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Background  
 

In 2009, the State of Texas and the United States Department of Justice (DOJ) entered into a Settlement Agreement 
regarding services provided to individuals with developmental disabilities in state-operated facilities (State Supported 
Living Centers), as well as the transition of such individuals to the most integrated 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 Angelo and San 
Antonio, as well as the Intermediate Care Facility for Persons with Mental Retardation (ICFMR) component of Rio 
Grande State Center.  
 
Pursuant to the Settlement Agreement, the parties submitted to the Court their selection of three Monitors responsible 
ÆÏÒ ÍÏÎÉÔÏÒÉÎÇ ÔÈÅ ÆÁÃÉÌÉÔÉÅÓȭ ÃÏÍÐÌÉÁÎÃÅ ×ÉÔÈ ÔÈÅ 3ÅÔÔÌÅÍÅÎÔȢ  %ÁÃÈ ÏÆ ÔÈÅ Monitors was assigned responsibility to 
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, each Monitor engaged an expert team.  
These teams generally include consultants with expertise in psychiatry and 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 recordkeeping.  
 
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 members share information routinely and contribute to multiple sections of the report.  
 
4ÈÅ -ÏÎÉÔÏÒȭÓ ÒÏÌÅ ÉÓ ÔÏ ÁÓÓÅÓÓ ÁÎÄ ÒÅÐÏÒÔ ÏÎ ÔÈÅ 3ÔÁÔÅ ÁÎÄ ÔÈÅ ÆÁÃÉÌÉÔÉÅÓȭ ÐÒÏÇÒÅÓÓ ÒÅÇÁÒÄÉÎÇ ÃÏÍÐÌÉÁÎÃÅ ×ÉÔÈ ÐÒÏÖÉÓÉÏÎÓ 
ÏÆ ÔÈÅ 3ÅÔÔÌÅÍÅÎÔ !ÇÒÅÅÍÅÎÔȢ  0ÁÒÔ ÏÆ ÔÈÅ -ÏÎÉÔÏÒȭÓ ÒÏÌÅ ÉÓ ÔÏ ÍÁËÅ ÒÅÃÏÍÍÅÎÄÁÔÉÏÎÓ ÔÈÁÔ ÔÈÅ -ÏÎÉÔÏÒÉÎÇ 4ÅÁÍ 
believes can help the facilities achieve compliaÎÃÅȢ  )Ô ÉÓ ÉÍÐÏÒÔÁÎÔ ÔÏ ÕÎÄÅÒÓÔÁÎÄ ÔÈÁÔ ÔÈÅ -ÏÎÉÔÏÒȭÓ ÒÅÃÏÍÍÅÎÄÁÔÉÏÎÓ 
are suggestions, not requirements.  The State and facilities are free to respond in any way they choose to the 
recommendations, and to use other methods to achieve compliance with the Settlement Agreement.  
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Methodology  
 

)Î ÏÒÄÅÒ ÔÏ ÁÓÓÅÓÓ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÓÔÁÔÕÓ ×ÉÔÈ ÒÅÇÁÒÄ ÔÏ ÃÏÍÐÌÉÁÎÃÅ ×ÉÔÈ ÔÈÅ 3ÅÔÔÌÅÍÅÎÔ !ÇÒÅÅÍÅÎÔ ÁÎÄ (ÅÁÌÔÈ #ÁÒÅ 
Guidelines, the Monitoring Team undertook a number of activities, including: 

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

(b)  Review of documents ɀ Prior to its onsite review, the Monitoring Team requested a number of documents.  
Many of these requests were 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 onsite.  In selecting samples, a random 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 policy, 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 ɀ While onsite, 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, medication passes, Interdisciplinary  Team (IDT) meetings, discipline 
meetings, incident management meetings, and shift change. 

(d)  Interviews  ɀ 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.   
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Organization of Report  
 

4ÈÅ ÒÅÐÏÒÔ ÉÓ ÏÒÇÁÎÉÚÅÄ ÔÏ ÐÒÏÖÉÄÅ ÁÎ ÏÖÅÒÁÌÌ ÓÕÍÍÁÒÙ ÏÆ ÔÈÅ 3ÕÐÐÏÒÔÅÄ ,ÉÖÉÎÇ #ÅÎÔÅÒȭÓ ÓÔÁÔÕÓ ×ÉÔÈ ÒÅÇÁÒÄ ÔÏ 
compliance with the Settlement Agreement, as well as specific information on each of the paragraphs in Sections II.C 
ÔÈÒÏÕÇÈ 6 ÏÆ ÔÈÅ 3ÅÔÔÌÅÍÅÎÔ !ÇÒÅÅÍÅÎÔȢ  4ÈÅ ÒÅÐÏÒÔ ÁÄÄÒÅÓÓÅÓ ÅÁÃÈ ÏÆ ÔÈÅ ÒÅÑÕÉÒÅÍÅÎÔÓ ÒÅÇÁÒÄÉÎÇ ÔÈÅ -ÏÎÉÔÏÒÓȭ 
reports that the Settlement Agreement sets forth in Section III.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 substantive sections of the Settlement Agreement, the report includes the 
following sub-sections:  

a) Steps Taken to Assess Compliance: The steps (including documents reviewed, meetings attended, and 
persons interviewed) the Monitor took to assess compliance are described.  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 
-ÏÎÉÔÏÒ ÁÎÄ $/* ×ÉÔÈ Á &ÁÃÉÌÉÔÙ 2ÅÐÏÒÔ ÒÅÇÁÒÄÉÎÇ ÔÈÅ &ÁÃÉÌÉÔÙȭÓ ÃÏÍÐÌÉÁÎÃÅ ×ÉÔÈ ÔÈÅ Settlement Agreement.  
This section summarizes the self-assessment steps the Facility took to assess compliance and provides some 
comments by the Monitoring Team regarding the Facility Report; 

c) 3ÕÍÍÁÒÙ ÏÆ -ÏÎÉÔÏÒȭÓ !ÓÓÅÓÓÍÅÎÔȡ Although not required by the Settlement Agreement, a summary of the 
&ÁÃÉÌÉÔÙȭÓ ÓÔÁÔÕÓ ÉÓ ÉÎÃÌÕÄÅÄ ÔÏ ÆÁÃÉÌÉÔÁÔÅ ÔÈÅ ÒÅÁÄÅÒȭÓ ÕÎÄÅÒÓÔÁÎÄÉÎÇ ÏÆ ÔÈÅ ÍÁÊÏÒ ÓÔÒÅÎÇÔÈÓ ÁÓ ×ÅÌÌ ÁÓ ÁÒÅÁÓ ÏÆ 
need that the Facility with regard to compliance with the particular section; 

d) Assessment of Status: A determination is provided as to whether the relevant policies and procedures are 
consistent with the requirements of the Agreement, ÁÎÄ ÄÅÔÁÉÌÅÄ ÄÅÓÃÒÉÐÔÉÏÎÓ ÏÆ ÔÈÅ &ÁÃÉÌÉÔÙȭÓ ÓÔÁÔÕÓ ×ÉÔÈ 
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 compliance, and specific examples of both positive and negative 
practices, as well as examples of positive and negative outcomes for individuals served;  

e) Compliance: 4ÈÅ ÌÅÖÅÌ ÏÆ ÃÏÍÐÌÉÁÎÃÅ ɉÉȢÅȢȟ ȰÎÏÎÃÏÍÐÌÉÁÎÃÅȱ ÏÒ ȰÓÕÂÓÔÁÎÔÉÁÌ ÃÏÍÐÌÉÁÎÃÅȱɊ ÉÓ ÓÔÁÔÅÄȠ ÁÎÄ  
f)    Recommendations: 4ÈÅ -ÏÎÉÔÏÒȭÓ ÒÅÃÏÍÍÅÎÄÁÔÉÏÎÓȟ ÉÆ ÁÎÙȟ ÔÏ ÆÁÃÉÌÉÔÁÔÅ ÏÒ ÓÕÓÔÁÉÎ compliance are provided.  

The Monitoring Team offers recommendations to the State for consideration as the State works to achieve 
compliance with the Settlement AgreementȢ  )Ô ÉÓ ÉÎ ÔÈÅ 3ÔÁÔÅȭÓ ÄÉÓÃÒÅÔÉÏÎ ÔÏ ÁÄÏÐÔ Á ÒÅÃÏÍÍÅÎÄÁÔÉÏÎ ÏÒ ÕÔÉÌÉÚÅ 
other mechanisms to implement and achieve compliance with the terms of the Settlement Agreement.  

g) Individual Numbering:  Throughout this report, reference is made to specific individuals by using a 
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 from the parties to protect the confidentiality of each individual.   
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Substantial Compliance Ratings and P rogress  
 

!ÃÒÏÓÓ ÔÈÅ ÓÔÁÔÅȭÓ ρσ ÆÁÃÉÌÉÔÉÅÓȟ ÔÈÅÒÅ ×ÁÓ ÖÁÒÉÁÂÉÌÉÔÙ ÉÎ ÔÈÅ ÐÒÏÇÒÅÓÓ ÂÅÉÎÇ ÍÁÄÅ ÂÙ ÅÁÃÈ ÆÁÃÉÌÉÔÙ ÔÏ×ÁÒÄÓ ÓÕÂÓÔÁÎÔÉÁÌ 
compliance in the 20 sections of the Settlement Agreement.  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.  
 
The parties foresaw that this would take a number of years to complete.  For example, in the Settlement Agreement the 
ÐÁÒÔÉÅÓ ÓÅÔ ÆÏÒÔÈ Á ÇÏÁÌ ÆÏÒ ÃÏÍÐÌÉÁÎÃÅȟ ×ÈÅÎ ÔÈÅÙ ÓÔÁÔÅÄȡ Ȱ4ÈÅ 0ÁÒÔÉÅÓ ÁÎÔÉÃÉÐÁÔÅ ÔÈÁÔ ÔÈÅ 3ÔÁÔÅ ×ÉÌÌ ÈÁÖÅ ÉÍÐÌÅÍÅÎÔÅÄ 
ÁÌÌ ÐÒÏÖÉÓÉÏÎÓ ÏÆ ÔÈÅ !ÇÒÅÅÍÅÎÔ ÁÔ ÅÁÃÈ &ÁÃÉÌÉÔÙ ×ÉÔÈÉÎ ÆÏÕÒ ÙÅÁÒÓ ÏÆ ÔÈÅ !ÇÒÅÅÍÅÎÔȭÓ %ÆÆÅÃÔÉÖÅ $ÁÔÅ ÁÎÄ ÓÕÓÔained 
ÃÏÍÐÌÉÁÎÃÅ ×ÉÔÈ ÅÁÃÈ ÓÕÃÈ ÐÒÏÖÉÓÉÏÎ ÆÏÒ ÁÔ ÌÅÁÓÔ ÏÎÅ ÙÅÁÒȢȱ  %ÖÅÎ ÔÈÅÎȟ ÔÈÅ ÐÁÒÔÉÅÓ ÒÅÃÏÇÎÉÚÅÄ ÔÈÁÔ ÉÎ ÓÏÍÅ ÁÒÅÁÓȟ 
compliance might take longer than four years, and provided for this possibility in the Settlement Agreement. 
 
To this end, large-scale change processes are required.  These take time to develop, implement, and modify.  The goal is 
for these processes to be sustainable in providing long-term improvements at the facility 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 short-term plan of correction to 
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 ratings, such as partial compliance, 
progressing, or improving.  Thus, a facility will receive a rating of noncompliance even though progress and 
ÉÍÐÒÏÖÅÍÅÎÔÓ ÍÉÇÈÔ ÈÁÖÅ ÏÃÃÕÒÒÅÄȢ  4ÈÅÒÅÆÏÒÅȟ ÉÔ ÉÓ ÉÍÐÏÒÔÁÎÔ ÔÏ ÒÅÁÄ ÔÈÅ -ÏÎÉÔÏÒȭÓ ÅÎÔÉÒÅ ÒÅÐÏÒÔ ÆÏÒ ÄÅÔÁÉÌ ÒÅÇÁÒÄÉÎÇ 
ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÐÒÏÇÒÅÓÓ ÏÒ ÌÁÃË ÏÆ ÐÒÏÇÒÅÓÓȢ   
 
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 compliance ratings generally is not a 
good indicator of progress.  Second, not all provision items are equal in weight or complexity; some require significant 
systemic change to a number of processes, whereas others require only implementation of a single action.  For example, 
provision item L.1 addresses the total system of the provision of medical care at the facility.  Contrast this with 
provision item T.1c.3., which requires that a document, the Community Living Discharge Plan, be reviewed with the 
individual and Legally Authorized Representative (LAR).   
 
Third, it is incorrect to assume that each facility will obtain substantial compliance ratings in a mathematically straight-
line manner.  For example, it is incorrect to assume that the facility will obtain substantial compliance with 25% of the 
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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 systemic processes 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). 

  
Executive Summary  
 

In June 2013, the parties agreed that some modifications to monitoring could be made under specific circumstances.  
These 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 subsections 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 which modified 
monitoring is requested, the State submits a proposal to the Monitor and DOJ for review, comment, and approval.  This 
report reflects the results of a modified review.  Where appropriate, this is indicated in the text for the specific 
subsections for which modified monitoring was conducted. 
 
The monitoring team wishes to again acknowledge and thank the individuals, staff, clinicians, managers, and 
administrators at SASSLC for their openness and responsiveness to the many activities, requests, and schedule 
disruptions caused by the onsite monitoring review.  The facility director, Ralph Henry, supported the work of the 
monitoring team, was available and responsive to all questions and concerns, and set the overall tone for the week, 
which was to learn as much as possible about what was required by the Settlement Agreement.  
 
The Settlement Agreement Coordinator, Andy Rodriguez, did a great job, before, during, and after the onsite review.  He 
ensured that the monitoring team received documents, he assisted with scheduling, and played an important role in the 
QA program at SASSLC.  The work of his assistant, Nercy Navarro, was also appreciated by the monitoring team. 
 
A brief summary regarding each of the Settlement Agreement provisions is provided below.  Details, examples, and a 
full understanding of the context of the monitoring of each of these provisions can only be more fully understood with a 
reading of the corresponding report section in its entirety. 
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Restraint  
¶ There were 43 restraints used for crisis intervention involving 10 individuals between 10/1/13 and 3/1/14.  The 

number of restraint incidents had increased since the last onsite review when there had been 25 restraints.  Individual 
#304 accounted for 14 of the 43 (33%) restraints used for crisis intervention.  The three individuals with the greatest 
number of restraints accounted for 56% of the total restraints.  It was not evident that least restrictive interventions 
were considered or attempted prior to the use of chemical restraint.   

¶ There were 93 instances of dental/medical restraint from 10/1/13 through 3/31/14.  There was no evidence that IDTs 
were adequately discussing risks associated with the use of pretreatment sedation or general anesthesia related to risk 
factors identified for each individual (i.e., drug interactions, cardiac issues, osteoporosis, aspiration risk).  

¶ The facility reported that 10 individuals at the facility wore protective mechanical restraints (PMRs) for self-injurious 
behaviors.  The facility had developed protective mechanical restraint plans for those individuals.   

¶ To move forward, the facility should continue to focus on: 
o Ensuring that restraint documentation clearly describes behavior that led to the restraint and documents all 

interventions attempted prior to the use of restraint. 
o Ensuring that nursing reviews for all restraint incidents are completed and appropriately documented following 

state policy guidelines. 
o Ensuring that restraints used to complete routine dental exams are the least restrictive intervention necessary 

and that less restrictive interventions have been considered or attempted. 
o Ensuring that IDTs engage in a thorough discussion regarding the risk associated with completing routine exams 

using pretreatment sedation for each individual. 
o Ensuring that all employees receive annual training within the required timelines. 

 
Abuse, Neglect, and Incident Management   
¶ Of 119 allegations, there were six confirmed cases of abuse and 11 confirmed cases of neglect.  The facility reported 

that 38 other serious incidents were investigated by the facility during this period. 
¶ There were a total of 1390 injuries reported between 9/1/13 and 2/28/14.  These 1390 injuries included 26 serious 

injuries resulting in fractures or sutures.   
¶ The incident management department was preparing data reports for the monthly QA/QI unit meetings regarding 

injuries and injury trends.  It was still not evident that IDTs were proactive in revising supports and monitoring 
implementation following incidents.  

¶ 50% of the DFPS investigations were not completed within 10 calendar days of the incident being reported.  There was 
not sufficient evidence that the delay was because of extraordinary circumstances in the investigations not completed 
in a timely manner. 
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¶ The facility was not tracking outcomes to ensure that protections implemented following investigations were sufficient 
to reduce the likelihood of similar incidents from occurring. 

¶ The facility was still not adequately developing action plans to address trends of injuries and incidents.   
 
Quality Assurance  
¶ There were eight deaths in the past six months.  This serious outcome was not picked up by any of the items in the 

inventory, QA matrix, or QA reports indicating problems in the collection and monitoring of data at the facility. 
¶ Of the 16 data list inventories, 16 (100%) included data that could be used to identify trends as required in the wording 

of section E1; 2 (13%) included a wide range of data that appeared to cover all aspects of the discipline and Settlement 
Agreement; 14 (88%) included what appeared to be key indicators; 16 (100%) described the data being collected; and 
7 (44%) included a self-monitoring tool.  

¶ The items in the QA matrix should line up with the data list inventory, content of the QAD-SAC 1:1 meetings, content of 
the QA reports, and presentation at QAQI Council. 

¶ In the last six months, a facility QA report was created for six of the last six months (100%).  There should be an 
analysis of the causes of the problem, not just a description of their occurrence.   

¶ Continued work was done to improve the CAPs system.  One of the program auditors spoke with each person 
responsible for an open CAP every week.  There was, however, no criterion to judge when/if the overall CAP was being 
met.   

¶ The QAD director was just initiating a very creative and important activity to reviewing 40% of all closed CAPs to see if 
the corrections were maintained and the issues for which the CAP was created remained at a satisfactory level. 

 
Integrated Protections, Services, Treatment, and Support   
¶ The facility had made little progress in developing an adequate IDT process for developing, monitoring, and revising 

treatments, services, and supports for each individual.  Recent turnover in the QIDP department had impacted progress 
made during previous visits.   

¶ Two annual ISP meetings and two pre-ISP meetings were observed during the monitoring visit.  Many improvements 
were noted in regards to facilitation skills and interdisciplinary discussion.   

¶ There was little discussion at either meeting, however, regarding how the individual spent a majority of his or her day 
or how the team would ensure that they were involved in meaningful activities.   

¶ The IDTs did not develop outcomes that would build on what the individuals were currently doing to offer new 
experiences or opportunities to learn new skills based on identified preferences.  Very few revisions were made to 
current supports with little consideration of whether or not the support had been effective.  IDTs were unable to 
determine the status of current supports due to a lack of documentation and consistent monitoring of services.   
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¶ All team members need to ensure that supports are monitored for consistent implementation and adequacy.  Data 
collected during monitoring should be used to revise supports when there is regression or lack of progress.  Likewise, 
data collected regarding incidents, injuries, and illnesses should be used to alert the IDT that supports are either not 
being implemented or are not effective and should be revised. 

 
Integrated Clinical Services   
¶ No true progress was appreciated.  There were no new major initiatives specifically related to the integration of clinical 

services.  However, some meetings were expanded or included more discussions that had the potential to improve 
integration of clinical services.  

¶ The monitoring team had the opportunity to meet with the medical director to discuss integration activities at the 
facility.  He reported on integration activities, but the discussion was limited to the meetings of the disciplines.  

 
Minimum Common Elements of Clinical Care   
¶ There was minimal progress observed in this provision.   
¶ The facility continued to track assessments centrally.  Each department also tracked assessments.  There was no 

information available on the quality of assessments and tools had not been developed.  Interval assessments were not 
addressed.   

¶ The facility continued its Medical Quality Improvement Committee and much of section H was linked to data derived 
from that committee.  Progress in the medical quality program will likely translate into progress in section H because 
much of section H is about quality. 

 
At-Risk Individuals   
¶ The parties agreed that the monitoring team would conduct reduced monitoring for I1, I2, and I3 because the facility 

had made little progress.   
¶ The monitoring team observed the risk identification process at two ISP meetings and noted progress.  Notably, each 

discipline presented relevant information during the risk determination process that was essential for determining risk 
in each area identified by the IRRF.   

¶ The facility continued to struggle, however, with ensuring that all assessments were completed and available for review 
prior to annual ISP meetings.  Without up-to-date assessment information, it was unlikely that accurate risk ratings 
could be assigned during annual IDT meetings. 

¶ Teams should be carefully identifying and monitoring indicators that would trigger a new assessment or revision in 
supports and services with enough frequency that risk areas are identified before a critical incident occurs.   
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¶ Plans should be implemented immediately when individuals are at risk for harm, and then monitored and tracked for 
efficacy.  When plans are not effective for mitigating risk, IDTs should meet immediately and action plans should be 
revised. 

 
Psychiatric Care and Services   
¶ SASSLC was in substantial compliance with two provisions in this section.  Since the last monitoring visit, there had 

been challenges due to a turnover in psychiatric clinic staff.  Currently, 65% of the facility population (154 individuals) 
was receiving services via psychiatry clinic.  There was a paucity of combined assessment and case formulation as only 
46% of comprehensive psychiatric evaluations per Appendix B had been completed.  The evaluations completed, 
however, were of general good quality. 

¶ The monitoring team observed two psychiatric clinics.  There was participation in the discussion and collaboration 
between the disciplines (psychiatry, behavioral health, nursing, QIDP, direct care staff, and the individual).  

¶ During this monitoring period, the facility had made changes to the manner in which additional medications (i.e., 
chemical restraints) were categorized.  The facility reported a total of three chemical restraints during this monitoring 
period.  There were an additional 16 medication administrations that were categorized as PEMA (psychiatric 
emergency medication administration).  Given this change in category, these administrations were not subjected to 
post emergency restraint review processes.  There was currently no policy and procedure in effect to define this 
practice or to outline the procedures that must be followed.   

 
Psychological Care and Services   
¶ SASSLC maintained substantial compliance on the four items (K2, K3, K7, and K11) that were in substantial compliance 

prior to this review, and demonstrated improvements in several additional items.  These improvements included 
implementation of a new more flexible, individualized data collection system; improvement in data collection 
timeliness; and improved accessibility of data sheets to the DSPs.  There was evidence of consistent data-based 
treatment decisions, increased number of replacement behavior graphs, and evidence of consistent action 
recommended in the progress notes when individuals were not making expected progress.  There were also 
improvements in the assessment of treatment integrity of PBSP implementation. 

¶ The areas that the monitoring team suggests that SASSLC work on for the next onsite review are to ensure that 
replacement behaviors are consistently included in the new data collection system and are consistently graphed.  The 
facility should reinitiate the collection of data timeliness and IOA data, ensure that all functional assessments have the 
correct use of terminology, ensure that counseling services treatment plans/progress notes are consistently complete, 
and ensure that each PBSP contains a functional replacement behavior, or an explanation why a functional replacement 
behavior is impossible or impractical.  Also, levels and frequencies of treatment integrity should be established and 
then achieved. 
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Medical Care   
¶ Some services, such as immunizations, were provided with high rates of compliance and improvement was seen in the 

compliance with vision screenings.  However, compliance with many cancer screenings was poor based on record 
reviews.  Individuals were identified through record reviews who were never assessed by a physician for acute medical 
problems, but should have been.  

¶ Record and document reviews indicated that access to some specialty care was either not adequate or was not being 
appropriately utilized.  The facility did not maintain any data to demonstrate timeliness of appointments.   

¶ The facility had a relatively high incidence of pneumonia.  It was concerning that there had been no additional review of 
this trend.  Similarly, there were numerous individuals hospitalized with bowel associated issues, such as bowel 
obstruction, ileus, and constipation.   

¶ As noted in previous reviews, the facility submitted no justification for the DNRs.  In fact, the table submitted appeared 
to include the same outdated data submitted for the October 2013 review.   

¶ There were eight deaths since the last compliance review and 75 percent of the deaths involved the diagnosis of 
pneumonia.  During the customary mortality management discussion, it was reported that the facility had taken a 
critical look at all deaths and there were no unusual findings.  It was also reported that state office was reviewing 
deaths and providing recommendations, but had none for SASSLC.  

¶ Some components of this review were hampered by the lack of accurate data.  The medical department cannot measure 
its own progress if it cannot collect and report data accurately.  Establishing a standardized set of quality measures, 
collecting and reporting data, is a required component for any health care delivery system. 

¶ In addition to problems with data accuracy, the facility also appears to have problems maintaining documents and 
records.  An individual experienced an adverse outcome associated with anesthesia.  The documents containing the 
ÉÎÆÏÒÍÁÔÉÏÎ ÃÅÎÔÒÁÌ ÔÏ ÔÈÉÓ ÃÁÓÅ ×ÅÒÅ ÒÅÐÏÒÔÅÄ ÁÓ ȰÎÏ×ÈÅÒÅ ÔÏ ÂÅ ÆÏÕÎÄȢȱ  

 
Nursing Care   
¶ Progress was made in most areas.  Substantial compliance was achieved for provision M6.  The CNE established and 

strengthened standing operational guidelines and expectations for accountability and performance of nursing staff.  
Nursing Audits were improving, but were not consistently trending upward.  

¶ There was improvement in tiÍÅÌÙ ÁÓÓÅÓÓÍÅÎÔÓ ÁÎÄ ÔÉÍÅÌÙ ÎÏÔÉÆÉÃÁÔÉÏÎ ÔÏ ÐÈÙÓÉÃÉÁÎÓ ÆÏÒ ÉÎÄÉÖÉÄÕÁÌȭÓ ÈÅÁÌÔÈ ÃÁÒÅ 
problems, including following their own emergency procedures for emergency health issues.  The Nursing Department 
had been proactive in addressing skin integrity issues through a partnership with external hospital nursing staff that 
ÉÎÃÌÕÄÅÄ ÁÎ ÅØÃÈÁÎÇÅ ÏÆ ÅÁÃÈ ÏÔÈÅÒȭÓ ÅØÐÅÒÔÉÓÅ ×ÉÔÈ ÐÒÅÓÓÕÒÅ ÕÌÃÅÒÓȢ 

¶ 4ÈÅ ÆÁÃÉÌÉÔÙȭÓ )ÎÆÅÃÔÉÏÎ #ÏÎÔÒÏÌ 0ÒÅÖÅÎÔÉÏÎÉÓÔ ×ÁÓ ÍÏÒÅ ÖÉÓÉÂÌÅ ÏÎ ÔÈÅ ÈÏÍÅÓ ÁÎÄ ÈÁÄ ÔÁËÅÎ ÌÅÁÄ ÒÏÌÅ ÉÎ ÔÒÙÉÎÇ ÔÏ 
minimize the spread of infections through daily surveillance rounds and attending the morning meetings.  However, 
given the number of infections and cases of pneumonia, the facility should intensify its infection control efforts.  
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¶ The collection and validation of immunization data needed revamping in order to consistently have on day to day basis 
availability, the immunization/immunity status of individual who reside at SASSLC.   

¶ Most progress had been made in all aspects of medication administration practice in accordance with generally 
accepted standards of practice.  The facility had improved on tracking and analyzing medication variances, including 
taking actions that resulted in system changes. 

 
Pharmacy Services and Safe Medication Practices   
¶ Medications for SASSLC continued to be dispensed at the San Antonio State Hospital (SASH).  This presented a unique 

set of challenges for the facility.  The SASSLC long-term clinical pharmacist remained in the role as pharmacy lead. 
¶ While SASH had implemented the Intelligent Alerts, the system of documentation did not clearly identify them in the 

notes extracts.  This was very different from the findings of the October 2013 compliance review when numerous 
Intelligent Alerts were documented, but rejected by the medical staff.  

¶ The QDRRs were done within the required timeframes and for the most part were adequately completed.  
¶ The facility developed a Performance Improvement Team to address the barriers related to completion of the MOSES 

and DISCUS evaluations.  This appeared to have a favorable impact on completion of the evaluations.   
¶ A modified Hartwig severity scale was implemented and a threshold was set to determine when additional reviews of 

ADRs were required.  The threshold was met twice, but the facility had not established a format for completing the 
reviews.   

¶ DUEs were completed as required and the evaluations included the necessary components.  The clinical staff must 
exercise caution in how they use the results of the DUEs.  The findings of both DUEs were used to make generalized 
statements, but these were inconsistent with the medical literature. 

¶ During the October 2013 review, the medication variance program was described as being in a state of disarray.  
Overall, there was improvement, but it was somewhat limited.  While it appeared that medication variances decreased, 
the significance of the decrease was not clear because the facility lost the ability to reconcile medications upon return 
to the SASH pharmacy. 

¶ Documentation for the Pharmacy and Therapeutics Committee must be addressed.  
 
Physical and Nutritional Management   
¶ Gains were made across all sections.  There was a fully dedicated PNMT with the dietitian as the one new member.  

They continued to refine their processes and documentation.  The evaluation was much improved over previous visits, 
though work was still needed with regard to the analysis.   

¶ Positioning looked much improved, though this was an area that requires ongoing diligence to maintain staff 
competence and compliance.  Mealtimes on three homes that had issues in previous visits were again observed.  Homes 
673 and 674 were excellent.  Staff were efficient in the delivery of the meals, accurate in implementation of the Dining 
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Plans, and interactive with individuals.  No errors were observed.  There continued to significant concerns in home 670.  
There was a clear lack of leadership and oversight.   

¶ Some areas of continued need for improvement are: 
o Recommendations and actions identified in the PNMT assessments are adequately documented in the ISPs, 

ISPAs, IRRFs, and IHCPs. 
o More consistent use of the ISPA process with clear documentation is encouraged. 
o Clarification of the staff who had successfully completed all competency-based training was needed. 
o Ensure that compliance monitoring was consistently conducted related to all aspects of the PNMP at the 

recommended frequency. 
o Ensure that ISPAs are held to address changes in status and changes in supports and services.  
o Establish protocol related to the completion of assessments, especially related to nutrition evaluation, on an 

annual basis to determine the medical necessity of all individuals with enteral nutrition. 
 
Physical and Occupational Therapy   
¶ OT/PT assessments continued to improve.  Substantial compliance with P.1 was maintained and achieved for P.3.  The 

assessment essential element section should be carefully reviewed so that content of some elements can be further 
refined.  Further integration of OT/PT-related supports and services must be better integrated into the ISP.  Supports 
introduced in the interim must be reflected via assessment and also be reflected in an ISPA.   

¶ The therapists spent a considerable amount of time looking at individuals in a creative manner and were proud to show 
off what they had accomplished over the last six months.  They were clearly working collaboratively with other team 
members to arrive at effective solutions.   

 
Dental Services   
¶ There were a number of positive findings during this review.  Individuals received timely annual assessments and were 

scheduled for necessary treatments.  Treatment required consent and the extended delays related to the consent 
ÐÒÏÃÅÓÓ ÁÎÄ (2# ÁÐÐÒÏÖÁÌ ÃÏÎÔÉÎÕÅÄ ÔÏ ÄÅÃÒÅÁÓÅȢ  ! ÐÏÌÉÃÙ ÄÅÔÁÉÌÉÎÇ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÇÕÉÄÅÌÉÎÅÓ ÆÏÒ ÏÂÔÁÉÎÉÎÇ ÒÁÄÉÏÇÒÁÐÈÓ 
was developed and approved. 

¶ Oral hygiene continued to be a significant problem for the facility.  More than 30 percent of individuals maintained poor 
hygiene status. 

¶ TIVA was another major concern.  The use of intravenous anesthesia requires careful selection and monitoring of 
individuals.  Procedures did not adequately address perioperative evaluation.  Moreover, the documents reviewed by 
the monitoring team provided no evidence of the appropriate post-anesthesia monitoring. 

¶ Refusals were incorrectly recorded.  Only those individuals who refused to go to clinic were documented as refusals.  
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Communication   
¶ There was continued, steady progress in all aspects of provision R and substantial compliance was achieved in R.2.  

Assessment quality and timeliness had improved and efforts to improve the content of communication assessments 
were evident.  Additionally, there had been a clear effort to work collaboratively with behavioral health to develop 
communication strategies that were well-integrated into the PBSP and throughout the daily routine.   

¶ There were a tremendous number of communication systems in place, including many communication SAPs, though 
integration of communication supports was not consistently integrated into the ISPs.   

¶ Sections from the communication assessment were inserted into the ISP.  This must include actual documentation that 
the IDT reviewed the communication dictionary, communication plans, and supports, and that the IDT specifically 
identified the effectiveness and any need for changes.   

¶ The facility continued to struggle with focusing on what was most meaningful and what were the most fundamental 
needs of the individual with consistent implementation of SAPs and group activities based on these.  Success with this 
will, in part, require that the speech clinicians lend their creativity by participating on a routine basis to model and 
infuse communication behavior and interactions in a meaningful way.   
 

Habilitation, Training, Education, and Skill Acquisition Programs   
¶ There were several improvements since the last review.  These included improvements in the quality of SAPs reviewed.  

Individualized targeted engagement levels were achieved in 52% of treatment sites in March 2014.  The facility 
initiated dental desensitization plans, improved the engagement tool, increased percentage of graphed SAP data, and 
developed program change forms to document data-based decisions to continue, discontinue, or modify SAPs.  There 
was an expansion of the collection of SAP treatment integrity data to the residences, development of a public 
transportation assessment, and establishment of individualized recreational and community training goals for all 
residences. 

¶ The monitoring team suggests that the facility focus on the ensuring that all SAPs contain clear examples of all the 
components necessary for learning discussed in the report.  The facility should develop a system (e.g., spreadsheet) to 
ensure that appropriate action occurs for all individuals who are refusing routine dental exams.  Further, the facility 
should ensure that SAP treatment integrity includes a direct observation of DCPs implementing the plan, establish 
acceptable treatment integrity levels, and demonstrate that established goal levels of individuals participating in 
community activities and training are achieved. 

 
Most Integrated Setting Practices   
¶ Progress continued.  Given that the APC had completed her first six months in this position, the department was only 

recently fully staffed, and many individuals were placed and referred, it was not surprising that only limited progress 
was seen in the many procedural requirements of section T. Ten individuals were placed in the community since the 
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last onsite review.  29 individuals were on the active referral list.  Of the 23 individuals who moved in the past 12 
months, 2 had one or more untoward events that occurred within the past six months (15%). 

¶ Systemic issues were identified that competed with referrals and transitions.  These were noted to be lack of 
community provider expertise in supporting individuals with complex behavioral and psychiatric needs, availability of 
community psychiatrists, absence of adequate day and employment programs, and provider challenges in creating 
accessible housing. 

¶ CLDPs were much improved compared with previous reviews.  Lists of pre- and post-move supports contained a wider 
ÒÁÎÇÅ ÏÆ ÓÕÐÐÏÒÔÓ ÔÈÁÎ ÅÖÅÒ ÂÅÆÏÒÅȢ  $ÉÓÃÈÁÒÇÅ ÁÓÓÅÓÓÍÅÎÔÓȟ ÈÏ×ÅÖÅÒȟ ×ÅÒÅ ÎÏÔ ÄÅÓÉÇÎÅÄ ÁÒÏÕÎÄ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ 
upcoming move and new residential, day, and/or employment settings. 

¶ Post move monitoring continued to be implemented as required and maintained substantial compliance.  29 post move 
monitorings for 13 individuals were completed since the last onsite review.  They were done timely and thoroughly.  
The post move monitor followed-up when action was needed. 

¶ Post move monitoring was observed by the monitoring team.  The individual was reported to have exhibited problem 
behaviors at the apartment complex and the provider was unable to successfully deal with these.  State office was 
notified following the post move monitoring visit.  

 
Guardianship and Consent   
¶ 4ÈÉÓ ÐÒÏÖÉÓÉÏÎ ÒÅÃÅÉÖÅÄ ÎÏ ÍÏÎÉÔÏÒÉÎÇ ÂÁÓÅÄ ÕÐÏÎ ÔÈÅ ÐÁÒÔÉÅÓȭ ÁÇÒÅÅÍÅÎÔ ÄÕÅ ÔÏ ÌÉÍÉÔÅÄ ÏÒ ÎÏ ÐÒÏÇÒÅÓÓȢ 

 
Recordkeeping Practices  
¶ SASSLC made progress in some areas of section V and maintained status in other areas.  Fourteen of 14 (100%) 
ÉÎÄÉÖÉÄÕÁÌÓȭ records reviewed included an active record, individual notebook, and master record.  A unified record was 
created for all new admissions. 

¶ The status of the active records maintained since the last review.  There were about 10 errors/missing documents per 
active record, plus there were errors in legibility, signatures, etc.  The most frequently missing documents were 
quarterly medical summaries, SAP progress notes and data sheets, and ISP monthly reviews. 

¶ A master record existed for every individual at SASSLC and all were in a format that was organized, manageable, and 
described in previous reports.  The CUR had not continued to implement the system of making entries onto the blue 
page to indicate what efforts had been taken to obtain any missing documents.   

¶ Five quality assurance audits were done in five of the past six months.  Beginning in February 2014, the URC began 
using the new 16-page tool that she developed.  It incorporated the previous table of contents tool and statewide tool.   

¶ The URC summarized her data in her monthly QA report.  These data were inadequate in providing an understanding of 
the status of the unified record and setting the occasion for analysis and actions.  Further, there was no analysis of the 
data that were being summarized. 
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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:  

o DADS Policy:  Use of Restraints #00.1 
o SASSLC Self-Assessment 
o SASSLC Provision Action Information Log 
o SASSLC Section C Presentation Book 
o Restraint Trend Analysis Reports for the past two quarters 
o Section C QA Reports for the past two quarters 
o Sample of IMRT Minutes from the past six months 
o Restraint Reduction Committee minutes for the past six months 
o List of all restraint monitors and date training was completed 
o List of all restraint by individual in the past six months 
o List of all chemical restraints used for the past six months 
o List of all medical restraints used for the past six months 
o List of all restraints used for crisis intervention for the past six months 
o List of all mechanical restraints for the past six months 
o List of all individual that were restrained off the grounds of the facility  
o List of all injuries that occurred during restraint 
o 3!33,# Ȱ$Ï .ÏÔ 2ÅÓÔÒÁÉÎȱ ÊÕÓÔÉÆÉÃÁÔÉÏÎ 
o List of individuals with crisis intervention plans 
o List of individuals with desensitization plans   
o List of individuals for whom pretreatment sedation was used to complete routine medical and 

dental exams. 
o Sample #C.1: 10 records of physical restraints used in a crisis intervention for eight different 

individuals, drawn from the list provided in response to II.6 of the Document Request.  Records 
drawn for this sample included: restraint checklist form, face-to-face/debriefing form, the 
ÉÎÄÉÖÉÄÕÁÌȭÓ #ÒÉÓÉÓ )ÎÔÅÒÖÅÎÔÉÏÎ 0ÌÁÎ ɉ#)0Ɋȟ ÉÆ ÁÐÐÌÉÃÁÂÌÅȟ ÔÈÅ ÄÏÃÕÍÅÎÔÁÔÉÏÎ ÏÆ ÁÎÙ ÁÎÄ ÁÌÌ ÒÅÖÉÅ×Ó 
of this use of restraint, and any addenda or changes to the ISP or Crisis Intervention Plan that 
resulted.  The restraint incidents in the sample were:  

 
Individual  Type of Restraint Date 
#304 Physical 12/23/13 @ 1:20 pm 
#304 Physical 11/22/13 @ 7:25 am 
#39 Physical 1/10/14 @ 8:33 am 
#39 Physical 1/10/14 @ 7:10 am 
#95 Mechanical 11/6/13 @ 4:15 pm 
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#16 Physical 10/24/13 @ 3:43 pm 
#285 Physical 12/2 8/13 @ 7:53 pm 
#3 Physical 11/11/13 @ 11:45 am 
#225 Chemical 9/6/13 @ 2:00 pm 
#247 Chemical 1/23/14 @ 10:55 am  

 

 
o Sample #C.2 was documentation for a selected sample of 24 staff: 

¶ their start dates,  
¶ the dates they were assigned to work with individuals,  
¶ their training transcripts showing date of most recent: 

Á PMAB training and 
Á Training on the use of restraint. 

 
o Sample #C.3 was a sample of documentation for pretreatment sedation chosen from the last ten 

medical/dental restraints including the physiciansȭ ÏÒÄÅÒÓ ÆÏÒ ÔÈÅ ÒÅÓÔÒÁÉÎÔȟ ÉÎÃÌÕÄÉÎÇ ÔÈÅ 
monitoring schedule, the medical restraint plan, the restraint checklist, the documentation of the 
monitoring that occurred, any reviews of this use of restraint, and any desensitization plan.   

 
Individual  Restraint type 
#204 2/19/13  
#240 2/14/14  
#88 2/25/14  
#32 2/25/14  
#188 2/13/14  

 
o Sample #C.4 (a subsample of #C.1) chosen from II.5a in response to the document request.  The 

total number of chemical restraints for crisis intervention was three.   
 

Individual  Date 
#225 9/6/13  
#247 1/23/14  

 
o Sample #C.5: Was selected from a sample of restraints that occurred off-campus.  There were none. 

  
Individual  Date 
  

 
o Sample #C.6: The following documentation for a selected sample of individuals who were 

restrained more than three times in a rolling 30-day period:  
¶ PBSPs, crisis intervention plans, and individual support plan addendums (ISPAs) for 

Individual #304 and Individual #39 
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o Sample #C.7 was chosen from the list of 11 individuals subjected to mechanical restraints for self-

injurious behavior.   
Individual   
#127 PMRP dated 10/23/13 
#342 PMRP dated 2/20/14 
#199 PMRP dated 3/17/13 
#277 PMRP dated 1/15/14 

 
Interviews and Meetings Held: 

o Informal interviews with various individuals, direct support professionals, program supervisors, 
and QIDPs in homes and day programs;  

o Charlotte Fisher, Director of Behavioral Services 
o Adrianne Berry, Incident Management Coordinator 
o Rhonda Sloan, QIDP Coordinator 
o *ÏÁÎ /ȭ#ÏÎÎÏÒȟ !ÓÓÉÓÔÁÎÔ $ÉÒÅÃÔÏÒ ÏÆ 0ÒÏÇÒÁÍÍÉÎÇ 

 
Observations Conducted: 

o Observations at residences and day programs 
o Incident Management Review Team Meeting 4/28/14 and 4/29/14  
o Morning Unit Meeting 5/1/14  
o Morning Clinical Meeting 4/28/14  
o ISP preparation meeting for Individual #255 and Individual #12 
o Annual IDT Meeting for Individual #337 and Individual #90  

 
Facility Self -Assessment:  
 
SASSLC submitted its self-assessment.  For the self-assessment, the facility described, for each provision 
item, the activities the facility engaged in to conduct the self-assessment of that provision item, the results 
and findings from these self-assessment activities, and a self-rating of substantial compliance or 
noncompliance along with a rationale.   
 
The Director of Behavioral Services was responsible for the self-assessment process.  She engaged in a self-
assessment process that included a review of a sample of restraints, training documentation, ISPs, and 
other IDT documents regarding the use and review of restraints, and data collected by the facility regarding 
restraints.   
 
The facility assigned a self-rating of substantial compliance to C1, C2, C3, C5, C7, and C8.  The monitoring 
ÔÅÁÍ ÁÇÒÅÅÄ ×ÉÔÈ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÓÕÂÓÔÁÎÔÉÁÌ ÃÏÍÐÌÉÁÎÃÅ ÒÁÔÉÎÇÓ ÆÏÒ #ςȟ #χȟ ÁÎÄ #ψȢ  -ÁÎÙ ÏÆ ÔÈÅ ÓÁÍÅ 
problems noted during the last review continue to contribute to the monitoring teams rating of 
noncompliance including monitoring of restraints, post restraint assessment, and staff training. 
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3ÕÍÍÁÒÙ ÏÆ -ÏÎÉÔÏÒȭÓ !ÓÓÅÓÓÍÅÎÔȡ  
 
Based on a list of all restraint data provided by the facility, there were 43 restraints used for crisis 
intervention involving 10 individuals between 10/1/13 and 3/1/14.  The number of restraint incidents had 
increased since the last onsite review when there had been 25 restraints during the review period.  
Individual #304 accounted for 14 of the 43 (33%) restraints used for crisis intervention.  The three 
individuals with the greatest number of restraints accounted for 56% of the total restraints.   
 
Restraint data provided by the facility included 93 instances of dental/medical restraint from 10/1/13 
through 3/31/14.  There was no evidence that IDTs were adequately discussing risks associated with the 
use of pretreatment sedation or general anesthesia related to risk factors identified for each individual (i.e., 
drug interactions, cardiac issues, osteoporosis, aspiration risk).  Furthermore, it was not evident that least 
restrictive interventions were considered or attempted prior to the use of chemical restraint.   
 
The facility reported that 10 individuals at the facility wore protective mechanical restraints (PMRs) for 
self-injurious behaviors.  The facility had developed protective mechanical restraint plans for those 
individuals.   
 
The monitoring team looked at a sample of the latest restraints to evaluate progress towards meeting 
compliance with the requirements of section C.  Observations in the homes and day programs and 
interviews with staff were conducted the week of the monitoring visit to gain additional information. 

 

Although the facility remained out of compliance with five of eight provision items in section C, some 
progress towards compliance had been made in regards to documentation and review of crisis intervention 
restraints.   
 
To move forward, the facility should continue to focus on: 
¶ Ensuring that restraint documentation clearly describes behavior that led to the restraint and 

documents all interventions attempted prior to the use of restraint. 
¶ Ensuring that nursing reviews for all restraint incidents are completed and appropriately 

documented following state policy guidelines. 
¶ Ensuring that restraints used to complete routine dental exams are the least restrictive 

intervention necessary and that less restrictive interventions have been considered or attempted. 
¶ Ensuring that IDTs engage in a thorough discussion regarding the risk associated with completing 

routine exams using pretreatment sedation for each individual. 
¶ Ensuring that all employees receive annual training within the required timelines. 
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# Provision  Assessment of Status Compliance  

C1 Effective immediately, no Facility 
shall place any individual in prone 
restraint. Commencing immediately 
and with full implementation within 
one year, each Facility shall ensure 
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; for reasons other than as 
punishment, for convenience of 
staff, or in the absence of or as an 
alternative to treatment; and in 
accordance with applicable, written 
policies, procedures, and plans 
governing restraint use. Only 
restraint techniques approved in 
ÔÈÅ &ÁÃÉÌÉÔÉÅÓȭ ÐÏÌÉÃÉÅÓ ÓÈÁÌÌ ÂÅ ÕÓÅÄȢ 

According to restraint trend reports provided by the facility,  
 

Type of Restraint April 2013-
Sept 2013 

Oct 2013-
Mar 2014 

Personal restraints (physical holds) during a 
behavioral crisis 

19 34 

Chemical restraints during a behavioral crisis 6 3 
Mechanical restraints during a behavioral 
crisis 

0 6 

TOTAL restraints used in behavioral crisis 25 43 
TOTAL individuals restrained in behavioral 
crisis 

8 10 

Of the above individuals, those restrained 
pursuant to a Crisis Intervention Plan 

6 3 

Medical/dental restraints  50 
 

93 

TOTAL individuals restrained for 
medical/dental reasons 

43 Not provided 

Protective mechanical restraints 
 

8 11 

 
The monitoring team identified 16 additional instances where chemical restraint was 
administered for behavioral crisis intervention.  The facility and state categorized these 
as psychiatric emergency medication administrations, however, the monitoring team 
considered these to fall under the category of chemical restraint.  Moreover, a recent 
ÃÈÁÎÇÅ ÔÏ ÔÈÅ ÓÔÁÔÅȭÓ ÐÏÌÉÃÙ ÄÅÆÉÎÉÔÉÏÎ ÏÆ ÃÈÅÍÉÃÁÌ ÒÅÓÔÒÁÉÎÔ ÔÏÏË ÔÈÁÔ ÄÅÆÉÎÉÔÉÏÎ ÏÕÔ ÏÆ ÌÉÎÅ 
with the definition of chemical restraint that is in the Settlement Agreement.  These 
additional restraints were not documented or monitored as required by the state policy, 
therefore, it was not possible to determine if the restraints met the requirements of C1 
including: 
¶ A graduated range of less restrictive measures has been exhausted or ruled out 

in a clinically justifiable manner. 
¶ The restraint was not used for punishment or the convenience of staff. 
¶ The restraint was not used in the absence or as an alternative to treatment. 

 
Prone Restraint 
a. Based on facility policy review, prone restraint was prohibited. 
 
b. Based on review of other documentation (list of all restraints between 10/1/13 and 
2/28/14) prone restraint was not identified.  

Noncompliance 
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# Provision  Assessment of Status Compliance  

 
A sample, referred to as Sample #C.1, was selected for review of restraints resulting from 
behavioral crises between 10/1/13 and 3/15/14.  Sample #C.1 was a sample of 10 
restraints for eight individuals, representing 23% of restraint records over the last six-
month period and 80% of the individuals involved in restraints.  The sample included 
seven physical restraints, two chemical restraints, and one mechanical restraint.  Sample 
#C.1 included three individuals with the greatest number of restraints, as well as five 
individuals who were subject to some of the most recent application of restraints.   
 
c. Based on a review of the restraint records for individuals in Sample #C.1 involving 
eight individuals, zero (0%) showed use of prone restraint. 
 
Other Restraint Requirements 
e. Based on document review, the facility and state policies stated 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. 
 
Restraint records were reviewed for Sample #C.1 that included the restraint checklists, 
face-to-face assessment forms, and debriefing forms.  The following are the results of this 
review: 
¶ f. In 10 of the 10 records (100%), there was documentation showing that the 

individual posed an immediate and serious threat to self or others.   
¶ g. For the 10 restraint records, a review of the descriptions of the events leading 

to behavior that resulted in restraint found that eight (80%) contained 
appropriate documentation that indicated that there was no evidence that 
restraints were being used for the convenience of staff or as punishment.   

o Restraint checklists for Individual #39 dated 1/10/14 and Individual 
#285 dated 12/28/13 did not describe events leading to the restraint.  
It was not possible to determine the circumstances of the restraint. 

o Overall, descriptions of the circumstances leading to restraint were 
poorly documented on restraint checklists by staff involved in the 
restraint.  Restraint monitors were clarifying information on the post 
restraint assessment.  DSPs should clearly document events leading to 
the restraint on the restraint checklist. 

¶ h. In nine of the records (90%), 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.  The exception was a chemical 
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# Provision  Assessment of Status Compliance  

restraint for Individual #247 dated 1/23/14  
¶ i. Facility policies identified a list of approved restraints. 
¶ j. Based on the review of 10 restraints, involving eight individuals, 10 (100%) 

were approved restraints.   
   
k. In nine of 10 of these records (90%), there was documentation to show that restraint 
was not used in the absence of or as an alternative to treatment.  All individuals had a 
positive behavior support plan in place to address identified behaviors.  The restraint 
monitor indicated that Individual #247 was exhibiting SIB due to pain on 1/23/14.  
There was no evidence that he was referred to the physician to determine the source of 
pain prior to receiving a chemical restraint. 
 
l. The facility reported that there were 11 individuals subjected to restraints classified as 
protective mechanical restraints (PMRs).  Four were reviewed by the monitoring team 
(Sample C.7).  Four (100%) followed state policy regarding the use, management, and 
review of PMR.  The facility reported that all 11 individuals had a protective mechanical 
restraint plan in place to address application and monitoring of the restraint. 
 
To move in the direction of substantial compliance, the monitoring team recommends 
that the facility consider the following for focus/priority for the next six months:  

1. The facility needs to ensure that all restraints are documented and monitored as 
required. 

2. Staff need to clearly document what lead to the behavior requiring the use of 
restraint. 

 
C2 Effective immediately, restraints 

shall be terminated as soon as the 
individual is no longer a danger to 
him/herself or others. 

The parties agreed the monitoring team would not monitor this provision because the 
facility was in substantial compliance for more than three consecutive reviews.  The 
substantial compliance finding from the last review stands. 
 

Substantial 
Compliance 

C3 Commencing within six months of 
the Effective Date hereof and with 
full implementation as soon as 
practicable but no later than within 
one year, each Facility shall develop 
and implement policies governing 
the use of restraints. The policies 
shall set forth approved restraints 
and require that staff use only such 
approved restraints. A restraint 
used must be the least restrictive 

4ÈÅ ÆÁÃÉÌÉÔÙȭÓ ÐÏÌÉÃÉÅÓ ÒÅÌÁÔÅÄ ÔÏ ÒÅÓÔÒÁÉÎÔ ÁÒÅ ÄÉÓÃÕÓÓÅÄ ÁÂÏÖÅ ×ÉÔÈ ÒÅÇÁÒÄ ÔÏ 3ÅÃÔÉÏÎ #Ȣρ 
of the Settlement Agreement.  
 
a. 2ÅÖÉÅ× ÏÆ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÔÒÁÉÎÉÎÇ ÃÕÒÒÉÃÕÌÁ ÒÅÖÅÁÌÅÄ ÔÈÁÔ ÉÔ ÄÉÄ ÉÎÃÌÕÄÅ ÁÄÅÑÕÁÔÅ ÔÒÁÉÎÉÎÇ 
and competency-based measures in the following areas: 
¶ Policies governing the use of restraint; 
¶ Approved verbal and redirection techniques; 
¶ Approved restraint techniques; and  
¶ Adequate supervision of any individual in restraint. 

 
Sample #C.2 was randomly selected from a current list of staff.   

Noncompliance 
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intervention necessary to manage 
behaviors. The policies shall require 
that, before working with 
individuals, all staff responsible for 
applying restraint techniques shall 
have successfully completed 
competency-based training on: 
approved verbal intervention and 
redirection techniques; approved 
restraint techniques; and adequate 
supervision of any individual in 
restraint. 
 
 
 

 
b. A sample of 24 current employees was selected from a current list of staff.  A review of 
training transcripts and the dates on which they were determined to be competent with 
regard to the required restraint-related topics, showed that: 
¶ 22 of the 24 (92%) had current training in RES0105 Restraint Prevention and 

Rules.   
¶ 18 of the 21 (86%) employees with current training who had been employed 

over one year had completed the RES0105 refresher training within 12 months 
of the previous training  

¶ 22 of the 24 (93%) had completed PMAB training within the past 12 months.   
¶ 18 of the 21 (86%) employees hired over a year ago completed PMAB refresher 

training within 12 months of previous restraint training.  
 
d. In nine of the records (90%), 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 (see C.1.h) 
 

C4 Commencing within six months of 
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 
ÐÒÏÈÉÂÉÔÅÄ ÂÙ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ 
medical orders or ISP. If medical 
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. 

a. Based on a review of 10 restraint records (Sample #C.1), in 10 (100%) there was 
evidence that documented that restraint was used as a crisis intervention.   
 
b. Eight of eight individuals in the sample had a Positive Behavior Support Plan in place.  
In review of Positive Behavior Support Plans for eight individuals in the sample, there 
was no evidence that restraint was being used for anything other than crisis intervention 
(i.e., there was no evidence in these records of the use of programmatic restraint) 
(100%).  
 
c. In addition, facility policy did not allow for the use of non-medical restraint for reasons 
other than crisis intervention, except for protective mechanical restraints for SIB. 
 
d. In 10 of 10 restraint records reviewed (100%), there was evidence that the restraint 
ÕÓÅÄ ×ÁÓ ÎÏÔ ÉÎ ÃÏÎÔÒÁÄÉÃÔÉÏÎ ÔÏ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÍÅÄÉÃÁÌ ÏÒÄÅÒÓ ÏÒ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ $Ï .ÏÔ 
Restrain List.   
 
e. In 10 of 10 restraint records reviewed (100%), there was evidence that the restraint 
ÕÓÅÄ ×ÁÓ ÎÏÔ ÉÎ ÃÏÎÔÒÁÄÉÃÔÉÏÎ ÔÏ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌÓȭ ÍÅÄÉÃÁÌ ÏÒÄÅÒÓ ÁÃÃÏÒÄÉÎÇ ÔÏ Á 
comparison of the Annual Medical Summary Active Problems list and/or the form used 
by the facility to document restraint considerations/restrictions. 
 
f. In 10 of 10 restraint records reviewed in Sample #C.1 (100%), there was evidence that 
ÔÈÅ ÒÅÓÔÒÁÉÎÔ ÕÓÅÄ ×ÁÓ ÎÏÔ ÉÎ ÃÏÎÔÒÁÄÉÃÔÉÏÎ ÔÏ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ )30ȟ 0"30ȟ ÏÒ ÃÒÉÓÉÓ 

Noncompliance 
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intervention plan. 
 
In reviewing documentation from Sample #C.3 for individuals for whom restraint had 
been used for the completion of medical or dental work:   
¶ g. Zero of five (0%) showed that there had been appropriate authorization (i.e., 

Human Rights Committee) approval and adequate consent.  Documentation was 
not submitted. 

¶ h. Zero (0%) included appropriately developed treatments or strategies to 
minimize or eliminate the need for restraint.  The facility reported that there 
were no medical or dental desensitization plans in place.  Four of the ISPs 
reviewed included SAPs to address toothbrushing.  Without adequate 
documentation of discussion regarding the use of pretreatment sedation, it was 
not possible to determine if strategies were adequate. 

o )ÎÄÉÖÉÄÕÁÌ ΠσςȭÓ )30 ÉÎÄÉÃÁÔÅÄ ÔÈÁÔ ÈÅ ÄÉÄ ÎÏÔ ÎÅÅÄ ÐÒÅÔÒÅÁÔÍÅÎÔ 
sedation for routine exams.  He received sedation on 2/25/14 prior to 
his dental exam and cleaning. 

 
Based on this review, the facility was not in substantial compliance with C4.  To gain 
substantial compliance, the facility needs ensure that the IDT has discussed the use of 
restraint and strategies that might reduce the need for future restraint and ensured that 
the least restrictive intervention was used.  The prevalent use of general anesthesia to 
complete routine dental exams should be further reviewed. 

 
C5 Commencing immediately and with 

full implementation within six 
months, staff trained in the 
application and assessment of 
restraint shall conduct and 
document a face- to-face 
assessment of the individual as 
soon as possible but no later than 
15 minutes from the start of the 
restraint to review the application 
and consequences of the restraint. 
For all restraints applied at a 
Facility, a licensed health care 
professional shall monitor and 
document vital signs and mental 
status of an individual in restraints 
at least every 30 minutes from the 

a. Review of facility training documentation showed that there was an adequate training 
curriculum for restraint monitors on the application and assessment of restraint.   
 
b. Ten staff had been assigned the duty of restraint monitors.  According to 
documentation provided to the monitoring team, six (60%) had been deemed competent 
to monitor restraints.  This included the behavioral health specialists, campus 
supervisors, residential supervisors, and campus administrators. 
 
c. Based on review of document request II.19, staff who performed the duties of a 
restraint monitor in eight of 10 (80%) restraints in the sample had successfully 
completed the training to allow them to conduct face-to-face assessment of individuals in 
crisis intervention restraint.  Exceptions were the restraints for Individual #16 on 
10/24/13 and Individual #95 dated 11/6/13.  
 
Based on a review of 10 restraint records (Sample #C.1), a face-to-face assessment was 
conducted: 
¶ d. In eight out of 10 incidents of restraint (80%) by an adequately trained staff 

Noncompliance 
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start of the restraint, except for a 
medical restraint pursuant to a 
physician's order. In extraordinary 
circumstances, with clinical 
justification, the physician may 
order an alternative monitoring 
schedule. For all individuals subject 
to restraints away from a Facility, a 
licensed health care professional 
shall check and document vital 
signs and mental status of the 
individual within thirty minutes of 
ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÒÅÔÕÒÎ ÔÏ ÔÈÅ 
Facility. In each instance of a 
medical restraint, the physician 
shall specify the schedule and type 
of monitoring required. 

member.   
¶ e. In seven out of 10 instances (70%), the assessment began as soon as possible, 

but no later than 15 minutes from the start of the restraint.   
o The restraint monitor did not arrive until 45 minutes after the restraint 

began for Individual #3 on 11/18/13.  
o The restraint monitor did not arrive until three hours after the initiation 

of a restraint for Individual #225 on 9/6/13.  She did not complete the 
staff and individual interview section of the face-to-face assessment 
form. 

o A face-to-face assessment form was not included in restraint 
documentation for Individual #95 on 11/6/13.  

¶ f. In nine instances (90%), the documentation showed that an assessment was 
completed of the application of the restraint.  The exception was for Individual 
#95. 

¶ g. In eight instances (80%), the documentation showed that an assessment was 
completed of the consequences of the restraint.  The exceptions were for 
Individual #95 and Individual #225.   
 

A sample of ___ records for which physicians had ordered alternative monitoring 
schedules was reviewed.  (none submitted) 
¶ h. In ___ out of ___ (___%), the extraordinary circumstances necessitating the 

alternative monitoring were documented; and 
¶ i. In ___ out of ___ (___%), the alternative monitoring schedules were followed. 

 
Based on a review of 10 restraint records for restraints that occurred at the facility 
(Sample #C.1), there was documentation that a licensed health care professional: 
¶ j. Conducted monitoring at least every 30 minutes from the initiation of the 

restraint in six (60%) of the instance of restraint.  The exception was:  
o Restraint checklists for Individual #304 dated 12/23/13 and Individual 

#3 on 11/18/13 indicated that one attempt was made by the nurse to 
obtain vital signs.  Both individuals refused and a second attempt was 
not made. 

o The nursing assessment was completed late for Individual #304 
following a restraint on 11/22/13.  

o Monitoring was not completed for the required frequency for Individual 
#247 on 1/23/14,  

¶ k. Monitored and documented vital signs in eight (80%).  The exceptions were: 
o Individual #304 on 12/23/13 and Individual #3 on 11/18/13.  

¶ l. Monitored and documented mental status in eight (80%).  The exceptions 
were: 
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o Individual #304 on 12/23/13 and Individual #3 on 11/18/13.  
 

Based on documentation provided by the facility, no restraint incidents had occurred off 
the grounds of the facility in the last six months.  . 
¶ m. Conducted monitoring within 30 minutes of the indivÉÄÕÁÌȭÓ ÒÅÔÕÒÎ ÔÏ ÔÈÅ 

facility in n/a of n/a (%).   
¶ n. Monitored and documented vital signs in n/a (%).   
¶ o. Monitored and documented mental status in n/a (%).   

 
Sample #C.3 was selected from the list of individuals who had medical restraint in the 
last six months,  
¶ p. In five out of five (100%), the physician specified the schedule of monitoring 

required or specified facility policy was followed; and 
¶ q. In        out of        (n/a), the physician specified the type of monitoring required 

if it was different than the facility policy. 
 

r. In four out of five of the medical restraints (80%), appropriate monitoring was 
completed either as required by the Settlement Agreement, facility policy, or as the 
physician prescribed.  Exception was: 
¶ Individual #240 on 2/14/14 ɀ no initial monitoring, monitoring by the nurse 

was not continued with the frequency ordered by the physician. 
 

Based on this review, the facility was not in substantial compliance with this provision.  
To gain substantial compliance with C5, the facility will need ensure that:  

1. A licensed healthcare professional monitors and documents vital signs and 
mental status of an individual with the frequency ordered by the physician.   

2. Staff trained in the application and assessment of restraint conduct and 
document a face- to-face assessment of the individual as soon as possible but no 
later than 15 minutes from the start of the restraint to review the application 
and consequences of the restraint. 

 
C6 Effective immediately, every 

individual  in restraint shall: be 
checked for restraint-related 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 

A sample (Sample #C.1) of 10 Restraint Checklists for individuals in non-medical 
restraint was selected for review.  The following compliance rates were identified for 
each of the required elements: 
¶ a. In 10 (100%), continuous one-to-one supervision was provided; 
¶ b. In 10 (100%), the date and time restraint was begun; 
¶ c. In 10 (100%), the location of the restraint; 
¶ d. In eight (80%), information about what happened before, including what was 

happening prior to the change in the behavior that led to the use of restraint.  See 
C.1.g. 

Noncompliance 
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enhanced supervision (i.e., the 
individual 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 
documented consistent with 
Appendix A. 

¶ e. In nine (90%), the actions taken by staff prior to the use of restraint to permit 
adequate review per C.8.  See C.1.h. 

¶ f. In 10 (100%), the specific reasons for the use of the restraint; 
¶ g. In 10 (100%), the method and type (e.g., medical, dental, crisis intervention) of 

restraint;  
¶ h. In 10 (100%), the names of staff involved in the restraint episode; 
¶ Observations of the individual and actions taken by staff while the individual was 

in restraint, including: 
o i. In 10 (100%), the observations documented every 15 minutes and at 

release (at release for physical or mechanical restraints of any duration).   
o j. In ____ (n/a) of those restraints that lasted more than 15 minutes, the 

specific behaviors of the individual that required continuing restraint.  
The longest physical restraint in the sample was 15 minutes.   

o k. In _____ (n/a), the care provided by staff during restraint lasting more 
than 30 minutes, including opportunities to exercise restrained limbs, to 
eat as near meal times as possible, to drink fluids, and to use a toilet or 
bed pan.   

¶ l. In 10 (100%), the level of supervision provided during the restraint episode; 
¶ m. In eight physical restraints (100%), the date and time the individual was 

released from restraint; and 
¶ n. In 10 (100%), the results of assessment by a licensed health care professional 

as to whether there were any restraint-related injuries or other negative health 
effects.   
 

o. In a sample of 10 records (Sample #C.1), restraint debriefing forms had been 
completed for 9 (90%).  The exception was for Individual #95. 
 
p. A sample of five individuals subject to pretreatment sedation for dental treatment was 
reviewed (Sample #C.3), and in four of five (80%), there was evidence that the 
monitoring had been completed as reÑÕÉÒÅÄ ÂÙ ÔÈÅ ÐÈÙÓÉÃÉÁÎȭÓ ÏÒÄÅÒ ÏÒ ÓÔÁÔÅ ÐÏÌÉÃÙȢ  The 
facility reported that documentation was not available for medical restraints.  
Exception was Individual #240  
 
q. In two (100%), there was documentation that prior to the administration of the 
chemical restraint, the licensed health care professional contacted the behavior specialist 
or psychiatrist, who assessed whether less intrusive interventions were available and 
whether or not conditions for administration of a chemical restraint had been met.   
 
Data regarding the extent of the use of chemical restraint at the facility may be 
misleading.  Since the previous review, the facility had begun to categorize the 
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ÁÄÍÉÎÉÓÔÒÁÔÉÏÎ ÏÆ ÁÄÄÉÔÉÏÎÁÌ ÐÓÙÃÈÏÔÒÏÐÉÃ ÍÅÄÉÃÁÔÉÏÎ ÁÓ Ȱ0ÓÙÃÈÏÔÒÏÐÉÃ %ÍÅÒÇÅÎÃÙ 
Medication AdÍÉÎÉÓÔÒÁÔÉÏÎȱ ɉ0%-!ɊȢ  There was no policy and procedure outlining this 
designation, and the use of these medications did not result in post restraint monitoring 
ÏÒ ÒÅÖÉÅ×Ȣ  &ÕÒÔÈÅÒȟ ÁÓ ÎÏÔÅÄ ÉÎ #ρȟ ÔÈÅ ÓÔÁÔÅȭÓ ÒÅÃÅÎÔÌÙ ÒÅÖÉÓÅÄ ÒÅÓÔÒÁÉÎÔ ÐÏÌÉÃÙ ÃÈÁÎÇÅÄ 
the definition of chemical restraint to one that was no longer in line with the definition 
that is in the Settlement Agreement.  From September 2013 through April 2014 there 
were 16 administrations of PEMA for eight individuals.  See section J3 for further 
comments regarding this practice. 
 

C7 Within six months of the Effective 
Date hereof, for any individual 
placed in restraint, other than 
medical restraint, more than three 
times in any rolling thirty day 
ÐÅÒÉÏÄȟ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÔÒÅÁÔÍÅÎÔ 
team shall: 

 
 
 

 

 (a) ÒÅÖÉÅ× ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÁÄÁÐÔÉÖÅ 
skills and biological, medical, 
psychosocial factors; 

According to SASSLC documentation, during the six-month period prior to the onsite 
review, two individuals were placed in restraint more than three times in a rolling 30-day 
period.  This was an increase from the last review when one individual was placed in 
restraint more than three times in a rolling 30-day period.  These individuals (i.e., 
Individual #304 and Individual #39) were reviewed by the monitoring team to 
determine if the requirements of the Settlement Agreement were met.  Their PBSP, crisis 
intervention plan, and individual support plan addendum (ISPA) that occurred as a result 
of more than three restraints in a rolling 30-day period were reviewed.  The results of 
this review are discussed below with regard to Sections C7a through C7g of the 
Settlement Agreement. 
 
In past reviews, the facility achieved substantial compliance for provisions C7a, b, c, d, 
and g because the IDT and behavioral health services staff reviewed, as required, those 
aspects described in each of these five provision items.  In each of the past reviews, the 
review did not require any changes in treatment and, thus, the facility met substantial 
compliance.  For this compliance review, however, changes in treatment were necessary.  
This appeared to have been done by the facility, but it was not documented clearly and as 
required by provision C7.  The monitoring team discovered that behavioral health 
services leadership was not aware of the documentation requirement, due to turnover in 
ÔÈÅ ÄÅÐÁÒÔÍÅÎÔȭÓ ÌÅÁÄÅÒÓÈÉÐ ÐÏÓÉÔÉÏÎȢ  "ÁÓÅÄ ÕÐÏÎ ÄÅÔÁÉÌÅÄ ÄÉÓÃÕÓÓÉÏÎ ×ÉÔÈ ÔÈÅ 
behavioral health services director and based upon review of documentation, the 
monitoring team has kept this provision in substantial compliance with the expectation 
that proper documentation will be in place for the next compliance review. 
 
