13

11-25-13
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V105 #4 (See alsc W188, W214, W225, W247,
W249, W255, and W264)

- A vocational assessment was completed for 11-24-13
the client that addressed the client's desire to
work in a restaurant.

- Program & IPC's were trained by the Program 11-25-13
Assistant or designee cn Facility Bulletin 131
"Assessmant" and reviewed expectations that
IPC's will monitor client vocational assessment.
- Any issues requiring further actions will be 11-25-13
reviewed moenthly at the Clinical Quality
Management Council meeting. Governing Body
will monitor via monthly Quality Management
Council meeting with further corrective actions
taken as necessary. -

W195 #5 (See also W106, W214, W225 W247,
V248, W255, and W264)

- Classes for clients to learn about meal prepara-| 11-25-13
tion, consumer budget for meals, and infection
contral to be held three times per week was in
the process of being developed and was antici-
pated on being finalized on 12/11/13 and added
to the unit activity calendar and schedule.
Shopping trips for meals/cooking classes were
also added to the unit activity calendar.

- Unit routines were in the process of being 11-25-13
reviewad and will be completed on 12/11113 to
include meal preparation and clean-up groups
prior to meals,

- Unit Supervisor andfor Senior PT will monitor 11-25-13
client participation during meal classes.
- Any issuas raequiring further actions will be 11-25-13
reviewed monthly at the Clinical Quality
Management Council mesting. Governing Body
will monitor via monthly Quality Management
Councii meeting with further comective actions
taken as necessary.
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~ {Management Council meeting. Governing Body

W105 #6 (See also W196, W214, W225, W247,
W249, W255, and W264)

- Program 5 Group Leaders were trained by their| 11-25-13
Unit Supervisers er designees on the Independ-
ent Living Assessments for clients to ensure
they discuss the clients' current objactives and
preferences during the assessment process,

- Program 5 IPC's were trained by the Program 11-25-13
Assistant or designee on monitoring client
training needs and cheices.

- IPC's will menitor client assessments and 11-25-13
objectives via rounds at east monthly to cbserve
client participation.
- Unit Supervizor and/or Senior PT will monitor 11-25-13
client partisipation via rounds at least monthly.
- Any issues requiring further actions will be - | 11-25-13
reviewed monthly at the Clinical Quality '

will manitor via monihly Quality Management
Council meeting with further corractive actions
taken as necessary.

W15 #7 (See alsa W198, W214, W225, W247,
W249, W255, and W264)

- Program & units were checked to ensure all 10-22-13
age-inappropriate recreational or leisure time
supplies were removed from the unit. New
training supplies were orderaed and obtained from
Curriculum Services.
- Unit routine and training site schedule were 11-18-13
revised tc include encouraging alternate
activities for clients exhibiting disinterest in
current activity offered.

- Unit LOC staff were trained by the Unit 11-24-13
Supervisor or designee on the revised unit
routine.

- Unit Supervisor and/or Senior PT will moniter 11-24-13
active treatment during rounds at least monthly.
- Any issues requiring further actions will be 11-25-13
reviewed monthly at the Clinical Quality
Management Council meeting. Governing Body
will moniter via monthly Quality Management -
Council meeting with further cerractive actions
taken.as.necessary
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W95 #8 (See also W196, W214, W225, W247,
W248 W25

10-24-13

rogram 5 troup Leaders were trained by their| 11-25-13
Unit Supervisors or designees on the Independ-
ent Living Assessments to ensure they discuss
the clients' current chiectives during the assess-
ment process.

- Program 5 IPC's were trained by the Program 11-25-13
Assistant or designee on monitoring client )
fraining needs.

- Unit Superviser or designee wera in tha process  11-25-13
of training the unit LOC staff on the clieni's new
training cbjective for monay management. The
training is anticipated to be completed by
12/13/13. ‘
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W 196 ,
W 195 | Continued From page 106 w 1a5 |11 All Program 5 residences were checkad 10-22-13
. e to ensure all age-inappropriate recreational or
resulted in the facrh'tys_fallure to ensure that leisure time supplies were removed from the
actlve treatment objectives and programs were residence.
provided. Due to these failures, the Condition of 1.2. New training supplies were ordered and 11-18-13
Participation for Active Treatment was determined obtained from Curriculum Services.
to be not met, 1.3. The staffing ratios on Program 5 units were |  11-18-13
reviewed and were adequate.
See W 196, W 214, W 225, W 247, W 249, W 1.4. Unit 23 unit routine was revised to include | 11-18-13
255 and W 264. encouraging alternate activities for clients.
W 196 | 483.440(a)(1) ACTIVE TREATMENT . W 1986 jexhibiting disintarest in current activity offered.
: 1.5. Other Program 5 unit routines were review-| 11-18-13
Each client must receive a continuous active ed, and no deficiencies were noted.
treatment pragram, which includes aggressive, 1.6. Director of Quality Assurance conducted | 11-21-13
consistent implementation of a program of research of restrictive davices available or in use
specialized and generic training, treatment, health elsewhere. It was determined that the current
services and related services described in this device is the least stigmatizing and most
subpart, that is directed toward: effective for Client 39. The results were provided
(i} The acquisition of the behaviors necessary for to the Program Dirsctor. :
the client to function with as much self 1.7. The psychologist was in the process of 11-25-13
determination and independence as possible; and updating Client 39's Functional Analysis of
(if) The prevention or deceleration of regression giih:l]’r‘g;toursegi?t;l La;'ﬁg:'e,rfﬁre
or loss of current optimal functional status. anticipated date of completior: was 12/12/13,
1.8. Unit 23 LOC staff were trained by the Unit 11-25-13
, . . Supervisor or designee on the revised unit
This STANDARD 'S, not met as e\{ldenced by: routine, Staff also reviewed Client 38's
IBase‘d on chservation, record review, and behavior plans. Staff were reminded to
mter\_new, staff falled to ensure actl\(e treatmept implement Client 39's behavior plans in
for nine of 25 unsampled clients (Client 31, Client conjunction with the revised unit routine.
32, Client 33, Client 36, Glient 39, Client 46, 1.9. Unit Supervisor andior Senior PT, Program | 11-25-13
Client 52, Client 53 and Client 58): Management, and Quality Assurance will
monitor active treatment and physical
Findings: environment via rounds at least monthly, and
document any findings.
Residence 23 1.10. Rounds findings and any issues requiring | 11-25-13
) further actions will be reviewad monthly at the
1. On 10/24/13 at 8 AM, Clie Clinical Quality Management Council meeting,
i Vi along with any corrective plans. Governing Bogy
will moniter via monthly Quality Management
Council meetings with further corrective actions
taken as necessary.
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‘ W196 (cont.)
W 196 | Continued From page 107 w 1og([1.1. Program Director is respgnsible.

| Client 39 continued to show antecedent behaviors

an being escorted to the restroom at 8:20
AM, the client sat and watched others asﬁ
movements were highly restricted by the

No leisure activities or active treatment were
observad from 8 AM 1o 9 AM.

On 10/24/13 at 8:45 AM, a psychiatric technician
PT) stated that th ere to prevent

The PT stated that the client had not had such
behaviors for about ten years. The PT stated that
he did not engage in this behavior when he was
at the day program because he folded towels
there, a task that he epj and which kept him
focused. Although th estraints were
removed for five minutes to promote circulation
during the one houﬁvaﬁon, staff never
removed Client 39 restraints so that the
client qouild engage [n any actlvity requiring the

On 10/24/13 at approximately & T
stated that Client 39 utilized t the
day program and stated the Fdevices

continued to be used on the residence because

however, stated that Client 39 was bored which
increased undesirable behaviors.” According to
the PT, Client 39 did not like the puzzies and

table games at the residence and commented,
*He is one of our smarter clients." '

2.1. An assassment of Client 46's placement
at the day program was completed.

2.2, Residence 36 Day Program site schedule
was revised to include engaging clients with
activities that matched the functioning levels of
the clients.

2.3. Other Program 5 training site lesson plans
and staff ratios were reviewed. Revisions were
made to lesson plans as needed,

2.4, Program 5 IPC's were trained by the
Program Director or designee on Facility
Bulletin 131 "Assessment" and reviewed
expectations that IPC's will monitor client
vocational assessments.

2.5, Client 46's Interdisciplinary Team was in the
process of addressing the updated assessment
infarmation, The anticipated completion date
was 12/4/13.

2.6. Unit 36 Supervisor or desighee was in the
process of training unit LOGC staff, including staff
who work with clients at the day proegram training
site, on the updated lesson plan at the day pro-
gram sils and the assessment of Client 48's
placement at the day program. The anticipated
completion date was 12/13/13.

2.7. IPC's will menltor client training assess-
ments and objectives via rounds at least monthly
to observe client participation. Any concerns will
be elevated to the Unit Supervisor, and docu-
mented in the monthly IPC hotes.

2.8. Unit Supetvisor and/or Senjor PT,

Program Management, and Quality Assurance
will monitor client participation during reunds at
least monthly, and document any findings.

2.9. Issues requiring further actions will be
reviewed monthly at the Clinical Quality
Managemeant Council mestings, along with any
corrective plan. Governing Body will moniter via
monthly Quality Management Gouncil meeting

with further corrective actions taken as

11-12-13

11-15-13

11-15-13

11-25-13

11-25-13

11-25-13

12-13-13

12-13-13

12-13-13
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W96 (cont.)

W 196 2.9. {cont) necessary.

Continued From page 108 2.10. Program Director is responsible.

W 196

B.1. An assessment of Client 46's placement 11-12-13
at the day program was completed.
3.2. Residence 36 Day Program site schedule | 11-15.13
was revised to include engaging clients with
Activities that matched the functioning levels of
the clients. o

3.3. Other Program 5 training site lesson plans | 11-15-13
and staff ratios were reviewed. Revisions were
made to lesson plans as needed.

3.4. Program 5 [PC's were trained by the 11-25-13
Program Director er designee on Facility ‘
Bulletin 131 "Assessment” and reviewed
expectations that IPC's will menitor client
vocational assessments.

3.5, Client 48's Interdisciplinary Team was in the| 11-25-13
process of addressing the updated assessment
informaticn. The anticipated completion date
was 12/4/13,

No activity was
offered.

sta not engage Client 3.6. Unit 36 Supervisor or designee was inthe | 11-25-13
33 In any leisute activity or active treatment process of training unit LOC staff, including staff
activity so the restraints could be removed and who work with ciients at the day program training
the client could be trained towards greater site, on the updated lesson plan at the day pro-
independence, increased choice, and potentially gram site and the assessment of Glient 46's
acquire new skills. ’ placement at the day program. The anticipated
completion date was 12/13/13.

3.7. IPC's will monitor client training assess- 12-13-13
ments and objectives via rounds at least monthiy| -
to observe client participation. -Any concerns will
be elevated to the Unit Suparviser, and docu-
mented in the monthly IPC notes.

3.8. Unit Supervisor and/or Senior PT, 12-13-13
Program Management, and Quality Assurance
will monitor client participation during rounds at
foast monthly, and decument any findings,

3.9. Issues requiring further actions will be 12-13-13
reviewsd monthly at the Clinical Quality
Managemant Council meetings, along with any
corrective plan. Goverming Body will monitor via
monthly Quality Management Council meeting
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W196 {cont.)

W 196 | Continued From page 109 W 198 3.9 (cont.) with further corrective actions taken

) " as necessary.

items-off tables.er-esumnters:

3.10. Program Director is responsible.

4.1. All Program 5 training sites were checked to] 10-22-13
ensure all age-inappropriate training supplies
were removed,

4.1, New training supplies were obtained for the | 11-15-13
day program on 36-Annex.
4.2, 38-Annex day program site lesson plan was| 11-15-13
revised to include engaging clients with activities '
that matched the functioning levels of the dlients,
#.3. Program 5 training site lesson plans and 11-15-13
staff ratios were reviewed. Revisions were made
to lasson plans as needed.

4.4. A new training assessment was initiated 11-26-13
for Client 36 to ensure proper placement in the
day program. The new assessment will be
completed by 12/13/2013. ‘
4.5, Unit 36 Supervisor or designee was in the 11-25-13
process of training unit LOC staff, including staff
who work with the clients at the day program on
36-Annex on the revised lesson plan for the day
program on 36-Annex, the active treatment
definition/loop, and the new training assessment
for Client 36. The anticipated completion dats
was 12/13/13.

4.8. Unit Supervisor and/or Senior PT will 11-25-13
monitor during rounds to ensure clients can
physically and/or cognitively participate in the
activities provided. Immediate actions will be
taken to correct any deficiency observed.

@.7. Program 5 IPC's will monitor progress notes| 11-25-13
recording for clients via monthly audit of the
client clinical record, and document in the IPG
maonthly notes. Any concerns will be elevated to
the Unit Superviser, and documentad in the IPC
monthly notes,

4.8, lssues requiring further actions will he 11-25-13
reviewed monthly at the Clinical Quality
Managemant Council meetings, along with any
corrective plan, Governing Body will monitor via
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W 196

Continued From page 110

was not providing opportunities 1or the client to
develop appropriate behavior by removing the
estraints and engaging the client in
activities, the ability for the client to attain the goal
was limited. .

W196 (cont)

W 19g[4-8- (cont.) monthly Quality Management Goun-

cil meeting with further corrective actions taken
as necessary.
4.9. Program Director ts responsible.

5.1, The non-functioning paper shredder was
removed and replaced.

5.2. The training site lesson plan were updated
to include alternate activities for when the main
activity is unavailable. ’

©5.3. Other Program 5 training site iesson plans
and staff ratios were reviewed. Revisions were
made to lesscn plans as needad.

5.4. The paper shredder was repaired and
brought back tc the training site as a back up.
5.5. Unit 23 Supervisor or designee was in the
process of training unit LOC staff, including staff
who work with the clients at the training site on
the revised training site scheduleflesson plan,
Staff were also trained to call Gentral Program
Services for any shredder repairs. The antici-
pated completion date was 12/13/13.

5.8. Program 5 IPC's were trained by the
Program Assistant or designee on monitoring
client training assessments and objectives,

5.7. IPC's will monitor client training assess-

to observe client participation. Any concerns will
be elevaied to the Unit Supervisor, and docu-
mented in the monthly IPC notes.

5.8. Unit Supervisor andfor Senior PT,

Program Management, and Quality Assurance
will monitor client participation during rounds at
least monthly, and document any findings.

5.9. Issues requiring further actions will be
reviewsd monthly at the Clinical Quality
Management Council meetings, along with any
corrective plan. Governing Body will monitor via
manthly Quality Management Council meeting
with further corrective actions taken as
necessary,

5.10. Program Director is responsible.

tnents and objectives via rounds at least monthly|

10-16-13

11-20-13

11-15-13

11-24-13

11-25-13

11-25-13

12-13-13

12-13-13

12-13-13
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| treatment for Client 46 during multiple

During an interview with the Unit Supervisor (US)
/24/13 at 12:15 PM, the US stated that the
had been used for years on the client and
agreed that without change, the facility would
continue to use the for the remainder of
Client 39's life.

Actlve treatment was not provided to Client 39,
avices

estrictive [ NG
o prevent N
ehaviors most of the day and night. The

constant use of the restrictive devices prevented
the client from opportunities to develop
appropriate behavior, develop greater
independence and choice, and acquire new skills.
The facility failed to ensure active treatment was
consistently implemented in all relevant settings
as the need arose or opportunities presented
themselvas for Client 39;

2. The facility also failed to provide active

observations both at the residence and day
program; when, not one of seven clients
observed participated in any.type of activity that
appeared to be designed to increase
independence and learn new skills,

Residence 36

3. On 10/15/13, ohservations were made in one
of the day rooms on Resldence 36, There were

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION %s)
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W 186 | Continued From page 111 W 196 {w 196 (cont.)

6.1. The non-functioning paper shredder was
removed and replaced.

6.2, The training site lesscn plan were updated
to include alternate activities for when the main
activity is unavailabla.

6.3. Other Program 5 training site lesson plans
and staff ratios were reviewed. Revisions were
made to lesson plans as needed.

6.4. The paper shredder was repaired and
brought back to the training site as a back up.
6.5. Unit 23 Superviscr or designee was in the
process of training unit LOC staff, including staff
who work with the clients at the training site on
the revised fraining site schedulefiesson plan,
Staff were also trained to call Gentral Program
Setvices for any shredder repairs. The antici-
pated completion date was 12/13/13.

6.6. Program & IPC's were trained by the
Program Assistant or designae on monitoring
client training assessments and objactives,

6.7. IPC's will monitor client training assess-
ments and objectives via rounds at least monthly|
to observe client participation. -Any concerns will
be elevated to the Unit Supervisor, and docu-
mented in the menthly IPC netes.

8.8. Unit Supervisor and/or Senior PT,

Program Managament, and Quality Assurance
will monitor client participation during rounds

at least monthly, and document any findings.
B.9. Issues requiring further actions will be
reviewed monthly at the Clinical Quality
Management Council mestings, along with any
corrective plan, Governing Body will menitor via
monthly Quaiity Management Ccuncil meeting
with further corractive actions taken as
necessary.

6.10. Program Director is responsible.

10-15-13

11-20-13

11-15-13

11-24-13

11-25-13

11-25-13

12-13-13

12-13-13

12-13-13
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, ' W 196 (cont.) ]
W 198 | Continued From page 112 W 196 [.1. A new training objective was opened for 09-24-13
two staff and 10 clients in the room. One of the Client 53 to trelmsfer items |ntg a confainer.
staff stated he had been floated from another Zéiieﬁggnat::’feﬁ ;naer:jdczfrf:::d Outcome were | 11-12-13
H Hy [} H .
resi'(li ence. Staff stated the activity was "watching 7.3. Unit 23 unit routine was revisad to include 11-18-13
V. gncouraging alternate activities for clients
, . exhibiting disinterest in current activity offerad.
From 8:30 AM until 9:00 AM, Client 46 was 7.4. The staffing ratio on Program 5 units were | 11-18.13
obseryed sitting in a chair hqldmg a ball and not reviewed and was adequate.
watching TV, No other activity was offered to 1.5. Unit routines for other Program 5 units were| 11-18-13
Glient 46. reviewed and remainad appropriate.
7.8. Program 5 IPC's were trained by the 11-25-13
On 10/16/13 at 1:30 PM, observations were made Program Assistant or designee on Facility
in Client 46's day program. There were seven Bulletin 131 "Assessment’ and reviewed
clients and two staff. Six clients were positioned expectations that IPC's will monitor client
around a table on one side of the room and Client vocational assessments.
46 was seated in a chair on the other side of the 7.7. Program 5 Group lLeaders were trained by | 11-25-13
rogm, their Unit Supervisors or designeas on Desired
. Outcomes documentation. : ,
Client 46 was observed to sit holding a ball for 30 7.8. Unit 23 Supervisor or designee was in the 11-25-13
minutes with no other activity. A staff wouid ~ process of training unit LOC staff on the revised
occasionally verbally prompt him from the other Linit routine and on Client 53's new training
.| side of the room to join the group. Client 46 pbjective. The anticipated date of completion
never joined the group or engaged in any other was 12120113 .
activity except holding the ball. 7.9, IPC's WIH' mqnltor plient training assess- 11-25-13
ments and cbjectives via rounds af least monthly
At 1:45 PM, Client 46.510001 up and attempted to fo chserve client partipipation. lAny concams will
sit in anather chair. When staff asked him to join ° eie;a.te?hto the #}T't Iiléper‘;'sor' and docu-
the group, the client immediately turned around i"g eu".‘t Se montnly o ”OSGS'. - 110513
and sat back down in his original chair, Staff o LTI SUpSIVIser ana/or senior P, It
" . Co rogram Management, and Quality Assurance
responﬁl'ed by stating, "Good job [client's first il monitor client participaticn via rounds at least
-name], onthly, and document any findings.
.11, Rounds findings and any issues requiring 11-25-13

During an interview on 10/16/13 at 2:00 PM,
licensed day program staff stated that Client 46
had been in that day program “for a long time."

When asked If the client ever engaged in any
activity other than holding a ball, staff stated the
client rarely participated in any of the activities in
the class,

urther actions will be reviewed menthly at the
linical Quality Management Council meeting,
long with any corrective plans. Goverming Body
il monitor via monthly Quality Management
ouncil meetings with further corrective actions

aken as necessary, _

12, Program Directer is responsible.
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Client 46 was again observed sitting, holding a
ball with no other activity on the residence on
10/21/13 from 7:30 PM until 8:00 PM.

During an interview on 10/17/13 at 10:30 AM, the
individual Plan Coordinator (IPC) stated stated
that the staff who work with clients in the day
program are staff who are assigned to work on
the residence that day, inciuding staff who have
floated from other residences. )

Client 48 did not participate in any type of activity
that appeared to be designed 1o increase his
independence and learn new skills.

4. Qn 10/16/13 beginning at 1:00 PM,
observations were made in the day program in

8.2. Program 5 Management identified clients
whose cbjectives were not current and/or
accurate. An IPP review was held for the
identified clients to update their objactives,

8.3. Program 5§ Group Leaders were trained by
their Unit Supervisors or designeas on the
Independent Living Assessments to ensure they
discuss the client's current objectives during the
assessment process, and make recommenda-
tions as needed.

8.4. Program 5 IPC's were trained by the
Program Assistant or designee on menitoring
client training neads. .

8.5, Unit 21 Supervisor or designee was in the
process of training unit LOC staff on Client 31's
training plan. The anticipated completion date
was 12/13/13.

8.6. IPC's will monitor client training assess-
ments and objectives via rounds at least monthly
to observe client participation. Any concarns will
be elevatad to thé Unit Supervisor, and docuy-
mented in the monthiy IPC notes.

8.7. Unit Supervisor and/or Senior PT,

Program Management, and Quality Assurance
will moniter client participation during rourds

at lsast monthly, and document any findings.
8.8. Rounds findings and any issues requiring
further actions will be reviewed monthly at the
Clinical Quality Management Council meeting,
along with any corrective plans. Governing Body
will monitor via monthly Quality Management
Council meetings with further corrective actions
taken as necessary. .
8.9. Program Director is responsible.
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| Staff then began to ask questions such as, "What
{ grows here in the valley?, "Where do you go to

FORM CMS-2567[Ué~99) Previaus Varslons Obsoleta : Event ID: XQS512

the 36-Annex. Two staff, one of which was a float
from another residence, and seven cliants were
present,

Six clients, including core sample Client 36, were
positioned around a table. Staff stated the activity
was gardening.

One staff member bagan to read the back of a
packet of seeds, including information about
planting depth and time to germination. One
client began screaming and engaging in
self-injuricus belavi

from the table.

buy plants?", and "Raise your hand if you like
shade." The staff answered each other's
questions.

Client 36 was observed repeatedly bouncing a
ball, attached to his wheelchair by a cord, onto his
wheelchair tray until he feil asleep.

None of the 7 clients participated in any type of
activity that appeared to be designed to increase
their independence and learn new skills.

10-29-13

9.2. The staff ratios for Program 5 units were 11-25-13
reviewed and was adequate. ‘
9.3. Unit 21 Supervisor or designee was in the 11-25-13
process of training unit LOC staff on Client 32's
Approaches & Strategies

he antici-
pated completion date was 12/2/13.

9.4. Program 5 IPC's were trained by the 11-25-13
Program Assistant or designee on monitoring '
‘tclient behavior plans. .
8.5, IPC will monitor client behavior during 11.25-13
rounds at least monthly. Any concerns will be
elevated to the Unit Supervisor, and documented
in the monthly IPC notes.

9.6, Unit Supervisor and/or Senior PT, 11.25-13
Program Management, and Quality Assurance
will monitor client behavior via rocunds af least
monthly, and document any findings.

8.7. Rounds findings and any issues requiring 11-25-13
further actions wili be reviewed monthly at the
1Clinical Quality Management Council meeting,
along with any corrective plans. Governing Body
will monitor via monthly Quality Management
Council meetings with furthar corrective actions
taken as necessary.

9.8. Program Diractor is responsible.
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W 196 | Continued From page 115 W 196|{W 196 {cont.)
10.1. Staff assisted Client 52 with washing his 10-21-13
hands.
10.2. Program 5 Management identified clients 11-24-13
in the program who may have unaddressed
Durir}g an interview on 10/17/13 at 10:30 AM, the l:rs ;‘f}ig rcgi?:rﬁ'iﬂfﬁ?ﬁt :gnsps:::ilglf?;gogrcomml
ind!V]duaI F_’lan Coordinator agr egd that the Emerging Risk Notification/Evaluation meeating
a‘?tw'“f during the day program did not meet the was held for any identified client to ensure the
ﬁ:hents developme_ni_al r”uaeds. She further stated, issues/behaviors have been addressad,
Perhaps more training" for day program staff, 10.3. Unit 21 LOC staff were trained by the Unit| 11-25-13
Superviser or dasignee on Client 52s
Approaches & Strategies.
5. Day program observation for Glient 33 on 10.4, Program § Group Leaders were trained by| 14-25-13
10/15/13 starting at 9:25 AM was conducted. their Unit Supsrvisors or designees on the
From the time of arrival to the room to 9:52 AM, Independent Living Assessments to ensure they
Client 33 remained on his wheel looking at peers, address client's hygiene abilities during the
no activity was provided, On same day at 10 AM assessment process, and make recommenda~
Client 33 was sleeping in his wheelchair, At 10:20 tions as needed.
AM, Client 33 was awakened by staff for a snack. 10.6. Pregram 5 IPC's were trained by the 11-25-13
In the same program room, Client 40 and a peer Program Assistant cr designee on monitoring
 were sitting by the window looking outside with no client activities that may compromise their
meaningful activity. health or the health of others due to infection
control concerns. )
At 9:55 AM, a staff entered the room and 10.6. Progrgm 5 LOC staff were trained by their| 11-25-13
encourage Client 40 and peers to work on the Unit Supervisors or designees on Nursing
puzzles on the table. Staff also stated that Client Procedure 42 Oral Hygiene", Nursing Procedure
40 and a peer had a training objective to shred f’; Hjnd‘gash{;”gﬁ a.gdPN”r Smt:q Protocol 5
‘paper, however the shredder was broken. Staff ] 0‘;0 Uan‘t 5 ody Flul rg/causnon_s BT P 11.25.1
also stated that the alternative activity is any /. nit supervisor andjor Senior BT, Program  11-25-13
Management, and Quality Assurance will
leisure activity of choice. monitor for possible infection control issues
during rounds at least monthly, and document
any findings.
16.8, Rounds findings and any issues requiring |  11-25-13
further actions will be reviewed monthly at tha
Clinicat Quality Management Council meeting, |
. Client 41 was not along with any corrective plans. Goveming Body
participating In any meaningful activity. will monitor via monthly Quality Management
Council meetings with further corrective actions
6. On 10/16/13 at 6:35 AM, Clients 39, 40, and taken as nacessary.
43 were in the group room. The staff was talking 10.9 Program Director is responsible.
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8.0n 10/17/113 at 1:30 PM, a day program
observation at the annex building of Unit 21 was
conducted. Client 31 was observed sleeping on
the floor mat. Staff stated his wheelchair was
pleked up by the washing crew. At 2:10 PM, he
was transferred to his high back padded
wheelchair, He was also glven a puzzle placed on
his lap tray. The puzzle did not have the all the
pleces to complete the puzzie. The staff stated
that he needed the pieces to manipulate the
puzzle spaces.

further acticns will be reviewed monthly at the
Clinical Quality Managament Council meeting,
along with any corrective plans, Governing Body
will monitor via monthly Quality Management
Council meetings with further coirective actions
taken as necessary. .

11.9. Program Director is responsible.
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. W 188 | Continued From page 116 W 196 W 196 {cont.)
about the weather for the day and menu for 1.1 All Program & residences were checked 10-22-13
breakfast. The clients were observed not tolensur.e all age-l.nappropnate recreaticnal or
racognizing the topic discussed, leisure time supplies were removed from the
residence. ’
At 9:30 AM, in the day program room, Client 39 (1,:){2: N oo tra'gng.sulpp“ess were ordered and 1-18-13
was handed a box of Legos for stacking. Staff aingd from Lurrieulum Services. -
stated that there were no towels to fold today. 11._3. Tge st;fﬁng ra’gos ontProgram 5unitswere  11-18-13
: s . reviewed and were adequate.
Cluetrin a3 d":gssf'eeﬁ::ﬂ (']'T 1'35Amhee'?ha"fa”io 11.4. Unit 23 unit routine was revised to include |  11-18-13
continue e?‘p : (asleep gr encouraging alternate activities for clients
minutes), when he was awakened by staff to exhibiting disinterest in current activity offered,
E‘Fcr:‘t ié"rlésm“:;LE;tlguorE;]’g Sl’;gug‘;‘% t? TL‘:E:?&OW 11.5. Other Program 5 unit routines were review] 11-18-13
e ! e ed, and no deficiencies were noted.
refusing fo work on table top activities. 11.6. Unit 23 LOC staff were trained by the Unit | 11-25-13
. o Supervisor or designee on the revised unit
7.On 10/16/13 at 1:30 PM in room 109, Client 53 routine, the active treatment definition/loop
was observed sliding paper into a simulated training, and Client 58 Approaches & Strategies.
shredder. The staff in the room stated that his 11.7. Unit Supervisor and/or Senior PT, Progran]  11-25-13
objective was to slide paper into the opening. Management, and Quality Assurance will
menitor active treatment and physical
environment via rounds at least monthly, and
document any findings.
11.8. Rounds findings and any issues requiring | 11-25-13
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At 2:30 PM, Client 31 was observed sleeping in
his wheelchair. The staff was tracing and cutting
pumpkins. Staff also cut out the eyes, nose, and
mouth. The cut out was pasted to the pumpkin by
the clients through hand over hand by staff.

At 3:30 PM, Client 31 was taken to the residence
with the puzzle board on his laptray without the
pieces.

8. On 10/21/13 at 2:05 PM, a day program
observation at the annex building on residence 21
was conducted. Client 32 was walking around the
room not participating in any activity, except
during snack time.

At 4:05 PM, in the residence group room, Client
32 was sitting on the sofa with both feet up,
knees bent and face over his knees. An adult
education teacher from the college nd
read the story ofﬂ The

clients were not engaged with the story.:
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10. On 10/21/13 at 4:30 PM, in the group area of
residence 21, Client 52 was sitting on the chair.
He was observed to touch the floor with his hand
and with the same hand wipe his mouth and
tongue several times. There was no staff
intervention.

