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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 provded to individuals with developmental disabilities in stateoperated 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 SettlemeAgreement 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 MentRetardation (CAMR) component of Rio
Grande State Center.

Pursuant to the Settlement Agreement, the parties submitted to the Court their selection of three Monitors responsible
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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 eaclof 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, physicaland 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 Settleniékgreement, 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.
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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 thet@ement Agreement
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Methodology
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Guidelines, the Monitoring Team undertook a number of activities, including:

(a) Onsite review z During the week of thereview, 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 addinal documents for offsite review.

(b) Review of documents z 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 fordocuments to be available when the Monitors arrived. The Monitoring Team made
additional requests for documents while omite. In selecting samples, a random sampling methodology was
used at times, while in other instances a targeted sample was selecteakbd 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 z 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, th@léwing are
examples of the types of activities that the Monitoring Team observed: individuals in their homes and
day/vocational settings, mealtimes, medication passefterdisciplinary Team (DT) meetings, discipline
meetings, incident management meetigs, and shift change.

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

individuals served by the facility.

Monitoring Report for San Antonio State Supported Living Center 4



Organization of Report
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compliance with the Settlement Agreement, as well as specific information on each of the pgnaphs in Sections II.C

OEOI OCE 6 1T &£ OEA 3A00I AT AT O ' COAAI AT Os8 4EA OADPI OO0 AAAOAO
reports that the Settlement Agreement sets forth in Section Ill.I, and includes some additional components that the

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

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

following sub-sections:

a)

b)

d)

g)

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 reews that is described above in general,

Facility Self-Assessment. No later than 14 calendar days prior to each visit, the Facility is to provide the
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This section summarizes the selassessment steps the Facility took to assess compliance and provides some

comments by the Monitoring Team regarding the Facility Report;

301 AOU 1T & - 11 EOIAhugh not@eduired Oy the Sefilgment Agreementa summary of the
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need that the Facility with regard to compliance with the particular section;

Assessment of Status: A determination is provided as to whether the relevant policies and procedures are

consistent with the requirements of the AgreementAT A AAOAETI AA AAOAOEPOEITI T O 1 £ OE
regard to particular components of theSettlement Agreement including, for example, evideoe 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 agxamples of positive and negative outcomes for individuals served,;

Compliance: 4 EA 1 AOAT 1T &£ AT i bl EATAA jE88A8h OTTTAT I DI EAT AAS 1
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The Monitoring Team offers recommendations to the State for consideration as the State works to achieve

compliance with the Settlement Agreemen8 yO EO ET OEA 30A0A60 AEOAOAOQEII
other mechanigns to implement and achieve compliance with the terms of thBettlement Agreement

Individual Numbering:  Throughout this report, reference is made to specific individuals by using a

numbering methodology that identifies each individual according to randmly assigned numbers (for example,

as Individual #45, Individual #101, and so on.) The Monitors are using this methodmy 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
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compliance in the 20 sections of the Settlement Agreement. The reader should understand that the intent, and

expectation, of he parties who crafted the Settlement Agreement was for there to be systemic changes and

improvements at the SSLCs that would result in lonterm, lasting change.

The parties foresaw that this would take a number of years to complete. For example, i tBettlement Agreement the
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compliance might take longer than four years, and provided for this possibility in the Settlement Agreement.

To this end, largescalechange processes are required. These take time to develop, implement, and modify. The goal is
for these processes to be sustainable in providing loaggrm improvements at the facility that will last when

independent monitoring is no longer required. Ths requires a response that is much different than when addressing
ICF/DD regulatory deficiencies. For these deficiencies, facilities typically develop a sheetm 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 Wl receive a rating of noncompliance even though progress and
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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 pvgsion items are equal in weightor complexity; some require significant
systemic change to a number of processes, whereas others require only implementation of a single actiéor example,
provision item L.1 addresses the total system of the provisionfeanedical 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 assune 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 prowsiitems 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 me&dnder 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 littie 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.or each review for which modified
monitoring is requested, the State submits a proposal to the Monitor and DOJ for review, comment, and approvais
report reflects the results of a modified review. Where appropriate, this is indicated in the text for the specific
subsections for which modified nonitoring was conducted.

The monitoring team wishes toagainacknowledge and thank the individuals, staff, clinicians, managers, and
administrators at SASSLGor their openness and responsiveness to the many activities, requests, and schedule
disruptions caused bythe onsite monitoring review. Thefacility director, Ralph Henry, supported the work of the
monitoring team, was available and responsive to all questions and concerns, ase&t the overall tone for the week,
which was to learn as much as possielabout what was required by the Settlement Agreement

The Settlement Agreement CoordinatorAndy Rodriguez did agreat job, before, during, and after the onsite reviewHe
ensured thatthe monitoring team received documents, he assisted with scheduly and played an important role in the
QA program at SASSLC. The work of his assistant, Nercy Navarro, was also appredmst¢he monitoring team.

A brief summary regarding each of the Settlement Agreement provisions is provided below. Details, exansplend a

full understanding ofthe 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

T

1
1

There were 43 restraints used for crisis intervation 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 intervietion. 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 irstances 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 individud (i.e., drug interactions, cardiac issues, osteoporosis, aspiration risk).
The facility reported that 10 individuals at the facility wore protective mechanical restraints (PMRs) for selhjurious
behaviors. The facility had developed protective mechaeal restraint plans for those individuals.
To move forward, the facility should continue to focus on:
0 Ensuring that restraint documentation clearly describes behavior that led to the restraint and documents all
interventions attempted prior to the use ofrestraint.
0 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 necesy
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 allemployees receive annual training within the required timelines.

Abuse, Neglect, and Incident Management

1
T
T

Of 119 allegations, there were six confirmed cases of abuse and 11 confirmed cases of neglect. The facility reported
that 38 other serious inciderts 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 wapreparing 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 weraot 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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1 The facility was not tracking outcones to ensure that protections implemented following investigations were sufficient
to reduce the likelihood of similar incidents from occurring.
1 The facility was still not adequately developing action plans to address trends of injuries and incidents.

Quality Assurance

1 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.

i Of the 16data 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%) ircluded what appeared to be key indicators; 16 (100%) described the data being collected; and
7 (44%) included a selfmonitoring tool.

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

1 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.

1 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.

1 The QAD director was just initiathg 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

1 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.

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

1 There was little discussion at either meeting, howeer, 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.

1 The IDTs did not develop outcomes that would build on what the individuals were currently doing to offerev
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 ofcurrent supports due to a lack of documentation and consistent monitoring of services.
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1 All team members need to ensure that supports are monitored for consistent implementation and adequacy. Data

collected during monitoring should be used to revise supmrts 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

T

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 digplines.

Minimum Common Elements of Clinical Care

1
1

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 qudity 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 medidaguality program will likely translate into progress in section H because
much of section H is about quality.

At-Risk Individuals

il
T

T

l

The parties agreed that the monitoring team would conduct reduced monitoring for 11, 12, and 13 because the facility
had made little progress.

The monitoring team observed the risk identification process at two ISP meetings and noted progress. Notabbgch
discipline presented relevant information during the risk determination process that was essential for determining sk

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 ugo-date assessment information, it was unlikely thaaccurate 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 identdd before a critical incident occurs.
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1 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 actidams should be
revised.

Psychiatric Care and Services

1 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% thie 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 evaluasicompleted,
however, were of general good quality.

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

1 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 monitioig
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 reviewprocesses. 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

1 SASSLC maintained substantial compliance on the four items (K2, K3, K7, Ead) 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 colléoh
timeliness; and improved accessibility of data sheets to the DSPs. There was evidence of consistentloasad
treatment decisions, increased number of replacement behavior graphs, and evidence of consistent action
recommended in the progress notes wén individuals were not making expected progress. There were also
improvements in the assessment of treatment integrity of PBSP implementation.

1 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 teminology, 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

T

Some services, such as immunizations, were provided with high rates of compliance and improvement was seen in the
compliance with vision screenirgs. 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 reviewsndicated 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 pneumonialt 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 facilig 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 diegnosis 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 poviding 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 standazdd 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 individud experienced an adverse outcome associated with anesthesia. The documents containing the
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Nursing Care

T

T

T

Progress was made in most areas. Substantial compliance was achieved fovsion 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 improvementinti AT U AOOAOOI AT OO AT A OEI AT U 11 OEAEAEAAQEIT O E
problems, including following their own emergency procedures for emergency health issues. The Nursing Department

had been proactive in addressing skin integrity issues tlmugh a partnership with external hospital nursing staff that
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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 accande 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

l

= =

T

Medications for SASS.C continued to be dispensed at the San Antonio State Hospital (SASH). This presented a unique
set of challenges for the facility. The SASSLC leegn clinical pharmacist remained in the role as pharmacy lead.
While SASH had implemented the IntelligenAlerts, 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 appearedhave 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 estadiied 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 terganeralized
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 limitedWhile 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 Commée must be addressed.

Physicl and Nutritional Management

T

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 wasich 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 hom#w®at 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. The continued to significant concerns in home 670.
There was a clear lack of leadership and oversight.
1 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 competen®ased training was needed.
o Ensure that compliance monitoring was consistentlgonducted related to all aspects of the PNMP at the
recommended frequency.
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 totntion evaluation, on an
annual basis to determine the medical necessity of all individuals with enteral nutrition.

o

Physical and Occupationial herapy

1 OT/PT assessments continued to improve. Substantial compliance with P.1 was maintained and achiewedf3. 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.

