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Introduction
Background

In 2009, the State of Texas and the United States Departmeftiustice (DOJ) entered into a Settlement Agreement
regarding services provided to individuals with developmental disabilities in stateoperated facilities (State Supported
Living Centers), as well as the transition of such individuals to the most integed setting appropriate to meet their
needs and preferences. The Settlement Agreement covers 12 State Supported Living Centers (SSLCs), including
Abilene, Austin, Brenham, Corpus Christi, Denton, El Paso, Lubbock, Lufkin, Mexia, Richmond, San Angelaand S
Antonio, as well as the Intermediate Care Facility for Persons with Mental Retardation (ICF/MR) component of Rio
Grande State Center.

Pursuant to the Settlement Agreement, the parties submitted to the Court their selection of three Monitors respongbl

Al O ITTEOI OET ¢ OEA EAAEI EOEAOG Aii Pl EAT AA xEOE OEA 3AO00I1 A
conduct reviews of an assigned group of the facilities every six months, and to detail findings as well as

recommendations in written reports that are submitted to the parties.

In order to conduct reviews of each of the areas of the Settlement Agreement and Healthcare Guidelines, each Monitor
has engaged an expert team. These teams generally include consultants with expertise in psychiatry medical care,
nursing, psychology, habilitation, protection from harm, individual planning, physical and nutritional supports,
occupational and physical therapy, communication, placement of individuals in the most integrated setting, consent,
and recadkeeping.

Although team members are assigned primary responsibility for specific areas of the Settlement Agreement, the
Monitoring Team functions much like an individual interdisciplinary team to provide a coordinated and integrated
report. Team membes share information routinely and contribute to multiple sections of the report.

4EA -TTEOI 060 OI1TA EO O AOOGAOO AT A OAPI OO 11 OEA 30A0A A
I £/ OEA 3AO0O01I Al AT O ' COAhIk it Make recondm@dlatibngthad thefMonitbringeT€@mO 6 O
AAl EAOGAO AAT EAI P OEA EAAEI EOEAO AAEEAOA AT i1 Pl EAT AAS ) O
are suggestions, not requirements. The State and facilities are free to respgdn any way they choose to the
recommendations, and to use other methods to achieve compliance with the Settlement Agreement.

2
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Methodology
Yyl T OAAO O AOOAOO OEA &AAEI EOUSBO OOAOOO xEOE OACAOA O A
Guidelines, the Monitoring Team undertook a number of activities, including:

(a) Onsite review z During the week of the tour, the Monitoring Team visited the State Supported Living
Center. As described in further detail below, this allowed the team to meeft individuals and staff,
conduct observations, review documents as well as request additional documents for-aife review.

(b) Review of documents z Prior to its onsite review, the Monitoring Team requested a number of
documents. Many of these requestseave for documents to be sent to the Monitoring Team prior to the
review, while other requests were for documents to be available when the Monitors arrived. The
Monitoring Team made additional requests for documents while on siteln selecting samples, @andom
sampling methodology was used at times, while in other instances a targeted sample was selected based on
certain risk factors of individuals served by the facility. In other instances, particularly when the facility
recently had implemented a new plicy, the sampling was weighted toward reviewing the newer
documents to allow the Monitoring Team the ability to better comment on the new procedures.

(c) Observations z While on site, the Monitoring Team conducted a number of observations of individuals
served and staff. Such observations are described in further detail throughout the report. However, the
following are examples of the types of activities that the Monitoring Team observed: individuals in their
homes and day/vocational settings, mealtimes, nucation passes, Personal Support Team (PST) meetings,
discipline meetings, incident management meetings, and shift change.

(d) Interviews z The Monitoring Team also interviewed a number of people. Throughout this report, the
names and/or titles of staff interviewed are identified. In addition, the Monitoring Team interviewed a
number of individuals served by the facility.

Organization of Report

4EA OAPT OO EO 1T OCATEUAA O DOI OGEAA Al 1T OAOAI 1T OO6Ii T AOU 1T £
compliance with the Settlement Agreement, as well as specific information on each of the paragraphs in Sections I1.C

OEOI OCE 6 1T &£ OEA 3A00I AT AT O ' COAAI AT Os8 4EA OAPI OO AAAOAO
reports that the Settlement Ageement sets forth in Section Ill.I, and includes some additional components that the

Monitoring Panel believes will facilitate understanding and assist the facilities to achieve compliance as quickly as

possible. Specifically, for each of the substantiwections of the Settlement Agreement, the report includes the

following sub-sections:
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a) Steps Taken to Assess Compliance:The steps (including documents reviewed, meetings attended, and
persons interviewed) the Monitor took to assess compliance are descridle This section provides detail with
regard to the methodology used in conducting the reviews that is described above in general;

b) Facility Self-Assessment: No later than 14 calendar days prior to each visit, the Facility is to provide the
MonitorandDO* xEOE A &AAEI EOU 2APT OO0 OACAOAET ¢ OEA &AAEI ECQ
This section summarizes the selssessment steps the Facility took to assess compliance and provides some
comments by the Monitoring Team regarding the Facility &ort;

c) 30i T AOU T £ -TTEOTNOOETIOTCEADDICATOBNOEOAA AU OEA 3! h A O
ET Al OAAA O EAAEI EOAOA OEA OAAAAOGO O1 AAOOOAT AET C 1T &
Facility has with regard to compliancewith the particular section;

d) Assessment of Status: A determination is provided as to whether the relevant policies and procedures are
AT 1 OEOOAT O xEOE OEA OANOEOAI AT OO 1T &£ OEA ! COAAI AT Oh Al
regard to particular components of the Settlement Agreement, including, for example, evidence of
compliance or noncompliance, steps that have been taken by the facility to move toward compliance,
obstacles that appear to be impeding the facility from achieving compliae¢and specific examples of both
positive and negative practices, as well as examples of positive and negative outcomes for individuals served,;

e) Compliance: The level of complianceiieh OT 11T AT I b1 EAT AA6 1T O OOOAOOAT OEAI A
f) Recommendations: 4 EA - 11 EOI 060 OAAT i1 AT AAOGET T Oh EZ£ AT UK O A&
provided. The Monitoring Team offers recommendations to the State for consideration as the State works to
achieve compliance with the Settlement Agreement. Itis@EA 3 OAO0OA8 0O AEOAOAOGEIT O A
or utilize other mechanisms to implement and achieve compliance with the terms of the Settlement
Agreement.

Individual Numbering:  Throughout this report, reference is made to specific individuals by using numbering methodology
that identifies each individual according to randomly assigned numbers (for example, as Individual #45, Individual #101, and
so on.) The Monitors are using this methodology in response to a request form the parties to protect tlemfidentiality of

each individual.

Substantial Compliance Ratings and Progress

I AOT 60 OEA OOAOAS8O po MAEAAEI EOEAOh OEAOA xAO OAOEAAEIlI&aGU EIT O
in the 20 sections of the Settlement Agreeent. The reader should understand that the intent, and expectation, of the parties

who crafted the Settlement Agreement was for there to be systemic changes and improvements at the SSLCs that would result

in long-term, lasting change.
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The parties foresav that this would take a number of years to complete. For example, in the Settlement Agreement the parties

OAO mI OO6E A Ccil Al A O Aiipl EAT AAh xEAT OEAU OOAOAAd O4sBA 0AOO
the Agreementatd AE & AAEI EOU xEOEET & OO0 UAAOO 1T £ OEA ' COAAI AT 080 A&
DOl OEOETT &£ O AO 1 AAOGO ITA UAAOS86G »OAT OEAT h OEA PA@OEAO OA
years, and provided forthis possibility in the Settlement Agreement.

To this end, largescale change processes are required. These take time to develop, implement, and modify. The goal is for
these processes to be sustainable in providing loagrm improvements at the facilty that will last when independent
monitoring is no longer required. This requires a response that is much different than when addressing ICF/DD regulatory
deficiencies. For these deficiencies, facilities typically develop a shagrm plan of correctionto immediately solve the
identified problem.

It is important to note that the Settlement Agreement requires that the Monitor rate each provision item as being in

substantial compliance or in noncompliance. It does not allow for intermediate ratingsush as partial compliance,

progressing, or improving. Thus, a facility will receive a rating of noncompliance even though progress and improvements

i ECEO EAOA 1T AAOOOAAS AEAOAEI OAh EO EO EIi Bi OGAT ZEAGIE|I EOA/ OO B
or lack of progress.

Furthermore, merely counting the number of substantial compliance ratings to determine if the facility is making progress is
problematic for a number of reasons. First, the number of substantial compliancetirags generally is not a good indicator of
progress. Second, not all provision items are equal in weight complexity; some require significant systemic change to a
number of processes, whereas others require only implementation of a single actiof-orexample, provision item L.1
addresses the total system of the provision of medical care at the facilit¢ontrast this with provision item T.1c.3., which
requires that a document, the Community Living Discharge Plan, be reviewed with the individual anddadly Authorized
Representative (LAR).

Third, it is incorrect to assume that each facility will obtain substantial compliance ratings in a mathematically straighhe
manner. For example, it is incorrect to assume that the facility will obtain substéial compliance with 25% of the provision
items in each of the four years. More likely, most substantial compliance ratings will be obtained in the fourth year of the
Settlement Agreement because of the amount of change required, the need for systemiccpsses to be implemented and
modified, and because so many of the provision items require a great deal of collaboration and integration of clinical and
operational services at the facility (as was the intent of the parties)
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Executive Summary

As always the Monitoring Team wishes to acknowledge and thank the individuals, staff, clinicians, managers, and

administrators of the Facility for their openness and responsiveness to the many activities, requests, and schedule disrupsio

caused by the onsite moitoring review. The Facility Director,Mr. Barrera,was extremely supportive of the Monitoring

4AAT 60 AAOEOEOEAO OEOI OCEIT OThe Raé&ilily madA dvailable & the Rdhitodnh TeBnh dadh T AA OE OE
number of staff members in order to facitate the many activities required, including setting up appointments and meetings,

obtaining documents, and answering many questions regarding facility operations.

The Monitoring Team greatly appreciates all this assistance from staff throughout the Fhii. The Monitoring Team was
especially appreciative of the efforts of the Settlement Agreement Coordinataiudy Miller, and the staff who assisted her to
keep up with all our requests, especially S:an Steamer, Eileen Holmes, SameeZaidi,Brad Hines,Alice Ramirez,and Melissa
Salinas. They ensured the documents requested were available before, during, and after the visit. They coordinated
arrangements for all the meetings and observations. Too many other staff to mention assisted in numerous ways.

The Monitoring Team found management, clinical and direct care professionals eager to learn and to improve upon what they
did each day to support the individuals at the Facility. Many positive interactions occurred between staff and Monitoring
Team memlers during the weeklong onsite tour. All Monitoring Team members had numerous opportunities to provide
observations, comments, feedback, and suggestions to managers and cliniciafise Facility provided several examples in

which it had considered recommadations and ideas presented by the Monitoring Team both in the last compliance report and
in discussions during the last visit, and had developed or revised practices.

As a result, a great deal of information was obtained, as evidenced by this lengthylatetailed report. Numerous records
were reviewed, observations conducted, and interviews held. Specific information regarding many individuals is included in
this report, providing a broad sampling from all homes and across a variety of individual needsd supports. It is the hope of
the Monitoring Team that the information and recommendations contained in this report are credible and helpful to the
Facility.

Given the number of issues identified during the baseline review, it was expected that thearige processes would take time.
During this review, it was clear that the staff at the Facility had taken a number of steps to address identified issues and
comply with the Settlement Agreement. In a number of areas, progress had been made. In o#lreas, the foundation had
been laid for change. In some areas, concerted efforts need to be made over the next six months to make the necessary
improvements. The following report provides brief highlights of areas in which the Facility is doing well ordd made
significant improvements and other areas in which improvements are needed.
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General Comments

Population. Population of the Facility at the beginning of the compliance visit we35 individuals.

Facility SelfAssessmentRSSLQontinued to improve its process of assessing status of compliance. The sefessment
described the activities engaged in to assess status, results (in some cases including data on status of processes or on
outcomes), and the selfating and rationale for the rating. For some Sections and provisions, the Facility provided a rating
that was consistent with that found by the Monitoring Team, but the rationale for the rating was unrelated or in addition the
information and data presented in the SelAssessment; it wouldbe good to include assessment of the specific issues that
AEEAAOAA OEA &AAEI EOUBS O A A ATBeMonitdringl TeampriavidésEilts réport, BRyisgecifib T | D1 E AT
reviews of the selfassessments to assist the Facility to select appropte&activities and measures of status and to describe
reasons for discrepancies in ratings between this report and the sedfssessment. The Facilithad expanded use of its internal
guality assurance processeand should continue to seek ways to tie selissessment to these measuresncluding the
development of additional measurego assess ongoing progress toward completion angport the actual outcomesThe
Facility should continue to expand on use of information from its QA/QI reviews so that its assesent of status is part of
routine practice.

In addition, RSSLC provided for each Section of the Settlement Agreement provisions an Action Plan listing actions to be taken
to move forward toward compliance. This report also provides some comments aboutelaction steps in order to assist the
Facility to review its plans and ensure they will lead toward compliance and will provide an organized approach that can
coordinate with the selfassessmentMany of the Action Steps appeared to be relevant to achiegiwompliance, but the Facility
should also define the provisionspecific outcomes and process improvements it hopes to achieve as a result of these Action
Steps as well as how accomplishment will be measured. The Facility should determine perities for action for the next six
months, complete analysis of where they are now and what they need to do, and develop (and implement) a detailed
sequential plan to accomplish the prioritiesIn doing so, the Facility may recognize that some actions will have iragt across
various Sections.For a fewprovisions, the Facility provided a list of ongoing activitieshe Facility must maintainin order to
maintain compliance and improvements that have been made in services and suppoitsese listings areimportant in

ensuring the Facility continues to implement those important activities. It also separates those from new actions that remai
needed. This change in format is useful
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Specific Findings

In June 2013, the parties agreed that some modifications to mibaring could be made under specific circumstancesThese
include the following: 1) sections or subsections for which smaller samples are drawn, or for which only status updates are
obtained due to limited or no progress; 2) no monitoring of certain subsgions due to little to no progress for provisions that
do not directly impact the health and safety of individuals; and 3) no monitoring of certain subsections due to substantial
compliance findings for more than three reviews.For each review for whichmodified monitoring is requested, the State
submits a proposal for the Monitor and DOJ's review, comment, and approvdlhis report reflects the results of a modified
review. Where appropriate, this is indicated in the text for the specific subsectionsif which modified monitoring was
conducted.

Following are summaries of specific findings for each Section of the Settlement Agreement:

Restraints

The Facility continued to make progress in achieving compliance with respect to restraint use for crisis @mvention but still
struggles to implement administrative and clinical practices necessary to achieve compliance with restraint use for medical
and dental procedures. Recently initiated processes should help in this regard.

1 Positive Practices and Improverents Made

o The downward trend of use of crisis intervention restraint, as reported in the last several reviews, had continued.
The Facility did not use protective mechanical restraint for selinjurious behavior (PMR-SIB).

o Complete and proper documentatiorof crisis intervention restraint use improved significantly.

0 No use of prone restraint was identified.

1 Improvements Needed

o0 Review of restraint episodes improved but had not as yetchieved a level of substantial compliance.

o Documentation associated with he use of medical restraint remained problematic. The Facility had initiated
important actions to improve documentation associated with medical restraintCompliance with Settlement
Agreement requirements associated with the use of medical restraint (unrated to documentation) remained
problematic but improvement was observed over that reported in the last review.

o Most individuals still lack needed plans to reduce the need for prgeatment sedation.

Abuse, Neglect and Incident Management

Since the lasteview the Facility has a new Incident Management Coordinator. This person started as the new IMC just several
days before this review. For several months the position was filled on an acting basis by one of the Facility investigatiris.

likely that some of the deficient practices noted in this report occurred because of this turnover in IMC leadership.
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1 Positive Practices and Improvements Made
o The Facility had a sufficient number of trained investigators to ensure an investigator is onsite 24 hours aydseven
days a week.
o The video surveillance program remained an important administrative tool in investigating abuse and neglect and
other serious incidents.
0 Reporting procedures for reporting abuse and neglect were prominently displayed throughout théacility and the
Facility had an effective monitoring system to ensure postings remained in place.

1 Improvements Needed

0 Many serious incidents included in the sample by the Monitoring Team were not reported timely. Only six of 15

were reported timely.

o Many staff were unaware of basic abuse and neglect reporting responsibilitiebraining for staff on abuse and
incident reporting was in place, and all staff was current in that training; howevestaff knowledge of abuse/neglect
reporting requirements needed improvement.

The number of confirmed cases of abuse/neglect (comparing smonth periods) doubled and the number of

serious injuries increased significantly.

Required injury audits were completed for only four of the last five months.

Injury reports associated with serious incidents were often not completed correctly and fully.

The Facility did not complete many of the recommendations made in reviewing investigations.

There was insufficient documentation to validate that all investigations began with theequired 24 hour timeframe.
There was insufficient documentation to validate that all investigations had a clear basis for the conclusions reached
by the investigator.

o

O OO O0Oo

Quality Assurance

The Facility Quality Assurance QA) process had improved significanlty from that observed at the last review. In its last review
the Monitoring Team noted that the QA program was in the early stage of development. For this review the Monitoring Team
would characterize the QA program as in the early stages of implementatioMoving from development to implementation

was an important step.

1 Positive Practices and Improvements Made
o Documentation and observation indicated that QA staff assisted each discipline in analysis of data. The QA Director
and Settlement Agreement Cooridiator met monthly with each SA Section Lead for this purpose.
o 4EA &AAEI EOQUG6O 1! bDPOI AAOO OAOGEAxAA AuUu OEA -T1TEOI OET C 4A}
between departments/disciplines in the organization and collection of data, review and angis of data, interaction
9
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between the QA Department, Settlement Agreement Coordinator (SAC) and section leads, and presentation and
review of data by the QA/QI Council.
1 Improvements Needed

o During the review entrance conference when section leads brieflyighlight accomplishments six different section,
leads identified QA components within their section but these were apparently unknown to the QA department
and/or were not contained in policies directed at those sections and/or were not yet integrated nt®@ EA & AAE]I EOUS
overall QA program. Although it is appropriate fodisciplines and section workgroups to identify and track quality
assurance measures that might not routinely be reported to the Facility as a whole, the presence of these should be
reported to ensure that there is not duplication or inconsistency across measures.

o Inthe QA/QI Council meeting observed by the Monitoring Team, considerable data was presented to the group but
there was very little discussion of the data, any implications (goodr bad), and whether any of the data suggested a
need for a CAP or any other administrative./clinical response. There was little evidence in observation of this
meeting, or in review of minutes of other meetings, that discussion at QA/QI Council led toai@on-making and
action planning.Recommendations and corrective action plans were seldom developed as a result of data
presentation and review at the QAQI Countcil.
not integrated into QA/QI Council practices and protocol. CAPs were not always developed for issues for which data

suggested a need for a CAP. The criteria for the development of a CAP were not clear. The Facility had pet
developed an administrative review process to determine whether each of its nine CAPs had been implemented fully and timely.

Integrated Protections, Services, Treatments and Supports

The Facility again requested the Monitoring Team focus its observatioms selected ISP planning meetings and ISP
Preparation meetings held during the monitoring visit, and the resulting ISPs,. It was agreed this focused effort could not
result in any finding of substantial compliance at this point due to its limited scopeThe findings and recommendations for
this section should be read within this context. Overall, the Monitoring Team found there was some continued improvement
in the ISP annual meeting interdisciplinary process as observed during this visit, but found sificant problems with the
development and implementation of an integrated ISP for each individual that ensured individualized protections, services,
supports, and treatments were provided.

1 Positive Practices and Improvements Made
o There were examples ofmproved coordination of services at the Facility as well as a degree of improvement in
integration observed in onsite planning meetings.
o0 The Facility was continuing to develop its quality assurance processasidentify and remediate problems and to
ensure that the ISPs are developed and implemented consistent with the provisions of this section.
1 Improvements Needed

10
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o IDTs still failed to consistently conduct timely or comprehensive assessments of sufficient quality to reliably
EAAT OE £U OE fengkhs$, fré&febeick<nAd ndeds. Bd0ilitation continued to provide mixed results.

o The Facility needs to make efforts to develop and subsequently implement the ISP in accordance with the
Americans with Disabilities Act (ADA) and Olmstead decision.

o ISPs dd not consistently specify individualized, observable and/or measurable goals/objectives, the treatments or
strategies to be employed, and the necessary supports to attain identified outcomes related to each preference and
meet identified needs.

o ISP straegies did not yet reflect encouragement of community participation in a meaningful or purposeful manner,
although some progress was noted.

o ldentification of barriers to living in the most integrated setting did not always lead to goals, objectives, or séce
strategies.

o ISPs were not implemented as written, nor was monitoring of progress effective.

Integrated Clinical Services

Although there is still a need for increased integration of clinical services, the Monitoring Team commends the Facility dor
significant shift in the way clinical disciplines work together. As new procedures mature and clinicians gain experience in
collaborative activities, integrated planning should improve. If the collaborative work evidenced over the last two compliee
periods continues to increase, the Facility should approach substantial compliance with the requirements of this provision in
the near future.

1 Positive Practices and Improvements Made
o The Facility had recently implemented an Integrated Clinical Services pojic
o The Clinical Morning Report meeting continued to include participation of a wide range of clinical disciplines as well
as residential services, angbarticipants were more interactive, and more assertive in raising questions and
solutions to clinical issues.
o The Medical Grand Rounds continued to provide integrated review of individualgho are experiencing a significant
medical and/or behavioral issue.
0 Processes for review of consultations by Facility clinicians are defined in policy and are implented consistently.
Reviews by Facility clinicians of consultations were timely and documented agreement with recommendations.
o The Facility had an effective process in place to track information on consultations at the level of the individual
consultation, including information on acceptance of recommendations and on IDT follow up.
1 Improvements Needed
o The Facility must make additional progress toward involving multiple disciplines in addressing in the ISP specific
needs and preferences of individuals.

11
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o Attendance at annual ISP planning meetings, one forum for integrated planning to address needs and preferences
and to establish services, was variable across disciplines.

o Although consultation documentation did not indicate referral to the IDT, théacility had appropriate processes in
place to facilitate documentation of review of recommendations from notfiacility clinicians by the IDT when
appropriate, and provided evidence that this occurred.

Minimum Common Elements of Clinical Care

Although no provisions of this Section achieved substantial compliance, the Monitoring Team would like to commend the
Facility for significant progress, particularly in Medical Services and in the development of databases that provide extemsiv
information and could be usefliin assisting other clinical disciplines to meet the requirements of this Section.

1 Positive Practices and Improvements Made

o A new Facility process fomeetings 15 days prior to the annual ISP planning meeting has potential to improve
review of assessmenrg and their use in decisiormaking.

0 Medical diagnoses were consistent with the ICD classification system and clinically fit corresponding assessments.

o The Facility had developed clinical pathways for several chronic health conditions. For several pathygaclinical
indicators of health status had been identifiedased on review of national standards and review of professional
literature . Databases had been developed to track these clinical indicators for individuals and to provide both
individual and aggregated reports that were assessed to evaluations of trend3rend analyses were substantive
and thorough discussions that summarized the data, provided analysis both of status systemically and of specific
individuals who needed to be addressed, discusdeactions currently in process, and identified if other actions plans
were needed.The Monitoring Team commends the Facility for this remarkable system.

o The Physician Quarterly Review, which had been revised to require review of information from the Numng
Quarterly Review and nowusing a standard template for documentation and requiring physical examination,
promotes frequent monitoring of the status of each individual. Nursing quarterly assessments similarly ensure
monitoring of health status.

o Policies were in place regarding timeliness of assessments. The Facility had also developed policies that included
requirements for integrated clinical services, as well as for use of clinical indicators of chronic health conditions.

1 Improvements Needed

o Timeliness of routine assessments needs improvement, as assessments required to develop an appropriate ISP
were still not consistently completed in time for IDT members to review before the meeting.

o Comprehensiveness of assessments had improved for severadaplines and were compliant with standards in
some areas, but some required assessments needed further improvement. Examples were found both of use of
information from assessments and lack of such use.

12
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o Psychiatric diagnoses were consistent with the DSW classification system but differed across the psychiatry
department database and the active problem lists for individuals. Diagnostic justification was not consistently
found in comprehensive psychiatric evaluations.

o Although there were examples of timey implementation of treatments and interventions, there were examples in
which these were not timely or in which the Monitoring Team could not determine (and the Facility could not track)
whether these were or were not timely.

o Outside of medical carethe use of clinical indicators had progressed but was not yet consistent across clinical
disciplines.

o For some clinical disciplines, there was not consistent monitoring of health status and of effectiveness of treatments
and interventions. The QIDMMonthly Review process was not consistently completed in a way that provided for
meaningful evaluation of progress, program revision or to support future plan development. Content of the reviews
seldom provided meaningful evaluation of progress.

o Further development of policy is needed to address development andse of clinical indicators, and how those
indicators will be used for integrated clinical decisioamaking as well as for decisions by specific disciplines.

At-Risk Individuals

4EA &AAEI EOUétawarAsEdmpiadirdwitd $ectibr | 6f the Settlement Agreement had progressed in some areas

and regressed in others. For example, as reported in Provision 1.3 for eight metrics assessed by the Monitoring Team Facility
compliance scores improved in five istances and regressed in three instanced.he Facility had implemented or refined

OAOGAOAT AAI ET EOOOAOEOA DPOI AAOOGAOG OET AA OEA |1 AtsBmerdngoAxh 11 00
review the IRRF and IHCP.

1 Positive Practices and Imrovements Made
o Although there remained some lack of clarity about data presented in discussion of risks, IDTs were for the most
part incorporating clinical data and indicators into the risk assessment process.
o Plans to address risks were generally estatldhed and implemented timely.
1 Improvements Needed
o 4EA &AAEI EOUBO 1 AT ACAI AT O OUOOAI &deingasfalribkiil MtkedET AEOEA QAT C
consistency in implementation although improvement in many areas was noted.
o Interdisciplinary di scussion of clinical data was, for the most part, not evident.
o The quality and comprehensiveness of plans to address risks need continuing improvement, including better
integration between all appropriate disciplines and clear objectives to allow measurenme of efficacy.

Psychiatric Care and Services

13
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psychiatric staffing was maintained by two contract psychiatrist§both of whom hadthe required qualifications and
experience)who worked under the guidance of the Medical Director. Most processes remained in place, but there was little
progress toward additional compliance. Individuals who required comprehensive psychiatric assessmtsrcontinued to

receive them, and psychiatrists started to do annual reviews of those assessments. Reiss Screen procedures remained in place
for new admissions and for change of status evaluations.

1 Positive Practices and Improvements Made

o Allindividuals who are seen by psychiatry had CPEs in place.

o Data provided by the Facility showed a reduction in the amount of psychiatric polypharmacy since the last visit and

reflected continued Facility efforts to minimize the use of psychiatric polypharmacy.

o Interdisciplinary review of medications used for both epilepsy and psychiatric symptoms continued

o Administration of the DISCUS and MOSES screens was done by nurses who received good training on the tools and

who received annual retraining to assure continued ompetence. The pharmacy supported DISCUS and MOSES
administrations with Quarterly Drug Regimen Reviews (QDRRs) that addressed side effects and side effect
screenings, medication interactions, laboratory reviews and suggestions.
1 Improvements Needed
o Annualreviews of the CPE had just started (a positive finding) and were in place for only six individuals. The
Facility should maintain this process.

o Although the clinical record cited diagnoses in the Diagnostic and Statistical Manual (DSM) format, different

sections of the chart sometimes continued to cite different diagnoses.

o Behavioral treatment programs do not provide needed information about psychiatric treatment and the role of
psychotropic medications. Planned introduction of Psychoactive Medicationrdatment Plans (PMTPSs) to help link
diagnoses, treatments, and monitoring for efficacy was delayed.

Approximately 35% of CPEs remained to be done in the required Appendix B format.

o CPEs for individuals who had positive Reiss Screens were not always dam@ timely manner.

o MOSES and DISCUS screens administered by nurses were sometimes not done with the required frequency, screens
that were done were often not reviewed by physician in a timely manner, and the required physician review section
of the screenwas not completed in many cases.

o

Psychological services

There was turnover in the position of Behavioral Services Director since the last compliance visit. The new Behavioral
Services Director meets the requirements of the Settlement Agreement. ThecHity demonstrated both numerous areas of
improvement and lack of progress in other areas.
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1 Positive Practices and Improvements Made
o Although the number of BCBAs had decreased, the percentage of staff either holding or actively pursuing Board
Certification had increased to 93%.
o The new administrator of the Behavioral Health Services department possessed board certification as a behavior
analyst.
o Behavior assessments reflected substantial improvement in several areas and adhered more closely to accepted
practices.
o Behavior assessments reflected careful consideration of issues involving challenging behavior and mental iliness.
o Behavior interventions reflected many areas of improvement, including operational definitions, use of accepted
assessment proceduresdentification of potential functions, and the inclusion of replacement behavior training.
o0 Readability statistics for behavior interventions reflected that interventions were written in accessible language.
1 Improvements Needed
o There were considerable weakesses in the internal and external peer review process. More than one quarter of
individuals with behavior intervention plans had not been reviewed in over a year.
o It was not evident that the Facility maintained adequate procedures for monitoring the psyctogical assessment
process and ensuring that all individuals received the necessary assessments.

Behavior assessments did not consistently address establishing operations or setting events.

o Due to the limitations noted regarding the assessment of establi;ig operations and setting events, it was
frequently unclear whether behavior interventions included adequate procedures for avoiding challenging
behaviors.

o There was no evidence that the Facility had processes in place to provide direct contact staff #meir supervisors
with competency-based training on Positive Behavior Support Plans (PBSPSs).

o

Medical Care

The Facility has made marked improvement since the last compliance visithe Facility has continued to expand clinical
pathways based on nationastandards and literature, and databases to track the clinical indicators of health status included in
the pathways.

1 Positive Practices and Improvements Made
o0 The Facility demonstrated exemplary followup to acute medical conditions; ensured comprehensiveeview of the
qualifying condition for DNR orders; ensured appropriate management for pneumonia, acute management of
fractures, and management of malignancy; ensured influenza vaccination was provided; and provided assertive
preventative health care managerant by ensuring screening for prostate and breast cancer.
o Through the useand regular reviewof clinical indicators, the Facility has improved monitoring of health status for
several chronic health conditions.
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o The Facility developed, implemented, and reviged efficacy of its processes to assess clinical performance of
practicing medical providers.The Facility enhanced and expanded on the external medical quality assurance audit
by including review of clinical indicators and audits of compliance with standals identified in clinical pathways.

1 Improvements Needed

o Improvement is needed in screening, diagnosis, and management of osteoarthritis.

o The Facility must continue to further develop medical policies, procedures and guidelines for all of its clinical
practices, and ensure that they are substantially implemented and clinically efficacious.

Nursing Care

The Facility continued to make significant progress toward achieving compliance with the requirements of this Sectiofhis

was evidenced by progressive i OT OAT AT &6 & 01T A AU OEA -TTEOIOETC 4AAI 60 OAOEA
nursing staff, and through observations. The Facility had implemented corrective action plans (CAPSs) to address issues such

as notification of primary care providers PCPs) to ensure the nursing staff documented their assessments in the Integrated

001 COAOO .1 0AO0 11 ET AEOEAOAI 06 AAOOA AEAT CA ET EAAI OE OOAOOGO
PCPs. If this and other selhitiated corrective actions put in place are continued and show effectivenegaost provisions

could be found in substantial compliance at the next review.

1 Positive Practices and Improvements Made
o The Nursing Department continued to maintain a stable and highly motivated nsing staff.
o0 The Infection Control, Skin Integrity and Emergency Response Committees continue to be to show integration and
active participation with other relevant disciplines. The Facility maintained processes to track, trend and analyze
Infection Control and Skin Integrity data.
o The Nursing Department continued to sedentify and self-initiate corrective action where areas of deficiencies
were found.
o0 The Nurse Educator continued to maintain a robust competency based educational program that trackat
required training to ensure the training was completed.
o 4EAOA xAO AOGEAAT AA OEOI OCE ET OAOOEAxO xEOE 1 OOOET ¢ AAI EI
records reviewed that demonstrated the required nursing policies, procedures, processes)d protocols were
Ei pi Al AT OAA AT A AAEI C Al 111 xAA OOAEAEAEAT O O 1 AAO ET AEOE
o The Facility had a robust system for identifying, reporting, tracking and analyzing medication variances, as well as
for taking corrective actions to miigate medication variances.
1 Improvements Needed
o0 There remained the need for continuous improvement to ensure Acute Care Plans were consistently followed
through to resolution with resolution notes documented in the Integrated Progress Notes and on the carkan.
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o0 The RN Case Managers need to ensure that all relevant information is contained in the Community Placement
Transition Packets and that all training provided to the agency providers is listed on the 4service Training Sheets.

0 The Integrated Risk Rting Form and Integrated Health Care Plan processes were still evolving and will require
Facility-wide improvement to achieve substantial compliance with Provision M5.

Pharmacy Services and Safe Medication Practices
| The Facility has continued to make sigificant improvements towards substantial compliance with Provision N

1 Positive Practices and Improvements Made

o Each Quarterly Drug Regimen Review (QDRR) reviewed was noted to be comprehensive, and clearly delineated
issues related to medication usage.

o The Facility has made substantial improvements with its assessment of benzodiazepine, anticholinergic, and
Pi 1 UPEAOI AAU OAOEAx AU OEA DPEAOI AAEOOOh AT A OEA DPEAOI AAE
restraint usage.

o Pharmacists completel a single patient drug intervention (SPDI) report for individuals identified as having drug
drug interactions or other clinical concerns regarding the prescribing of drugs. The medical providers addressed
OEA PEAOI AAEOOB O OAAT | mdeditpdkéages.1 © ET A OOAOOAT OEAI

o The Facility does have a mechanism in place to identify, report, and assess adverse drug reactions (ADRS); however,
the Monitoring Team is very concerned that the numbers of reported ADRs had significantly decreased since the
previous compliance report, and that in most cases (90%) the pharmacist was the reporting professional. The
P&TC meeting minutes indicated concern over the small number of ADRs reported, which reflected a meaningful
review of the ADR process, and the Monitoring Teais complimentary of the P&TCs vigilance in attempting to
ensure ADRs are reported. It will be essential, for continued finding of compliance, that the Facility ensures that
staff are carefully assessing individuals for signs and symptoms of adverse dmaactions, and promptly reporting
them as ADRs.

o The Facility maintained an effective drug utilization evaluation (DUE) process that enabled scheduled DUESs to be
developed per request of the medical staff, developed unplanned DUESs that were based on ingthal need, had a
process to monitor for FDA advisories, and is prepared to develop and implement DUEs for FDA product warnings.

o The Facility had continued to implement its medication variance process, and ensured a robust reporting process,
conducted dficacious Medication Variance Committee meetings, and addressed medication variances once
identified. Also, the Facility had its reporting process for documenting medication variances made by medical
providers and pharmacy staff. In addition, the Factly included a comprehensive trends analysis for its medication
variance process.

1 Improvements Needed
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MOSES and DISCUS assessmsarsted by the pharmacist were not regularly completed by the prescribing medical
provider. It is essential that the clinical ph OT AAEOO OAOEAx OEA DOAOAOEAEIT C | AAEA/
diagnosis on the MOSES and DISCUS assessment reports. Furthermore, there was no indication that that the
psychiatrist reviewed the QDRRs, when the QDRR included review of psychotropic mediicas.

The Facility needs to develop processes to ensure that metabolic risk factors are carefully assessed by the clinical
pharmacists, including those risk factors, such as blood glucose levels, that are normalized because of current
treatment; and toensure that common and serious risks associated with anticholinergic, polypharmacy, and
benzodiazepine usage are well documented by the clinical pharmacist.

The Facility should develop a mechanism for the psychiatrist to document a formal post chemical tresnt
assessment.

The Facility must ensure that the psychiatrists document their review of the QDRRs and acceptance of the

DEAOI AAEOOSO OAAT T 1 AT AAOETT Oh 1O DPOT OEAA Al ET EAAI OAOEIIT

Physical and Nutitional Management

Overall, significant improvement was noted throughout all provisions. The PNMT continued to improve their process as well
as their assessments. The need to provide comprehensive assessment should continue to remain a focus of RSSiOud
completion of all recommendations in a timely manner by the IDT in response to a timely exchange of information between
the PNMT and the IDT.

1 Positive Practices and Improvements Made

(0]

PNMPs showed significant improvement and contained most of ttemmponents needed to mitigate risk pending
staff implementation. Additionally, the PNMPs were reviewed by the IDT and/or PNMT in response to a change in
status.

A PNMT existed that contained all the required participants with the needed training. The PNNhet consistently
and received the proper continuing education to expand their knowledge of PNM issues.

The PNMT had a sustainable system that was fully implemented for resolution of systemic issues/concerns. All
areas related to PNM were now effectivgltracked and analyzed.

PNMPs contained all the required components in the areas of dining, medication administration, bathing, personal
AAOAh AT A 1 EZOETI CTOOAT O&EAOOS 0.-00 AAOT OO OEA OAOEI OO I
appropriately updated.

All staff, new and existing, received both foundational as well as individuapecific training. Greater than 90% of
staff had received all necessary training provided through new employee orientation as well as annual refresher
courses. Individual specific training was provided in a timely manner and was competency based as indicated by
the change in the plan.

1 Improvements Needed
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o Although staff had improved their knowledge of the plans and why the proposed strategies were reletao the
ET AEOEAOAIT @nplemerkdtidn cohthied t§ the a Eoncern Staff was observed not consistently
implementing PNMPs and displaying safe practices that minimize the risk of PNM decline. Individuals were not
consistently provided with safedining or positioning strategies, although improvement was noted especially as it
related to positioning in bed.

0 A serious issue was an apparent lack of accuracy in monitoring; unless monitoring accurately identifies problems
with implementation of PNMPs there is little likelihood that implementation will improve and individuals will
remain safe RSSLC did have a formal system in place in which information regarding the completion of monitoring
forms and its related data could be pulled, analyzed andended. A proportionate number of monitors were focused
on all areas in which PNM difficulties were likely to be provoked. Also noted upon review of the monitoring data
was the inclusion of all three shifts in the monitoring process. Although substantiaétraining of staff had occurred,
the acquired data showed compliance and implementation of plans as being significantly higher than what was
noted by the Monitoring Team. These disparities in scores again bring into question the reliability and/or
effectiveness of RSSLC to identify and intervene when plans are not implemented.

0 Measurable outcomes were missing related to baseline clinical indicators, including but not limited to when nursing
staff should contact the PNMT. The referral criteria identified part of the PNMT assessment were general and
focused primarily on if pneumonia reoccurred, and did not utilize baseline data to help develop indicators of

change.
o There was a lack of evidence of indicators being integrated as part of the Integrated Hbalare Plans (IHCPs) to N
AOOAOO OEA ET AEOEAOAI 60 0.- OOAOOOS AEA )(#0 AEA 110 AI

related services (i.e., Habilitation Therapy). The QIDP monthly reviews if completed only stated if changes were
madeto the PNMP and provided no information regarding status of the individual or if the individual had any issues
related to PNM.

o Individuals were not consistently provided with clear treatment plans as it relates to oral motor therapy.
Information regarding medical necessity and potential for oral intake was not consistently present in the IRRF and
IHCP.

Physical and Occupational Therapy

Overall, there continued to be improvement with the Occupational Therapy (OT) and Physical Therapy (PT) services provided
at RSSLC.The parties agreed the Monitoring Team would not monitor Provision P.1, because the Facility was in substantial
compliance for more than three consecutive reviews; review of data provided by RSSLC from audits of assessments continued
to showthe presence of all the needed assessment components. Therefore, the finding of substantial compliance continues.

1 Positive Practices and Improvements Made
0 Assessments continued to improve and did a respectable job in providing a comprehensive revievilgg individual.
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o All staff, new and existing, received both foundational as well as individual specific training. Greater than 95% of
staff had received all necessary training provided through new employee orientation as well as annual refresher
courses Individual specific training was provided in a timely manner and was competency based as indicated when
there was change in the plan.

o0 Adaptive equipment and wheelchairs were largely in good repair and a system was in place to ensure they
remained so.

1 Improvements Needed

o OT/PT plans of care and PNMPs were not consistently integrated into the ISP nor was there evidence of review that
focused on the effectiveness of the plans of care.

o Disparities in percentages of compliance found in monitoring by thedeility versus Monitoring Team observations
bring into question the reliability and/or effectiveness of monitoring in identifying and intervening when plans are
not implemented.

Dental Services
The Facility continued to make significant progress towardsubstantial compliance. It was obvious to the Monitoring Team
that the dental office developed and implemented many new strategies to enhance documentation practice, which in turn

AARATT1T OOOAOAA OEA &AAEI EOUBO DPOT OEOEIT T &£ EEGCE NOAI EOU AAT OAI

1 Positive Practices and Improvements Made
o0 The Facility provided annual dental examinations, dental hygiene, provision of restorative treatments, application
of suction tooth brushing, and of oral health care at the living area at a level of generally acceptedqtice.
o The Facility developed a robust database mechanism to help ensure effective tracking and trending of past and
future dental appointments, developed an effective process to track missed dental appointments, and developed a
committee processto evalh OA OEA & A AE I-tiedirubatGeddlichACA 1T £ DOA
1 Improvements Needed
o 4EAOA xAO 11 AOEAAT AA pPOi GEAAA O OOPDPI OO0 OEA 1 E@®ETI ¢ AOAZ
on dental emergencies.
o There was improvement in provision of datal imaging, but the Facility did not provide clinical rationale for not
AAEAOET ¢ O OEA 13180 OAAT I T AT AAGETT O &£ O AAT OA1 EI ACET C
0 The Facility should ensure that the IDT is informed of when dental services are not provided as necessary, such as
failure to obtain dental imaging studies and other dental support services, so that the IDT can help develop
mechanisms to overcome barriers that prevent dental services.
0 The Facility mustdevelop a policy that clearly delineates its process to help redadhe need for pretreatment
sedation, ensure that all individuals who require pretreatment oral sedation have been identified, and develop
individualized plans to help reduce the need for prdreatment oral sedation.
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Communication

RSSLC showed overaliiprovement with Provision R. In general, the issues requiring improvement involved transfer of
information from assessments into functional and meaningful goals, and implementation of planned augmentative
communication and environmental control.

1 Positive Practices and Improvements Made
o ! OOAOOI AT 6O Al 1 OET OAA O1 AAATIT A 11T OA Aii POAEAT OEOA AT A E
level of functioning.
o A comprehensive Speech Policy existed that included but was not limited to information reghng staffing
effectiveness, assessment schedule, IDT attendance expectations, and monitoring guidelines.
1 Improvements Needed
0 An area of the assessment process that still required improvement was the transfer of the information acquired
through the assessrent process into functional and meaningful goals that can be applied to a variety of situations.
o General area communication devices continued to be reviewed and implemented in a more functional manner but
implementation continued to be severely lackingas there was only one occurrence in which the Monitoring Team
observed use of augmentative communication or environmental control.
o Direct andindirect programs continued to need to be expanded to those individuals who are most in need and
integrated aspart of the ISP.
o Communication strategies and programs were not consistently integrated into the ISP. DSPs interviewed were not
knowledgeable of the communication programs.

Habilitation, Training, Education, and Skill Acquisition Programs

Almost all areas related to this Section showed no improvement. The Facility needs to focus efforts on both improving the
quality of skill acquisition programs (SAPs) and on increasing the emphasis on providing training opportunities in community
settings.

1 Improvements Needed

o Skill acquisition programs (SAPs) typically did not reflect needs identified in assessments or the ISP.

o The components of skill acquisition programs were often insufficient to ensure that training could be conducted
consistently or in a manner lilkely to provide meaningful improvements in skills and abilities.

0 Substantial declines were noted in the provision of functional engagement.

o Documentation reflected that skill acquisition data frequently were recorded incorrectly and that skill acquisition
programs were often not implemented according to the schedule in the program instructions.

o Community outings had dropped by more than 50%.
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Most Integrated Setting

Although the review noted positive developments, more work remained to ensure transitions wereffectively planned and
successfully implemented. The Podtlove Monitor (PMM) position was vacant at the time of the visit, which might have
affected timeliness of completing PMM checklists. Seven individuals had transitioned to community living and teevere 17
active referrals. The Department of Admissions and Placement staff, including a Placement Coordinator, two Transition
Specialists and a Transition QIDP, were working collaboratively with individuals, IDTs and families to foster encouragemefit o
community living exploration and to effect transitions on a reasonable pace.

1 Positive Practices and Improvements Made

o The Facility had also revised its policies to ensure routine IDT review of PMM visits, and enhanced certain quality
management procedures

o The Facility addressed the identification of Facility staff responsible for required CLDP actions and the timeframes
in which such actions are to be completed; the involvement of the individual and, as appropriate, the LAR in
transition planning; and theissuance of the Community Placement Report.

o Ongoing implementation of a Grand Rounds process for reviewing CLDP assessments in advance of the actual CLDP
meeting provided an opportunity to identify any questions, concerns, or discrepancies that might neg¢al be
addressed.

1 Improvements Needed

o 233,# TAAAAA O EIDPOI OA EOO DOT AAOOAG 01 AAANOAOGAI U AdwohRaddh DI AT Al
awareness about community living options. The Monitoring Team encourages the Fagilio continue to work toward development of an
individualized education/awareness strategy for each individual that takes in to account his or her specific learning needs.

0 Continuing deficits in assessments translated to many instances in whichthe IBEAET AA O EAAT OE&ZU ET AAAE ETAEOD
services, and supports that needed to be provided to ensure safety and the provision of adequate habilitation in the most¢gmated
APPOI POEAOA OAOOEIT ¢ AAOAA 11 OEA ETAEOGEAOAI 80 1 AAAOS

O CLDPs di not yet adequately reflect the protections, services and supports an individual would need to make a successful transition
community living. RSSLC did not yet consistently provide an adequate assessment of the presence of supports called for i€ tEPs,
particularly because the CLDPs did not yet provide adequate monitoring parameters for the Pddbve Monitor to reference.

0 Post Move MonitoringChecklists were not as consistently completed in a timely manner as in the past.

Consent

There had beerlittle action or progress in this Section since the last time it was reviewed, with the exception of the creation of
an electronic database for tracking guardianship requests and prioritization. This was a helpful management tool that will
take on additional importance once the Facility implements a standardized tool, process. and/or methodology for IDTs to use
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to assess and prioritize the need for a Legally Authorized Representative (LAR), an advocate, or other assistance an indiliidu
might need in decsion-making.

1 Positive Practices and Improvements Made
o The Facility did maintain a list of individuals without a guardian.
1 Improvements Needed
o Although the Facility maintained a list of individuals without a guardianpot all individuals on the list had yet been
assigned a priority.
o $!$3 PI1TEAUh xEEI A OANOEOEI C )$40 OI 1 AEA Al AOOAOQOI AT O
no guidance as to how this assessment should be accomplished. The policy did not address the standardores,
process and/or methodology IDTs should use to assess and prioritize the need for an LAR, an advocate, or other
assistance an individual might need in decisiommaking. Facility IDTs continued to rely almost solely on their own
subjective assessmetof capacity, with no objective standardized criteria or process. This remained the most
significant barrier to achievement of substantial compliance for this Section.
o 4EA &AAEI EOUBO ' OAOAEAT OEED #1 i1 EOOA Aringvisih but theniniitds did x I 1
not reflect significant ongoing actions and deliberations. Ae Facility was to make monthly progress notes regarding
the status of individuals referred to the Guardianship Committee. These data were not adequately reflectedhe
ongoing minutes and provided little follow-up information from one meeting to the next.

p]

Recordkeeping and General Plan Implementation
The Facility maintained a unified record for each individual. Prior improvements were maintained, including@amprehensive
and robust random record audit process.

1 Positive Practices and Improvements Made

0 The Facility had established a more sensitive measure that rates compliance with Appendix D requirements on each
required document; compliance rates were higheon this tool and approached an acceptable level of compliance.

0 Processes for development, revision, and implementation of policies were in place.

o The audit system is robust, comprehensive, and sets high standards for finding compliance. Ten random aiatis
conducted each month (doubling the requirement in this provision), and these are supplemented with additional
audits of specific items in the record. Reliability across auditors is adequate.

o Audit findings for individual records are sent to staff fo correction. The Facility has a system for tracking
corrections. The Facility has addressed systemic issues.

1 Improvements Needed

o Percentage of required documents found present remained similar to that found at the last compliance visit;

improvement remains needed.
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o Improvement found for the last compliance period in consistency with Appendix D requirements as reported on the
Section V Monitoring tool were maintained, but not improved, during this compliance period.

o There remains a need for policiesd address a few requirements of the Settlement Agreement (note, for example,
the requirement reported in Section U for a policy or process to assess capacity for decisioaking).

o The Facility needs to ensure all staff who are required to have trainingyanew or revised policies receive consistent
training.

o The Facility must ensure corrections of findings from the random audits are completed and that processes are in
place to minimize reoccurrence and take action when they do occur again.

o Although most information is accessible, accurate use of the checkout system needs improvement.

o Documents in records were not consistently current, and there were several examples of documents not filed
timely. There were also a few lapses in documenting timely in threcord identified by the Facility or Monitoring
Team.

o Although staff were able to describe how they used the records for decisionaking, actual use of the records in
interdisciplinary meetings continued to improve but remained variable.

The commentsin this executive summary were meant to highlight some of the more salient aspects of this status review of the
Facility. The Monitoring Team hopes the comments throughout this report are useful to the Facility as it continues to work
toward meeting the requirements of the Settlement Agreement.
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Status of Compliance with the Settlement Agreement

SECTION C: Protection from Harm-
Restraints

Each Facility shall provide individuals
with a safe and humane environment and
ensure that they are protected from
harm, consistent with current, generally
accepted professional standards of care,
as set forth below.

Steps Taken to Assess Compliance:
Documents Reviewed:

NogokwhpE

10.
11.
12.

13.
14.
15.
16.
17.
People Interviewed:

NN

RSSLC SeHssessment 8/12/14

RSSLC Action Plan 8/11/14

RSSLC Section C Presentation Book

DADS Polig 001.2: Use of Restraint 44/14

RSSLC Policy J.1: UseRxéstraint 5/19/14

Facility training materials for restraint monitors

Sample C.1: 10 crisis intervention restraint records and related documentation. This consisted of 199
of the crisis intervention restraints reported by the Facility as having occurred between 3/9/14 and
6/30/14. This included restraint of seven different Individuals, including the two most frequently
restrained Individuals.

Sample C.2: 18 medical restraint records and related domentation. This consisted of 15% of the
medical restraints reported by the Facility as having occurred between 3/9/14 and 6/30/14.

Sample C.3: records and related documentation associated with use of chemical restraint for crisis
intervention. This sampleof three represented 50% of the chemical restraints between 3/9/14 and
8/25/14.

Sample C.4: documentation associated with those Individuals restrained four or more times within a
rolling 30 day period

Sample C.5: staff training records of 24 direct suppbprofessionals (DCPs). Staff selected were those
who had applied restraint and/or been involved ininvestigations of abuse/neglect.

Sample &B: documentation associated withl3 individuals who use abdominal binders(Individuals

#16, #73, #77, #192, #228#259, #388, #500, #523, #570, #621, #651, and #787)

30A0A OADPT OO OGOAOQCAATO T A& '11 %l Pl 1T UKAD® #1101 Pl A
Restraint related monitoring/QA forms and reports
Crisis Intervention Restraint log 2/1/14 to 6/30/14
Medical Restaint log 2/1/14 to 6/30/14

Facility Restraint Trend Analysis 7/13

Maryam MajlessjM.ED, LPC, BCBfirector of Behavioral Services
Pat Newell, Behavior Health Specialist

Roxy Wolf, Behavior Analyst |

Monica Labrie, Behavior Analyst

Donna Honeycutt, Security Officer 3

Eddie Borak, Security Officer 3

Cheryl Luna, DSP 1

Sandra Jackson, DSP 2
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9. Alfreda Aldridge, DSP 1

10. Ten DirectSupport Professionals(DSPs)

Meetings Attended/Observations:

1. Incident Management Teanmeeting (IMRT) 8/26/14 and 8/27/14
2. Administrative Review Team (ART) meeting 8/26/14 and 8/27/14
3. Four Rivers Unit morning meeting 8/26/14

4. Quality Assurance/Quality Improvement (QA/QI) Council 8/25/14

Facility Self-Assessment:

The Facility submitted a SeHAssessment for Sectiol©. In its SeHAssessment, for each provision, the
Facility had identified: 1) activities engaged in to conduct the selssessment; 2) the results of the self
assessment; and 3) a selfating.

For Section C in conducting its selissessment, the Fality:

o Did not report if it used any specific monitoring/auditing tool in its review of a 20%
sample of the 111 crisis intervention restraints that occurred between 1/1/14 and
6/30/14. The self-assessment also did not report the use of any inteater reliability in its
assessment of restraint practices and documentation although in interview the Director o
Behavioral Services reported IRR was part of the Facility sedfssessment. Data collected
and recorded from the selfassessment review conducted by thBehavioral Services
Department was informal and not organized into a report or other similar document
summarizing results other than the presentation in the selassessment document.

o0 While the Monitoring Team believes the Facility selassessment producedfor the most
part, reliable results looking at reliable indicators the Facility should use a more
formalized system such as using the Monitoring Tools already completed by the Behavio
Services Department and the QA Department.

0 The SelfAssessment idetified the sample(s) sizes, including the number of
individuals/records reviewed in comparison with the number of individuals/records in
the overall population (i.e., n/N for percent sample size). The sample sizes were adequa
to consider them representdive samples.

1 Although in reviewing the selfassessment it was not clear how data was collected or who
analyzed/reviewed these data(the Facility clarified this in interview) , the Facility presented data
inausefulway 3 DPAAE ZEAAIT | UhAsésshkenk AAEI EOQUGO 3A1 &£

o Presented findings based on specific, measurable indicators.

0 Measured the quality as well as presence of items.

o Did not, however, distinguish data collected and analyzed by the QA Department versus
the program/discipline. Upon interview it was determined all data was collected and
analyzed by the Behavioral Services Department.

0 The Facility reported it had a process to compare audit results from the QA Auditor with
audit results from the Behavioral Services Department.

1 The Facility rated itsdf as being incompliance with Provisions C.2 and C.3 of Section C. This was
TT0 Al 1T OEOOAT O xEOE OEA -TTEOIOCEIC 4AAI SO A
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compliance with Provision C.1, C.2 and C.3.

The Facility also provided as part oits self-assessment an Action Plan that reported actions being taken tg
achieve compliance.

1 Actions were reported as completein process, complete and ongoing, or not started

1 The Facility data identified areas of needed improvement. For example, tRacility self-
assessment reported a problem with the development of individualized plans to reduce dental
sedation and the Action Plan identified steps to address this problem.

1 The actions did not always provide a set of detailed steps likely to lead torapliance with the
requirements of this Section. For example, most action steps focused on meeting with some othe
departments, developing plans to implement strategies, training as necessary and similar genera
non-specific actions.

For those Provisionsdetermined to be in noncompliance by the Monitoring Teanthe Facility should
examine its Action Plan and make appropriate modifications. Many of the Action Steps appeared to be
relevant to achieving compliance, but the Facility should also define the priszion-specific outcome and
process improvements it hopes to achieve as a result of these Action Steps as well as how accomplishmg
will be measured. The Facility should determine the priorities for action for the next six months, complete
analysis of whee they are now and what they need to do, and develop (and implement) a detailed
sequential plan to accomplish the priorities.

30 1T AOU T &£ -TTEOI 080 ! OOAOOI Al 64,

The Facility continued to make progress in achieving compliance with respect to restraint egor crisis
intervention but still struggles to implement administrative and clinical practices necessary to achieve
compliance with restraint use for medical and dental procedures. Recently initiated processes should hel
in this regard.

The downward trend of use of crisis intervention restraint, as reported in the last several reviews, had
continued. When comparingthe two most recentsix-month periods the number of crisis intervention
restraints decreasedfrom 162 (an average of 27/month) to 105 (an aerage of 18/month).

The Monitoring Team was able to confirm that the Facility did not use protective mechanical restraint for
self-injurious behavior (PMR-SIB).

Complete and proper documentation of crisis intervention restraint use improved significanyl. Complete
and proper review of restraint episodes improved but had not as yet achieved a level of substantial
compliance. Documentation associated with the use of medical restraint remained problematic. The Facil
had initiated important actions to improve documentation associated with medical restraint

Compliance with Settlement Agreement requirements associated with the use of medical restraint
(unrelated to documentation) remained problematic but improvement was observed over that reported in
the last review.
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Staff knowledge, as demonstrated through answering seven questions, remained acceptable.

Based on Facility policy review, prone restraint is prohibited. Based on review of restraint records and
minutes of the Incident Management Team (IMRTho use of prone restraint was identified.

Video surveillance tapes that had recorded a horizontal restraint episode were used with regularity as paf
of the restraint review process.

Most individuals still lack needed plans to reduce the need for prir eatment sedation.This is a major
impediment to compliance with Provision C.4.