11. Observations were conducted on Unit 23
beginning at 2:15 PM on 10/22/13. At the
beginning of the ohservation eight men were
seated in the settees and the chairs in the " west
end television room." Client #58 was seated
next to his one-on-one staft in a chair located
behind the settee. The direct support staff
providing general supervision said the men were
watching a movie. When asked what movie was
playing, the direct support staff explained that the
DVD Player was broken so the men were
 watching a moving on television titled, * Scream.
* None of the men appeared to be watching the
movie and the direct support staff was constantly
giving verbal instruction to the men such as
"hands down, pull your shirt down, keep your
hands to yourself, etc." When asked about the
purpose of the movie activity since none of the
men appeared to be interested in watching the
movie, the direct care staff explained that this
was the day a " work group * came and cleaned
- wheelchairs; therefore, the men who lived at Unit
23 did not have day programming in the
afternoon. When asked if there were recreational
or leisure time supplles available to the men if
they didn ' t want to waich the movie, the direct
support staff began getting out games and toys,
all designed for use by young children. The staff
assigned as the one-on-one staff with Client #58
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reviews, the facllity failed to individually assess
needs related to living in residences with
restricted access to the locked and fenced
backyard for six of 19 sampled clients (Clients 5,
22 and 23 on Residence 8, and Clients 26, 29
and 30 on Residence 26), and when the facility
failed to ensure that the Comprehensiva
Functional Assessment identifled the

further actions will be reviewed monthly at the
Clinical Quality Management Council meeting,

will monifor via menthly Quality Management

taken as necessary,
1.7. Program Director is responsible.

along with any corrective plans. Governing Body,

Council mestings with further corrective actions
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W 196! Continued From page 119 W 196
consistently handed him a toy which played songs
typically enjoyed by very young children. Client
#58 pushed the toy away at least three times and
dropped the toy to the floor twice. Once after
retrieving the toy, the one-on-one staff began to
sign along with the song played by the toy
although there was a movie playing in the same
room which was identified as the " activity " In '
which the men were participating. w214 ,
From 2:15 PM to 2:40 PM, none of the nine men 1.1. A review of restricted access consent for 11-24-13
inthe "west end television room" on Unit 23 Program 5 chgnts was gonducted tc- ensure they
participated in any type of activity that appeared ;"pa;f:ptr?:tgpo'tr Eeesglzg’:to” and they are
to 3‘7 designed t}?.l'lncraaﬁth?g Independence y 1.2, A Special IPP was held for each dlientto | 11-24-13
and tearn new skills. velner € org-on-one sta assess restrictive access along with the client's
nor thg ‘-‘!"eCt support St?ﬁ providing ge_neral PP, Approaches & Strategies, Functional
SUp.EMS'O” wgs able to ldel)ti'fy the purpose of . Analysis of Behavicr, and behavior plans, to
having a movie on the televaglon which no one ensure appropriateness of placement,
seemed to be watching. Neither staff could 1.3. Program 5 Group Leaders were trained by | 11-25-13
identify what activities could be Jmtlfated which their Unit Supervisors or designees on the
might teach skills to the nine men in the room Independent Living Assessment and addressing
andjor to lead to greater independence. client access during the assessment process,
W 214 483.440(c){3)(ii)) INDIVIDUAL PROGRAM PLAN W 214 jand make any recommendations as needed.
1.4. Program 5 1PC's were trained by the 11-25-13
The comprehensive functional assessment must Program Assistant or designee on monitoring
identify the client's specific developmental and client's restricted access and client rights.
behavioral management needs. 1.5, Unit Supervisor and/ar Senior PT, Program | 11-25-13
Director, and Quality Assurance will monitor
client access during rounds at least manthly, and
This STANDARD is not met as evidenced by: - document any findings. _ |
Based on observations, interviews and record 1.6. Rounds findings and any issues requiring 11-25-13
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W 214 | Continued From page 120

neads of Client 486.
Findings:

1. Observations on Residence 26 at various times

between 10/14/13 and 10/1713 indicated that no

clients had free access to the backyard which

was fenced and locked. Observations of the

backyard revealed a very high fence with a gate

that was locked and could only be opened by a
key.

During an interview on 10/16/13 at 10 a.m., the
Licensed Staff in charge stated that the door 1o
the backyard was always locked becauss some
clients on the residence had a history of AWOL.,
leaving without supervision. When asked about
the fact that the backyard had a high fence and
the gate was locked the staff staled that no
clients can be in the backyard without
supervision. Staff stated that all the exit doors
were always locked and none of the client's had
keys. The first of two entrance doors to the
residence were unlocked between certain hours
of the day however, the second door used to
enter and exit the residence was always locked
preventing exit without a key.

2. Observations of Client 30 revealed that

he client was not
ohserved enjoying the backyard on the mild
weather during this time frame. Staff were not
observed to offer time in the backyard as an
activity.

W 2141w 214 {cont.)
2.1. Areview of restricted access consent for
Program 5 clients was conducted to ensure they
match the Unit Descripticn and they are
appropriaie for the client.

. Program roup Leaders were trained by
the|r Unit Supervisors or designoes on the
Independent Living Assessment and addressing
client access during the asséssment process,
and make any recommendations as needed.
2.4, Program 5 IPC's were trained by the
Program Assistant or designee on monitering
client's restricted access and client rights.

2.5, Unit Superviscr and/or Senior PT, Program
Director, and Quality Assurance will monitor
client access during rounds at [east monthly, and
document any findings.

2.8. Rounds findings and any issues requiring
further actions will be reviewed monthly at the
Clinical Quality Management Council meeting,
along with any corrective plans. Governing Body
will monitor via monthly Quality Managament
Gouncil meetings with further correclive actions
taken as necessary,

2.7. Program Director is responsible,

19-24-13

11-24-13

11-25-13

11-25-13

11-25-13

11-25-13
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SUMMARY STATEMENT OF DEFICIENCIES

- | Disability Professionals, assigned to Residence 6,

and from 100 PM to 4:30 PM, Monday through

3. The two Individual Program Coordinators
{IPC), who serve as the Qualified Intellectual

were interviewed at 9:00 AM on 10/23/13 with
client records available for reference. The |IPC's
confirmed the front door of the residence was
unlocked between the hours of 8:00 AM to noon

Friday. However, when asked if clients could
leave the residential section of Residence 6
through the front door when it was unlocked, the
tPC's confirmed that all exit doors, including the

W 214 (W 214 (cont)

{xa) 10 D PROVIDER'S PLAN OF CORREGCTION {X5)
PREFIX {(EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION -
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
W 2141 Continued From page 121

3.1. A review of restricted access consent for 11-24-13
Program & clients was conducted to ensure they :
rnatch the Unit Description and they are
appropriate for the client.

3.2. A Special IPP was held for each client to 11-24-13
assess restrictive access aleng with the client's
IPP, Approaches & Strategies, Functional
Analysis of Behavior, and behavior plans, to
ensure appropriateness of placement.

3.3. Program 5 Group Leaders were trained by | 11-25-13
their Unit Supervisors or designees on the
Independent Living Assessment and addressing
client access during the assessment process,
and make any recommendations as nesded. .
3.4. Program 5 IPC's were trained by the 11-25-13
Program Assistant or designee on monitoring
client's restricted access and client rights.
3.5. Unit Superviser and/or Senior PT, Program | 41-25-13
Cirector, and Quality Assurance will monitor
client access during rounds at least monthly, and
document any findings.
3.6. Rounds findings and any issues requiring 11-25-13
further actions will be reviewed monthly at the
Clinical Guality Management Council meeting,
along with any corrective plans. Governing Body
will moniter via monthly Quality Management
Councll meetings with further cotrective actions
taken as necessary.

3.7. Program Director is responsible.
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W 214 Continued From page 122 W 214 W 214 (cont)

door from the residential section leading to the
front door, were locked at all times, When asked
to identify what portions of their homa clients
could not access, the IPC's explained clisnts
were unable to access rooms where family
members visited and the room where snacks
purchased by clients were stored,

hen asked if any ciient
who lived at Residence 6 had a key fo the

client fiving at Residence 6 independently
accessed the outside fenced vard area, the IPC's
said the doors leading to the outside fenced area
were locked and that clients were always
accompanied by staff when outside. Tha IPC's
said that if cllents wanted to go outside or to
access a snack maintained in a locked area, they
asked stafl and, as soon as possible, staff, ali of
whom carried keys, would accompany them
outside or would open locked areas so the client
could access items such as snacks they had
purchased,

When asked if comprehensive functional
assessment data identified skills sach client
would need 1o learn in order to independently
access the restricted areas of their home, during
the 9 AM interview, the IPC's explained that
clients wha lived at Residence 6 were court
ordere

{PDC)

residence, the IPC said, "No." When asked if any-

4.1. Client 5's ILA and IPP were updated to
address rationale for his restricted access.

4.2, Arevisw of restricted access consent for
Program 5 clients was conducted to ensure they
match the Unit Description and they are.
appropriate for the client.

4.3. A Special IPP was held for each client to
assess restrictive access along with tha client's
IPP, Approaches & Strategies, Functional
Analysis of Behavior, and behavior plans, to
ensure apprepriateness of placement,

4.4. Program & Group Leaders were trained by
their Unit Supervisors or designees on the
Indepandent Living Assessment and addressing
client access during the assessment process,
and make any recommendations as needed.
4.5. Program 5 IPC's were trained by the
Program Assistant or designee on menitoring
client's restricted access and client rights,

4.6. Unit Supervisor and/ar Senicr PT, Program
Director, and Quality Assurance will monitor
client access during rounds at least monthly, and
document any findings,

4.7. Rounds findings and any issues requiring
further actions will be reviewed monthly at the
Clinical Quality Management Council meeting,
along with any corrective plans. .Governing Body
will monitor via monthly Quality Management
Councit meetings with further corrective actions
taken as necessary.

4.8, Program Director is responsible.

11-14-13

11-24-13

11-24-13

11-25-13

11-25-13

11-25-13

11-95-13
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W The IPC's explained that_

many clients who lived at Residence 6 were
placed at PDC under the California Welifare and
tnstitution Code 6500, "danger to self and others.”
When asked if commitment orders required that
each client live in a home with limited access, the
IPC's said the commitment orders where not that
specific. The IPC's explained that access
restrictions and visual surveillance were part of
the program design of Residence 6. When asked
it all clients presented slopement risks, the IPCs
said ahhough some clients did,
t

The IPC's explained that for each client who lived
at Residence 6, there was a “Restricted Access
And/Or Monitoring Interventions Treatment
Program Approval Summary” (Access Restriction
Consent) which served as a consent for the
restrictive practices Included in the Residence 6
program. The IPC's explained that the Access
Hestriction Consents were signed by each client's
legally sanctioned decision maker and were
reviewed and approved by the facility's Human
Rights Committee. The IPC's provided, for
review, an exarmiple of the types of statements
included in each client's Access Restriction
Consent. The example documented the
following: "Staff Alert System; Personal alarms
carried by staff to alert other staff when help is
needed, Electronic monitoring devices (i.e.,
camera/monitors); Restrictad Access, 1nciud|ng,
but not limited to Residence exterior door, dining
room and fenced backyard with locked gates."

4, Recard.reviewfor-Gliert 5 Was-cordtictad=sn
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5.2. Areview of restricted access consent for
Program 5 clients was conducted te ensure they
match the Unit Desoription and they are
appropriate for the client.

5.3. A Special IPP was held for each client to
assess restrictive access along with the client's
PP, Appreaches & Strategies, Functional
Analysis of Behavior, and behavior plans, to
ensure appropriateness of placement.

5.4. Program 5 Group Leaders ware trained by
their Unit Supervisors or designeas on the
Independent Living Assessment and addrassing
client access during the assessment process,
and make any recommeandations as needed.
5.5. Program 5 IPC's were trained by the
Program Assistant or designee on monitoring
client's restricted access and client rights.

5.6. Unit Supervisor and/or Senicr PT, Program
Director, and Quality Assurance will monitor
client access during rounds at least monthly,
and document any findings.

5.7, Rounds findings and any issues will be
reviewed monthly at the Clinical Quality
Management meeting, along with any corrective
plan. Governing Body will menitor via monthly
Quality Management Council meeting with
further actions taken as necessary.

5.8, Program Director is responsible,

11-14-13

11-24-13

11-24-13

11-25-13

11-258-13

11-25-13

11-25-13
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11-14-13

6.2. A review of restricted access consent for 11-24-13
Program b clients was conducied tc ensure they
match the Unit Description and they are
appropriate for the client.

6.3. A Special IPP was held for each client to 11-24-13
assess restrictive access along with the client's
IPP, Approaches & Strategies, Functional
Analysis of Behavior, and behavicr plans, to
ensure appropriateness of placement.

8.4, Program 6 Group Leaders were trained by i 11-25-13
thelr Unit Supervisors or designees on the
Independent Living Assessment and addressing
client access during the assessment process,
and make any recommendations as needed.
6.5. Program 5 IPC's were trained by the 11-25-13
Program Assistant or designee on monitoring
client's restricted access and client rights.
8.6. Unit Supervisor and/or Senior PT, Program | 14-25-13
Director, and Quality Assurance will monitor
client access during rounds at least monthly,
and document any findings.

6.7. Rounds findings and any issues will be 11-25-13
reviewed monthiy at the Clinical Quality

— | Managemant meeting, along with any corractive
plan. Govemning Body will monitor via menthly
Quality Management Council meeting with
further actions taken as necessary.

6.8. Program Director is responsible.
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VW 214 (cont.)
W 214 | Continued From’ W 214 1.1, An assessment of Client 46's placement 11-12-13
When at the day program was completed.
asked to identify what assessment data showed /2. Residence 36 Day Program site schedule | 11-15-13
the relationship between addressing the targeted vas revised to include engaging clients with
behaviors with living in & secured facility, the |PC actrwt‘les that matched the functioning levels of
explained that the access restrictions were bullt fhe clients. _
into Residence 6's program and because Client 5 7-3. Other Program 5 training site iesson plans | 11-15-13
W and.staff ratios were reviewed. Revisions were
p : ade to lesson plans as needed.
. . is placement n . |7-4. Program 5 IPC's were trained by the “11-25-13
Heg:dence 6 was considered the Igast_restnctlve Program Direator or designee on Facility
environment. When asked why Client'5 could not Bulletin 131 "Assessment” and reviewed
go outside his home in the fenced in back yard expectations that IPC's will monitor client
without staff supervision, the IPG confirmed that vocational assessments,
the structure of the Residence 6 program did not 7.5. Client 46's Interdisciplinary Team was in the| 11-25-13
allow for any client t be outside in the fenced in process of addressing the updated assessment
yard without staff supervision. information. The anticipated completion date
was 12/4/13.
7.6. Unit 38 Supervisor or designee was in the 11-25-13
process of training unit LOC staff, including staff
who work with clients at the day program fraining
site, on the updated lesson plan at the day pro-
gram site and the assessment of Client 48's
placement at the day program. The anticipated
completion date was 12/13/13,
7.7. IPC's will menitor client training assess- 12-13-13
ments and cbjectives via rounds at least monthly
to observe dlient participation. Any concerns wiil
be elevated to the Unit Supervisor, and docu-
mented in the monthly IPC notes.
7.8. Unit Supervisor and/or Senior PT, 12-13-13
Program Management, and Quality Assurance
will monitor client participation during rounds at
least monthly, and document any findings.
7.9. Issues requiring further actions will be 12-13-13
reviewed menthly at the Clinical Guality '
Management Council meetings, along with any
corrective plan. Governing Body will monitor via
monthly Quality Management Council meeting
with further corrective actions taken as
necessary,
7.10. Program Director is responsible.
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During the interview at 9:00 AM on 10/23/13, the

hen asked to identify what
assessment data sh i i

between addressing nd

living in a secured facility, the iPC explained that

the access restrictions were built into Residence
! ; oy
his

placement in Unit 6 was considered the least
restrictive environment, When asked why Client
23 could not go outside his home in the fenced in
back yard without staff supervision, the IPC
confirmed that the structure of the Residence 6
program did not allow for any client to be outside
in the fenced in yard without staff supervision.

IPC assigned to Client 23 confirmed that the only |
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W 214

Continued From page 128

a secured facility, the IPC explained that the
access restrictions were built into Residence 6's

idory of
his
entin Unit b was considered the least .

restrictive environment, When asked why Client
22 could not go outside his home in the fenced in |
back yard without staff supervision, the IPC
confirmed that the structure of the Unit 8 program
did not allow for any client to be outside in the
fenced in yard without staff supervision.

7. 0On 10/15/13, observations were made in one
of the day rooms on Residence 36. There were
two staff and 10 clients in the room. QOne of the
staff stated he had been floated from another
residence. Staff stated the activity was “watching
TV."

From 8:30 AM until 9:00 AM, Client 46 was
observed sitting in a chair holding a ball and not
watching TV. No other activity was offered to
Client 46.

On 10/16/13 at 1:30 PM, observations were made
in Client 46's day program. There were seven
clients and two staff. Six clients were positioned
around a table on one side of the room and Client
46 was seated in a chair on the other side of the
room.

Client 46 was observed to sit holding a ball for 30
minutes with no other activity. A staff would
occasionally verbally prompt him from the other
side of the room to join the group. Client 46
never joined the group or engaged in any other
activity except holding the ball.

W 214
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At 1:45 PM, Client 46 stood up and attempted to
sit in ancther chair. When staff asked him to join
the group, the client immediately turned around
and sat back down in his original chair. Staff
responded by stating, "Good job [client's first
namej."

During an interview on 10/16/13 at 2:00 PM,
licensed day program staff stated that Client 46
had been in that day program "for a long time."

When asked if the client ever engaged in any
activity other than holding a ball, staff stated the
client rarely participated in any of the activities in
the class.

Client 46 was again observed sitting, holding a
ball with no other activity on the residence on
10/21/13 from 7:30 PM untit 8:00 PM.
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There was no documented evidence that the
client's day program was evaluated for proper
placement. W 225
: : : . . 1.1, A vocational assessment was completed
During an interview on 10/17/13 at 10:30 AM, the . e X
Individual Plan Coordinator (IPC) stated that no ﬁg‘?ﬁ r‘?‘i igii:frgﬁssecj the client's desire to
vocational assessment was Idone ft_)r (.:"en.t 46 1.2. Areview of vocational assessments for 11-24-13
because he does not get paid for his time in the Program 5 clients was conducted to identify
day program. any client who does not have a current
, ocational assessment.
The IPC stated that the staff who work with 1.3. A Special IPP was held for each clientio | 11-24-13
clients in the day program are staff who are address current placement at the training site,
assigned to work on the residence that day, current vocational objective, and to request an
including staff who have floated from other updated vocational assessment.,
residences. 1.4. Program 5 IPC's were trained by the 11-25-13
o ' Program Assistant or desighee on Facility
The IPC further stated that no documented Bulletin 131 "Assessment” and reviewed
review of the appropriateness of the Client 46's expectations that IPC's will monitor clisnt
placement in the day program was available. vocational assessments,
W 225 483,440(c){3){v) INDIVIDUAL PROGRAM PLAN W 225 (1.5. IPC's will monitor client training assess- 11-25-13
. mants and objectives via rounds at least monthly
The comprehensive functional assessment must fo observe client participation. Any cencems wil
include, as applicable, vocational skills. be elevated fo the Unit Supervisor, and docu-
_ mented in the monthly IPC notes,
1.8, Unit Supervisor and/or Senior PT, 11-25-13
This STANDARD is not met as evidenced by: Pfl? gram'tMarltgg?me;t, _an? Qu:"ty Assuradnce
Based on observations, interviews and record | :;' Ie“;gtn;j‘gn‘;r‘f” a'::% ('f‘pﬁ ID:nt urr:ng;l r{(’;.‘m :
review, the facility failed to ensure that the annual 37 Rourd fya. ij ment any finaings. 1o
Vocational Evaluation Update included Hf OUnds findings and any 1ssues requiring 2513
: . p . further actions will be reviewed monthiy at the
assessments of the vocational skills and interests Clinical Quality Mamagement Council meofing
for two sample.d C“e,r,'ts (Cllents 26 and 30), and - lalong with any corrective plans. Governing Body
reflected the clients' interests and progress, when will monitar via monthly Quality Management
Client 30 haq been doing the same j.o.b ]‘DF years Council meetings with frther corrective actions
and when Client 26 expressed specific interest in taken as necessary.
a different job. 1.8. Program Director is responsible.
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Findings: 2.1, A review of vocational assessments for 11-24-13
' ' Rrogram 5 clients was conducted to identify
1. Observations of Client 26 at his worksite, on 322’;;??;";228‘18‘;8”?6’:“? nave a current
1%2-2/;?’ revealed 'h'rsfigb ecmf‘”e‘é SO”';Q B'Sﬁrf 22. A Special IPP was held for cach dlientto | 11.24-13
and white ”‘“;".Vjp apiew th?cli?ar?g ta?j dp thét he 9 address current placement at the training site,
E.l concyrren iniervie current vocational objective, and to request an
liked his job. updated vocational assessment.
2.3. Program 5 IPC's were trained by the 11-25-13

Program Assistant or designes on Facility
Bulletin 131 "Assessment" and reviewed
expectations that IPC's will monitor client
vocational assessments,

2.4. A vocational assessment was in the pro- 11-25-13
cess of being completed for Client 30. The
anticipated completion date was 12/10/13:
2.5, IPC's wili monitor client training assess- 12-10-13
ments and objectives via rounds at least monthly
to observe client participation. Any concerns will]
ba elevated to the Unit Supervisor, and
documented in the monthly IPC notes.
2.8. Unit Supervigor and/for Senior PT, 12-10-13
Program Management, and Quality Assurance
will monitor client participation via rounds at,
least monthly, and decument any findings.

2.7. Rounds findings and-any issues requiring 12-10-13
further actions will be reviewed monthly at the
Clinical Quality Management Council meeting,
along with any corrective plans. Governing Body
will monitor via monthly Quality Management

2. Observations of Client 30 during his work
stacking paper at paper salvage on 10/17/13

between 10 and 11 AM, revealed that the client Council meetings with further corrective actions
mostly rested his head on the table. During a
concurrent interview, licensed staff stated that he
had been working at the same job for many
years, :

taken as necessary,
2.8. Program Director is responsible.
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W 239

Hesidence 36. He was not wearing a helmet.

During an interview on 10/24/13 at 10 AM, the
individual Program Coordinator was asked how
the team assessed that it might be time for job
change. The IPC stated that probably it comes
down to the client.demonstrating a behavior of
resistance, disinterest or refusing to attend work.
483.440(c)(8) (vi} INDIVIDUAL PROGRAM PLAN

Each written training program designed to
implement the objectives In the individual
program plan must specify provision for the
appropriate expression of behavior and the
replacement of inappropriate behavior, if
applicable, with behavior that is adaptive or
appropriate.

This STANDARD is not met as evidenced by:
Based on observation, interview, and record
review, the facllity failed to ensure the written
program for Client 45 was implemented when
staft failed to follow physician’s orders,

Findings:

On 10/16/13 at 7:00 AM, Client 45 was observed
sitting in & chair in one of the activity areas on

Afew minutes later, licensed staff placed a
helmet on his head and transferred the client to a
wheelchair with a seat belt. The client remained
in the wheslichair with the helmet on.

VW 239 )

1. A special IPP was held to review the
Approaches & Strategies for Client 45.
2. Unit 36 LOC staff were trained by the Unit
Unit Supervisor or designae on Clie ! .

3. ‘Rrogram 5 -Management identified clients
“iin the program who uses a restrictive device

and/or protection device. An IPP review was
held for each of the identifiad clients to discuss
appropriateness of the device, plan to use the
device, and if alternatives to the device should
be explored.

4. ~Program-5 IPC's were trained by the
Program Assistant or designee on menitoring
client use of restrictive device and/or protection
device,

5. Unit Supervisor and/or Senior PT wili

monitor siaff compliance during rounds at least
monthly, and document any findings.

6. IPC's will moniter via rounds at least monthly
to ensure that the clients' restrictive/protection
devices are being used as per PP and are in
good repair. Any concemns will be elevated to the
Unit Supervisor, and documented in the monthly
IPC notes.

7. Issues requiring further actions will be
reviewed monthly at the Clinical Quality
Management Council meatings, along with any
corrective plan. Governing Body will menitor via
monthly Quality Management Councll meeting
with further corrective actions taken as
necessary.

8. Program Director s responsible.

W 239
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dining chair.

{ At 8:20 AM, Client 45 was wheeled into the dining
rcom for breakfast, wearing his helmet. it was
removed when the client was transferred to a

At 1:05 PM, Client 45 was again cbserved in the
dining room. After finishing lunch, staff assisted
the client from the dining chair to his wheelchair
without placing the heimet. The ciient left the
dining room independently.

During an interview on 10/17/13 at 10:30 AM, the
Individual Plan Coordinator stated that Client 45
should wear his helmet when he is ambulating
and not when he is sitting in a chair or when he is
in his wheelchair. She further stated that the
client does not ambulate very often.

On 10/24/13 at 8:10 AM, Client 45 was chserved
sitting in a dining chair in the dining room eating
breakfast independently. He was wearing his
helmet.

During an interview at the iime, licensed staff
sitting at the client's table was asked if tha client
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X4 1D SUMMARY STATEMENT OF CEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (x5)
PREFIX {EACH DEFICIENCY MUST BE PAECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OA LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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W 239 | Continued From page 134 W 230 11-19-13
_ . _ |was supposed to be.wearing his helmet while
eating. Staff stated, "No* and removed the
heimet. 1119-13
W 242 | 483.440(c)(B)(iil) INDIVIDUAL PROGRAM PLAN W 242
o ‘ 3. The Independent Living Assessments for 11-20-13
The individual program plan must include, for Program 5 clients were reviewed. No other
those clients who lack them, training in personal deficiencies were noted.
skills essential for privacy and independence 4. Unit 26 LOC staff were trained by the Unit 11-22-13
(including, but not limited to, toilet training, Supervisar or designee on the updated ILA and
personal hygiene, dental hygiene, self-feeding, on Facility Bulletin 131 "Assessment”.
bathing, dressing, grooming, and communication 5. Program 5.Gioup l_eaders were trained by 11-25-13
of basic needs), until it has been demonstrated the Unit Supervisor or designee on the
that the client is developmentally incapable of tndependent Living Assessments to ensure they
| acquiring them. address client's hygiene abilities during the
assessment process, and make recommenda-
tions as needed,
This STANDARD is not met as evidenced by: 8. Program 5 IPC's were frained by the 11-25-13
Based on observaticns, interviews and record Program Director or designee on Facility
review, the facility failed to ensure that 1 of 3 - Bulletin 131 *Assessment” and reviewed
sampled clients (Client 29) had a program plan expeqtatlons that IPC's will monitor client .
that included training in personal skills:(shaving) vocafional assessments.
until demonstrated that the client was incapable 7. IPC's will monitor client training assess- 11-25-13
of acquiring the skill ments and ol?jectlves_ via rgunds at loast month!y
to observe client participation. Any concerns wil
) . be elevated to the Unit Supervisor, and
Findings: documented in the monthly HPC notes,
) . 8. Unit Supervisor and/or Senior PT, -25-
Oq 10/22/13 at noon, o_bservatl‘ons reve:aled that Program Mpanagement, and Quality Assurance 11-25-13
Client 29 had an abrasion on his left chin area. will menitor client participation via rounds at
During & concurrent interview, staff staf:ed that he least monthly, and document any findings.
had been cut during shaving that morning. When 9. Rounds findings and any issues requiring 11-25-13
asked if the client used an electric razor, staff further actions will be reviewed monthly at the '
stated a safety razor was used and that it was Clinical Quality Management Gouncil mesting,
staff'who shaved him. When asked the reason aleng with any correclive plans. Governing Bod
staff shaved him, the staff stated because the will monitor via monthly Quality Management
client preferred that staff did it. Council meetings with further corrective actions
taken as necessary. '
10. Program Director is responsible.
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Based on observation, interview and racord
review, the facility failed to include in individual
program plans {IPPs), opportunities for client
cholce and self-management aimed at providing
opportunities to increase skills associated with
seif-management for three of four sampled
clients (Clients 5, 22 and 23) who live at
Residence 6, three of three sampled clients
(Clients 26, 29 and 30) on Residence 26, and
three of three un-sampled clients (Clients 58, 57
and 58) on Residence 23.

Findings:

further actions will be reviewed monthly at the
Clinical Quality Management Council meeting,
along with any corrective plans. Governing Body
will monitor via monthly Quality Management
Council meetings with further corrective actions
taken as necessary.

1.7. Program Director is responsible.
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W 242 W 242
W 247 '
i.1. The Independent Living Assedssments for | 11-20-13
: Program Hclients were reviewed. No other
deficiencies were noted, :
1.2. The ILA's for Clients 5, 22, and 23 ware 11-25-13
rewewad by the Group Leader, and they
11-25-13
The anticipated
" completion date was 12/11/13,
W 247 | 483.440(c){6)(vi) INDIVIDUAL PROGRAM PLAN W 24711 4, Pregrant5=Unit Supervisors or designees | 11-25-13
reminded staff to chack the unit activity calen-
The individual program plan must mclude dars for daily activities.
opportunities for client choice and 1.5. Unit Supervisor and/or Senior PT, 11-25-13
seli-management. Program Management, and Quality Assurance
will monitor client participation during rounds
at least monthly, and document any findings.
This STANDARD s not met as avidenced by: 1.6. Rounds findings and any issues requiring 11-25-13
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W 247 | Continued From page 136 W 247 |W 247 (cont.)
1. During observation of breakfast beginning at 2.1. The ILA's for Clients 26, 29, and 30 were 11-25-13
8:12 AM on 10/16/13, and during all subsequent reviewed by the Group Leader, and they
observation of meais on Residence 6 during the remained current.
survey, Clients 5, 22 and 23 were observed in the 11-25-13
dining room. As clients entered the dining area,
sach sat at a table with peers. When the food
service worker called sach client's name, hs
went to where the food was placed in
heated/cooled serving containers typical of
cafeteria style dining. The food service worker
asked each client if he/she wanted the ltems on >
the menu being served that day. The food service Com he anticipated
. pletion date was 12/11/13.
worker dished up all food and handed the bowls 2.3. Program 5 Unit Supervisors or designees | 11-25-13
or plates to each client, Throughout all mealtime reminded staff to check the unit activity calen-
observatnons‘at Hemdencq 6 during the survey, dars for daily activities.
the foad service was consistantly done In a 2.4. Unit Supervisor and/or Senior PT, .~ | 112513
madified cafeteria style. At no time during the Program Management, and Quality Assurance
survey, was any client observed to help with food will monitor client participation during rounds
preparation. At no time during the survey, was at least monthly, and ducument any findings,
any client observed to help with serving food. At 2.5. Rourids findings and any issues requiring 11-25-13
no time during the survey, was any client further actions wilf be reviewed monthly at the
observed to help with cleanup.of the serving Clinical Quality Management Council meeting,
dishes or the kitchen area. Al clients wers along with any corrective plans. Governing Bodyl
cbserved to take their used dishes to an area to. will monitor via monthly Quality Management
be washed later by the focd service worker. Council meetings with further corrective actions
taken as necessary.
2. During meal observations on Residence 26, 2.8. Program Director is responsible.
commencing on 10/15/13 through 10/22/13 meal '
service was conducted exactly the same.
Although described as cafeteria style, the clients
did not have an opportunity to choose anything
other than the one item in each food group on the
menu. The only choice was yes or no. Af food
was served by the kitchen staff onto the
individual's plate and the client took their tray
back to the table,
All three individuals, Clients 26, 29, and 30,
independently removed their dishes from trays to
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.independently and appropriately disposed of food,

their place at the table and at the end of the meal

dishes and utensils. There was no opportunity to
be involved in any aspect of meal prep or clean
up by these three clients or any of the other
individuals on this residence althcugh the majority
displayed siills that would indicate they wers
capable of more participation. For example there
were no observations of access to a toaster,
coffee maker or condiments for clients to use at
breakfast or access to choice of bread, sandwich
meat or fruit to make one's own lunch. In the
dining room area there was a large lce machine.
During an interview on 10/15/13 at 9 AM dietary
staff stated that the clients did not use it and had
10 ask staff if they wanted Ica,

During an interview on 10/24/13 at 10:30 AM, the
IPC stated that the individuals on Residence 26
were capable of more participation in their meals.

3. The two Individual Program Coordinators
{IPC), who serve as the Qualified intellectual
Disabillties Professionals {QIDP) assigned to
Residence 6, were interviewed at 9:00 AM on
10/23/13 with client records available for
reference, The IPCs confirmed that none of the
clients who lived at Residence 6 were currently
involved in planning menus, purchasing food to
make meals or cooking, except for cooking
classes. When asked why clients were not
involved in cooking and serving their own food or
serving food to others with whom they lived, the
IPC said it was not part of the Residence 6
program. When asked if any client assisted with
cleaning the kitchen or preparing focd in any way,
the IPG said, "No," When asked how clients who
lived at Residence 6 had input into menu
planning, the IPC said that the clients met weekly

‘ ¥ The anticipated
completion date was 12/11/13.

3.2, Program 5 Unit Supervisors or designees
reminded staff to check the unit activity calen-
dars for daily activities.

3.3. Unit Supervisor and/or Senior PT,

Program Management, and Quality Assurance
will monitor client participation during rounds

at least monthly, and document any findings.