1 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 mohs. They were clearly working collaboratively with other team
members to arrive at effective solutions.

Dental Services

1 There were a number of positive findings during this review. Individuals received timely annual assessments and were
scheduled fa necessary treatments. Treatment required consent and the extended delays related to the consent
DOT AAOGO AT A (2# ADPDPOI OA1T AT 1T OET OAA O AAAOAAOGAS I Pi 1 EAU
was developed and approved.

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

1 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 posanesthesia monitoring.

1 Refusals were incorrectly recorded. Only those individuals who refed to go to clinic were documented as refusals.
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Communication

1 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 theontent of communication assessments
were evident. Additionally, there had been a clear effort to work collaboratively withbehavioral healthto develop
communication strategies that were welintegrated into the PBSP and throughout the daily routine.

1 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.

1 Sections from the communication assessment were inserted intbe 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.

1 The facility continued to strugde 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 tleir 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

1 There were several improvements since the last reviewThese 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, increasgrércentage of graphed SAP data, and
developed programchange forms to document datébased 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 jgubl
transportation assessment, and establishment of individualized recreational and community training goals for all
residences.

1 The monitoring team suggests that the facility focus on the ensuring that all SAPs contain clear examples of all the
componentsnecessary 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 treiment 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
1 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 lin@d 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%).

1 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.

1 CLDPs were much improved compared with previous reviews. Lists of prand post-move supports contained a wider
OAT CA T &£ OOPDPI OO0 OEAT AOAO AAAEI OAs8 $SEOAEAOCA AOOAOOGI AT O
upcoming move and new residential, day, and/or employment settings.

1 Post move monitoring continued to be inplemented 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 followedup when action was needed.

1 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 moritoring visit.

Guardianship and Consent
1 4EEO DPOI OEOEI T OAAAEOAA 11T I1TT1TEOI OET ¢ AAOGAA ObpPi1T OEA PAOO

Recordkeeping Practices

1 SASSLC made progress in some areas of section V and maintained status in other afeagteen of 14 (100%)

ET AE O Febofild revi@®ed included an active record, individual notebook, and master record. A unified record was
created for all new admissions.

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

1 A master recordexisted 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 teen to obtain any missing documents.

1 Five quality assurance audits were done in five of the past six monthBeginning in February 2014, the URC began
using the new 16page tool that she developed. It incorporated the previous table of contents tooldstatewide tool.

1 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®f th
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]

O 0000000000000 0O0OO0OO0OO0

(o]

DADS Policy: Use of Restraints #00.1

SASSLC SeKssessment

SASSLC Provision Action Information Log

SASSLC Section C Presentation Book

Restraint Trend Analysis Reports for the past two quarters

Section C QA Reports for the past two quarters

Sample of IMRT Minutes from the past six months

Restraint Reduction Committee minutes for the past six months

List of all restraint monitors and date training was completed

List of all restraint by individual in the past six months

List of all chemical restraints used for the past six months

List of all medical restraints used for the past six months

List of all restraints used for crisis intervention for the past six months

List of all mechanical restraints for the past six months

List of all individual that were restrained off the grounds of the facility

List of all injuries that occurred during restraint

3133, # ORIAGGOAET 6 EOOOGEAEAEAAQEIT I

List of individuals with crisis intervention plans

List of individuals with desensitization plans

List of individuals for whom pretreatment sedation was used to complete routine medical and
dental exams.

Sample #C.110 recordsof physical restraints used in a crisis intervention for eight different
individuals, drawn from the list provided in response to I1.6 of the Document Request. Records
drawn for this sample included: restraint checklist form, faceo-face/debriefing form, the

Ef AEOEAOAI 60 #OEOEO )1 OAOOAT OEI 1T 01 AT j#)0q
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 12/28/13 @ 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

Sample #C.2vas documentation for a selected sample of 24 staff;

1 their start dates,

1 the dates they were assigned to work with individuad,
9 their training transcripts showing date of most recent:

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

o0 Sample #C.3 was a sample of documentation for pretreatment sedatichosen from the last ten
medical/dental restraints including the physician®d T OAAOO &I O OEA OAOO(
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

Sample #C.4a subsample of #C.1thosen from Il.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

Sample #C.5: Was selected fro

m a sample ektraints that occurred oftcampus. There were none

Individual

Date

Sample #C.6The following documentation for a selected sample of individuals who were
restrained more than three times in a rolling 3Gday period:
1 PBSPs, crisis intervention plans, and individual support plan addendums (ISPAs) for
Individual #304 and Individual #39
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0 Sample #C.%vas chosen from the list of 11 individuals subjected to mechanical restra 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, rogram supervisors,

and QIDPs in homes and day programs;
o Charlotte Fisher, Director of Behavioral Services
0 Adrianne Berry, Incident Management Coordinator
o0 Rhonda Sloan, QIDP Coordinator
o *T AT /1 8#1 1171 0h 1 OOEOOAT O $EOAAOI O T £ 001 COA
Observations Conduted:
o0 Observations at residences and day programs
Incident Management Review Team Meeting 4/28/14 and 4/29/14
Morning Unit Meeting 5/1/14
Morning Clinical Meeting 4/28/14
ISP preparation meeting for Individual #255 and Individual #12
Annual IDT Meeting forlndividual #337 and Individual #90

OO0 O0OO0oOo

Facility Self-Assessment:

SASSLGubmitted its self-assessment.For the selfassessment, the facility described, for each provision
item, the activities the facility engaged in to conduct the selissessment of thaprovision item, the results
and findings from these seHassessment activities, and a sethting of substantial compliance or
noncompliance along with a rationale.

The Director of Behavioral Services was responsible for the sedfsessment processShe 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 regardiy
restraints.

The fadlity assigned a selfrating of substantial compliance to C1, C2, C3, C5, C7, and C8. The monitorin
OAAI ACOAAA xEOE OEA EAAEI EOUGO OOAOOAT OEAT AT
problems noted during the last review continue to cotribute to the monitoring teams rating of
noncompliance including monitoring of restraints, post restraint assessment, and staff training.
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Based on a list of all restraint data provided by the facility, there were 43 straints 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 accountedfor 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 resaint 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.€
drug interactions, cadiac 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 (PMRSs) 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 meegin
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 fie of eight provision items in section C, some
progress towards compliance had been made in regards to documentation and review of crisis interventig
restraints.

To move forward, the facility should continue to focus on:

1 Ensuring that restraint documertation clearly describes behavior that led to the restraint and
documents all interventions attempted prior to the use of restraint.

1 Ensuring that nursing reviews for all restraint incidents are completed and appropriately
documented following state policyguidelines.

1 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.

1 Ensuring that IDTs engage in a thorough discussion regding the risk associated with completing
routine exams using pretreatment sedation for each individual.

1 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 ham 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
OEA &AAEI EOEAOG

According to restraint trend reports provided by the facility,

Type of Restraint April 2013- Oct 2013
Sept 2013 Mar 2014

Personal restraints (physical holds) duringa | 19 34
behavioral crisis
Chemical restraints during a behavioral crisis | 6 3
Mechanical restraints during a behavioral 0 6
crisis

TOTAL restraints usel in behavioral crisis | 25 43
TOTAL individuals restrained in behavioral 8 10
crisis
Of the above individuals, those restrained 6 3
pursuant to a Crisis Intervention Plan
Medical/dental restraints 50 93
TOTAL individuals restrained for 43 Not provided
medical/dental reasons
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 energency medication administrations, however, the monitoring team
considered these to fall under the category of chemical restraint. Moreover, a recent
AEAT CA OI OEA OOAOA8O bPiIlEAU AAEET EOEII
with the definition of chemical restraint that is in the Settlement AgreementThese
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:

1 A graduated range of less restrictive measures has been exhausted or ruled ou

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

Prone Restraint
a. Based on facility policy review, prone restraint wagrohibited.

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 b as Sample #C.1, was selected for review of restraints resulting fror
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. Sampl
#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
exhauded 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 restrainthecklists,
face-to-face assessment forms, and debriefing forms. The following are the results of th
review:

91 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.

1 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 usedfor 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 restratn

0 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 damment events leading to
the restraint on the restraint checklist.

1 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

1 i. Facility policies identified a list of approved restraints.

1 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 behaviorsThe 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.

I. The facility reportedthat there were 11 individuals subjected to restraints classified as
protective mechanical restraints (PMRs). Four were reviewed by the monitoring team
(Sample C.7). Fouf100%) followed state policy regarding the use, management, and
review of PMR. Thdacility 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 ag
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 compliarce 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 lger 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. Arestraint
used must be the least resictive

4EA AEAAEI EOUBO DI 1 EAEAO OAI AGAA O1 O0OAOGO

of the Settlement Agreement.
a2 AOEAx 1T £ OEA MEAAEI EOU8O0 OOAETEI ¢ ADOOO
and competencybased measures in the following areas:

9 Policies governing the use of restraint;

1 Approved verbal and redirection techniques;

1 Approved restraint techniques; and

1 Adequate supervision of any individual in restraint.

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

Noncompliance
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Provision

Assessment of Status

Compliance

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
training transcripts and the dates on which they were determined to be competent with
regard to the required restraint-related topics, showed that:

1 22 of the 24 (92%) had current training in RES0105 Restraint Prevention and

Rules.