The IDT reviewed and discussed the potential role of adaptive skills, and biological, 

Substantial 
Compliance 
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medical, and psychosocial issues.  In order to maintain substantial compliance with this 
ÐÒÏÖÉÓÉÏÎ ÉÔÅÍȟ ÔÈÅ ÍÉÎÕÔÅÓ ÆÒÏÍ ÁÔ ÌÅÁÓÔ ψυϷ ÏÆ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌÓȭ )30! ÍÅÅÔÉÎÇÓ ÆÏÌÌÏ×ÉÎÇ 
more than three restraints in a rolling 30-day period should reflect a discussion of the 
potential role of adaptive skills, and biological, medical, and psychosocial issues, and if 
they are hypothesized to be relevant to the behaviors that provoke restraint, a plan to 
address them.  Additionally, in future reviews, SASSLC will need to ensure that this 
information is contained in a section of the ISPA that directly corresponds with this item.  
 

 (b)  review possibly contributing 
environmental conditions; 

The IDT reviewed possibly contributing environmental conditions.  Please see second 
paragraph above in C7a. 
 
In order to maintain substantial compliance with this provision item, the minutes from 
ψυϷ ÏÆ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ )30! ÍÅÅÔÉÎÇÓ ÆÏÌÌÏ×ÉÎÇ ÍÏÒÅ ÔÈÁÎ ÔÈÒÅÅ ÒÅÓÔÒÁÉÎÔÓ ÉÎ Á ÒÏÌÌÉÎÇ 
30-day period should review possibly contributing environmental conditions (e.g., noisy 
environments, presence of novel staff, etc.), and if they are hypothesized to be relevant to 
the behaviors that provoke restraint, a plan to address them.  Additionally, in future 
reviews, SASSLC will need to ensure that this information is contained in a section of the 
ISPA that directly corresponds with this item. 
 

Substantial 
Compliance 

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

The IDT reviewed structural assessments/environmental antecedents.  Please see second 
paragraph above in C7a. 
 
In order to maintain substantial compliance with this provision item, the minutes from at 
ÌÅÁÓÔ ψυϷ ÏÆ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌÓȭ )30! ÍÅÅÔÉÎÇÓ ÆÏÌÌÏ×ÉÎÇ ÍÏÒÅ ÔÈÁÎ ÔÈÒÅÅ ÒÅÓÔÒÁÉÎÔÓ ÉÎ Á 
rolling 30-day period should review potential environmental antecedents (e.g., placing 
demands, focusing attention on other individuals, etc.) and if they are hypothesized to be 
relevant to the behaviors that provoke restraint, a plan to address them. Additionally, in 
future reviews, SASSLC will need to ensure that this information is contained in a section 
of the ISPA that directly corresponds with this item. 
 

Substantial 
Compliance 

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

The IDT reviewed functional assessments and discussed the variables hypothesized to be 
maintaining the dangerous behavior.  Please see second paragraph above in C7a. 
 
In order to maintain compliance with this provision item, the minutes from at least 85% 
ÏÆ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ )30! ÍÅÅÔÉÎÇÓ ÒÅÖÉÅ×ÅÄ Æollowing more than three restraints in a 
rolling 30-day period should reflect a discussion of the variables maintaining the 
dangerous behavior that provokes restraint.  Additionally, if a variable or variables are 
identified hypothesized to be maintaining the target behavior that provokes restraint, 
ISPA minutes should also reflect an action to address this potential source of motivation 
for the target behavior.  Finally, in future reviews, SASSLC will need to ensure that this 

Substantial 
Compliance 
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information is contained in a section of the ISPA that directly corresponds with this item. 
 

 (e) develop (if one does not exist) 
and implement a PBSP based 
ÏÎ ÔÈÁÔ ÉÎÄÉÖÉÄÕÁÌȭÓ ÐÁÒÔÉÃÕÌÁÒ 
strengths, specifying: the 
objectively defined behavior to 
be treated that leads to the use 
of the restraint; alternative, 
positive adaptive behaviors to 
be taught to the individual to 
replace the behavior that 
initiates the use of the restraint, 
as well as other programs, 
where possible, to reduce or 
eliminate the use of such 
restraint. The type of restraint 
ÁÕÔÈÏÒÉÚÅÄȟ ÔÈÅ ÒÅÓÔÒÁÉÎÔȭÓ 
maximum duration, the 
designated approved restraint 
situation, and the criteria for 
terminating the use of the 
restraint shall be set out in the 
ÉÎÄÉÖÉÄÕÁÌȭÓ )30Ƞ 

This item continued to be in substantial compliance. 
 
Both Individual #304 and Individual #39 had PBSPs to address the behaviors provoking 
restraint.  The following was found:  
¶ Both of the PBSPs reviewed (100%) specified the objectively defined behavior to 

be treated that led to the use of the restraint (see K9 for a discussion of 
operational definitions of target behaviors), 

¶ Both of the PBSPs reviewed (100%) specified the alternative, positive, and 
functional (when possible and practical) adaptive behaviors to be taught to the 
individual to replace the behavior that initiates the use of the restraint, and  

¶ Both of the PBSPs reviewed (100%) specified, as appropriate, the use of other 
programs to reduce or eliminate the use of such restraint 

¶ Both of the PBSPs reviewed contained interventions to weaken or reduce the 
behaviors that provoked restraint that were based on functional assessment 
results 

 
Both Individual #304 and Individual #39 had a crisis intervention plan.  The following 
was found: 
¶ For both of the crisis intervention plans reviewed (100%), the type of restraint 

authorized was delineated, 
¶ For both of the crisis intervention plans reviewed (100%), the maximum 

duration of restraint authorized was specified, 
¶ For both of the crisis intervention plans reviewed (100%), the designated 

approved restraint situation was specified, and 
¶ For both of the crisis intervention plans reviewed (100%), the criteria for 

terminating the use of the restraint were specified.  
 

Substantial 
Compliance 

 (f)  ÅÎÓÕÒÅ ÔÈÁÔ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ 
treatment plan is implemented 
with a high level of treatment 
integrity, i.e., that the relevant 
treatments and supports are 
provided consistently across 
settings and fully as written 
upon each occurrence of a 
targeted behavior; and 

This item continued to be in substantial compliance. 
 
At the time of the onsite review, data were available demonstrating that for both 
Individual #304 and Individual #39 (100%), their PBSP was implemented with integrity 
at a level above 85%. 
 
In order to maintain substantial compliance with this provision item, SGSSLC needs to 
ensure that at least 85% of individuals with more than three restraints in a rolling 30-day 
period have treatment integrity data that indicates that at least 85% the PBSPs were 
implemented as written. 
 

Substantial 
Compliance 
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 (g) as necessary, assess and revise 
the PBSP. 

The IDT assessed and revised PBSPs.  Please see second paragraph above in C7a. 
 
In order to maintain substantial compliance with this provision item, 85% of the 
individuals who were placed in restraint more than three times in a rolling 30-day period 
should have evidence (in the ISPA) of a review, and revision when necessary, of the 
current PBSP.  Additionally, in future reviews, SASSLC will need to ensure that this 
information is contained in a section of the ISPA that directly corresponds with this item. 
 

Substantial 
Compliance 

C8 Each Facility shall review each use 
of restraint, other than medical 
restraint, and ascertain the 
circumstances under which such 
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. 

The facility had a restraint review system in place for all crisis intervention restraints.  All 
restraints continued to be reviewed by the behavior specialist, unit directors, and IMRT.   
 
A sample of documentation related to 10 incidents of crisis intervention restraint was 
reviewed (Sample #C.1), this documentation showed that: 
¶ a. In nine (90%), the review by the Unit IDT occurred within three business days 

of the restraint episode and this review was documented by signature on the 
Restraint Checklist and/or Debriefing Form.  The exception was: 

o Individual #304 on 12/23/13  
¶ b. In nine (90%), the review by the IMRT occurred within three business days of 

the restraint episode and this review was documented by signature on the 
Restraint Checklist and/or Debriefing Form.  The exception was: 

o Individual #304 on 12/23/13  
¶ c. In 10 (100%), the circumstances under which the restraint was used was 

determined and is documented on the Face-to-Face Assessment Debriefing form, 
including the signature of the staff responsible for the review.   

¶ d. In 10 (100%), the review conducted by the restraint monitor and/or behavior 
specialist was sufficient 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.   

¶ e. The restraint monitor, behavior specialist, and/or the unit director did not 
document recommendation from their review for the restraints in sample #C.1.  
Follow-up to recommendations was documented for n/a (%) recommendations. 

¶ ÆȢ .ÏÎÅ ×ÅÒÅ ÒÅÆÅÒÒÅÄ ÔÏ ÔÈÅ ÔÅÁÍ ÆÏÒ ÒÅÖÉÅ× ÏÆ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ )30 ÏÒ 0"30Ȣ 
¶ Of the five referred to the team, in four (80%), appropriate changes were made 
ÔÏ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌÓȭ )30Ó ÁÎÄȾÏÒ 0"30ÓȢ   

¶ A review of restraint documentation in the sample indicated that there were no 
further recommendations made for IDTs were following up on (i.e., retrain staff, 
referral to the psychiatrist or PCP) 

Substantial 
Compliance 
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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: 

o Section D Presentation Book 
o SASSLC Section D Self-Assessment  
o DADS Policy: Incident Management #002.4, dated 11/20/12 
o DADS Policy: Protection from Harm ɀ Abuse, Neglect, and Exploitation #021.2 dated 12/4/12  
o SASSLC Policy: Incident Management effective 11/5/13 
o SASSLC Policy:  Protection from Harm ɀ Abuse, Neglect, and Exploitation effective 11/5/13 
o Incident Management Review Committee meeting minutes for each Monday of the past six months 
o Unit Meeting Minutes for the past six months 
o QA/QI report for the past two quarters 
o Abuse/Neglect/Exploitation Trend Reports for the past two quarters 
o Injury Trend Reports for the past two quarters 
o ISP, PBSP, and ISPA related to the last three incidents of peer-to-peer aggression 
o List of all serious incidents and injuries since 9/1/13 
o All injury report for the past six months for any individual sustaining a serious injury 
o List of all ANE allegations since 9/1/13 including case disposition 
o A list of all investigations completed by the facility in the last six months. 
o List of employees reassigned due to ANE allegations  
o Training transcripts for all facility investigators 
o SASSLC/DFPS/OIG Quarterly meeting minutes  
o Documentation from the following completed investigations, including follow-up: 

 
Sample 
D.1.a 
 

Allegation  Disposition  Date/Time 
of APS 
Notification  

Initial  
Contact 

Date 
Completed  

#43027721 
 

Neglect Unconfirmed 2/13/14  
5:37 pm 

2/14/14  
4:07 pm 

2/21/14  
 

#43018646 
 

Neglect (3) 
 

Confirmed (2) 
Unconfirmed (1) 

2/6/14  
8:36 am 

2/6/14  
4:39 pm 

3/3/14  

#42985155 
 

Physical Abuse Inconclusive 
 

1/8/14  
7:22 am 

1/8/14  
6:16 pm 

1/24/14  

#42985221 
 

Neglect (2) 
Physical Abuse (1) 

Unconfirmed (2) 
Other 

1/7/14  
6:09 pm 

1/10/14  
5:45 pm 

2/12/14  
 

#42941165 
 

Neglect Unconfirmed 11/2 0/13  
8:44 am 

11/21/13  
2:47 pm 

11/27/13  
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#42938656 
 

Neglect (4) 
 

Unconfirmed (3) 
Confirmed (1) 

11/18/13  
12:30 pm 

11/20/13  
6:15 pm 

12/12/13  

#42934489 Neglect (2) 
Physical Abuse (2) 

Unconfirmed (2) 
Unconfirmed (1) 
Confirmed (1) 

11/13/13  
6:48 pm 

11/15/13  
5:37 pm 

12/9/13  

#42936569 Physical Abuse Unconfirmed 11/15/13  
1:22 pm 

11/15/13  
6:56 pm 

11/25/13  

#42930813 Neglect (2) 
 

Unconfirmed (2) 11/11/13  
11:19 am 

11/12/13  
2:05 pm 

11/21/13  

#42872473 Physical Abuse (2) 
 

Unconfirmed (2) 9/19/13  
1:25 am 

9/20/13  
2:49 pm 

9/27/13  
 

      
Sample 
D.1.b 

Allegation  Disposition  Date/Time  
Incident  
Reported  

Date 
Completed  

 

#43018629 Neglect Referred Back 2/6/14  
8:17 am 

2/13/14  
 

 

#43005440 Neglect Referred Back 1/26/14  
9:46 am 

2/10/14   

#42990964 Neglect Referred Back 1/13/14  
3:28 pm 

1/23/14   

#42888908 Neglect Clinical Referral 10/3/13  
1:08 pm 

10/9/13   

#42858951 Verbal Abuse Referred Back 9/6/13  
4:37 pm 

9/9/13   

      
Sample 
D.2 

Type of Incident  Date/Time 
Incident 
Occurred  

Date/Time  
Incident  
Reported  

Date 
Completed  

 

#14-045 Serious Injury 3/10/14  
4:10 am 

3/10/14  
4:14 am 

3/14/14   

#14-043 
 

Serious Injury 3/4/14  
8:15 pm 

3/4/14  
8:25 pm 

3/5/14   
 

#14-038 Serious Injury 2/7/14  
11:40 am 

2/7/14  
11:40 am 

2/18/14   

#14-026 Serious Injury 12/30/13  
7:30 pm 

12/30/13  
8:20 pm 

1/5/14   

#14-022 Serious Injury 12/2/13  
12:25 pm 

12/2/13  
12:30 pm 

12/3/13   
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Interviews and Meetings Held: 
o Informal interviews with various individuals, direct support professionals, program supervisors, 

and QIDPs in homes and day programs;  
o Charlotte Fisher, Director of Behavioral Services 
o Adrianne Berry, Incident Management Coordinator 
o Rhonda Sloan, QIDP Coordinator 
o *ÏÁÎ /ȭ#ÏÎÎÏÒȟ !ÓÓÉÓÔÁÎÔ $ÉÒÅÃÔÏÒ ÏÆ 0ÒÏÇÒÁÍÍÉÎÇ 

 
Observations Conducted: 

o Observations at residences and day programs 
o Incident Management Review Team Meeting 4/28/14 and 4/29/14  
o Morning Unit Meeting 5/1/14  
o Morning Clinical Meeting 4/28/14  
o QA/QI Meeting 4/29/14  
o ISP preparation meeting for Individual #255 and Individual #12 
o Annual IDT Meeting for Individual #337 and Individual #90 

 
Facility Self -Assessment:  
 
SASSLC submitted its self-assessment.  Along with the self-assessment, the facility had two other documents 
that addressed progress towards meeting the requirements of the Settlement Agreement.  One listed all of 
the action plans for each provision of the Settlement Agreement.  The second document listed the actions 
that the facility completed towards substantial compliance with each provision of the Settlement Agreement. 
 
For the self-assessment, the facility described, for each provision item, the activities the facility engaged in to 
conduct the self-assessment of that provision item, the results and findings from these self-assessment 
activities, and a self-rating of substantial compliance or noncompliance along with a rationale.   
 
The facility had implemented an audit process using similar activities implemented by the monitoring team 
to assess compliance.  Completed investigations were reviewed for compliance with each provision item.  
Additionally, the facility looked at other documentation relevant to each provision.  For example, for D2a, the 
facility also looked at staff training records to confirm that a sample of employees had signed the 
Acknowledgement of Responsibility for Reporting A/N/E.   
 
4ÈÅ ÆÁÃÉÌÉÔÙȭÓ ÒÅÖÉÅ× ÏÆ ÉÔÓ Ï×Î ÐÅÒÆÏÒÍÁÎÃÅ Æound compliance with 21 of 22 provisions of section D.  The 
monitoring team found the facility to be in substantial compliance with 18 of 22 provisions.  Four of eight 
provision items reviewed were found to be in substantial compliance.  The monitoring team did not confirm 
compliance with the requirements of D2c, D3e, D3i, and D4. 
 
The facility should note findings by the monitoring team for each provision found not to be in substantial 
compliance and consider further review of those provisions using similar methods used by the monitoring 
team.  The focus of the review should be on recommendations and follow-up to issues noted during the 
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investigation process and positive outcomes in reducing the number of incidents and injuries at the facility. 
 
Summary oÆ -ÏÎÉÔÏÒȭÓ !ÓÓÅÓÓÍÅÎÔȡ 
 
According to a list provided by SASSLC, DFPS conducted investigations of 119 allegations at the facility 
between 9/1/13 and 2/28/14, including 46 allegations of abuse, 72 allegations of neglect, and one allegation 
of exploitation.  Of the 119 allegations, there were six confirmed cases of abuse and 11 confirmed cases of 
neglect.  The facility reported that 38 other serious incidents were investigated by the facility during this 
period. 
 
There were a total of 1390 injuries reported between 9/1/13 and 2/28/14.  These 1390 injuries included 26 
serious injuries resulting in fractures or sutures.  This indicated an overall increase in the number of injuries 
reported the previous six-month period, and the number of serious injuries reported.  Injury trends were 
being generated per individual and were made available to IDTs for planning.   
 
The incident management department was preparing data reports for the monthly QA/QI unit meetings 
regarding injuries and injury trends.  It was still not evident that IDTs were proactive in revising supports 
and monitoring implementation following incidents.  
 
The parties agreed that there would be no monitoring for 14 of the 22 section D provisions that were found 
to be in substantial compliance during the last three or more monitoring visits.  During this review, the 
monitoring team found the facility to be in substantial compliance with four out of eight provisions of section 
D that were reviewed.  Provision items found not to be in compliance were: 
¶ D2c:  The facility was still not ensuring that staff completed training on identifying and reporting 

abuse and neglect on an annual basis.   
¶ D3e:  50% of the DFPS investigations were not completed within 10 calendar days of the incident 

being reported.  There was not sufficient evidence that the delay was because of extraordinary 
circumstances in the investigations not completed in a timely manner. 

¶ D.3.i:  The facility was not tracking outcomes to ensure that protections implemented following 
investigations were sufficient to reduce the likelihood of similar incidents from occurring. 

¶ D.4:  The facility was still not adequately developing action plans to address trends of injuries and 
incidents.   

 
 
# 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 

The parties agreed the monitoring team would not monitor this provision because the 
facility was in substantial compliance for more than three consecutive reviews.  The 
substantial compliance finding from the last review stands. 
 

Substantial 
Compliance 
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# Provision  Assessment of Status Compliance  

are required to report abuse or 
neglect of individuals. 

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 and practices. 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 
ÏÆÆÉÃÉÁÌȭs designee) and such 
other officials and agencies as 
warranted, consistent with 
Texas law; and 2) for serious 
injuries and other serious 
incidents, to the Facility 
Superintendent (or that 
ÏÆÆÉÃÉÁÌȭÓ ÄÅÓÉÇÎÅÅɊȢ 3ÔÁÆÆ ÓÈÁÌÌ 
report these and all other 
unusual incidents, using 
standardized reporting. 

The state policy required that an investigation would be completed on each unusual 
incident using a standardized Unusual Incident Report (UIR) format.  This was consistent 
with the requirements of the Settlement Agreement. 
 
According to a list of all abuse, neglect, and exploitation investigations, there 
investigations involving 119 allegations of abuse, neglect, or exploitation conducted by 
DFPS at the facility between 9/1/13 and 2/28/14.  From these 119 allegations, there 
were: 
¶ 46 allegations of abuse including, 

o 6 confirmed 
o 24 unconfirmed 
o 12 inconclusive 
o 1 unfounded 
o 3 referred back for further investigation  

 
¶ 72 allegations of neglect including, 

o 11 confirmed 
o 37 unconfirmed 
o 9 inconclusive 
o 13 referred back to the facility for further investigation  
o 3 unknown 

 
¶ 1 allegation of exploitation referred back to the facility for further investigation 

 
According to a list provided by the facility, there were 38 other investigations of serious 
incidents not involving abuse, neglect, or exploitation.  This included: 
¶ 18 serious injuries/determined cause, 
¶ 1 serious injuries from peer-to-peer aggression, 
¶ 13 serious injury/undetermined cause 

Substantial 
Compliance 
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# Provision  Assessment of Status Compliance  

¶ 2 sexual incidents, 
¶ 0 choking incident, 
¶ 0 suicide threats, 
¶ 1 encounter with law enforcement,  
¶ 11 unauthorized departures, and 
¶ 6 deaths.  

 
From all investigations since 10/1/13 reported by the facility, 20 investigations were 
selected for review.  The 20 comprised two samples of investigations: 
¶ Sample #D.1 included a sample of DFPS investigations of abuse, neglect, and/or 

exploitation.  See the list of documents reviewed for investigations included in 
this sample (15 cases). 

¶ Sample #D.2 included investigations the facility completed related to serious 
incidents not reportable to DFPS (5 cases). 
 

MetrÉÃ ςȢÁȢρȡ "ÁÓÅÄ ÏÎ ÔÈÅ ÍÏÎÉÔÏÒÉÎÇ ÔÅÁÍÓȭ ÒÅÖÉÅ× ÏÆ $!$3 ÒÅÖÉÓÅÄ ÐÏÌÉÃÉÅÓȟ ÉÎÃÌÕÄÉÎÇ 
Policy #021.2 on Protection from Harm ɀ Abuse, Neglect, and Exploitation, dated 
12/4/12: Section V: Notification Responsibilities for Abuse, Neglect, and Exploitation; 
and Policy #002.4 on Incident Management, dated 11/10/12: Section V.A: Notification to 
Director, the policies were consistent with the Settlement Agreement requirements. 
 
Metric 2.a.2:  According to SASSLC Protection from Harm Policy, staff were required to 
report abuse, neglect, and exploitation immediately by calling the DFPS 800 number.  
This was consistent with the Settlement Agreement requirements.  
 
-ÅÔÒÉÃ ςȢÁȢσȡ 7ÉÔÈ ÒÅÇÁÒÄ ÔÏ ÕÎÕÓÕÁÌȾÓÅÒÉÏÕÓ ÉÎÃÉÄÅÎÔÓȟ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ )ÎÃÉÄÅÎÔ 
Management Policy required staff to report unusual/serious incidents within one hour.  
The process for staff to report such incidents required staff to follow reporting 
requirements detailed on the Exhibit B ɀ Unusual Incidents Reporting Matrix.  This policy 
was consistent with the Settlement Agreement requirements.   
 
Metric 2.a.4: Based on responses to questions about reporting, n/a of n/a (%) staff 
responsible for the provision of supports to individuals were able to describe the 
reporting procedures for abuse, neglect, and/or exploitation.  All staff were required to 
wear a badge with reporting requirements listed on the back of the badge.   
 
Metric 2.a.5: Based on responses to questions about reporting, n/a of n/a (%) staff 
responsible for the provision of supports to individuals were able to describe the 
reporting procedures for other unusual/serious incidents. 
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# Provision  Assessment of Status Compliance  

Based on a review of the 10 investigation reports included in Sample #D.1a: 
¶ Metric 2.a.6: 10 (100%) included evidence that allegations of abuse, neglect, 

and/or exploitat ion were reported to DFPS within one hour of the incident or 
discovery of the incident as required by DADS/Facility policy.   

¶ Metric 2.a.7:  Nine (90%) included evidence that allegations of abuse, neglect, 
and/or exploitation were reported to the appropriate party as required by 
DADS/Facility policy.   

o Nine of 10 (90%) indicated the facility director or designee was notified 
of the incident within one hour.  The exception was DFPS case 
#42985221. 

o Eight of eight (100%) indicated OIG or local law enforcement was 
notified within the timeframes required by the facility policy when 
appropriate.   

o Nine of 10 (90%) documented that the state office was notified as 
required.  The exception was DFPS case #42985221. 

¶ Metric 2.a.8: For the allegations for which staff did not follow the IM Policy and 
Reporting Matrix reporting procedures, 0 UIRs (n/a) included recommendations 
for corrective actions.  

 
Based on a review of five investigation reports included in Sample #D.2: 
¶ Metric 2.a.9:  Four (80%) showed evidence that unusual/serious incidents were 

reported within the timeframes required by DADS/Facility policy.  
o UIR 14-043 did not indicate the time of director notification. 

¶ Metric 2.a.10: Four (100%) included evidence that unusual/serious incidents 
were reported to the appropriate party as required by DADS/Facility policy.  

¶ Metric 2.a.11: For unusual/serious incident for which staff did not follow the IM 
Policy and Reporting Matrix reporting procedures, the UIRs/investigation 
folders (n/a) included recommendations for corrective actions.   
 

Metric 2.a.12: The facility had a standardized reporting format.  The facility used the 
Unusual Incident Report Form (UIR) designated by DADS for reporting unusual incidents 
in the sample.  This form was adequate for recording information on the incident, follow-
up, and review.   
 
Metric 2.a.13: Based on a review of 20 investigation reports included in Samples #D.1 
and #D.2, 20 (100%) contained a copy of the report utilizing the required standardized 
format and were completed fully.   
 
The facility was in substantial compliance with the requirements of D2a.   
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# Provision  Assessment of Status Compliance  

 (b)  Mechanisms to ensure that, 
when serious incidents such as 
allegations of abuse, neglect, 
exploitation or serious injury 
occur, Facility staff take 
immediate and appropriate 
action to protect the individuals 
involved, including removing 
alleged perpetrators, if any, 
from direct contact with 
individuals pending either the 
ÉÎÖÅÓÔÉÇÁÔÉÏÎȭÓ ÏÕÔÃÏÍÅ ÏÒ ÁÔ 
least a well- supported, 
preliminary assessment that the 
employee poses no risk to 
individuals or the integrity of 
the investigation. 

The parties agreed the monitoring team would not monitor this provision because the 
facility was in substantial compliance for more than three consecutive reviews.  The 
substantial compliance finding from the last review stands. 
 

Substantial 
Compliance 

 (c) Competency-based training, at 
least yearly, for all staff on 
recognizing and reporting 
potential signs and symptoms 
of abuse, neglect, and 
exploitation, and maintaining 
documentation indicating 
completion of such training. 

The state policies required all staff to attend competency-based training on preventing 
and reporting abuse and neglect (ABU0100) and incident reporting procedures 
(UNU0100) during pre-service and every 12 months thereafter.  This was consistent with 
the requirements of the Settlement Agreement.   
 
The IMC reported that she was working with CTD to monitor training monthly.  A list of 
employees with overdue training was being submitted to the facility director and 
assistant director of programming for disciplinary action. 
 
A random sample of training transcripts for 24 employees was reviewed for compliance 
with training requirements.  One employee was hired within the past year. 
¶ 21 (88%) of these staff had completed competency-based training on abuse and 

neglect (ABU0100) within the past 12 months. 
¶ There was evidence that 17 of the 20 (85%) employees with current training 

who had been employed over one year had completed the ABU0100 refresher 
training within 12 months of the previous training unless documentation 
indicated that the employee was on leave.   

¶ 23 (96%) employees had completed competency based training on unusual 
incidents (UNU0100) refresher training within the past 12 months.   

¶ There was evidence that 15 of the 20 (75%) employees with current training 
who had been employed over one year had completed the UNU0100 refresher 
training within 12 months of the previous training unless documentation 
indicated that the employee was on leave.   

Noncompliance 
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# Provision  Assessment of Status Compliance  

 
Based on this review, the facility was not in substantial compliance with the requirement 
for annual training.   
 

 (d)  Notification of all staff when 
commencing employment and 
at least yearly of their 
obligation to report abuse, 
neglect, or exploitation to 
Facility and State officials. All 
staff persons who are 
mandatory reporters of abuse 
or neglect shall sign a statement 
that shall be kept at the Facility 
evidencing their recognition of 
their reporting obligations. The 
Facility shall take appropriate 
personnel action in response to 
ÁÎÙ ÍÁÎÄÁÔÏÒÙ ÒÅÐÏÒÔÅÒȭÓ 
failure to report abuse or 
neglect. 

The parties agreed the monitoring team would not monitor this provision because the 
facility was in substantial compliance for more than three consecutive reviews.  The 
substantial compliance finding from the last review stands. 
 

Substantial 
Compliance 

 (e) Mechanisms to educate and 
support individuals, primary 
correspondent (i.e., a person, 
identified by the IDT, who has 
significant and ongoing 
involvement with an individual 
who lacks the ability to provide 
legally adequate consent and 
who does not have an LAR), and 
LAR to identify and report 
unusual incidents, including 
allegations of abuse, neglect and 
exploitation. 

The parties agreed the monitoring team would not monitor this provision because the 
facility was in substantial compliance for more than three consecutive reviews.  The 
substantial compliance finding from the last review stands. 
 

Substantial 
Compliance 
 

 (f)  Posting in each living unit and 
day program site a brief and 
easily understood statement of 
ÉÎÄÉÖÉÄÕÁÌÓȭ ÒÉÇÈÔÓȟ ÉÎÃÌÕÄÉÎÇ 
information about how to 
exercise such rights and how to 

The parties agreed the monitoring team would not monitor this provision because the 
facility was in substantial compliance for more than three consecutive reviews.  The 
substantial compliance finding from the last review stands. 
 

Substantial 
Compliance 
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# Provision  Assessment of Status Compliance  

report violations of such rights. 
 (g) Procedures for referring, as 

appropriate, allegations of 
abuse and/or neglect to law 
enforcement. 

The parties agreed the monitoring team would not monitor this provision because the 
facility was in substantial compliance for more than three consecutive reviews.  The 
substantial compliance finding from the last review stands. 
 

Substantial 
Compliance 

 (h)  Mechanisms to ensure that any 
staff person, individual, family 
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 
ÂÅÃÁÕÓÅ ÏÆ ÁÎ ÅÍÐÌÏÙÅÅȭÓ 
failure to report an incident in 
an appropriate or timely 
manner. 
 

The parties agreed the monitoring team would not monitor this provision because the 
facility was in substantial compliance for more than three consecutive reviews.  The 
substantial compliance finding from the last review stands. 
 
 

Substantial 
Compliance 

 (i)  Audits, at least semi-annually, 
to determine whether 
significant resident injuries are 
reported for investigation. 

The parties agreed the monitoring team would not monitor this provision because the 
facility was in substantial compliance for more than three consecutive reviews.  The 
substantial compliance finding from the last review stands. 
 

Substantial 
Compliance 

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 
such investigations. The 
investigations shall be 
conducted by qualified 

The parties agreed the monitoring team would not monitor this provision because the 
facility was in substantial compliance for more than three consecutive reviews.  The 
substantial compliance finding from the last review stands. 
 

Substantial 
Compliance 
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# Provision  Assessment of Status Compliance  

investigators who have training 
in working with people with 
developmental disabilities, 
including persons with mental 
retardation, and who are not 
within the direct line of 
supervision of the alleged 
perpetrator. 

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

The parties agreed the monitoring team would not monitor this provision because the 
facility was in substantial compliance for more than three consecutive reviews.  The 
substantial compliance finding from the last review stands. 
 

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 parties agreed the monitoring team would not monitor this provision because the 
facility was in substantial compliance for more than three consecutive reviews.  The 
substantial compliance finding from the last review stands. 
 

Substantial 
Compliance 

 (d)  Provide for the safeguarding of 
evidence. 

The parties agreed the monitoring team would not monitor this provision because the 
facility was in substantial compliance for more than three consecutive reviews.  The 
substantial compliance finding from the last review stands. 
 

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 applicable, grants 
a written extension; and result 
in a written report, including a 
summary of the investigation, 
findings and, as appropriate, 
recommendations for 
corrective action. 

DFPS Investigations 
The following summarizes the results of the review of 10 DFPS investigations (The five 
investigations referred back to the facility for further review were not used in this 
sample): 
¶ Investigations included in sample #D.1 noted the date and time of initial contact 

with the alleged victim.  Documentation showed that some type of investigative 
activity took place within the first 24 hours in all cases.  This included gathering 
evidence and making initial contact with the facility.   

o Contact with the alleged victim occurred within 24 hours in only three 
of 10 (30%) investigations.  Though this is not a requirement for 
substantial compliance, additional efforts should be made to interview 
the alleged victim as soon as possible in order to preserve testimonial 
evidence.   

¶ For investigations in sample #D.1, five of 10 (50%) were completed within 10 
calendar days of the incident.  Although extensions were filed for all five 
investigations, it was not evident that extraordinary circumstances necessitated 
the extensions in all cases.   

Noncompliance 
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o Case #42985221 was completed on the 36th day. 
o Case #43018646 was completed on the 25th day. 
o Case #42985155 was completed on the 16th day. 
o Case #42938656 was completed on the 24th day. 
o Case #42934354 was completed on the 26th day. 

¶ All 10 (100%) resulted in a written report that included a summary of the 
investigation findings.   

¶ In six of 10 (60%) DFPS investigations reviewed in Sample #D.1, concerns or 
recommendations for corrective action were included.  Five additional cases in 
sample #D.1 resulted in a referral back to the facility for further investigation.   

   
Facility Investigations 
The following summarizes the results of the review of investigations completed by the 
facility from sample #D.2: 
¶ The investigation began within 24 hours of being reported in five of five cases 

(100%).   
¶ Four of five (80%) indicated that the investigator completed a report within 10 

days of notification of the incident.  The exception was UIR 14-038. 
¶ Five of five (100%) included appropriate recommendations for follow-up action 

to address the incident. 
 
The facility did not maintain substantial compliance with this provision due to the delays 
by DFPS in completing investigations.  The lengthy turnaround rate was noted during the 
last review, though the monitoring team assigned a substantial compliance rating.  This 
ongoing trend of lengthy investigations needs to be addressed by the facility.  Only 50% 
of the investigations in the sample were completed within 10 days and 40% resulted in 
ÍÕÌÔÉÐÌÅ ÅØÔÅÎÓÉÏÎÓȢ  4ÈÅ ÆÁÃÉÌÉÔÙȭÓ ÓÅÌÆ-assessment documented 47 of 112 (42%) DFPS 
investigations were not completed within 10 days.  The monitoring team recommends 
that the facility collaborate with DFPS to determine if action by the facility could facilitate 
more timely interviews with witnesses and/or address other barriers to completing 
investigations within 10 days. 
 

 (f)  Require that the 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 

-ÅÔÒÉÃ σȢÆȢρȡ "ÁÓÅÄ ÏÎ ÔÈÅ -ÏÎÉÔÏÒÉÎÇ 4ÅÁÍÓȭ ÒÅÖÉÅ× ÏÆ $!$3 ÒÅÖÉÓÅÄ 0ÏÌÉÃÙ ΠπςρȢς ÏÎ 
Protection from Harm ɀ Abuse, Neglect, and Exploitation, dated 12/4/12: Section VII.B, 
the policy was consistent with the Settlement Agreement requirements. 
 
Metric 3.f.2:  The facility policy and procedures were consistent with the DADS policy 
with regard to the content of the investigation reports. 
 
DFPS Investigations 

Substantial 
Compliance 
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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. 

The following summarizes the results of the review of DFPS investigations in #D.1: 
¶ Metric 3.f.3: In 15 out of 15 investigations reviewed (100%), the contents of the 

investigation report were sufficient to provide a clear basis for its conclusion.  
¶ The report utilized a standardized format that set forth explicitly and separately: 

o Metric 3.f.4: In 15 (100%), each unusual/serious incident or allegations 
of wrongdoing; 

o Metric 3.f.5: In 15 (100%), the name(s) of all witnesses; 
o Metric 3.f.6: In 15 (100%), the name(s) of all alleged victims and 

perpetrators; 
o Metric 3.f.7: In 15 (100%), the names of all persons interviewed during 

the investigation; 
o Metric 3.f.8: In 15 (100%), for each person interviewed, a summary of 

topics discussed, a recording of the witness interview or a summary of 
questions posed, and a summary of material statements made; 

o Metric 3.f.9: In 15 (100%), all documents reviewed during the 
investigation; 

o Metric 3.f.10: 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; 

o Metric 3.f.11: In 15 (100%), the investigator's findings; and 
o -ÅÔÒÉÃ σȢÆȢρςȡ )Î ρυ ɉρππϷɊȟ ÔÈÅ ÉÎÖÅÓÔÉÇÁÔÏÒȭÓ ÒÅÁÓÏÎÓ ÆÏÒ ÈÉÓȾÈÅÒ 

conclusions. 
 
Facility Investigations 
The following summarizes the results of the review of facility investigations: 
¶ Metric 3.f.13: In five out of five investigations reviewed (100%), the contents of 

the investigation report were sufficient to provide a clear basis for its 
conclusion.  

¶ The report utilized a standardized format that set forth explicitly and separately: 
o Metric 3.f.14: In five (100%), each unusual/serious incident or 

allegations of wrongdoing; 
o Metric 3.f.15: In five (100%), the name(s) of all witnesses; 
o Metric 3.f.16: In five (100%), the name(s) of all alleged victims and 

perpetrators; 
o Metric 3.f.17: In five (100%), the names of all persons interviewed 

during the investigation; 
o Metric 3.f.18: In five (100%), for each person interviewed, a summary of 

topics discussed, a recording of the witness interview or a summary of 
questions posed, and a summary of material statements made; 
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o Metric 3.f.19: In five (100%), all documents reviewed during the 
investigation; 

o Metric 3.f.20: 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; 

o Metric 3.f.21: In five (100%), the investigator's findings; and 
o Metric 3.f.22: In five (100%), the investigator's reasons for his/her 

conclusions. 
 
The facility was in substantial compliance with this provision. 
 

 (g) Require that the written report, 
together with any other 
relevant documentation, shall 
be reviewed by staff 
supervising investigations to 
ensure that the investigation is 
thorough and complete and that 
the report is accurate, complete 
and coherent.  Any deficiencies 
or areas of further inquiry in 
the investigation and/or report 
shall be addressed promptly. 

Metric 2.g.1: The facility policy and procedures required that staff supervising the 
investigations reviewed each report and other relevant documentation to ensure that  
1) the investigation is complete and 2) the report is accurate, complete, and coherent.   
 
Metric 2.g.2: The facility policy required that any further inquiries or deficiencies be 
addressed promptly. 
 
DFPS Investigations 
The following summarizes the results of the review of DFPS investigations: 
¶ Metric 2.g.3: The DFPS investigations in Sample D.1 met at least 90% compliance 

with the requirements of Section D.3.e (excluding timeliness requirements). 
¶ Metric 2.g.4: The facility Incident Management Review Team (IMRT) did not 

note any problems with any of the investigations in the sample. 
¶ Metric 2.g.5: The monitoring team did not identify problems with regard to 
ÓÅÃÔÉÏÎÓ $ȢσȢÅ ÁÎÄȾÏÒ $ȢσȢÆȢ  "ÁÓÅÄ ÏÎ Á ÒÅÖÉÅ× ÏÆ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ )-24 ÄÁÔÁȟ ÆÏÒ ÎȾÁ 
(__%), the facility IMRT correctly noted the problems with the investigation 
and/or report, and returned the investigation to DFPS for reconsideration.  

¶ Metric 2.g.6: The facility returned no cases in the sample to DFPS for 
reconsideration for __ (n/a) (there was evidence that the review had resulted in 
changes being made to correct deficiencies or complete further inquiry).  The 
IMC reported that cases were returned to DFPS when the facility did not agree 
with findings or had further concerns. 

 
The monitoring teams make no judgment regarding the adequacy of the DFPS 
supervisory process, and it has not been taken into consideration in assessing 
compliance for this subsection. 
 
UIRs included a review/approval section to be signed by the Incident Management 

Substantial 
Compliance 
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Coordinator (IMC) and director of facility.  For UIRs completed for Sample #D.1,  
¶ 15 (100%) DFPS investigations were reviewed by both the facility director and 

IMC following completion.   
¶ 12 (80%) were reviewed by the facility director and/or the Incident 

Management Coordinator within five working days of receipt of the completed 
investigation.   

o The UIR for case #42938656 was not signed by the IMC or facility 
director.  The investigation review form was signed by both 11 days 
after the close of the investigation. 

o The IMC and director signed the UIR for DFPS case #42872473, 
however, there was no date of review. 

o Review by the IMC and director of DFPS case #428858951 occurred on 
9/18/13.  DFPS completed the case on 9/9/13 

 
Facility Investigations 
The following summarizes the results of the review of facility investigations: 
¶ Metric 2.g.7: In four out of five investigation files reviewed (80%), there was 

evidence that the supervisor had conducted a review of the investigation report 
to determine whether or not the investigation was thorough and complete and 
that the report was accurate, complete, and coherent. 

o Documentation of activities completed during the investigation of 
UIR14-043 did not include the correct date and/or time.  The 
investigator documented that interviews with witnesses occurred prior 
to the incident.  The IMC signed the report without noting the 
discrepancies. 

 
The facility was in substantial compliance with investigation review requirements.   
 

 (h)  Require that each Facility shall 
also prepare a written report, 
subject to the provisions of 
subparagraph g, for each 
unusual incident. 
 

A uniform UIR was completed for 20 out of 20 (100%) unusual incidents reviewed.  A 
statement regarding review, recommendations, and follow-up was included on the 
review form.   
 
Metric 3.h.1:  The facility-only investigations met the requirements outlined in Section 
D.3.f. 
 

Substantial 
Compliance 

 (i)  Require that whenever 
disciplinary or programmatic 
action is necessary to correct 
the situation and/or prevent 
recurrence, the Facility shall 

Metric 3.i.1: The facility policy and procedures required disciplinary or programmatic 
action necessary to correct the situation and/or prevent recurrence to be taken promptly 
and thoroughly.   
 
Metric 3.i.2: The facility discussed follow-up to recommendations in the daily IMRT 

Noncompliance 
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implement such action 
promptly and thoroughly, and 
track and document such 
actions and the corresponding 
outcomes. 

meeting minutes.  There was no evidence that a review was completed of follow-up (to 
ensure protections were effective and/or continued to be implemented).  A subsample of 
investigations was reviewed to confirm that appropriate disciplinary and/or 
programmatic action was taken following the investigation when warranted.  This 
sample included a total of six cases:  
¶ Four DFPS cases: #42938656, #42934489, #43018646, #43005440, #42990964   
¶ One facility investigations: UIR 14-026   

 
Metric 3.i.3:  For three out of three (100%) of the DFPS investigations (DFPS cases 
#42934489, #43018646, #43005440) reviewed in which disciplinary action was 
warranted, prompt and adequate disciplinary action had been taken and documented.   
 
Based on a review of a subsample of investigations (listed above) for which 
recommendations for programmatic action were made, the following was found: 
 
Metric 3.i.4: For three out of six of the investigations reviewed (50%), prompt and 
thorough programmatic action had been taken and documented when recommended by 
DFPS or the facility investigator.  DFPS case #42934489, 43005440, and #42990964 
documented that recommendations were addressed by the facility.  The exceptions were: 
¶ The investigation file for DFPS case #42938656 did not include documentation 

of follow-up to recommendations made in the case.  Neglect was confirmed on 
an unknown AP when the investigator found that residential staff had not been 
ÔÒÁÉÎÅÄ ÏÎ ÔÈÅ !6ȭÓ 0.-0Ȣ  3ÅÖÅÒÁÌ ÒÅÃÏÍÍÅÎÄÁÔÉÏÎÓ ×ÅÒÅ ÍÁÄÅ ÉÎÃÌÕÄÉÎÇ 
developing a system for training staff on PNMPs and ensuring that staff named in 
the case were trained.  The IMC did not follow-up to confirm that recommended 
follow-up was completed. 

¶ DFPS case #43018646 included a recommendation to train all residential staff at 
the home involved on use of bathing equipment.  Documentation indicated that 
training was not completed until three weeks after the incident.  All staff should 
have been trained immediately to prevent similar incidents from occurring. 

¶ UIR 14-026 was the investigation of a fall resulting in a serious injury on 
12/30/13.  The AV had a trend of falls resulting in serious injury.  The doctor 
recommended a neurology consultation.  The UIR indicated that this action was 
completed on 12/17/13.  The consultation was not requested until 12/20/13 
and was completed on 12/25/13 with additional recommendations to obtain a 
neurosurgical consultation and follow-up with the neurologist in four weeks.  
The investigation file did not include documentation showing that the incident 
management department was tracking confirmation of completion for this 
follow-up recommendation.  IMRT minutes did not show tracking by the IMRT. 

Metric 3.i.5: For zero out of six investigations (0%), there was documentation to show 
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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.  The facility did not have a system to track outcomes from 
investigations.   
 
Based on identified issues with the implementation of recommendations and desired 
outcomes, the facility remained out of compliance with this provision.   
 

 (j)  Require that records of the 
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. 

The parties agreed the monitoring team would not monitor this provision because the 
facility was in substantial compliance for more than three consecutive reviews.  The 
substantial compliance finding from the last review stands. 
 

Substantial 
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 tracked 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. 

Metric 4.1: For all categories of unusual incident categories and investigations, the 
facility had a system that allowed tracking and trending by: 
¶ 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. 

 
/ÖÅÒ ÔÈÅ ÐÁÓÔ Ô×Ï ÑÕÁÒÔÅÒÓȟ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÔÒÅÎÄ ÁÎÁÌÙÓÅÓȡ 
¶ Metric 4.2: Were conducted at least quarterly; 
¶ Metric 4.3: Did address the minimum data elements; 
¶ Metric 4.4: Did use appropriate trend analysis procedures; 
¶ Metric 4.5: Did provide a narrative description/explanation of the results and 

conclusions; and 
¶ Metric 4.6: Did contain recommendations for corrective actions, however, 

recommendations were broad and did not include measurable outcomes.  For 
example, recommendations to address the high incidence of falls at the facility 
included: 

o IMC will provide trend reports to the IDTs 
o IM department will continue to send email notification reminders when 

an individual has sustained more than two falls for the IDT to monitor 

Noncompliance 
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and meet if required. 
o Each month medical department and IM will trend all falls to track 

injurious falls. 
o Trends identified are shared with the UD and IDTs to address within 

unit meetings.  Follow-up is reported in facility monthly IMC report. 
 

The IMC reported that she reviewed data monthly and quarterly and made 
recommendations to address trends based on data analysis.  Additionally, 
¶ Quarterly reports were submitted to the Quality Assurance Department. 
¶ Data were provide to ISP facilitators for review at annual IDT meetings prior to 

the meeting. 
 
Metric 4.7: Based on a review of trend reports, IMRT minutes, and QAQI Council minutes, 
when a negative pattern or trend was identified, corrective action plans (CAPs) that 
included measurable outcomes were not typically developed.  When there were 
recommendations for corrective action, it was difficult to determine what specific action 
had been implemented, how it was being monitored, and what data were used to 
determine the efficacy of the plan.   

 
Metric 4.8: Even when appropriate to do so, corrective action plans were not always 
developed both for specific individuals and at a systemic level.  None of the investigations 
in the sample reviewed demonstrated that when a trend of similar incidents or injuries 
was identified, an adequate corrective action plan was developed and outcomes were 
tracked. 

 
Metric 4.9:  The trend reports and minutes did not show that corrective action plans 
were implemented and tracked to completion.   
 
Metric 4.10: The trend reports/minutes did not review, as appropriate, the effectiveness 
of previous corrective actions.  There were no comments regarding previously developed 
corrective action plans. 
 
Based on a review of quarterly trend reports and IMRT minutes: 
¶ Monthly and quarterly trend reports did not include action plans with specific 

outcomes related to trends identified.   
¶ Action steps were not included to address both systemic and individual trends.  

IMRT meeting minutes showed that occasionally action steps were developed to 
address trends, however, action steps were generic referrals to the IDT.  From 
that point, it was difficult to assess the status of action steps.   

Metric 4.11: Zero action plans included in the monthly trend report (there were none) 
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described actions to be implemented that could reasonably be expected to result in the 
necessary changes, and identified the person(s) responsible, timelines for completion, 
and the method to assess effectiveness.   
 
Metric 4.12: For zero of the action plans reviewed (there were no action plans 
developed), the plan had been timely and thoroughly implemented.  
 
Metric 4.13: For zero action plans (there were no action plans developed), there was 
documentation to show that the expected outcome had been achieved as a result of the 
implementation of the plan, or when the outcome was not achieved, the plan was 
modified.  
 
To move forward, the facility will need to ensure that as trends are identified, 

1. Measurable outcomes and action steps are developed, 
2. Specific staff are assigned to monitor and document implementation, and 
3. A date is set to review efficacy of the plan and make revisions when needed. 

 
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 
ÉÎÖÅÓÔÉÇÁÔÉÏÎ ÏÆȟ ÔÈÅ ÓÔÁÆÆ ÐÅÒÓÏÎȭÓ ÏÒ 
ÖÏÌÕÎÔÅÅÒȭÓ ÃÒÉÍÉÎÁÌ ÈÉÓÔÏÒÙ ÁÎÄ 
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 shall ensure 
that nothing from that investigation 
indicates that the staff person or 
volunteer would pose a risk of harm 
to individuals at the Facility. 

The parties agreed the monitoring team would not monitor this provision because the 
facility was in substantial compliance for more than three consecutive reviews.  The 
substantial compliance finding from the last review stands. 
 

Substantial 
Compliance 
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Commencing within six months of the 
Effective Date hereof and with full 
implementation within three years, each 
Facility 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 ensure 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: 

o DADS policy #003.1: Quality Enhancement, dated 1/26/12, updated 5/22/13 with new DADS 
administrative staff names 

o SASSLC facility-specific policies: 
¶ Quality Assurance, #E1, 9/19/13 (the quality assurance plan narrative) 
¶ CAPs process, #E2, draft (new) 
¶ Six other policies in the list of facility policies, all the same as last review:  Facility Quality 

Assurance #200-1A, QAQI Council #400-5, Subgroup team meeting #400-4A, Subgroup 
calendar #400-4B, QAQI meeting agenda format #400-5A, and QAQI calendar #400-5C 

o SASSLC organizational chart, undated but likely February 2014 
o SASSLC policy lists, undated, 2/15/ 14 
o List of typical meetings that occurred at SASSLC, undated but likely February 2014 
o SASSLC Self-Assessment, 4/17/14  
o SASSLC Action Plans, 4/17/14  
o SASSLC Provision Action Information, 3/23/14  
o SASSLC Quality Assurance Settlement Agreement Presentation Book 
o Presentation materials from opening remarks made to the monitoring team, 4/ 28/14  
o SASSLC DADS regulatory review reports, 10/18/13 -1/21/14  
o SASSLC data listing/inventory, hard copy, March 2014 
o SASSLC QA plan narrative, 3/26/14  
o SASSLC QA plan matrix, 3/26/14  
o List tools used by the QA department staff (3, no changes) 
o Standard trend analysis reports for four areas, for quarter ending November 2013 for three of the 

areas and February 2014 for one of the areas 
o Monthly QAD-SAC-1: 1 meetings minutes, November 2013 to March 2014 
o SASSLC QA Reports, monthly, October 2013 to March 2014 (6) 
o QAQI Council presentation calendar, 1/21/14 
o QAQI Council minutes, at least monthly (almost weekly at SASSLC), 11/7/13 to 4/29/14 (6 

months, 22 meetings) 
¶ Handouts and agenda for meeting during onsite review, 4/29/14 

o QA staff meeting handout about root cause analysis 
o Handouts from medical continuous quality improvement meeting 
o Handouts from unit 1 QAQI meeting 
o PIT, PET, work group reports (no separate documentation) 
o SASSLC Corrective Action Plan documents 

¶ Draft CAPs process document, E.2 
¶ Open CAPs report and monitoring sheet, updated weekly, 11/4/13 to 4/25/14  

SECTION E:  Quality Assurance   
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Á Various emails from Bill McCarthy to facility staff about CAPs 
¶ Closed CAPs report, 18 pages, 4/25/14 
¶ Data regarding CAPs (in QA reports) 

 
Interviews and Meetings Held: 

o Laurence Algueseva, Quality Assurance Director 
o Andy Rodriguez, SAC, and Kevin Elder, Bill McCarthy, staff of the QA department 
o Dr. Espino and other medical staff, mortality review process, 5/1/14 

 
Observations Conducted: 

o 1:1 QAD SAC meeting, with unit director unit 2, 5/1/14 
o QA staff meeting, 5/1/14  
o QAQI Council, 4/29/14 
o Unit QAQI meeting, Unit 1, 4/30/14 
o Medical CQI, 4/30/14 

 
Facility Self -Assessment 
 
The QAD made some changes and additions to the activities in his self-assessment.  It contained more 
activities and these activities lined up moÒÅ ×ÉÔÈ ÔÈÅ ÍÏÎÉÔÏÒÉÎÇ ÔÅÁÍȭÓ ÒÅÐÏÒÔȢ  'ÉÖÅÎ ÔÈÁÔ ÔÈÉÓ ÒÅÐÏÒÔ ÈÁÓ 
alpha-numerically labeled the metrics, this should provide further guidance to the QA director for his next 
self-assessment.  That is, the QA director could use these metrics in his own self-assessment.  If so, 
however, he should be sure to read all of the detail provided within the report for each metric because 
there is important supplemental information provided. 
 
The facility self-rated itself as being in substantial compliance with E3 and in noncompliance with sections 
E1, E2, E4, and E5.  The monitoring team agreed.   
  
3ÕÍÍÁÒÙ ÏÆ -ÏÎÉÔÏÒȭÓ !ÓÓÅÓÓÍÅÎÔȡ 
 
4ÈÅ 1! ÐÒÏÇÒÁÍ ÁÔ 3!33,# ÃÏÎÔÉÎÕÅÄ ÔÏ ÍÁËÅ ÐÒÏÇÒÅÓÓȢ  )Î ÐÁÒÔÉÃÕÌÁÒȟ ÔÈÅ ȰÉÎÆÒÁÓÔÒÕÃÔÕÒÅȱ ÏÆ ÔÈÅ 1! 
program was established: the data list inventory and a process for regular review, the QA narrative, QA 
matrix, 1:1 meetings, QA Council presentations, QA report, and CAPs program.   
 
There were eight deaths in the past six months.  This serious outcome was not picked up by any of the 
items in the inventory, QA matrix, or QA reports indicating problems in the collection and monitoring of 
data at the facility. 
 
In the last report, the monitoring team noted frequent references to root cause analyses, intense case 
analyses, and continuous quality improvement.  The QA director pursued additional training and Dr. 
Sharon Tramonte (SASSLC pharmacy director) created an introductory 30-minute training session on root 
cause analysis.  
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Of the 16 data list inventories, 16 (100%) included data that could be used to identify trends as required in 
the wording of section E1; 2 (13%) included a wide range of data that appeared to cover all aspects of the 
discipline and Settlement Agreement (N and U); 14 (88%) included what appeared to be key indicators; 16 
(100%) described the data being collected; and 7 (44%) included a self-monitoring tool.  None of the items 
were notated to be a process or an outcome indicator.  The QAD and SAC should consider devoting one full 
1:1 meeting to the inventory and skip the other topics for that month.   
 
The items in the QA matrix should line up with the data list inventory, content of the QAD-SAC 1:1 
meetings, content of the QA reports, and presentation at QAQI Council.  In addition, the matrix (and thereby 
the inventory too) should include (a) items that get at the requirements of the wording of section E1 
regarding the collection of data per program areas, living units, individuals, etc., and (2) both process and 
outcome measures. 
 
Since the last onsite review, a QAD-SAC 1:1 meeting occurred at least twice for 20 of the 20 (100%) 
sampled sections of the Settlement Agreement.  TÈÅ 1!$ ÁÎÄ 3!# ÒÅÐÏÒÔÅÄ ÔÈÁÔ ÔÈÅÙ ÈÁÄÎȭÔ ÙÅÔȟ ÂÕÔ ×ÅÒÅ 
planning to, include data reviews during these meetings. 
 
In the last six months, a facility QA report was created for six of the last six months (100%).  Of the 20 
sections of the Settlement Agreement, 15 (75%) appeared in a QA report at least once each quarter.  There 
should be an analysis of the causes of the problem, not just a description of their occurrence.  The sections 
that came closest to doing so were D and M. 
 
Since the last onsite review, the QAQI Council did meet at least once each month.  The QAQI Council at 
SASSLC met almost every week, allowing for the meetings to be relatively short and to be a regular part of 
ÅÁÃÈ ÍÁÎÁÇÅÒȭÓ ×ÅÅËÌÙ ÓÃÈÅÄÕÌÅȢ 
 
Continued work was done to improve the CAPs system.  The facility set the expectation that CAPs would be 
completed within the allotted time frame (extensions were no longer easily granted), and one of the 
program auditors had the responsibility of personally talking with each person responsible for an open 
CAP every week.  He documented this with a signature from the responsible person.  Also, at the end of 
each week, he updated the open CAPs log. 
 
There was, however, no criterion to judge when/if the overall CAP was being met.  Most were not written 
in a behavioral objective type format with the observable behavior and observable criteria clearly 
described.  Many of the CAPs were initiated months, if not more than a year ago, making it impossible for 
the monitoring team to make a determination that they were implemented timely and fully. 
 
The QAD director was just initiating a very creative and important activity to reviewing 40% of all closed 
CAPs to see if the corrections were maintained and the issues for which the CAP was created remained at a 
satisfactory level. 
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E1 Track data with sufficient 
particularity to identify trends 
across, among, within and/or 
regarding: program areas; living 
units; work shifts; protections, 
supports and services; areas of care; 
individual staff; and/or individuals 
receiving services and supports. 

The QA program at SASSLC continued to make progress, in some ways, more so than ever 
ÂÅÆÏÒÅȢ  )Î ÐÁÒÔÉÃÕÌÁÒȟ ÔÈÅ ȰÉÎÆÒÁÓÔÒÕÃÔÕÒÅȱ ÏÆ ÔÈÅ 1! ÐÒÏÇÒÁÍ ×ÁÓ ÅÓÔÁÂÌÉÓÈÅÄȡ ÔÈÅ ÄÁÔÁ 
list inventory and a process for regular review, the QA narrative, QA matrix, 1:1 
meetings, QA Council presentations, QA report, and CAPs program.  The QA director, 
,ÁÒÒÙ !ÌÇÕÅÓÅÖÁȟ ÃÏÎÔÉÎÕÅÄ ÔÏ ÔÁËÅ ÓÅÒÉÏÕÓÌÙ ÔÈÅ ÍÏÎÉÔÏÒÉÎÇ ÔÅÁÍȭÓ ÃÏÍÍÅÎÔÓ ÉÎ 
previous reports and onsite reviews.  He worked closely with the Settlement Agreement 
Coordinator, Andy Rodriguez.  All of the members of the QA department remained the 
same, which helped to support consistency and progress.  A QA staff meeting was held 
from time to time. 
 
Policies 
a. There was a state policy that adequately addressed all five of the provision items in 

section E of the Settlement Agreement.  There were no changes to the state policy, 
#003Ȣρȡ 1ÕÁÌÉÔÙ !ÓÓÕÒÁÎÃÅȟ ÕÐÄÁÔÅÄ υȾςςȾρσȢ  4ÈÅ ÍÏÎÉÔÏÒÉÎÇ ÔÅÁÍȭÓ ÃÏÍÍÅÎÔÓ ÏÎ 
the state policy are in previous monitoring reports and are not repeated here. 

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

assurance.  The QA plan narrative remained as one of the facility specific policies.  
The QA director should correct the list of QA policies that were included in the 
facility -wide set of policies because that list was incorrect and outdated.  A new 
policy/process was in draft form for CAPs.  It is discussed below in section E2 of this 
report. 

 
Quality Assurance Data List/Inventory 
c.  There was not yet a complete and adequate data list inventory at the facility.   
 
The data list inventory was 32 pages long, contained 22 topic areas (seven were not 
Settlement Agreement related).  Sections C and K were combined in one topic area; and 
sections O, P, and R were combined in one topic.  18 of the 20 provisions of the 
Settlement Agreement (90%) were included (all except for G and H).   
 
Of the 16 inventories (O-P-R were combined, C-K were combined), 16 (100%) included 
data that could be used to identify trends as required in the wording of section E1; 2 
(13%) included a wide range of data that appeared to cover all aspects of the discipline 
and Settlement Agreement (N and U); 14 (88%) included what appeared to be key 
indicators (not J and K); 16 (100%) described the data being collected; and 7 (44%) 
included a self-monitoring tool (section N did not appear to need a self-monitoring tool, 
but this was not stated; for some sections a self-monitoring tool was in the QA matrix but 
not in the inventory).  None of the items were notated to be a process or an outcome 
indicator.   

Noncompliance 
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The facility needs to demonstrate that each data listing is complete, that is, that (a) it 
includes all relevant data items (and that no important data items are missing), (b) each 
data item is indeed being collected by the section leader, (c) each is available for 
presentation if requested, and (d) data are being used as per the wording of this 
Settlement Agreement provision.  As discussed during the onsite review, this information 
might be included in the data listing inventory database or perhaps within the SAC-QAD 
1:1 meeting minutes. 
 
d. The data list inventory was current.  12 of the 16 lists (75%) were updated within 

the past six months.  Each inventory had its own date of update.  Two had no date, 
but were likely reviewed recently, one had a date in March 2013, which may have 
been a date entry error, and one had a date of April 2013. 

 
The monitoring team has a number of comments and suggestions for the QA director to 
help make the data list inventory a more functional and useful tool for the facility: 
¶ It was good to see a brief description of each data item.  This helps the reader 

(and QAQI Council) to understand what was being measured. 
¶ The key indicator list was rolled into the inventory.  This was also good to see.  

o The key indicators (for the most part), however, were not what 
appeared in the QA matrix and in the QA report. 

¶ The content of the inventories needed work.  The monitoring team suggests that 
the QAD and SAC devote one full 1:1 meeting to the inventory and skip the other 
topics for that month.  The inventory plays an important foundational role for 
the entire QA program and, therefore, needs to be valid.  

o The QAD and SAC need to ensure that the inventory lines up with what 
is in the QA matrix and what is in the QA report.  For most of the 
sections, it did not.  That is, they were three different sets of 
information.  Now that the QA program had ÔÈÅ ȰÉÎÆÒÁÓÔÒÕÃÔÕÒÅȱ ÔÈÅ 
quality of the content needs to be given a thorough review. 

¶ There were eight deaths in the past six months.  This serious outcome was not 
picked up by any of the items in the inventory (or in the QA matrix or QA 
reports).  This should be addressed. 

o State office completes a month to month graph of number of deaths in 
each facility.  Perhaps the medical department and QA program can 
access this, however, it seems to be a salient piece of information that 
ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÄÅÐÁÒÔÍÅÎÔÓ ÃÏÕÌÄ ÅÁÓÉÌÙ ÍÁÎÁÇÅȢ 

¶ .ÉÎÅ ÏÆ ÔÈÅ ςτ ÉÔÅÍÓ ÉÎ ÔÈÅ 1! ÄÅÐÁÒÔÍÅÎÔȭÓ ÉÎÖÅÎÔÏÒÙ ÓÅÅÍÅÄ ÔÏ ÂÅÌÏÎÇ ÔÏ ÏÔÈÅÒ 
sections. 

¶ All of the items in the residential unit director inventory were related to one of 
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the other topic areas.  This should somehow be tied together. 
 
Quality Assurance Plan Narrative 

e. The QA plan narrative was current, complete, and adequate. 
 
QA Plan Matrix 
The QA plan matrix should contain the data from the data list inventory that are to be 
submitted to the QA department; most (but not necessary all) of these data are then 
included in the QA reports and presented to the QAQI Council.   
¶ SASSLC had a QA plan matrix.  It was updated somewhat from the last plan, 

however, it did not accurately reflect the key indicators from the data list 
inventory.  This begged the question of whether the inventory contained the 
correct key indicators or whether the matrix contained the correct items. 

 
The items in the QA matrix should line up with the data list inventory, content of the 
QAD-SAC 1:1 meetings, content of the QA reports, and presentation at QAQI Council.   
¶ These aspects of the QA program at SASSLC did not line up.  Evaluating this 

correspondence was not being done, but should be. 
 
Overall, the facility was not using the QA matrix as it was intended, that is, to be a subset 
of the data listing, such that it correctly showed which data were to be presented during 
QAD-SAC 1:1 meetings, in the QA report, and to QAQI Council along with more detail on 
how the data were to be collected, reviewed, and managed.   
 
Simply, the matrix should be items pulled from the inventory.  SASSLC seemed to try to 
set this up by labeling some inventory items as key indicators.  One would then expect to 
see the key indicators in the matrix.  But that was not the case.  The matrix did not 
contain all of the key indictors, it contained items that were not key indicators, and it 
contained items that were not in the inventory.  In addition, many inventories did not 
include a self-monitoring tool, but a self-monitoring tool was in the matrix. 
 
In addition, the matrix (and thereby the inventory too) should include (a) items that get 
at the requirements of the wording of section E1 regarding the collection of data per 
program areas, living units, individuals, etc., and (2) both process and outcome 
measures. 
 
Because of the many problems with the QA matrix, the monitoring team did not (could 
not) review the status of the QA matrix.  Therefore, the metrics f-s are merely listed 
below, with no data, but with some comments. 
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f. There were items in the QA plan matrix for -- of the 20 sections (--%).  The items 
represented a set of key indicators for -- of the 20 (--%).  

 
g. Of the 20, both process and outcome indicators were identified for -- of the 20 (--%) 

in the QA matrix.   
 
h. Of the 20, in -- (--%), the indicators provided data that could be used to identify the 

information specified in E1:  
ȰÔÒÅÎÄÓ across, among, within and/or regarding: program areas; living units; 
work shifts; protections, supports and services; areas of care; individual staff; 
ÁÎÄȾÏÒ ÉÎÄÉÖÉÄÕÁÌÓ ÒÅÃÅÉÖÉÎÇ ÓÅÒÖÉÃÅÓ ÁÎÄ ÓÕÐÐÏÒÔÓȢȱ 

o The QA director should describe, for each section (perhaps in the QA 
matrix and/or in the 1:1 meeting minutes) how data were being 
collected and presented to identify trends across the variables 
described in the wording of E1. 

 
i. The QA matrix (did/did not) include all self-monitoring tools/self -monitoring 

procedures.   
¶ It should include the self-monitoring tools used for each of the 20 sections of the 

Settlement Agreement, or indicate that a self-monitoring tool was not necessary 
along with a rationale.  

 
j. All data that QA staff members collected should be listed in the matrix.   
 
k. All of the items in the QA matrix should also appear in the QA data list inventory.  
 
QA Plan Implementation 
Items in the QA plan matrix should be implemented as written, submitted, and reviewed.  
For the next review, the QA director, based on his own self-monitoring, should indicate if  
the items in the QA matrix were: 
 
l. Submitted/collected/received by the QA department for the last two reporting 

periods for each item (e.g., at least once each quarter). 
 
m. Reviewed or analyzed by the QA department and/or the department section leader.  

This was likely reported to the QA department by the section leader during the 1:1 
meetings.  The QA director and SAC could easily report on this. 

 
n. Conducted and implemented as per the schedule. 
 
o. Received QA department assistance in analysis of data, or if there was no assistance 
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provided, there was documentation that it was not needed.  This likely occurred 
during the 1:1 meetings.  The QA director and SAC could easily report on this. 

 
Self-Monitoring Tools 
p. Content/validity: A description of how the content of the tools was determined to be 

valid (i.e., measuring what was important) and that each tool received a review 
sometime within the past six months.   

 
q. Adequate instructions: A description of how it was determined that the instructions 

given to the person who was to implement each of the tools were adequate and clear. 
 
r. Implementation: A report or summary showing whether the tools were implemented 

as per the QA matrix. 
 
s. QA review: A report or summary showing that there was documentation of QA 

department review of the results, at least once each quarter, for each of the 20 
sections of the Settlement Agreement.   

 
E2 Analyze data regularly and, 

whenever appropriate, require the 
development and implementation of 
corrective action plans to address 
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 the time frame in 
which each action step must occur. 

Continued progress was seen at SASSLC regarding the gathering, organization, and 
analysis of data.  
 
In the last report, the monitoring team noted frequent references to root cause analyses, 
intense case analyses, and continuous quality improvement, and suggested that the QA 
department receive training in this area.  Some training was provided by state office on 
root cause analyses, however, based upon interviews of facility QA department staff, the 
monitoring team could not discern any direct value to the overall QA program.  The QA 
director pursued additional training and Dr. Sharon Tramonte (SASSLC pharmacy 
director) created an introductory 30-minute training session on root cause analysis.  The 
monitoring team attended this presentation.  Overall, it was a good overview, but as Dr. 
Tramonte stated, she was not herself an expert in this topic.  The monitoring team 
suggests that additional training be provided for QA department and for other interested 
discipline heads.  The QA department and facility, in general, were eager to learn more 
and to improve their professionalism and skill at quality assurance activities.   
 
Unit level QAQI meetings were held each month in each of the three units.  During the 
unit 1 meeting attended by the monitoring team, staff made three very professional and 
informative presentations.  The medical CQI group continued to meet each month (see 
section L3).  The nursing department engaged in error analysis, such as implementing 
the Five Whys for a medication administration error on 11/4/13.  
 