The Facility continues to have difficulty in achieving compliance with the nursing components of Provisior
C.5, which addresses nursing monitoring during and after a crisis ietvention restraint.

4 EA 2 33 ;asséssnerd ikporEd that the Facility was in substantial compliance with Provisior®.2
and C3. The Monitoring Team confirmed substantial compliance with Provision C.1, which addresses
various components of restraintadministration, C.2, which requires that restraints be terminated as soon
as the individual is no longer a danger to him/herself or others and C.3, which addresses staff training.

# | Provision Assessment of Status Compliance
C1 | Effective immediately,no Facility Data provided by the Facility for the past two six month periods, shoed: Substantial

shall place any individual in prone Compliance

restraint. Commencing immediately | | Type of Restraint 8/1/13 to 2/1/14 to 7/31/14

and with full implementation 1/31/14

within one year, each Facility shall | | Personal restraints (physical holds) during a 147 96

ensure that restraints may only be behavioral crisis

used: if the individual poses an Chemical restraints during a behavioral crisis 10 8

immediate and serious risk of harm | | Mechanical restraints during a behavioral 5 1

to him/herself or others; after a crisis

graduated range of less restrictive | | TOTAL restraintsused in behavioral crisis 162 105

measures has been exhausted or | ' TOTAL individuals restrained in behavioral 30 28

considered in a clinically justifiable || ¢risis

manner; for reasons other than as | "Of the above individuals, those restrained 9 5

punishment, for convenience of pursuant to a Crisis Intervention Plan

staff, or in the absence of or as an | ["\jegical restraints/dental 50 51

alternative to treatment; and in Medical restraints/medical procedures 92 82

acc_o_rdance with applicable, written TOTAL individuals restrained for 142 133

policies, procedures, and plans medical/dental reasons*

governing restraint use. Only

rgs\Etr'?nt Egcgr,]&lqéﬁs Epgrgvgdéna It is noteworthy that the use of crisis intervention restraint had decreased, when
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Provision

Assessment of Status

Compliance

comparing sixmonth periods from 162 (an average of 27/month) to 105 (an average of
18/month).

Prone Restaint

Based on Facility policy review, prone restraint wagrohibited. Based on review of other
documentation (trend reports and lists of restraints) use of prone restraint was not
identified.

A sample, referred to as Sample C.1, was selected. Based ogview of the restraint
records for individuals in Sample C.1 involvingevenIndividuals, none showed use of
prone restraint.

Based on questions with 10 direct support professionals, all (100%) were aware of the
prohibition on prone restraint. This was consistent with the score reported at the last
review.

Other Restraint Requirements
Based on document review, the Facility and State policies dtate that restraints may

only be used: if the individual poses an immediate and serious risk of harm to
him/herself or others; after a graduated range of less restrictive measures has been
exhausted or considered in a clinically justifiable manner; and for reasons other than as
punishment, for convenience of staff, or in the absence of or as an alternative to
treatment. The Facility had updated its restraint policy since the last review to comport
with changes in the State policy.

Restraint records were reviewed for Sample C.1 that included the restraint checklists,
face-to-face assessment forms, and debriefinforms. The following are the results of this
review:

9 In 10 of the 10 records (100%), there was documentation showing that the
individual posed an immediate and serious threat to self or others.

1 For the 10 restraint records, a review of the description of the events leading to
behavior that resulted in restraint found that 10 (100%) contained appropriate
documentation that indicated that there was no evidence that restraints were
being used for the convenience of staff or as punishment.

1 In 10 of the records (100%), there was evidence that restraint was used only
after a graduated range of less restrictive measures had been exhausted or
considered in a clinically justifiable manner.

1 Facility policies do identify a list of approved restraints.

Based onthe review of 10 restraints, involving seven Individuals, 10 (100%) were
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Provision

Assessment of Status

Compliance

approved restraints.

In 10 of these records (100%), there was documentation to show that restraint was not
used in the absence of or as an alternative to treatment.

The Monitoring Team interviewed two Security Camera Monitors to confirm their
training in restraint use and their acknowledgement that identifying and reporting
questionable interactions between staff and Individuals as possible restraint was within
their scope of respnsibilities. Both were knowledgeable of appropriate and
inappropriate interactions between staff and Individuals and knew to report any
interaction that might be perceived as restraint to Behavioral Services for review

The Facility reported it had notusedphysical mechanical restraint for seHlinjurious
behavior (PMRSIB)during this review period. To validate this the Monitoring Team
reviewed 13 Individuals who used abdominal binders related to G/J tubplacement
(Sample C.6)This review was done toensure the use of an abdominal binders was not tg
inhibit controllable behavior on the part of the Individual. The Monitoing Team

reviewed the physician order for the abdominal binder In 12 of 13 (92%) there was
nothing in the physician order that wouldindicate the purpose of the abdominal binder
was toinhibit controllable behavior on the part of the Individual. For three of the
Individuals in Sample C.6 the Monitoring Team interviewed staff who regularly worked
with each Individual. Staff responses wre variable but none contradicted the rationale
OOAOAA E1T OEUOEAEAT 1T OAAOO8 4UPEAAI O0OAO
pi AAA6h OO1T EAADP EO OAAOOA OI EO AT AOT 6
because of involuntary mo& i AT 068 4EA -1T1EOQI OET ¢ 4AAI
abdominal binders were being used as restraint.

Based on this review this Provision was in substantial compliance.

C2

Effective immediately, restraints
shall be terminatedas soon as the
individual is no longer a danger to
him/herself or others.

The restraint records involving the seven Individuals in Sample C.1 were reviewed. Of
these, four of the Individuals had Crisis Intervention Plans at the time of restraint. For
the four Individuals (involving seven restraints) who had Crisis Intervention Plans (CIP),
all seven restraints (100%) included sufficient documentation to show that the individual
was released from restraint according to the criteria set forth in the Crisitntervention
Plan.

For the three Individuals (involving three restraints) who did not have Crisis
Intervention Plans at the time of restraint, three (100%) included sufficient
documentation to show that the individual was released as soon as the indiwidl was no
longer a danger to him/herself.

Substantial
Compliance
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# | Provision Assessment of Status Compliance
Based on this review this Provision was in substantial compliance.

C3 | Commencing within six monthsof |4 EA &AAEI EOQU8O Pi 1l EAEAO OAI AOGAA O OAOQ| Substantal
the Effective Date hereof and with | of the Settlement Agreement. Compliance
full implementation as soon as
practicable but nolater than within | ReEAx 1T £ OEA &AAEI EOU8O OOAET ET ¢ AOOOEA
one year, each Facility shall develog and competencybased measures in the following areas:
and implement policies governing 1 Policies governing the use of restraint;
the use of restraints. The policies 1 Approved verbal and redirection techniques;
shall set forth approved restraints 1 Approved restraint techniques and
and require that staff use only such I Adequate supervision of any individual in restraint.
approved restraints. Arestraint
used must be the leastestrictive In order to validate staff training the Monitoring Team reviewed the training transcripts
Intervention necessary to manage | of 24 staff (Sample C.5). This review showed that:
behaviors. The policies shall requirel  q 22 of the 24 (92%) had current training in RES0105 Resaint Prevention and
that, before working with Rules.
individuals, all staff responsible for 1 22 of the 24 ©2%) employees with current training who had been employed
applying restraint techniques shall over one year had completed the RES0105 refresher training within 12 months
have successfully completed of the previous training.
competencybased training on: 22 of the 24 @2%) had completed PMAB training \ithin the past 12 months.
approved verbalintervention and Note: the two deficient staff resulted because the training transcript provided to the
redirection techniques; approved | vionitoring Team did not have readable dates noting course completion.
restraint techniques; and adequate
supervision of any individual in 4EA -TTEOIOET C 4AAT Al O OAOE A sofeds CAmpeidd
restraint. #1 OOOAO 1T &£ 40AETETC 001 COAI 86 4EEO OADI

RSSLC employees:

1 99% RES0105 Restraint: Prevention and Rules for Use at MR Facilities

1 100% RES0110 Applying Restraint Devices

1 100% PMA0320z PMAB Basic

1 100% PMAQO700zZPMAB Prevention

1 100% PBS010(; Positive Behavior Support
In order to evaluate staff knowledge in the area of restraint, 1DSPsvere asked a series
of questions. These questions came from Facility training materials. The 10 staff were
selected by the Facility and included both am and pm staff. Each response was evaluate
Au TTA T AT AAO 1T £ OEA - 1 Dike€dr @ Rdsidential Sdniices O
AT A OEA &AAEI EOUBO 10A1I EOU ! OOOOAT AA 00
Consequently, for each question, responses were subjected to 30 evaluations (ten
ET AEOEAOAI 06 OEIi AO OEOAA OAOA ®Smysovided OA A
satisfactory responses to the following questions as follows:
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# | Provision Assessment of Status Compliance

1 O7EAT EO OEAEIN OI A OKOBOARIT OAIl-fivedi IE OF
responses were evaluated as satisfactory (83%). This compares to the 90%
reported in the last review.

1 O7TEAO 1 OEAO OEEIT CO OET O1 A xA E-Aighfof 381
responses were evaluate@s satisfactory (93%). Thiscompares to the 87%
reported in the last review.

9 O0' EOA Al AgAi bl A T £ OGAOAAT OAAEOAAODI
were evaluated as satisfactory (100%). Thisompares to the 100% reported in
the last review.

1 O4AIOxil AT £ OEA OEOAA EET AO 1 £ -ouka GO A
responses were evaluated as satisfactonB0%). This compares to the 100%
reported in the last review.

T O7EAO 1 AOGAI 1T £ OOPAOOGEOEIT OEI O1 A E
30 responses were evaluated as satisfactoryl(0%). This compareso the 100%
reported in the last review.

T 0) 0 EO AOBGAO /1 + Oi OAOOOAET A PAOOIIT
evaluated as satisfactory (100%). This comparet® the 100% reportedin the last
review.

T . Al A OEA Ox1 OOAEE OEAO OEI OI A AA Aj
Twenty-six of 30 responses were evaluated as satisfactory (87%l)his compares
to the 100% reported in the last review.

Overall for the seven questions, 198f 210 (92%) responses were assessed as
satisfactory. This compares to the 97% reported in the last review.
In 10 of the records (100%), there was evidence that restraint was used only after a
graduated range of less restrictive measures had been exhaadtor considered in a
clinically justifiable manner.
Based on this review this Provision was in substantial compliance.
C4 | Commencing within six months of | Based on a review of 10 restraint records (Sample C.1), in 10 (100%) there was eviden¢ Noncompliance

the Effective Date hereof and with
full implementation within one

year, each Facility shall limit the use
of all restraints, other than medical
restraints, to crisis interventions.
No restraint shall be used that is

medical orders or ISP. If medical

that documented that restraint was used as a crisis intervention.
In review of sevenPositive Behavior Support Plans, in 10 (100%), there was no evidencg
that restraint was being used for anything other than crisis intervention (i.e., there was
no evidence in these records dhe use of programmatic restraint).

In addition, Facility policy did notallow for the use of normedical restraint for reasons

other than crisis intervention.
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Assessment of Status

Compliance

restraints are required for routine
medical or dental care for an
individual, the ISP for that
individual shall include treatments
or strategies to minimize or
eliminate the need for restraint.

AEA &AAEI EOU | AET OAET AA A 031 .10 2A0060
be restrained under any circumstance. None were restrained. Additionally, for Sample
c1,i 1T OAAO O1 AiI AOi AT O OEAO O1iI OAOOOAET
ET AEOEAOAI 60 1 AAEAAT 1T OAAOO 10 )3006 MB&
0OOAAOQOEOEITAO ! OOAOOI AT O &A1 O )AAT OEEUET C
the provison OANOE OAT AT O OEAO OAOOOAET O 110 AA
medical orders. This form was present for all seven (100%) Individualin Sample C.1 anc
was completed correctly including a dated physician signaturéNo documentation was
provided to the Monitoring Team that would address the additional requirement that
prohibitions against restraint other than medical considerations, sule as information in a
functional assessment indicating that restraint serves as a reinforcer, or a history of
physical abuse involving physical restraint, were assessed, considered, and noted in an
)y T A E OE A Onk Failly reparted it was aware of tlis and intended to address this

issue prior to the next review.

As noted in the last report by the Monitoring Team, it is important that physicians and
the IDT regularly assess whether restraint should be limited or prohibited prior to
implementation for each individual who is restrained. It is essential that the IDT and sta
providing supports and services have all information needed to make decisions about
restraint use. Safety considerations with respect to restraint use should include
thoughtful int erdisciplinary discussion and should be documented in each ISP.

In 10 of 10 restraint records reviewed (100%), there was no evidence that the restraint
OOAA xAO ET AiI 1T OOAAEAOEIT Oi OEA ETAEOE
In reviewing 18 ISPs for individuals for whom restraint had been used for the completion
of medical or dental work:
1 Fourteen (77%) showed there had been appropriate authorization (i.e., Human
Rights Committee approval and adequate conserdnd
1 None (0%) included appropriately developed treatments or strategies to
minimize or eliminate the need for restraint.

Based on this review this Provision was not in substantial compliance.

C5

Commencing immediately and with
full implementation within six
months, staf trained in the
application and assessment of
restraint shall conduct and

Review of Facility training documentation showed that there was an adequate training
curriculum for restraint monitors on the application and assessment of restraint. This
training was competencybased.

Based on review of training records, nie staff at the Facility who performed the duties of

Noncompliance
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Provision Assessment of Status Compliance
document a faceto-face a restraint monitor for restraints in Sample C.1 nine (100%) successfully completed the
assessment of the individual as training to allow them to conduct faceto-face assessment of individuals in crisis
soon as possible but no later than | intervention restraint. This included the following classes:
15 minutes from the start of the i ABUO0100 Abuse and Neglect
restraint to review the application 1 PMAO0320 PMAB Basic
and consequences ahe restraint. 1 PMAO0400 PMAB4: Restraint
For all restraints applied at a PMAO700 PMABT7: Prevention
Facility, a licensed health care § CPRO0O100 CPR Basic
professional shall monitor and ! RES0105 Restraint: Prevention and Rules for Use at MR Facilities
s of an ncivu i resants | RESOLIO_ Appying Restrant Devices
o fastevery S0 minules fom e | PES0I00 Posive Benavior Support
medical restraint pursuant to a 9 Facility developed restraint monitor training
p_hyS|C|an S order._ In ext_raordmary Based on a review of 10 restraint records (Sample C.1), a falmeface assessment was
_cwc_u_mst_ances, with c_Il_nlcaI conducted:
Justification, the Phys'c'af‘ may 1 In 10 out of 10 incidents of restraint (100%) theassessment indicated the
order an alternative monitoring ) . .
schedule. For all individuals subject rest.ramt was .momtored by an adequately trained staff member. .
to restraints away from a Facility, a 1 Innine of 10 m;tances (90%), the assessment b_egan as soon as possible, but 1
licensed health careprofessional Iatetr thaln f1;5 gw_lr_](tjjtesl Lr?c’)lrr; the start of the restraint. This was not the case for
; restraint of Individua .
;r;arllllsc;f(;: ;aer:]?a?(;f:t?s 2; \t/rl]t: ! 1 In 10 of 10 instances of restraint (LOO%)_, thg documentat?on showed that an
individual within thirty minutes of asse;sment was completed of the applicatioof the re_stramt. In each case the
OEA ET AEOEABAI 60 section of the FFAD to be completed by a psychologist wesmpleted fully.
Facility. In each instance of a 1 In 10 of 10 instances of restraint (00%), the documentation showed that an
medical restraint, the physician assgssment was completed of theonsequencef the_restraint. In each case the
shall specify the schedule and type section of the FFAD to be completed by a psychologist wesmpleted fully.
of monitoring required. 1 Inno case had a physian ordered an alternative monitoring schedule.
Sample C.1 consisted df0 restraint records for restraints that occurred at the Facility of
which one of 10 (10%) wasfor chemical restraint and nine (90%) were for physical
restraints. For thenine physicalrestraints in Sample C.1 There was documentation that
a licensed health care professional:

1 Conducted monitoringwithin 30 minutes from the initiation of the physical
restraint in seven of nine (78%). Records that did not contain documentation of
this included:

0 Individual #314: On 3/15/14 at 5:50 p.m., Individual #314 was
physically restrained. The nurse was not naotified until 6:30 p.m.
Individual #314 was monitored by the nurse at 6:40 p.m.
0 Individual #787: On 6/9/14 at 3:37 p.m., Individual #787 was
34
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Provision Assessment of Status Compliance
physically restrained. The nurse was not notified until 3:39 p.m.
Individual #787 was monitored by the nurse at 4:10 p.m.

1 Monitored and documented vital signs irsix of nine(67%) of the instances of
physical restraint. Records that did not contaimlocumentation of this included:

o0 Individual #363, Individual On 4/18/14 at 9:07 a.m.,#363 was
physically restrained. The nurse documented that Individual #363
refused to allow a full set of vital sign monitoring. There was no
documentation that the nurse visually observed for respiratory and
cardiac/circulatory distress.

0 Individual #350: On 5/24/14 at 2:45 p.m., Individual #350 was
physically restrained. The nurse documented that Individual #350
refused to allow vital sign monitoring. There was no daamentation
that the nurse visually observed for respiratory and cardiac/circulatory
distress.

0 Individual #13: On 6/16/14 at 2:45 p.m., Individual #13 was physically
restrained. The nurse documented that Individual #13efused to allow
vital sign monitoring. There was no documentation that the nurse
visually observed for respiratory and cardiac/circulatory distress.

1 Monitored and documented mental status ireight of nine (89%) of the instances
of physical restraint.

0 Individual #13: On 6/16/14 at 2:45 p.m., Individual #13 was physically
restrained. The nurse documented that Individual #13efused to allow
monitoring mental status. There was no documentation that the nurse
visually observed Individual #136 © | AT OA1T OOAOOOS8

For Sample C.3 (Chemical restint) which included one chemical restraint:

I Conducted monitoring at least every 15 minutes from the initiation of the
chemical restraint for at least two hours, according to policy for Postled
Monitoring of Chemical Restraint, in one of one (100%).

ThAOA OET O1 A AA AT AOi AT OAOGET1T &EOI I 1 O00E
PEUOGEAAI AT A 1 A1 OAl OOAOOOS8 6 EOOAT T1TAO
cardiac/circulatory status should be conducted; they do not require an individual's
cooperation andthe nurse should be able to determine whether the individual was
having any respiratory/cardiac distress. The mental status monitoring should include
specific behaviors that support the current mental status description. Merely
AT AOi A1 OET @ nabdadepmdl®. ATAetnursing staff should be notified
immediately when crisis interventions restraints are applied so that monitoring can
begin within 30 minutes as required by policy.
35
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# | Provision Assessment of Status Compliance
For Sample C.1 there were two of 10 (20%}eports that indicated non-serious injuries
were sustained during crisis intervention restraintapplication.
SampleC.3 was selected from the list of Individuals who had medical restraint in the last
six months. It represents 15% of the Individuals for whom medical restraint w&s used
(Sample C.3 is defined in the Documents Reviewed section above). For these Individua
the physician orders were reviewed, as well as documentation of monitoring.
1 Infive of 18 (27%) the physician specified the schedule of monitoring required
or specified facility policy regarding this was followed.
1 Inzero of 18 (0%) the physician specified the type of monitoring required if it
was different than the facility policy.
1 Infive of 18 of the medical restraints (27%) appropriate monitoring was
completed either as required by the SA, facility policy, or as the physician
prescribed.
Based on this review this Provision was not in substantial compliance.
C6 | Effective immediately, every A sample (Sample C.1) of 10 Restraint Checkligty individuals in crisis intervention Noncompliance

individual in restraint shall: be
checked for restraintrelated injury;
and receive opportunities to
exercise restrained limbs, to eat as
near meal times as possible, to
drink fluids, and to use a toilet or
bed pan. Individuals subject to
medical restraint shall receive
enhanced supervision (i.e., the
individu al is assigned supervision
by a specific staff person who is
able to intervene in order to
minimize the risk of designated
high-risk behaviors, situations, or
injuries) and other individuals in
restraint shall be under continuous
one-to-one supervision. In
extraordinary circumstances, with
clinical justification, the Facility
Superintendent may authorize an
alternate level of supervision. Every
use of restraint shall be

restraint was selected for review The following compliance rates were identified for each
of the required elements:
1 In 10 (100%), continuous oneto-one supervision was provided;
1 In 10 (100%), thedate and time restrdant was begun;
1 In 10 (100%), the location of the restraint;
1 Inseven (70%), information about what happened before, including what was
happening prior to the change in the behavior that led to the use of restraint.
This compares to the 50% reported in thdast review. Those that did not
contained incomplete information. Note: the Restraint Checklist in the section
labeled Description of Behaviors Prior to Restraint includes the prompt,

the time before you began taking steps to avoid the use of restra;t j Al DE
AAAAAQ8G )1 OEOAA OAOBGOAET OO j )i AEOI
documentation was insufficient. For example, for Individual #314 the Restraint
Checklist reports what happened immediately preceding the behavior that
necessitated restraint but did not provide any information about anything that
POAAAAAA OEAO AOAT O jEs8A8 OOEA EIAE
xEOE 1T OEA0O6 q O&tAcODTIiNFUGErSanding th&ddokimstances
that led to restraint and developing strategies for the future that might make
restraint unnecessary.

1 In 10 (100%), the actions taken by staff prior to the use of restraint were

described on the restraint cheklist and FFAD with enough data to permit
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documented consistent with adequate review of restraint application per Provision C.8.
Appendix A. 1 In 10 (100%), the specific reasons for the use of the restraint;
1 In 10 (100%), the method and type (e.g., medical, dental, crisis intervention) of
restraint;
1 In 10 (100%), the names of staff involved in the restraint episode;
9 Observations of the individual and actions taken by staff while the individual was
in restraint, including in 10 (100%), theobservations documented every 15
minutes and at releaseNote: all restraints were of short duration. Only one
exceeded 15 minutes (it was 16 minutes) and most were less than five minutes.
1 In 10 (100%), the level of supervision provided during the restraint episode;
1 In 10 (100%), thedate and time the individualwas released from restraint;
1 Innine (90%), theresults of assessment by a licensed health care professional ¢
to whether there were any restraintrelated injuries or other negative health
effects. This was not the case for Individual #350.
1 Inasampleof 10 records (Sample C.1), restraint debriefing forms had been
completed for 10 (100%).
1 In 10 instances (100%), the documentation showed that an assessment was
completed of the application of the restraint.
A sample of 18 Individuals subject to medial restraint was reviewed (Sample C.2), anid
five (27%), there was evidence that the monitoring had been completed as required by
OEA PEUOEAEAT 860 1 OAAOS
Based on this review this Provision was not in compliance.
C7 | Within six months ofthe Effective

Date hereof, for any individual
placed in restraint, other than
medical restraint, more than three
times in any rolling thirty day

DAOET Ah OEA ETAE
team shall:
(@ OAOEAx OEA ET Al According to Facility documentation, during the sixmonth period prior to the onsite Noncompliance

adaptive skills and biological,
medical, psychosocial factors;

review, a total of five individuals were placed in restraint more than three times in any
rolling 30-day period. A sample (Sample #C.7) of &wf these individuals (100%) was
selected for review to determine if the requirements of the Settlement Agreement were
met. The results of this review are discussed below with regard to Sections C.7.a throu
C.7.g of the Settlement Agreement.

1 Records fa three of five individuals reviewed (60%) reflected documentation of

a timely ISPA following each episode in which the individual experienced more
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than three applications of restraint in a rolling 30 day period. Of the remaining
two individuals, one (Individual #787) experienced seven applications of
restraint between 3/20/2014 and 5/16/2014 before being provided an ISPA on
5/16/2014. The second remaining individual (Individual #475, 20%) had a
restraint review ISPA on 5/5/2014. The individual then experienced restraint
applications on 5/12/2014, 5/27/2014 (2 applications), and 6/3/2014 (2
applications) before being provided another restraint review ISPA on 6/4/2014.
1 1 £ OEA EEOA ET AEOGEAOAI O OAOGEAxAAR 11

behavior.

1 For none of the five individuals (0%), were these factors adequately reviewed
and hypotheses developed to guide treatment decisions to address the behavio
that provoked restraints.

(b) review possibly contributing
environmental conditions;

Records for three offive individuals reviewed (60%) reflected documentation of a timely
ISPA following each episode in which the individual experienced more than three
applications of restraint in a rolling 30 day period. ISPAs reflected:

9 Of the five individuals reviewed whowere provided ISPAs following more than
three restraint applications in a rolling 30-day period, one (Individual #787) was
provided an adequate ISPA review of environmental factors.

1 For Individual #787, environmental factors were hypothesized to affect th
behaviors that provoked restraints.

Noncompliance

(c) review or perform structural
assessments of the behavior
provoking restraints;

Records for three of five individuals reviewed (60%) reflected documentation of a timely
ISPA following each episode in wikch the individual experienced more than three
applications of restraint in a rolling 30 day period. ISPAs reflected:
1 Of the five individuals reviewed who were provided ISPAs following more than
three restraint applications in a rolling 30-day period, none(0%) was provided
an adequate ISPA review dftructural assessments.

Noncompliance

(d) review or perform functional
assessments of the behavior
provoking restraints;

Records for three of five individuals reviewed (60%) reflected documentation of a timely
ISPA following each episode in which the individual experienced more than three
applications of restraint in a rolling 30 day period. ISPAs reflected:
1 Of the five individuals reviewed who were provided ISPAs following more than
three restraint applications in a rolling 30-day period, none (0%) was provided
an adequate ISPA review of functional assessments.

Noncompliance

(e) develop (if one does not exist)

Recoids for three of five individuals reviewed (60%) reflected documentation of a timely

Noncompliance
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and implement a PBSP based | ISPA following each episode in which the individual experienced more than three
iIT OEAO EI1 AE OE | applications of restraint in a rolling 30 day period. ISPAs reflected:
strengths, specifying: the 1 Four of five PBSPs ndewed (80%) had operationally defined target behaviors.
objectively definedbehavior to 1 Four of five PBSPs reviewed (80%) contained functional replacement behaviors
be treated that leads to the use f  Two of five PBSPs reviewed (40%) specified, as appropriate, the use of other
of the restraint; alternative, programs to reduce or eliminate the use ofastraint.
positive adaptive behaviors to 1 Four of five PBSPs reviewed (80%) contained adequate interventions to weake
be taught to the individual to or reduce the behaviors that provoked restraint that were clear, precise, and
replace the behavior that based on a functional assessment.
initiates the use of the restraint, 1 Four of the four crisis intervention plans (100%) delineded the type of restraint
as well as other programs, authorized.
where possible, to reduce or f None of the four crisis intervention plans (0%) specified the maximum duration
eliminate the use of such of restraint authorized.
restraint. The type of restraint ' Four of the four crisis intervention plans (100%) specified the designated
A O_O El OE _U AAh OE approved restraint situation.
maximum duration, the 1 Four of the four crisis intervention plans (100%) specified the criteria for
d_e sgnated approveq r(_astralnt terminating the use of the restraint.
situation, and the criteria for
terminating the use of the
restraint shall be set out in the
ET AEOEAOAI 50 )
H AT OOOA OEAO OE/ Records for three of five individuals reviewed (60%) reflected documentation of a timely| Noncompliance
treatment plan is implemented | ISPA following each episode in which thindividual experienced more than three
with a high level of treatment applications of restraint in a rolling 30 day period. ISPAs reflected:
integrity, i.e., that the relevant 1 The records of four of five individuals (80%) reflected monthly checks of
treatments and supports are treatment integrity on current behavior interventions.
provided consistently across Of the four indviduals with documented treatment integrity checks, records for four
settings and fully as written individuals (100%) reflected treatment integrity ratings of at least 80%. While this is a
upon each occurrence of a positive finding and improvement, ratings of at least 90% are required for substantial
targeted behavior; and compliance.
(g) as necessary, assess and revis¢ Records for none of the five individuals reviewed (0%) reflected that the IDT conducted | Noncompliance
the PBSP. an adequate review of the existing PBSP to determine if revisions to the PBSP were
necessary. No ISPAs domented a recommendation for a revision to a PBSP and none
was noted to have occurred as a result of an ISPA review.
C8 | Each Facility shall review each use | The Facility had an organized process for restraint reviewT his was described in the Noncompliance

of restraint, other than medical
restraint, and ascertain the
circumstances under vhich such

Facility restraint policy, which closely mirrors the State restraint policy. Review starts
with a FFAD done by a restraint monitor immediately after the restraint episode. The
restraint episode is to be reviewed in the unit mening meeting the next business day
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Provision

Assessment of Status

Compliance

restraint was used. The review shall
take place within three business
days of the start of each instance of
restraint, other than medical
restraint. ISPs shall be revised, as
appropriate.

with whatever information had been available by the time of the meeting. It is to be
reviewed within three business daysby the IMRT,using available data includingverbal
reports from staff involved in the restraint. The IMRT is to decide if the circumstances
associated with the restraint merit a specific referral to the IDT, in addition to the
required IDT meeting within one business day for Individuals without a Crisis
Intervention Plan. In its last report the Monitoring Team noted that documentation to
validate substantive IMRT reviewwas not always apparentecauseat the time of its
review, the IMRT usually did not havesufficient behavioral and other observational data,
O AAAOOAOAT U AAOAOI EAQA xGEGERAAE AEACOTHhATGD AQ
continued to be the case. The purpose of this initial IDT meeting required by policy is to
assess anymmediate] AAAAA ET OAOOAT OET 1O 1T O AEAT ¢/
including the Positive Behavior Support Rin and/or the need for aCrisis Intervention
Plan.

In its last report the Monitoring Team noted that if an individual does not have a Crisis
Intervention Plan (CIP), RSSLC did not requir@ven though it is required by DADS and
Facility policy) that the IDT meet and review each use of restrairfor Individuals without

a Crisis Intervention PlanFor Individuals with a Crisis Intervention Plan policy requires
that OEA ) $4 AAOAOI ET A OEA OAOEAx OAEAAOI A
least quarterly. The Facility acknowledged this issue and reported it would take action to
correct this by the time of this review.

Four Individuals (with a total of seven restraints) in Sample C.1 had Crisis Intervention
Plans and in no instance (0%) did théSP orCIP specify a review schedulé&levertheless
in all seven instances of restraint involving Individuals with a CIP the IDT met to review
restraint occurrences within several days after each restraint of an Individual with a CIP
in Sample C.Ihere was no deumentation presented to the Monitoring Team to validate
that the IDT met within one day of the restraint for the other three Individuals in Sample
C.1In summary, n Sample C.1for sevenof 10 (70%) restraints, documentation was
available to support eiher an IDT review within one working day (in the case of those
without a CIP) orby the next quarterly review (in the case of those with a CIP).

Documentation related to Facility review of10 incidents of crisis intervention restraint
was reviewed by theMonitoring Team. This included the Unit Review Team meeting
minutes, IMRT meeting minutes, ISP addenda, and debriefing documentation. This
documentation showed that:

1 In eight (80%), the review by the Unit IDT occurred within one business day of
the restraint episode and this review is documented by signature on the
Restraint Checklist and review of unit review meeting minutes. This was not the
case with restraint of Individuals #787 (5/16) and #314.
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1 In eight (80%), the review by the IMRT occurred withinthree business days of
the restraint episodeand this review is documented by date entry on the
Restraint Checklist and review of IMRT minutes. This was not the case with
restraint of Individuals #13 and #314.

1 Inten (100%), the circumstances under whictthe restraint was used was
determined andwas documented on the Facdo-Face Assessment Debriefing
form, including the signature of the staff responsible for the review.

1 Innone (0%), thereview conducted in the Unit morning meeting and the IMRT
was suficient in scope and depth to determine if the application of restraint was
justified; if the restraint was applied correctly; and to determine if factors existed
that, if modified, might prevent future use of restraint with the individual,
including adequate review of alternative interventions that were either
attempted and were unsuccessful or were not attempted because of the
emergency nature of the behavior that resulted in restraint. Minutes of the IMR
meetings were provided for all ten restraintsin Sample C.1 In no case did
minutes reflect substantive discussion of the circumstances associated with
restraint use and merely served as a mechanism to record the restraint occurre
This deficient restraint review practice was reported by the Monitorng Team in
its last two reviews and had not been addressed by the Facilitfhe Facility
reported it had recently taken steps to modify the template for the Unit review
meetings requiring more information to facilitate proper restraint review. It was
anticipated this action would result in improved compliance in future reviews.

As noted inprevious reports by the Monitoring Team, the Facility believes this issue may
be primarily a matter of properly documenting restraint review in meeting minutes. The
unit restraint review observed by the Monitoring Team at Four Rivers on 8/26/14 was
thorough, substantive, and adequately addressed SA requiremengsdditionally, the
Facility had recently modified the report template for the restraint section of Unit
meeting minutes to prompt the collection of data important for a substantive reviewlt is
important that minutes reflect the substantive discussion that occurs at a unit morning
meeting and that IMRT has these datto ensure that intended follow-up actions by the
IDT are articulated and their occurrence can be verifiedf not, the IMRT should be
referring the restraint review back to the Unit IDT for additional follow-up.

No minutes of either the unit meetings or IMRT meetingé0%) reported an additional
referral made to the IDTand the Monitoring Team could not validate that any were
clearly needed.

In its last report the Monitoring Team noted that he Facility had implemented a more

formalized process for video review of restraints than that described in préous reports.
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The expectation was described as when video surveillance footage of a restraint was
available a group typically consisting of at least the Director of Behavioral Services, a Q
Program Monitor, a CTD instructor, and the Incident ManagemenbGrdinator were to
review the video together, discuss what they saw, reconcile any differences of opinion,
and record their collective conclusions on a Restraint Video Review Checklist recording
10 specific points of inquiry. These included conclusions refed with respect to the
details on the restraint checklist matching the video, notation of any environmental
issues, appropriate application of restraint, appropriate restraint release, timely respons
of the restraint monitor and nursing staff The Facilty reported it was using video review
for all horizontal restraints when those restraints occurred in areas covered by cameras.
In reviewing Sample C.1 the Monitoring Team found this to be the case.

Based on this review this Provision was not in compliace.
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SECTION D: Protection From Harm -
Abuse, Neglect, and Incident
Management

Each Facility shall protect individuals
from harm consistent with current,
generally accepted professional
standards of care, as set forth below.

Steps Taken to Assess Compliance:
Documents Reviewed:

21.

22.

23.

RSSLC SeHssessment 8/12/14

RSSLC Action Plans 8/11/14

RSSLC Section D Presentation Book

DADS Policy 021.3 Protection From Harm Abuse, Neglect, and Exploitation 11/5/13
DADS Policy 02.5 Incident Management 13/13

RSSLC Policy C.01 Incident Management 11/25/13

RSSLC Policy C.02 Protection From Hagibuse, Neglect, and Exploitation 11/25/13
RSSLC Policy C.19 Injury Auditg1/13

RSSLC Policy D.8 Completing/Routing Client Injury Report 5/2/14

. RSSLC Policy E.1Completing Incident Information Reports5/2/14

. Log of Department of Family and Protective Services (DFPS) cases 2/1/14 to 6/30/14
. Log of serious injuries 2/1/14 to 6/30/14

. Log of serious incidents 2/1/14 to 6/30/14

. Log of witnessed Injuries 2/1/14 to 6/30/14

. Log of discovered Injuries 2/1/14 to 6/30/14

. Log of peer to peer injuries 2/1/14 to 6/30/14

. CMS 2567 survey reports since the last review

. Minutes from joint DFPS/OIG/Facility quarterly meetings 3/20/14 and 6/25/14

. Acknowledgement of Reporting signed foms for 24 randomly selected employees

. Sample D.1: included a sample of DFPS investigations of abuse, neglect, and/or exploitation, as well

the corresponding Facility investigation reports. This sample was selected from the document the
Facility submitted listing the allegations/investigations completed since the last reviewThe sample
was 20% of reported investigations initiated and completed since the last review and included DFPS
cases 43053823, 43095799, 43161117, 43169881, 43110674, 43123751, 431617, 43127608,
43179292, 43184285, 43158641, 43161347, 43168865, 43054840, and 43153277. The sample
represented investigations that resulted in confirmed, unconfirmed, inconclusive, and administrative
referral findings. Five of the 15investigations in Sanple D.1 were also investigated by the Office of
Inspector General (OIG)

Sample D.2: included a sample of Facilignly investigation reports selected from the document the
Facility provided listing investigations completed since the last reviewThe sampe was 20% of
reported investigations initiated and completed since the last compliance visit. Sample D.2 included
UIRs 201, 125, 141, 143, and 175. The sample included four serious injuries and one unauthorized
departure.

Sample D.3: a sample of compledeRecord Audits to determine whether significant injuries had been
reported.

DFPS Investigation 4321181 {confirmed abuse reported 46 days late)
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24,
25.
26.
27.
28.
20.

1.

Sample D.41SPs for Individuals #781, #377, #125, #468, #632, #212, #794, #479, #309, and #651
DADS report MHMR102 Percent of All Employees Completing Course of Trainiggl/14

QA/QI meetingminutes 5/30/14

Abuse/neglect quiz used by campus administrators (undateddnd April and May reported results
SeltAdvocate meeting minutedor six meetings since the last relew

RSSLC Trend Reports 7/13

People interviewed:

Adelia Pavliska, Incident Management Coordinator
Georgette Brown, Quality Assurance (QA) Director
Judy Miller, SA Coordinator

Al Barrera , Facility Director

Cynthia Fannin Assistant Director of Programs
Autumn Patrick, Facility Investigator

Dorothea Williams, IMC Administrative Assistant
Donna Honeycutt, Security Officer 3

Eddie Borak, Security Officer 3

2
3
4
5
6
7.
8.
9
1
1
2
3
4

0. Ten Direct Support Professionals

eetings attended/Observations:
Incident Management Teammeeting (IMRT) 8/26/14 and 8/27/14
Administrative Review Team (ART) meeting 8/26/14 and 8/27/14
Four Rivers Unit morning meeting 8/26/14
Quality Assurance/Quality Improvement (QA/QI) Council 8/25/14

f

Facility Self-Assessment:

The Facility submitted a SeHAssessnent for Section D. In its SelAssessment, for each provision, the
Facility had identified: 1) activities engaged in to conduct the selssessment; 2) the results of the self
assessment; and 3) a selating. For Section D, in conducting its selissesment:

The Facility did not report if it used any specific monitoring/auditing tool in its review of a 20%
sample of the 78 abuse/neglect investigations or the 36% sample of the 28 Facility only
investigations that occurred between 1/1/14 and 6/30/14. It appeared IMC staff reviewed
documentation associated with their sample and tallied data on a worksheet. The sel§sessment
also did not report the use of any intesrater reliability in its self-assessment of Section D. Through
interview the Facility reported it had IRR for Section D but did not include these data in the Self
assessment.

The Facility in its selfassessment did not specify how the review was done, how the investigation
were selected for review, who conducted the review, or how the review redts were documented,
and, whether or not QA monitoring data was also used to determine the status of compliance, an
consideration of other relevant data. Through interview it was determined that QA monitoring
data was not used in the selassessment eveithough it was available and could have been used a
part of the selfassessment.

Data collected and recorded from the selissessment review conducted by the Incident
Management Coordinator (IMC) appeared to be informal and was not organized into a repaoit
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other similar document summarizing results.

1 The absence of use of any type of formal monitoring/auditing tool resulted in the absence of clea
indicators to allow the Facility to determine compliance with the Settlement Agreement.

1 The SelfAssessmat identified the sample(s) sizes, including the number of individuals/records
reviewed in comparison with the number of individuals/records in the overall population (i.e., n/N
for percent sample size). The sample sizes were adequate to consider themrasentative
samples.

1 Although in reviewing the selfassessment it was not clear how data was collected or who
analyzed/reviewed these data, the Facility generally presented data in a useful way using specifiq
measurable indicators and in some instances nasuring the quality as well as the presence of
items.

1 The Facility rated itself as being in compliance with the 19 of the 22 Provisions in Section The
self-assessment reported noncompliance with Provisions D.2.a (timely reporting), D.3.e (timely
initiation and completion of investigations), and D.4 (tracking and trending)l'his was not
Al T OEOOAT O xEOE OEA -T1TEOIOETC 4AAI 80O KEEIT AE
compliance with the following 14 provisions: D.1, D.2.b, c, d, e, f, g, anditBa, b, ¢, d, and j, and D,
AT AOAT 1 Uh O&sBesstndnidifiindt idlide@ll obtAd cdponents included in specific
provisions of the Settlement Agreement (e.g., provisions often include multiple requirements, and
the seltassessment dichot always address all of them) or the Facility did not probe with sufficient
thoroughness to determine compliance.

The Facility also provided as part of its selassessment an Action Plan that reported actions being taken tg
achieve compliance.

Actions were reported as completein process, and ongoingThe Facility data identified areas of needed
improvement. For example, the Facility seldssessment reported 14 distinct action steps intended to
improve compliance with Provision D.2.a (timely reporting). The actions did not always provide a set of
detailed steps likely to lead to compliance with the requirements of this Section. For example, action step
ET Al OAAA OAT Al UUA AAOGA 111 O0EI U6h OOAgedicestafforOAT Al
OAPI OOET ¢ POl AAAOOAOGGH 8 4EA AAOGEITT bPI1 AT OO0OADPO A
steps would happen.

For those Provisions determined to be in noncompliance by the Monitoring Team the Facility should
examine its Action Plan andnake appropriate modifications. Many of the Action Steps appeared to be
relevant to achieving compliance, but the Facility should also define the provisiespecific outcome and
process improvements it hopes to achieve as a result of these Action Steps &#l ws how accomplishment
will be measured. The Facility should determine the priorities for action for the next six months, complete
analysis of where they are now and what they need to do, and develop (and implement) a detailed
sequential plan to accompkh the priorities.

30iTAOU T &£ -TTEOT 080 ! OOAOOI AT 04,
Since the last review the Facility has a new Incident Management Coordinator. This person started as the
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IMC just several days before this review. For several months the position was fillachotirey basis by one of
the Facility investigators. It is likely that some of the deficient practices noted in this report occurred beca
this turnover in IMC leadership.

The Facility hadan adequate policy addressing abuse and negleand incident management practicesThe
Facility policies governing abuse/neglect and incident management had been updated since the last revig

The Facility had a sufficient number of trained investigators to ensure an investigator is onsite 24 hours a
day seven dgs a week.

The video surveillance program remained an important administrative tool in investigating abuse and
neglect and other serious incidents.

Reporting procedures for reporting abuse and neglect were prominently displayed throughout the Facility
and the Facility had an effective monitoring system to ensure postings remained in place.

Incident management implementation issues were pervasive anihe Facility had substantive issues
related to client protection that needced to be immediately addresséd. For example:

1 Many serious incidents included in the sample by the Monitoring Team were not reported timely.
six of 15 were reported timely.

1 Many staff were unaware of basic abuse and neglect reporting responsibilities. In questioning sta|
abug and neglect policies, the Monitoring Team was provided with unsatisfactory responses 429
time. Training for staff on abuse and incident reporting was in place, and all staff was current in
that training; however, as noted above and in the last thee reports, staff knowledge of
abuse/neglect reporting requirements needed improvement.

1 The number of confirmed casekabuse/negle¢comparing sixmonth periods) doubled and the numk

of serious injuries increased significantly.

Staff reported fear aktaliation but reported they were to report if retaliation occurred.

Required injury audits were completed for ofdyr of the last five months

Injury reports associated with serious incidents were often not completed correctly and fully.

The Facilitydid not complete many of the recommendations made in reviewing investigations. On

35% of recommended actions were completed and completed within the timeframe specified.

1 There was insufficient documentation to validate that all investigations begath&vitbquired 24 hour
timeframe.

1 There was insufficient documentation to validate that all investigations had a clear basis for the
conclusions reached by the investigator.

= =4 =4 =N

In most cases the Facility had not used the above data to identify systemi¢hassbsuld have been address
through a formal Corrective Action Plan or other administrative initiatives.

As noted above, te number of confirmed cases of abuse doubled (from five to teapd the number of other
serious incidents increased significady when comparing sixmonth periods. It did not appear that data
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review pursuant to Provision D.4 or QA review conducted under Section E of the SA identified this as an
issue requiring closer examinationThe trend reports and related data maintained by th Facility showed
that corrective action plans were oftentimes needed but generally not initiated.

As noted in previous reports the Monitoring Team could not validate the data reported by the Facility was
accurate.

As noted above, &ff were not retaining information learned in formal training classes, and ostensibly
reinforced through periodic competency checkslt appeared whatever actions the Facility had taken to
address this had not been effective.

The Facility rated itself as being in compliancwith the 19 of the 22 Provisions in Section DThe self
assessment reported noncompliance with Provisions D.2.a (timely reporting), D.3.e (timely initiation and
completion of investigations), and D.4 (tracking and trending)This was not consistent with he Monitoring
4AAT 80 EET AET CcO8 4EA -TTEOI OET Cc 4AAT &£ O1 A OERA
D.1,D.2.b,c, d, e, f, g,and h, D.3a, b, ¢, d, and j, andiFRrovisions rated as in compliance by the Facility
self-assessment vere determined to be noncompliant by the Monitoring Team. These were:

Provision D.2.i which addresses injury audits.

Provision D.3.f, which addresses investigation report content.

Provision D.3.g, which addresses Facility review of investigation reports.

Provision D.3.h which addresses preparation of Facility reports.

Provision D.3.i which addresses administrative follomup subsequent to investigation findings.

agrwnNE

Provision

Assessment of Status Compliance

D1

Effective immediately, each Facility
shall implement policies,
procedures and practices that
require a commitment that the
Facility shall not tolerate abuse or
neglect of individuals and that staff
are required to report abuse or
neglect of individuals.

The parties agreed the Monitoring Team would catuct reduced monitoring because Substantial
previous reviews showed substantial compliance. The reduced monitoring consisted off Compliance
OAOGEAx 1T &£ OEA &AAEI EOUBO AOOOAT O PI 1T EAE
management.

4EA &AAEI EOUBO mddidEAEAO AT A POT AAAOD
1. Include a commitment that abuse and neglect of individuals will not be tolerated
2. Require that staff report abuse and/or neglect of individuals.

The state policy stated that SSLCs would demonstrate a commitment of zero tolerance
abuse, negtd, or exploitation of individuals.

The Facility policy stated that all employees who suspect or have knowledge of, or who
involved in an allegation of abuse, neglect, or exploitation, must report allegations
immediately (within one hour) to DFPS atwdthe director or designee.
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Provision

Assessment of Status

Compliance

Since the last review the Facility has a new Incident Management Coordinator. This per
started as the new IMC just several days before this review. For several months the pog
was filled on an acting basis by one loé tFacility investigators. It is likely that some of the
deficient practices noted in this report occurred because of this turnover in IMC leaderslk

Client Protection

The Facility had an adequate policy addressing abuse and neglect and incident
managermnent practices. Implementation issues were pervasive and the Facility had
substantive issues related to client protection that needed to be immediately addressed
For example, since the last review the Facility received Statements of Deficiencies from
DADSRegulatory for client protection on five different occasions, including one that was
a Condition of Participation (i.e. major) finding. These deficiencies all addressed varioug
Al AT AT OO0 1T £ OZFAEI OOA 01 OODPAOOEOAAI) OAE O
of the five cases injury to the Individual resultedincluding a broken nose, lacerations,
and a broken leg. Subsequent to these five investigations by DADS Regulatory the Fac
experienced five unauthorized departures by five different Idividuals over a six week
period beginning in late June. Unauthorized departures casften be attributable, at least
in part, to lack of supervision of Individuals. While the Facility responded with an action
plan to each specific incident it did not idenify this set of similar events as representing &
possible systemic issue requiring a formal Corrective Action Plan with a root cause
analysis.

In its last report the Monitoring Team noted that the Facility did not always appear
committed to ensure that aluse and neglect of individuals was not tolerated and noted
OEAO O1I T A 1T /&£ OEA &AAEI EOUBO AATI ET EOOOAQD
incident management needed additional management oversight to ensure their
effectiveness in protecting Individualsand keeping them safe. The Monitoring Team did
not observe significant improvement in this regard from what was observed at the last
review and, in fact, in some areas noted regression. For example:

1 Asreported in Provision D.2.a, the Monitoring Team waly able to validate timely
reporting to DFPS in three of 10 (30%) allegatiohabuse/negleavhere time and
date information was provided@his compares to the 30% reported in the last revig

1 As reported in Provision D.2.a, the Monitoring Team way able to validate timely
reporting to the Facility Director/designee of three of five (60%) other serious
incidents. This compares to the 80% reported in the last review.

1 Therefore, collectively, only six of 15 (40%) serious incidents were reported timg¢
where time and date information was provid€dis compares to the 47% reported
the last review.

1 Asreported in Provision D.2.a the Facility selissessment reported with respect
to allegations of abuse/neglect in only five of 16 (31%) cases the Fatjli

reviewed were reported within the required timeframes. This compares to the
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Assessment of Status

Compliance

45% reported in the last review.

1 As reported in Provision D.2.a, the Monitoring Team, in questioning staff on aby
and neglect policies, was provided with unsatisfactory resmn2% of the time.

1 Asreported in Provision D.2.a the number of confirmed cases of abuse/neglect

(comparing sixmonth periods) doubled and the number of serious injuries increz

significantly.

As reported in Provision D.2.h staff reported fear of ratiain.

As reported in Provision D.2.i required injury audits were completed for only fou

the last five months (80%).

1 Asreported in Provision D.3.f injury reports associated with serious incidents w
often not completed correctly and fully.

1 Asrepoted in Provision D.3.i the Facility did not complete many of the
recommendations made in reviewing investigations. Only 35% of recommendeq
actions were completed and completed within the timeframe specified.

=a =4

In most cases the Facility had not used tlieda to identify systemic issues that should ha
been addressed through a formal Corrective Action Plan. In the one case where it did (|
reporting) only two of five action steps in the CAP were completed.

The criterion for substantial compliance foarstprovision is the presence and disseminatior,
appropriate state and facility policies. Implementation of these policies on a day to day
is monitored throughout the remaining provisions of Section D. Therefore, this provisior
in substantiatompliance.

D2

Commencing within six months of
the Effective Date hereof and with
full implementation within one year,
each Facility shall review, revise, as
appropriate, and implement
incident management policies,
procedures andpractices. Such
policies, procedures and practices
shall require:

(a) Staff to immediately report
serious incidents, including but
not limited to death, abuse,
neglect, exploitation, and
serious injury, as follows: 1) for
deaths, abuse, neglect, and
exploitation to the Facility
Superintendent (or that

Although in the paragraphs that follow, the Monitoring Team has provided some figures
with regard to allegations and incidents, it is essential to note thaeviewing pure
numbers provides very little meaningful information. For each of these categories, the
Facility would need to conduct analyses to determine causes, and to review carefully
whether, for incidents that were preventable, adequate action had lea taken to prevent
their recurrence. Determining the reasons or potential reasons for increases or
decreases in numbers also is essential. Although the ultimate goal is to reduce the
overall numbers of preventable incidents, care needs to be taken to sure that the result

Noncompliance
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Provision Assessment of Status Compliance
I FAEAEAIT 8 O A A OF of such efforts is not the underreporting of incidents. For an incident management
other officials and agencies as | system to work properly, full reporting of incidents is paramount, so that they can be
warranted, consistent with OAOEAxAA AT A APPOI POEAOA AA Qitdndly@ing@atalE AT 8
Texas law; and 2) for serious collected, and addressing issues identified is discussed in further detail with regard to
injuries and other serious Section D.4 of the Settlement Agreement.
incidents, to the Facility
Superintendent (or that According to data the Facility provided in a report prepared for the Monitoring Team the
I AEAEE desighde)d Saff shall | numbers of abise/neglect/exploitation allegations investigated by DFPS for the past
report these and all other year were:
unusual incidents, using
standardized reporting. 8/1/13 to 1/31/14 2/1/14 to 7/31/14

Total abuse allegations 71 76
Physical 50 49
Verbal/Emotional 21 27
Abuse confirmed 5 10
Physical 5 7
Verbal/Emotional 0 3
Abuse inconclusive 13 6
Physical 11 5
Verbal/Emotional 2 1
Total neglect allegations 62 45
Neglect confirmed 2 3
Neglect inconclusive 4 4
Total exploitation allegations 2 0
Exploitation confirmed 0 0
Exploitation inconclusive 0 0
It is noteworthy that the number of confirmed cases of abuse doubled (from five to ten)
when comparing sixmonth periods. It did not appear that data review pursuant to
Provision D.4 or QA review conducted under Section E of the SA identified thisan
issue requiring closer examination.
According to data the Facility provided in a report prepared for the Monitoring Team the
numbers of Unusual Incidents investigated by the Facility over the past year included:
8/1/13 to 1/31/14 2/1/14t0 7/31/ 14
Deaths 0 2
Serious Injuries 12 20
Sexual Incidents 0 7
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Suicide Threat (credible)
Unauthorized Departure
Choking

Total

o|olw

0
7
1

N
S

37

It is noteworthy that the number of other serious incidents increased from 24 to 37 wher
comparing sixmonth periods, including an increase in serious injuries from 12 to 20. It
did not appear that data review pursuant to Provision D.4 or QA review conducted unde
Section E of the SA identified this as an issue requiring closer examination.

NOTE: As noted iprevious reports the Monitoring Team could not validate the data
reported by the Facility was accurate. For example, the Monitoring Team crosschecked
DADS Regulatory reports which cited unauthorized departures with UIR data. For an
incident on 4/23/14 inv olving Individual #363 a UIR was present (UIR 14.29) but this
UIR was not included in the list of serious incidents provided in response to document
request I11.18 and therefore was not included in the set of UIRs from which Sample D.2
was drawn. Lapses 8ch as this can make all data submitted by the Facility questionable
as to its accuracy. As recommended in the last review the Facility needs to better
coordinate the assembly of valid data among and between departments and among ang
between databases to esure accurate data is reported to the Monitoring Team in the
future.

"AOAA 11 OEA -T1TEOIOETC 4AAI 06 OAOEAx 1
on Protection from Harmz Abuse, Neglect, and Exploitation, dated 11/5/13: Section V:

Notification Responsibilities for Abuse, Neglect, and Exploitation; and Policy 002.4 on

Incident Management, dated 11/5/13: Section V.A: Notification to Director, the policies
were consistent with the Settlement Agreement requirements.

According to RSSLC Policy C.0icident Management (11/25/13) and RSSLC Policy C.0Z
Protection From Harmgz Abuse, Neglect, and Exploitation (11/25/13), staff were
required to report abuse, neglect, and exploitation within one hour by calling the DFPS
800 number. This wasconsistent with the Settlement Agreement requirements.

With regard to unusual/serious incidents, the Facility policy entitledC.01 Incident
Management (11/25/13) and RSSLC Policy C.02 Protection From Hagbuse, Neglect,
and Exploitation (11/25/13), required staff to report unusual/serious incidents within
one hour to the Facility Director/designee. This policy was consistentith the
Settlement Agreement requirements.

In order to evaluate staff knowledge in the area of abuse and neglect reporting 10 Direc
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CareProfessionals were asked four questions. The 10 staff were selected by the Facilit
and included both am and pm staff. Each response was evaluated by one member of th
-1 1T EOQI OET ¢ 4 A ADirdttorOffRAsidénfahIenvice® UATOA O E AualigyA
Assurance Program Monitor assigned to Section D of the SA. Consequently, for each

NOAOOGET 1T OAODPI T OAO xAOA OOAEAAOAA O om

Based on responses to questions, 10 direct support professionals provided sdgistory
responses to Ihg fgllgwing guestions as noted:
Eight of 30 responses were evaluated as satisfactory (27%).This compares to the
43% reported in the last review.
O0s &EMA OEA OADPI OOEI ¢ POT AAAOOA AT A OE
Fourteen of 30 responses were evaluated as satisfactory (47%). This compares to
the 23% reported in the last review report.
O$AOAOEAA Oxi1 AAOOTAOAT OO0 ebtfEfbudof30i O A
responses were evaluated as satisfactory (80%). This compares to the 33% reporte
in the last review.
O$AOAOEAA OxI1 OECIT O7 OUtheédf 30 @esponges vdkeC 1 A
evaluated as satisfactory (77%). This compares to the 63%perted in the last
review.

Overall for the four questions, 69 of 120 (58%) responses were assessed as
satisfactory. This compares to the 41% reported in the last review.

The Facility had a regular process to quiz staff on the above elements of abuse/reg|
reporting. The Monitoring Team reviewed data associated with this process for the
months of April and May, 2014. This review showed that only 18 of 54 (33%) staff

AT OxAOAA A1l & 60 NOAOOEI T O AAAOOAOAI U8
sent for refresher training.

The above data suggests staff are not retaining information learned in formal training
classes, and ostensibly reinforced through periodic competency checks. This likely
contributes to the problem the Facility identified in itsself-assessment (and confirmed
by the Monitoring Team) of late reporting.

As noted below (and in previous reports) the Monitoring Team determined that the
Facility did not regularly and routinely report allegations of abuse /neglect and other

serious incidents within the timeframes required in State and Facility policy and by the
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Provision Assessment of Status Compliance
Settlement Agreement.
Based on a review of 10 investigation reports (five of the 15 did not report a time/date o
the alleged incident or provide other data from which a determiation of date/time could
be determined ) included in Sample D.1:

A Three (30%) included evidence that allegations of abuse, neglect, and/or
exploitation were reported to DFPS within the timeframes required by
DADS/Facility policy. This was the case for invéigations 43168865, 43054840,
and 43153277. This compares to the 30% compliance score reported in the las
review.