1 18 of the 21 (86%) employees with current training who tad 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 completé&®MAB refresher
training within 12 months of previous restraint training.

= =4

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 considerein
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 restraintAshall be used that is
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 tominimize 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 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 tise records of the use of programmatic restraint)
(100%).

c. In addition, facility policy did notallow for the use ofnon-medical restraint for reasons
other than crisis intervention, except for protective mechanical restraints for SIB.

d. In 10 of 10restraint records reviewed (100%), there was evidence that the restraint
OOAA xAO 110 EIT AT 1 OOAAEAOEIT O1 OEA EI
Restrain List.

e. In 10 of 10 restraint records reviewed (100%), there was evidence thahé restraint
OOAA xAO 110 ET AT1OOCAAEAOQEIT O OEA EI
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 of10 restraint records reviewed in Sample #C.1 (100%), there was evidence thai

OEA OAOOOAET O OOAA xAO 1106 EI

Noncompliance
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Provision

Assessment of Status

Compliance

intervention plan.

In reviewing documentation from Sample #C.3 for individuals for whom restint had
been used for the completion of medical or dental work:

1 9. Zero of five (0%) showed that there had been appropriate authorization (i.e
Human Rights Committeepproval and adequate consent. Documentation was
not submitted.

1 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 toothbrushg. Without adequate
documentation of discussion regarding the use of pretreatment sedation, it was
not possible to determine if strategies were adequate.

o )T AEOGEADBAT nNoc¢dd )30
sedation for routine exams. He resived 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 immeliately and with
full implementation within six
months, staff trained in the
application and assessment of
restraint shall conduct and
document a faceto-face
assessment of the individual as
soon as possible but no later than
15 minutes from the start ofthe
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 every30 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 staffnad been assigned the duty of restraint monitors. According to
documentation provided to the monitoring team, six (60%) had been deemed competen
to monitor restraints. This included the behavioral health specialists, campus
supervisors, residential sugervisors, and campus administrators.

c. Based on review of document request 11.19, 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 facdo-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 fateface assessment was
conducted:

1 d. In eight out of 10 incidents of restraint (80%) by an adequately trained staff

Noncompliance
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Provision

Assessment of Status

Compliance

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
OEA ET AEOEAOAI GO
Facility. In each instance of a
medical restraint, the physician
shall specify the schedule and type
of monitoring required.

member.

1 e.Inseven out of 10 instances (70%), the assessment began as soon as possil
but no later than 15 minutes from the start of the restraint.

0 The restraint monitor did not arrive until 45 minutes after the restraint
began for Individual #3 on 11/18/13.

0 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 andindividual interview section of the faceto-face assessment
form.

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

1 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.

1 9. 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)

T h.In___ outof ___ (__ %), the extraordinary circumstances necessitating the
alternative monitoring were documented; and
T i.In__ _outof___ (__ %), 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:
91 j. Corducted monitoring at least every 30 minutes from the initiation of the
restraint in six (60%) of the instance of restraint. The exception was:
0 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.
0 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,
1 k. Monitored and documented vital signs in eight (80%). The exceptions were:
0 Individual #304 on 12/23/13 and Individual #3 on 11/18/13.
91 . Monitored and documented mental status in eight (80%). The exceptions
were:
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# | Provision Assessment of Status Compliance

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. .
f m. Conducted monitoring within 30 minutes of the indiE AOAT 6§ O OAO
facility in n/a of n/a (%).
1 n. Monitored and documented vital signs in n/a (%).
1 0. 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,
1 p. Infive out of five (100%), the physician specified the schedule of monitoring
required or specified facility policy was followed; and
1 q.In__outof___(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:
1 Individual #240 on 2/14/14 Zz 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, thé&acility will need ensure that:

1. Alicensed 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 dn
document a faceto-face assessment of the individual as soon as possible but n
later than 15 minutes from the start of the restraint to review the application
and consequences of the restraint.

C6 | Effective immediately, every A sanple (Sample #C.1) of 10 Restraint Checklists for individuals in nemedical Noncompliance
individual in restraint shall: be restraint was selected for review. The following compliance rates were identified for
checked for restraintrelated injury; | each of the required elements:
and receive opportunities to 1 a.In 10 (100%), continuous oneto-one supervision was providced;
exercise restrained limbs, to eat as 1 b.In 10 (100%), thedate and time restraint was begun;
near meal times as possible, to f c.In 10 (100%), the bcation of the restraint;
drink fluids, and to use a toilet or f d.In eight (80%), hformation about what happened before, including what was
bed pan. Individuals subject to happening prior to the change in the behavior that led to the use oéstraint. See
medical restraint shall reeive C.1.g.
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Assessment of Status

Compliance

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.

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

1 f.In 10 (100%), thespecific reasons for the use of the restraint;

1 g.In 10 (100%), themethod and type (e.g.medical, dental, crisis intervention) of
restraint;

1 h.In 10 (100%), thenames of staff involved in the restraint episode;

1 Observations of the individual and actions taken by staff while the individual wag
in restraint, including:

0 i.In 10 (100%), theobservations 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 continung restraint.
The longest physical restraint in the sample was 15 minutes.

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

1 1. In 10 (100%), the kvel of supervision provided during the restraint episode;
1 m. In eight physical restraints (100%), thedate and time the individual was

released from restraint; and

1 n.In 10 (L00%), theresults of assessment by a licensed health care professiona
as to whether there were any restraintrelated injuries or other negative health
effects.

0. 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%}here was evidence thatthe
facility reported that documentation was not available for medical restraints.

Exception wasIndividual #240

g. In two (100%), there was documentation that por to the administration of the
chemicalrestraint, the licensed health care professional contacted the behavior specialig
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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# | Provision Assessment of Status Compliance
AAT ET EOOOAOQCETT 1T &£/ AAAEOET T AT DOUAEI 001 b
Medication Ad ET E OO OA O E Thieré was Bo%elicy @reél procedure outlining this
designation, and the use of these medications did not result in poststraint monitoring
IO OAOGEAXxS &OOOEAOR AO 11 O6AA ET #ph OE
the definition of chemical restraintto one that was no longer in line with the definition
that is in the Settlement AgreementFrom 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
DAOEI Ah OEA ETAE
team shall:
(@ OAOEAx OEA ET Al According to SASSLC documentation, during the sixonth period prior to the onsite Substantial
skills and biological, medical, review, two individuals were placed in restraint more than three timesm a rolling 30-day | Compliance

psychosocial factors;

period. This was an increase from the last review when one individual was placed in
restraint more than three times in a rolling 30day 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, cris
intervention plan, and individual support plan addendum (ISPA) that occurred as a resul
of more than three restraints in a rolling 3Gday period were reviewad. 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 healtervices 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 complianceeview, however, changes in treatment were necessary
This appeared to have been done by the facility, but it was not documented clearly and
required by provision C7. The monitoring team discovered that behavioral health
services leadership was not awre of the documentation requirement, due to turnover in
OEA AAPAOOI AT 060 1 AAAAOOEED bl OEOET T 8
behavioral health services director and based upon review of documentation, the
monitoring team has kept this provisionin 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,
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# Provision

Assessment of Status

Compliance

medical, and psychosocial issues. In order toaintain substantial compliance with this
DOl OEOCEIT EOAin OEA 1 ETOOAOG &EOIT AO 1AA
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 issuemd 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
pob T /& OEA ET AEOEABGAI 680 )30! [ AAOGETI CO &
30-day period should review possibly contributing environmental conditions (e.g.noisy
environments, presence of novel staff, etc.andif 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 cont@d 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®ed
paragraph above in C7a.

In order to maintain substantial compliance with this provision item, the minutes from at
1 AAOGO ywub T £ OEA ET AEOEAOAI 66 )30! 1 AAO
rolling 30-day period should review potential envionmental antecedents (e.g., placing
demands, focusing attention on other individuals, etcand 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 taneure 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 andiscussed 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%
I £ OEA ET AEOEAOAIT 8 Oollgwh@ rhore ithAnkrdee fegr@intsinfad E 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 maintainingthe 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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Provision Assessment of Status Compliance
information is contained in asection of the ISPA that directly corresponds with this item.

(e) develop (if one does not exist) | This item continued to be in substatial compliance. Substantial

and implement a PBSP based Compliance

iIT OEAO EIT AEOE/
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
''''' OE |
maximum duration, the
designated approved restraint
situation, and the criteria for
terminating the use of the
restraint shall be set out in the
ET AEOEAOATI 80 ) !

Both Individual #304 and Individual #39 had PBSPs to address the behaviors provoking
restraint. The following was found:

1 Both of the PBSPs reviewed (100%) specified the objectively defined behavior t
be treated that led to the use oftte restraint (see K9 for a discussion of
operational definitions of target behaviors),

1 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

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

1 Both of the PBSPs reviewed contained interventions tweaken 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:
9 For both of the crisis intervention plans reviewed (00%), the type of restraint
authorized was delineated,
9 For both of the crisis intervention plans reviewed (100%), the maximum
duration of restraint authorized was specified,
9 For both of the crisis intervention plans reviewed (100%), the designated
approved restraint situation was specified, and
1 For both of the crisis intervention plans reviewed (100%), the criteria for
terminating the use of the restraint were specified.