 

Noncompliance 
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)Î ÔÈÉÓ ÓÅÃÔÉÏÎ ɉ%ςȟɊ ÔÈÅ ÍÏÎÉÔÏÒÉÎÇ ÔÅÁÍȭÓ ÆÉÎÄÉÎÇÓ ×ÅÒÅ ÂÁÓÅÄ ÕÐÏÎ ÔÈÅ ÄÁÔÁ ÔÈÁÔ ×ÅÒÅ 
included in the QAD-SAC 1:1 meetings documentation, in QA reports, and in QAQI Council 
meeting minutes.  That is, the determination of whether the data presented by each 
department were correct (i.e., lined up with what was in the QA matrix) was done in 
section E1 above and was found to be in need of much improvement. 
 
Based upon the QA reports:   
a. Data from the QA plan matrix for n/a of the n/a (--%) sections of the Settlement 

Agreement were summarized.  There was not full correspondence between what 
data were in the QA inventory, the QA matrix, and QA reports.  Therefore, this metric 
could not be completed by the monitoring team.   
¶ Based upon the QA reports, however, few sections analyzed data across (a) 

program areas, (b) living units, (c) work shifts, (d) protections, supports, and 
services, (e) areas of care, (f) individual staff, and/or (g) individuals.  Some 
sections had done some breakdown/description of data across these areas, but 
no analysis (e.g., C, D, E, O, P, R, S, U).  See more detail in metrics f. to h. below.   

 
Monthly QAD-SAC meeting with discipline departments 
The QA director and SAC continued to develop and improve upon these meetings.  They 
were occurring every month.  In addition: 
¶ The monitoring observed a meeting.  It was with David Ptomey, unit director for 

unit 2.  The meeting was much improved from last time.  It was much more of an 
interactive discussion rather than an interrogation-type question and answer 
session. 

¶ The QAD and SAC used a checklist of topics and items.  They scored the 
presence/absence of each item.  This was good to see.  It would be beneficial to 
all participants if the QAD and SAC were to write out the exact expectation (i.e., 
definition and criterion) of each item.   

¶ Data were not yet being reviewed at these meetings (even though data were 
being presented at QAQI Council and in the QA reports).  The QAD and SAC, 
however, noted that their next step was to review actual data during these 
meetings. 

¶ )Ô ×ÏÕÌÄ ÂÅ ÈÅÌÐÆÕÌ ÔÏ ÈÁÖÅ Á ÓÈÏÒÔ ÐÁÒÁÇÒÁÐÈ ÉÎ ÅÁÃÈ ÍÏÎÔÈȭÓ ÍÅÅÔÉÎÇ ÍÉÎÕÔÅÓ 
ÔÈÁÔ ÄÅÓÃÒÉÂÅÄ ÁÓÐÅÃÔÓ ÏÆ ÔÈÅ ÄÉÓÃÕÓÓÉÏÎȢ  4ÈÅ ÍÉÎÕÔÅÓ ÄÏÎȭÔ ÎÅÅÄ ÔÏ ÂÅ ÅØÔÅÎÓÉÖÅ 
and should not compete with the conducting of the meeting, but currently there 
was no information about the meeting other than the checklist. 

¶ In some months, only one topic was a focus (e.g., self-assessments in December, 
policies in March).  This was a good idea (and is suggested by the monitoring 
team above regarding focusing upon getting the content of the data list 
inventories correct and getting inventories, matrix, QA report, and QAQI Council 
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presentation content to line up).  At a minimum, however, each of the five 
bulleted items in metric b. below should be explicitly addressed at least once 
each quarter. 

 
b. Since the last onsite review, a meeting occurred at least twice for 20 of the 20 

(100%) sampled sections of the Settlement Agreement (there were 16 regularly 
occurring meetings required to address all 20 sections of the Settlement Agreement 
because some meetings included multiple sections, such as O-P-R; moreover, 
beginning in March 2013 each unit director had a 1:1 meeting, too); all five topics 
below were conducted during 0 of the 74 (0%) meetings that occurred (during the 
five-month period of November 2013 to March 2014).  
¶ Review the data listing inventory and matrix,  
¶ Discuss data and outcomes (key process and outcome indicators),  
¶ Review conduct of the self-monitoring tools,  
¶ Create corrective action plans,  
¶ Review previous corrective action plans.   

 
The QAD and SAC 1:1 meeting agenda topic checklist included all five of these 
bulleted topics, but without any narrative, definition, or criterion, the monitoring 
team was unable to determine the content and quality of these discussions and, 
therefore, scored the second part of the above metric as 0%.  

 
c. Since the last onsite review, during 0 of the 74 (0%) meetings, data were available to 

facilitate department/discipline analysis of data.  As noted above, the QAD and SAC 
ÒÅÐÏÒÔÅÄ ÔÈÁÔ ÔÈÅÙ ÈÁÄÎȭÔ ÙÅÔȟ ÂÕÔ ×ÅÒÅ ÐÌÁÎÎÉÎÇ ÔÏȟ ÉÎÃÌÕÄÅ ÄÁÔÁ ÒÅÖÉÅ×Ó ÄÕÒÉÎÇ 
these meetings. 
 

d. Since the last onsite review, during 0 of the 74 (0%) meetings, data were reviewed 
and analyzed.  For the purposes of this metric, the monitoring team rates this as 
ÁÃÃÅÐÔÁÂÌÅ ÉÆ ÔÈÅÒÅ ×ÁÓ ÒÅÖÉÅ× ÁÎÄ ÄÉÓÃÕÓÓÉÏÎ ÏÆ ÄÁÔÁȢ  4ÈÅ ÑÕÁÌÉÔÙ ÏÆ ÔÈÅ ȰÁÎÁÌÙÓÉÓȱ ÉÓ 
ÎÏÔ ÃÏÎÓÉÄÅÒÅÄȢ  4ÈÅ 1!$ 3!# ÁÇÅÎÄÁ ÔÏÐÉÃ ÃÈÅÃËÌÉÓÔ ÉÎÃÌÕÄÅÄ ÁÎ ÉÔÅÍ Ȱ1! 
ÒÅÐÏÒÔȾÁÎÁÌÙÓÉÓ ÃÏÍÐÌÅÔÅÄȢȱ  4ÈÅ ÍÏÎÉÔÏÒÉÎÇ ÔÅÁÍ ÂÅÌÉÅÖÅÓ ÔÈÉÓ ×ÁÓ ÓÃored yes if the 
department head said that his or her QA report was completed.  Instead, it should be 
ÓÃÏÒÅÄ ÙÅÓ ÉÆ ÔÈÅ 1!$ ÁÎÄ 3!#ȭÓ ÁÓÓÅÓÓÍÅÎÔ ÏÆ ÔÈÅ ÁÎÁÌÙÓÉÓ ÍÅÅÔÓ ÃÒÉÔÅÒÉÏÎ ɉÏÎÃÅ ÔÈÅ 
criterion is determined). 

 
e. Since the last onsite review, during 0 of the 74 (0%) meetings, action plans and/or 

CAPs were created for systemic problems and for individual problems, as identified; 
or an indication was noted that a corrective action plan was not needed.  CAPs were 
on the QAD SAC agenda topic checklist.  Often it was scored n/a.  Again, without 
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narrative, definition, or criterion, the monitoring team could not determine the 
content or quality of the CAP review. 

 
QA Report 
The SASSLC QA report was assembled at the end of the month, following the completion 
of that ÍÏÎÔÈȭÓ ÐÒÅÓÅÎÔÁÔÉÏÎÓ ÁÔ 1AQI Council.  The information in the QA report was 
what was presented at QAQI Council.   
 
f. In the last six months, a facility QA report (for dissemination at the facility and for 

presentation to the QAQI Council) was created for six of the last six months (100%).   
 
g. Of the 20 sections of the Settlement Agreement, 15 (75%) appeared in a QA report at 

least once each quarter in the last six months. 
¶ There were no presentations of sections G, H, N, J, and K. 
¶ Sometimes the QAQI Council minutes indicated a presentation (in the 

agenda and with attached PowerPoint slides), however, the information was 
not also in the QA report (e.g., sections K and N, and parts of Q).  This clerical 
task needs to be done accurately. 

 
h. Of the 20 sections of the Settlement Agreement that were presented quarterly, 0 

(0%) contained all of the components listed below. 
¶ Self-monitoring data  

o reported for a rolling 12 months or more 
o broken down by program areas, living units, work shifts, etc., as 

appropriate 
- Six sections reported use of a self-monitoring tool ( C, D, I, Q, U, V).  The 

others did not.  
- A short rationale (two or three sentences) for the absence of a self-

monitoring tool should be included in those sections of the report. 
¶ Other key indicators/important data for the section 

o reported for a rolling 12 months or more 
o broken down by program areas, living units, work shifts, etc., as 

appropriate 
- The content of the QA report did not line up with what was in the data 

list inventories or QA matrix. 
- 13 of the 15 sections presented a variety of other key indicators and 

important data; this was good to see. 
- An area for improvement is to show data and trends across the 

variables listed in E1 (or indicate clearly a rationale for not doing so).   
- The section E report should eventually include data on QA activities 
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(e.g., from the QAD-SAC 1:1 meetings).   
¶ Narrative analysis 

- There should be an analysis of the causes of the problem, not just a 
description of their occurrence.  The sections that came closest to doing 
so were D and M. 

- The QA director and SAC might include a template for the section leader 
that prompts one paragraph for a summary of the data and a separate 
paragraph for the analysis of the data. 

 
QAQI Council 
This meeting plays an important role in the QA program.  The monitoring team attended 
a meeting during the onsite review and read the minutes of the monthly QAQI Council 
meetings from 11/7/13  to 4/29/14 (6 months, 22 meetings).   
 
i. There was an adequate description of the QAQI Council in the QA plan narrative. 

 
j. Since the last onsite review, the QAQI Council did meet at least once each month.  

The QAQI Council at SASSLC met almost every week, allowing for the meetings to be 
ÒÅÌÁÔÉÖÅÌÙ ÓÈÏÒÔ ÁÎÄ ÔÏ ÂÅ Á ÒÅÇÕÌÁÒ ÐÁÒÔ ÏÆ ÅÁÃÈ ÍÁÎÁÇÅÒȭÓ ×ÅÅËÌÙ ÓÃÈÅÄÕÌÅȢ 
 

k. Minutes from all (100%) QAQI Council meetings since the last review indicated that 
the agenda included relevant and appropriate topics. 
 

l. Minutes from all (100%) QAQI Council meetings since the last review indicated that 
there was appropriate attendance/representation from all departments.   
 

m. Minutes (and attachments/handouts) from all 22 of the QAQI Council meetings since 
the last review documented that (a) data from QA plan matrix (indicators, self-
monitoring) were presented in 22 (100%), (b) the data presented were trended over 
time in 22 (100%) and (c) comments and interpretation/analysis of data were 
presented in 0 of the presentations (0%).  It is possible that the minutes did not 
accurately reflect the discussion that occurred during the meeting.  Further, the 
minutes continued to be used as a repository of information for performance 
improvement teams and other topics (e.g., assessments) making it difficult for the 
reader to determine what was new information versus hold-over information from 
previous minutes. 

 
n. Minutes from 4 of the 22 (18%) QAQI Council meetings since the last review 

reflected if recommendations and/or action plans were discussed, suggested, or 
agreed to during each portion of the meeting.  Beginning in March 2014, CAPs were 
regularly reviewed as a stand-alone topic and in April 2014, graphic summaries of 
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overall CAPs status were presented, too. 
 
Corrective Actions 
Continued work was done to improve the CAPs system, including the creation, 
management, and reporting of CAPs.  Corrective action plans were tracked by the QA 
director in two documents.  One was for current open CAPs in a 6-page document that 
contained 30 CAPs as of 4/25/14.  The other was for completed closed CAPs in a  18 page 
document.  This was continued since the last onsite review.  The number of closed CAPs 
was 180 as of 4/25/14. 
 
The 30 open CAPs were across 8 of the 20 provisions, and ranged from 15 in sections O 
and P (combined) to one each for sections N, S, and U.  The set of closed CAPs ranged 
across more of the sections, but were primarily habilitation therapies.  This was likely a 
result of that department utilizing the CAPs system rather than there being more 
corrective action plans needed for habilitation therapies than for other departments. 
 
At SASSLC, the entire CAPs management documentation was via the spreadsheet.  Thus, 
the wording of the issue/reason, actions, outcomes, responsible persons, and target 
dates must provide sufficient detail for the QA director and senior management to 
adequately manage the program. 
 
The monitoring team reviewed a number of CAP-related documents.  The number and 
breadth evidenced the efforts put into the CAPs program.   
¶ A new/draft policy (E2) described the CAPs program and expectations for staff 

participation  
¶ QAQI Council presentation materials from recent presentations by the QA 

department.  General data about CAPs were included. 
¶ Log of open CAPs 
¶ Closed CAPs log 
¶ Weekly open CAPs monitoring sheet for almost every week since the last review. 
¶ Tabular and graphic summaries of CAPs-related data 

 
The facility set the expectation that CAPs would be completed within the allotted time 
frame (extensions were no longer easily granted), and Bill McCarthy (one of the program 
auditors) had the responsibility of personally talking with each person responsible for an 
open CAP every week.  He documented this with a signature from the responsible person.  
Also, at the end of each week, he updated the open CAPs log. 
 
The monitoring team reviewed 12 of the 30 open CAPs and 4 of the more recently closed 
CAPs for the purposes of the following metrics, through E5. 
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o. An adequate written description did exist that indicated how CAPs were generated, 

though more detail should be written regarding the criteri a for the development of a 
CAP.  Including examples of actions that would be considered CAPs and examples of 
actions that would not be considered CAP would help the QA department and senior 
management in determining when it was appropriate to create a CAP. 

 
p. When considering sample of CAPs, 12 of 16 open and closed CAPs were chosen 

following the written description, policy, or procedure (75%).  Four of the CAPs did 
not address systemic facility-wide issues.  They addressed a specific individual, staff 
member, or home. 

 
q. Of the 16 CAPs reviewed by the monitoring team, 13 (81%) appeared to 

appropriately address the specific problem for which they were created.   
¶ There was, however, no criterion to judge when/if the overall CAP was 

being met.  None (0%) had a criterion attached to the overall CAP.  The 
monitoring team suggests that the QA director consider each CAP to be an 
objective and, therefore, each would contain an observable/measurable 
action (think of actions as you would an observable behavior in a SAP or 
PBSP), and an observable measurable outcome with a criterion . 

¶ 0 of the 16 (0%) CAPs looked at assessing outcomes to ensure that the 
problem originally identified was remedied or reduced.  None reported on 
the status of the problem; there were no data reported at all. 

¶ The QA director and Mr. McCarthy should ensure that each CAP includes a 
plan to ultimately assess the problem originally identified. 

 
Based on these 16 CAPs: 
r. 15 (94%) included the actions to be taken to remedy and/or prevent the 

reoccurrence.  Most contained one action. 
 

s. 2 (13%) included the anticipated outcome of each action step. 
¶ 0 of 16 (0%) included specific criteria to judge if the outcome of each action 

step was met.  Most were not written in a behavioral objective type format 
with the observable behavior and observable criteria clearly described. 

 
t. 0 of the 12 open (newer) CAPs (0%) included the job title and name of the person(s) 

responsible. 
 

u. 10 of the 16 (63%) included the time frame in which each action step must occur 
(i.e., a due date).  -ÁÎÙ ÓÁÉÄ ȰÏÎÇÏÉÎÇȢȱ 
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E3 Disseminate corrective action plans 
to all entities responsible for their 
implementation. 

Based on a review of the 12 open/new CAPs, which represented 40% of the total: 
 

a. 12 (100%) included documentation about how the CAP was disseminated 
¶ Mr. McCarthy obtained a signature from each responsible person within the 

week of CAP initiation. 
¶ He also sent an email each week to all responsible persons. 

 
b. 12 (100%) included documentation of when each CAP was disseminated, and  

¶ The monitoring team determined documentation based upon the date of 
signature. 

 
c. n.a. (--%) included documentation of to whom it was disseminated, including the 

names and titles of the specific persons responsible.  
¶ As noted in E2 metric t., Mr. McCarthy needs to include the name and the 

title of the responsible person.  Because this was in process, the monitoring 
team did not rate this metric (c.) in determining substantial compliance, but 
will need to see it demonstrated at the next review. 

 

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. 

a. Based on a sample of 4 completed CAPs and 12 in-process (open) CAPs, n.a. (--%) 
were implemented fully and n.a. (--%) were implemented in a timely manner.  
¶ Many of the CAPs were initiated months, if not more than a year ago, making 

it impossible for the monitoring team to make a determination that they 
were implemented timely and fully. 

¶ In the future, -ÒȢ -Ã#ÁÒÔÈÙȭÓ ÃÏÍÍÅÎÔÓ ÓÈÏÕÌÄ ÓÐÅÃÉÆÉÃÁÌÌÙ ÁÎÄ ÅØÐÌÉÃÉÔÌÙ 
indicate whether or not all aspects and actions of the CAP were 
implemented fully  and in a timely manner.  The QA department and 
monitoring team engaged in a lengthy discussion about this during the 
onsite review. 

 
b. There was not an adequate system for tracking the status of CAPs.  Of the 30 open 

CAPs being tracked by the facility, 0 (0%) indicated the status of the CAP.   
¶ Rather than merely indicating the CAP remained open, there should be some 

running commentary about status, actions, data, anticipated closure, etc. 
¶ The QAD director was just initiating a very creative and important activity.  

Mr. McCarthy, in addition to speaking with each responsible person each 
week, was also being charged with reviewing 40% of all closed CAPs to see if 
the corrections were maintained and the issues for which the CAP was 
created remained at a satisfactory level. 

 
 

Noncompliance 
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c. The facility QA director did maintain summary information/data regarding CAPs and 
their status (regarding open or closed) that was updated within the month prior to 
the onsite review.  He graphed the number of open and the number of closed CAPs.  
The table and graphs were created and maintained by Mr. McCarthy. 

 
d. The QA director or section leader did present this information to QAQI Council at 

least quarterly.  
 

E5 Modify corrective action plans, as 
necessary, to ensure their 
effectiveness. 

The monitoring team will assess these metrics at the next review. 
 
a. For n.a. out of n.a. CAPs (--%), documentation showed review of their effectiveness 

(i.e., outcomes), and for n/a out of n/a CAPs (--%), documentation showed review of 
their timely completion. 
¶ Data are needed to indicate if the CAP was effective. 
¶ The QA staff maintained a table and graph showing the number of CAPs that 

were modified (e.g., 4 in April 2014).  It was good to see the beginnings of a 
CAPs modification management component of the CAPs system, however, 
the monitoring team was unable to determine which ones were modified, 
how they were modified, and why they were modified. 

 
b. Of the n.a. CAPs that appeared to need modification, n.a. (--%) were modified.   

 
c. Based on a sample of n.a. completed CAPs and n.a. in process CAPs, n.a.  (--%) were 

discussed at QAQI Council.   
 

d. For n.a. out of n/a ( --%) modified CAPs, evidence was present to show timely 
implementation. 
 

e. For n.a. out of n/a (--%) modified CAPs, evidence was present to show full 
implementation. 

 

Noncompliance 
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SECTION F:  Integrated 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: 

o DADS Policy #004.1: Individual Support Plan Process 
o DADS Policy #051:  High Risk Determinations 
o Curriculum used to train staff on the ISP process 
o SASSLC Section F Presentation Book 
o SASSLC Self-Assessment 
o List of all QIDPs and assigned caseload 
o A list of QIDPs deemed competent in meeting facilitation  
o Data summary report on assessments submitted prior to annual ISP meetings 
o Data summary report on team member participation at annual meetings. 
o A list of all individuals at the facility with the most recent ISP meeting date and date ISP was filed. 
o Draft ISPs and Assessments for Individual #337 and Individual #90  
o ISP, ISP Addendums, Assessments, PSIs, SAPs, Risk Rating Forms with Action Plans, Monthly 

Reviews (for a subsample):   
¶ Individual #128, Individual #116, Individual #349, Individual #279, Individual #313, 

Individual #119, Individual #194, Individual #287, Individual #95, Individual #285, and 
Individual #325. 
 

Interviews and Meetings Held: 
o Informal interviews with various individuals, direct support professionals, program supervisors, 

and QIDPs in homes and day programs;  
o Charlotte Fisher, Director of Behavioral Health Services 
o Adrianne Berry, Incident Management Coordinator 
o Rhonda Sloan, QIDP Coordinator  
o *ÏÁÎ /ȭ#ÏÎÎÏÒȟ !ÓÓÉÓÔÁÎÔ $ÉÒÅÃÔÏÒ ÏÆ 0ÒÏÇÒÁÍÍÉÎÇ 

 
Observations Conducted: 

o Observations at residences and day programs 
o Incident Management Review Team Meeting 4/28/14 and 4/29/14  
o Morning Unit Meeting 5/1/14  
o Morning Clinical Meeting 4/28/14  
o QA/QI Meeting 4/29/14  
o ISP preparation meeting for Individual #255 and Individual #12 
o Annual IDT Meeting for Individual #337 and Individual #90 
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Facility Self -Assessment: 
 
The self-assessment had been updated on 4/17/14 with recent activities and assessment outcomes.  For 
each provision, the facility had identified: (1) activities engaged in to conduct the self-assessment, (2) the 
results of the self-assessment, and (3) a self-rating.  The QIDP Coordinator was responsible for the section F 
self-assessment.  The current self-assessment reported on the activities engaged in to conduct the self-
assessment, provided the results of the self-assessment, and provided a self-rating for each provision item. 
 
The facility continued observing ISP meetings, reviewing completed ISPs, tracking attendance at team 
meetings, and tracking completion and submission of assessments prior to the annual ISP meeting.  These 
are the same type of activities that the monitoring team looks at to assess compliance.   
 
The facility self-rated itself as being out of compliance with all provision items in section F.  Findings for 
provisions that were audited by the facility were similar to findings of the monitoring team.  For example, 
the monitoring team and the facility each found problems with meeting attendance, timely submission of 
assessments, and ensuring that action plans were developed to address assessment recommendations.  
The monitoring team agreed with the overall assessment of noncompliance for each provision item. 
 
Summary of MÏÎÉÔÏÒȭÓ !ÓÓÅÓÓÍÅÎÔ 
 
The facility had made little progress in developing an adequate IDT process for developing, monitoring, and 
revising treatments, services, and supports for each individual.  Recent turnover in the QIDP department 
had impacted progress made during previous visits.  The facility had replaced five of 17 QIDPs in the past 
six months. 
 
Two annual ISP meetings and two pre-ISP meetings were observed during the monitoring visit.  Many 
improvements were noted in regards to facilitation skills and interdisciplinary discussion.  The QIDP/ISP 
facilitator at all meetings demonstrated improved facilitation skills.  All four teams engaged in better 
discussion of risks and support needs in relation to preferences and outcomes.  It was positive to see 
progress made in these areas. 
 
There was little discussion at either meeting, however, regarding how the individual spent a majority of his 
or her day or how the team would ensure that they were involved in meaningful activities.  The IDTs did 
not develop outcomes that would build on what the individuals were currently doing to offer new 
experiences or opportunities to learn new skills based on identified preferences.  It was not clear that 
supports developed by the IDT were either meaningful or functional for the individual.  At both meetings, 
very few revisions were made to current supports with little consideration of whether or not the support 
had been effective.  IDTs were unable to determine the status of current supports due to a lack of 
documentation and consistent monitoring of services.  Consequently, both IDTs continued the outcomes 
with little changes in supports or discussion regarding barriers to implementation.  It was evident at both 
meetings that the facility did not have an adequate system in place to ensure that plans were implemented 
and supports were monitored for efficacy.   
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IDTs need additional training on how to develop integrated action plans based on assessment 
ÒÅÃÏÍÍÅÎÄÁÔÉÏÎÓ ÔÈÁÔ ÉÎÃÏÒÐÏÒÁÔÅ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÐÒÅÆÅÒÅÎÃÅÓȢ  !ÄÄÉÔÉÏÎÁÌÌy, IDTs need guidance on 
setting priorities for training and developing measurable objectives with clear directions for staff 
designated to implement plans. 
 
To move forward towards substantial compliance with the many provisions in section F, the monitoring 
team recommends a focus on the following activities during the next six months: 
¶ All departments need to ensure that assessments are completed at least 10 days prior to the 

annual IDT meeting and are available to all team members for review. 
¶ The facility needs to continue to track submission of assessments by discipline prior to the annual 

ISP meeting and address any trends of late submission with the specific department responsible 
for submission. 

¶ IDTs need to develop measurable outcomes and implementation strategies that will allow for 
consistent implementation and data collection. 

¶ /ÕÔÃÏÍÅÓ ÓÈÏÕÌÄ ÂÅ ÄÅÖÅÌÏÐÅÄ ÂÁÓÅÄ ÏÎ ÅÁÃÈ ÉÎÄÉÖÉÄÕÁÌȭÓ ËÎÏ×Î ÐÒÅÆÅÒÅÎÃÅÓ ÔÈÁÔ ÅÎÃÏÕÒÁÇÅ 
greater exposure to a variety of activities (particularly in the community) and lead towards the 
acquisition of new skills based on known preferences and needs. 

¶ All team members need to ensure that supports are monitored for consistent implementation and 
adequacy.  Data collected during monitoring should be used to revise supports when there is 
regression or lack of progress.  Likewise, data collected regarding incidents, injuries, and illnesses 
should be used to alert the IDT that supports are either not being implemented or are not effective 
and should be revised. 

 
 
# 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: 

  

F1a Be facilitated 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. 

During the week of the review, the monitoring team observed two ISP meetings and two 
pre-ISP meetings.  The ISP facilitator facilitated the annual IDT meetings.  The 
assignment of having ISP facilitators lead the discussion was a new process for the IDTs.   
 
In order to review this section of the Settlement Agreement, a sample of ISPs was 
requested, along with sign-in sheets, assessments, ISPAs, PSIs, Rights Assessments, 
Integrated Risk Rating Forms, Integrated Health Care Plans and/or risk action plans, the 
CLOIP worksheet or most recent Permanency Plan, skill acquisition and teaching 
programs, QIDP monthly reÖÉÅ×Óȟ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÄÁÉÌÙ ÓÃÈÅÄÕÌÅȟ ÁÎÄ )30 0ÒÅÐÁÒÁÔÉÏÎ 

Noncompliance 
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Meeting documentation, as available.  A sample was requested of the most recently 
developed ISPs from each residence on campus, and eight were submitted for review.  A 
variety of QIDPs and interdisciplinary teams (IDTs) responsible for the development of 
the plans were sampled.  
 
Observations of team meetings and reviews of ISPs also illustrated that the QIDP/ISP 
Facilitator was the team leader and responsible for ensuring team participation.  A QIDP 
Coordinator oversaw the QIDP Department.  The QIDP Educator had recently begun 
facilitating annual ISP meetings.  The facility planned to fill the two new ISP Facilitator 
positions to facilitate all ISP meetings.  The facility had 16 QIDPs.   
 
The facility used the Q Construction Assessment Tool to assess QIDPs for competency in 
facilitation skills.  All 16 of the QIDPs had been deemed competent in facilitation skills. 
 
The ISP Meeting Guide (Preparation/Facilitation/Documentation Tool) was used to 
assist the ISP facilitators in preparing for the meetings and in organizing the meetings to 
ensure teams covered relevant topics.  Using assessment and other information, the ISP 
facilitators used this template to draft portions of the ISP prior to the meeting.  The 
facilitators came to the meeting prepared with a draft Integrated Risk Rating Form and a 
draft ISP format.  These documents provided team members with some relevant 
information and assisted the team to remain focused.   
 
The QIDP Educator facilitated both annual ISPs held the week of the onsite review.  The 
QIDP facilitated the pre-ISP meetings observed.  All QIDPs observed demonstrated good 
facilitation skills.  However, there were still a number of barriers to ensuring that the 
team developed a comprehensive ISP that integrated all needed services and supports.  
Barriers included, but were not limited to: 
¶ Assessments were still not consistently completed and available to IDT members 

prior to annual IDT meetings. 
¶ It was not evident that all team members were either present at meetings, or, if 

not physically present, had the opportunity to provide adequate input prior to 
the meeting. 

¶ Implementation and monitoring of supports was inconsistent.  Team members 
were unable to determine that status of outcomes implemented the previous 
year. 

¶ It was not evident that data were consistently gathered and analyzed, and then 
used to revise or develop new supports. 

 
A sample of IDT attendance sheets was reviewed for presence of the QIDP at the annual 
IDT meeting.  QIDPs were in attendance at all annual meetings in the sample reviewed. 
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QIDPs remained responsible for monitoring and revision of the ISP.  As noted throughout 
this report, the monitoring team found that the QIDPs did not consistently ensure the 
team completed assessments or monitored and revised treatments, services, and 
supports as needed.   
 
At both ISP meetings observed, it was noted that outcomes developed the previous year 
had not been implemented.  There was no evidence that the QDIP was monitoring 
services and taking action when supports were not in place or action steps developed by 
the team had not been implemented.  There was not an adequate monthly review process 
in place.  As a result, it was unclear whether progress had been made on outcomes or if 
current supports were effective.  Consequently, IDTs made very few changes in supports 
and services for the upcoming year. 
 
While the facility was in substantial compliance with the requirement that one person on 
the IDT facilitate development of an ISP, the facility did not have an adequate monthly 
review process in place to ensure that plans were updated when regression or lack of 
progress towards outcomes was noted or when outcomes had been completed.   
 
To move forward, the facility needs to focus on ensuring that QIDPs are monitoring 
progress/regression and revising supports and services when needed.  The facility will 
need to demonstrate that QIDPs were taking action when the monthly review process or 
other data note a lack of implementation, change in status, or a lack of progress.   
 

F1b Consist of the individual, the LAR, 
the Qualified Mental Retardation 
Professional, other professionals 
ÄÉÃÔÁÔÅÄ ÂÙ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ 
strengths, preferences, and needs, 
and staff who regularly and 
directly provide services and 
supports to the individual. Other 
persons who participate in IDT 
meetings shall be dictated by the 
ÉÎÄÉÖÉÄÕÁÌȭÓ ÐÒÅÆÅÒÅÎÃÅÓ ÁÎÄ ÎÅÅÄÓȢ 

DADS Policy #004.1 described the Interdisciplinary Team (IDT) as including the 
individual, the Legally Authorized Representative (LAR), if any, the QIDP, direct support 
professionals, and persons identified in the pre-ISP meeting, as well as professionals 
ÄÉÃÔÁÔÅÄ ÂÙ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÓÔÒÅÎÇÔÈÓȟ ÎÅÅÄÓȟ ÁÎÄ ÐÒÅÆÅÒÅÎÃÅÓȢ  !ÃÃÏÒÄÉÎÇ ÔÏ ÔÈÅ ÓÔÁÔÅ 
office policy, the Preferences and Strength Inventory (PSI) was the document that should 
ÉÄÅÎÔÉÆÙ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÐÒÅÆÅÒÅÎÃÅÓȟ ÓÔÒÅÎÇÔÈÓȟ ÁÎÄ ÎÅÅÄÓȢ  4ÈÉÓ ÉÎÆÏÒÍÁÔÉÏÎ ÓÈÏÕÌÄ 
assist the IDT in determining key team members.  SASSLC was using the pre-ISP process 
to identify assessments to be completed prior to the annual ISP meeting.  
 
The QIDP Coordinator was tracking attendance by relevant IDT members monthly.  The 
table below is a summary of data gathered by the facility in regards to attendance at 
annual ISP meetings for September 2013-February 2014.  The percentages reflect 
attendance by those disciplines identified at the pre-ISP meetings to be required 
attendees at the annual ISP meeting.  Attendance remained low for some disciplines.  For 
the ISP meetings held during the review period, only 58% of the individuals attended 
their own meeting and only 33% included family member participation. 
 

Noncompliance 
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Team member 
Individual  58% 
LAR 46% 
Family/Advocate 33% 
DSP 36% 
QIDP 100% 
Psychologist/BA 73% 
RN 83% 
Occupational Therapist 32% 
Physical Therapist 57% 
Speech Therapist 78% 
Dietician 16% 
Primary Care Provider 32% 
Psychiatrist 16% 
Dental Services No data 
Pharmacy 1% 
Day Programming/Vocational Services 68% 
Active Treatment Staff 64% 
Home Manager 24% 
Local authority  71% 

 
Six of eight ISPs submitted included a pre-ISP packet that designated staff members 
required to attend the annual ISP meeting.  Review of six ISP attendance sheets 
confirmed that there were key staff missing who were identified as relevant participants 
in six of six (100%) of the annual meetings in the sample.  The sample was Individual 
#128, Individual #116, Individual #349, Individual #279, Individual #313, and Individual 
#325.  None of the ISPs were developed by an appropriately constituted IDT.   
¶ At the annual ISP meeting for Individual #313, relevant team members identified 

at the pre-ISP meeting that did not attend the meeting included Individual #313, 
his family, his PCP, his active treatment staff, and his home manager. 

¶ )ÎÄÉÖÉÄÕÁÌ ΠσςυȭÓ day program staff did not attend his meeting.   
¶ 6ÏÃÁÔÉÏÎÁÌ ÐÒÏÇÒÁÍ ÓÔÁÆÆ ÁÎÄ $30Ó ×ÅÒÅ ÎÏÔ ÉÎ ÁÔÔÅÎÄÁÎÃÅ ÁÔ )ÎÄÉÖÉÄÕÁÌ ΠςχωȭÓ 

annual ISP meeting.   
¶ +ÅÙ ÔÅÁÍ ÍÅÍÂÅÒÓ ÎÏÔ ÉÎ ÁÔÔÅÎÄÁÎÃÅ ÁÔ )ÎÄÉÖÉÄÕÁÌ ΠστωȭÓ ÁÎÎÕÁÌ )30 ÍÅÅÔÉÎÇ 

included his DSP, day program staff, and home manager.   
¶ 2ÅÌÅÖÁÎÔ ÔÅÁÍ ÍÅÍÂÅÒÓ ÎÏÔ ÉÎ ÁÔÔÅÎÄÁÎÃÅ ÁÔ )ÎÄÉÖÉÄÕÁÌ ΠρρφȭÓ ÁÎÎÕÁÌ )30 

meeting included her vocational staff, physical therapist, and the local authority. 
¶ )ÎÄÉÖÉÄÕÁÌ ΠρςψȭÓ ,!2ȟ ÄÉÅÔÉÃÉÁÎȟ ÐÓÙÃÈÉÁÔÒÉÓÔȟ ÄÅÎÔÁÌ ÓÔÁÆÆȟ ÁÃÔÉÖÅ ÔÒÅÁÔÍÅnt staff, 

and PCP did not attend his annual ISP meeting. 
 
In zero of six ISPs (0%), for any team members not physically present at the IDT meeting, 
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was there evidence of their participation in the development of the ISP. 
 
The facility was not yet in compliance with requirements for the IDT to ensure input 
from all team members into the ISP process.  Relevant team members should be 
identified at the pre-ISP meeting; then the facility should use that information to track 
actual attendance by relevant team members at the ISP meeting.  When team members 
cannot attend the meeting, the ISP should note efforts to get input from those team 
members prior to the annual meeting. 
 

F1c Conduct comprehensive 
assessments, routinely and in 
response to significant changes in 
ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÌÉÆÅȟ ÏÆ ÓÕÆÆÉÃÉÅÎÔ 
quality to reliably identify the 
ÉÎÄÉÖÉÄÕÁÌȭÓ ÓÔÒÅÎÇÔÈÓȟ ÐÒÅÆÅÒÅÎÃÅÓ 
and needs. 

$!$3 0ÏÌÉÃÙ ΠππτȢρ ÄÅÆÉÎÅÄ ȰÁÓÓÅÓÓÍÅÎÔȱ ÔÏ ÉÎÃÌÕÄÅ ÉÄÅÎÔÉÆÉÃÁÔÉÏÎ ÏÆ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ 
strengths, weaknesses, preferences and needs, as well as recommendations to achieve 
his/her goals, and overcome obstacles to community integration.   
 
Annual ISP preparation meetings were required to be held approximately 90 days prior 
to the annual ISP meetings.  At the ISP preparation meeting, the IDT was to identify the 
assessments that were required for the annual ISP meeting.  The state policy required 
that these assessments be completed and placed in the share drive for IDT review no 
later than 10 working days before the annual ISP meeting for review by all IDT members.  
The assessments were to be used by the QIDP to develop an ISP Guide prior to the ISP 
annual meeting.   
 
According to data collected by the facility, only 30% of the ISPs held 9/1/13-2/28/14 
were preceded by a pre-ISP meeting.  Two ISP Preparation meetings were observed.  The 
IDT completed a checklist at both meetings indicating what assessments would need to 
be completed prior to the annual ISP meeting.   
 
The facility was gathering data regarding the timeliness of the submission of assessments 
prior to the annual ISP meeting.  Data gathered regarding the submission of discipline 
specific assessments for September 2013 through February 2014 indicated that there 
had been improvements in the number of assessments submitted prior to ISP planning 
meetings for seven of 12 disciplines.  The chart below shows assessment submission 
rates for that time period.   
 

Discipline 
Clinical 44% 
Functional Skills Assessment 33% 
Dental 99% 
Dietary 86% 
OT/PT 92% 
Communication 81% 
Audiology 44% 

Noncompliance 
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Nursing 79% 
Pharmacy 98% 
Behavioral Health 45% 
Psychiatry 23% 
Day Programming/Vocational 56% 

 
! ÒÅÖÉÅ× ÏÆ Á ÓÁÍÐÌÅ ÏÆ )30Ó ÄÅÖÅÌÏÐÅÄ ÉÎ ÔÈÅ ÌÁÓÔ ÓÉØ ÍÏÎÔÈÓ ÓÕÐÐÏÒÔÅÄ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ Ï×Î 
finding that assessments were not being submitted prior to annual ISP meetings in some 
cases.  Six of the ISPs submitted to the monitoring team included the pre-ISP packet.  The 
pre-ISP determination of assessments needed prior to the annual IDT meeting list was 
compared to assessments submitted.  The sample was Individual #128, Individual #116, 
Individual #349, Individual #279, Individual #313, and Individual #325.   
¶ Individual #128 did not have an updated behavioral, psychiatric, dental, 

functional skills, or vocational assessment.  
¶ Individual #116 did not have an updated medical, behavioral, dental, functional 

skills, or day program assessment. 
¶ Individual #349 did not have an updated behavioral, dental functional skills or 

day program assessment. 
¶ Individual #279 did not have an updated dental, behavioral, OT/PT, or 

functional skills assessment.  
¶ Individual #313 did not have an updated medical, behavioral, dental functional 

skills, vocational, or pharmacy assessment.   
¶ Individual #325 did not have an updated medical, behavioral, dental, functional 

skills, day program, or pharmacy assessment.  His nursing assessment was 
submitted late and his nutritional assessment was not dated.   
 

In six of six (100%), the team considered what assessments the individual needed and 
would be relevant to the planning process.  The team defined the assessments that were 
needed for the annual meeting during the ISP Preparation meeting.   
 
In zero of six (0%), the team obtained the needed relevant assessments.  None of the 
individuals in the sample had all assessments recommended at the pre-ISP meeting 
completed at least 10 days prior to the annual IDT meeting.   
 
Functional skills assessments were not timely and, in general, assessments were not 
consistently used to develop SAPs (see S2). 
 
Assessments from various disciplines were reviewed to determine if the assessments 
were submitted and if they included recommendations that were adequate for planning.  
Assessment should provide information/recommendations that would guide the IDT to 
support the individual and develop a comprehensive plan to help the individual learn or 
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develop a skill, achieve an outcome, or address a medical or behavioral issue.  Findings 
were: 
 
Behavioral Health Services 
Functional assessments were completed and timely for all individuals with PBSPs.  The 
quality of those assessments, however, was not consistently adequate (see K5).  There 
was some evidence that functional assessments were redone in response an increase in 
problem behavior.  Preference assessments were not completed for all individuals at 
SASSLC.   
 
OT/PT/Communication  
100% of the assessments reviewed for OT, PT and speech identified preferences and 
needs.  A number of the assessments provided SAPs for implementation by therapies, 
though only three individuals were listed as receiving direct OT or PT, and four 
individuals received direct communication-related therapy.  Most suggested SAPs for 
implementation by the DSPs as integrated throughout the day or during routine activities 
based on current skill levels and potential for learning new ones.  There were 
communication strategies outlined for every individual to expand or enhance their level 
of communication and social interaction. 
 
Nursing 
#ÏÍÐÒÅÈÅÎÓÉÖÅ .ÕÒÓÉÎÇ !ÓÓÅÓÓÍÅÎÔÓ ÄÉÄ ÎÏÔ ÃÏÎÓÉÓÔÅÎÔÌÙ ÉÄÅÎÔÉÆÙ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ 
strengths, preferences, or needs.  &ÏÒ ÅØÁÍÐÌÅȟ )ÎÄÉÖÉÄÕÁÌ ΠρπρȭÓ ÐÒÅÆÅÒÅÎÃÅÓ ÄÉÄ ÎÏÔ 
include how she participated in her own health care related to reoccurring skin integrity 
issues.   Nor did nursing assessments consistently provide recommendations that would 
guide the IDT to support the individual and address medical issues.  For example, 
)ÎÄÉÖÉÄÕÁÌ ΠςφσȭÓ #ÏÍÐÒÅÈÅÎÓÉÖÅ .ÕÒÓÉÎÇ !ÓÓÅÓÓÍÅÎÔ ÄÏÃÕÍÅÎÔÅÄ ÔÈÅ ÃÈÁÎÇÅÓ ÆÒÏÍ ÔÈÅ 
previous quarterly nursing assessments weights of being between 57 and 59.8 pounds 
over his EDWR.  However, there were no recommendations provided in the 
Comprehensive Nursing Assessment under the Recommendations section for addressing 
the overweight issue.  
 
At both ISP meetings observed, the team determined that some assessments were not 
adequate for planning.  Both IDTs ended up requesting additional assessments, therefore, 
the team was unable to fully develop supports at the meeting.  For example,  
¶ )ÎÄÉÖÉÄÕÁÌ ΠσσχȭÓ ÃÕÒÒÅÎÔ ÁÓÓÅÓÓÍÅÎÔÓ ÌÉÓÔÅÄ ÁÕÔÉÓÍ ÁÎÄ ÄÙÓÐÈÁÇÉÁ ÁÍÏÎÇ ÈÅÒ 

diagnoses.  IDT members were not sure about the accuracy of those diagnoses.  
Both diagnoses impacted the development of supports, thus, the team was 
unable to fully develop adequate supports without accurate assessments.  It was 
determined that further assessment for planning was needed. 
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The facility was not in compliance with this item.  To move in the direction of substantial 
compliance, the monitoring team recommends that the facility consider the following for 
focus/priority for the next six months 

1. All team members will need to ensure assessments are completed, updated 
when necessary, and accessible to all team members prior to the IDT meeting to 
facilitate adequate planning.   
 

F1d Ensure assessment 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. 

As described in F1c, assessments required to develop an appropriate ISP meeting were 
ÎÏÔ ÁÌ×ÁÙÓ ÄÏÎÅ ÉÎ ÔÉÍÅ ÆÏÒ )$4 ÍÅÍÂÅÒÓ ÔÏ ÒÅÖÉÅ× ÅÁÃÈ ÏÔÈÅÒȭÓ ÁÓÓÅÓÓÍÅÎÔÓ ÐÒÉÏÒ ÔÏ ÔÈÅ 
ISP meeting.  QIDPs will need to ensure that all relevant assessments are completed prior 
to the annual ISP meeting and then information from assessments is used to develop 
plans that integrate all supports and services needed by the individual.   
 
In zero of two (0%) ISP meetings observed, recommendations from assessments were 
used to develop plans that would provide a broader range of experiences and lead to the 
development of new skills.  It was not clear in either meeting how the IDT established 
priorities fo r training.  Outcomes were based on activities that the individuals already 
had an opportunity to participate in without consideration of potential opportunities for 
growth. 
 
&ÏÒ ÅØÁÍÐÌÅȟ ÁÔ )ÎÄÉÖÉÄÕÁÌ ΠσσχȭÓ ÍÅÅÔÉÎÇȟ 
¶ The team acknowledged that she was currently retired and enjoyed retirement 

activities.  Her outcome for the previous year was to participate in group 
activities.  The team agreed that her retirement outcome this year would be 
ÃÈÁÎÇÅÄ ÔÏ ȰÐÁÒÔÉÃÉÐÁÔÅÓ ÉÎ ÇÒÏÕÐ ÁÃÔÉÖÉÔÉÅÓ ÆÏÒ ρυ ÍÉÎÕÔÅÓȢȱ  4ÈÅ IDT did not 
consider retirement outcomes that would offer her further opportunities to 
develop new skills or interests.  Her leisure outcome for the previous year was to 
attend activities at DC monthly.  The team agreed to revise the frequency to 
weekly.  Again, there was no discussion regarding what activities might be 
meaningful to her or what new skills or interest she might develop through this 
activity. 

 
)ÎÄÉÖÉÄÕÁÌ ΠωπȭÓ ÁÓÓÅÓÓÍÅÎÔÓ ÉÄÅÎÔÉÆÉÅÄ ÈÅÒ ÓÕÐÐÏÒÔ ÎÅÅÄÓ ÁÎÄ ÐÒÅÆÅÒÅÎÃÅÓȟ ÈÏ×ÅÖÅÒȟ ÔÈÅ 
IDT failed to use the information to develop meaningful supports and programming.  For 
example, 
¶ The team agreed to continue her outcome to attend leisure events weekly 

without using her assessments to determine what supports were needed and 
what specific activities might be meaningful to her. 

¶ Her outcome to spend time outside was continued, but the team agreed to lower 
the criteria (number of days) because she did not meet criterion the past year.  

Noncompliance 
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The team did not discuss revising supports to ensure more frequent 
implementation. 

 
The adequacy of integration of recommendations into the ISP for specific disciplines is 
discussed in detail in other sections of this report and some comments are below. 
 
Recommendations from assessments were consistently used to develop PBSPs plans for 
individuals (see K9).  For example, functional assessments were consistently used to 
develop PBSPs to address behavioral issues (see K5 and K9).  On the other hand, only 
52% of SAPs were based on clear needs identified in assessments (see S2). 
 
Most nursing assessments did not contain statements that were used to develop services, 
and/or supports for the individual from the assessments.  For example:  Individual #338, 
who had experienced a weight gain, evaluation section of the assessment noted Ȱ3ÈÅ ÅÁÔÓ 
ÁÎÄ ÓÌÅÅÐÓ ×ÅÌÌ ÁÎÄ ÈÅÒ ×ÅÉÇÈÔ ÈÁÓ ÉÎÃÒÅÁÓÅÄȢȱ   
 
A PNMP was developed for each individual to address identified PNM-related risks such 
as falls or choking. 
 
When assessments were completed after the annual IDT meeting, it was not always 
evident that the IDT met to review the assessment and incorporate recommendations 
into the ISP.  For example,  
¶ )ÎÄÉÖÉÄÕÁÌ ΠστωȭÓ )(#0 ÉÎÃÌÕÄÅÄ ÁÃÔÉÏÎ ÓÔÅÐÓ ÔÏ ÃÏÎÓÕÌÔ ×ÉÔÈ ÄÅÎÔÁÌ ÓÔÁÆÆ 

regarding tooth extractions and to request an evaluation by the physician 
regarding medications.  There was no evidence that the team met following 
either consultation to discuss findings and revise supports, if appropriate.  

 
The facility was not yet in compliance with this provision.  To move forward, QIDPs will 
need to ensure that assessments are completed prior to the annual ISP meeting and all 
recommendations from assessments are used to develop and revise supports as needed. 
 

F1e Develop each ISP in accordance 
with the Americans with 
$ÉÓÁÂÉÌÉÔÉÅÓ !ÃÔ ɉȰ!$!ȱɊȟ τς 5.S.C. § 
12132 et seq., and the United 
3ÔÁÔÅÓ 3ÕÐÒÅÍÅ #ÏÕÒÔȭÓ ÄÅÃÉÓÉÏÎ ÉÎ 
Olmstead v. L.C., 527 U.S. 581 
(1999). 

In the new ISP format, discussion by IDT members regarding community placement 
included preferences of the individual, LAR (if applicable), and family members, along 
with a consensus opinion by team members from various disciplines.  Any barriers to 
community placement were to be addressed in the ISP.  See section T regarding the 
quality of discipline specific determinations. 
 
None (0%) of the individuals in the sample were offered a range of opportunities to 
participate in meaningful activities in the community. 
 

Noncompliance 
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None (0%) of the individuals in the sample had adequate access to the use of community 
services and community supports (e.g., hair salons, gyms, banks, churches, pharmacies).  
 
None (0%) of the ISPs in the sample indicated that the individual was adequately 
integrated into the community (i.e., regularly participated in activities in the community 
and engaged with others in the community, had memberships, hobbies, and interests, 
works/volunteers, or contributed to the community in some way). 
 
It was not evident that the facility provided day programming opportunities in the 
community.  General outcomes were written to attend activities in the community 
without describing what training would occur while there. 
 
At both IDT meetings observed, the IDT engaged in good discussion regarding 
community living options.  Both IDTs determined that lack of exposure to the community 
as a barrier to choosing a living option.  The IDTs developed outcomes for further 
exposure to living options through attendance at provider fairs and visits to community 
group homes.  This was a continuation of outcomes developed the previous year for both 
individuals.  It was noted that outcomes had not been consistently implemented and that 
little progress had been made.  The IDTs agreed to continue the outcomes without 
discussing barriers to achieving progress during the previous year.  The IDTs did not 
consider other outcomes that would encourage community integration for further 
exposure to new things in the community.   
 
The sample of ISPs reviewed did not include good documentation regarding the living 
options discussion.  Although in most cases, ISPs documented recommendations from 
individual team members, it was not evident that those recommendations were used for 
planning.  Specific barriers were not always identified or addressed when identified.  For 
example: 
¶ )ÎÄÉÖÉÄÕÁÌ ΠρρφȭÓ )30 ÄÏÃÕÍÅÎÔÅÄ ÔÈÅ ÏÐÉÎÉÏÎÓ ÏÆ ÅÁÃÈ ÄÉÓÃÉpline regarding 

whether or not supports could be provided in a less restrictive environment.  
Each discipline determined, through the assessment process, that supports could 
be provided in the community.  The living option summary in her ISP stated that 
discipline members (independent of the resident/family) determined that she 
could not be served in a less restrictive environment. 

 
Moving forward, it will be important to ensure that discussion is adequately documented 
in the ISP itself. 
 
Eight ISPs were reviewed for the inclusion of training in the community.  These were the 
ISPs for Individual #128, Individual #116, Individual #349, Individual #279, Individual 
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#313, Individual #119, Individual #194, and Individual #325.  None (0%) of the ISPs 
included meanÉÎÇÆÕÌ ÔÒÁÉÎÉÎÇ ÏÐÐÏÒÔÕÎÉÔÉÅÓ ÉÎ ÔÈÅ ÃÏÍÍÕÎÉÔÙȢ  )ÎÄÉÖÉÄÕÁÌ ΠρωτȭÓ )30 ÄÉÄ 
not include any outcomes.  Community based outcomes for the other individuals in the 
sample consisted of generic opportunities to visit in the community with little or no 
opportunit y for training or meaningful integration.  For example: 
¶ )ÎÄÉÖÉÄÕÁÌ Πσςυ ÈÁÄ Á ÃÏÍÍÕÎÉÔÙ ÂÁÓÅÄ ÏÕÔÃÏÍÅ ÔÏ ȰÁÔÔÅÎÄ ÁÎ ÏÆ ÃÁÍÐÕÓ 
ÁÃÔÉÖÉÔÙ ÄÕÒÉÎÇ ÔÈÅ ÎÅØÔ ρς ÍÏÎÔÈÓȢȱ 

¶ )ÎÄÉÖÉÄÕÁÌ Πρρφ ÁÎÄ )ÎÄÉÖÉÄÕÁÌ ΠστωȭÓ )30Ó ÄÉÄ ÎÏÔ ÉÎÃÌÕÄÅ ÁÎÙ ÏÕÔÃÏÍÅÓ ÔÈÁÔ 
were to be implemented in the community.   
 

There was little focus on providing supported employment or volunteer opportunities in 
the community for individuals at the facility.  The facility reported that six of 238 
individuals (3%) were working in the community.  None (0%) of the ISPs in the sample 
included outcomes developed to increase opportunities to explore job opportunities in 
integrated work environments.   
 

F2 Integrated ISPs - Each Facility 
shall review, revise as appropriate, 
and implement policies and 
procedures that provide for the 
development of integrated ISPs for 
each individual as set forth below: 

 
 
 

 

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 
ÂÕÉÌÄÉÎÇ ÏÎ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ 
preferences and strengths, 
ÅÁÃÈ ÉÎÄÉÖÉÄÕÁÌȭÓ ÐÒÉÏÒÉÔÉÚÅÄ 
needs, provides an 
explanation for any need or 
barrier that is not addressed, 
identifies the supports that 
are needed, and encourages 
community participation;  

In order to meet substantial compliance requirements with F2a1, IDTs will need to 
ÉÄÅÎÔÉÆÙ ÅÁÃÈ ÉÎÄÉÖÉÄÕÁÌȭÓ ÐÒÅÆÅÒÅÎÃÅÓ ÁÎÄ ÁÄÄÒÅÓÓ ÓÕÐÐÏÒÔÓ ÎÅÅÄÅÄ ÔÏ ÁÓÓÕÒÅ ÔÈÏÓÅ 
preferences are integrated into each iÎÄÉÖÉÄÕÁÌȭÓ ÄÁÙȢ  )Ô ×ÉÌÌ ÂÅ ÎÅÃÅÓÓÁÒÙ ÆÏÒ ÁÌÌ 
assessments to be completed prior to the annual ISP meeting to ensure the team will 
have information necessary to determine prioritized needs, preferences, strengths, and 
barriers.   
 
In the ISP meetings observed, IDTs engaged in a discussion of support needs in relation 
to preferences.  The teams reviewed the list of preferences developed during the pre-ISP 
ÍÅÅÔÉÎÇ ÁÎÄ ÁÔÔÅÍÐÔÅÄ ÔÏ ÄÅÖÅÌÏÐ ÐÌÁÎÓ ÔÏ ÉÎÃÌÕÄÅ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÐÒÅÆÅÒÅÎÃÅÓȢ  4ÅÁÍÓ 
were not adept at using preferences to build on new training opportunities for 

Noncompliance 
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individuals.  Preferences were typically based on a limited range of activities that the 
individual had the opportunity to participate in at the facility.  Outcomes related to 
preferences were often general statements that ensured that the individual would have 
opportunities to continue to participate in those same activities with little discussion on 
how those preferences could be expanded or used to develop new skills.   
 
Lists of preferences in the ISPs in the sample were individual specific.  Preferences were 
used to develop outcomes for participation in preferred activities.  IDTs, however, were 
still not developing action plans that would expand on those preferences by providing 
opportunitie s to explore new activities, particularly in the community.  As noted in F1e, 
additional opportunities to try new things should lead to the identification of additional 
preferences.   
 
ISPs in the sample provided few opportunities to gain exposure to new activities and 
learn new skills.  As noted in F1e, a majority of plans in the sample offered individuals 
opportunities to visit in the community, but stopped short of offering opportunities for 
true integration, such as attending church in the community, banking in the community, 
joining community groups focused on specific interests, or exploring volunteer or work 
opportunities.   
 
In a review of eight recent ISPs, none (0%) offered specific training to be provided in the 
community.  While the community was occasionally listed as a possible training site for 
outcomes, training was not designed specifically for functional training in the 
community.  As noted in F1e, outcomes for training offered opportunities for visits in the 
community, but none were focused on gaining specific skill building opportunities. 
 
IDTs were beginning to prioritize support needs, particularly in terms of communication 
and healthcare needs.  Teams were still struggling with how to integrate these support 
needs into functional objectives based on preferences. 
 
To move in the direction of substantial compliance, the monitoring team recommends 
that the facility focus on developing individual specific outcomes to address barriers to 
service and supports being provided in a less restrictive setting. 
 

 2. Specifies individualized, 
observable and/or 
measurable goals/objectives, 
the treatments or strategies 
to be employed, and the 
necessary supports to: attain 
identified outcomes related 

A sample of ISPs, IHCPs, and skill acquisition plans (SAP) were reviewed to determine if 
IDTs were developing individualized, observable, and/or measurable goals that included 
strategies and supports to ensure consistent implementation and monitoring for 
progress.  As noted in F1e, none of the ISPs reviewed included measurable outcomes to 
address barriers to community placement.  The monitoring team found that many 
outcomes were not written in a way that staff could measure progress towards 
completion and/or that plans did not provide enough information to ensure consistent 

Noncompliance 
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to each preference; meet 
needs; and overcome 
identified barriers to living in 
the most integrated setting 
appropriate to his/her needs; 

implementation.  None (0%) of the plans in the sample included a full array of 
measurable outcomes.  For example, 
¶ )ÎÄÉÖÉÄÕÁÌ Πρρφ ÈÁÄ ÁÎ ÁÃÔÉÏÎ ÓÔÅÐ ÉÎ ÈÅÒ )30 ÔÈÁÔ ÓÔÁÔÅÄ Ȱ×ÉÌÌ ÓÉÔ ÉÎ ÈÅÒ ÐÒÅÆÅÒÒÅÄ 
ÒÅÃÌÉÎÅÒ ÄÕÒÉÎÇ ÈÅÒ ÌÅÉÓÕÒÅ ÔÉÍÅ ÁÔ ÌÅÁÓÔ ÔÈÒÅÅ ÔÉÍÅÓ ÐÅÒ ×ÅÅËȢȱ  4ÈÅ ÆÒÅÑÕÅÎÃÙ ÏÆ 
ÉÍÐÌÅÍÅÎÔÁÔÉÏÎ ×ÁÓ ȰÁÓ ÓÃÈÅÄÕÌÅÄȢȱ  4ÈÅÒÅ ×ÅÒÅ ÎÏ ÓÔÁÆÆ ÉÎÓÔÒÕÃÔÉÏÎÓ to ensure 
consistent implementation or guide staff in supports need, best time for 
implementation, length of implementation, etc.   

¶ )ÎÄÉÖÉÄÕÁÌ Πςψχ ÈÁÄ ÁÎ ÁÃÔÉÏÎ ÓÔÅÐ ÔÏ ȰÏÒÇÁÎÉÚÅ ÈÅÒ ÒÏÏÍ ×ÉÔÈ ÎÏ ÍÏÒÅ ÔÈÁÎ 
ÔÈÒÅÅ ÖÅÒÂÁÌ ÐÒÏÍÐÔÓȢȱ  )Ô ×ÁÓ ÎÏÔ ÃÌÅÁÒ ×ÈÁÔ ×ÏÕld constitute a successful 
ÁÔÔÅÍÐÔ ÁÔ ȰÏÒÇÁÎÉÚÉÎÇȱ ÈÅÒ ÒÏÏÍȢ 

¶ )ÎÄÉÖÉÄÕÁÌ Πρτς ÈÁÄ ÁÎ ÏÕÔÃÏÍÅ ȰÔÏ ÅÎÇÁÇÅ ÉÎ ÓÏÃÉÁÌ ÓËÉÌÌÓ ÃÏÎÔÉÎÕÁÌÌÙ 
ÔÈÒÏÕÇÈÏÕÔ ÅÁÃÈ ÍÏÎÔÈ ÆÏÒ ρς ÃÏÎÓÅÃÕÔÉÖÅ ÍÏÎÔÈÓȢȱ  )Ô ×ÁÓ ÎÏÔ ÃÌÅÁÒ ×ÈÁÔ ÓÔÁÆÆ 
would measure for successful completion of this outcome. 

¶ )ÎÄÉÖÉÄÕÁÌ Πτχ ÈÁÄ ÁÎ ÏÕÔÃÏÍÅ ÔÈÁÔ ÓÔÁÔÅÄ ÓÈÅ ×ÏÕÌÄ ȰÂÅ ÐÒÏÖÉÄÅÄ ÁÎ ÅÆÆÅÃÔÉÖÅ 
PNMP, TIVA prior to dental clinic visits annually, and BM program during the 
ÎÅØÔ ρς ÍÏÎÔÈÓȢȱ  4ÈÉÓ ÏÕÔÃÏÍÅ ÓÈÏÕÌÄ ÈÁÖÅ ÂÅÅÎ ÂÒÏËÅÎ ÄÏ×Î ÉÎÔÏ ÍÕÌÔÉÐÌÅ 
measureable outcomes. 

 
Further detail on the adequacy of skill acquisition plans (SAPs) can be found in section S.  
Sections M and I also address the writing of measurable strategies to address health care 
risks. 
 
It was not always evident that appropriate supports were developed when IDT members 
identified needs or barriers to achieving outcomes.   
 
PBSPs generally included individualized measurable treatment strategies based on 
identified needs from functional assessments.  On the other hand, only 52% of SAPs were 
based on clear need identified in assessments (see S2). 
 
The monitoring team found that PNMPs were modified numerous times throughout the 
year based on need and changes in status.  There were measurable goals outlined for all 
direct interventions, outcomes related to PNM-risk areas associated with interventions 
outlined in the PNMP, and measurable goals suggested for SAPs recommended based on 
skill levels and identified needs. 
 
Appropriate supports were not always developed when IDT members identified needs or 
bÁÒÒÉÅÒÓ ÔÏ ÁÃÈÉÅÖÉÎÇ ÏÕÔÃÏÍÅÓȢ  &ÏÒ ÅØÁÍÐÌÅȟ )ÎÄÉÖÉÄÕÁÌ ΠσςρȭÓ ÁÄÍÉÓÓÉÏÎ )0.Ó ÇÁÖÅ ÔÈÅ 
appearance that the admission meeting was not productive for supporting the 
individualized for addressing all the necessary supports to include treatment or 
strategies regarding his aggressive behavior in his new setting.  The records indicated 
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the ISP was held on 4/22/14.  The record did not contain the ISP and completed IRRF 
with risk ratings. 
 
Overall, the nursing summaries/analyses were not consistently documented regarding 
ÉÎÄÉÖÉÄÕÁÌȭÓ ÈÅÁÌÔÈ ÓÔÁÔÕÓ ÉÎ ÒÅÌÁÔÉÏÎ ÔÏ ÉÄÅÎÔÉÆÙ ÔÈÅÉÒ ÒÉÓË ÒÁÔÉÎÇȟ ÎÕÒÓÉÎÇ ÄÉÁÇÎÏÓÉÓȟ ÁÎÄ 
nursing problems as to whether or not they were attaining their health goals.   
 
3ÅÃÔÉÏÎ 4 ÅÌÁÂÏÒÁÔÅÓ ÏÎ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÓÔÁÔÕÓ ×ÉÔÈ ÒÅÇÁÒÄ ÔÏ ÉÄÅÎÔÉÆÙÉÎÇ ÏÂstacles to 
individuals moving to the most integrated setting, and plans to overcome such barriers. 
This also requires the development of action plans in ISPs.  As noted in F1e, ISPs did not 
consistently specify individualized, observable and/or measurable goals/objectives, the 
treatments or strategies to be employed, and the necessary supports to attain outcomes 
related to identified barriers to living in the most integrated setting appropriate to 
his/her needs.  
 
The facility was not in compliance with this provision. 
 

 3. Integrates all protections, 
services and supports, 
treatment plans, clinical care 
plans, and other 
interventions provided for 
the individual; 

Assessments were not always submitted 10 days prior to the annual IDT meeting and 
available for review by team members, so that information could be integrated among 
disciplines.  Assessments and recommendations will need to be available for review by 
the IDT prior to annual meetings.  As noted in F1d, the facility did not have an adequate 
system in place for ensuring that assessment information was integrated into the ISP. 
 
The development of action plans that integrated all services and supports was still an 
area with which the facility struggled.  Action plans to address outcomes in both the IHCP 
and SAPs typically included reference to ancillary plans (i.e., PNMP, communication 
plans, PBSP), however, strategies from those plans were not typically integrated into 
supports with strategies specific to achieving outcomes.  The PNMP was not submitted as 
a part of the ISP for any of the ISPs requested, thus, it did not appear to be considered an 
integrated part of the ISP. 
 
SAPs in the sample reviewed did not include strategies or recommendations developed 
through the assessment process.  For example, Individual #194 had a vocational outcome 
to improve her work skills by remaining on task.  Behavioral strategies from her PBSP 
and recommendations from her communication assessment should have been included 
in her skill acquisition plan, but were not.   
 
The revised ISP meeting guide prompted the teams to discuss, revise, and approve plans 
that previously had been viewed as separate plans, such as the PNMP, PBSP, crisis 
intervention plan, psychiatric treatment plan, and IHCP.  For the most part, these 
continued to be stand alone plans.   

Noncompliance 
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When developing the ISP for an individual, the team should consider all 
ÒÅÃÏÍÍÅÎÄÁÔÉÏÎÓ ÆÒÏÍ ÅÁÃÈ ÄÉÓÃÉÐÌÉÎÅȟ ÁÌÏÎÇ ×ÉÔÈ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÐÒÅÆÅÒÅÎÃÅÓȟ ÁÎÄ 
incorporate that information into one comprehensive plan that directs staff responsible 
for providing support to that individual.   
 
Observation at annual ISP meetings and pre-ISP meetings indicated IDTs were engaging 
in better discussion regarding the need to integrate supports into a comprehensive plan.  
This was particularly true in developing supports to address risks identified by the IDT.  
It is expected that progress will continue to be made in developing comprehensive plans 
as IDTs become more adept at developing both functional and measurable outcomes.   
 

 4. Identifies the methods for 
implementation, time frames 
for completion, and the staff 
responsible; 

Method for implementation 
As discussed in F2a2, some action steps in the sample of ISPs reviewed did not include 
clear methodology for implementation.  Without clear instructions for staff, it would be 
difficult to ensure consistent implementation and determine when progress or 
regression occurred.  Teams will need to develop methods for implementation of 
outcomes that provide enough information for staff to consistently implement the 
outcome and measure progress.  Each action step should be a measurable action the 
individual will perform, include the frequency, method of documentation and reporting 
requirements, and designate the assigned person for implementing and reviewing 
progress. 
 
A sample of outcomes was reviewed: 
¶ Individual #313 (three outcomes/eight action steps) 
¶ Individual #128 (five outcomes/13 action steps) 
¶ Individual #279 (five outcomes/nine action steps) 

 
As noted in F2a2, few outcomes and action steps were written in terms of measurable 
action that the individual would perform to complete the objective.  For example: 
¶ )ÎÄÉÖÉÄÕÁÌ ΠσρσȭÓ )30 ÉÎÃÌÕÄÅ ÁÎ ÉÄÅÎÔÉÃÁÌ ÁÃÔÉÏÎ ÓÔÅÐ ÔÈÁÔ ÓÔÁÔÅÄ Ȱ×ÉÌÌ ÈÁÖÅ ÁÎ 
)(#0ȱ ÆÏÒ ÅÁÃÈ ÏÆ ÈÉÓ ÔÈÒÅÅ ÏÕÔÃÏÍÅÓ.  Supports included in his IHCP should have 
been integrated into strategies for specific action steps to achieving his 
outcomes. 

¶ )ÎÄÉÖÉÄÕÁÌ Πρςψ ÈÁÄ ÁÎ ÏÕÔÃÏÍÅ ÔÏ ȰÍÁÉÎÔÁÉÎ ÏÒ ÉÎÃÒÅÁÓÅȱ ÐÏÓÉÔÉÖÅ ÒÅÌÁÔÉÏÎÓÈÉÐÓȢ  
It was not clear what would constitute successful completion of the outcome.  
His vocational outcome was not measurable.  One of his action steps was to 
successfully transition to a new home.  This action step was not measurable and 
did not include support strategies. 
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IHCP action steps were generally brief statements of action to address the risk or 
references to additional plans (i.e., PNMP, PBSP).  Most did not include methodology or 
criteria for monitoring effectiveness of intervention.  As noted in F2a3, the PNMP was not 
submitted as part of the ISP. 
 
Additionally, each discipline will need to ensure that assessments are completed prior to 
the annual ISP meeting to ensure training strategies are developed using current 
recommendations from each discipline. 
 
Time frame for completion 
A sample of ISPs was reviewed to verify that action steps included a time frame for 
completion.  Four of 30 (13%) included projected completion dates.  Exceptions were: 
¶ )ÎÄÉÖÉÄÕÁÌ ΠσρσȭÓ ÁÃÔÉÏÎ ÓÔÅÐÓ ÄÉÄ ÎÏÔ ÉÎÃÌÕÄÅ ÃÏÍÐÌÅÔÉÏÎ ÄÁÔÅÓȢ  
¶ &ÏÕÒ ÏÆ ρσ ÏÆ )ÎÄÉÖÉÄÕÁÌ ΠρςψȭÓ Áction steps included completion dates.  For 

those four, the date was an annual date rather than a date based on the 
ÉÎÄÉÖÉÄÕÁÌȭÓ ÅØÐÅÃÔÅÄ ÒÁÔÅ ÏÆ ÌÅÁÒÎÉÎÇ ÏÒ ÐÒÏÊÅÃÔÅÄ ÎÅÅÄ ÆÏÒ ÓÐÅÃÉÆÉÃ ÓÕÐÐÏÒÔÓȢ   

¶ )ÎÄÉÖÉÄÕÁÌ ΠςχωȭÓ ÁÃÔÉÏÎ ÓÔÅÐÓ ÄÉÄ ÎÏÔ ÉÎÃÌÕÄÅ ÃÏÍÐÌÅÔÉÏÎ dates. 
 

Staff responsible 
Outcomes in the sample included designation of which staff /discipline would be 
responsible for implementation of the outcome and which staff would monitor the plan.   
 