A Three (30%) included evidence that allegations of abuse, neglect, and/or
exploitation were reported to the appropriate party (DADS central ffice and/or
DADS regulatory) within the timeframes required by DADS/Facility policy. This
was the case for investigations 43168865, 43054840, and 43153277.

A For the seven allegations for which staff did not follow the IM Policy and
Reporting Matrix reporting procedures, five UIRs (71%) included
recommendations for corrective actions. The exceptions were UIR 169 and 15(
The corrective action rate of 71% compares to the 43% reported in the last
review.

Finally, the Facility selfassessment reported thatimely reporting occurred in only five

of 16 cases (31%) reviewed as part of the selissessment. The Facility, through its QA

process, had initiated a Corrective Action Plan (CAP) to address this significant and

systemic problem. This CAP was initiated o4/10/14 with expected completion dates of

5/31/14. CAP data provided to the monitoring Team dated 8/28/14 reported only two

of seven action steps as having been completed. No data was provided that reported th

effectiveness, or lack of effectiveness, tfie CAP. No data was provided that indicated the

CAP had been modified even though this review occurred nearly two months after the

last projected completion date in the CAP. This CAP was still noted as open.

Based on a review of five investigation repos included in Sample D.2:

A Three (60%) showed evidence that unusual/serious incidents were reported
within the timeframes required by DADS/Facility policy. The exceptions were
UIRs 201 and 141, both serious injuries. In fact the serious injury for UIR 201
was not known to the IMC office until discovered in response to the Monitoring
Team® document request. This injury occurred on 3/17/14 and the UIR was
generated on 8/4/14. This compliance score of 60% compares to the 80%
reported in the last review.
A Three (60%) included evidence that unusual/serious incidents were reported to
the appropriate party as required by DADS/Facility policy. The exceptions werg
UIRs 201 and 143, both serious injuries. This compliance score of 60% compatr
53
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to the 80% reported in the last review.

A For the two unusual/serious incidents for which staff did not follow the IM
Policy and Reporting Matrix reporting procedures, the UIRs did include
recommendations for corrective actions.

The Monitoring Team also reviewed DFPS case 432118b&cause of its special
circumstances (reported 46 days late). This allegation of physical abuse (subsequently
confirmed by DFPS) was reported on 7/22/14 after the Facility was notified by an onsite
DFPS investigator that while reviewing video surveillancelata from 6/6/14 associated
with a different investigation the DFPS investigator observed what appeared to be
physical abuse. The staff present in the room should have reported the allegation and
AEAT 808 4EA ET AEAAT Oh x E EvadnotkdughOd hdvideoE 1
camera operators.

In its last two reports the Monitoring Team noted that timely reporting of incidents and
allegations had, after showing a period of improvement, regressed and was at an
unacceptable level. Facility correctivaction taken since the last review had not
corrected this most fundamental premise of an incident management system. In its last
report the Monitoring Team noted that the lack of timely reporting places the health ang
safety of Individuals living at theFacility at risk and must be addressed immediately and
aggressively. From this review it appears whatever actions the Facility had taken to
address this had not been effective.

The Facility didhave a standardized reporting format as required by the SA.

Based on a review of 20 investigation reports included in Samples D.1 and D.2, all
(100%) contained a copy of the report utilizing the required standardized format.
Nineteen (95%) were completed fully. UIR 175 did not include necessary supervisory
approvals.

Through the course of reviewing investigations the Monitoring Team noted that the
video surveillance cameras had been helpful in ascertaining the facts associated with
many allegations.Additionally, the Monitoring Team interviewed two Security Camea
Monitors to confirm their training in abuse and neglect and their acknowledgement that
identifying and reporting questionable interactions between staff and Individuals as
possible abuse or neglect was within their scope of responsibilities. Both were
knowledgeable of appropriate and inappropriate interactions between staff and
Individuals and knew to report any interaction that might be perceived as abuse or
neglect and in one case had in fact done so.

Finally, the Facility had effectively implementedts policy to review non-serious injuries

of unknown origin or of a suspicious nature. These are referred to as NSI Investigations
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Provision Assessment of Status Compliance
This is an important component of compliancavith Provision D.2.a. These investigations
ensure that nonserious injuries identified as being of unknown origin, or of a suspicious
nature, are investigated to determine if abuse or neglect is suspected and, if so, properl
reported to DFPS.
Based on this review this Provision was not in substantial compliance.

(b) Mechanisms to ensure that, Based on a review of thd5 investigation reports included in Sample D.1, in every Substantial
when serious incidents such as | instance where an alleged perpetrator (AP) was known the AP was immediately placed| Compliance
allegations of abuse, neglect, in no direct contact (NDC) status.
exploitation or serious injury
occur, Facility staff take As noted in the previous reports, the Facility should understand the relatiorsp
immediate and appropriate between late reporting (refer to Provision D.2.a) and this SA requirement. When late
action to protect the individuals | OADPT OOET ¢ T AAOOO OEEO AAT Ei PAAO OEA &A
involved, including removing perpetrators from direct care responsibilities and as a result places Individualat
alleged perpetrators, if any, O1T 1T AAAOOAOU OEOE8 %AAE EIT OOATAA 1T &£ 1 AOA
from direct contact with review processes should assess this potential with respect to compliance with this
individuals pending either the Provision. There was no evidence this occurred. In one particularly egregious case
ET OAOOECAOET T & ( allegation of physical abuse (subsequently confirmed by DFPS) was reported on 7/22/1
least a well supported, after the Facility was notified by an onsite DFPS investigator that while reviewing video
preliminary assessment that the| surveillance data from 6/6/14 associated with a different investigation the F-PS
employee poses no risk to investigator observed what appeared to be physical abuse. The staff person with a
individuals or the integrity of confirmed abuse finding had been working 46 days placing other Individuals at risk. The
the investigation. Facility had taken no action (such as reviewing injury data) to assess whether ghétaff

might have abused anyone else during this time period.
Review of 15 investigation files included in Sample D.1 showed there were no instanceg
where staff that had been removed from direct contact had been subsequently reinstate
prior to completion of the investigation. This conclusion was reached by reviewing the
UIR that accompanied each DFPS investigation.
Based on a review of the 15 investigation files in Sample D.1, it was documented that
adequate additional action was taken to protect indiduals in each case once an
allegation was known and reported. For example: nursing assessments were done an(
treatment rendered as appropriate, alleged perpetrators were put in NDC status, and
psychology staff conducted emotional assessments of victimanma.
Based on this review the Monitoring Team determined this Provision remained in
compliance in that temporary failure to comply during a period of otherwise sustained
compliance does not constitute failure to maintain substantial complianceln future
reviews the Facility will need to include in its investigation (UIR) an explanation of steps
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taken to identify any injuries or incidents for which an AP may have been responsible.

(c) Competencybased training, at
least yearly, for dl staff on
recognizing and reporting
potential signs and symptoms
of abuse, neglectand
exploitation, and maintaining
documentation indicating
completion of such training.

A review of the training curricula related to abuse and neglect was carried outifoa) new
employee orientation; and b) annual refresher training. The results of this review were
as follows:

In relation to the requirement that training is competencybased, the material reviewed
included provisions for trainees to demonstrate their understanding of what constituted
abuse, neglect, and exploitation and how to report observations or suspicion of abuse,
neglect, or exploitation. The material also included adequate training regarding
recognizing and reporting signs and symptoms of abusegglect, and exploitation.

Review of 24 staff training transcripts (Sample C.5) showed that 22 of 24 (92%) had
completed competencybased training on abuse and neglect and unusual incidents
within the last 12 months. Note: the two deficient staff resultedecause the training
transcript provided to the Monitoring Team did not have readable dates noting course
completion.

Additionally, the Monitoring Team reviewed the DADS report MHMR0102 Percent of All
Employees Completing Course of Training (8/1/14), with reported a 99% compliance
rate for staff completion within the last 12 months for ABU0100 and 100% for UNU0100

As reported in Provision D.2.a staff knowledge of abuse/neglect reporting
responsibilities was variable. This may suggest the effectiveng®f the training should be
further probed by the Facility through quality assurance monitoring and that
consideration be given to modifying training strategies, including consideration of a
formal Corrective Action Plan (CAP).

Facility practices addresghe requirements of this Provision that the training be
competency-based, that staff complete the training, and that documentation of training
completion is maintained. As noted in previous reports the Monitoring Team suggests
the Facility take additiond steps to ensure the retention of knowledge and that staff
implement the knowledge provided in the training.

Based on this review this Provision was in substantial compliance.

Substantial
Compliance

(d) Notification of all staff when
commencing employmentand
at least yearly of their
obligation to report abuse,
neglect, or exploitation to

The Monitoring Team asked for copies of the DADS Form 1020 Acknowledgement of
Resmnsibility for Reporting Abuse, Neglect, and Exploitation (7/09) for staff included in
Sample C.5. This consisted of 24 staff. There was a properly completed and signed 102
in 19 of 24 (79%) instances. In two instances the form was not dated so the Monitag

Team could not determine if it had been signed within the last year. In two other

Substantial
Compliance
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Facility and State officials. All instances the handwritten date was illegible so the Monitoring Team could not determin
staff persons who are if it had been signed within the last year. In one case no 1020 form was presedt® the
mandatory reporters of abuse | Monitoring Team.
or neglect shall sign a statement
that shall be kept at the Facility | Through document review and interview the Monitoring Team found two instances,
evidencing theirrecognition of | involving four staff, of a mandatory reporter failing to report abuse or neglect. In each
their reporting obligations. The | case the staff were reénserviced on reporting requirements.

Facility shall take appropriate

personnel action in response to | Based on this review the Monitoring Team determined this Provision remained in

AT U [ AT AAOT OU ( compliance in that temporary failure to comply during a period of otherwise sustained

failure to report abuse or compliance does not constitute failure to maintain substantial compliance. To remain in

neglect. compliance the Facility will need to demonstrate at the next review that at least 90% of
staff have met the requirements of this provision.

(e) Mechanisms to educate and 4EA &AAEI EOU OADPI OOAA OEAO 1 AOAOEAIT O x Al Substantial
support individuals, primary meeting including the Recognizing Abuse and Neglect brochure and a rights booklet. Compliance
correspondent (i.e., a person, Additionally, subject matter related to abuse reporting wago be discussed at every ISP
identified by the IDT, who has | meeting and duly noted in the ISP document. These activities were described by the
significant and ongoing &AAEI EOU AO OEA &AAEI EOU80O DPOEI AOU 1 AOE
involvement with an individual | Provision. Ten ISP documents were reviewed by the Monitoring @en (Sample D.4) Nine
who lacks the ability to provide | of 10 (90%) included information with respect to abuse and neglect identification and
legally adequate consent and reporting procedures. The exception was for Individual #468.
who does not have an LAR), an(

LAR to identify and report The Facility regularly checked 10 ISP documents each month for compliance with this
unusual incidents, including requirement. For the 50 ISPs checked by the Facility (February, 2014 through June,
allegations of abuse, ndgct and | 2014) 40 (80%) contained the required information. The Facility had initiated a CAP in
exploitation. April after which the compliance rate averaged 90%.
Also considered in assessing comglnce with this Provision are SeHadvocate meetings,
which occurred periodically at the Facility. In reviewing minutes of the five meetings
held since the last review the Monitoring Team found agenda topics relevant to this
provision were presented in allfive (100%) meetings.
Based on this review this Provision was in substantial compliance.

(f) Posting in each living unitand | The parties agreed the Monitoring Team would not monitor this provision, because the Substantial
day program site a brief and Facility was in substantial compliance for more than three consecutive reviews. The Compliance
easily understood statement of | substantial compliance finding from the last review stands.

ET AEOEAOAI 08 OF
information about how to . AOAOOGEAI AOGOh OEA -1TT1TEOQOI OET C 4AAI OAI EA
exercise such rights and how to | confirm compliance was still in place.
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report violations of such rights.

(g) Procedures for referring, as To be in substantial compliance with this component of the SA there should be evidenc¢ Substantial
appropriate, allegations of that at least all allegations of physical abuse received a law enforcement referral. All Compliance
abuse and/or neglect to law allegations of physical abuse, if substdiated, may represent some form of assault or
enforcement. battery that could result in the perpetrator being criminally charged. Therefore, it is

important that all allegations of physical abuse receive law enforcement referral.

In all six (100%) allegations of Physial Abuse in Sample D.1 law enforcement
notification occurred.

Based on a review of five investigations completed by the Facility (Sample D.2), law
enforcement referral was not necessary or appropriate given the nature of the incident
being investigatedand the facts discovered during the course of the investigation.
Based on this review this Provision was in substantial compliance.

(h) Mechanisms to ensure that any | Based on interviews with Facility administrative staff it was evident retaliation would Substantial
staff person, individual, family | not be tolerated and this was reinforced in training and during the course of individual Compliance

member or visitor who in good
faith reports an allegation of
abuse or neglect is not subject
to retaliatory action, including
but not limited to reprimands,
discipline, harassment, threats
or censure, except for
appropriate counseling,
reprimands or discipline
AAAAGOA T £ Al
failure to report an incident in
an appropriate or timely
manner.

A

investigations. EA &AAEI EOQU Ai 1T OET OAA O1 OOA A Q

displayed prominently throughout the Facility.

Based on a review of investigation records (Sample D.1 and Sample D.2), there was no
indication of expressed concern by those interviewedf retaliation.

The Monitoring Team met with 10 randomly selected staff to ask several questions
AOOTI AEAOAA xEOE AAOOATIT Aci AAO DIl EAUS /
would you worry about being retaliated against by a cavorker or supA OOE OT Oe 6
10 (20%) responded yes. Both knew that if they experienced retaliation they should
report it to the Facility Director.

Based on this review this Provision was in substantial compliance.

@)

Audits, at least semiannually,
to determine whether
significant resident injuries are
reported for investigation.

The Facility policy C.19 (effective 4/13/13) defined sufficient procedures to audit
whether significant injuries are reported for investigation. This included doing 1112
audits a month which over a sixmonth period would satisfy the 20% sample size
required by both DADS and Facility policy. During this review the Monitoring Team
determined injury audits were completed in March (N=12), April (N=12), May (N=12),
and Jung(N=12). No documentation was provided to the Monitoring Team that could
validate any audits being done in July. Consequently the injury audit activity over this
time period did not meet the sample requirements of DADS/Facility policy. Where policy

Noncompliance
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has bea established to address SA compliance the Monitoring Team expects policy to |
followed to validate SA compliance.
Based on this review this Provision was not in substantial compliance. This represents
regression as in the last review the Monitoring Teardetermined that injury audits were
completed monthly, according to Facility policy, and collectively included the required
20% sample of Individuals.
D3 | Commencing within six months of

the Effective Date hereof and with

full implementation within one year,

the State shall develop and

implement policies and procedures

to ensure timely and thorough

investigations of all abuse, neglect,

exploitation, death, theft, serious

injury, and other serious incidents

involving Facility residents. Such

policies and procedures shall:

(a) Provide for the conduct of all The RSSLC policies C.01 Incident Management (11/25/13) and RSSLC Policy C.02 Substantial
such investigations. The Protection From Harmz Abuse, Neglect, and Exploitation (11/25/13), included specific Compliance
investigations shall be operational descriptions providing for the conduct of investigations. DFPS has similar
conducted by qualified descriptions and related training.
investigators who have training
in working with people with The Monitoring Team review of facility policy found it described the conduct of
developmental disabilities, investigations and required that investigators be qalified. The policy specifies that
including persons with mental Facility Investigators (and any other staff authorized to conduct investigations)
retardation, and who are not successfully complete Comprehensive Investigator Training (CIT0100), Conducting
within the direct line of Serious Incident Investigations (INV0100), and a class ind@t Cause Analysis. The policy|
supervision of the alleged required that investigators have training in working with people with developmental
perpetrator. disabilities, including persons with mental retardation. This was accomplished through

successful completion of People with MR (MEN0300). ThMonitoring Team believes this
training, if completed as described, should be adequate for the conduct of investigations
at RSSLC.
Finally, the Facility policyrequired that investigators be outside of the direct line of
supervision of alleged perpetratos.
The Monitoring Team had reviewed material used by DFPS in training its investigators.
4EA OANOEOAA Al AOO O-(0Q-2 )1 OAOOECAOQEIT

1. Introduction and History of DFPS, APS, DADS, and DSHS
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2. Laws, Rules, & Policies Gowveing APS MH&MR Investigations
3. Dynamics of Abuse, Neglect, and Exploitation
4. Psychiatric Terms
5. Client Rights
6. Prevention and Management of Aggressive Behavior
7. Evidence Collection
8. Basic Interviewing
9. Interviewing Persons with Developmental Disabilities
10. MH&MR IMPACT Technical Guide
11. Analysis of Evidence
12. Effective Writing
13. Disposition of Cases
The required class MH&MR Investigations ILASD included the following modules:
1. CrossCultural Interviewing
2. Strengthening the Written Report
3. Deception and Confrontation of Decation
4. Time and Stress Management
In reviewing the materials associated with these modules the Monitoring Team believes
this training is competencybased.
DFPS reports its investigators are to have completed APS Facility BSD 1 & 2, or MH &N
Investigations ILSD and ILASD depending on their date of hire. While not required, it
APPAAOO 1 AT U ET OAOOECAOI 00 Al Ok ARS intedtigator
211 As8o #1711 DIl AGET1T 1T &£ OEEO Al AOO x1 O1I A A
people with developmental disabilities.
RSSLC requires facility investigators to have completed the following classes:
1. ABUO0100 Abuse and Neglect
2. UNUO0100 Unusual Incidents
3. CIT0100 Comprehensive Investigator Training (this class is apparently no
longer offered. Per interview with the IMC the LRA course noted below has bee
deemed as the appropriate alternative although this was not able to be
corroborated by DADS Central Office when asked during the compliance visit.)
4. MENO0300 People with Mental Retardation
5. LRAtraining Fundamentals of Investigations and Conducting Serious
Investigations (INV0100)
6. Training in Root Cause Analysis.
Since the last review the Facility has a new Incident Management Coordinator (IMC). H
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training records were reviewed and she had @ampleted the requirements for
investigation training.

DFPS had two investigators that worked the RSSLC cases in Sample Dhe. training
records for these investigators were reviewed. Both (100%) completed the requirements
for investigations training.

RSSLC had two staff designated as investigators and were assigned to the cases in Sa
D.2. The training records for these staff were reviewed. Both (100%) had completed the
requirements for investigations training.

None of the staff designated as fdity investigators had supervisory responsibilities that
extend beyond the IMC Department; therefore, they are unlikely to be in the direct line ¢
supervision of anyone subject to investigation.

Based on this review this Provision was in substantial conffance.

(b) Provide for the cooperation of
Facility staff with outside
entities that are conducting
investigations of abuse, neglect,
and exploitation.

The Monitoring Team did not detect any instances of lack of cooperation between
Facility staff and outside entities in its review of the 15 DFPS investigations in Sample
D.1. Five of these 15 investigations included an OIG investigation.

The Facility convened quarterly joint meetings with DFPS and OIG at which any issues
mutual cogperation can be reviewed and resolved. The Monitoring Team reviewed the
minutes of meetings held on 3/20/14 and 6/25/14. Both DFPS and OIG reported
satisfaction with the cooperation extended by the Facility.

Based on this review this Provision was in suliantial compliance.

Substantial
Compliance

(c) Ensure that investigations are
coordinated with any
investigations completed by law
enforcement agencies so as not
to interfere with such
investigations.

The Monitoring Team did not find any issues with lack afoordination with law
enforcement agencies.

A Memorandum of Understanding including multiple agencies with potential law
enforcement roles, dated 5/28/10, provided for interagency cooperation in the
investigation of abuse, neglect and exploitation. IBEA -/ 5 OOEA 0AO0O
AgpAOOEOA AT A AOOEOO AAAE 1 OEAO xEAT OA
the Health and Human Services Commission, the Department on Aging and Disability
Services, the Department of State Health Servicesetbepartment of Family and
Protective Services, the Office of the Independent Ombudsman for State Supported Liv
Centers, and the Office of the Inspector General. DADS Policy 002.2 stipulated that, af

reporting an incident to the appropriate law enf® A AT AT & ACAT AUh OE

AAGECT AA xEiI 1 AAEAA AU Ai1l ET OOOOAOQEIT §

Substantial
Compliance
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Based on a review of the investigations completed by DFPS and the Facility, the followi
was found:
A In 15 of 15 (100%) investigation records fom DFPS (Sample D.1) no evidence
interference by one agency or the other was identified.

The Facility convened quarterly joint meetings with DFPS and OIG at which any issues
interagency coordination can be reviewed and resolved. The Monitoring Tearaviewed
the minutes of meetings held on 3/30/14 and 6/25/14. Both DFPS and OIG reported
satisfaction with the coordination among and between all three agencies.

Based on this review this Provision was in substantial compliance.

(d) Provide for the safeguarding of
evidence.

The Monitoring Team confirmed that the area the Facility uses for safeguarding physica
evidence was still in use and used for evidence storage. Additionally the Facility
continued to have a portable evidence kitised by investigators. Materials were kept in a
rolling suitcase and included everything potentially needed to collect and process
evidence, including a camera, plastic gloves, evidence bags, marking pens, a ruler, and
more.

As noted in its previous repats the Monitoring Team remains concerned that no action
had been taken regarding an important provision of State and Facility regarding
testimonial evidence. According to State and Facility policy, steps are to be taken to
preserve physical evidence andtsould prioritize the collection of evidence that is most at
OEOE 1T £ AT 1 OAIETAOCETT8 4EA 30A0A AT A &A
highest priority will be to identify interviewees and physically separate them until they
have beenint® OEAx AA86 4EA -TTEOI OET ¢ 4AAT A& (
component of the Facility and DADS policy (separation of witnesses until they are
interviewed) was being followed. The Facility and DADS should review its policy with
respect to testimonial evidence. It would be helpful if DADS provided guidance to the
Facility as to how this policy should be implemented, or change the policy such that it
establishes requirements that can be reasonably administered

To its credit the Facility had taken some steps to address the issue of protection of
testimonial evidence. This consisted primarily of including the following statement on
OEA &I Of OEOI AA O%@PIAROADEA TTOOAEET RAAADO

| will not contact my peer regardng any DFPS matter, RSS matter, inquire, or
discuss the circumstances leading to my status as Nd@lient Contact staff.

This form is acknowledged and signed by the staff being placed on N@tient Contact

Substantial
Compliance
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status and notes that failure to corply would lead to disciplinary action up to and
including termination of employment.

Based on this review this Provision was in substantial compliance.

(e) Require that each investigation
of a serious incident commence
within 24 hours or sooner, if
necessary, of the incident being
reported; be completed within
10 calendar days of the incident
being reported unless, because
of extraordinary circumstances,
the Facility Superintendent or
Adult Protective Services
Supervisor, as applical®, grants
a written extension; and result
in a written report, including a
summary of the investigation,
findings and, as appropriate,
recommendations for
corrective action.

The DFPS investigation report format summarizes at the beginning of each report
investigatory activity undertaken by DFPS within 24 hours of an allegation being
reported. Typical activity reported in investigation reports included telephone contact
xEOE OEA &AAEI EOUBO )T AEAAT O - AT ACAl AT O
the individual who is the subject of the report is safe (and if injured has received
appropriate medical care), that any known APs were placed in NDC status, the
identification of any collateral witnesses, that the Facility has (or is) gathering all
relevant documentation, that any physical evidence is secure, a determination if there is
likely video surveillance evidence to review, and the development and review of a
preliminary investigation plan

All 15 (100%) resulted in a written report that included a summary of the investigation
findings. The quality of the summary and the adequacy of the basis for the investigatior
findings are presented in Provision D.3.f of this report.

DFPS concerns and recommendations for corrective action were included in six
investigation reports and were appropriate to address issues identified by the DFPS
investigation.

To determine compliance with this requirement of the Settlement Agreement, samples (
investigations conducted by DFPS (Sample D.1) and the Facility (Sample)vere
reviewed. The results of these reviews are discussed in detail below, and the findings
related to the DFPS investigations and the Facility investigations are discussed
separately.

DEPS Investigations (Sample D.1)

The following summarizes the resits of the review of the 15 DFPS investigations in the
sample:

i Thirteen of 15 (87%) commenced within 24 hours of being reported or sooner, i
necessary. This was determined by reviewing information included in the intake
and investigative report that descibed the steps taken to determine the priority
of investigation tasks, as well as any documentation provided regarding any
substantive investigatory tasks that were undertaken within 24 hours of DFPS
being notified of the allegation. For case 43169881 (eadministrative referral)
the Monitoring Team in reading the report could not determine when

investigatory activity began. For case 43127608 the usual narrative

Noncompliance
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Facility Investigations (Sample D.2)

documentation relative to initiating an investigation was not included in the
investigative report. It appears the first substantive investigative activity
occurred on 5/11 at 2:33pm (the incident was reported on 5/8). The report
1TTOAO OEAO OAT I 1T AT AAT AT O xAO OOAOOA
does not describe (as is customary in other regrts) the specific steps that were
taken to document commencement of the investigation.

In all cases, the Facility placed alleged perpetrators (AP) in natirect care

status immediately after an allegation and ensured they were closely supervise
while on shift.

Twelve of 15 investigations (80%) were completed within 10 calendar days of
the report of the incident. Based on documentation provided by the Facility for
the three that were not completed within 10 days, approved extension requests
were provided for two. Investigation 43153277 began on 5/29/14 and was
completed on 6/9/14 (11 days). No documentation requesting an extension wasg
provided to the Monitoring Team. Consequently, 14 of 15 (93%) investigations
were completed within 10 days or had approvd extensions acceptable to the
Monitoring Team.

All 15 (100%) resulted in a written report that included a summary of the
investigation findings. The quality of the summary and the adequacy of the bas
stated for the investigation findings are discusse below with regard to Section
D.3.f of the Settlement Agreement.

In six (40%) DFPS had concerns and recommendations for corrective action
noted in the report. In each case the recommendations were appropriate to
address issues identified by the DFPS inviégator.

The following summarizes the results of the review of Facility investigations of serious
incidents:
i1 Five of five (100%) commenced within 24 hours of being reported or sooner, if

necessary. Thiswas determine AU OAOEAxEIT ¢ OEA 5) 2
OEA )T AEAAT Or)T1 EOOUS AT A AAOAOI ETEI
work activity by a facility investigator.

Four of five (80%) were completed within 10 calendar days of the incident being
reported, including signoff by the supervisor (IMC). The exception was UIR 143
This case was reported to DFPS during the course of the initial 10 day period
(day four). Therefore the compliance rate for this metric was 100%.

Five (100%) resulted in a written report that included a summary of the
investigation findings.

The quality of the summary and the adequacy of the basis stated for the

investigation findings are discussed below with regard to Section D.3.f of the
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Settlement Agreement.
i1  All five (100%) included recommendations for corrective action.

Based on this review this Provision was not in substantial compliance as only® of
DFPS investigations in Sample D.1 commenced within 24 hours of the incident being
reported.

(f) Require thatthe contents of the

report of the investigation of a
serious incident shall be
sufficient to provide a clear
basis for its conclusion. The
report shall set forth explicitly
and separately, in a
standardized format: each
serious incident or allegation of
wrongdoing; the name(s) of all
witnesses; the name(s) of all
alleged victims and
perpetrators; the names of all
persons interviewed during the
investigation; for each person
interviewed, an accurate
summary of topics discussed, a
recording of the witness
interview or a summary of
questions posed, and a
summary of material
statements made; all
documents reviewed during the
investigation; all sources of
evidence considered, including
previous investigations of
serious incidents involving the
alleged victim(s) and
perpetrator(s) known to the
investigating agency; the
investigator's findings; and the
investigator's reasons for
his/her conclusions.

"AOAA 11 OEA -TTEOIOEITC 4AAI 06 OAOEAX
Harm z Abuse, Neglect, and Expitation, dated 11/5/13: Section VII.B, the policy was
consistent with the Settlement Agreement requirements.

The Facility policy and procedures wereonsistent with the DADS policy with regard to
the content of the investigation reports.

DFEPS Investigabns
The following summarizes the results of the review of DFPS investigations:

A In 13 out of 15 investigations reviewed (&%), the contents of the investigation
report were sufficient to provide a clear basis for its conclusion. This was not the
case for:1) investigation 43161117 (the Monitoring Team could not determine
who interviewed who, and when. Because of this the Monitoring Team cannot
confirm that the contents of the investigation report were sufficient to provide a
clear basis for its conclusion.)and?2) investigation 43053823 (the Monitoring
Team found many inconsistencies in the Facility injury reports associated with
this investigation. A more detailed review of these injury reports, and an attemp
to reconcile discrepancies, may have led to@nclusionother than to not
conduct a complete investigation but send the matter to the Facility as an
administrative referral. Because of this the Monitoring Team cannot confirm tha
the contents of the investigation report were sufficient to provide alear basis
for its conclusion). For one other case, investigation 43110674t appeared to
the Monitoring Team that there was sufficient evidence, including video
evidence, to confirm neglect or abuse, rather than the inconclusive
determination. In fact, br both APs the Facility Director review resulted in
changingthe final finding to confirmed,; it was positive to find that the Facility
completed a thorough review

A The report utilized a standardized format that set forth explicitly and separately:

0 In 15 (100%), each unusual/serious incident or allegations of
wrongdoing.

0 In 15 (100%), the name(s) of all witnesses.

o0 In 15 (100%), the name(s) of all alleged victims and perpetrators;

0 In 15 (100%), the names of all persons interviewed during the

investigation;

Noncompliance
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(o]

(0]
0]

Facility Investigations

In 15 (100%), for each person interviewed, a summary of topics
discussed, a recording of the witness interview or a summary of
guestions posed, and a summary of material statements made.

In 15 (100%), all documents reviewed during the investigation;

In 15 (100%), all sources of evidence considered, including previous
investigations of unusual/serious incidents involving the alleged
victim(s) and perpetrator(s) known to the investigating agency.

In 12 (80%) investigation reports were sufficient to provide a clear
basis for its conclusion.

In 15 (100%), the investigator's findings; and

In 15 (100%), the investigator's reasons for his/her conclusions.

(o]

The following summarizes the results of the review of Facility investigations:
1 Innone of five investigations reviewed (0%), the contents of the investigation
report were sufficient to provide a clear basis for its conclusion. Those that did
not include:

UIR 201z this incident included a very egregious lack of reporting of a
serious injury which resulted in the IMC office not learning of the
serious injury until over four months after it happened. The IMC office
learned of this incident when it was preparing documents for the
Monitoring Team. As noted in the last several reports bthe Monitoring
Team the Facility has had an ongoing significant problem with timely
reporting of incidents. The Facility investigation did not attempt to
identify the individual staff who were responsible for not following
Facility policy. As a result naction was taken with specific employees.
2A0EAO OEA ET OAOOECAOEIT AITAI OA
OEA O)s$4 AEA 11O A1 OOOA8886 4EEC
for more training. Additionally, investigation follow-up
recommendationsdid not include anything that might serve to identify
these types of problems earlier, such as a periodic (e.g. weekly)
reconciliation of the injury database with the incident data base).
UR12x%T TT U OxT 1T &£ AECEO OOAEAI E DAI
were interviewed. The UIR did not provide any explanation/rationale as
to why only some of the staff identified as involved were interviewed.
The injury report associated with this investigation was not fully
completed. As a result this investigatio cannot be considered thorough,
complete, and sufficient to provide a clear basis for its conclusion.
UR14LTTTU TTA T &£ £ 00 OOAEAE EAAT G
were interviewed. The UIR did not provide any explanation/rationale as

to why only some of the staff identified as involved were interviewed.
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The injury report associated with this investigation was not fully
completed. As a result this investigation cannot be considered thorough
complete, and sufficient to provide a clear basis fats conclusion.
UR1243-TTT U Ox1 T &£ OAOGAT OOAEE EAAI]
were interviewed. The UIR did not provide any explanation/rationale as
to why only some of the staff identified as involved were interviewed.
The injury report associated with this investigation was not fully
completed. The investigation of this serious injury included an

ET OAOOECAOGEIT 1T &£ 1T ACci AAO AU $&03
EOOOAs Ai 1Al OAET ¢ OEAO OEA &AAEI
with ADDOT POEAOAT U OOAET AA OOAEE I/
of the UIR did not directly address this finding by DFPS. As a result thig
investigation cannot be considered thorough, complete, and sufficient t
provide a clear basis for its conclusion

UR175-T TT1 U OEOAA T £ OE® OOAEE EAAI]
were interviewed. The UIR did not provide any explanation/rationale as
to why only some of the staff identified as involved were interviewed.
The UIR did not include notations inicating supervisory approvals. As
a result this investigation cannot be considered thorough, complete, an
sufficient to provide a clear basis for its conclusion.

1 The report utilized a standardized format that set forth explicitly and separately:

(o]

[0}
[0}

In five (100%), each unusual/serious incident or allegations of
wrongdoing;

In five (100%), the name(s) of all witnesses (staff involved);

In five (100%), the name(s) of all alleged victims and perpetrators;

In five 100%), the names of all persons intervieweduring the
investigation (although as noted above numerous staff were identified
AO OET Oi 1 OAAd AOO xAOA 1106 ET OAC
explanation or rationale for this);

In five (100%), for each person interviewed, a summary of topics
discusseda recording of the witness interview or a summary of
guestions posed, and a summary of material statements made;

In five (100%), all documents reviewed during the investigation;

In five (100%), all sources of evidence considered, including previous
investigations of unusual/serious incidents involving the alleged
victim(s) and perpetrator(s) known to the investigating agency;

In five(100%), the investigator's findings; and

In four (80%), the investigator's reasons for his/her conclusions. UIR
175 did not.

o None of the five Facility investigations (0%) can be considered thorough an
complete.
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Based on this review this Provision was not in substantial compliance.

(9) Require that the written report, | The Facility policy and procedures did require that staff supervising the investigations | Noncompliance

together with any other reviewed each report and other relevant documentation to ensure that: 1) the
relevant documentaion, shall investigation is complete; and 2) the report is accurate, congte, and coherent.

be reviewed by staff The Facility policy didrequire that any further inquiries or deficiencies beaddressed
supervising investigations to promptly. This result of this review of DFPS investigationss recorded on a form titled

ensure that the investigationis | 0$ &03 ) 1 OA OOE C-Alledgaiioh & Rinal ®@épors BB dthfedorms are used
thorough and complete and that| for facility investigations, one signed by the QA reviewer and/or Settlement Agreement
the report is accurate, complete | Coordinator and another signed by the IMC or QA Director.

and coherent. Any deficiencies

or areas of further inquiry in DEPS Investigations

the investigation and/or report | The following summarizes the results of the review of DFPS igstigations:

shall be addressed promptly. A The DFPS investigations in Sample D.1 did not meet at least 90% compliance
with the requirements of Section D.3.e (excluding timeliness requirements) and
D.3.f;

A The Facility Incident Review Team (IRT) didccept at least ninetyfour percent
of the investigations over the six months prior to the onsite review.

A The investigation review documentation (DFPS Investigation Cover Sheet
Allegation & Final Report) was provided to the Monitoring Team and deemed to
be completed fully for four of 15 (27%)investigations in Sample D.1.

A In one investigation found to be inconclusive by DFP338110674) the Facility
review resulted in the Facility Director changing the finding to confirmed abuse.

Facility Investigations
The following summarizes the results ofhe review of Facility investigations:

A The investigation review documentation used by the Facility for UIRs (DFPS
Investigation Cover SheetAllegation & Final Report) was provided to the
Monitoring Team and deemed to be completed fully for none (0%) of thieacility
investigations in Sample D.2. Consequently, for none of the five (0%), had the
supervisor identified and documented concerns.

A For the five investigations noted above for which the Monitoring Team identified
deficiencies, the supervisory reviewdid not appear to address these deficiencies

Based on this review this Provision was not in substantial compliance.

(h) Require that each Facility shall | The Facility-only investigations did notmeet the requirements outlined in Section D.3.f. | Noncompliance
also prepare a written report,
subject to the provisions of Based on this review this Provision was not in substantial compliance.
subparagraph g, for each
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Compliance

unusual incident.

(i)

Require that whenever
disciplinary or programmatic
action isnecessary to correct
the situation and/or prevent
recurrence, the Facility shall
implement such action
promptly and thoroughly, and
track and document such
actions and the corresponding
outcomes.

The Facility policy and procedures didequire disciplinary or programmatic action
necessary to correct the situation and/or prevent recurrence to be taken promptly and
thoroughly. In addition, the policy and procedures did specify the Facility system for
tracking and documenting such actions and the correspondgoutcomes.

The Monitoring Team reviewed the UIR Tracking Log maintained by the Facility and for
select investigations from Samples D.1 and D.2 cressferenced data on the log with the
O2AAT I 1T AT AAGET T O £ O #OO0OO0AT O7T&O0@OOA 1 AO
documentation provided for Samples D.1 and D.2. This confirmed that the data
maintained in the UIR log accurately reflected the data in the UIR and source
documentation related to completed recommendations. In reviewing the UIR Tracking
Log the Monitoring Team found:

1. Forthe 15 DFPS investigations in Sample D.2 the Facility identified 66 planned
follow-up actions. Fifty-four (82%) were completed but only 19 of those 54 were
completed by the planned completion date noted in the UIR. Therefore, 19 of 6
(29%) of planned actions were completed and completed on time.

2. For the five Facility investigations in Sample D.2 the Facility identified 14
planned follow-up actions. Eleven (79%) were completed but only five of those
11 were completed by the planned commtion date noted in the UIR. Therefore
five of 14 (36%) of planned actions were completed and completed on time.

3. Insummary, for the 20 DFPS and Facility investigations in Samples D.1 and D.
only 24 of 68 (35%) recommendations were completed and completedithin
the timeframe specified in the UIR.

In none (0%) of the 20 cases was there any evidence that the Facility had tracked and
documented the corresponding outcomes associated with the planned actions.

Based on a review of 20 investigations for whichecommendations for
administrative/programmatic action were made, the following was found:

A For none of 20 investigations reviewed (0%), prompt and thorough actions had
been taken and documented. None of the 20 investigations had evidence of all
recommendaions completed within the timeframe specified in the UIR.

A For none of 20 investigations (0%), there was documentation to show that the
expected outcome had been achieved as a result of the implementation of the
programmatic and/or disciplinary action, or when the outcome was not
achieved, the plan was modified.

Based on this review this Provision was not in substantial compliance.

Noncompliance

(i) Require that records of the

The parties agreed the Monitoring Team would conduct reduced monitoring becaus

Substantid
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results of every investigation
shall be maintained in a manner
that permits investigators and
other appropriate personnel to
easily access every
investigation involving a
particular staff member or
individual.

previous reviews showed substantial compliape. The reduced monitoring consisted o
observing a demonsgration of the database available to check on past investigation
involving a particular staff member or Individual.

Based on this review this Provision was in substantial compliance.

Compliance

D4

Commencing within six months of
the Effective Date hereof and with
full implementation within one year,
each Facility shall have a system to
allow the tracking and trending of
unusual incidents and investigation
results. Trends shall be tacked by
the categories of: type of incident;
staff alleged to have caused the
incident; individuals directly
involved; location of incident; date
and time of incident; cause(s) of
incident; and outcome of
investigation.

For all categories of unusual incidnt categories and investigations, the Facility dilave
a system that allowed tracking and trending by:

DD DD DD D >

A

The Facility review of data, for the most part, did not identify trends that should have
been formally addressed, most likely with a CAP. For example:

il

O OEA DPAOGO

Type of incident;

Staff alleged to have caused the incident;
Individuals directly involved;
Location of incident;

Date and time of incident;
Causés) of incident; and
Outcome of investigation.
OxT NOAOC OEA &AAEI EQ
Were conducted at least quarterly;

Did address the minimum data elements;

Did use appropriate trend analysis procedures;

Did provide a narrative desription/explanation of the results and conclusions;
and

Did, as appropriate, contain recommendations for corrective actions.

As reported in Provision D.2.a, the Monitoring Team was only able to validate ti
reporting to DFPS in three of 10 (30%) allegations of abuse/neglect. This was
addressed with a CAP but only two of seven action steps had beeretzinpl

As reported in Provision D.2.a, the Monitoring Team was only able to validate ti
reporting to the Facility Director/designee of three of five (60%) other serious
incidents. This was addressed with a CAP but only two of seven action steps ha
beencompleted.
Therefore, collectively, only six of 15 (40%) serious incidents were reported timg
This was addressed with a CAP but only two of seven action steps had been
completed.

As reported in Provision D.2.a the number of confirmed cases of abusetneg
(comparing sixmonth periods) doubled and the number of serious injuries increz

significantly. This significant increase was not identified by the Facility and

Noncompliance
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addressed with a CAP or other QA review activity.

1 Asreported in Provision D.2.h staffported fear of retaliation. This was not
identified by the Facility and addressed with a CAP or other QA review activity.

1 As reported in Provision D.2.i required injury audits were completed for only fou
the last five months (80%). This was not idéetl by the Facility and addressed wit
a CAP or other QA review activity.

1 Asreported in Provision D.3.f injury reports associated with serious incidents w
often not completed correctly and fully. This was not identified by the Facility an
addresseavith a CAP or other QA review activity.

1 As reported in Provision D.3.i the Facility did not complete many of the
recommendations made in reviewing investigations. Only 35% of recommendec
actions were completed and completed within the timeframe spedifiedwas not
identified by the Facility and addressed with a CAP or other QA review activity.

In most cases the Facility had not used these data to identify systemic issues that shoul
been addressed through a formal Corrective Action Plan. In thease where it did (late
reporting) only two of seven action steps in the CAP were completed.

Compliance with this Provision requires not only tracking of data but also trending of
data. Trending means analyzing changes in the data ambpending on wha the data
describes,identifying the need forappropriate corrective action planning. The trend
reports and related data maintained by the Facility showed that corrective action plans
were oftentimes needed but generally not initiated.

Becausethe FatiEOUG O 1! DHOI AAOOh AOPAAEAI T U EI
still in the early stages of implementation the Monitoring Team was unable to determine

if plans could reasonably be expected to result in necessary changes, identified the
person(s) responsible, timelines for completion, and the method to assess effectiveness

Based on this review this Provision was not in substantial compliance.

D5

Before permitting a staff person
(whether full -time or part-time,
temporary or permanent) or a
person who volunteers on more
than five occasions within one
calendar year to work directly with
any individual, each Facility shall
investigate, or require the

ET OAOOECAOQEIT T 1 A&l

The parties agreed the Monitoring Team would conduct reduced monitoring because
previous reviews showed subsantial compliance. The reduced monitoring consisted of
reviewing past practice with Facility administrators and confirming the administrative
processes (including data bases) that had been put in place to demonstrate compliance
with this Provision remained in place.

Based on this review this Provision was in substantial compliance.

Substantial
Compliance
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O 1 61 OAAOB8 O AOEI |
factors such as a history of
perpetrated abuse, neglect or
exploitation. Facility staff shall
directly supervise volunteers for
whom an investigation has not been
completed when they are working
directly with individuals living at

the Facility. The Facility shalkensure
that nothing from that investigation
indicates that the staff person or
volunteer would pose a risk of harm

to individuals at the Facility.
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SECTION E: Quality Assurance

Commencing within six months of the
Effective Date hereof and with full
implementation within three years, each
Fadlity shall develop, or revise, and
implement quality assurance procedures
that enable the Facility to comply fully
with this Agreement and that timely and
adequately detect problems with the
provision of adequate protections,
services and supports, to ensre that
appropriate corrective steps are
implemented consistent with current,
generally accepted professional
standards of care, as set forth below:

Steps Taken to Assess Compliance:

Documents Reviewed:

1. RSSLC Selssessment 8/12/14

2. RSSLC Action Plans 8M/14

3. RSSLC Section E Presentation Book

4. DADS Policy 003.1 Quality Assurance 5/22/13

5. RSSLC Policy A.28 Quality Assurance 1/29/14

6. RSSLC Policy A.29 Discipline Department Head Monthly Quality Assurance 1/29/14

7. RSSLC Policy A.30 Unit Quality Assurance MontiMeeting 1/29/14

8. RSSLC Policy A.31 Database Request 1/29/14

9. RSSLC Policy K.12 Habilitation Therapies Departmental QA Plan 11/1/13

10. List of Facility policies that contain aQuality Assurance(QA) component (undated)

11. RSSLC QA Plan (including monitoring ancelt indicator matrix) 8/22/14

12. Quality Assurance/Quality Improvement Council meeting minutes since the last review

13. Monitoring tools and guidelines for each provision of the Settlement Agreement (SA) used by QA
department (various dates)

14. Monitoring tools usedby departments/disciplines

15. Corrective Action Plans (CAPS) initiated since the last review

16. CAPs completed since the last review

17. CAP tracking logs and related documentation

People Interviewed:

1. Georgette Brown, Director of Quality Assurance

2. Judy Miller, Settement Agreement Coordinator

Meetings Attended/Observations:

1. Incident Management Review Team (IMRT) 8/26/14 and 8/27/14

2. Quality Assurance/Quality Improvement Council (QA/QI Council) meeting 8/25/14

Facility Self-Assessment:

The Facility submitted a SE-Assessment for Section E. In its Seélissessment, for each provision, the
Facility had identified: 1) activities engaged in to conduct the selssessment; 2) the results of the self
assessment; and 3) a selating.

For Section E, in conducting itself-assessment, the Facility reviewed the QA policy, data inventory lists, th
QA plan and matrix, the monitoring tools used by the QA department as well as those used by other
departments including inter-rater reliability checks, and QA/QI Council actiities. The Facility QA
Department did not use any specific monitoring tools in assessing compliance with Section E.

For the most part the Facility presented data in a meaningful/useful way. A notable exception was that th
& A A E 1 E-RsBegsthensdidhotfrovide sufficient detail to determine the status of QA implementation by
departments and disciplines. As noted in its last report the Monitoring Team continued to observe that
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different departments and disciplines were at different stages of QA imementation. The QA self
assessment should be more detailed describing implementation status by department/discipline.

The Facility did not appear to have a comprehensive monitoring tool to assess its progress towards
implementing its QA program and meetig all requirements associated with Section E.

The Facility rated itself as being in compliance with Provision E.3 of Section E. The Monitoring Team
determined the Facility was in compliance with this Provision.

The Facility also provided as part of itself-assessment an Action Plan that reported actions being taken tq
achieve compliance. The Action Plan was comprehensive and sufficiently detailed to establish a pathway
future compliance. The plan directed itself to improved data collection, data atysis, and development of
corrective action plans and related management systems. Some Action Steps were specific and targeted
needed administrative activity directed at SA compliance. Others were more general and were not as
descriptive as described ¢ the Monitoring Team by the QA Director during the course of the review. The
Action Plan should include, where appropriate, Action Steps for each department/discipline as well as
Facility-wide actions and benchmarks for completion of all actions that neeth be taken by
departments/disciplines necessary to complete Facilitywide actions.

For those Provisions determined by the Monitoring Team to be in noncompliance, the Facility should
examine its Action Plan and make appropriate modifications. Many of¢hAction Steps appeared to be
relevant to achieving compliance, but the Facility should also define the provisiespecific outcome and
process improvements it hopes to achieve as a result of these Action Steps as well as how accomplishmg
will be measured The Facility should determine the priorities for action for the next six months, complete
analysis of where they are now and what they need to do, and develop (and implement) a detailed
sequential plan to accomplish the priorities.

301 1 AOU T As Asdedsredti 06
The Facility QA process had improved significantly from that observed at the last review. In its last review
the Monitoring Team noted that the QA program was in the early stage of development. For this review th
Monitoring Team would characterize the QA program as in the early stages of implementation. Moving
from development to implementation was an important step.

During the review entrance conference when section leads briefly highlight accomplishments six different
section, leads idetified QA components within their section but these were apparently unknown to the QA
department and/or were not contained in policies directed at those sections and/or were not yet
ET OACOAOAA ET O OEA &AAEI EOUGS O dteddk @skiplihes dndl se®@iahi C Q
workgroups to identify and track quality assurance measures that might not routinely be reported to the
Facility as a whole, the presence of these should be reported to ensure that there is not duplication or
inconsistency a&ross measures.

4EA &AAEI EOUGO 1! DPOi AAOO OAOGEAxAA AU OEA -T1E(
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and between departments/disciplines in the organization and collection of data, review and analysis of
data, interaction between the QA Depament, Settlement AgreementCoordinator (SAC) and section leads,
and presentation and review of data by the QA/QI Council.

The reports prepared by the QA department for the QA/QI Council had improved month to month.

Documentation and observation indicaéd that QA staff assisted each discipline in analysis of data. The Q
Director and Settlement Agreement Coordinator met monthly with each SA Section Lead for this purpose

Recommendations and corrective action plans were seldom developed as a result ofadgresentation and
review at the QAQI Council.

In the QA/QI Council meeting observed by the Monitoring Team, considerable data was presented to the
group but there was very little discussion of the data, any implications (good or bad), and whether any of
the data suggested a need for a CAP or any other administrative./clinical response. There was little
evidence in observation of this meeting, or in review of minutes of other meetings, that discussion at/@A
Councilled to decisionmaking and action planing.

The Facilityd focesses for initiating, implementing, and tracking CAPs was still lacking good organization
and was not integrated into QAQI Council practices and protocol.

In developing Corrective Action Plans (CAPs) the Facilibad struggled with developing problem
statementsthat identified the outcomes to be achieved anffom which action stepsto remedy the problem
or prevent recurrencecould be articulated andachievement of outcomesneasured. This still, for the most
part, was the case.

CAPs were not always developed for issudsr which data suggested a need for a CAP. The criteria for the
development of a CAP were not clear. The Facility had not as yet developed an administrative review

process to determine whether each of its nine G?s had been implemented fully and timely. The entire CAJ
process needs significant improvement.

Provision

Assessment of Status Compliance

El

Track data with sufficient
particularity to identify trends
across, among, within and/or
regarding: program aeas; living
units; work shifts; protections,
supports and services; areas of care
individual staff; and/or individuals
receiving services and supports.

The Facility QA process had improved significantly from that observed at the last review Noncompliance
In its lastreview the Monitoring Team noted that the QA program was in the early stage
of development. For this review the Monitoring Team would characterize the QA
program as in the early stages of implementation. Moving from development to
implementation was an important step. Most administrative systems associated with the
QA Plan had been developed and most had been implemented and in use for at least
several months.
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Provision

Assessment of Status

Compliance

The Facility continued to use Policy A.28 Quality Assurance as its primary QA policy. Tk
over-arching policy was supplemented with three additional policies: 1) Policy A.29
Discipline Department Head Monthly Quality Assurance (QA) Meeting, 2) Policy A.30
Unit Quality Assurance Monthly Meeting, and 3) Policy A.31 Database Request. These
policies identified Quality Assurance processes that all departments were required to
perform on a monthly basis. The Facility had decided to suspend Unit based QA meetin
O1 OEI OEA &AAEI EOUGS O 1/QIEQUAdI could bettebddfin€asét b
expectations for Unit-based QA meetings. When unit based QA meetings had occurred
OEAU OAT AAA O &I AOO I1 OAAOA OOOAEAOS
indicators of unit-based performance measures.

In addition to the four policies initiated by the QA Department, the Monitoring Team
asked for other Facility policies that had QA components within them. Very little data in
this regard was provided. As noted in its last report the Monitoring Team determined
that it did not appear the Facility had caducted a comprehensive review, through the
QA QI Council or some other mechanism of executive review, to determine the extent t
which departmental/discipline policies addressed QA requirements. The exception was
Policy K.12 Habilitation Therapies Departrental QA Plan (11/1/13). This remains a
necessary activity to ensure the Facility can comprehensively present its QA program tg
the QAQI Council and executive leadership at the Facility. It is important that
departments/disciplines embrace QAone way of a&hieving this is to ensure policies that
are specific to departments and disciplines address, where appropriate, QA processes
specific to the subject matter of the respective policy. During the review entrance
conference when section leads briefly highlighaccomplishments six different section
leads identified QA components within their section but these were apparently unknown
to the QA department and/or were not contained in policies directed at those sections
and/or were not yet integrated intothe FaE1 EQU&8 O | OAOAI T 1! b

4EA &AAEI EOUBO 1! DPOT AROO OAOGEAxAA AU O
consistency among and between departments/disciplines in the organization and
collection of data, review and analysis of data, interaction betweehe QA Department,
SA Coordinator (SAC) and section leads, and presentation and review of data and
analysis by the QA/QI Council. Considerable improvement in intetepartmental
collaboration was observed during this review, both in minutes documenting vaous
meetings and in QAQI Council activity. For example, since the last review the Facility
reported that 12 of 19 (63%) Section Leads were assisted in data review by QA staff an
these data were also reviewed by discipline/department staff.

Facility QApolicies and practices

There were facility policies that adequately supported the state policy for quality

assurance. The Facility had a Quality Assurance/Quality Improvement (QA/QI) Council
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required by State policy.

4EA &AAEI EOUB O 1y the™anitofing Oeam dekdhgirAtedikdntinded
improvement in the organization and collection of data. The review and analysis of data
had improved and was better for some sections of the SA than others. Interaction
between the QA Department, SB,and sectim leads, and presentation and review of data
and analysis by the QA/QI Council had improved from that observed in the last review
but additional improvement, and consistency, was needed. Since the last review use of
inter -rater reliability had expanded to include many sections of the SA.

The data list/inventory at the Facility was not complete (no data was noted for Section J
of the SA) the list was current. The inventory was maintained by the QA Director and
was regularly reviewed.

The QA plan narraive at the Facilityhad been updated in August, 2014. The plan was
comprehensive and addressed 16 distinct elements of the QA program at the Facility.
These included:

A Description of the purpose of the QA program,

Description of the requirements of the daa list/inventory

Description of the requirements of the QA matrix

Description of the requirements of the performance indicators

The narrative analysis of data required of department/discipline heads
Procedures for monitoring and sample selections

Requirements associated with databases and presentation of data
Requirements associated with intefrater reliability

Corrective Action Plan (CAP) requirements and procedures
Requirements associated with monthly section lead meetings
Requirements associated with pogram and residential services quality
assurance meetings

Requirements associated with department/discipline monthly quality
assurance meetings

Requirements associated with unit quality assurance meetings
Requirements associated with the QAQI Council acifies
Requirements for the QA report

Required Committee meetings

DD DD DD D> D

>

> > >

The QA plan matrix contained the data to be submitted to the QA department; these da
AOA OEAT ET A1 OAAA ET 1! OADPI OO0 AT A DPOA
Plan matrix conssted of two separate matrixes. One described the monitoring/auditing
requirements associated with the use of monitoring tools for all 19 sections of the SA

(one is not required for Section E). The other described the data review and process for
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key/clinical indicators which had been developed to date. There were at least some
key/clinical indicators for 18 of the 19 sections of the SA (one is not required for Section
E). The exception wasection J.

From review of QA/QI monthly reports and interview with the QA Director, the
Monitoring Team determined that for the 19 sections of the Settlement Agreement (not
including Section E), a set of key indicators were included for 18 sections (95%). None
had been developed for Section J and all others were in neafdcontinued refinement.
For example 16 sections of the SA did not have both process and outcome indicators.
Nevertheless this was a significant improvement since the last review when the
Monitoring Team reported no key indicators had been developed. Theek indicator
matrix consisted of 67 distinct indicators some of which addressed multiple SA Sections
In sum, 114 indicators were applied across the 19 sections of the SA as noted below:

Section # of Indicators
3
5
3
23
10

I
—

/P 17

<[C|H|W|TO|IO|1Z|IZ|R|<|T|OMTO0
N

For these 19 Sections of the SA, both process and outcome indicators were identified fa
three (16%). No indicators were reported forSection J. For the remaining 15 Sections,
either process or outcome indcators were provided; thus, the Facility had identified
either process or outcome indicators, or both, for 18 of 19 Sections (95%). Of these, in
18 of 18 (100%), the indicators provided data that could be used, if appropriate, to
identify the information specified in requirements for Provision E1: trends across,

among, within and/or regarding: program areas; living units; work shifts; protections,
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supports and services: areas of care; individual staff, and/or Individuals receiving ]
services and supports,® T AAAOOAOU AT A APPOI POEAOA (
data system had achieved a level of maturity such that multiple variables could be

examined for almost every data point.

The QA plan matrix included all semonitoring tools and selfmonitoring procedures. All
data that QA staff members collect were listed on the matrix. All of the items in the QA
plan matrix also appeared in the QA data list/inventory.

From review of QA/QI monthly reports and interview with the QA Director the
Monitoring Team determined that of the 36 data items in the QA plan matrix (not
including key indicators), 18 (50%) were submitted/collected/received by the QA
department for the last two reporting periods for each item (e.g., monthly, quarterly).
Those that were na included data items associated with sections D, G, H, K, L, N, T, an
of the SA. Most of this activity had been initiated since the last review by the Monitoring
Team, and departmental/discipline compliance was variable.