()

AT OOOA OEAO OE/
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 iem, SGSSLC needs to
ensure that at least 85% of individuals with more than three restraints in a rolling 3@ay
period have treatment integrity data that indicates that at least 85% the PBSPs were
implemented as written.

Substantial
Compliance
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# | Provision Assessment of Status Compliance
(g) as necesary, assess and revise | The IDT assessed and revised PBSPs. Please see second paragraph above in C7a. | Substantial
the PBSP. Compliance
In order to maintain substantial compliance with this provision item, 85% of the
individuals who were placed in restraint more than three timesn 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 dily corresponds with this item.
C8 | Each Facility shall review each use | The facility had a restraint review system in place for all crisis intervention restraints. Al| Substantial
of restraint, other than medical restraints continued to be reviewed ly the behavior specialist, unit directors, and IMRT. | Compliance

restraint, and ascertain the
circumstances under which such
restraint was used. The review shall
take place within three busiress
days of the start of each instance of
restraint, other than medical
restraint. ISPs shall be revised, as
appropriate.

A sample of documentation related to 10 incidents of crisis interventiomestraint was
reviewed (Sample #C.1), this documentation showed that:

1 a. Innine (90%), the review by the Unit IDT occurred whin 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:

0 Individual #304 on 12/23/13

1 b. In nine (90%), the review by the IMRT occurred within thredousiness days of
the restraint episode and this review was documented by signature on the
Restraint Checklist and/or Debriefing Form. The exception was:

o0 Individual #304 on 12/23/13

1 c.In 10 (100%),the circumstances under which the restraint was used was
determined and is documented on the Faeto-Face Assessment Debriefing form
including the signature of the staff responsible for the review.

1 d.In 10 (100%), the review conducted by the restraint monitor and/or behavior
specialist was sufficient to detemine 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 intervertions that were either attempted and
were unsuccessful or were not attempted because of the emergency nature of
the behavior that resulted in restraint.

1 e. The restraint monitor, behavior specialist, and/or the unit director did not
document recommendatdn from their review for the restraints in sample #C.1.
Follow-up to recommendations was documented for n/a (%) recommendations.
/S8 iITA xAOA OAZEZAOOAA OiI OEA OAAI
Of the five referred to the team, in four (80%)appropriate changes were made
O OEA ET AEOEAOAI 086 )300 AT A¥T O 0"3
1 Areview 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)

E ]

=
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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 forthelow. 0 Section D Presentation Book
0 SASSLC Section D Sél§sessment
o DADS Policy: Incident Management #002.4, dated 11/20/12
o DADS Policy: Protection from Harng Abuse, Neglect, and Exploitation #021.8ated 12/4/12
0 SASSLC Policy: Incident Management effective 11/5/13
0 SASSLC Policy: Protection from HargnAbuse, Neglect, and Exploitation effective 11/5/13
o0 Incident Management Review Committee meeting minutes for each Monday of the past six months
0 Unit Meeting Minutes for the past six months
0 QA/QI report for the past two quarters
0 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 peepeer aggression
o List of all serious incidents and injuries since 9/1/13
o Allinjury report for the past six months for any individual sustaining a serious injury
o0 List of all ANE allegations since 9/1/13 including case disposition
o Alist of all investigaions completed by the facility in the last six months.
o List of employees reassigned due to ANE allegations
0 Training transcripts for all facility investigators
0 SASSLC/DFPS/OIG Quarterly meeting minutes
o Documentation from the following completed investigaions, including follow-up:
Sample Allegation Disposition Date/Time Initial Date
D.1.a of APS Contact Completed
Notification
#43027721 | Neglect Unconfirmed 2/13/14 2/14/14 2/21/14
5:37 pm 4:07 pm
#43018646 | Neglect (3) Confirmed (2) 2/6/14 2/6/14 3/3/14
Unconfirmed (1) 8:36 am 4:39 pm
#42985155 | Physical Abuse Inconclusive 1/8/14 1/8/14 1/24/14
7:22 am 6:16 pm
#42985221 | Neglect (2) Unconfirmed (2) 1/7/14 1/10/14 2/12/14
Physical Abuse (1) | Other 6:09 pm 5:45 pm
#42941165 | Neglect Unconfirmed 11/2 0/13 11/21/13 11/27/13
8:44 am 2:47 pm

Steps Taken to Assess Compliance:

Documents Reviewed
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#42938656 | Neglect (4) Unconfirmed (3) 11/18/13 11/20/13 12/12/13
Confirmed (1) 12:30 pm 6:15 pm
#42934489 | Neglect (2) Unconfirmed (2) 11/13/13 11/15/13 12/9/13
Physical Abuse (2) | Unconfirmed (1) 6:48 pm 5:37 pm
Confirmed (1)
#42936569 | Physical Abuse Unconfirmed 11/15/13 11/15/13 11/25/13
1:22 pm 6:56 pm
#42930813 | Neglect (2) Unconfirmed (2) 11/11/13 11/12/13 11/21/13
11:19 am 2:05 pm
#42872473 | Physical Abuse (2) | Unconfirmed (2) 9/19/13 9/20/13 9/27/13
1:25 am 2:49 pm
Sample Allegation Disposition Date/Time Date
D.1.b Incident Completed
Reported
#43018629 | Neglect Referred Back 2/6/14 2/13/14
8:17 am
#43005440 | Neglect Referred Back 1/26/14 2/10/14
9:46 am
#42990964 | Neglect Referred Back 1/13/14 1/23/14
3:28 pm
#42888908 | Neglect Clinical Referral 10/3/13 10/9/13
1:08 pm
#42858951 | Verbal Abuse Referred Back 9/6/13 9/9/13
4:37 pm
Sample Type of Incident Date/Time Date/Time Date
D.2 Incident Incident Completed
Occurred Reported
#14-045 Serious Injury 3/10/14 3/10/14 3/14/14
4:10 am 4:14 am
#14-043 Serious Injury 3/4/14 3/4/14 3/5/14
8:15 pm 8:25 pm
#14-038 Serious Injury 2/7/14 2/7/14 2/18/14
11:40 am 11:40 am
#14-026 Serious Injury 12/30/13 12/30/13 1/5/14
7:30 pm 8:20 pm
#14-022 Serious Injury 12/2/13 12/2/13 12/3/13
12:25 pm 12:30 pm
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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;
Charlotte Fisher, Direcor of Behavioral Services
Adrianne Berry, Incident Management Coordinator
Rhonda Sloan, QIDP Coordinator
*T AT 1 86#1 11717 0h ! OOEOOAT O $EOAAOI O 1T &£ 001 COAI

(0]
(0]
(0]
(0]

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

O O O0OO0OO0oOOo

Facility Self-Assessment:

SASSLGubmitted its selfassessment.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 provisiorof the Settlement Agreement. The second document listed the actions

that the facility completed towards substantial compliance with each provision of the Settlement Agreemen

For the selfassessment, the facility described, for each provision item, tleetivities the facility engaged in to
conduct the selfassessment of that provision item, the results and findings from these selésessment
activities, and a seHrating 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 rekvant to each provision. For example, for D2a, th
facility also looked atstaff training records to confirm that a sample of employees had signed the
Acknowledgement of Responsibility for Reporting A/N/E.

AEA EAAE]I EOUBO OAOE Aund domplidhe® Githi2xof 22 prévisidel @ bedtibnfDAThe/E
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 teadid 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 simitamethods used by the monitoring
team. The focus of the review should be on recommendations and follawp 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.

Summaryo&£ -1 1T EOI 060 ! OOAOOI Al 04,

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 allegatio
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 etween 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 injurieg
reported the previous sixmonth period, and the number of serious injuries reported. Injury trends were
being generatedper 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 notevident 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 tle 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 sectior
D that were reviewed. Provision items found not to be in compliance were:

1 D2c: The facility was still not ensuring that staff completed training on identifying and reporting
abuse and neglect on an annual basis.

1 D3e: 50% of the DFPS investigations were not completed within 10 calendar days of the incident
being reported. Therewas not sufficient evidence that the delay was because of extraordinary
circumstances in the investigations not completed in a timely manner.

1 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.