3.4. Rounds findings and any issues requiring
further actions will be reviewed monthly at the
Clinical Quality Management Council meeting,
along with any corrective plans. Governing Body]
will monitor via monthly Quality Management
Council mestings with further corrective actions
taken as necessary.

3.5. Program Director is responsible.
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W 247 | Continued From page 138 W 247 W 247 (cont)
_ . _land, through those meetings, provided . , 0. 4D 4.0 o
suggestions related to changes in the menu. 11-14-13
When asked how clients’ skiils related to {ood
handling and food preparation were assessed,
the IPC sald all assessment data on foed
preparation came from interview and past record e 5” l‘?pet” ent Lving Asjeﬁme,:;]ts for 1 11-20-13
documentation rather than functional assessment dmgfa’“. -cllents were reviewed. No other
. . . eficiencies were hoted.
qf skills. The |PG COEflrmgd that at thf" present 4.3. Program 5 Group Leaders were trained by | 11-25-13
time, other than the pooklng classes oﬁe(ed, by their Unit Supervisors or designeeas on the '
therg was no plan tp 'nVOIVe, the men ‘,'th' lived at Independent Living Assessments to ensure they
Residence 6 to be involved in the routine discuss the client's nesds during the assessment
ShOPPi”Q for food items, preparing food and/or process, and make recommendations as needed
cleaning up after meal preparation, The IPC's 4.4, Unit 23 Supervisor of designee was inthe | 11-25-13
confirmed that the meals served to the men who process of training unit LOC staff on the updated
lived at Residence 6, typically came prepared Approaches & Strategies for Clients 86, 57, and
from the central kitchen. The IPC's {Individuat 58,
Pragram Coordinators) confirmed that if any of 4.5. Unit Supervisor and/or Senior PT, 11-25-13
the men who lived at Residence 6 were to move Program Management, and Quality Assurance
to a "group home” in the "community", food will monitor dining via rounds at least monthly,
shopping, food preparation and kitchen safety and document any findings. '
and cleanup would be needed skills, 4.6. Rounds findings and any issues requiring 14-25-13
further actions will be reviewed monthly at the
Clinical Quality Management Council meeting,
along with any corrective plans. Governing Body
will monitor via menthly Gluality Management
3,a. Ameal observation was conducted on Council meetings with further corrective actions
10/15/13 at 12 noon on Unit 25. Client 56 was laken as necessary. ,
observed being served by dietary staff his food 4.7. Program Director is responsible.
tray, Client 56 fed himself independently. On
10/16/13 at 7:05 AM, a mea) observation was
conducted for Client 56. Dietary staff was
observed serving Client 56 his meal tray at his
table. He ate indepeandently.
b. Ameal observation was conductad on
10/16/13 at 12:00 PM on Unit 23. Client 57 picked
his meal tray from dietary staff at the trayline.
After the meal he dumped his plate, cups, and
flatware into the kitchen bin and unfinished food
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into the trash can. On 10/16/13 at 8:00 AM,
during breakfast observation, dietary staff served
his meal tray at his table. After the meaj he
dumped his uneaten food into the trash bin, and
the utensils into another bin.

¢. Ameal observation was conducted on 10/15/13
at 12:00 PM on Unit 23. Client 58 entered the
dining room, took a seat and poured himself
water into the cup. A dietary staff served Client 58
his meal tray at his table. Client fed himself
independently.

On 10/16/13 at 7:05 a.m. Client 58 poured water
into his cup. Adietary staff called out his name
and he got up from the chair and picked up his
food tray at the trayline. Client 58 fed himself
independently.

Client 56, 57, and 58 were observed to be
capable of serving and feeding themselves,
however the clients were not consistently
provided the opportunity to choose their own foed
and carry their trays to their tables, thereby
managing thelr own meals,

Findings Include:

4. During observation of breakfast beginning at
8:12 AM on 10/16/13, and during all subseguent
observation of meals on Unit 6 during the survey,
Clients #5, #22 and #23 wers observed in the
dining room. As clients entered the dining area,
each sat at a table with psers. When the food
service worker called each client' s name, he
went to where the food was placed in
heated/cooled serving containers typical of
cafeteria style dining. The food service worker
asked each client if he/she wanted the items on
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the menu being served that day. The food
service worker dished up all food and handed the
bowls or plates to each client. Throughout all
mealtime observations at Unit 6 during the
survey, the food service was consistently done in
& madified cafeteria style. At no time during the
survey, was any client observed to help with food
preparation. At no time during the survey, was
any client observed to help with serving food. At
no time during the survey, was any client
observed to help with cleanup of the serving
dishes or the kitchen area. All clients were
observed to take their used dishes to an area to
be washed later by the fcod service worker.

The two Individual Program Coordinators (IPC),
who serve as the Qualified Intellectual Disabilities
Professionals (QIDP) assigned to Unit 8, were
interviewed at 9:00 AM on 10/23/13 with client
records available for reference. The IPCs
confirmed that none of the clients who fived at
Unit 6 were currently involved in planning menus,
purchasing food to make meals or cooking,
except for cooking classes. When asked why
clients were not involved in cooking and serving
their own food or serving food to others with
whom they lived, the IPC said it was not part of
the Unit 6 program. When asked if any client
assisted with cleaning the kitchen or preparing
food in any way, the IPC said, " No." When
asked how clients who lived at Unit 6 had input
into menu planning, the IPC said that the clients
met weekly and, through those meetings,
provided suggestions related to changes in the
menu. YWhen asked how clients ' skills related to
food handling and food preparation were
assessed, the IPC said all assessment data cn
food preparation came from interview and past
record dogcumentation rather than functional
assessment of skills.
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As soon as the interdisciplinary team has
formulated a client's individuat program pian,
each client must receive a continuous active
treatrnent program consisting of needed
interventions and services in sufficient number
and frequency to suppor the achievement of the
objectives identified in the individual program
plan.

This STANDARD is not met as evidenced by:
Based on observation, document review, and
interview, the facility failed to implement the
training objectives stated in the IPP's {(Individual
Program Plans) for three of 19 sampled clients
{Clients 7, 33, 36 } and one of 25 unsampled
clients (Client 59).

Findings:

1. 0n 10/23/13, raview of a facility "General Event
Report," (GER) dated [jjjjshowed that on

1.3. No other Program 5 clients were affected.
1.4. AllUnit 21 LOC staff will review Client 59's
Approaches & Strategies and behavior plans,
1.5. Unit Supervisor andfor Senior PT will
monitor staff corhpliance via rounds and

client observation at least monthly, and
document the findings,

1.6. Rounds findings and any issues requiring
further actions will be reviewed monthly at the
Clinical Quality Management Council mesting,
along with any corrective plans. Governing Body
will monitor via monthly Quality Management
Council meetings with further corrective actions
taken as necessary.,

1.7. Program Director is responsibie.
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The IPC confirmed that at the present time, other
than the ” cooking ctasses * offerad, there was
no plan to involve the men who lived at Unit 6 in
the routine shopping for food items, preparing
food and/or cleaning up after meal preparation.
The IPCs confirmed that the meals served to the
men who lived at Unit 6, typically came prepared
from the central kitchen. The IPCs confirmed
that If any of the men who lived at Unit 6 were to
movetoa " group home " in the " community, " '
food shopping, food preparation and kitchen
safety and cleanup would be needed skills,
{W 240} | 483.440(d)(1} PROGRAM IMPLEMENTATION

0-21-13

0-21-13

10-21-13

11-25-13

11-25-13

11-25-13
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142

a client was seated in a
wheelchair resting when a direct care stalf moved
Cllent 59's wheelchair near enough to the client
for Glient 52 to grab that cliant. The client who
was grabbed, as a result, was scratched
inadvertently. The GER indicated that Client 59
was mad when staff moved Client 569's
wheelchalr back just before the Incident.

Vv 249 (cont.) :
(W 249} 2.1, All Program 5 training sites were checked to
ensure all age-inappropriate training supplies
C wereremoved. T T T T
2.1. New training supplies were obtained for the
day program on 36-Annex.
2.2, 36-Annex day program site lesson plan was
revised fo include engaging clients with activities
that matched the functioning levels of the clients.
2.3. Program 5 training site lesson plans and
staff ratios were reviewed. Revisions were made
to lesson plans as needed.
2.4. Anew training assessment was initiated
for Client 36 to ensure proper placement in the
day program. The new assessment will be
completed by 12/13/2013.
2.5. Unit 36 LOC staff who work with the clients -
at the day program on 36-Annex will be trained
by the Unit Supervisor or designee by 12/13/2011
on the revised lesson plan for the day program
on 36-Annex, the active treatment definition/loop
training, and the new training assessment for
Client 36. '
2.6. Unit Supervisor andfor Senior PT will
moeniter during rounds at least monthly to ensure
clients can physically and/or cognitively partici-
pate in the activities provided. Immediate
actions will be taken to correct any deficiency
observed.
2.7. Pregram 51PC's will monitor progress notes|
recording for clients via monthly audit of the
client clinicai record, and document in the IPC
maonthly notes. Any concerns will be slevated to
the Unit Supervisor, and documented in the IPC
monthly notes.
2.8, lssues requiring further actions will be
reviewed monthly at the Clinical Quality
Management Council meetings, along with any
corrective plan. Governing Body will monitor via
monthly Quality Management Council meeting
with further corrective actions taken as
necessary.

2.9. Program Directo; is responsible.

10-22-13

11-15-13

11+15-13
11-15-13

11-25-13

11-25-13

11-25-13

11-25-13

11-25-13
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{W 248} Continued From page 143 {W 249} W 248 {cont.)
| On 10/23/13 at 10:45 AM, during interview of the -Samcicntzs annual B levicw was 10-1513
psychiatric technician (PT) involved in the
incident, the PT stated she was familiar with
Client 59 and stated, "I do know their plans ...
| {Client 59) got upset." The PT stated, "We give
(Cllent“SQ] his space bl."t we try to keep h.'m in the 3.2. The training objectives for Program=5 clients| 11-20-13
group.” Per the PT,.Chent 59 started off in group, were reviewed by the Interdisciplinary Teams.
had seli-propelled himseli away and was being Clients identified as needing revisions to their
redu:acted back to the group. The PT stated she training objectives were referred back to the
had "probably pushed the wheslchair back a litle Interdisciptinary Team for recommendations.
too close to the other client. There was so much 3.3. Unit 5 LOC staff were trained by the Unit | 11-25-13
gOing on that day. There was a lot gOing On." Supenﬂse i ient 7's new training '
objective W
3.4.- Program 5 Group Leaders were tfrained by | 11-25-13
2. On 10/16/13 beginning at 1:00 PM, their Unit Supervisors or designees on Desired
observations were made in the day program in Outcome documentation and setiing desired
the 36-Annex. Two staff, one of which was a float outcomes based on assessment of client's
from another residence, and seven clients. were ability, and make recommendations as needed.
present. 3.5. Program 5 1PC's were trained by the . 11-25-13
: Program Assistant or deS|gnee on monitoring
Six clients, including core sample Client 36, were client training needs.
positioned around a table. Staif stated the activity 3.6. IPC's will monitor client training assess- 11-25-13
was gardening. ments and objectives via rounds at least monthly
Any concems will be elevated to the Unit Super-
One staff member began to read the back of a visor, and documented in the mqnthly IPC notes.
packet.of seeds, inchuding information about 3.7. Unit Supervisor andfor Senlgr PT, 11-25-13
planting depth and time to germination. Prﬁgfam. Maqageme”t’. and %”a.]'ty Assurance
One client began screaming and engaging in W Ton't‘i;ﬂs aff ‘;"g‘p"ancet “””? rdo.””ds al
self-injurious behavior and had to be wheeled g Root G e oo I 8T ANCIngs.
fram the table. None of the clients, including 8. Rounds findings and any issues requiring | 11-25-13
. further actions will be reviewed monthly at the -
Clisnt 36, was developmentally gbie 10 Clinical Quality Management Council meeting,
understand what staff was reading. along with any corrective plans. Governing Body
) will monitor via monthly Quality Management
Staff then began to ask questions such as, "What Council meetings with further corrective actions
grows here in the valley?, "Where do you go to taken as necessary.
buy plants?”, and "Raise your hand if you like 3.9. Program Director is responsmle
shade." The staff answered each other's
questions. None of the clients were physically or
cognitively capable of participating.
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On 10/17/13 at 7:18 AM, Client 7 was observed
being shaved by staff utilizing a regular razor and
moisturizer was not provided to the client after
shaving.

further actions will be reviewed monthly at the
Clinical Quality Management Council meeting,
along with any corrective plans. Governing Body
will monitor via monthly Guality Management
Council mestings with further comrective actions
taken as necessary. '

4.8. Program Director is responsible.
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{W 248} | Continued From page 144 {W 240} W 249 (cont.) :
B L i ~_|4.1. A Special IPP was held for Client 7 to 1114413
Client 36 was observed repeatedly bouncing a review and update his Approaches & Strategies |~ .
ball, attached to his wheelchair by a cord, onto his W
wheelchalr tray until he fell agleap. . ! - n— —
4.2, The training objectives for Reegramsgsclientd 11-20-13
ware reviewed by the Interdiscipiinary Teams.
Clients identified as needing revisions to their
training objectives were referred back fo the
Interdisciplinary Team for recommendations.
4.3. Unit 5 LOC staff were trained by the Unit 11-25-13
Supervisor or designee on Client 7's updated
Approaches & Strategies, Desired Outcomes &
Milestones, Client 7's Independent Living
Assessment, Nursing Procedure 42 "Cral
Hygiene", Nursing Procedure 53 "Handwashing
Techniques", and Nursing Protocol 5 "Blood and
: . Body Fluid Precautions (Standard Precautions)".
None of tha 7 clients participated in any type of 4.4, Program & IPC's were trained by the 11-25-13
activity that appeared to be designed to increase Pregram Assistant or designee on monitoring
thelr independsnce and learn new skills, client training needs.
4.5. IPC's will monitor client training assess- 11-25-13
During an interview on 10/17/13 at 10:30 AM, the ments and objectives via rounds at least monthly
Individual Plan Coordinator agreed ihat the Any concems will be elevated to the Unit Super-
activity during.the day program did not meet the visor, and documented in the monthly IPC notas,
clients' developmental needs. She further stated, 4.8. Unit Supervisor and/or Senior PT, 11-25-13
o ining® ' .. Program Management, and Quality Assurance
will monitor staff compliance during rounds at
least monthly, and document any findings.
4.7. Rounds findings and any issues requiring 11-25-13

FORM ChMS-2567(02-99) Previous Versions Obsoleta

Event 1D XQAS512

Fagifity ID: CA040000232

ff continuation sheet Page 145 of 234




DEPARTMENT OF HEAI.TH AND HUMAN SERVICES

PRINTED: 12/11/2013

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING ’ ’ COMPLETED
R-C
05G014 B. WING 10/25/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
26501 AVENUE 140
PORTERVILLE DEVELOPMENT CENTER - DP ICF/iD PORTERVILLE, CA 93267
(X4 1D SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIDER'S PLAN OF CORRECTION {%5)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDEDR BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG . REGULATORY OR LSG IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Continued From page 145

{W 248}

During an interview with unit staff on 10/24/13 at
g AM, staff stated that Client 7 did nct have an
elactric shaver and that staff would get him a new
one.

On 10/17/13 at 7:25 AM, with staff present, Client
7 was observed preparing to brush his teeth,
Client 7 squeezed a large amount of toothpaste
onto his toothbrush prior to brushing his teeth and
then procssded to brush his testh at a very fast
pace lasting for only a few seconds. Staff present
did not prompt Client 7 to brush all surfaces of his
testh.

Client 7 then put his mouth directly under the
faucet to rinse his mouth. There was no staff
intervention nor was a cup provided for the client -
to rinse his mouth with. When staff was
questicned about the ohsarvation made by the
surveyor, staff stated that, "A cup would be good."
Staff further stated that Client 7 had a cup before
and he collected them.

5. During meal observation for Client 33 on-
10H15{13 at 12:30 PM, staff applied a cioth
clothing protector over his chest. The meal was
dished out into a deep divided plate and served

{W 249} |w 249 (cont.)
- |5.1. The-training objectives forRProgram-5 clienta- 11-20-13
were reviewed by the Interdisciplinary Teams,
Clients identified as needing revisions to their
tralning objectives were referred back to the
interdisciplinary Team for recommendations.
52. Program 5 IPC's were trained by the 11-25-13
Program Assistant or designee on monitoring
client training needs,
5.3. Client 33's Interdisciplinary Team were in 14-25-13

the process of updating his Approaches &
Stategios [

5.4. Unit 23 Supervisor or designee was in the 11-25-13
process of providing training to unit LOC staff on
Client 33's updated Approaches & Strategies,
The anticipated completion date was 12/20/13.
5.5. IPC's will monitor client training assess- | 11-25-13
ments and objectives via rounds at least monthly,
Any concerns will be elevated to the Unit Super-
visor, and documentsd in the monthly IPC notes|
5.6. Unit Supervisor and/or Senior PT, 11-25-13
Program Management, and Quality Assurance
will monitor staff compliance via regular rounds
at least monthly, and document any findings.
5.7. Rounds findings and any issues requiring 11-25-13
further actions will be reviewed monthiy at the
Clinical Quality Management Council meeting,
along with any corractive plans. Governing Body
will monitor via monthly Quality Management
Council meetings with further corrective actions
taken as necessary.

5.8. Program Director is responsible.
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6. On 10/15/13 at 10 AM during a day pragram
observation in room 161 of residence 22
Client 40 and a peer had puzzles and musical
instruments on top of their table. Both clients
were not actively engaged.

During an interview, the staff stated that both
clients shred paper, but today the shredder was
broken. The staff could not verbalize when the
méachine was broken

reviewed monthly at the Clinlcal Quality
Management Council mestings, along with any
corrective plan. Governing Body will monitor via
monthly Quality Management Council meeting
with further corrective actions taken as
necessary.

6.10. Program Director is responsible.
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. W 249 (cont.)
{W 249} | Continued From: page 146 . {W 248} 6.1, The non-functioning paper shredder was 10-15-13
- by dietary staff on the lap tray of his wheslchair. A - - [removed and-replaced. - Client 40 was provided :
unit staff assisted him with the set up of hjs food with alternate activify.
{cutting up). Client 33 had a curved black handlad 6.2: The training site lesson plan were updated | 11-20-13
spoon. The staff was observed to encourage to include alternate activities for when the main
Client 33 feed himself with hand over hand activity is unavaflable. :
assistance. Client 33 was able to drink liquids 6.3, OtherProgram 5 training site lesson plans | 11-15-13
thru his sippy cup. After the meal, staff praised and staff ratios were reviewed, Revisions were
him for his efforts. Client 33 was taken back to made to lesson plans as needed.
group room with the staff pushing his whaei chair, 6.4. The paper shredder was repaired and 11-24-13
"{brought back to the training site as a back up.
On 10/16/13 at 8:25 AM. during meal observation 6.5, Unit23 Supervisor or designee was in the 11-25-13
in the dining room, staff placed a clothing process of training upit LOC staff, ipc_:ludirjg staff
protector over Client 33's chest. Dietary staff who wgrk with_the cI:_ents at the training site on
served his meal on a deep divided plate, and the revised training site schedule/lesson plan.
liquids in sippy cup. Client 33 was observed to Staff were also frained to all Central Program
drink his liquids by a sippy cup independently. Setwéces for] a?y sid1redder repairs. The anticl-
Using the curved spoon the unit staff was gaﬁe Pcomp € IE??P é’,te was :2”.1 SQ ‘:; " 1251
observed feeding Client 33, there was no attempt bro rogram i IrL's were vained by the -25-13
to do hand over hand. At the end of the meal, the rogram Assistant or designee on monitoring
\ ’ client training assessments and objectives,
client was taken back to his group room. 8.7. IPC's will monitor client training assess- 12-13-13
ments and objectives via rounds at least monthiy
to observe client participation. Any concerns will
be elevated to the Unit Supervisor, and docu-
mented in the monthly IPC notes.
6.8, Unit Supervisor and/or Senior PT, 12-13-13
Program Management, and Quality Assurance
will monitor client participation during rounds
.| at least monthly, and document any findings.
8.9. Issues requiring further actions will be 12-13-13
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| GHANGE

| professional and revised as necessary, including,

The individual program plan must be reviewed at
least by the qualified mental retardation

but not limited to situations in which the client has
successfully completed an objective or objectives
identified in the individual program plan.

This STANDARD is not met as evidenced by:
Based on observation, interview, and record
review, the Individual Plan Coordinator {IPC)
failed to review and revise the program plan for 2
of 82 sampled and un-sampled clients (Clients 31
and 46) when they had met an identified objactive
in their plans.

Findings:

During an interview with the Individual Program
Coordinator {(IPC) on 10/24/13 at 9:15 AM, she
stated that thej team hae not decided on a new
plan. The |PC was reminded that the previous

anagement objactive was met last
nd the annual program planring
conference was conducted approxmately five
months ago,

2. On 10/15/13, obhservations were made in ong

A new training objective was developed for
Client 31: :

J
whose objectwes were not current and/or
accurate. An IPP review was held for the
dentified clients to update their objectives.
1.3. . Program 5Group Leaders were trained by
heir Unit Supervisors or designees on the
ndependent Living Assessments to ensure thay
tiscuss the client’s current objectives during the
Assessment process, and make recommenda-
tions as needed,
1.4, Program & IPC's were trained by the
Program Assistant or designee on manitoring
blient training needs.
1.5, Unit 21 Supervisor or designee was in the
process of providing training to the unit LOC staff
pn Client 31's training ptan. The anticipated
completion date was 12/13/2013.
1.6, IPC's will monitor client training assess- -
ments and objeclives via rounds at least monthly
to observe client participation. Any concerns wili
pe elevated to the Unit Supervisor, and docu-
mented in the monthly IPC notes.
1.7. Unit Supervisor andfor Senior PT,
Program Management, and Quality Assurance
will meniter client participation via rounds at least
imonthly, and docurnent any findings.
1.8. Issues requiring further actions will be
reviewed monthly at the Clinical Quality
Management Council meetings, along with any
corrective plan. Governing Body will monitor via
monthly Quality Management Council meeting
with further corrective actions taken as
necessary.
1.9. Program Director is responsible.
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W 255 | 483.440(1)(1)(i) PROGRAM MONITOR! W 2554 1. A Spedial IPP was held for Client 31, 10-24-13

11-24-13

11-24-13

11-25-13

11-25-13

11-25-13

11-25-13

11-25-13
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W 255 (cont.)

W 255 | Continued From page 148 W 255(2.1. An assessment of Client 46's placement 111213

of the day rooms on Residence 36. From 8:30 at the day program was completed. -

AM until g :00 AM, Client 46 was observed Sittlng 2.2. Residence 36 day program site schedule 11-15-13

t was revised to include engagmg_ clients with
?ﬁa Zzalr holding a ball with no other activity activities that matched the functioning levels of
o1 the clients.
On 10/16/13 at 1:30 PM, observations were made 2.3, Program-5 traiping sfte lesson plans and 11-15-13

staff ratios were.reviewed. Revisions were made
to lesson plans as needed.
2.4. -Program 5 IPC's were trained by the 11-25-13
Program Assistant or designee on Facility
Bulletin 131 "Assessment" and reviewed

in Client 46's day program. There were seven
clients and two staff. Six clients were positioned
around a table on one side of the room and Client
46 was seated in a chair on the cther side of the

room. expectations that IPC's will monitor client

vocational assessments.
Client 46 was observed to sit holding a bail for 30 2.5. The Interdisciplinary Team is in the process 14-25-13
minutes with no other activity. A staif would fo hold an IPP review for Client 46 to address the
occasionally verbally prompt him from the other updated assessment lnformatlon The meetmg
side of the room 1o join the group. Client 46 Is anﬁ(:lpated to be held on'12/4/13.
never joined the group or engaged in any other 2.6." Unit Supérvisor or designes is in the pro- | 11-25-13
activity except holding the ball, cess of providing training to Unit 36 LOC staff

’ who'work with the clients at the day program on

During an interview on 10/16/13 at 2:00 PM, 36-Annexon the revised lesson plan for the day
iicensed day program staff stated that Client 46 program on 36-Annhex, the active treatment
had been in that day program "for a long time." definition/loop training, and the new trgining
When asked if the client ever engaged in any assessment for Client 36. The anticipated date
activity other than holding a ball, staff stated the of completion is 12/13/2013,
client rarely participated in any of the activities in 2.7. IPC's will moriitor client training assess- . 11.25-13
the class. ments and objectives via rounds at least monthly

to observe client participation, Any concerns will
When asked what the client's objective for the be elevated to the Unit Supervisor, and docu-

mented in the monthly IPC notes.
2.8. Unit Supervisor and/or Senior PT, 11-25-13
Program Management, and Quality Assurance
will monitor client participation during rounds
at least monthly, and document any findings.
2.9, Issues requiring further actions will be 11-25-13
reviewed manthly at the Clinical Quality
Managerent Council meetings, along with any
corrective plan. Governing Body will monitor via
manthly Quality Management Council meeting
with further corrective actions taken as
necessary.

class was, staff stated his objective was to
manipulate an object for 45 seconds.

Client 46 was again observed sitting, holding a
ball with no other activity on the rasidence on
10/21/13 from 7:30 PM until 8:00 PM.
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restraints, time-out rocms, application of painful
or noxious stimuli, control of inappropriate
behavior, protection of client rights and funds, and
any other areas that the commlttae believes need
to be addressed.

This STANDARD s not met as evidenced by:

further actions will be reviewed monthly at tha
Clinical Qualily Managernent Council meeting,
along with any corrective plans. Governing Body
will monitor via monthly Quality Management
Council meetings with further corrective actions
taken as necessary.

6. Program Director is responsible.
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W 255 | Continued From page 149 W 255 W255 (cont.)
: - -1 2.10: Program Director is responsible.
There was no documented svidence that the IPC 264 .
had revi d revised this obiect hen th 1. Client 61 was assessed upon return to the 09-01-13
ad rev ewed and revised this o jective w en ine facility, and no injuries were noted, No other
client engaged in little activity other than holding clients were affectad,
an object. 2. Facility Bullatin 104 "Behavior Management” | 11-19-13
) . ‘ _ was revised to differentiate between clinical
DU':'QQ an interview on 10/17/13 at 10:30 AM, the response/highly restrictive intervention and
Individual Plan Coordinator (IPC)-staled that there police/OPS intervention.
was no documented svidence that the client's 3. Program 5-1:0C staff were trained by their 11-25-13
plan had been reviewed and revised fallowing Unit Supervisors or designees on the revised ’
successiul complation of the objective. Facility Bulletin 104 "Behavior Management”
{W 264} | 483.440(N(3){ii} PROGRAM MCNITORING & IW 264} |with emphasis on the differentiation between
CHANGE clinical response and policefOPS intervention. :
4. Unit Supervisor and/or Senior PT, 11-25-13
The comimittee should review, monitor and make Program Management, and Quality Assurance
suggestions to the facility about Its practices and will Th‘;”'“’rg“c‘f”tupa”'?pat'off_‘ Ve rounds at feast
rograms as they relate to drug usage, physical monthly, and cocument any findings.
prog y g ge. phy 5. Rounds findings and any issues requiring 11-25-13
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{W 264}

| previously reported event. Once staff made an

Continued From page 150

Based on staff interview and review of a General
{Event Report, the facility failed tc ensure that the -
specially constituted committes reviewed and
monitored the use of a restrictive intervention
(handcuffs) for one of one incidents reviewed for
one of 25 unsampled clients (Ciient 61). This
resulted in the use of a restrictive intervention that
was not-an approved behavioral management
technique.

Findings:

Review of a Geper, ort (GER) '
indicated on Client 81 was
transported to an outside hospital with the Office

of Protective Services (OPS), Special Investigator
(81}, and unit staff for-an exam as a result of a

attempt to begin the exam Client 61 became
agitated and took a fighting stance, At-9:02 PM
the Sl reported to unit staff that attempts were

made to return Client ine with
e A

were unsuccessful at which point the Sl placed
her in handcuifs at 8:05 PM and escorted her to
the van for transport back to the facility. The
handcuffs were removed at 8:15 PM.

During an interview with Quality Assurance (QA)
staff on 10/16/13 at 11 AM, QA staff was asked if
the use of handeuffs was reviewed by the
specially constituted committee (HRC). QA siaff
stated that the use handcuffs was not reviewed
by the HRC because the restraints were used by
the Office of Protective Services (OPS) and "it is
not a behavioral intervention that we use."

Staff further stated that the review was through
the General Event Report (GER) process and the

{W 264}
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{W 284} | Continued From page 151 (W 264}
-| police review the use of handcuffs, not. QA. o -
On 10/16/13, there was no evidence provided that
the HRC evaluated the appropriateness of the
response by OPS. |
W 285 | 483.450(b)(2) MGMT OF INAPPROPRIATE W 285

CLIENT BEHAVIOR

Interventions to manage inappropriate client
behavior must be employed with sufficient
safeguards and supervision to ensure that the
safety, welfare and civil and human rights of
clients are adequatsly protected,

This STANDARD is not met as evidenced by:
Based on observation, document review and
intarviows, the facility failed to ensure that the
human right, to be treated with dignity, was
protected when Client 38 was taken on outings
into the community with stigmatizing hand
restraints and no attempt was made to find
alternate, less stigmatizing restraints for the
client.

Findings:

Residence 23

On 10#24/13 at B AM, Cl|ent 39 sat ona couch in

e anticipated date of completion wag
12M1213.

5. Client 39's Interdisciplinary Team was in the
process of planning a meeting to disciiss the
resuft of the research conducted by the Director
of Qualtty Assurance. The anticipated date of
the meeting was 12/13/13.

8. Unit Supervisor and/or Senior PT, Program
Management, and Quality Assurance will
monitor staff compliance with client behavior
plans during rounds at least monthly, and
document any findings.

7. Rounds findings and any issues requiring
further actions will be reviewed monthly at the
Clinical Quality Management Council meeting,
along with any corrective plans. Governing Body
will menitor via monthly Quality Management
Council meetings with further corrective actions
taken as necessary.