The reports prepared by the QAlepartment for the QA/QI Council had improved month
to month. The most recent report (July, 204) was very good. It covered sections M, N, Q
U, S, and T of the SA. Much useful data for review, analysis, discussion, and deeision
making was included. In sme cases (such as nursing) section leads also prepared
narrative information that included: accomplishments for the last three months;
upcoming challenges and plans for overcoming these challenges; data analysis; review
corrective action plan(s); statusof policy/procedure review, revisions, and
implementation; summary of any relevant committee recommendations; and priorities
for the next quarter. The Monitoring Team found the organization of this report to be
very user friendly.

Of the 36 items in tke QA plan matrix, 18 (50%) were documented to show review or
analysis by the QA department and/or the department section leaders for the last two
reporting periods for each item (e.g., monthly, quarterly). Those that were not included
sections D, G, H, K, N, T, and U of the SA. At the time of this review the Facility reporte
inter -rater reliability was occurring for 25 of 36 (69%) items in the QA plan matrix. Much
of this had only recently been implemented.

The QA Plan Matrix included 36 items. TheAQPlan Narrative contained 16 components.
At the time of the review, of the 52 items/components of the QA plan narrative and QA
plan matrix, the Facility implemented 48 (92%). The four components of the QA Plan
matrix/narrative that were not fully impleme nted were: 1) Data Analysis, 2) Program
and Residential Services Quality Assurance Meetings, 3) Department Discipline Monthl

Quality Assurance Meetings, and 4) Unit Quality Assurance Meetings. These are four v
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important components of the Facility QA gn and need to be implemented as soon as
possible.

In its last review the Monitoring Team noted that in developing Corrective Action Plans
(CAPs) the Facility struggled with developingroblem statementsthat identified the
outcomes to be achieved anffom which action stepsto remedy the problem or prevent
recurrence could be articulated andachievement of outcomegneasured.This still, for
the most part, was the case.

Documentation and observation indicated that QA staff assisted each discipline in
analysis of data. The QA Director and Settlement Agreement Coordinator met monthly
with each SA Section Lead for this purpose.

The Facility had seHmonitoring tools for 14 of the 19 sections of the SA (74%). Those
that did not included Sections G, H, K, &nd N. This consisted of 34 monitoring tools.

Of the 34 selfmonitoring tools for the SA, the content of 34 (100%) appeared to be
appropriate. The QA Director reported all 34 (100%) were reviewed within the past six
months and revised as appropriate. Foexample monitoring tools for Sections F and U of
the SA had undergone revision since the last review.

Of the 34 selfmonitoring tools for the SA, 16 (47%) had adequate formal written
instructions and guidelines for their use.

From review of QA/QI morthly reports and interview with the QA Director the
Monitoring Team determined that since the last onsite review, of the 34 sethonitoring
tools, covering 14 of the 19 sections of the SA (one is not expected for Section E), 34
(100%) were implemented as fer the QA plan (e.g., number, schedule, person
responsible, inter-rater reliability).

From review of QA/QI monthly reports and interview with the QA Director the
Monitoring Team determined that since the last onsite review, of the 19 sections of the
SAthere was documentation that the implementation and results (including outcomes)
of selfmonitoring were reviewed with the department staff at least once each quarter fo
14 (74%) of the 19 sections.

Based on this review the Monitoring Team determined ti$ Provision was not in
compliance; however, the Facility had made substantial progress since the last review.

E2

Analyze data regularly and,
whenever appropriate, require the

All data in the QA plan matrix should be summarized, graphed, and analyzed by

discipline department with oversight and assistance as needed by the QA department.

Noncompliance
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development and implementation of
corrective action plans to adiress
problems identified through the
quality assurance process. Such
plans shall identify: the actions that
need to be taken to remedy and/or
prevent the recurrence of problems;
the anticipated outcome of each
action step; the person(s)
responsible; and he time frame in
which each action step must occur.

Data from the QA plan matrix for four 6the 19 (21%) sections of the SA (not section E)
were, as appropriate, summarized, graphed showing trends over time, and analyzed
across (a) program areas, (b) living units, (c) work shifts, (d) protections, supports, and
services, (e) areas of care, (fhdividual staff, and/or (g) individuals, as appropriate to
the indicator being measured. Those that were not included sections G, H, I, J, L, M, N,
P,R, QS T,U and V.

As reported in Provision E.1 the Monitoring Team noted several deficienciesah
Pl OAT OEAT T U AEEAAO OEA AAAOOAAU 1T £ AAOA
ability to analyze data regularly as required in this Provision. These include:

I Of the 36 items in the QA plan matrix, only 18 (50%) were documented to show
review or analysis by the QA department and/or the department section leaders
for the last two reporting periods for each item (e.g., monthly, quarterly).

1 At the time of this review the Facility reported interrater reliability was
occurring for only 25 of 36(69%) items in the QA plan matrix. Much of this had
only recently been implemented.

I Data associated with monitoring tools for five of 19 (26%) sections of the SA
were not being reviewed monthly by the QA Department and
department/discipline staff.

Since he last onsite review, a meeting occurred between discipline/department staff ang
QA staff at least once for 19 of the 19 (100%) sections of the SA. The Facility reported
these meetings did not include:

1 Avreview of the data listing inventory and matrix,

9 Discussion of data and apparent outcomes,

1 Areview of the conduct of the selfnonitoring tools,

91 The creation of corrective action plans as appropriate,

1 Areview of previous corrective action plans.
It appeared to the Monitoring Team that the primary pirpose of these meetings was to g
QA Activity defined, clarified, and organized into a set of task oriented activities.

The reports prepared by the QA department for the QA/QI Council had improved month
to month. The most recent report (July, 204) wasvery good. It covered sections M, N, Q
U, S, and T of the SA. Much useful data for review, analysis, discussion, and deeision
making was included. In some cases (such as nursing) section leads also prepared
narrative information that included: accomplishments for the last three months;
upcoming challenges and plans for overcoming these challenges; data analysis; review
corrective action plan(s); status of policy/procedure review, revisions, and

implementation; summary of any relevant committee recommedations; and priorities
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for the next quarter. The Monitoring Team found the organization of this report to be
very user friendly.

Of the 20 sections of the SA, all 20 (100%) appeared in a QA report at least once in eaq
guarter since the last onsite reiew.
Of the sections of the SA that were presented, 20 of 20 (100%) contained the following
components:

1 Selfmonitoring data (reported for a rolling 12 months or more and broken

down by program areas, living units, work shifts, etc., as appropriate)
1 Keyindicators (reported for a rolling 12 months or more and broken down by
program areas, living units, work shifts, etc., as appropriate).

1 Narrative analysis
There was an adequate description of the QA/QI Council in the QA plan narrative and ir
separateQA/QI Council policy/ procedure document.
Since the last onsite review, the QA/QI Council met at least once each month. Each SA
section on a particular months agenda reported on:

1. Accomplishments for the last three months.

2. Upcoming challenges and plans fasvercoming these challenges.

3. Data analysis

4. Review of Corrective Action Plan(s)

5. Status of policy/procedure review, revisions, and implementation

6. Summary of any relevant committee recommendations

7. Priorities for the next quarter
Agendas were structured soliat each Section of the SA was reviewed at least once eve
three months. Minutes from six of six (100%) QA/QI Council meetings since the last
review indicated that the meeting occurred according to schedule.
Minutes from six of six (100%) QA/QI Councimeetings since the last review indicated
that the agenda included relevant and appropriate topics.
Minutes from six of six (100%) QA/QI Council meetings since the last review indicated
that there was appropriate attendance/representation from all departrrents.
Minutes from six of six (100%) QA/QI Council meetings since the last review
documented that (a) data from the QA plan matrix (key indicators, sethonitoring) were
presented, (b) data were trended over time, (c) comments, interpretation, and analigsof
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data were presented.

Recommendations and action plans were seldom developed as a result of data
presentation and review at the QAQI Council. Numerous examples of client protection
issues are provided in Provision D.1 of this report and data assated with most

were either not presented to the QAQI Council or it was it was not acted upon.

The Facility reported that none of its nine active CAPs resulted from QAQI Council
deliberation.

In the QA/QI Council meeting observed by the Monitoring Teampnosiderable data was
presented to the group but there was very little discussion of the data, any implications
(good or bad), and whether any of the data suggested a need for a CAP or any other
administrative./clinical response. There was little evidencen observation of this
meeting, or in review of minutes of other meetings, that discussion at Q@I led to
decision making and action planning. The Facility processes for initiating, implementing
and tracking CAPs was still lacking good organization and wanot integrated into QA QI
Council practices and protocol.

An adequate written description did exist that indicated how CAPs are generated. The
criteria for the developmentofa CAPwrel 1 O Al AAO8 )1 OAOEAxE
active CAPs there dichot appear to be any consistent logic (or data) as to why those
subject matters were selected to be addressed with a CAP.

AAE | £ OEA TETA AAOEOA #1100 AT 1 OAET AA
OAAOGI T OOAOAA EIT N OA dniboEngEoinpliande s€diidr SédctioOm)
i £/ OEA 3! AOA 111U ubp ATA TAAA O EI PO
what was characterized as goal In some caseshe goalwas expressed in quantifiable
OAOI O OOAE AO OET AOABOABT OK&QG WhaHbdk dtibghdskA&h 8
performance it would be difficult to determine if the action steps in a CAP were having
positive results.Because of this, of the nine CAPs reviewed by the Monitoring Team, no
(0%) appeared to appropriately adiress the problem for which they were created. The
problem for which they were created was typically unclear, ambiguous, and/or not
guantified and therefore it would be impossible to measure CARelated improvement or
regression. This was the case even an instance where data was clearly available. Pleas
refer to the issue of late reporting of serious incidents in Provision D.2.a.

Additionally, CAPs were not always developed for issudsr which data suggested a need
for a CAP. For example, as noted Rrovision D.3.i, following up on investigation/IMRT
recommendations appears to be a significant problem at the Facility yet no CAP was
initiated to address this.
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Based on a sample of nine CAPs:

1 Nine (100%) included action steps to be taken to remedy aridr prevent the

reoccurrence.

1 Nine (100%) included the anticipated outcome of each action step although this
was rarely an outcome that could be objectively measured.
Nine (100%) included the person(s) responsible.
Five (56%) included the time frame in whch each action step must occur. Other
did not have a projected completion date for each action step.

f
f

Based on this review this Provision was not in substantial compliance. Progress had
occurred since the last review but full and complete implementation fodata collection,
review, and analysis had not as yet been achieved. The entire CAP process needs
significant improvement.

E3

Disseminate corrective action plans
to all entities responsible for their
implementation.

Based on a sample of ne CAPs:
1 Nine (100%) included documentation about how the CAP was disseminated.
1 Nine (100%) included documentation of when each CAP was disseminated.
1 Nine (100%) included documentation of to whom it was disseminated, including
specific person(s) responsilte.

These data were recorded on each CAP. Additionally a review of CAP status was incluc
in SA Section presentations at QA/QI Council meetings.

Based on this review this Provision was in substantial compliance.

Substantial
Compliance

E4

Monitor and document corrective
action plans to ensure that they are
implemented fully and in a timely
manner, to meet the desired
outcome of remedying or reducing
the problems originally identified.

Corrective action plans need to be implemented fully and in a timelpanner, to meet the
AAOEOAA T OOATI A 1T &£ OAI AAUET ¢ T O OAAOGAEI
means that all steps of the CAP were implemented, and there was complete

Ei 1 Ai AT OACETT 1T &£ OEA OOAOAA AAOEilesinttedA
CAP were met or a reasonable explanation is provided for any delays.

The Facility had not as yet developed an administrative review process to determine
whether each of its nine CAPs had been implemented fully and timely. Such a process
should include at least the following features:
1. When a CAP is developed the CAP should describe in measurable terms the
AgpAAOAA T OOATI A T &£ OEA #10h A O AQ
2. Asthe CAP is implementegredetermined relevant data shouldbe recorded at
predetermined intervals (e.g. monthly).
3. If after implementation of CAP action stepglata does not begin to show a

positive trend, the CAP should be modified. The QA Director and Q@I Council

Noncompliance
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should review CAP data monthly.

4. Afterthe CAPO Ai T OAA j E8B8A8 O&OI 1T U Ei pi Al A
OAAT OAAA &£ O A PAOET A T &£ OEIi A OPAAE
iT1TOEO AZEOAO #!'0 Al 1 OO0OA806 4EAOA i1
ultimately determine the effectivenessof the CAP.

This process should be monitored by both the QA Department and the @ Council.

Based on this review this Provision was not in compliance. The entire CAP process nee
significant improvement.

ES

Modify corrective action plans, as
necessary, to ensure their
effectiveness.

As reported in Provision E.4 the Facility had not as yet developed an administrative

review process to determine whether each of its nine CAPs had been effective, and if n
required modification, and if sowere modified. None of the nine CAPs had undergone ar|
effectiveness review that resulted in modification.

Based on this review this Provision was not in compliance. The entire CAP process nee
significant improvement.

Noncompliance
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SECTION F: In¢grated Protections,
Services, Treatments, and Supports

Each Facility shall implement an
integrated ISP for each individual that
ensures that individualized protections,
services, supports, and treatments are
provided, consistent with current,
generally accepted professional
standards of care, as set forth below:

Steps Taken to Assess Compliance:
Documents Reviewed:

= PPRPOO~NOOODWNLE

=
IS

=
[

16.
17.
18.
19.
20.
21.
22.
23.
24,

25.
People Interviewed:

1.
2.

. RSSLC Policy F.6: Participating In/Documenting Addendum Meetings, revised 7/08/14
. RSSLC Policy F.1Habilitation, Training, Education, and Skill Acquisition Programs, Reviewed

. RSSLC Policy F.25kill Acquisition Plan Development, Reviewed 02/21/14
. Required Assessments Filed 10 Days Prior to the ISP Meeting encompassing tleetimg dates of

. Participation of Required Attendees at ISP Meeting, Meeting Dates of 4/1/2014/30/20 14, dated

. Number of ISPs Held, 1SPs Not Held within 365 Days and ISPs Not Filed within 30 days, covering th

Richmond State Supported Living Center (RSSLC) Saffisessment, updated: 08/12/2014
Richmond State Supported Living Center Action Plans, upeal: 08/11/2014

Section F Presentation Book materials

Richmond State Supported Living Center Settlement Agreement presentation, August 2014, Round 8
DADS Policy 004.2: Individual Support Plan Process, dated 11/21/2013

DADS Policy 017: Habilitation, Trainig, Education and Skill Acquisition Programs, effective 5/10/12
RSSLC Policy F.04 Individual Support Plan Process revised 5/12/2014

RSSLC Policy F.1:Scheduling Annual Personal Support Plan Meetings, revised 5/02/14

RSSLC Policy F.5: Completing Individu8upport Plan Meeting Documentation, revised 03/27/12

02/21/14

4/1/2014 -6/30/2014
July 30, 2014

period of 8/1/2013 - 7/30/2014
Alphabetical list of ISP dates, the date on which the ISP document was completed , the date ISP was
filed and the date of the previous ISP, undated

Record Reviews for Individuals#497, #680 and #745

30-Day ISPs and Assessments for Individuals #85, #153, #395, and #795

Individual Support Plans (ISPs) including assessments for Individuals #243, #501, 38, #596, #630,
#655, and #753

Preferences and Strengths Inventory (PSI) for Individuals 3@ay ISPs ad Assessments for Individuals
#85, #153, #395, and #795

Sample of MonthlyReviews for Individuals #243,#497, #501, #530, #596, #630, #655#680, #745

and #753

Documentation of Living Options Action Plangmplementation for Individuals #86, #144, #149, #184,
#302, #324, #349, #487, #503, #582, #723 and #758

Document entitled Monitoring the Timeliness of Monthlies

Section F Monitoring Tool

Quality Assuran@ Plan, RichmondstateSupportedLiving Center, Revised 06/24/2014

Angela Hernandez, Program Compliance QIDP
Leroy Thompson, QIDP Coordinator
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3. Dameyon Landrum, incoming QIDP Educator

4. Georgette Brown, Director of Quality Assurance (QA

5. Ashley Smith, Services Coordinator

Meeting Attended/Observations:

1. ISP annual planning meetings for Individuals #680 and #745
2. Pre-ISP meeting for Individual #497

Facility Self-Assessment:

The Facility submitted a SeHAssessment for Section F.The current SelfAssessment reported on the
activities engaged in to conduct the seldssessment, provided the results of the seissessment, and finally
provided a selfrating stating why or why not it believed compliance had been achieved. The self
assess AT O OAOET ¢ OATEAA 11T AAOA Aiili1 AAOAA OEOI OCE
tools in some instances, but the F Monitoring Tool had continued to be undergoing revision

In grder to imp;ove it§ SeIfAssessrpent for use in achievirjg copliance, the MonitoriAng Team againA
OOCCAOOO OEA &AAEI EOU OEI O1 A OAOEAx OEA AOEOAOE
did not always fully address the noncompliant findings from the Monitoring Team.

The Facility also proviced as part of its seHassessment an Action Plan that reported actions being taken tq
achieve compliance.Many of the Action Steps appeared to be relevant to achieving compliance, but the
Facility should also define the provisionspecific outcomes and proess improvements it hopes to achieve
as a result of these Action Steps as well as how accomplishment will be measuréfithe Facility intends to
use its SefAssessment to conclude whether it is in substantial compliance, it must identify and factor atl
of the criteria upon which compliance is to be based. It may choose to prioritize only certain components
its Action Plan, but it should be aware that the prioritized activity may not be sufficient in achieving
substantial compliance.

The Facility indicated in was not yet in substantial compliance for any of the provisions of Section F and t
Monitoring Team concurred.

30T AOU T &£ -TTEOI 080 ! OOAOOI AT Oq

RSSLC indicated it was not in compliance with any of the components for these provisionsj éime
Monitoring Team concurred. Theassessment that followsepresents a compilation and synthesis of the
interdisciplinary findings of the Monitoring Team. Positive developments includea 15-Day Integrated

I OOAOO0I AT O - AROET C D ankublCSP Planninky Adeting  iddnthrByididokepandes i

assessments and review the IRRF; anain innovativetwo-i T T OE 1) $0 O" 11O #AlI PO
on the basic requirements of their roles. The Facility was also continuing to developts quality assurance
processesto identify and remediate problems and to ensure that the ISPs are developed and implemente
consistent with the provisions of this section and had significantly improved its ability to track some
related activities through the creation of useful databases.

The Facility again requested the Monitoring Team focus its observations on selected ISP planning meeti
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and ISP Preparation meetings held during the monitoring visit, and the resulting ISPs,. It was agreed this
focused effort could not result in any finding of substantial compliance at this point due to its limited scope
The findings and recommendations found below and throughout this section should be read within this
context. Overall,the Monitoring Team found tere was some continued improvement in the ISP annual
meeting interdisciplinary process as observed during this visitbut found significant problems with the
development andimplementation of an integrated ISP for each individual that ensured individuald
protections, services, supports, and treatments were provided. Additionapscific findings as to each
provision are as follows:

Provision F1: This provision was not in compliance. No changes had been made to ISP format and proc
but considerabletraining and coaching continued to be provided to the QIDPs and IDTs. Overall, howeve
the Facility was still meeting with limited success specific to the requirements of this Section of the SA.
IDTs still failed to consistently conduct timely or compréensive assessments of sufficient quality to

OAT EAAT U EAAT OEZAU OEA ET AEOEAOAI 80 OOOAT COEOh &£
OAOOI 008 4EA -TTEOI OET C 4AAT Al O OAI AET AA AT 1
implementation of the ISP in accordance with the Americans with Disabilities Act (ADA) and Olmstead
decision.

Provision F2: The Monitoring Team found there were some examples of improved coordination of
services at the Facility as well as a degree of imgwvement in integration observed in onsite planning
meetings, but these were not yet sufficient to result in outcomes required for this ProvisionlSPs did not
consistently specify individualized, observable and/or measurable goals/objectives, the treatents or
strategies to be employed, and the necessary supports to attain identified outcomes related to each
preference and meet identified needs Skill acquisition programs(SAPs)were not yet sufficiently
constructed. The Monitoring Team found ISP stategies did notyet reflect encouragement of community
participation in a meaningful or purposeful manner, although some progress was notedtdentification of
barriers to living in the most integrated settingdid not always lead to goals, objectives, orsvice

strategies. Two very concerning issues were the failure to implement the ISP as written and to monitor fo
progress. The Facility was continuing to develop its quality assurance processasidentify and remediate
problems and to ensure that the $Ps are developed and implemented consistent with the provisions of thi
section. It had significantly improved its ability to track some related activities through the creation of
useful databasesbut most of its key indicators remained focused on outgs rather than outcomes.

Provision

Assessment of Status Compliance

F1

Interdisciplinary Teams -
Commencing within six months of
the Effective Date hereof and with
full implementation within two
years, the IDT for each individual
shall:

88
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Fla

Be faclitated by one person from
the team who shall ensure that
members of the team participate in
assessing each individual, and in
developing, monitoring, and
revising treatments, services, and
supports.

The Qualified Intellectual Disabilities Professional (@P) was the one person assigned t(
each individual to facilitate the work of each IDT.

Staffing of QIDP Department:

The Facility reported that it currently had 20 QIDP positions, with two vacancies. The
Facility also had a QIDP Educator, a QIDP Comator, and a Services Coordinator
position which provided administrative and programmatic support for the QIDP
Department and participation in departmental and quality assurance initiatives. The
Facility had also developed a Program Compliance QIDP pogmiti

It was reported at the time of the last monitoring visit that the Facility was set to
implement a pilot in which the QIDP Coordinator would supervise some QIDPs to
determine if this might improve outcomes. The Section F Team described in interview a
OADODAOOEOEI T 6 DOI AAOGO AO EO EAA AAOGAILI
2014, the QIDP Coordinator will meet with each Unit Director on a monthly basis on an
ongoing basis to review the work of the QIDPs assigned to the respective livingits. If
corrective or disciplinary action is needed, the Unit Director will be responsible for
implementation. It was also noted the QIDP Coordinator would take immediate action t
meet with a Unit Director in situations that appeared to call for it.

Process of determining competency of QIDPs in the facilitation process

Based on the list provided, none of the QIDPs (0%) had been deemed fully competent
facilitation. As reported at the time of the last monitoring visit, he Facility was not
currently assessing QIDP competency with regard to the facilitation of ISP meetings a
the writing of the ISP documents. The Facility reported it was still consulting with othe
facilities and state office to obtain tools for these purposesThe Facility had awailable the
Q Construction Facilitation curriculum for training in this area, butQIDPs were not
currently provi ded training using the standard curriculum as there were no certified
trainers on staff at the Facility.

RSSLC had continued to devote considdle resources to coaching and training for QIDP)
staff, as described in more detail in Provision F2eThe Facility requested the Monitoring
Team continue to focus attention in this regard on two ISP annual meetings observed
during the monitoring visit. There was continued progress over the previous site visit;
however, outcomes in terms of improvements in ISPs were not yet substantial. For
example:

1 For none of the severmlans reviewed (0%) did the facilitation process result in
the adequate assessmentfandividuals, and the development, monitoring, and
revision of adequate treatments, supports, and services.

1 For none of the seven ISPs reviewed (0%) did the facilitation process result in g

adequate discussion of the most integrated setting.

Noncompliance
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1 Although progress was again noted since the previous monitoring visit, the

QIDPs continued to need additional training and/or coaching on the intent of the
Integrated Risk Rating Form (IRRF) as one that measured inherent risk rather
than risk as mediated by interverions, and on facilitation of this process. The
Monitoring Team observed the QIDP Educator providing coaching at one of the
ISP annual planning meetings attended.

The assigned QIDP also remained responsible for ensuring the monitoring and
revision of treatments, services, and supports. The Monitoring Team found the
QIDP did not consistently ensure the team completed assessments or monitore
and revised treatments, services, and supports as needed as described below
under Provisions F2a6 and F2d. This reained an area of significant concern.
Timeliness of assessments did appear to be improving.

Conclusion:This provision was found to be not in compliance.

Fib

Consist of the individual, the LAR,
the Qualified Mental Retardation
Professimal, other professionals

Composition and Participation of IDT:

strengths, preferences, and needs,
and staff who regularly and
directly provide services and
supports to the individual. Other
persons who participate in IDT

compliance with attendance requirements.

The Facility tracked the attendance of IDT members at annual ISP meetings. The
Monitoring Team relied largely on a document provided by the Facility entitled
Participation of Required Atterdees at ISP Meeting, Meeting Dates of 4/1/2014
6/30/2014, dated July 30, 2014. This document tracked required attendance by
discipline in the aggregate. These data, represented in the table below for the most
frequently required disciplines, indicatedthere was fairly wide variation by discipline in

meetings shall be dictated by the Discipline Total Required Compliance

individuald © D OA £AOAT A Meetings Attendance
Active Treatment 39 33 85%
Day
Programming/Retirement 35 32 91%
Dietician 16 6 38%
Direct Support Profssional 93 81 87%
Family 25 23 92%
Individual 94 77 82%
LAR 48 41 85%
Local Authority(Contracted) 65 56 86%
Occupational Therapist 73 64 88%
Physical Therapist 84 76 90%
Primary Care Physician 27 20 74%
Psychologist/Behavior 94 85 90%
Analyst

Noncompliance
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QIDP 94 94 100%
Registered Nurse 93 91 98%
Residential Coordinator 45 42 93%
Social Worker 75 73 97%
Speech Therapist 62 48 77%
Vocational 38 36 95%

In the SelfAssessment for Section F, the Facility reported overall required attendance
rates for the nonths of April, May and June, 2014 were 93%, 88% and 74%, which
appeared to represent a concerning downward trend. The Monitoring Team reviewed
annual meeting attendance for a sample of seven ISPs completed across the past six
months. For this sample, th ISP Preparation meetings indicated that 83 IDT members
were expected to attend the annual planning meetings. Of these 83, 66 (77%) actually
participated as evidenced by the completed signature sheets.

Extent of Individual participation in ISP:

Overal, the Facility reported in its selfassessment thathe individual attended 89% of
the 84 ISP meetings. Lack of attendance was reported to be generally linked to factors
OOAE AO ET AEOGEAOAI 80 EITTAOGO 10 AET EAA

The Monitoring Team observed two ISP annual planning meetings as a part of this
focused review and found there was progress in the process for facilitating the

ET AEOEAOAI 80 PAOOEAEDPAOETT 8 4EEO0 xAO b
and ableto actively participate in the discussion, The Monitoring Team encourages the
Facility to continue to develop effective approachesor facilitating the participation of

individuals who are not as verbal.

Conclusion:
This provision was found to be notm compliance.

Flc

Conduct comprehensive
assessments, routinely and in
response to significant changes in
OEA ET AEOEAOAI 860
quality to reliably identify the
ET AEOEAOAI 80 00O
and needs.

Policy:
DADSPol i cy 004. 2: I ndi vi dual Support Pl a
as ANA for mal document t hat identifies a

strengths, needs, and recommendations to achieve his or her goals, pndef¢adence, an
overcome obstacles to community integration. The assessment is used to identify stren
and needs to support the individual in the development of training, participation, and ser
objectives |listed inheheSRAOti on Pl ansbo

For annual ISP planning meetings, the expectations remained that the PSI would be

completed and posted 90 days prior to the ISP date, such that all disciplines could

Noncompliance
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ET AT ObT OAOA OEA ET AEOEAOAI 08 b OA mskenksiaklA
recommendations. The IDT was to identify the assessments that were required for the
annual ISP meeting at the ISP Preparation meeting, also held approximately 90 days
prior to the ISP meeting. The policy requires in Section 11I.C that thesesassments be
completed and placed in the share drive for IDT review no later than 10 working days
before the annual ISP meeting tpermit the entire interdisciplinary team (IDT) to review
them. The assessments were to be used by the QIDP to develop an@sile no later
than five days prior to the ISP annual meeting.For a new admission, Facility policy
requires that the assessments be completed and posted at least five working days prior
to the initial ISP planning meeting, with the exception of the RSwhich was to be
completed ten days prior.

Extent to which assessments are conducted routinely:

For annual ISP planning meetingshe expectations remained thathe PSI would be
completed and posted 90 days prior to the ISP date, such that all disianes could

ET AT OPT OAOA OEA ET AEOEAOAI 086 DOAEAOAT AA
recommendations. There was evidence the IDTs had begun routinely making use of
these processes to ensure needed assessments were completed on a timebidas
sevenof seven (100%) recent ISPs clearly defined the assessments that were to be
completed.

I AAT OAET ¢ O1 -Gdssessmanh AnFDT7/A Q014 Facili) AtaffAeviewed a
tracking spreadsheet for assessments due 02/01/2014 through 06/30/2014 to
determine if all required assessments were posted on the shared drive 10 working days
prior to the ISP meeting. Data remained consistent at around 70%ach monthfor that
period. The Monitoring Team also reviewed a document provided by the Faciligntitled
Required Assessments Filed 10 Days Prior to the ISP Meeting encompassing tieeting
dates 0f4/1/2014 -6/30/2014. These data also hovered around 70% throughout the
period.

In order to further assess the actual timeliness of assessments, the Mioring Team
reviewed assessments for a sample of seven completed ISPs, including the ISP
Preparation documentation. Findings included:

1 Inthe sample of seven ISPs completed prior to the monitoring visit for which the
ISP Preparation meeting documentatio prescribed the required assessments,
none (0%) had all assessments completed on a timely basis, at least ten workin
days prior to the ISP annual meeting. Of the 88 required assessments, 63 were
both present and completed according to the timeliness ragrements. Overall
for this sample, the rate of timeliness was 72%, just slightly below the timeliness

rate of 74% found during the last monitoring period. This finding was
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AT T OEOOAT O xEOE OEA &AAEI EOQUBO AAOA

1 Some assessments were notraiply late, but were not completed at all. For the
nine individuals in this sample, there were 88 totafequired but only 81 (92%)
present in the assessment packets provided to the Monitoring Team.

1 On a positive note, as reported in Provision V4, the Mowiting Team found for
Individual #18 1, who was scheduled to have annual ISP planning meeting withi
the ten working days, that for 12 assessments required per the ISP preparation
meeting, 12 (100%) current or updated assessments were posted, and 12
(100%) had been posted by 10 working days prior to the meeting.

Extent to which to which assessments are of sufficient quality to reliably identify the

ET AEOEAOAI 8O OOOAT COEOh DPOAZAOAT AAO AT A
significant changes:

RSSLC had taken several steps to improve the quality of its assessments such that they
xI O A 1 1TOA TEEAT U OAIl EAAT U EAAT OEZAU OEA
These included:

T 4EA &AAEI EOU Ai 1T OET OAA O EIi DIOAI & O
disciplines, including Medical, Pharmacy, Vocational, OT/PT and Speech. This
was a quality assurance process implemented by each of those departments in
which some sample of assessments was reviewed by departmental managers ¢
as in the casef the physicians, an external reviewer.

1 The Section F Team reported in interview that each IDT had begun holding a
Op®dAUS6 | AAOET ¢ POEI O O AAAE EIT AEOE/
identify any discrepancies in assessments and review the IRRFhi§was in
Pl AAA ISBAUBEA ARADET ¢ EAIT A ET OEA DPAOGQ
time to resolve any discrepancies or take any additional needed actions.
Although it was reported this was an informal process implemented in June
2014, the Monitoring Team noted that RSSLC Policy F.1: Scheduling Annual
Personal Support Plan Meetings, as revised 5/02/14, called f@n Integrated
Assessment Meeting, in which the IDT meets 15 days prior to the ISP to review,
all assessments and identify strengths, defict barriers and recommendations
to correct any discrepancies among the different assessments as well as to is t
collect and reconcile information for the History, Current Supports, Current
Status, and Proposed Recommendations sections of the IRRF. ThedBbé
Managerwas to facilitate this latter part of the meeting, For an initial ISP, this
meeting was required to be held 5 days prior to the ISP. The Facility was to be
commended for taking this recent action to improve the quality and accuracy of
assessents, although its implementation was too recent for the Monitoring
Team to assess its impact.
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Progress continued to be noted in certain discipline specific assessment processes and
outcomes throughout this report. Examples included:

1 Asreported in Provsion L1, the Monitoring Team was extremely impressed by
the many clinical improvements noted for Section L.1, and found the Facility wal
near substantial compliance.

1 Asreported in Provision P2, the Monitoring Team continued to find substantial
compliance The Habilitation Therapies Department continued to audit
assessments to ensure they were completed in a timely and comprehensive
manner. Results in the data provided by RSSLC continued to show the presen
of all the needed assessment components.

1 As reported in Provision M2, the Nursing Department had continued to maintain
the positive practices identified in the last compliance review, continued to make
improvements to the nursing assessment process and remained in substantial
compliance.

Although progress was noted in discipline specific assessment processes and outcomes
throughout this report, noncompliance was found in the following provisions related to
the quality of assessments: J6, K5, K6, L1, 02, 08, R2, S2, T1b1, T1b3, T1ld and Ul. 1
findings, taken together, demonstrated assessments were still not routinely of sufficient
NOAI EOU 1T OAOAI T O OAI EAAT U EAAT OEAU OE
Examples included:
1 Asreported in Provision R2communication assessments needeiinprovement
ET OEA EAAT OEEZEAAOQEIT 1T &£ 1 AEAAOEOGAO
abilities to communicate and promote the expansion of their skills. Additionally,
more input needed to be given with regards to how the strategies provided in
the assess AT O AT O1 A AA AAOOAO ET OACOAOAA
allowing for maximum generalization of skills.
1 The Monitoring Team attended the ISP annual planning meeting for Individual
#680. The annual medical assessment, dated 8/05/2014, indited the
following information:
E O( E O@ Abbdymal EEG11/4/2008: During hospitalization for syncope
on 11/04/08 EEG showedfrank epileptiform activity and mild
occasional generalized spikes.He was started on Keppra while in the
hospital. CTof brain showed microscopic ischemic changesin
periventricular white matter bilaterally. No seizure reported since
November2008. He was treated with Keppra then Vimpat and repeat
EEGon 9/2013 was normal, Neurologist recommendedto taper Vimpat
until discontinued and monitor for seizuresasit could havebeen a
hypoglycemic episode. Seenagain on 03/25/14 by Neurology. No

seizure after tapering off Vimpat. Recommended PRNO 8 6
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According to the review of injuries as documented in the ISP Guide that was us
at the ISP annual planning meeting and in the final ISP narrative, on 3/22/14,
the individual was found on the floor by a DSP stretched out rapidly moving
arms and legs and it was noted the individual had bitten his lower lipThe
medical assessment did not reéct this information.

1 Asreported in Provision O2, six of eight individuals in Sample O.1 (75%) were
provided with an accurate risk score related to all of the PNM risk areas (i.e.,
respiratory compromise, Gl, skin breakdown, falls, fractures, aspiratigrand
choking, or others relevant to specific individuals). Four other individuals not
included as part of the sample were also noted to have inaccurate risk scores a
it related to falls.

1 Asreported in Provision O8, three of seven individuals (43%) &m Sample O.3
who receive enteral nutrition were appropriately evaluated by the IDT to
determine if a plan to return to oral intake was appropriate.

Conclusion: This provision was found to be not yet in compliance.

Fid

Ensure assessrant results are
used to develop, implement, and
revise as necessary, an ISP that
outlines the protections, services,
and supports to be provided to the
individual.

Extent to which assessment results are used to develop ISPs:

Current assessment practiceat RSSLC, in terms of timeliness, accuracy and
thoroughness, did not yet provide assessment results that could adequately be uged
develop, implement, and revise as necessary, an ISP that outlines the protections,
services, and supports to be provided tthe individual. Examples of continuing
deficiencies in the use of assessment results that negatively affected compliance includ
the following:

E Asreported in Provision Tle, assessment recommendations and proposed
monitoring parameters for individuals with Community Living Discharge Plans
(CLDPs) in the past six months were not adequately used to address significant
issues that could impact a safe transition to community living.

E Asreported in Provision S1jt was not evident that assessments were
consistently used in the development of SAPs for the majority of individuals
living at the Facility. Furthermore, there was no indication of substantive
improvement in the use of assessments in comparison with the previous site
visit. For example:

o ISPs for only o of 10 SAPs (20%) reflected evidence to support the
reviewed SAP.

o Functional Skill Assessments (FSAs) for only one of 10 SAPs (10
reflected evidence to support the reviewed SAP. Records did reflect th
each individual had been provided with skill assgesment by means of
the FSA. In 90% of the reviewed SAPs, however, it was not evident th

the FSA had been effectively used in the development of skill acquisitic

Noncompliance
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programs.

F As reported in Provision R3, only six of 11 ISPs reviewed (55%) contained SAP
to promote functional communication. In addition, for four individuals, who
were recommended as part of the Speech Assessment to receive indirect
supports in the form of a SAP, there was no evidence this was integrated into t|
ISP and implemented.

E As reported in Provision P2,in eight of the fourteen ISPs or ISPAs reviewe
(57%), SAPsthat had been recommended in the OT/PT assessment we
present.

F As reported in Provision O2for zero of four individuals (0%) in Sample 0.2, all
recommendations by the PNMTwere addressed / integrated in the ISPA, Action
Plans, IRRFs and IHCPs.

Conclusion: This provision was found to be not in compliance.

Fle

Develop each ISP in accordance
with the Americans with
$EOAAEI EOEAO ! AO
12132 et seq., and the United
30A0AO 30DOAI A #
Olmstead v. L.C., 527 U.S. 581
(1999).

Adequacy of process to develop each ISP in accordance with ADNA gnd lestegd decis
This provision is discussed in detail later in this report withresh A O O1 OEA

progress in implementing the provisions included in Section T of the Settlement
Agreement.) T T OAAO &£ O OEA 30A0OA | EEEAA OAN(
assessment needed to include an opinion/recommendation. In additiont the ISP
meeting, the IDT needed to make a recommendation to the individual/guardian. The
Monitoring Team found there was progress evidenced in the presence of the required
determination, but it was still not being consistently provided. Findings included

I Of seven recent ISPs reviewed, for none (0%) did all of the discipline
assessments include the applicable statement/recommendation.

9 Of the 51 total discipline assessments that were present and should have had g
statement, 36 (71%) included a determimtion of whether the individual could
be served in a more integrated setting. This was noted to be a significant
percentage increase from the previous six month period.

I Of the 51 assessments that should have included a determination and
recommendation,only four (8%) included substantive recommendations for
El x OEA ET AEOEAOAI 60 1T AAAO AT OI A AA
AAOGAOh xEAT AOOAOOI AT OO AEA ET Al OAA
supports and services could be met in actnmunity setting, these often took the
form of a template statement that was not individualized. Only occasionally was
the statement accompanied by any statements regarding services and supports
specific to needs in a community setting. The template s&hent more often
indicated that the professional opinion was based on the current services and
support being provided at the Facility; it did not take into account that any

different services might be needed in the community.

Noncompliance
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1 Six of seven ISPs (86%) inaded an independent recommendation from the
professionals on the team to the individual and LAR. For Individual #753, the
IDT indicated it was the determination of the professionals that the individual
could not be served in a more integrated setting becse the LAR wanted the
individual to remain at RSSLC, perhaps indicating this IDT needed some
additional guidance as to their responsibility to make an independent
determination.

1 The Facility typically did not yet have an adequate basis for determining the
preferences of individuals for living arrangements. As described in Provision
T1b2, a very small proportion of individuals living at RSSLC had opportunities t
tour community living options prior to a referral being made. As also described
in Provision T1b2, IDTs did not develop individualized plans for education and
awareness that would be sufficient to meet the learning needs of the individuals
residing at the Facility.

yT 001 OGEOCEI 1T 4pAph OEAOA EO AQOAl OEOA A
regard to identifying obstacles to individuals moving to the most integrated setting, and
plans to overcome such obstacles. Overall, the Facility was not yet effectively identifyin
or addressing obstacles. Aeview of six recently completed ISPs fowhich a referral was
not made continued to indicate IDT members need additional training in how to facilitateg
an appropriate discussion of the most integrated setting with family members and LARs
1 None of six (0%) of the recently completed ISPs reviewedifwhich a referral for
transition was not made evidenced proficiency in identification and addressing
of obstacles.
1 In none of the six (0%) that identified LAR or individual choice as a barrier were
there specific, individualized action plans developeda address these specific
barriers.

There wassomecontinued progressnoted in the presence of a description ofthe
protections, services, and supports that neesH to be provided to ensure safety and the
provision of adequate habilitation in the most inegrated appropriate settingbased on
OEA EI1 AE OE DO/l Getied toffdeus Prnarily on the supports and services
currently being provided at the Facility, however.While such an array may include many
essential services and supports, it daenot take into adequate consideration the varied
needs that may be needed for successful transition and community living. For example
for Individual #680, for whom an ISP annual planning meeting was held during the
monitoring visit, the IDT did not include any supports related to employment in their
description of what would be needed in the most integrated setting, even though the
potential for meaningful integrated employment was a significant strength for the
individual.
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The IDT must identify the syports, services and protections that would be needed in
that setting even if the IDT ultimately chooses not to make a referral. The process of
identifying the needed supports and services is integral to determining whether a setting
would be appropriate,and also serves to assist the individual and LAR to visualize how
community living could be safely supported. The identification of needed services and
supports is also prerequisite to assisting the team to identify and address potential
obstacles to maement. If the IDT members have reached a general consensus that the
individual could be served in a community setting, it is incumbent upon them under the
SA and Olmstead to address what would be needed to facilitate that, regardless of
whether a referral is made. If the team does not address these needs because a referrg
not made, this results in little likelihood of a referral being made or even that appropriate
O00PDPI 00O AT A OAOOGEAAOG AOA ET AI OAAA ET 10O
move to the most integrated setting. Engaging the IDT, including the individual and
family/LAR in a discussion of both obstacles and opportunities is an essential compone
of an ISP developed in accordance with the ADA and Olmstead.

Overall, of sixrecent ISPs that did not result in a referral, none (0%) adequately
identified the protections, services and supports that would be needed by the individual
in the most integrated setting. The Monitoring Team remained concerned that the new
standardized asessment templates did not clearly require the IDT members to provide
an affirmative description of the individualized needs in a community living setting.

Finally, at the time of the last monitoring visit, the Monitoring Team reviewed the ISPs
for 12 individuals for the living options obstacles and Action Plans and found these were
typically minimal, not individualized and not measurable. During the present visit, these
were reviewed to ascertain the level of implementation of these plans for the pastxsi
months, including any ISPA, documentation related to any community education and
awareness activities and, if held, any updated ISP or ISP Preparation documents. The
outcomes were that very little implementation of even these minimal plans had taken
place, resulting in little to no information upon which to understandET AEOE A QA
preferences or base future Action Plans. Examples included:

1 For Individual #503, the facility discipline members had determined the
individual could not be served in a more inégrated setting because of a lack of
understanding of community living options and lack of community exposure.
The entire IDT determination was also documented as such in the narrative. Th
major obstacle selected was LAR Choice, but the individual didtrhave a LAR.
The only Action Plans were for generic activities, to wit: to be given the
opportunity to attend community events and to be scheduled to tour a Provider

Fair. There were no individualized plans or measurable outcomes defined.
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o For the current monitoring visit, the Facility provided one Trip Memo
for the period 2/1/2014 -8/27/2014, which was for a visit to a local
park. The noted purpose was community engagement. The Monthly
Review for March 2014 indicated that the individual would go on tips
scheduled by the recreation department to increase community
awareness skills. The Monthly Reviews for April, May and June 2014 g
stated the individual had taken several trips in April. The Monthly
2R0EAx £ O *01 U ET AEAAGKA j@EM CEI
different trips with Day Program. There was no reference to attendance
at the Provider Fair held in May 2014 and the attendance record
provided for review indicated the individual did not participate.

For Individual #149, facility discipline members had determined the individual
could be served in a more integrated setting but did not make a referral due to
individual choice and lack of community awareness. Both Individual and LAR
Choice were checked as major obstacles. The narrativetoé Community
Awareness and Education Discussion indicated the LAR was opposed in part d
O OEA ET AEOEAOAI 80 EAAI OE AT A 1160
hazardous situation were to occur. It was also documented the LAR declined tc
participatA ET O1 600 AT A AAATI ET AA OEA ETA
tours and Provider Fairs. Action Plans included community group home tours
OAO OAEAAODI AA6 AT A OEA 001 OEAAO &AE
could be implemented. Inanyevetit OEAOA xAO 11 AEOAOQ
specific learning needs, desired measurable outcomes or monitoring of results
documented, nor was there any Action Plan to address the LA&entified
obstacle of being able to communicate the occurrence of hadaus conditions.

o For the current monitoring visit, six months of Monthly Reviews
indicated the individual did not make any community group home tours,
nor attend the Provider Fair. Review of attendance records for tours
and the Provider Fair confirmed ths. No ISPA held addressed the LAR
identified obstacle of being able to communicate the occurrence of
hazardous conditions or any other activity related to community
education or awareness.

For Individual #184, the ISP indicated facility discipline membes determined

the individual could be served in a more integrated setting, but then provided
two reasons for the determination that appeared to contradict the overall

I PETEiT8 4EAOA xAOA OEA ET AEOEAOAI B
requirement for 24 hour nursing care. The entire IDT did not recommend a
referral due to LAR Choice, Individual Choice and Medical Issues. Living Optio
Action Plans were service objectives to participate in recreation trips, having the
opportunity to attend Provider Fairs and receiving the CLOIP information.
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4EAOA xAO 11 AEOAOOOEIT 1T &£ OEA ETAE
measurable outcomes or monitoring of results documented.

o0 For the current monitoring visit, documentation indicated the individual
had participated in six community outings and that the intent was either
community engagement or community awareness. There was no
documentation that indicated how these activities were intended to
support community awareness or any measurement of effectiveness in
that regard. No living options tours were documented and the Monthly
Review for May 2014 indicated the individual did not attend the
POl OEAAO EAEO AAAAOOA O11 EAEOO
the Facility did hold a Provider Fair in May, buthe individual did not
attend. The Monthly Reviews also indicated each month that the
individual and brother would meet with the contract LA in July 2014 to
receive CLOIP information; the Monthly Review for the month of July
made the same statement, wit no reference as to whether any CLOIP
ET OAOOEAx xAO EAIT A 1T O EAA AAAT A
response to it had been. At the ISP Preparation Meeting held on
6/16/14, there was no evaluation of the implementation or
effectiveness of the Living Ofions Action Plans, any discussion of the
obstacles noted in the current plan, or any projected plans for the
upcoming year. The tentative Living Options goal was the generic
template statement for the individual to live in the most integrated
settingappOT POEAOA O1 OEA ET AEOEAOAI 6
UAO 11 AAOGEIT O EAA AAAT OAEAT OI

For Individual #324, the narrative of the Community Awareness and Education
Discussion reflected a discussion of the HOEAOAT 6 O 1T AAAO E
setting, but also indicated the correspondent was opposed to transition. There
xAO 117 AEOAOOOEIT 1T &£ OEA ET AEOEAOGAI
needs. The Living Options Recommendation did not provide a detemmation by
OEA EAAEI EOU AEOAEDPI ETA T AT AAOO 10
determination. Individual Choice (lack of understanding of options) was
checked as major obstacle, but no specific rationale for this selection was
provided. Living Qptions Action Plans did not include any community living
education or awareness for either the individual or the correspondent. Medical
Issues was also checked, but again without any specific rationale. The Annual
Medical Summary did not support this sedction as it stated the individual would
be a candidate for community placement as in the last year the individual had
done very well from a medical standpoint.

o For the current monitoring visit, the data provided indicated the
individual took no tours of community living options in the past six

100
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months. The Monthly Reviews indicated the individual did not attend
the Provider Fair in May 2014, but the recent ISP Preparation meeting
stated the individual was in attendance. The attendance list provided
for review did not include the individual, however. There was no
AOGAT OAGETT 1T &£ OEA ET AEOEAOAI 80 (
the ISP Preparation documentation, nor any discussion of the obstacles
noted in the current plan, or any projected plangor the upcoming year.
The tentative Living Options goal was the generic template statement
for the individual to live in the most integrated setting appropriate to
OEA ET AEOEAOAI 80 POAEAOAT AAOR 0OC
For Individual #144, facility discipline members did not provide an independent
determination of whether the individual could be served in a more integrated
setting. The entire IDT did not recommend a referral due to LAR Choice. It wag
noted in the Community Awareness and Education Discus® narrative that the
LAR would allow the individual to participate in group home tours; however, the
Action Plans stated only the opportunity to participate in community excursions
and for the individual and LAR to be provided with updated community
awareness information at least annually. There was no discussion of the
ET AEOEAOATI 80 OPAAEZEA 1 AAOTET C T AAA
or monitoring of results documented.

o For the current monitoring visit, the Monthly Reviews for March ad
April 2014 did not include tracking of community excursions or the
delivery of community awareness information to the individual or LAR,
and there were no Monthly Reviews for May through July 2014. Trip
Memo documentation indicated the individual had ben scheduled for
five community activities and had participated in three. There were no
tours of community living options.

For Individual #487, the Community Awareness and Education Discussion
provided conflicting information as to whether the individual participated in
group home tours over the past year. It then further stated the individual would
OAI T OET OAd6 OI DPAOOEAEPAOA ET cOl 6b
OAO TAAAAAG xT O A T AAT AO OEAOA XdO
learning needs in this regard or desired measurable outcomes documented.
The facility discipline members determined the individual could be served in a
more integrated setting, but the entire IDT did not recommend a referral. This
was documented inthe narrative as due to LAR Choice, but no major obstacle
was checked. The Living Options Action Plans were generic, such as continuing
to enhance awareness through various preferred activities on and off campus
and continuing to educate the LAR. No ddts as to how these would be
implemented were provided. An Action Plan to provide opportunities to
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participate in group home tours had an implementation date, but no one was
assigned responsibility and no outcome criteria were indicated.

o0 For the current monitoring visit, no living options tours were
documented in the Monthly Reviews during the past six months. The
ET AEOEAOCAI 60 AT 1 O0A1 )30 DPIATTET(
indicated the obstacles were Individual Choice, due to a lack of
understanding of the options, and LAR Choice. There was no Action
Plan for acquainting the individual with community living alternatives.
Only a generalized Action Plan to provide opportunities to educate the
LARwas present. There continued to be no discussion of th
ET AEOEAOAI 80 10O ,!1280 OPAAEAEAEA |
measurable outcomes, or plans to monitor results.

i ForIndividual #723, the Community Awareness and Education Discussion
information on community living or attending any group home tours. There was
no LAR. The Living Option Recommendation stated facility discipline members
determined the individual could be served in a more integrated setting, but did
not recommend a referral due to Medical Issues, noted as being 24 hour nursin
care. The Annual Medical Summary and Nursing Review both stated the
individual could be served in the community, however, and there was no
narrative in the ISP that contradicted this.Individual Choice was not selected as
a major obstacle despite the discussion of the lack of experience and awarenes
, EOET ¢ / POETTO ' AOGEIT 01 AT O ETAEAAOD
participate in community group home tours, although he had ntdbeen attending
those, and attend Provider Fairs. The frequency of implementation was to be
OAEAAOI U6 xEEAE xAO OT1EEAT U O O0OAOGG
current experience and his learning needs. There was also no specific
requirement set for the type of homes he should tour that would meet any
perceived 24 hour nursing needs he might have.

o0 For the current monitoring visit, the unsigned Monthly Reviews were
identical for each month provided, indicating the individual took no
tours as none were scheduled and did not attend Provider Fairs as non
were held. While it did appear to be the case that no tours were held in
June, tours were available in the remaining months, and a Provider Fai
was held in May 2014.

Conclusion This provision was found to be not in compliance.

F2

Integrated ISPs - Each Facility
shall review, revise as appropriate,

Richmond State Supported Living Center, November 3, 2014

102




Provision

Assessment of Status

Compliance

and implement policies and
procedures that provide for the
development of integrated ISPs for
each individual as set forth lelow:

F2a

Commencing within six months of
the Effective Date hereof and with
full implementation within two
years, an ISP shall be developed
and implemented for each
individual that:

1. Addresses, in a manner
AGEI AET c 11T O
preferences am strengths,
AAAE ET AEOGEAO
needs, provides an
explanation for any need or
barrier that is not addressed,
identifies the supports that
are needed, and encourages
community participation;

This provision of the Settlement Agreement addressesraumber of specific
OANOGEOAIT AT 66h ET Al OAET ¢ EAAT OEZAEAAOQEI T
prioritization of needs and explanation for any need or barrier not addressed, and
identification of supports needed to encourage community integation. Each of these is
addressed separately below.

YAAT OEAEAAQET T AT A 50A 1T &£ )T AEOEAOGAI 06
DADS Policy 004.2 describes theSlasan on-going integrative assessmentprocess
that provides awritten record of the resident's preferences, strengths, goals,
programs, and supports provided atthe State Supported Living Center and as the
cornerstone of the facility's person-centered processesln previous reports, the
Monitoring Team had found that there were significant deficien@s as to the extent to
xEEAE OEA )30 AOEI A0 11 OEA ET AEOEAOAI
The ISP process relied, and continues to rely, heavily on the Preferences and Strengths
Inventory (PSI) process to identify preferences and sangths, a process which did not
involve formal assessment of preferences or reinforcers, but relied largely on anecdotal
information. A widely recognized procedure or tool for identifying preferences was not
used. According to DADs policy 004.prior to the Individual Support Plan (ISP)
Preparation Meeting, the QIDPwas to update the PSlwith the information gathered
throughout the year and validate the information in the PSIby seekinginput from the
resident, the resident's LAR/family, and those who know him or her best.

In the review of seven recently completed ISPs, the Monitoring Team found there was
OTiT A POI COAOO ET OEA AEAI 000 AU ) $40 OI
plans. Preferences andteengths identified in the PSI wereacknowledged at the
beginning of the ISP Preparation meetings and annual ISP planning meetings, although
the Monitoring Team remained concerned that the PSI process, as it is currently
implemented, was not adequate for identifying preferences and strengths

Preferences continued to be focused on favorite foods and environmental likes and

Noncompliance
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dislikes. The IDTs should expand their approach to include an examination of where ar
how an individual would like to live, what kind of work and/or avocation is meanngful
to the individual, preferences related to social interactions beyond the basics of enjoying
staff interaction and/or personal space, and how individuals relax and/or spend spare
time. If these preferences are not known or cannot be discerned, thisauld indicate to
the IDTs a need to implement Action Plans to help the person discover them.

The Monitoring Team did observe some Action Plans and Service Objectives related to
identified preferences. Some continued to be formulated in a generic maer, i.e. will go
iT AT i 6T EOU 1 OOEI ¢cO OAT 1 OEOOAT O xEOE b
and specific.
F Asreported in Provision S1, a review of SAPs for ten individuafisund only 30%
xAOA OAI AOAA Oi ETAEOEAOAI 06 EAAT OE
E Sevenof sevenlSPs(100%) incorporated preferences to a degree in the Action
Plans, but none (0%) were observed to have done &o a thorough and effective
manner.

The Monitoring Team was also concerned that even when IDTs were identifying Action
Plans relaked to preferences, these were not being consistently implemented. For
example, for Individual #745, whose annual ISP planning meeting was observed during
OEEO 111 EOI OET ¢ OEOEOh OEA )s$4 11 0AA OE
and developal an Action Plan for the individual to visit Bath and Body Works as a mean
of integrating her preference with a community integration activity. The Monitoring
Team found in review of the Monthly Reviews that this same Action Plan was in the ISP
for all of the preceding year, but had never been implemented.

Action Plans to address strengths were not yet consistently observed, but there was
improvement noted in the discussion held for the annual planning meeting for Individual
#680. The ISP annual planmig meeting began with a discussion about what the
individual was good at. The Facility might want to consider for using that approach for
all individuals. Other helpful questions could include:

1 What do people like about the individual?

I What is your favorite thing about the individual?

I What can/does the individual contribute to friends, family, community?

1 What special talents does the individual have?

The Monitoring Team was also impressed with the discussion in the ISP annual plannin
meeting for #6800 A CAOAET ¢ OEA ET AEOEAOAI 860 1 OOE
individual to obtain community employment in a music store. The Action Plans
developed for employment, as observed in the written ISP, were considerably less
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detailed and did not referencethe specific plan; rather, the plans simply indicated the
individual would be referred for off campus employment and that a service request for
supported employment would be sent. The ISP should include sufficient, measurable
steps, either in a Service Qbctive or SAP, to meet the desired outcome. The written ISH
for #680 did not include sufficient detail in the Action Plans, nor was there a Service
Objective or SAP related to this goal.

Extent to which ISP provides an explanation for any need or bardiethat is not
addressed:

The Monitoring Team found that none of the seven (0%) completed plans reviewed
included a list or discussion of prioritized needs in which the IDT clearly indicated
whether any needs were to be prioritized for implementation andorovided an
appropriate justification.

Extent to which ISP encourages community participation:
Overall, the Monitoring Team found there had been little progress in developing an

implementing ISPs that provided adequate strategies to encourage meagiul
community participation.

1 As reported in Provision S3b, of 10 SAPs submitted by the Facility, none of t
sampled SAPs included indications of potential implementation in the
community. Tracking data maintained by the Facility reflected that effortdo
provide skill acquisition training had declined in recent months. It therefore did
not appear that the Facility had a comprehensive plan for providing community
instruction when developing the SAPs.