1 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 immedately, each Facility | The parties agree the monitoring team would not monitor this provision because the Substantial
shall implement policies, facility was in substantial compliance for more than three consecutive reviews. The Compliance

procedures and practices that
require a commitment that the
Facility shall not tolerate abuse or
neglect of individuals and that staff

substantial compliance finding from the last review stands.
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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 The state policy required that an investigation would be completed on each unusual Substantial
serious incidents, including but | incident using a standardized Unusual Incident Report (UIR) format. This was consistel Compliance
not limited to death, abuse, with the requirements of the Settlement Ageement.
neglect, exploitation, and
serious injury, as follows: 1) for | According to a list of all abuse, neglect, and exploitation investigations, there
deaths, abuse, neglect, and investigations involving 119 allegations of abuse, neglect, or exploitation conducted by
exploitation to the Facility DFPS at the facility between 9/1/13 and 2/28/14. From these 119 allegatios, there
Superintendent (or that were:
| /E/E deBghéepand such f 46 allegations of abuse including,
other officials and agencies as 0 6 confirmed
warranted, consistent with 0 24 unconfirmed
Texas law; and 2) for serious 0 12 inconclusive
injuries and other serious 0 1 unfounded
incidents, to the Facility o 3referred back for further investigation
Superintendent (or that
I £FZEAEATI § 0 AAO¥ 1 72 allegations of neglect including,
report these and all other 0 11 confirmed
unusualincidents, using 0 37 unconfirmed
standardized reporting. 0 9inconclusive

o 13 referred back to the fadity for further investigation
0 3 unknown
1 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, negct, or exploitation. This included:
1 18 serious injuries/determined cause,
91 1 serious injuries from peerto-peer aggression,
1 13 serious injury/undetermined cause
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# | Provision Assessment of Status Compliance

1 2 sexual incidents,

1 0 choking incident,

1 O suicide threats,

1 1 encounter with law enforcement,

1 11 unauthorized departures, and

1 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:

1 Sample #D.1 included a sample of DFPS investigationsatiuse, neglect, and/or
exploitation. See the list of documents reviewed for investigations included in
this sample (15 cases).

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

MetrEA ¢8A8pg " AOAA 11 OEA 111 EOI OET ¢ OAA

Policy #021.2 on Protection from Harnmg 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 tg
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.

-AOOEA ¢8A8cg 7EOE OACAOA Oi O1 OOOAI rOA
Management Policy requiredstaff 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 Bz Unusual Incidents Reporting Matrix. This policy
was consistent with theSettlement 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 exjoitation. 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 individualswere 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:

1 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.

1 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.

o0 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 enforcememnwas
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.

1 Metric 2.a.8:For the allegations for which staff didhot follow the IM Policy and
Reporting Matrix reporting procedures, OUIRs (n/a) included recommendations
for corrective actions.

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

1 Metric 2.a.9: Four (80%) showed evidence that uraual/serious incidents were

reported within the timeframes required by DADS/Facility policy.
0 UIR 14043 did not indicate the time of director notification.

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

1 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 facilityhad a standardized reporting format. The facility used the
Unusual Incident Report Form (UIR) designated by DADS for reporting unusual incident
in the sample. This form was adequate for recording informatioon 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, The parties agreed the monitoring team would not monitor this provision because the | Substantial
when serious incidents such as | facility was in substantial compliance for more than three consecutive reviews. The Compliance
allegations of abuse, neglect, substantial canpliance finding from the last review stands.
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
ET OAOOECGCAOQOET 1 8¢«
least a well supported,
preliminary assessment that the
employee poses no risk to
individuals or the integrity of
the investigation.

(c) Competencybased training, at | The state policies required all staff to attend competenehased training on preventing Noncompliance
least yearly, for all staff on and reporting abuse and neglect (ABU0100) and incident reporting procedures
recognizing and reporting (UNUO0100) during pre-service and every 12 months thegafter. This was consistent with
potential signs and symptoms | the requirements of the Settlement Agreement.
of abuse, neglegtand
exploitation, and maintaining The IMC reported that she was working with CTD to monitor training monthly. A list of
documentation indicating employees with overdue training was being submitted to the facility director and
completion of such training. assidant 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.

1 21 (88%) of these staff had completed comgtency-based training on abuse and
neglect (ABU0100) within the past 12 months.

1 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

1 23 (96%) employees had completed competency based training on unusual
incidents (UNUO0100) refresher training within the past 12 months.

1 There was evidence that 15 oftte 20 (75%) employees with current training
who had been employed over one year had completed the UNUO100 refresher
training within 12 months of the previous training unless documentation
indicated that the employee was on leave
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# Provision

Assessment of Status

Compliance

Based on this review, lhe 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 actionin response to
AT U 1T AT AAOT OU (
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), anc
LAR to identify and report
unusual incidents, including
allegations of abuse, neglect an(
exploitation.

The parties agreed the monitoring team would not monitor this prowsion 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
easilyunderstood statement of
ET AEOEAOAI 086 OF
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.

@

Procedures for referring, as
appropriate, allegations of
abuse and/or neglect to law
enforcement.

The partiesagreed 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 toensure 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, excepfor
appropriate counseling,
reprimands or discipline
ARAAOOA 1T £ Al
failure to report an incident in
an appropriate or timely
manner.

A

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

() Audits, at least semiannually,
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 tlis 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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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 | The parties agreed the monitoring team would not monitor this provision because the | Substantial
Facility staff with outside facility was in substantial compliance for more than three consecutive reviews. The Compliance
entities that are conducting substartial compliance finding from the last review stands.

investigations of abuse, neglect,
and exploitation.

(c) Ensure that investigations are | The parties agreed themonitoring team would not monitor this provision because the Substantial
coordinated with any facility was in substantial compliance for more than three consecutive reviews. The Compliance
investigations completed by law| substantial compliance finding from the last review stands.
enforcement agencies so as not
to interfere with such
investigations.

(d) Provide for the safeguading of | The parties agreed the monitoring team would not monitor this provision because the | Substanial
evidence. facility was in substantial compliance for more than three consecutive reviews. The Compliance
substantial compliance finding from the last review stands.

(e) Require that each investigation | DEPS Investigations Noncompliance
of a serious incident commence | The following summarizes the results of the review of 10 DFPS investigations (The five
within 24 hours or sooner, if investigations referred back to the facility for further review were not used in this
necessary, of the incident being| sample):
reported; be completed within 1 Investigations included in sample #D.1 natd the date and time of initial contact
10 calendar days of the incident with the alleged victim. Documentation showed that some type of investigative
being reported unless, because activity took place within the first 24 hours in all cases. This included gathering
of extraordinary circumstances, evidence and making initial contact with the faciliy.
the Facility Superintendent or o Contact with the alleged victim occurred within 24 hours in only thre
Adult Protective Services of 10 (30%) investigations. Though this is not a requirement for
Supervisor, as applicable, grants substantial compliance, dditional efforts should be made to interview
a written extension; and result the alleged victim as soon as possible irrder to preserve testimonial
in a written report, including a evidence.
summary of the investigation, 1 For investigations in sample #D.1, five of 10 (50%) were completed within 10
findings and, as appropriate, calendar days of the incident. Although extensions were filed fal five
recommendations for investigations, it was not evident that extraordinary circumsances necessitated
corrective action. the extensions in all cases.
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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

the policy was consistent with the Settlerant 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.

DEPS Investigations

# | Provision Assessment of Status Compliance
0 Case #42985221 was completed on the 36day.
o0 Case #43018646 was completed on the Z&day.
o0 Case #42985155 was completed on the I6day.
o0 Case #42938656 was completed on the Z4day.
0 Case #42934354 was completed on the 26" day.

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

1 Insix of 10 (60%) DFPS investigations reviewed in Sample #D.1, concerns or
recommendations for corrective action were included. Kie 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:

1 The investigation began within 24 hours of being reported in five of five cases
(100%).

1 Four of five (80%) indicated that the investigator completed a report within 10
days of notification of the incident. The exception was UIR 1@138.

1 Five of five (100%) included appropriate recommendations for followrup 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 duringeth
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% raked in
i 01 OEPI A A@OAT OE labsés8mentdideimented A7fi 1E2342%)DFRSA
investigations were not completed within 10 days. The monitoring team recommends
that the facility collaborate with DFPS to determine if action by the facilityauld facilitate
more timely interviews with witnesses and/or address other barriers to completing
investigations within 10 days.
() Require that the contents of the | - AOOEA o8 4&8pd "AOAA 11 OEA -11EOI OE1 C 4| Substantial
report of the investigation of a | Protection from Harm z Abuse, Neglect, and Exploitation, dated 12/4/12: Section VII.B, | Compliance
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Provision

Assessment of Status

Compliance

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
documentsreviewed 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 igstigations in #D.1:
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.
1 The report utilized a standardized format that set forth explicitly am separately:

(o]

0]
0]

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

Metric 3.£.5: In 15 (100%), the name(s) of all witnesses;

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

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

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 mate&l statements made;

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

Metric 3.f.10: In 15 (100%), all sources of evidence considered,
including previous investigations of unusual/serious incidents involving
the alleged victim(9 and perpetrator(s) known to the investigating

agency;
Metric 3.f.11: In 15 (100%), the investigator's findings; and
-AOOEA o084&8pcqg )1 puv jpnnmbqh OEA
conclusions.

Facility Investigations

The following summarizes the reslts of the review of facility investigations:

1 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.

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

(0]

0]
0]

Metric 3.f.14: In five (100%), each unusual/serious incident or
allegations of wrongdoing;

Metric 3.f.15: In five (100%), the name(s) of all withesses;

Metric 3.f.16: In five (100%), the name(s) of all allegedistims and
perpetrators;

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

Metric 3.f.18: In five (100%), for each person interviewed, a summary o
topics discussed, a recording of the witness interview or a sumany of
guestions posed, and a summary of material statements made;
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# Provision Assessment of Status

Compliance

0 Metric 3.f.19: In five (100%), all documents reviewed during the
investigation;

0 Metric 3.1.20: In five (100%), all sources of evidence considered,
including previous investigations of unuswal/serious incidents involving
the alleged victim(s) and perpetrator(s) known to the investigating
agency;

0 Metric 3.f.21: In five (100%), the investigator's findings; and

0 Metric 3.1.22: In five (100%), the investigator's reasons for his/her
conclusions.

The facility was in substantial compliance with this provision.

note any problems with any of the investigations in the sample.