8. Program Director is responsible.

11-15-13

11-21-13

11-22-13

11-25-13

11-25-13

11-25-13

11-25-13
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~Otherthan
being escorted to the restroom at 8:20 AM, the
client sat and watch

e i5 movements
were highly restricte

On 10/24/13 at 8:4 psychiatric technician
PT) stated that th were fo prevent

On 10/24/13 at approximately 855 AM the PT
stated that Client 39 was"one of our smarter
clients.”
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insulin were administered insulin while they were
hypoglycemic. An Immediate Jeopardy was
called on 10/15/13 and abated on 10/17/13.
These failures had the potential fo resujt in
severe illness, coma, brain injury or death. The

completing Drug Regimen Reviews were trained!
by the Pharmacy Services Manager and CNS on
the revised Nursing Procedure 68 "Care of the
Client with Diabetes Mellitus" and DRR
documentation to address hypoglycemic

reactions to clients on insulin.
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W318 (See also W322, W331, W3B3, V368,
W 285 | Continued From page 154 w 2g5|and W378) , ,
| _|Portenville Developmental Center is committed ta
N the health and well-being of the clients served
and in the implementation of systems to ensure
that the Condition of Participation for Health
Care Services is met. Specific plans of correc-
‘ tion related to the corrective actions below are,
. . - ; ; X addressed under the appropriate tags.
During an interview with the Unit Supervisor (US)
on 10/24/13 at 12:15 PM, the US stated that
Cllentjaglused th evices when out W318 #1 (See also W322, W331, W363, YW368,
In the community. The US stated the facility had and W378) -
not looked at different products available on the - The aurriculum for competency training for 10-16-13
market that were less restrictive and [6ss : licensed staff on diabetes mellitus was reviewad
. A S by the Medical Director and the Quality
fég{?atl;;t? dacnodnﬁgazet%tgsi ‘mthout Ch?gg:ehthe Assurance Director. |t remained appropriate.
rem ty der of Cii ISQ; life. The US added ('?I'd - Health Care objectives and plans for all 10-18-13
emainder or Likent 928 lite. The US added, Program 5'clients receiving insulin were review-
like o see him when he goes on outings in ed by the RN/HSS, and updated as noeded.
something less sligmatizing. - Nursing Procedure 68 "Care of the Client with | 10-18-13
W 318 | 483.460 HEALTH CARE SERVICES W 318 |Diabetes Mellitus" and PVL 593 "Diabetic
Record” was revised following review by the
The facility must ensure that specific health care Medical Director, Pharmacist, CNS, ACNS,
services requirements are met. Executive Director, Clinical Director, Training
q
: Officer H, and Quality Assurance Director.
- Program 5 LOC staff were trained by their 10-17-13
Unit Supervisors or designees on the revised
This CONDITION s not met as evidenced by: Nursing Procedure 68 “Care of the Client with
Based on observation, document review and Diabetes Mellitus".
interviews, the Condition of Participation for - Nursing Procedure G8 "Care of the Client with | 11-15-13
Health Care services was not met. Diabetes Mellitus" was revised further to include
clarity of the Interdisciplinary Notes,
Findings: - Program 5 LOC staff were trained by their 11-25-13
' ) Linit Supervisors or designees on the revised
Clierts did not receive adequate health care and g}gg&g;ﬁ;ﬁ%‘f 68 "Care of the Client with
monitoring when 3 of 6 diabetic clients receiving - Pharmacists and RN/HSS responsible for 11-2513
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W318 #1 (See also W322, W331, W3B3, W388,
: and W378) (cont.)
V\{ 318, ,qoqnnEEd,F,mm Pag,e ,1 55 L N v"j 318 - Unit NOC_shift clinic staff will audit PVL 593 - 11-25-13
fact ‘that these nypogiycemic reactions occurred "Diabetic Record" and Medication Administration
in clients who may not have had the intellectual Records to ensure daily monitoring of hypo-
capacity to alert anyone to any symptoms glycemia was documented. RN/HSS and/or
increased the potential for severe adverse pharmacists will audit the Medication Administra-
reactions. ‘ tion Records and PVL 593 "Diabetic Records”
monthly to monitor client insulin administration
Client 49 tripped, fell, hit his head and was not and hypoglycemia.
monitored nor assessed until approximately 12 - Any elevated issues wili be reviewed monthly 11-25-13
hours after the fall. An Immediate Jeopardy was at Clinical Quality Management Council meeting
called on 10/16/13 under Client Protections and and Medical/Nursing Quality Managemaent
was abated on 10/23/13. This Immaediate Council meeting. Governing Body will monitor
Jeopardy also contained aspects of lack of via monthly Quality Management Council
monitoring and assessment. The lack of meeting with further comective actions taken as
follow-up for a client with a head injury had the necessary. '
potentidl to miss significant warning signs of a
worsening condition. There was also a systems W318 #2 (See also W322, W331, W363, Wa3ss,
failure in that there was a conflict between policy and W378)
and procedure in regards t6 reporting a head - Program 5 NOC shift staff audited the last 24- |  10-17-13
injury to the RN/MD. hours of interdisciplinary Notes for all clients to
: verify no client had fallen and/or struck head.
A cliert's recommendedeol[ow-up - RN/HSS andior ACNS contacted each 10-17-13
was not done. Diabetic health care plans were Program 5 units, via call or visit, every hour to
not |mplemented when there was no : verity no client had fallen andfor struck head.
documentatlon of monitoring for hypoglycemic - Program & LOC staff were trained by their 10-17-13
symptoms in diabetic clients. There were no drug Unit Supervisor or designee on Nursing Proce-
regimén reviews that identified and addressed the dure 80 "Head Injuries, Gare Of".
hypoglycem ic reactions for dlients who were - FaCillty Bulletin 105 "Client Protections” was 10-21-13
administered insulin. ‘There were no curentdrug | revised. . o
references in the pharmacy There was - I?rogram 51.0C sltaﬁ were trained l?y their (..Jll’llt 10-23-13
inadequate temperature monitoring of the Supsrvisors or designees on the revised Facility
tgoratr o pharmacy et conains
temparature sensitive vaccines. , and Clinical Recording Guideline 5 "Client
. . . Immediate Protection Plan",
(?:tz:r?\it:gg?hzﬁféngoigﬁig:}hoa; ;a;hliﬁgé{tioﬁiir - Program Management will review Daily Reports  10-23-13
i at the morning meeting for any report of client(s)
Health Care Services to be not met. falling or striking head on previous shift(s) and
actions taken,
See W 322, W 331, W 363, W 368, and W 378 - Any issues requiring further actions will be 11-25-13
. reviewed monthly at the Clinical Quality
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_|Management Council meeting. _Governing Body | _

W318 #2 (See also Wa22, Wa31, W363, W36E,
and W378) (cont.)

will menitor via monthiy Quality Management

Council meeting with further corrective actions
taken as necessary.

W318 #3 (See also W322, W331, W383, W368,

06-26-13

- Program 5 IPC's were trained by the Program 11-25-13
Assistant or designee on monitoring client's
special clinic consults.

- Program & Management and Unit Supervisor 11-25-13
wilt monitor client special clinic consults via the
Behavior Intervention Review Team meetings.
- Any issues requiring further actions will be 11-25-13
reviewed monthly at the Clinical Quality
Management Council meeting. Governing Body
witl monitor via monthly Quality Management
Council meeting with further corrective actions
taken as necessary.

W318 #4 (See also W322, W331, W383, W368,
and W378)

- The curriculum for competency training for 10-16-13
licensed staff on diabetes mellitus was reviewed
by the Medical Director and the Quality
Assurance Director. It remained appropriate.

- Health Care objectives and plans for all 10-16-13
Program & clients receiving tnsulin were review-
ed by the RN/HSS, and updated as needed.

- Nursing Procedure 88 "Gare of the Client with 10-16-13
Diabetes Meliitus” and PVL. 593 "Diabstic
Record" was revised following review by the
Medical Director, Pharmacist, CNS, ACNS,
Executive Director, Clinical Director, Training
Officer |, and Quality Assurance Director.
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W318 #4 and #5 (See also W322, W331, W3B3,
W368, and W378) (cont.)

- - - - - —|-Program 51OC staff were trained-by their - - | 10-17-13
Unit Supervisors or designees on the revised
Nursing Procedure 68 "Care of the Client with
Diabetes Mellitus",

~ Nursing Procedure 68 "Care of the Client with 11-15-13
Diabetes Mellitus" was revised further to include
clarity of the Interdisciplinary Notss.

=Program & LOG staff were trained by their 11-25-13
Unit Supervisors or designees on the revised
Nursing Procedure 68 "Care of the Client with
Diabetes Mellitus".

- Pharmacists and RN/HSS responsibfe for 11-25-13
completing Drug Regimen Reviews were trained
by the Pharmacy Services Manager and CNS on
the revised Nursing Procedure 68 "Care of the
Client with Diabetes Mellitus" and PRR
documentation to address hypoglycemic
reactions to clients on insulin.

- Unit NOC shift clinic staff will audit PVL 593 11-25-13
"Diabetic Record" and Medication Administration
Records {0 ensure daily monitoring of hypo-
glycemia was documented. RN/HSS andfor
pharmacists will audit the Medication Administrad
tion Records and PVL. 593 "Diabetic Records"
monthly to monitor client insulin administration
and hypoglycemia.

- Any elevated issues will be reviewed monthly 11-25-13
at Clinical Quality Management Gouncil meeting
and Medical/Nursing Quality Management
Council meeting. Governing Body will monitor
via monthly Quality Management Council
meeting with further corrective actions taken as
necessary.

W318 #6 (See also W322, W331, W363, W3IBS,
and W378)

- Pharmacy temperature log was modified with 11-20-13
instructions on what to do if the temperature is
out of range. Pharmacy personnel were trained
by the Phaimacy Services Manager on the
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VV318 #6 (See also W322, W331, W3B3, W368,
and W378) {cont.) ‘

- = = e e - -y - - —imodifiedlog— - - - s m e b =
- A purchase order was submitted for a new 11-25-13
pharmaceutical grade refrigerators and freazer
with product temperature sampling, continucus
temperature monitoring, web-based access to
temperature data, tamper-proof data integrity,
and highflow temperature alarm system.

- Pharmacists will monitor the temperature via 11-25-13
rounds at least monthly.
- Any elevated issues will be reviewed menthly 11-25-13
at Administrative Quality Management Counail
meeting and Medical/Nursing Quality Manage-
ment Council meeting. Governing Body will
monitor via monthly Quality Management Counci
meeting with further corrective actions taken as
necessary.
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W 322 ‘
W 322 | Continued From page 156 w 322(1.1. The identified staff who made the 10-15-13

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

This STANDARD is not met as evidenced by:
Based on interview and document reviews the
facility's physicians failed 1o treat clients {review
of 3 of & clinical records) that were hypoglycemic
{low blood sugar) and being administered insulin,
Insulin is a medicatlon used to lower blood sugar
levels to treat diabetas. When too much insulin |
administered and blood sugar levels drop below
70 mgy/dl a patient becomes hypoglycemic.
Hypoglycemia may result in convulsions,
unconsciousness, temporary or permanent brain
damage, or even death.

w

The facility also failed to ensure that an

opthalimology follow-up appointment was made
per recommendation for Client A and an annual
physical examination was done for Client 25. -

Findings:

- W-322|-483.460(a)(3) PHYSICIAN SERVICES -~ -~ |

medication error was removed from clinic duties

W22 pending training on Diabetes Mellitus, '
1.2. A medication error report was initiated for 10-15-13
Clients 26.
1.3. Physician reviewed the medication error 10-15-13

repotts for Client 26, and determined that the
ciient was not adversely affected,

1.4. Physicians reviewed Physician Insulin 10-15.13
Orders for accuracy and ease of comprehensive
for all clients who were administered insulin.

1.5, The cuiriculurn for competency training for 10-16-13
licensed staff on diabetes mellitus was reviewed
by the Medical Director and the Quality
Assurance Director. It remained appropriate.
1.6. Physicians were nofified of blood sugar 10-15-13
level prior to administration of insulin.
1.7. Staff documented in the Interdisciplinary 10-15-13
Notes contact with physician and response to
information.

1.8. Blood sugar levels outside of notmal range |  10-15-13
ware documented in the Diabetic Record, PVL
503,

1.9. RN/HSS reviewed Health Care Objectives 10-16-13
and plans for all ICF-GTA clients receiving
insulin, and updated as needed.

1.10. Revisions were made to Nursing 10-18-13
Procedure 68 "Care of the Client with Diabetos
Mellitus" following review by the Medica) Directon
Pharmacist, CNS, ACNS, Executive Director,
Clinical Director, Training Officer I1, and Quality
Assurance Director,

1.11. PVL 593 "Diabetic Record" was revised to| 10-16-13
include column for notification of physician.
1.12. The identified staff who made the medica-[ 10-17-13
tion errer received Competency Training on
Diabetes Mellitus from Staff Development
instructors prior to resuming medication
administration.

1.13. Licensed staff received training from the 10-17-13
Unit Supervisor or designee on the revised
Nursing Procaduie 68 "Care of the Client with
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A review of the Lantus manufacturer package
insert indicated that Lantus had a duration of 24
hours., Lantus can have an effect on lowering
blood sugars for 24 hours. A review of Lexicomp
Online indicated that Humulin R had a duration of
410 12 hours and a onset of 30 minutes.

Humulin R can have an effect an lowering blood
sugars for 4 to 12 hours and can begin iowering
blood sugar within 30 minutes.

“ W 392|113 {cont.) Diabetes Mollitus”, revised PVL 593

V¥ 322 (cont.)

"Diabetic Record", and Health Care Objectives
‘1and Plans for clients receiving insulin prior to
resuming medication administration.

1.14. Nursing Procedure 68 "Care of the Client
with Diabetes Mellitus" was further revised to
include clarity of the Interdisciplinary Notes when
physician was contacted, the accuracy check of
transcribed Physician's order (PO) to the
Medication Administration Record (MAR),

clarity of PO, legibility of writing on MAR,
monitoring of transcription of PO to MAR.

1.15. The licensed staff received training on the
further revised Nursing Procedure 68 "Care of
the Client with Diabetes Mellitus” from the Unit
Supetvisor or designee prior to resuming
medication administration. .

1.16. Pharmacists and RN/HSS responsible for
completing Drug Regimen Reviews were trained
by the Pharmacy Services Manager and CNS on
the revised Nursing Procedure 88 "Care of the
Client with Diabetes Mellitus" and DRR docu-
mentation to address hypoglycemic reactions to
clients on insulin,

1.17. Residence NOC shift clinic staff will audit
PVL 593 "Diabetic Recerd” and Medicaticn
Administration Records to ensure daily monitor-
ing of hypoglycemia was documentad.
immediate action will be taken via notification of
the Unit Supervisor or designes, physician, and
RN/HSS, Staff will be removed from medication
administration duties until after the successul
completion of Competency Training.

1.18. RN/HSS and/or pharmacists will audit the
Medication Administration Records and PVL
593 "Diabetic Recerds” monthly to monitor

client insulin administration and hypoglycemia.
Immediate actions will be taken to correct any
deficiencies noted. Staif will be removed from
medication administration duties until after the
successful completion of Competency Training.

10-17-13

10-17-13

11-25-13

11-25-13

11-25-13
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W 322 | Continued From g 158

W 322 |W 322 (cont.)

{119, Any elevated issues will be reviewed - - - 11-25-13
maonthly at the Clinical Quality Management
Council meeting and Medical/Nursing Quality
Management Council meeting, along with any
corrective plans. Governing Body will monitor
via Quality Management Council meeting with
further corrective action taken as necessary,
1.20. Pregram Director is responsible.
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_ W 322 (cont.)
W 322 | Continued From page 159 W 322 2. The identified staff who made the 10-18-13
o SR - |medication error was removed from dlinic duties |
— — —|‘Humulin R*asfshort"actmgjmsulm'and:may R I pending training en Diabetes Mellitus,
promptly lower blood sugars. Humulin R was 2.2~ A medication error repart was initiated for | 10-15-13
administered € times when Client 26 was Clients 42 _
hypoglycemnic (43 mg/dl, 45 mg/dl, 47 mg/dl, 60 2.3. Physician reviewed the medication error 10-15-13
mg/dl, 62 mgfdl, 66 mg/dl). reports for Client 42, and determined that the

client was not adversely affected.

During an interview on 10/15/13 at 11:30 AM, the 2.4. Physicians reviewed Physician Insulin 10-15-13
Psych Tech stated she had administered Client Orders for accuracy and ease of comprahensive

26's insulin. She also stated she thought the for all clients who were administered insulin,

physician orders were to give the insulin when 2.5, The curricuium for competency training for | 10-16-13
blood sugars were less than 70 mg/dl and then licensed staff on diabetes mellitus was reviewed

call the clinician, ' by the Medical Director and the Quality

Assurance Director. It remained appropriate. :

2.6. Physicians were notified of blood sugar 10-15-13

level prior to administration of insulin.

2.7. Staff documented in the Interdisciplinary 10-15-13

Notes contact with physician and response to

information.

2.8. Blood sugar levels outside of normal range | 10-15-13
documented evidence in the clinical record of g’geée documented in the Diabetic Record, PVL
%&t‘g‘r’v?;sv”g‘;rqnogf%hsyg??'}é%egﬁ'th%“ﬂgfa"?h” 2.9. RNHSS reviewed Health Care Objoctives | 10-16-13
Services Nurse stated there was no ﬁf;‘i,Er',aZf,;oﬂs(ﬂ';tiz'fsTfegléeergs feestne
documentation of daily monitoring for 2.10. Revisions were made to Nursing 10-16-13
hypOQlycem'a for Cllent 26. Procedure 68 "Caie of the Client with Diabates

Mellitus" following review by the Medical Director

Pharmacist, CNS, ACNS, Exscutive Director,

Clinical Director, Training. Officer I}, and Quality

Assurance Director. .

2.11. PVL 593 "Diabetic Record" was revised to| 10-16-13

include column for notification of physician.

2.12. The identified staff who made the medica-| 10-17-13

tion error recaived Competency Training on

Diabetes Mellitus from Staff Development

instructors prior to resurming medication

administration.

2.13. Licensed staff received tralning from the 10-17-13
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"|"Diabetic Record", and Health Care Objectives
and Plans for clients receiving insulin prior to
resuming medication administration.

2.14. Nursing Procedure 68 "Care of the Client
with Diabetes Mellitus" was further revised to
include clarity of the Interdisciplinary Notes when
physician was contacted, the accuracy check of
franscribed Physician's order (PO) to the
Medication Administration Record (MAR),

clarity of PO, legibility of writing on MAR,
monitoring of transcription of PO to MAR.

2.15. The licensed staff received training on the
further revised Nursing Procedure 68 "Care of
the Client with Diabetes Mellitus" from the Unit
Supervisor or designee prior to resuming
medication administration.

2.16. Pharmacists and RN/HSS responsible for
completing Drug Regimen Reviews were trained
by the Pharmacy Services Manager and CNS on
the revised Nursing Procedure 68 "Care of the
"|Client with Diabetes Mellitus" and DRR docu-
mentation to address hypoglycemic reactions to
clients on insulin.

2.17. Residence NOC shift clinic staff wil! audit
PVL 503 "Diabetic Record" and Medication
Administration Records to ensure daily menitor-
ing of hypoglycemia was documented.
Immediate action will be taken via nofification of
the Unit Supervisor or designee, physician, and
RN/HSS. Staff will be removed from medication
administration duties until after the successful
completion of Competency Training.

2.18. RN/HSS and/or phamadists will audit the
Medication Administration Records and PVL
593 "Diabetic Records" monthly to monitor
client insulin administration and hypoglycemia.
Immediate actions will be taken to correct any
deficiencies noted. Staff will be removed from
medication administration duties until after the
successful completion of Competency Training,
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W 322 (cont.) ;
Continued From page 160 W 322|213 (cont.) Diabetes Mellitus”, revised PVL 593

10-17-13

10-17-13

11-25-13

11-25-13

- 11-25-13

FORM CMS-2567 (02-99) Previous Versions Obsoiele

Event ID:X(S612

Facility I[); CAD40000239

If continuation sheet Page 161 of 234




' ' PRINTED: 12/11/2013
DEPARTMENT OF HEALTH AND HUMAN SERVICES /

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
R-C
05G014 B, WING 10/25/2013
NAME OF PROVIDER OR SUPPLIER ' STREET ACDRESS, CITY, STATE, ZIP CODE

26503 AVENUE 140
, PORTERVILLE, CA 93257
(X4) ID SUMMARY STATEMENT CF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION

PORTERVILLE DEVELOPMENT CENTER - DP ICF/ID

xs)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 322 | Continued From page 161 W 822,W 322 (cont.)

~ . _|218. ‘Any elevated issues will be. revrewedfr—r - 11-28-43 -
monthly at the Clinical Quality Management
Council meeting and Medical/Nursing Quality
Management Council meeting, along with any
cotrective plans. Governing Body will monitor
via Quality Management Council meeting with .
further corrective action taken as necessary.
2.20. Pregram Director is responsible.

The psych techs continued to agminister Lantus
daily when Cllent 42 was hypoglycemic. Giient 42

poglycemic events from [ GNG
Wwithout a Lantus dosage change.
Buring an interview on 10/15/13 at 10:59 AM, a
second Psych Tech stated she had admimstered
Client 42's insulin. She also stated that you
always give the Lantus insulin. She said that the

Lantus should always be administered even with
low blqod sugars.

here was no documented
evidence in the clinicai record of daily monitoring
for hypoglycemia. During an interview on
10/17/13 at 1:15 pm Health Services Nurse 1
staled there was no documentation of daily
monitoring for hypoglycemia for Client 42,
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, W 322 (cont.)
W 322 | Continued From page 162 W 322(3.1. The identified staff who made the 10-15-13

|medication-error was-removed from-elinic-duties-| - -
pending training on Diabetes Mellitus.

3.2. A medication error report was initiated for 10-15-13
Clients 43. ‘
3.3. Physician reviewed the medication error 10-15-13

reports for Client 43, and determined that the
client was not adversely affected.

3.4. Physicians reviewed Physician Insulin 10-15-13
Orders for accuracy and ease of comprehensive
for all clients who were administered insulin.

3.5. The curricutum for competency training for 10-16-13
A review of the Lantus manufacturer package licensed staff on diabetes mellitus was reviewad
insert indicated that Lantus had a duration of 24 by the Medical Director and the Quality
hours, Lantus can have an effect on lowering Assurance Director. It remained appropriate.
blood sugars for 24 hours. According to 3.6. Physicians were notified of blood sugar 10-15-13
Lexicomp Online Lispro has a duration of about § level prior to administration of insulin.
hours. Lispro can have an effect on lower blood 3.7. Staff documented in the Interdisciplinary 10-15-13
sugar for about 5 hours. Notes contact with physician and response to
. ] information.

3.8. Blood sugar levels outside of normal range | 10-15-13
were documented in the Diabetic Record, PVL
593.

3.9. RN/HSS reviewed Health Care Objectivas 10-16-13
and plans for all ICF-GTA clients receiving
insulin, and updated as needed.

3.10. Revisions were made to Nursing 10-16-13
Procedure 68 "Care of the Client with Diabetes
Mellitus” following review by the Medical Director
Pharmacist, CNS, ACNS, Executive Director,
Clinical Director, Training Officer |1, and Quality
Assurance Director,

3.11. PVL 593 "Diabetic Record” was revised to] 10-16-13
include column for notification of physician.
3.12. The identified staff whe made the medica~| 10-17-13
tion error received Competency Training on
Diabetes Mellitus from Staff Development
instructors prior to resuming medication
administration.

3.13. Licensed staff received training from the 10-17-13
Unit Supervisor or designee on tha ravised
Nursing Procedure 68 "Care of the Client with
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W 322 | Continued From page 163

W 322

["Diabetic Record”, and Health Care Objectives

W 322 (cont.}
3.13 (cont.) Diabetes Mellitus", revised PVL 593

and Plans for clients receiving insulin prior to
resuming medication administration.

3.14. Nursing Procedure 88 "Care of the Client
with Diabetes Mellitus" was further revised fo
include clarity of the interdisciplinary Notes when
physician was contacled, the accuracy check of
transcribed Physician's order (PO) to the
Medication Administration Record (MAR),

clarity of PO, legibility of writing on MAR,
monitoring of transcription of PO to MAR.

3.15. The licensed staff received training on the
further revised Nursing Procedure 68 "Care of
the Client with Diabetes Mellitus" from the Unit
Supervisor or designee prior to resuming
medication administration.

3.16. Pharmacists and RN/HSS responsible for
completing Drug Regimen Reviews were trained
by the Pharmacy Services Manager and CNS on
the revised Nursing Procedure 68 "Care of the
Client with Diabetes Mellitus" and DRR docu-
mentation to address hypoglycemic reactions to
clients on insulin.

3.17. Residence NOC shift clinic staff will audit
PVL 593 "Diabetic Record" and Medication
Administration Records to ensure daily monitor-
ing of hypoglycemia was documented.
Immediate action will be taken via notification of
the Unit Supervisor or designee, physician, and
RN/HSS. Staff will be removed from medication
administration duties until after the successfut
completion of Competency Training.

3.18. RN/HSS and/or pharmacists will audit the
Medication Administration Records and PVL
593 "Diabetic Records" monthly to monitor
client insulin administration and hypoglycemia.
Immediate actions will be taken to correct any
deficiencles noted. Staff will be removed from
medication administration duties until after the
successful completion of Competency Training.

10-17-13

10-17-13

11-25-13

11-25-13

11-25-13
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The psych techs continued to administer the
Lantus and Lispro when Client 43 was,
hypoglycemic. * - ‘ Co

Client 43 had 36 hypoglycemic events from

monthly at the Clinical Quality Management
Council meeting and Medical/Nursing Quality
Management Council meeting, along with any
corrective plans. Govasrning Body will monitor
via Quality Management Council meeting with
further corrective action taken as necessary.
3.20. Program Director is responsible.

4.3. Program 5 IPC's were trained by the
Program Assistant or designee on monitering
client special clinic consult.

4.4, IPC's will monitor client consults via
monthly audit of the clinical record. Any
concerns will be elevated to the Unit Supervisor,
and documented in the monthly IPC notes.
4.5..Program 5 Management and Unit
Supervisor will manitor client consults via the
Behavior Intervention Review Team meeting,
4.6, IssUes requiring further actions will be
reviewed monthly at the Clinical Quality
Management Council meetings, along with any
corrective plan. Governing Body will monitor via
monthly Quality Management Council meeting
with further corrective actions taken as
necessary.

4.7. Program Director is responsible,
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W 322 | Continued From page 164 W 322|W 322 (cont.).
o S - - - }319. Anyelevated issues will-be-reviewed - - -1 1 1-25-13

06-26-13

10-25-13

11-25-13

11-25-13

11-25-13

19-25-13
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W 322 i 165 W 32
- - - ith-blood sugars as lowas | - - - 1-02-13
: s n Os (30 - .

mgfdi and several blood sugars In the 30s ( 5.2. An audit of the annual physical exams 11-08-13

mg/di, 32 mg/d|, 32 mg/di, 33 mg/di, 34 mg/d|, 37
mgfdl) . On average Client 43 was hypoglycemic
once every 1.6 days (57 days divided by 36
hypoglycemic events;.

documented evidence in the clinical record of
every shift monitoring for hypoglycemia. During
an interview on 10/17/13 at 1:30 PM, the Health
Services Nurse stated there was no
documentation of monitoring every shift for
hypoglycemia for Client 43.

During an interview on 10/15/13 at 1:30 PM the
Medical Director stated that hypoglycemia was a
significant concern for clients receiving insuiin.
He also stated that if blood sugars drop t0o low it
would be an emergent situation which could lead
to death, He said that for blood sugars that were
around 70 mg/dl to 80 mg/dl and below he wauld
axpect the psych techs to hold the insulin and call
the clinician.

There was no documented avidence in the

was completed for all Rrogram' 5 clients.
5.3. Any deficient annual physical exams wera 11-25-13
completed. )
5.4. FFrogram 5 IPC's were trained by the 11-25-13
Program Assistant or designee on monitoring
client annual physical examinations.

5.5. IPC's will monitor client annual physical 11-25-13
examination via monthly audit of the clinical
record. Any concemns will be elevated to the
Unit Supervisar, and documented in the monthly
IPC notes. ‘

5.6. Program 5 Management and Unit 11-25-13
Supervisor will monitor client consuits via the
Behavior Intervention Review Team meeting.
5.7. Issues requiring further actions will be 11-25-13
reviewed monthly at the Clinical Quality
Management Council meetings, along with any
corrective plan. Governing Bedy will monitor via
monthly Quality Management Council meeting
with further corrective actions taken as
necessary.

5.8. Program Director is responsible.

FORM CMS-2567(02.99) Previous Versions Obsolele

Event ID: XQ83512

Facility ID: CAD40000239 If continuation sheet Page 166 of 234




DEPARTMENT OF HEALTHAND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED:- 12/11/2013
FORM APPROVED
OMB NG, 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X8) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: : COMPLETED
A, BUILDING
R-C
05G014 B. WING 10/25/2013

NAME OF PROVIDER OR SUPF’LIEH

PORTERVILLE DEVELOPMENT CENTER - DP ICF/ID

STREET ADDRESS, CITY, STATE, ZIP CODE
26501 AVENUE 140
PORTERVILLE, CA 93257

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES [s] PROVIDER'S PLAN OF CORRECTION s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOLLD BE GOMPLETION
TAG REGULATORY OR L5G IDENTIFYING INFORMATION) " TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) .
VW 331
W 322 | Continued From page 166 W ana|1.1. -Thz‘a identified staff who made thg . . 10-15-13
~ | cliegtsglipical record that the client was seenby | - mEQ'E_aI‘QE,Q,EFQLWESJQWE\@q,f@.[“ﬁ'ln!?dytl?s R —
thmoin six months. There was also ?ezndgg trzl.n'qg on Diabetes Me"'tqsi .
no documented evidence in the client's clinical Clients rgg \eation srror report was Initiated for 101613
record that the physician was aware of the 1,3. Physician reviewed the medication error 10-15-13
recommendation on- reports for Client 28, and determined that the
. . . ] . client wag not adversely affected.
During an interview with the Unit Manager on 1.4. Physicians reviewid Physician Insulin 10-15-13
10/22/13 at 2:40 PM, she confirmed that the Orders for accuracy and ease of comprehensive
tacility falled to ensure that a recommendation to for all clients who were administered insulin.
return to linic was not conducted 1.5. The curriculum for competency training for |  10-16-13
in six montns Trofn «She alsc stated that licensed staff on diabetes mellitus was reviewed
there was no documentation made from the by the Medical Director and the Quality
physician indicating that h 2 the Assurance Director. It remained appropriate.
endation from theMcﬁnic on 1.6. Physicians were notified of blood sugar 10-15-13
ﬂ' level prior to administration of insulin.
1.7. Staff documented in the Interdisciplinary 10-15-13
5.. Areview of Client 25's clinical record was Notes contact with physician and response to
conducted on 10/23/13 at 11:30 AM. The client's information.
ﬁ examination indioated that the 1.8. Blood sugar levels outside of normal range | 10-15-13
MGST CUTent examination was conducted on were documented in the Diabetic Record, PVL
4/25{12 by a Nurse Practioner. 593. . '
1.9, RN/HSS reviewed Health Care Objectives 10-16-13
| During an interview with the (PG (Individual and plans for all IGF-GTA clients recefving
Program Coordinator) on 10/23/ ' Insulin, and updated as needed.
he confirmed that there was nom 1.10. Re\nsmr‘als were made tp Nur§|ng . 10-16-13
examination condugction since 4/25/12. He further Ellgﬁidsﬁ'.r;ﬁgwiﬁgrfesi:aebﬂﬁgth;vg glagﬁgecstor
stated that an annual physical examination Pharmacist, NS, ACNS, Executive Director, |
should have been conducted in April of 2013, - Clinical Director, Training Officer I, and Quality
{W 331} 483460(0) NURSING SERVICES W 331} Assurance Director. _
. ] i ' _ 1.11. PVL 593 "Diabstic Record" was revised to| 10-16-13
The ‘facmty must provide clients with nursing include column for notification of physician,
services in accordance with their needs. 1.12. The identified staff who made the medica-| 10-17.13
tion error received Competency Training on
. Diabetes Mellitus from Staff Development
This STANDARD s not met as evidenced by: instructors prior to resuming medication
Based on observation, document review and administration.
interviews the fagility failed to ensure nursing 1.13. Licensed staff received training from the .| 10-17-13
services in accordance with clients' needs when: Unit Supervisor or designee on the revised
Nursing Procedure 88 "Care of the Client with
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Areview of the Lantus manufacturer package

hours. Lantus can have an effect on lowering

4 to 12 hours and a onset of 30 minutes.

insert Indicated that Lantus had a duration of 24

blood sugars for 24 hours. A review of Lexicomp
Online indicated that Humulin R had a duration of

Humulin R can have an effact on lowering blood
sugars for 4 to 12 hours and can hagin lowering

Medication Administration Records and PVL
593 "Diabetic Records" monthly to monitor
client insulin administration and hypoglycemis.
Immediate actions will be taken to correct any
deficiencies noted. Staff will be removed from
medication administration duties until after the
successful completion of Competency Training.
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W 331 {cont.) :
{W 331} | Continued From page 167 {W 331}|1.13 (cont.) Diabetes Mellitus", revised PVL. 503
e [ e T T e -~ - - — -~ |"Diabetic-Record"; and Health Care-Objectives - -
| The care plan to monitor hypoglycemia was not f::uzlagsr;‘g d?g:g;irggﬁi;’r:?s%ﬁﬂn prior to
implemented far 3 of 6 diabetic clients (Client 26, 1.14. Nursing Procedure 68 "Care of the Client | 10-17-13
Client 42, and Cliant 43) and when 1 sampled with Diabetes Mellitus” was further revised to
client (Client 30) had sgvere ongomg_qpen ’ include clarity of the Interdisciplinary Notes when
wounds and lacked evidence of consistent physician was contacted, the accuracy check of
documentation, monitoring by the facility wound transcribed Physician's order (PO) to the
care spacialist, unclsar treatment orders, and Medication Administration Record (MAR),
lacked a detailed and consistent system for clarity of PO, legibllity of writing on MAR,
tragking wound healing. In.addition, there was a monitoring of transcription of PO to MAR,
failure to assess and monitor an unsampled client 1.15. The licensed staff received training on the |  10-17-13
(Client 48) after he sustained a fall and struck his further revised Nursing Procedure 68 "Care of
head. ‘ the Client with Diabetes Mellitus" from the Unit
. Supervisor or designee prior to resuming
Findings: medication administration,
i 1.16. Pharmacists and RN/HSS responsible for | 14-25-13
completing Drug Regimen Reviews werg trained
by the Pharmacy Services Manager and CNS on
the revised Nursing Procedure 68 "Care of the
Client with Diabetes Mellitus” and DRR docu-
mentation to address hypoglycemic reactions to
clients on insulin.
1.17. Residence NOC shift clinic staff will audit 11-25413
PVL 593 "Diabetic Record" and Medication
Administration Records to ensure daily monitor-
ing of hypoglycemia was documented.
Immediate action will be taken via notification of
the Unit Supervisor or designee, physician, and
RN/HSS. Staff will be removed from medication
administration duties until after the successful
completion of Competency Training. :
1.18. RN/HSS and/or pharmacists will audit the | 11.25-13
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{W 331} | Continued From page 168 {W 331}{W 331 (cont.)
blood sugar within 30 minutes. 1.19. Any elevated issues will be reviewed 11-25-13

“lmonthly at the Clinical Quality Management
Council meeting and Medical/Nursing Quality
Management Council meeting, along with any
corrective plans. Governing Body will monitor
via Quality Management Council meeting with
further. corrective action taken as necessary.
1.20. Program Director is responsible.