1 As reported in Provision S3 (b), only one individualliving at RSSLC was
currently provided community employment. The Monitoring Team was
Ei DPOAOOAAR ET xAOAOh xEOE OEA &AAEI E
holding a Job Fair for employers to meet with and interview individuals wha
were interested in community employment. The early outcomes of this activity
were reported to be positive and likely to result in increased opportunities for
integrated community employment. In addition, the Monitoring Team was
further impressed with the community employment efforts IDT members
AEOABOOOAA ET )1 AEOEAOAI nNoundo AT1 6
The Facility is encouraged to expand such efforts to achieve the outcome
community employment for a greater number of individuals.

1 The Monitoring Team also observed that, for the two focus ISP annual plannin
meetings observed onrsite, there were leisure and recreational activities
identified to be conducted in the community that were related to preferences|
but few meaningful SAPs were created for dkacquisition in the community. For
Individual #680, there were only three SAPs, two of which called for the
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individual to be able to identify symptoms of low blood sugar; the third was tqg
make a low sugar drink. The Action Plans indicated all of thesmould be
implemented in the community. The two completed SAPs provided for reviey
indicated they would be implemented in the home and did not include specifi
instructions for community implementation. It therefore did not appear that the
Facility had acomprehensive plan for providing community instruction when
developing SAPs.

10 EAO AAAT OAATIT T AT AAA ET 001 OEOEI T 4p
should develop an individualized community participation strategy for each individual
that takes in to account their specific learning needs, preferences, and strengths. Thes
plans could include, and integrate, purposeful community integration activities;
community tours; selfadvocacy; community work, job exploration, and volunteer
activities; developing and/or maintaining relationships with people living and working in
the community; and other approaches the Facility might explore and create. All of these
provide opportunities for increasing awareness of community living and should be
considered in developing an integrated and individualized strategy for each individual.

Conclusion: This provision was found to be not in compliance.

Specifies individualized,
observable and/or
measurable goals/objectives,
the treatments or strategies
to be employed, and the
necessary supports to: attain
identified outcomes related
to each preference; meet
needs; and overcome
identified barriers to living in
the most integrated setting
appropriate to his/her

needs;

Extent to which ISPspecifiesindividualized, observable and/or measurable

goals/objectives, the treatments or strategies to be employed, and the necessary

supports to attain identified outcomes related to each preference and meet needs:
For none of seven (0%) recent ISPs reviewedid the IDTs consistently develop a

comprehensive complement of individualized goals and objectives that were relevant to
and likely to lead toward attainment of outcomes related to each preference, meet
identified needs, and overcome barriers to living inthe most integrated setting.
Additional examples included:

1 Asreported in Provision S1, a review of ISPs fornendividuals revealed that
SAPswere often not developed to address needs identified in adaptive skill,
psychological or habilitation assessmets.

1 Also reported in Provision S1, only 20% of SAPs developed for the sample of te
individuals were chosen in an individualized manner.

1 As described in Provision F2a4 and further in Section S, ISP programs were sti
generally not individualizedtotheET AEOEAOAT 60 T AAAOh 1
requisite essential components of skill acquisition programs such as operationa
definitions of teaching targets, discriminative stimuli, consequences, and
teaching instructions.

1 Asreported in Provision O2ET  UAOT 1T &£ OEA &I OO0 ETA

there were appropriate, functional, and measurable objectives to allow the

Noncompliance
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0.-4 Oi I AAOGOOA OEA ET AEOEAOAI 60 bPO]

In addition, for the two focus ISP annual planning meetis, the resulting plans did not
reflect acomprehensive complement of individualized goals and objectives. In particular
there was very little focus on skill acquisition:

1 Individual #680 had three SAPs, all related to management of diabetes. While
this was of essential importance to the health and independence of the
individual, there were many other preferences, needs and opportunities
identified in the assessments and discussion that were appropriate for skill
development. The SAPs developed were not fme intensive or overly
complicated as to make additional skill acquisition burdensome or impractical in
any way.

1 Individual #745 had only one SAP.

Adequacy of processes for identification of and plans to overcome barriets living in the
most integrated setting:

In the section that addresses Provision T1b1, there is extensive discussion regarding th
&AAEI EOUBO OOAOOO xEOE OACAOA O EAAT OE
integrated setting, and developing ISP Action Plans to overc@nsuch barriers. In
summary, barriers to living in the most integrated setting did not always lead to goals,
objectives, or service strategies. ISPs did not consistentpecify individualized,
observable and/or measurable goals/objectives, the treatmers or strategies to be
employed, and the necessary supports to attain outcomes related to identified barriers t
living in the most integrated setting appropriate to his/her needs. As reported in
Provision T1b1,the Monitoring Team found that obstacles tdransition to the most
integrated setting were not consistently appropriately identified or addressed. None of
six (0%) recent ISPs reviewed for which a referral was not made evidenced proficiency
this regard. Also see Provision Fle above.

Concluson: This provision was found to be not in compliance.

3. Integrates all protections,
services and supports,
treatment plans, clinical care
plans, and other
interventions provided for
the individual,

Extent to which ISP integrates all protetions, services and supports, treatment plans,
clinical care plans, and other interventions:
This provision requires that all protections, services and supports, treatment plans,
clinical care plans, and other interventions are delivered in a manner thdrms a unified
AppOi AAE O1 1 AAOGET ¢ Al ETAEOEAOQOAI 80 1 AA
preferences. Adequate integration can be demonstrated through:

1 Integration of various plans (e.g., PNMP, PBSP, counseling plans, psychiatric

treatment plans, crisis intervention plans, integrated health care plans, etc.,) in &

measurable way into the ISPs through, for example, measurable objectives;

Noncompliance
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1T )T AEOEAOAI 66 PAOOITAI cCci Al 6h POAAEAO
throughout Action Plans;

1 DelnelAOETT T &£ OAOEI 00 OOAAEASO OAODI T OF
(e.g., development of plans, ongoing monitoring, staff training, implementation,
etc.)

1 Inclusion, as appropriate, of skill acquisition plans, services objectives, and othe
interventions, as necessary.

As the Monitoring Team has described in previous reports, in such an approach, one
would expect to see, for example, training in independent living skills to also have
components that might include communication skills development, sategies for use of
the skills in community settings, incorporation of positive behavior support techniques,
and risk action plans. A program to improve dining skills might include techniques to
encourage eating at a reasonable pace for both social angkrprevention purposes; use
of a graphic menu to assist the individual to identify preferences, learn the names of
foods and make choices; incorporation of reinforcement for safe dining behaviors and/o
replacement behaviors; and might describe both formiaand informal opportunities for
community dining.

The Monitoring Team noted the Facility was continuing to focus efforts in ISP
development on integration of all protections, services and supports, treatment plans,
clinical care plans, and other inteventions provided for the individual. Overall, however,
the Monitoring Team found thatISPs still did not reflect an adequately integrated plan
that set forth and implemented the full array of protections, supports, and services
individuals required as described in the bullets above.Examples that demonstrated that
ISPs still failed overall to consistentlyintegrate all protections, services and supports,
treatment plans, clinical care plans, and other interventions provided for an individual
included:

1 Asreported in Provision R3,zero of eleven ISPs reviewed (0%) included how
AT 11 O EAAOCETT ET OAOOAT OET 10 xAOA OIi
routine.

1 Asreported in Provision Fle and T1b2, for none of the six (0%) recently
completed ISPs fowhich a referral was not made was there an individualized
plan for increasing awareness of community living options that took into
account the learning needs of the individual Such plans could include, and
integrate, purposeful community integration actvities; community tours; self
advocacy; community work, job exploration, and volunteer activities; developing
and/or maintaining relationships with people living and working in the
community, and other approaches the Facility might explore and create. Af

these provide opportunities for increasing awareness of community living and
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should be considered in developing an integrated and individualized strategy fo
each individual.

Conclusion:

This provision was found to be not in complianceTo move n the direction of substantial
compliance, the Facility should focus its efforts for the next six months on the following:
DOl OEAETI ¢ OAAI O xEOE OEA OiT10 TAAAOGOAQ
vision for his/her living arrangements, W E1 A OAAT 1 AET ET ¢ OEAO
medical and safety needs.

4.  ldentifies the methods for
implementation, time frames
for completion, and the staff
responsible;

Extent to which ISP identifies methods for implementation:
The Fadlity did not yet consistently identify adequate methods for implementation. Some

progress was noted. For example, at the time of the last monitoring visit, it was reporte
that a review of behavioral interventions for required elements indicated that imine of
17 areas (53%), the Facility was rated as having poorer performance in the developmer
of methodology for implementation for Positive Behavior Support Plans (PBSPs) than in
previous reviews. For this visitas reported in Provision K9RSSLC haddchieved
improvement in 14 of the 17 areas (82%), and twelve of the 17 areas (71%) were rated
as fully successful.

This progress was not consistent across all areas however. Examples included:

1 Asreported in Provision S1, methods for implementation of SAHor ten
individuals indicated there was some modest improvement in some areas, but
continued to be lacking overall:

o Forty percent (40%) reflected adequate behavioral objectives.

o Forty percent (40%) adequate operational definitions.

0 Twenty percent (20%) reflected an adequate description of teaching
conditions

o None (0%) reflected sufficient trials for learning to take place.

0 Thirty percent (30%) included adequate instructions for staff.

o Eighty percent (80%) reflected the opportunity for the target skill b be
performed. This was the criterion in which most progress was observed.

1 As reported in Provision R3for zero of four individuals (0%), were staff
ET OOOOAOQEI T O POI dighdnhtiveitenatizd GomruBidaidA
(AAC)devices, including witten step-by-step instructions and pictures.

9 Also reported in Provision R3a pervasive issue noted was that there was not a
clearly developed treatment plan that outlines not only the expected frequency
and schedule of treatment but the underlying redvance and functionality of the
chosen program and/or treatment.

1 Asreported in F2al abovethe written ISP for #680 did not include sufficient

Noncompliance
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detail in the Action Plans, nor was there a Service Objective or SAP related to t
achievement of an employmat goal.

Extent to which ISP identifies timeframes for completion:

For none of the nine ISPs reviewed (0%) including the sample of seven recently
completed and the final written versions for the annual ISP planning meetings observed
on site, did actionplans include adequate timeframes for completionSP Action Plans
typically documented an implementation date as well as a projected timeframe and
overall projected completion date but timeframes were not individualized according to
need and activity,but rather consisted for the most part of a standard (i.e. one year)
completion date across the board. There were exceptions, but these were very limited.
1 0ilh AO OADPI OOAA ET 001 OEOEIT mc¢h ET 1
there were established timeframes for the completion of action steps that adequately
reflected the clinical urgency.

Extent to which ISP identifies responsible staff:
The seven sample ISPs typically indicated by position who would be responsible for

documentation and data review. This did not appear to be sufficient to achieve the
outcomes of ensuring program implementation was accomplished as required, however
as evidenced by the finding described above that methods of implementation were not
adequately constucted by those identified as responsible for designing the specifics of
the action plans. This was further evidenced by findings in Provision F2f which indicate
that ISPs, including the completed Action Plans, were sometimes not being put into plag
on a timely manner by those identified as responsible for ensuring plan development.

Conclusion: This provision was found to be not in compliance.

5. Provides interventions,
strategies, and supports that
effectively address the
ET AEOE &A@t 6 O
services and supports and
are practical and functional
at the Facility and in
community settings; and

Extent to which interventions, strategies, and supports are practical and functional
To establish compliance in this provision, IDTs must devep individualized action plans
that A EAAAOEOAT U AAAOAOO OEA ET AEOEAODAI 8t®
promote increased independent functioning both at the Facility and in the community, a
well as design interventions, strategies and quports that can be practically implemented
both at the Facility and in community settings.
F As reported in Provision S3pnly five of 10 sampled SAPs (50%) targeted skills
that would likely be useful for the individual.
1 As reported in Provision S3b, the mvision of skill acquisition training in the
community had declined in recent months.
T 10O OAPi OOAA ET 001 OEOEIT oO0ch A& O 1
reviewed, there were measurable objectives related to functional individua
outcomes includel in the ISP or ISPA.

Noncompliance
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Conclusion; This provision was found to be not in compliance.

6. Identifies the data to be
collected and/or
documentation to be
maintained and the
frequency of data collection
in order to permit the
objective analyss of the
ET AEOEAOAI 80
person(s) responsible for the
data collection, and the
person(s) responsible for the
data review.

]

Extent to which ISP identifies data and/or documentation and the frequency of dat
collection in order to permit the objeA OE OA AT A1 UOGEO 1T £ OEA E
The Monitoring Team found the Facility did not yet consistently identify the data to be
collected and/or documentation to be maintained and the frequency of data collection in
order to permit the objectiveand UOEO | £ OEA ET AEOEAOAI 6 ¢
reported. For example, as reported in Provision K9, data collection methodologies werg
found to be adequate for 80% of Positive Behavior Support Plans (PBSP) reviewed.
which was a substantial improvenent over the previous monitoring period.

Examples of continuing deficits in identifying the data to be collected and/or
documentation to be maintained and the frequency of data collection in order to permit
OEA T AEAAOEOA AT Al U @EsOemhaired, OdwvdverfFahdAifcded O A

1 Asreported in Provision O2ET UAOT 1T &£ £ 00 ET AEOEA
there were appropriate, functional, and measurable objectives to allow the
0.-4 OF 1T AAOGOOA OEA ET AEOCEA®AI §0 PO

1 Asreported in Provision S1, twenty percent (20%) of reviewed SAPs reflected &
potentially adequate documentation methodology.

Extent to which ISP identifies the persons responsible for the data collection and the
persons responsible for data revéw:

There was some continued progress in this area. For example, for seven of seven ISPg
reviewed (100%) the Action Plans clearly defined the person(s) responsible for data
review. For only four of seven ISPs reviewed (57%), however, did the Action R&a
clearly and consistently define the person(s) responsible for implementation and data
collection. Issues observed included designating the IDT as a whole for implementation
and data collection, as well as designating the Residential Coordinator fortdaollection
and implementation in the Action Plans, but designating the Direct Support Professional
(DSP) in the actual programsThere continued to be evidence that even when the ISP
appropriately designated the person(s) responsible for these taskg,was not sufficient

to achieve the outcomes of ensuring program implementation and review were
accomplished as required, as evidenced by the findings described in Provision F2d belg
This also reflects the need to make this designation clearly in all a&s so that there is no
confusion about responsibility leading, in turn, to lack of implementation

Conclusion: This provision was found to be not in compliance.

Noncompliance

F2b

Commencing within six months of

Extent to which goals. objectives. anticipated outcomes. services. supports, and

Noncompliance
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the Effective Date hereof and with
full implementation within two
years, the Facility shall ensure that
goals, objectives, anticipated
outcomes, services, supports, and
treatments are coordinated in the
ISP.

treatments are coordinated in the ISP:

This provision requires that disciplines work together and coordinate activity to achieve
ISP goals, objectives, anticipated outcomes, services, supports, and treatments. The
Facility continued to implement initiatives toward coordination among staff, including
the development and monitoring of the IRRF, the Integrated Health Care Plans (IHCPSs)
and a variety of routinely scheduled crosgliscipline meetings. For example:

1 The Facility continued to implement a Grand Rauds practicethat brought
together various disciplines to focus on individuals who have complex behavior
and medical problems for the interdisciplinary teams to identify issues and
explore treatment strategies. It also continued to implement ELDPRspecific
Grand Rounds process.

1 Asreported in Provision R2, the Behavioral Health and Speech Language
Collaboration Procedures were fully implemented, including a scheduled
conference between the Behavior Analyst and the Speech Language Pathologi
when behavoral assessments were revised or updated. Any current strategies
or supports that are related to either discipline, communication strengths,
deficits and barriers to communication were to be discussed and communicatio
deficits or barriers that could cortribute to challenging behaviors documented.

1 The Facility was found to be in substantial compliance for Provision J15, based
on Steps taken by the Facility to facilitate coordination and integration of
neurological and psychiatric care. Psychiatrists nowttend neurology clinic for
clients treated with anticonvulsants for both seizures and a mental health
disorder (and also other individuals treated by both psychiatry and neurology).
There was good communication between the neurologist, psychiatrist anather
healthcare professionals.

The Monitoring Team commends the Facility for these initiatives to promote staff
coordination in the development and monitoring of supports and services.

Overall, however, coordination of goals, objectives, anticipatedutcomes, services,
supports, and treatments in the ISP continued to be lacking, as described throughout th
report and this Section F. Examples included:

E Asreported in Provision Flcthere was information in the record and in the ISP
Guide for Individual #680 that indicated the IDT should have evaluated whether
the individual might be having seizure activity given a positive history in the
relatively recent past. There was no discussion documented at time of the ever|
or at the ISP annual planning meetig about the possible etiology of this event,
nor was there any discussion in the IRRF proceedings held at the time of the IS
AT 1 O0Al DPIATTETC | AAOET ¢8 " EOAT OEA
expected the IDT would consider whether this episodenay have been seizure

related. This failure to would indicate that the system to ensure protection from
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harm was not adequately coordinated with the processes for medical
assessments and health care.

1 Asreported in Provision T1b2the Facility should havecreated, but did not
create, comprehensive coordinated plans for community living education and
awareness for individuals. Suchplans could include, and integrate, purposeful
community integration activities; community tours; selfadvocacy; community
work, job exploration, and volunteer activities; developing and/or maintaining
relationships with people living and working in the community, and other
approaches the Facility might explore and create. All of these provide
opportunities for increasing awareness of community living and should be
considered in developing an integrated and individualized strategy for each
individual.

Conclusion: This provision was found to be not in compliance.

F2c

Commencing within six months of
the Effecive Date hereof and with
full implementation within two
years, the Facility shall ensure that
each ISP is accessible and
comprehensible to the staff
responsible for implementing it.

Extent to which ISP is accessible to staff:

As reported in Provision V1 Active Records and Individual Notebooks were generally,
but not consistently, available and accessible. The Facility also sedported that audits
of records found many records were not accessible (that is, not present when the audit
was done).

Extent to which ISP is comprehensible to staff:

The Facility continued to take and/or plan actions designed to promote
comprehensibility of the ISP.As reported in Provision K11according to Microsoft Word
2013, the readability scores from the 10 PBSPs adlif at or below a grade level of 8. A
grade level of 8.0 is generally considered the upper range of easily accessible writing.
Based upon the information provided, the Facility met criteria for substantial compliance
in Provision K11.

For the seven ISPsaviewed, the ISP was notyet written in a manner that facilitates
understanding of who is supposed to do what, particularly direct support professionals
IO Eix OEAOA AAOEOEOEAO xi1 OI A O00BPDI 00

continued to be an individualized schedule, as well as included a Special Consideratio
document that provided brief summaries of needs in a variety of domains, including, fg
example, communication, vision and hearing, mobility, independent living and man
others. These could be useful tools for staff in having an overall understanding of g
ET AEOEAOAI 60 T AAAO AT A Ei x AAOO O1 00bE
essential, however, they provide staff with accurate and easily understood informatio
The Facility reported at the time of last monitoring visit that it was considering a revision
that would integrate the schedule and special considerations, but this had not beg

implemented.
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Overall, doservations and review of program data indicatedhat ISPs did not appear to be
comprehensible to the staff responsible for implementing them For example, here
continued to beinstances in which staff could not describe supports contained in the 1S
or did not implement them as called for in the ISPExamples included:

1 Asreported in Provision S1, observations revealed that across all settings 35%
of observed individuals were functionally engaged. Furthermore, slightly less
than one-third (31%) of all environments observed reflected at least 50%
engagenent.

1 Asreported in Provision R3four of eight staff interviewed (50%) were
knowledgeable of the individuals in Samples R.4 and R.5 and their
communication related programs.

1 10 OADPI OOAA ET 001 OEOEIT /th xEEIA
continued to show improvement since the previous visit, staff still did not
consistently engage in safe mealtime or positioning practices. Seventeen of 31
ET AEOEAOAT 08 juvubqQ AETETC DI Al OFO0. -

Conclusion: This provision was bund to be not in compliance.

F2d

Commencing within six months of
the Effective Date hereof and with
full implementation within two
years, the Facility shall ensure that,
at least monthly, and more often as
needed, the responsible
interdisciplinary team member(s)
for each program or support
included in the ISP assess the
progress and efficacy of the related
interventions. If there is a lack of
expected progress, the responsible
IDT member(s) shall take action as
needed. If a significant chage in
OEA ET AEOEAOGAI
occurred, the interdisciplinary
team shall meet to determine if the
ISP needs to be modified, and shal
modify the ISP, as appropriate.

69

Monthly review of progress

According to RSSLC Policy F.1Rabilitation, Training, Education, and Skill Acquisition
Programs, Reviewed 02/21/14, at least monthly, or more often if deemed necessary, th
IDT member or discipline identified as responsible for overseeing the training plan must
assess the effectiveness of the programs for whichey are responsible. If there is a lack
of expected progress, the responsible IDT member takes action as needed. These actig
may include trying to determine the cause(s) for the lack of progress and taking
corrective actions such as revising the teathg methodology, changing the scheduled
time of the training, using more effective reinforcement for correct responses, providing
improved staff training, and providing closer monitoring of plan implementation. The
IDT member was to document the monitoringn a monthly progress note. The QIDP was
also to provide oversight of this monthly review process through monthly reviews of the
ISP.

The Facility had also recently modified its procedures to address ongoing issues of
timeliness of Monthly Reviews of tle ISP by the QIDP. It provided a document for reviey
entitled Monitoring the Timeliness of Monthlies. This document indicated that Monthly

Reviews would be tracked according to a rolling schedule of reporting periods based on
an alphabetized list ofindDE AOAT 08 1 Al AOS 1)$00 xAOA

the QIDP Coordinator and Service Coordinator (as well as submitting to the Unit Clerk f
filing) by close of business on the date due. On the day following the due date, the Ser

Noncompliance
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Provision Assessment of Status Compliance
Coordinator was to enter on the spreadsheet completed and delinquent Monthlies, with
an email to be sent to the QIDP Coordinator regarding delinquencies. As follayw, the
QIDP Coordinator was to notify appropriate QIDPs and Unit Directors for appropriate
action. The Monitoring Team would recommend the Section F team develop some
approach to sampling the Monthly Reviews for quality as well, as the findings that follow
would indicate.

The Monitoring Team continued to find that the QIDP Monthly Review process was not
consistently completed in a way that provided for meaningful evaluation of progress,
program revision or to support future plan development.

1 QIDP Monthly Reviews for the past three months for seven individuals with
recent ISPs were reviewed. These weresgerally available and most appeared tg
be timely, but the content of the reviews remained well below standard and
seldom provided any meaningful evaluation of progress. There were still many
instances in which the same comments were provided for monthg a time.

1 Asreported in Fle above, Living Options Action Plans for 12 individuals
indicated minimal implementation, review or modification

1 The Monitoring Team also requested the monthly reviews for individuals who
had annual ISP planning meetings dSP Preparation during this visit. These alsg
reflected a lack of a rigorous approach to the tasks of review, monitoring and
modification. Effective planning for the future cannot take place if the IDT is not
implementing and monitoring the progress of ndividuals on an ongoing basis.
For none of three (0%) had the ISP had been consistently implemented. See
additional detail below in this provision.

In addition to these findings, the Monitoring Team found other concerns related to
monthly review of progress. IDTs as a whole did not consistently ensure assessment o
progress on a monthly basis, or more frequently as needed, or make revisions if there
was a lack of expected progress. For example:

9 Asreported in Provision R3jndividuals receiving direct Speech Services were
not provided with comprehensive progress notes that contained each of the
required indicators, and zero of five individuals (0%) receiving indirect Speech
Services) were provided with comprehensive progress notes.

1 Asreported in Provison P2,for individuals with PNMPs, for 0 of 14 individuals
sampled was there evidence that their progress was reviewed and documented
based on the action plan in the ISP/ISPA at least monthly. Only one of six
individuals receiving direct OT/PT Services 17%) was provided with
comprehensive progress notes (IPNs) that contained all of the required
indicators.
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Extent to which ISPs are modified as appropriate:

The Monitoring Team found there remained significant concerns as to the appropriate
and timely monitoring, review and modification of the ISP on an ongoing basis and in
response to change of status, progress or lack of progress. Some positive findings wer
noted in certain areas. For example, as reported in Provision O3, for five of five
individuals (100%) in Sample O.1 for whom the IDT identified changes needed to be
made to the PNMP, ISPA meeting documentations or PNMT meeting documentation
noted the PNMP had been reviewed and revised, as appropriate, based on the

ET AEOEAOAI 60 AEAT CA ET OOAOOOs

However, the overall failure to complete timely or meaningful reviews continued tg
produce a concomitant negative outcome in terms of appropriate modification. Absel
those reviews, no meaningful modification could have taken place. Many Action Pla
were not implemented on a timely basis or at all, and individuals often remained o
programs with very little progress noted and very little modification made for many
months. As described above, the Monitoring Team attended the ISP annual plann
meeting for Individuals #680 and #745 and the ISP Preparation meeting for Individual
Ntwxy AOOET ¢ OEEO i11EOI OET ¢ OEOEOh AT A
implementation and any necessary modifications of the current year ISP. For none
three (0%) had the ISP had been consistently implemented. For example, the Monitorir
Team attended the ISP Preparation meeting for Individual #497. Prior to the meetin
OEA ET AEOEAOAI 680 OAAT OA xAO OAOEAxAA xE

1 Many ISP Training Objective Rrgress Notes were not present in the record. For
AoAi pi Ah OEA ET AEOEAOAI 80 )30 EAA |
Administration of Medication (SAMS) objective, social dining and tooth
brushing. The record contained no Training Objective Progss Notes for the
latter two programs until July 2014. Of these, only the Training Objective
Progress Note for toothbrushing had actual data documented.

1 The Monthly Reviews provided no information regarding the tootkbrushing
SAP from FebruaryMay 2014. In June and July, the Monthly Reviews indicated
the staff would be reinserviced on prompting levels. The Monitoring Team
requested the staff inservice sheets for the past six months and none were
provided regarding the tooth-brushing.

1 No Training Objective Progress Notes for this objective were found, but there
were data in the Monthly Reviews that had demonstrated some progress over g
period of months. The Self Administration of Medications (SAMS) program was
noted as discontinued in June 2014, but #re was no rationale provided.

1 The individual had objectives related to building relationships that included off
campus activities, to be documented in observation notes and trip memos, and

having visits with the Psych Assistant, to be documented in tHENs. The
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Monitoring Team requested the Trip Memos for the past six months and
received only three, which did not indicate any specific activities related to
relationship-building. The Monitoring Team also reviewed the IPNs since Feb
and found no documenation of visits with the Psych Assistant.

1 It was stated during the ISP Preparation meeting that the SLP was working with
the individual in vocational and day program settings using a speech generating
device. The QIDP asked whether this use of the devimauld be expanded upon
in the upcoming year and the response was some additional phrases could be
used. This was a positive, as far as it went. There was no discussion regarding
the nature of its current use, the skills demonstrated by the individual oother
areas with which this communication device might be integrated. The only
references in the record were in IPNs dated December 2013 through February
2014, the latest was a late entry dated 2/12/2014 that noted the individual was
presented with the device and had been able to push the button on request in
three of nine trials, with the SLP to provide followup on device implementation.
There was no reference to this in the QIDP Monthly Reviews. The Monitoring
Team requested any additional documentatio regarding implementation of this
program in any setting. No information was provided. It was noted the IDT met
ET AT )30! OEA AAU A& 111TxEIT ¢ OEA --i
implementation of this program.

Conclusion: This provision was found to be not in compliance.

F2e

No later than 18 months from the
Effective Date hereof, the Facility
shall require all staff responsible
A1 O OEA AAOGAIT bi
ISPs to successfully complete
related competencybased training.
Once this initial training is
completed, the Facility shall
require such staff to successfully
complete related competency
based training, commensurate with
their duties. Such training shall

I AAOO OPi 1T OOAEA
employment, on an ameeded
basis,and on a refresher basis at
least every 12 months thereafter.
Staff responsible for implementing

ISPs shall receive competeney

Extent and adequacy of competenehased training for staff responsible for development,
of ISPs:

RSSLC Policy F.04 Individual Support Plan Process revised 5/12/2014 requiredl staff
responsible for thedevelopment and implementation of the ISP to receive
competency-based training upon initial employment, as needed and on a refresher bag
at least every 12 months thereafter. In addition, QIDPs received training in th
facilitation of ISP meetings uporinitial employment with monitoring as needed.

RSSLC had also continued to focus considerable resources on additional training
1)3$008 &O1T i1 -AOAE OEOI OCE -AU c¢mnpth OfF
all QIDP staff on the basic requirementf their roles. The sessions included thg¢
following:

The Importance of a QIDP and Monthly Reviews
ISP Preparation Meeting

ISP Draft/Integrating Assessments

Meeting and Integration Facilitation

Program Development/Active Treatment

E I ]

Noncompliance
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based training on the . 1 ISRFinalization and AtRisk Process
Ei D1 Al AT OAOQET T 1 1 Living Options Discussion
plans for which they are
responsible and staff shall receive | Overall, as the findings of Section F as a whole indicate, training had not yet be
updated conpetency- based adequate to achieve competency in fulfilling the QIDP responsibilities. The Monitorin
training when the plans are Team commended the Facility for its innovave Boot Camp approach, however.
revised.
Extent and adequacy of competenchased training for staff responsible for
implementation of ISPs:
RSSLC Policy F.04 Individual Support Plan Process revised 5/12/2014 required all staff
responsible for implementation of ET AEOEAOAT 06 )300 FOOO O
AAOAA OOAETETC 11 OEA EIi bl Al AT OAGETT 1 A
responsible prior to performing employment duties without direct supervision and
must also receive competencypased training whenthe plans are revised.
The Facility continued to work towards other competencybased training for staff
responsible for implementation of ISPs. For example:
1 Asreported in Provision M4, the Facility was found to have sustained substantig
compliance in @mpetency-based training for nursing.
1 Provisions P3 and O5 were found to be in Substantial Compliance. All staff, ne
and existing received both foundational as well as individual specific training.
Greater than 98% of staff had received all necessatsaining provided through
new employee orientation as well as annual refresher courses. Individual
specific training was provided in a timely manner and was competency based al
indicated by any changes in the plan.
Overall, however, the Monitoring Tea found staff were not yet adequately provided
with competency-based training. Examples included:
1 Asreported in Provision K12 the Facility reported that there was no process or
curriculum for providing competency-based trainingfor behavioral programs.
No data regarding staff training in relation to PBSPs or behavioral principles wa
provided by the Facility.
9 This finding was also influenced by observing outcomes of the lack of active
treatment and engagement and lack of fluency with which staff were abko
AEOAOOO OEA OOOAOACEAOh OOPDPI OO0 Al
without referring to the record, as described in Provisions F2¢ above. Substanti
compliance in competencybased training must be supported by the actual
observed competence of the staff trained; otherwise, the training protocol
cannot be considered to be effective.
118
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the Effective Date hereof and with
full implementation within one
year, the Facility shall prepare an
ISP for each individual within
thirty days of admission. The ISP
shall be revised annually and more
often as needed, and shall be put
into effect within thirty days of its
preparation, unless, kecause of
extraordinary circumstances, the
Facility Superintendent grants a
written extension.

RSSLC reported ten admissions since the last monitoring visit. For each of individuals
who hadbeen living at the Facility for more than 30 days, it was reported the ISP was
developed within 30 days of admission. The Monitoring Team reviewed the ISP and
assessments for a sample of four of these (Individuals #85, #153, #395, and #795.) Thg
ISP annal planning meeting was held for each of these within 30 days of admission.
Assessments were not yet routinely available completed in advance of the ISP meeting
required, as 72% were completed within the required timeframe prior to the ISP. There
were still instances in which assessments were not completed until after the ISP meetin
was held or were not included in the packets reviewed. This was concerning, in that the
ISP developed could not have taken these assessment findings into account.
For example, as reported in Provision K7, for nine individuals reviewed who had been
admitted to the Facility since the previous site visitdata regarding assessments
indicated that, although seven of nine individuals (78%) received a psychological
assessmentwithin 30 days following admission, not all components of these assessmen
had been conducted
1 None of nine individuals (0%) had been provided an assessment of adaptive
skills within 30 days following admission.
1 None of nine individuals (0%) had an assessent of adaptive skills from the
previous year included in their records upon admission.
1 None of nine individuals (0%) had been provided an assessment of intellectual
ability within 30 days following admission to the Facility.
1 Three of nine individuals (33%) had an assessment of intellectual ability from
the previous five years included in their records upon admission.
1 Nine of nine individuals (L00%) were provided with behavior assessments
within 30 days of admission.

Extent to which ISPs are revised anrally and as needed and put into effect within thirty
days of preparation: The Facility reported that, for the period of 8/1/2013 - 7/30/2014,
309 of 324 (95%) ISP annual meetings had occurred within 365 days after the previous
annual meeting. This was a @sitive finding overall.

RSSLC Policy F.5: Completing Individual Support Plan Meeting Documentation, revised
03/27/12, also required the ISP be filed within 30 days of the ISP meeting. The Facility
provided a document that indicated 199 of 324 ISPs (8%) held between 8/1/2013 -

7/30/2014were filed within 30 days. This was essentially the same rate reported during
the previous six months, indicating very little progress had been made in the timeliness

of filing and consequent implementation of the ISP.

# Provision Assessment of Status Compliance
Conclusion: This provision was found to be not in compliance.
F2f | Commencing within six months of | Extent to which ISPs are developed within 30 days of admission: Noncompliance

Richmond State Supported Living Center, November 3, 2014

119




Provision

Assessment of Status

Compliance

As further examples of the failure to implement the ISP on a timely basis, the Monitoring
Team found the following:

E Monthly Reviews for none of four (0%) newly admitted individuals evidenced
consistent implementation on a timely basis, as many actiorieps showed little
to no activity for two to three months following the ISP meeting.

E In addition, there was evidence that other plans were not always implemented
on a timely basis. For example:

o 'O OAPT OOAA ET 001 OEOET 1 indiedipland 1 U
jtnbq j E8B8A8h 31 00Qq xAOA EIi bl Al AT O/
IO OITTTAO AO OANOEOAA AU OEA ET AE(

o !0 OAPT OOGAA ET 001 OEOCEIT oc¢h ET O

(50%), documentation was providedto show action plan steps had been
completed within established timeframes, or IPNs/monthly reports

provided an explanation for any delays and a plan for completing the action
steps.

0 As reported in Provision F2d, Individual #497 had many components of the
ISP that were not implemented on a timely and consistent basis, if at all. Tk
Facility acknowledged that data collection could only be demonstrated for
two of the last six months.

0 Alsoas reported in Provision F2d, Living Options Action Plans were @t
not implemented as required, if at all.

Conclusion: This provision was found to be not in compliance. There continued to be a
significant incidence of failure to provide timely implementation of an ISP for each
individual.

F2g

Commencing within six months of
the Effective Date hereof and with
full implementation within two
years, the Facility shall develop
and implement quality assurance
processes that identify and
remediate problems to ensure that
the ISPs are developed and
implemented consistent with the
provisions of this section.

The Monitoring Team reviewed theRichmond StateSupportedLiving Center Quality
Assurance Plan, dated 06/24/2014, and interviewed the Section F team and the Quality
Assurance Director regarding the stais of quality assurance processes fadentification
and remediation of problems to ensure that the ISPs are developed and implemented
consistent with the provisions of this section. The Facility QA Plan included a number o
monitoring devices related tothe Provisions of the section, to be tracked and reported of
quarterly. Many of these are referenced throughout this section. Some of the processe
(those related to quality of the ISPrelated documents) have not been implemented at
this point:

E ISP Attendance Tracking

E Facilitation Monitoring Tool

E Section F Monitoring Tool

E Timeliness of Monthly Reviews Process

Noncompliance
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F Timeliness of ISP Preparation Meetings Process

E Timeliness of PSls Tracking

E Quality of Monthly Reviews

E Quality of ISP Preparation

F Quality of PSI

F Quality of ISP

Additional quality measures implemented by the Facility during this past six months
included:

1 The Facilityhad significantly improved its ability to track some Section F
activities through the creation of useful databases.

1 As detailed in Rovision Flc, the Facility had begun holding a ®ay Integrated
I OOAOGOI AT O - AAGET ¢ POEIT O OI AAAE EI
identify any discrepancies in assessments and review the IRRF. This was an
additional quality assurance measurehat allowed IDTs correct any issues in
advance of the ISP planning meeting.

I RSSLC Policy F.17: Habilitation, Training, Education, and Skill Acquisition
Programs, reviewed on 02/21/14, detailed a set of steps to be taken for assurin
quality of SAPs. Thesmcluded:

0 Team consultants will perform inter-rater reliability checks of 20 percent of
SAP Review Tools completed by the SAP review teams.
o Department of Education and Training will review interrater reliability data
once a month at the monthly departmetal QA/QI.
o Department of Education and Training will review data on the development
of the SAPs once a month.
0 All data collected will be analyzed and presented to the QA/QI Council once
a quarter by the Director of Education & Training.
The Monitoring Team also reviewed the Key Indicators, dated 07/08/2014, for Section F
related measures. Most of the key indicators are measures of outputs at this point,
including the number of ISPs and ISP meetings held, and the number of ISP, PSls and
Preparation Meding documents completed. The only outcome oriented indicator was fo
timeliness of assessments. The Monitoring Team encourages the Facility to develop
additional outcome-based quality indicators that would demonstrate the requirements
of the Section Fprovisions are being met
Conclusion: This provision was found to be not in compliance. The Facility was again
commended for its efforts toward developing a comprehensive quality assurance systen
for this Section, including the integration of the ongoin@A/QI processes with the Self
Assessment for this Section. These processes were continuing to develop and better
121
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capture meaningful data, although much work remained to be done in terms of
identifying and remediating issues to ensure ISPs are developadd implemented

AT 1T OEOOAT O xEOE OEA DPOI OEOCEIT1 O 1T &2 OEEO
of the SelfAssessment, the Facility still needed to develop clear outcome indicators for
each of the provisions.
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SECTION G: Intgrated Clinical
Services

Each Facility shall provide integrated
clinical services to individuals consistent
with current, generally accepted
professional standards of care, as set
forth below.

Steps Taken to Assess Compliance:
Documents Reviewed:

16.
17.
18.
19.

20.

RSSLC&f-Assessment 8/12/14

RSSLC Action Plans 8/11/14

Presentation Book for Section G

Provision Action Information

DADS Policy 009.2 Medical Care 5/15/13

RSSLC Policy (unnumbered) Integrated Clinical Services Policy 8/6/14

RSSLC Policy 1.00a Medical Servicgd5/13

RSSLC Policy 1.26 Physician Quarterly Review 7/15/14

RSSLC Policy 1.31 Providing Health Care Services: Chronic Clinical Indicators 8/20/13

. RSSLC Policy I.12 Routing of @ffampus Consultations 9/9/13

. RSSLC Policy 1.13 Routing of @ampus Consultabns 1/6/11

. RSSLC Policy PCP Consultation Letter Policy (no number) 8/22/12

. RSSLC Policy 1.33 Medical Follow Up Database Policy 12/10/13

. RSSLC Policy I.44 Morning Report 11/4/13

., EO0 AT A AT PEAO 1T £ PI1EAEAO Al A byoi dhyhAShate OrAaxiliti 1

policy or procedure guiding integrated clinical services.

Clinical Morning Report minutes for 3/4/14, for the first morning meeting of each month from March
2014 through August 2014, and for 8/26/14

Grand Rounds minutes of meetig of 8/27/14

Participation of Required Attendees at ISP Meeting, ISP meeting dates of 4/1/206430/2014

Sample of medical consultation reports for Individuals #29, #57, #177 #241, #272 (X2), #403, #487,
#512, and #701, and Modified Barium Swallow Studiefor Individuals #169, #192, #442, and #463
Consultation database screens for Individual #623 for consultations of 7/24/14 and 8/12/14

People Interviewed:

1.

Tran Quan, D.O., Medical Director and Raj Thakur, Medical Compliance Coordinator

Meeting Attended/Obse rvations:

aghrwbdpE

Integrated Support Plan (ISP) Annual Planning Meeting for Individual #745

ISP Preparation Meeting for Individual #497

Clinical Morning Report 8/26/14

Grand Rounds 8/27/14

Meetings attended by Monitoring Team members noted in several report Sectie

Facility Self-Assessment:

The Facility submitted a SeHAssessment for Section G. In its SéiEsessment, for each provision, the
Facility had identified: 1) activities engaged in to conduct the selssessment; 2) the results of the self
assessmentand 3) a selrating.
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For SectionG, in conducting its selfassessment, thd-acility:
A Used monitoring/auditing tools. Based on a review of the Facility Sefissessment, the
monitoring/audit templates and instructions/guidelines, a sample of completed
monitoring/auditing tools, inter -rater reliability data, as well as interviews with staff:

A Used other relevant data sources and/or kejndicators/outcome measures. Such data included:

A The Facility did not consistently present data in a meaningful/useful way. Specifically, the
&AAEI EOUBO 3AI £ ! OOAOOI Al &g

The monitoring/audit tools the Facility used to conduct its seHassessment included the
external and internal medical audith A O x A1 1 AO OE ATrdcking, &ikidh O
provided data on attendance of clinicians at a sample of ISP meetings

These monitoring/audit tools included adequate indicators to allow the Facility to
determine compliance with relevant aspects of the Settlement Agreement. The
information in the medical audits was consistent with findings regarding consultations for
Provision G2. Attendance data is essential in identifying the opportunity for integrated
discussion during meetings but does not reflect actual participation during the netings.
&AAEI EOU EO AT AT OOACAA OiF OAOGEAx OEA -11
are relevant to making compliance determinations.

The monitoring tools included adequate methodologies, such as review of minutes and of
clinical records. t might be useful also to include observations of meetings for integrated
discussion, as minutes do not always reflect all the discussion held.

The SelfAssessmentdentified sample(s) sizes, including the number of
individuals/records reviewed in comparison with the number of individuals/records in

the overall population (i.e., n/N for percent sample size)This sample size were adequate
to consider them representative samples.

The Monitoring Team could not determine whether there were adequate
instructions/guidelines to ensure consistency in monitoring and the validity of
assessment of whether clinical meeting minutes included documentation supporting
integration.

The SelfAssessment did not identify the staff who completed the audits.

Adequate inter-rater reliability was not reported between the various Facility staff
responsible for the completion of the tools.

Number/% of clinical meeting minutes that included documentation of integration. The
Facility did not provide (and the Monitoring Team did not request) guidelines or
definitions of what would be required to demonstrate integration; the Facility reported
during the compliance visit that this is a subjetive determination based on input from
multiple disciplines. Monitoring Team observation and review of the minutes of meetings
such as Clinical Morning Report, Grand Rounds, polypharmacy review, and hospital
discharge meetings verified integrated discugsn regularly occurred..

Number/% of outside consultations/diagnostic studies reviewed by PCPsdocumented for
acceptance/rejection of the recommendations from the consultant, documented for
acceptance/rejectionwithin five days, and with an ISP addendumI§PA) documenting
review by the IDT.
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o0 Presented findings consistently based on specific, measurable indicators. However, no
specific aiteria were established for review of whether meeting minutes had
documentation supporting integration, nor was any interobserver reliability reported;
therefore, it is not clear how valid those measures areOn a positive note, data from the
Medical Folowup Database were provided regarding consultations, and the data were
provided on the specific questions from the Internal and External Medical Audits that
were relevant to Provision G2.

o Did not measure the quality as well as presence of items. Attendzm while essential, doeg
not indicate that clinicians participated actively in the sampled meetings, used
information from assessments and objective data in discussions, or collaborated in
decisionrmaking. The Facility did not indicate whether it measure the quality of
documentation that the review determined to be supportive of integration.

o Identified that the data on attendance at ISP meetings were gathered by the Program
Monitors, and identified information from the Internal/External Medical Audits, but did
not identify whether data on documentation supporting integration and on review of
IPNs/Notes were collected by the QA Department versus the program/discipline.

A The Facility rated itself as not being in compliance with Provision G1 but being in cqiiance with
Provision G2. This was consistent with the Monitoring Teamd O &£ZET AET ¢ 08

The Facility also provided as part of its selassessment an Action Plan that reported actions being taken tg
achieve compliance.

A Actions were reported as Completed om Process for Provision G1. For Provision G2, which had
been found in substantial compliance, the action was to continue to mnitor for compliance to the
revised Medical Follow Up Policy.

A The Facility datadid not identify areas of need/improvement. Insead, the Action Plan was limited
to developing diabetic education certainly one good area for integrated planning, but not a
comprehensive approach to ensuring integrated planning across all clinical disciplines.

A The actionsdid not provide a set of st@s likely to lead to compliance with the requirements of this
Section. The selfating for Provision G1 was based on the need for improved participation among
clinical disciplines, but that was not addressed in the Action Plan.

Summary of Monitor 8 Assessment:

Although there is still a need for increased integration of clinical services, the Monitoring Team commend
the Facility for a significant shift in the way clinical disciplines work together. As new procedures mature
and clinicians gain experiene in collaborative activities, integrated planning should improve. The Facility
must make additional progress toward involving multiple disciplines in addressing in the ISP specific neeq
and preferences of individuals. If the collaborative work evidenakover the last two compliance periods
continues to increase, the Facility should approach substantial compliance with the requirements of this
provision in the near future.

Provision G1: Collaboration and integrated planning continued to improve. Thedgility had recently
implemented an Integrated Clinical Services policy. The Clinical Morning Report meeting continued to
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include participation of a wide range of clinical disciplines as well as residential services, apdrticipants
were more interactive, and more assertive in raising questions and solutions to clinical issues. The Medid
Grand Rounds continued to provide integrated review of individualsvho are experiencing a significant
medical and/or behavioral issue. The Facility had several commiees and workgroups that brought
together numerous disciplines for interdisciplinary reviews of individuals and systemic issues. There wers
examples of excellent integrated planning for individuals, but also a few examples in which this needed
improvement. The Facility must make additional progress toward involving multiple disciplines in
addressing in the ISP specific needs and preferences of individuals. Attendance at annual ISP planning
meetings, one forum for integrated planning to address needs andegferences and to establish services,
was variable across disciplines. The Facility is approaching substantial compliance with the provision.

Provision G2: Processes for review of consultations by Facility clinicians are defined in policy and are
implemented consistently. Reviews by Facility clinicians of consultations were timely and documented
agreement with recommendations Although consultation documentationdid not indicate referral to the
IDT, theFacility had appropriate processes in place to fagdate documentation of review of
recommendations from nonfacility clinicians by the IDT when appropriate, and provided evidence that
this occurred. The Facility had an effective process in place to track information on consultations at the
level of theindividual consultation, including information on acceptance of recommendations and on IDT
follow up, as well as to aggregate information by individual and by the Facility as a whole.

Provision

Assessment of Status Compliance

Gl

Commencing within sk months of
the Effective Date hereof and with
full implementation within three
years, each Facility shall provide
integrated clinical services (i.e.,
general medicine, psychology,
psychiatry, nursing, dentistry,
pharmacy, physical therapy, speech
therapy, dietary, and occupational
therapy) to ensure that individuals
receive the clinical services they
need.

The Facility has continued to take steps to provide integrated clinical servicehe Self
AOOAOCOI AT 6 OAPT OOAA OOE E @ompliriceéhasddoh ihe nee«d

''''' T Aiiic OEA Ai
Monitoring Team concurs in this finding, it also finds that the Facility had developed
numerous processes for integrated clinical planningnd services and had greatly
improved interdisciplinary collaboration.

Noncompliance

Policy

Inresponse to arequestfo®! AT DU 1T £ AT U 30A0A 10 &AA
ET OACOAOAA Al ET EAAT OAOOEAAOhRG OEA &AAE
unnumbered) Integrated Clinical Services Policy, which included a list of 40 current
AAARE]I EOU DI 1 EAEAO OEAO OEIT Ol OAO j OEA(Q
policies and procedures. Including these and others provided to the Mitoring Team,
the Facility provided copies of the overall policy and 46 policies or procedures related tg
specific areas, including committees and areas of care. These policies and procedures
addressed or required integrated services in some manner. Fexample, Policy 1.00a
Medical Services requires the PCP to share consultation recommendations with the 1DT
when applicable. Policy 144 The Morning Report guides the meeting and identifies the
numerous disciplines that will be represented at the meeting.
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4EA )1 OACOAOAA #1 ET EAAl 3AOOEAAO o011 EAU
integration through the ISP process and procedures established from the clinical
OAOOEAAORSG AT A DPOT OEAARAO COEAAT AR AT AcyOA
FO04 that guides the ISP process). These include:

T )$4 I AAGETI ¢cO xEAT OEAOA EO A AEAT CA
regularly scheduled basis, with coordination by the QIDP
1 A requirement that clinical services (referencing specifically meidal, pharmacy,
dental, psychiatry, nursing, habilitation, dietary, respiratory therapy, and
AREAOGET OA1 OAOOGEAAOQ OOPAAOA OEA 1)
services each time a new process or policy that involves clinical integration is
il b1 Al AT OAA8¢
9 Share with the IDT significant clinical decisions from clinical meeting held
outside the IDT meetings.
Implementation of an overall policy that provides general guidance is a positive step tha
establishes expectations for integration. Givethe large number of policies and
procedures that the Facility considers relevant to integrated clinical services, it will be
important for the Facility to determine how consistently those are implemented.
Clinical Morning Report Meeting
The Clinical Morring Report meeting, held Tuesday and Thursday mornings, continued
to include a wide range of clinical disciplineslt is an integrated, multidisciplinary
meeting that consists of medical providers, unit nursing staff, and representatives from
various depatments, including PT/OT, behavioral health, residential services,
psychiatry, dietary services, quality assurance, dental, and pharmacy serviceshe
meeting followed a standardized agendalhe agenda included:
1 On-call Report by the oncall PCP
1 Hospital liaison report
1 Infirmary report
1 Behavioral/psychiatry report, including restraints used, changes in psychotropic
and dualuse (psychiatric and neurological) medications, and changes in
behavioral status of individuals
1 Medical consultationg Significant Diagnostic Studies
1 Non-Medical consultations
9 Interdisciplinary Team (IDT) Report, including follow up on referrals from the
Clinical Morning Report meeting
1 Reports from Wound Care and Infection Control Nurses
91 Physical Nutritional Management report
1 Announcenments
127
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Review of the meeting minutes for the first morning reports of each month that occurred
during the reporting period; ET  AAAEQET T O1 OEA -1 1 Bl OF
Morning Medical Meeting on 8/272014 , indicated that the Facility included saff
members from a variety of clinical disciplines, including PT/OT, nursing, medical,
psychology, psychiatry, phamacy, and residential services. The Monitoring Team noted
improvement since the last compliance review period; participants were more
interactive, and more assertive in raising questions, and solutions to clinical issues.

Review of the clinical morning report minutes for 3/4/2014, 4/3/2014, 5/6/2014,
7/1/2014, and 8/5/2014 indicated a comprehensive summary of issues addressed,
during the medings. Meeting minutes included subsections for eoall report; hospital
report; infirmary report; behavioral health report; medical consultation and significant
diagnostic report; among other topics. The Monitoring Team did not identify in the
minutes that assertive measures were in place to develop, implement, and follemp on
action plans, for relevant clinical issues identified at the meeting. For example: the

Al ETEAA]T 11T O1TETC OAPI OOh AAOAA oTtTcmpr
reacODEOA 1 Ui PET AUOT OEOG6h AT A OE Amplansxtie@linital
iTOTET¢C OAPiI OOh AAOAAR t1ToTc¢mpt AT AOI Al
OOAOAA OOEAEAAI OET OCEOOS %- 3 AEA Ald A
no documented action plan for followup to this issue. To document that action had
occurred, the minutes should provide a very brief summary of the important and major
steps that would be or have been taken to ensure appropriate clinical management of
such issues.

The Facility held only one Clinical Morning Report meeting during this compliance visit,
so the Monitoring Team would have an opportunity to observe a different meeting (Pre
Hospital Discharge Meeting). The Monitoring Team attended ti@inical Morning Report
meeting of 8/26/14. The meeting was conducted efficiently and the agenda was

followed. Observation of the meeting indicated a robust process whereby clinical issues|
that occurred since the last meeting were reported. Observations notelde following:

1 Integrated discussion occurred for several issues. For example, regarding
abdominal distention for one individual, there was discussion by the PCCP on g
order for consult and on lab results and bowel movements, by the dietitian
regarding current formula and change from being active to now spending most
time in bed, and from habilitation staff regarding increasing activity.

1 The IDT report included identification of follow ups the IDTs will be asked to do
based on reports during the meetingThere was a report of a meeting held the
prior Friday by the IDT for an individual with cancer, and report by the primary
care provider (PCP) of discussion with the family regarding hospice. The

Medical Director reported getting a question for an IDT albat removing the ¢
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tube for an individual who is eating, but where there are still concerns about
hydration; she indicated she will meet with the IDT. All these examples provide|
evidence that the IDT receives information from and conducts follow up to
issues raised during the Clinical Morning Report.

Grand Rounds

Medical Grand Rounds occur once per week, and is chaired by the medical director.
Grand rounds is an integrated, multidisciplinary meeting that consists of medical
providers, unit nursing staff, and representatives from various departments and clinical
disciplines, including PT/OT, behavioral services, residential services, psychiatry, dietar
services, quality assurance, dental, specialty nursing staff (such as Infection Control) ar
pharmacy senices.The purpose of the meeting is to review the case of one or more
individuals who are experiencing a significant medical and/or behavioral issue.

The Monitoring Team (Independent Monitor, psychiatrist, and nurse) attended the Gran
Rounds Meeting or8/27/14, and the Monitoring Team physician reviewed the minutes.
The meeting was attended by relevant interdisciplinary team (IDT) members and other
relevant Facility staff as noted aboveThe Medical Director led the meeting. The focus of
the meetingcd OAOAA 11 A OET Ol OCE OAOGEAx 1T £ )1
related medical issues.The team discussedhe history/background of the behaviors,
potential underlying causes for the behavior, current management plan, and elicited
further strategies for management and treatment. The tearsummarized action plans
andbOT OEAAA OAAT I 1T AT AAGET T O &£ O OOOAOACE
severe PICA behaviorsinformation was provided and/or questions raised by numerous
disciplines, including PCB, nursing, behavioral services, and psychiatry. Action plans
were developed including training residential staff to recognize signs and symptoms of
ingestions, determining when to do KUBs (to determine whether the individual had
ingested items), expandiig environmental sweeps, completing a functional assessment,
and a decision to wait on use of psychotropic medication unless the other plans are not
effective.

The Grand Rounds Meetings continued to serve as an excellent method for focusing on
individuals who have complex behavior and medical problems for the interdisciplinary
teams to identify issues and explore treatment strategies.

Integrated Committees, Workagroups, and Activities
The Facility had several committees and workgroups that brought togetherumerous

disciplines for interdisciplinary reviews of individuals and systemic issues, including the
following:
1 Asreported in Provision J11the Facility provided minutes from the monthly

polypharmacy meetings. The meetings were attended by physicians (P€and
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Additional integrated activities included:

il

psychiatrists), pharmacists, RN case managers, Behavioral Health Specialists,
BCBAs, and other IDT members.

As reported in Provision N3, themonthly polypharmacy review panel meeting
includes assessment of the appropriateness of polypharmacy usage f
individuals. The review consists of a pharmacist, medical provider, psychiatrist
psychologist, and nursing representatives.

The Skin Integrity Committee Meeting Process was implemented to identify the
core members, which included: Skin Integrity Gardinator, Physician or
designee, Dietitian, RN Case Managers, Habilitation Staff, Infection Control
Nurses, QA Nurses, and Pharmacist. Attendance was more consistent than
found in prior reviews. In addition, from March 2014 through June 2014 the
Skin Integrity Coordinator met with other disciplines to discuss analysis and
trending for underlying causes that contribute to pressure ulcers. The
respective disciplines identified planning and treatment for such issues as
nutrition, positioning, and the frequency for checking and changing individuals
who were incontinent to prevent/reduce the incidences of pressure ulcers
Infection Control Committee Meetings continued to be consistently conducted
guarterly. The Committee was integrated with other Facility tciplines
participating. The standing membership included: Infection Control Nurse,
chair, Medical Director, Quality Assurance Director, Maintenance Director,
Maintenance Supervisors, Residential Services Director, Chief Nurse Executive
Support Servicess Representative, Housekeeping Director, Laundry Director, Uni
Directors, Food Services Director, Risk Management Director, Program
Compliance Nurse, Safety Officer, and Day Program Directdihe meeting
minutes showed that relevant disciplines did not onsistently attended the
meetings. There was substantive information presented, reviewed, discussed,
and decisions made for improvement/corrective action on relevant topics.
Hospital Discharge Planning meetings were held weekly. The&yere attended by
seweral relevant disciplines, including clinicians on the IDT, the Hospital Liaison
. O006Ah AT A OEA 3EET )1 OACOEOU #Ii1 OA
current and future need for supports and services during hospitalization and
upon discharge fromthe hospital.

The Nurse Educator facilitated the biannual Diabetic Education Fair for all
individuals and family members in collaboration with other disciplines. The
target audience was the 20 individuals who ave diabetes and their family
members. The goal was to provide diabetic education to these individuals and
their family members on what their expectations were especially when they out

on visits outside the Facility. This was one of the Action Steps irhe Action Plan.
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1 Medication Administration for nurses for Individuals with I/DD: To date, 100%
of all RSSLC nursing staff were trained on the state mandated Medication
Administration for Individuals with Dysphagia, which was jointly taught by
Habilitation Therapy, Physical Nutritional Management Team (PNMT) Nurse,
and the Nurse Educator.