1 Metric 2.9.5: The monitoring team did not identify problems with regardo
OAAOEI T O $808A AT AT1 O $808 A8 "AOAA
(__%), the facility IMRT correctly noted the problems with the investigation
and/or report, and returned the investigation to DFPS for reconsideration.

1 Metric 2.9.6: 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 tFPS 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 subsedbn.

UIRs included a review/approval section to be signed by the Incident Management

(9) Require that the written report, | Metric 2.9.1:The facility policy and proceduresrequired that staff supervising the Substantial
together with any other investigations reviewed each report and other relevant documentation to ensure that Compliance
relevant documentation, shall 1) the investigation is complete and 2) the report is accurate, complete, and coherent.
be reviewed by staff
supervising investigations to Metric 2.g.2: The facility policy required that any furtherinquiries or deficiencies be
ensure that the investigationis | addressed promptly.
thorough and complete and that
the report is accurate, complete | DEPS Investigations
and coherent. Any deficiencies | The following summarizes the results of the review of DFPS investigations:
or areas of further inquiry in 1 Metric 2.9.3:The DFPS investigations in Sample D.1 met at least 90% complian
the investigation and/or report with the requirements of Secton D.3.e (excluding timeliness requirements).
shall be addressed promptly. 1 Metric 2.g.4: The facility Incident Management Review Team (IMRT) did not
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Coordinator (IMC) and director of facility. For UIRs completed for Sample #D.1,

1 15 (100%) DFPS investigations were reviewed by both the facility director and
IMC following completion.

1 12 (80%) were reviewed by the facility director and/or the Incident
Management Coordinator within five working days of receipt of the completed
investigation.

0 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.

o0 The IMC and director signed the UIR for DFPS case #42872473,
however, there was no date of review.

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

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

1 Metric 2.¢9.7: In four out of five investigation files reviewed (80%), there was
evidence that the superisor 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 iwestigation review requirements.

(h) Require that each Facility shall | A uniform UIR was completed for 20 out of 20 (100%) unusuancidents reviewed. A Substantial
also prepare a written report, statement regarding review, recommendations, and followup was included on the Compliance
subject to the provisions of review form.
subparagraph g, for each
unusual incident. Metric 3.h.1: The facilityonly investigations met the requirements outlined in Section

D.3.f.

(i) Require that whenever Metric 3.i.1: The facility policy and proceduresrequired disciplinary or programmatic Noncompliance

disciplinary or programmatic action necessary to correct the situation and/or prevent recurrence to be taken promptly

action is necessary to correct and thoroughly.
the situation and/or prevent
recurrence, the Facility shall Metric 3.i.2: The facility discussed followup to recommendations in the aily IMRT
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Assessment of Status

Compliance

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 follayp (to
ensure protections were effective and/or continued to be implemented). A subsample o
investigations was reviewed to confirm that appropriate disciplinary and/ar
programmatic action was taken following the investigation when warranted. This
sample included a total of six cases:
1 Four DFPS cases: #42938656, #42934489, #4301864#843005440, #42990964
1 One facility investigations: UIR 14026

Metric 3.i.3: Forthree 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 subsamelof 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 dsumented when recommended by
DFPS or the facility investigator. DFPS case #42934489, 43005440, and #42990964
documented that recommendations were addressed by the facility. The exceptions wer

1 The investigation file for DFPS case #42938656 did not inalle 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
OOAET AA 11T OEA 1680 0.-08 3AOAOAI
developing a ystem for training staff on PNMPs and ensuring that staff named i
the case were trained. The IMC did ndbllow-up to confirm that recommended
follow-up was completed.

1 DFPS case #43018646 included a recommendation to train all residential staff ¢
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.

1 UIR 14026 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 notrequested until 12/20/13
and was completed on 12/25/13 with additional recommendations to obtain a
neurosurgical consultation and followup 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 outcane 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 idenified issues with the implementation of recommendations and desired
outcomes, the facility remained out of compliance with this provision.

() Require that records of the The parties agreed the monitoring team would not monitor this provision because the | Substantial
results of every investigation facility was in substantial compiance for more than three consecutive reviews. The Compliance
shall be maintained in a manner| substantial compliance finding from the last review stands.
that permits investigators and
other appropriate personnel to
easily access every
investigation involving a
particular staff member or
individual.

D4 | Commencing within six months of Metric 4.1: For all categories of unusual incident categories and investigations, the Noncompliance

the Effective Date hereof and with
full implementation within one year,
each Faciliy 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 ofincident; date
and time of incident; cause(s) of
incident; and outcome of
investigation.

facility had a system that allowed tracking and trending by:
Type of incident;

Saff 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.

=4 =4 =444

/| OAO OEA BPAOGO Ox1 NOAOC OEA EAAEI EQ
Metric 4.2: Wereconducted at least quarterly;
Metric 4.3: Didaddress the minimum data elements;
Metric 4.4: Did use appropriate trend analysis procedures;
Metric 4.5: Didprovide a narrative description/explanation of the results and
conclusions; and
1 Metric 4.6: Didcontain 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

E R R ]

an individual has sustained more than two falls for the IDT to monitor
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and meet if required.

o Each month medical department and IM will trend all falls to track
injurious falls.

0 Trendsidentified 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 anais. Additionally,
1 Quarterly reports were submitted to the Quality Assurance Department.
91 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 QAQduncil 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 speific 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 natways
developed both for specific individuals andat a systemic level. None of the investigation
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 reprts 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 regding previously developed
corrective action plans.

Based on a review of quarterly trend reports and IMRT minutes:

1 Monthly and quarterly trend reports did not include action plans with specific
outcomes related to trends identified.

91 Action steps were notincluded to address both systemic and individual trends.
IMRT meeting minutes showed that occasionally action steps were developed t
address trends, however, action steps were generic referrals to the IDT. From
that point, it was difficult to assess tle status of action steps.

Metric 4.11: Zero action plans included in the monthly trend report (there were none)
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Provision

Assessment of Status

Compliance

described actions to be implemented that could reasonably be expected to result in the
necessary changes, and identified the person(s) respabte, 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 plangthere 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 facilitywill 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. Adate 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

ET OAOOECAOQCET T 1 Al
Oi1 61 OAAOBO AOEI |
factors such as a history of
perpetrated abuse, neglect or
exploitation. Facility staff shall
directly supervise volunteers for
whom an investigation has not been
completed when they are working
directly with individuals living at

the Facility. The Facility 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 greed 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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SECTION E: @ality Assurance

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
standardsof care, as set forth below:

Steps Taken to Assess Compliance:

Documents Reviewed

(o]

(o]

OO0 O0OO0OO0OO0OO0OO0DO0OO0OO0OO0OO0OOo

O O OO

O o0Oo0oo0oo

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

1 Quality Assurance, #E19/19/13 (the quality assurance plan narrative)

1 CAPs process, #E2, drafhew)

1 Six other policies in the list of facility policies, all the same as last review: Facility Quality]
Assurance #2001A, QAQI Council #406, Subgroup team meeting #4081A, Subgraip
calendar #400-4B, QAQI meeting agenda format #406A, and QAQI calendar #40GC

SASSLC organizational chartyndated but likely February 2014

SASSLC policy listsyndated, 2/15/ 14

List of typical meetings that occurred aSASSLC, undated but likely Felary 2014
SASSLC SelAssessment4/17/14

SASSLC Action Plang/17/14

SASSLC Provision Action Information3/23/14

SASSLQuality AssuranceSettlement Agreement Presentation Book

Presentation materials from opening remarks made to the monitoring tean/ 28/14
SASSLC DADS regulatory review reportd0/18/13 -1/21/14

SASSLC data listing/inventory, hard copyMarch 2014

SASSLC QA plan narrative&/26/14

SASSLC QA plan matrixg/26/14

List tools used by the QA department staff (3, no changes)

Standard trend andysis reports for four areas, for quarter ending November 2013 for three of the
areas and February 2014 for one of the areas

Monthly QADSAG1: 1 meetings minutes, November 2013 to March 2014

SASSLC QA Reportmonthly, October 2013 to March 2014 (6)

QAQICouncil presentation calendar, 1/21/14

QAQI Council minutesat least monthly (almost weekly at SASSLC), 11/7/18 4/29/14 (6
months, 22 meetings)

1 Handouts and agenda for meeting during onsite review, 4/29/14

QA staff meeting handout about root cause analis
Handouts from medical continuous quality improvement meeting
Handouts from unit 1 QAQI meeting
PIT, PET, wdk group reports (no separate documentation)
SASSLC Corrective Action Platiocuments
91 Draft CAPs process document, E.2
1 Open CAPs report and monitring sheet, updated weekly, 11/4/13 to 4/25/14

Monitoring Report for San Antonio State Supported Living Center 52



A Various emails from Bill McCarthy to facility staff about CAPs
1 Closed CAPs report, 18 pages, 4/25/14
1 Data regarding CAPs (in QA reports)

Interviews and Meetings Held
0 Laurence AlguesevaQuality AssuranceDirector
0 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
0 1:1 QAD SAC meeting, with unit director unit 2, 5/1/14
QA staff meeting, 51/14
QAQI Council, 4/29/14
Unit QAQI meeting, Unit 1, 4/30/14
Medical CQl, 4/30/14

O O O O

Facility Self-Assessment

The QAD made some changes and additions to the activities in his ssdfessment. It contained more
activities and these activities linedup m@A xEOE OEA 111 EOI OET ¢ OAAI G0
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-sal§essment. 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 selfrated itself as being in substantial compliance with E3 ahin noncompliance with sections
El, E2, E4, and E5. The monitoring team agreed.