FORM CMS-2567(02-99) Previous Versions Obsolete Event D: X(S512

Facility ID: CAQ40000239 If continuation sheet Page 168 of 234



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

PRINTED: 12/11/2013
FORM APPROVED
OMB NO. 0938-0391

ETATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY.
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
. A. BUILDING
_ R-C
05G014 B. WING 10/25/2013

NAME OF PROVIDER OR SUPPLIER

PORTERVILLE DEVELOPMENT CENTER - DP ICF!IID.

STREET ADDRESS, CITY, STATE, ZIP CODE
26501 AVENUE 140
PORTERVILLE, CA 93257

The psychiatric technicians (psych techs)
continued to administer Lantus and Humulin R
when Client 26 was hypoglycemic.

Humulin R is short acting insulin and may
promptly lower blood sugars. Humulin R was
administered 6 times when Client 26 was
hypoglycemic (43 mg/dl, 45 mg/dl, 47 mg/di, 60
mgf/dl, 82 mg/di, 66 mgydl).
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W 331 (cont.) -
{W 331} Continued From page 169 {W 331} 2.1. The identified staff who made the 10-15-13
S - < |medication-errer was removed-from clinic duties -
pending training on Diabetes Mellitus,
2,2. A medication error report was initiated for 10-15-13
Clients 42, .
2.3. Physician reviewed the medication error 10-15-13

reports for Client 42, and determined that the
client was not adversely affected.

2.4. Physicians reviewed Physician insulin 10-15-13
Orders for accuracy and ease of comprehensive :
for all clients who were administered insulin.
2.5. The curriculum for competency training for 10-16-13
licensed staff on diabetes mellitus was reviewed
by the Medical Director and the Quality
Assurance Director. It remained appropriate.
2.8. Physicians were notified of blood sugar 10-15-13
level prior to administration of insulin. '
2.7. Staff documented in the Interdisciplinary 10-15-13
Notes contact with physician and response to
information.

2.8. Blood sugar levels outside of normal range |  10-15-13
were documented in the Diabetic Record, PVL
593,

2.9. RN/HSS reviewed Health Care Objectives 10-16-13
and plans for all ICF-GTA clients receiving
insulin, and updated as needed.

2.10. Revisions were made to Nursing 10-18-13
Procedure 68 "Care of the Client with Diabetes
Mallitus” following review by the Medical Directe
Pharmacist, CNS, ACNS, Executive Director,
Clinical Director, Training Officer II, and Quality
Assurance Director.

2.11. PVL 593 "Diabetic Record” was revised to| 10-16-13
include column for notification of physician.
2.12. The identified staff who made the medica-| 10-17-13
tion error received Competency Training on
Diabetes Mellitus from Staff Development
instructors prior to resuming medication
administration. ‘
2.13. Licensed staff received training from the 10-17-13
Unit Supervisor or designee on the revised
Nursing Procedure 68 "Care of the Client with
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VY 331 (cont.)

{W 331} | Continued From page 170 {W 331}[2.13 (cont.) Diabetes Mellitus”, revised PVL 593
- mﬂm e "Diabetic-Record", and-Health-Care Objectives | -
| and Plans for clients receiving insulin prior to-

was no Ocqmen et e\." ence In ihe Inrqal resuming medication administration.

record of daily monitaring for hypoglycemia. | 2.14. Nursing Procedure 68 "Care of the Client | 10-17-13
with Diabetes Mellitus" was further revised to

include clarity of the Interdisciplinary Notes when

Durlng an interview on 10/17/13 at 1:15 PM, &

‘Psych Tech stated there was no documgntation of physician was contacted, the accuracy check of

daily monitoring for hypoglycemia for Client 26. transcribed Physician's order (PO) to the

She also stated that Client 26 was observed - * |Medication Administration Record (MAR),

peribdically for hypoglycemia but there was no, clarity of PO, legibility of writing on MAR,

documentation indicating that daily hypogiycemia monitoring of transcription of PO to MAR..

monitoring was done. , 2.16. The licensed staff received fraining on the | 10-17-13
. further revised Nursing Procedure 68 "Care of

The facility did not provide evidence of daily the Client with Diabetes Mellitus" from the Unit

hypoglycemia monitoring for Client 26. Supervisor or designee prior to resuming

medication administration.
2.16. Pharmmacists and RN/HSS responsible for | 11-25+13
" |completing Drug Regimen Reviews were trained
by the Pharmacy Services Manager and CNS on
the revised Nursing Procedure 68 "Care of the .
Client with Digbetes Mellitus" and DRR docu-
mentation to address hypoglycemic reactions to
clients on insulin. .

2.17. Residence NOG shift clinic staff will audit 11-25-13
PVL 593 "Diabetic Record” and Medication '
Administration Records to ensure daily moniter-
ing of hypoglycemia was documented.
“[immediate action will be taken via notification of
the Unit Supervisor or designee, physician, and
RN/HSS. Staff will be removed from medication
administration duties until after the successful
completion of Competency Training.

2.18. RN/HSS and/or pharmacists will audit the |  11-25-13
Medication Administration Records and PVL
593 "Diabetic Records" menthly to monitor
client insulin administration and hypoglycemia.
Immediate actions will be taken to correct any

‘| deficiencies noted. Staff will be removed from
medication administration duties until after the
successful completion of Competency Tralning.
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{W 331} | Continued From page 171 {W 331} W 331 (cont.)

2.19. Any elevated-issues will be reviewed 11-25-13
monthly at the Clinical Quality Management
Council meeting and Medical/Nursing Quality
Management Council meeting, along with any
corrective plans. Governing Body will monitar
via Quality Management Council meeting with
further corrective action taken as necessary.
2.20. Program Director is responsible.

=T psych techs continued to administer Lantus
daily when Client 42 was hypoglycemic. Client 42
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W 331 {cont.)
{W 331} | Continued From page 172 : {W 331}[3.1. The identified staff who made the 10-15-13
| gt oves ror [ T e o s i it
. without a Lantus dosage change. 3.2, A medication error report was initiated for 10-15-13
Clients 43. :
3.3. Physician reviewed the medication error 10-15-13
roports for Client 43, and determined that the
client was not adversely affected.
3.4. Physicians reviewed Physician Insulin 10-15-13
Orders for accuracy and ease of comprehensive
for all clients who were administered insulin,
I 1 cre was no documented 3.5. The curriculum for competency training for | 10-16-13
evidence in the clinical record of daily and licensed staff on diabetes mellitus was reviewed
menitoring for hypoglycemia, by the Medical Director-and the Quality
Assurance Director. It remained appropriate.
During an interview on 10/17/13 at 1:30 PM, the 3.6. Physicians were notified of blood sugar 10-15-13
Health Services Nurse stated there. was no leve! prior to administration of insulin.
documentation of daily maonitoring for 3.7. Staff documented in the Interdisciplinary 10-15-13
hypoghycemia for Client 42, He also stated that Notes contact with physician and response to
Client-42 was observed periodically for information,
hypoglycemia but there was nc documentation 3.8. Blood sugar levels ou.tside of normal range | 10-15-13
indicating that hypoglycemia daily monitoring was ‘gge?:e documented in the Diabetic Record, PVL
done. : 3.9. RN/HSS reviewed Health Care Objectives 10-16-13
The facitity did not provide evidence of daily and plans gogsge:tiz_fﬁegfeﬁs receiving
hypoglycemia monitoring for Client 42. 3.10. Revisions were made fo Nursing 10-16-13
Procedure 68 "Care of the Client with Diabetes
Mellitus" following review by the Medical Director,
Pharmacist, CNS, ACNS, Executive Director,
Clinical Director, Training Officer I, and Quality
Assurance Director.
3.11. PVL 593 "Diabetic Record" was revised to| 10-16-13
include column for notification of physician.
3.12. The identified staff who made the medica-|  10-17-13
tion error received Competency Training on
Diabetes Mellitus from Staff Development
instructors prior to resuming medication
administration.
3.13. Licensed staff received fraining from the 10-17-13
Unit Supervisor or designee on the revised
Nursing Procedure 68 "Care of the Client with
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Continued From page 173

A review of the Lantus manufacturer package
insert indicated that Lantus ha¢ a duration of 24
hours. Lantus can have an effect on lowering
blood sugars for 24 hours. According to
Lexicomp Online Lispro has a duration of ahout 5
hours. Lispro can have an effect on lowar bload
sugar for about 5 hours,

VW 331 {cont.)

(W 331} 3.13 (cont.} Diabetes Mellitus”, revised PVL. 593

"Diabetic Record”, and Health Care Objectives
and Plans for clients receiving insulin prior to
resuming medication administration.

3.14. Nursing Procedure 88 "Care of the Client
with Diabetes Mellitus” was further revised to
include clarity of the Interdisciplinary Notes when
physician was contacted, the accuracy check of
transcribed Physician's order (PO) to the
Medication Administration Record (MAR),

clarity of PO, legibility of writing on MAR,
monitoring of transeription of PO to MAR.

3.15. The licensed staff received training on the
further revised Nursing Procedure 68 "Care of
the Client with Diabetes Mellitus" from the Unit
Supervisor or designes prior to resuming
medication administration.

3.16. Pharmacists and RN/HSS responsible for
completing Drug Regimen Reviews were trained
by the Pharmacy Services Manager and CNS on
the revised Nursing Procedure 68 "Care of the
Client with Diabetes Mellitus" and DRR docu-
mentation to address hypoglycemic reactions to
clients on insulin.

3.17. Rasidence NOC shift clinic staff will audit
PVL 593 "Diabetic Record" and Medication
lAdministration Records to ensure daily monitor-
ing of hypoglycemia was documented,
immediate action will be taken via notification of

lthe Unit Supervisor or designee, physician, and

RN/HSS. Staff will be removed from medication
administration duties untll after the successful
completion of Competency Training.

3.18. RN/HSS and/or pharmacists will audit the
Medication Administration Records and PVL
593 "Diabetic Records" monthly to maonitor
client insulin administration and hypoglycemia.
Immediate actions will be taken to correct any
deficiencies noted. Staff will be remaved from
medication administration duties until after the
successful completion of Competency Training.

10-17-13

10-17-13

11-25-13

11-25-13

11-25-13
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monthly at the Clinical Quality Management
Council meeting and Medical/Nursing Quality
Management Council mesting, along with any
corrective plans. Governing Body will monitor
via Quality Management Coundil meeting with
further corrective action taken as necessary.
3.20. Program Director is responsible.

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED )
A. BUILDING
[-C
05G014 B. WING 10/25/2013
NAME OF PROVIDER OR SUPPLIER ) STREET ADDRESS, CITY, STATE, ZIP CODE
PO | E DEVELOPMENT CENTER - DP ICEAID 26501 AVENUE 140
RTERVIL - PORTERVILLE, CA 93257
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGCED TO' THE APPROFRIATE DATE
DEFICIENGY)
{W 331} {W 331}|w 331 (cont.) 7
- : 3.19, Any elevated issues will be reviewed 11-25-13
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{W 331} | Continued From page 175 {W 331} W 331 (cont.
10-22-13
10-24-13
L Y
11-23-13
4.4, The CNS or designes was in the process ofi  11-25-13
providing training to RN/HSS and ACNS/HSS on
Clinical Recording Guideline #20 "Nursing ‘
Assessment”. ‘ . :
4.5. RN/ACNS will monitor staff compliance viz | 11-25-13
random review of the annual and quarterly
nursing assessinents for Program 5 clients.
4.6. Any elevated issues will be reviewed 11-25-13

The psych techs continued to administer the
Lantus and Lispro-when Cllent 43 was
hypoglycemic.

i ‘ glycemic evenis from
ith blood sugars as low as
mg/ui and severat blood sugars in the 30's (30

mafdl, 32 mg/dl, 32 mg/dl, 33 mg/dl, 34 mgy/dl, 37
mgfdl) . On average Client 43 was hypoglycemic
once every 1.6 days (57 days divided by 36
hypoglycemic events).

monthly via the Medical/Nursing Quarterly
Management meeting, along with corrective plan.
Governing Body will monitor via monthly Quaiity
Management Council meeting with further
actions taken as necessary.

4.7. CNS is responsible,
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{W 331} | Continued From page 176 _10'15'13
eneral tvent Report was initiated for 10-17-13
Cllent 49,
5.3, Pregram & NOGC shift staff audited the last 10-17-13
There'was no 24 hours of Interdisciplinary Notes for all clients
documented evidence in.the clinical record of to verify no client had fallen and/or struck head.
every shift monitoring for hypoglycemia. The audit findings wete documented on the -
) i daily report.
During an Interview on 10/17/13 at 1:30 PM, the 5.4, RN/HSS and/or ACNS contacted each 10/17/13
Health Services Nurse stated there was no Rrogram & residence, via call or visit, every hour ‘ B
documentation of every shitt monitoring for to verity no client had fallen and/or struck head,
hypoglycamia for Client 43. He also stated that and documented via NOD repert through 1700
Client 43 was obssrved periodically for - |hours.
hypoglycemia but there was no decumentation 5.6.7-Progra_m-5 LOC staff discussed at huddles 10/17/13
indicating that hypoglycemia monitoring every the-need to train and implement Nursing.
shift was done. Procedure 80 "Head Injuries, Care Of', and
‘ document on the daily report through PM shift.
The facility did not provide evidence of every shitt Elﬁft gl:ggrnal_m S Eod%:i?f wers gaingd by the 10718113
H } 1 i 1] IS0r or ee 0N Nursing
hypoglycemia manitoring for Client 43, Procedure 80 "Head Injuries, Care OF"
4. On 10/22/13 at 7:30 AM. observations were 5.7. Fapility Bu-lletin 105 "Clielant Ergteotions“ 10/21113
made of injuries on the arms of Client 30 as Wa?ﬁ:{?ﬁé;;ﬂggﬁ ;ﬂ?ﬂfﬂiﬁ‘ﬂzg do a report
Licensed Staff app I'?d treatment and dressings. on any clients who have fallen or struck their
The top of the client's right forearm had a wide head on previous shifi(s), and actions taken.
linear area of scar tissue wlth the center portion b. Documentation of change of shift report
open and raw appearing. Two other small areas on fall or hitting head will be on Daily Report.
approximately the size of a quarter on each arm c. SRPT/NPIC on duty will include communi-
were also opened. Staff stated that she had not cation of information about clients who have
provided wound care to the client recently and - fallen or have hit their head and action taken,
therefore was unable to determine if the wounds as well as responsibility to elevate concern or|-
were |mprovmg or not. Staff was dsked if there seek clarification as needed, to US/AOD
was a system of documentlng the observations of immediately, to ensure actions taken meet
staff, in order to monitor the wound healing expectations.
progress and changes in treatmient on a regular 5.8. Program.5 LOGC staff were trained by their | 10-23-13
basis. Staff stated they only document in the Unit Supervisors or designees on the revised
Interdisciplinary Notes (IDN's). Facility Bulletin 105 "Client Protections".
5.9. Program 5 LOC staff were trained by their 10-23-13
Unit Supervisors or designees on the Clinical
Recording Guideline #2 "Temporary Conditions",
and Clinical Recording Guideline #5 "Client
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{W 331}

Continued From 177
without consistent detall
cartlon, sjze, and characteristics

of the client's wounds An IDN dat
described the following:

impacted, size and appearance. There was no
system in place to track when lesions first
appeared, healed, or reopened without going
through innumerable daily IDN's which were
inconsistent in what was documented.

ntation by the psychologist, dated
indicated that Client 30 had already
opened areas on both arms and made them

bigget and his wounds had almost healed betore
this. This has been his pattern.

The most recent Nursing Quarterly
Evaluation/Assessment dated 8.0/48-did not

address the client's wounds for that assessment.
However the form indicated the following:

Review of physician progress notes (ppn's) dated
nd SN <id not describe the status of

the client's wounds. Tie noiii iiliiiii

nly one was being used

{documented) daily and there was no clarification

{W 331} w331 (cont.)

: 5.9 (cont.) Immediate Protectlon Plan".
5.10. Daily Report will be reviewed atthe . 10-23-13
morning Program Management meeting daily,
Monday through Friday.

5.11. Issues requiring further actions will be 10-23-13
reviewed monthly at the Clinical Quaiity
Management Council meetings, along with any
corrective plan. Governing Body will monitor via
monthly Quality Management Council meeting
with further corrective actions taken as
necessary.

5.12, Program Direcior is responsible.
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{W 331} | Continued From page 178 {W 331}
as to under whiph condition each was 10 be used.

Two facility nursing policies related to wound care
were reviewed. Nursing Procedure No. 85 titled:
"Emergency Wound Care" dated June 25, 2013
and Nursing Protocol No. 4 titled: "Open Wounds"
dated April 22, 2013. Neither addressed on-going
assessment and documentation.,

On 10/22/13 at 7:00 PM, during an interview, the
facility's Certified Wound Care Nurse Specialist
stated that she had not observec Client 30's
wounds in approximately two years. Staff stated
the reason was because of the client's behavior
of reopening the wounds, once they were almost
healed. In addition, the nurse stated that the.unit
staff were able to monitor and treat them. The
nurse stated there was no data coliection
document or system for tracking wounds and that
the two policies No. 4 and 85 were the only
wound related policies she was aware of. The
nurse added that the two treatment orders should
bé further clarified.

5. On 10/16/13 at 11:00 AM, during observations
at a day program, un-sampied Client 49 had
notigeable bruising around the left eye orbit and
on the laft cheekbone. During a concurrent
interviow, Client 49 stated that he had fallen two
nights previously at home (Residence 26).

The-clisntsreserd-indicated-that-ne-has-an
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{W 331} | Continued From page 179 (W 331}

During a concurrent intervisw, the shift lead
stated that staff should have initiated the head
injury pretocol and notified the HSS (Health
Services Specialist) at the time of the fall and
communicated the incident to the next shift.

During an interview on 10/16/13 at 7:30 PM, a
licensed staff stated that she checked the client
immediately after the fall, but didn't think the client
was hurt. Staff stated that she did not know at the
time, that the client had struck his head and did
not notify the HSS or physician.

There was no documentation uniil the follewing
21 gl
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W 363

Continued From page 180

Review of on
icated the last entry oy a physician

was dated

The record indicated that the RN/HSS assessed
Client 49 at. eleven hours
after the initial fall. The client's neurologic status
and vital signs had not been monitored
throughout the night, )

During an interview on 10/17/13 at 11:30 AM, the

licensed staff who worked overnight and
discovered tha client's injury on_at 6:45
AM, stated that there had been Tie

ication from the evening shift on
What Client 49 had fallen that evening.
Review of Nursing Procedure No. 80 titled: "Mead
Injuries - Care of, " indicated undet Section B
Definition: #1. Trauma to the head (including the
face) resulting from a blow, impact with an object,
fall, etc. Section Il Special Considerations:
Immediate Management for Severe Injury or
Injury with ioss of consciousness. Subsection G:

"Notify Residence Physician/HSS/Assistant-
Coordinator of Nursing Services."

The policy for Falls N 16 titled: "First Aid for Falls
and or Suspected Fracturas" was the only policy
received regarding falls. When asked if a General
Event Report (GER) was initiated on 10/15/13,
Quality Assurance Staff stated that it was not,
because “it did not meet the criteria for a GER."
When asked if the facility tracked client fails,
Quality Assurance Staff stated that enly through
the GER process.

483.460(j)(2) DRUG REGIMEN REVIEW

{W 331}

W 363
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Areview of the Lantus manufacturer package
insert indicated that Lantus had & duration of 24

Unit Supervisor or designee on the revised
Nursing Procedure 68 "Care of the Client with
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W 363
W 363 | Continued From page 181 W 363[1.1. The identified staff who made the 10-15-13
: - ‘ medication error was removed from-clinic duties
. . I pending training on Diabetes Mellitus.
The pharmat:lst-must report any lrrgglulantles ."T 1.2. A medication error report was initiated for 10-15-13
clients' drug regimens to the prescribing physician Clients 26.
and interdisciplinary team. 1.3. Physician reviewed the medication error 10-15-13
reports for Client 26, ahd determined that the
. . . client was not adversely affected.
This STANDARD s not met as evidenced by: 1.4. Physicians reviewed Physician Insulin 10-15-13 |.
Based on interview and document review the Orders for accuracy and ease of comprehensive
facility pharmacists failed to identify irregularities for all clients who were administered insulin.
in administering Insulin when psychiatric 1.5. The curriculum for competency training for |  10-16-13
technicians administered insulin to clients (review licensed staff on diabetes mellitus was reviewed
of 3 of 6 clinical records) that were hypoglycemic by the Medical Director and the Quality
{low blood sugar). Insulin is a medication used to Assurance Director, It remained appropriate.
lower blood sugar levels to treat diabetes. When 18. Physicians were notified of blood sugar 10-16-13 |
too much insulin is administered and blood sugar level prior to administration of insuin.
levels drop below 70 mg/dl a patient hecomes 1.7. Staff documented in the Interdisciplinary 10-15-13
hypoglycemic. Hypoglycemia may result in Notes cgntact with physician and response to
convulsions, unconsciousness, temporary or information, - _
permanent brain damage, or even death. 1.8. Blood sugar levels outside of normal range | 10-15-13
were documented in the Diabetic Record, PVL
el . 593, .
Findings: 1.9. RN/HSS reviewed Health Care Objectives 10-16-13
and plans for all ICF-GTA clients receiving
insulin, and updated as needed. ‘ _
1.10. Revisions were made to Nursing 10-16-13
Procedure 68 "Care of the Client with Diabetes -
Mellitus” following review by the Medical Diractol
Pharmacist, CNS, ACNS, Executive Director,
Clinical Director, Training Officer Il, and Quality
Assurance Direcfor.
1.11. PVL 593 "Diabetic Record" was revised tol  10-16-13
include column for notification of physician.
1.12.. The identified staff who made the medica-| 10-17-13
tion error received Competency Training on
Diabetes Melflitus from Staff Development
instructors prior to resuming medication
administration.
1.13. Licensed staff recelved training from the 10-17-13
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hours. Lantus can have an effect on lowering
blood sugars for 24 hours. A review of Lexicomp
Online indicated that Humulin R had a duration of
4 to 12 hours and & onset of 30 minutes.

Humulin R can have an effect on lowering blood
sugars for 4 to 12 hours and can hegin lowering
blood sugar within 30 minutes,

W 363

| W 383 (cont.)

1.13 {cont.) Diabetes Mellitus”, revised PVL 583
"Diabetic Record", and Health Care Objectives

-|and Plans for clients receiving insulin prior to -

resuming medication administration.

1.14. Nursing Procedure 68 "Care of the Client
with Diabetes Mellitus" was further revised to
include clarity of the Interdisciplinary Notes when
physician was contacted, the accuracy check of
transcribed Physician's order {PO) to the
Medication Administration Record (MAR),

clarity of PO, legibility of writing on MAR,
monitoring of transcription of PO to MAR.

1.15. The licensed staff received training on the
further revised Nursing Procedure 68 "Care of
the Client with Diabetes Mellitus" from the Unit
Supervisor or designee prior to resuming
medication administration.

1.16. Pharmacists and RN/HSS responsible for
completing Drug Regimen Reviews were trained
by the Pharmacy Services Manager and CNS on
the revised Nursing Procedure 68 "Care of the
Client with Diabetes Mellitus" and DRR docu-
mentation to address hypoglycemic reactions to
clients on insulin. )
1.17. Residence NOC shift clinic staff will audit
PVL 593 "Diabetic Record" and Medication
Administration Records to ensure daily monitor-
ing of hypoglycemia was documented.
Immediate action will be taken via notification of
the Unit Supervisor or designee, physician, and
RN/HSS. Staff will be removed from medication
adiministration duties until after the successful
completion of Competency Training,

1.18. RN/HSS and/or pharmacists will audit the
Medication Administration Records and PVL
583 "Diabetic Records" monthly to monitor
client insulin administration and hypoglycemia.
immediate actions will be taken to correct any
deficiencies noted. Staff will be removed from
medication administration duties untii after the
successful completion of Competency Training.

10-17-13

10-17-13

11-25-13

11-26-13

11-25-13
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1.19. Any elevated issues will be reviewed 11-25-13
monthly at the Clinical Quality Management
Council meeting and Medical/Nursing Quality
Management Council meeting, along with any
corrective plans. Governing Body will monitor
via Quality Management Council meeting with
further corrective action taken as necessary.
1.20. Program Director is responsible.

The psychiatric technicians {psych techs)-
continued to administer Lantus and Humulin R
when Client 26 was hypaglycemic.

Humulin A is short acting insulin and may
promptly lower blood sugars. Humulin R was
administered 6 times when Client 26 was
hypoglycemic {43 mg/dt, 45 mg/dl, 47 mg/d!, 60
mg/dl, 62 mg/dl, 66 mg/dl).
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W 363 | Continued From page 184 W 363 [2.1. The identified staff who made the 10-15-13

During an interview on 10/15/13 at 11:30 AM, the
Psych Tech stated she had administered Client
26's insulin. She also stated she thought the
physician orders were to give the insulin when
blood sugars were less than 70 mg/dl and then
call the clinician.

documented evidence in the clinical record of
daily monitoring for hypoglycemia. During an
interview on 10/17/13 at 1:30 PM, the Health
Services Nurse stated there was no
documentation of daily monitoring for
hypoglycemla for Client 26.

medication error was removed from clinic duties
pending training on Diabetes Mellitus. :

2.2, A'medication error report was initiated for 10-15-13
Clients 42. _ .
2.3. Physician reviewed the medication error 10-15-13

reports for Client 42, and determined that the
client was not adversely affected. .
2.4, Physicians reviewed Physician Insulin 10-15-13
Orders for accuracy and ease of comprehensive
for all clients who were administered insulin.

2.5. The curriculum for competency training for 10-16-13
licensed staff on diabetes mellitus was reviewed
by the Medical Director and the Quality
Assurance Director. It remained appropriate.
2.8. Physicians were notified of blood sugar 10-15-13
level prior to administration of insulin.
2.7. Staff documented in the Interdisciplinary 10-15-13
Notes contact with physician and response to
information. :

2.8. Blood sugar levels outside of normal range | 10-15-13
were documented in the Diabetic Record, PVL
593.

2.9. RN/HSS reviewed Health Care Objectives 10-16-13
and plans for all ICF-GTA clients receiving
[|linsulin, and updated as needed.

2.10. Revisions were made to Nursing 10-16-13
Procedure 68 "Care of the Client with Diabetes
Mellitus" following review by the Medical Directo
Pharmacist, CNS, ACNS, Executive Director,
Clinical Director, Training Officer 1, and Quality
Assurance Director.

2.11. PVL 693 "Diabetic Record” was revised to| 10-16-13
include column for notification of physician.
2.12. The identified staff who made the medica-| 10-17-13
tion error received Competency Training on
Diabetes Meliitus from Staff Develapment
instructors prior to resuming medication
administration.

2.13. Licensed staff received training from the 10-17-13
Unit Supervisor or designee on the revised -
Nursing Procedure 68 "Care of the Client with
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VV 363 (cont.) :

2.13 (cont.) Diabstes Mellitus", revised PVL 593
"Diabetic Record", and Health Care Objectives
and Plans for clients receiving insulin prior o
resuming medication administration. ‘

2,14, Nursing Procedure 68 "Care of the Client
with Diabetes Mellitus" was further revised to
include clarity of the Interdisciplinary Notes when
physician was contacted, the accuracy check of
transcribed Physician's order (PO) to the
Medication Administration Record (MAR),

clarity of PO, legibility of wiiting on MAR,
monitoring of transcription of PO to MAR.

2.15. The licensed staff received training on the
further revised Nursing Procedure 68 "Care of
the Client with Diabetes Mellitus” from the Unit
Supervisor or designee prior to resuming
medication administration.

2.16. Pharmacists and RN/HSS responsible for
completing Drug Regimen Reviews were trained
by the Pharmacy Services Manager and CNS on
the revised Nursing Procedure 68 "Care of the
Client with Diabetes Meliitus” and DRR docu-
mentation to address hypoglycemic reactions to
clients on insulin,

2.17. Residence NOC shifi clinic staff will audit
PVL 593 "Diabetic Record" and Medication
Administration Records to ensure daily monitor-
ing of hypoglycemia was documented,
Immediate action will be taken via notification of
the Unit Supervisor or designee, physician, and
RN/HSS. Staff will be removed from medication
administration duties until after the successfu!
completion of Competency Training.

2.18. RN/HSS and/or pharmacists wili audit the
Medication Administration Records and PVL
593 "Diabetic Records" monthly to monitor
client insulin administration and hypoglycamia.
lmmediate actions will be taken to correct any
deficiencies noted. Staff will be removed from
medication administration duties until after the
successful completion of Competency Training.

10-17-13

10-17-13

11-25-13

11-25-13

11-25-13
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| 10/14/13 without a Lantus dosage change.

Continued From page 186

The psych techs continued to administer Lantus
daily when Client 42 was hypogiycemic, Client 42
had 21 hypoglycemic events from 08/21/13 to

During an interview on 10/15/13 at 10:59 AM, a
second Psych Tech stated she had administered
Client 42's insulin. She also stated that you
always give the Lantus insulin. She sald that the
Lantus should always ba administered even with
low blood sugars.

evidence in the clinicai record of daily monitoring
for hypoglycemia. During an interview on
1017/13 at 1:16 PM, the Health Services Nurse
stated there was no documentation of daily
monitoring for hypogtycemia for Glient 42.

v s T e

2.19. Any elevated issues will be reviewed
monthly at the Clinical Quality Management
Council meeting and Medical/Nursing Quality
Management Coundil meeting, along with any
comrective plans. Governing Body will monitor
via Quality Management Council meeting with
further cerrective action taken as necessary.
2.20. Program Director is responsible.
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W 363 | Continued From page 187 W 3643(3.1. The identified staff who made the 10-15-13
medication error was removed from clinic duties
pending training on Diabetes Maliitus.