1 The Facility reported a change in the Physician Quarterly Review process. The
report of the last compliance visit commented that there was inconsistency
between medical ealuations and nursing quarterly evaluations. To address this
the Facility determined the information used needed to be consistent. The RN
Case Manager Supervisor in collaboration with the Medical Director developed
and implemented in June 2014, a joint dsing and Physician Quarterly Review
process to ensure the quality/accuracy, and completeness of both disciplings
Quarterly Reviewsand to ensure continuity of care. The procesmvolved these
actions and requirements

0 Additional information needed by the physician was added to the
nursing quarterly, and a new template was developed so all the
information would be in a consistent place. The nurse completes this
and provides it to the PCP. This template includes a section for PCP
evaluation.

0 The PCP isequired to do a physical assessment each quarter; this is to
address each chronic condition the individual has but may also include
focused examination. PCP adds any updates and information that is
new since the nursing information was provided and isd notify the
nurse.

0 This template is put onto the shared drive so the nurse and PCP can
have ready access.

The Facility reported this process is still in an early stage, with practice needed
in coordination and use of the information being provided but ishowing
promise at improving consistency and integration. Tis was only recently
implemented, and its effect was not yet clear.

Integrated Planning and Services for Individuals
Integrated planning requires disciplines to work together and coordinate actiity to

achieve ISP goals, objectives, anticipated outcomes, services, supports, and treatmentg
There were excellent examples of integrated planning being done, such as:

1 Asreported in Provision J15, there were several examples of coordinated and
integrated treatment between psychiatry and neurology. Examples were given
of:

o Individual #630, for whom selection of an antiseizure medication when

moving to monotherapy reflected attention to integrated care needs.
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(o]

1 Asreported in Provision M1

(o]

1 Asreported in Provision O1PNMT minutes reviewed showe integrated clinical
collaboration amongall disciplines contained within the team. The collaboration
of the team was substantiated through observation of the PNMT meeting on

8/27/14.

Individual #561, whom the neurologist reviewed wequelae of head
injury, and worked with the psychiatrist to facilitate the engagemenbf
a traumatic brain injury specialist to evaluate for possible benefit from
neurological rehabilitation.

On 8/26/14, the Monitoring Team, accompanied by the CNE, Hospital
Liaison Nurse, and Skin Integrity Coordinator, visited Individual #306 in
the hospital. Thehospital Physical Therapist provided an update on the
physical therapy plan of care and response to therapy regarding ability
to stand and a concern regarding what was considered temporary
contracture of the left knee. The floor nurse continued to provide an
update on her health status. Théospital Speech Pathologist had
completed a bedside swallow evaluation. The Direct Support
Professionals were with Individual #306 to assist with personal care
needs. The RSSLGSkin Integrity Coordinator evaluated wounds Upon
return to the Facility the Monitoring Team, CNE, Hospital Liaison Nurse
and Skin Integrity Nurse attended an IDT meetig where the Hospital
Liaison Nurse and Skin Integrity Coordinator reported on Individual
NMoneé O EAAI OE OOAOOOS8 4AEA ) $4 A
services.

The Infection Control Committee along with the Trinity staff, Medical
staff, and detary staff continued to carryout the action plan
implemented in September 2013 to decrease Urinary Tract Infections
(UTIs), specifically on this unit where medically fragile individuals live.
The Committee continued to discuss possible reasons for episeslof
UTIs and discussed way of prevention.

The Infection Control Committee in collaboration with the Medical
Director and medical staff implemented a Pneumonia Post Hospital
Monitoring and Infection Control Data List. The Pneumonia Post
Hospital Monitoring consisted of dates when individuals were
AEOAEAOCAA &£01 i1 OEA EI OPEOAI 8 4
initially, within three to five days later, then in two weeks, and then one
month post pneumonia. The Infection Control Nurse Data List usedrf
monitoring consisted of all of the factors that could be implemented to
prevent pneumonia. This information was sent to the Primary
Physician, Medical Director, CNE, and NOO with recommendations.
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1 Asreported in Provision O1, additionalmprovements noted with regards to the
overall PNM system includedhe PNMT utilizing various databases
(osteoporosis, pneumonia, body weight, and skin integrity) and collaborating
with other disciplines to obtain a better overview of PNMrelated systemic
issues.

1 Asreported in Provsion R2,based on review of the Positive Behavior Support
Committee meeting attendance sheets, the SLP participated in 0% of the
meetings. Althoughthe SLP did not participate in the meetings, the process for
information sharing between the SLP and the &avior Analystwas clearly
defined in policy and required a conference between Behavioral Services and
SLP staff at which assessments were reviewed AOAA 1T 1 OAOEAXx
records (Sample R.3) with Positive Behavior Support Plans (PBSPs), the
following was noted:

o Four of four communication assessments reviewed (100%) contained
evidence of review of the PBSP by the SLP. This was noted in the

behavioral considerations section of the SLP assessment.

o For four of four individuals (100%) communication strategies identified
in the assessment were included in the PBSP.

0 As reported in Provision M1, the Monitoring Team Attended the Pre
Hospital Discharge Planning Meeting for Individual #84 The meeting
was well attended by all relevant disciplinesThe Re-Hospital
Discharge Planning Meeting results and recommendationsexe to be
OOAT EOOAA O )1 AEOGEAOAT nNuytéup ) $

1 Asreported in Provision J2the Monitoring Team attended asychiatric and
Behavior Management Clinic (PBMQ)n 8/28/14. Participants included the
psychiatrist, behavioral health specialist, nurse case managers, and DSPs.

. O0O0A0 AT A AAEAOGEI OAI EAAI OE OPAAEA
the psychiatrist then asked for further details and clarificatbns. The meeting
was interdisciplinary and collaborative.

Interdisciplinary Team (IDT) Attendance, Participation, and Clinical Planning

For integrated planning to occur, clinicians must participate in interdisciplinary
meetings, such as the ISP annualgmning session.During the ISP Preparation meeting,
the IDT was to identify the requisite composition of the team for the purposes of the
annual planning meeting.

4 EA & A A Edsde3toaht@epadtddithd attendance at ISP meetings between 1/1/14
and 6/30/14 for a sample of 30 randomly selected individuals (collected from the

001 COAI -TTEOI OOr! OAEDOI 060 4111 A O )30
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attendance by various disciplines, ranging from 93% for social workers to 37% for PCPs
Speech therapists (SLPs) attended 57%, occupational therapists (OTs) and physical
therapists (PTs) each attended 83%, nurses and QIDPs attended 90%, and
psychology/behavioral staff attended 93%.Also, theFacility provided a document for
review, entitled Patticipation of Required Attendees at ISP Meeting, covering required
attendance at ISP meetings held from 4/1/146/30/14, which tracked required
attendance by discipline. This document provided attendance data for a much broader
set of participants, including clinicians, residential managers/supervisors, direct service
professionals, other staff, the individual, family/guardian (LAR), and local authority.
These data apparently covered a total of 94 ISP meetings (assuming QIDPs were
expected to attend all me&ngs) and showed 100% attendance by QIDPs, over 95% of
required meetings by nursing, psychologist/behavior analyst, and social worker. PCPs
attended 74% of required meetings but were required to attend only 27 meetings.

The Monitoring Team reviewed annal meeting attendance for a sample of seven ISPs
completed across the past six months. For this sample, the ISP Preparation meetings
indicated that 83 IDT members were expected to attend the annual planning meetings.
Of these 83, 66 (77%) actually partipated as evidenced by the completed signature
sheets.

In addition to attendance at ISP meetings, the sedfssessment reported on
documentation supporting integration at incident management meetings (IMM), PNMT
meetings, and psychiatry/polypharmacy meetimgs. For all three meetings, the self
assessment reported 100% showed documentation of integration.

Integration of interventions into ISPs and Integrated Health Care Plans (IHCPSs)
The level of integration of interventions into ISPs and IHCPs provides imgit into the
integration of clinical services.
9 For four individuals discharged by the PNMT, zero (0%) provided evidence that
any new recommendations were integrated into the IHCP.
1 Asreported in Section P, foll4 of 14 individuals in Samples P.1 and P(200%),
the ISP/ISPAs addressed each of the recommendations outlined in the current
OT/PT assessmentHowever, eleven of 14 (79%)ntegrated the OT/PT
interventions. The ISP or ISPA did not consistently describe the supports base
on the rationale provided in the therapy assessment. Integration was primarily
in the form of PNMP review and acceptanc&here had been improvement in
addressing the need for skill acquisition in OT/PT assessments, but only eight @
the fourteen ISPs or ISPAs reviewed (57%) coained skill acquisition programs
that had been recommended in the OT/PT assessment.
1 As reported in Provision M5, six of nine (67%) IHCPs showed adequate
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integration among all appropriate disciplines. This was improved compared to
the last compliance vsit.

Examples of Improvement Needed
Although clinical services had become much more integrated over time, examples

remained which demonstrated a need for continuing improvement.

1 As noted above in Provision M5, only six of nine (67%) Integrated Health Gar
Plans (IHCPs) showed adequate integration among all appropriate disciplines.

1 Asreported in Provision F2a3the Facility was continuing to focus efforts in ISP
development on integration of all protections, services and supports, treatment
plans, clinical care plans, and other interventions provided for the individual.
Overall, however, the Monitoring Team found thatSPs still did not reflect an
adequately integrated plan that set forth and implemented the full array of
protections, supports, and serices individuals required. For example, as
reported in Provision R3,zero of eleven ISPs reviewed (0%) included how
AT 11 O1T EAAOGETT ET OAOOAT OET 10 xAOA Oi
routine.

Although there is still a need for increased irggration of clinical services, the Monitoring
Team commends the Facility for a significant shift in the way clinical disciplines work
together. As new procedures mature and clinicians gain experience in collaborative
activities, integrated planning shouldimprove. The Facility must make additional
progress toward involving multiple disciplines in addressing in the ISP specific needs
and preferences of individuals. If the collaborative work evidenced over the last two
compliance periods continues to incrase, the Facility should approach substantial
compliance with the requirements of this provision in the near future.

G2

Commencing within six months of
the Effective Date hereof and with
full implementation within two
years, the appropriateclinician shall
review recommendations from non
Facility clinicians. The review and
documentation shall include
whether or not to adopt the
recommendations or whether to
refer the recommendations to the
IDT for integration with existing
supports and servces.

Policy

DADS Policy 009.2 describes the responsibility of the attending primary care physician
(PCP) to write initial consultation referrals, and the required content of the referrals. It
provides a timeline of five working days for response to routie medical/surgical
consultation recommendations. It identifies IDT responsibilities to document
implementation of recommendations.

The following Facility policies addressed aspects of consultation and review of
recommendations from nonFacility clinicians. These were unchanged since the last
compliance visit.

1 RSSLC Policy 1.12 Routing of @ffampus Consultations 9/9/13

1 RSSLC Policy 1.13 Routing of @@ampus Consultations 1/6/11

I RSSLC Policy 1.38 PCP Consultation Letter Policy 8/22/12

Substantial
Compliance
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1 RSSLC Policy 1.33 édlical Follow Up Database Policy 12/10/13
1 RSSLC Policy 1.44 Morning Report 11/4/13

Policies 1.12 and 1.13 provide steps to be taken for routing effampus and oacampus
consultations. This policy requires the Primary Care Provider (PCP) to dictate a
consutation letter and the medical consultation form to be sent to the community
consultant. It then describes steps to arrange appointments, inform the Medical Directg
of delayed appointments, ensure staff are aware of the consultations to be completed
eachday and the forms to be filled out, and check to ensure consultation forms are
signed and filled out prior to return. It describes steps to be completed by the PCP whe|
the consultation form is provided, including acknowledging acceptance or rejection of
recommendations and noting whether the consultation needs to be referred to the IDT.

Policy 1.33 governs the process for tracking and trending medical consultations and
significant diagnostic studies. It establishes a tracking system and assigns respimility
for actions.

Procedures and Forms

The Facility provided copies of the forms used as templates for the consultation letters
for initial and follow up consultations and the consultation report form. The letters
provide to the consultant information about the individual, including history of present
illness, significant past medical history, and diagnostic results, and has checkboxes to
indicate enclosures such as current medications list and annual medical summary if
provided. The consultation rert form had checkboxes for whether the report is
attached or will be faxed, or whether there are other notes. Page 2 of the form had che
boxes for noting whether the recommendations were accepted, rejected, or othdt.also
included a number of linesEl O O%@bH1 AT AGET T j ol AT 1 & #
OOAOAA ET OEEO OAAOQEITh O3AA )o.TAAOAAA
acknowledgement of and agreement with recommendations as well as a summary of th
IDT meeting documentirg review) and a place for the PCP to sign and date. The

#1 1 001 OAOGET1T 2ADPiI OO & Oi AEOAAOAA OEA A
OAAOGT 1T &I O OEA OANOAOOAA Al T OO1 OAOQEIT 8
patient to IDT for disc” OET T 8 6

Consultation Database

The Medical Director showed the Consultation Database to the Monitoring Team and

provided copies of screenshots. The database includes appointments scheduled,

including type (initial or follow -up), date, whether attended, wiether follow up is

TARAAAAR OAAOGIT EA 110 OAATh AAETIT xI AACA
| Oh
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acknowledgment of consultation and filing in the Medical Chart, and acknowledgement
AU OEA 1)$3$ 1T &£ OEA A1 1001 OAT 68070#0860 O
database by the PCP are converted into an IPN, so that the information is consistent frg
database to active record and minimizing the effort required of the PCP. The database
can supply reports by individual or unit as well as facility aggregate, by consult and
diagnostic type, and by date. Reports include status of appointments and missed
appointments (including individuals with two or more missed who require IDT review).
This is a most impressive database that should improve the ability of the Facility to
ensure appointments are kept and that information is reviewed as needed. The Medical
Director also provided a description of actions that had been taken since the last
compliance visit to improve functionality of the database.

The Facility reported that the database process had not changed since the last
compliance visit but that more training had been done with QIDPs to increase IDT
participation in acknowledging consultaion recommendations, and tracking of QIDP
acknowledgment was not ongoing, with a report added to capture delinquent QIDP
acknowledgment. The Facility reported that the QA nurse monitors send a report on thg
first and 15t of each monthof blanks left insections of the consult until these are
resolved. QIDPs get a report of consultations pending acknowledgement.

The Facility showed the Consultation Follow Up Database to the Monitoring Team,
showing how each component of the database worked, includirentry and various
reports. The Monitoring Team requested a hard copy of a consultation for Individual
#623, which was provided. This documented the PCP acknowledgment of
recommendatiomn? a detailed discussion that included questions by the IDT and the PCH
response to those questions, which included return to the Neurology clinic with key
members of the IDT in attendance to express concerns and provide information. A
follow-up consultation note was provided that documented the followup consultation
andaOAOEOETT ET OEA Al 1 OOI OAT 080 OAATIT T A
review and involvement in the consultation process.

Review of Consultations by Facility Clinicians
The Monitoring Team reviewed a sample of 15 consultation reports for 1sdividuals;
11 reports for 10 individuals were for medical consultations (Individuals #29, #57, #177
#2471, #272 (X2), #403, #487, #512, and #701), and four were for (MBSS) consultations
(#169, #192, #442, and #463). Of the 15 sampled reports:

1 For 15 of 15(100%), review was documented on the consult form.

1 For 15 (100%) an IPN was found.

1 For 15 IPNs (100), IPNs were dated within five working days.

9 Fifteen IPNs (100%) documented agreement with consultant recommendations
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No consultations were specifically dcumented as referred to the IDT. However, the
process requires notification to the IDT, and any IDT member can request a meeting to
discuss it. In addition, the agenda for the Clinical Morning Report conducted twice per
week included reports of consultaions. Review of minutes of Clinical Morning Report
meetings showed that consultations were reported at nearly every meeting. Minutes
documented, in the IDT Report section, follow up on several individuals. For example,
for Individual #589, there was documentation stating, an IDT meeting needs to be held t
AEOAOOO OEA ET AEOEAOAI 80 EAAI OE Ai1 AEOE
the remainder, the comments merely indicated follow up or a condition. It would be
more useful to document whatthe IDT addressed, was asked to address, or is asking fo
assistance on, as done for Individual #589. Several consultations were reported at the
meeting observed by the Monitoring TeamAs noted above, information on the database
for Individual #623 provi ded an example of IDT involvement following a consultation.

The data from the sample reviewed by the Monitoring Team was consistent with data
reported in the SelfAssessment. In addition, the Selissessment provided a great deal
of detail that demonstrated ability to track information on consultations at the level of
the individual consultation. The SeHAssessment also reported that 73% of

O#11 001 OAOGET 1 OT$SEACT 1 OOEA 300AEAO EAA A
x AOA OA OE A x A Ahe Mahitobrig Aear didin8t deview4he ISPAs for the
sample.

Processes for review of consultations by Facility clinicians are defined in policy and are
implemented consistently. Therefore, this provision continues to be rated in substantial
compliance.
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SECTION H: Minimum Common
Elements of Clinical Care

Each Facility shall provide clinical
services to individuals consistent with
current, generally accepted professional
standards of care, as set forth below:

Steps Taken to Assess Compliance:
Documents Reviewed:

1.
2.
3.

16.
17.

RSSLC Selssessment 8/12/14
RSSLC Action Plans 8/11/14
Presentation Book for Section H, including, among other documents,
a. Relevant policies
b. Trend analysis reports and action plans for medical follow up, diabetes, osteorosis,
developmental disability preventive healthcare screening, pneumonia, sepsis,
neuromotor/musculoskeletal disorder, and urinary tract infection
c. Daily sick call logs with integrated progress notes (IPNs) from nurses and primary care
providers
d. Minutes of pre-hospital discharge planning meetings
Physician Quarterly Review policy and template
Documentation to support diagnoses for a sample of individuals diagnosed with osteoporosis
diabetes, hyperlipidemia, seizure disorder, GERD, chronic kidney diseasgpothyroidism,
cataracts, osteoarthritis, and constipation
g. Documentation to support psychiatric diagnoses for a sample of individuals
Presentation Book for Provisions L2 and L3, including
a. Clinical Pathways
b. Audit tools
c. Trend Analysis Reports, including Ation Plan Reports for chronic health conditions
Provision Action Information for Section H
DADS Draft Policy 005 Minimum Common Elements of Care (undated)
RSSLC Policy 1.00a Medical Services 5/15/13
RSSLC Policy 1.26 Physician Quarterly Review 7/15/14
RS&C Policy 1.31 Providing Health Care Services: Chronic Clinical Indicators 8/20/13

a0}

. RSSLC Policy 1.44 Morning Report 11/4/13
. RSSLC Policy F.04 Individual Support Plan Process revised 5/12/2014
. Table of annual assessments filed 10 days prior to meeting (anallSP planning meeting) for meeting

dates of 4/1/14 -6/30/14, totaled by month by assessment

. Share Drive list of assessments for Individual #181
. Clinical Morning Report minutes for 8/26/14
. Most recent Active Problem List (APL) and Department of Psychiatfyatabase for Individuals #25,

#39, #74, #76, #101, #151, #179, #192, #200, #235, #320, #368, #475, #623, and #723

Integrated Progress Notes (IPNs) for Individuals #153, #530, #613, and #680

Individual Support Plans (ISPs) including assessments for Inddals #243, #501, #530, #596, #630,
#655, and #753

People Interviewed:

1.

Tran Quan, D.O., Medical Director and Raj Thakur, Medical Compliance Coordinator
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Meetings Attended/Observations:

1. Integrated Support Plan (ISP) Annual Planning Meetings for Individuals#45
2. ISP Preparation Meeting for Individual #497

3. Grand Rounds addressing Individual #737

4. Morning Report 8/26/14

Facility Self-Assessment:

The Facility submitted a SeHAssessment for Section Hin its SelfAssessmentfor each provision,the
Facility had identified: 1) activities engaged in to conduct the seldissessment; 2) the results of the self
assessment; and 3) a selating.

For Section Hin conducting its selfassessment, thd=acility:

1 Used monitoring/auditing tools. Based on a review of th&acility SelfAssessment, the
monitoring/audit templates and instructions/guidelines, a sample of completed
monitoring/auditing tools, inter -rater reliability data, as well as interviews with staff:

0 The monitoring/audit tools the Facility used to conduct ts selfassessment included the
external and internal medical audits.

0 These monitoring/audit tools included adequate indicators relevant to determine
compliance with some requirements of the Settlement Agreement.

0 The SelfAssessment identified the samplgs) sizes, including the percent of individuals in
the overall population. This sample sizes were adequate to consider them representative
samples.

0 The staff responsible for conducting the audits/monitoring had been deemed competent
in the use of the toos and wereclinically competent in the relevant area(s).

0 Adequate interrater reliability between the various staff responsible for the completion of
the tools was not reported.

1 Used other relevant data sources and/or key indicators/outcome measures. Theicluded,
among others

o Number and percent of assessments completed timely.

o Number and percent of quarterly summariesand drug regimen reviewscompleted timely.

o Number and percent of applicable individuals for whom poshospitalization PNMT
assessments were completedand were present in the active record and showed IDT
integration.

o The Monitoring Team would like to point out especially the extraordinarily thorough
review of accuracy of diagnoses. The selssessment not only included whether
documentation was present, but also included reports of actual clinical indicator levels for
the sampled individuals. This was similar to the review of diagnoses the Facility reported
to be part of the audit process for medical care of chronic health conditions.

0 Although the Facility provided useful data, thesdata did not address all requirements of
the relevant provisions. For example, for Provision H3 that requires treatments and
interventions to be timely and clinically appropriate,the Selfassessment provide ratings
of clinical appropriateness but did not provide any information documenting review of
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timeliness of implementation of medical treatments and interventions.Furthermore,
review activities were limited to medical care (except for review of QDRR&hich are a
pharmacy responsibility), whereas several provisions of this Section cover all clinical
disciplines. 4 EA & AAEI EOU EO AT AT OOACAA O1 OAOE
indicators that are relevant to making compliance determinations
f The Facility consistently presenedAAOA ET A [ AATET ¢c&£O01 T O00A £OI
Assessment:

0 Generally presented findings consistently based on specific, measurable indicatofhese
included measures of timeliness. As noted abeythe Monitoring Team commends the
Facility for tracking and reporting clinical indicators of health conditions as evidence of
accuracy of diagnoses.

o Although the Facility did not consistently report assessing quality as well as presence of
items (for example, only timeliness of assessments was reported), the data on accuracy (¢
diagnoses clearly indicated review of quality, and the medical management audits also
assessed and reported quality. For Provision H5, the Facility provided data on timelinesy
of assessments, but the selfating clearly indicated the Facility had assessed the quality o
risk ratings and IDT monitoring of health status; the SelAssessment should include the
information the Facility assessed in rating its compliance.

o ldentified the sources of data collected, including identifying data collected by the QA
Department (although there were no clear statements of data collected by the
program/discipline).

1 The Facility rated itself as being in compliance with no provisions of Section H. iShwvas consistent
with the Monitoring Teamd O AE It wagdegr tat the Facility has set high standards for
Al 1 Dl EATAA T £ | AAEAAT OAOOEAAOS wOAT E£ 1T A
4AAT 80 OOAT AAOAO A O Althe BebdEok dtherkcimicaDdisdiphnks t E 1 1
provide services that are consistent and compliant with the requirements of this Section of the
Settlement Agreement.

The Facility also provided as part of its selassessment an Action Plan that reported actis being taken to
achieve compliance.

91 Actions were reported as Completed, In Process, or Not Started. The Action Plans for Provisions
and H6 reference Provision L3, for which actions were identified for maintenance of compliance,
but no additional acions were identified for the provisions of Section H.

1 The Facility dataidentified areas of need/improvement, but the only actions related to those areas
was the revision (completed) and review for completion and documentation (in process) of the
PhysicianQuarterly Review.

1 The actionsdid not provide a set of steps likely to lead to compliance with the requirements of thig
Section. For Medical care and services, the actions were appropriate and might lead to substanti
compliance. There is a need to ahtify actions needed so that other clinical disciplines will also
meet requirements. The action steps specific to Section H did provide a sequential set of activitig
that were clearly and specifically stated, and that should lead to completion of effaa actions.
Remaining actions should be established in the same manner.
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Although no provisions of this Section achieved substantial compliance, the Monitoring Team would like
commend the Facility for significant praress, particularly in Medical Services and in the development of
databases that provide extensive information and could be useful in assisting other clinical disciplines to
meet the requirements of this Section.

Provision H1: Timeliness of routine assesnents need improvement, agassessments required to develop
an appropriate ISP were still not consistently completed in time for IDT members to review before the
meeting. Comprehensiveness of assessments had improved for several disciplines and were caampl
with standards in some areas, but some required assessments needed further improvement. Examples
were found both of use of information from assessments and lack of such use. A new Facility process fol
meetings 15 days prior to the annual ISP planngnmeeting has potential to improve review of assessmentg
and their use in decisionmaking.

Provision H2: Medical diagnoses were consistent with the ICD classification system and clinically fit
corresponding assessments. Psychiatric diagnoses were consigt with the DSM 1V classification system
but differed across the psychiatry department database and the active problem lists for individuals.
Diagnostic justification was not consistently found in comprehensive psychiatric evaluations.

Provision H3: Although there were examples of timely implementation of treatments and interventions,
there were examples in which these were not timely or in which the Monitoring Team could not determine
(and the Facility could not track) whether these were or were notiimely. Clinical appropriateness of
treatment and interventions continued to improve, albeit not yet to a level of substantial compliance for
most clinical disciplines.

Provision H4: The Facility had developed clinical pathways for several chronic healtbnditions. For
several pathways, clinical indicators of health status had been identifidoased on review of national
standards and review of professional literature Databases had been developed to track these clinical
indicators for individuals and to provide both individual and aggregated reports that were assessed to
evaluations of trends. Trend analyseswere substantive and thorough discussions that summarized the
data, provided analysis both of status systemically and of specific individuals wineeded to be addressed,
discussed actions currently in process, and identified if other actions plans were needéthe Monitoring
Team commends the Facility for this remarkable system. Outside of medical cdtes use of clinical
indicators had progressedbut was not yet consistent across clinical disciplines.

Provision H5: As notedn Provision H4, a process was in place to monitor health status for individuals witl
chronic health conditions, but similar processes were not in place for other health issa. Assessments
required to develop an appropriate ISP were still not consistently completed in time for IDT members to
review before the meeting The Physician Quarterly Review, which had been revised to require review of
information from the Nursing Quarterly Review and nowusing a standard template for documentation and
requiring physical examination, promotes frequent monitoring of the status of each individual. Nursing
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guarterly assessments similarly ensure monitoring of health status. Across othelinical disciplines, there
was not consistent monitoring of health status and of effectiveness of treatments and interventions. The
QIDPMonthly Review process was not consistently completed in a way that provided for meaningful
evaluation of progressprogram revision or to support future plan development. Content of the reviews
seldom provided meaningful evaluation of progressThe Facility had also recently modified its procedures
to address ongoing issues of timeliness of Monthly Reviews of the IBPthe QIDP.

Provision H6: Although there were many examples of modifying treatments and interventions in response
to clinical indicators, the lack of assessment of clinical indicators consistently across disciplines limited th
ability to use them to dentify the need to modify treatments. Examples were found in which either
treatments and interventions were not modified timely based on clinical indicators, or in which
documentation did not indicate whether progress or other change of status was occumg.

Provision H7: Policies were in place regarding timeliness of assessments. The Facility had also develop
policies that included requirements for integrated clinical services, as well as for use of clinical indicators
chronic health conditions. Further development of policy is needed to address development antge of
clinical indicators, and how those indicators will be used for integrated clinical decisieomaking as well as
for decisions by specific disciplines.

# Provision Assessment of Staus Compliance
H1 | Commencing within six months of Policy Noncompliance

the Effective Date hereof and with
full implementation within two

years, assessments or evaluations
shall be performed on a regular
basis and in response to
developments or changes in an

ET AE OE A G foles@e ti20 A |
OEi AT U AAOGAAOQGEII
needs.

DADS Policy 004.2 continued the requirement that IDT members complete required
assessments and place them in the shared drive for IDT review no later than 10 working
days before the annual ISBheeting and no later than five days prior to the initial
admission ISP.In the current ISP procedure, the IDT was to identify the assessments th
were required for the annual ISP meeting at the ISP Preparation meeting. RSSLC Polic
F.04 also provides thesame timelines for completing assessments, as well as the ISP
preparation meeting identification of required assessments.

Extent to which assessments are conducted routinely:

In order to assess the actual timeliness of assessments, the Monitoring Treaeviewed
assessments for a sample of seven completed ISPs, including the ISP Preparation
documentation. Information reported in Provision F1csubstantiated thatassessments
required to develop an appropriate ISP were still not consistently completed itime for
IDT members to review before the meeting Findings included:

1 Inthe sample of seven ISPs completed prior to the monitoring visit for which the
ISP Preparation meeting documentation prescribed the required assessments,
none (0%) had all assessmerstcompleted on a timely basis, at least ten working
days prior to the ISP annual meeting. Of the 88 required assessments, 63 were
both present and completed according to the timeliness requirements. Overall
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Provision

Assessment of Status

Compliance

for this sample, the rate of timeliness was 72%just slightly below the timeliness

rate of 74% found during the last monitoring period. This finding was

AT 1 OEOOAT O xEOE OEA &AAEI EOUBO AAOA
1 Some assessments were not simply late, but were not completed at all. For the

nine individuals in this sample, there were 88 total required but only 81 (92%)

present in the assessment packets provided to the Monitoring Team.

Improved timeliness was found for one individual for whom assessments were dwnd
for one whose annual ISP planning meetingzas held during the compliance visit (and
who the Facility identified for focused review by the Monitoring Team) The Facility
identified Individual #181 as having an annual ISP planning meeting scheduled within
the next ten working days. The Facility ppvided the list of required assessments, and
the Monitoring Team viewed the assessments available on the shared drive. For 12
assessments that were required per the ISP preparation meeting, 12 (100%) current or
updated assessments were posted, and 12 (0@) had been posted by 10 working days
prior to the meeting. This was consistent with the findings from the last compliance visil

The Monitoring Team reviewed the assessments required for the annual ISP planning
meeting for Individual #745. For 14 asssesments that were required per the ISP
preparation meeting, 14 (100%) current or updated assessments were posted, and 12
(86%) had been posted by 10 working days prior to the meeting (with the other two
posted nine working days prior to the meeting).

The Facility also provided a table of Required

Annual Assessments Filed 10 Days Prior to ISP Meeting for meeting dates of 4/1/14
6/30/14. The table reported that the percent of required assessments filed 10 (working)
days prior to the ISP meeting for AprilMay, and June 2014 was 72%, 72%, and 69%
respectively.

For new admissions, for whom an ISP was to be developed within 30 days following
admission, assessmenta/ere not yet routinely available completed in advance of the ISH
meeting as required, as 72% we completed within the required timeframe prior to the
ISP. There were still instances in which assessments were not completed until after the
ISP meeting was held or were not included in the packets reviewed

Progress continued to be noted in certain dicipline specific assessment processes and
outcomes throughout this report. Examples included:
1 Asreported in Provision J7|ndividuals #85, #153, #306, #343, #350, #395,
#458, #527, #737, #749, and #795vere admitted since the last visit. All
received Réss Screens within 30 days of admission. Individuals #85, #153,

#350, #749 and #795 required CPEs since they took psychotropic medications.
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Provision

Assessment of Status

Compliance

Nevertheless, a need remained to improve completion and timeliness of assessments.

il

Comprehensive psychiatric evaluations (CPEs)ere in place for all individuals
who took psychotropic medications exept Individual #85.

As reported in Provision L1, the Monitoring Team was extremely impressed by
the many clinical improvements noted for Section L.1, and found the Facility wa
near substantial compliance.

As reported in Provision M2, the Nursing Departrant had continued to maintain
the positive practices identified in the last compliance review, continued to
make improvements to the nursing assessment process and remained in
substantial compliance. All sampled Admission, Annual Comprehensive Nursing
Reviews, and or Quarterly Nursing Reviews were completed according to
mandated timelines.

As reported in Provision O8, the Facility had a sustainable system to maintain
and update a list of individuals who were enterally fed. Eight of eight sampled
individual s who receive enteral nutrition were evaluated at a minimum
annually as evidenced by review of their IRRF, ISP, OT/PT Assessment and
Nutritional Assessment.

As reported in Provision P2, the Monitoring Team continued to find substantial
compliance. The Habilitation Therapies Department continued to audit
assessments to ensure they were completed in a timely and comprehensive
manner. Results in the data provided by RSSLC continued to show the presen
of all the needed assessment components.

As reportedin Provision Q1 regarding a sample of four annual dental
assessmentsfour out of four (100%) were obtained at least 14 days prior to the
annual ISP meeting. Furthermore, the Facility provided documentation that 326
out of 335 individuals (98%) were current with their annual dental examination.
As reported in Provision R2, assessments or updates were completed timely fo
all sampled individuals.

As reported in Provision JICPEs were needed for all individuals who received
ongoing psychiatric care. CPEs were in place for 132 of 135 (98%) of
individuals. The three individuals who did not have CPEs had been admitted in
2014; they were scheduled to have CPEs but those weretry@t completed.
DADS Psychiatry Policy required that CPEs be-ewaluated on an annual basis.
The Facility had just started to do so in July 2014. At the time of the visit, six of
135 (4%) individuals with CPEs had annual reviews in place.

As reportedin Provision K7, psychological assessments were not conducted at
least annually, nor were assessments consistently completed for individuals wh
were newly admitted.
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Comprehensiveness of Scheduled Assessments

RSSLC had taken several steps to improve thedality of its assessments. These included

il

4EA &AAEI EOU Ai T OET OAA O1 EI bPIAIATO
disciplines, including Medical, Pharmacy, Vocational, OT/PT and Speech. This
was a quality assurance process implemented by each of tleodepartments in
which some sample of assessments was reviewed by departmental managers (
as in the case of the physicians, an external reviewer.

The Physician Quarterly Review process was revised in July 2014 to involve a
collaborative process in whichthe PCP is to review information from the
Nursing Quarterly, perform a physical examination and address each chronic
clinical condition, and update clinical information on the Nursing Quarterly as
needed. A standard template is used for documentation. Theacility reported
close monitoring of this process has identified some issues needing to be
addressed so that this process can be most effective, and actions being taken t
address these issues. The process holds promise for ensuring accuracy and
comprehensiveness of information, as well as for identifying changes of health
status that need to be reviewed with the IDT for decisions on treatments and
interventions.

There were areas in which assessments were fully compliant with requirements or
showed sigrificant improvement.

il

As reported in Provision L1, review of annual medical summaries for a sample ¢
individuals found that documentation practice was noted to be exceptional, with
the medical providers documenting physical assessments, and indicating sjifez
assessment and plansAn area of improvement needed was in documenting
action plans and clinical rationales.

As reported in Section M, annual and quarterly nursing assessments were foun
to meet requirements for a finding of substantial compliance.

Areas needing improvement remain.

1

As reported in Provision J6, there had been a slight improvement in completion
of CPEs in conformance to Appendix B format requirements, but approximately
one-third of CPEs still needed to come into compliance with thdbrmat. Of
sampled CPEs, diagnoses were not consistently justified by the evaluation.
However, the case formulation section of the CPEs had continued to improve.
As reported in Provisions K6 and K7, although psychological assessments for
most individuals included intellectual and adaptive assessments, in most cases
those were not current, so that it was not possible to determine whether those

As reported in Provision K5, there had been significant improvemaiin the use
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Assessment of Status

Compliance

of formal assessment practices to identify both identification of behavioral
function and relationships between mental illness and environmentally based
behavior. It will be important for additional improvement to occur.

As reported in Provison R2,communication assessments needed improvement
ET OEA EAAT OEZEAAOQEIT 1 &£ 1 AEAAOEOAO
abilities to communicate and promote the expansion of their skills. Additionally,
more input needed to be given with regards ttnow the strategies provided in
OEA AOOAOOI AT O AT O1I A AA AAOOAO ET OA
allowing for maximum generalization of skills.

Assessments irResponse to a Change of Status o B . .
The Facility had several processes in place tdiAT OE £ZU AEAT CA ET A

as to determine whether new assessments are needed.

il

As reported in Provision J7, the Facility had a protocol for change of status
evaluations. If a behavioral change is noted by the IDT the individual will be
given a Reiss Screen as part of the initial evaluation by the IDT psychologist. A
individuals who screen positive will be referred to psychiatry; individuals with
negative screens can still be referred, at the discretion of the IDPer the

Facility protocol,the oneidentified with a change of statugIndividual #758)
received a Reiss Screen and was referred to psychiatry for a CPE. As required
the CPE was done within 30 days.

The PreHospital Discharge Planning Meeting, usually attended by the Hosait
Liaison Nurse, primary care provider, RN Case Manager, PNMT members (ofte
the PNMT nurse and PNMT QIDP), habilitation staff, and other clinicians as
appropriate (refer to Provision M1 for a description of such a meeting for
Individual #84 observed by the Monitoring Team), provided an opportunity to
identify whether the reason for hospitalization, or the course of treatment
during hospitalization, indicated a change of health status for the individual. At
these meetings, risk ratings could be changed aradiditional assessments
assigned as needed.

As reported in Provision O1, the PNMT RN continued to conduct assessments
response to all changes in status and discussed these results during the PNMT]
meeting. Eight of eight individuals (100%) in Sampl©.1 were seen within five
days of their change in status or by the PNMT Nurse within five days of their
return from the hospital (but note that in an additional sample not related to
PNMT issues, as reported in Provision M1, the PNMT nurse assessed zero of
three individuals following hospitalization, resulting in a total of eight of 11, or
73%). Another method in which the PNMT was made aware of changes in stat

was through participation by the PNMT RN in the clinical morning report
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Use of information from assessments

meeting. Information fom this meeting was then brought to the weekly PNMT
meeting for further discussion and shared with the IDT as indicated if not
already done so.

Examples were found both of use of information from assessments and lacksuich use.
The Facility had implemented a process for meetings 15 days prior to the annual ISP
planning meeting as one way to improve review of assessments and their use in decisig
making. Examples of both use of information and of need for improvemeimcluded:

f

Although clinical staff routinely reported in interviews conducted as part of
records audits (see Provisions V3 and V4) that they used information from
assessments in making decisions about treatments, services, and supports, the
was also evignce that improvement was needed.

o0 Observations of the ISP annual planning meetings for Individuals #680
and #745,the ISP Preparation meeting for Individual #497, a 1&lay ISP
preparation meeting for Individual #613, found:

A The active record was presentt the meetings for Individuals
#680 and #745. Several IDT members brought assessment
information to the meeting for Individual #745 and referenced
it or shared information as needed. This was not noted at the
meeting for Individual #680, but the assessmet information
might have been present.

A At the 15-day meeting, most clinical information was provided
on the Integrated Risk Rating Form (IRRFyyhich included
health information and detailed behavioral data. There was
little discussion of the information.

A The Monitoring Team did not observe the record being present
at the meeting for Individual #497 (the record had been
provided for review by the Monitoring Team and was not
brought back for the meeting).

At the Grand Rounds meeting, extensive data amther information were
provided and discussed, including information from assessments of both health
and behavioral status. Information was provided on further assessments that
were planned, and discussion was held to identify whether other assessments
were needed, should be on a scheduled basis, or should be conducted as need
As reported in Provision S1, it was not clear from a review of individual records
and program documentation that the findings of the FSA had been effectively
used in the developmat of skill acquisition programs.

H2

Commencing within six months of

In the SelfAssessment, the Facility reported completing a review of medicalatjnoses of

Noncompliance
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the Effective Date hereof and with
full implementation within one year,
diagnoses shall clinically fit the
corresponding assessments or
evaluations and shall be consistent
with the current version of the
Diagnostic and Statistical Manual of
Mental Disorders and the
International Statistical
Classification of Diseases and
Related Health Problems.

a total 30 randomly selected individuals. For each individual with one of the following
diagnoses, thd~acility reviewed whether the diagnosis clinically fit corresponding
assessments/evaluations, based on specific criteria for the selected diaosis. The
Facility not only rated whether documentation was present, but also provided specific
clinical indicator data for each individual. In all cases, the Facility found the diagnosis
clinically fit corresponding assessments/evaluations.

The Facilty also did not report review of
Psychiatric diagnoses but rated the provision not in compliancdue to psychiatric
evaluations showing lack of consistent documentation following DSM standards

Monitoring Team findings

Medical diagnoses were consistenwith the ICD classification system. Of the individuals
reviewed, there were no indications that diagnoses were inconsistent with medical
assessments and evaluations. In particular, the use of clinical indicators of chronic heal
conditions provides docunentation of whether diagnoses were based on appropriate
assessments. For the most recent external medical audit assessed through the associg
clinical pathway for three conditions, as reported in Provision L2, there remained a neec
to improve compliance, but the external medical management review reported that care
plans contained detailed analysis of current problems.

Regarding psychiatric diagnoses,linically justified diagnoses were provided for four of
seven (5®0) individuals. That was an improvenent over past visits. Diagnoses and

diagnostic justification were also a part of annual updates afomprehensive psychiatric
evaluations (CPE). Six such evaluations were available, for Individuals #51, #220, #264
#346, #487,and #680. Diagnoses were jstified for five of six (83%) individuals.

DSM Diagnoses in the Clinical Record:he Monitoring Team reviewed the active
problem lists (APLS) for the 15 individuals in Sample J1All individuals had psychiatric
diagnosis or diagnoses in the Diagnostiand Statistical Manual IV format.For each of the
individuals in Sample J1, the Monitoring Team also compared the APL and the diagnos
listed in the Department of Psychiatry Database (chosen since the Facility indicated tha
was the most up to date diagosis). In eight of 15 (53%) there were differences between
the database information and the APLMost often the difference was the inclusion of one
or more diagnosis in one source but not the otherDifferences in cited diagnoses were
not limited to the APL and departmental databaseFor example, for Individual #51 the
APL from 4/24/14 cited Post Traumatic Stress Disorder (PTSD), the current database
cited PTSD and Brief Psychotic Disorder, the most recent CPE from 2012 cited PTSD a
Psychosis NOS,mal the most recent PBMC note cited PTSD and Schizophreniform
Disorder and Schizotypal Personality DisorderOverall, there remained a need to have
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an agreed upon diagnosis that would be used in the various sections of the record.

The overall quality of the newer CPEs was good but many older CPEs need to be
reviewed and their quality improved. That can be done in the course ofétannual
reviews of the CPEs that hdjust started. The Monitoring Team also found that in some
cases the diagnosis listed ithe CPE, the diagnosis listed in the department database, at
the diagnosis listed on the APL did not match. The likely reason for that continues to be
that for some individuals, up to four years have lapsed since the last CPE and changes
were made in thediagnosis during that period of time. At the time of the visit annual
reviews were in place for only six of 135 (4%) individuals. Now that annual reviews have
started the process of examination and review of diagnoses for older CPEs can procee(
an orderly manner.

Even for individuals for whom evaluations had been completed using the Appendix B
format, it was not consistently clear that diagnoses matched evaluation results. As
reported in Provision J6 for a sample of individuals for whom Appendix Bvaluations
were done during the review period,for four of seven (57%) individuals, the diagnoses
were justified.

H3

Commencing within six months of
the Effective Date hereof and with
full implementation within two
years, treatments and iterventions
shall be timely and clinically
appropriate based upon
assessments and diagnoses.

Timeliness of Implementation

The Selfassessment provided information on timeliness of assessments but did not
provide any information documenting review of timeliness of implementation of medical
treatments and interventions. The Seldssessment for Section K reported that 68% of
Positive Behavior Support Plans (PBSPs) were implemented within 14 days of receiving
consent (with an increase to 10% in June 2014 falving a training session) but did not
indicate the timeliness of drafting PBSPs and seeking consent. The @sessment for
Section O provided data from an audit of implementation and effectiveness of
intervention when an individual was discharged from he PNMT involvement an
excellent idea; it reported implementation and effectiveness monitoring were in place fo
20% of a sample of 10 individuals. The Se#fissessment for Section Q reported that
emergency dental care was provided as needed, and that pentive care was provided
as recommended by the dentist.

As reported in Provision L1, response to acute medical conditions remained timely.
Initial triage, clinical management, and followup through full resolution of acute medical
conditions was exemplay.

As reported in Provision K9Jack of consistency across tracking data made it impossible
to determine whether behavior interventions were implemented within 14 days of final
consent or approval.

Noncompliance
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As reported in Provision Q1, restorative treatments wee completed as clinically
indicated and, for the sample reviewed, within a reasonable period.

As reported in Provision O2, individuals who had a change of status related to PNM or
who returned from hospitalization were seen within five days. As needethe PNMT
made recommendations for actions and established timelines that reflected clinical
urgency. However, interdisciplinary teams (IDTs) did not consistently address the
recommendations. Following involvement of the Physical and Nutritional Managenmt
Team (PNMT) in development of plans to address PNM difficulties with referred
individuals, documentation was provided to confirm that only two of fourET AE OE A
plans reviewed (50%),showedaction plan steps had been completed within established
timeframes, or IPNs/monthly reports provided an explanation for any delays and a plan
for completing the action steps.

As reported in Provision P2, oneofsiE 1 AEOEAOAT 08 AEOAAO EI
Ei b1 AT AT OAA xEOEET om dkAooneras réguieEbkth® 1 AT 6
ET AEOEAOAIT 08 E Avbrit®difg Téad was Anaficdddetermidekrf e
remaining five individualsd B Weheliniplemented timely asthe Facility did not provide
OT/PT treatment plansthat indicated the referral date and treatment start date

A positive finding, and a significant improvement compared to the last compliance
period, was reported in Provision R3.For ten of ten individuals in Sample R.1 for whom
the IDT directed a revision in the communication dictionay (100%), the communication
dictionary was revised within 30 days.

Although there were examples of timely implementation of treatments and
interventions, there were examples in which these were not timely or in which the
Monitoring Team could not detemine (and the Facility could not track) whether these
were or were not timely.

Clinical Appropriateness
The Selfassessment reported that Physician, Nursing, and Psychiatry Quarterly

Assessments and Quarterly Drug Regimen Reviews showed or ensured treatmto be
clinically appropriate. No criteria, monitoring tools, or other information were provided
to describe how the Facility evaluated that these assessments and reviews determined
clinical appropriateness, or that there was intefrater agreement aboutthat.

As reported in Provision K9the quality of PBSPs had improved considerably, with gains
in most required components. However, some components still were still not
consistently addressed.
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# | Provision Assessment of Staus Compliance
As reported in Provision L1:
1 Clinical management of acuteanditions was exemplary.
1 The Facility ensured appropriate followup with medical consultants to address
the one case of malignancy diagnosed at the Facility.
1 For individuals diagnosed with recurrent pneumoniathe medical provider
assertively managed theacute case of pneumonia, through resolution.
1 Forindividuals diagnosed with osteoarthritis,there was lack of assertive clinical
follow -up.
Clinical appropriateness of treatment and interventions continued to improve, albeit not
yet to a level of substantil compliance for most clinical disciplines.
H4 | Commencing within six months of | Although the Facility, in its SeHAssessment, provided information only from the external| Noncompliance

the Effective Date hereof and with
full implementation within two
years, clinical indicators of the
efficacy of treatments and
interventions shall be determinedin
a clinically justified manner.

and internal medical audits for this provision and found noncompliance due to a need to
further review and trend clinical indicators, the SelfAssessment for Provision H2
included specific data from clinical indicators of several health conditions. The Facility,
through documents provided and databases presented for view, demonstrated both an
advanced establishment of clinical indiators as part of routine monitoring of care and
health status, and attention to those indicators when providing care to individuals and
identifying systemic areas of medical care to enhance. This was not as clearly
demonstrated for other clinical disciplines, although some examples were also evident.

Policy

DADS draft Policy 005 Minimum Common Elements of Care requires discipline leads to
identify clinical indicators to measure efficacy of treatments and interventions. RSSLC
Policy 131 Chronic Clinical hdicators establishes a process to identifjpased on review of
national standards and review of professional literatureglinical indicators of chronic
diseases and standards of care that medical providers are to follow except when an

ET AE OE A O Aetuded tailorkd\dk tBedi€al management. This policy also establishe
a requirement for a chronic disease database for each of the chronic conditions for whig
clinical indicators have been identified. The PCP is to enter data for individuals on their
caseload. Trend analyses are to be conducted through meetings with medical staff and
other clinical services to review the data, observe for trends, and develop action plans.

Use of Clinical Indicators for Individual Care and Treatment Decisions

The Facilty had developed, and provided to the Monitoring Team, clinical pathways for
the following conditions: diabetes mellitus, osteoporosis, seizure disorder, constipation,
hypertension, chronic kidney disease, chronic obstructive pulmonary disease,
gastroesofhageal reflux disease, Downs (sic) Syndrome, cerebral palsy, degenerative

spine disease, aspiration syndrome, anemia, dyslipidemia, pneumonia, sepsis,
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neuromotor/musculoskeletal disorder, and unintentional weight loss. Each of these
included information on diagnosis and on what should be observed and monitored. For
several conditions (where appropriate), specific data such as lab values, blood pressure
airflow limitation, or number of hospitalizations were listed as data required to be
monitored and reported. Many of the clinical indicators were listed in the last
compliance report for RSSLC.

The Facility provided databases, for review by the Monitoring Team, fatiabetes,
osteoporosis neuromotor/musculoskeletal,and pneumonia. These verified the datdo

be entered, and that the databases provided a number of useful reports based on clinic
indicators. These reports can provide rapid information on issues needing to be
addressed, whether individuals or systemic issues$n addition, the Facility provided
databases for both urinary tract infections (UTIs) and developmental disabilities
preventive screening.

Each of these databases was accompanied by a trend anayiscluding action plans, lists
of individuals diagnosedwith the condition, lists of individuals whose clinical indicators
were outside accepted range, and verificatiothat action plans were implemented.

Trend analyseswere substantive and thorough discussions that summarized the data,
provided analysis both of status systemically and ofpecific individuals who needed to
be addressed, discussed actions currently in process, and identified if other actions plaf
were needed.

This process had been in place and evolving for at least a year and a half. At this stage
data were routinely entered, trend analyses were well developed and led to actions, ang
there were extensive data over time for both individuals and Facilitaggregate health
status. In addition, as reported in Provisions L2 and L3, the data from the databases hg
been integratedinto the medical quality assurance process.

Outside of medical care and chronic health conditions (and some acute conditions such
as UTI), the use of clinical indicators had progressed but was not yet consistent across
clinical disciplines.

1 Asreportedin Provision O2, review of records of four individuals referred to the
PNMT foundfour of four (100%) contained the establishment and/or review of
individual -specific clinical baseline data to assist teams in recognizing changes
health status. Howeverzero of four (0%) contained measurable outcomes
related to baseline clinical indicators, including but not limited to when nursing
staff should contact the PNMT. The referral criteria identified a part of the
PNMT assessment were general and focused pramily on if pneumonia

reoccurred, and did not utilize baseline data to help develop indicators of
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change.

As reported in Provision O2 for individuals discharged from PNMT oversight,
fourT £ £ 0O ET AEOEAOAI 06 jpnnmbQqQ AEGAE
objective clinical data to justify the discharge However, zerol £ £ OO E
ISPA documentation and/or action plan (0%) included criteria for referral back
to the PNMT if they differed from the criteria included in the PNMT policy. While
criteria for referral were included as part of the PNMT assessment, the criteria
were primarily based upon reoccurrence of pneumoniaand not objective clinical
data that will proactively help the PNMT address concerns before they become
OEOE O1I 11A80 EAAI OES

As reported in Provision M5, Integrated Health Care Plans (IHCPs) consistently
identified appropriate clinical indicators to be monitored and the frequency. For
example, the IHCP for Infection #468 identifiedealistic and measurable
objectives, sufficientclinical indicators, and frequency for monitoring.

As reported in Provision K4, data collection methodologiedor targeted behavior
were found to be adequate for 80% of Positive Behavior Support Plans (PBSP)
reviewed, which was a substantial improvemenbver the previous monitoring
period. Data collection for replacement behavior were sufficient for 40% of
PBSPs, a decline since the last period.

As reported in Provision J4, although thé&acility reported that plans were in
place to reduce the need fortte pre-treatment sedation in 35 of 120 (29%) of
the pretreatment episodes that took place during the reporting period, the Self
Assessment reported that there was not yet a process in place to determine if
plans to reduce the need for preareatment sedation were implemented or if they
were effective.

As reported in Provision T1le, there was continued emphasis placed on the
identification of clinical indicators in the medical summaries to be used as
monitoring parameters to be included in the CLDP. It wodlbe advisable for the
other disciplines to provide similar monitoring parameters.

H5

Commencing within six months of | Similar to the findings in Provision H4, a process was in place to monitor health status f
the Effective Date hereof and with | individuals with chronic health conditions, but similar processes were not in place for

full implementation within two other health issues.

years, a system shall be established

and maintained to dfectively One basic process for monitoring health status of individuals is the process for annual
monitor the health status of clinical assessments (with additional assessments provided as needed). As reported in
individuals. Provision H1,assessments required to develop an appropriate ISP were still not

consistently completed in time for IDT members to review before the meetingBoth the
SelfAssessment for this provision and theable of Required Annual Assessments Filed

10 Days Prior to ISP Meeting for meeting dates of 4/1/14/30/14 documented a need

Noncompliance
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for improvement. In particular, medical assessments/Annual Medical Summaries were
not consistently provided timely. Dental assessments were consistently timely, and

Nursing, OT/PT, and Behavioral Services Assessments were generally timely but neede
improvement.

Chronic Care Review Process: A positive finding, as noted above, is the chronic care
process. The database facilitates tracking of quarterly monitoring of individuals with
chronic condition, and of indicators of health status to be assessed addcumented.
Physician Quarterly Review, using a standard template for documentation and requiring
physical examination, promotes frequent monitoring of the status of each individual.
Nursing quarterly assessments similarly ensure monitoring of health stats. As the new
process for collaborative quarterly nursing and PCP review is fully implemented over
time, this monitoring should be enhanced.

Audit tools for medical care for chronic health conditions included, where appropriate,
questions about whetherthe PCP discussed specific clinical indicators identified in the
Clinical Pathways. Thus, not only were clinical indicators of chronic health conditions
identified and expectations for PCP review established, but also there was a process to
audit a sampk of individuals to determine whether PCPs actually documented review of|
those indicators as part of their process of making decisions on care and treatment.

PCP IPNs provided by the Facility for several individuals with diabete$ndividuals
#153, #530,#613, and #680) included documentation in each IPN of specific clinical
indicators, including not only direct measures of diabetic control such as HbAlc and
blood glucose, but also measures of health affected by diabetes, such as BUN and
creatinine, and presence or absence of retinopathy.

The Facility needs to continue to develop the quarterly review process. As reported in
Provision L4, the Facilityhad not yet ensured implementation of quarterly assessments
of chronic medical conditions, such as osteo#ritis.

Reviews by other clinical disciplines: Across clinical disciplines, there was not consistel
monitoring of health status and of effectiveness of treatments and interventions.
1 Asreported in Provision O7TUAOT 1T £ OEA pc¢ ET AfedBAOD

and 0.2 (0%) contained evidence that the progress and status of individuals wit
0.- AEEEEAOI OEAO AT A OEA AEEAAOEOAI
AAGAA 11 TAEAAOEOA Al EI EAAT AAOA EA
plans, IPNs and data from the PNM related monitoring forms. QIDP monthly
reviews only stated if changes were made to the PNMP and provided no
information regarding status of the individual or if the individual had any issues
related to PNM.
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1 Asreported in Setion P, for individuals with PNMPs, there was little evidence
that their progress was reviewed and documented based on the action plan in
the ISP/ISPA at least monthly. For individuals in Samples P.1 and P.2, monthly
documentation from the OT and PT and/oQIDP did not include information
regarding whether the individual showed progress with the stated goal(s),
including clinical data to substantiate progress and/or lack of progress with the
therapy goal(s).

Monthly QIDP reviews: As reported in Provisioir2d, the QIDRMonthly Review process
was not consistently completed in a way that provided for meaningful evaluation of
progress, program revision or to support future plan developmentContent of the
reviews seldom provided meaningful evaluation of progess. In many instances, the
same comments were repeated from month to month without action.

The Facility had also recently modified its procedures to address ongoing issues of
timeliness of Monthly Reviews of the ISP by the QIDPThese new procedures equire
QIDPs to submit monthly reviews to the QIDP Coordinator and Service Coordinator whg
due, and tracking of delinquent reviews.

H6

Commencing within six months of
the Effective Date hereof and with
full implementation within two
years, treatments and interventions
shall be modified in response to
clinical indicators.

Policy

DADS draft Policy 005 Minimum Common Elements of Care would require that
OAEOAEDPI ET AO EAAT OEZLAU OAODIT OA 01 OOAAOQD
anA AT Al UUET ¢ OEA AAOA 1T AOAET AA EOI i OOH
policy had not yet been implemented, this requirement, if met, would comply with the
requirements of this provision. As reported above, medical services had identified
clinical indicators of chronic health conditions and was tracking and reviewing these for
individuals and trending them for the Facility. However, this was not consistently the
case for other disciplines.