The facility was not in compliance with the requirement for identifying methods for 
implementation and time frames for completion. 
 

 5. Provides interventions, 
strategies, and supports that 
effectively address the 
ÉÎÄÉÖÉÄÕÁÌȭÓ ÎÅÅÄÓ ÆÏÒ 
services and supports and 
are practical and functional 
at the Facility and in 
community settings; and 

The new ISP format provided prompts to assist the IDT in considering a wider range of 
supports and services when developing the ISP.  Without accurate and comprehensive 
assessment, it was not possible to clearly identify the specific needs of the individual and 
establish specific teaching goals from which to measure progress.  
 
Many of the outcomes in the ISPs reviewed were functional at the facility, but often were 
not practical or functional in the community and did not allow for individuals to gain 
independence in key areas of their lives.  For example, outcomes did not address 
increasing independence in routine household activities, such as laundry, yard work, and 
meal preparation.  
 
For the SAPs available for review, program developers were doing a better job of using 
individualized communication and behavioral strategies to develop teaching strategies.  
IDTs were doing a better job of integrating recommendations of each discipline into the 
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outcomes, action plans, and teaching strategies.   
 
None (0%) of the ISPs in the sample included adequate outcomes for functional 
participation or integration in the community.  For example, there were no outcomes to 
shop in the community for food to prepare a meal, complete transactions at a community 
bank, pick up prescriptions at the pharmacy, seek membership at a gym or library, or 
take a community art or fitness class.   
 
Vocational outcomes were not found that would develop vocational skills needed for 
community employment.  Vocational skills were general in nature and did not address 
barriers to working in the community.   
 
To move forward, IDTs will need to accurately identify needed supports and services 
needed to gain independence and function in a less restrictive setting through an 
adequate assessment process and then include those needed supports in a 
comprehensive plan that is functional across settings. 
 

 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 analysis of the 
ÉÎÄÉÖÉÄÕÁÌȭÓ ÐÒÏÇÒÅÓÓȟ ÔÈÅ 
person(s) responsible for the 
data collection, and the 
person(s) responsible for the 
data review. 

DADS Policy specified at II.D.4.d that the plan should include direction regarding the type 
of data and frequency of collection required for monitoring of the plan.  The new ISP 
format included columns for person responsible for implementation, type of 
documentation, and person responsible for reviewing progress.  Integrated Health Care 
Plans included similar information. 
 
Data to be collected 
The type of data to be collected and the frequency of implementation were to be in the 
SAP, IHCP, or on the ISP outcome summary.  As noted throughout F2a, IDTs were still 
struggling with developing measurable outcomes with methods that would allow for 
consistent data collection to permit the objective analysis of progress. 
 
Frequency of data collection 
For the sample described in F2a4, 24 of 30 (80%) action steps included the frequency of 
implementation.  Most action steps indicated how often the action step should be 
implemented in terms of daily, weekly, monthly, quarterly, or annually.  Six of Individual 
ΠρςψȭÓ ÏÕÔÃÏÍÅÓ ÓÔÁÔÅÄ ȰÏÎÇÏÉÎÇȱ ÁÓ ÔÈÅ ÆÒÅÑÕÅÎÃÙȢ  0ÒÏÇÒÁÍ ÄÅÖÅÌÏÐÅÒÓ ÓÈÏÕÌÄ ÌÉÓÔ 
frequency in concrete terms, even specifying the day of the week and time for training 
when feasible to ensure consistent implementation. 
 
Person responsible for collecting and reviewing data  
Outcomes in the sample included designation of which staff /discipline would be 
responsible for implementation of the outcome and which staff would monitor the plan.   
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The facility was not in substantial compliance with this provision. 
F2b Commencing within six months of 

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. 

As noted in F1, adequate assessments were often not completed prior to the annual 
meetings.  When assessments were recommended by the team, it was not evident that 
the ISP was revised to include recommendations once the assessment was completed. 
 
To move forward, the facility will need to ensure that recommendations from various 
assessments are available to all members of the IDT prior to the annual ISP meeting, and 
then are integrated throughout the ISP.  
 

Noncompliance 

F2c Commencing within six months of 
the Effective 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. 

A sample of 16 individual records was reviewed in various homes at the facility.  Current 
ISPs were in place in 15 (94%) of records reviewed, however, none of the ISPs included 
the IHCP, thus, plans were incomplete.  Data reviewed for ISP submission between 
9/1/13 and 3/31/14 indicated that only 41% of the ISPs developed within that 
timeframe were filed in the active record within 30 days of development. 
 
As noted in other sections of this report, the monitoring team found that outcomes were 
rarely written in measurable terms, so that those monitoring the plan could determine 
when progress was made or if the outcome was completed.  Additionally, teaching and 
support strategies were not comprehensive enough to ensure that staff knew how to 
implement the outcome and provide appropriate supports based on assessment 
recommendations.   
 
To move in the direction of substantial compliance, the monitoring team recommends 
that the facility consider the following for focus/priority for the next six months: 

1. All plans integrated into the ISP should be accessible to staff as one 
comprehensive document. 

2. ISPs should be available for staff to implement within 30 days of development. 
3. All outcomes should be written in clear, measurable terms. 
4. Teaching and support strategies should provide a meaningful guide to staff 

responsible for plan implementation. 
5. ISPs should be accessible to staff within 30 days of the development of the plan. 
 

Noncompliance 

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 

QIDPs were assigned overall responsibility for monitoring services and supports in the 
ISP.  The facility did not have a consistent monthly review process in place to review all 
supports.  A sample of QIDP monthly reviews for the past six months was requested for 
10 individuals with some of the most recent ISPs.  A full set of six months of monthly 
reviews was not available for any of the individuals in the sample (0%).  Six individuals 
(60%) in the sample had no QIDP monthly reviews for the six month period reviewed. 
 
The facility recently appointed an ISP facilitator to facilitate ISP meetings.  The QIDP 

Noncompliance 
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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 change in 
the individuÁÌȭÓ ÓÔÁÔÕÓ ÈÁÓ 
occurred, the interdisciplinary 
team shall meet to determine if the 
ISP needs to be modified, and shall 
modify the ISP, as appropriate. 

Coordinator was planning to hire/appoint a second ISP facilitator in the near future.  The 
rationale for this reorganization included allowing QIDP to spend more time monitoring 
supports and services.  The facility began using a database to track the submission of 
monthly reviews in February 2014.   
 
For behavioral health services, the monitoring of services and supports was improving.  
For example, monthly PBSP progress notes were completed and indicated that action 
consistently occurred when the individual outcomes were not achieved (see K4) 
 
Nursing services and supports were not consistently monitored and specific progress or 
regression was documented.  For example, Individual #217, on eight occasions, required 
a suppository to treat her constipation due to not having a bowel movement in three 
days.  The Nursing Comprehensive Assessment failed to include any recommendations 
ÆÏÒ ÁÄÄÒÅÓÓÉÎÇ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌÓȭ ÐÒÏÂÌÅÍÓ ×ÉÔÈ ÃÈÒÏÎÉÃ ÃÏÎÓÔÉÐÁÔÉÏÎȢ   
 
Supports were not always modified when the individual experienced a change of status, 
ÒÅÇÒÅÓÓÉÏÎ ÏÃÃÕÒÒÅÄȟ ÁÎÄȾÏÒ ÏÕÔÃÏÍÅÓ ×ÅÒÅ ÎÏÔ ÁÃÈÉÅÖÅÄȢ  &ÏÒ ÅØÁÍÐÌÅȟ )ÎÄÉÖÉÄÕÁÌ ΠτχȭÓ 
Comprehensive Nursing Review documented she had an increase in falls this year, with 
multiple injuries, for which the assessment failed to sufficiently assess the previous 
ÙÅÁÒȭÓ ÓÕÐÐÏÒÔÓȢ  &ÕÒÔÈÅÒÍÏÒÅȟ ÔÈÅ ÒÅÃÏÍÍÅÎÄÁÔÉÏÎÓ ×ÅÒÅ ÉÎÁÄÅÑÕÁÔÅ ÆÏÒ ÓÕÇÇÅÓÔÅÄ 
ÉÎÔÅÒÖÅÎÔÉÏÎÓȠ ÒÁÔÈÅÒȟ ÔÈÅ ÒÅÃÏÍÍÅÎÄÁÔÉÏÎ ÓÔÁÔÅÄȟ ȰÃÕÒÒÅÎÔ ÓÕÐÐÏÒÔÓ ÓÈÏÕÌÄ ÃÏÎÔÉÎÕÅȢȱ  
 
The PNMP was monitored consistently based on the recommended frequency suggested 
by the therapist and outlined in the assessment.  By report, these were approved by the 
IDT, but this was not always included in the ISP itself.  Effectiveness monitoring was 
conducted frequently for various aspects of the PNMP, but it could not be determined if 
this occurred for the entire PNMP on a routine basis. 
 
The QIDP Coordinator acknowledged that there was not yet an adequate monthly review 
process in place.  The monitoring team found that the current IDT process was not 
adequate for implementing, assessing, and monitoring of services for individuals.  To 
move forward towards compliance,  

1. QIDPs should note specific progress or regression occurring through the month 
and make appropriate recommendations when team members need to follow-up 
on issues or consider revising supports.  

2. Plans should be updated and modified as individuals gain skills or experience 
regression in any area.   

 
F2e No later than 18 months from the 

Effective Date hereof, the Facility 
shall require all staff responsible 

In order to meet the Settlement Agreement requirements with regard to competency 
based training, QIDPs will be required to demonstrate competency in meeting provisions 
addressing the development of a comprehensive ISP document.   

Noncompliance 
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ÆÏÒ ÔÈÅ ÄÅÖÅÌÏÐÍÅÎÔ ÏÆ ÉÎÄÉÖÉÄÕÁÌÓȭ 
ISPs to successfully complete 
related competency-based 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 
ÏÃÃÕÒ ÕÐÏÎ ÓÔÁÆÆȭÓ ÉÎÉÔÉÁÌ 
employment, on an as-needed 
basis, and on a refresher basis at 
least every 12 months thereafter. 
Staff responsible for implementing 
ISPs shall receive competency-
based training on the 
ÉÍÐÌÅÍÅÎÔÁÔÉÏÎ ÏÆ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌÓȭ 
plans for which they are 
responsible and staff shall receive 
updated competency- based 
training when the plans are revised 

 
The facility was utilizing the Q Construction Assessment Tool to assess QIDPs for 
competency in facilitation skills.  All (100%) QIDPs had been deemed competent in 
facilitation skills.  Progress had been made in facilitation of meetings observed the week 
of the monitoring visit. 
 
QIDPs were still learning to use the new statewide ISP format to develop the ISP.  As 
noted throughout section F, adequate plans had not yet been developed for a majority of 
the individuals at SASSLC.  It would be beneficial for the facility to seek additional outside 
training and consultation from the state office on developing person-centered ISPs. 
 
All new employees were required to complete Supporting Visions, the statewide training 
on the ISP process.  Data collected by the training department for new employees hired 
through February 2014 showed 100% of all new employees completed training on the 
ISP process.   
 
The facility did not have a consistent process in place for providing individual specific 
training to staff on implementing ISPs.  The facility trend report regarding injuries 
indicated that lack of staff training and/or failure of staff to implement supports correctly 
contributed to a number of injuries at the facility.  Residential Coordinators were 
assigned to attend ISP meetings and train DSPs on the resulting plans.  Staff instructions 
were provided to DSPs as a guide to implementing supports.  Staff instructions, however, 
for many plans did not offer enough information to ensure consistent implementation or 
did not include recommended support strategies from assessments.  
 
To move forward, the facility will need to ensure that plans are available and training on 
new or revised supports occurs within 30 days of development. 
 

F2f Commencing within six months of 
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, because of 
extraordinary circumstances, the 
Facility Superintendent grants a 
written extension. 

A sample of plans was reviewed in the homes to ensure that staff supporting individuals 
had access to current plans.  Current ISPs were available in 15 of 16 records reviewed.  
Plans available, however, did not include the IHCP.  IHCP are a significant part of the ISP 
document.  Without the IHCP, staff did not have the information needed to provide safe 
supports to individuals.  As noted throughout section F, IDTs were still not ensuring that 
plans were monitored for efficacy and revised when outcomes were met or when there 
was regression or lack of progress towards outcomes.   
 
The monitoring team reviewed data in regards to ISPs held September 2013 through 
March 2014.  A list of ISP dates was provided with the date the ISP was due and the date 
the ISP was filed (document V.10).  During this time period, 102 of 108 (94%) annual ISP 
meetings were held within 365 days of the previous annual ISP meeting.  The facility 
reported that only one of six (16%) of the ISPs developed for individuals newly admitted 
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to the facility occurred within 30 days as required by state policy.   
 
44 of 108 (41%) of the ISPs were filed within 30 days of development.  The facility 
reported a decrease in the timely filing of newly developed ISPs over the six month 
review period due to turnover among the QIDP staff.  
 
An adequate review process will need to be in place to ensure that supports are revised 
as needed.  As previously noted, at both ISP meetings observed, the IDT acknowledged 
that little progr ess had been made on most outcomes and some outcomes were not 
implemented for the previous year.  The IDT should have met prior to the annual meeting 
and revised outcomes and supports when it was noted that outcomes were not 
implemented or lack of progress was noted.   

 
The facility needs to continue to focus on ensuring that ISPs are accessible within 30 days 
of development.  An adequate review process  needs to be implemented that leads to the 
revision of plans when outcomes are met, individuals experience a change of status, there 
is a lack of progress towards the accomplishment of outcomes, or when regression is 
noted.   
 

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 facility was using an audit system similar to the moniÔÏÒÉÎÇ ÔÅÁÍȭÓ ÒÅÖÉÅ×Ȣ  4ÏÏÌÓ ÈÁÄ 
been developed to measure timeliness of assessments, participation in meetings, 
facilitation skills and engagement.   
 
Quality assurance activities with regards to ISPs were still in the initial stages of 
development and implementation (also see section E above).  The facility had just begun 
to analyze findings and develop corrective action plans based on data collected and self-
assessment findings.  It was too early to determine if corrective action plans were 
effective.   
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SECTION G:  Integrated 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: 

o DADS draft  policy #005: Minimum and Integrated Clinical Services 
o SASSLC Standard Operating Procedure: 200-5C, Facility Integration of Clinical Services 
o SASSLC Policy, Minimum Elements of Clinical Care, 3/25/14 
o SASSLC Self-Assessment 
o SASSLC Sections G and H Presentation Books  
o Presentation materials from opening remarks made to the monitoring team 
o Organizational Charts 
o Review of records listed in other sections of this report 
o Daily Clinical Services Meeting Notes 

 
Interviews and Meetings Held: 

o David Espino, MD, Medical Director 
o Libby Tolle, RN, Medical Compliance Nurse 
o General discussions held with facility and department management, and with clinical, 

administrative, and direct care staff throughout the week of the onsite review. 
 

Observations Conducted: 
o Various meetings attended, and various observations conducted, by monitoring team members as 

indicated throughout this report 
o Psychiatry Clinics 
o Daily Clinical Services Meeting 

 
Facility Self -Assessment: 
 
The facility submitted its self-assessment, an action plan, and a list of completed actions.  For the self-
assessment, the facility described, for each of the two provision items, activities engaged in to conduct the 
self-assessment, the results of the self-assessment, and a self-rating.   
 
For provision G1, there were five activities listed and four results were reported.  The ISP attendance for 
the primary care providers was reported.  Data for other clinicians were not.  It was also documented that 
there was no system to ensure that the recommendations of the clinical disciplines were incorporated into 
the plans of the individuals.  
 
For provision G2, the self-assessment reported compliance with documentation of agreement or 
disagreement with the recommendations of the consultant on the consultation form.  However, state policy 
required all documentation related to the consultation to be made in the IPN. 
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In moving forward, the monitoring team recommends that the medical director review this report.  For 
each provision item in this report, the medical director should note the activities engaged in by the 
monitoring team, the comments made in the body of the report, and the recommendations, including those 
found in the body of the report.  Again, the state draft policy should also be reviewed for additional 
guidance. 
 
The facility found itself in noncompliance with both provision items.  The monitoring team agrees with the 
ÆÁÃÉÌÉÔÙȭÓ ÁÓÓÅÓÓÍÅÎÔȢ 
 
3ÕÍÍÁÒÙ ÏÆ -ÏÎÉÔÏÒȭÓ !ÓÓÅÓÓÍÅÎÔȡ 
 
Throughout the conduct of the review, the monitoring team found some evidence of integration of clinical 
services.  No true progress was appreciated.  There were no new major initiatives specifically related to the 
integration of clinical services.  However, some meetings were expanded or included more discussions that 
had the potential to improve integration of clinical services.  
 
The monitoring team had the opportunity to meet with the medical director to discuss integration activities 
at the facility.  He reported on integration activities, but the discussion was limited to the meetings of the 
disciplines.  The monitoring team has stressed that meetings do not guarantee that services are delivered 
in an integrated manner and the monitoring team expects to learn of the outcomes of the meetings 
 
Throughout the week of the review, the monitoring team encountered several good examples of integrated 
clinical services.  Areas where integration was needed, but failed to be evident were also noted.  Continued 
work in this area is needed.  The monitoring team expects that as additional guidance is provided from 
state office in the form of a finalized policy, the facility will have greater clarity on how to proceed. 
 

 
# Provision  Assessment of Status Compliance  

G1 Commencing within six 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 continued to work on delivering services in an integrated manner.  However, 
there were no activities that specifically focused on improving in this area.  This was 
quite evident in the fact that the self-assessment did not have any metrics capable of 
ÍÅÁÓÕÒÉÎÇ ÉÎÔÅÇÒÁÔÉÏÎ ÏÆ ÃÌÉÎÉÃÁÌ ÓÅÒÖÉÃÅÓȢ  3ÔÁÆÆ ÄÉÄ ÎÏÔ ÓÅÅÍ ÆÁÍÉÌÉÁÒ ×ÉÔÈ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ 
approved integration policy and it was not submitted for this review.  The monitoring 
team met with the medical director, who served as lead for sections G and H, and the 
medical compliance nurse, to discuss the status of sections G and H. 
 
The medical director reported that medical staff participation in the ISPs improved.  For 
the reporting period of September 2013 to February 2014, the primary care providers 
attended 51 of 121 (42%) ISPs.  This was nearly twice the attendance observed during 
the previous compliance review.  He also reported that no data were available for the 
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other clinical disciplines even though it was understood that section G addresses 
integration of all clinical services.  Weight management was provided as one example in 
which the clinical disciplines worked together to provide integrated services. 
 
The monitoring team reviewed local and state procedures, conducted interviews, 
completed observations of activities, and reviewed records and data to determine 
compliance with this provision item.  The monitoring team also observed a variety of 
activities designed to foster integration of clinical services.  These activities included 
daily meetings, periodic meetings, and committee meetings.  The following are some 
examples of the observations of the monitoring team: 
¶ Daily Clinical Services Meeting - The monitoring team attended several of these 

meetings and found that they were well attended during the week of the review.  
The events of the past 24 hours were discussed, including hospital admissions, 
transfers, use of emergency drugs, clinic consults, restraints, weight changes, 
and adverse drug reactions.  Dental and behavioral health reports were 
provided as well. 

¶ The OTs, PTs, and SLPs completed comprehensive assessments and 
assessments of current status collaboratively on at least an annual basis as well 
as in the interim for acute concerns or changes in status.  Assessments were 
also completed annually via collaboration with psychology related to 
communication and sensory issues that impacted behavior.  The PNMT 
members represented OT, PT, SLP, RN, and RD.  Physicians routinely attended 
and actively participated in these meetings 

¶ When quarterly psychiatry clinics or other psychiatric clinical consultation 
occurred, there were generally members of the IDT present for integration, 
including behavioral health, nursing, and therapy services.  During the 
monitoring visit, two psychiatry clinics were observed.  While there was good 
communication between the providers in clinic, administrative challenges 
prevented adequate integration.  For example, the lack of IT infrastructure in 
psychiatry clinic prevented the psychiatrist from reviewing the MOSES and 
DISCUS evaluations during clinic. 

¶ Behavioral health services demonstrated functional integration with psychiatry.  
¶ The Medication Variance Committee was intended to be a multidisciplinary 

committee.  For much of 2014, however, the committee did not function in that 
manner and meetings were limited to nursing services.  The last two meetings 
were multidisciplinary and the appropriate clinical disciplines participated. 

¶ One of the most notable deficiencies of this review was the lack of strategies and 
intervention to address the barriers to dental treatment and the lack of 
involvement of behavioral health services in helping individuals to overcome 
barriers to treatment.  This area will require continuous collaboration between 
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nearly all clinical disciplines in order to make significant progress. 
 
Compliance Rating and Recommendations 
4ÈÅ ÍÏÎÉÔÏÒÉÎÇ ÔÅÁÍ ÁÇÒÅÅÓ ×ÉÔÈ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÓÅÌÆ-rating of noncompliance.  To move in 
the direction of substantial compliance, the monitoring team offers the following 
recommendations for consideration: 

1. The facility should track attendance of all disciplines at ISP meetings. 
2. The facility should address the issues noted above. 
3. The state should provide ÁÄÄÉÔÉÏÎÁÌ ÇÕÉÄÁÎÃÅ ÉÎ ÔÈÅ ÆÏÒÍ ÏÆ Á ÐÏÌÉÃÙȢȭ 

 
G2 Commencing within six months of 

the Effective Date hereof and with 
full implementation within two 
years, the appropriate clinician 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 services. 

The medical department implemented a new process related to consultations in 
February 2014.  This process involved several individuals.  The clinic nurse made the 
appointments and provided the lab nurse with the information to enter into the 
database.  If the individual returned from the appointment without the written consult, 
ÔÈÅ ÁÄÍÉÎÉÓÔÒÁÔÉÖÅ ÁÓÓÉÓÔÁÎÔ ÔÅÌÅÐÈÏÎÅÄ ÔÈÅ ÃÏÎÓÕÌÔÁÎÔȭÓ ÏÆÆÉÃÅ ÒÅÑÕÅÓÔÉÎÇ ÔÈÁÔ ÔÈÅ 
consult be faxed or mailed.  
 
A new consultation form was implemented in February 2014 that allowed the PCP to 
agree or disagree with the recommendations of the consultant and refer the 
recommendations to the IDT.  The change in facility process did not require the PCP to 
document this information in the IPN.  As noted in the October 2013 report, state policy 
required documentation in the IPN.  The monitoring team provided specific 
recommendations to achieve compliance with state policy and the Settlement 
Agreement.  The implementation of the new consultation acknowledged that the PCP 
reviewed the consult, but did not comply with state policy. 
 
The consults and IPNs for 10 individuals whose records were reviewed as part of the 
record sample were requested.  A total of 50 consults completed after October 2013 and 
included in the active records of the record sample were reviewed: 
¶ 0 of 50 (0%) consultations documented in the IPN included the requirements of 

explaining the significance of the consult findings (summary), 
agreement/disagreement, and a decision regarding IDT referral 

 
Most providers documented concise summaries of the consultations that provided 
adequate information.  Providers were fairly consistent with this documentation.  They 
did not document agreement or disagreement nor did they indicate the need to refer to 
the IDT because the current process required that to be noted on the consultation form.  
 
The Settlement Agreement required that medical providers review and document 
whether or not to adopt the recommendations and whether to refer the 

Noncompliance 
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recommendations to the IDT for integration with existing supports.  State policy 
required that an entry be made in the IPN explaining the reason for the consultation and 
the significance of the results within five working days.   
 
Compliance Rating and Recommendations 
4ÈÅ ÍÏÎÉÔÏÒÉÎÇ ÔÅÁÍ ÁÇÒÅÅÓ ×ÉÔÈ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÓÅÌÆ-rating of noncompliance.  To move in 
the direction of substantial compliance, the monitoring team offers the following 
recommendations for consideration: 

1. The monitoring team recommends that IPN documentation include (a) the 
required summary statement regarding the reason for the consult and 
significance of the findings, (b) agreement or disagreement with the 
recommendations, and (c) the need for IDT referral.  Clinically justifiable 
rationales should be provided when the recommendations are not 
implemented.  It is further recommended that that the PCPs always notify the 
IDT when there is a disagreement with the recommendations of the consultant. 

2. The monitoring team also recommends that for every IPN entry, the medical 
provider indicate the type of consultation that is being addressed as well as the 
date of the consult (e.g., Gyn Consult, 2/1/14).  

3. DADS should develop and implement policy for Provision G2. 
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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: 

o DADS draft  policy #005: Minimum and Integrated Clinical Services 
o SASSLC Standard Operating Procedure: 200-5C, Facility Integration of Clinical Services 
o SASSLC: Minimum Common Elements of Care 
o SASSLC Self-Assessment 
o SASSLC Provision Action Plan 
o SASSLC Sections G and H Presentation Books  
o Presentation materials from opening remarks made to the monitoring team 
o Organizational Charts 
o Review of records listed in other sections of this report 
o Daily Clinical Services Meeting Notes 

 
Interviews and Meetings Held: 

o David Espino, MD, Medical Director 
o Elizabeth Tolle, RN, Medical Compliance Nurse 
o General discussions held with facility and department management, and with clinical, 

administrative, and direct care staff throughout the week of the onsite review. 
 
Observations Conducted: 

o Various meetings attended, and various observations conducted, by monitoring team members as 
indicated throughout this report  

o Psychiatry Clinics 
o Daily Clinical Services Meetings 

 
Facility Self -Assessment: 
 
As part of the self-assessment process, the facility submitted two documents: the self-assessment and the 
action plan. 
 
The self-assessment presented a series of activities that were conducted for each item along with the 
results of activities and a self-rating, however, the activities of the self-assessment did not align with the 
ËÅÙ ÉÔÅÍÓ ÐÒÅÓÅÎÔÅÄ ÉÎ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÓÅÃÔÉÏÎ ( ÐÏÌÉÃÙȢ  &ÕÒÔÈÅÒÍÏÒÅȟ ÔÈÅ ÁÃÔÉÖÉÔÉÅÓ sometimes did not appear 
to be the most appropriate activities for the provision.  For example, provision H1 addresses the timeliness 
and quality of assessments.  The self-assessment listed the development of clinical indicators, which would 
have been more appropriate for several other provision items of this section rather than section H1. 
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To take this process forward, the monitoring team recommends that the medical director review, for each 
provision item, the activities engaged in by the monitoring team, the comments made in the body of the 
report, and the recommendations.  It is also recommended that the medical director review the proposed 
state guidelines and local policy since they both include metrics for assessing compliance with this 
provision. 
 
The facility found itself in substantial compliance with provision H2 and H7 and in noncompliance with all 
other provision items.  The monitoring team found the facility in substantial compliance with H2.  The 
monitoring team found the facility in noncompliance with provisions H1, H3, H4, H5, H6, and H7. 
 
3ÕÍÍÁÒÙ ÏÆ -ÏÎÉÔÏÒȭÓ !ÓÓÅÓÓÍÅÎÔȡ 
 
The medical director continued to serve as facility lead for this provision.  There was minimal progress 
observed in this provision.  The progress that was seen was a result of work that occurred in the 
development of the medical quality program and other areas.  If more effort had been made in these areas, 
further progress would have been seen in section H.  To that end, there were no identifiable efforts focused 
on section H. 
 
As usual, during the week of the compliance review, the monitoring team conducted a meeting with facility 
staff to discuss to status of provisions G and H.  The medical director and medical compliance nurse 
participated in the discussions.  
 
The facility continued to track assessments centrally.  Each department also tracked assessments.  There 
was no information available on the quality of assessments and tools had not been developed.  Interval 
assessments were not addressed.  The facility continued its Medical Quality Improvement Committee and 
much of section H was linked to data derived from that committee.  As noted, progress in the medical 
quality program will likely translate into progress in section H because much of section H is about quality. 
 

 
# Provision  Assessment of Status Compliance  

H1 Commencing within six months of 
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 
ÉÎÄÉÖÉÄÕÁÌȭÓ ÓÔÁÔÕÓ ÔÏ ÅÎÓÕÒÅ ÔÈÅ 
ÔÉÍÅÌÙ ÄÅÔÅÃÔÉÏÎ ÏÆ ÉÎÄÉÖÉÄÕÁÌÓȭ 
needs. 

The state office policy, which remained in draft, required each department to have 
procedures for performing and documenting assessments and evaluations.  Furthermore, 
assessments were to be completed on a scheduled basis, in response to changes in the 
ÉÎÄÉÖÉÄÕÁÌȭÓ ÓÔÁÔÕÓȟ ÁÎÄ ÉÎ ÁÃÃÏÒÄÁÎÃÅ ×ÉÔÈ ÃÏÍÍÏÎÌÙ ÁÃÃÅÐÔÅÄ ÓÔÁÎÄÁÒÄÓ ÏÆ ÐÒÁÃÔÉÃÅȢ 
 
During the discussions with the medical director, he reported that a centralized database, 
maintained by QA, tracked all assessments.  The self-assessment documented compliance 
rates, as reported by the data analyst, for a number of clinical disciplines.  The data 
submitted in the self-assessment are summarized in the table below. 
 
 

Noncompliance 
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Annual Assessments 2013 - 2014 

 Sep Oct Nov Dec Jan Feb 

No.  of ISPs 17 23 21 18 21 17 

No. of 
Psychiatry 

PTs 
8 10 13 11 5 8 

Discipline Number (%) Submitted On Time 

Audiology 
8 

(47.1%) 
8 

(34.8%) 
13 

(61.9%) 
13 

(72.2%) 
1 

(4.8%) 
8 

(47.1%) 

Speech 
13 

(76.5%) 
21 

(91.3%) 
20 

(95.2%) 
16 

(88.9%) 
19 

(90.5%) 
15 

(88.2%) 

Dental 
17 

(100%) 
23 

(100%) 
21 

(100%) 
18 

(100%) 
21 

(100%) 
17 

(100%) 

Dietary 
17 

(100%) 
22 

(95.7%) 
19 

(90.5%) 
15 

(83.3%) 
12 

(57.1%) 
16 

(94.1%) 

OT/PT 
13 

(76.5%) 
22 

(95.7%) 
19 

(90.5%) 
18 

(100%) 
19 

(90.5%) 
16 

(94.1%) 

Nursing 
12 

(70.6%) 
19 

(82.6%) 
17  

(81%)  
14 

(77.8%) 
19 

(90.5%) 
12 

(70.6%) 

Medical 
11 

(64.7%) 
13 

(56.5%) 
11 

(52.4%) 
4 

(22.2%) 
5 

(23.8%) 
8 

(47.1%) 

Pharmacy 
17 

(100 %) 
23 

(100%) 
21 

(100 %) 
18 

(100 %) 
21 

(100%) 
17 

(100%) 

Psychiatry 
4 

(50%) 
1 

(10%) 
6 

(37.5%) 
5 

(35.7%) 
3 

(27.3%) 
4 

(33.3%) 

Beh. Health 
7 

(41.2%) 
16 

(69.6%) 
10 

(47.6%) 
5 

(35.7%) 
10 

(47.6%) 
6 

(35.3%) 

 
There continued to be many disciplines with significant deficiencies.  Some disciplines 
with 365-day requirements continued to have ISP dates used to measure compliance.  
For example, state guidelines required completion of dental assessments every 365 days, 
but the data above did not reflect that requirement.  While the facility was tracking the 
timeliness of scheduled annual assessments, the quality of these assessments was not 
evaluated.  Even though the data reflected rather low compliance scores for several 
disciplines, the monitoring team was not made aware of any corrective action plans to 
remediate these deficiencies. 
 
The facility reported that all psychiatry and pharmacy quarterly assessments were 
completed in a timely manner.  There were no data submitted for the Quarterly Medical 
Summaries, which were required by the Health Care Guidelines, and no data were 
submitted related to the quality of the scheduled quarterly assessments. 
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There were no data reported for interval assessments, such as post hospital assessments, 
done by the primary care physicians, nursing, and PNMT nurse.  There were also no data 
related to post restraint assessments completed by pharmacy and psychiatry or the 
nursing assessments required after serious injuries.  The primary care provider 
attendance at post-hospital ISPAs was reported, however, attendance at the meeting is 
not documentation of the actual assessment. 
 
This report contains, in the various sections, information on the required assessments.  
4ÈÉÓ ÐÒÏÖÉÓÉÏÎ ÉÔÅÍ ÅÓÓÅÎÔÉÁÌÌÙ ÁÄÄÒÅÓÓÅÓ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÏÖÅÒÁÌÌ ÍÁÎÁÇÅÍÅÎÔ ÏÆ ÁÌÌ 
assessments.  In order to determine compliance with this provision item, the monitoring 
team participated in interviews, completed record audits, and reviewed assessments and 
facility data.  The results of those activities are summarized here: 
¶ For a sample of 15 AMAs, compliance with timely completion was 86%.  

Assessments were timely based on the 365-day requirement.  
¶ The PCPs were completing Quarterly Medical Summaries, however this was 

being inconsistently done and one PCP appeared not to complete the summaries. 
¶ Quarterly Drug Regimen Reviews were completed in a timely manner and were 

thoroughly done.  This is discussed in further detail in section N2.  This was a 
slight decrease from the October 2013 compliance review. 

¶ The nursing department had begun to implement the format required by state 
office for the Comprehensive Nursing/Quarterly Nursing assessments.  It was 
apparent that training was needed to ensure quality of the assessments because 
Annual Nursing Comprehensive/Quarterly Nursing assessments included the 
individual response to the effectiveness of his or her medications and treatments 
and plans of care.  For the 10 records reviewed, the majority of the nursing 
ÁÓÓÅÓÓÍÅÎÔÓ ÆÁÉÌÅÄ ÔÏ ÓÕÆÆÉÃÉÅÎÔÌÙ ÓÕÍÍÁÒÉÚÅ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÒÅÓÐÏÎÓÅ ÏÒ ÏÔÈÅÒ 
identified nursing problems to care plans.   

¶ OT, PT, and SLPs conducted annual assessments for most individuals as they 
were provided at least a PNMP.  Additionally, post-hospitalization assessments 
were conducted by the clinicians on a routine basis.  The PNMT nurse also 
conducted a post-hospitalization assessment for individuals hospitalized with a 
PNM-related issue.  In many cases, this was redundant and the RN was 
ÅÎÃÏÕÒÁÇÅÄ ÔÏ ÃÏÌÌÁÂÏÒÁÔÅ ÏÎ ÔÈÉÓ ×ÉÔÈ ÔÈÅ ÈÏÓÐÉÔÁÌ ÌÉÁÉÓÏÎ ÁÎÄ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ 
nursing case manager.  Additional interim assessments were conducted by OT, 
PT, and SLP for individuals with identified changes in status that did not 
necessarily require hospitalization.  These served to determine if changes in the 
PNMP or other supports were needed. 

¶ For the previous monitoring report, SASSLC psychiatry staff provided a list of 58 
comprehensive psychiatric evaluations (CPE) per Appendix B guidelines that 
were completed as of 8/29/13.  Since the previous review, an additional 13 CPEs 
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were completed for a total of 71.  Given that 154 individuals received treatment 
via psychiatry clinic, 54% of individuals still required CPE.  Given the data 
provided, it was not possible to determine the timeliness of quarterly psychiatric 
clinic.  

¶ There was improvement in this area: 
o 84% of individuals had full psychological assessments  
o 100% of individuals had annual psychological assessments 
o 100% of individuals with a PBSP had current functional assessments 
o Not all individuals had preference assessments  

 
Compliance Rating and Recommendations 
4ÈÅ ÍÏÎÉÔÏÒÉÎÇ ÔÅÁÍ ÁÇÒÅÅÄ ×ÉÔÈ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÓÅÌÆ-rating of noncompliance. 
To move in the direction of substantial compliance the facility must monitor all three 
elements that this provision item addresses:  

1. The timelines for completion of scheduled assessments 
2. The appropriateness of interval assessments in response to changes in status 
3. The quality of all assessments (compliance with accepted standards of practice).  

 
H2 Commencing within six months of 

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. 

The medical director reported that medical and psychiatric diagnoses were formulated in 
accordance with ICD/DSM nomenclature.  Per the self-assessment, a random audit of 10 
psychiatry clinic notes showed 100% compliance with DSM nomenclature.  Audits of 
active records indicated that diagnoses conformed to ICD nomenclature, but the audits 
continued to lack evidence that the diagnoses aligned with the presentation of the 
individuals and the signs and symptoms of the disease.  
 
The monitoring team assessed compliance with this provision item by reviewing many 
documents including medical, psychiatric, and nursing assessments. 
¶ Generally, the medical diagnoses were consistent with ICD nomenclature and the 

diagnoses fit the signs, symptoms, and presentation of the individuals. 
¶ Over the course of the visit, the monitoring team observed the psychiatrist 

relying upon the diagnostic criteria in an effort to appropriately diagnose 
individuals.  Additionally, records reviewed revealed examples of 
documentation of specific criteria exhibited by an individual indicating a 
particular diagnosis. 

 
Compliance Rating and Recommendations 
4ÈÅ ÍÏÎÉÔÏÒÉÎÇ ÔÅÁÍ ÁÇÒÅÅÓ ×ÉÔÈ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÓÅÌÆ-rating of substantial compliance.   
 
 
 

Substantial 
compliance 
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H3 Commencing within six months of 
the Effective Date hereof and with 
full implementation within two 
years, treatments and interventions 
shall be timely and clinically 
appropriate based upon 
assessments and diagnoses. 

The self-assessment reported that assessment of this provision involved review of 
individuals with self-injurious head banging behavior and aspiration pneumonia.  
Moreover, a system was in place to monitor these individuals on a quarterly basis. 
 
The H1 state draft guidelines indicated that facility staff would utilize the clinical 
pathways, guidelines, and protocols to govern treatments and interventions as 
appropriate.  Additionally, the draft guidelines stated that the facility was responsible for 
providing education and development of the clinical staff with regards to the guidelines 
and protocols.  It would appear that monitoring would need to be more frequently 
conducted. 
 
Determining compliance with a given protocol will require that a measurable standard or 
metric ɀ clinical indicators ɀ be developed.  The minimum common elements of clinical 
care could be applied to many conditions, such as constipation or pneumonia.  Medical, 
nursing, physical therapy, and dietary all contribute to the planning and treatment for 
individuals diagnosed with these conditions.  Clinical indicators are helpful in objectively 
determining if treatments and interventions are timely and clinically appropriate.  They 
also provide a quantitative basis for quality improvement, or identifying incidents of care 
that trigger further investigation.   
 
Compliance Rating and Recommendations 
4ÈÅ ÍÏÎÉÔÏÒÉÎÇ ÔÅÁÍ ÁÇÒÅÅÓ ×ÉÔÈ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÓÅÌÆ-rating of noncompliance.   
 
To move in the direction of substantial compliance, the facility must monitor a full range 
of treatments and interventions.  Indicators should be developed based on the state 
protocols and other common medical conditions.  The facility will need to develop 
protocols and monitor those conditions determined to have the greatest impact on health 
status.  Conditions that affect many individuals or those that have presented medical 
management challenges should be considered.  Many existing data sets have the  
potential to provide insight on how prioritization should occur.  Medical audits, hospital 
and emergency department data, as well as the sick call roster, may all provide 
information on what conditions are most important to address. 
 

Noncompliance 

H4 Commencing within six months of 
the Effective Date hereof and with 
full implementation within two 
years, clinical indicators of the 
efficacy of treatments and 
interventions shall be determined in 
a clinically justified manner. 

The medical director reported that a new worksheet with aspiration pneumonia 
guidelines was developed an incorporated into the Pneumonia Review Committee in 
April 2014.  It was also used in the weekly PNMT meetings.  Follow-up occurred in the 
Clinical CQI meetings. 
 
The proposed section H guidelines stated that the facility would ensure that identified 
clinical indicators measure the response to treatment and interventions and data would 
be monitored to determine the appropriateness of the interventions.  The actions steps 

Noncompliance 
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to achieve this centered on development of clinical indicators by the clinical disciplines 
for seven acute and chronic health care conditions.  
 
The facility had established a list of clinical indicators that were reviewed through the 
Continuous Medical Quality Committee, however, this list did not include indicators for 
all clinical disciplines.  The development of indicators for the seven conditions, proposed 
by the state, was a good starting point.  As discussed in section H3, additional indicators 
are needed.  Once guidelines are established and indicators are identified, the facility will 
have a more objective means of assessing treatment.  
 
Compliance Rating and Recommendations 
4ÈÅ ÍÏÎÉÔÏÒÉÎÇ ÔÅÁÍ ÁÇÒÅÅÓ ×ÉÔÈ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÓÅÌÆ-rating of noncompliance.  To move in 
the direction of substantial compliance, the monitoring team offers the following 
recommendations for consideration: 

1. Continue the ongoing efforts related to development of clinical indicators 
2. Ensure that the data reported is thoroughly reviewed and analyzed 

 
H5 Commencing within six months of 

the Effective Date hereof and with 
full implementation within two 
years, a system shall be established 
and maintained to effectively 
monitor the health status of 
individuals. 

The facility assessed compliance with this provision by looking at ISP attendance and 
completion of the Preventive Care Flowsheets.  The self- assessment noted that a new 
electronic Preventive Care Flowsheet was in development that would be completed 
around the time of the annual ISP. 
 
The proposed section H guidelines indicated that the health status was discussed in the 
annual ISP and ISPAs as identified by the IDT and a plan was developed to address the 
needs of the individual.  Additionally, the facility tracked data in development of the 
identified health plan. 
 
The monitoring team noted that the participation of the medical providers in the annual 
ISPs increased, but improvement was still needed and participation in ISPAs was largely 
limited to two providers.  
 
The facility must monitor both acute changes and chronic long-term disease by linking 
the current monitoring systems.  Monitoring health status requires a number of 
processes, reviews, and evaluations due to the need to monitor both acute changes and 
chronic long-term disease.  The monitoring team noted several components that would 
contribute to monitoring health status: 

¶ Risk assessment 
¶ Periodic assessments (medical, nursing, therapies, psychiatry, and pharmacy)  
¶ Acute assessments via sick call 
¶ Reports of acute changes via the daily clinical meetings and other status change 

Noncompliance 
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meetings 
¶ ISPA Process 
¶ Medical databases (preventive care, cancer screenings, seizure management) 
¶ A medical quality program would be the designated quality program and would 

report certain data elements to the QA/QI council  
 
With appropriate execution of these systems, ÁÎ ÉÎÄÉÖÉÄÕÁÌȭÓ ÃÁÒÅ ÁÎÄ ÍÏÎÉÔÏÒÉÎÇ ÃÏÕÌÄ 
be assessed across this continuum of activities.  However, the monitoring team identified 
a number of concerns related to current processes and systems: 
¶ There were multiple deficiencies identified related to the provision of preventive 

care services.  The facility did not have adequate systems to track preventive 
care and record reviews indicated poor compliance with requirements for 
several cancer screenings. 

¶ Documentation of interval assessments by primary providers was poor.  
¶ Risk identification and mitigation continued to present challenges for most 

disciplines.  Medical assessments did not include any documentation of risk 
assessment. 

 
Developing a comprehensive format to monitor health status will require collaboration 
among many disciplines due to the overlap between risk management, quality, and the 
various clinical services.  The effective monitoring of health status requires proper 
oversight of risk assessment and provision of medical care.  This will require a robust 
medical quality program.   
 
Compliance Rating and Recommendations 
4ÈÅ ÍÏÎÉÔÏÒÉÎÇ ÔÅÁÍ ÁÇÒÅÅÓ ×ÉÔÈ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÓÅÌÆ-rating of noncompliance.  To move in 
the direction of substantial compliance, the monitoring team offers the following 
recommendations for consideration: 

1. Improve the provision of preventive care and tracking of preventive care 
2. Resolve issues related to data collection and data integrity 
3. Ensure risk is appropriately addressed by primary medical providers 
4. Address attendance at ISPs and ISPAs 

 
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. 

Guidelines were developed for the management of hypertension and hyperlipidemia.  
According to the medical director, audits were being completed to determine if 
treatments and interventions were being appropriately modified based on the clinical 
guidelines. 
 
The facility must identify clinical indicators that will be used to determine when 
therapeutic outcomes are reached.  Many of those will be based on existing clinical 

Noncompliance 
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guidelines.  These indicators will help determine when treatment plans must be altered. 
At the time of the compliance review, there was the potential to track some changes via 
the daily patient care meetings, unit meetings, ISPAs, and other meetings discussed 
above.  Clinical indicators would provide the objective means of assessing the adequacy 
of the treatments and intervention. 
 
Compliance Rating and Recommendations 
The monitoring team agrees with ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÓÅÌÆ-rating of noncompliance.  
 

H7 Commencing within six months of 
the Effective Date hereof and with 
full implementation within three 
years, the Facility shall establish 
and implement integrated clinical 
services policies, procedures, and 
guidelines to implement the 
provisions of Section H. 

The facility implemented a local policy on 9/5/13.  The self-assessment reported that 
training occurred on 3/20/14.  State office had yet to develop a finalized policy to ensure 
that the provisions of sections G and H were moving in the right direction.  In many 
instances, the actions of the facility were not consistent with the draft guidelines for 
section H that the monitoring team was provided by state office.  Achieving substantial 
compliance will require that the facility have policies and procedures that are congruent 
with a finalized state policy.  
 
Compliance Rating and Recommendations 
The monitoring team disagrees with the facilities self-rating of substantial compliance.  
To move in the direction of substantial compliance, a state policy related to Provision H 
should be developed.  SASSLC will need to revise its local policy once a state policy is 
issued. 
 

Noncompliance 
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SECTION I:  At-Risk Individuals   
Each Facility shall provide services with 
respect to at-risk individuals consistent 
with current, generally accepted 
professional standards of care, as set 
forth below: 

Steps Taken to Assess Compliance: 
 
Documents Reviewed: 

o DADS Policy #006.1: At Risk Individuals dated 12/29/10 
o DADS SSLC Risk Guidelines dated 4/17/12 
o List of individuals seen in the ER in the past year 
o List of individuals hospitalized in the past year 
o List of individuals with serious injuries in the past year 
o List of individual at risk for aspiration 
o List of individuals with pneumonia incidents in the past 12 months 
o List of individuals at risk for respiratory issues 
o List of individuals with contractures 
o List of individuals with GERD 
o List of individuals at risk for choking  
o Individuals with a diagnosis of dysphagia 
o List of individuals at risk for falls 
o List of individuals at risk for weight issues 
o List of individuals at risk for skin breakdown 
o List of individuals at risk for constipation 
o List of individuals with a pica diagnosis 
o List of individuals at risk for seizures 
o List of individuals at risk for osteoporosis 
o List of individuals at risk for dehydration 
o List of individuals who are non-ambulatory 
o List of individual who need mealtime assistance 
o List of individuals at risk for dental issues 
o List of individuals who received enteral feeding 
o List of individuals with chronic and acute pain 
o List of individuals with challenging behaviors 
o List of individuals with metabolic syndrome 
o List of individuals who were missing and/or absent without leave 
o List of individuals required to have one-to-one staffing levels 
o List of 10 individuals with the most injuries since the last review 
o List of 10 individuals causing the most injuries to peers for the past six months 
o Data summary report on assessments submitted prior to annual ISP meetings 
o Data summary report on team member participation at annual meetings. 
o A list of all individuals at the facility with the most recent ISP meeting date and date ISP was filed. 
o Draft ISPs and Assessments for Individual #337 and Individual #90  
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o ISP, ISP Addendums, Assessments, PSIs, SAPs, Risk Rating Forms with Action Plans, Monthly 
Reviews (for a subsample):   
¶ Individual #128, Individual #116, Individual #349, Individual #279, Individual #313, 

Individual #119, Individual #194, Individual #287, Individual #95, Individual #285, 
Individual #313, Individual #47, and Individual #325. 

 
Interviews and Meetings Held: 

o Informal interviews with various individuals, direct support professionals, program supervisors, 
and QIDPs in homes and day programs;  

o Charlotte Fisher, Director of Behavioral Health Services 
o Adrianne Berry, Incident Management Coordinator 
o Rhonda Sloan, QIDP Coordinator 
o *ÏÁÎ /ȭ#ÏÎÎÏÒȟ !ÓÓÉÓÔÁÎÔ $ÉÒÅÃÔÏÒ ÏÆ 0ÒÏÇÒÁÍÍÉÎÇ 

 
Observations Conducted: 

o Observations at residences and day programs 
o Incident Management Review Team Meeting 4/28/14 and 4/29/14  
o Morning Unit Meeting 5/1/14  
o Morning Clinical Meeting 4/28/14  
o QA/QI Meeting 4/29/14  
o ISP preparation meeting for Individual #255 and Individual #12 
o Annual IDT Meeting for Individual #337, Individual #90, and Individual #149.  

 
Facility Self -Assessment: 
 
SASSLC submitted its self-assessment updated 4/17/14.  Along with the self-assessment, the facility 
submitted an action plan that addressed progress towards meeting the requirements of the Settlement 
Agreement.   
 
For the self-assessment, the facility described, for each provision item, the activities the facility engaged in 
to conduct the self-assessment of that provision item, the results and findings from these self-assessment 
activities, and a self-rating of substantial compliance or noncompliance along with a rationale.  To assess 
compliance, the facility: 
¶ Completed one section I monitoring tool per month between September 2013 and February 2014. 
¶ Reviewed IRRFs completed during the same time period. 
¶ Reviewed data collected by the facility on implementation of risk action plans. 

 
Each provision included a general statement reflecting an acknowledgement that more work needed to be 
done for each provision before compliance was met.  It was not evident that the facility had an adequate 
self-assessment process in place to review the risk process.  
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The facility self-rated each of the three provision items in section I in noncompliance.  While the monitoring 
ÔÅÁÍ ÁÇÒÅÅÄ ×ÉÔÈ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÆÉÎÄÉÎÇÓ ÆÏÒ ÎÏÎÃÏÍÐÌÉÁÎÃÅȟ ÉÔ ×ÉÌÌ Âe necessary for the facility to develop an 
adequate assessment process to identify areas for focus in order to move forward.   
 
3ÕÍÍÁÒÙ ÏÆ -ÏÎÉÔÏÒȭÓ !ÓÓÅÓÓÍÅÎÔȡ 
 
The statewide risk assessment procedure, with guidelines for rating risk, was in use at the facility.  The 
facility was in the process of retraining QIDPs and IDTs on completing the risk identification process.  A 
large turnover in the QIDP department had necessitated new training on the risk process.   
 
The parties agreed that the monitoring team would conduct reduced monitoring for I1, I2, and I3 because 
the facility had made little progress.  The facility was not in compliance with the three provisions.   
 
The monitoring team observed the risk identification process at two ISP meetings and noted progress.  
Notably, each discipline presented relevant information during the risk determination process that was 
essential for determining risk in each area identified by the IRRF.  Both teams engaged in integrated 
discussion regarding the identification of risks.  Teams were doing a much better job of discussing risks in 
relation to preferences and other support needs.   
 
The facility continued to struggle, however, with ensuring that all assessments were completed and 
available for review prior to annual ISP meetings.  Without up-to-date assessment information, it was 
unlikely that accurate risk ratings could be assigned during annual IDT meetings. 
 
As noted in section F, the facility did not have an adequate system in place to monitor supports.  Teams 
were not consistently documenting the completion of assessments.  Resulting recommendations and 
supports were not monitored to ensure consistent implementation.  This was particularly alarming 
considering the high incidence of deaths, injuries, and illnesses at the facility.  Teams should be carefully 
identifying and monitoring indicators that would trigger a new assessment or revision in supports and 
services with enough frequency that risk areas are identified before a critical incident occurs.   
 
Provision I3 requires evidence that plans were implemented in a timely manner once risks were identified.  
The facility reported that, due to the turnover in the QIDP department, ISPs were often not filed and 
available for implementation within 30 days of development.  Furthermore, the monitoring found that 
IHCPs were not being filed with the corresponding ISP, so direct support staff did not have access to plans 
developed by the team to address risks. 
 
To move forward with section I: 
¶ The facility needs to continue to focus on ensuring that all relevant team members are present for 

meetings and that assessments are completed prior to the discussion of risks. 
¶ A strong focus needs to be placed on ensuring that plans are accessible, integrated, 

comprehensible, and provide a meaningful guide to staff responsible for plan implementation. 
¶ Plans should be implemented immediately when individuals are at risk for harm, and then 
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monitored and tracked for efficacy.  When plans are not effective for mitigating risk, IDTs should 
meet immediately and action plans should be revised. 

 
 
# Provision  Assessment of Status Compliance  

I1 Commencing within six months of 
the Effective Date hereof and with 
full implementation within 18 
months, each Facility shall 
implement a regular risk screening, 
assessment and management 
system to identify individuals 
whose health or well-being is at 
risk. 

The parties agreed that the monitoring team would conduct reduced monitoring for this 
subsection because the facility had made limited progress.  The noncompliance finding 
from the last review stands. 
 
The state policy, At Risk Individuals 006.1, required IDTs to meet to discuss risks for each 
individual at the facility.  The at-risk process was to be incorporated into the IDT meeting 
and the team was required to develop an integrated health care plan (IHCP) to address 
risk at that time.  The determination of risk was expected to be a multi-disciplinary 
activity that would lead to referrals to the PNMT and/or the behavior support committee 
when appropriate.  IHCPs were designed to provide a comprehensive plan to be 
completed annually and updated as needed.   
 
The monitoring team observed two annual ISP meetings.  Progress towards developing 
an effective process to identify risks was observed in both meetings.  IDTs were utilizing 
the Integrated Risk Rating Form (IRRF) and Integrated Health Care Plan (IHCP).  At the 
IDT meetings observed, each discipline presented relevant information during the risk 
determination process.  Both teams engaged in integrated discussion regarding the 
identification of risks.  The ISP facilitator at both meetings played a much more active 
role in leading the discussion and ensuring that risks were discussed in relation to 
preferences and priorities for training.  Discussion regarding risks was interwoven into 
the ISP process.  This was very positive to see. 
 
The state policy required that all relevant assessments be submitted at least 10 days 
prior to the annual ISP meeting and accessible to all team members for review.  The 
facility was gathering data regarding the timeliness of the submission of assessments 
prior to the annual ISP meeting.  Data gathered regarding the submission of discipline 
specific assessments for September 2013 through February 2014 indicated that there 
were improvements in the number of assessments submitted prior to ISP planning 
meetings for seven of 12 disciplines.  The chart below shows assessment submission 
rates for that time period.   
 

Discipline 
Clinical 44% 
Functional Skills Assessment 33% 
Dental 99% 
Dietary 86% 
OT/PT 92% 

Noncompliance 
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# Provision  Assessment of Status Compliance  

Communication 81% 
Audiology 44% 
Nursing 79% 
Pharmacy 98% 
Behavioral Health 45% 
Psychiatry 23% 
Day Programming/Vocational 56% 

 
! ÒÅÖÉÅ× ÏÆ Á ÓÁÍÐÌÅ ÏÆ )30Ó ÄÅÖÅÌÏÐÅÄ ÉÎ ÔÈÅ ÌÁÓÔ ÓÉØ ÍÏÎÔÈÓ ÓÕÐÐÏÒÔÅÄ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ Ï×Î 
finding that assessments were not being submitted prior to annual ISP.  The pre-ISP 
determination of assessments needed prior to the annual IDT meeting list was compared 
to assessments submitted for six individuals.  The sample was Individual #128, 
Individual  #116, Individual #349, Individual #279, Individual #313, and Individual #325.  
Zero (0%) of six individuals had all assessments recommended at the pre-ISP meeting 
completed at least 10 days prior to the annual IDT meeting.  Without current assessment 
data available, IDTs cannot accurately assess risks. 
 
It will be imperative that relevant assessments are submitted prior to the annual IDT 
meeting and that all recommendations are integrated into the IHCP. 
 
Though there had been some improvements in using assessment results to assign risk 
ratings, it was not yet evident that all individuals had accurate risk ratings determined by 
assessment results.  For example,  
¶ )ÎÄÉÖÉÄÕÁÌ ΠτχȭÓ )22& ÉÎÄÉÃÁÔÅÄ ÔÈÁÔ ÓÈÅ ×ÁÓ ÁÔ ÍÅÄÉÕÍ ÒÉÓË ÆÏÒ ÆÒÁÃÔÕÒÅÓ ÅÖÅÎ 

though she was at high risk for falls and had sustained 33 injuries over the past 
six months.  Similarly, she was rated as medium risk for seizures.  She had active 
seizures, was prescribed two anticonvulsants, and her ISP noted that she wore a 
helmet to prevent head injury during seizures.  Her IRRF was last updated 
5/2/13.  She did not have an IHCP in place. 

¶ )ÎÄÉÖÉÄÕÁÌ ΠσρσȭÓ )22& ÉÎÄÉÃÁÔÅÄ ÔÈÁÔ ÈÅ ×ÁÓ ÁÔ ÍÅÄÉÕÍ ÒÉÓË ÆÏÒ ÇÁÓÔÒÏÉÎÔÅÓÔÉÎÁÌ 
issues.  Given his history of gastrointestinal related issues, he should have been 
considered high risk.  His history included GERD, hiatal hernia, chronic gastritis, 
and numerous episodes of emesis over the past 12 months.  The frequency of his 
emesis placed him at high risk for aspiration.  Given his history of frequent 
hospitalizations, his supports did not appear to be effective. 
 

In order to mitigate risk prior to a significant event or change in status, IDTs should 
carefully consider all risk indicators and conservatively assign risk ratings with the 
intent of implementing supports to minimize risks before an adverse outcome or change 
in status occurs. 
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# Provision  Assessment of Status Compliance  

I2 Commencing within six months of 
the Effective Date hereof and with 
full implementation within one year, 
each Facility shall perform an 
interdisciplinary assessment of 
services and supports after an 
individual is identified as at risk and 
in response to changes in an at-risk 
ÉÎÄÉÖÉÄÕÁÌȭÓ ÃÏÎÄÉÔÉÏÎȟ ÁÓ ÍÅÁÓÕÒÅÄ 
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. 

The parties agreed that the monitoring team would conduct reduced monitoring for this 
subsection because the facility had made limited progress.  The noncompliance finding 
from the last review stands. 
 
The facility will have to have a system in place to accurately identify risks before 
achieving substantial compliance with I2.  Health risk ratings will need to be consistently 
implemented, monitored, and revised when significant chaÎÇÅÓ ÉÎ ÉÎÄÉÖÉÄÕÁÌÓȭ ÈÅÁÌÔÈ 
status and needs occurred.  
 
As noted in section F, data were often not consistently reviewed.  This raised the 
question of whether IDTs were using data to identify when individuals might have a 
change of status that would require a change in supports to mitigate risk factors.   
 
It was difficult to determine if assessments were obtained and discussed by the team in a 
reasonable amount of time when recommended.  For example,  
¶ )ÎÄÉÖÉÄÕÁÌ ΠστωȭÓ )(#0 ÉÎÄÉÃÁÔÅÄ ÔÈÁÔ ÔÈÅ )$4 ×ÏÕÌÄ ÒÅquest a consult with 

dental staff regarding infection and with his PCP regarding constipation.  There 
was no documentation showing that either consultation had been obtained, or if 
obtained, that recommendations were implemented. 

¶ )ÎÄÉÖÉÄÕÁÌ ΠρτςȭÓ )(#0 ÉÎÄicated that the team had recommended a dietary 
consultation to address his weight.  There was no evidence that the consultation 
was obtained. 

 
Due to the lack of revisions made to the IRRFs when individuals experienced a change in 
status or hospitalization, the monitoring team was unable to determine what additional 
assessments were needed and/or conducted in response to the change of status.   
 
The facility did not yet have an adequate system in place to ensure that all recommended 
assessments were completed in a timely manner. 
 

Noncompliance 

I3 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 
ÄÁÙÓ ÏÆ ÔÈÅ ÐÌÁÎȭÓ ÆÉÎÁÌÉÚÁÔÉÏÎȟ ÆÏÒ 
each individual, as appropriate, to 
meet needs identified by the 
interdisciplinary assessment, 
including preventive interventions 

The parties agreed that the monitoring team would conduct reduced monitoring for this 
subsection because the facility had made limited progress.  The noncompliance finding 
from the last review stands. 
 
The policy established a procedure for developing plans to minimize risks and 
monitoring of those plans by the IDT.  It required that the IDT implement the plan within 
14 working days of completion of the plan, or sooner, if indicated by the risk status.   
 
According to data provided to the monitoring team, plans were still not in place to 
address risks for all individuals designated as high or medium risk in specific areas.  The 

Noncompliance 
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# Provision  Assessment of Status Compliance  

to minimize the condition of risk, 
except that the Facility shall take 
more immediate action when the 
risk to the individual warrant s. Such 
plans shall be integrated into the 
ISP and shall include the clinical 
indicators to be monitored and the 
frequency of monitoring. 

following data details the percentage of individuals with plans in place for specific risk 
categories.   
 

Risk Category % of Individuals at 
High Risk with 
Risk Action Plans 

% of Individuals at 
Medium Risk with 
Risk Action Plans 

Seizures 90% 75% 
Dehydration  57% 82% 
Aspiration 89% 80% 
Weight Loss 89% 68% 
Diabetes No data No data 
Chronic Resp. 91% 78% 
Constipation 100% 80% 
Skin Breakdown 86% 79% 
Dental 92% 81% 
Osteoporosis 84% 82% 
Falls 86% 71% 
GERD 89% 72% 
Choking 100% 77% 

 
Although the percentage of individuals with plans to address risks had improved in most 
areas, the facility reported that, for annual ISP meetings held between 9/1/13 and 
2/28/14, only 44 of 108 (41%) of the ISPs were filed within 30 days of development.  
Thus, support plans to address risks identified at the annual ISP meeting were not 
available to staff designated to implement the plan.  Furthermore, a sample was reviewed 
onsite and the monitoring team found that none of the ISPs filed in individual notebooks 
included the IHCP.  DSPs need to have access to and be trained on support strategies in 
the IHCP. 
 
The state policy required that the follow-up, monitoring frequency, clinical indicators, 
and responsible staff will be established by the IDT in response to risk categories 
identified by the team.  As noted in section F, a comprehensive monthly review process 
was not yet in place to ensure that plans were being implemented and monitored as 
needed.  Thus, even with plans in place, individuals remained at risks for negative 
outcomes. 
 
It was not evident that plans to address risks were consistently monitored for 
implementation or efficacy.  For example,  
¶ DFPS case #42938656 involved a confirmed allegation of neglect against the 

facility for failure to follow Individual #10 ψȭÓ 0.-0 ×ÈÉÃÈ ÁÄÄÒÅÓÓÅÄ ÈÉÓ ÈÉÇÈ 
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# Provision  Assessment of Status Compliance  

risk for fractures.  Staff involved in the incident reported that they were never 
trained on his plan.   

¶ DFPS case ##43018646 also involved a confirmed allegation of neglect when 
Individual #75 sustained a serious injury during bathing.  Staff involved in the 
incident were not implementing his plan to address his risk for fractures.  The 
investigation included a recommendation to train all residential staff at the 
home involved on use of bathing equipment.  Documentation indicated that 
training was not completed until three weeks after the incident.  All staff should 
have been trained immediately to prevent similar incidents from occurring. 

¶ Individual #47 had a plan in place to address her high risk for falls and injury.  
She sustained a serious injury on 4/20/14.  A preliminary investigation 
indicated that staff were not following her risk action plan.  Her QIDP had not 
completed a monthly review of supports and services in the past six months to 
ensure that supports were being implemented and were effective. 

¶ )ÎÄÉÖÉÄÕÁÌ Πσρσ ×ÁÓ ÈÏÓÐÉÔÁÌÉÚÅÄ ȰÍÕÌÔÉÐÌÅ ÔÉÍÅÓ ÏÖÅÒ ÔÈÅ ÐÁÓÔ ÙÅÁÒȱ ÁÃÃÏÒÄÉÎÇ 
to an ISPA dated 2/7/14.  He was considered high risk for aspiration and 
respiratory compromise.  His IDT met 2/7/14 to update supports.  The ISPA 
indicated that the IDT would reconvene in 30 days to review supports.  There 
was no indication that the team met again.  His QIDP had not completed monthly 
reviews over the past six months. 

 
Many of the risk action plans in the sample reviewed did not include specific risk 
indicators to be monitored for all areas of risk.  Risk action plans often referred to an 
ancillary plan in place or instructions were too general (e.g., follow-up with PCP, follow 
PNMP).  Not all ancillary plans were integrated into the ISP, so staff did not have a 
comprehensive plan to monitor all supports.  It was not evident that clinical data were 
gathered and reviewed at least monthly for all risk areas.   
 