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

4EA 1! POIT COAI AO 31!33,# Ai1TO0OETOAA O 1 AEA DOI ¢
program was established: the datdist 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 qudly improvement. The QA director pursued additional training and Dr.
Sharon Tramonte (SASSLC pharmacy director) created an introductory -88inute training session onroot
cause analysis.
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Of the 16 data list inventories, 16 (100%) included data that codlbe 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; 1
(100%) described the data being collected; and 7 (44%) included a setfonitoring tool. None of the items
were notated to be a process or an outcome indicator. The QAD and SAC should consider devoting one
1:1 meeting to the inventory and skip the otler topics for that month.

The items in the QA matrix should line up with the data list inventory, content of the QABSAC 1:1
meetings, content of the QA reports, and presentation at QAQI Council. In addition, the matrix (and therg
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 QABAC 11 meeting occurred at Iea§t twice for 20 of the 20 (1OQ%) .
sampled sections of the Settlement AgreemenTEA 11 $ AT A 3! # OADPI OOAA OF
planning to, include data reviews during these meetings.

In the last six months, a facility QAeport 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. The
should be an analysis of the causes of the problem, not just a description of thetcurrence. The sections
that came closest to doing so were D and M.

Since the last onsite review, th€@AQI Council did meeat least once each month. The QAQI Council at
SASSLC met almost every week, allowing for the meetings to be relatively shartido be a regular part of
AAAE 1T AT ACA0OB80 xAAEI U OAEAAOI As

Continued work was done to improve the CAPs system. The facility set the expectation that CAPs would
completed within the allotted time frame (extensions were no longer easily granted), and erof 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 monthsf 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
CAPdo see if the corrections were maintained and the issues for which the CAP was created remained a
satisfactory level.
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Assessment of Status

Compliance

El

Track data with sufficient
particularity to identify trends
across, among, within ad/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 SBSLC continued tanake progress, in some ways, more shan ever
AA £l OAs8 )1 PAOOEAOI AOh OEA OET £ZOAOOGOOA
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 Qécthr,

, AOOU !'1 COAOCAOAR Al 1T OET OAA O1 OAEA OAOE
previous reports and onsite reviews. He worked closelwith the Settlement Agreement
Coordinator, Andy Rodriguez. All of the members of the QA department remained the
same, which helped to support consistency and progressA 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 AgreemenfThere were no chages to the state policy,
#0038pd 10A1 EOU ! OOOO0OAT AAh OPAAOAA vuvTccg
the state policy are in previous monitoring reports and are not repeated here.

b. There werefacility policies that adequately supported the sta¢ 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 outdatedd new
policy/process was in draft form for CAPs. It is discussed below in section E2 of thi
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 was32 pages long, containe@2 topic areas Eevenwere not
Settlement Agreement relatedl. Sections C and K were combined in one topic area; and
sections O, P, and R were combined in one topic. df8@he 20 provisions of the
Settlement Agreement 90%) were included (all except for G and H)

Of the 16 inventories (GP-R were combined, €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 toover 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 selfmonitoring tool (section N did not appearto need a semonitoring tool,
but this was not stated; for some sections a seffionitoring tool was in the QA matrix but
not in the inventory). None of the items were notated to ba& process or an outcome
indicator.

Noncompliance
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The facility needs to demonstratehat 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) cata are being used as pethe wording of this
Settlement Agreement provision. As discussed during the onsite review, this informatio
might be included in the data listing inventory database or perhaps within the SAGAD
1:1 meeting minutes.

d. The data list inventory was current. 12 of the 16lists (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 d&e entry error, and one had a date of April 2013.

The monitoring team has a nhumber of comments and suggestions for the QA director tg
help make the data listnventory a more functional and useful tool for the facility:

1 Itwas good to see a brief descrifppn of each data item. This helps the reader
(and QAQI Council) to understand what was being measured.

1 The key indicator list was rolled into the inventory. This was also good to see.

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

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

0 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 are three different sets of
quality of the content needs to be given a thorough review.

1 There were eight deaths in the past six months. This serious outcome was not
picked up by any of thdtems 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 toe a salient piece of information that
OEA EAAEI EOQUBO AAPAOOI AT OO Al O1 A

T .ETA T &£ OEA ¢t EOAI O ET OEA 1! AAPA
sections.

91 All of the items in the residential unit director inventory were related to ore 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 be
submitted to the QA departmentmost (but not necessary all) othese data are then
included in the QA reports andoresented to the QAQCouncil.

I SASSLC had a QA plan matrixt was updated somewhat from the last plan,
however, it did not accuratly 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 datéist inventory, content of the
QAD-SAC 1:1 meetings, content of the QA reports, and presentation at QAQI Council.
1 These aspects of the QA program at SASSLC did not line up. Evaluating this
correspondence was not being done, but should be.

Overall, thefacility was not usingthe QA matrix as it was intended, that is, to be a subse
of the data listing, such that it correctly showed which datawere to be presnted during
QAD-SAC 1:1 meetings, in the QA report, and @AQ Council along with more detail @
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 t
see the key indcators 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 aself-monitoring tool, but a selfmonitoring 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, thmetrics f-s are merelylisted
below, with no data, but with some comments.
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f.

j-

k.

There were items in the QA plan matrix for- of the 20 sections {-%). The items
represented aset of key indicators for-- of the 20 (--%).

Of the20, both process and outcome indicators were identified for- of the 20 (--%)
in the QA matrix.

Of the 20, in-- (--%), the indicators provided data thatcould beused to identify the
information specified in E1:
O O O Aatrds<) among, within and/or regarding: program areas; living units;
work shifts; protections, supports and services; areas of care; individual staff;
AT A1 O ET AEOEAOAT O OAAAEOET ¢ OAOOEA
0 The QA director should describefor each section (perhaps in the QA
matrix and/or in the 1:1 meeting minutes) how datawere being
collected and presented to identify trends across the variables
described in the wording of E1.

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

procedures.

9 It should include the selfmonitoring tools used for each of the 20 sectionsfdhe
Settlement Agreementpr indicate that a selfmonitoring tool was not necessary
along with a rationale

All data that QA staff members collectedhould belisted in the matrix.

All of the items in the QA matrix should also appear in the QA ddtst inventory.

QA Plan Implementation

Items in the QA plan matrix should be implemented as ritten, submitted, and reviewed.
For the next review, the QA director, based on his own selfmonitoring, should indicateif
the items in the QA matrix were:

0.

Sulmitted/collected/received by the QA department for the last two reporting
periods for each item (e.g., at least once each quarter).

. 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.

Conducted andmplemented as per the schedule.

Received QA department assistance in analysis of data, or if there was no assistan
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provided, there was documentation that it was not neededThis likely occurred
during the 1:1 meetings The QA director and SAC could easily report on this.

SelfMonitoring 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.

g. Adequate instructions: A description of how it was determined that the instructions
given to the person who was to implement each of the toolgere 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 eadjuarter, 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 mst occur.

Continued progress was seen at SBSLC 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 improvesnt, and suggested that the QA
department receive training in this area. Some training was provided by state office on
root cause analyses, howevehased upon interviews of facility QA department staff, the
monitoring team could not discern anydirect 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 onroot cause analysis. The
monitoring team attended this presentation. Ovall, 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 féity, 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 eam, 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 administraton error on 11/4/13.

Noncompliance
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1

included inthe QADSAC 1:Imeetings documentation, in QA reports, and i@AQI Council
meeting minutes. That is, the determination of whether th 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.

Monthly QADSAC meeting with discipline departments
The QA director and SAC continued to develop and improve upon these miegs. They
were ocalrring every month. In addition:

OEEO OAAOEIT j%wchq OEA 111 EOI OETI ¢ OA

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 metr
could not be completed by the monitoring team.

1 Based upon the @ 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/desription 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. belc

I 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 a
interactive discussion rather than an interogation-type question and answer
session.

1 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 t
all participants if the QAD and SA@ere to write out the exact expectation (i.e.,
definition and criterion) of each item.

1 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 eview actual data during these
meetings.

T )0 xi 601 A AA EAI pEOI O EAOGA A OEI 00
OEAO AAOAOEAAA AOPAAOO 1T £ OEA AEOAOD
and should not compete with the conducting of the meetig, but currently there
was no information about the meeting other than the checklist.