3.2. A medication error report was initiated for 10-15-13
Clients 43.
3.3. Physician reviewed the medication error 10-15-13

reports for Client 43, and determined that the
client was not adversely affacted.

3.4. Physicians reviewed Physician Insulin 10-15-13
Orders for acouracy and ease of comprehensive

Areview of the Lantus manufacturer package
insert indicated that Lantus had a duration of 24
hours. Lantus can have an effect on lowering

blood sugars for 24 hours. According to for all clients who were administered insulin.

Lexicomp Online Lispro has a duration of about 5 3.5. The curriculum for competency training for | 10-16-13
hours. Lispro can have an effect on lower blood licensed staff on diabetes mellitus was reviewed :
sugar for about 5 hours. ‘ by the Medical Director and the Quality

Assurance Director. It remained appropriate.
A review of the Mrom - 3.6. Physicians were notified of blood sugar 10-15-13
dicated Client 43 IERGEG_GgGG_———— level prior to administration of insulin, ‘
" |3.7. Staff documented in the Interdisciplinary 10-15-13
Notes contact with physician and response to
information.
3.8. Blood sugar levels outside of normal range |  10-15-13
were documented in the Diabetic Record, PVL
593.
3.9. RN/HSS reviewed Health Care Objectives 10-16-13
and plans for all ICF-GTA clients receiving
insulin, and updated as needed.
3.10. Revisions were made to Nursing 10-16-13
Procedure 68 "Care of the Client with Diabetes
Mellitus" following review by the Medical Director
Pharmacist, CNS, ACNS, Executive Director,
Clinical Director, Training Officer |1, and Quality
Assurance Dirsctor.
3.11. PVL 593 "Diabetic Record" was ravised te| 10-16-13
include column for notification of physician.
3.12. The identified staff who made the medica-| 10-17-13
tion error received Competency Training on -
Diabetes Mellitus from Staff Development
instructors prior to resuming medication
administration. '
3.13. Licensed staff received training from the 10-17-13
Unit Supervisor or designee on the revised
Nursing Frocaedure 68 "Care of the Client with
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W 363(3.13 (cont.) Diabetes Mellitus”, revised PVL 593

W 363 (cont,)

"Diabetic Record”, and Health Care Objectives
and Plans for clients receiving insulin prior to
resuming medicatfon administration.

3.14. Nursing Procedure 68 "Care of the Client
with Diabetes Mellitus" was further revised to
include clarity of the Interdisciplinary Notes whon
physician was contacted, the accuracy check of
transcribed Physician's order (PO) to the
Medication Administration Record (MAR},

clarity of PO, legibility of writing on MAR,
menitoring of transcription of PO to MAR.

3.15. The licensed staff received training on the
further revised Nursing Procedure 68 "Care of
the Client with Diabetes Mellitus" from the Unit
Supervisor or designee prior to resuming
medication administration.

3.18. Pharmacists and RN/HSS responsible for -
completing Drug Regimen Reviews were trained
by the Pharmacy Services Manager and CNS on
the revised Nursing Procedure 68 "Care of tha
Client with Diabstes Mellitus" and DRR docu-
mentation to address hypoglycemic reactions to
clients on insulin. .

3.17. Residence NOC shift clinic staff will avdit
PVL 593 "Diabetic Record” and Medication
Administration Records to ensure daily monitor-
ing of hypoglycemia was documented.
Immediate action will be taken via notification of
tha Unit Supervisor or designee, physician, and
RN/HSS. Staff will be removed from medication
administration duties until after the successful
completion of Competency Training.

3.18. RN/HSS and/or pharmacists will audit the
Medication Administration Records and Pvi.
583 "Diabetic Records” monthly to monitor

client insulin administration and hypoglycemia.
Immediate actions will be taken to correct any
deficiencies noted. Staff will be removed from
medication administration duties until after the

successful completion of Competency Training. '

10-17-13

10-17-13

11-25-13

11-25-13

11-25-13
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Ec

The psych techs continued to administer the
Lantus and Lispro when Client 43 was
hypoglycemic.

aglycemic events from
with blood sugars as low as
mgsdl and several blood sugars in the 30s (30

ma/dl, 32 mg/dl, 32 mg/dl, 33 ma/dl, 34 mg/d}, 37
mg/dl} . On average Client 43 was hypoglycemic
once every 1.6 days (57 days divided by 36

3.18.  Any elevated issues will be reviewed
moenthly at the Clinical Quality Management
Council meeting and Medical/Nursing Quality
Management Council meeting, along with any
corrective plans. Governing Body will monitor
via Quality Management Council meeting with
further corrective action taken as necessary.
3.20. Program Director is responsible.
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hypoglycemic avents).

ere was no
documented evidence in the clinical record of
every shift monitoring for hypoglycemia. During
an interview on 10/17/13 at 1:30 pm Health
Services Nurse 1 stated there was no
documentation of monitering every shift for
hypoglycemia for Client 43.

A review of the facility policy entitled Drug
Control/Medication Errors Facility Bulietin No. 46
dated December 2012 indicated "This bulletin
outlings policies and procedures to assure clients
receive the correct medication in the correct
manner ...Monthly drug regimen reviews of all
client records ...will be performed for the purpose
of determining if irregularities exist in the writing,
interpretation, Implamentation and documentation
of physician's orders ...In the event that a staff
pharmacist is unable to do a Drug Regimen
Review[DRR], the Pharmacy Services Manager
shall secure the services of a Registered Nurse
to complete the review. Minimally once each
quarter, the Drug Regimen Reviews must be
completed by a pharmagcist."

During an interview on 10/16/13 at 1:.00 PM, the
Pharmacist stated that there were no DRR
irregularities for Client 26, Client 42, and Client
43. There were no irregularities documented for
clients being administered insulin while they wera
hypoglycemic. He acknowledged that the
pharmacist should have addressed issues with
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W 363 | Continued From page 191 W 363|1-1. The identified staff who madethe 10-15-13
h lycemic clients being administerad Insulin. medication error was removed from clinic duties
ypogly g ! pending training on Diabetes Mellitus,
The hospital did not provide evidence of DRR gilfénf\sggdlcatlon error report was initiated for 10-15-13
g?snl:ligu2?1§fcr}?;pn3gz:éc):ebrgilﬁ Cg%?_ltjsl n(}‘(s:tl:eerg:jzs’ 1.3. Physician reviewed the medication error 10-15-13
e g reports for Client 26, and determined that the
: client was not adversely affected.
W 368 | 483.460(k) (1) DRUG ADMINISTRATION W aeg|y 4, Physicians reviewed Physician Insulin 10-15-13
' . . Orders for accuracy and ease of comprehensive
The system for drug administration must assure for all clients who were administered insulin.
that all drugs are administered in compliance with 1.5. The curriculum for competency training for | 10-16-13
the physician's orders, licensed staff on diabetes mellitus was reviewed
) by the Medical Director and the Quality
. ) ) Assurance Director. 1t remained appropriate.
This STANDARD is not met as evidenced by: 1.6. Physicians were nofified of blood sugar 10-15-13
Based on interview and document review the level prior to administration of insulin. :
facility failed to ensure safe administration of 1.7. Staff documented in the Interdisciplinary 10-15-13
insulin when psychiatric technicians administered Notes contact with physician and response to
insulin to clients (review of 3 of 6 dlinical records) information.
that were hypoglycemic (fow blood sugar). Insulin 1.8." Blood sugar levels outside of normal range | 10-15-13
is & medication used to lower blood sugar levels were documented in the Diabetic Record, PVL
to treat diabetes. When too much insulin is 593, _ o
administered and blood sugar levels drop below 1.9. RN/HSS reviewed Health Care Objectives | 10-16-13
70 mg/dl a patient becomes hypaglycemic. and plans for all ICF-GTA clients receiving
Hypoglycemia may result in convulsions, '1”%"”' and updated as ”zEdedN )
unconsciousness, temporary or permanent brain 10. Revisions were made to Nursing 10-16-13
damage, or even death Procedure 68 "Care of the Client with Diabates
! _ ' Mellitus" following review by the Medical Director,
An Immediate Jeopardy was called on 10/15/13 Pharmacist, CNS, ACNS, Executive Director,
. Clinical Director, Training Officer Il, and Quality
at 5:30 PM. On 10/17/13 at 8:05 PM, after review Assurance Direstor
of tf.-wdence of implementatlon of the corrective 1.11. PVL 593 "Diabetic Record” was revised to| 10-16-13
action plan, the survey team a'{’ate? the ) include column for notification of physician.
Immediate Jeopardy. These violations caused or 1.12, The identified staff who made the medica-| 10-17-13
were likely to cause serious injury or death to tion error received Competency Training on
patients. Diabetes Mellitus from Staff Development
o instructors prior to resuming medication
Findings: administration.
. o . 1.13. Licensed staff received training from the 10-17-13
According to the National Coordinating Council Unit Supervisor or designee on the revised -
Nursing Procedure 68 "Care of the Client with
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glucose level below 70 mg/dl. is considered
hypoglycemia."
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Medication Administration Records and PV
593 "Diabetic Records" monthly to monitor
client insulin administration and hypoglycemia.
Immediate actions will be taken to correct any
deficiencies noted. Staff will be removed from
medication administration duties until after the
successful completion of Competency Training.
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W 368 (cont.)
W 368 | Continued From page 192 W 368 ?13 (cont.) Diataletes Mellitus”, revised PVL 593
for Medication Error Reporting and Preventlon, a Df%‘?t'c Rfecor.d ; and Health parei. Ob]‘.act'tves
nationally recognized organization committed to and Pians for clients receiving insulin prior to
, : . resuming medication administration.
medication safety, website 1.14. Nursing Procedure 68 "Care of the Client | 10-17-13
-ﬁﬂp://www';nccmetrp.grg/about.MedErrors.html, with Diabetes Mellitus" was further revised to
indicates "A medication error is any preventable include clarity of the Interdisciplinary Notes whan
avent that may cause or lead to inappropriate physician was contacted, the accuracy check of
medication use or patient harm while the franscribed Physician's order (PO} to the
madication is in the control of the health care Medication Administration Record (MAR),
professional, patient, or consumer..." Clarity of PO, legibility of writing on MAR,
monitoring of transcription of PO to MAR.
According to Lexicomp Qnline, a nationally 1.15. The licensed staff recsived training on the | 10-17.13
recognized drug information resource, indicates further revised Nursing Procedure 68 "Care of
for insulin "Hypoglycemia: The most commen the Client with Diabetes Mellitus" from the Unit
adverse effect of insulin is . Supervisor or designee prior to resuming
hypoglycemia...Profound and prolonged episcdes medication administration.
of hypoglycemia may result in convulsions, 1.16. Pharmacists and RN/HSS responsible for | 11-25-13
unconsclousnass, temporary or permanent brain completing Drug Regimen Reviews were trained
damage, or even death". by the Pharmacy Services Manager and CNS on
the revised Nursing Procedure 68 "Care of the
According to the National institute of Diabetes Client with Diabetes Mellitus" and DRR docu-
and Digestive and Kidney Diseass, a nationally rcrl'izzt;t'c";’: itr]osiﬁgress hypoglycemic reactions to
recognized diabates education resource, website 1.17. Residence NOC shift clinic staff will audit | 11-25-13
www.diabstes.niddk.nin.gov/dm/pubs/hypoglycem PVL 593 "Diabetic Record” and Medication
ia, indicates, "Hypoglycemia, also called low Administration Records to ensure daily monitor-
blood glucosa or law bloqd sugar, occurs when ing of hypoglycemia was documented.
blood glucose drops below normal levels Immediate action will be taken via notification of
-.Hypoglycemia can happen suddenly the Unit Supeivisor or designee, physician, and
~.hypoglycemia can get worse and cause RN/HSS. Staff will be removed from medication
confuston, clumsiness, or fainting. Severe administration duties until after the successful
hypoglycemia can lead to seizures, coma, and completion of Competency Training.
aven death ...For people with diabetes, a blood 1.18. RN/HSS and/or pharmacists will audizthe | 11-25-13
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© W 368! Continued From page 193 W 368|W 368 (cont.) ' ‘

| 4to 12 hours and a onset of 30 minutes,

Areview of the Lantus manufacturer package
insert indicated that Lantus had-a duration of 24
hours. Lantus can have an effect on lowering
blood sugars for 24 hours, A review of Lexicomp
Online indicated that Humulin R had a duration of

Humulin R can have an effect an lowering blood

sugars for 4 to 12 hours and can begin lowering
biood sugar within 30 minutes.

i i the diabsticsraBrd from
ndicated Client 26

-[1.19, Any elevated issues will be reviewed 11-25-13
monthly at the Clinical Quality Management
Council meeting and Medical/Nursing Quality
Management Council mesting, along with any
corrective plans. Governing Body will monitor
-|via Quality Management Council meeting with
further corrective action taken as necessary,
1.20. Program Director is responsible.
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W 368

W 368 (cont.)

2.1, The identified staff who made the
medication emor was removed from clinic duties
pending training on Diabetes Mellitus.

- [2.2. A medication error report was initiated for

Clients 42.

2.3. Physician reviewed the medication error
reports for Client 42, and determined that the
client was not adversely affected,

2.4. Physiclans reviewed Physician Insulin
Orders for accuracy and ease of comprehensive
forall clients wha were administered insulin,

2.5, The curriculum for competency training for
licensed staff on diabetes mellitus was reviewed
by the Medical Director and the Quality
Assurance Director. |t remained appropriate.
2.6. Physicians were notified of blood sugar
level prior to administration of Insulin,

2.7. Staff documented in the Interdisciplinary
Notes contact with physician and response to
information,

2.8. Blood sugar levels outside of normal range
were documented in the Diabetic Record, PVL
593

2.9. RN/MHSS reviewed Health Care Objectives
and plans for all ICF-GTA clients receiving
insulin, and updated as needed.

2.10. Revisions were made fo Nursing
Procedure 68 "Care of the Client with Diabetes
Mellitus" following review by the Medical Diracton
Pharmacist, CNS, ACNS, Executive Director,
Clinical Director, Training Officer |1, and Quality
Assurance Director.

2,11, PVL 593 "Diabetic Record”" was revised to
include column for notification of physician,

2.12. The identified staff who made the medica-
tion error received Competency Training on
Diabetes Mellitus from Staff Devefopment
instructors prior to resuming medication
administration.

2.13. Licensed stalf received training from the
Unit Supervisor or designee on the revised
Nursing Procedure 68 “"Care of the Client with

10-15-13

10-15-13

10-15-13
10-15-13
10-16-13
10-15-13
10-15-13
10-16-13
10-16-13

10-16-13

10-16-13

10-17-13

10-17-13
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hypoglycemia for Client 26,

Medication Administration Records and PVL
593 "Diabetic Records" monthly to monitor
client insulin administration and hypoglycemia.
Immediate actions will be taken to correct any
deficiencies noted. Staff will be removed from
medication administration duties until after the
successful completion of Competency Training.
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Vv 368 (cont.)
W 368 W 368 (2.13 (cont.) Diabetes Mellitus”, revised PVL 583
"Diabetic Record", and Health Care Objectives
and Plans for clients receiving insulin prior to
resuming medication administration,
The psychiatric technicians (psych techs) li,'-M' Nursmg PropedlLllre 68 "Care of t_he Client 10-17-13
continued to administer Lantus and Humulin A ith Diabetes Mellitus” was further revised to
A . include clarity of the Interdisciplinary Notes when
when Client 26 was hypoglycemic. physician was contacted, the accuracy check of
. L . transcribed Physician's order (PO) to the
Humulin R is short acting insulin and may Medication Administration Record (MARY,
promptly lower blood sugars. Humulin R was clarity of PO, legibility of writing on MAR,
administered 6 times when Client 26 was monitoring of transcription of PO to MAR.
hypoglycemic (43 mg/d), 45 mg/d!, 47 mg/dl, 60 2.15. The licensed staff received training on the |  10-17-13
| mg/di, 62 mg/di, 66 mg/d|). further revised Nursing Procedure 68 "Care of
the Client with Diabetes Mellitus” from the Unit
During an interview on 10/15/13 at 11:30 AM, the Supervisor or designes prior to resuming
Psych Tech stated she had administered Client medication administration.
26's insulin. She also stated she thought the 2.16. Pharmacists and RN/HSS responsible for | 11.25-13
physiclan orders were {0 give the insulin when completing Drug Regimen Reviews were trainad
blood sugars were less than 70 mg/d} and then by the Pharmacy Services Manager and CNS on
call the clinician. the revised Nursing Procedure 68 "Care of the
Client with Diabetes Meliitus” and DRR dogu-
mentation to address hypoglycemic reactions to
clients on insulin.
2.17. Residence NOC shift clinic staff will audit 11-25-13
PVI_ 593 "Diabetic Record" and Medication
Administration Records to ensure daily monitor-
There was no ing of hypoglygemig was documfanted_,_ .
mented evidence In the clinical record of L?mjd.ftse action wil b; taken via ]:"t'.f'?at'on gf
daily monitoring for hypoglycemia. During an RS /Hr&]}ls usrie]rc;fle)”f l;)r es'gnej'fp yS'C"Z'?' an
interview an 10/17/13 at 1:30 PM, the Health oo, STl wil be removed from medication,
' administration duties until after the successsul
Services Nurse state‘d there. Wafs no completion of Competency Training.
documentation of daily monitoring for 2.18. RN/HSS and/or pharmacists will audit the | 11-25-13
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W 368 | Continued From page 196 W 358 W 368 (cont.) .

2.19. Any elevated issues will be reviewad 11-25-13
monthly at the Clinical Quality Management
Council meeting and Medical/Nursing Quality
Management Council meeting, along with any
corrective plans. Governing Body will monitor
via Quality Management Council meeting with
further corrective action taken as necessary.
2.20. Program Director is responsible.
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10/17/13 at 1:15 PM, the Health Services Nurse
stated there was no documentation of daily

Unit Supervisor or designee on the revised

Nursing Procedure 68 "Care of the Client with
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W 368 {cont.)
W 368 | Continued From page 197 W 36813.1. The identified staff who made the 10-15-13
medication error was removed from clinic duties
pending training on Diabetes Mellitus.
3.2. A medication error report was initiated for 10-15-13
Clients 43, . ‘
3.3. Physician reviewed the medication error 10-156-13
reports for Client 43, and determined that the
client was not adversely affected.
3.4. Physidcians reviewed Physician Insulin 10-15-13
Orders for accuracy and ease of comprehensive
for all clients who were administered insulin.
3.5. The curriculum for competency training for | 10-18-13
licensed staff on diabetes mellitus was reviewed
by the Medical Director and the Quality
Assurance Director. It remained appropriate.
3.8. Physicians were notified of blood sugar 10-15-13
level prior to administration of insulin.
) 3.7. Staff documented in the Interdisciplinary 10-15-13
The psych techs continued to administer Lantus Notes contact with physician and response to
daily when Client 42 was hypogiycemic. Client 42 information.
had 21 hypoglycemic events from N 3.8. Blood sugar levels outside of normal range |  10-15-13
19448, without a Lantus dosage change. \grg?r}e documented in the Diabetic Record, PVL
During an interview on 10/15/13 at 10:59 AM, a 3.9. RN/HSS reviewed Hea}th Care ijectives 10-16-13
second Psych Tech stated she had administered and plans for all ICF-GTA clients recelving
Client 42's insulin. She also stated that you insulin, and updated as ”‘Ze‘jed- ,
always give the Lantus insulin, She said that the :;'10' Ee"%g—']%weref'?ﬁ %lt.o '\iur‘?’tﬁ%. ) 10-16-13
Lantus should always be administered even with Mr"lﬁe ire vo “Lare of the Llient with 'aD.EtBS
low blood sugars. ellitus fol[owmg review by the Medlc_al irector,
Pharmacist, CNS, ACNS, Executive Director,
Clinical Director, Training Officer Il, and Quality
Assurance Director.
3.11. PVL 593 "Diabetic Record" was revised to| 10-16-13
include column for notification of physician.
3.12. The identified staff who made the madica-| 10-17-13
tion error received Competency Training on
Diabetes Mellitus from Staff Development
There was no documented instructors prior to resuming medication
evidence In the clinical record of daily monitaring administration.
for hypoglycemia. During an interview on 3.13. Licensed staff received training from the | 10-17-13
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Continued From page 198 _
monitoring for hypoglycemia for Client 42,

Areview of the Lantus manufacturer package
insert indicated that Lantus had a duration of 24
hours, L antus can have an effect on lowering
blood sugars for 24 hours. According to
Lexicomp Online Lispro has a duration of about 5
hours. Lispro can have an effest on lower blocd
sugar for about 5 hours.

W 368

W 368 (cont.) .
3.13 (cont.) Diabetas Mellitus", revised PVL 593
"Diabetic Record”, and Health Care Objectives
and Plans for clients receiving insulin prior to
resuming medication administration,

3.14. Nursing Procedure 68 "Care of the Client
with Diabetes Mellitus" was further revised to
include clarity of the Interdisciplinary Notes when
physician was contacted, the accuragy check of
transcribed Physician's order {(PO) to the
Medication Administration Record (MAR),

clarity of PO, legibility of writing on MAR,
monitoring of franscription of PO ta MAR. |
3.16. The licensed staff received training on the
further revised Nursing Procedure 68 "Care of
the Client with Diabetes Mellitus” from the Unit
Supeivisor or designee prior to resuming
medication administration,

3.16. Pharmacists and RN/HSS responsible for
completing Drug Regimen Reviews were trained
by the Pharmacy Services Manager and CNS on
the revised Nursing Procedure 68 "Care of the
Client with Diabetes Mellitus" and DRR docu-
mentation to address hypoglycemic reactions fo
clients on insulin, _

3.17. Residence NOG shift clinic staff will audit
PVL 593 "Diabetic Record" and Medication
Administration Records to ensure daily monitor-
ing of hypoglycemia was documented.
Immediate action will be taken via notification of
the Unit Supervisor or designee, physician, and
RN/HSS. Staff will be removed from medication
administration duties until after the successful
completion of Competency Training.

3.18. RN/HSS and/or pharmacists will audit the
Medication Administration Records and PVL
593 "Diabetic Records" monthly to monitor

client insulin administration and hypoglycemia.
Immediate actions will be taken to correct any
deficiencies noted. Staff will be removed from
medication administration duties until after the
successful completion of Competency Training.

10-17-13

10-147-13

11-25-13

11-25-13

11-25-13
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3.19. Any elevated issues will be reviewed 11-25-13
monthly at the Clinical Quality Management
Council meeting and Medical/Nursing Quality
Management Council meeting, along with any
corrective plans. Goveming Body will monitor
via Quality Management Council meeting with
further corrective action taken as necessary,
3.20. Program Director is responsible.
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66 mg/d!

The psych techs continued to administer the
Lantus and Lispro when Client 43 was
hypoglycemic.

i glycemic everts from
ith blood sugars as low as
blood sugars in the 30s (30

mg/dl, 32 mg/dl, 32 mg/dl, 33 mg/dl, 34 mg/dl, 37
tmg/dl) . On average Client 43 was hypoglycemic
once every 1.6 days (57 days divided by 36
hiypoglycemic events).

ere was no
ocumented evidence in the clinical record of
every shift monitoring for hypogiycemia. During
an interview on 10/17/13 at 1:30 PM, the Health
Services Nurse stated there was no
documentation of monitering every shlﬁ for
hypogiycemia for Client 43.

During an interview on 10/15/13 at 1:30 PM, the
Medical Director stated that hypoglycemia was a
significant concern for clients recsiving insulin.
He also stated that if blood sugars drop too low it
would be an emergent situation which could lead
to death. He said that for blood sugars that were
around 70 mg/dl to 80 mg/dl and below he would
expect the psych techs to hold the insulin and cajl
the clinician.

Client 26, Client 42, and Client 43 received insulin
when they were hypoglycemic which would

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
. A BUILDING
R-C
05G014 B. WING 10/25/2013
NAME OF PROVIDER OR SUPPLIER STHEET ADDRESS, CITY, STATE, ZIP CODE
26501 AVENUE 140
ORTERVILLE DEVELOPMENT CENTER -DP ICF/ID
P f PORTERVILLE, CA 93257
(X4) ID SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF GORREGTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTICON SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
- DEFICIENCY)
W 368 | Continued From page 201 W 368

FORM CMS-2667(02-99) Previous Versions Obsolate Event ID: XQS512

Fagility ID: CA040000239

H continuation sheet Page 202 of 234




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

PRINTED: 12/11/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIERIGLIA
IDENTIFICATION NUMBER:

{X2} MULTIPLE CONSTRUCTION

{X3) DATE SURVEY

The facility must store drugs under proper
conditions of temperature.

This STANDARD is not met as evidenced hy:
Based on observation, interview and document
review the facility failed to ensure the safe
storage of refrigerated medications whan
temperature excursicns, temperatures not within
36 degrees Fanrenheit tc 46 degrees Fahrenhsit,
were not acted upen.

Findings:

Areviaw of the facllity policy entitled Drug
Control/Medication Errors dated 12/12 indicated "
Drugs are stored at proper temperature
..Refrigerator tamperature Is maintained
thermostatically between 36 degrees Fahranhaeit
and 46 degrees Fahranhelt, "

An observation 10/16/13 at 10:50 AM of the
Pharmacy medication refrigerator revealed that
the thermometer indicated temperatures as low
as 35 degrees Fahrenhel (F). The refrigerator
had several vaccines stored inside which
included Tetanus, Hepatitis A, Hapatitis B,
Rabies, and Pneumococcal.

Vaccines that are not appropriately stored {below
36 F and above of 46 ) may reduce in potency.

confirmed that the identified vaccines stored in
the pharmacy refngerator were not adversely
affected by the deviation from the temperature
range noted on the log, and the vaccines did.
not need to be discarded.

2. The pharmacy temperature log was
modified with instructions on what to do if the
temperature is out of range.

3. Pharmacy staff were trained by the Pharmacy
Services Manager or desngnee on the use of the
revised log.

4. A purchase order was subm|tted for new
pharmaceutical grade refrigerators and freezer
with product temperature sampling, continuous
temperature monitoring, web-based access to
temperature data, tamper-proof data integrity,
and high/low temperature alarm system.

5. Pharmacists will monitor the temperature log
via rounds at least monthly. Any concems will
be elevated to the Pharmacy Servnces Manager
for further actions.

6. Issues reguiring further actions will be
reviewsd maonthly at the Administrative Quatity
Management Council meetings, along with any
corrective plan. Governing Body will monitor via
manthly Quality Management Council meeting
with further corrective actions taken as
necessary.

7. Pharmacy Services Manager is responsible.

A. BULDING COMPLETED
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05G014 B. WING 10/25/2013
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W 368 | Continued From page 202 W 368
further lower blood sugar and expase them o the '
risk of severs hypoglycemia that could lead to
 organ damage or death. _
W 378 483.460(1){1) DRUG STORAGE AND W 378|w 378
AECORDKEEPING 1. Phamaceutical Gonsultant [l from CDPH 10-16-13

11-20-13

11-20-13

11-25-13

11-25-13

11-25-13
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W 378 | Continued From page 203 W 378 |Porterville Developmental Center is committed tq
A review of the Porterville Developmental Center the health and well-being of the clients served
temperature log indicated " if the refrigerator and in the implementation of systems to ensure
temperature is below the 36 to 46 F range that.the Cond.mon of Féartlc_lpatlon for Phys;ca!
...adjust the thermostat and retake the ETV'ronmth s met. i pecific ple;)nsl of correction
temperature in one hour ...If the second © zted todt € gorr;c Ive actions ?OW are
refrigerator ...reading is outside ...the ...range, call addressed under the appropriate tags.
Plant Operations and fill out a work order for '
repair. Until repaired, all heat labile medications WA06 #1 (See also WAO7, W436, and W454)
 MUST be stored in an alternate refrigerator - All food in the kitchens on units 5, 6, 21, 23, 25|  10-14-13
andfor freezer." The log indicated the following 286, and 36 that criginated from the Main Kitchen
temperatura excursions without any documented were discarded. Emergency food plan was
action taken for the excursion: immediately activated.
33F-August 27, 2013 - The use of the Main Kitchen was suspended, | 10-14-13
35F-October 14, 2013 and a satellite kitchen was set up to be used for |
35F-Qctober 15, 2013 food preparation until the grout issues were
: resolved,
During an interview on 10/16/13 at 11:15 AM, the - Facility Vector Control immediately sprayed 10-14-13
Pharmacy Manager stated it did not appear that kitchen areas on units 5, 6, 21, 23, 25, 26, 38,
there was any follow up cn the above Main Kitchen, and the satellite kitchens.
documented temperature excursions, He also - All floor surfaces, utensils, dishes, kitchen 10-15-13
stated that he would follow up to ensure that surfaces in kitchens on units 5, 6, 21, 23, 25, 28,
action is taken and documented when refrigerator 36, the Main Kitchen, and the satellite kitchen
temperature excursions occur. werte cleaned.
- Facility Vector Control laid traps in the kitchen | 10-15-13
The facility did not pravide evidence that the areas on units 5, 8, 21, 23, 25, 26, 36, the Main
refrigerator temperatures excursions were acted Kitchen, and the satellite kitchen.
upon. - Outside consultant from Department of Public 10-15-13
{W 406} | 483.470 PHYSICAL ENVIRONMENT {W 406} |Health, Environmental Science division (DPH-
) . EVS) was contacted.
The facility must ensure that specific physical - Outside consultant from DPH-EVS advised the| 10-17-13
environment requirements are met. facility and provided a written summary of the
actions discussed.
- Emergency contracts with outside Vector 10-22-13
‘ . Control company was established for treatment
This CONDITION is not met as evidenced by: services. o
Based on observation, document raview and - Acting Director of Dietetics developsad new 10-23-13

interviews, the Condition of Participation for
Physical Environment was not met.

Dietetics Procedure L-19 "Produiction - Cleaning
Procedure” on the sanitation process to be used
prior to and after food preparation, Dietefics
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{W 406} | Continued From page 204 (W 4pg}|(cont)

Procedures E-10 "Presentation - Cleaning
Procedure” and D-10 "Production - Food
Storage/Receiving Procedure” were revised.
- Dietetics staff were trained by the Acting 10-23-13
Director of Dietetics or designee on the new and
revised procedures.

- Supervising Housekeeping Supervisor Il 10-23-13
developed procedure for "Housekeeping Vector

Findings:

The Central Kitchen and the residence kitchens
were not maintained in a sanitary manner and
there was an ineffective pest control program in
place. An Immediate Jeopardy was called on

10/14/13 and abated an 10/23/13. These failures Controf". )
resulted in a POtthial Ii”fBCﬁO" control problem - Janitorial staff were trained by the Supervising | 10-23-13
due to the contamination of food served to clients Housekeeping Supervisor lit or designee on the
and infestation throughout the whole facility it the new procedure "Housekeeping Vector Controi".
pests were not adequately controlled. - Facllity Bulletin 144 "Pest and Animal Control” | 10-23-13
) was revised. :
The facility did not provide oversight for the - Dietetics staff, janitorial staff, and Program 5 11-25-13
kitchen in the Blue Heron. There were no . staff were trained by their supervisors or
systems in place to ensure that the potentially designees on the revised Facility Bulletin 144
hazardous food (chicken salad} was cocled "Pest and Animal Control".
properly and was not held at unsafe - Dietetics Supervisors, Housekesping Super- 11-25-13
temperatures. An Immediate Jecpardy was visors and Unit Supervisors will monitor unit
called on 10/18/13 and was abated on 10/18/13. environment and staff compliance via daily
These fallures had the potential to affect clients rounds. Program Management and Quality
-and all individuals who ate at the Blue Heron with Assurance will monitor via monthly rounds.
serious food-borne iliness which could result in - Any issues requiring further actions will be 11-25-13
serious nausea, vomiting, dehydration and even reviewed monthly at the Glinical Quality
death, Management Council meeting. Governing Body
will monitor via monthly Guality Management
The facility did not implement Step 12 in the plan - | Council meeting with further corrective actions
of correction for the annual recerification survey taken as necessary.

in July, 2013, for W 406, when there was no
evidence provided that all the clients in Program

'| 5 were assessed for appropriate placement WA06 #2 (See also W407, W436, and WW454)
based on their ages, developmental and social (cont)
levels. . : - Acting Director of Dietetics provided on-site 10-18-13
training to the Blue Heron staff on Dietetics
The facility did not implement the plan of procedures associated with sanitation, safe cold
correction for the annual recertification survey in food handling and set up/service of cold food
July, 2013, for the required adaptive equipment items. o .
needed by Client 21, - Acting Director of Dietefics reviewad the 10-18-13

system for tracking food temperatures and food
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WA40B #2 (See also W407, WA438, and W454)
(cont.)

temperature log, and provided training to the
Biue Heron staff. Acting Director of Dietetics
also conducted an environmental check of the
Blue Heron, and identified areas that needed to
be corrected

- Director of Central Program Services who 10-18-13
oversee the Blue Heron set expectation for the
Biue Heron staff on Dietetics procedures
associated with sanitation, safe cold food
handling, set up/service of cold food items, and
food temperature log.