To move in the direction of substantial compliance, the monitoring team recommends 
that the facility consider the following: 

1. Develop action plans with measurable criteria for assessing outcomes.  
2. Ensure that staff designated to implement plans have access to those plans. 
3. Document the implementation of action plans. 
4. Document that clinical data is gathered and reviewed at least monthly. 
5. Document action taken to revise supports when data indicates that current 

supports are not effective. 
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SECTION J:  Psychiatric Care and 
Services 

 

Each Facility shall provide psychiatric 
care and services to individuals 
consistent with current, generally 
accepted professional standards of care, 
as set forth below:  
 

Steps Taken to Assess Compliance: 
 
Documents Reviewed: 

o Any policies, procedures and/or other documents addressing the use of pretreatment sedation 
medication 

o For the past six months, a list of individuals who received pretreatment sedation medication for 
dental procedures 

o For the last 10 individuals participating in psychiatry clinic who required medical/dental 
pretreaÔÍÅÎÔ ÓÅÄÁÔÉÏÎȟ Á ÃÏÐÙ ÏÆ ÔÈÅ ÄÏÃÔÏÒȭÓ ÏÒÄÅÒȟ ÎÕÒÓÅÓ ÎÏÔÅÓȟ ÐÓÙÃÈÉÁÔÒÙ ÎÏÔÅÓ ÁÓÓÏÃÉÁÔÅÄ ×ÉÔÈ 
the incident, documentation of any IDT meeting associated with the incident  

o Ten examples of documentation of psychiatric consultation regarding pretreatment sedation for 
dental or medical clinic 

o List of all individuals with medical/dental desensitization plans and date of implementation 
o A description of any current process by which individuals receiving pretreatment sedation were 

evaluated for any needed mental health services beyond desensitization protocols 
o Individuals prescribed psychotropic/psychiatric medication, and for each individual: name of 

individual; name of prescribing psychiatrist; residence/home; psychiatric diagnoses inclusive of 
Axis I, Axis II, and Axis III; medication regimen (including psychotropics, nonpsychotropics, and 
PRNs, including dosage of each medication and times of administration); frequency of clinical 
contact (note the dates the individual was seen in the psychiatric clinic for the past six months and 
the purpose of this contact, for example: comprehensive psychiatric assessment, quarterly 
medication review, or emergency psychiatric assessment); date of the last annual PBSP review; 
date of the last annual ISP review 

o A list of individuals prescribed benzodiazepines, including the name of medication(s) prescribed 
and duration of use 

o A list of individuals prescribed anticholinergic medications, including the name of medication(s) 
prescribed and duration of use 

o A list of individuals diagnosed with Tardive Dyskinesia, including the name of the physician who 
was monitoring this condition, and the date and result of the most recent monitoring scale utilized 

o Documentation of inservice training for facility nursing staff regarding administration of MOSES 
and DISCUS examinations 

o Examples of MOSES and DISCUS examination for 10 different individuals, including the 
ÐÓÙÃÈÉÁÔÒÉÓÔȭÓ ÐÒÏÇÒÅÓÓ ÎÏÔÅ ÆÏÒ ÔÈÅ ÐÓÙÃÈÉÁÔÒÙ ÃÌÉÎÉÃ ÆÏÌÌÏ×ÉÎÇ ÃÏÍÐÌÅÔÉÏÎ ÏÆ ÔÈÅ -/3%3 ÁÎÄ 
DISCUS examinations 

o A separate list of individuals being prescribed each of the following: anti-epileptic medication 
being used as a psychotropic medication in the absence of a seizure disorder; Lithium; tricyclic 
antidepressants; Trazodone; beta blockers being used as a psychotropic medication; 
Clozaril/Clozapine; Mellaril; Reglan 

o List of new facility admissions for the previous six months and whether a REISS screen was 
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completed 
o Spreadsheet of all individuals (both new admissions and existing residents) who had a REISS 

screen completed in the previous 12 months  
o For four individuals enrolled in psychiatric clinic who were most recently admitted to the facility: 

Information Sheet; Consent Section for psychotropic medication; ISP, and ISP addendums; 
Behavioral Support Plan; Human Rights Committee review of Behavioral Support Plan; Restraint 
Checklists for the previous six months; Annual Medical Summary; Quarterly Medical Review; 
Hospital section for the previous six months; X-ray, laboratory examinations and 
electrocardiogram for the previous six months.; Comprehensive Psychiatric Evaluation; Psychiatry 
clinic notes for the previous six months; MOSES/DISCUS examinations for the previous six months; 
Pharmacy Quarterly Drug Regimen Review for the previous six months; Consult section; 
0ÈÙÓÉÃÉÁÎȭÓ ÏÒÄÅÒÓ ÆÏÒ the previous six months; Integrated Progress Notes for the previous six 
months; Comprehensive Nursing Assessment; Dental Section including desensitization plan if 
available 

o A list of families/LARs who refused to authorize psychiatric treatments and/or medication 
recommendations 

o A list of all meetings and rounds that were typically attended by the psychiatrist, and which 
categories of staff always attended or might attend, including any information that is routinely 
ÃÏÌÌÅÃÔÅÄ ÃÏÎÃÅÒÎÉÎÇ ÔÈÅ 0ÓÙÃÈÉÁÔÒÉÓÔÓȭ Áttendance at the IDT, ISP, and BSP meetings 

o A list and copy of all forms used by the psychiatrists 
o All policies, protocols, procedures, and guidance that related to the role of psychiatrists  
o A list of all psychiatrists including board status; with indication who was designated as the 
ÆÁÃÉÌÉÔÙȭÓ ÌÅÁÄ ÐÓÙÃÈÉÁÔÒÉÓÔ 

o CVs of all psychiatrists who worked in psychiatry, including any special training such as forensics, 
disabilities, etc. 

o Description of administrative support offered to the psychiatrists 
o Schedule of consulting neurologist 
o A list of individuals participating in psychiatry clinic who had a diagnosis of seizure disorder  
o Any quality assurance documentation regarding facility polypharmacy 
o Spreadsheet of all individuals designated as meeting criteria for intra -class polypharmacy, 

including medications in process of active tapering; and justification for polypharmacy 
o Facility-wide data regarding polypharmacy, including intra-class polypharmacy 
o For the last 10 newly prescribed psychotropic medications: Psychiatric Treatment 

Review/progress notes documenting the rationale for choosing that medication; signed consent 
form; PBSP; HRC documentation 

o For the last six months, a list of any individuals for whom the psychiatric diagnoses were revised, 
including the nÅ× ÁÎÄ ÏÌÄ ÄÉÁÇÎÏÓÅÓȟ ÁÎÄ ÔÈÅ ÐÓÙÃÈÉÁÔÒÉÓÔȭÓ ÄÏÃÕÍÅÎÔÁÔÉÏÎ ÒÅÇÁÒÄÉÎÇ ÔÈÅ ÒÅÁÓÏÎÓ 
for the choice of the new diagnosis over the old one(s) 

o List of all individuals age 18 or younger receiving psychotropic medication 
o Name of every individual assigned to psychiatry clinic who had a psychiatric assessment per 

Appendix B, with the name of the psychiatrist who performed the assessment, date of assessment, 
and the date of facility admission 
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o Appendix B style evaluations for the following 10 individuals:  
¶ Individual # 261, Individual #138, Individual #4, Individual #305, Individual #17, 

Individual #142, Individual #204, Individual #290, Individual #106, and Individual #174 
o Documentation of psychiatry attendance at ISP, ISPA, BSP, or IDT meetings 
o A list of individuals requiring chemical restraint and/or protective supports in the last six months 
o Section J presentation book 

 
Documents requested onsite: 

o Facility specific psychiatry services policy. 
o List of individuals meeting criteria for polypharmacy who have been reviewed by polypharmacy 

committee. 
o Documentation resulting from ISP dated 4/30/14 regarding Individual #337. 
o All data submitted, progress notes and doctors orders from psychiatry clinic 4/28/14 regarding 

Individual #93, Individual #171, Individual #104, Individua l #120, and Individual #249. 
o  Data regarding the number of individuals in psychiatry clinic who meet criteria for polypharmacy. 
o Tracking data for psychiatry attendance at ISP meetings vs. the number of meetings held. 
o Tracking data for psychiatry IIRF submission for the last six months. 
o Five examples of psychiatry IIRF submissions. 
o Minutes from the MOSES/DISCUS work group meeting for the previous six months. 
o !ÌÌ ÄÁÔÁ ÓÕÂÍÉÔÔÅÄȟ ÄÏÃÔÏÒȭÓ ÏÒÄÅÒÓ ÁÎÄ ÐÒÏÇÒÅÓÓ ÎÏÔÅÓ ÆÒÏÍ ÅÍÅÒÇÅÎÃÙ ÐÓÙÃÈÉÁÔÒÙ ÃÌÉÎÉÃ τȾσπȾρτ 

regarding Individual #255. 
o Copy of neurology/epileptology clinical information book. 
o Psychiatry support plans for Individual #264 and Individual #299. 
o These documents: 
o Demographic Data Sheet  
o Consent Section (last six months) 
o Individual Support Plan, ISPAs, and signature sheets (last six months) 
o Social History (most current) 
o Positive Behavior Support Plan and addendums 
o Psychological Evaluation and update 
o Human Rights Committee review of consent for psychotropic medication, pretreatment sedation, 

and BSP (most current) for the last six months 
o Restraint Checklists for the past six months 
o Suicide Risk Assessment for the last six months 
o Pretreatment Sedation Assessment-most current 
o !ÎÎÕÁÌ 0ÈÙÓÉÃÉÁÎȭÓ 3ÕÍÍÁÒÙȟ %ÖÁÌÕÁÔÉÏÎȟ 0ÈÙÓÉÃÁÌ %ØÁÍ 
o Quarterly Medical Review 
o Active Medical Problem List 
o Hospital section for the previous six months 
o Electrocardiogram, laboratory, and X-ray results for the previous six months 
o Comprehensive Psychiatric Evaluation 
o Psychiatry clinic notes for the previous six months 
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o MOSES/DISCUS examinations for the previous six months 
o Pharmacy Quarterly Drug Regimen Review for the previous six months 
o Consult section/Neurology Consults for the past year 
o Pharmacy Annual Evaluation 
o 0ÈÙÓÉÃÉÁÎȭÓ ÏÒÄÅÒÓ ÆÏÒ ÔÈÅ ÐÒÅÖÉÏÕÓ ÓÉØ ÍÏÎÔÈÓ 
o Comprehensive Annual (most current)  
o Quarterly Nursing Assessment (most current) 
o Integrated progress notes for the previous six months 
o Annual weight graph 
o Seizure graph/Record (Active) last six months 
o Vital Sign Records for the past six months 
o Health Management Plan (most current) 
o Current list of all medications (MAR) 
o Safety Plan/Crises Plan 
o For the following individuals:   

¶ Individual #183, Individual #214, Individual #154, Individual #315, Individual #248, 
Individual #255, Individual #310, Individual #277, and Individual #264 

 
Interviews and Meetings Held: 

o David V. Espino, M.D., Medical Director 
o Sharon M. Tramonte, Pharm. D., Lead Pharmacist  
o Charlotte Fisher, M.A., LPC-S, BCBA, Director of Behavioral Health Services 
o Sergio H. Luna, M.D., facility psychiatrist; Samantha Denise Duran, R.N, psychiatric nurse; and 

Teresa Ann Valdez, psychiatry assistant 
o Sergio H. Luna, M.D. 

 
Observations Conducted: 

o Psychiatry clinic 4/28/14 regarding Individual #93, Individual #171, Individual #104, Individual 
#120, and Individual #249. 

o Emergency psychiatry clinic 4/30/14 regarding Individual #255.  
o ISP dated 4/30/14 regarding Individual #337 
o Morning Medical Meeting  
o Pharmacy and Therapeutics Committee   
o Dental Desensitization Committee 
o Polypharmacy Oversight Committee (POC) meeting  
o Medical Staff Meeting  
o Observation of individuals in various homes throughout visit  

 
Facility Self -Assessment: 
 
SASSLC continued to use the self-assessment format it developed for the last review.  The facility rated 
itself as being in substantial compliance with three provisions: J1, J2, and J12.  The monitoring team agreed 
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with two of these J1 and J12.  
 
The psychiatry department included a list of the results of the self-assessment.  Further, they were 
numbered and each result had a corresponding item of the activities engaged in to conduct the self-
assessment.  In that regard, the psychiatry department attempted to identify activities and outcomes.  
 
The facility described the activities engaged in to conduct the review of a particular provision item, the 
results and findings from these activities, and a self-rating of substantial compliance or noncompliance 
along with a rationale.  The psychiatry clinic staff provided the majority of the update for section J to the 
monitoring team because of the ongoing vacancy in the position of facility lead psychiatrist.  
 
In the comments/status section of each item of the provision, there was a summary of the results of the 
self-assessment and the self-ÒÁÔÉÎÇȢ  4ÈÅ ÍÏÎÉÔÏÒÉÎÇ ÔÅÁÍȭÓ ÒÅÖÉÅ× ×ÁÓ ÂÁÓÅÄ ÏÎ ÏÂÓÅÒÖÁÔÉÏÎȟ ÓÔÁÆÆ 
interview, and document review.  In discussions with the psychiatry department, the need for improved 
integration with other disciplines was noted.  Most provision items in this section rely on collaboration 
with other disciplines.  
 
The facility would benefit from the eventual development of a self-monitoring tool that mirrors the content 
ÏÆ ÔÈÅ ÍÏÎÉÔÏÒÉÎÇ ÔÅÁÍȭÓ ÒÅÖÉÅ× ÆÏÒ ÅÁÃÈ ÐÒÏÖÉÓÉÏÎ ÉÔÅÍ ÏÆ ÓÅÃÔÉÏÎ *ȟ ÔÈÁÔ ÉÓȟ ÔÏÐÉÃÓ ÔÈÁÔ ÔÈÅ ÍÏÎÉÔÏÒÉÎÇ ÔÅÁÍ 
commented upon, suggestions, and recommendations made within the narrative in order for the facility to 
reach the goals and requirements to move in the direction of substantial compliance.  
 
Even though work is needed, the monitoring team wants to acknowledge the efforts of the psychiatry 
department in the absence of a lead psychiatrist. 
 
The monitoring team did not agree with the facility self-assessment regarding J2.  This provision was rated 
in substantial compliance during the previous monitoring period.  At that time, it was noted that the facility 
psychiatric staff needed to continue their current level of documentation and attend to the number of 
Appendix B comprehensive assessments that were outstanding in order to maintain this rating for the next 
monitoring period.  While documentation quality was consistent, the facility had only managed to complete 
an additional 14 Comprehensive Psychiatric Evaluations in six months.  Given that 54% of individuals 
currently participating in psychiatry clinic did not have a current CPE, this provision was rated in 
noncompliance, in disagreement with the facility self-assessment. 
 
3ÕÍÍÁÒÙ ÏÆ -ÏÎÉÔÏÒȭÓ !ÓÓÅÓÓÍÅÎÔȡ 
 
SASSLC was found to be in substantial compliance with two provisions in this section.  Since the last 
monitoring visit, there had been challenges due to a turnover in psychiatric clinic staff.  The facility lead 
psychiatrist position remained vacant and one full time psychiatrist and temporary locum tenens providers 
were providing services.  Currently, 65% of the facility population (154 individuals) was receiving services 
via psychiatry clinic. 
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The monitoring team observed two psychiatric clinics.  Per interviews with psychiatrists and behavioral 
health staff, as well as observation during psychiatry clinics, IDT members were attentive to the individual 
and to one another.  There was participation in the discussion and collaboration between the disciplines 
(psychiatry, behavioral health, nursing, QIDP, direct care staff, and the individual).  
 
During both clinics, there were reports that some individuals were experiencing increased behavioral 
challenges.  These were opportunities for psychiatry and behavioral health to work together to develop 
non-pharmacological interventions for specific individuals, but the IDT did not concentrate on this during 
the clinics observed or in the documentation reviewed.  It was time to expand this vital area of clinical 
intervention to include identification and implementation of non-pharmacological regimens that would be 
beneficial to the individual instead of a generic plan.  The monitoring team similarly identified paucity of 
combined assessment and case formulation as only 46% of comprehensive psychiatric evaluations per 
Appendix B had been completed.  
 
Further effort must be made regarding determination of the extent of pretreatment sedation for medical 
procedures, to develop a clinical consultation process for this similar to that utilized for dental clinic.  The 
attention of the IDT was necessary to implement interdisciplinary coordination for individuals who 
required pretreatment sedations for procedures, for appropriateness of desensitization plan, without 
restriction on the receipt of necessary dental and/or medical intervention.  Plans must be individualized 
according to the need and skill acquisition level of the individual, along with specific personalized 
reinforcers that would be desirable for the individual.   
 
The Appendix B evaluations were generally of adequate quality, although the small percentage completed 
resulted in this provision item being rated in noncompliance.  The completion of a Comprehensive 
Psychiatric Evaluation may actually be utilized in lieu of a quarterly evaluation if completed during the time 
frame of when the quarterly is due, as long as the necessary elements capture the up to date data.  
 
The prior lead psychiatrist at SASSLC determined that at least one more FTE was necessary, particularly to 
address the completion of the comprehensive assessments and to enhance the attendance of psychiatrists 
in the ISP meetings.  Due to the lack of sufficient psychiatric resources (as summarized by the facility) to 
ensure the provision of services necessary, provision J5 remained in noncompliance.  The paucity of 
psychiatric resources was also reportedly the determining factor in other areas, specifically related to 
completion of comprehensive psychiatric evaluations (J6) and the implementation of informed consent 
practices via the prescribing practitioner (J14). 
 
During this monitoring period, the facility had made changes to the manner in which additional 
medications (i.e., chemical restraints) were categorized.  The facility reported a total of three chemical 
restraints during this monitoring period.  There were an additional 16 medication administrations that 
were categorized as PEMA (psychiatric emergency medication administration).  Given this change in 
category, these administrations were not subjected to post emergency restraint review processes.  There 
was currently no policy and procedure in effect to define this practice or to outline the procedures that 
must be followed.   



Monitoring Report for San Antonio State Supported Living Center  119 

 
 
# Provision  Assessment of Status Compliance  

J1 Effective immediately, each 
Facility shall provide psychiatric 
services only by persons who are 
qualified professionals. 

Qualifications and Experience 
The psychiatrists providing services at the facility were either board eligible or board 
certified in psychiatry by the American Board of Psychiatry and Neurology.  One provider, 
board certified in general psychiatry, was also board eligible in Child and Adolescent 
psychiatry.  He had numerous years of experience providing assessment and treatment for 
individuals with developmental disabilities and had previously provided services at another 
SSLC.  He was employed at SASSLC since 4/16/12.  
 
Since the last visit, there remained a vacancy in the position of lead psychiatrist.  There 
were two contracted locum tenens psychiatrist who provided services during this 
monitoring period.  One of these providers was board certified in general psychiatry and 
board eligible in child and adolescent psychiatry.  The other provider was board eligible in 
general psychiatry.  Both providers had approximately two years experience in the 
treatment of individuals with developmental disabilities. 
-ÏÎÉÔÏÒÉÎÇ 4ÅÁÍȭÓ #ÏÍÐÌÉÁÎÃÅ 2ÁÔÉÎÇ 
Based on the qualifications of the current psychiatric staff, this item was rated in substantial 
compliance.  Psychiatry staffing, administrative support, and the determination of required 
FTEs will be reviewed in section J5.  
 

Substantial 
Compliance 

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. 

Number of Individuals Evaluated 
At SASSLC, 154 of the 235 individuals (65%) received psychopharmacologic intervention at 
the time of this onsite review.  The limited psychiatric resources (addressed in J5) was one 
of the factors resulting in the insufficient number of completed Appendix B evaluations 
(discussed in J6).   
 
Evaluation and Diagnosis Procedures 
The monitoring team observed one regularly scheduled and one emergency psychiatry 
clinic.  It was apparent that the team members attending the clinic were well meaning and 
interested in the treatment of the individual.  The quarterly psychiatric evaluations were 
×ÅÌÌ ÏÒÇÁÎÉÚÅÄȠ ÔÈÅÒÅ ×ÁÓ ÁÌÓÏ ÇÏÏÄ ÄÉÓÃÕÓÓÉÏÎ ÁÎÄ ÄÏÃÕÍÅÎÔÁÔÉÏÎ ÏÆ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ 
history and presenting symptoms.   
 
The reviews observed during the visit were not geared toward a revision of diagnostic 
criteria and identification of the specific indications for the psychotropic medications.  This 
would have been challenging, however, due to the lack of identification of specific target 
symptoms for monitoring response to prescribed medications. 
 
Clinical Justification 

Noncompliance 
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# Provision  Assessment of Status Compliance  

The facility self-assessment noted there were 71 of 71 (100%) Quarterly Clinic Addendum-
Treatment Plan Reviews done during 9/1/13 to 2/28/13 and that all were documented by 
the facility as being performed in a clinically justifiable manner with a rationale for the 
prescription of psychotropic medications.  These data were confusing because 154 
individuals participat ed in psychiatry clinic.  As such, for there to be 100% compliance with 
quarterly clinic reviews, 154 reviews would have to be performed. 
 
Per a review of 13 records, there was evidence of appropriate clinical documentation, but 
there was a need to further differentiate psychiatric target symptoms from other 
maladaptive behaviors, such as self-injurious behaviors and/or aggression that were not 
necessarily associated with the assigned DSM-IV diagnosis. 
 
Tracking Diagnoses and Updates 
The facility maintained a spreadsheet that indicated changes in Axis I diagnoses.  The sheet 
noted the previous diagnosis, the new diagnosis, and a brief justification for the change in 
diagnosis.  There were concerns regarding these data: of the 12 diagnosis changes, three 
justifications said ÔÈÅ ÐÒÅÖÉÏÕÓ ÄÉÁÇÎÏÓÉÓ ȰÄÏÅÓ ÎÏÔ ÍÁËÅ ÓÅÎÓÅȢȱ 
 
-ÏÎÉÔÏÒÉÎÇ 4ÅÁÍȭÓ #ÏÍÐÌÉÁÎÃÅ 2ÁÔÉÎÇ 
This provision was rated in substantial compliance during the previous monitoring period.  
At that time, it was noted that the facility psychiatric staff needed to continue their current 
level of documentation and attend to the number of Appendix B comprehensive 
assessments that were outstanding in order to maintain this rating for the next monitoring 
period.  While documentation quality was consistent, the facility had only managed to 
complete an additional 14 Comprehensive Psychiatric Evaluations in six months.  The 
completion of a Comprehensive Psychiatric Evaluation may actually be utilized in lieu of a 
quarterly evaluation if completed during the time frame when the quarterly was due as long 
as it captures up to date data.  This should facilitate further completion of these critical 
assessments.  As discussed in J6, the completion of these assessments was likely hampered 
by a lack of sufficient psychiatric resources and turnover in providers.  Given that 54% of 
individuals currently participating in psychiatry clinic do not have a current CPE, this 
provision was rated in noncompliance, in disagreement with the facility self-assessment. 
 

J3 Commencing within six months 
of the Effective Date hereof and 
with full implementation within 
one year, psychotropic 
medications shall not be used as 
a substitute for a treatment 
program; in the absence of a 
psychiatric diagnosis, 

Treatment Program/Psychiatric Diagnosis 
Per this provision, individuals prescribed psychotropic medication must have a treatment 
program in order to avoid utilizing psychotropic medication in lieu of a treatment plan or in 
the absence of a diagnosis.  Per the review of 13 records, all had a psychiatric diagnosis 
noted in the record.  
 
Per this provision, individuals prescribed psychotropic medication must have an active 
treatment program.  In all records reviewed, individuals prescribed medication did have a 

Noncompliance 
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# Provision  Assessment of Status Compliance  

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 on file.  The quality of the content of the PBSP documentation is 
addressed in section K of this report.   
 
There was no indication that psychotropic medications were being used as punishment or 
for the convenience of staff.  Behavioral health representatives and other staff disciplines 
were present in psychiatric clinics observed throughout the visit.  Given the documentation 
reviewed and observations of psychiatry clinic performed during the course of this 
monitoring period, there were collaborative efforts with regard to the pharmacological 
interventions.  As discussed in J2 above, observations did not include reviews of specific 
ÄÉÁÇÎÏÓÅÓȟ ÈÏ×ÅÖÅÒȟ ÄÏÃÕÍÅÎÔÁÔÉÏÎ ÉÎ ÔÈÅ Ȱ1ÕÁÒÔÅÒÌÙ #ÌÉÎÉÃ !ÄÄÅÎÄÕÍ-Treatment Plan 
2ÅÖÉÅ×ȱ ÄÉÄ ÒÅÖÉÅ× ÔÈÅ ÄÏÃÕÍÅÎÔÅÄ ÄÉÁÇÎÏÓÅÓȢ  !Î ÅØÐÁÎÓÉÏÎ ÏÆ ÔÈÉÓ ÒÅÖÉÅ× ÓÈÏÕÌÄ ÉÎÃÌÕÄÅ 
a routine review of non-pharmacological interventions, either occurring or proposed. 
 
It will be important for ongoing collaboration to occur between behavioral health and 
psychiatry to formulate a cohesive case formulation, and in the joint determination of 
psychiatric target symptoms and descriptors or definitions of the target symptoms 
associated with the assigned DSM-IV diagnosis, inclusive of behavioral data, and in the 
process generate a hypothesis regarding behavioral-pharmacological interventions for each 
individual, and that this information is documented in the individualȭÓ ÒÅÃÏÒÄ ÉÎ Á ÔÉÍÅÌÙ 
manner.  During this monitoring review, issues related to data were noted.  It was noted 
that in many cases, the behaviors tracked via behavioral health did not relate to the 
determined diagnosis, again, making response to prescribed medication impossible to 
determine.  Per interviews with facility staff, the facility had begun to implement the 
psychiatric support plan (PSP), which would allow for the determination of target 
symptoms for monitoring response to psychotropic medication. 
 
Emergency use of Psychotropic Medications 
The facility use of emergency psychotropic medication for individuals during periods of 
agitation/aggression/SIB (i.e., chemical restraint) had remained stable.  During the prior 
monitoring period, there were five incidents involving three different individuals.  During 
this monitoring period, there were three incidents involving two individuals.  A review of 
the documentation provided by the facility revealed that in all three of the instances, a 
ÐÓÙÃÈÉÁÔÒÉÓÔȭÓ ÐÒogress note regarding the incident was not included.  
 
Data regarding the extent of the use of chemical restraint may be misleading.  In the 
intervening period since the previous monitoring review, the facility had begun to 
categorize the administration of ÁÄÄÉÔÉÏÎÁÌ ÐÓÙÃÈÏÔÒÏÐÉÃ ÍÅÄÉÃÁÔÉÏÎ ÁÓ Ȱ0ÓÙÃÈÏÔÒÏÐÉÃ 
%ÍÅÒÇÅÎÃÙ -ÅÄÉÃÁÔÉÏÎ !ÄÍÉÎÉÓÔÒÁÔÉÏÎȱ ɉ0%-!ɊȢ  4ÈÅÒÅ ×ÁÓ ÎÏ ÐÏÌÉÃÙ ÁÎÄ ÐÒÏÃÅÄÕÒÅ 
outlining this designation, and the use of these medications did not result in post restraint 
monitoring or review.  From September 2013 through April 2014 there were 16 
administrations of PEMA for eight individuals.  Of these administrations, seven were 
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# Provision  Assessment of Status Compliance  

intramuscular injections.  Of these, Individual #214 received four separate administrations 
of Zyprexa 10 mg on 11/24/13 for a total of Zyprexa 40 mg.  This dosage is over the FDA 
recommended daily dosage limit of 30 mg.  
 
During previous monitoring reviews, the simultaneous use of multiple psychotropic 
medications as a chemical restraint was discussed.  Currently, for the three chemical 
restraints reported, only single agents were utilized.  A review of PEMA data, on the other 
hand, revealed four instances where two medications were utilized.  A more parsimonious 
approach to chemical restraint would be preferable, especially in light of the potential for 
negative side effects with medication polypharmacy.  In situations where the psychiatrist 
opines that chemical restraint is necessary, particularly involving multiple agents at one 
time, it  must be justified via clinical documentation whether the medication is classified as a 
chemical restraint or as PEMA. 
 
-ÏÎÉÔÏÒÉÎÇ 4ÅÁÍȭÓ #ÏÍÐÌÉÁÎÃÅ 2ÁÔÉÎÇ 
The facility self-rated this item in noncompliance due to inconsistent integration between 
psychiatry and behavioral health regarding treatment planning, nonpharmacological 
interventions, and behavior support planning.  They did note progress with regard to the 
reduction in the utilization of multi -agent chemical restraints for those administrations 
classified as chemical restraints.  Given the discussion noted above, the monitoring team 
was in agreement with the facility self-assessment and this provision remained in 
noncompliance. 

J4 Commencing within six months 
of the Effective Date hereof and 
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 pretreatment sedation. The 
pretreatment 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. 

Extent of Pretreatment Sedation 
There were two lists of individuals who received pretreatment sedation for either medical 
or dental clinic.  The facility provided data in one comprehensive list of individuals who 
received pretreatment sedation medication or TIVA for dental procedures that included: 
individuaÌȭÓ ÎÁÍÅȟ ÄÅÓÉÇÎÁÔÉÏÎ ÉÎÄÉÃÁÔÉÎÇ ÄÅÎÔÁÌ ÐÒÅÔÒÅÁÔÍÅÎÔ ÓÅÄÁÔÉÏÎȟ ÄÁÔÅ ÔÈÅ ÓÅÄÁÔÉÏÎ 
was administered, name, dosage, and route of the medication, the date of the IDT review to 
minimize the need for the use of the medication, an indication of whether or not the 
individual was participating in psychiatry clinic, and an indication of whether or not the 
individual had a desensitization plan.  A second listing of individuals who received 
pretreatment sedation for medical procedures was provided that included: the date the 
ÓÅÄÁÔÉÏÎ ×ÁÓ ÁÄÍÉÎÉÓÔÅÒÅÄȟ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÎÁÍÅȟ ÔÈÅ ÍÅÄÉÃÁÔÉÏÎȟ ÄÏÓÁÇÅȟ ÁÎÄ ÒÏÕÔÅ ÏÆ ÔÈÅ 
medication, the name of the physician who ordered the medication, and the indication. 
 
The dental listing from September 2013 through February 2014 indicated there were 66 
instances of pretreatment sedation for dental clinic.  The summary also included when TIVA 
was administered (TIVA is reviewed in section Q).   
 
Of the 66 administrations of pretreatment sedation, 43 were TIVA.  Of all 66 
administrations, 47 were for individuals currently participating in psychiatry clinic who 

Noncompliance 
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were also administered a daily regimen of psychotropic medication and, therefore, were at 
risk for potential drug-drug interactions.   
 
Data regarding individuals receiving pretreatment sedation for medical procedures 
indicated that between September 2013 and April 2014, there were seven administrations.  
Of these, three were for Individual #310.  This individual was administered intramuscular 
Ativan 2 mg, intramuscular Benadryl 50 mg, and oral Benadryl 50 mg on 11/13/13.  
Individual #310 was also prescribed psychotropic medications, including Clomipramine, 
Cymbalta, Deplin, Ativan, and Seroquel.  Two administrations were for Individual #178.  
This individual was administered Haldol 5 mg and Ativan 2 mg orally.  Individual #178 was 
also prescribed Tegretol, Carbamazepine, and Klonopin.  Given the number of medications 
each of these individuals was prescribed, the addition of two agents for pretreatment 
sedation was concerning due to the potential for drug-drug interactions. 
 
In the previous monitoring report, concerns regarding individuals receiving multiple 
pretreatment sedations were documented.  Data reviewed for this monitoring period did 
not reveal individuals receiving numerous pretreatment sedations, however, as noted 
above, there were two individuals who received two or more agents for the purposes of one 
pretreatment sedation for a medical procedure.  For dental clinic, there were four 
individuals who received sedation twice during this period.  All of these individuals were 
participating in psychiatry clinic.   
 
Interdisciplinary Coordination  
There were 10 examples provided of multidisciplinary consultation regarding the 
utilization of pretreatment sedation for individuals in dental clinic.  Unfortunately, there 
were no examples provided for pretreatment sedation for individuals requiring medical 
procedures.  Nine of the 10, however, were dated prior to this monitoring period. 
 
The 10 examples provided revealed consultative recommendations from primary care, 
psychiatry, and pharmacy.  Give the information on the form, it was not possible to 
determine what the consensus recommendation was.  Per staff report, the consensus 
recommendation was obtained during a review of the consultation during the morning 
medical meeting.  This was not observed during this monitoring visit because there were no 
pending consultations during this time. 
 
Desensitization Protocols and Other Strategies 
A list of all individuals with medical/dental desensitization plans and date of 
implementation were requested.  Information provided indicated that there were no 
currently implemented desensitization plans.  This was echoed by the facility self-
assessment, which indicated that none of 163 individuals (0%) receiving psychiatric 
services who required pretreatment sedation had a pending desensitization plan 
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implemented within the past six months.   
 
Discussions with facility staff indicated that there had been some progress with regard to 
assessment of individuals who required pretreatment sedation.  A dental desensitization 
committee had been convened and met monthly.  This group had created a listing of 
individuals who required pretreatment sedation indicating where each individual was in 
the assessment process, had developed a routine general assessment process modeled after 
one utilized at Lufkin SSLC, and were planning to develop an appointment preference 
assessment to assist with adherence.  The monitoring team discussed with facility staff 
concerns regarding the lack of policy and procedure governing pretreatment sedation 
processes.  The development of this document would help formalize the process and 
delineating responsibilities for staff. 
 
The monitoring team discussed with facility staff that what was first necessary was a 
process to triage those individuals who would be immediately amenable to desensitization, 
ÁÎÄ ÔÈÅÎ ÁÎ ÉÎÄÉÖÉÄÕÁÌÉÚÅÄ ÁÓÓÅÓÓÍÅÎÔ ÏÆ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÁÂÉÌÉÔÉÅÓ ÁÎÄ ×ÈÅÒÅ ÔÈÁÔ ÉÎÄÉÖÉÄÕÁÌ 
could start desensitization, on a continuum.  For example, some individuals may be able to 
come to dental clinic and sit in the dental chair.  Others may be able to start with basic 
dental hygiene activities.   
 
The facility should understand that the goal of this provision is that there be treatments or 
strategies to minimize or eliminate the need for pretreatment sedation.  That is, formal 
desensitization programs may not be necessary for all individuals, though certainly will be 
necessary for some individuals. 
 
Monitoring After Pretreatment Sedation 
A review of documentation regarding the nursing follow-up and monitoring after 
administration of pretreatment sedation revealed that nursing documented assessment of 
the individual and vital signs.  There had also been an expansion of monitoring due to the 
implementation of regular TIVA clinics.  A nurse was assigned to the dental clinic to monitor 
individuals following TIVA.  In order for the nurse to be experienced with TIVA, nursing 
staff and dental clinic staff had identified a staff member to participate regularly.  If 
individuals recovered appropriately from TIVA, they were returned to their home for 
monitoring by their regular nursing staff.  If there were any concerns, the individual would 
spend the night in a home with 24-hour nursing services (however, see the example 
presented in sections L and Q).   
 
-ÏÎÉÔÏÒÉÎÇ 4ÅÁÍȭÓ #ÏÍÐÌÉÁÎÃÅ 2ÁÔÉÎÇ 
This item remains in noncompliance, in agreement with the facility self-assessment, as 
further effort must be made regarding the determination of the extent of pretreatment 
sedation for medical procedures, in the development of a clinical consultation process for 
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medical pretreatment sedation similar to that utilized for dental clinic, and in regard to 
documentation of the consensus recommendations.  Further, the facility must develop a 
continuum of individualized interventions from simple strategies to desensitization plans in 
an effort to reduce their reliance upon pretreatment sedation. 
 

J5 Commencing within six months 
of the Effective Date hereof and 
with full implementation within 
two years, each Facility shall 
employ or contract with a 
sufficient number of full-time 
equivalent board certified or 
board eligible psychiatrists to 
ensure the provision of services 
necessary for implementation of 
this section of the Agreement. 

Psychiatry Staffing 
Approximately 65% of the census received psychopharmacologic intervention requiring 
psychiatric services at SASSLC as of 4/28/14.  There were two FTE psychiatrists providing 
services at the time of this monitoring visit, one was an employee, the other provided via a 
contract with a locum tenens company.  The two facility psychiatrists were scheduled to 
work 40 hours per week and were available after hours via telephone consultation.  The 
current contract physician began work just prior to this monitoring visit.  During the 
monitoring period, two other contract psychiatrists had provided services at the facility. 
 
Administrative Support 
There was a full time psychiatry assistant and a full time psychiatric nurse.  These staff, 
although enthusiastic and energetic, were experiencing difficulties due to the lack of a lead 
psychiatrist.  The facility was reportedly in the process of attempting to recruit a full time 
psychiatrist for the lead position. 
 
Determination of Required FTEs 
It was questionable whether the current allotment of psychiatric clinical services was 
sufficient to provide clinical services at the facility.  At the time of the review, there were a 
total of 80 available clinical hours.  Currently, one psychiatrist had a caseload of 96 
individuals whereas the second, temporary, psychiatrist had a caseload of 58.  Caseloads of 
this level did not allow for time to address completion of the Comprehensive Psychiatric 
Evaluations or to allow for regular attendance at ISP meetings. 
 
SASSLC should engage in an activity to determine the amount of psychiatry service FTEs 
required.  This computation should consider hours for clinical responsibility, obtaining 
consent for psychotropic medications, documentation of delivered care (i.e., quarterly 
ÒÅÖÉÅ×Óȟ !ÐÐÅÎÄÉØ " ÅÖÁÌÕÁÔÉÏÎÓɊȟ ÒÅÑÕÉÒÅÄ ÍÅÅÔÉÎÇ ÔÉÍÅ ɉÅȢÇȢȟ ÐÈÙÓÉÃÉÁÎȭÓ ÍÅÅÔÉÎÇÓȟ 
behavior support planning, emergency ISP attendance, discussions with nursing staff, call 
responsibility, participation in polypharmacy meetings), in addition to improved 
coordination of psychiatric treatment with neurology, primary care, other medical 
consultants, pharmacy, and behavioral health.  If additional psychiatric resources are not 
available, the facility could consider midlevel providers (e.g., nurse practitioners). 
 
The facility self-assessment included information regarding some of the activities each 
psychiatric physician participated in over the course of the previous six months.  These data 
did not include parameters, such as time requirements for each activity and/or an analysis 

Noncompliance 
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of the data, but did result in a self-rating of noncompliance due to lack of sufficient 
psychiatric resources needed to provide required services. 
 
-ÏÎÉÔÏÒÉÎÇ 4ÅÁÍȭÓ #ÏÍÐÌÉÁÎÃÅ 2ÁÔÉÎÇ 
Due to the lack of necessary psychiatric resources, this provision remained in 
noncompliance in agreement with the facility self-assessment. 
 

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 case 
formulation, consistent with 
current, generally accepted 
professional standards of care, as 
described in Appendix B. 

Appendix B Evaluations Completed 
For the previous monitoring report, SASSLC psychiatry staff provided a list of 58 
comprehensive psychiatric evaluations (CPE) per Appendix B guidelines that were 
completed as of 8/29/13.  In the intervening period since the previous review, an additional 
14 CPEs were completed.  Given that 154 individuals received treatment via psychiatry 
clinic, 54% of individuals still required CPE. 
 
There was a facility-ÓÐÅÃÉÆÉÃ ÐÏÌÉÃÙ ÁÎÄ ÐÒÏÃÅÄÕÒÅ ÅÎÔÉÔÌÅÄ Ȱ3!33,# 0ÓÙÃÈÉÁÔÒÙ #ÌÉÎÉÃÁÌ 
3ÅÒÖÉÃÅÓ 0ÏÌÉÃÙȱ ÉÍÐÌÅÍÅÎÔÅÄ χȾρȾρσȢ  )Ô ÉÎÃÌÕÄÅÄ Á ÎÅ× ÐÓÙÃÈÉÁÔÒÙ clinic form as well as 
quarterly addendum notes inclusive of treatment planning regarding the use of 
psychotropic medications.  The comprehensive nature of psychiatry clinical consultation 
had been expanded to include all facility homes, and per observation and documentation 
reviewed, this comprehensive clinical process had been maintained.  Given the changes in 
psychiatry clinic required by the policy (e.g., increased number of clinics, longer clinics, 
need for increased information provided for clinic, increased documentation requirements 
for all clinic attendees), the implementation had not been without challenges.   
 
Appendix B style evaluations were reviewed for the following 10 individuals: Individual 
#261, Individual #138, Individual #4, Individual #305, Individual #17, Individual #142, 
Individual #204, Individual #290, Individual #106, and Individual #174.  
 
The CPEs performed by the current psychiatric physicians were complete in that they 
followed the recommended outline and included pertinent information.  All of the examples 
included a five-axis diagnosis and documented a detailed discussion regarding the 
justification of diagnostics.   
 
All Appendix B evaluations reviewed included case conceptualizations and history that 
reviewed information regaÒÄÉÎÇ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÄÉÁÇÎÏÓÉÓȟ ÉÎÃÌÕÄÉÎÇ ÔÈÅ ÓÐÅÃÉÆÉÃ ÓÙÍÐÔÏÍ 
clusters that led the writer to make the diagnosis, factors that influenced symptom 
ÐÒÅÓÅÎÔÁÔÉÏÎȟ ÁÎÄ ÉÍÐÏÒÔÁÎÔ ÈÉÓÔÏÒÉÃÁÌ ÉÎÆÏÒÍÁÔÉÏÎ ÐÅÒÔÉÎÅÎÔ ÔÏ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÃÕÒÒÅÎÔ 
level of functioning.   
 
Treatment recommendations inclusive of non-pharmacological interventions were included 
in the documentation, however, the examples generally did not include any other 
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ÎÏÎÐÈÁÒÍÁÃÏÌÏÇÉÃÁÌ ÉÎÔÅÒÖÅÎÔÉÏÎÓ ÏÕÔÓÉÄÅ ÏÆ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ 0"30Ȣ 
 
Monitoring TeaÍȭÓ #ÏÍÐÌÉÁÎÃÅ 2ÁÔÉÎÇ 
Although the completed evaluations were generally of adequate quality, the small 
percentage of those completed resulted in this provision remaining in noncompliance, in 
agreement with the facility self-assessment.  Per interviews with the psychiatry clinic staff, 
there were plans to schedule comprehensive psychiatric evaluations each month.  The 
ÐÓÙÃÈÉÁÔÒÉÓÔÓȭ ÄÕÔÉÅÓ ×ÏÕÌÄ ÒÅÑÕÉÒÅ ÔÈÅ ÃÏÍÐÌÅÔÉÏÎ ÏÆ ÁÐÐÒÏØÉÍÁÔÅÌÙ ÅÉÇÈÔ ÅÖÁÌÕÁÔÉÏÎÓ ÐÅÒ 
month in order to meet substantial compliance with this provision within 11 months.   
 

J7 Commencing within six months 
of the Effective Date hereof and 
with full implementation within 
two years, as part of the 
comprehensive functional 
assessment process, each Facility 
shall use the Reiss Screen for 
Maladaptive Behavior to screen 
each individual upon admission, 
and each individual residing at 
the Facility on the Effective Date 
hereof, for possible psychiatric 
disorders, except that individuals 
who have a current psychiatric 
assessment  
need not be screened. The 
Facility shall ensure that 
identified individuals, including 
all individuals admitted with a 
psychiatric diagnosis or 
prescribed psychotropic 
medication, receive a 
comprehensive psychiatric 
assessment and diagnosis (if a 
psychiatric diagnosis is 
warranted) in a clinically 
justifiable manner. 

Reiss Screen Upon Admission 
The Reiss screen, an instrument used to screen each individual for possible psychiatric 
disorders, was to be administered upon admission, and for those already at SASSLC who did 
not have a current psychiatric assessment.   
¶ The facility had four new admissions for the previous six months with all of these 

individuals being administered a Reiss screen within two weeks of admission.  
¶ One individual was admitted in October 2013.  The Reiss screen was administered 

10/4/13.  This individual was not referred to psychiatry clinic for a CPA within the 
required time frame.  The CPA was completed 10 weeks following admission on 
12/19/13.  

¶ Another individual  was admitted to the facility in February 2014.  Per the facility 
self-assessment, this individual had a CPE within 30 days of admission.  This 
ÉÎÄÉÖÉÄÕÁÌȭÓ ÒÅÃÏÒÄ ×ÁÓ ÐÒÏÖÉÄÅÄ ÆÏÒ ÒÅÖÉÅ×, but the CPE was not included.  In 
addition, this individual was not included in the list of completed CPEs. 

 
Reiss Screen for Each Individual (excluding those with current psychiatric assessment) 
This was a difficult item to assess due the lack of integration between the psychiatry and 
behavioral health department in the presentation and comparison of the data.  The total 
facility census was 235 with 154 individuals (65%) enrolled in psychiatry clinic.  Therefore, 
81 individuals were eligible for baseline Reiss screening.  A listing of individuals who had 
received Reiss Screens included the names of all individuals residing at the facility.  There 
×ÅÒÅ χφ ÉÎÄÉÖÉÄÕÁÌÓ ×ÈÏ ÈÁÄ ÒÅÓÕÌÔÓ ȰÃÏÎÓÉÓÔÅÎÔ ×ÉÔÈ Á ÍÅÎÔÁÌÌÙ ÈÅÁÌÔÈ ÉÎÄÉÖÉÄÕÁÌȢȱ   
 
Given the data provided, it was difficult to determine which individuals were enrolled in the 
psychiatry clinic, which were referred and entered the clinic following a routine Reiss 
Screen, which were screened due to a change in status and then entered the clinic, and 
which had received a required baseline screening.  Regardless, given that all individuals 
were represented, and there were scores for all individuals (though dates of screenings 
were not always included), it appeared that baseline screenings had been completed.  In 
ÁÄÄÉÔÉÏÎȟ ÄÁÔÁ ÒÅÖÉÅ×ÅÄ ÒÅÖÅÁÌÅÄ ÔÈÁÔ ÉÎ ÆÏÕÒ ÉÎÓÔÁÎÃÅÓ Á ȰÒÅÐÅÁÔȱ 2ÅÉÓÓ 3ÃÒÅÅÎ ÈÁÄ ÂÅÅÎ 
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performed due to change in status.  Given the manner of presentation of the data, it was not 
ÐÏÓÓÉÂÌÅ ÔÏ ÄÅÔÅÒÍÉÎÅ ÔÈÅ ÏÕÔÃÏÍÅ ÏÆ ÔÈÅ ȰÒÅÐÅÁÔȱ 2ÅÉÓÓ 3ÃÒÅÅÎ ɉÉȢÅȢȟ ÉÆ ÉÔ ÌÅÄ ÔÏ Á 
comprehensive psychiatric evaluation). 
 
Referral for Psychiatric Evaluation Following Reiss Screen 
The referral and response process for psychiatric consultation following Reiss Screening 
×ÁÓ ÉÎÃÌÕÄÅÄ ÉÎ ÐÏÌÉÃÙ ÁÎÄ ÐÒÏÃÅÄÕÒÅ ÅÎÔÉÔÌÅÄȟ Ȱ3!33,# 0ÓÙÃÈÉÁÔÒÙ #ÌÉÎÉÃÁÌ 3ÅÒÖÉÃÅÓ 0ÏÌÉÃÙȢȱ  
The procedure included a requirement for Reiss Screening of all new facility admissions, for 
a psychiatry clinic within 10 working days of admission for new admissions that have been 
identified as in need of psychiatric services, and for completion of a comprehensive 
psychiatric evaluation in Appendix B format within 30 calendar days of admission.  The 
document did not address the use of the screen for change of status, or referral to 
psychiatry due to a positive screen or a change in status. 
 
-ÏÎÉÔÏÒÉÎÇ 4ÅÁÍȭÓ #ÏÍÐÌÉÁÎÃÅ 2ÁÔÉÎÇ 
The facility self-rated this provision in noncompliance and the monitoring team is in 
agreement.  Data presented during this monitoring review were improved in that it 
appeared that baseline screens had been completed.  There were issues in that individuals 
newly admitted to the facility did not have a completed comprehensive psychiatric 
evaluation performed within 30 days as required by policy.  In addition, there was no 
allowance for Reiss Screening or psychiatric referral due to change of status in policy.  It 
was not possible to determine the outcome of the four instances where individuals received 
Reiss Screening due to changes in status (e.g., death of a family member or caregiver, 
relocation, health issues).   
 

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 
formulation. 

Policy and Procedure 
0ÅÒ ÔÈÅ Ȱ0ÓÙÃÈÉÁÔÒÙ 3ÅÒÖÉÃÅÓ 0ÒÏÃÅÄÕÒÅ -ÁÎÕÁÌȱ ÄÁÔÅÄ υȾςσȾρσȟ ȰÅÁÃÈ ÓÔÁÔÅ ÃÅÎÔÅÒ ×ÉÌÌ 
develop and implement a system to integrate pharmacologic treatments with behavioral 
ÁÎÄ ÏÔÈÅÒ ÉÎÔÅÒÖÅÎÔÉÏÎÓ ÔÈÒÏÕÇÈ ÃÏÍÂÉÎÅÄ ÁÓÓÅÓÓÍÅÎÔ ÁÎÄ ÃÁÓÅ ÆÏÒÍÕÌÁÔÉÏÎȣÁÎÎÕÁÌ ÁÎÄ 
quarterly r eviews will be conducted with participation of the IDT and the individual (if the 
ÉÎÄÉÖÉÄÕÁÌ ÉÓ ÁÂÌÅ ÔÏ ÐÁÒÔÉÃÉÐÁÔÅɊȢȱ  4ÈÅ ÐÏÌÉÃÙ ÔÈÅÎ ÄÅÆÉÎÅÄ ÔÈÅ ÒÏÌÅÓ ÏÆ )$4 ÍÅÍÂÅÒÓ 
including nursing, behavioral health, QIDP, DSP, dietary, habilitation therapy, and workshop 
representatives outlining a system to integrate pharmacological treatment with behavioral 
and other interventions. 
 
The facility had a facility specific policy and procedure regarding psychiatry in effect dated 
7/1/13, but this document did not specifically address a system to integrate 
pharmacological treatments with behavioral and other interventions.  However, psychiatry 
clinics were far more comprehensive than they had been by including staff from various 
disciplines to ensure appropriate discussion and treatment planning for individuals.  This 
was observed during the current monitoring review.  The more comprehensive clinic 
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process had been fully implemented at the facility. 
 
Interdisciplinary Collaboration Efforts 
The monitoring team observed two separate psychiatric clinics (one scheduled and one 
emergency).  Per interviews with psychiatry and behavioral health staff, as well as 
observation during psychiatry clinics, IDT members were attentive to the individual and to 
one another.  There was participation in the discussion and collaboration between the 
disciplines (psychiatry, behavioral health, nursing, QIDP, direct care staff, and the 
individual).  There were improvements in the quality of data provided by behavioral health.  
In the regularly scheduled clinic observed during this monitoring visit, data were graphed 
and up to date.  Psychiatry staff interviewed reported concerns regarding the 
consistency/integrity of data collected.  It was noted that data graphs had improved and 
frequently included timelines or event markers.  In addition, it was observed and reported 
by psychiatry clinic staff that behavioral health staff were making efforts to provide an 
analysis for data results.  Behavioral health staff must improve the description and analysis 
of the data and their assessment of what the presented data means, so that all members 
present have a good understanding.   
 
While data were documented in the record as the impetus for medication adjustments, both 
psychiatry and behavioral health staff predominantly discussed maladaptive behavior, such 
as aggression and self-injurious behavior, but did not focus on the observable psychiatric 
symptoms that resulted in the assigned psychiatric diagnosis.   
 
Medication decisions made during clinic observations conducted during this onsite review 
were based on approximately 20 minute observations/interactions with the individuals, as 
well as the review of information provided during the time of the clinic.  In the regularly 
scheduled psychiatry clinic observation, the psychiatrist met with the individual and his or 
ÈÅÒ ÔÒÅÁÔÍÅÎÔ ÔÅÁÍ ÍÅÍÂÅÒÓ ÄÕÒÉÎÇ ÃÌÉÎÉÃȟ ÄÉÓÃÕÓÓÅÄ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÐÒÏÇÒÅÓÓ ×ÉÔÈ ÔÈÅÍȟ 
and discussed the plan, if any, for changes to the medication regimen.  As stated repeatedly 
in this report, there was an IDT process within the psychiatry clinic with representatives 
from various disciplines participating in the clinical encounter.  While this was a positive 
development, again, there was a need for improvement in the analyzed data with regard to 
ÍÁËÉÎÇ ÁÄÊÕÓÔÍÅÎÔÓ ÔÏ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÐÓÙÃÈÏÔÒÏÐÉÃ ÍÅÄÉÃÁÔÉÏÎ ÒÅÇÉÍÅÎȢ  &ÏÒ ÔÈÅ 
emergency psychiatry clinic, the psychiatrist met with the individual, the nurse case 
manager, and DSP staff.  A formal data presentation was not available due to the emergent 
nature of the consultation. 
 
A review of the behavioral health and psychiatric documentation for 13 individual records 
revealed ÃÁÓÅ ÆÏÒÍÕÌÁÔÉÏÎÓ ÔÈÁÔ ÔÉÅÄ ÔÈÅ ÉÎÆÏÒÍÁÔÉÏÎ ÒÅÇÁÒÄÉÎÇ Á ÐÁÒÔÉÃÕÌÁÒ ÉÎÄÉÖÉÄÕÁÌȭÓ ÃÁÓÅ 
ÔÏÇÅÔÈÅÒȟ ÄÏÃÕÍÅÎÔÅÄ ÉÎ ÔÈÅ Ȱ1ÕÁÒÔÅÒÌÙ #ÌÉnic Addendum-4ÒÅÁÔÍÅÎÔ 0ÌÁÎ 2ÅÖÉÅ×Ȣȱ  4ÈÅÒÅ 
was clear documentation of the IDT process in psychiatry clinic as well as the use of 
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ÉÎÆÏÒÍÁÔÉÏÎ ÆÒÏÍ ÏÔÈÅÒ ÄÉÓÃÉÐÌÉÎÅÓ ÉÎ ÔÈÅ ÆÏÒÍÕÌÁÔÉÏÎ ÏÆ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÄÉÁÇÎÏÓÉÓȢ  7ÈÁÔ 
made this process challenging was that, ÉÎ ÍÁÎÙ ÃÁÓÅÓȟ ÔÈÅ Ȱ1ÕÁÒÔÅÒÌÙ #ÌÉÎÉÃ !ÄÄÅÎÄÕÍ-
4ÒÅÁÔÍÅÎÔ 0ÌÁÎ 2ÅÖÉÅ×ȱ ×ÁÓ ÔÈÅ ÏÎÌÙ ÃÁÓÅ ÆÏÒÍÕÌÁÔÉÏÎ ÁÖÁÉÌÁÂÌÅȢ  4ÈÉÓ ×ÁÓ ÄÕÅ ÔÏ ÔÈÅ 
paucity of comprehensive psychiatric evaluations completed per Appendix B.  Therefore, 
there were inconsistencies with regard to the implementation of a system to integrate 
pharmacological treatments with behavioral and other interventions through combined 
assessment and case formulation. 
 
#ÁÓÅ ÆÏÒÍÕÌÁÔÉÏÎ ÓÈÏÕÌÄ ÐÒÏÖÉÄÅ ÉÎÆÏÒÍÁÔÉÏÎ ÒÅÇÁÒÄÉÎÇ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÄÉÁÇÎÏÓÉÓȟ ÉÎÃluding 
the specific symptom clusters that led the writer to make the diagnosis, factors that 
influenced symptom presentation, and important historical information pertinent to the 
ÉÎÄÉÖÉÄÕÁÌȭÓ ÃÕÒÒÅÎÔ ÌÅÖÅÌ ÏÆ ÆÕÎÃÔÉÏÎÉÎÇȢ  There was minimal discussion during the 
psychiatric clinics regarding results of objective assessment instruments being utilized to 
track specific symptoms related to a particular diagnosis.  The use of objective instruments 
(i.e., rating scales and screeners) that are normed for this particular population would be 
useful to psychiatry and behavioral health in determining the presence of symptoms and in 
monitoring symptom response to targeted interventions.   
 
Integration of Treatment Efforts Between Behavioral Health and Psychiatry 
The biggest challenges with regard to integration remained as outlined: 
¶ The presentation of behavioral data was not helpful in determination of the efficacy 

of the psychopharmacological regimen. 
¶ The deficiency in the completion of the collaborative case formulations for each 

individual enrolled in psychiatry clinic per Appendix B. 
¶ The need for the identification and implementation of non-pharmacological 
ÉÎÔÅÒÖÅÎÔÉÏÎÓ ÓÐÅÃÉÆÉÃ ÔÏ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÎÅÅÄÓȢ 

¶ The current vacancy in the position of lead psychiatrist. 
 
Coordination of Behavioral and Pharmacological Treatments 
There was cause for concern with regard to some examples of rapid, multiple medication 
regimen alterations in the absence of data review to determine the effect of a specific 
medication change on the ÉÎÄÉÖÉÄÕÁÌȭÓ ÓÙÍÐÔÏÍÓ ÏÒ ÂÅÈÁÖÉÏÒÓȢ  4ÈÅ ÇÅÎÅÒÁÌÌÙ ÁÃÃÅÐÔÅÄ 
professional standard of care is to change medication dosages slowly, one medication at a 
time, while simultaneously reviewing the data regarding identified target symptoms.  In this 
manner, the psychiatrist can make data driven decisions with regard to medications, and 
the team can determine the need to increase or alter behavioral supports to address 
symptoms.  This type of treatment coordination was not evident in the psychiatric clinics 
observed, or in the clinical documentation reviewed.  Additionally, documents reviewed 
ÒÅÖÅÁÌÅÄ Á ÐÁÕÃÉÔÙ ÏÆ ÎÏÎÐÈÁÒÍÁÃÏÌÏÇÉÃÁÌ ÉÎÔÅÒÖÅÎÔÉÏÎÓ ÏÕÔÓÉÄÅ ÏÆ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ 0"30Ȣ 
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For example, Individual #95 had multiple medication regimen changes over the course of 
three days 4/8/14 through 4/10/14:  
¶ 4/8/14 Haldol 5 mg IM was administered as a single dose.  Note: this medication 

administration was not classified as a chemical restraint, but rather as PEMA 
(psychiatric emergency medication administration).   

¶ 4/9/14 Z yprexa started at 15 mg at bedtime. 
¶ 4/9/14 Lorazepam increased to 3 mg three times daily. 
¶ 4/10/14 a cross taper of Prozac/Zoloft was initiated. 
¶ 4/10/14 Cogentin started at 0.5 mg twice daily. 

 
2ÅÖÉÅ× ÏÆ ÔÈÉÓ ÉÎÄÉÖÉÄÕÁÌȭÓ ÒÅÃÏÒÄ ÒÅÖÅÁÌÅÄ ÔÁÒÇÅÔ ÓÙÍÐÔÏÍÓ ÆÏÒ the specific medication 
documented by the psychiatrist.  The multiple medication regimens over this brief period of 
ÔÉÍÅ ÄÉÄ ÎÏÔ ÁÌÌÏ× ÆÏÒ Á ÒÅÖÉÅ× ÏÆ ÄÁÔÁ ÔÏ ÄÅÔÅÒÍÉÎÅ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÒÅÓÐÏÎÓÅ ÔÏ ÔÈÅÓÅ 
regimen changes.  In addition, it was documented that Individual #95 had been engaging in 
aggressive, self-injurious behavior resulting in administration of intramuscular 
medications.  Due to a change in reporting, this was classified as PEMA as opposed to a 
chemical restraint.  For additional discussion regarding this topic, see J3. 
 
-ÏÎÉÔÏÒÉÎÇ 4ÅÁÍȭÓ #ÏÍÐÌÉÁÎÃÅ 2ÁÔÉÎÇ 
The monitoring team agreed with the facility self-assessment that this provision remained 
in noncompliance.  The monitoring team identified a paucity of combined assessment and 
case formulation, a lack of identification of non-pharmacologic treatment interventions 
outside of the PBSP, and a lack of coordination in behavioral and pharmacological 
interventions.  
 

J9 Commencing within six months 
of the Effective Date hereof and 
wi th 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 

Psychiatry Participation in PBSP and other IDT activities  
The prescribing psychiatric practitioners did not routinely attend meetings regarding 
behavioral support planning for individuals assigned to their caseload, therefore, psychiatry 
staff were not consistently involved in the development of the plans.  The facility self-rated 
noncompliance due to the continued need for PBSPs to be reviewed in collaboration with 
the IDT by the psychiatrist.   
 
The data provided by the self-assessment indicated that of 10 PBSP documents reviewed by 
the psychiatrist during this monitoring period, all 10 ÄÏÃÕÍÅÎÔÅÄ Á ȰÄÉÓÃÕÓÓÉÏÎ ÏÆ ÓÔÒÁÔÅÇÉÅÓ 
to reduce the use of emergency medications and generate a hypothesis regarding 
behavioral-pharmacological interventions as evidenced by the prescribing psychiatrists 
written documÅÎÔÁÔÉÏÎ ÏÆ ÔÈÅ ÒÅÖÉÅ×ÅÄ 0"30Ȣȱ  4ÈÅ ÓÅÌÆ-assessment also noted that 30 of 67 
ɉτυϷɊ 0"30 ÒÅÖÉÅ×Ó ÄÕÒÉÎÇ ÐÓÙÃÈÉÁÔÒÙ ÃÌÉÎÉÃ ÒÅÆÌÅÃÔÅÄ Ȱ)$4 ÍÅÍÂÅÒ ÓÉÇÎÁÔÕÒÅÓ ÏÎ ÔÈÅ 
corresponding clinic note to indicated collaborative efforts in determining the least 
intrusiv e interventions to treat the behavioral or psychiatric condition, and whether the 
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interventions, in combination or 
alone. If it is concluded that the 
individual is best served through 
use of psychotropic medication, 
the ISP must also specify non-
pharmacological treatment, 
interventions, or supports to 
address signs and symptoms in 
order to minimize the need for 
psychotropic medication to the 
degree possible. 

individual will be best served primarily through behavioral, pharmacology, or other 
ÉÎÔÅÒÖÅÎÔÉÏÎÓȟ ÉÎ ÃÏÍÂÉÎÁÔÉÏÎ ÏÒ ÁÌÏÎÅȢȱ  4ÈÅÓÅ ÄÁÔÁ ×ÅÒÅ ÃÏÎÆÕÓÉÎÇ because there were 154 
individuals participating in psychiatry clinic.  Therefore, only 19% of PBSP documents had 
been reviewed.  To meet the requirements of this provision, there needs to be an indication 
that the psychiatrist was involved in the development of the PBSP, as specified in the 
wording of this provision J9, and that the required elements are included in the document.   
 
This provision focuses on the least intrusive and most positive interventions to address the 
ÉÎÄÉÖÉÄÕÁÌȭÓ ÃÏÎÄÉÔÉÏÎ ɉÉȢÅȢȟ ÂÅÈÁÖÉÏÒÁÌ ÁÎÄȾÏÒ ÐÓÙÃÈÉatric) in order to decrease the reliance 
on psychotropic medication.  It was warranted for the treating psychiatrist to participate in 
the development of the behavior support plan via providing input or collaborating with the 
author of the plan.  Given the presence of the IDT in psychiatry clinic, the PBSPs were being 
reviewed during a regularly scheduled psychiatric clinic, with additional reviews as 
clinically indicated.   
 
Documentation of psychiatric attendance at IDT, ISP, and PBSP meetings was reviewed.  
There were 38 meetings attended by psychiatry this review period, a reduction from 47 
meetings attended during the previous monitoring review.  From the manner in which the 
data were presented, it was not possible to determine the percentage of meetings attended, 
or if these ISP meetings were held in psychiatry clinic or as a separate meeting.  There were 
no PBSP meetings included in the listing.  If the PBSP meetings occurred in the scope of the 
psychiatric clinic, the psychiatry department should collect and provide data about this. 
 
Treatment via Behavioral, Pharmacology, or other Interventions  
The example highlighted in J8 outlined the continued problems of multiple medication 
regimen adjustments.  Record review noted that the psychiatrists better documented the 
rationale for multiple and rapid medication adjustments, however, concern with regard to 
this practice remains.  Many of the medication changes outlined in the case of Individual 
#154 were done in close temporal proximity to each other, which did not allow for the 
review of data to determine the benefit, or lack thereof, as a result of a specific regimen 
adjustment.   
 
ISP Specification of Non-Pharmacological Treatment, Interventions, or Supports  
Non-pharmacological interventions included references to behavioral supports, work 
programs, and outings.  Conversely, a review of documentation revealed that in each 
psychiatry clinic, for the most part, psychiatry and the IDT members who were present 
reviewed target behaviors, instead of identified psychiatric target symptoms.  The 
implementation of the psychiatric support plan may improve both the identification and 
monitoring of target symptoms.  The comprehensive psychiatric evaluations noted 
recommendations for non-pharmacological interventions in a non-specific manner, 
however, review of the ISP documentation revealed identification of specific activities that 
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individuals were interested in or that could be beneficial in assisting with symptom 
amelioration.  
 
-ÏÎÉÔÏÒÉÎÇ 4ÅÁÍȭÓ #ÏÍÐÌÉÁÎÃÅ 2ÁÔÉÎÇ 
To meet the requirements of this provision, there needs to be an indication that the 
psychiatrist was involved in the development of the PBSP as specified in the wording of this 
provision J9.  The monitoring team agreed with facility self-assessment that this section 
continued to be in noncompliance.  Therefore, this provision was rated as being in 
noncompliance with the following comments: 
¶ The psychiatrists were not able to routinely attend annual ISP meetings because of 

time constraint, but reportedly focused their attention on individuals deemed high 
risk with frequent behavioral challenges.   

¶ There was reportedly psychiatric review of the PBSP during psychiatric clinic.  The 
monitoring team, however, had difficulty locating the summary of such data of 
psychiatric participation in this process.  
 

J10 Commencing within six months 
of the Effective Date hereof and 
with full implementation 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 illness 
outweigh the possible harmful 
effects of psychotropic 
medication and whether 
reasonable alternative treatment 
strategies are likely to be less 
effective or potentially more 
dangerous than the medications. 

Policy and Procedure 
! ÒÅÖÉÅ× ÏÆ $!$3 ÐÏÌÉÃÙ ÁÎÄ ÐÒÏÃÅÄÕÒÅ Ȱ0ÓÙÃÈÉÁÔÒÙ 3ÅÒÖÉÃÅÓȟȱ ÄÁÔÅÄ υȾρȾρσȟ ÎÏÔÅÄ ÔÈÁÔ 
state center responsibilities included that the psychiatrist in collaboration with the IDT 
ÍÅÍÂÅÒÓ ÍÕÓÔ ȰÄÅÔÅÒÍÉÎÅ ×ÈÅÔÈÅÒ ÔÈÅ ÈÁÒÍÆÕÌ ÅÆÆÅÃÔÓ ÏÆ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÍÅÎÔÁÌ ÉÌÌÎÅÓÓ 
outweigh the possible harmful effects of the psychotropic medication and whether 
reasonable alternative treatment strategies are likely to be less effective or potentially more 
ÄÁÎÇÅÒÏÕÓ ÔÈÁÎ ÔÈÅ ÍÅÄÉÃÁÔÉÏÎÓȢȱ   
 
2ÅÖÉÅ× ÏÆ Ȱ3!33,# 0ÓÙÃÈÉÁÔÒÙ #ÌÉÎÉÃÁÌ 3ÅÒÖÉÃÅÓ 0ÏÌÉÃÙȱ ÄÁÔÅÄ χȾρȾρσ ÒÅÖÅÁÌÅÄ ÔÈÁÔ ÐÒÉÏÒ ÔÏ 
ÔÈÅ ÉÎÉÔÉÁÔÉÏÎ ÏÆ Á ÍÅÄÉÃÁÔÉÏÎȟ ÔÈÅ Ȱ.Å× 0ÓÙÃÈÏÔÒÏÐÉÃ -ÅÄÉÃÁÔÉÏÎ *ÕÓÔÉÆÉÃÁÔÉÏÎ &ÏÒÍȱ ÍÕÓÔ 
be completed.  It allowed for documentation regarding the risk versus benefit of treatment 
with a particular medication. 
 
Quality of Risk-Benefit Analysis 
The self-assessment noted that 23 new psychotropic medications were initiated for 18 
individuals.  The facility reported that 20 of 23 psychotropic medications were initiated on 
an emergency basis.  Therefore, only 13% of these prescriptions were begun with routine 
orders and procedure.  Data provided for these 20 new medications initiated on an 
emergency basis did not indicate whether the emergency medications were initiated during 
a regularly scheduled clinic, during a crisis, or due to result of the necessity of an emergency 
psychiatric consultation.  The monitoring team understands that there were probably times 
when the emergency intervention with psychotropic medication was warranted, however, 
it is best to thoroughly review the risk-benefit analysis, when clinically feasible, via the 
formal consent process.  A positive finding was that the facility reported that 23 of 23 of the 

Noncompliance 
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Ȱ.Å× 0ÓÙÃÈÏÔÒÏÐÉÃ -ÅÄÉÃÁÔÉÏÎ *ÕÓÔÉÆÉÃÁÔÉÏÎ &ÏÒÍÓȱ ×ÅÒÅ ÓÉÇÎÅÄ ÂÙ )$4 ÍÅÍÂÅÒÓ ÉÎÃÌÕÄÉÎÇ 
ÔÈÅ ȰÐÓÙÃÈÉÁÔÒÉÃ ÐÒÏÖÉÄÅÒȟ ÐÒÉÍÁÒÙ ÃÁÒÅ ÐÈÙÓÉÃÉÁÎȟ ÁÎÄ ÎÕÒÓÅȢȱ 
 
The monitoring team recommends the facility monitor the pattern of initiating emergency 
psychotropic orders and to ensure that the detailed elements required in the consent 
process are addressed in a timely fashion.  Depending on the indication of the 
psychopharmacologic regimen, beginning an agent for the sole purpose of addressing 
maladaptive behavior on an emergency basis, not associated with a psychiatric diagnosis, 
may better be classified as a chemical restraint, depending on the clinical history.   The 
management of consent will be addressed in J14.   
 
4ÈÅ Ȱ.Å× 0ÓÙÃÈÏÔÒÏÐÉÃ -ÅÄÉÃÁÔÉÏÎ *ÕÓÔÉÆÉÃÁÔÉÏÎ &ÏÒÍȱ ×ÁÓ ÉÎÉÔÉÁÔÅÄ ρρȾρȾρ3 to document 
the risk/benefit analysis with respect to new medication prescriptions.  The form also 
included signature lines for the prescribing psychiatrist, behavioral health specialist, IDT 
members present in the clinic, primary care provider, behavioral therapy committee 
members, and human rights committee.  While it was positive that psychiatry was 
providing information to the team regarding medications, additional work was needed.  For 
instance, the form did not review medications that the individual was already prescribed 
with regard to the risk/benefit analysis and possible drug-drug interactions.   
¶ An example was Individual #95.  She was prescribed Latuda, an atypical 

antipsychotic medication, to treat intermittent explosive disorder inclusive of 
ÓÙÍÐÔÏÍÓ ÏÆ ȰÓÅÌÆ-abusive and explosive behavior that has responded poorly to 
ÂÏÔÈ ÂÅÈÁÖÉÏÒÁÌ ÍÁÎÁÇÅÍÅÎÔ ÁÎÄ ÐÓÙÃÈÏÁÃÔÉÖÅ ÍÅÄÉÃÁÔÉÏÎÓȢȱ  4ÈÅ Ȱ.Å× 
0ÓÙÃÈÏÔÒÏÐÉÃ -ÅÄÉÃÁÔÉÏÎ *ÕÓÔÉÆÉÃÁÔÉÏÎ &ÏÒÍȱ ÍÅÎÔÉÏÎÅÄ ÔÈÉÓ ÉÎÄÉÖÉÄÕÁÌȭÓ history of 
treatment with other antipsychotic medications, including Haldol and Risperidone 
for similar indications with mixed results.  The form did not mention other 
medications prescribed for psychiatric indications, including Trazodone for 
primary insomnia and Ativan for anxiety, agitation, and intermittent explosive 
disorder. 

  
!Ó ÄÉÓÃÕÓÓÅÄ ÉÎ *ρτȟ ÔÈÅÒÅ ×ÅÒÅ ÅØÁÍÐÌÅÓ ÎÏÔÅÄ ÏÆ Ȱ0ÓÙÃÈÉÁÔÒÙ $ÅÐÁÒÔÍÅÎÔ #ÏÎÓÅÎÔ ÆÏÒ 5ÓÅ 
ÏÆ 0ÓÙÃÈÏÁÃÔÉÖÅ -ÅÄÉÃÁÔÉÏÎ ÆÏÒ "ÅÈÁÖÉÏÒ 3ÕÐÐÏÒÔȢȱ  4ÈÉÓ ÄÏÃÕÍÅÎÔȟ ÇÅÎÅÒÁÔÅÄ ÂÙ behavioral 
health ÓÔÁÆÆȟ ÉÎÃÌÕÄÅÄ ÉÎÆÏÒÍÁÔÉÏÎ ÒÅÇÁÒÄÉÎÇ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÄÉÁÇÎÏÓÉÓȟ ÍÅÄÉÃÁÔÉÏÎÓȟ 
potential side effects, and potential benefits.  Potential drug-drug interactions and side 
effects on this list were not adequate (in all examples) and, thus, would not suffice for 
consent.  

 
The risk/benefit documentation for treatment with a psychotropic medication should be 
the primary responsibility of the prescribing physician.  The success of this process will 
require a continued collaborative approach from the inÄÉÖÉÄÕÁÌȭÓ ÔÒÅÁÔÍÅÎÔ ÔÅÁÍȟ ÉÎÃÌÕÓÉÖÅ 
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of the psychiatrist, PCP, and nurse.  It will also require that appropriate data regarding the 
ÉÎÄÉÖÉÄÕÁÌȭÓ ÐÓÙÃÈÉÁÔÒÉÃ ÔÁÒÇÅÔ ÓÙÍÐÔÏÍÓ ÂÅ ÐÒÏÖÉÄÅÄ ÔÏ ÔÈÅ ÐÈÙÓÉÃÉÁÎȟ ÔÈÁÔ ÔÈÅÓÅ ÄÁÔÁ ÁÒÅ 
presented in a manner that is useful to determine efficacy, that the physician reviews said 
data, and that this information is utilized in the risk/benefit analysis.  The input of the 
various disciplines must be documented in order for the facility to meet the requirements of 
this provision.  Given the manner in which the quarterly psychiatry clinics were conducted 
(e.g., thorough interviews and team discussion), the elements necessary for this 
documentation appeared readily available.   
 