Examples are provided throughout this report of modfying treatments and
interventions, including:
1 Asreported in Provision L1:
o Medical providers provide assertive triage, appropriate clinical
management, and followup through resolution of fractures.
o 4EA &AAEI EOUSO I AAEAAT pualiriége A A OC
clinical management, and followup through full resolution of acute
medical conditions.

Examples in which improvement is needed included:
1 As reported in Provision K4, progress was evident, or the program was modifieq

Noncompliance
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within three months of lack of progress, for 60% of sampled programs (an
improvement compared to the last compliance period). For the remaindett,
was not possible to determine if changes were attempted or if those changes
were evidence basedlue to lack of markers or indicabrs of treatment changes
on graphs.

1 Asreported in Section P and above in Provision H&onthly documentation
from the OT and PT and/or QIDP did not include information regarding whether
the individual showed progress with the stated goal(s), including dtiical data to
substantiate progress and/or lack of progress with the therapy goal(s).
Therefore, the Monitoring Team (and the Facility) could not determine whether
treatments and interventions were modified in response to clinical indicators.
Evidence wa not provided to indicate such modifications occurred.
Furthermore, as reported in Provision O2, following involvement of the Physical
and Nutritional Management Team (PNMT) in development of plans to address
PNM difficulties with referred individuals, documentation was provided to
confirm that only two of four ET AEOEAOAIT 06 D1 AHowedaothid B
plan steps had been completed within established timeframes, or IPNs/monthly
reports provided an explanation for any delays and a plan for completgthe
action steps.

1 Asreported in Provision C7, record$or three of five individuals reviewed (60%)
reflected documentation of a timelyindividual support plan addendum (ISPA
following each episode in which the individual experienced more than three
applications of restraint in a rolling 30-day period. For the other two
individuals, ISPAs did not occur until additional restraints had continued to
occur.

For the Facility to ensure that treatments and interventions are consistently modified in
response b clinical indicators, two conditions must be in place. First, clinical indicators
to measure progress of treatments and interventions must be identified; then, regular
review must be conducted, with frequency based on risk associated with lack of progees
and on the time that treatment effect is likely to occur, but at least monthly. To progress
toward substantial compliance, the Monitoring Team recommends the Facility build on
the processes developed by Medical Services and ensure initial steps takertreck QIDP
monthly reviews are assessed for effectiveness and either continued or revised as
necessary.

H7

Commencing within six months of
the Effective Date hereof and with
full implementation within three
years, the Facility shall estalith

DADS draft Policy 005 Minimum Common Elements of Care addresses several require
of this Section, particularly those regarditgvelopment and use of clinical indicators, but |
not yet been implementedADS Policy 004.2: Individual Support Plan Procadslresses
requirements for assessment timeliness.

Noncompliance
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and implement integrated clinical
services policies, procedures, and
guidelines to implement the
provisions of Section H.

The Facility had developed numerous policies that included requirements fantegrated
clinical services. As reported in Provision Gihe newly implemented (and, as yet,
unnumbered) Integrated Clinical Services Policy guides integrated clinical services and
includes a list of 40 current facility policies that include a compon& requiring
integration. The Facility provided 46 policies related to specific areas, including
committees and areas of care, that addressed or required integrated services in some
manner. For example, Policy 1.00a Medical Services requires the PCP tarsh
consultation recommendations with the IDT, when applicable. Policy 144 The Morning
Report guides the meeting and identifies the numerous disciplines that will be
represented at the meeting. The requirements for integrated services are small section
of these policies. Still, additional examples in which integration was built into policies
provided an indication that the Facility seeks to ensure integrated planning occurs.

RSSLC Policy F.04 Individual Support Plan Process included requirements for céetipn
of assessments.

RSSLC Policy 1.31 Providing Health Care Services: Chronic Clinical Indicators guides th
development and use of clinical indicators for chronic health conditionsThe procedures
for chronic care clinical pathways were a positive &p to promote use of clinical
indicators and recommended practices. The Facility provided no similar policy that
provided guidance to all disciplines on requirements for clinical indicators; the draft
DADS policy could provide an initial outline for sucta policy.

To achieve substantial compliance, the Facility should ensure that policies and process
to meet the requirements of this Section address all clinical services, and not only
medical services. To address all provisions of Section H, such a ppkhould address the
development and use of clinical indicators, and how those indicators will be used for
integrated clinical decisionrmaking as well as for decisions by specific disciplines.
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SECTION I: AtRisk Individuals

Each Fadity shall provide services with
respect to atrisk individuals consistent
with current, generally accepted
professional standards of care, as set
forth below:

Steps Taken to Assess Compliance:
Documents Reviewed:
RSSLC Section | Sedksessment 8/12/14
RSSLC Section | Action Plan 8/11/14
RSSLC Section | Presentation Book
DADS AtRisk Policy 006.1 12/7/12
RSSLC Policy 1.08 ARisk Individuals 6/6/14
RSSLC Policy K.01 Physical and Nutritional Management (rev: 5/15/14)
7. RSSLC Policy K.07 PNMP Training and Mioring Policy (rev: 6/6/14)
8. RSSLC Policy K.12 Departmental Quality Assurance Plan (11/1/13)
9. RSSLC Policy D.23 Using Bed Rails (5/8/13)
10. Record or partial record review:
0 Sample O.1: Individuals #84, #192, #340, #429, #442, #523, #649 and #666
1 Sample O.2individuals #106, #325, #463, and #621
1 Sample O.3: Individuals #73, #159, #169, #173, #352, #500, and #553
1 Sample O.4: Individuals #57, #1009, #125, #138, #142, #169, #173, #180, #259, #268, #302,
#384, #386, #413, #458, #477, #484, #501, #512, #515, #525#526, #551, #589, #597, #661,
#666, #701, #753, #789, and #791
11. Records reviewsfor compliance analysis for Individuals #468, #499, #716, #66, #173, #107, #442,
#666, #621, #192, #523, #649, #475, #179, #368, #623, and #151
12. Integrated Risk Rating Form(IRRF)and accompanyingntegrated Health CarePlan (IHCP)for
Individuals #499, #468, #66, #82, #248, #399, #107, #173, #321, #716, #157, #225, #73, and #787
13. List of individuals supported with bedrails 7/31/14
People Interviewed
Leroy Thompson, QIDP Coordirtar, Section Lead
Angela Hernandez, Program Compliance QIDP
Charlotte Dalton, QIDP
Kristina Sheets, Director of Residential Services
Ping Law OTR Habilitation Therapies Director
David Taylor OTR PNM OT
Brandie Rabe PNMT SLP
Jean Cuevo PNMT PT
. DCPs (San Aminio, Trinity, Leon, Three Rivers and Four Rivers)
Meetings Attended/Observations:
1. ISP Meeting for Individuals #745
2. ISP PreparationMeeting for Individual #613
3. Mealtimes and Transitions (Four Rivers, Three Rivers, Trinity, San Antonio, Leon)

oA~ wWNE

Nk WNE

Facility Self-Assessment:
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The Facility submitted a SeHAssessment for Section I. In its Seffssessment, for each provision, the
Facility had identified: 1) activities engaged in to conduct the selssessment; 2) the results of the self
assessment; and 3) a sklating.

For Section I, in conducting its selassessment, the Facility:

A Used monitoring and/or audit tools.

Reported that it examined a sample of 40 Integrated Risk Review Forms (IRRFs)
Reported that it reviewed a sample of 23 Action Plans

Reported that it reviewed policies

Reported that it reviewed staff training records

Reported that it reviewed bedrail use and associated risk

> > > >

The SelfAssessment did not indicate the methodology for selecting the documents referenced above, the
methodology for the review of data, who conducted the review of the documents/data.g.,discipline staff,
QA staff, or both)or whether or not there were written instructions or guidelines associated with the
review of data to ensure consistencyThe Facility did report oninter -rater reliability for Provision 1.1.The
-TTEOT OET ¢ 4AAIl AT OIA 1T1 0 AARAOAOI ETA xEAOEAO OEA
was or was not sufficient to determine compliance with the Settlement Agreement.

As noted in the last report the Facility SelfAssessment for Provision 1.3 again did not address the substang
of Provision 1.3 (establish and implement a plan within 14 days, including preventive interventions to
minimize the condition of risk). The selfassessment for Provisia 1.3 addressed only bedrail use. This was
identified as an issue in the last two reports by the Monitoring Team and had not been corrected.

The Facility Self{Assessment did not address outcomes or clinical indicators related to Section | and did n
present data in a meaningful or useful way, reporting primarily only on the presence or absence of data o
a particular form. Qualitative selfassessment was not present.

The Facility rated itself as being in noncompliance with the three Provisions in SectionThis was )
Al T OEOOAT O xEOE OEA -TTEOIOEITC 4AAT 860 EET AET CcO4

The Facility also provided as part of its selassessment an Action Plan that reported actions being taken tq
achieve compliance. Actions were reported as complete or process The Facility data identified areas of
needed improvement but the Action Plan described action steps to address these needed improvements
CAT AOAT AT A 1T OGAOI U AOT AA OAOI 68 &I O A@Ai PI Ah Oi
Additionally, the Action Pln did not address any of the necessary components within Provision I'Bhe
Action Plans did not contain sufficiently targeted steps that would likely lead to compliance with this
Section of the SA.

For those Provisions determined to be in noncompliancbky the Monitoring Team the Facility should
examine its Action Plan and make appropriate modifications. Many of the Action Steps appeared to be
relevant to achieving compliance, but the Facility should also define the provisiespecific outcome and
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processimprovements it hopes to achieve as a result of these Action Steps as well as how accomplishme
will be measured. The Facility should determine the priorities for action for the next six months, complete
analysis of where they are now and what they neeatdo, and develop (and implement) a detailed
sequential plan to accomplish the priorities.

30iTAoUu T &£ -TTEOI 080 ! OOAOOI AT Ogq

4EA &AAEI EOQUBO A&EEI OO0 O1 11 O6A O xAOAO Al i Pl EAIT
progressed in some areas and ggessed in othersFor example, a reported in Provision 1.3 for eight
metrics assessed by the Monitoring Team Facility compliance scores improved in five instances (63%) ar]
regressed in three instances (37%).

The statewide risk assessment procedure, whit guidelines for rating risk, was in use at the Facility. The
Facility policy for implementation of the Statedirected at risk policy had been revised as recently as June
2014.

The Facility had implemented or refined several administrative processes sintke last review, most
TTOAAT U OEA EI Pl Al AlIgSPAr@dinhgito rdvidy the IRRP and UM @8tAf redpaddible
for implementing various aspects of the ARisk policy demonstrated an improved understanding of risk
assessment policies and preedures.

4EA &AAEI EOQUBO 1 AT ACAI AT O OUOOAIT  GbeingashalriskGHl MtkedE 1
consistency in implementation although improvement in many areas was noted.

Training of staff involved in risk identification activity and of IDTs responsible for the development of risk
action plans continued While improvement in some compliance scores was noted many compliance score
remain at an unacceptable level.

Although there remained some lack of clarity about data presented iiscussion of risks, IDTs were for the
most part incorporating clinical data and indicators into the risk assessment process. Nevertheless,
interdisciplinary discussion of clinical data was, for the most part, not evident.

Plans to address risks were gerrally established and implemented timely. The quality and
comprehensiveness of these plans need continuing improvement, including better integration between all
appropriate disciplines and clear objectives to allow measurement of efficacy.

Provision

Assessment of Status Compliance

Commencing within six months of
the Effective Date hereof and with
full implementation within 18
months, each Facility shall

4EA &AAEI EOUBO 1 AT ACAI AT O OUOOAI OGbeingstall Noncompliance
risk was improved but still lacked consistency in implementation. Data associated with
this is reported in Provisions I.2 and I.3 Additional examples from Sample 0.2 are

reported in detail in Section O of this report. When asked what the biggest obstacle was
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implement a regular risk screening,
assessment and management
system to identify individuals
whose health or weltbeing is at
risk.

OAl AGAA O1 AAEEAOEIT C ATi bl EATAA xEOE 3A
services as opposed to integration of fADAOx T OE68 )1 EOO 1 AOO
reported on problems with significant risks not being identified, and PNMT
recommendations finding their way into IHCPs and ISPBuring this review
improvements were noted in both areas. Refer to Provisio®.1 and O.2 for specific
examples.

The statewide risk assessment procedure, with guidelines for rating risk, was reported t
be in use at the Facility. The Facility policy had been updated effective 6/6/14. This
update provided additional detailed requirements associated with IDT responsibilities
regardingtheatOE OE DOT AAOOh DPAOOEAOI AOI U EI bi A
AAU | AAOET ¢80 4EEO xAO A 1 AARAOGET ¢ 1T &£ OEA
for the purpose of reviewing the IRRRand discussing and agreeing on recommended
changes. The Facility reported that the intent of the 15 day meeting was to focus on
clinical review and inter-disciplinary collaboration in assigning risk levels leading to the
development of the Integrated Heah Care Plan (IHCP)anddeveloping, where
appropriate, clinical indicators and the type and frequency of monitoring of clinical
indicators. The Monitoring Team had an opportunity to observe a 15 day meeting for
Individual #613 during the review. While the Facility is to be commended for initiating
this process the outcome from the one meeting observed by the Monitoring Team was
disappointing. For nearly all risk categories the review consisted of a reading of the text
on the IRRF (which could have been eal by IDT members prior to the meeting since
these data were posted on ahare drive) followed bythe Q¢ 0 AOEET Ch 00/
discussion and deliberation was not present for most risk categories. The greatest area
IDT discussion was in regard tahe Individual® significant plannedweight loss and
issues related to achieving compliance with getting to medical and dental appointments
4EA )T AEOGEAOAI 80 OAAT OA xAO OAisdidsddonyA £A
twice. In the behavioral healh portion of the meeting the IRRF noted regression in
targeted behaviors. There was no discussion or observation as to whether or not this
may be attributed to reactions to the strict diet the Individual was on in order to lose
weight.

The Monitoring Teamalso had the opportunity to observe the ISP meeting for Individual
#745. The Monitoring Team noted very little interdisciplinary clinical discussion. In this
case, however, the IDT did use the Risk Level Guidelines and supporting clinical data, i
designating risk levels appropriate to each category of risk.

The Facility reported several administrative initiatives that it felt had strengthened its
ability to identify change in status in Individuals and react timely and appropriately.
These included:

1. Faciity level morning medical meetings twice a week.
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2. Unit level daily meetings with RN Case Managers.

3. IMRT review of injury and hospitalization reports.

4. QIDDP participation in hospital discharge planning/Facility infirmary
admissions.

Additional training of staff involved in risk identification activity and of IDTs responsible
for the development of risk action plans had occurred since the last review. This had
mixed results indicating ongoing training was still needed. As reported in Provision 1.3,
there were improved compliance scores in five areas and lower compliance scores in
three areas.

individuals whose health or welltbeing is at risk was not always producing reliableand
valid results. Some examples were:
1. Individual #442 was identified as being at a low risk of choking and medium risk
I £ EAIT 1 08 YT AEOEAOAT nNtt1¢d80 11 AEIE
gait, decreased awareness of surroundings and 16 falls the past twelve
months, but risk for this individual was only listed as medium risk. Individual
NMtt¢gdO 1 AAIT OEIi A0 xAOA AEAOAAOAOEUAA
choking event on 6/12/14, yet the Individual was only listed as being at low k.
Based on the information provided, the Monitoring Team felt that the risk scores
did not accurately reflect the risk score.
2. Individual #72 had 24 falls over the past six months but was not rated as being
at a high risk for falls.
3. Individual #174 had nine falls over the past six months but was only rated as
being at a low risk for falls.
4. Individual #561 had 11 falls over the past six months but was only rated as
being at a low risk for falls.
5. Individual #718 had 12 falls over the past six months butvas not rated as being at a
high risk for falls.

Some of the compliance scores reported in Provision 1.2 and 1.3 had improved from that
noted in the last report by the Monitoring Team but many still remain at an unacceptablé
level. Some of the compliancscores reported in Provision 1.2 and 1.3 had regressed fron
that noted in the last report by the Monitoring Team. A regular risk screening,
assessment and management system used to identify individuals whose health or well
being is at risk should produceconsistently reliable and valid results.

Based on this review this Provision was not in compliance. Provisions |.2 and 1.3 must b

ET OBAOOAT 6EAI Aiipi EAT AA O AAiT1O000AQ

screening, assessment and managemt system to identify individuals whose health or
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Provision

Assessment of Status

Compliance

well-being is at risk.

Commencing within six months of
the Effective Date hereof and with
full implementation within one year,
each Facility shall perform an
interdisciplinary assessmentof
services and supports after an
individual is identified as at risk and
in response to changes in an atisk
ET AEOEAOAT 80 Al
by established at risk criteria. In
each instance, the IDT will start the
assessment process as soon as
possible but within five working
days of the individual being
identified as at risk.

y

Review of seven records for individuals determined to have had a change in condition
meriting risk assessment review by the IDT (Individuals #66, #442, #666, #621, #192,
#523, and #648) showed there was documentation that the IDT started the assessment
process as soon as possible but within five working days of the individual initially being
identified as at risk for all seven (100%). This was consistent with the 100% complige

score reported in the last review by the Monitoring Team. This was also consistent with
data reported in Provision O.1.

Based on a review of records of a sample of six individuals (Individuals #468, #499,
#716, #66, #173, and #107) for whom assessmesthad been completed to address the
ET AEOEAOAI 086 AO OEOE Al 1 AE OE hursibgassésentzdt o
assist the team in developing an appropriate plan. This compares to the 50% compliang
score reported in the last review by the Mortoring Team. Those that did not included
Individuals #716, #173, and #107. The nursing assessments for these three Individuals
were either not thorough, did not reflect interdisciplinary review and discussion, or did
not include sufficient clinical data that could have led to productive review, discussion,
and decisionmaking. For example, Individual #716's clinical data revealed a cleft palate
and hair lip which was not taken into consideration in rating risk for aspiration.
Additionally Individual #66 cli nical data revealed a genetic disorder (neurofibromatosis)
which was not addressed in the Individuals Integrated Health Care Plan (IHCP). Refer t
Section M for additional information.

Based on a review of records of a sample of six Individuals (Individis#442, #666,
#621, #192, #523 and #649) for whom assessments had been completed to address th
ET AEOEAOAI 686 AO OEOE AT 1 AE O mpliydicalland AritoAal j
managementand/or OT/PT assessment to assist the team in developinghappropriate
plan. The exception was for Individual #666. In this case the Individual was
recommended for a diagnostic procedure (swallow study) which was never carried out.
This compliance score of 83% compares to the 100% compliance score noted in thstl
review. Refer to Section O for additional information.

Based on a review of records of five individuals (Individuals #475, #179, #368, #623,
and #151) with polypharmacyrisk ratings, for whom assessments had been completed
01 AAAOAOO GEriék canbitiols OfBuh B0%) idcfuded an adequate risk
assessment to assist the team in developing an appropriate plan. The exception was fo
Individual #179. This compliance score of 80% compares to the 100% compliance scors
noted in the last review. Rfer to Section J for additional information.

In summary for the four metrics noted above in one the compliance score remained at

Noncompliance
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Provision

Assessment of Status

Compliance

100%, in one the compliance score did not improve (remained at 50%), and in two the
compliance score regressed from that nowin the last review by the Monitoring Team.

Based on this review this Provision was not in compliance because only 12 of 17 (71%)
Individuals reviewed by the Monitoring Team had adequate risk assessments complete
This compares to the compliance scoref@3% reported in the in the last review.

Commencing within six months of
the Effective Date hereof and with
full implementation within one year,
each Facility shall establish and
implement a plan within fourteen
AAUO 1T £ OHzAtiomiorAl |
each individual, as appropriate, to
meet needs identified by the
interdisciplinary assessment,
including preventive interventions
to minimize the condition of risk,
except that the Facility shall take
more immediate action when the
risk to the individual warrants. Such
plans shall be integrated into the
ISP and shall include the clinical
indicators to be monitored and the
frequency of monitoring.

The Facility selfassessment for Provision |.3 addressed only the single issue of bedrail
use andbedrail safety. In this regard the Facility had aggressively assessed bedrail use
and developed alternatives for many Individuals, As a result the number of Individuals
using bedrails had decreased from 106 to 75 since the last review. Very impressive.

The substance of Provision I.3 was not selissesgd by the Facility. The Monitor Teams
findings were:

Based on a review of 17 records of risks for 17 individuals determined to be at risk,
(#468, #499, #716, #66, #173, #107, #442, #666, #621, #192, #523, #89, #475, #179,
#368, #623, and #151), there was documentation that the Facility:

T %O0AAI EOGEAA AT A EIi Bl Al AT OAA A bl Al
finalization, for each individual, as appropriate, in 15 (88%)) cases. Records th
did not contain documentation of this included Individuals #66, and #179. This
compares to the compliance score of 73% reported in the last review.

1 Implemented a plan that met the needs identified by the IDT assessment in 12
(71%) cases. Records that did not contain documésttion of this included
Individuals #621, #179, #716, #66, and #173. This compares to the compliance
score of 87% reported in the last review.

1 Included preventative interventions in the plan to minimize the condition of risk
in 12 (71%) cases. Records thalid not contain documentation of this included
Individuals #621, #179, #716, #66, and #173. This compares to the compliance
score of 67% reported in the last review.

1 When the risk to the individual warranted, took immediate action in seven of
nine (78%) cases. Records that did not contain documentation of this included
Individuals #179 and #621. This compares to the compliance score of 100%
reported in the last review.

1 Integrated the plans into the ISPs in 14 (82%) cases. Records that did not
contain documentation of this included Individuals #179, #621, and #66. This
compares to the compliance score of 67% reported in the last review.

1 Inseven (41%), the plans showed adequate integration between all of the
appropriate disciplines, as dictated by the inE OEAOAT 80 1T AAAOS8
not contain documentation of this included Individuals #716, #66, #107, #179,

Noncompliance
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Assessment of Status

Compliance

In summary, for these eight metrics Facility compliance scores improved in five instance
(63%) and regressed in three instances (37%).

Additionally, as reported inProvision O.2 recommendations by the PNMT for those
Individual in Sample O.2 were not addressed/integrated in the ISPA, Action Plans, IRRF
and IHCPs.

Further information on the Individuals referenced in this Section of this review may be
found in Sectons J, M, and O of this report.

Based on this review this Provision was not in compliance.

#442, #666, #621, #192, #523, and #649. This compares to the compliance
score of 53% reported in the last review.

In eight (47%) appropriate functional and measurable objectives were
incorporated into the ISP to allow the team to measure the efficacy of the plan.
Records that did not contain documentation of this included Individuals #716,
#66, #107, #179, #666, #523, #173, #368, and #649. Thismnpares to the
compliance score of 0% reported in the last review.

Included the clinical indicators to be monitored and the frequency of monitoring
in 12 (71%) cases. Records that did not contain documentation of this included
Individuals #179, #368, #623,#151, and #66. This compares to the compliance
score of 60% reported in the last review.
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SECTION J: Psychiatric Care and
Services

Each Facility shall provide psychiatric
care and services to individuals
consistent with current, gererally
accepted professional standards of care,
as set forth below:

Steps Taken to Assess Compliance:
Documents Reviewed:

abrwnpE

13.

14.

15.

16.

17.

18.

. RSSLC psychiatry audit tool (seven items)
. A description of RSSLC use of Reiss Screen
. An alphabetical list of all individuals who receive psychiatric aa, including the current psychiatric

RSSLC SeHssessment 08/12/2014

RSSLC Action Plans 08/11/2013

Presentation Book for Section J

DADS Policy and Procedures 007.3 Pgyatry Services 5/01/2013

RSSLC Policy and Procedures: Psychiatry Services 1.00d (policy revised 08/30/2011 with additional
guidelines provided 09/13/2012)

RSSLC Procedures for Psychiatry Services 9/13/12

RSSLantegrated Neurology Clinic Policy 4/17/12

DADS QA J Tool 001

RSSLC nursing audit tool for review of safety monitoring during prereatment sedation

diagnosis, the name of the treating psychiatrist, the psychotropic medications given to the individual,
and the date of the most recent Comprehensive Psychiatric Evaluation (CPE)

Since the last visit, minutes of the RPdrmacy and Therapeutics Committee (P&TC), and the committee
that addresses polypharmacy

A list of individuals prescribed intra-class polypharmacy and interclass polypharmacy, including the
TAITAG T £ i AREAAOGET T O POAOGAOEAAA AT A AAAE | AAE
A separate list of individuals for whom each of the following are prescribed
Anticonvulsant medications being used only for psychiatric indications
b. Anticonvulsant medications being used only for neurological indications

c Anticorulsant medications being used for both neurological and psychiatric indications
c Lithium

d. Tricyclic antidepressants

e. Trazodone
f.

g

h

i.

j-

o

Beta blockers being used as a psychotropic medication
Clozaril/clozapine
Mellaril
Reglan
Anticholinergic medications
k. Benzodiazepines
A list of individuals who have medical support plans and dental support plans to reduce the need for
pre-treatment sedation
The number and percentage of individuals who had dental procedes, who also received pre
treatment sedation (oral or total intravenous anesthesia [TIVA])
For the past six months, an alphabetical list of individuals who have received pteeatment sedation
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25.

19.

20.
21.
22.
23.
24,

medication or TIVA for medical or dental procedures that incldes the date the presedation was
administered, the name, dosage, and route of the medication, and an indication of whether a planis i
place to minimize the need for the use of préreatment sedation medication

A list of all individuals screened for Tardve Dyskinesia with Dyskinesia ldentification System (DISCUS
evaluations

A list of all individuals screened with Monitoring of Side Effect Scale (MOSES) evaluations

A spreadsheet with results of the most recent administration of DISCUS and MOSES evalnatio

#1 PEAO 1T £ $)3#53 EI O0I O ATTA 1T 0A0 OEA PAOGO UAA
Copy of the Active Problem Lists (APL) for each individual diagnosed with Tardive Dyskinesia
Sample J1: Case reviews for individuals considered by the Facility to be stabietheir current
psychotropic medication, individuals who have been prescribed new medications due to clinical
difficulties, and individuals with various kinds of polypharmacy regimens (including some whose
polypharmacy is being challenged). These weradividuals #25, #39, #74, #76, #101, #151, #179,
#192, #200, #235, #320, #368, #475, #623, and #723. Materials reviewed were:

Social History

Most recent Comprehensive Psychiatric Evaluation (CPE)

Most recent Annual Psychiatric Review/ Annual Psychotrogi Medication Review

Two most recent Psychiatric and Behavior Management Clinic (PBMC) notes

All Psychoactive Medication Treatment Plans (PMTP)

Most recent Positive Behavior Support Plan (PBSP) and Structural and Functional Behaviora
Assessment (SFA)

Most recent Individual Support Plan (ISP)

Most recent Annual Medical Summary

Most recent APL

All Psychiatric Medication Reviews for the past six months

All MOSES and DISCUS side effects screenings for the past six months

All Quarterly Drug Regimen Reviews (QRRs) for the past six months

Most recent Health Risk Assessment Rating tool and team meeting sheet

If the individual is assessed at high risk on the basis of polypharmacy or challenging behavio
copy of the plan to reduce risk (ISP addendum)

Medical and/or dental plans to increase cooperation/participation and reduce the need for
pre-treatment sedation

Most recent Annual Nursing Summary

Most recent Neurology Consultation

Informed Consent (IC) for medications

Most recent Human Rights Committee (HRC) rewieof psychotropic medications

Sample J2Individuals who had episodes of medical restraint. To review each episode for safety durin
the procedure, materials reviewed includednedical orders; physician specified monitoring schedules,
restraint checklists, pre and post sedation nursing checklists, integrated progress notes (IPNs), and
dental clinic notes that documented medical monitoring for safety during the procedures. Each episoc
was also reviewed for plans to minimize the need to use medical restraimnaterials reviewed included
individual ISP and ISPA information regarding the need for prgeatment sedation and the
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development and implementation of such plans, including completed data sheets if a program was
developed and implemented. Episodes oestraint were for Individuals #751, #791, #456, #142,
#598, #535, #3809, #623, #798, #223, #612, #758, #526, #588, #399, #502, #220, and #785.

26. Sample J3Individuals who took seizure medications for both neurological and psychiatric indications:
Individual s#101, #140, #561, #623, and #630

27. Individuals admitted since the last visit. These were Individual#85, #153, #306, #343, #350, #395,
#458, #527, #737, #749, and #795.Materials reviewed includeda copy of the Reiss Screen
(administration and scoring), CPE (if done) a copy of the medical examination done on admission, th
Integrated Risk Reduction Form (IRRF) and Integrated Health Care Plan (IHCP)

28. All Individuals who had a behavioral change of status evaluation. Materials reviewed included Reiss
Screen, background information on the reason for the change of status evaluation (IPNs and other
documents), and any CPEs that were done as a result of the evaluation. There was one such evaluat
for Individual #758.

29. All Psychotropic Medication Treatment Pans in place at the time of the visit. There were two, for
Individuals #192 and #623.

People Interviewed:

1. Tran Quan, DO, Medical Director

2. Babu Draksharam, MD, Contract Psychiatrist

3. Hugh Pharies, MD, Contract MD

4. Erica Johnson, Behavioral Health Speciali$t

Meetings Attended/Observations:

1. ISP meeting for Individual #680, on 08/26/2014

2. Grand Rounds, conference regarding Individual #737, 08/27/2014

3. Behavior Support Committee meeting, 08/27/2014

4. PBMC Clinic, 08/28/14

Facility Self-Assessment:

The Facilitysubmitted a SelfAssessment for Section J. In its S#{Esessment, for each provision, the
Facility had identified: 1) activities engaged in to conduct the selssessment; 2) the results of the self
assessment; and 3) a selfating. The current SeHAssessment reported on the activities engaged in to
conduct the selfassessment, provided the results of the selssessment, and finally provided a Facility
SelfRating for compliance.

The Self Assessment reported that the Psychiatry Department reviewedcords of 134 individuals
supported by psychiatry for the presence of services by a boatckrtified or board eligible psychiatrist.

That was present for 134 of 134 (100%) individuals. Appendix B psychiatric evaluations were present fo
89 of 134 (66%) o those individuals.

The Facility also reviewed a sample of 18 of 134 (13%) records for the presence of diagnoses that were
clinically justified. That was reported to be present for 18 of 18 (100%) individuals. The Facility also looke
for a justified link between the clinical diagnosis made and the medication used for treatment. That was

present for 18 of 18 (100%) individuals. Another Facility review of 15 records showed that 11 of 15 (75%
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had a current PBSP. Facility review of prereatment sedationshowed that there was no documentation to
determine if plans or strategies to reduce the need for the pretreatment were in place. Review of Reiss
screening showed that all admissions during the review period had been screened. Monthly polypharma
meetings were conducted as required. MOSES and DISCUS were completed, but signatures were not sig
in a timely manner. Neurology clinic integration with psychiatry continued with input from the PCP and
pharmacist.

During the visit the Monitoring Team learred from the Quality Assurance (QA) Department about ongoing
record audits that were completed by the QA and Psychiatry Departments. The audit used the DADS QA
tool JOO1. The tool consisted of 34 inquiries that addressed Provisions J2, J3, J4, J6, J9, J&0, J11, J12,
J13, J14, and J15. All items enquired about the presence of items in the record that were important for
compliance with the Settlement Agreement (SA). There were 10 audits completed by the QA Departmen
(external audits) and ten by tke Psychiatry Department (internal audits). For the period reviewed, the
Facility reported a level of compliance that ranged from 46% to 95% for the internal audits, and 49% to
64% for the external audits. The level of agreement between the internal audithat were validated by
1180 A@OAOT Al AOAEOO xAO uxs8pthbs 4EAO xAO Al H
agreement noted for the last review but is not adequate to substantiate that items are observable and are|
defined adequately to ensurevalid observation. Overall, the Monitoring Team was encouraged by the
&AAEI EOUBO OOA T &£ AAOA ET OEA 3A1 £ ' OOAOOI AT Oh
Department should have been included in the Selssessment.

The Facility dso provided as part of its seHassessment an Action Plan that reported steps taken or planng
to achieve compliance. The Action Steps appeared to be relevant to achieving compliance, and they defi
the provision-specific outcomes the Facility hoped tachieve as a result of these Action Steps as well as
how they will be measured. In many cases the Action Steps listed by the Facility were very broad and
sometimes they simply restated the problem that needed a remedy. For example, although the Facility
acknowledged in the SeHAssessment the need for plans to reduce the need for the pretreatment sedation
(see above) the relevant Action Step stated only that plans were to be developed. That was too broad ar
did not guide IDTs to specifics that could benonitored in an ongoing manner by Facility leadership, for
example the QA/QI council.

The Facility should determine thepriorities for action for the next six months, complete analysis of where
they are now and what they need to do, and develop (and irfgment) a detailed sequential plan to
accomplish the priorities. This would change the focus of the Action Plans from measuring inputs and
outputs to one that would allow the Facility to determine if the Action Plans were producing the requisite
outcomesfor compliance. Additionally, it might be helpful for the Facility Action Plan to include the Action
Steps that would be implemented to address the reasons for noncompliance. That could further the
integration of the SelfAssessment and Action Plan docuemts, such that staff could visualize the results of
the selfassessment, and address any identified deficiencies and the measurable outcome intended to be
achieved.

For provisions that had been found in compliance, the Action Plan for Section J includediions to maintain
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compliance. It was valuable for the Facility to recognize and act on the need to maintain compliance, and
implement actions to prevent decline in performance.

The Facility selfrated for continued compliance with Provisions J1, J97, J11, and J15. The Monitoring
Team concurred.

30T AoUu T &£ -TTEOI 080 ! OOAOQOI AT Og
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duty. In his absence, psychiatric staffing was maintained hiyo contract psychiatrists who worked under
the guidance of the Medical Director. Individuals who required comprehensive psychiatric assessments
continued to receive them, and psychiatrists started to do annual reviews of those assessments. Reiss
Screenprocedures remained in place for new admissions and for change of status evaluations. Planned
introduction of Psychoactive Medication Treatment Plans (PMTPs) to help link diagnoses, treatments, an
monitoring for efficacy was delayed. The Facility remaied in compliance with Provisions J1, J5, J7 and J1|
but no additional Provisions came into compliance.

Findings for each Provision of Section J were:

Provision J1: The Facility employed two psychiatrists, each of whom had the required qualificatioasd
experience.

Provision J2: All individuals who are seen by psychiatry had CPEs in place. Annual reviews of the CPE
just started and were in place for only six individuals. The clinical record cited diagnoses in the Diagnosti
and Statistical Manual (DSM) format, but different sections of the chart sometimes continued to cite
different diagnoses.

Provision J3: Behavioral treatment programs do not provide needed information about psychiatric
treatment and the role of psychotropic medications.Planned implementation of PMTPs that will contain
the needed treatment plan information about psychotropic medications was delayed.

Provision J4 Difficulties with development, implementation and tracking of supports to minimize the use
of pre-treatment sedation persised. Monitoring for safety during and after pre-treatment sedation had
improved

Provision J5: The Facility has provided needed information that demonstrated that the Facility had a
sufficient number of FTE psychiatrists to ensure th@rovision of required services. As a result, the
provision is now newly in substantial compliance.

Provision J6: All individuals had CPEs but only 89 of 138%66) of CPEs were in the required Appendix B
format.

Provision J7: Reiss Screens were done fall individuals admitted to the Facility and for individuals who
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had change of status evaluations. CPEs were done for individuals who had positive screens, but those ¢
were not always done in a timely manner. The matter should be addressed prompttg,reduce risk to
affected individuals.

Provision J8: The parties agreed the Monitoring Team would not monitor this provision, because the
Facility had made limited to no progress.

Provision J9: The parties agreed the Monitoring Team would not mondr this provision, because the
Facility had made limited to no progress.

Provision J10: The parties agreed the Monitoring Team would not monitor this provision, because the
Facility had made limited to no progress.

Provision J11Data provided by the Faility showed a reduction in the amount of psychiatric polypharmacy
since the last visit andreflected continued Facility efforts to minimize the use of psychiatric polypharmacy.

Provision J12: Administration of the DISCUS and MOSES screens was domailses who received good
training on the tools and who received annual rdraining to assure continued competence. The pharmacy
supported DISCUS and MOSES administrations with Quarterly Drug Regimen Reviews (QDRRS) that
addressed side effects and side effct screenings, medication interactions, laboratory reviews and
suggestions.MOSES and DISCUS screens administered by nurses were sometimes not done with the
required frequency, screens that were done were often not reviewed by physician in a timely mamand
the required physician review section of the screen was not completed in many cases.

Provision J13: The Facility plan is to fulfill the requirements of the Provision by implementation of PMTPs,
but those were not yet in place.

Provision J14: Tl parties agreed the Monitoring Team would not monitor this provision, because the
Facility had made limited to no progress.

Provision J15: Interdisciplinary review of medications used for both epilepsy and psychiatric symptoms
continued.

# Provision Assessment of Status Compliance
J1 | Effective immediately, each Qualifications and Experience of the Psychiatrists Substantial

Facility shall provide During the review period, two psychiatrists waked at the Facility. Compliance

psychiatric services only by

persons who are qualified Babu Draksharam, MD has been working at Richmond since June 2014. He is a 1969

professionals. graduate of the Guntur Medical College in Andhra Pradesh, India. He completed his

psychiatric residency at the Baylor College of Medicine in 1976 and has worked in Texas
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for the past 35+ years. He has experience in developmental and intellectual disabilities,
including employment at DADS facilities at Rio Grande and San Angelo.

Hugh Pharies, MD has worked at the Facility since summer 2012. He a 1g6&duate of the
University of Texas at Galveston School of Medicine, and he completed his psychiatry
residencies in adult and child psychiatry at the Department of Psychiatry, Baylor University
School of Medicine, in 1997 and 1999, respectively. For tgrars he worked as an Assistant
Professor at Baylor, and then he then joined the staff of the Mental Health and Mental
Retardation Authority (MHMRA) of Harris County, Texas. Dr. Pharies worked there from
1993 until 2012. Dr. Pharies had prior experience intellectual disability psychiatry as part
of his overall clinical responsibilities at the MHMRA. He also worked as a contractor for
another DADS facility for three months, prior to coming to RSSLC. Dr. Pharies has been
board certified in psychiatry snce 1987. He is employed by the Facility on a fuime basis,
as a contractor.

-1 TEOCIT OET C 4AAI 8O #1711 DI EATAA 2A0ET C
The Facility psychiatrists have appropriate credentials and experience. The Facility is in
substantial compliance with the requiremens of this provision.

J2

Commencing within six months
of the Effective Date hereof and
with full implementation within
one year, each Facility shall
ensure that no individual shall
receive psychotropic
medication without having been
evaluated and diagnosed, in a
clinically justifiable manner, by
a board-certified or board-
eligible psychiatrist.

Process for Evaluation and Diagnosis

CPEs were needed for all individuals who received ongoing psychiatric care. CPEs were ir]
place for 134 of 135 (99%) of individuals followed by psychiatry. Individual #85 did not yet
have a CPE; he was admitted in 2014 and his CPE was scheduled but had not yet been
completed. In the Facility SelAssessment, prepared prior to the visit and based on the
Facility census at the time the Self Assessment was written, the Facility reported th@PEs
were in the Appendix B format for 89 of 13 (66%) of individuals followed by psychiatry .
The Facility reported that it planned to complete the conversions of theemaining CPEs to
the required format over the course of the coming year.

Psychiatrists wrote the CPEs on the basis of a fateface mental examination and other
observations, discussions with other staff members and with family members, and a review
of documents and records. The Monitoring Team reviewed the CPEs of the 15 individuals i
Sample J1. Thirteen of 15 (87%) CPEs were in the Appendix B format. For details on
evaluations in the Appendix B format please see Provision J6. Two of 15 (13%) wei in
the Appendix B format. The Facility reported plans to have CPEs in the Appendix B format
place by July 2015.

DADS Psychiatry Policy required that CPEs be-ewvaluated on an annual basis. The Facility
had just started to do so in July 2014At the time of the visit, six of 135 (4%) individuals

with CPEs had annual reviews in place. The reviews were detailed and ranged from 4 to 6
OET CI A OPAAAA DPACAOS 4EA OAOGEAxO Ai 1 OAE]

of present illness aml diagnostic information. The annual reviews contained pertinent

Noncomgiance
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events.

CPEdor Admission Treated with Psychotropic Medications

During the review period five individuals were admitted to the Facility who took
psychotropic medications prior to admission. Four of five (80%) of those individuals were
seen by psychiatry and had CPEs within 30 days. Individual #85, admitted in March 2014
and treated with psychotropics, did not yet have a CPE. While the Monitoring Team
recognizes that not all relevant information may be available at the time of admission, at
least a preliminary assessment needs to be done.

CPEs for Admission with Positive Reiss Screens

CPEs were reqired for individuals who had positive Reiss Screen on admission.

That was the case for Individuals #306 and #527 who were admitted several months prior t
the visit and for whom CPEs were still pending.

CPEs for Change of Status

Per the Facility protoml, (see prior reports) individuals who live at the Facility and have a
clinical change of status receive a Reiss screen. There was one change of status and that
for Individual #758. That individual received a Reiss Screen and was referred to psyctria
for a CPE. As required, the CPE was done within 30 days. The individual is now followed ir
the PBMC for ongoing psychiatric care.

Ongoing Evaluation of Diagnosis

Continued evaluation of psychiatric evaluation and diagnosis was part of many Fagjlit
processes and was built into many IDT functions. These included PBMC clinics, ISP
meetings, and Grand Rounds Information on DSM diagnosis was part of each of these
venues. During the visit the Monitoring Team observed each of these processes:

1 PBMCclinic was observed on 08/28/14. Participants included the psychiatrist,
behavioral health specialists, nurse case managers, and DSPs. Nurses and
AREAOGET OA1 EAAI OE OPAAEAI EOOO OADPI OOA
then asked for further details and clarifications. The meeting was interdisciplinary
and collaborative. In several of the reviews there was attention to diagnosis.
Overall, the clinic demonstrated adequate detail to diagnosis, and was evidence of
ongoing process for diagnetic evaluation/reevaluation. For example:

o Individual #795 was newly admitted; the behavior asked about the
diagnosis and the relevant symptoms for tracking. The Individual had beer
diagnosed by the psychiatrist during the CPE with schizoaffective disorde
there was a discussion of whether a diagnosis of autism should be added.
That was relevant since some of the behaviors of concern could be linked t
either of the two diagnoses. The IDT wisely opted to defer final decisions
until completion of screenings for symptoms of autism that were underway.
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0 Individual #85 was also newly admitted. In her case there were multiple
conflicting diagnoses (referral materials, prior diagnoses, diagnoses on the
admission medical evaluation). The Individual had beendanitted in March
of 2014, but did not yet have a CPE in place. That was of course
problematic, since an initial psychiatric evaluation should have been done
during the first 30 days of the admission. The psychiatrist listened to the
information and deferred decisions to the upcoming CPE.

0 Individual #795 was also newly admitted. She had symptoms of both
psychosis and depression and there were several conflicting diagnoses. In
her case the psychiatrist had recently completed a CPE and had diagnosec
Schiophrenia, Paranoid Type. He explained the reasons and provided a
diagnostic justification.

1 An ISP meeting for Individual #680 was observed on 08/26/14. The individual was
diagnosed with Major Depression and with ADHD. There was some discussion in
the meeting about the severity of the depression and the individual had a CPE in
place that addressed those issues. It was unfortunate that the psychiatrist was not
able to the ISP meeting, although the Monitoring Team was informed that the
psychiatrists typically do attend.

1 A Grand Roundsvas observed on 08/27/14. The focus of the meeting was
Individual #737 admitted to the Facility in May 2014. That individual was
diagnosed with PICA, and the discussion foced on the medical and environmental
management d the ongoing risk of foreign body ingestion. The meeting was
attended by more than 20 staff members from a wide range of clinical disciplines,
residential, and other staff. The discussion was excellent. It served both to enhang
the level of care for he individual being discussed, and also to educate the Facility
staff about a condition that affects many individuals at the Facility. The presentatio
included some discussion of the various conditions in which foreign body ingestion
can be a presentinggymptom.

Clinically Justified Diagnoses
Seven new CPEs were completed since the last visit for individuals #153, #350, #395, #45§
#749, #758, and #795. Six for new admissions and one (#758) was done for an individual
who lived at the Facility and hada change of behavioral statusEach of the evaluations is
reviewed under Provision J6, and the Monitoring Team found that diagnoses were fully
justified for four of seven (57%) evaluations. That was an improvement over past

visits. Annual reviews of exsting CPEs had just started, and were available for Individuals
#51, #220, #264, #346, #487, #680.The annual review format provided an opportunity to
review, update and justify diagnosesThe Monitoring Team found that diagnoses were fully
justified in five of six (83%) annual reviews.4 EA & AAEI EOQU EAA A OA
AT A 40AAOGI AT O '1T Al UOEOS OEAO AAAOAOOAA AH
this review period.
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DSM Diagnoses in the Clinical Record:
The Monitoring Team reviewed the APLs for the 15 individuals in Sample J1. All individualg

had a psychiatric diagnosis or diagnoses in the Diagnostic and Statistical Manual IV format
For each of the individuals in Sample J1, the Monitoring Team also compared the ARH the
diagnosis listed in the Department of Psychiatry Database (chosen since the Facility
indicated that was the most up to date diagnosis). In eight of 15 (53%) there were
differences between the database information and the APL. Most often the diface was
the inclusion of one or more diagnosis in one source but not the other. Differences were ng
limited to the APL and departmental database. For example, for Individual #51 the APL
from 4/24/14 cited Post Traumatic Stress Disorder (PTSD), thewrent database cited PTSD
and Brief Psychotic Disorder, the most recent CPE from 2012 cited PTSD and Psychosis N
and the most recent PBMC note cited PTSD and Schizophreniform Disorder and Schizotyp
Personality Disorder. Overall, there remained a nekto have an agreed upoudiagnosis that
would be used in the various sections of the record.

Monitoring Team Findings and Compliance Rating
CPEs were in place for 134 of 135 (99%) individuals followed by psychiatry. The overall

quality of the newer CPEsvas good but many older CPEs need to be reviewed and their
quality improved. That can be done in the course of &annual reviews of the CPEs that tth
just started. The Monitoring Team also found that in some cases the diagnosis listed in the
CPE, thaliagnosis listed in the department database, and the diagnosis listed on the APL d
not match. The likely reason for that continues to be that for some individuals, up to four
years have lapsed since the last CPE and changes were made in the diagnosisglithat
period of time. At the time of the visit annual reviews were in place for only six of 135 (4%)
individuals. Now that annual reviews have started the process of examination and review of
diagnoses for older CPEs can proceed in an orderly manner.

Prior to the visit the parties agreed the Monitoring Team would conduct reduced monitoring
for this provision because the Facility had made limited progress. The above review showe
that a good process was for in place for diagnostic evaluation but fimer work was needed

to make sure that up to date evaluations with justified diagnoses were in place for all
individuals. Additional work was required to assure that a uniform psychiatric diagnosis
cited in the various sections of the record.

J3

Commencing within six months
of the Effective Date hereof and
with full implementation within
one year, psychotropic
medications shall not be used a¢
a substitute for a treatment
program; in the absence of a

psychiatric diagnosis,

Diagnosis or Specific BehavioraPharmacological Hypothesis
Psychotropic medications were in place for 135 of 335 (40%) of individuals who lived at the

Facility. 134 of 135 (99%)had DSM IV TR psychiatric diagnosis in place as documented in
their CPE. More details on the process for clinical diagnosis, the use of DSM I'griiaes,
and Facility tracking of those diagnoses are provided under Provision J2.

Treatment Programs

The Provision requires that psychotropic medications not be used as a substitute for a

Noncompliance
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neuropsychiatric diagnosis, or
specific behavioral
pharmacological hypothesis; or
for the convenience of staff, and
effective immediately,
psychotropic medications shall
not be used as punishment.

treatment program. The Monitoring Team reviewed the records othie 15 individuals in
Sample J1, all of whom took psychotropic medicationg.reatment programs for these
individuals consisted of ISPs forifteen of fifteen individuals (100%), and PBSPs for 14 of 15
(93%). The Monitoring Team reviewedPBSPs and ISRe assess whether the programs
properly included both behavioral and psychiatric contributions to describe challenging
behaviors, whether they included appropriate description of psychiatric processes, and
whether there was a good understanding of the role gdsychiatric medication in the
treatment of the individual. Elements contained in the treatment program were as follows:

1 Psychiatric Diagnosis: Th&BSPs/ISPgontained a psychiatric diagnosis in 10 of 15
(67%) records

91 Psychiatric Indicators: these wereobservable behaviors that were included in the
treatment plan that represented measure of presumed psychopathology. The term
OPOUAEEAOOEA ET AEAAOQOI 006 ADPDPAAOAA OI
OPOUAEEAOOEA OAOCAO OUI biiics@o AT A OAA
DOUAET PAOET T T cUQs86 OOUAEEAQOOEA EIT AEA
individuals. That was an increase over the number noted during the last review

1 Operational Definitions: These were descriptions of what was intended by the
psychiatric indicator. Operational definitions were present 11 of 15 (73%)
individuals.

1 Information on psychiatric medication was present in the PBSP for four of 15 (26%
PBSPs. In many of the newer PBSPs, that information was lacking. During the
previous visit the Facility informed the Monitoring Team that it planned to
transition information on psychiatric medication to PMTPswhich would be the
treatment plan that documented information obtained by the various healthcare
disciplines (see discussion in Provisin J3 from the March 2014 visit). However, the
Facility informed the Monitoring Team that at this time there are only two PNIPs in
place, for Individuals #192 and #623. The treatment plans for those individuals
included information on the medications andhow they were used. The Facility
clarified to the Monitoring Team that the process to develop PMTPs for all
individuals treated with psychotropic medication had stalled due to the deployment
of the Lead Psychiatrist to military service. The developmemtf PMTPs will resume
upon his return to the Facility (see comment®n Provisions J8, J9, J10 and J13)

Appropriate Use of Medication

The Provision prohibitsthe use of psychotropic medication for staff convenience or
punishment. Review of his was dore by examination of records, by interviews with staff,
and by observations made throughout the visits including during PBMCs and other activities
during the visit. There was no evidence that medications were used for staff convenience.

Chemical Restraits
There weresix episodes of chemical restraint during the review period. These were for

Individuals # 278 (three episodes), # 561 (two episodes) and # 64%he episode). The
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Monitoring Team reviewed documentation for four of six (67%) episodes. In abur cases
(100%), the psychiatrist documented clinical information in IPNs and completed a post
restraint clinical review.

General Assessment

The Facility plan for improvement includes introduction of PMTPs that will provide needed
information for inclu sion in the treatment program (see discussion under Provisions J8, J9,
J10 and J13). The delay in the development and deployment of implementation of the PMT
was unfortunate. Nonetheless there was no evidence of inappropriate use of medication, al
the rate of chemical restraint remained low.

-1 T EOCT OET ¢ 4AAT 80 #1711 il EATAA 2A0ETC
Progress was limited and the provision remains in noncompliance with the requirements of
the SA.

J4

Commencing within six months
of the Effective Date hereof iad
with full implementation within
18 months, if pretreatment
sedation is to be used for
routine medical or dental care
for an individual, the ISP for
that individual shall include
treatments or strategies to
minimize or eliminate the need
for pre-treatment sedation. The
pre-treatment sedation shall be
coordinated with other
medications, supports and
services including as
appropriate psychiatric,
pharmacy and medical services,
and shall be monitored and
assessed, including for side
effects.

The parties ageed that there would be reduced monitoring of this provision.

Frequency of use oPre-Treatment Sedation

The Facility reported 120 uses of pretreatment sedatiorbetween02/01/14 and 06/ 30/1 4.
Seventythree of 120 (61%) were for medical procedures and 47139%) were for dental
procedures.

Monitoring for Safetyfollowing Pre-Treatment Sedation
The Monitoring Team reviewed a sample of8 individuals who received pretreatment

sedation procedures on specified dates (SampE). The sample included six casef
pretreatment sedation for dental procedures and 12 cases of pretreatment sedation for
medical procedures such as cardiac echoes and imaging studie¥ital sign monitoring was
provided for 18 of 18 (100%) individuals. Facility nursing protocols spedied that vital signs
were to be monitored for 24 hours (oral pretreatment) or 72 hours (TIVA sedation), starting
with a baseline measure prior to administration of the pretreatment sedation.

Documentation was provided on Medical Restraint Checklists drlPNs. In five of 18 (28%)
procedures the physician or dentist specified the particular nursing protocol to be used. In
13 of 18 (72%) individuals the physician or dentist the physician or dentist did not specify
the nursing protocol to be used. In allich cases nurses provided 24 hour monitoring for
oral sedation and 72 hour monitoring for TIVA sedation.

Informed Consent for PreTreatment Sedation
Appropriate informed consent for the sedation was provided for 14 of 18 (77%) individuals

Plans to Reduce theNeed for Pretreatment $dation

The provision required that if pre-treatment sedation is to be used for routine medical or
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dental care for an individual, the ISP for that individual shall include treatments or strategies
to reduce the need for preteatment sedation. The Facility reported that plans were in place
to reduce the need for the prereatment sedation in 35 of 120 (29%) of the pretreatment
episodes that took place during the reporting period. In the Facility Self Assessment the
Facility informed the Monitoring Team that there was not yet a process in place to determin
if plans to reduce the need for prereatment sedation were implemented or if they were
effective. None (0%) of the 18 episodes of preeatment sedation reviewed in Sample J2
included appropriately developed treatments or strategies to minimize eliminate the need
for restraint.

-1TEOCT OET C 4AAI 80 AT i Pl EAT AA OAOQET ¢

Progress has been made in the documentation of monitoring for safety during medical
restraint/pretreatment sedation, but dfficulties continue with development, implementation
and tracking of supports to minimize the use of prareatment sedation. Accordingly, the
provision remains in noncompliance.

J5 | Commencing within six months | The Facility employed Drs. Draksharam, and Pharies. The psychiatrists provided a combin|  Substantial
of the EffectiveDate hereof and | level of effort of 80 hours per week or 2.0 FTEs. Ongoing psychiatric support via PBMC Compliance
with full implementation within | appointments was provided by psychiatists to 135 ofthe 335 (40%) of individuals who
two years, each Facility shall lived at the Facility. Each individual followed by psychiatry was assigned to the care of one
employ or contract with a of the two psychiatrists, and their caseloads were roughly equal. The psychiatrists examine
sufficient number of full-time all individuals in PBMC on a quarterly basis, and more often as clinically appropriate.
equivalent board certified or
board eligible psychiatrists to Ms. Erica Johnson assisted the psychiatrists in their work. She gathered information for
ensure the provision of services | writing psychiatric evaluations, prepared paperwork for clinics (past clinic notes, medication
necessary for implementaion profiles, problem lists, and symptom checklists) and assembled QDRRs and MOSES/DISC
of this section of the Agreement.| assessmentdor review during the clinic. Ms. Johnson tracked changes decided upon durin

the clinic and entered the data into Department of Psychiatry databases, andesimaintained

Department of Psychiatry spreadsheets for diagnoses, and she maintained the MOSES an(

DISCUS database. Ms. Johnson helped prepare the schedule and materials for the PBMC

clinics.

Determination of Required FTES

During the previous review of e Facility the Monitoring Team reviewed the results of a

time study that was conducted to establish how much psychiatric time was needed to

complete the tasks required by the various sections of the SA. The Monitoring Team

AT T AOOOAA x E Osseséher tha théréglierientd adtheASA could be

accomplished with the staffing level of two FTEs psychiatrists. The Facility provided that

level of staffing at the time of the visit.

-1 TEOCT OET C 4AAI S0 #1711 DI EAT AA 2A0ET ¢

The Monitoring Team agreed thathe Facility had a sufficient number of FTE psychiatrists
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and other staffing, to ensure the provision of required services. The Provision is found in
substantial compliance with the requirements of the Provision.

J6

Commencing within six months
of the Effective Date hereof and
with full implementation within
two years, each Facility shall
develop and implement
procedures for psychiatric
assessment, diagnosis, and cast
formulation, consistent with
current, generally accepted
professional standards of care,
as described in Appendix B.

Use of the Appendix B format

In the SelfAssessment the Facility reported that CPEs for all individuals followed by
psychiatry had been reviewed and tha89 of 134 (66%) conformed to the Appendix B
format. That was a slight improvement over the results at the last visit, at which time 73 of
138 (52%) of individuals followed by psychiatry had CPEs that used the Appendix B format:
The Monitoring Team reviewed the individuals in Sample J1. Thirteen 5 (86%) followed
the Appendix B format, and two of 15 (14%) did not.

The Monitoring Team reviewedseven Appendix B evaluations done during the review
period. These were for Individuals #13, #350, #395, #458, #749, #758and #795. Details
were as folbows:

1 Individual #153: DiagnosisMajor Depressive disorder recurrent moderate. There
xAO O1T T A NOAOGOEI1T AAT OO OEA APPAOAT O
stroke. The psychiatrist noted that there was a need to solidify the diagnosis of IEL
More specifics would have been helpful regarding why episodes of aggressive
behaviors, severe intense anger and aggression toward others were described as
psychosis. Monitoring Team commentg diagnosis was not fully justified.