- Program 5 L.OGC staff were trained by their Unit | 10-20-13
Supervisors or designees on Infection Controj
Guideline 3.14 "Food-borne llinesses".

- Food Services Supervisors will monitor Blue 10-20-13
Heron food preparation and service of cold foods)
no less than twice per week.
- Any issues requiring further actions willbe .| 11-25-13
reviewed monthly at the Clinical Quality
Management Gouncil meeting. Governing Body
will monitor via monthly Quality Management
Council meeting with further corrective actions
taken as necessary.

WA06 #3 (See also W407, W436, and \W454)
- A Teview of assessment information for clients 11-24-13
residing in Program & was conducted to ensurs
appropriate placement based on developmental
and functioning levels, and sociallmedical needs.
- An IPP review and/or Emerging Risk -1 11-24-13
Notification/Evaluation meeting was held to
address each Program 5 client's placement. Any
clients identified as requiring further assessment
for possible alternate placement was referred io
the Interdisciplinary Team.

- Program Director will monitor and review the 11-24-13
assessment pracess and Interdisciplinary Team
recommendations for appropriateness of
placement.

- Program Management will conduct monthly 11-24-13
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reviaw of the unit population/client grouping via
the Overview System Comprehensive Assess-
ment of Risk (OSCAR) meetings. .
- Any issues requiring further actions will be 11-25-13
reviewed monthly at the Clinical Quality
Management Council mesting. Goveming Body
will monitor via monthly Quality Management
Council meeting with further corrective actions
taken as necessary. '

WA0B #4 (See also WA07, WA38, and W454)
- Unit LOC staff were trained by the Unit 11-25-13
Supervisor or designee on Client 21's Approach-
es & Strategies regarding adaptive eguipment.

- Pragram 5 |PC's were trained by the Program 11-25-13
Assistant or designee on monitoring dient use
of adaptive equipment. ‘

- IPC's will monitor client use of adaptive equip- 11-25-13
ment via rounds at least monthly.
- Senior PT/Nursing Person In Charge will 11-25-13
ensure daily adaptive equipment check had been|
completed.
- Unit Supervisor and/or Senior PT will monitor 11-25-13
client adaptive equipment use at meals at least
monthly.

- Any issues requiring further actions will ba 11-25-13
reviewed monthly at the Clinical Quality
Management Council meeting. Governing Body
will monitor via monthly Quality Management
Council meeting with further corrective actions
taken as necessary.

|
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| facllity failed to provide documented evidence that

The facility must not house clients of grossly
different ages, developmental levels, and social
needs in close physical or social proximity unless
the housing is planned to promate the growth and
development of all those housed together.

This STANDARD is not met as evidenced by:
Based on documeant review and interviews, the

all clients in Program 5 were assessed for
appropriate placement.

Findings:

Areview of the Plan of Correction that was
recefved in the CDPH office on 9/6/13 indicated
that Step 12 of the correction plan for W 102, W
122, W 127, and W 407, stated that " All clients
in Program 5 were assessed by the ID Teams for
appropriate housing based on ages,
developmental levels and sacial needs. Teams
reviewed client assessments to ensure the
assessments are current, valid and accurate. " A
spread sheet was presented as evidence that all
the clients had been assessed. The spread
sheet listed each client's name, date of
assessment, unit, age, tha different assessments
used to vetify the assessment of correct
placement, whether clients had a history of
sexusl hehaviors or of being victimized and

1. A review of assessment information for
clients residing in Program & was conducted to
ensure appropriate placement based on
developmental and functioning levles, and social
and medical needs. .

2. An IPP review and/or Emerging Risk
Notification/Evaluation meeting was held to
address each Program 5 client's placement.

3. Any client identified as requiring further
‘assessment for possible alternate placement
was referred to the Interdisciplinary Team. If
alternate placement was identified, an IPP
review was held upon receipt of the assessment
to discuss finding and address any
recommendations. - :

4. Program Director will monitor and review
the assessment process and Interdisciplinary
Team recommendations for appropriateness of
placement.

5. Program Management will conduct monthly
review of the unit pepulation/client grouping via
the Overview System Comprehensive Assess-
ment of Risk (OSCAR) meetings.

6. Program OSCAR meseting reports will be
reviewed monthly at the Clinical Quality
Management Council meetings. Any elavated
issues will be raviewed by the Governing Body
via Quality Management Council meeting with
further corrective action taken as necessary.

7. Clinical Director is responsible.
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{W 406} | Continued From page 205 {W 406}
These failures resuited in the Condition of
Participation far Environmental Services to be
determined to be not met,
See W 407, W 436, and W 454
{W 407} { 483.470(a)(1) CLIENT LIVING ENVIRONMENT {W 407} |W 407

11-24-13

11-24-13

11-24-13

11-24-13

11-24-13

11-24-13
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columns for the unit supervisor and program
director to fill in dates when all the assessments
were complete and had been reviewed. All of the
dates for unit supervisors and program director
were blank except for the spread sheet for
Residence 21, which had unit supervisor review
dates of 6/23/13. There were several dates of -
different assessments used for evaluating clients
that were more than two years old on each
spread sheet except for that of Residence 28.

In an interview with Program Management staff
on 10/23/13 at 11:00 AM, she stated that the
spread sheet was the only evidence the facility -
had for verification that all assessments had been
completed by the correction plan date of 6/28/13.
Program Staff stated that all the unit supervisors
had reviewed the spreadsheeis and that all the
assessments were current, accurate and valid,
She stated that the spreadsheet was used to
determine who would be moved to which
residence. When questioned why the dates of
some assessments were more than two years
old, Program Staff could not explain why that was
except to say she thought those dates had just
not been updated. She stated that she was sure
that more current assessments had been used to
evaluate clients for appropriate placement.
Program Staif could not explain why there was no
documentation of review dates by the unit
supervisor or herself noted on the spread sheets.
When asked what evidence Program Staff could
provide to verify that all clients, not just those who
had heen moved to different residencss, had
been assessed, she stated that the spreadsheet
was the evidence. When asked how the spread
sheet provided evidence of assessmant, she
could not explain that idea.
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In an interview with Facility Management on
10/23/13 at 12:00 PM, she stated that the tacility
had evidence that the 20 clients who had moved
to different residences had all been assessed;
however, she had checked with unit supervisors
and different members of the Interdisciplinary
Teams and they had not kept any evidence of
assessments being-done cn clients who wera not
moved off of the residences.
On 10/24/13 at approximately 8:00 AM, facility
management provided e-mails from 119613
Interdisciplinary team members sharing
information concerning client assessments for
seven named clients. There were also several
e-mails that showed general information of 11-25-13
assessments were being done on the residences
but did not list specific cfients being assessed.
Reports also were provided that showed general 3. Program 5 IPC's were trainad by the 11-25-13
client groupings according to residence but still Program Assistant or designee on monitoring
did not document individual client assessments, client use of adaptive equipment.
{W 436} | 483.470{g)(2) SPACE AND EQUIPMENT {W 436} |4 IPC's will monitor client use of adaptive 11-25-13
' . equipment via rounds at least monthly for client
The facility must furnish, maintain in good repair, observation. Any concerns will be elevated to
and teach clients to use and to make informed mirﬁl'}t[ Issjgirglzgr' and documented in the
ﬁg;’r‘i}ﬁ; ::g létﬂt:é? gg;ﬂ:nei;‘;%fﬁs’ ?i’;g'i‘?‘:gz’s' 5. Senior PT/INPIC will ensure daily adeptive | 11-25-13
and other devices identified by the equipment check had been completed.
interdisciplinary team as needed by the client. 6. Unit Supervisor and!_or Senior PT, Prlogram 11-25-13
Management, and Quality Assurance will
mionitar client adaptive equipment use at least
monthly, and document any findings.
. i i 7. Rounds findings and any issues requirin 11-25-13
This STANDARD s not met as evidenced by: further actions wiglal be revie\}ﬁ,ved monthﬁy at tﬁe
Based on document review and observation, the Clinical Quality Management Council meeting,
facility failed to implement the plan of carrection along with any corrective plans. Governing Body
for the previous recertification survey of July, will monitor via menthly Quality Management
2013 when 1 sampled client, {Client 21} was not Council meetings with further corrective actions
proviced the required adaptive equipment. taken as necessary.
8. Program Director is responsible.
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the Immediate Jeopardy on 10/23/13 at 4:00 PM.

Main Kitchen, the satellite kitchen on residence
22, and the kitchen area on residences 5, 6, 21,
23, 25, 26, and 36. Each trap was marked with

date and location.
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' DEFICIENCY)
‘ . wass,
{W 436} | Continued From page 208 (W 436} 1.1. All food in the ICF-GTA residence kitchens | 10-14-13
: that originated from the Main Kitchen were
S discarded.
Findings: 1.2. Emergency food supplies with associated 10-14-13
. . menu changes were implemented immediately.
Ameal observation for Client 21 on 10/21/13 at 6 1.3. All 2000-hour client snacks for 10/14/13 not|  10-14-13
PM .and on 10/22/13 ajt 12:00 EM was conducted. packaged in cans were substituted with
During these observations, Client 21 was not alternative food items not from the Main Kitchen. :
provided with non-skid-plate-mat. 1.4. All canned supplements designated for 10-14-13
{W 454} | 483.470(1)(1) INFECTION CONTROL {W 454} |client snack orders were sanitized with alcohol
wipes prior to being distributed to clients.
The facility must provide a sanitary environment 1.5. The use of the Main Kitchen was suspended  10-14-13
to avoid sources and transmission of infections. until the grout issue in the Main Kitchen had
been corrected and the pest infestation had heen
] eradicated. A satellite kitchen was designated
This STANDARD is not met as evidenced by: for use on residence 22 to be used for food
Based on observation, client and staff interviews preparation until the Main Kitchen returned to
and facility documents, the facility failed to: use. - ‘
| 1.6. Facility Vector Control immediately sprayed| 10-14-13
' kitchen areas on residences 5, 6, 21, 23, 25, 26,
a. Follow manufacturer's instructions on the use 36, the Main Kitchen, and the satellite kitchen on
of the chemical pesticide, failed to pravide residence 22. _
guidance on the effective management of the 1.7. .}anltonal staff completeq extepswe deep 10-15-13
cockroaches by failing 1o ensure that the cracks Clean".‘g of al E’O%r sthrfa;%eszlg gg kg‘ghﬁ? ah;iegs
in the floors and walls were sealed to prevent the ;ﬂgﬁ:;} e;rfgi‘hé entollis Kihen o rosi deen;'”
harbering of the cockroaches. The different o9 '
departments failed to bring attention ta the 1.8. All utensils, dishes and surfaces on all 10-15-13
problem by failing to inform the. infection contral kitchens on residences 5. 6. 21. 23. 25. 26. 36
pomnjilte.e. In additipn the facllity failed to fDHOW the Main Kitchen, and the satellite kitchen on
its guidelines by falling to c.ontract with an outside residence 22 were cleaned prior to use.
vendor when the pest services were necessary, 1.9. The two identified drains in the Main Kitcher| 10-15-13
were coverad with wire netting.
[mmediate jeopal’dy was dGC1_ar@d on 1 0/1 4/1 3 at 1.10. Any paper goods not stored in sealed 10-15-13
5:40 pm. A corrective action plan was provided by containers were discarded.
the facility administrator on 10/14/13 at 8:42 Pi. 1.11. Identified water leaks on residences 21 10-15-13
After review of evidence of implementation of the and 23 were repairad,
gorrective action plan, the survey team abated 1.12. Facility Vector Control laid traps in the 10-15-13
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{W 454} | Continued From page 209 {W 454}|W 454 (cont.)
ensure that food was stored at the approprlate of Public Health, Environmental Science division

(DPH-EVS) was contacted
1.14. All prepared food in the Main Kitchen and | ~10-16-13
all dry goods in the plastic bins in the Main
Kitchen were discarded.

1.16. Qutside consultant from DPH-EVS advised 10-17-13
the facility during the tour of the Main Kitchen,
sateliite kitchen on residence 22, and one
residence kitchen.

1.16. A written report providing a summary of 10-17-13

temperatures to prevent the growth of
microorganisms that could result in food borne
iliness. The Blue Heron, a-cantract food vendor,
did not cool down cooked chicken used in the
preparation of a chicken salad according to
recognized food safety standards. Cooked
potentially hazardous foods that are subject to .
lime and temperature control for safety are best

cooled rapidly within 2 hours from 135 to 70 discussed actions was received from the outside
degrees Fahrenheit{F) and within 4 hours to , constltant from DPH-EVS.
approximately 41 degrees F. The total cooling 1.17. Two outside Vector Control companies 10-17-13
time from 135 degrees to 41 degress F should (Orkin Pest Control and Eco Lab Pest Services)
not exceed 6 hours. The facility failad to provide wers toured through the Main Kitchen and
any oversight on the operation of sanltary and residence kitchens, and requested 1o provide
safe food service operation. contract bid for treatment services.
1.18. Bids were received from outside Vector 10-21-13
Immediate Jeopardy was declared on 10/18/13 at Control companies for treatment services.
11:20 AM. A corrective action plan was provided 1.18. Emergency contract was completed for 10-22-13
by the facility administrator on 10/18/13 at 1:15 Orkin Pest Confrol to provide emergency clean-
PM.. After review of evidence of implementation out services for the Main Kitchen and the.
of the corrective action plan, the survey team kitchens on residences 5, 6, 21, 22, 23, 25, 26,
abated the Immediate jeopardy on 10/18/13 at ' and 36_. Orkln Pest Control started services for
115 PM. : the Main Kitchen and then progressed to the

residence kitchens.
1.20. The Main Kitchen, the satellite kitchen on | 10-23-13
residence 22, and the kitchen on residences 5,
B, 21, 23, 25, 26, and 36 received daily pest
treatments in accordance with manufacturer's .
recommended use until the contract with the
outside Vector Control services took effect.
1.21. Acting Director of Dietetics developed new| 10-23-13
Dietetics Procedure 1.-19 on the sanitation

¢. Ensure that reheated eggs was at a
temperature to limit the growth of
microorganisms, Section 3-403.11 of the 2009
Food Code states that "potenttalty hazardous food
{timeftemperature control for food safety) that is
cooked, cooled and reheatad for hot holding shall
be reheated so that all pars of the food reach a

temperature of at least 165 degress F for 15 process Lo be used prior to and after food
seconds";  |preparation. Dietetics Procedures E-10 and

o ‘ D-10 were revised. Staff on duty were trained on
Findings: the new and revised procedures by the Acting

Director of Dietetics or designee.
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{W 454} | Continued From page 210 (W 454} WV 454 (cont.)
1. During the tour of the tacllity central kitchen on 1.22. Supenvising Housekeeper lll developed 1 10-23-13
10/14/13 at approximately 3:50 PM,.a food mixer procedure for Housekeepmg Vector Control”.
with bowl attached was fourid to contain several Staf; O”Sd”ty were t;a:nedkon the ﬂfw %roqed“re
black specks resembling coffee grounds. In ¥ the Supervising Housekeeper |l or designae.
addition. there was a dead brown colored insact 1.23. Facillty Bulletin 144 "Pest and Animal 10-23-13
A ! . Control" was revised. '
‘E;ge)brgwth" fow m'f””Jez I(?rter,l_threenst?]”nall 1.24. Dietetics staff and janitorial staff were 121313
( !t, ; a tthS tv;ere roun cl aw lngbo te' trained by their supervisors or designeeas on the
fg\:‘;‘ai} d":’;eg | r‘; m;fl“;r i t%st?]r 0 Sg;"’ag‘(’)’;r ds revised Facility Bulletin 144 "Pest and Animal
ach ne ec g Control”.
stored on the counter. 1.25. Program 5 L.OG staff and GPS LOC staff | 12-13-13
, . were trained by their Unit Supervisors or
Underneath the counter were approximately nine designees on the revised Facility Bulletin 144
dead roaches. At Ieas't one of the roaches had an "Pest and Animal Control”,
egg case attached to its abdomen, 1.26. Janitorial staff will inspect daily for signs of  10-23-13
_ pests, and report positive findings to Facility
Continued tour of the kitchen revealed a pool of Vector Control via work order.
water on the floor next to the ice machine. There 1.27. Dietetics staff will inspect daily for signs of| 10-23-13
was a piece of blue plastic with foam that pests, and report positive findings to Facility
appeared to be the battery covar of unidentified Vector Control via work order.
electrical equipment on the window sill in the 1.28. Facility Vector Confrol will inspect traps, 10-23-13
kitchen. The cover had light brown markings that document findings in the Vector Trap log, and
resembled dried roach uring. On the foam were replace with new traps as needed.
dark brown specks that resembied coffee 1.28. Dietetics Supervisors will monitor 10-23-13
grounds, production and presentation processes to ensure
sanitation procedure had been followed.
Atour of the dish room revealed two more dead Immediate actions will be taken ta correat any
roaches. There was also water on the floor in the gm'c"?(”‘{'es dogse;" eg.du”.”g rsounds'. Staff wil
dish room, There were several broken floor tiles © re-trained by the Dietetics Supervisors on
and grout lines throughout the kitchen. At zro_oedures;ppllcable to the deficiencies found
. X ! ; uring rounds.
f;]pep{)ﬁgﬂ::esl%:; 5a Zg‘a'dn :ig?geﬁaieﬁgggt;daas 1.30. Housekeeping Supervisors will monitor - 10-23-13
» . , . janiterial staff compliance via rounds. Immediate
gomer of the walk-in refngeraton TZ‘S refrigerator actions will be taken to correct any deficiencies
is used 1o store food items prepared ahead for observed during rounds. Staff will be re-trained
use the following day. by the Housekeeping Supervisors on the
. o : applicable procedure,
There were rodent droppings inside a closet used | 1.31. Unit Supervisor, Program Management,
to store brooms and staff jackets and sweaters. and Quality Assurance will monitor unit
The amount of droppings covered approximately environment and signs of pest via rounds
one quarter of this bottom of the cioset. There

FORM GMS-2567(02-99) Previous Versions Obsolsle

Event ID:XQS512 .

Facillty iD: CAD40000239

If continuation sheet Page é11 of 234




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

PRINTED: 12/11/2013
FORM APPROVED
OMB NO, 06938-0391

STATEMENT OF DEFICIENCIES {x1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING , COMPLETED
R-C
05G014 B. WING 10/25/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
. 26501 AVENUE 140
E VELOPMENT - ICF/IID
PORT HVILFE DEVELO CENTER - DP ICF/ PORTERVILLE, CA 93257
[Xa} 1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORREGTION {x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG BEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-AEFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
{W 454} Continued From page 211 W 454} (W 454 (cont.) E
was a mouse bait trap. There were no mice 1.31 {cont.) on the residences. Immediate
caught in the bait trap, but there were other actions will be taken to correct any deficiencies
insects in the trap. Al the identified roaches were observed during rounds, and findings will be
the German cockroaches. documented. :
1.32. Rounds findings and any issues requiring | 10-23-13
The Supervising Cock (SC) and the Acting further actions will be reviewed monthly at the
Director of Dietetics (ADD) were present during Clinical Quality Management Council meeting,
all the observations. The SC and ADD were alonyg with any corrective plans. Goveming Body
informed that the kitchen had a roach infestation. will monitor via monthly Quality Management
They both stated the kitchen is sprayed to keep fokuncn meetings with further corrective actions
aken as necessary.
downlthe roaghes and that the frequency of 1.33. Administrative Services Director is
spraying had just been increased to once a responsible
month. They both explained that tha dietetics '
department was responsible for cleaning food
equipment and counters and that tha
Housekeeping department was responsible for
the floors. It was unclear who was responsible for
cleaning the nine roaches found underneath the
cabinets. ,
According to the University of California
Agriculture and Natural Resources Past Notas
Publication 746, May 2007 on Cockroaches state
“Live and dead cockroaches, cast skins, egg
capsules and droppings ...are evidence of an
infestation."
Immediate Jeopardy was declared on 10/14/13 at
5:40 PM. A corrective action plan was provided by | -
the facility administrator on 10/14/13 at 8:42 PM,
After review of evidence of implementation of the
corrective action plan, the survey team abated
the Immediate Jeopardy on 10/23/13 at 4,00 PM.
At approximately 6:00 M, the survey team
conducted a check of all the patient area
kitchens. Three of the five residences
(Residences 21, 23, 36) had either live or dead
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Agriculture and Natural Resources Pest Notes

surfaces, utensils, and dishes prior to re-opening
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_ W 454 (cont.)
{W 454} | Continued From page 212 {W 4B54}|2.1. Chicken salad was discarded from the Biug| 10-17-13
roaches. Roaches had been identified at the Heron.
previous survey in Residence 21, One residence 2.2. Effective 6:30 pm, Blue Hergn sold only 10-17-13
{Residence 23) had both roaches and mice pre—packaged, ready—to—(?at food items and food
droppings. items prepared on the grill.
2.3. All prepared food at the Blue Heron were 10-18-13
According to the bookiet titled "Effective discarded. \
Management of Cockroach Infestations" by the 10-18-13
County of Los Angeles Vector Management ‘
Program, "the German cockroach is the mast
common of the cockroach spacigs". This species :
reproduces more rapidly than the other common 2.5 No other clients were affected. 10-18-13
pest cockroaches. Garman cockroaches are 2.6. Acting Director of Dietetics provided on-site | 10-18-13
belleved to be capable of transmitting disease training to the Blue Heron staff on Dietetics ‘
causing organisms such as Staphylococcus spp., procedures associated with sanitation, safe cold
Streptococcus spp., hepatitis virus, and coliform food handling and set up/service of cold food
bacteria. They also have been implicated in the items.
spread of typhoid and dysentery. They prefer food | 2.7. Acting Director of Dietetics reviewed the 10-18-13
preparation areas, kitchens, and bathrooms system for tracking food temperatures and food
because they favor warm, humid areas that are temperature log, and provided training to the
close to food and water, Blue Heron staff. :
2.8. Acting Director of Dietetics conducted an 10-18-13
An interview was conducted on 10/15/13 at environmental check of the Blue Heron, and
approximately 10:00 AM with the Pest Control identified areas that needed to be corrected.
Technician (PCT). He stated that he used a 2.9. The Blue Heron Managei/Vocational 10-18-13
certain chemical (ULD BP3C0} to spray the Instructor was verified to be currently certified as
kitchen and that lately he needed to spray more Food Safety Manager. .
frequent!y. He also stated he wanted to check if 2.1_0.. Acting Dlrz_actor of Distetics and Food 10-18-13
he could spray more frequently because of the Sefvices Supervisor Il conducted follow-up
continued problems with the roaches, He 22?&:2 densure identified areas had been
T e B
He further acknowledged that no other efg‘fgg{i?g;zg‘;cgf g'\?vr.?r:‘ Staf’; Ot!’ D'eteft'cs "
approaches (such as use of baits) had been E)od handling, set ue/senl.rics ?J?lc?ziﬁ?égg i?e?r?s
attempted other than chemical spraying. He and food temp;eratufe log. ' '
indicated that he kept a record of these sprayings 2.12. The Blue Heron Manager/Vocational 10-18-13
in a log. Instructor reviewed and updated the Food
. ) o Storage Manual at the Blue Heron;
According to the University of California 2.13, Blue Heron staff completely sanitized all | 10-18-13
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Publication 746 , May 2007, chemical control
alone doos not irradicate the problem of roach
Infestation. :

Review of the log titled "Pest Coniro! Spray at
Main Kitchan & Stores" showed that the PCT
documented that he "fogged" {the spraying of
insecticides into air to form a fog) the MK (central
kitchen) on "9/27/13" and sprayed MK, Dietetics,
Warehouse and Doc [sic] on "10/2/13" and
"10/9/13". On the log titled "Pest Control Trap
Locations at main Kitchen & Stores” the kitchen,
warehouse, dock and dietetics were listed hut
only one mouse trap was ohserved when the
initial tour was conducted on 10/14/13.

At approximately 1;45 PM on 10/15/13, several
men were observed in the kitchen sealing the
floor grout lines. The mason was interviewed on
whether he had been asked in the past by the
PCT or the kitchen staff to seal grout lines and
broken floor tiles. He stated that he had never
been asked to fix any floor tiles or masonry in the
kitchen.

According to the Los Angeles County haokiet the
integrated approach is the most effective means
of controlling a cockroach infestation and
preventing its reoccurrence. Suggestions include
reducing food and water scurces, eliminating
hiding places, consider using baits, avoid sprays
if possible, and use traps to monitor population.
The PCT had not advised the distetic sarvice staff
or implemented one of the important strategies in
eliminating the hiding spaces of the roaches, by
saaling the ¢cracks in the kitchen.

On 10/15/18, there were approximately 10 dead
roaches under the dish machine in Residence 286,

2.14. Monitoring of the Blue Heron food
preparation and service of cold foods was
completed.

2.15. Program 5 LOC staff were trained by the
Unit Supervisor or designee on Infection Control
Guideline 3.14 "Food-borne Hinesses".

2.16. Food Services Supervisor will monitor
Blue Heron food preparation and service of cold
foods no less than twice per week, and
document the visit in the Visitor Log at the Blue
Heron. Any issues identified will be elevated to
the Director of Central Program Services.

2.17. tssues requiring further actions will be
reviewed monthly at the Glinical Quality
Management Council meetings, along with any

monthly Quality Management Council meeting
with further corrective actions taken as
necessary.

2.18. Acting Director of Dietetics and Director of
Central Program Services are responsible.

corrective plan. Goveming Body will monitor via |
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{W 454} | Continued From page 213 {W 454} \W 454 (cont )

10-18-13
10-20-13

10-20-13

10-20-13
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Residence 6 had one roach cn the glue bait at
7:30 PM.

On 10/17/13 at approximately 9:00 AM, there was

Administrative Quality Management Coungil
meeting, along with any corrective plan.
Governing Body will monitor via monthly Quality
Management Council meeting with further

corrective actions taken as necessary.

STATEMENT OF DEFICIENCIES {X1) PRCVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
R-C
05G014 3. WING 10/25/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
PORTERVILLE DEVELOPMENT CENTER - DP ICF/ID 26501 AVENUE 140
R | PORTERVILLE, CA 93257
4 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMELETION
TAG REGULATORY OR LSG IDENT!FYING INFORMATIGN) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
, DEFICIENCY)
VW 454 (cont.)

{W 454} | Continued From page 214 {W 454}|3.1. Acting Director of Dietetics set the following | 10-25-13
Housekeeping had cleaned the area prior to the expectations at the Dietetics Services October
observation. Balts were placed in all the client Monthly Mandatory Meeting with the Dietetics
‘area resident kitchens the evening of 10/15/13. A staff on duty. .
¢heck of all these areas the morning of 10/16/13 a. Thermomsters need fo b calibrated

| revealed the presence of roaches (live or dead) In L?)%Léllii?y - at least once a month and at any
Residences 5 and 6. b. Dimple needs to be submerged in the
Water was observed eaking in two different parts E’:n:fgrgzﬁg‘:;g d?ggw for accurate
of the dish machine, All three employees workin .
ir{ :he dish room denied observin : ityTha 3C | e Needto put thermometer in at an angle to
an allow for accurate reading of thermometer
stated that he also had not observed it and that d. If for any reason you think that your
no food service worker had brought it to his thermometer may not be reading accurately/
attention. The dried-on white residue, evidence of is broken, a supervisor should be contacted
hard water stains, indicated that it was not a new for a replacement.
prOblem. The water would prOVide moisture IfDr ' e. Inan emergency situation where ready_to_
the roachgs. There were food ‘panicles floating in eat food may have been delivered frozen,
the water in the floor drain. This would be cocking times may deviate from the standard
additional sources of food for the cockroaches. length of time
f. Food to be reheated o 165 degrees F and
held at 140 degrees F or above
On 10/16/13 at approximately 1:30 PM, the 3.2. No negative impact was observed to the 10-25-13
consultant who had conducted a tour of the clients on Unit &,
facility and the surveyor were provided the 3.3. Unit Supervisor or designee was in the pro-; 11-25-13
container of the chemical pesticide used by the cess of arranging a Unit Government meeting to
PCT to spray the kitchen. The manufacturers' discuss food substitutions and preferences with
instructions attached to sach container suggested the clients. The anticipated date of the meeting
the use of the chemical pesticide daily "if was 12/9/13, o ,
retreatment is necessary”. The PCT had not read 3.4. Eood Services Super)flsor will monitor staff | 11-25-13
these instructions and was not aware of the compliance when completing meal checks and
recommended frequency. He had been using the rounds assessments of the residence kitchens.
product with other chemicals since May 2013, He ]dn;?j:rﬁeesggzgfv"gg' gfritr?gergl}ﬁ d?”gfatfffvym
had fﬁ gged Ilslj J;Iy ar;%a!?.’t% 1,? ﬁ%%?%?er‘re be re-trained by Food Services Superviscr on
,r,?%}(g ?g? also sprayed with | an the applicable procedures.
/13", 3.5. Any elevated issues will be reviewed at the

11-25-13
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one live roach crawling against the wall and one
dead roach against the same wall. The bait that
had been placed near the heating unit underneath
the dish machine in Residence 6 had three
insects stuck on It. On 10/17/13 at approximately
9:10 AM, the food service worker (FSW) was
asked what procedure was to be taken when a
roach was identified in the kitchen and if she
could state whether the residence kitchen had
been sprayed earlier that week. She stated that
she could not state whether the kitchen was
sprayed. But the kitchen had been sprayed hased
on a schedule posted on the bulletin board. The
posted schedule was dated September 2013.

At approximately 9:30 AM, there was an aduit
roach running across the floor towards the hand
washing sink in Residence 5, there was another
roach crawling on the wall below the dishwashing
machine area next to bait, The bait had one dead
adult roach. There were two or three roaches
squashed on the door frame jam in the janitoriai
closet. FSW was not sure if the residence kitchen
had been sprayed. The posted schadule was
September 2013.

At approximately 12:30 PM on 10/17/13, the bait
in Residence 36 had a baby roach.

At approximately 1:00 PM a tour of the facility
central kitchen was conducted by a third party
pest control company. The technician identified
two other types of cockroaches in the oven area.
He found two American cockroaches and cne
Oriental roach and several German roaches on
the glue bait behind the oven, He explainad that
the chemical pesticides needed to ke applied as
directed by the manufacturer because some of
the cockroaches develop immunity and become

4.1. A-SpeciaHPP-wagheld-for-@lient=te
revisuand-ipdate-nisApproschess&-Statogies
ane-Desired-@uteomesd=NMilestonesstednelude
staffinternventionfor.pronersink-fayeetuaen

4.2, The fraining objectives for Program 5 clients
were reviewed by the Interdisciplinary Teams.,
Clients identified as needing revisions to their
training objectives were referred back to the
Interdisciplinary Team for recommendations.
4.3. Unit 5 LOC staff were frained by the Unit
Supervisor or designee on GlientPsUpiEEd
Approaches & Strategies, Desired Outcomas &
Milestones, Client 7's Independent Living
Assessment, Nursing Procedure 42 "Oral
Hygiene", Nursing Procedure 53 "Handwashing
Technigues”, and Nursing Protocol 5 "Blood and
Bedy Fluid Precautions {Standard Precautions)",
4.4. Program 5 IPC's were trained by the
Program Assistant-or designee on menitering
client training needs.