Given the improvement in staff attendance at psychiatry clinic, as well as the increased 
amount of time allotted for each clinical consultation, the development of the risk/benefit 
analysis should continue as a collaborative approach during psychiatry clinic.  
Documentation should reflect a thorough process that considers the potential side effects of 
each psychotropic medication along with drug-drug interactions, weighs those side effects 
against the potential benefits, includes a rationale as to why those benefits could be 
expected and a reasonable estimate of the probability of success, and compares the former 
to likely outcomes and/or risks associated with reasonable alternative strategies. 
 
Observation of Psychiatric Clinic  
During some of the psychiatric clinics observed by the monitoring team, the psychiatric 
rationale for a particular medication regimen was discussed with the IDT and some of the 
components of the risk/benefit analysis were undertaken with helpful input from the 
clinical pharmacist.  The team should consider reviewing this type of information together 
via a projector/screen and typing the information during the clinic process.  
Recommendations include accomplishing this goal together with the IDT currently 
participating in psychiatry clinic, access to equipment, and typing information received in 
the clinic setting.  Of course, for the initial entry in the documentation, some prep time will 
be necessary to set up the shell of the document.  The current process involved the 
psychiatrist writing throughout the clinic and at times did not allow for their ongoing 
conversation with the IDT due to task of completing handwritten notes. 
 
Human Rights Committee Activities 
A risk-benefit analysis, if authored by psychiatry, but developed via collaboration with the 
IDT, would then provide pertinent information for the Human Rights Committee (i.e., likely 
outcomes and possible risks of psychotropic medication and reasonable alternative 
treatments).   
 
-ÏÎÉÔÏÒÉÎÇ 4ÅÁÍȭÓ #ÏÍÐÌÉÁÎÃÅ 2ÁÔÉÎÇ 
There was a need for assessment of whether the harmful effects of the individual's mental 
illness outweighed the possible harmful effects of psychotropic medication, and whether 
reasonable alternative treatment strategies were likely to be less effective, or potentially 
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more dangerous, than the medications for all individuals prescribed psychotropic 
medications.  The input of the psychiatrist and various disciplines must occur and be 
documented in order to meet the requirements of this provision. 
 
Although there were improvements noted with regard to psychiatric participation in the 
development of risk/benefit/side effect documentation, challenges remained.  The 
behavioral health department continued to be responsible for the medical consent process 
for psychotropic medication instead of this being assigned to the prescribing 
practitioner/psychiatry staff.  While the currently -implemented form addressed newly 
prescribed agents, it did not list other prescribed psychotropic agents.  
 
The facility reported that 87% of psychotropic medications were initiated on an emergency 
basis.  Depending on the indication of the psychopharmacologic regimen, beginning an 
agent for the sole purpose of maladaptive behavior on an emergency basis, not associated 
with a psychiatric diagnosis, may better be classified as a chemical restraint depending on 
the clinical history. 
 
The facility should monitor the pattern of initiating emergency psychotropic orders and to 
ensure that the prescribing practitioner addresses the detailed elements required in the 
Risk-Benefit Analysis of the consent process.  
 
Given the issues outlined above, this provision will remain in noncompliance in agreement 
with the facility self-assessment.  

J11 Commencing within six months 
of the Effective Date hereof and 
with full implementation within 
one year, each Facility shall 
develop and implement a 
Facility- level review system to 
monitor at least monthly the 
prescriptions of two or more 
psychotropic medications from 
the same general class (e.g., two 
antipsychotics) to the same 
individual, and the prescription 
of three or more psychotropic 
medications, regardless of class, 
to the same individual, to ensure 
that the use of such medications 
is clinically justified, and that 
medications that are not 

Facility-Level Review System 
The facility held the inaugural Polypharmacy Overview Committee (POC) meeting on 
6/22/12.  During this monitoring period, three committee meetings were held (10/22/13, 
1/28/14, and 2/25/14) plus one during the onsite review on 4/29/14.  In addition, there  
was documentation of a review of previous POC recommendations occurring on 12/31/13.  
Per this documentation, original recommendations resulting from the POC meeting were 
reviewed to determine if recommendations were addressed.  A tally of the number of 
individual cases reviewed by POC was requested.  It was reported that of a total of 104 
individuals whose regimens met criteria for polypharmacy, 23 had been reviewed by POC.   
 
The self-assessment outlined that, as of 4/17/14, 151 of 154 (98%) individuals who 
received psychiatric services met criteria for being prescribed polypharmacy.  These data 
indicated an increase in the percentage of individuals prescribed psychiatric polypharmacy 
as compared to the previous monitoring period where 76% of individuals receiving 
psychiatric services met criteria for polypharmacy.  Data provided by the pharmacy 
indicated that 104 individuals receiving psychiatric services met criteria for polypharmacy 
(67%).  These data differ substantially and must be reconciled. 
 

Noncompliance 
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clinically justified are eliminated. When utilizing data provided by pharmacy, calculations revealed that, if the facility 
continues with three POC meetings per monitoring period with an average of three 
individuals reviewed at each meeting, it would require approximately 27 meetings to 
complete the POC reviews, which at the current rate would take 4.5 years to complete. 
 
The POC meeting was observed during the monitoring visit and consisted of a review of the 
pharmaceutical regimens of selected individuals.  There was not a critical review of the 
regimens per se, but rather a review of the case history, current treatment, and monitoring.  
Review of previous meeting minutes did not reveal documentation of the results of reviews 
of individual regimens, but did include plans for further monitoring.  For example, for 
Individual #160 , meeting minutes documented recommendations, ÉÎÃÌÕÄÉÎÇ ȰÃÒÏÓÓ ÔÁÐÅÒ 
2ÉÓÐÅÒÉÄÏÎÅ ÁÎÄ /ÌÁÎÚÁÐÉÎÅ ÉÆ 2ÉÓÐÅÒÉÄÏÎÅ ÁÐÐÅÁÒÓ ÅÆÆÅÃÔÉÖÅȣ Risperidone ineffective and 
has been discontinued...consider challenging Bupropion in the futureȣ×ÉÌÌ ÒÅÃÏÎÓÉÄÅÒ ÉÎ 
ÆÕÔÕÒÅȢȱ 
 
Review of Polypharmacy Data 
Documentation presented during the Pharmacy and Therapeutics meeting 4/28/14 was 
reviewed.  Per these data: 
¶ The total number of individuals residing at the facility prescribed two or more 

psychotropic medications of the same class was 37.  This was an increase from 33 
individuals reported in the previous monitoring period.   

¶ The total number of individuals residing at the facility prescribed three or more 
psychotropic medications was 67.  This was an increase from 66 individuals in the 
previous monitoring period.   

¶ 67% of the individuals prescribed psychotropic medications at SASSLC met criteria 
for polypharmacy.  This percentage is the same as that noted during the previous 
monitoring review. 

¶ The data reported above are significantly different than the data presented in the 
facility self-assessment where it was noted that 98% of individuals receiving 
psychiatric services were prescribed psychotropic polypharmacy. 

¶ Data revealed that for those individuals prescribed intraclass polypharmacy, the 
majority of individuals (61%) were prescribed antipsychotic intraclass 
polypharmacy. 

¶ Data regarding the number of individuals prescribed medications within a specific 
class (outside of those meeting the designation of intra-class polypharmacy) were 
not provided in the committee meeting.  The total number of individuals residing at 
the facility prescribed any psychotropic medication (154) was provided to the 
monitoring team from the psychiatry department. 
 

There were challenges with the review of these data regarding intraclass polypharmacy for 
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review of individuals prescribed two or more AEDs, either due to a seizure diagnosis 
and/or for psychiatric purposes.  The facility should consider reviewing these data and 
revise the indications, if not accurate, for the medications and update the diagnostics in the 
document to be consistent across disciplines (i.e., diagnosis per psychiatrist to be cohesive 
with QDRRs, neurology consultation, etc.)  
 
In some cases, individuals will require polypharmacy and treatment with multiple 
medications that may be absolutely appropriate and indicated.  The prescriber must, 
however, justify  the clinical hypothesis guiding said treatment.  This justification must then 
be reviewed at a facility level review meeting.  This forum should be the place for a vigorous 
discussion regarding reviews of the justification for polypharmacy derived by the IDT in 
psychiatry clinic.  
 
-ÏÎÉÔÏÒÉÎÇ 4ÅÁÍȭÓ #ÏÍÐÌÉÁÎÃÅ 2ÁÔÉÎÇ 
The self-rating by the facility of noncompliance was supported by the monitoring team.  
This element was in the beginning stage as this provision not only required the 
implementation of a facility-level review system to monitor polypharmacy (at least 
monthly), but that medications that are not clinically justified are eliminated.  Given the 
ongoing challenges (e.g., lack of a monthly meeting, review of regimens as opposed to 
critical review), this provision was rated in noncompliance.  The facility must ensure a 
thorough facility level review of polypharmacy regimens and appropriately justify 
polypharmacy for each individual meeting criterion. 
 

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 
psychotropic medication, based 
ÏÎ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÃÕÒÒÅÎÔ ÓÔÁÔÕÓ 
and/or changing needs, but at 
least quarterly. 

Completion Rates of the Standard Assessment Tools (i.e., MOSES and DISCUS) 
In response to the document request for a spreadsheet of individuals who had been 
evaluated with MOSES and DISCUS scores, the facility provided information regarding 
scores and dates of completion of evaluations dated September 2013 through February 
ςπρτȢ  4ÈÅ ÄÁÔÁ ×ÅÒÅ ÐÒÅÓÅÎÔÅÄ ÆÏÒ ÅÁÃÈ ÍÏÎÔÈȟ ÉÎÃÌÕÄÉÎÇ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÎÁÍÅȟ $)3#53 
score, MOSES score, and the dates of completion.  The manner in which the data were 
presented, however, made it difficult to follow the completion of the instruments over the 
course of time because data were not sequential.  Therefore, it was not organized to 
compare scores over time.  A revision in the presentation of data into a spreadsheet may 
assist with tracking both the completion of the instruments over time and changes in scores 
requiring further clinical evaluation.   
 
The self-assessment indicated that 131 of 154 (85%) individuals receiving psychiatric 
services had a MOSES and DISCUS scale completed on a quarterly basis from 9/1/13 to 
12/3 1/13.  For the 23 individuals who did not have timely assessments, it was documented 
ÔÈÁÔ ÎÉÎÅ ÉÎÄÉÖÉÄÕÁÌÓ ȰÒÅÃÅÉÖÅÄ -/3%3Ⱦ$)3#53 ÅÖÁÌÕÁÔÉÏÎ ÂÙ ÁÎ ÅØÔÅÎÄÅÄ ÍÏÎÔÈ ÃÏÍÐÁÒÅÄ 
ÔÏ ÔÈÅ ÑÕÁÒÔÅÒÌÙ ÂÁÓÉÓ ÁÎÄ ρτ ÉÎÄÉÖÉÄÕÁÌÓ ÒÅÃÅÉÖÅÄ ÌÁÔÅ $)3#53 ÅÖÁÌÕÁÔÉÏÎÓȢȱ  )Î ÁÄÄÉtion, it 
was reported the nurse from the psychiatry clinic had continued to review MOSES and 

Substantial 
Compliance 
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DISCUS during clinics as defined by the policy for quality of clinical correlation in regards to 
potential side effects.  
 
Training 
Per the response to the request for information regarding inservice training for facility 
ÎÕÒÓÉÎÇ ÓÔÁÆÆ ÒÅÇÁÒÄÉÎÇ ÁÄÍÉÎÉÓÔÒÁÔÉÏÎ ÏÆ -/3%3 ÁÎÄ $)3#53 ÅØÁÍÉÎÁÔÉÏÎÓȟ ÔÈÅÒÅ ×ÁÓ  ȰÎÏ 
ÅÖÉÄÅÎÃÅ ÆÏÒ ÆÉÌÅȱ ÆÏÒ ÂÏÔÈ ÔÈÉÓ ÒÅÖÉÅ× ÁÎÄ ÔÈÅ ÐÒÅÖÉÏÕÓ ÍÏÎÉÔÏÒÉÎÇ ÖÉÓÉÔȢ  !ÄÄÉÔÉÏÎÁÌ 
information requested onsite revealed that in April 2014, four nurses attended training 
regarding MOSES and DISCUS.  Information previously received noted that the MOSES and 
DISCUS were included in the annual nursing competency assessment, therefore, it would be 
helpful to summarize these data for future monitoring visits.  
 
Quality of Completion of Side Effect Rating Scales 
In regard to the quality of the completion of the assessments for the set of scales reviewed 
(10 examples of each assessment tool), most were completed appropriately and included 
the signature of the psychiatrist.  In all examples, clinical correlation was documented on 
the evaluation form inclusive of the conclusion regarding the presence or absence of a 
diagnosis of Tardive Dyskinesia. 
 
During this monitori ng review, it was noted that the previous MOSES/DISCUS scores were 
ÉÎÃÌÕÄÅÄ ÏÎ ÔÈÅ Ȱ0ÓÙÃÈÉÁÔÒÙ #ÌÉÎÉÃȱ ÆÏÒÍ ÁÌÌÏ×ÉÎÇ ÆÏÒ ÃÏÍÐÁÒÉÓÏÎ ÏÆ ÄÁÔÁ ÆÒÏÍ ÐÒÅÖÉÏÕÓ 
rating periods.  Observation of psychiatry clinics performed during this monitoring period 
revealed that the psychiatric physician attempted to review both the MOSES and DISCUS 
during the clinic encounter.  There were challenges with this process.  Currently, MOSES 
and DISCUS assessment results were being entered into Avatar.  In an effort to maintain 
appropriate documentation, the facility had previously continued with paper 
documentation of the assessments for review during clinic.  During this monitoring visit, 
paper documentation of the assessments was not available in clinic.  Staff reported that they 
were instructed not to provide paper documentation.  This presented a serious challenge 
because there was no infrastructure for access to electronic documents from psychiatry 
clinic.  This was an issue that had been identified by the Performance Improvement Team 
regarding MOSES/DISCUS on 12/17/13.   
 
Thirty -one individuals were noted to have the diagnosis of Tardive Dyskinesia (TD).  This 
was an increase from 26 individuals identified in the previous monitoring report.  Although 
medications, such as antipsychotics and Reglan (Metoclopramide) may cause abnormal 
involuntary motor movements, the same medications may also mask the movements (e.g., 
lowering DISCUS scores).  Twenty-five individuals were prescribed Reglan and three 
(Individual #302, Individual #92,  and Individual #199) were diagnosed with Tardive 
Dyskinesia.  
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Medication reduction or the absence of the antipsychotic or Reglan that occurred during a 
taper or discontinuation may result in increased involuntary movements, restlessness, and 
agitation.  This presentation of symptoms may be confused with an exacerbation of an Axis I 
diagnoses, such as bipolar disorder.  Therefore, all diagnoses inclusive of TD must be 
routinely reviewed and documented.  
 
Implementation of Avatar 
The facility had implemented the Avatar system.  This was an electronic database where 
information , including MOSES and DISCUS results, could be stored.  In the intervening 
period since the previous monitoring period, the Avatar system had been updated to allow 
for physician review and electronic signature of the assessment documents.  While this was 
a good step, there were issues with this process.  Specifically, although the document can be 
maintained electronically, the facility did not have the technological capabilities for the 
assessments to be retrieved during clinical encounters, necessitating the maintenance of 
paper documentation. 
 
-ÏÎÉÔÏÒÉÎÇ 4ÅÁÍȭÓ #ÏÍÐÌÉÁÎÃÅ 2ÁÔÉÎÇ 
Given the documentation of clinical correlation present on the MOSES/DISCUS forms, the 
ability to compare results from previous rating scales due to the documentation included in 
ÔÈÅ Ȱ0ÓÙÃÈÉÁÔÒÙ #ÌÉÎÉÃȱ ÎÏÔÅȟ ÔÈÅ ÉÎÃÌÕÓÉÏÎ ÏÆ -/3%3Ⱦ$)3#53 ÒÅÖÉÅ× ÉÎ ÔÈÅ Ȱ1ÕÁÒÔÅÒÌÙ #ÌÉÎÉÃ 
Addendum-4ÒÅÁÔÍÅÎÔ 0ÌÁÎ 2ÅÖÉÅ×ȟȱ ÁÎÄ ÔÈÅ ÒÅÖÉÅ× ÏÆ ÔÈÅÓÅ ÒÁÔÉÎÇ ÓÃÁÌÅÓ ÄÕÒÉÎÇ ÐÓÙÃÈÉÁÔÒÙ 
clinic, this provision was placed in substantial compliance during the previous monitoring 
review.  During this review, there were challenges with access to documentation of these 
assessment instruments during clinic.  These challenges must be addressed for the 
substantial compliance rating to maintain in upcoming monitoring reviews.   
 

J13 Commencing within six months 
of the Effective Date hereof and 
with full implementation in 18 
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 

Policy and Procedure 
Per a review of the DADS statewide policy aÎÄ ÐÒÏÃÅÄÕÒÅ Ȱ0ÓÙÃÈÉÁÔÒÙ 3ÅÒÖÉÃÅÓȟȱ ÄÁÔÅÄ 
υȾρȾρσȟ ȰÓÔÁÔÅ ÃÅÎÔÅÒÓ ÍÕÓÔ ÉÎÓÕÒÅ ÔÈÁÔ ÉÎÄÉÖÉÄÕÁÌÓ ÒÅÃÅÉÖÅ ÎÅÅÄÅÄ ÉÎÔÅÇÒÁÔÅÄ ÃÌÉÎÉÃÁÌ 
ÓÅÒÖÉÃÅÓȟ ÉÎÃÌÕÄÉÎÇ ÐÓÙÃÈÉÁÔÒÙȢȱ  
 
Ȱ3!33,# 0ÓÙÃÈÉÁÔÒÙ #ÌÉÎÉÃÁÌ 3ÅÒÖÉÃÅÓ 0ÏÌÉÃÙȱ ÄÁÔÅÄ χȾρȾρσ ÏÕÔÌÉÎÅÄ ÔÈÅ ÒÅÑÕÉÒÅÍÅÎÔÓ ÆÏÒ 
psychiatric practice consistent with statewide policy and procedure.  The facility had 
ÉÍÐÌÅÍÅÎÔÅÄ ÔÈÅ Ȱ.Å× 0ÓÙÃÈÏÔÒÏÐÉÃ -ÅÄÉÃÁÔÉÏÎ *ÕÓÔÉÆÉÃÁÔÉÏÎ &ÏÒÍȟȱ ×ÈÉÃÈ ÉÎÃÌÕÄÅÄ 
information, such as the medication dosage, indications, risk/benefit analysis, alternatives 
to treatment, symptoms/behavioral characteristics to be monitored, and the expected 
timeline for therapeutic effects to occur.  Diagnoses were addressed in the quarterly clinic 
notes. 
 
Treatment Plan for the Psychotropic Medication 
Per record reviews for 13 individuals, there were treatment plans for psychotropic 

Noncompliance 
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occur; the objective psychiatric 
symptoms or behavioral 
characteristics that will be 
monitored to assess the 
ÔÒÅÁÔÍÅÎÔȭÓ ÅÆÆÉÃÁÃÙȟ ÂÙ ×ÈÏÍȟ 
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 the 
ÉÎÄÉÖÉÄÕÁÌȭÓ ÃÕÒÒÅÎÔ ÓÔÁÔÕÓ 
and/or changing needs, but no 
less often than quarterly. 

ÍÅÄÉÃÁÔÉÏÎ ÉÎÃÌÕÄÅÄ ÉÎ ÔÈÅ Ȱ1ÕÁÒÔÅÒÌÙ #ÌÉÎÉÃ-4ÒÅÁÔÍÅÎÔ 0ÌÁÎ 2ÅÖÉÅ×ȱ ÄÏÃÕÍÅÎÔÓȢ  ! ÒÅÖÉÅ× 
of documentation noted inclusion of the rationale for the psychiatrist choosing the 
medication (i.e., the current diagnosis or the behavioral-pharmacological treatment 
hypothesis).  Other required elements including the expected timeline for the therapeutic 
effects of the medication to occur were included.  One issue noted in records reviewed was 
the lack of consistency between diagnosis/medication and data points collected. 
 
Psychiatric Participation in ISP Meetings 
The information for psychiatric participation in ISP meetings was summarized above in J9.  
At the time of the onsite review, there was limited psychiatry participation in the ISP 
process.  Given the manner of the data, it was not possible to determine what percentage of 
the total number of meetings the psychiatrist attended.   
 
In an effort to utilize staff resources most effectively, the facility essentially created an IDT 
meeting during psychiatry clinic, thereby incorporating IDT meetings into the psychiatry 
clinic process.  Given the interdisciplinary model utilized during psychiatry clinic, the 
integration of the IDT into psychiatry clinic allowed for improvements in overall team 
cohesion, information sharing, and collaborative case conceptualization. 
 
Psychiatry Clinic 
During this monitoring review, two psychiatry clinics were observed (one regularly 
scheduled and one emergency clinic).  All treatment team disciplines were represented 
during the regularly scheduled clinical encounter.  The team did not rush clinic, spending an 
appropriate amount of time (often 20-30 minutes) with the individual and discussing the 
ÉÎÄÉÖÉÄÕÁÌȭÓ ÔÒÅÁÔÍÅÎÔȢ  0ÒÉÏÒ ÔÏ clinic, the various disciplines (e.g., behavioral health, 
nursing, psychiatry) documented information into the clinic note format in preparation for 
ÔÈÅ ÃÌÉÎÉÃÁÌ ÅÎÃÏÕÎÔÅÒȢ  4ÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÒÅÃÏÒÄ ×ÁÓ ÐÒÅÓÅÎÔ ÉÎ ÃÌÉÎÉÃȟ ÁÎÄ ÔÈÅ ÐÓÙÃÈÉÁÔÒÉÓÔ 
reviewed information in the record. 
 
During clinic, the psychiatrist made attempts to review behavioral data.  Review of 13 
records revealed that in general, data presentation had transitioned into a graphic format, 
making it easier to interpret.  Challenges with data were that data points collected were not 
target symptom specific, which made data based decision making difficult for the 
psychiatrist with regard to determining the efficacy of a specific medication regimen. 
 
In observed clinical encounters, the individualȭÓ ×ÅÉÇÈÔÓ ÁÎÄ ÖÉÔÁÌ ÓÉÇÎÓ ×ÅÒÅ ÄÉÓÃÕÓÓÅÄȟ ÂÕÔ 
the facility did not routinely obtain orthostatic vital signs for those individuals prescribed 
psychotropic medication that was known to cause orthostasis, not even during the time 
period of initial dosing tit ration, or when prescribed in combination with other medications 
ÕÓÅÄ ÔÏ ÔÒÅÁÔ ÈÙÐÅÒÔÅÎÓÉÏÎȟ ÁÎÄȾÏÒ ×ÉÔÈ ÐÏÌÙÐÈÁÒÍÁÃÙ ÒÅÇÉÍÅÎȢ  4ÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÒÅÃÏÒÄ 
and laboratory examinations were reviewed during the clinical encounter and documented 
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in clinic notes.  This was consistently noted in documents. 
 
The individuals enrolled in psychiatry clinic were reportedly seen at a minimum within a 
quarterly time frame.  Given the manner in which data were provided, a confirmation based 
on data review was not possible.  In addition, psychiatry was reportedly conducting many 
clinics on a monthly basis.  This was discussed with the providers during this and the 
previous monitoring visit.  The facility was not adequately staffed with psychiatric 
practitioners to allow for r egularly reoccurring monthly clinics.  It was acknowledged that 
some individuals do require monthly visits due to the acuity of their illness, however, if 
medication changes are made, follow-up can wait until the next regularly scheduled 
quarterly clinic tÏ ÁÌÌÏ× ÆÏÒ ÁÃÃÕÍÕÌÁÔÉÏÎ ÏÆ ÄÁÔÁ ÉÎ ÏÒÄÅÒ ÔÏ ÄÅÔÅÒÍÉÎÅ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ 
response to the medication alteration. 
 
Medication Management and Changes 
Medication dosage adjustments should be done thoughtfully, one medication at a time, so 
that based on the indiÖÉÄÕÁÌȭÓ ÒÅÓÐÏÎÓÅ ÖÉÁ Á ÃÌÉÎÉÃÁÌ ÅÎÃÏÕÎÔÅÒ ÁÎÄ Á ÒÅÖÉÅ× ÏÆ ÁÐÐÒÏÐÒÉÁÔÅ 
target data (both pre and post the medication adjustment), the physician can determine the 
benefit, or lack thereof, of a medication adjustment.  A medication taper should be 
considered to also reflect one dosage change a time, IDT to collect data, and then consider 
another dosage change depending on results of the information.  Some individuals may be 
nonverbal and not be able to explain exactly when the presenting symptoms occurred 
during an ongoing medication taper across several weeks or months.  It was common for 
the taper of medication at SASSLC to be ongoing, such as reduction of a medication every 
several weeks, instead of only one reduction of the medication and then collect further data 
before the next reduction.  This process may be helpful for those prescribed long-term 
psychotropic medication to prevent withdrawal symptomatology and to assess for the 
possible emergence of abnormal motor movements and/or Akathisia. 
 
Monitoring 4ÅÁÍȭÓ #ÏÍÐÌÉÁÎÃÅ 2ÁÔÉÎÇ 
Per a review of the facility self-ÁÓÓÅÓÓÍÅÎÔȟ ÔÈÉÓ ÐÒÏÖÉÓÉÏÎ ×ÁÓ ÒÁÔÅÄ ÉÎ ÎÏÎÃÏÍÐÌÉÁÎÃÅ ȰÁÓ 
evidenced by psychiatry attendance and/or electronic submissions of supporting 
ÄÏÃÕÍÅÎÔÁÔÉÏÎ ÔÏ )$4 ÍÅÍÂÅÒÓ ÉÎÄÉÃÁÔÉÎÇ ÉÎÄÉÖÉÄÕÁÌȭÓ ÃÕÒÒÅÎÔ ÐÓÙÃÈÉÁÔÒÙ ÓÔÁÔÕÓȢȱ  4ÈÅ 
monitoring team rated this provision in noncompliance.  The facility psychiatry staff made 
advancement with regard to development of a treatment plan for psychotropic medication 
that identified the expected timeline for the therapeutic effects of the medication to occur, 
however, improvements are necessary with regard to the identification of target symptoms 
ÁÎÄ ÂÅÈÁÖÉÏÒÁÌ ÃÈÁÒÁÃÔÅÒÉÓÔÉÃÓ ÔÈÁÔ ×ÏÕÌÄ ÂÅ ÍÏÎÉÔÏÒÅÄ ÔÏ ÁÓÓÅÓÓ ÔÈÅ ÔÒÅÁÔÍÅÎÔȭÓ ÅÆÆÉÃÁÃÙȢ  
Given these deficiencies, the facility remained in noncompliance for this item.  
 

J14 Commencing within six months 
of the Effective Date hereof and 

Policy and Procedure 
0ÅÒ $!$3 ÐÏÌÉÃÙ ÁÎÄ ÐÒÏÃÅÄÕÒÅ Ȱ0ÓÙÃÈÉÁÔÒÙ 3ÅÒÖÉÃÅÓȱ ÄÁÔÅÄ υȾρȾρσȟ ȰÂÅÆÏÒÅ ÐÒÅÓÃÒÉÂÉÎÇ 

Noncompliance 
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with full implementation in one 
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 terms of the 
consent shall include any 
limitations on the use of the 
medications or restrictive 
procedures and shall identify 
associated risks. 

ÐÓÙÃÈÏÔÒÏÐÉÃ ÍÅÄÉÃÁÔÉÏÎÓȣÔÈÅ ÓÔÁÔÅ ÃÅÎÔÅÒ ÍÕÓÔ ÐÒÏÖÉÄÅ ÉÎÆÏÒÍÁÔÉÏÎ ÁÂÏÕÔ ÔÈÅ 
psychotropic medications to individuals, their families, and/or their legally authorized 
ÒÅÐÒÅÓÅÎÔÁÔÉÖÅÓȣÍÕÓÔ ÁÄÄÒÅÓÓ ÃÈÁÒÁÃÔÅÒÉÓÔÉÃÓ ÏÆ ÔÈÅ ÍÅÄÉÃÁÔÉÏÎȟ ÉÎÃÌÕÄÉÎÇ ÅØÐÅÃÔÅÄ 
benefits, potential adverse or side effects, dosage, and standard alternative treatments; 
legal rights; and any questions the individual, the family, and/or LAR ÈÁÖÅȢȱ  )Î ÁÄÄÉÔÉÏÎȟ 
DADS was reportedly in the process of developing a statewide policy regarding informed 
consent.  This policy was pending at the time of this monitoring visit. 
 
0ÅÒ ÔÈÅ ÆÁÃÉÌÉÔÙ ÐÏÌÉÃÙ ÁÎÄ ÐÒÏÃÅÄÕÒÅ ÅÎÔÉÔÌÅÄ Ȱ3!33,# 0ÓÙÃÈÉÁÔÒÙ #ÌÉÎÉÃÁÌ 3ÅÒÖÉÃÅÓ 0ÏÌÉÃÙȱ 
implemented 7/1/13, the procedure for prescribing psychotropic medication included: 
Ȱ)ÎÉÔÉÁÔÉÏÎ ÏÆ Á ÎÅ× ÐÓÙÃÈÏÔÒÏÐÉÃ ÍÅÄÉÃÁÔÉÏÎ ÏÎ ÁÎ ÅÍÅÒÇÅÎÃÙ ÂÁÓÉÓȡ Ȭ.Å× 0ÓÙÃÈÏÔÒÏÐÉÃ 
-ÅÄÉÃÁÔÉÏÎ *ÕÓÔÉÆÉÃÁÔÉÏÎ &ÏÒÍȭ ×ÉÌÌ ÂÅ ÆÉÌÌÅÄ ÏÕÔ ÂÙ ÔÈÅ ÐÓÙÃÈÉÁÔÒÙ ÐÒÏÖÉÄÅÒȣÉÆ ÔÈÅÒÅ ÉÓ Á ,!2 
the psychiatry provider will make attempts during clinic to reach the LAR for verbal 
consent.  If unable to reach the LAR, the psychiatry provider will continue to make attempts 
ÏÕÔÓÉÄÅ ÏÆ ÃÌÉÎÉÃ ÈÏÕÒÓȣÆÏÒ ÁÔ ÌÅÁÓÔ ÆÉÖÅ ×ÏÒËÉÎÇ ÄÁÙÓ ÔÈÅÒÅÁÆÔÅÒȣÁÔÔÅÍÐÔÓ ÔÏ ÒÅÁÃÈ ÔÈÅ ,!2 
ÎÅÅÄ ÔÏ ÂÅ ÄÏÃÕÍÅÎÔÅÄ ÉÎ ÔÈÅ ÉÎÔÅÇÒÁÔÅÄ ÐÒÏÇÒÅÓÓ ÎÏÔÅÓȣȱ 4ÈÅ ÐÒÏÃÅÓÓ ÆÏÒ ÉÎÉÔÉÁÔÉÏÎ ÏÆ Á 
new psychotropic medication on a nonemergency basis was similar.  The policy did not 
include procedures for annual medication consent. 
 
Current Practices 
Per the facility self-assessment, during this monitoring period, 10 of 23 (43%) individuals 
prescribed a new psychotropic medication had an LAR and 8 of 23 (38%) did not have a 
LAR, therefore, consent was obtained from the SASSLC director and the HRC/BTC.  The 
facility provided a self-ÒÁÔÉÎÇ ÏÆ ÎÏÎÃÏÍÐÌÉÁÎÃÅ ÄÕÅ ÔÏ ȰÉÎÓÕÆÆÉÃÉÅÎÔÌÙ ÉÎÆÏÒÍÅÄ 0ÓÙÃÈÏÔÒÏÐÉÃ 
Medication Consent Form.ȱ 
 
It was reported that psychiatry did not participate in the annual consent process for 
utilization of psychotropic medication.  This process remained inappropriately delegated to 
behavioral health staff.  
 
A review of information provided regarding consent information for the last 10 newly 
ÐÒÅÓÃÒÉÂÅÄ ÐÓÙÃÈÏÔÒÏÐÉÃ ÍÅÄÉÃÁÔÉÏÎÓ ÒÅÖÅÁÌÅÄ Á ÄÏÃÕÍÅÎÔ ÅÎÔÉÔÌÅÄ Ȱ#Ïnsent for Use of 
0ÓÙÃÈÏÁÃÔÉÖÅ -ÅÄÉÃÁÔÉÏÎ ÆÏÒ "ÅÈÁÖÉÏÒ 3ÕÐÐÏÒÔȢȱ  4ÈÅÓÅ ÄÏÃÕÍÅÎÔÓ ÎÁÍÅÄ ÓÐÅÃÉÆÉÃ 
medications, however, it was noted that, in some cases, multiple medications were included 
in a single consent form.  In addition, side effects were listed, but behavioral health staff 
authored these.  Signed consent forms included the signature of the LAR, but did not 
indicate the name of the individual providing the information regarding the risks, benefits, 
side effects, or alternatives to treatment with a particular medication.   
 
&ÏÒ ÎÅ×ÌÙ ÐÒÅÓÃÒÉÂÅÄ ÍÅÄÉÃÁÔÉÏÎÓȟ ÄÏÃÕÍÅÎÔÁÔÉÏÎ ÁÌÓÏ ÉÎÃÌÕÄÅÄ ÔÈÅ Ȱ.Å× 0ÓÙÃÈÏÔÒÏÐÉÃ 
-ÅÄÉÃÁÔÉÏÎ *ÕÓÔÉÆÉÃÁÔÉÏÎ &ÏÒÍȢȱ  )ÎÆÏÒÍÁÔÉÏÎ ×ÁÓ ÔÙÐÉÃÁÌÌÙ ÃÏÍÐÌÅÔÅȟ ÉÎÃÌÕÄÉÎÇ ÔÈÅ ÎÁÍÅ ÏÆ 
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the medication, indication for the medication, a review of the risk/benefit, a listing of target 
symptoms, expected timelines for therapeutic effects of medication to occur, and signatures 
of all involved parties.  This document did not include a listing of potential side effects of the 
medication, nor did include the names of other medications the individual was prescribed 
or potential drug-drug interactions. 
 
-ÏÎÉÔÏÒÉÎÇ 4ÅÁÍȭÓ #ÏÍÐÌÉÁÎÃÅ 2ÁÔÉÎÇ 
Current facility practice was not consistent with generally accepted professional standards 
of care that require that the prescribing practitioner  disclose to the individual (or guardian 
or party consenting to treatment) the risks, benefits, side effects, alternatives to treatment, 
and potential consequences for lack of treatment, as well as give the individual or his or her 
legally authorized representative the opportunity to ask questions in order to ensure their 
understanding of the information.  This process must be documented in the record.  This 
provision remained in noncompliance, in agreement with the facility self-assessment, due 
to the inadequate informed consent practices. 
 

J15 Commencing within six months 
of the Effective Date hereof and 
with full implementation in one 
year, each Facility shall ensure 
that the neurologist and 
psychiatrist coordinate the use of 
medications, through the IDT 
process, when they are 
prescribed to treat both seizures 
and a mental health disorder. 

Policy and Procedure 
0ÅÒ $!$3 ÐÏÌÉÃÙȟ 0ÓÙÃÈÉÁÔÒÙ 3ÅÒÖÉÃÅÓ ÄÁÔÅÄ υȾρȾρσȟ Ȱ×ÈÅÎ ÍÅÄÉÃÁÔÉÏÎÓ ÁÒÅ ÐÒÅÓÃÒÉÂÅÄ ÔÏ 
treat both seizures and a mental health disorder, the neurologist and psychiatrist must 
ÃÏÏÒÄÉÎÁÔÅ ÔÈÅ ÕÓÅ ÏÆ ÍÅÄÉÃÁÔÉÏÎÓ ÔÈÒÏÕÇÈ ÔÈÅ )$4 ÐÒÏÃÅÓÓȢȱ  &ÁÃÉÌÉÔÙ ÐÏÌÉÃÙ ÁÎÄ ÐÒÏÃÅÄÕÒÅ 
dated 7/1/13 included procedures for requesting a neurology consultation, and indicated 
that psychiatric physicians were required to attend neurology clinic for individuals 
assigned to their caseload, and outlined the process via which psychiatrists would 
communicate information obtained via neurology clinic with the IDT and the process by 
which recommendations would be implemented. 
 
The facility had compiled a manual of medical guidelines.  This manual included seizure 
ÍÁÎÁÇÅÍÅÎÔ ÇÕÉÄÅÌÉÎÅÓȢ  0ÅÒ ÔÈÉÓ ÄÏÃÕÍÅÎÔȟ ȰÆÏÒ ÉÎÄÉÖÉÄÕÁÌÓ ×ÈÏ ÁÒÅ ÏÎ ÂÏÔÈ ÐÓÙÃÈÏÔÒÏÐÉÃ 
drugs and anticonvulsants, the treating psychiatrist will be present in the neurology clinic 
ÓÏ ÁÓ ÔÏ ÉÎÔÅÇÒÁÔÅ ÃÁÒÅ ÁÎÄ ÒÅÄÕÃÅ ÐÏÌÙÐÈÁÒÍÁÃÙȢȱ  4ÈÉÓ ÄÏÃÕÍÅÎÔ ÁÌÓÏ ÏÕÔÌÉÎÅÄ ÔÈÅ 
ÆÒÅÑÕÅÎÃÙ ÆÏÒ ÎÅÕÒÏÌÏÇÉÃÁÌ ÃÏÎÓÕÌÔÁÔÉÏÎȢ  )ÎÄÉÖÉÄÕÁÌÓ ×ÉÔÈ ÐÏÏÒÌÙ ÃÏÎÔÒÏÌÌÅÄ ÓÅÉÚÕÒÅÓ Ȱ×ÉÌÌ 
be evaluated at least once per yÅÁÒ ÏÒ ÍÏÒÅ ÆÒÅÑÕÅÎÔÌÙ ÉÆ ÒÅÃÏÍÍÅÎÄÅÄ ÂÙ ÔÈÅ ÎÅÕÒÏÌÏÇÉÓÔȢȱ  
)ÎÄÉÖÉÄÕÁÌÓ ×ÉÔÈ ×ÅÌÌ ÃÏÎÔÒÏÌÌÅÄ ÓÅÉÚÕÒÅÓ ×ÉÌÌ ÂÅ ÅÖÁÌÕÁÔÅÄ ÁÔ ÌÅÁÓÔ ȰÏÎÃÅ ÅÖÅÒÙ Ô×Ï ÙÅÁÒÓ ÏÒ 
ÁÔ ÏÔÈÅÒ ÉÎÔÅÒÎÁÌÓ ÒÅÃÏÍÍÅÎÄÅÄ ÂÙ ÔÈÅ ÎÅÕÒÏÌÏÇÉÓÔȢȱ 
 
Individuals with Seizure Disorder Enrolled in Psychiatry Clinic  
A list of individuals participating in the psychiatry clinic who had a diagnosis of seizure 
disorder included 73 individuals.  Data provided via the facility self-assessment indicated 
eight individuals receiving psychiatric services were diagnosed with seizure disorder and 
were prescribed medications to treat both seizures and mental health symptoms.  The self-

Noncompliance 
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assessment noted that, as of 2/28/14 , three of these eight individuals had been seen for 
neurological consultation.  It was not possible to determine when these individuals were 
last present in clinic or the length of time since the last consultation.   
 
Adequacy of Current Neurology Resources 
The neurologist was scheduled to evaluate individuals at SASSLC the second and last 
Tuesdays of every month starting at 10:00 am.  Additional information presented revealed 
that the current consulting neurologist would conduct clinic at the facility once a month 
alternating with an epileptologist for a total of two neurology clinics monthly.  Per the 
facility self-assessment, there were a total of nine neurology clinics during this monitoring 
period. 
 
! ÒÅÖÉÅ× ÏÆ ÔÈÅ ÄÏÃÕÍÅÎÔ Ȱ3ÅÉÚÕÒÅ $ÉÓÏÒÄÅÒ $ÉÁÇÎÏÓÉÓ #ÕÒÒÅÎÔÌÙ 2ÅÃÅÉÖÉÎÇ 0ÓÙÃÈÉÁÔÒÉÃ 
3ÅÒÖÉÃÅÓȱ ÉÎÃÌÕÄÅÄ ÅÉÔÈÅÒ ÔÈÅ ÄÁÔÅ ÏÆ ÔÈÅ ÌÁÓÔ ÎÅÕÒÏÌÏÇÙ ÃÏÎÓÕÌÔÁtion or a brief description of 
the rationale for the lack of a recent clinic encounter (e.g., ȰÓÅÉÚÕÒÅ ÆÒÅÅ ÓÉÎÃÅ ςππχȱɊ ÆÏÒ χσ 
ÉÎÄÉÖÉÄÕÁÌÓȢ  4ÈÅÒÅ ×ÅÒÅ ÓÅÖÅÎ ÉÎÄÉÖÉÄÕÁÌÓ ×ÉÔÈ ÎÏÔÁÔÉÏÎÓ ÉÎÄÉÃÁÔÉÎÇ ȰÓÅÉÚÕÒÅ ÆÒÅÅȢȱ  4ÈÅÒÅ 
were seven individuals where the notÁÔÉÏÎ ȰÄÏÃÕÍÅÎÔÁÔÉÏÎ ÏÆ ÈÉÓÔÏÒÙȟ ÂÕÔ ÉÎÓÕÆÆÉÃÉÅÎÔ 
ÄÏÃÕÍÅÎÔÁÔÉÏÎ ÏÆ ÎÅÕÒÏÌÏÇÙ ÃÏÎÓÕÌÔÁÔÉÏÎÓȱ ×ÁÓ ÍÁÄÅȢ   
 
Twenty-three of the individuals (non-inclusive of the 14 individuals with notations 
discussed above) had not been seen in neurology clinic in the previous year.  One individual 
was last seen in 2005, one individual was last seen in 2006, three individuals were last seen 
in 2009, four individuals were last seen in 2010, four individuals were last seen in 2011, 
and 10 individuals were last seen in 2012.  Given these data, it was evident that additional 
clinical neurology consultation was needed, and for the neurologist and psychiatrist to 
coordinate the use of medications.  It would be beneficial for the IDT to review the cases of 
the individuals requiring neurology follow-up to ensure that they received annual 
neurology clinical consultation and neuropsychiatric consultation as outlined in this 
provision.  
 
As the physicians continue organizing and participating in this clinical consultation, they 
will need to determine if the current and/or expanded contract hours are sufficient.  Given a 
four hour clinic twice per month, 24 times per year, there would be a total of 96 hours of 
consultation time to allocate between 73 individuals who had a seizure disorder and 
psychiatric disorder (this does not include other individuals requiring neurology services).  
Regardless, the facility should make efforts to maximize the utilization of their current 
neurology consultative resources and continue the pursuit of options for increasing 
neurologic consultation availability, exploring consultation with local medical schools and 
clinics, and considering telemedicine consultation with providers currently contracted in 
other DADS facilities.   
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-ÏÎÉÔÏÒÉÎÇ 4ÅÁÍȭÓ #ÏÍÐÌÉÁÎÃÅ 2ÁÔing 
Because SASSLC psychiatry had developed a clinic protocol where psychiatry clinics were 
integrated, requiring the participation of various IDT members, and allowing for a meeting 
of the IDT during psychiatry clinic, clinical coordination between neurology, psychiatry, and 
the IDT had improved.  It was apparent that there had been ongoing efforts to integrate 
psychiatric clinicians into neurology clinic, as well as for psychiatric clinicians to be the 
conduit of information from neurology clinic to the IDT.   
 
Issues remained with regard to the referral of individuals to neurology clinic and with clinic 
follow-up, as well as adequacy of resources as evidenced by the delays in review outlined 
above.  Given these issues, this provision will remain in noncompliance, in agreement with 
the facility self-assessment.  In order to move toward substantial compliance, the facility 
must ensure adequate neurological resources, appropriate referral of individuals to 
neurology clinic, and ensure timely/annual clinic follow-up. 
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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: 

o Functional Assessments for: 
¶ Individual #128 (10/1/13), Individual #55 (10/9/13), Individual #120 (11/7/13), 

Individual #119 (10/31/13), Individual #283 (11/18/13), Individual #305 (10/25/13), 
Individual #285 (12/10/13), Individu al #167 (1/7/14), Individual #349 (11/21/13), 
Individual #304 (11/5/13), Individual #39 (3/4/14), Individual #220 (2/11/14), 
Individual #290 (2/17/14)  

o Positive Behavior Support Plans (PBSPs) for: 
¶ Individual #291 (11/12/13), Individual #128 (11/25/13), Indi vidual #55 (11/4/13), 

Individual #120 (12/9/13), Individual #119 (12/16/13), Individual #283 (12/9/13), 
Individual #305 (11/12/13), Individual #285 (1/16/14), Individual #167 (2/3/14), 
Individual #349 (12/16/13), Individual #304 (12/9/13), Individual #39 ( 3/31/14), 
Individual #220 (4/7/14), Individual #290 (3/3/14), Individual #254 (2/24/14)  

o Annual Psychological updates for: 
¶ Individual #291 (8/26/13), Individual #128 (10/1/13), Individual #55 (10/8/13), 

Individual #119 (12/12/13), Individual #120 (11/7/13),  Individual #283 (11/18/13), 
Individual #305 (10/25 / 13), Individual #285 (12/10/13), Individual #167 (1/7/14 ), 
Individual #349 (11/21 /13) , Individual #39 (3/4/14), Individual #338 (3/18/14), 
Individual #290 (2/14/14)  

o Six months of progress notes for: 
¶ Indiv idual #119, Individual #167, Individual #120, Individual #285, Individual #349, 

Individual #305, Individual #55, Individual #291, Individual #128, Individual #283   
o Psychological treatment plans and progress notes for: 

¶ Individual #304, Individual #83, Indiv idual #209, Individual #350, Individual #39, 
Individual #140, Individual #285, Individual #16, Individual #142  

o Treatment integrity sheets for: 
¶ Individual #268  

o PBSP readability scores (Flesch-Kincaid) for: 
¶ Individual #119, Individual #167, Individual #120, Individual #285, Individual #349, 

Individual #305, Individual #55, Individual #291, Individual #128, Individual #283   
o Behavioral data system inservice power point, undated 
o List of all individuals who have PBSPs and dates of most recent revisions, undated 
o List of all individuals who have a functional assessment and date of the most recent revision, 

undated 
o List of the most recent revision of all individuals annual psychological evaluation, undated 
o List of the most recent revision of all individuals full psychological evaluation, undated 
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o Status of enrollment in BCBA coursework for each staff member that writes PBSPs, undated 
o For the past six months, minutes from meetings of the behavioral health department 
o Internal and external peer review minutes from September 2013 to February 2014 
o SASSLC self-assessment, 4/17/14 
o SASSLC action plans, 4/17/14 
o Section K presentation book, undated 
o Description of the revised data collection system and sample data sheets, undated 
o A summary of all treatment integrity scores, 9/1/13- 2/28/14  

 
Interviews and Meetings Held: 

o Charlotte Fisher, BCBA, Director of Behavioral Health Services 
o Charlotte Fisher, BCBA, Director of Behavioral Health Services; Melanie Rogers, BCBA, Behavior 

Analyst; Steven, BCBA, Behavior Analyst 
o Melanie Rogers, BCBA, Behavior Analyst 
o Megan Lynch, Behavioral Health Specialist 
o Emily Foster, Behavioral Health Specialist 

 
Observations Conducted: 

o Behavior Therapy Committee (BTC) Meeting 
¶ Individuals presented: Individual #13, Individual #170, Individual #61 

o Internal Peer review 
¶ Individual presented: Individual #173 

o Psychiatric Clinic meeting: 
¶ Psychiatrist: Dr. Luna  
¶ Individuals presented: Individual #93, Individual #171, Individual #104 

o Observation of treatment integrity data of PBSPs for: 
¶ Individual #268  

 
Facility Sel f-Assessment: 
 
The monitoring team believes that the self-assessment should include activities that are identical to those 
ÔÈÅ ÍÏÎÉÔÏÒÉÎÇ ÔÅÁÍ ÁÓÓÅÓÓÅÓ ÁÓ ÉÎÄÉÃÁÔÅÄ ÉÎ ÔÈÉÓ ÒÅÐÏÒÔȢ  3!33,#ȭÓ ÓÅÌÆ-assessment included many relevant 
ÁÃÔÉÖÉÔÉÅÓ ÉÎ ÔÈÅ ȰÁÃÔÉÖÉÔÉÅÓ ÅÎÇÁÇÅÄ ÉÎȱ ÓÅÃÔÉÏÎÓȟ ÈÏ×ÅÖÅÒȟ Á ÆÅ× ÐÒÏÖÉÓÉÏÎ ÉÔÅÍÓ ÉÎ ÔÈÉÓ ÓÅÌÆ-assessment did 
ÎÏÔ ÉÎÃÌÕÄÅ ÁÃÔÉÖÉÔÉÅÓ ÔÈÁÔ ×ÅÒÅ ÉÄÅÎÔÉÃÁÌ ÔÏ ÔÈÏÓÅ ÆÏÕÎÄ ÉÎ ÍÏÎÉÔÏÒÉÎÇ ÔÅÁÍÓ ÒÅÐÏÒÔȢ  &ÏÒ ÅØÁÍÐÌÅȟ +τ ȭÓ ÓÅÌÆ-
assessment included a review of the flexibility of the data system and review of progress notes.  These are 
ÔÏÐÉÃÓ ÔÈÁÔ ÁÒÅ ÉÎÃÌÕÄÅÄ ÉÎ ÔÈÅ ÍÏÎÉÔÏÒÉÎÇ ÔÅÁÍȭÓ ÒÅÖÉÅ× ÏÆ +τȢ  4ÈÉÓ ÓÅÌÆ-assessment, however, did not 
include several additional items (i.e., graphing of target and replacement behaviors, evidence that data are 
used to make treatment decisions, demonstration that goal frequencies and levels of data collection 
timeliness and IOA are achieved) that are identified in this report as necessary to achieve substantial 
compliance with K4.  
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The monitoring team suggests that the behavioral health services department review, for each provision 
item, the activities engaged in by the monitoring team (based on this report), the topics that the monitoring 
team commented upon both positively and negatively, and any suggestions and recommendations made in 
ÔÈÅ ÒÅÐÏÒÔȢ  4ÈÉÓ ÓÈÏÕÌÄ ÌÅÁÄ ÔÈÅ ÄÅÐÁÒÔÍÅÎÔ ÔÏ ÈÁÖÅ Á ÍÏÒÅ ÃÏÍÐÒÅÈÅÎÓÉÖÅ ÌÉÓÔÉÎÇ ÏÆ ȰÁÃÔÉÖÉÔÉÅÓ ÅÎÇÁÇÅÄ ÉÎ 
to conduct the self-ÁÓÓÅÓÓÍÅÎÔȢȱ  4ÈÅÎȟ ÔÈÅ ÁÃÔÉÖÉÔÉÅÓ ÅÎÇÁÇÅÄ ÉÎ ÔÏ ÃÏÎÄÕÃÔ ÔÈÅ ÓÅÌÆ-assessment, the 
assessment results, and the action plan components are more likely to line up with each other.  Finally, it is 
ÓÕÇÇÅÓÔÅÄ ÔÈÁÔ ÔÈÅ ÄÅÐÁÒÔÍÅÎÔ ÒÅÖÉÅ× ÔÈÅ ÃÒÉÔÅÒÉÏÎ ÆÏÒ ÃÏÍÐÌÉÁÎÃÅ ÉÎ ÔÈÅ ÍÏÎÉÔÏÒÓȭ ÒÅÐÏÒÔȟ ÁÎÄ ÅÎÓÕÒÅ ÔÈÁÔ 
the self-assessment use the same criterion for their self-rating. 
 
3!33,#ȭÓ ÓÅÌÆ-assessment indicated that K2, K3, K7, and K11 were in substantial compliance.  The 
ÍÏÎÉÔÏÒÉÎÇ ÔÅÁÍȭÓ ÒÅÖÉÅ× ×ÁÓ ÃÏÎÇÒÕÅÎÔ ×ÉÔÈ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÓÅÌÆ-assessment.   
 
Because many of the items of this provision require considerable change to occur throughout the facility, 
and because it will likely take some time for SASSLC to make these changes, the monitoring team suggest 
that the facility establish, and focus their activities, on selected short-term goals.  The specific provision 
items the monitoring team suggests that facility focus on in the next six months are summarized below, and 
discussed in detail in this section of the report. 
 
Summary of Monitor ȭÓ Assessment: 
 
SASSLC did not achieve substantial compliance for any additional items since the last review.  The facility, 
however, maintained substantial compliance on the four items (K2, K3, K7, and K11) that were in 
substantial compliance prior to this review, and demonstrated improvements in several additional items.  
These improvements since the last review included: 
¶ Implementation of a new more flexible, individualized data collection system (K4) 
¶ Improvement in data collection timeliness (K4) 
¶ Improved accessibility of data sheets to the DSPs (K4) 
¶ Evidence of consistent data-based treatment decisions (K4) 
¶ Increased number of replacement behavior graphs (K4/K10) 
¶ Evidence of consistent action recommended in the progress notes when individuals were not 

making expected progress (K4) 
¶ Initiation of the tracking of all individuals with full psychological assessments (K5) 
¶ Initiation of the tracking of time from the receipt necessary consents to the implementation of 

PBSPs (K9) 
¶ Improvements in the assessment of treatment integrity of PBSP implementation (K10) 

 
The areas that the monitoring team suggests that SASSLC work on for the next onsite review are: 
¶ Continue to increase the flexibility of the data system (K4) 
¶ Ensure that replacement behaviors are consistently included in the new data collection system 

(K4) 
¶ Consistently graph replacement behavior (K4/K10) 
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¶ Reinitiate the collection of data timeliness and IOA data (K4/K10) 
¶ Ensure that all individuals have a full psychological assessment (K5) 
¶ Ensure that all functional assessments have the correct use of terminology, and that they contain 

recent assessments or reasons why they are not necessary (K5) 
¶ Ensure that counseling services treatment plans/progress notes are consistently complete (K8) 
¶ Ensure that each PBSP contains a functional replacement behavior, or an explanation why a 

functional replacement behavior is impossible or impractical (K9) 
¶ Demonstrate that established levels and frequencies of treatment integrity are achieved (K10) 

 
 
# Provision  Assessment of Status Compliance  

K1 Commencing within six months of 
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 
ÈÁÖÅ Á -ÁÓÔÅÒȭÓ ÄÅÇÒÅÅ ÁÎÄ ×ÈÏ 
are demonstrably competent in 
applied behavior analysis to 
promote the growth, development, 
and independence of all 
individuals, to minimize regression 
and loss of skills, and to ensure 
reasonable safety, security, and 
freedom from undue use of 
restraint. 

This provision item was rated as being in noncompliance because, at the time of the 
onsite review, not all of the staff at SASSLC who wrote Positive Behavior Support Plans 
(PBSPs) were certified as board certified behavior analysts (BCBAs).  
 
Nine of the 10 staff that wrote PBSPs (90%) either had their BCBA, or were enrolled, or 
completed coursework toward attaining a BCBA.  This was similar to the last review 
×ÈÅÎ ψψϷ ÏÆ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÂÅÈÁÖÉÏÒÁÌ ÈÅÁÌÔÈ ÓÐÅÃÉÁÌÉÓÔÓ ÔÈÁÔ ×ÒÏÔÅ 0"30Ó ×ÅÒÅ ÅÎÒÏÌÌÅÄ 
in or completed BCBA coursework.  The facility maintained three BCBAs that wrote 
PBSPs (30%).  The facility should ensure that all behavioral health specialists that write 
PBSPs have BCBAs. 
 
The director of behavioral health services was certified as a behavior analyst.  She and 
the other BCBAs in the department provided supervision to the behavioral health 
specialists enrolled in BCBA coursework.  SASSLC and DADS are to be commended for 
their efforts to recruit and train staff to meet the requirements of this provision item.  
The facility developed a spreadsheet to track each ÂÅÈÁÖÉÏÒÁÌ ÈÅÁÌÔÈ ÓÐÅÃÉÁÌÉÓÔȭÓ BCBA 
training and credentials.   
 

Noncompliance 

K2 Commencing within six months of 
the Effective Date hereof and with 
full implementation in one year, 
each Facility shall maintain a 
qualified director of psychology 
who is responsible for maintaining 
a consistent level of psychological 
care throughout the Facility. 
 

The parties agreed the monitoring team would not monitor this provision because the 
facility was in substantial compliance for more than three consecutive reviews.  The 
substantial compliance finding from the last review stands. 
 
 

Substantial 
Compliance 

K3 Commencing within six months of 
the Effective Date hereof and with 
full implementation in one year, 

SASSLC continued to be in substantial compliance with this provision item. 
 
SASSLC continued its weekly internal, and monthly external, peer review meetings.  The 

Substantial 
Compliance 



Monitoring Report for San Antonio State Supported Living Center  151 

# Provision  Assessment of Status Compliance  

each Facility shall establish a peer-
based system to review the quality 
of PBSPs. 

internal peer review meetings provided an opportunity for staff to present new cases or 
those that were not progressing as expected.  
 
The internal peer review meeting observed by the monitoring team discussed the 
appropriateness of a PBSP or psychiatric support plan (PSP) for the management of 
)ÎÄÉÖÉÄÕÁÌ ΠρχσȭÓ ÔÁÒÇÅÔ ÂÅÈÁÖÉÏÒÓȢ  4ÈÅ ÐÅÅÒ ÒÅÖÉÅ× ÍÅÅÔÉÎÇ ÉÎÃÌÕÄÅÄ ÁÃÔÉÖÅ 
ÐÁÒÔÉÃÉÐÁÔÉÏÎ ÆÒÏÍ ÁÌÌ ÏÆ ÔÈÅ ÄÅÐÁÒÔÍÅÎÔȭÓ ÂÅÈÁÖÉÏÒÁÌ ÈÅÁÌÔÈ ÓÐÅÃÉÁÌÉÓÔÓȟ ÁÎÄ ÁÐÐÅÁÒÅÄ ÔÏ 
result in the beginning of a rationale for which individuals at SASSLC would benefit from 
each type of treatment plan.   
 
Review of minutes from internal peer review meetings indicated that the majority of staff 
that wrote PBSPs regularly attended peer review meetings.  Additionally, meeting 
minutes from the last six months indicated that internal peer review meetings occurred 
in 24 of the last 27 weeks (89%), and that once in each of the last six months, these 
meetings included a participant from outside the facility, therefore, achieving the 
requirement of monthly external peer review meetings.  Finally, there was evidence of 
the implementation of recommendations made in peer review. 
 
Operating procedures for both internal and external peer review committees were 
established, and were consistent with this provision item.  In order to maintain 
substantial compliance, SASSLC needs to provide documentation that internal peer 
review occurs during at least 80% of the weeks reviewed, external peer review occurs 
during at least 80% of the months reviewed, and there is evidence of follow-
up/implementat ion of recommendations made in peer review. 
 

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 individual in 
meeting the goals of the 
ÉÎÄÉÖÉÄÕÁÌȭÓ 0"30Ȣ  $ÁÔÁ ÃÏÌÌÅÃÔÅÄ 
pursuant to these procedures shall 
be reviewed at least monthly by 
professionals described in Section 
K.1 to assess progress.  The Facility 
shall ensure that outcomes of 
PBSPs are frequently monitored 

The monitoring team noted progress in this area.  More work, discussed in detail below, 
is necessary before this provision item can be judged to be in substantial compliance. 
 
The primary improvement in this area was the individualization of the data collection 
system by increasing its flexibility.  At the last review, the facility utilized a 30-minute 
partial interval data collection system in all residential and day programming sites.  The 
new system, however, had the flexibility of five different intervals (i.e., hourly, every two 
hours, per shift, daily, and weekly) available, based on the needs of each individual.  The 
majority of direct support professionals (DSPs) interviewed indicated that they liked the 
new data system.  The monitoring team was encouraged by these improvements in the 
data system.  At this point it is recommended that SASSLC continue to increase the 
flexibility of its data system by adding additional measures for target and replacement 
behaviors.  Examples include frequency within intervals (when it is most important to 
evaluate how often the behavior occurs), and duration (when the total time the behavior 
occurred is the most valuable information, such as episodes of disruptive behavior). 
 

Noncompliance 
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# Provision  Assessment of Status Compliance  

and that assessments and 
interventions are re-evaluated and 
revised promptly if target 
behaviors do not improve or have 
substantially changed. 

In the new data collection system, DSPs were required to record a zero in each recording 
interval  if the target behavior did not occur.  Requiring the recording of a target behavior, 
or a mark indicating that no target behavior occurred, increased the likelihood that the 
absence of target behaviors in any given interval did not occur because staff forgot or 
neglected to record data.  The requirement of a recording in each interval of the data 
sheet also allowed the staff that write PBSPs to review data sheets and determine if DSPs 
were recording data in a timely manner (as soon after the interval expires as possible).   
 
At the time of the onsite review, the facility had postponed their review of data collection 
timeliness.  The monitoring team, however, did its own sample of data collection 
timeliness by sampling individual data sheets across several treatment sites, and noting 
if data were recorded up to the previous interval.  The target behaviors sampled for 11 of 
23 data sheets reviewed (48%) were completed within the previous interval.  This 
represented a dramatic improvement from the last review when only 14% of the data 
sheets reviewed had data recorded in the previous interval.  It is likely that this 
improvement in data collection timeliness is related to the new data system because, in 
the new data system, DSPs no longer need to record zeros every 30 minutes for 
behaviors that typically occurred very infrequently.  At this point, it is recommended that 
SASSLC reinitiate the collection of data timeliness data, and performance feedback to 
DSPs, to further increase the recording of data as soon after the designated interval as 
possible.   
 
Another improvement since the last review was the accessibly of the data sheets to the 
DSPs.  In past reviews, the monitoring team noted that data sheets were in the individual 
notebooks, and those notebooks were not consistently available to the DSPs (i.e., they 
were behind locked doors).  In the new data system, two notebooks with only the data 
sheets were used.  One notebook contained the data sheets for individuals with high 
tracking needs (i.e., hourly and every two hour intervals), and the other notebook 
contained the intervals for individuals with less intense tracking needs (i.e., once a shift, 
daily, weekly).  All of the high tracking books were found on the floor (and accessible to 
the DSPs) in the residences and day programs.   
 
One area that continued to require attention was the inclusion of replacement behaviors 
in the new data system.  Although the data sheets in the majority of treatment sites 
included replacement behaviors, the monitoring team encountered some data sheets 
(e.g., Home 766) with only target behaviors, but no replacement behaviors.  The facility is 
urged to ensure that replacement behavior data are collected for all individuals with a 
PBSP. 
 
While data collection reliability assesses whether data are recorded in a timely fashion, 
interobserver agreement (IOA) assesses if multiple people agree that a target or 
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# Provision  Assessment of Status Compliance  

replacement behavior occurred.  As discussed above concerning data collection 
timeliness measures, SASSLC recently postponed the collection of IOA data.  It is 
recommended that that the facility reinitiate the collection of IOA to assess and improve 
the reliability of its PBSP data.  Further, it is recommended that the facility establish 
minimum frequencies (i.e., how often it is collected) and levels (i.e., what are acceptable 
scores) for the collection of data timeliness and IOA data.  Finally, in order to achieve 
substantial compliance with this provision item, the facility will also need to document 
that the established minimal frequencies and levels of data collection timeliness and IOA 
are achieved. 
 
All of the graphs of target behaviors observed by the monitoring team were simplified  
(i.e., reduced number of data paths and addition of phase lines to mark medication 
changes and/or other potentially important events).  Finally, although the monitoring 
team encountered graphs of replacement behaviors, none of the PBSPs reviewed 
included graphs of replacement behaviors.  It is recommended that replacement 
behaviors be graphed in PBSPs or in progress notes for all individuals with PBSPs.   
 
The routine use of data to make treatment decisions represents another improvement.  
In all three of the psychiatric clinics observed by the monitoring team, the behavioral 
health specialist presented graphs that were current, clearly indicated when important 
environmental events occurred, and were simple to understand.  The clear and current 
graphs contributed to data based decisions concerning the use of ÁÌÌ ÔÈÒÅÅ ÉÎÄÉÖÉÄÕÁÌÓȭ 
medications and/ or interventions.  
 
In reviewing PBSP data in 13 individuals with at least six months of data for severe target 
behaviors (i.e., physical aggression, self-injurious behavior, elopement), nine (69%) 
indicated a lack of progress in at least one severe target behavior (i.e., Individual #55, 
Individual #119, Individual #305, Individual #285, Individual #167, Individual #349, 
Individual #220, Individual #39, and Individual #304).  This represented a decrease from 
the last review when 50% of PBSPs reviewed indicated a lack of progress.  An area of 
improvement for the facility is the documentation of action taken to address the lack of 
progress.  For all of the individuals whom there was no obvious progress in severe target 
behaviors (100%), the progress notes documented specific staff actions to address the 
absence of target behavior change.  For example, following a substantial increase in 
ÁÇÇÒÅÓÓÉÏÎȟ )ÎÄÉÖÉÄÕÁÌ ΠυυȭÓ ÐÒÏÇÒÅÓÓ ÎÏÔÅ ÉÎÄÉÃÁÔÅÄ ÔÈÁÔ ÍÕÃÈ ÏÆ ÔÈÅ ÉÎÃÒÅÁÓÅ ×ÁÓ 
associated with new staff, ÁÎÄ ÔÈÁÔ ÔÈÏÓÅ ÓÔÁÆÆ ×ÏÕÌÄ ÂÅ ÒÅÔÒÁÉÎÅÄ ÏÎ )ÎÄÉÖÉÄÕÁÌ ΠυυȭÓ 
PBSP.  This represented an improvement from the last review, when 83% of progress 
notes of individuals with undesired results indicated some action to address the absence 
of target behavior change.  
 
There have been several improvements in this provision item, however, there continues 
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# Provision  Assessment of Status Compliance  

to be much work needed to ultimately achieve substantial compliance with this provision 
item.  Over the next six months, it is recommended that SASSLC focus on ensuring that 
replacement behaviors are collected and graphed for all individuals with PBSPs.  
Additionally, the facility needs to reinitiate the data collection timeliness and IOA 
collection procedures to ensure that target and replacement data are reliable.   
 

K5 Commencing within six months of 
the Effective Date hereof and with 
full implementation in 18 months, 
each Facility 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 
that may require intervention. 

This provision item was rated as being in noncompliance due to the absence of full 
psychological assessments for each individual, and the confusion of terminology in 
several functional assessments.  
 
Psychological Assessments 
A spreadsheet presented to the monitoring team indicated that 197 of the 235 
individuals (84%) had full psychological assessments.  No full psychological assessments 
were reviewed in this report because none were completed since the last review. 
 
All individuals at SASSLC should have a full psychological assessment.  Additionally, these 
full psychological assessments should include an assessment or review of intellectual and 
adaptive ability, screening or review of psychiatric and behavioral status, review of 
personal history, and assessment of medical status. 
 
Functional Assessments 
A spreadsheet provided to the monitoring team indicated that 165 of the 165 individuals 
with PBSPs (100%) had a functional assessment.  This is the same as the last review 
when 100% of the individuals with a PBSP had a functional assessment.  Additionally, 
163 of the 165 functional assessments (99%) were current (i.e., written or revised in the 
last 12 months).  This is consistent with the last review when 96% of functional 
assessments were current.  The spreadsheet indicated that 60 functional assessments 
were completed in the last six months.  Thirteen of these (22%) were reviewed to assess 
compliance with this provision item.  
 
Ideally, all functional assessments should include direct and indirect assessment 
procedures.  A direct observation procedure consists of direct and repeated observations 
of the individual and documentation of antecedent events that occurred prior to the 
target behavior(s) and specific consequences that were observed to follow the target 
behavior.  Indirect procedures can contribute to understanding why a target behavior 
occurred by conducting/administrating questionnaires, interviews, or rating scales.   
 
As found in the last report, all of the functional assessments reviewed included 
acceptable indirect assessment procedures.   
 
All 13 of the functional assessments reviewed (100%) utilized direct assessment 

Noncompliance 
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# Provision  Assessment of Status Compliance  

procedures that were rated as complete.  This represented an increase from the last 
review when 90% of the functional assessments reviewed included a comprehensive 
direct assessment.  
 
Additionally, as found in the last review, all of the functional assessments reviewed 
(100%) identified potential antecedents and consequences of the undesired behavior.  
Six of the 13 functional assessments reviewed (46%), however contained mislabeled 
setting events, antecedent conditions, and/or consequences.  For example, Individual 
ΠρςπȭÓ ÆÕÎÃÔÉÏÎÁÌ ÁÓÓÅÓÓÍÅÎÔ ÉÎÃÌÕÄÅÄ ÐÒÅÃÕÒÓÏÒ behaviors (i.e., behaviors that the 
individual engaged in that often predicted the target behavior) when listing potential 
antecedents to the target behaviors.  Precursor behaviors (e.g., screaming, tearing items, 
etc.) can be useful to include in a functional assessment, however, they should not be 
called antecedents because they may confuse the reader.   
 