1 Individual #350 Diagnosis: Bipolar Disorder and Intermittent Explosive Disorder.
The information was consistent with the diagnosis but the psychiatrist needed to
provide detail to assure that the individual meets criteria for the diagnosis. The
psychiatrist should have clarifiedwhy both diagnoses were needed, for example by
identifying whether episodes that were the basis for the IED diagnosis occurred
during a time when the individual was manic. If they did not, and episodes during
non-manic periods were the basis for the diagosis of IED, the psychiatrist should
have said so. Monitoring Team commentgdiagnosiswas not fully justified.

1 Individual # 395: Diagnosis Neurocognitive disorder: Monitoring Team Comments
Appropriate justification was provided.

1 Individual # 458: Diagnosis: Autism. There was a discussion oissessment around
the age of 2% at the UTMB Child Development Division and the diagnosis of autism
there and byanother clinicianin 1985. The symptoms described at the time
included the lack of language developm# after age 18 months. In this casthe
signs and symptoms that were the basis for the diagnosis of autism needed to be
better described. If that evidence was not available, a diagnosis of pervasive
developmental disorder may have been more appropriate
Monitoring Team commentsz diagnosiswas not fully justified .

1 Individual # 758: Diagnosis: Dementia. Monitoring Team commentsappropriate
justification was provided.

1 Individual # 795: Diagnosis Schizoaffective disorder, bipolar type. The psychiaist
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1T OAA OEAO OAO OEEO DPIET O OEAOA EO Al
schizoaffective disorder, bipolar type. We will reevaluate the possibility of autistic
AEOT OAAO 1T O PAOOAOGEOA AAOGAI T pi AT OAId A
have provided clinical specifics that supported his conclusion about the
schizoaffective disorder. Monitoring Team commentg diagnosiswas not fully
justified.

f Individual #749. The diagnos® A& O ! GEO ) AT A | &Sl ))
(Provisional) 295.30 Schizophrenia Paranoid Type- as evidenced by theresence
of delusions and hallucinations, with social and occupational dysfunction and
continuous signs of the disturbance for the past 6 months or more, with the
exclusion of Schizoaffedve Disorder, Mood Disorder, because there have been no
full criteria met for a Major Depressive Disorder, Manic Disorder or Mixed Disorder
and symptoms are not due to the presence of substance abuse or general medical
conditions and not due to a Pervasiv®evelopmental Disorder. Axis II: 319 Mild
Intellectual Disability - As evidenced by significantly sulnormal, general intellectual
functioning (measured by intelligence testing More than 2 standard deviations
below the mean for her age group), concurnmg with deficits or in present adaptive
functioning in the areas of selcare, selfdirection, health and safety with onset
AOOET ¢ OEA AAOAIT T Pi AT OAl UA ATeQitgnoses-weré
justified.

Overall, the Monitoring Team concludedhat for four of seven (57%) individuals, the
diagnoses were justified.

In other areas of the CPE, the case formulation section continued to improve and was
acceptable in five of seven (71%) of the CPEs.

#0% 30 50A AAOT 00 OEA #AibPOO

1 #0 %38 O x A O Anel &dhissfors wHBItoOk psychotropic medications. Five
such individuals were admitted during the review period. Four had timely CPEs
within 30 days of admission. Fotndividual #85 the CPE was pending although she
had been admitted in March 2014

1 # 0 %@ also needed for Individuals who did not take psychotropics and had a
positive Reiss Screen. There were two such individuals, admitted in March and
May 2014; those evaluations were still pendingfor Individuals #306 and #527.
For details see Prowsion J7

1 CPEs were due for Positive Reiss screens done during a change of status evaluati
That was the case for Individual # 758. The CPE was done in a timely manner. F¢
details see Provision J7

Summary
The parties agreed the Monitoring Team wouladonduct reduced monitoring (i.e., a smaller
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sample) for this subsection, because the Facility had made limited progregsppendix B
evaluations were available for only 61% of individuals. The Monitoring Team reviewed the
seven Appendix B evaluations thatvere done during the review period. Some progress was
made in the areas of diagnostic justification and case formulation, but further work is
needed.

-1 TEOQGI OET Cc 4AAT 80 #1711 Pl EATAA 2A0ETC
The noncompliance finding from the last review stands.

J7 | Commencing within six months | Reiss Screens for Individuals who lived at the Facility Substantial
of the Effective Date hereof and | As described in previous reports, Reiss Screens were given to all individuals who lived atth  Compliance
with full implementation within | Facility.
two years, as part of the
comprehensive functional Reiss Screens for Recent Admissions
assessment process, each Individuals #85, #153, #306, #343, #350, #395 #458, #527, #737, #749, and #795vere
Facility shall use the Reiss admitted since the last visit. All received Reiss Screens within 30 days of admission.
Screen for Maladaptive Individuals #85, #153, #350, #749 and #795 required CPEs since they took psychotropic
Behavior to screen each medications. CPEs were in place for aldividuals who took psychotropic medications
individual upon admission,and | AGAADO )T AEOEAOAI nNyvus )T AEOEAOGAT O Nome
each individual residing at the | Reiss screens. Their CPEs were pending.

Facility on the Effective Date
hereof, for possible psychiatric | Change of Status Evaluations
disorders, except that Per the Facility protocol, (see prior reports)individuals who live at the Facility and have a
individuals who have a current | clinical change of status receive a Reiss screefihere was one change of statur
psychiatric assessment need Individual #758. That individual received a Reiss Screen and was referred to psychiatry for,
not be screened. The Facility CPE. As required, the CRf&as done within 30 days. The individual is now followed in the
shall ensure thatidentified PBMC for ongoing psychiatric care.
individuals, including all
individuals admitted with a -1 TEOCI OET C 4AAI 8O0 #1711 Dl EAT AA 2A0ET C
psychiatric diagnosis or The Facility had administered the Reiss Screen to all individuals who lived at the Facility an
prescribed psychotropic psychiatric evaluations were in place for individuals whose initial screens exceeded the
medication, receive a designated cutoffs. In addition, an adequate process was in place for the use of the Reiss
comprehensive psychiatric Screen during change of status evaluations. Reiss screens and CPEs were used during th
assessment and diagnosis (if a | review period as required by the provision. The Monitoring Team identified three
psychiatric diagnosis is ET AEOGEAOAT O x EIT whosk@Pkdwere #d eompletediin dtimely manner (30
warranted) in a clinically days); those evaluations are still pending. The provision did not specify a time frame for CP
justifiable manner. completion.
During the last review the Monitoring Team found that Provision J7 was currently in
substantial compliance with the requirements of the SA, and that status is continued.
However, the Facility is encouraged to complete scheduled CPEs inmadly manner. Failure
to do so, in particular for individuals such as #306 and #527, who are not followed in the
182
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psychiatry clinic and have no contact with the psychiatrist, places them at risk.

J8

Commencing within six months
of the Effective Date hereof and
with full implementation within
three years, each Facility shall
develop and implement a
system to integrate
pharmacological treatments
with behavioral and other
interventions through

combined assessment and case
formulatio n.

The parties agreed the Monitoring Team would not monitor this provision, because the
Facility had made limited to no progress. The noncompliance finding from the last review
stands.

Noncompliance

J9

Commencing within six months
of the Effective Datenereof and
with full implementation within
two years, before a proposed
PBSP for individuals receiving
psychiatric care and services is
implemented, the IDT, including
the psychiatrist, shall determine
the least intrusive and most
positive interventions to treat
the behavioral or psychiatric
condition, and whether the
individual will best be served
primarily through behavioral,
pharmacology, or other
interventions, in combination or
alone. If it is concluded that the
individual is best served
through use d psychotropic
medication, the ISP must also
specify nonpharmacological
treatment, interventions, or
supports to address signs and
symptoms in order to minimize
the need for psychotropic
medication to the degree
possible.

The parties agreed the MonitoringTeam would not monitor this provision, because the
Facility had made limited to no progress. The noncompliance finding from the last review
stands.

Noncompliance

J10

Commencing within six months
of the Effective Date hereof and

The parties agreed the Monitoring Team would not monitor this provi®n, because the
Facility had made limited to no progress. The noncompliance finding from the last review
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with full implementatio n within
18 months, before the non
emergency administration of
psychotropic medication, the
IDT, including the psychiatrist,
primary care physician, and
nurse, shall determine whether
the harmful effects of the
individual's mental iliness
outweigh the possble harmful
effects of psychotropic
medication and whether
reasonable alternative
treatment strategies are likely
to be less effective or
potentially more dangerous
than the medications.

stands.

J11 | Commencing within six months | Rates of Facility Polypharmacy Substantial
of the Effective Date hereof and | At the time of the visit the Facility reported that there were43 individuals with interclass Compliance
with full implementation within | polypharmacy (three or more medications) and 16 individuals with intraclass polypharmacy
one year, each Facility sall (two or more medication for the same clinical purpose, such as antipsychotics) e
develop and implement a individuals had both interclass polypharmacy and intraclass polypharmacy. Accordingly, 49
Facility- level review system to | of 135 (36%) of individuals at the Facility had some form of psychiatric polypharmacy. In
monitor at least monthly the the past, the Facility had also reported polypharmacy in a somewhat éfent format, based
prescriptions of two or more on the medical, psychiatric, and mixed index polypharmacyTlhat tracking of polypharmacy
psychotropic medications from | included somatic medications, and individuals who took psychotropic medications were
the same general class (e.g., tw( included in two groupsz psychiatric polypharmacy (psychiatic medications only) and
antipsychotics) to the same mixed index polypharmacy (psychiatric and somatic medications). The latter group include
individual, and the prescription | some individuals for whom the determination of polypharmacy might not have been made,
of three or more psychotropic had the somatic medications not been included.
medications, regardless of class
to the same individual, to Thefollowing table compares current and past rates of polypharmacy, limited to psychiatric
ensure that the use of such interclass and intraclass polypharmacy, as defined above.
medications is clinically
justified, and that medications September | November | December| February | April | June | August
that are not clinically justified 2013 2013 2013 2014 2014 | 2014 | 2014
are eliminated. Psychiatric 58 63 63 62 53 50 49

polypharmacy
The data showed a reduction in the amount of psychiatric polypharmacy since the last visit
and reflects continued Facility efforts to minimize the use of psychiatric polypharmacy.
184
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QDRR reports:

QDRR reports were providedo psychiatrists on a quarterly basis. QDRR reports were
examined for the 15 individuals in Sample J1. Since January 2014 the pharmacy has repori
the format of QDRRs to address side effects, metabolic syndrome, anticholinergics,
benzodiazapines, polypojpharmacy and drug drug interactions separately. As per the
observations of the Monitoring Team during the PBMC clinics (see Provisiod)Jthe new
reporting format led to more focused discussion during that meeting.

Facility Level Reviews of Polypharmag

The SA required that there should be Facilijevel reviews at leastmonthly for individuals
who receive prescriptions of twoor more psychotropic medicationsfrom the same general
class (e.g.two antipsychotics) or prescriptions of three or more psychotropic medications,
regardless of class The Facility provided minutes from the monthly polygharmacy meetings.
The meetings were attended by physicians (PCPs and psychiatrisggharmacists, RN case
managers, Behavioral Health Specialists, BCBAs, andesttbT members. The meetings
continued to take the form of clinical case review for particularly challenging case. The minute
documented that the reviews were clinically substantive and they served to anchor good clinic
care with solid pharmacologicainformation provided by the pharmacy staff. In past reviews
the Monitoring Team had emphasized the need for the Facility level review to take place
regularly. The minutes showed that regular meetings had taken place with the exception of th
months of April and May, due to the absence of the clinical pharmacist from work.

-1 1T EOQI OET Cc 4AATI 8O #11i Bl EATAA 2A0EIC
Data provided by the Facility showed a reduction in the amount of psychiatric polypharmacy
since the last visit andreflects continued Facilityefforts to minimize the use of psychiatric

polypharmacy. The Facility had achieved a rating of substantial compliance in the past. The
review showed that good practices remained in place and the finding of substantial compliance
will be continued.

J12

Within six months of the
Effective Date hereof, each
Facility shall develop and
implement a system, using
standard assessment tools such
as MOSES and DISCUS, for
monitoring, detecting,

reporting, and responding to
side effects of gychotropic
medication, based on the

ET AEOEAOAT 80 A{
and/or changing needs, but at
least quarterly.

Policy and Procedure:
DADS Policy 007.3 Psychiatric Services (05/01/2013) addressed the matter of side effect

screening. DISCUS and MOSES eatiins needed to be completed every three and six
months respectively, and psychiatrists needed to review the results of the scale within seve
working days of completion of the screen. The policy clarified that a side effect screen may
also be done withih 30 days of a medication dose change, as determined clinically necessa
by the psychiatrist.

Process in Place for Side Effect Screening

The system in place for side effect monitoring at the Facility was for side effect screening
with MOSES to be donevery six months and DISCUS examinations to be done on a quarte
AAOGEOS8 4EA AGAI ET AGET 1O xAOA AiTT A AU AAlZ
manager then presented the forms for review and signature to the psychiatrist. Side effect

screens were also reviewed in the QDRR that was presented at the time of the PBMC. As
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reported to the Monitoring Team by the Facity in the Self Assessment, thMIOSES /DISCUS
evaluator and provider sections were recombined electronically as of 10/01/2013. The new
electronic system is now the repository for all data collection and reporting.

Quality of IDT Discussions about Side Effects

During the visit, the Monitoring Team observed discussion about side effects during a PBM
clinic. Nurse case managers haal standardized sheet for presentation of information that
included MOSES and DISCUS scores. Scores were reviewed and the quality of the discus
was good.

Individual Case Reviews:

The Monitoring Team reviewed MOSES and DISCUS forms done sinceaheuisit for the 15
individuals from Sample J1. MOSES screenings were required at a minimum of every six
months with additional administrations done as ordered by the physician following dose
changes in medications. Twentfour MOSES screens were donerfan average of 1.6
screens per individual. Fifteen of 15 individuals (100%) had at least one MOSES screen dg
during the review period. In some cases MOSES screens were done quarterly although the
requirement was for semiannual screenings. Three o0f51(20%) individuals had additional
screening(s) that indicated that they were done after a change in medication dose. Two
individuals had one additional screeningand one had two. Four of 24 (16%) screens were
reviewed and completed within one month ofadministration, for seven of 24 (30%) screens
the interval until the review was longer and for thirteen of 24 (54%) screens did not have a
completed physician review section.

DISCUS screenings were required every three months for individuals who tookeaications
that can cause tardive dyskinesia, with additional administrations done as ordered by the
physician following dose changes in medications. For individuals in Sample J1 there were
administrations (average of 2 per individual). Nine of fiftea (60%) individuals had two
DISCUS screenings done during the review period. Three of those nine (33%) individuals
also had an additional screen done due to a change in medication dose. Six of fifteen
individuals (40%) had only one DISCUS. Four of th® DISCUS (13%) administrations had
physician reviews within one month, seven of 30 (23%) had physician reviews that took
place after one month, and 19 of 30 (63%) screens did not have a physician review.

One reason for the low number of completed/timelyphysician reviews for both MOSES and
DISCUS form may have been the introduction of the electronic review section during the
review period.

Facility-Level Review of DISCUS Scores and Diagnoses

The Facility reported that two individuals were diagnosed withtardive dyskinesia. In
addition, there were three for whom there were DISCUS scores of five or higher during the
review period but who were not diagnosed with dyskinesia. One of the individuals took
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metoclopramide,and two took atypical neuroleptics.

DISCUS Monitoring for Individuals taking Metoclopramide
Metoclopramide is a medication used for gastrointestinal indications but structurally related

to antipsychotics and, like them, itan produce movement problems including tardive
dyskinesia. In DAD®olicy and Procedure 007.3 Psychiatry Services (05/01/13)

metoclopramide is listed as one of the medications that required DISCUS evaluations every
three months. There were six individuals at the Facility who took metoclopramide. All were
monitored for dyskinesia with the DISCUS.

Training for Administration of the MOSES and DISCUS Side Effect Screens:

The Monitoring Team was informed that training for nurses on the MOSES and DISCUS
examinations was provided during the orientation for new nurses. Initl training took place
as part of a weeklong nursing orientation. There were two sessions that totaled four and a
half hours. In the first session the nurses received didactic information on the screen as pal
of their orientation to the support nursesprovided to psychiatrists in the PBMC clinic and in
follow-up to that clinic. The second part of the training consisted of videotapes for the
DISCUS examination that are prepared by the author of the screens. It included examples
of the various forms ofside effects and it included opportunities for the trainees to view and
rate samples. After doing the latter, the trainees received feedback on how expert raters ha
assessed the same footage. Only nurses who had completed the training provided the side
effect screens. On 2/23/14, the Facility provided an annual i#service retraining on the two
side effect screens. The clinical pharmacist led the training. The training provided both
administration guidelines and information and a review of the pathoplgsiology of
dyskinesia. The course was attended by 33 nurses and physicians.

Monitoring Team Compliance Ratings:
Administration of the DISCUS and MOSES screens was done by nurses who received goo

training on the tools. Annual retraining was neededa assure continued competence; that
was not fully in place at the time of the visit. The pharmacy supported DISCatg®l MOSES
administrations with QDDR reports that included good discussion of matters that were rate
on the MOSES and DISCSse reviewshy the Monitoring Team showed that not all screen
were done with the required frequency, that screens that were done by nurses were often
not reviewed in a timely manner, and that the required physician review section of the
screen were not completed in mny cases. The Facility was aware of these problems and hé
put a process in place to improve the timely sign off and to improve the electronic system
that managed the information. For now, the Provision remains in nesompliance.

J13

Conmencing within six months
of the Effective Date hereof and
with full implementation in 18

The language of the provision detailed what was required for psychotropic medication plansg
and the same requirements were also cited in Facility Policy 1.008sychiatry Sevices

(revised 08/30/2011.) The required elements were: Clinically justified diagnosis, expected

Noncompliance
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months, for every individual
receiving psychotropic
medication as part of an ISP, the
IDT, including the psychiatrist,
shall ensure that the treatment
plan for the psychotropic
medication identifies a clinically
justifiable diagnosis or a

specific behavioral
pharmacological hypothesis;

the expected timeline for the
therapeutic effects of the
medication to occur; the
objective psychiatric symptoms
or behavioral characteistics

that will be monitored to assess
OEA OOAAOI AT 06 (¢
whom, when, and how this
monitoring will occur, and shall
provide ongoing monitoring of
the psychiatric treatment
identified in the treatment plan,
as often as necessary, based on
theinAEOEAOAI 60 A
and/or changing needs, but no
less often than quarterly.

timeline for treatment effect, objective symptoms to be monitored for treatment efficacy, by
whom, where, and when the monitoring would take place, and ongaojnmonitoring based on
OEA ET AEOEAOAI 60 AOOOAT O OOAOOO AT ATIT O A
Facility Development of Psychotropic Medication Plans

At the time of last review the Facility did not have medication plans in place. Effective
01/01/14 the Facility introduced the PMTP. The Monitoring Team was provided a template
for the PMTP. It contained the following elements:
Psychiatric Diagnosis

Symptoms of the Diagnosis

Target symptoms monitored

Psychological Assessment

Combined behavioral Health Review/Formulation
Psychoactive medication

Brand and generic name

Start date

Dose

Highest dose reached

Blood level (if applicable)

Rationale

Statistical and/or subjective support for efficacy
Time line for medication to be effective

Risk of Medication

Risk of lliness

Risk/ Benefit Discussion

Non Pharmacological Treatment

E R R I e I B B R |

The Monitoring Team requested copies of all PMTPs currently in place. Two were provided
for Individuals #192 and #623.

Individual #623 was diagnosed with Bipolar Disorder and with vascular dementia.
Symptoms of the diagnosis were selnjurious behavior, aggression to others and
hyperactivity. No target symptoms for medication were identified. The combined behaviora
health review formulation (which originates in the IRRF evaluation) identified a biolgical
contribution from the organic dementia and psychological contributions from impulsive self
and other-directed aggression resulting in seHinjury. The medication for treatment was
Ativan; the rationale for its use was that the self injury could nobe controlled by the use of
another medication or behavioral treatments. Risk of the medication was cited, as were the
risks of the iliness. The plan cited that a PBSP was in place. There was a brief review of p
pharmacotherapy and future plans for ontinued treatment with a statement that the

medication had been effective in reducing SIB.
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Monitoring Team comments for the plan were that it was not clear what was meant by
OPOUAEIT 11T CEAAT AT 1 OOEA O OE idireCied afgiedsiotEd B O0 D¢
would have been helpful to provide a summary of the functional assessment for the
individual. In this individual there were no identified target symptoms for the medication.
Reduced seHinjury, if present, is certainly positive. It was nd clear whether the cited
symptoms of the diagnosis (sekfinjurious behavior, aggression to others and hyperactivity)
were the target symptoms for the behavioral interventions, whether they were the intended
targets for medication, or both.

Individual #1 92 was diagnosed with schizophrenia; symptoms of the diagnosis were listed
AO OAAI OOEiT 1 0h EAI 1 OAET AGET 1T Oh AEOI OEAT O/
AAOAOI T EA AAEAOGET OO0 AT A TACAOEOA OUI POT I (¢
for monitoring were hallucinations and disorganized behavior. The combined behavioral
health review provided some history of past treatments, and cited that there was a PBSP.
4EA OAOEAx AEOAA OEA )T AEOEAOAI 80 1 01 AOT {
pneumonia, possible adrenal insufficiency, and weight loss. All of these were cited along
with a statement that the individual will need to be monitored closely by the medical team.
There was speculation that the individual may be trying to escape demands obtain
tangibles. A vocabulary book to assist with communications was suggested as a way to hel

Monitoring Team comments for the plan were that target symptoms were reasonable,
although operational definitions of the symptoms were needed. The corirted formulation
cited above was more of an attempt at case summary, rather than case formulation. The
difference is important and it is the latter that is needed for an overall treatment plan. The
Monitoring Team in several past reports reviewed the dference.

PBMC Monitoring of Medication Efficacy

The Monitoring Team attended the PBMC on 08/28/14. Participants included the
psychiatrist, behavioral health specialist, nurse case managers, and DSPs. Individuals #85
#192, #316, #363, #588, #672, #749and #795 were reviewed. In some but not all cases
DOUAEEAOOEA OOAOCAOO6 xAOA EAAT OEEEAA AT/
data. Examples were reviews foimdividuals #85 (psychosis, defined), #363 (psychosis)

and #588 (psychosis anchightmares). IDT discussion was datdased with graphing of the
identified indicators. In other caseglata discussed vere for behavioral interventions and

not identified parameters for pharmacological interventions.

Monitoring Team Findings

The recert introduction of the PMTP provides the Facility with an opportunity to develop a
system to monitor medications for treatment efficacy. The Facility had identified a target
date for completion of the process by 12/01/14, however that has now been delayeshd
treatment plans are in place for only two of 135 1%) individuals. The Facility did not self
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rate for compliance on this provision and the Monitoring Team concurs with that
assessment.

J14 | Commencing within six months | The parties agreed the Monitoring Team would not monitor this provision, because the Noncompliance
of the Effective Date hereof and | Facility had made limited to ro progress. The noncompliance finding from the last review
with full implementation in one | stands.
year, each Facility shall obtain
informed consent or proper
legal authorization (except in
the case of an emergency) prior
to administering psychotropic
medications or other restrictive
procedures. The tems of the
consent shall include any
limitations on the use of the
medications or restrictive
procedures and shall identify
associated risks.

J15 | Commencing within six months | RSSLC Psychiatry Policy 1.00d addressed the topic of integrated care between psychiatry §  Substantial
of the Effective Date hereof and | neurology in the Integrated# A OA OA A OE | THe nefrGlogiiand ipdychigtist mugd | Compliance
with full implementation in one | coordinate the use of the medications, through the PDT process, when medications are
year, each Facility shallensure | POAOAOEAAA O OOAAO Ai OE OAEUDOOAO AT A A i
that the neurologist and
psychiatrist coordinate the use | Steps Taken to Promote Neurology and Pshiatry Integration
of medications, through the IDT | Steps taken by the Facility to facilitate integration of neurological and psychiatric care have
process, when they are included:
prescribed to treat both 1 Establishment by the pharmacy of a tracking of anticonvulsant medications based
seizures and a mental health on their use: The pharmacy continued to track Wwether each such medication was
disorder. used only for (1) neurological indications (seizure or otherwise), (2) for psychiatric

indications (typically as a mood stabilizer) or (3) as a duapurpose medication used
for both.

1 Clinical pharmacists attended the neurtogy clinic.

1 Psychiatrists attended neurology clinics for individuals supported by neurology and
psychiatry.

1 PCPs attended the neurology clinic with individuals on their caseload

1 The development of an Integrated Neurology Clinic Policy (4/17/12) that desibed
the participation of psychiatry, pharmacy and medicine in the clinic, and that
instructed the PCP to document integrated encounters in the IPN in the consultatio
form and medical follow-up database so that the IDT will have access to the
assessmentnd plan of the evaluation from the integrated clinical services
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Review of Individuals Supported by Psychiatry and Neurology
The Facility provided neurology and psychiatry clinic notes for five individuals who were
supported by both psychiatry and neurobgy (Sample J3):

1 Individual #623 who was seen by both psychiatry and neurology for care of her
dementia. She took two medicationdDonepeziland Namenda. Unfortunately, these
were not effective in preventing the progression of the illness. She was alse#ted
xEOE $APAET OA £ O POUAEEAOOEA AEAEEEAOD
neurologist knew that the medication was prescribed for psychiatric symptoms

1 Individual #630 was treated for seizures with two medications, Zonegran and
Depakote; thelatter was a dualpurpose medication. The neurologist noted that the
client had not had a seizure since 1999. Reflecting the use of Depakote by
psychiatry and neurology, the neurologist opted to convert the individual to
monotherapy, and did so by presering the Depakote and discontinuing Zonegran
That reflected attention to integrated care needs, appropriate efforts to reduce
polypharmacy when appropriate, and good neurological practice regarding seizure
management. The PBMC notes show that the psyatrist was aware of the
decisions made in the neurology clinic and his concurrence with those decisions.
That reflected good quality integrated care

1 Individual #140 was seen on the unit since she declined to come to clinic.
Dyskinesia, Parkinsonism and git were reviewed. The care included monitoring for
residual Dyskinesia that was associated with past use of narcoleptics. The
neurologist listed current psych meds and reviewed for possible neurological side
effects (none were found). In turn, the psylatrist maintained clarity about the
behavioral targets for all medication and participated in monitoring for efficacy

9 Individual #561 was reviewed for sequelae of head injury. He had been treated for
seizure prophylaxis with Phenytoin (for seizure disorder only) and Depakote(dual
purpose, for seizure disorder, and as a psychiatric treatment).nE neurologist
reviewed both medicationsfor side effects. In the PBMC clinic, the psychiatrist
facilitated the engagement of a traumatic brain injury specialisto evaluate for
possible benefit from neurological rehabilitation

The above examples provided a picture of active coordination and collaboration between
neurology and psychiatry.

Patrticipation of Psychiatry in Neurology Clinic
Psychiatrists now atterd the neurology clinic and discussions are raised in the clinic with

input from the PCP, pharmacist direct care and nursing.

-1 T EOI OET ¢ 4AAI 8O #1711 Il EATAA 2A0ETC
Psychiatrists now attend neurology clinic for clients treated with anticonvulsants for both
seizures and a mental health disorder (and also other individuals treated by both psychiatry
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and neurology). There was good communication between the neurologist, psychiatrist and
other healthcare professionals. The Facility is found in substantial comptiae with the
requirements of the provision.
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SECTION K: Psychological Care and
Services

Each Facility shall provide psychological

care and services consistent with current,

generally accepted professional
standards of care as set forth below.

Steps Taken to Assess Compliance:
Documents Reviewed:

abrwnpE

RSSLC Selssessment (2/13/2014)
RSSLC Action Plan (2/13/2014)
RSSL®resentation Book for Section K
Positive Behavior Support Committee meeting minutes
Documents that were fregiently reviewed included the annual ISP, ISP updates, Skill Acquisition Plarn
(SAPs), Positive Behavior Support Plans (PBSPs), structural and functional assessments (SFAS),
structural and functional behavior assessments (SFBAS), Integrated Behavior Heakksessments
(IBHAs), treatment data, teaching data, progress notes, psychology and psychlatry evaluations,
DEUOEAEAT 860 11 OAOh POUAET OOI PEA AOOC OAOGEAxON
safety and risk assessments, task analyses, anehlavioral and functional assessments. All document
reviews were conducted in the context of the Selissessment.
1 The review of data monitoring practices in K.4 included Individuals #74, #101, #140, #243,
#314, #387, #429, #475, #524, and #787.
1 The review o Psychological Assessment reports in K.5 included Individuals #74, #101, #140
#243, #314, #387, #429, #475, #524, and #787.
1 The review of SFAs concerning assessment of behavior in K.5 includadividuals #74, #101,
#140, #243, #314, #387, #429, #475#524, and #787.
1 The review of SFAs in the context of the integration of mental illness and behavior assessme
in K.5 includedIndividuals #74, #101, #140, #243, #314, #387, #429, #475, #524, and #787.
1 The review of psychological testing, including adaptie skills and intelligence, in K.6 included
Individuals #74, #101, #140, #243, #314, #387, #429, #475, #524, and #787
1 The review of psychological testing and evaluation reports for individuals admitted to the
Facility since the previous site visit preseted in K.7 includedindividuals #85, #153, #350,
#395, #458, #527, #737, #749, and #795
1 The review of PBSPs in K.9 included Individuals #74, #101, #140, #243, #314, #387, #429,
#475, #524, and #787.
1 The review of data graphs in K.10 included Individuals #4, #101, #140, #243, #314, #387,
#429, #475, #524, and #787.

People Interviewed:

N

Maryam Majlessi, M.Ed., BCBABehavior Services director

Roxanne Wolf, M5 BCB/A; Behavior Analyst

Sasha Ayad, MH., LPC- Counselor

Approximately 25 direct care staff inthe following residences and day treatment aread:avaca, Leon,
Nueces, Sabine, San Antonio, and Trinity.

Meeting Attended/Observations:

1.

Positive Behavior Support Committee
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2. The following residences and day treatment areas: Lavaca, Leon, Nueces, SabirmeAstonio, and
Trinity.

Facility Self-Assessment:

The Facility submitted a SeHAssessment for Section K. In its Sefssessment, for each provision, the
Facility had identified: 1) activities engaged in to conduct the selssessment; 2) the results tothe self
assessment; and 3) a selfating.

For Section K, in conducting its selissessment, the Facility:
A Did not indicate the use of specific monitoring/auditing tools. The Facility did demonstrate the
following:

o Assessment included report indicato® £OT i OEA -11 EOI OET C 4
making compliance determinations.

o Did conduct observations, interviews, and record reviews.

0 The SelfAssessment identified the sample sizes, including the number of
individuals/records reviewed in comparison with the number of individuals/records in
the overall population. This sample sizes were adequate to consider them representative
samples.

0 Adequate interrater reliability had not been established between the various Facility staff
responsible for the ®mpletion of the tools.

A Did use additional relevant data sources, such as Facility tracking spreadsheets and peer review
data.
A 4EA &AAEI EOU Al 1T OEOOAT O1 U POAOGAT OGAA AAOA EI

SeltAssessment:

o0 Presented firdings based on indicators used in the Monitoring Team reports

o Consistently stated but did not measure the quality as well as presence of items.

o Did not distinguish data collected by the QA Department versus the program/discipline.

A The Facility rated itselfas being in compliance with Provisions K.2, K.3, and K.11of Section K. Th

xAO 110 Ai1 OEOOAT O xEOE OEA -11EOI OET ¢ 4AAI
K.2 and K.11 to be in substantial compliance. Substantial limitations outlined inéhreport
precluded the Facility achieving substantial compliance for Provision K.3.

The Facility also provided as part of its selassessment an Action Plan that reported actions being taken tq
achieve compliance.

A Actions were reported as Completed, IProcess, and Not Started.

The Facility data did not identify areas of need/improvement in the Action Plans.

The actions did not provide a set of steps likely to lead to compliance with the requirements of thi
Section. Although the Facility did providex number of actions to be implemented, these actions
were discrete tasks that did not necessarily provide for a sequential approximation of substantial
compliance. In addition, these actions in many cases were quantitative and did not address
gualitative issues needed to achieve substantial compliance.

> > >
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Observations, interviews, and record reviews were conducted esite at RSSLC from 8/25/2014 through
8/29/2014. Record reviews continued off-site following the site visit. Based upon information gathered
during the current site visit, it was apparent that only Provisions K.2 and K.11 of Section K were in
substantial compliance with the Settlement Agreement.

Although several areas continued to lack substantial compliance, tteewere areas where notable progress
had been achieved.

1 Although the number of BCBAs had decreased, the percentage of staff either holding or actively
pursuing Board Certification had increased to 93%.

1 The new administrator of the Behavioral Health Servicedepartment possessed board certification
as a behavior analyst.

1 Behavior assessments reflected substantial improvement in several areas and adhered more
closely to accepted practices.

1 Behavior assessments reflected careful consideration of issues invahg challenging behavior and
mental illness.

1 Behavior interventions reflected many areas of improvement, including operational definitions,
use of accepted assessment procedures, identification of potential functions, and the inclusion of
replacement behavor training.

1 Readability statistics for behavior interventions reflected that interventions were written in
accessible language.

Despite the numerous areas of improvement, the Facility continued to demonstrate limitations or a lack o
progress in severalareas.
1 A sizable portion of behavior assessments and intervention plans were developed by staff who
were not BCBAs.
1 There were considerable weaknesses in the internal and external peer review process. More that
one quarter of individuals with behavior intervention plans had not been reviewed in over a year.
1 It was not evident that the Facility maintained adequate procedures for monitoring the
psychological assessment process and ensuring that all individuals received the necessary
assessments.
Behavior assesments did not consistently address establishing operations or setting events.
Due to the limitations noted regarding the assessment of establishing operations and setting
events, it was frequently unclear whether behavior interventions included adequatprocedures
for avoiding challenging behaviors.
1 There was no evidence that the Facility had processes in place to provide direct contact staff and
their supervisors with competency-based training on PBSPs.

= =

Based upon information compiled as part of the cuent site visit, it was evident that RSSLC had not
achieved progress in several areas key to the Settlement Agreement. Without substantial changes in
practices, it is likely that the Facility will continue to struggle in in ensuring that individuals are povided
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with adequate behavioral and psychological services.

# Provision Assessment of Status Compliance
K1 | Commencing within six months of | Historical Perspective Noncompliance

the Effective Date hereof and with
full implementation in three years,
each Facility shall provide
individuals requiring a PBSP with
individualized services and
comprehensive programs
developed by professionals who
EAOA A - AOOAOGO
are demonstrably competent in
applied behavior analysis to
promote the growth, development,
and independence of all

individ uals, to minimize regression
and loss of skills, and to ensure
reasonable safety, security, and
freedom from undue use of
restraint.

During the October 2010 site visit, it was noted that the Behavior Services department g
RSSLC hadne employee with board certification as a behavior analyst and 11 more sta
who were either participating in or who had completed BCBA classes. In May 2011, the
number of BCBA credentialed staff employed by the Facility had increased to four and 1
staff members had enrolled in or completed the training courses. At the same time, 25%
of the Behavior Services staff was not participating in any training related to board
certification in applied behavior analysis. In October 2011, the number of BCBA
credentialed staff had fallen to three. Of the remaining 16 staff eligible for board
certification, only nine (56%) were actively pursuing board certification. During the May
2012 site visit, the Facility had increased the number of BCBAs to six with 93% of the
remaining eligible staff pursuing board certification. In November 2012, the Facility had
increased the number of BCBAS to seven, with 50% of the remaining eligible staff
pursuing board certification. In August 2013, the Facility had increased the number of
BCBAs to nine, with 89% of the remaining eligible staff pursuing board certification. In
March 2014, the number of BCBAs dropped to 6.

Current Site Visit

During the current site visit, Facility records regarding Behavior Support Department
staff were reviewed. These records reflected that four of 14 staff (29%) were board
certified as a behavior analyst. Of the remaining 10 staff, nine (90%) were actively
pursuing board certification. Therefore, it was determined that 93% of the current
Psychology Departmat staff either possessed or were actively pursuing board
certification.

Baseline 3/2014 8/2014
Percent of staff who were BCBAs 0% 33% 29%
Percent of ;taff lacking B_C_BA_Who 0% 58% 90%
were pursuing board certification
Percent of staff who were BCBAs
or were pursuing board 0% 72% 93%
certification

RSSLC maintained a process for auditing credentials of those staff members who posss¢
board certification in applied behavior analysis.

During the current site visit, the Monitoring Team used a sample df0 behavior
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# Provision Assessment of Status Compliance
intervention plans developed since the previous site visit to determine the percentage o
plans completed by a BCBA. The specific individuals included in the sample were
Individuals #74, #101, #140, #243, #314, #387, #429, #475, #524, and #787Based
upon the information provided from the review, five of 10 behavior intervention plans
(50%) were completed by a BCBA.
The Facility demonstrated improvement in hiring and developing BCBAs. As fewer
BCBAs, were employed by the Facility and only half behavior intervention plans was
completed by a BCBA, it was determined that the Facility was not yet in compliance with
the Settlement Agreement for this provision.
K2 | Commencing within six months of | There was turnover in the position of Behavioral ServicesiBector since the last Substantial
the Effective Date hereof and with | compliance visit. The Facility had hired Maryam Majlessi, M.Ed. as Behavior Services Compliance
full implementation in one year, Director. Ms. Majlessi possessed board certification in applied behavior analysis, was a
each Facility shall maintain a Licensed Professional Counselor, and had extensive experae in working with people
qualified director of psychology with intellectual and developmental disabilities. Based upon her credentials, Ms. Majles
who is responsible for maintaining | satisfied the requirements of the SA in relation to Provision K2.
a consistent level of psychological
care throughout the Facility.
K3 | Commencing within six months of | Historical Perspective Noncompliance

the EffectiveDate hereof and with
full implementation in one year,
each Facility shall establish a peer
based system to review the quality
of PBSPs.

During the baseline visit in April 2010, Peer Review Committee meetings lacked
structure and a tue peer review process. At that time, no committee members were
board certified behavior analysts. During the site visit in October of 2010, there was little
evidence to support a substantial improvement in the peer review process at RSSLC. In
addition, RSSLC continued to lack the demonstrably competent Behavioral Services stal
necessary to accomplish internal peer review. Changes were once again introduced by
the Facility immediately prior to both the May 2011 and October 2011 site visits.

In May 2012,notes were reviewed from 23 Behavior Support Committee meetings
conducted during the past six months. The notes reflected a process that addressed mg
aspects of behavior assessment and intervention. Neither the records nor the observed
process, howeverprovided sufficient documentation to allow for tracking of

improvement in individual PBSPs or the overall changes in the PBSPs developed at the
Facility.

In November 2012, a review of 33 records reflected that although the Facility had
adequate policy egarding peer review and had demonstrated progress concerning
internal peer review, substantial limitations existed.

During the August 2013 site visit, four of 11 individuals in the sample selected by the

Facility (36%), had SFAs for which more than a yedad passed since a BRC review. In
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Provision

Assessment of Status

Compliance

one of the four, the most recent review for the SFA had occurred 35 months prior to the
site visit. Furthermore, 32 of 190 behavior interventions (17%) had not been reviewed
by the BRC for more than 18 months prior to th current site visit.

During the March 2014 site visit, it was noted that substantial lapses continued in
relation to the provision of annual BRC review of SFAs and PBSPs.

Current Site Visit

Internal Peer Review

The Facility maintained an internal peer eview committee, titled the Behavior Support
Committee (BSC). A review of BSC Minutes revealed that the committee met 25 of 25
weeks (100%) between 1/6/2014 and 6/25/2014. This reflected that the BSC met
approximately once per week.

Membership of interna peer review meetings consisted of BCBAs employed by the
Facility, as well as noABCBA authors of behavior interventions; an RN also routinely
attended. Committee members with direct participation in the development of an
intervention plan did not partici pate in the review of that plan.

Observations of a BSC meeting were conducted on 8/27/2014. During that meeting, a
single case was reviewed. Observations reflected that the committee conducted a robus
discussion of the case presented. Discussion gendyalollowed the BSC checklist items,
although substantial discussion also reflected broader topics such as the appropriate
management of psychotropic drug interventions. The case being reviewed presented
various challenges due to the involvement of both Bevioral and psychiatric factors. All
committee members actively participated in the discussion and it was evident that all
were invested in the development of an effective and evidendeased intervention
strategy.

During the previous site visit, documenétion from RSSLC reflected that 67 of 171
individuals with PBSPs (39%) had not been reviewed by the BRC in over a year at the
time of the site visit. During the current site visit, 55 of 194 with PBSPs (28%) had not
been reviewed by the BRC in over one yeaAlthough this reflected an improvement,
failing to provide adequate review of 28% of PBSPs was an indication of substantial
limitations in the peer review process. Following the visit, the Facilitypointed out that a
document provided in response to tle document request showed that only 24 PBSPs ha|
not been reviewed in over a year; the Monitoring Team reviewed that document and
found 31 of 172 listed PBSPs (18%ere not reported as havingbeen reviewed in over a
year prior to the compliance visit (thedisparity apparently was because of the date on
which the document was provided, but no updated information was provided to permit

assessment by the Monitoring Team). Because the total of PBSPs reported by varying
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Provision

Assessment of Status

Compliance

documents were not the same, the Monitang Team cannot be certain of the timeliness
of reviews but does note all documentation showed improvement.

External Peer Review

As indicated above, the Facility did arrange for external peer review. External peer
review was provided by a BCBA with expeénce in working with individuals with
intellectual and developmental disabilities. Based upon documentation provided by the
Facility, the external peer reviewer was tasked with reviews of a sample of PBSPs prior
to revision prompted by a BRC review, as wehs assessments of inteobserver
agreement and treatment integrity.

This was the third consecutive site visit in which substantial lapses were noted
concerning the provision of annual BRC review of SFAs and PBSPs. It was disturbing th
no substantive dfort was demonstrated to address these lapses in providing adequate
peer review. Without comprehensive review to ensure the quality of behavior

assessments and interventions, it becomes increasingly likely that individuals displaying
severe behavior distubances will continue to present a danger to themselves and their
peers. The Facility must act aggressively to correct the peer review process and ensure
that all individuals receive adequate treatment and protection from unnecessary risk.

K4

Commencing within six months of
the Effective Date hereof and with
full implementation in three years,
each Facility shall develop and
implement standard procedures
for data collection, including
methods to monitor and review
the progress of each indridual in
meeting the goals of the

ET AEOEAOAI 80 0" 3
pursuant to these procedures shall
be reviewed at least monthly by
professionals described in Section
K.1 to assess progress. The Facilit
shall ensure that outcomes of
PBSPs are frequetly monitored
and that assessments and
interventions are re-evaluated and
revised promptly if target
behaviors do not improve or have
substantially changed.

Historical Perspective

During the baseline visit in April of 2010, it was noted that data colleatin for PBSPs at
RSSLC was inadequate to the task of measuring behavior and determining the need for
benefit from behavioral or psychopharmacological interventions. The status of data
collection practices remained essentially unchanged during the Octob2010 and May
2011 site visits. At the time of the October 2011 site visit, although some changes had
been introduced, several of the preexisting weaknesses continued to be evident. In May
2012, the records submitted by the Facility continued to reflect dastantial weaknesses,
including the organization of targets, no presentation of reliability data, and the lack of
condition change lines.

During the August 2013 site visit it was evident that some improvement in the collection
presentation, and monitoring of treatment data had been achieved. Overall, however,
documentation did not reflect that the Facility had developed the ability to effectively
monitor treatment outcomes or use an evidencdased approach to formulate treatment
plans. Minimal improvementwas noted during the March 2014 site visit.

Current Site Visit

During the current site visit, the Monitoring Team selected a sample of 10 individuals fo
the review of data collection and treatment monitoring. These individuals included
individuals with recent ISPs, behavior assessments, behavior interventions, or

Noncompliance

Richmond State Supported Living Center, November 3, 2014

199




Provision

Assessment of Status

Compliance

psychotropic medication reviews. The specific individuals included in the sample were
Individuals #74, #101, #140, #243, #314, #387, #429, #475, #524, and #787.

The table below reflects the realts from the current site visit review regarding the
collection and presentation of data.

Baseline | 3/2014 | 8/2014
Targeted behavior data collection sufficient to 0% 80% 80%
assess progress
Replacement behavior data collection sufficient 0% 20% 40%
to assess progess
Data reliability is assessed 0% 10% 0%
Target behaviors analyzed individually 0% 80% 90%
Targe_-ted beh_awors graphed sufficient for 0% 50% 20%
decision-making
Replgcemenp behaviors graphed sufficient for 0% 30% 60%
decision-making

Infor mation gained from the record sample reflected that RSSLC had achieved at least
modest improvement in two of the six areas (33%), demonstrated no change in one of s
areas (17%), and regressed in three areas (50%).

The availability and presentation of teatment data is only one aspect of the process of
monitoring the benefit of intervention plans and psychotropic medications. It is also
necessary to conduct thorough reviews of the available data and to introduce changes i
the treatment process when datandicate changes are necessary.

Baseline| 3/2014 | 8/2014
Graphed data are reviewed monthly or more
frequently if needed, such as due to use of 0% 60% 80%
restraints or changes in risk level
Review is conducted by a BCBA 0% 30% 30%
Input from direct care staff is solicited and 0% 0% 0%
documented
:\j/loc_ilf_lcatlons to the PBSP reflect datdbased 0% 0% 20%

ecisions

Criteria for revision are included in the PBSP 0% 0% 10%
Progress evident, or program modified in timely 0% 30% 60%
manner (3 Months)
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Information gained from the record sample reflected that RSSLC had achieved
improvement in four of the six areas (67%), demonstrated no change in two of six areas
(33%), and regressed in no areas (0%). None of the areas was sufficient for a rating of
substantial compliance.

Some of the limitations noted in the documentation and presentation of treatment data
included the following.

1 Due to a lack of markers or indicators of treatment changes on graphs, it was n
possible to determine if changes were attempted af those changes were
evidence based. Discussions with staff, however, indicated that in most cases
behavior interventions are revised on an annual basis rather than according to
changes in treatment targets.

1 Intwo of 10 records (20%), behavior intervenion progress notes were not
available for all months.

1 Inseven of 10 records (70%), the review of progress notes and treatment
outcomes was not conducted by a BCBA.

1 In none of the reviewed records (0%) was it reflected that input had been
solicited from DS staff or other employees who had regular contact with the
individuals.

1 All reviewed behavior interventions (100%) included criteria for success. None
of the interventions (0%) included criteria specifying when it would be
necessary to review or revise arintervention due to poor behavior response.
Without criteria for poor outcomes, there is no trigger prompting the
interdisciplinary team to consider the need to explore alternate treatments that
might benefit the individual.

Based upon the information oltained during the site visit, it was not evident that the
Facility had progressed toward substantial compliance in Provision K.4.
K5 | Commencing within six months of | Historical Perspective Noncompliance

the Effective Date hereof and with
full implementation in 18 months,
each FRcility shall develop and
implement standard psychological
assessment procedures that allow
for the identification of medical,
psychiatric, environmental, or
other reasons for target behaviors,
and of other psychological needs

All site visits to RSSLC through May 2011 reflected no improvement in conducting
intellectual and adaptive assessment or incorporating such assessments into the
Psychological Evaluation. At the October 2011 site visit, the Facilitydicated a person
had been hired to fulfill the role of completing intellectual and adaptive testing and write
Psychological Assessment reports. In May 2012, however, the Facility indicated that the
person hired to conduct the testing was no longer empiged by the Facility. Despite the
loss of staff, the Facility did demonstrate a substantial increase in the number of
individuals who had been provided a Psychological Evaluation report. None of those

reports, however, was shown to include current intelleatial or adaptive behavior
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that may require intervention.

assessment results, but the provision of Psychological Evaluation reports reflected
progress. During the August 2013 site visit, documentation reflected a slight reduction i
the number of individuals with annual psychological assesment reports. In addition, no
individuals were reported to have received timely assessments of intellectual ability or
adaptive skills. Minimal improvement was noted in March 2014.

Current Site Visit

During the current site visit, the Monitoring Team skected a sample of 10 individuals for
the review of psychological and behavior assessment. This sample included individuals
with recent ISPs, behavior assessments, or behavior interventions. The specific
individuals included in the sample were Individuals#74, #101, #140, #243, #314, #387,
#429, #475, #524, and #787.

Baseline | 3/2014 | 8/2014
0% 60% 100%

A Psychological Assessment had been
completed.

The Psychological Assessment was less than of
year old

The Psychological Assessment contaide
findings from an intellectual test administered 0% 30% 20%
within the previous five years.

The Psychological Assessments contained
findings of adaptive assessment conducted
within one year prior to the date of the
Psychological Assessment.

0% 60% 100%

0% 10% 10%

Information gained from the record sample reflected that RSSLC had achieved
improvement in two of the four areas (50%), demonstrated no change in one of four
areas (25%), and regressed in one of four areas (25%).

Behavior Assessment

The assessment of bedwioral function is an essential component of effective behavior
change and requires more than the completion of a screening tool, interview or series o
observations. Determining the function of a behavior is an empirical process that beging
with general observation and progresses with increasing control and focus through
screenings, interviews and formal observations until a specific hypothesis regarding the
function or purpose of the undesired behavior is developed. An acceptable functional
assessment orfunctional analysis does not produce a series of ambiguous statements
regarding the function of the undesired behavior. Rather, the product of the assessment

process is a specific statement regarding the most likely function of the behavior or an
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indication of how ambiguous findings will be resolved. Without additional investigation,
ambiguous statements are indicative of an assessment process that has not been
completed.

Historical Perspective
All site visits to RSSLC through May 2011 revealed substaaitlimitations in the
assessment of behavior function. During the October 2011 site visit, the Facility
presented that efforts were underway to improve SFAs, but that sufficient time had not
passed to allow many of those changes to be present in the recotd May 2012, it was
evident in a sample of the 18 most recent SFAs that broad improvement had taken plac
In March 2014, efforts by RSSLC to address the issues in Provision K.5 were inadequat
and inconsistent. A sizable portion of the individuals resiing at the Facility had not been
provided the essential reviews and updates. Many of the records that included current
assessment reports and SFAs did not reflect the necessary rigor and attention to detalil
required to identify pertinent issues.
Current Site Visit
During the current site visit, the Monitoring Team selected a sample of 10 individuals fo
the review of psychological and behavior assessment. These 10 records included
Individuals #74, #101, #140, #243, #314, #387, #429, #475, #524, and #787
Baseline | 3/2014 | 8/2014

Assessm_ent or review of biological, physical, 0% 40% 100%

and medical status

Review of personal history 0% 47% 90%

A functional assessment reflecting a process or

instrument widely accepted by the field of 0% 33% 100%

applied behavior analysis

_Th(_a process or tool utilizes both direct and 0% 33% 100%

indirect measures

Identlfl_catlon of setting events and motwatmg 0% 13% 10%

operations relevant to the undesired behavior

Identlf!catlon of gntecedents relevant to the 0% 279% 10%

undesired behavior

Identlf!catlon of consequences relevant to the 0% 339 90%

undesired behavior

Identlf!cauon of fgnctlons relevant to the 0% 20% 90%

undesired behavior

Summary statement identifying the variable or 0% 20% 100%
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variables maintaining the target behaior
Identification of functionally equivalent

replacement behaviors relevant to the 0% 7% 80%
undesired behavior
Identification of preferences and reinforcers 0% 27% 90%

Information gained from the record sample reflected that RSSLC hadhéeved
improvement in nine of the 11 areas (82%), demonstrated no change in one of 11 areas
(9%), and regressed in one of 11 areas (9%).

Of particular concern was the absence of establishing operations and setting events in
the behavior assessment proces Even though the Facility followed accepted practices
for behavior assessment, including the use of direct and indirect measures, the SFAs

often did not report findings regarding establishing operations or setting events. These
two areas are important fa understanding why a behavior was displayed and essential
to developing strategies for avoiding the display of challenging behaviors. No explanatic
was provided in any report for the lack of this information.

During the current site visit, asample of 10 psychological and behavior assessment
reports revealed the following about the integration of mental illness and behavior
assessmentThese 10 records included Individuals #74, #101, #140, #243, #314, #387,
#429, #475, #524, and #787.

Baseline | 3/2014 | 8/2014
The assessment process included screening for|
psychopathology, emotional, and behavioral 0% 33% 10%
issues.
The assessment process included differentiation
between learned and biologically based 0% 0% 80%
behaviors.
Identification of behavioral indices of 0% 7% 50%
psychopathology
Use of one or more assessment tools with
evidence of validity in use for people with 0% 27% 10%
intellectual disabilities

Information gained from the record sample reflected that RSSLC had achieved
improvement in two of the four areas (50%), demonstrated no change in none of four
areas (0%), and regressed in two of four areas (50%).
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Based upon the review of the current sample, it was evident that the majority of behavig
assessments included abundant information abolR AAE ET AEOEAOAI 80
history of psychiatric services. The majority of SFAs reviewed reflected that the
necessary formal assessment practices were used to identify relationships between
mental illness and environmentally based behavior. Aftough there was significant
improvement in identifying behavioral indices of mental illnesses in assessments, many
assessments, many assessments still did not clearly identify such indices. Furthermore,
behavior assessments for most individuals did not rééct that psychiatric screenings and
assessments had made use of tools and procedures appropriate for individuals with
intellectual and developmental disabilities, such as a Reiss Screen.

The Facility made considerable progress in several aspects of ass@gnt such as
identification of behavioral function using an accepted process and differentiation
between learned and biologically based behaviors. Nonetheless, information obtained
during the current site visit suggested that the Facility continued to eerience
considerable difficulty in some areas. In order to obtain substantial compliance, it will be
necessary for the Facility to implement substantive changes in relation to psychological
evaluation assessments, as well as the integration of behavioeatd psychiatric
assessments and intervention.

K6

Commencing within six months of
the Effective Date hereof and with
full implementation in one year,
each Facility shall ensure that
psychological assessments are
based on current, accurate, rad
complete clinical and behavioral
data.

According to information obtained from the review of the sample presented in K.5, the
following conclusions were reached.
1 Intelligence tests had been completed within the past five years for two of 10
individuals (20%).
9 Testing of adaptive skills had been completed at least annually for one of 10
individuals (10%).
1 Psychological evaluation reports had been completed at least annually for 10 of
10 individuals (100%).

The psychological assessment tracking spreadsbemaintained by the Facility was used
to determine the degree to which intellectual and adaptive skill assessments were
completed for individuals living at the Facility.
1 For 312 of 334 individuals included in the tracking spreadsheet (93%), there
was documentation of an intellectual assessment.
1 For 40 of 334 individualsincluded in the tracking spreadsheet (12%), there was
documentation of an intellectual assessment within the past five years.
1 For 327 of 334 individuals included in the tracking spreadshee98%), there
was documentation of an adaptive skill assessment.
1 For 10 of 334 individuals included in the tracking spreadsheet (3%), there was
documentation of an adaptive skill assessment within the past year.

Noncompliance
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Based upon the information reviewed, it wavident that many of the psychological
assessments at the Facility were neither current nor included complete clinical and
behavioral data.

K7 | Within eighteen months of the Provision K.6 addresses the status of egoing assessments for all individuals living at Noncompliance

Effective Date hereof or one month
AOT I OEA ET AE GEoA
a Facility, whichever date is later,
and thereafter as often as needed,
the Facility shall complete
psychological assessment(s) of
each individual residing at the
standard psychological assessmen|
procedures.

the Facility. A sample of 10 records was used to determine the degree to which

individuals were provided with annual psychological assessment reports. These 10
records included Individuals #74, #101, #140, #243, #314, #387, #429, #475, #524, and
#787.

Baseline | 3/2014 | 8/2014
Individual records demonstrate that these
psychological assessments are conducted as 0% N/A 100%
often as needed, and at least annually, for each
individual.
For newly admitted |nd|V|duaI$Z p_sychologlcal 0% 86% 78%
assessments are conducted within one month.

As noted in Provision K.6 of this report, individuals living at the Facility were seldom
provided current assessments of intellectual and adapt® skill abilities. In the sample of
10 individuals, all were provided with an annual Psychological Assessment. Records
reflected, however, that an individual living at the Facility might be provided with an
annual Psychological Assessment, Psychologicaldidjpe, or Integrated Behavioral Health
Assessment, or a combination of the three types of reports. Intellectual and adaptive sk
assessment information was not consistently included in any one of the three reports. Ir
some cases, the intellectual and ad#épe skill assessment information was not in any of
the three reports but was included in the Structural and Functional Assessment. The lag
of consistent presentation of testing results introduced considerable difficulty into
determining the abilities of each individual.

The Facility reported that nine individuals had been admitted to the Facility since the

previous site visit. These nine individuals included Individuals #85, #153, #350, #395,
#458, #527, #7137, #749, and #795 Individuals recently admitted to the Facility were

often provided with a psychological assessment report. As was the case with the generg
population of the Facility, however, individuals recently admitted to the Facility were
seldom provided with current assessments. Nine individuls had been admitted to the
Facility since the previous site visit. Data regarding assessments is presented below for
those nine individuals.

1 For seven of nine individuals (78%), a psychological assessment was complete
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