4.5. IPC's will monitor client training assess-
ments and objectives via rounds at least monthly,
Any concerns will be elevated to the Unit Super-
visor, and documented in the monthly IPC notes,
4.6. Unit Supervisor andfor Senior PT,

Program Management, and Quality Assurance
wilt monitor staff compliance during rounds at
teast monthly, and document any findings.

4.7. Rounds findings and any issues requiring
further actions will be reviewad monthly at the
Clinical Quality Management Councit meeting,
along with any corrective plans. Governing Bod
will monitor via monthly Quality Management
Council meetings with further corrective actions
taken as necessary.

4.8, Program Director is responsible.
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{W 454} | Continued From page 216 {W 454} 5.1. The identified towels were removed from | 10-15-13
ineffective the folded pile and placed in dirty laundry.
> 5.2. Program 5 Management identified clients 11-25-13
, . . : in the program who may have unaddressed '
Review O.T V?rlousbmttfr deg‘:artlr?enta'l[aﬂ dh issues or behaviors that impact infection control
Gommunlcall |ondshe e;}n ete 'Cshf’ C’?n ne or cross contamination. A special IPP or
pest control and housekeeping sta ! an training Emerging Risk Notification/Evaluation mesting
attendance logs showed that the facllity was was held for any identified client to ensure the
aware of the problem with the roaches and mice. issues/behaviors have been addressed.
. . i o 5.3. Unit 23 LOC staff were trained by the Unit | 11-25-13
Review of the facllity Infection Control Guideline i ignee on *
titled "Housekeeping/Janitorial” dated June 2010 his Approaches & Strategies.
stated the "Environmental services department is 4. Program 3 Group Leaders were trained by | 11-25-13
responsible for maintaining a safe, clean and the Unit Supervisor or designee on the
orderly intarior of all residential units, program Independent Living Assessments to ensure they
offices, class rooms, public buildings and special address client's hygiene abilities during the
designated areas.” ' assessment process, and make recommenda-
, tions as needed. .
The Infection Control Guidsline, titled Plant 5.5. Program 5 IPC's were trained by the 11-25-13
Operations/ Vector control/Animal Control, dated Plfogram .A's~3|stant or desighes on monitoring
Aprit 2009, under the heading Plant Operations, client aCt‘V't'E’S' that may compromise then".
places responsibility for inspecting all buildings zssltrglor the fisalth of others due to inflection
and grounds for evidence of infestation of such concems.
4 5.6. Program 5 LOC staff were trained by their 11-25-13

vectors as ants, cockroaches, mice, rats, flies,
bats and other vector problems on the Plant
Operations, The guideline further states that Plant
Operations will contract with an outside vendor to
provide pest/vector services when necessary. .
With documented evidence of the roach problem
going on for over two years and the in-house
aftempts at controlling not being effective, the
facility falied to follow its own guidelines.

Thers was no evidence that Plant Operations,
Housekeeping, ar Dietetics identified the
problems of the roach infestation and the
presence of mice or shared information with the
infection control committes. Raview of the
Infection Control minutes from May 2013 through
September 2013 did not show that any pest
control issues had been brought forward for

Unit Supervisors or designees on Nursing
Procedure 42 "Oral Hygiene”, Nursing Procedure]
53 "Handwashing", and Nursing Protocol 5
"Blood and Body Fluid Precautions”.

5.7. Unit Supervisor and/or Senior PT, Program
Management, and Quality Assurance will
monitor for possible infection control issues
during rounds at least monthly, and document
any findings.

5.8. Rounds findings and any issues requiring
further actions will be reviewed monthly at the
Clinical Quality Management Council meeting,
along with any corrective plans. Governing Body
will monitor via manthly Quality Management
Council mestings with further corrective actions
taken as necessary.

5.9 Program Director is responsible.

11-25-13

11-25-13
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| the effective management of the cockroaches by

Continued From page 217
discussion and/or resolution.

The facility failed to develop an effective pest
control program, The PCT failed to follow
manufacturer's instructions on the use of the
chemical pesticide, failed to provide guidance on

failing 1o ensure that the cracks in the floors and
walls were sealed to prevent the harboring of the
cockroaches. The different departments failed to
bring attention to the problem by failing to inform
the infection control committee. In addition the
facility failed to follow its guidelines by failing to
contract with an outside vendor when the pest
services were necessary.

2. At approximately 11:10 AM on 10/17/13, a tour
of the Blue Heron, a contracted canteen, on the
Porterville Developmental Center campus was
conducted. A randomly-observed cliernt was
observed sating a chicken sandwich out in the
dining area.

Atour of the kitchen was conducted. There was a
sandwich bar in the kitchen that opened to a
service window in the dining area. There wora
ftems used to make sandwiches such as onions,
tomatoes, imayonnaise, chicken salad, tuna
salad, etc. Arequest was made to test the
temperature of the potentially hazardous foods on
the sandwich bhar. Potentially hazardous foods are
foods that require time and temperature conirol
for food safety. These were the chicken salad
and tuna salad. The chicken salad was 46.7
degrees Fahrenheit (F) and the tuna salad was
40.8 degrees F. The recommended holding
temperature for cold food is 41 degrees F and

(W 454}
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The Food Instructor (Fl) who was responsible for
managing the kitchen asked another employee to
take some of the chicken salad out and returnad
the scooped out pottion into another refrigerator.
The original container was never removed from
the sandwich bar. A few minutes later, the
chicken salad was rechecked and the
temperature was 43.3 degrees F.

As the tour continued, ancther container was
found in the reach-in refrigerator containing a
larger amount of the chicken salad. The
temperature of the chicken salad in the
refrigerator was 48.7 degrees F. The Fl was
interviewed on the process and meat preparation
-method for the chicken salad. She indicated that
the chicken salad was prepared from chicken
breasts cooked in a crock pot from 10 AM to 4
PM the day before, 10/16/13. She stated that the
chicken breasts were then placed in a metal
container, pulled apart, and placed on ice until it
reached 70 degrees F, which was approximately
about 1-1/2 hours later. The metal container with
the chicken was then placed in the refrigerator for
further cocling. The Fl stated the Blue Heron
closed at 5:30 PM but there was another staff
presont urtit 7 PM. When interviewed, the FI
stated this employee had no temperature
cooling/monitoring responsibilities.

F| stated in an interview on 10/17/13 at
approximately 11:30 AM that they had cooling
logs. A review of the temperature log that was
presented indicated that the temperature of the
chicken had not been recorded and the form
presented was not an actual cooling log. There
were only two items regularly monitored for
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temperature from July 2013 till October 2013,
These two items were chili and cheese.

Section 3-401.14 (E) of the 2009 Food Code
stated that "Raw animal focds that are cooked
using a noh-continuous cooking process shail be
cooled according to the time and temperatures
parameters specified for cooked potentially
hazardous food" (Time/Temperature Control for
Safety Food). The (Times/Temperaiure Conirol for
Safety Food) is cooling within 2 hours from 135
degrees F to 70 degrees F and within & total of 6
hours from 135 degrees F to 41 degrees F. In
addition, Section 3-401.14 (F) (2) of the 2008
Food Code reguired that raw foods be prepared
and stored according to written procedures that
are maintained in the food establishment and are
available to the regulatory authority on request.
The Fl pointed to a column that showed how all
the items that had been cooled were 70 degrees.
When the F1 was asked the significance of 70
degrees Fahrenheit, she stated thai when focd
was cooled they monitor to make sure it reaches
70 degrees. When asked if any further steps
were monitored she stated " No". The Fl and
the {ood manager, stated they had food safety
certifications but neither was able to state that the
correct process of cooling 1o include the further
cooling to 40 degrees Fahrenheit. The Fl and
canteen manager were not able to show previous
cooling logs and Knowledge on the proper coaling
Drocess.

The Blue Heron had stopped monitoring the
cooling of the Chicken after 5:30 PM. They were
not able to state if the food had cooled down to
the proper temperature. Temperatures were not
taken before additional ittems such as the
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mayonnaise, apple and nuts were added on
10/16/13. The approptiate time to check that the
chicken had cooled down to 41 degrees
Fahrenheit or below was prior to the addition of
those other ingredients. Therefore, the possibility
existed that the food may have been in the
danger zone for over 16 hours,

Review of the facility document titled Canteen
Lease, dated June 4, 2013, between the facility
and the food vendor, Blue Heron, was conductad.
Included in the terms of the lease was the
requirement that the Administrative Services
Director of the facility had the right to regulate the
operations of Blue Hercn as they affect the
"...safety and conduct of the facility." In addition,
the lease had the Blue Heron "comply with all
rules and regulations" adopted by the facility.

At approximately 11:46 AM on 10/17/13, the
Acting Director of Dietetics (ADD) was
interviewed on the dietetics department's
responsibility for oversight for food safety at the
Blue Heron. She stated that there was no
affiliation with the Blue Heron as it was managed
by a separate entity.

In an interview at approximately 1:12 PM on
10/17/13, the facility staff in charge of the contract
was interviewed.” She stated that she does not
provide any oversight to the Blue Heron but
included them in training provided to staff, She
stated that the food manager was certified in food
safety.

Improper cooling is a major factor In causing
food borne illness. Foods that have been cooked
and held at improper temperatures promote the
growth of disease causing microorganisms that
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| in a manner consistent with recognized food

may survive the cooking process. All persons
including those with compromised immune
systems, are at increased risk of food borne
iliness such as Salmenella, Norovirus,
Clostridium Perfringens, E. Coli, when food is not
held at the appropriate temperature. Some of
symptoms include fever, diarrhea and vomiting
and in some cases death,

Immediate jeopardy was declared on 10/18/13 at
11:20 AM. A corrective action plan was provided
by the facility administrator on 10/18/13 at 1:15
PM. After review of evidence of implementation
of the corrective action plan, the survey team
abated the Immediate jeopardy on 10/18/13 at
1:15 PM,

The fagility failed to provide oversight 1o the
contracted service. There was lack of supervision
and monitoring of the food service activities by
the staff of the PDC. The food vendor failed to put
a systern in place to ensure that food was cooled

standards.

3. According to the breakfast menu on 10/16/13,
the following items were offered: Juice,
pancakes with syrup, egg patty, cold cereal, toast
with jelly and milk.

At approximately 8:12 AM on 10/16/13, Client 5
was overheard stating, "This [expletive] is cold".
The client told the residence staff present that his
food was cold. The food service worker (FW)
serving the food felt the eggs and pancakes and
agreed it was cold. She took the temperature and
stated it was 80 degrees Fahrenheit {F),
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FW then proceeded to return the items to the
oven to reheat. Afew minutes later FW pulled out
the food but was not observed to recheck the
food temperatures prior to serving the Clients.

Section 3-403.11 of the 2009 Food Code states
that "potentially hazardous food
(timeftemperature control for food safety) that is
cooked, cooled and reheated for hot holding shall
be reheated so that all parts of the food reach a
temperature of at least 165 degrees F for 15
seconds.”

The facility failed to ensure that the food was
either cooled or reheated to the appropriaie
temperature to prevent the growth of
microorganisms or toxin formation. The facility
failed to put systems in place to ensure that staff
consistently practiced safe food production
procedures,

On 10/17/13 at 7:25 AM, with staff present, Client
7 was observed preparing to brush his teeth,
Client 7 squeezed a large amount of toothpaste
onto his toothbrush prior to brushing his teeth.
The excess toothpaste dropped cff of the
toothbrush into the sink. Client 7 proceeded to
scoop up the excess toothpaste with his:
toothbrush from the side of the sink and
continued to brush his teeth  Client 7 then put his
mouth directly under the faucet o rinse his
mouth. There was no staff intervention or
redirection provided,
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W 463

Continued From page 223

5, Aday program observation on 10/15/13 at 9:25
AM in room 161 of residence 22, was conducted,
Client 39 was folding towels on tha table. The day
program staff was standing beside Client 39 and
was providing the towels to be falded to Client 39
and another client on the same table. While
folding the towels, Client 38 was observed to
have wiped each folded towel across his nose
and mouth and then piaced them on the folded
pile. There was no intervention from the two staff
in the room from 9:25 a.m. to 10;15 a.m. The

folded towels were place inside the plastic bin.

The staff stated to the group that the towels will
be distributed to the units for use,

At 10:30 AM, while the clients were having
snacks, the staff was informed of the observation
and that no intervention was implementad. The
staff stated that the bin of folded towels would be
sent back to the laundry.

483.480(a)(4) FOOD AND NUTRITION
SERVICES ,

The client's interdisciplinary team, including a
quaiified dietitian and physician must prescribe all
maodified and speclal diets.

This STANDARD is not met as evidenced by:
Based on observation, interview and record

review the facility falied to ensure that an order to

hold supplement and prune product was
communicated to kitchen staff for one of 19
sampled clients (Client A).

Findings:

(W 454}

W 463 ,
1. New profile for Client A was immediately 10-16-13
sent to the unit to update the meal profile.
2. Food Services Technician was trained by the | 10-28-13
' Food Services Supervisor on the importance
W 483 |of notifying Food Services on the unit of any
dietary changes.
3. Client meal profile cards were audited to 11-25-13
ensure accuracy. No other issues were noted.
1. Food Services Technicians were trained by 11-25-13
the Food Services Supervisors regarding
updating the meal profile.
5. Food Services Supervisor will monitor staff 11-25-13
compliance and the use of correct meal profile .
during rounds at least monthly, and document
any findings. ‘
6. Any elovated issues will be monitored monthly,  11-25-13
at the Administrative Quality Management
Council meeting, along with any corrective plan.
Governing Body will monitor via monthly Quality
Management Council meeting with further
actions taken as necessary.
7. Acting Director of Dietetics is responsible.
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During breakfast observation on 10/16/18 at 8:15
AM, Client A wi KEN ' .
There was no

given or offered to the client during his breakfast.

Areview of the Client Mea} Profile which.was

‘ ' ' - r Client A, an
with breakfast
must be given or offered-io the-client.

An interview was conducted with the food service
staff on 10/16/13 at 8:25 AM. She stated that the
client sheuld been given his but she
forgot. She also stated that can be

used as a substitute if there was no il
M- ciable. She confirmed that those items
should have been given or offered as per the
Client Meal Proafile.

In an interview with the Dietician on 10/2 g
9:45 AM, she stated that the order foﬁ
a5 on holg,
dietician provided this writer with an order dated
10/15/13. The order indicated that staff were to
hold both the_and the supplement.

The dietician was informed that kitchen staff and
the Resident Manager were not aware of the new
order and the Client Meal Profile was not
updated. The dietician confirmed that the new
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SERVICES

Unless otherwise specified by medical needs, the
diet must be prepared at least in ascordance with
the latest edition of the recommended dietary
allowances of the Food and Nutrition Board of the
National Research Council, National Academy of
Sciences, adjusted for age, sex, disability and
activity.

This STANDARD is not met as evidenced by:
Based on observation, review of faciiity
documents and staff interviews, the facility failed .
to ensure that the diets provided to clients were
evaluated to ensure that they was well-bafanced.
The facility had not conducted a nutrient analysis
of thelr different diets to ensure they met the
latest edition of the recommanded dietary -
allowances of the Food Nutrition Board,

Finding:

During interviews with the Asting Director of
Dietetics (ADD} on October 16, and 17, 2013 at
11:46 AM, she indicated that the facility had not
conducted a nutrient analysis of the regular, .
modified and emergency menus. She explained
that she could not do the nutrient analysis based
on the limited number of staff the facility had. She
explained that the facility had only one full-time .
registered dietitian (RD) who was responsible for
clinical nutrition and assessments, In addition,
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W 463 | Continued From page 225 W 463
order should have been communicated with the
dietary staff and the staff working for Client A,
She also confirmed that the Meal Profile for Client
A should have been updated.
W 466 | 483.480(a)(6) FOOD AND NUTRITION W 466 |W 466

1. A purchase order was submitted for the
acquisition of the nutrient analysis software.

2. Acting Director of Dietetics developed plan
far completion of nutrient analysis once the
software has been received. i

3. Acting Director of Dietetics and Assistant
Director of Dietetics will monitor the compietion
of the menu nutrient analysis project via auditing
the software. :

4. Any elevated issues will be monitored
monthly at the Administrative Quality Manage-
ment Council meeting, along with any corrective
plan. Governing Body will monitor via monthly
Quality Management Council meeting with
further actions taken as necessary.

5. Acting Director of Dietetics is responsible.

10-29-13

10-29-13

11-25-13

11-25-13
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foods that are subject to time and temperature

surfaces, utensils, and dishes prior to re-opening

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA {X2) MULTIFLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
R-C
06G014 B WING : 10/25/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
ICEAID 26501 AVENUE 140
PORTERVILLE DEVELOPMENT CENTER - DP ICF/ PORTERVILLE, CA 83257
{4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X6)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
VW 473 :
W 466 | Continued From page 226 W 466(1.1. Chicken salad was discarded from the Blue | 10-17-13
there were two other part-time contract RDs. She Heron.
acknowledged that heﬁ responsibilities as the 1.2. Effective 6:30 pm, Blue Heron sold only 10-17-13
director have not allowed her to conduct the pre-packaged, ready-to-eat food items and food
analysis. : items prepared on the grill.
1.3. All prepared food at the Blue Heron were 10-18-13
) discarded. :
Feview .O.f two co ”.t':aCtS dated 3/6/ 1.3 revealed 1.4. A Client-immediate-Rrotestion-Rlanwas 10-18-13
two additional @etxt;ans had_been hired on a initiated-for-Glient-5:-Glient-5-wae-assessad by
consultant basis. The com.blned hours prqwded RN/HSS-and-was-meniteree-for-signs-sand
by both RDs were not equivalent to a full time symptems-of-food-poisoning-ire=abdeminakpain,
employee. Their scope of work was limited to diarrhear-fever-and-vomiting:
client assessments, clinical record progress 1.5, No other clients were affected. 10-18-13
reports and treatment plans, consultation, in 1.6. Acting Director of Dietetics provided on-site | 10-18-13
service education and client education and training.to the Blue Heron staff on Dietetics
inspections. procedures associated with sanitation, safe cold
food handling and set up/service of cold food
The severe shortage of RDs rasuited in the items.
failure of the facllity to ensure that the nutrient 1.7, Acting Director of Dietetics reviewed the 10-18-13
analysis of the menus was completed. It is system for tracking food temperatures and food
unclear whether the food provided by the facility temperature log, and provided training to the
meets the requirements of the Food Nutrition Blue Heron staff.
Board. 1.8. Acting Director of Dietetics conducted an 10-18-13
: i environmental check of the Blue Heron, and
W 473 483.480(D)(2) i) MEAL SERVICES W 473 identified areas that needed to be corrected.
- 1.9. The Blue Heron Manager/Vocational 10-18-13
Food must be served at appropriate temperature. Instructor was verified to be currently certified as
Food Safety Manager.,
. . . . 1.10. Acting Director of Dietetics and Food 10-18-13
This STANDARD 'S not met as evndenged bY‘ 1Services Supervisor [l conducted follow-up
Based on observation, client qqd stgﬁ interviews check to ensure identified areas-had been
and facilty documents, the facility failed to ensure corrected.
that there was an effective system to ensure that 1.11. Director of Central Program Services set | 10-18-13
food was stored at the appropriate temperatures expectations for Blue Heron staff on Dietetics
to prevent the growth of microorganisms that procedures associated with sanitation, safe cold
could result in food barne iliness. The Blue food handling, set up/service of cold food items,
Heron, & contract food vendor, did not cool down and food temperature log.
cooked chicken used in the preparation of & 1.12. The Blue Heron Manager/Vocatianal 10-18-13
chicken salad according to recognized food Instructor reviewed and updated the Food
safety standards. Cooked potentially hazardous Storage Manual at the Blue Heron.
1.13. Blue Heron staff completely sanitized all 10-18-13
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W 473 | Continued From page 227 W 473 |W 473 (cont.)
control for safety are best cooled rapidly within 2 1.14. Monitoring of the Blue Heron food 10-18-13
hours from 135 to 70 degrees Fahrenheit (F) and preparation and service of cold foods was

| failed to provide any oversight on the operation of

'| Findings:

within 4 hours to approximately 41 degrees F.
The total cooling time fram 135 degrees to 41
degrees F should not exceed 6 hours. The facility

sanitary and safe food service operation.

immediate jeopardy was declared on 10/18/13 at
11:20 AM. A corrective action plan was provided
by the facility administrator on 10/18/13 at 1:15
PM. After review of evidence of implementation
of the corrective action plan, the survey team
abated the immediate jeopardy on 10/18/13 at
1,15 PM.

In addition, a dietary employee was not observed
to ensure that reheated eggs was at a
temperature 1o limit the growth of
microorganisms.Section 3-403.11of the 2009
Food Code states that "potentially hazardous food
{timeftemperature control for food safety) that is
cooked, cooled and rehaated for hot holding shall
be reheated so that all parts of the food reach a
temperature of at least 165 degrees F for 15
seconds.”

1. At approximately 11:10 AM on 10/17/13, a tour
of the Blue Heron, a contracted canteen, on the
Porterville Developmental Center campus was
conducted. Sampled Client 5 was observed
eating a chicken sandwich out in the dining area.

Atour of the kitchen was conducted. There was a
sandwich bar in the kitchen that opened to a
service window in the dining area. There wers
items used to make sandwiches such as onions,

completed.
1.15. Program 5 LOC staff were trained by the 10-20-13
Unit Supervisor or designee on Infection Conirol
Guideline 3.14 "Food-borne llinesses",

1.18. Food Services Supervisor will monitor 10-20-13
Blue Heron food praparation and service of cold
foods no less than twice per week, and
document the visit in the Visitor Log at the Blue
Heron. Any issues identified will be elevated to
the Director of Central Program Services.

1.17. Issues requiring further actions will be 10-20-13
reviewed monthly at the Clinical Quality
Management Council mestings, along with any
corrective plan. Governing Body will monitor via
monthly Quality Management Council meeting
with further corrective actions taken as
necessary.

1.18. Acting Director of Dietetics and Director of
Central Program Services are responsible,
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W 473 | Continued From page 228 W 473[12.1. Acti.ng DirecF]tor qf Dir_atetics sgt the following | 10-25-13
i a nnaise, chicken salad, tun expectations at the Dleteftlcs ngces Cl)cto‘ber
szrg%t‘oatsc;_ T\Er'ggu ezt waghrlr? :d e-toatlgst th ea Monthly Mandatory Meeting with the Dietetics
temperature of the potentially hazardous foods on Sta: O?hiﬁé'meters ~eed to be calibrated
the sandwich bar. Potentially hazardous foods are rééul arly - at léast once a month and at any
foods that require time and temperature control conflict
for food safety. These were the chicken salad b, Dimble heeds to be submerged in the
and tuna Salad. The chicken salad was 46.7- center of food to allow for accurate
degrees Fahrenheit (F) and the tuna salad was temperature reading
40.8 degrees F. The recommended holding c. Need to put thermometer in at an angle to
temperature for cold food is 41 degrees F and allow for accurate reading of thermometer
below. d. If for any reason you think that your
thermometer may not be reading accurately/
The Food Instructor {FI) who was responsible for. is broken, a supervisor should be contacted
managing the kitchen asked another employee to for a replacement. - :
take some of the chicken salad out and retumed e. In an emergency situation where ready-to-
the scooped out portion inta ancther refrigerator. eat food may have been delivered frozen,
The original container was never removed from cooking limes may deviate from the standard
the sandwich bar. A few minutes later, the length of time
chicken salad was rechecked and the f. Food to be reheated to 165 degrees F and
temperature was 43.3 degrees F. held at 140 degrees F or above
) 2.2. No negative impact was observed to the 10-25-13
As the tour continued, another container was clients on Unit 6. _ .
found in the reach-in refrigerator containing a 2.3, Unit Supervisor or designee was in the pro-|  11-25-13
larger amount of the chicken salad. The 3‘?55 of ?rra{?glng ?tutr“t GO"‘me?”t meeting to
temperature of the chicken salad in the tr:scul?’s t°° Ter’]“ s ‘t.“ .'U”ts g’('j tp re ftrﬁnces ":'th
refrigerator was 48.7 degrees F. The F! was W:;;gpgi’ 5 € anticipaled date of the meeting
:.rr'grr:gz“;gf tﬁg ?rﬁcifﬁzzfaz“%&eﬁ dﬁ’égf:giﬁg? 2.4. Food Services Supervisor will monitor staff | 11-25-13
the chicken salad was pre ar'ed from chicken compliance when completing meal checks and
b 1 Ked | P K P tf 10 AM 1o 4 rounds assessments of the residence kitchens.
Pﬁilﬁ SSOO bB fo':] a %ﬂ% y 1p5? Sr[?[gn rated th Ot th Immediate actions wilt be taken fo correct any
Chickeen b?'ga:i[s aer;a \hen plaéed insaarr?etal atthe deficiencies observed during rounds. Staff will
; ' . be re-trained by Food Services Supervisor on
container, pulled apart, anq placed on ice until it the applicable procedures. . ‘
reached 70 degrees ¥, which is approximately 2.5. Any elevated Issues will be reviewed at the | 11-25-13
ahout 1-1/2 hours later. The metal container with Administrative Quality Management Council
the chicken was then placed in the refrigerator for meeting, along with any corrective plan.
further cooling. The FI stated the Blue Heron Governing Body will monitor via monthly Quality
closed at 5:30 PM but there was another staff Management Council meeting with further
present until 7 PM, When interviewed on the corrective actions taken as necessary.
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W 473

responsibilities of this employes, the Fl
acknowledged ha had no temperature
cooling/monitoring responsibilities.

Fl stated in an Interview cn 10/17/13 at
approximately 11:30 AM that they had cooling
logs. A review of the temperature log that was
presented indicated that the temperature of the
chicken had not been recorded and the form
presented was not an actual cooling log, There
were only two items regularly monitored for
temperature from July 2013 till October 2018,
These two items were chili and cheese.

Section 3-401.14 (E) of the 2009 Food Code
stated that "Raw animal fcods that are cooked
using a non-continuous cooking process shall be
cooled according 1o the time and temperatures
parameters specified for cooked potentially
hazardous food" (Time/Temperature Control for
Satety Food). The (Time/Temperature Control for
Safety Food) is cooling within 2 hours from 135
degrees F ta 70 degrees F and within a total o1 6
hours from 135 degress F to 41 degrees F. In
addition, Section 3-401.14 (F) {2) of the 2009
Food Code requires-that the raw foods be
prepared and stored according to written
procedures that are maintained in the food
establishment are available to the regulatory
authority on raquest.

The FI pointed to a column that showed how all
the items that had been cooled were 70 degroes.
When the Fl was asked the significance of 70
degrees Fahrenheit, she stated that when faod
was cocled they monitor to maks sure it reached
70 degrees. When asked if any further steps
were monitored she stated "No”. The Fl and the
food manager stated they had food safety

2.6. Acting Director of Dietetics is responsible.
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certifications but neither was able to state that the
correct pracess of cooling to include the further
cooling to 40 degrees Fahrenheit. The Fl and
canteen manager were not able to show previous
cooling togs and knowledge on the proper cooling
process. ‘

The Blue Heron had stopped maniioring the
cooling of the Chicken after 5:30 pm. They were
not able to state If the food had cooled down to
the proper temperature. Temperatures were not
taken before additional items such as the
mayonnaise, apple and nuts were added on
10/16/13. The appropriate time to check that the
chicken had cooled down to 41 degrees
Fahrenheit or below was prior to the addition of
those other ingredients. Therefore, the possibility
exists that the food may have been in the danger
zone for over 16 hours.

Review of the facility document titled Canteen
Lease dated June 4, 2013 between the facility
and the food vendor, Blue Heron was conducted.
Included in the terms of the lease is the
requirement that the Administrative services
Director of the facility had the right to regulate the
operations of Blue Heron as they affect the
"...safety and conduct of the facility." In addition,
the lease had the Blue Heron "comply with all
rules and regulations” adopted by the facility.

At approximately 11:46 AM on 10/17/13, the
Acting Director of Dietetics (ADD) was
interviewed on the dietetics department's
responsibility for oversight for food safety at the
Blue Heron. She stated that there was no
affiliation with the Blue Heron as it was managed
by a separate entity.

FORM CMS-2667 (02-89) Previous Versions Obsolete Event 1D: XQ5512 Facility ID: CAQ40000239 IT continuation sheet Page 231 of 234




PRINTED: 01/16/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ' OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING COMPLETED
: , R-C
05G014 8, WING 10/25/2013
NAME OF PROVIDER OR SUPPLIER ) STREET ADDRESS, CITY, STATE, ZIP CODE

26501 AVENUE 140

_ PORTERVILLE DEVELOPMENT CENTER - DP ICF/lID PORTERVILLE, CA 93257

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
W 473 | Continued From page 231 W 473

In an interview at approximately 1:12 PM on
10/17/183, the facility staff in charge of the contract
was Interviewed. She stated that she does not
provide any oversight to the Blue Heron but
includes them in training provided to staff. She
stated that the food manager was certified in food
safety.

On 10/18/13 at 12:10 PM & Blue Heron dietary
staff stated, "We don't have a cool down log.”

Improper cooling is a major factor in causing
food borne illness. Foods that have been cocked
and held at improper temperatures promote the
growth of disease causing microorganisms that
may survive the cooking process. All persons
including those with compromised immune
systems are at increased risk of food borne
illness such as Salmonella, Norovirus,
Clostridium Perfringens, E. Coli, when food is not
held at the appropriate temperature. Some of
symptoms include fever, diarrhea and vomiting
and in some cases death.

The facility failed to provide oversight to the
contracted service. There was lack of supervision
and monitoring of the food service activities by
the staff of the PDC. The food vendor {ailed tc put
a system in place to ensure that food was cooled
in & manner consistent with recognized food
standards.

2.According to the breakfast menu on 10/16/13,
the following items were offered: Juice,
pancakes with syrup, egg patty, cold cereal, toast
with jelly and milk.

At approximately 8:12 AM on 10/16/13, Client 5
was overheard stating, "This [expletive] is cold".
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Continued From page 232

The resident told the Residence staif present that
his food was cold. The food service worker (FW)
serving the food felt the eggs and pancakes and
agreed it was cold. She took the temperature and
stated it was 80 degrees Fahrenheit (F).

FW then proceeded to return the items to the
oven to reheat. Afew minutes later, FW pulled
out the food but was not observed to recheck the
food temperatures prior to serving the clients.

The randomiy-observed client continued to eat
his cold cereal but left the dining room without
eating the pancakes and egg patty. Afaw minutes
later, FW 2 pulled out tha food but was not
observed to recheck the food temperatures prior
1o serving the clients.

A review of the menu for 10/18/13, which included
documentation of food temperatures for breakfast
items, showed the initial food temperature (taken
at the beginning of service) of the pancakes as
166 degrees and the egg patty as 160 degrees F.

Saction 3-403.110f the 2009 Food Code states
that "potentially hazardous food
{time/temperature control for food safety) that is
cooked, cooled and reheated for hot holding shall
be reheated so that all parts of the food reach a
temperature of at least 165 degrees F for 15
seconds."

The facility failed to ensure that the focod was
either cooled or reheated to the appropriate
temperature to prevent the growth of
microorganisms or toxin formation. The facility
failed to put systems in place to ensure that staff

W 473
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consistently practiced safe food production
procedures.

Th facility failed to serve food at the appropriate
temperatures. One randomly-observed cleint Ieft
the dining room without eating his pancakes and
eggs for breakfast as a resuit of being served
cold food. This failure resulted in a significant loss
of calories and protein for this client,
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