When comprehensive functional assessments are conducted, there are going to be some 
variables ÉÄÅÎÔÉÆÉÅÄ ÔÈÁÔ ÁÒÅ ÄÅÔÅÒÍÉÎÅÄ ÔÏ ÎÏÔ ÂÅ ÉÍÐÏÒÔÁÎÔ ÉÎ ÁÆÆÅÃÔÉÎÇ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ 
target behaviors.  An effective functional assessment needs to integrate these ideas and 
observations from various sources (i.e., direct and indirect assessments) into a 
comprehensive plan (i.e., a conclusion or summary statement) that will guide the 
development of the PBSP.  All of the 13 functional assessments reviewed (100%) 
included a clear summary statement.  This is comparable to the last review when 100% 
of the functional assessments reviewed had a clear summary statement. 
 
&ÉÎÁÌÌÙȟ )ÎÄÉÖÉÄÕÁÌ Πςψσ ÁÎÄ )ÎÄÉÖÉÄÕÁÌ ΠςψυȭÓ ÆÕÎÃÔÉÏÎÁÌ ÁÓÓÅÓÓÍÅÎÔÓ ÈÁÄ ÄÉÒÅÃÔ ÁÎÄ 
indirect assessments that were several years old, without any statement as to if the 
results appeared to continue to be accurate.  Annual functional assessment revisions 
should review the accuracy of direct and indirect assessment procedures and either redo 
direct and/or indirect assessment procedures, or state that the results of the past 
assessment procedures are believed to continue to be accurate. 
 
In summary, all 13 functional assessments reviewed (100%) contained the necessary 
components.  Some common problems (i.e., confused terminology, absence of new direct 
or indirect assessments without explanation) need to be addressed in future functional 
assessments.   
 
In order to achieve substantial compliance with this provision item, SASSLC needs to 
ensure that at least 90% of all individuals have a full psychological assessment.  
Additionally, at least 85% of the full psychological assessments need to be judged as 
complete.  SASSLC also needs to ensure that at least 90% of all functional assessments 
are current (i.e., revised at least every 12 months) and that at least 85% of all functional 
assessments are complete.  Finally, the facility needs to ensure that antecedent 



Monitoring Report for San Antonio State Supported Living Center  156 

# Provision  Assessment of Status Compliance  

conditions and consequences of target behaviors are accurately represented. 
 

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, and 
complete clinical and behavioral 
data. 

3!33,#ȭÓ ÆÕÌÌ ÐÓÙÃÈÏÌÏÇÉÃÁÌ ÁÓÓÅÓÓÍÅÎÔÓ ×ÅÒÅ ÎÏÔ ÃÏÎÓÉÓÔÅÎÔÌÙ ÃÕÒÒÅÎÔȟ therefore, this 
provision item was rated as being in noncompliance.   
 
A spreadsheet of all individuals with psychological assessments indicated that five of 197 
individuals with a full psychological assessment (3%) were current (i.e., conducted in the 
last five years).  This represented an improvement from the last review when none of the 
individuals had current full psychological assessment (0%).  All psychological 
assessments (including assessments of intellectual ability) should be conducted at least 
every five years.  
 

Noncompliance 

K7 Within eighteen months of the 
Effective Date hereof or one month 
ÆÒÏÍ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÁÄÍÉÔÔÁÎÃÅ ÔÏ 
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 
Facility pursuant ÔÏ ÔÈÅ &ÁÃÉÌÉÔÙȭÓ 
standard psychological assessment 
procedures. 

SASSLC continued to be in substantial compliance with this provision item. 
 
In addition to full psychological assessments, SASSLC completed annual psychological 
updates.  A spreadsheet provided the monitoring team indicated that current (i.e., 
reviewed/revised at least every 12 months) annual psychological updates were 
completed for 231 of the 235 individuals (98%).  This is the same as the last review when 
98% of the annual updates were current.  A spreadsheet indicated that 110 annual 
psychological updates were completed in the last six months, and 13 (12%) of these 
were reviewed by monitoring team to assess their comprehensiveness.   
 
All 13 of the annual psychological updates reviewed (100%) were complete and 
contained a standardized assessment of intellectual and adaptive ability, a review of 
personal history, a review of behavioral/psychiatric status, and a review of medical 
status.  
 
Additionally, psychological assessments should be conducted within 30 days for newly 
admitted individuals.  A review of recent admissions to the facility indicated that three 
individuals were admitted to the facility in the last six months, and all three (100%) had 
a psychological assessment within 30 days of admission.  
  
In order to maintain compliance with this item of the Settlement Agreement, at least 90% 
of the individuals at the facility will need to have an annual psychological update, and at 
least 85% of those assessments will need to be judged as complete (i.e., contain a 
standardized assessment of intellectual and adaptive ability, a review of personal history, 
a review of behavioral/psychiatric status, and a review of medical status).  Additionally, 
at least 85% of individuals admitted to the facility in the last six months will need to have 
a psychological assessment completed within 30 days of admission.  
 

Substantial 
Compliance 
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K8 By six weeks of the assessment 
required in Section K.7, above, 
those individuals needing 
psychological services other than 
PBSPs shall receive such services. 
Documentation shall be provided 
in such a way that progress can be 
measured to determine the 
efficacy of treatment. 

This item was rated as being in noncompliance because the treatment plans for 
psychological services other than PBSPs did not include procedures/plans to generalize 
skills learned or a fail criterion, and the progress notes did not appear to be directed 
related to the objectives. 
 
Psychological services other than PBSPs were provided for nine individuals at SASSLC.  
This is the same number of individuals provided psychological services other than PBSPs 
reported in the last review.  A therapist outside of the facility provided counseling 
services to all of these individuals.  Treatment plans and progress notes were reviewed 
for all nine individuals (100%) to assess compliance with this provision item.  The 
treatment plans reviewed included the following: 
¶ A plan of service 
¶ Goals and measurable objectives 
¶ Qualified staff (i.e., psychologists with a degree in counseling) providing the 

services 
 
In order to achieve substantial compliance with this provision, the facility will need to 
demonstrate that at least 85% of psychological services other than PBSPs contain the 
following:  
¶ A treatment plan that includes an initial analysis of problem or intervention 

target 
¶ Services that are goal directed with measurable objectives and treatment 

expectations 
¶ Services that reflect evidence-based practices 
¶ Services that include documentation and review of progress 
¶ A service plan ÔÈÁÔ ÉÎÃÌÕÄÅÓ Á ȰÆÁÉÌ ÃÒÉÔÅÒÉÁȱɂ that is, a criteria that will trigger 

review and revision of intervention 
¶ A service plan that includes procedures to generalize skills learned or 

intervention techniques to living, work, leisure, and other settings 
 
Additi onally, the facility needs to document the need for these services and that 
individuals that would benefit from these services receive it.   
 

Noncompliance 

K9 By six weeks from the date of the 
ÉÎÄÉÖÉÄÕÁÌȭÓ ÁÓÓÅÓÓÍÅÎÔȟ ÔÈÅ 
Facility shall develop an individual 
PBSP, and obtain necessary 
approvals and consents, for each 
individual who is exhibiting 
behaviors that constitute a risk to 

This provision item was rated as being in noncompliance because PBSPs were not 
documented to be consistently implemented within 14 days of receiving consent, and the 
PBSPs did not consistently include functional replacement behaviors. 
 
A list of individuals with PBSPs indicated that 165 individuals at SASSLC had PBSPs.  One 
hundred and sixty-three of these (99%) were current (i.e., reviewed/revised at least 
every 12 months).  This is similar to the last review when 96% of PBSPs were current.  As 

Noncompliance 
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# Provision  Assessment of Status Compliance  

the health or safety of the 
individual or others, or that serve 
as a barrier to learning and 
independence, and that have been 
resistant to less formal 
interventions. By fourteen days 
from obtaining necessary 
approvals and consents, the 
Facility shall implement the PBSP. 
Notwithstanding the foregoing 
timeframes, the Facility 
Superintendent may grant a 
written extension based on 
extraordinary circumstances. 

reported in the last review, all PBSPs had the necessary consent and approvals.  Since the 
last review, SASSLC began tracking the time from receiving consent to the 
implementation of the PBSP.  At the time of the onsite review, the tracking was 
incomplete and did not include every PBSP.  SASSLC should ensure that PBSPs are 
implemented within 14 days of receiving necessary approvals and consents.  
 
Seventy-one PBSPs were completed since the last review, and 15 (21%) of these were 
reviewed to evaluate compliance with this provision item.  
 
As found in the last review, all PBSPs reviewed (100%) included operational descriptions 
of target and replacement behaviors.  Additionally, all 15 of the PBSPs reviewed (100%) 
described antecedent and consequent interventions to weaken target behaviors that 
appeared to be consistent with the stated function of the behavior and, therefore, were 
likely to be useful for weakening undesired behavior.  This is identical to the last review 
when 100% of the PBSPs reviewed were judged to be consistent with the stated function.   
 
Replacement behaviors are often an effective component of a PBSP because they provide 
a desirable alternative behavior for individuals to access the reinforcers hypothesized to 
maintain the target behaviors.  Replacement behaviors were included in 14 of the 15 
(93%) PBSPs reviewed ɉ)ÎÄÉÖÉÄÕÁÌ ΠσπυȭÓ 0"30 ×ÁÓ ÔÈÅ ÅØÃÅÐÔÉÏÎɊȢ  4ÈÉÓ ÉÓ ÓÉÍÉÌÁÒ ÔÏ ÔÈÅ 
last review when 92% of all PBSPs contained replacement behaviors.  All PBSPs should 
include replacement behaviors. 
 
Replacement behaviors should be functional (i.e., they should represent desired 
behaviors that serve the same function as the undesired behavior) when practical and 
possible.  Replacement behaviors were found to be functional (when possible) for 10 of 
the 14 (Individual #55, Individual #285, Individual #290, and Individual #220 were the 
exceptions) PBSPs reviewed that contained replacement behaviors (71%).  This 
represented a decrease from the last report, when 82% of all replacement behaviors that 
could be functional were functional.  An example of a replacement behavior that was not 
functional was: 
¶ )ÎÄÉÖÉÄÕÁÌ ΠυυȭÓ 0"30 ÈÙÐÏÔÈÅÓÉÚÅÄ ÔÈÁÔ ÈÉÓ ÐÈÙÓÉÃÁÌ ÁÇÇÒÅÓÓÉÏÎ ×ÁÓ ÍÁÉÎÔÁÉÎÅÄ 

by staff attention, access to tangible items, and escape or avoidance of undesired 
activities.  His replacement behavior was to hold a preferred item when walking 
to the dinning room.  It may be the case that when Individual #55 walks with an 
item in his hand he is less likely to aggress toward others.  Therefore, including 
this procedure in his PBSP would appear to be important.  Having an item in his 
hand is not, however, a functional replacement behavior.  In order to be 
ÆÕÎÃÔÉÏÎÁÌȟ )ÎÄÉÖÉÄÕÁÌ ΠυυȭÓ ÒÅÐÌÁÃÅÍÅÎÔ ÂÅÈÁÖÉÏÒ ÃÏÕÌÄ ÂÅ ÃÏÍÍÕÎÉÃÁÔÉÎÇ ÔÈÁÔ 
he desires staff attention, or a preferred item, or to have a break.  In some 
situations, teaching an individual an appropriate way to attain desires may not 
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be practical (e.g., escaping necessary medical demands) or possible (e.g., an 
automatically reinforced behavior).  In those situations, it is important that the 
PBSP indicate why a functional replacement behavior was not practical or 
possible. 

 
An example of a functional replacement behavior was:  
¶ )ÎÄÉÖÉÄÕÁÌ ΠρρωȭÓ 0"30 ÈÙÐÏÔÈÅÓÉÚÅÄ ÔÈÁÔ ÔÈÅ ÆÕÎÃÔÉÏÎ ÏÆ ÈÅÒ ÐÈÙÓÉÃÁÌ 

aggression was to escape or avoid undesired activities, and to gain access to 
preferred items.  Her PBSP included a replacement behavior of communicating 
her desire to be left alone or for a desired item staff. 

 
When the replacement behavior requires the acquisition of a new behavior, it should be 
written as a skill acquisition plan (see S1).  If, however, the replacement behavior is 
ÃÕÒÒÅÎÔÌÙ ÉÎ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÂÅÈÁÖÉÏÒÁÌ ÒÅÐÅÒÔÏÉÒÅȟ ÔÈÅ ÒÅÐÌÁÃÅÍÅÎÔ ÂÅÈÁÖÉÏÒ ÄÏÅÓ ÎÏÔ 
need to be written in the skill acquisition plan (SAP) format. 
 
Overall, 10 (Individual #128, Individual #291, Individual #120, Individual 119, 
Individual #283, Individual #167, Individual #349, Individual #304, Individual #39, and 
Individual #254) of the 15 PBSPs reviewed (67%) represented examples of 
comprehensive plans that contained all of the following items.  This was the same as the 
last review when 67% of the PBSPs reviewed were judged to be acceptable.  
¶ rationale/purpose of the plan 
¶ operational definitions of target behaviors 
¶ operational definitions of functional replacement behavior 
¶ behavioral objectives for one or more target behaviors 
¶ behavioral objectives for one or more replacement behaviors 
¶ use (or stated why not) SAPs to address the acquisition of 

replacement/alternative behaviors 
¶ baseline data for one or more target behavior 
¶ antecedent-based or preventative strategies 
¶ strategies to promote replacement or alternative behavior 
¶ consequence-based strategies (what to do when behavior occurred) 
¶ the use of positive reinforcement 
¶ descriptions of data collection procedures 
¶ signed and dated 

 
Over the next six months, it is recommended that the facility document that PBSPs are 
consistently implemented within 14 days of receiving consent.  Additionally, SASSLC 
should ensure that all PBSPs have functional replacement behaviors, or explain why 
functional replacement behaviors are not practical or possible. 
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K10 Commencing within six months of 
the Effective Date hereof and with 
full implementation within 18 
months, documentation regarding 
ÔÈÅ 0"30ȭÓ ÉÍÐÌÅÍÅÎÔÁÔÉÏÎ ÓÈÁÌÌ ÂÅ 
gathered and maintained in such a 
way that progress can be 
measured to determine the 
efficacy of treatment. 
Documentation shall be 
maintained to permit clinical 
review of medical conditions, 
psychiatric treatment, and use and 
impact of psychotropic 
medications. 

There were improvements in this provision item, however, more work (discussed below) 
is required before it could be rated as substantial compliance. 
 
As discussed in K4, SASSLC recently postponed the collection of IOA data.  It is 
recommended that that the facility reinitiate the collection of IOA.  Further, it is 
recommended that the facility establish minimum frequencies (i.e., how often it is 
collected) and levels (i.e., what are acceptable scores) for the collection of IOA data.  
Finally, in order to achieve substantial compliance with this provision item, the facility 
will also need to document that the established minimal frequencies and levels of IOA are 
achieved. 
 
All of the DSPs asked about PBSPs indicated that they understood them (see K11).  The 
most direct method, however, to ensure that PBSPs are implemented as written is to 
regularly collect treatment integrity data.  SASSLC continued to conduct treatment 
integrity.  Prior to the last review, the facility established minimum frequencies for the 
collection of treatment integrity (i.e., how often it is collected) based on the severity and 
frequency of the target behavior.  Additionally, the facility identified minimal treatment 
integrity levels (i.e., what are acceptable data collection reliability scores) at 90%.  The 
facility reported that from 9/1/13 to 2/28/14, treatment integrity averaged 63%.  The 
director of behavioral health services indicated that the frequency of treatment integrity 
collection ÈÁÄ ÎÏÔ ÂÅÅÎ ÃÏÎÓÉÓÔÅÎÔ ×ÉÔÈ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÅÓÔÁÂÌÉÓÈÅÄ ÇÏÁÌȢ  )Ô ÉÓ ÎÏ× 
recommended that the facility demonstrate that their goal frequency and level of 
treatment integrity is achieved.  
 
The monitoring team reviewed the treatment integrity data sheet used at SASSLC and 
believes it represented an adequate measure of treatment integrity.  It included several 
relevant questions concerning the implementation of PBSPs (e.g., what are the target 
behaviors, what are the antecedents to the target behaviors) and a direct observation 
component where the behavioral health services specialist/assistant observed the DSP 
implementing the plan.   
 
Target behaviors were consistently graphed.  All of the graphs reviewed contained 
horizontal and vertical axes and labels, condition change lines/indicators, data points, 
and a data path.  Although the monitoring team found more examples of graphed 
replacement behaviors than in the last review, it is recommended that replacement 
behaviors be graphed for all individuals with PBSPs (see K4).   
 

Noncompliance  

K11 Commencing within six months of 
the Effective Date hereof and with 
full implementation within one 
year, each Facility shall ensure that 

All of the PBSPs reviewed appeared simple, clear, and allowed for staff understanding.  
Additionally, all DSPs interviewed, indicated that they understood the PBSPs.  Therefore, 
this provision item continued to be rated as being in substantial compliance. 
 

Substantial 
Compliance 
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PBSPs are written so that they can 
be understood and implemented 
by direct care staff. 

The behavioral health services department reviewed all PBSPs that were presented in 
peer review and the Behavior Therapy Committee to ensure that they were simple, clear, 
and written in a style that would promote staff understanding.  The monitoring team 
reviewed 15 PBSPs written in the last six months and concluded that they were written 
in a manner that DSPs were likely to understand.  The PBSPs reviewed were consistently 
brief and concise, contained a minimal number of target behaviors (the monitoring  
ÔÅÁÍȭÓ ÓÁÍÐÌÅ ÁÖÅÒÁÇÅÄ σȢτ target behaviors per PBSP reviewed), and technical language 
appeared to be kept at a minimal. 
 
As an objective measure of the readability of PBSPs, SASSLC monitored the reading level 
(using the Flesch-Kincaid Readability score) of a sample of 10 PBSPs.  The average 
reading grade level was 8.2. 
 
Finally, the monitoring team also asked several DSPs across all treatment sites if they 
could understand the PBSPs, and all DSPs indicated that the plans were simple, clear, and 
easy to understand.  
 

K12 Commencing within six months of 
the Effective Date hereof and with 
full implementation in two years, 
each Facility shall ensure that all 
direct contact staff and their 
supervisors successfully complete 
competency-based training on the 
overall purpose and objectives of 
the specific PBSPs for which they 
are responsible and on the 
implementation of those plans. 

This item was rated as being in noncompliance because, at the time of the onsite review, 
SASSLC did not have documentation that every staff assigned to an individual was 
trained on his or her PBSP.   
 
As reported in the previous review, the behavioral health department maintained logs 
ÄÏÃÕÍÅÎÔÉÎÇ ÓÔÁÆÆ ÍÅÍÂÅÒÓ ×ÈÏ ÈÁÄ ÂÅÅÎ ÔÒÁÉÎÅÄ ÏÎ ÅÁÃÈ ÉÎÄÉÖÉÄÕÁÌȭÓ 0"30Ȣ  "ÅÈÁÖÉoral 
health specialists and behavior analysts conducted the trainings prior to PBSP 
implementation and whenever plans changed.  No trainings of staff on a PBSP occurred 
during the onsite visit, therefore, the monitoring team could not observe the training of 
DSPs on individual PBSPs.  During past reviews, however, trainings were found to be 
thorough and included a review of the PBSP by a member of the behavioral health 
services department, an opportunity for DSPs to ask questions covering varying aspects 
of ÔÈÅ 0"30ȟ ÁÎÄ ×ÒÉÔÔÅÎ ÑÕÅÓÔÉÏÎÓ ÐÅÒÔÉÎÅÎÔ ÔÏ ÅÁÃÈ ÉÎÄÉÖÉÄÕÁÌȭÓ 0"30Ȣ   
 
The facility indicated that they maintained inservice logs on all staff training.  They 
reported, however, that float staff were inserviced by the residential staff and they did 
not know the method used to train these staff.  In order to meet the requirements of this 
provision item, the facility will need to present documentation that every staff assigned 
to work with an individual, including float/relief staff, has been trained in the 
implementation of his or her PBSP prior to PBSP implementation, and at least annually 
thereafter. 
 
 

Noncompliance 
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K13 Commencing within six months of 
the Effective Date hereof and with 
full implementation within three 
years, each Facility shall maintain 
an average 1:30 ratio of 
professionals described in Section 
K.1 and maintain one psychology 
assistant for every two such 
professionals. 

This provision item specifies that the facility must maintain an average of one BCBA for 
every 30 individuals, and one psychology assistant for every two BCBAs.   
 
At the time of the onsite review, SASSLC had a census of 235 individuals and employed 
three behavior analysts and seven behavioral health specialists responsible for writing 
PBSPs.  Additionally, the facility employed five psychology assistants, and one psychology 
technician.  In order to achieve compliance with this provision item, the facility must 
have at least eight behavior analysts (i.e., staff with BCBAs). 
 

Noncompliance 
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SECTION L:  Medical Care  

 Steps Taken to Assess Compliance: 
 
Documents Reviewed: 

o Health Care Guidelines, May 2009 
o DADS Policy #009.2: Medical Care, 5/15/13 
o DADS Policy Preventive Health Care Guidelines, 8/30/11 
o DADS Policy #006.2: At Risk Individuals, 12/29/10  
o DADS Policy #09-001: Clinical Death Review, 3/09 
o DADS Policy #09-002: Administrative Death Review, 3/09f 
o DADS Policy #044.2: Emergency Response, 9/7/11 
o DADS Clinical Guidelines 
o SASSLC Policy and Procedures: 

¶ Facility Medical Services Policy, Procedure 200-5A, 3/24/14  
¶ Clinical Death Review, SOP, 300-23 CDR, 3/09 
¶ Minimum Common Elements of Care, 10/14/13 
¶ Continuous Quality Improvement Committee, 4/17/12 
¶ Pneumonia Review Committee, 4/10/12 
¶ Lab Matrix, 9/28/11  

o Pneumonia Review Committee meeting minutes 
o Medical Continuous Quality Improvement Committee Meeting Minutes 
o Clinical Daily Provider Meeting Minutes 
o Listing of Medical Staff 
o Medical Caseload Data 
o Medical Staff Curriculum Vitae 
o Primary Provider CME Data 
o APRN Collaborative Agreement 
o Medical Department Employee CPR Data 
o Mortality Review Documents 
o Avatar Pneumonia Tracking Data 
o External Clinic Tracking Log  
o Internal Clinic Tracking Log 
o Listing, Neurology Clinics 
o Internal and External Medical Reviews 
o Listing, Individuals with seizure disorder 
o Listing, Individuals with history of status epilepticus since last compliance review 
o Listing, Individuals with diagnosis of refractory seizure disorder 
o Listing, Individuals with VNS 
o Listing, Individuals with pneumonia 
o Listing, Individuals with a diagnosis of osteopenia and osteoporosis 
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o Listing, Individuals over age 50 with dates of last colonoscopy 
o Listing, Females over age 40 with dates of last mammogram 
o Listing, Females over age 21 with dates of last cervical cancer screening 
o Listing, Individuals with DNR Orders 
o Listing, Individuals with diagnosis of malignancy, cardiovascular disease, diabetes mellitus, 

hypertension, sepsis, and GERD 
o Listing, Individuals hospitalized and sent to emergency department  
o AED Polypharmacy Data 
o Components of the active integrated record - annual physician summary, active problem list, 

preventive care flow sheet, immunization record, hospital summaries, active x-ray reports, active 
lab reports, MOSES/DISCUS forms, quarterly drug regimen reviews, consultation reports, 
physician orders, integrated progress notes, annual nursing summaries, MARs, annual nutritional 
assessments, dental records, and annual ISPs, for the following individuals: 
¶ Individual #57, Individual #43 Individual #136, Individual #288, Individual #119, 

Individual #242 Individual #313, Individual #170, Individ ual  #132, Individual #74, 
Individual #13  

o Annual Medical Assessments the following individuals: 
¶ Individual #300, Individual #280, Individual #124, Individual #2, Individual #13, 

Individual #199, Individual #57, Individual #39, Individual #268, Individual # 30, 
Individual #167, Individual #249, Individual #73, Individual #287, Individual #306  

o Neurology Notes for the following individuals: 
¶ Individual #114, Individual #164, Individual #292, Individual #104, Individual #110, 

Individual #30, Individual #344, Individual #254, Individual #142, Individual #165 
 
Interviews and Meetings Held: 

o David Espino, MD, Medical Director 
o David Bessman, MD, Primary Care Physician 
o Jetta Brown, MD, Primary Care Physician 
o John J. Nava, MD, Primary Care Physician 
o Helen Starkweather, RN, APN,MSN,FNP-BC, Nurse Practitioner 
o Sharon Tramonte, Pharm D, Clinical Pharmacist 
o Mandy Pena, RN, QA Nurse 
o Chip Dunlap, RN, MSN, MHA, Chief Nurse Executive 
o Larry Algueseva, QA Director 
o Robert Zertuche, RN, Program Compliance Nurse 

 
Observations Conducted: 

o Daily Clinical Services Meetings 
o Medical Staff Meeting 
o Observations of homes 
o Medical Continuous Quality Improvement Meeting 
o Medication Variance Meeting 
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Facility Self -Assessment: 
 
As part of the self-assessment process, the facility submitted three documents: (1) the self-assessment, (2) 
an action plan, and (3) the provision action information. 
 
The self-assessment provided little indication of the status of services provided.  For section L1, six 
activities were reported, but the results of the activities were not documented and had no correlation to the 
activities.  For example, one activity was to review 124 of 136 AMAs to determine if they were current.  
There was no documentation of the number of AMAs that were submitted in a timely manner.  Similarly, 
QMSs were reviewed to determine if they were current, but no result of this activity was provided.  Another 
activity was to review the morning meeting minutes to determine if discussions were integrated.  There 
was no outcome documented for this activity.  That is, activities were listed, but no results were provided.  
The results of the self-assessment included statements, which were not connected to the activities 
conducted.  One statement was that for the 89 females who received gynecology exams, 71% had ben done.  
There was no activity conducted related to the review of preventive care.  This pattern of random data 
unlinked to any specific activity was seen throughout the entire section L self-ÁÓÓÅÓÓÍÅÎÔȢ  4ÈÅ ÆÁÃÉÌÉÔÙȭÓ 
self-assessment should include metrics similar to those used by the monitoring team.  
 
The facility rated itself in noncompliance with all four provisions.  The monitoring team concurred with the 
ÆÁÃÉÌÉÔÙȭÓ ÓÅÌÆ-rating. 
 
3ÕÍÍÁÒÙ ÏÆ -ÏÎÉÔÏÒȭÓ !ÓÓÅÓÓÍÅÎÔȡ 
 
The medical department had functioned with several locum tenens providers since the October 2013 
compliance review.  At the time of this review, the department was fully staffed with three full time 
primary care providers and a medical director.  All were facility employees.  Having a stable medical staff 
was important because the medical department had a number of challenging issues to face. 
 
Quality health care for individuals includes two fundamental elements: the appropriate preventive care to 
lessen future health decline and the appropriate treatment for acute/current illness.  Troubling findings 
surfaced in both areas during the conduct of this review.  Unacceptable gaps were noted in the provision of 
routine health care.  Some services, such as immunizations, were provided with high rates of compliance 
and improvement was seen in the compliance with vision screenings.  However, compliance with many 
cancer screenings was poor based on record reviews.  
 
There were also concerns identified with the management of acute medical conditions.  A clinical scenario 
was presented in the morning meeting that described an individual with respiratory compromise who was 
not evaluated by a physician until the PCP arrived the following morning.  The individual was immediately 
transferred to an acute care facility and was admitted to the intensive care unit.  Other individuals were 
identified through record reviews who were never assessed by a physician for acute medical problems, but 
should have been.  
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Record and document reviews indicated that access to some specialty care was either not adequate or was 
not being appropriately utilized.  The facility did not maintain any data to demonstrate timeliness of 
appointments.  Records included in the record sample and other documents provided evidence of 
appointments that did not occur in a timely manner.  Several of the records in the neurology sample 
documented a lack of clinic follow-up.  There were outstanding cardiology appointments for evaluation of 
ÁÂÎÏÒÍÁÌ %+' ÆÉÎÄÉÎÇÓ ÁÎÄ ÏÎÅ ÐÅÎÄÉÎÇ ȰÕÒÇÅÎÔȭ ÃÁÒÄÉology evaluation.  
 
The facility had a relatively high incidence of pneumonia.  Throughout the week of the compliance review, 
the monitoring team attended the daily clinical meetings and learned of five individuals that were 
hospitalized with pneumonia.  During one of the morning meetings, one member of the medical staff 
commented that the facility had many individuals with pneumonia.  It was concerning that there had been 
no additional review of this trend.  Similarly, there were numerous individuals hospitalized with bowel 
associated issues, such as bowel obstruction, ileus, and constipation.  This was clearly documented in the 
hospital data, but no further analysis of the data had occurred. 
 
As noted in previous reviews, the facility submitted no justification for the DNRs.  In fact, the table 
submitted appeared to include the same outdated data submitted for the October 2013 review.   
 
The external medical reviews were completed as required.  Internal audits were also completed.  This 
process was not clear because the medical director reported that the internal audits were completed in 
January 2014 and July 2013, however, data for an October 2013 audit was submitted following the onsite 
review. 
 
There were eight deaths since the last compliance review and 75 percent of the deaths involved the 
diagnosis of pneumonia.  During the customary mortality management discussion, it was reported that the 
facility had taken a critical look at all deaths and there were no unusual findings.  It was also reported that 
state office was reviewing deaths and providing recommendations, but had none for SASSLC.  The 
Continuous Medical Quality Committee continued to develop metrics and met on a monthly basis.  The 
committee members were trained on the use of root cause analysis and were beginning to utilize this 
problem solving methodology.  
 
Additional policies and guidelines were developed to guide the provision of medical care.  Manuals were 
ÄÅÖÅÌÏÐÅÄ ÔÈÁÔ ÉÎÃÌÕÄÅÄ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÃÌÉÎÉÃÁÌ ÇÕÉÄÅÌÉÎÅÓȢ  )Ô ×ÁÓ ÎÏÔ ÃÌÅÁÒ ÔÈÁÔ ÔÈe physicians utilized this 
information.  Throughout the conduct of this review, it was evident that compliance with existing policies, 
procedures, and guidelines was an ongoing challenge for the medical staff.  This should improve since the 
facility will n o longer rely on temporary physicians for staffing. 
 
Finally, some components of this review were hampered by the lack of accurate data.  This is not 
problematic just for the compliance review.  The medical department cannot measure its own progress if it 
cannot collect and report data accurately.  Establishing a standardized set of quality measures, collecting 
and reporting data, is a required component for any health care delivery system. 
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In addition to problems with data accuracy, the facility also appears to have problems maintaining 
documents and records.  During the October 2013 review, an individual experienced a major medication 
error.  When documents related to that error were requested, the monitoring team was informed that they 
×ÅÒÅ ȰÌÏÓÔȢȱ  3ÉÍÉlarly, for this review, an individual experienced an adverse outcome associated with 
ÁÎÅÓÔÈÅÓÉÁȢ  4ÈÅ ÄÏÃÕÍÅÎÔÓ ÃÏÎÔÁÉÎÉÎÇ ÔÈÅ ÉÎÆÏÒÍÁÔÉÏÎ ÃÅÎÔÒÁÌ ÔÏ ÔÈÉÓ ÃÁÓÅ ×ÅÒÅ ÒÅÐÏÒÔÅÄ ÁÓ ȰÎÏ×ÈÅÒÅ ÔÏ 
ÂÅ ÆÏÕÎÄȢȱ  7ÈÉÌÅ ÃÏÒÒÅÃÔÉÖÅ ÁÃÔÉÏÎÓ ÈÁÖÅ ÂÅÅÎ ÉÍÐÌÅÍÅÎÔÅÄȟ ÉÔ ÉÓ Émportant that the facility understand the 
gravity in failing to maintain the treatment records for individuals. 
 

 
# Provision  Assessment of Status Compliance  

L1 Commencing within six months of 
the Effective Date hereof and with 
full implementation within  two 
years, each Facility shall ensure that 
the individuals it serves receive 
routine, preventive, and emergency 
medical care consistent with 
current, generally accepted 
professional standards of care. The 
Parties shall jointly identify the 
applicable standards to be used by 
the Monitor in assessing compliance 
with current, generally accepted 
professional standards of care with 
regard to this provision in a 
separate monitoring plan. 

The process of determining compliance with this provision item included reviews of 
records, documents, facility reported data, staff interviews, and observations.  Records 
were selected from the various listings included in the above documents reviewed list.  
-ÏÒÅÏÖÅÒȟ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÃÅÎÓÕÓ ×ÁÓ ÕÔÉÌÉÚÅÄ ÆÏÒ ÒÁÎÄÏÍ ÓÅÌÅÃÔÉÏÎ ÏÆ ÁÄditional records.  
The findings of the monitoring team are organized in subsections based on the various 
requirements of the Settlement Agreement and as specified in the Health Care 
Guidelines. 
 
Staffing  
The medical staff was comprised of a medical director, two full time staff primary care 
physicians, and one full time advanced practice registered nurse.  There was one full time 
locum tenens primary care physician who the medical director reported was assisting 
with completion of assessments and would be leaving at the end of May 2014. 
 
4ÈÅ ÍÅÄÉÃÁÌ ÄÉÒÅÃÔÏÒ ÃÁÒÒÉÅÄ Á ÃÁÓÅÌÏÁÄ ÏÆ ρω ×ÈÉÌÅ ÔÈÅ !02.ȭÓ ÃÁÓÅÌÏÁÄ ×ÁÓ ÁÂÏÕÔ φπȢ  
The primary care physicians carried an average caseload of 80.  The medical compliance 
nurse who began working at the facility 7/16/13 continued in that capacity.  The 
collaborative agreement for the APRN was reviewed.  It was signed by all members of the 
primary medical staff.  CPR certification was current for all members of the medical staff. 
 
Physician Participation In Team Process  
Daily Clinical Services Meeting 
The facility continued its daily clinical services meeting.  The medical director, all PCPs, 
psychiatrists, chief nursing executive, clinical pharmacists, habilitation staff, and 
behavioral health specialists attended this morning review.  The events of the past 24 
hours were discussed, including hospital admissions, transfers, use of emergency drugs, 
and restraints.  The meeting also included discussions related to admissions, discharges, 
clinic consultations, and adverse drug reactions.  The meetings were informative with 
good participation by all clinical disciplines. 
 
 
 

Noncompliance 
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ISP Meetings 
The monitoring team requested documentation of PCP attendance at the annual ISP 
meetings.  Data presented in the self-assessment, for the months of September 2013 
through February 2014, were submitted, and are summarized in the table below. 
 

Primary Care Provider ISP Attendance 2013 - 2014 
 Number of ISPs Meetings 

Attended (%) 
Sep 21 8 (38%) 
Oct 22 11 (50%) 
Nov 22 7 (31%) 
Dec 18 7 (38%) 
Jan 22 9 (41%) 
Feb 16 9 (56%) 

Total 121 51 (42%) 

 
Over the six-month period, the primary providers attended a total of 51 of 121 (42%) of 
annual ISPs.  This was an increase from the 24% participation seen during the previous 
compliance review.  The primary care providers attended 13 of 37 (49%) ISPAs that 
were conducted during the months of September 2013 to February 2014.  Two 
physicians accounted for 72% of the attendance.  
 
Overview of the Provision of Medical Services  
The medical staff conducted rounds in the homes of the individuals who received a 
variety of medical services.  They were provided with preventive, routine, specialty, and 
acute care services.  The facility conducted onsite neurology, dental, podiatry, 
dermatology, gynecology, ophthalmology, and psychiatry clinics.  Referrals for other 
specialty services were provided at the university health sciences center or by 
community physicians.  It was reported that contracts were being negotiated with a 
cardiologist and pulmonologist to conduct onsite clinics.  As will be discussed in the 
various sections of this report, tracking the provision of services was at times difficult. 
 
The medical director reported that individuals were admitted to Nix Hospital.  This was a 
full service hospital and could address all needs with the exception of neurosurgery.  The 
medical staff had access to the records of individuals hospitalized at the Nix hospital.  
Individuals with true medical emergencies were transported to the closest most 
appropriate facility.  Labs were drawn and processed at the facility and sent to Austin 
State Hospital.  Stat labs were completed through Baptist Health Systems.  A mobile x-ray 
service provided services 24 hours/day seven days a week.   
 
While many basic health needs of individuals were met, there was evidence that 
improvement was needed in many areas.  Deficiencies were noted in the provision of 
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some services.  Preventive, routine, and specialty care were not consistently provided in 
a timely manner as several individuals had lapsed clinic appointments and delinquent 
screenings.  Numerous individuals were also identified who were overdue for EKGs, 
many by several years.  Records and documents indicated that lab studies were not 
consistently ordered per protocol. 
 
In addition to problems with the provision of services, there were issues related to care 
provided by the primary providers.  Follow-up of individuals with acute medical 
problems and those returning from the hospital was sometimes inadequate.  Record 
documentation revealed that individuals were frequently seen only once or twice.  
There was documentation that medication changes did not occur as needed and 
abnormal EKGs were not adequately addressed.  Individuals who completed dental 
treatment with TIVA did not have documentation of appropriate medical evaluation 
prior to the procedure in order to determine overall risk. 
 
Management of pneumonia continued to present challenges, particularly for those 
individuals with recurrent pneumonia.  Additionally, there were a number of individuals 
transferred to acute care facilities for management of bowel issues.  Some of these 
individuals required surgical intervention.  Discussions of the improvements as well as 
the opportunities for improvement are included throughout this report. 
 
Documentation of Care  
The Settlement Agreement sets forth specific requirements for documentation of care.  
The monitoring team reviewed numerous routine and scheduled assessments as well as 
record documentation.  The findings are discussed below.  Examples are provided in the 
various subsections and in the end of this section under case examples. 
 
Annual Medical Assessments 
Annual Medical Assessments included in the record sample as well as those submitted 
by the facility were reviewed for timeliness of completion as well as quality of the 
content. 
 
For the Annual Medical Assessments included in the record sample: 
¶ 10 of 10 (100%) records included an AMA 
¶ 10 of 10 (100%) AMAs were current 
¶ 9 of 10 (90%) AMAs included comments on family history 
¶ 9 of 10 (90%) AMAs included information about smoking and/or substance 

abuse history 
¶ 9 of 10 (90%) AMAs included information regarding the potential to transition 
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The facility submitted a sample of 15 of the most recent Annual Medical Assessments 
along with a copy of the previous year assessment.  For the sample of Annual Medical 
Assessments submitted by the facility: 
¶ 13 of 15 (86%) AMAs were completed in a timely manner. 
¶ 13 of 15 (86%) AMAs included comments on family history 
¶ 14 of 15 (93%) AMAs included information about smoking and/or substance 

abuse history 
¶ 15 of 15 (100%) AMAs included information regarding the potential to 

transition  
 
The AMA was considered timely if it was completed within 365 days of the previous 
summary.  The format of the AMAs varied.  The facility submitted sample included 15 
AMAs that were completed in 2014.  Eleven of 15 (73%) of the evaluations were 
completed in the old format.  Four AMAs were done using the most recent state-issued 
template.  The four assessments done in the new format were all completed by the 
medical director. 
 
Many of the assessments continued to present information in a disjointed manner, 
failing to link relevant problems, such as dysphagia, GERD, and pneumonia.  In some 
instances, significant problems, such as recurrent pneumonia were not listed as an 
active problem.  As a result of this, the primary medical provider included no discussion 
of the supports that were needed to prevent recurrence.  
 
The AMAs did not include any assessment of risk by the PCPs.  Thus, none of the annual 
evaluations effectively outlined a plan to mitigate risks or adequately described the 
supports for individuals who were at risk for issues, such as aspiration, osteoporosis, or 
bowel issues. 
 
The plans of the assessment will continue to need to be refined.  Many of them cited 
ȰÃÏÎÔÉÎÕÅ ÃÕÒÒÅÎÔ ÔÒÅÁÔÍÅÎÔȱ ÁÓ ÔÈÅ ÐÌÁÎȢ  4ÈÉÓ ×ÁÓ ÐÒÉÍÁÒÉÌÙ ÓÅÅÎ ÉÎ !-!Ó ÃÏÍÐÌÅÔÅÄ 
by locum tenens physicians.  
 
Quarterly Medical Summaries  
Generally, the primary care providers were not completing the Quarterly Medical 
Summaries as required by the Health Care Guidelines.  
 
For the records contained in the record sample: 
¶ 3 of 10 (30%) records included a current QMS 
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The QMSs completed were done using a state-issued template.  Most records did not 
have a current QMS and several had not had summaries done in many months.  It was 
clearly noted in the previous monitoring report that one provider was not completing 
QMSs.  The records for that same provider once again did not have any quarterly 
summaries.  In fact, the most recent summaries in the records for that provider were 
dated 2011.  The completion of quarterly medical summaries is a requirement of the 
Health Care Guidelines and the medical director should address this requirement with 
the primary providers. 
 
Active Problem List 
For the records contained in the record sample: 
¶ 10 of 10 (100%) records included an APL  

 
The APLs were found in most records and appeared to have updates added in many 
instances. 
 
Integrated Progress Notes 
Most physicians documented in the IPN in SOAP format when the entry involved a 
clinical encounter.  The notes were usually signed and dated.  The documentation of one 
primary provider was essentially illegible.  This provider also consistently did not 
document in SOAP format.   
 
Documentation was infrequent.  Generally, there were inadequate IPN notations when 
individuals experienced acute medical problems.  Documentation of resolution of acute 
issues was rare.  State-issued policy required that documentation related to acute 
medical problems continue until the problem was stable or resolved.  Post-hospital 
documentation also required improvement.  In many cases, IPN entries were identified 
for one, sometimes two days following hospital return.  Compliance with documentation 
requirements was provider specific.   
 
Physician Orders 
Physician orders were usually dated, timed, and signed.  The primary concern was 
incomplete orders, specifically orders written without indications.  Medication orders 
are discussed further in section N1. 
 
Consultation Referrals 
The medical staff documented consultations in the IPN.  A brief summary was typically 
noted.  Some providers indicated agreement or disagreement with the 
recommendations of the consultant.  Referral to the IDT was generally not indicated.   
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The medical director reported that a  new consultation form was recently implemented 
to ensure that physicians documented agreement/disagreement and referral to the IDT.  
The medical director believed fulfilled the requirements for documentation.  State policy 
required specific documentation in the IPN in accordance with the health care 
guidelines and Settlement Agreement.  Consultation referrals are discussed in further 
detail in section G2. 
 
Routine and Preventive Care  
Routine and preventive services were available to all individuals at the facility.  
Compliance with vision exams and screenings improved since the last onsite review.  The 
medical director reported that formal audiology testing was being performed on all 
individuals because documentation of functional hearing assessed during the annual 
physical examination did not meet requirements during the most recent licensing survey.  
Documentation indicated that the yearly influenza, pneumococcal, and hepatitis B 
vaccinations were usually administered to individuals.   
 
During the April 2013 and October 2013 compliance reviews, the medical director 
reported that all preventive care data needed to be re-established because it was lost 
with changes in staff.  During both of those reviews, the data were either not submitted 
ÏÒ ×ÅÒÅ ÎÏÔÁÂÌÙ ÉÎÁÃÃÕÒÁÔÅȢ  $ÁÔÁÂÁÓÅÓ ×ÅÒÅ ÒÅÐÏÒÔÅÄ ÔÏ ÂÅ Ȱ×ÏÒËÓ ÉÎ ÐÒÏÇÒÅÓÓȢȱ  4×ÅÌÖÅ 
months after the staffing changes, the medical director continued to report that data 
entry for the preventive care databases was not complete.  The medical compliance 
nurse, however, indicated that data were complete and reflected the status of preventive 
care at the facility.  The record audits and other data submitted for the October 2013 
review documented relatively poor compliance with the preventive care policy of the 
facility.  Recommendations to address cancer screenings and other deficiencies related to 
preventive care were made in the monitoring report.  
 
During this compliance review, the monitoring team requested a sample of mammogram 
and colonoscopy reports.  These reports were requested because facility data indicated 
that some tests were being ordered in a manner that was not consistent with guidelines.  
Specifically, females appeared to have repeat mammograms.  The medical director 
indicated that those studies could have been completed at those intervals even though 
repeat studies would not be consistent with current guidelines.  A review of sample 
reports documented a significant degree of inaccurate information in the reports 
submitted by the facility.  )Î ÎÕÍÅÒÏÕÓ ÉÎÓÔÁÎÃÅÓȟ ÄÉÁÇÎÏÓÔÉÃÓ ×ÅÒÅ ÒÅÐÏÒÔÅÄ ÁÓ ȰÄÏÎÅȱ 
when the appointments and evaluations were not completed.   
¶ $ÕÅ ÔÏ ÔÈÅ ÉÎÁÃÃÕÒÁÃÙ ÏÆ ÔÈÅ ÒÅÐÏÒÔÓ ÒÅÖÉÅ×ÅÄȟ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÐÒÅÖÅÎÔÉÖÅ ÃÁÒÅ ÄÁÔÁ 

will not be presented in this report.  The findings regarding preventive care are 
based on the 10 record audits only. 
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Preventive Care Flow Sheets 
For the records contained in the record sample: 
¶ 10 of 10 (100%) records included PCFSs  
¶ 5 of 10 (50%) forms were updated with the most recent AMA 

 
The Preventive Care Flowsheets were found in all of the records reviewed.  It covered the 
basic areas of prevention and overall was adequate.  The guidelines were generally 
consistent with state-issued guidelines.  The documents were frequently not fully 
updated and there was no requirement for a physician signature resulting in the inability 
to determine which staff made the entries.  The monitoring team recommends that the 
documents be updated with completion of quarterly and annual medical summaries.   
 
Immunizations 
¶ 9 of 10 (90%) individuals received the influenza, hepatitis B, and pneumococcal 

vaccinations 
¶ 8 of 10 (80%) individuals had documentation of varicella status 

 
The active records included no documentation in the immunization records, IPNs, or 
physician orders regarding the provision of the Vaccine Information Statements (VIS).  
State policy indicated that informed consent was to be obtained for all immunizations.  
However, medical policy did not explicitly state the requirement for provision of the VIS 
or the documentation of the VIS.  The National Childhood Vaccine Injury Act requires that 
all health care providers in the US, who administer to any child or adult certain 
vaccinations such as, but not limited to, varicella, tetanus, influenza, and hepatitis B, 
ÐÒÏÖÉÄÅ ÐÒÉÏÒ ÔÏ ÁÄÍÉÎÉÓÔÒÁÔÉÏÎ ÏÆ ÅÁÃÈ ÄÏÓÅȟ Á ÃÏÐÙ ÏÆ ÔÈÅ ȰÒÅÌÅÖÁÎÔ ÃÕÒÒÅÎÔ ÅÄÉÔÉÏÎ 6)3 
ÐÒÏÄÕÃÅÄ ÂÙ ÔÈÅ #$#Ȣȱ  (ÅÁÌÔÈ ÃÁÒÅ ÐÒÏÖÉÄÅÒÓ ÁÒÅ ÁÌÓÏ ÒÅÑÕÉÒÅÄ ÂÙ ÔÈÉÓ ÆÅÄÅÒÁÌ ÌÁ× ÔÏ 
ȰÍÁËÅ Á ÎÏÔÁÔÉÏÎ ÉÎ ÅÁÃÈ ÐÁÔÉÅÎÔȭÓ permanent medical record at the time vaccine 
ÉÎÆÏÒÍÁÔÉÏÎ ÍÁÔÅÒÉÁÌÓ ÁÒÅ ÐÒÏÖÉÄÅÄȱ ÔÈÅ ÖÅÒÓÉÏÎ ÏÆ ÔÈÅ 6)3 ÁÎÄ ÔÈÅ ÄÁÔÅ ÐÒÏÖÉÄÅÄȢ  4ÈÉÓ ÉÓ 
a requirement in addition to noting the vaccine manufacturer and name of the person 
administering the vaccine.   
 
Screenings 
¶ 7 of 10 (70%) individuals received appropriate vision screening 
¶ 7 of 10 (70%) individuals received appropriate hearing testing 

 
During the previous compliance review, the compliance with vision screenings and 
examinations decreased.  The facility had focused on correcting this problem.  
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Prostate Cancer Screening 
The facility suspended routine prostate cancer screenings based on recommendations of 
the US preventive Task Force.   Per SASSLC medical policy, the decision to screen was 
made for each individual by the IDT due to continued controversy regarding the 
standard for this screening.  SASSLC should seek further guidance from state office in 
this area. 
 
Breast Cancer Screening 
¶ 3 of 4 females met criteria for breast cancer screening 
¶ 1 of 2 (50%) females had current breast cancer screenings 

 
Cervical Cancer Screening 
¶ 4 of 4 females met criteria for cervical cancer screening 
¶ 2 of 4 (50%) females completed cervical cancer screening within three years 

 
Colorectal Cancer Screening 
¶ 5 of 10 individuals met criteria for colorectal cancer screening 
¶ 1 of 5 (20%) individuals completed colonoscopies for colorectal cancer 

screening within the past 10 years 
 
Disease Management 
The facility implemented numerous clinical guidelines based on state-issued clinical 
protocols.  The monitoring team reviewed records and facility documents to assess 
overall care provided to individuals in many areas.  The management of chronic 
conditions is discussed below. 
 
Pneumonia 
The facility submitted data on the number of pneumonia cases.  Those data are 
summarized in the table below. 
 

Pneumonia 2013 - 2014 
 Sep Oct Nov Dec Jan Feb Mar 
Aspiration 0 1 0 1 2 1 0 
Pneumonia 0 1 0 8 1 5 1 
Total 1 2 0 9 3 6 1 

 
The Pneumonia Review Committee conducted two meetings since the last compliance 
review.  The facility submitted notes for meetings held on 12/11/13 and 1/14/14.   
Checklists were completed for each individual.  Information reviewed included CXR 
findings, lab data, hospital diagnosis, signs/symptoms of pneumonia, and pneumonia 
risk factors.  The forms were not dated nor were they signed by a committee chair or the 
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medical director.  The monitoring team was not clear on how the committee made 
decisions.  For example, Individual #38 had a chest x-ray that showed a new left lower 
lobe infiltrate, but the group decided this was not consistent with pneumonia.  
 
The review process did not provide documentation that diagnostic and therapeutic 
modalities were adequately reviewed for each individual to ensure that the necessary 
supports were implemented, particularly for individuals with recurrent pneumonia.  
The committee did not appear to make any recommendations to the IDT regarding the 
supports or further actions that were needed. 
  
The Pneumonia Review Committee was a multidisciplinary committee that was capable 
of providing feedback to the IDTs with regards to the management of pneumonia.  State 
protocols provided guidance on management of recurrent aspiration.  Committee 
members should review the algorithms for management of pneumonia and recurrent 
aspiration and provide feedback to the IDTs through the pneumonia review process. 
 
In addition to the Pneumonia Review Committee, the medical director participated in 
the PNMT committee, which reviewed pneumonia.  The primary care providers were 
also present for discussion of individuals in their caseloads. 
 
Diabetes Mellitus 
The records of 10 individuals were reviewed for adherence to the standards of care in in 
five areas set forth by the American Diabetes Association.  Data are presented below: 
¶ 7 of 8 (87%) individuals had adequate glycemic control (HbA1c <7) 
¶ 8 of 8 (100%) individuals had annual eye examinations 

¶ 0 of 8 (0%) individuals received ACE/ARB for renal protection 
¶ 8 of 8 (100%) individuals received the pneumococcal and influenza 

vaccinations. 
 
Three individuals had HbA1c < 5.5 and received no medication.  It was not clear if these 
ÉÎÄÉÖÉÄÕÁÌÓ ÈÁÄ ÄÉÁÂÅÔÅÓ ÍÅÌÌÉÔÕÓ ÏÒ ×ÅÒÅ ȰÐÒÅ-ÄÉÁÂÅÔÉÃȢȱ  /ÎÅ ÉÎÄÉÖÉÄÕÁÌ ÈÁÄ Á (Â!ρÃ ÏÆ 
9.5.  None of the individuals received ACE inhibitors or ARBs. Those individuals with a 
diagnosis of diabetes should be reviewed to determine if they are candidates for 
treatment. 
 
There were no audits, apart from the medical management audits, conducted to ensure 
that individuals received the appropriate management of diabetes mellitus.  The medical 
management audits did not sufficiently cover the key diabetes metrics.  Neither the 
medical director nor medical compliance nurse was clear on the use of a diabetes 
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tracking flow sheet.  Record reviews indicated that there was no specific diabetes flow 
sheet.  However, the PCFS included some aspects of diabetes management.  As already 
noted, the PCFSs were not updated annually with each AMA as required.  Many studies 
show that flowsheet use improves care and adherence to guidelines.  The medical staff 
should update the diabetes section of the PCFS.  
 
Constipation 
There were 11 admissions related to bowel obstruction, ileus, or constipation from 
August 2013 to February 2014.  There were several individuals at the facility that had 
undergone surgical procedures, such as colostomy or ileostomy.  Other individuals were 
transferred to the emergency department for evaluation due to constipation.   
 
The medical director was questioned about the hospital data included in the CQI 
minutes because it clearly noted several admissions due to bowel problems.  It was 
ÒÅÐÏÒÔÅÄ ÔÈÁÔ ÓÅÖÅÒÁÌ ÏÆ ÔÈÅÓÅ ×ÅÒÅ ÄÕÅ ÔÏ /ÇÉÌÖÉÅȭÓ ÓÙÎÄÒÏÍÅ ÁÎÄ ÏÔÈÅÒ ÎÏÎ-mechanical 
causes.  Even though there were several individuals hospitalized, there had been no 
further review of bowel management at the facility.  A DUE related to anticholinergic 
burden and bowel obstruction was conducted.  However, further analysis of the hospital 
data would appear to be indicated.  The facility should also review the current bowel 
management protocols and implementation of those protocols to ensure that optimal 
bowel management is occurring.  
 
Case Examples 
Individual #170  
¶ This individual had several episodes of syncope.  On 4/7/14, an order was 
×ÒÉÔÔÅÎ ÆÏÒ ÁÎ ȰÕÒÇÅÎÔȱ ÃÁÒÄÉÏÌÏÇÙ ÃÏÎÓÕÌÔȢ  !Ó ÏÆ υȾυȾρτȟ ÔÈÅ ÕÒÇÅÎÔ ÃÏÎÓÕÌÔ ÈÁÄ 
not been obtained. 

 
Individual #43  
¶ This individual received lithium.  There were no labs obtained from June 2013 

to March 2014. 
¶ The individual had TIVA on 3/17/14.  Nursing documented at 12:10 pm that 

the pulse was 40-50.  It was also documented that the anesthesiologist reported 
that the individual was bradycardic during TIVA.  At 1:00 pm, the individual 
remained lethargic with a heart rate of 42 with respirations of 16.  At 2:00 pm, 
the PCP was notified and ordered an EKG.  It was documented that no E KG 
machine was available at TIVA.  The PCP documented in the IPN at 2:50pm was 
largely that the heart rate was 46.  The PCP IPN entry was largely illegible.  The 
individual returned home on 3/18/14.  There was no follow-up by the primary 
care provider of treating dentist.  Only two IPN entries were recorded after 
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3/18/14.  The entry dated 3/28/14 documented that labs were done.  Another 
entry on 4/16/14 noted that an emotional assessment was done.  There was no 
review by the PCP to determine the reason for the adverse reaction to 
anesthesia.  There was also no assessment for this individual, who received 
multiple medications and had a significant medical history, prior to TIVA to 
ensure that the individual was an appropriate candidate for TIVA.  

 
Individual #136  
¶ This individual had a diagnosis of seizure disorder with the last documented 

seizure in 1982.  The last clinic appointment was in 2009.  An attempt to obtain 
an EEG was made in 2013, but was unsuccessful.  The individual was, therefore, 
not seen in neurology clinic.  Further attempts to complete an EEG or have 
follow-up in the neurology clinic were not documented in the IPNs or AMA. 

¶ This individual did not have a DEXA scan even though phenobarbital was used 
long term. 

¶ The individual was hospitalized with GI problems on 2/13/14 and returned to 
the facility on 2/17/14.  The PCP wrote a four-line SOAP note that did not 
include the required components.  On 2/18/14, the individual was transferred 
back to the hospital due to a medication error.  On 2/20/14, the PCP made an 
IPN entry.  There was no additional documentation or follow-up.  The next PCP 
entry made on 3/21/14 was documentation of the renal consult. 

 
Individual #57   
¶ This individual had nausea and vomiting for 2 days, beginning on 2/1/14.  

There was no documentation of a physician evaluation, however, a KUB was 
done on 2/2/14, which showed a possible bowel obstruction.  The individual 
was transferred to an acute care facility where the diagnosis of bowel 
obstruction was made.  Foreign bodies were removed during surgery.  The 
individual returned on 2/12/13 and was seen by the PCP on 2/13/14 (untimed 
note).  Physician evaluations were documented again on 2/16/14 and 2/25/14. 

¶ The last EKG was done in 2007 and the individual did not have a DEXA scan 
even though long term AED use was a significant risk. 

 
Individual #242   
¶ This individual had a history of diabetes mellitus and chronic kidney disease.  

There was no medication prescribed for the diabetes.  In April 213, the HbA1c 
was 6.3.  In October 2013, the HbA1c increased to 7.6.  There was no 
intervention for this increase.  The individual was not placed on an ADA diet.  In 
April 2014, the HbA1c was noted to be 10.1 at which time the individual was 
started on an ADA diet.  
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¶ The individual was also noted to have a new right bundle brach block on the 
EKG.  An order was written on 3/24/14 to obtain a cardiology consult for 
evaluation of this new finding.  The timeframe was not specified and there was 
no documentation of the evaluation in the record.  This was concerning because 
a RBBB is associated with several types of structural heart disease and a new 
finding on an EKG should be evaluated. 

¶ There was also no documentation that a colonoscopy was done for colorectal 
cancer screening.  

¶ A June 2012 neurology consult requested that an EEG be completed to evaluate 
seizure disorder and a CT scan for follow-up of hydrocephalus.  There was no 
documentation that either study was completed.  The June 2013 AMA indicated 
that neurology follow-up was not needed.  The same AMA noted that neurology 
follow-up was needed for evaluation of hydrocephalus.  Per the active record, 
the last neurology appointment was in June 2012. 

 
Individual #47  
¶ This individual sustained a scalp laceration on 4/20/14.  Nursing documented 

that the PCP was contacted and an order was given for three staples to be used 
to close the wound.  There was no documentation of how the wound was 
closed.  Specifically, there was no documentation of wound cleansing or the use 
of local anesthesia.  Wound closure with staples should occur utilizing sterile 
technique.  The PCP documented in the IPN on 4/21/14 that the individual fell 
backwards while walking and sustained a posterior scalp laceration.  The entry 
noted that a 1.5 x 2 cm laceration was closed with three staples.  The IPN note 
did not include any assessment relevant for an individual with a history of 
falling and sustaining minor head trauma.  There was no further documentation 
by the primary provider.   

¶ The irrigation, use of local anesthesia and closure of the wound with staples is 
not within the scope of nursing practice.  The PCP on call should have provided 
direct treatment or referred the individual to an acute care facility. 
 

Individual #313  
¶ This individual had multiple episodes of pneumonia in 2013.  The Pneumonia 
2ÅÖÉÅ× #ÏÍÍÉÔÔÅÅ ÎÏÔÅÓ ÉÎÄÉÃÁÔÅÄ ÔÈÁÔ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÇÕÁÒÄÉÁÎ ÄÉÄ ÎÏÔ ×ÁÎÔ Á 
gastric tube.  It was not clear if the guardian was made fully aware of the risks 
and benefits.  The individual has had several episodes of pneumonia in 2014 
consistent with aspiration.  The AMA completed on 10/10/13 did not list 
recurrent pneumonia in the assessment and, therefore, the medical supports 
were not clearly outlined by the primary medical provider.  There was no 
documentation that the primary provider had a discussion with the LAR 
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regarding the results of the MBSS, which showed aspiration, the 
recommendation that the individual be NPO and the risk of continued 
aspiration with oral intake.  

¶ The individual had subsequent hospitalizations for pneumonia with chest x-ray, 
CT scans, and clinical findings being consistent with aspiration pneumonia.  The 
individual was hospitalized on 4/14/14 due to changes in the x-rays and an 
unclear etiology of the findings.  During hospitalization, a bronchoscopy was 
done which showed large amounts of secretions bilaterally in the bronchi.  The 
individual returned to the facility on 4/22/14.  The PCP wrote a post-hospital 
note on 4/23/14 regarding the hospital course.  There was no further 
documentation by the PCP.  The documentation by the PNMT nurse noted that 
ÔÈÅ ÉÎÄÉÖÉÄÕÁÌ ÈÁÄ ÂÅÅÎ ÏÎ ÈÏÓÐÉÃÅ ÓÅÒÖÉÃÅÓ ȰÕÎÔÉÌ ÒÅÃÅÎÔÌÙȟȱ ÈÏ×ÅÖÅÒȟ ÔÈÅ ÆÁÍÉÌÙ 
had decided not to continue hospice.  The family had previously refused to 
allow placement of an enteral tube.  These were all very important issues, but 
the PCP did not address these issues in the post-hospital note.  It was unclear 
what, if any discussion, had occurred between the PCP and the family regarding 
the status of the individual, the prognosis, and what supports would be 
provided for the individual. 

 
The pharmacy clinical interventions documented many medical care issues.  The 
following are a few examples of problems documented in the pharmacy interventions: 
¶ Individual #10, 2/26/14: The last EKG done was completed in 2012 for this 

individual who received psychotropics.  The QT interval on that EKG was 
prolonged. 

¶ Individual #261, 2/24/14: The last EKG was three years ago; the individual 
received psychotropic medications. 

¶ Individual #244, 2/19/14: EKG for monitoring overdue 
¶ Individual #140, 2/11 /14: VPA level overdue 
¶ Individual #336, 2/6/14: Orders were not written for neurology 

recommendations. 
¶ Individual #296, 2/5/14:  An order was written on 11/20/13 for a renal 

consult.  The consult remained outstanding.   
¶ Individual #47, 1/22/14: The EKG was not reviewed by the PCP.  The QT 

interval was prolonged at 686mS.  The PCP was notified and a repeat EKG was 
recommended.  On 1/23/14, the repeat EKG was not completed.  The individual 
received psychotropic medications. 

¶ Individual #94: 1/16/13: The orders  from the December 2013 neurology clinic 
were not written; 1/21/14:  Medication orders from neurology clinic not 
written.  

¶ Individual #55, 1/9/14:  The EKG for monitoring overdue. 
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¶ Individual #130, 12/17/13: All labs overdue for this individual who received 
psychotropics. 

¶ Individual #274, 10/11/13: The request to initiate bupropion was started on 
9/4/13; as of 12/13/13, bupropion had not been started. 

¶ Individual #13, 12/11/13: EKG for monitoring overdue 
¶ Individual #257, 12/10/13: EKG for monitoring overdue 
¶ Individual #244, 11/26/13: The clonazepam dose was not increased as 

recommended in the 11/21/13 neurology clinic. 
¶ Individual #86, 10/10/13:  The order to increase risperidone was not written. 
¶ Individual #117, 10/7/13:  EKG for monitoring overdue 
¶ Individual #4, 9/27/13: EKG for monitoring overdue 

 
Seizure Management  
A listing of all individuals with seizure disorder and their medication regimens was 
provided to the monitoring team.  The list included 133 individuals.  The following is a 
summary of AED data submitted by the facility:  
¶ 23 of 133 (17%) individuals received 0 AEDs 
¶ 55 of 133 (41%) individuals received 1 AED 
¶ 19 of 133 (14%) individuals received 2 AEDs 
¶ 16 of 133 (18%) individuals received 3 AEDs 
¶ 10 of 133 (6%) individuals received 4 AEDs 
¶ 4 of 133 (3%) individuals received 5 AEDs 

 
The facility submitted data for all neurology appointments.  This list included all 
scheduled appointments.  Other lists indicated that several appointments were not 
completed.  The number of individuals with all types of neurological evaluations is 
summarized in the table below.   
 

Neurology Clinic Appointments 2013 -2014 
 No.  of  Appointments 

Oct 13 
Nov 6 
Dec 9 
Jan 7 
Feb 4 
Mar 2 
Total 41 

 
The 41 completed appointments included on-campus, off-campus, and diagnostic 
appointments.  Diagnostic appointments accounted for 20% of the reported 
appointments.  The epileptologist and general neurologist each conducted a half-day 
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clinic once a month.  On average, there were five neurology appointments completed 
each month related to seizure management. 
 
Per the data reviewed, there was only one neurology clinic held during some months. 
4ÈÅ ÆÁÃÉÌÉÔÙ ÓÕÂÍÉÔÔÅÄ ÔÈÅ ÃÏÎÔÒÁÃÔÏÒȭÓ ÂÉÌÌÉÎÇ ÉÎÖÏÉÃÅÓ ÒÁÔÈÅÒ ÔÈÁÎ ÓÕÂÍÉÔ Á ÌÉÓÔ ÏÆ ÁÌÌ 
individuals seen in the onsite neurology clinics.  These invoices documented that 
neurology clinics were very brief and generally lasted about two and a half hours. 
Given the number of individuals with seizure disorder, this did not appear to be an 
adequate number of hours to meet the needs of the individuals and records indicated 
that individuals did not always have prompt follow-up. 
 
As documented above, many individuals required multiple drugs for management of 
their seizure disorder and management was often complicated.  For the 133 individuals, 
the following represents a summary of key data: 

¶ 104 of 133 (78%) individuals with seizure disorder received AEDs 
¶ 49 of 133 (36%) individuals received two or more drugs 
¶ 14 of 133 (10%) individuals had refractory seizure disorder 
¶ 12 of 133 (9%) individuals had a VNS implanted 
¶ 0 of 2 (0%) refractory individuals was in the process of a VNS workup 
¶ 0 of 133 (0%) individuals had a recent episode of status (within 6 months) 

 
The facility reported that no individuals experienced status epilepticus since the last 
compliance review.  The hospital transfer log as well as the neurology consults reviewed 
documented that Individual #114 was transferred to the hospital with status.  
 
The monitoring team requested neurology consultation notes for 10 individuals.  These 
individuals are listed above in the documents reviewed section.  The following is a 
summary of the review of the records: 
¶ 3 of 10 (30%) individuals were seen at least twice over the past 12 months 
¶ 6 of 10 (60%) individuals had documentation of the seizure description 
¶ 6 of 10 (60%) individuals had documentation of current medications for 

seizures and dosages 
¶ 5 of 10 (50%) individuals had documentation of recent blood levels of 

antiepileptic medications   
¶ 3 of 10 (30%) individuals had documentation of the presence or absence of side 

effects.  
¶ 7 of 10 (70%) individuals had documentation of recommendations for 

medications 
¶ 0 of 10 (0%) individuals had documentation of recommendations related to 

monitoring of bone health, etc. 
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Many of the issues noted in previous compliance reviews were also noted during this 
review: 
¶ Individuals did not always receive prompt follow-up. 
¶ Records documented that individuals were experiencing difficulties, such as 

increasing seizures and the neurologist made recommendations for medication 
changes or requested diagnostics, such as MRIs or EEGs.  However, there was 
no timeframe specified for follow-up.  In some instances, there was no evidence 
provided that follow-up occurred. 

¶ Documentation of medication side effects and even monitoring were not always 
adequate.  Labs were not always available as required and the notes did not 
comment on side effects of medications.  

 
The following are some examples of concerns identified with regards to neurological 
care provided to the individuals supported by the facility:  
¶ Individual #114, who experienced status, was seen in clinic in November 2013.  

The individual did not have any labs done at the time of the evaluation.  The 
epileptologist recommended follow-up with labs in two months.  There was no 
evidence that this follow-up occurred as of March 2014.  

¶ Individual #292 was seen on 10/23/13 for evaluation of intractable seizures.  
The neurologist noted that the individual had an increase in seizures that was 
associated with falls and injuries.  An EEG was done on 10/15/13, but the results 
were not available.  The epileptologist requested that the EEG be obtained for 
review and follow-up occur in two months.  There was no evidence that the 
follow-up appointment occurred. 

¶ Individual #104 was seen on 11/5/13 for evaluation of intractable seizures.  The 
neurologist noted that an EEG was done, but no results were available.  Follow-
up in three months was recommended.  There was no documentation of a 
follow-up appointment. 

¶ Individual #344 was seen on 4/23/13 with breakthrough seizures.  There was 
no follow-up documented. 

 
Access To Specialists 
The facility utilized the state consultation database.  It included on-campus and off-
campus appointments.  It also included diagnostic appointments, such as mammograms 
and colonoscopies.  It was difficult at times to know if an appointment was completed.  
The data, in several cases, differed from data found in other documents.  There was no 
way to reliably determine if appointments occurred in a timely manner because the date 
of request and timeframe for the appointments were not known.  The monitoring team 
×ÁÓ ÃÏÎÃÅÒÎÅÄ ÁÂÏÕÔ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÁÂÉÌÉÔÙ ÔÏ ÁÃÃÕÒÁÔÅÌÙ ÔÒÁÃË ÃÌÉÎÉÃ ÁÎÄ ÄÉÁÇÎÏÓÔÉÃ 
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appointments because there was clear evidence in the various documents and records 
that scheduling appointments for clinics and diagnostics was problematic. 
 
This review also surfaced problems with the ability to provide appropriate evaluation for 
individuals with abnormal EKGs.  In one instance, a markedly abnormal QT interval was 
not noted by the PCP.  In another case, a new abnormality was noted, but follow-up with 
cardiology did not appear prompt. 
 
%+'Ó ÄÏÎÅ ÂÙ ÔÈÅ ÆÁÃÉÌÉÔÙ ÓÈÏÕÌÄ ÂÅ ȰÏÖÅÒ-ÒÅÁÄȱ ÂÙ Á ÃÁÒÄÉÏÌÏÇÉÓÔȢ  !Ô Á ÍÉÎÉÍÕÍȟ ÔÈÅ 
facility should have the means to have a cardiologist review any questionable routine 
EKGs within a relatively short timeframe. 
 
The facility will need to address the requirement to provide access to specialists as part 
of the provision of healthcare services.  Monitoring of clinic appointments must track the 
timely completion of appointments based on the determined need and prioritization of 
the appointment.  As noted in the last monitoring report, SASSLC must have a procedure 
in place to ensure that follow-up of failed appointments occurs in a timely manner.   
 
Acute Care and Hospital Transfers  
Problems were identified with the management of acute medical problems.  In one 
instance, a PCP gave orders for nursing to close a scalp wound with staples rather than 
transfer the individual to an acute care facility.  During the daily clinical meeting, the on-
call PCP provided a report on an individual who experienced respiratory problems with 
oxygen saturations in the mid 80s for several hours.  The on-call physician did not 
evaluate the individual or send the individual to an acute care facility for further 
ÅÖÁÌÕÁÔÉÏÎ ÁÎÄ ÔÒÅÁÔÍÅÎÔȢ  5ÐÏÎ ÁÒÒÉÖÁÌ ÔÏ ÔÈÅ ÆÁÃÉÌÉÔÙȟ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ 0#0 ÍÁÄÅ ÔÈÅ 
decision to transfer the individual to the emergency department for evaluation.  It was 
reported in the daily clinical meeting that the individual was admitted with pneumonia 
and respiratory failure. 
 
Do Not Resuscitate 
The facility did not submit any documentation related to the DNRs other than a facility-
generated chart listing the names of the 15 individuals with active DNRs.  This was the 
same number of individuals reported during the last review.  The ages of the individuals 
were inaccurate by three to four years and several individuals had no qualifying 
diagnosis listed or stated that the qualifying diagnosis was not applicable.  The long term 
DNRs indicated that the last renewals occurred in 2011.  When questioned regarding the 
ÆÁÃÉÌÉÔÙȭÓ ÃÏÍÐÌÉÁÎÃÅ ×ÉÔÈ ÓÔÁÔÅ ÇÕÉÄÅÌÉÎÅÓ ÁÎÄ ÐÏÌÉÃÙȟ ÔÈÅ ÍÅÄÉÃÁÌ ÄÉÒÅÃÔÏÒ ÒÅÓÐÏÎÄÅÄ 
that the state had no policy related to DNRs.  
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The facility provided no documentation for the justification for the 15 individuals with 
DNRs.  The sole document submitted was the table, which as discussed was incomplete 
and included outdated information.  The lack of information as well as the inaccuracy of 
information was cited in the last monitoring report.  Recommendations were made to 
address these issues.  It appeared that SASSLC did not respond to the concerns of the 
monitoring team.  Therefore, the monitoring team could not further assess this area in 
order to determine if the 15 DNRs were justified and appropriately implemented. 
  
Compliance Rating and Recommendations 
4ÈÅ ÍÏÎÉÔÏÒÉÎÇ ÔÅÁÍ ÁÇÒÅÅÓ ×ÉÔÈ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÓÅÌÆ-rating of noncompliance. 
To move in the direction of substantial compliance, the monitoring team offers the 
following recommendations for consideration: 

1. All PCPs should be encouraged to attend the ISPS and ISPAs. 
2. The medical director must address the requirements for follow-up of acute 

medical conditions and post-hospital care with the medical staff. 
3. The documentation issues discussed in the reported should be addressed. 
4. The facility must address the provision of preventive care and cancer 

screenings. 
5. The facility should critically review current data related to pneumonia and 

hospitalizations associated with bowel issues.  Further actions may be 
warranted following this review. 

6. The Pneumonia Review Committee should provide additional feedback and 
recommendations to the IDTs particularly for individuals with recurrent 
pneumonia. 

7. The medical director must review the current provision of neurological care to 
determine if adequate services are provided. 

8. The medical director should address problems related to access to specialty 
care. 

9. The long-standing issue of DNRs needs to be addressed at this facility. 
 

L2 Commencing within six months of 
the Effective Date hereof and with 
full implementation in one year, 
each Facility shall establish and 
maintain a medical review system 
that consists of non-Facility 
physician case review and 
assistance to facilitate the quality of 
medical care and performance 
improvement. 

Medical Reviews - External 
An external medical reviewer conducted Round 8 of the medical audits in October 2013.  
Round 9 was completed the week of the compliance review.  State guidelines required 
that a sample of records be examined for compliance with 46 requirements of the Health 
Care Guidelines.  The requirements were divided into essential and nonessential 
elements.  There were essential elements related to the active problem lists, annual 
medical assessments, documentation of allergies, and the appropriateness of medical 
testing and treatment.  In order to obtain an acceptable rating, all essential items were 
required to be in place, in addition to receiving a score of 80% on nonessential items.  All 
elements were deemed essential for Round 9. 
 

Noncompliance 
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For Round 8, a total of 27complete and three single diagnosis specific charts were 
audited.  The sample size for Round 9 was not provided.  The facility submitted data for 
the external audits.  Those data are summarized in the table below: 
 

External General Medical Audits 
Compliance (%) 

  Essential Non-essential 
Round  8 Oct 2013 86 96.5 
Round 9 May 2014 92.5 NA 

 
Audits were also completed for select medical conditions.  Facility data submitted to the 
monitoring team is summarized in the table below. 
 

External Medical Management Audits 
Compliance (%) 

Round 8 Constipation Seizures UTI 
 100 100 100 
Round 9 Diabetes Osteoporosis Pneumonia 
 87 80 88 

 
There was 100% compliance for the three conditions reviewed in Round 8.  However, the 
exit comments of the reviewer noted that one chart for each condition was reviewed.  
The sample size for the Round 9, as previously stated, was not provided. 
 
The QA department developed corrective action plans.  The status of the plans is 
presented below. 
 

 Total 
Action 
Plans 

Reviewed 
By QA 

Remaining 
to Review 

by QA 

Completed Remaining 
to 

Complete 
General Medical 

Round 8 
70 70 0 47 23 

Medical Management 
Round 8 

0 0 0 0 0 

General Medical 
Round 9 

62 0 62 0 62 

Medical Management 
Round 9 

8 0 8 0 8 

 
It appeared that several plans remained outstanding even though Round 8 was 
completed in October 2013.  Documentation was provided indicating that the PCPs were 
provided feedback on 10/31/13 of the findings of the external audit. 
 
Based on the compliance by question graphs for Round 9, there were a number of areas 
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with less than 80% compliance: 
¶ Q#2 - Is there evidence the APL was updated with each new problem? 
¶ Q#3 - Is there evidence the APL was updated as problems resolved? 
¶ Q#7 - Is documentation present to identify whether the individual uses tobacco 

products? 
¶ Q#19 -Have the appropriate preventive screening for colonoscopies been 

provided? 
¶ Q#26 - Was the PCFS updated at the time of the last AMA? 
¶ Q#29 - Did the provider document a rational for not following the 

recommendations made by the pharmacists if the provider chose not to abide 
by the recommendations? 

¶ Q#33 - Are responses to significant lab values documented in the IPN? 
¶ Q#35 - Are significant abnormal diagnostic test addressed by the provider with 

appropriate timely follow-up documented in the IPN? 
¶ Q#40 - If a medical treatment was ordered during an acute illness or injury was 

it documented in the IPN? 
¶ Q#41 - Does the IPN include a SOAP note from a provider within 24 hours of 

readmission to the SSLC from a hospital? 
¶ Q#42 - Did the provider indicate resolution and closure of acute problems in 

IPN? 
¶ Q#45 - Are medical and or surgical consultation recommendations addressed in 

the IPN within five business days after the consultation recommendations are 
received? 

¶ Q#46 - If consultation recommendations are not implemented is there a clear 
rationale from the provider in the IPN as to shy they have chosen not to 
implement the recommendations? 

 
The monitoring team inquired about any specific performance improvement initiatives 
that may have been implemented as a result of the audits.  As noted in section L1, the 
facility had a relatively high incidence of pneumonia.  Moreover, as discussed in the 
mortality management, 75% of deaths were associated with the diagnosis of 
pneumonia.  The monitoring team was informed that there were no specific quality 
initiatives. 
 
Mortality Management at SASSLC 
There were eight deaths since the last compliance review.  The available mortality 
documents were reviewed.  Information for those deaths is summarized below: 
¶ The average age of death was 54.8 years with an age range of 29 to 66 years.  

The causes of death were: 
o Undetermined 
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o Aspiration pneumonia, urosepsis 
o Aspiration pneumonia, sepsis 
o Respiratory failure, sepsis, pneumonia 
o Cardiogenic shock, acute myocardial infarction 
o Pneumonia (3) 

 
Data submitted to the monitoring team indicated that the number of deaths each year 
had increased.  There was also a decrease in the mean age at time of death.  A summary 
of the data is presented in the table below. 
 

Mortality Data 2009 - 2014 
 2009 2010 2011 2012 2013 2014 

No.  of Deaths 5 7 7 8 9 6 
Mean Age at 

Death 
60.6 52.7 57.1 58.5 50.7 58.3 

Median Age at 
Death 

62 52 62 60.5 54 62.5 

 
The monitoring team met with the medical director, CNE, QA director, and QA nurse, to 
discuss mortality management and data.  The monitoring team was particularly 
interested in learning about any further analysis or reviews that were completed by the 
facility given the eight deaths that occurred over the six months prior to the compliance 
review.  Seventy-five percent of the deaths were related to the diagnosis of pneumonia.  
It appeared that no formal review or analysis had occurred.  The medical director and 
CNE reported that the number of deaths did result in staff looking at deaths to 
determine if there were any patterns or trends and none were noted.   
 
Overall, the medical director believed that the mortality review process had been 
strengthened with the addition of a medical director summary.  The external physician 
reviews continued to be completed by a community volunteer physician.  The medical 
director reported that quarterly mortality reviews were conducted and included 
trending of internal and external review data.  No documentation of the quarterly 
reviews was provided.  The CQI committee minutes included information related to the 
recommendations generated by the mortality reviews. 
 
Compliance Rating and Recommendations 
4ÈÅ ÍÏÎÉÔÏÒÉÎÇ ÔÅÁÍ ÁÇÒÅÅÓ ×ÉÔÈ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÓÅÌÆ-rating of noncompliance. 
To move in the direction of substantial compliance, the monitoring team offers the 
following recommendations for consideration: 

1. The corrective actions for Round 8 should be completed. 
2. The facility should continue to critically review the mortality data. 
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L3 Commencing within six months of 
the Effective Date hereof and with 
full implementation within two 
years, each Facility shall maintain a 
medical quality improvement 
process that collects data relating to 
the quality of medical services; 
assesses these data for trends; 
initiates outcome-related inquiries; 
identifies and initiates corrective 
action; and monitors to ensure that 
remedies are achieved.  

The Continuous Medical Quality Improvement Committee 
Efforts to refine the medical quality program continued.  Clinical indicators were revised 
and at the time of the compliance review included: 
¶ ER visits 
¶ Hospitalizations 
¶ Seizures 
¶ Significant weight changes 
¶ Pharmacy interventions 
¶ Decubitus ulcers 
¶ PNMT efficiency 
¶ High-risk head injuries 

 
The monitoring team attended the meeting held during the week of the compliance 
review.  During that meeting, pressure ulcer data were presented by nursing.  The dental 
director discussed a case of an individual who experienced an adverse reaction during 
TIVA.  A member of the medical staff presented the results of chart audits done on 
individuals identified as high risk for SIB head injuries.  Other data relevant to the clinical 
indicators were also reviewed. 
 
All members of the committee had received basic training on the use of Root Cause 
!ÎÁÌÙÓÉÓȢ  4ÈÅ ÆÏÃÕÓ ÏÆ ÔÈÅ ÔÒÁÉÎÉÎÇ ×ÁÓ ÔÈÅ ÕÓÅ ÏÆ ÔÈÅ Ȱυ 7ÈÙÓ 4ÏÏÌȢȱ  4ÈÉÓ ÁÐÐÒÏÁÃÈ ×ÁÓ 
utilized in assessing the case of the individual who experienced an adverse reaction 
during TIVA.  During the conduct of the discussion, the committee members became 
aware that the final root cause using this technique was directly dependent upon 
accurately defining the problem and/or asking the correct initial question.  By focusing 
on the medication dose increase, staff failed to examine other plausible explanations for 
the adverse outcome. 
 
The use of quality data was discussed with the medical director.  Specifically, the 
committee reviewed hospital data during the March 2014 meeting, which pointed to an 
increase in the number of admissions associated with bowel issues such as ileus, small 
bowel obstruction, and constipation.  There was no further review of this possible trend.  
It was clear that that committee needed to continue training related to data analysis and 
begin to look more critically at the available data. 
 
Overall, this process had the potential to be beneficial.  The committee will need to 
continue to add indicators.  Structural indicators, such as the ability to provide timely 
specialty care (clinic data) should be reviewed by the committee.  Notably absent from 
the list of clinical indicators was one that is typically reviewed as part of medical quality 
programs ɀ key diabetes mellitus metrics.  The facility had not conducted any reviews or 

Noncompliance 
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audits of this commonly tracked condition in more than six months. 
 
Internal Medical Reviews 
The medical director reported that internal audits were completed in January 2014 and 
July 2013.  State guidelines required completion quarterly, however, the medical director 
indicated he was not aware that state policy required this.  After reviewing the written 
state guidelines at the request of the monitoring team, the medical director subsequently 
recalled that QA staff had mentioned that the requirement for internal audits was 
quarterly.  Additionally, following the compliance review, the facility submitted data for 
internal audits that were completed in October 2013.  The data for the January 2014 
internal audits, discussed with the medical director, are summarized in the tables below. 

 
Internal General Medical Audits 

Compliance (%) 
  Essential Non-essential 

Round  8 Jan 2014 90.75 92.5 

 
Internal Medical Management Audits 

Compliance (%) 
Round 8 Constipation Seizures UTI 

 100 100 67 

 
It was reported that the sample used for this audit was the same sample used for the 
October 2013 external audit.  The three month time lapse would make it difficult to use 
the external and internal audits to assess inter-rater reliability.  
 
The QA Department developed action plans for the deficiencies.  Data for those plans are 
presented in the table below. 

 
Corrective Action Plans 

 Total 
Action 
Plans 

Reviewed 
By QA 

Remaining 
to Review 

by QA 

Completed Remaining 
to 

Complete 
General Medical 

Round 8 
59 59 0 59 0 

Medical Management 
Round 8 

1 1 0 1 0 

 
As noted in the table, all action plans were completed.  
 
Compliance Rating and Recommendations 
4ÈÅ ÍÏÎÉÔÏÒÉÎÇ ÔÅÁÍ ÁÇÒÅÅÓ ×ÉÔÈ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÓÅÌÆ-rating of noncompliance. 
To move in the direction of substantial compliance, the monitoring team offers the 
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following recommendations for consideration: 
1. The clinical disciplines should continue to work on development of the metrics 

that will be used as part of the CQI program 
2. The CQI committee members should continue training related to data review 

and analysis. 
The medical director should ensure that internal audits are conducted quarterly 
in accordance with state guidelines. 
 

L4 Commencing within six months of 
the Effective Date hereof and with 
full implementation within 18 
months, each Facility shall establish 
those policies and procedures that 
ensure provision of medical care 
consistent with current, generally 
accepted professional standards of 
care. The Parties shall jointly 
identify the applicable standards to 
be used by the Monitor in assessing 
compliance with current, generally 
accepted professional standards of 
care with regard to this provision in 
a separate monitoring plan. 

The monitoring team requested a copy of the complete medical policy and procedure 
manual including any other facility policies that were related to medical care.  Copies of 
all clinical guidelines were also requested.  The facility submitted the following policies 
and procedures: 
¶ SASSLC Policy and Procedures: 

o Facility Medical Services Policy, Procedure 200-5A, 3/24/14  
o Clinical Death Review, SOP, 300-23 CDR, 3/09 
o Minimum Common Elements of Care, 10/14/13 
o Continuous Quality Improvement Committee, 4/17/12 
o Pneumonia Review Committee, 4/10/12 
o Lab Matrix, 9/28/11  

¶ State Supported Living Center Policy and Procedures: 
o Use of Restraint, Policy No. 001.1, 4/10/12 
o Nursing Services, Policy No. 010.3, 6/17/13 
o Medication Variances, Policy No. 053, 9/23/11 
o Individual Support Plan Process, Policy No. 004.2, 11/21/13 
o Incident Management, Policy No. 002.5, 11/5/13 
o Serious Event Notification Policy No. 046, 9/1/10 

 
In addition to the policies listed above, a manual including 11 clinical protocols was 
developed and provided to the medical staff.  The protocols and guidelines covered 
conditions, such as hypertension and seizure disorder.  The manual also included 
guidelines for the metabolic syndrome and a copy of the ATP III Quick Desk Reference.  It 
is important that guidelines reflect the current standards.  The manual included the 2001 
ATPIII guidelines.  The ATP III metabolic syndrome criteria were updated in 2005 in a 
statement from the American Heart Association (AHA)/National Heart, Lung, and Blood 
Institute (NHLBI).  Updates included the use of medication for control of hypertension 
and hyperlipidemia as criteria for diagnosis of metabolic syndrome.  Nonetheless, it was 
good to see that the clinical guidelines had been organized into a quick reference source 
made available to the medical staff.  Documentation of inservices related to recent 
guidelines was submitted.  Additionally, the medical director had developed an annual 
ÒÅÖÉÅ× ÓÃÈÅÄÕÌÅ ÆÏÒ ÔÈÅ ÄÅÐÁÒÔÍÅÎÔȭÓ ÐÏÌÉÃÉÅÓ ÁÎÄ ÐÒÏÃÅÄÕÒÅÓȢ  4ÈÅÓÅ ×ÅÒÅ ÁÌÌ 

Noncompliance 
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encouraging findings. 
 
Notwithstanding the progress observed in this area, there was still a need for the medical 
department to develop a comprehensive medical manual that includes the relevant 
information related to operations of the department and provision of health care 
services.  This would include, but not be limited to, information on staffing and caseloads, 
on-call coverage and responsibilities, the role of the PCP in the IDT process, 
requirements for participation in ISPs and ISPAs, and participation of primary providers 
in various meetings.  Procedures related to delivery systems should be provided such as 
how consults are ordered, the process for obtaining labs, ordering x-rays, and the various 
tracking systems. 
 
The requirements for the actual provision of care should also be included and cover 
acute care, preventive care requirements, and the expectations for the use of the various 
clinical guidelines and protocols.  This could remain separate with the expansion of the 
clinical guidelines manual that was developed. 
 
Another component of the manual would be the policies and procedures that describe 
the oversight processes, such as the internal and external medical reviews, the medical 
ÑÕÁÌÉÔÙ ÐÒÏÇÒÁÍȟ ÔÈÅ ÍÏÒÔÁÌÉÔÙ ÒÅÖÉÅ× ÐÒÏÃÅÓÓȟ ÁÎÄ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ 1! ÓÙÓÔÅÍȢ  /ÔÈÅÒ 
relevant policies, procedures, and guidelines, such as those related to the use of 
psychotropics, pharmacy services, and other integrated services should also be included.  
These official documents must include the issue/implementation date and be signed and 
dated by the appointing authority.  
 
Overall, the development of new guidelines and a review schedule along with the 
documentation that physicians received information on the policies, procedures, and 
guidelines was evidence of progress in this area.  
 
Compliance Rating and Recommendations 
4ÈÅ ÍÏÎÉÔÏÒÉÎÇ ÔÅÁÍ ÁÇÒÅÅÓ ×ÉÔÈ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÓÅÌÆ-rating of noncompliance. 
To move in the direction of substantial compliance, the monitoring team offers the 
following recommendations for consideration: 

1. Develop policies procedures ad guidelines as appropriate. 
2. Continue to provide appropriate training and maintain documentation. 
3. Ensure that clinical guidelines include the current standards through the annual 

review process or more frequently when practice standards warrant change. 
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SECTION M:  Nursing Care  
Each Facility shall ensure that individuals 
receive nursing care consistent with 
current, generally accepted professional 
standards of care, as set forth below: 

Steps Taken to Assess Compliance: 
 
Documents Reviewed: 

o SASSLC Section M Self-Assessment, updated: 4/17/14  
o SASSLC Section M Action Plans, updated: 4/17/14  
o SASSLC Section M Presentation Book 
o SASSLC Nursing Organization Chart 
o SASSLC Active Record Order and Guidelines 
o SASSLC Map of Facility 
o SASSLC Last six months Continuous Quality Improvement Committee Meetings/Agendas, and 

associated documents 
o SASSLC Pressure Ulcer Tracking Log 
o SASSLC Nursing Training Due/Delinquent report, run date: 4/28/14 
o SASSLC List of individuals with current IPS dates, Annual/Quarterly Nursing Assessments, IHCPs, 

ACPs, MOSES/DISCUS 
o SASSLC Last six months Nurse Managers Agenda/Meeting Minutes 
o SASSLC Nursing Immunization Tracking Report, (no date) 
o Mortality Nursing Recommendations Log 
o SSLC Emergency Response Policy #044.2, effective dated: 9/7/11  
o SSLC Emergency Equipment Walkthrough Checklist #044, dated: 9/11  
o SSLC AED and Emergency Bag Check Off #044B, dated: 9/11  
o SSLC Emergency Oxygen Tank and Suction Machine Check list, #044C, dated: 9/11  
o SASSLC last six months, all code blue/emergency drill reports, including recommendations and/or 

corrective actions plans 
o SASSLC Last 10 Medication Administration Variances  
o SASSLC Medication Variance Trend Report 
o SASSLC Last 10 Medication Inter-Rater Reviews and associated analysis 
o SASSLC Medication Observation Assignments Due Dates, revised 1/7/14 
o SASSLC Last six months Medication Observations Audits, and associated plans of correction  
o SASSLC Last five months Medication Room Audits 
o SASSLC Last six months Monthly Medication Inspections 
o SASSLC Times of Medication Administration 
o SSLC Medication Variance Policy#053, effective: 9/23/11  
o SSLC Medication Variance Report SSLC#053, (no date) 
o 3!33,# ȰÄÒÁÆÔȱ -ÅÄÉÃÁÔÉÏÎ 6ÁÒÉÁÎÃÅ 0ÏÌÉÃÙ ɉÎÏ ÄÁÔÅɊ 
o SASSLC Medication Variance Committee Minutes, October, November 2013, and February, March 

2014 
o SASSLC Medication Variance Committee April 2014 Agenda and associated documents 
o SASSLC Pharmacy and Therapeutic Committee Meeting April2014 Agenda, and associated 

documents 
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o SASSLC Last five Clinical Morning Report/Notes, 
o  dated April 28, 2014 - May 2, 2014 
o SASSLC Last two weeks of ODRN 24-Hour Reports 
o SASSLC Yellow Flags Committee Agenda/Meeting Minutes and associated documents 
o SASSLC Last six months Pressure Ulcer Tracking Log  
o SASSLC Protocol Cards  
o SASSLC QA/QI Meeting Summaries, September 2013 - January 2014 
o SASSLC Section M Nursing Monitoring Tool/Protocol Card Compliance Trend Report by Home, 

January 2014ɀ March 2014  
o SASSLC Section M Nursing Monitoring Tools/Protocols Audits Trend Analysis by Tool, June 2013 ɀ 

March 2014 
o SASSLC Antibiogram 
o SASSLC Last six months of Environment of Care (EOC) Inspections 
o SASSLC Listing of Polices trained to Nursing NEO staff  
o SSLC Nursing Policy: Nursing Services #010.3, effective 6/17/13 
o SSLC Nursing Guidelines/Protocols/Procedures/Forms  

¶ Facility Nursing Coverage Guidelines, revised: 2/3/14  
¶ Comprehensive Nursing/Quarterly Nursing Record Review/Quarterly Physical 

Assessment, revised: 1/14  
¶ Care Plan Development, revised: 12/13  
¶ Seizure Management Guidelines, revised: 12/13  
¶ Enteral Medication Administration, revised: 12/13  
¶ Enteral Nutrition, revised: 12/13  
¶ DIASTAT AcuDial, revised: 12/13  
¶ Blood Glucose Monitoring, revised: 12/13  
¶ Pretreatment and Post-Sedation Monitoring, revised: 12/13  
¶ Nurse Competency Based Training Curriculum: revised 12/13 
¶ Management of Acute Illness and Injury, revised: 12/13  
¶ Management of the Foley or Supra-pubic Catheter, revised: 12/13  
¶ Neurological Assessment, revised: 12/13  
¶ Medication Administration Observation Guidelines, revised: 12/13  
¶ Medication Administration Guidelines, revised: 1/14  
¶ Self-Administration of Medication Skills Assessment, revised: 12/13  
¶ Gastrostomy Tube: Insertion by a Nurse, revised: 12/13  
¶ Enteral Nutrition, revised: 1/14  
¶ Enteral Feeding Record, revised: 11/13  
¶ Medication Observation From, revised: 11/12/13  
¶ Self-Administration of Medication Monthly Data/Progress Note, revised: 12/13  

o SASSLC List of individuals with gastrostomy, Jejunostomy, J/G tube, tracheostomy, colostomy, 
ileostomy, Foley catheter and Port-A-Cath  

o SASSLC List of individuals ever diagnosed with human immunodeficiency virus (HIV) 
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o SASSLC list of individuals diagnosed with Methicillin-resistant Staphylococcus aurous (MRSA), 
Hepatitis, A, B, and C, positive Purified Protein Derivative (PPD), convertors, HINI, Clostridium 
Difficile (C-$ÉÆÆɊ ÁÎÄȾÏÒ ÓÅØÕÁÌÌÙ ÔÒÁÎÓÍÉÔÔÅÄ ÄÉÓÅÁÓÅ ɉ34$ȭÓɊ 

o SASSLC Last Six Months Infection Control Meeting Minutes 
o SASSLC Infection Control Meeting Agenda and associated documents, dated: 4/29/14 
o SASSLC Last six months Safety Committee Meeting Minutes 
o SASSLC Last six months Environment of Care Audits  
o SASSLC Last six months Employee Health Data Report 
o SASSLC Targeted Tuberculosis Surveillance: List of individuals with positive PPD,  
o SASSLC List of Individuals diagnosed with hepatitis, A, B, C 
o SASSLC DRAFT Transfers to Medically Enhanced Supervision #300-7A, (no date) 
o SASSLC Last six months Line Listing Individuals Transitioned to Community  
o SSLC Physical Nutritional Management Policy #012.3, effective date: 3/4/13  
o Records of: Individual #94, Individual #163, Individual #333, Individual #113 , 

Individual #113, Individual #300, Individual #148, Individual #53, Individual #87,  
Individual #31, Individual #140, Individual #270, Individual #228, Individual #292, 
Individual #136, Individual #230, Individual #337, Individual #261, Individual #127,  
Individual #302, Individual #24, Individual #271, Individual #118, Individual #254,  
Individual #90, Individual #144, Individual #313, Individual #79, Individual #38, 
Individual #3, Individual #286, Individual #194, Individual #217, Individual #266,  
Individual #104, Individual #47, Individual #101, Individual #80, Individual #259, 
Individual # 252, Individual #267, Individual #255, Individual #115, Individual #321, 
Individual #56, Individual #167, Individual #170, Individual #263, Individual #147,  
Individual #157, Individual #226, Individual #314, Individual #670, Individual #300, 
Individual #32 6, Individual #39, and Individual #149 

 
Interviews and Meetings Held: 

o #ÈÉÅÆ .ÕÒÓÅ %ØÅÃÕÔÉÖÅȟ #ÌÅÖÅÌÁÎÄ Ȱ#ÈÉÐȱ $ÕÎÌÁÐȟ 2.ȟ -3.ȟ -(!  
o Nursing Operations Officer, Roseanne Boyd, RN, BSN, MSN 
o Program Compliance Nurse, Robert Zertuche, RN 
o RN Case Manager Supervisor, Jennifer Hall, RN, BSN 
o Hospital Liaison Nurse, Jennifer Costello, RN 
o )ÎÆÅÃÔÉÏÎ #ÏÎÔÒÏÌ 0ÒÅÖÅÎÔÉÏÎÉÓÔȟ 1ÉÕÈÕÁ Ȱ%ÌÌÅÎȱ ÌÉȟ 2.ȟ 0ÈȢ$Ȣ 
o Nurse Managers, Shashi Das, RN, MSN, Lola Faulkner RN, Gayhindria Collier, RN 
o Campus Nurse, Elizabeth Francis, RN, BSN 
o Developmental Center Nurse, Amelia Garza-Lester, LVN  
o Quality Assurance Nurse, Mandy Pena, RN 
o PNMT Nurse Patricia Delgado, RN 
o Director of Habilitation, Margaret-Delgado, MA, CCC-SLP 
o Pharmacy Director, Sharon M. Tramonte, PharmD 
o Informal interviews with num erous direct care nurses (LVNs and RNs) and direct support 

professionals (DSPs) 
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Observations Conducted: 

o Medication Administration Observation various units 
o Medication Room Inspections on various homes 
o Enteral Feedings/Stoma Care on various units 
o Emergency Equipment Inspections on various homes/units 
o Residential areas at various times of the day (all homes) 
o Developmental Center Nursing/Workshop Areas 
o Clinical Services Meetings - 4/28/14, 4/29/14, 4/30/14, and 5/1/14  
o .ÕÒÓÉÎÇ Ȱ9ÅÌÌÏ× &ÌÁÇȱ -ÅÅÔÉÎÇ - 4/28/14  
o Nursing Huddles: Morning, Afternoon, and Case Management, - 4/28/14  
o Pharmacy and Therapeutics Meeting - 4/28/14  
o Infection Control Meeting ɀ 4/29/14  
o Nursing Evidence Base Practice Committee Meeting ɀ 4/29/14  
o ISP Meeting ɀ 4/30/14  
o Nursing Acute Care Plan Meeting - 4/30/14  
o Continuous Quality Improvement Committee Meeting - 4/30/14  
o Medication Variance Committee Meeting ɀ 4/30/14  
o Nursing Schedules Meeting ɀ 5/1/14  

 
Facility Self -Assessment: 
 
The facility submitted its self-assessment and action plans for section M.  For each subsection, the facility 
documented activities engaged in to conduct the self-assessment, results of the assessment, and a self-
rating of compliance or noncompliance with a rationale.  
 
The facility self-assessment action steps, however, were flawed in a number of ways.  Actions steps within 
the report had completion dates that were earlier than the start date, some items had continued over a 
two-ÙÅÁÒ ÓÐÁÎ ÁÓ ȰÉÎ ÐÒÏÃÅÓÓȱ ×ÉÔÈÏÕÔ ÄÏÃÕÍÅÎÔÁÔÉÏÎ ÏÆ ÔÈÅ ÐÒÏÇÒÅÓÓ ÏÒ ÌÁÃË ÏÆ ÐÒÏÇÒÅÓÓ, and the self-
assessment did not look at the same items looked at by the monitoring team. 
 
The Nursing Department should include more description about its findings from its data, including the 
meaning of the data.  It should also include inter-rater findings.  
 
The facility rated itself as being in compliance M2, M3, M4, and M5.  The monitoring team, however, found 
the facility to be in substantial compliance with one provision: M6.  
 
3ÕÍÍÁÒÙ ÏÆ -ÏÎÉÔÏÒȭÓ !ÓÓÅÓÓÍÅÎÔȡ 
 
The CNE established and strengthened standing operational guidelines and expectations for accountability 
and performance of nursing staff.  This led to decrease in overtime and improved communication within 
the nursing department and other departments.  An RN Case Manager was promoted to RN Case Manager 
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Supervisor in April 2014.  The vacated Nurse Educator position was filled, with an expected start date of 
5/15/14 .   
 
Nursing Audits were improving, but were not consistently trending upward.  
 
4ÈÅ (ÏÓÐÉÔÁÌ ,ÉÁÉÓÏÎ ÁÎÄ ÆÁÃÉÌÉÔÙ ÐÈÙÓÉÃÉÁÎȭÓ ÈÁÄ ÏÂÔÁÉÎÅÄ ÁÃÃÅÓÓ ÔÏ ȰÒÅÁÌ ÔÉÍÅȱ ÈÏÓÐÉÔÁÌ ÒÅÃÏÒÄÓ ÒÅÍÏÔÅÌÙȢ  
4ÈÅÒÅ ×ÁÓ ÉÍÐÒÏÖÅÍÅÎÔ ÉÎ ÔÉÍÅÌÙ ÁÓÓÅÓÓÍÅÎÔÓ ÁÎÄ ÔÉÍÅÌÙ ÎÏÔÉÆÉÃÁÔÉÏÎ ÔÏ ÐÈÙÓÉÃÉÁÎÓ ÆÏÒ ÉÎÄÉÖÉÄÕÁÌȭÓ ÈÅÁÌÔÈ 
care problems, including following their own emergency procedures for emergency health issues.  
The Nursing Department had been proactive in addressing skin integrity issues through a partnership with 
ÅØÔÅÒÎÁÌ ÈÏÓÐÉÔÁÌ ÎÕÒÓÉÎÇ ÓÔÁÆÆ ÔÈÁÔ ÉÎÃÌÕÄÅÄ ÁÎ ÅØÃÈÁÎÇÅ ÏÆ ÅÁÃÈ ÏÔÈÅÒȭÓ ÅØÐÅÒÔÉÓÅ ×ÉÔÈ ÐÒÅÓÓÕÒÅ ÕÌÃÅÒÓ. 
 
4ÈÅ ÆÁÃÉÌÉÔÙȭÓ )ÎÆÅÃÔÉÏÎ #ÏÎÔÒÏÌ 0ÒÅÖÅÎÔÉÏÎist was more visible on the homes and had taken lead role in 
trying to minimize the spread of infections through daily surveillance rounds and attending the morning 
meetings.  However, given the number of infections and cases of pneumonia, the facility should intensify its 
infection control efforts.  
 
The collection and validation of immunization data needed revamping in order to consistently have on day 
to day basis availability, the immunization/immunity status of individual who reside at SASSLC.   
 
Most progress had been made in all aspects of medication administration practice in accordance with 
generally accepted standards of practice.  The facility had improved on tracking and analyzing medication 
variances, including taking actions that resulted in system changes. 

 
# Provision  Assessment of Status Compliance  

M1 Commencing within six months 
of the Effective Date hereof and 
with full implementation within 
18 months, nurses shall 
document nursing assessments, 
identify health care problems, 
notify physicians of health care 
problems, monitor, intervene, 
and keep appropriate records of 
ÔÈÅ ÉÎÄÉÖÉÄÕÁÌÓȭ ÈÅÁÌÔÈ ÃÁÒÅ 
status sufficient to readily 
identify changes in status. 

The monitoring team conducted its own independent review of section M through:  
¶ Direct observations of selected homes/units/work areas for:  

o ρχ ÉÎÄÉÖÉÄÕÁÌȭÓ ÒÅÃÅÉÖÉÎÇ ÔÈÅÉÒ ÍÅÄÉÃÁÔÉÏÎÓ  
o 23 individuals in their home, work, and leisure environments 
o performance of nursing assessments and nursing procedures 
o standard infection control practices 
o communications/interactions between the individual, DSP, and nurse 
o inspections of emergency equipment and medication rooms 

¶ Formal and informal interviews with 21 nurses  
¶ Attendance at facility/nursing meetings  
¶ Review of documents, facility self-assessment, action plans, presentation book, and 

individual record reviews 
 
Staffing, Structure and Supervision 
The CNE is credited in the development of process/procedures to improve upon: 
¶ Communication within and between nursing and other departments/team 

members 

Noncompliance 
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# Provision  Assessment of Status Compliance  

¶ Maintaining consistent staffing patterns 
¶ Reduction of overtime 
¶ Increased accountability of nursing time and attendance 
¶ Recruitment and retention activities 

 
4ÈÅ #.% ÉÍÐÌÅÍÅÎÔÅÄ ÎÕÒÓÉÎÇ ȰÈÕÄÄÌÅÓȱ ÔÈÁÔ ÏÃÃÕÒÒÅÄ ÁÔ ÄÉÆÆÅÒÅÎÔ times during the day.  
The monitoring team attended three of these huddles and found agendas for each huddles, 
observation of communication between nurses, communication of expectations for care and 
services, interactive nursing communication for improvement (Ȱ×ÈÁÔ ÉÓȾis not working)Ȣȱ  
The nursing huddles were seen as being positive and productive.   
 
The Nursing Department held weekly Nurse Manager Meetings with detailed minutes for 
identifying problems and action steps.  In February 2014, the CNE began holding Nursing 
Department Meetings that included nursing leadership.  The meeting also integrated other 
team members, depending on the subject matter being presented.  For example, pharmacy 
for training on aspects of medication safety.  Nursing also held weekly Nursing Operational 
meetings with Nurse Managers, Nurse Educator, NOO, Hospital Liaison, RN Case Manger 
Supervisor, Infection Control Nurse, QA Nurse, and others as applicable to the subject 
matter.  For example MOSES, and DISCUS discussions included pharmacists.  The Nursing 
Department dispersed a monthly Nursing Newsletter that contained information on new 
employees, changes in nursing practices, upcoming meetings, and educational 
requirements.  It was evident, during the monitoring team rounds, that the CNE had been 
effective in creating a positive culture in how nurses responded and interacted with each 
other, other team members, and their supervisors.  
 
The current census provided was 238.  The facility data showed, at the time of the review, 
that 97% of the nursing positions had been filled.  The remaining three percent was for a RN 
Case Manager, RN III, and Nurse Educator.  The CNE reported a Nurse Educator had been 
hired and was expected to begin employment on 5/15/14.  Changes  that occurred since the 
last review included: 
¶ RN Case Manager Supervisor position vacated, was filled 
¶ Campus RN vacated, was filled 
¶ RN Nurse Manager Supervisor position vacated, was filled 
¶ RN Nurse Manager vacated, was filled  
¶ RN Case Manager position was vacated  
¶ RN Nurse Educator position was vacated 
¶ LVN vacancies were filled 

 
In discussion with the CNE, NOO, and Compliance Nurse, the nursing department had 
strengthened the structure of Nursing Coverage Guidelines, revised 2/3/14, for scheduling, 
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# Provision  Assessment of Status Compliance  

call-ins, and requirements when reporting for work.  The guideline also addressed patterns 
of tardiness, absenteeism, and progressive corrective actions.  The guidelines referred to a 
deployment guide attachment, but this was not found.  The CNE held scheduling meetings to 
assure staffing ratios were met.  However, it could not be discerned from the scheduling 
documents if an acuity scale was used when determining staffing rations.  Since the last 
review, Nursing reported staffing ratios had not fallen below minimum staffing, and the 
facility did not use agency nurses to staff.  
 
The monitoring team observed, onsite, examples of nurse recruitment and retention 
activities.  Nursing students and their instructor from the LVN program were seen on the 
units completing their practicums.  It was positive to observe the interaction between the 
CNE and a DSP, who had just completed the LVN nursing program, discussing employment 
opportunities  at the facility.   
 
Availability of Pertinent Records 
A focused review of records on two homes while onsite, found pertinent documents present, 
however, the review of all records found: 
¶ Nursing IPN notes were consistently documented in the SOAP format. 
¶ Documentation about the individualȭs care and services was not consistently 

legible.  For example, )ÎÄÉÖÉÄÕÁÌ ΠτχȭÓ )0. ÎÏÔÅÓ ÁÎÄ 0ÈÙÓÉÃÉÁÎ /ÒÄÅÒÓȟ Individual 
ΠψπȭÓ -!2.  

¶ Vital signs, and the method for which they were obtained, were not consistently 
documented.  For example, Individual #38. 

¶ /ÍÉÓÓÉÏÎÓ ɉÂÌÁÎËÓɊ ÆÏÒ ÒÅÃÏÒÄÉÎÇ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÂÏ×ÅÌ ÁÎÄ ÂÌÁÄÄÅÒ ÐÁÔÔÅÒÎÓȢ  &ÏÒ 
example, Individual #104  

¶ Nursing IPNs, when addressing acute injury and illness, and when following up on 
acute injury and illness, had omissions for the what, when, how, and who for the 
implementation and follow-up of the interventions.  Many instead contained 
ÓÔÁÔÅÍÅÎÔÓ ÏÆ ȰÃÏÎÔÉnue to monitor.ȱ 

 
The Nursing Department should assure the problems identified are addressed as a part of 
the nursing peer review activities.   
 
Hospitalizations and Hospital Liaison Activities 
The monitoring team interviewed the Hospital Liaison, and observed her in four of the 
Morning Meetings held 4/28/ 14 through 5/1/ 14 and found: 

¶ Detailed reporting regarding the current health status for hospitalized individuals 
¶ Hospital Visits were conducted daily 
¶ Collaboration among team members, for example physicians and dieticians 
¶ When asked, followed-up on and reported the next day on the findings from the 
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# Provision  Assessment of Status Compliance  

inquires 
 
The Hospital Liaison reported she had been performing audits, but due to the number of 
hospitalizations occurring since November 2013, had not been involved in completing any 
audits (i.e., as a result of the workload).  Additionally, she reported that she was a member, 
and attended, Pneumonia and Infection Control meetings, ISPAs for post hospitalizations, 
and CNE morning huddles.  The Hospital Liaison reported that she worked Monday through 
Friday, but that there is a backup nurse assigned for making daily contact on 
weekends/holidays.  For a number of the records reviewed, however, the monitoring team 
did not find evidence of daily contact to the hospitals.  
 
)Ô ×ÁÓ ÐÏÓÉÔÉÖÅ ÔÏ ÆÉÎÄ ÔÈÅ ÆÁÃÉÌÉÔÙ ÈÁÄ ÏÂÔÁÉÎÅÄ ÁÃÃÅÓÓ ÔÏ ȰÒÅÁÌ ÔÉÍÅȱ ÈÏÓÐÉÔÁÌ ÒÅÃÏÒÄÓ ÆÏÒ 
reviewing remotely.  The facility had also started holding meetings between the hospital 
and the facility to address continuity of care issues, for example, a meeting regarding skin 
integrity that the Hospital Liaison, CNE, and Compliance Officer attended.   
 
The monitoring team reviewed four of the most recent hospitalizations for compliance with 
the facilitÙȭs Nursing Services and Hospitalization/Discharge/Transfer Policy, Nursing 
Protocol Card for Emergency/Hospital Transfer, and Hospital Liaison nursing 
responsibilities for Individual #314, Individual #167, Individual #313, Individual #254, 
Individual #217 and found:  
¶ Three of five records (60%) were found compliant.  The remaining two had 

omissions of including the Hospital Transfer form and ER/LTAC Hospital form 
(admissions 4/7/14 and 4/10/14) , and contained no evidence of documentation of 
daily contact by the Hospital Liaison or designee during the hospitalizations.  At the 
time of this review, Individual #217 continued to be hospitalized.  

 
The monitoring team also reviewed one of the most recent emergency room visits for 
compliance with the facilitÙȭs Nursing Services and Hospitalization/Discharge/Transfer 
Policy, and the Nursing Protocol Card for Emergency/Hospital Transfer for Individual #228 
and found the record compliant.  
 
The monitoring team noted that the nursing IPNs were improved for these records.  When 
documenting, the baseline data of the acute problem, timely assessments, and other 
assessments included an appropriate systems review, and timely notification of the 
physician.  The facility should continue progress, and focus on assuring the (P) in the plan 
does not continue to contain statementÓ ÏÆ ȰÃÏÎÔÉÎÕÅ ÔÏ ÍÏÎÉÔÏÒȢȱ  
 
In addition to these activities, the monitoring team met with Nursing, PNMT nurse, and the 
Director of Habilitation to review/discuss how nursing and Habilitation were integrated 
with regard to hospitalizations.  The PNMT nurse reported that she attended the morning 
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# Provision  Assessment of Status Compliance  

meetings and, for each hospitalization, she conducted a nursing assessment.  The 
ÍÏÎÉÔÏÒÉÎÇ ÔÅÁÍ ÒÅÖÉÅ×ÅÄ )ÎÄÉÖÉÄÕÁÌ ΠσρσȭÓ ÈÏÓÐÉÔÁÌÉÚÁÔÉÏÎ ÒÅÃÏÒÄ ÏÆ τȾρτȾρτ ÁÎÄ ÆÏÕÎÄ 
that both the initial PNMT and Nursing IPNs Post Hospitalization Reviews did not include 
instructions for direct support staff to observe and report.  Nursing and PNMT Nurse should 
continue to foster their efforts of integration to include any process that would eliminate 
duplication of effort .   
 
The PNMT Nurse provided examples of individuals during their hospitalization that had 
required surgical intervention of a PEG tube for nutrition and hydration.  As reported by the 
PNMT Nurse, these were individuals for whom the hospital intervention for PEG tube 
placement was not made known to SASSLC until after the procedure was completed.   
¶ One example was for Individual #230, admitted in February 2014 for aspiration 

pneumonia.  Prior to the hospital admission, she was eating orally.  The monitoring 
team reviewed the record and found evidence of an integrated IDT process (e.g., 
change of status meetings, nursing assessments, PNMT reviews, SLP evaluations of 
oral intake, physician review of recommendations), and trial feedings that led to the 
individual resuming oral eating and discontinuing her PEG tube in March 2014.  
This was a positive example of team integration.   

 
Infirmary  
The facility continue to have an assigned bed on home 673 for individuals that required 
medically enhanced supervision.  During rounds by the monitoring team in home 673, the 
infirmary bed was unoccupied.  The NOO reported that the facility continued to follow its 
ȰÄÒÁÆÔȱ ÐÏÌÉÃÙ ÆÏÒ 4ÒÁÎÓÆÅÒÓ ÆÏÒ -ÅÄÉÃÁÌÌÙ %ÎÈÁÎÃÅÄ 3ÕÐÅÒÖÉÓÉÏÎ ÆÏÒ ÁÎÙ ÂÅÄ ÁÄÍÉÓÓÉÏÎȢ  4ÈÅ 
facility should take the necessary steps to finalize the draft policy (which was in draft 
format since before the previous onsite review).  
 
Assessment and Documentation of Acute Change in Health Status: 
The monitoring team attended four of the Clinical Morning Meetings.  These were attended 
by nursing, medical, therapies, psychiatry, behavioral health, residential, pharmacy, dental, 
PNMT Nurse, Hospital Liaison Nurse, CEN, NOO, Infection Control Nurse, and Compliance 
Nurse.  The meeting was chaired by the Medical Director.  For each of the meetings, there 
was an agenda.  Each subject was reviewed and a status report was provided.  This included 
any after-hour calls, emergency psychotropic medications, and ODRN 24 hour reports.  The 
Hospital Liaison Nurse provided a detailed report on the status of all individuals 
hospitalized.  It was positive to observe that the Infection Control Preventionist readily 
provided information about infection control practices.  Following the Clinical Morning 
Meeting, the monitoring team observed the NOO making rounds to provide nursing 
supervision/guidance to nursing staff for individuals discussed/reviewed in the Clinical 
Morning Meetings.   
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During one of the morning meetings, information included a discussion of individuals who 
×ÅÒÅ ÏÎ Á Ȱ×ÁÔÃÈ ÌÉÓÔȱ ÆÏÒ ×Åights.  However, during the meeting discussion, it was 
discerned that more work was needed by the facility to create measurable outcomes for 
individuals who had been placed on, or removed from, the watch list.  It should include 
weight gain/loss occurring within the individualȭs EDWR.  
 
The monitoring team reviewed the Morning Meeting documents for 4/28/ 14 through 
5/2/ 14, and found that individual cases were considered closed even though nursing had 
nursing procedures in place that continued to monitor thei r health status related to the 
presenting acute illness or injury.   
 
The monitoring team reviewed two of the individuals that were reviewed/discussed in the 
morning meeting, regarding their assessment and documentation of acute changes for 
Individual #255  and Individual #127 and found. 
¶ On 4/29/14, the IPN Nursing note documented, at 7:10 am, that Individual #255 

sustained a fall, hitting his head.  The Nurse implemented the Nursing Protocol for 
Head Injury, including vital signs, neurological checks, documentation of the size of 
the laceration, and notification to the physician at 6:40 am.  Orders were received to 
clean the wound, shave the head around the area, and apply Steri- Strips until 
further evaluation by his physician.  An Acute Care Plan and staff instructions were 
implemented on 4/29/14.  On 4/29/14 at 8:55 am, the individual was evaluated by 
ÈÉÓ ÐÒÉÍÁÒÙ ÃÁÒÅ ÐÈÙÓÉÃÉÁÎ ÁÎÄ ÓÅÎÔ ÔÏ ÔÈÅ ÈÏÓÐÉÔÁÌ ÅÍÅÒÇÅÎÃÙ ÒÏÏÍ ÆÏÒ ȰÂÅÔÔÅÒ 
ÁÐÐÒÏØÉÍÁÔÉÏÎ ÏÆ ×ÏÕÎÄȢȱ  5ÐÏÎ ÒÅÔÕÒÎ ÔÏ ÔÈÅ ÆÁÃÉÌÉÔÙȟ ÏÎ τȾςωȾςτ ÁÔ ρȡππ pm, the 
staff reported that the individual fell out of the bed at the hospital during a transfer 
from the bed to his wheelchair.  The individual, after returning from the hospital, 
was re-assessed by nursing, including vital signs, and provided his prescribed pain 
medication.  No documentation was found in the chart that the Pain Scale was 
implemented, or regarding the effectiveness of the pain medication administered. 

¶ On 4/24/14 at 9:15 am, the IPN Nursing Note documented that Individual #127 fell 
ȰÌÁÎÄÉÎÇ ÏÎ his hands and kneesȢȱ  The Fall Protocol was not followed.  On 4/25/14 
at 9:30 pmȟ ÓÔÁÆÆ ÒÅÐÏÒÔÅÄ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÔÏÐ ÌÉÐ ×ÁÓ Ó×ÏÌÌÅÎ and there was 
bruising to his right arm, at which time neurological checks were implemented.  
Even though, on the initial assessment, staff reported to the nurse that the 
individual had not hit his head, the nurse should have prudently implemented the 
head injury protocol, and conducted a head to toe assessment as outlined in the Fall 
Protocol.  There was no evidence the Pain Protocol was implemented, given the 
severity of his fall, or that the physician was notified.   
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Infection Control  
Since the last review the Infection Control Preventionist (ICP) had obtained membership in 
a national organization for Infection Control, and was preparing to take the exam to become 
credentialed by the Board of Infection Control and Epidemiology (CBIC).  The monitoring 
team, on more than one of the homes, observed the Infection Control Preventionist making 
environmental rounds in the buildings.  She was also observed during the Clinical Morning 
meetings providing information on Standard Precautions and Isolation requirements.  It 
was positive to see the ongoing interaction, and the support of the facility, toward their own 
infection control program.  The CNE ensured the ICP was empowered to perform the 
necessary surveillance activities, acted up on those activities, and received the necessary 
information, such as culture reports.  The monitoring team suggest to further improve 
timeliness of information between facility and hospital and enable the ICP to have direct 
ÁÃÃÅÓÓ ÔÏ ȰÒÅÁÌ ÔÉÍÅȱ ÈÏÓÐÉÔÁÌ ÒÅÃÏÒÄÓȢ  
 
The ICP role and functions since the last review were more defined to include the frequency 
of monitoring.  These responsibilities included: 

¶ Daily tracking of infection cases/outbreaks or clustering of  infections 
¶ Monthly provided infection report  
¶ Daily real time monitoring of infections 
¶ Weekly conducted hand hygiene observations for new/current employees, and 

during mealtimes 
¶ Daily, TB surveillance for new/current employees 
¶ Monthly, conducted Environment of Care Inspections (EOC)  
¶ Daily, investigate, monitor Sharps injuries, employee injury/exposure  
¶ Report to Texas Department of Health, reportable conditions 
¶ Collaborate with Texas Department of Health for infectious 

conditions/diseases/outbreaks 
¶ Scheduled and unscheduled provide formal/informal education on 

infections/isolation/standard/contact precautions  
¶ Daily, collected and analyzed data, and present in committees 
¶ Attend Environmental Safety Committee, Pneumonia Committee 
¶ Chair Infection Control Meeting monthly, and submit minutes 
¶ Daily, maintained Lines Listing of individuals diagnosed with Hep B/C, MDROs 
¶ Provided listing of Isolates (organisms) from Cultures for producing Antibiograms 

monthly reports 
¶ Advises the facility, Medical Director, on Infection Control Practices and 

Transmission Prevention 
 
4ÈÅ ÍÏÎÉÔÏÒÉÎÇ ÔÅÁÍ ÁÔÔÅÎÄÅÄ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ )ÎÆÅÃÔÉÏÎ #ÏÎÔÒÏÌ -ÅÅÔÉÎÇ, which was well 
attended by the committee members or their designee.  The ICP presented data on the 
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current infection rates and actions the facility had engaged in to reduce/prevent 
transmission.  The ICP said that the facility used CDC data to define their classifications of 
infections.   
 
The facility documented, in their 4/15/14 minutes, that the urinary tract infections for 
&ÅÂÒÕÁÒÙ ςπρτ ×ÁÓ ρρȟ ȰÂÒÉÎÇÉÎÇ ÔÈÅ ÎÕÍÂÅÒ ÔÏ ÔÈÅ ÈÉÇÈÅÓÔ ÓÉÎÃÅ ςπρσȢȱ  &ÏÒ ÓÏÆÔ ÔÉÓÓÕÅ 
ÉÎÆÅÃÔÉÏÎÓȟ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÄÁÔÁ ÒÅÐÏÒÔÅÄ ÔÈÁÔ ÃÅÌÌÕÌÉÔÉÓ ÁÃÃÏÕÎÔÅÄ ÆÏÒ ÔÈÅ ÌÁÒÇÅÓÔ ÎÕÍÂÅÒ ÏÆ ÓÏÆÔ 
tissue infections in January 2014 and March 2014.  Even though the facility implemented a 
number of strategies to prevent transmission/reoccurring infections, the monitoring team 
recommends that, when implementation of routine control measures are not effective, 
control measures be intensified.  The facility should make reducing their overall infection 
rate a high priority.  
 
The monitoring team reviewed Individual #170, Individual #101, and Individual #292 IPNs 
regarding diagnosed infection and found: 
¶ Three of three (100%) of the records included an assessment with vital signs, and 
ÁÐÐÒÏÐÒÉÁÔÅ ÁÎÄ ÔÉÍÅÌÙ ÎÏÔÉÆÉÃÁÔÉÏÎ ÔÏ ÔÈÅ ÐÈÙÓÉÃÉÁÎ ÆÏÒ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÓÉÇÎÓ ÁÎÄ 
symptoms in the initial note. 

¶ None of three (0%) initial IPNs referenced the implementation of an Acute Care 
Plan, or provided, when, how, and what precautions, or specific signs and 
symptoms of the infection to be reported by the DSP.  

 
The facility reported that the occurrence of pneumonias over a 12 month period were 24, 
reportedly, bacterial pneumonias.  The facility had a Pneumonia Committee held by the ICP 
on a monthly basis.  Information included in the document submission documented 
evidence of a meeting held in December 2013.  No other information was available as to the 
status of the committee and its actions.   
 
Facility data of handwashing monitoring during meal time conducted by the ICP showed 
January 2014, 73%, February 2014, 91%, and March 2014, 86%.  The CNE recommended 
adding other individuals to become monitors because unannounced monitoring may not be 
ÐÒÏÄÕÃÉÎÇ Á ȰÔÒÕÅȭ ÍÅÁÓÕÒÅ ÏÆ ÈÏ× ÅÆÆÅÃÔÉÖÅ ÔÈÅ ÈÁÎÄ ÈÙÇÉÅÎÅ ÈÁÓ ÂÅÅÎȢ  4ÈÉÓ ×ÁÓ ÂÅÃÁÕÓÅ 
most staff were familiar with the ICP and knew that she was conducting the observations.  
The CNE planned to develop a new strategy.  
 
4ÈÅ ÆÁÃÉÌÉÔÙȭÓ %ÍÐÌÏÙÅÅ (Åalth Nurse LVN provided a line listing of all individuals by home, 
admission date, and immunity/vaccination status.  During the visit, the monitoring team 
requested the overall percentages of individuals who were current in accordance with CDC 
recommendations for their vaccinations.  The Compliance Officer provided a summary 
percentage of the numbers from the data submitted by the Employee Health Nurse.  The 
summary numbers included the percentage of individuals vaccinated or claimed immunity 



Monitoring Report for San Antonio State Supported Living Center  204 

# Provision  Assessment of Status Compliance  

from guardian or had documentation of titers drawn.   
¶ Pneumovax, 99.14% 
¶ TD/TDAP, 94.04% 
¶ Varicella, 99.14%  
¶ MMR, 100% 
¶ Hep A, 98.72% 
¶ Hep B, 100% 
¶ Zoster, No percentage was available  
¶ Flu, 99.6% 
¶ Flu, staff 49.3% 

 
The monitoring team, from the data submitted for employee health could not discern 
compliance for the number/percentage of individuals who were current with their PPDs 
(skin testing for tuberculosis) and number of convertors.  
 
4ÈÅ ÍÏÎÉÔÏÒÉÎÇ ÔÅÁÍȭÓ ÉÎ-depth review of line item individuals found new admissions for 
which the immunization status was incomplete.  For example, Individual #670 and 
Individual #326.  The facility should ensure that emphasis is placed on assuring 
documentation of current immunization status.  The facility should make concerted efforts 
to obtain the immunization status as soon as possible in order to determine current 
adherence to necessary immunizations.   The facility should assure that data can be readily 
retrieved if necessary to determine the current numbers/percentage of individuals/staff 
who have up to date status.  This is essential information for a robust infection control 
program, and very important should the facility/community have the occurrence of a 
communicable disease outbreak.  The ICP and Medical Director would need immediate 
access to the most current information.  Immunizations/ TB Control/Employee Exposure 
should be an integral part of the Infection Control Program.  (Also see section L of this 
report.)  
 
Quality Assurance Activities 
The Nursing Department, since the last review, had implemented the following quality 
assurance initiatives to improve consistency in the documentation of nursing process, 
nursing protocols, plans of care, and expected standards of care.  
¶ Implementation of Yellow Flag System for tracking following-up on acute illness 

and injuries/applicable acute care plans to resolution 
¶ Implementation of Yellow Flag Committee  
¶ Development and Implementation of SBAR system 
¶ Nurse Focus Monthly Calendar, focusing processes to query nursesȭ knowledge on 

Nursing Policies/Procedures/Protocols 
¶ Implementation of an Acute Care Plan Committee to review ACPs  
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¶ Implementation of Radom Monitoring by type of Tool 
¶ Implementation of RN Case Management Trainings 
¶ Nursing Evidence Based Practice Meetings 

 
In September 2013, the facility began conducting 24-30 Monitoring Tools/Protocol Audits 
for: 
¶ IHCP  
¶ Annual/Quarterly Nursing Assessments  
¶ Infection Control 
¶ Pain Management 
¶ SOAP Documentation 
¶ Head Injury 
¶ Seizure  
¶ Constipation 

 
Currently, Nursing had systems in place for improvement in the areas of: 
¶ Acute Care Plans 
¶ Medication Room Audits 
¶ 24 hour chart checks 
¶ Protocol Cards 

 
In addition to the above activities, the facility held a Continuous Quality Improvement 
Committee (CQI), which the monitoring team attended.  One of the positive outcomes from 
the committee, related to the Nursing Department, was addressing skin integrity issues 
associated with individuals who become hospitalized.  Together, the Hospital Nursing Staff 
and SASSLC Nursing Department put in place a plan calÌÅÄ Ȱ4ÅÎÔÁÔÉÖÅ Pressure Ulcer 
Prevention Plan for Nix (ÅÁÌÔÈ ςπρτȢȱ  4ÈÅ ÐÌÁÎ ÉÎÃÌÕÄÅÄ Á ÒÅÃÏÒÄ ÒÅÖÉÅ×ȟ 0ÒÅÓÓÕÒÅ 5ÌÃÅÒ 
Assessment and Interventions, and accessible Special Pressure Reduction Mattresses.  The 
plan also addressed ongoing performance improvement activities between the facility and 
the hospital that included surveillance, co-assessments with Nurses and Educator/Nursing 
Leadership/Wound Care Center Nurses, and case review for hospital acquired pressure 
ulcers.  The Skin Integrity Meeting had been merged as part of the CQI meeting.  During the 
CQI meeting, the Compliance Officer presented data analysis for the total number of 
Pressure Ulcers.  SinÃÅ ÔÈÅ ÍÏÎÉÔÏÒÉÎÇ ÔÅÁÍȭÓ ÌÁÓÔ ÒÅÖÉÅ×ȟ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÍÏÎÔÈÌÙ ÄÁÔÁÂÁÓÅ 
showed that, for both facility and hospital acquired Pressure Ulcers, the ulcers for the eight 
individuals were resolved.   
 
The monitoring team met with the QA Nurse with the presence of the Nursing Compliance 
Officer.  During this discussion, it was positive to find that both the QA Nurse and 
CompliaÎÃÅ /ÆÆÉÃÅÒȟ ×ÈÅÎ ÃÏÎÄÕÃÔÉÎÇ ÔÈÅÉÒ ÁÕÄÉÔÓȟ ÒÅÐÏÒÔÅÄ ÔÈÅÙ ÐÒÏÖÉÄÅÄ ȰÏÎ ÔÈÅ ÓÐÏÔȱ 
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education to nursing staff for items that were not compliant.  The facility submitted data for 
audits and for inter -rater audits for January 2014 through March 2014 for infections, pain, 
seizure, constipation, nursing assessment, acute care plan, and head injury for a total 60 
audits.  Of the 60 audits, 36 (60%) were found to have inter-rater agreement.  The 
Compliance Officer and QA nurse continued to work closely together to resolve responses to 
audit questions that had not been in agreement.  To improve agreement, the Compliance 
Nurse and QA Nurse should look at the number of audits and data (items) where there was 
complete agreement.  Nursing and QA should have some ongoing discussions to ascertain if 
the degree of reliability for some data collected is more critical than other data. 
 
The monitoring team attended a Mortality Meeting and also reviewed the Nursing Mortality 
Recommendations for November 2013 through April 2014.  The recommendations log 
documented nine deaths for which there were 22 recommendations for nursing.  Twenty 
(91%) were documented as completed.  Two were pending and had a due date of 5/31/ 14.  
One death was pending a review of records and a Mortality Death Review.  The CNE and QA 
Nurse reported a process change for having recommendations include a more proactive 
approach, meaning as soon as the QA Nurse identified a problem, the Nursing Department 
acted on the problem (rather than awaiting for the formal Mortality Death Review).  The 
CNE should ensure that the actions steps are doable and measurable.  For more on Morality, 
see section L. 
 
Emergency Response 
Based on a diagram/location/listing of emergency equipment provided by the facility, the 
monitoring t eam conducted unannounced inspections on eight of the 11 homes/areas on 
campus in which individuals were provided supports and found: 
¶ Emergency equipment and AEDs, in residences or other areas, in seven of eight 

observations (88%) were available and in good working order.  An emergency 
equipment required item (suction machine) for the Unit 667 day programming area 
was not located during the inspection.  The NOO, in attendance, immediately put a 
plan in place to secure a suction machine and posted signs for the location of the 
equipment.  The monitoring team conducted a follow-up inspection on 4/29/14 
and found the suction machine to be in place and operational.  The monitoring team 
also queried the DSPs as to the location of the emergency equipment, all of which 
responded correctly.  In addition, the facility took additional positive steps by 
conducting a Mock Drill on 4/29/14.  The mock drill was rated as passed.   

¶ Eight of eight nursing staff (100%) were familiar with the use and operation of the 
emergency equipment. 

¶ "ÁÓÅÄ ÏÎ ÔÈÅ ÍÏÎÉÔÏÒÉÎÇ ÔÅÁÍȭÓ ÏÂÓÅÒÖÁÔÉÏÎÓȟ ÔÈÅ ÆÁÃÉÌÉÔÙ ÄÉÄ ÎÏÔ ÈÁÖÅ ÖÉÓÉÂÌÅ ÓÉÇÎÓ 
posted throughout campus to indicate where emergency equipment and AEDs were 
located. 
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¶ Seven of eight observations (88%) showed that the facility had located the 
emergency equipment and AEDs throughout the campus in designated areas, with 
it stored securely and readily accessible for use.  

¶ Seven of eight (88%) reviews of Equipment and AEDs Checklist located in 
units/buildings showed monthly Emergency Equipment and AED checklists were 
completed daily for April 2014, by designated nurses, as required.   

¶ AED/Emergency Bag/Oxygen Tanks/Temperature log aggregate data for October 
2013 through March 2014 had omissions (blanks) for checking the equipment.  For 
example, home 674, October 2013, November 2013, and December 2013; and home 
671, December 2013, January 2014, and March 2014. 

¶ The facility Nursing Due Delinquent report, dated 3/18/14 showed 100% of 
nursing staff were current with CPR/BLS requirements.   

¶ The facility data showed that, from March 2013 through February 2014, 124 drills 
ÈÁÄ ÂÅÅÎ ÃÏÎÄÕÃÔÅÄȢ  /Æ ÔÈÏÓÅ ρςτ ÄÒÉÌÌÓȟ ρρτ ɉωςϷɊ ×ÅÒÅ Á ÓÃÏÒÅÄ ÁÓ ȰÐÁÓÓȢȱ  4ÈÅ 
ȰÆÁÉÌÅÄȱ ÓÃÏÒÅÓ ×ÅÒÅ ÁÓÓÏÃÉÁÔÅÄ ×ÉÔÈ ÔÈÅ ÌÁÃË ÏÆ ÐÁÒÔÉÃÉÐÁÔÉÏÎ ÏÆ ÓÔÁÆÆ ÄÕÒÉÎÇ ÔÈÅ 
mock drills.  No data were made available for evaluating compliance with the 
number scheduled against the actual number completed mock drills. 

¶ 4ÈÅ ÆÁÃÉÌÉÔÙȭÓ %ÍÅÒÇÅÎÃÙ 2ÅÓÐÏÎÓÅ 0ÏÌÉÃÙ ΠπττȢςȟ ÅÆÆÅÃÔÉÖÅ ωȾχȾρρȟ ÓÔÁÔÅÄ ÔÈÁÔ 
ȰÅÁÃÈ ÈÏÍÅ ×ÉÌÌ ÐÁÒÔÉÃÉÐÁÔÅ ÉÎ ÏÎÅ ÄÒÉÌÌ ÐÅÒ ÍÏÎÔÈ ÏÎ ÖÁÒÉÅÄ ÓÈÉÆÔÓȢȱ  )Ô ×ÁÓ 
ÐÅÒÐÌÅØÉÎÇ ÔÏ ÔÈÅ ÍÏÎÉÔÏÒÉÎÇ ÔÅÁÍ ÔÈÁÔ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÄÁÔÁ ÓÈÏ×ÅÄ that no mock 
drills were conducted on the third shifts. 

¶ ! ÒÅÖÉÅ× ÏÆ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ ÐÏÌÉÃÙ ÁÌÓÏ ÓÔÁÔÅÄ ȰÁÌÌ ÅÍÅÒÇÅÎÃÙ ÄÒÉÌÌ ÃÈÅÃËÌÉÓÔÓ ×ÉÌÌ ÂÅ 
reviewed at the next daily Incident Management Meeting to ensure follow-up on 
ÁÎÙ ÉÄÅÎÔÉÆÉÅÄ ÉÓÓÕÅÓȢȱ  4ÈÅ ÍÏÎÉÔÏÒÉÎÇ ÔÅÁÍ ÒÅÖÉÅ×ÅÄ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ )ÎÃÉÄÅÎÔ 
Management Minutes and found none of the minutes referenced the reoccurring 
problems related to the lack of staff participation.   

 
The facility should conduct its own investigation as to the lack of participation of staff 
during mock drills, and address the performance or lack of performance. 
 
The facility rated this provision noncompliant of which the monitoring team was in 
agreement.  

1. Ensure, for the varying degrees of injury and illness, that there are adequate 
assessments and physician notification, as exampled by the occurrence of falls.  

2. Continue efforts to minimize/decrease and prevent the risk of infections. 
3. Ensure that immunizations are offered for Zoster, to decrease the incidence of 

preventable infectious disease, and that information is current on a daily basis 
4. %ÎÓÕÒÅ ÔÈÁÔ )ÎÆÅÃÔÉÏÎ #ÏÎÔÒÏÌ ÉÓ ÓÔÒÅÓÓÅÄ ÁÓ ÁÎ ÉÍÐÏÒÔÁÎÔ ÃÏÍÐÏÎÅÎÔ ÏÆ ÔÈÅ ÆÁÃÉÌÉÔÙȭÓ 

quality assurance program 
 