1 In some months, only one topic was a focus (e.g., sa#fisessments in December,
policies in March). This was a gooitlea (and is suggested by the monitoring
team aboveregarding focusing upon getting the content of the data list

inventories correct and getting inventories, matrix, QA report, and QAQI Counci
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presentation content to line up). At a minimum, however, each of the five
bulleted items in metric b. below shoutl be explicitly addressed at least once
each quarter.

b. Since the last onsite review, a meeting occurred at least twice 20 of the 20
(100%) sampled sections of the Settlement Agreemeiithere were 16 regularly
occurring meetings required to address alR0 sections of the Settlement Agreement
because some meetings included multiple sections, such asP@R; moreover,
beginning in March 2013 each unit director had a 1:1 meeting, too)]ldive topics
below were conducted during0 of the 74 (0%) meetings tha occurred (during the
five-month period of November 2013 to March 2014)

1 Review the data listing inventory and matrix,

9 Discuss data and outcomes (key process and outcome indicators),
1 Review conduct of the seHmonitoring tools,

1 Create corrective actim plans,

1 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 contethand quality of these discussions and,
therefore, scored the second part of the above metric as 0%.

c. Since the last onsite review, durin@ of the 74 (0%) meetings, data were available to
facilitate department/discipline analysis of data. As noted abovethe QAD and SAC
OAPT OOAA OEAO OEAU EAAT 80O UAOh AOO xA
these meetings.

d. Since the last onsite review, durin@ of the 74 (0%) meetings, data were reviewed
and analyzed For the purposes of this metric, the monibring team rates this as
AAAADOAAT A EZEZ OEAOA xAO OAOGEAx AT A AE
TTO0 AT OEARAOAAS 4EA 11$ 3!# AGCATAA O
OADI OOFTAT A1 UGEO Al i bl AOAA8DO 4 Bréd yésiif thé
department head said that his or her QA report was completed. Instead, it should b|
OAT OAA UAO EA& OEA 113 AT A 31#80 AOOAO
criterion is determined).

e. Since the last onsite review, durin@ 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 neededAPs were

on the QAD SAC agenda topic checklist. Oftewas 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 completio
ofthati T T OES O B OA OiICouhd.EThd irforndaiidn i the QA report was

what was presented at @Q Council.

f. Inthe last six months, a facility QA report (for dissemination at the facility and for
presentation to the QAQ Council) was created foisix of the last six months (100%).

g. Of the 20 sections of the Settlement Agreemerits (75%) appeared in a QA report at
least once eachquarter in the last six months.

1 There were no presentations of sections G, H, N, J, and K.

1 Sometimes the QAQI Council imutes indicated a presentation (in the
agenda and with attached PowerPoint slides), however, the information wa
not also in the QA report (e.g., sections K and N, and parts of Q). This cler
task needs to be done accurately.

h. Of the20 sections of the Settlement Agreement that were presented quarterly
(0%) contained all o the components listed below.
1 Selfmonitoring data
o reported for a rolling 12 months or more
o broken down by program areas, living units, work shifts, etc., as
appropriate
- Six sectons reported use of a seHmonitoring tool (C, D, I, Q, U)VThe
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.
1 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 15sedions presented a variety of other keyindicators 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 shold eventually include data on QA activities
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QAQ 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 dhe monthly QAQI Council
meetings from11/7/13 to 4/29/14 (6 months, 22 meetings).

(e.g., from the QAEBAC 1:1 meetings).
1 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 doin
so wereD and M.

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

There was an adequate description of the QAQI Council in the QA plan narrative.

Since the last onsite review, th€AQI Councitlid meetat least once each month.
The QAQI Council at SASSLC met almo§t everyAweek,AaIIowing for the mNeetings to
OAl AGEGAIT U OET 00 AT A O1 AA A OAcOI AO

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

Minutes from all (100%) QAQI Councimeetings since the last review indicated that
there was appropriate attendance/representationfrom all departments.

Minutes (and attachments/handouts) fromall 22 ofthe 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 werdrended over
time in 22 (100%) and (c) comments and interpretation/analysis of data were
presentedin 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 holdover information from
previous minutes.

Minutes from 4 of the 22(18%) QAQI Councimeetings since the last review
reflected if recommendations and/or action plans were discussed, suggested, or
agreed to during each portion of the meetingBeginning in March 2014, CAPs wer

regularly reviewed asa standalone 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 pwere tracked by the QA
director in two documents. One was for current open CAPSs in ap@ige document that
contained 30 CAPs as of 4/25/14. The other was for completed closed CAPsina 18 p
document. This was continued since the last onsite review.he 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
and P (combined) to one each for sections N, S, and U. The set of closed CAPs rangec
across more of the sections, butere 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 nagement documentationwas 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 managemertb
adequately manage the program.

The monitoring team reviewed a number of CARelated documents. The number and
breadth evidenced the efforts put into the CAPs program.

1 A new/draft policy (E2) described the CAPs program and expectations for staff

participation

1 QAQI Council presentation mierials 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 revie
Tabular and graphic summaries of CAP=elated data

=a =4 =4 =N

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 prograr
auditors) had the responsibility of personally talking with each person resposible for an
open CAP every week. He documented this with a signature from the responsible pers
Also, at the end of each week, he updated the open CAPs log.

The monitoring team reviewed 12 of the 3mpen CAPs and of the more recently closed

CAPs 6r the purposes of the following metrics, through E5.
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Based on these 6 CAPs:
r.

S.

An adequate written descriptiondid exist that indicated how CAPs were generated,
though more detail should be written regardingthe criteria for the development of a
CAP. Including examples of acti@nthat would be considered CAPs and examples of
actions that would not be considered CAP would help the QA department and senig
management in determining when it was appropriate to create a CAP.

When consideringsample of CAPs,12 of 16 open and closed 8&Ps werechosen

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

Of the 16 CAPs reviewed by the monitoring team 31(81%) appeared to
appropriately address the specific problem for which they were created.

1 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, eachwould contain an observable/measurable
action (think of actions as you would an observable behavior in a SAP or
PBSP), and an observable measurakdeitcome with a criterion .

1 Oof 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.

1 The QA director andMir. McCarthyshould ensure hat each CAcludes a
plan to ultimately assess the problem originally identified.

15 (94%) included the actions to be taken to remedwnd/or prevent the
reoccurrence. Most contained one action.

2 (13%) included the anticipatedoutcome of each action step.
1 0 of 16 (0%) includedspecific criteria to judge if the outcomeof each action
step was met. Most were not written in a behavioral objective type format
with the observable behavior and observable criteria clearly described.

0 of the 12 open (newer) CAPs0®0) included the job title and name of the person(s)
responsible.

10 of the 16(63%) included the time frame in which each action step must occur
(ile.,aduedate)- AT U OAEA OI T CI EI C86
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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.

were implemented fully and n.a. ¢-%) were implemented in a timely manner.

il

b. There wasnot an adequate system fotracking the status of CAPs. Of the 30 open
CAPsbeing tracked by the facility, 0 0%) indicated the status of the CAP.

f
f

Many of the CAPs were initiated months, if not more than a year ago, makir
it impossible for the monitoring team to make a determination that they
were implemented timely and fully.

In the future,- 08 - A#AOOEUGSO AT i1 AT OO OEI @
indicate whether or not all aspects and actions of the CAP were
implemented fully and in atimely manner. The QA department and
monitoring team engaged in a lengthy discussion about this during ¢h
onsite review.

Rather than merely indicating the CAP remained open, there should be sorm|
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 rgewing 40% of all closed CAPs to see
the corrections were maintained and the issues for which the CAP was
created remained at a satisfactory level.

# | Provision Assessment of Status Compliance
E3 | Disseminate corective action plans | Based on a review of thd2 open/new CAPs which represented 4% of the total: Substantial
to all entities responsible for their Compliance
implementation. a. 12(100%) included documentation about how the CAP was disseminated
1 Mr. McCarthy obtained a signatue from each responsible person within the
week of CAP initiation.
1 He also sent an email each week to all responsible persons.
b. 12 (100%) included documentation of when each CAP was disseminated, and
I The monitoring team determined documentation based upothe date of
signature.
c. n.a.(--%) included documentation of to whom it was disseminated, including the
names and titles of the specific persons responsible.
1 Asnoted in E2 metric t., Mr. McCarthy needs to include the name and the
title of the responsibleperson. 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.
E4 | Monitor and document corrective a. Based on a sample of 4 completed CAPs and 12pimcess (open) CAPs, n.a-%) Noncompliance
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# | Provision Assessment of Status Compliance
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 preserthis information to QAQI Council at
least quarterly.
E5 | Modify corrective action plans, as The monitoring team will assess these metrics at the next review. Noncompliance

necessary, to ensure their
effectiveness.

a.

For n.a. out of na. CAPs {-%), doaumentation showed review of their effectiveness
(i.e., outcomes), and for n/a out of n/a CAPs-(%), documentation showed review of
their timely completion.
1 Data are needed to indicate if the CAP was effective.
1 The QA staff maintained a table and graph shang the number of CAPs that
were modified (e.g., 4 in April 2014). It was good to see the beginnings of &
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.

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

Based on a sample of.a.completed CAPs and |a.in process CAPs, a. (--%) were
discussed at QAQI Council.

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

For n.a. out of n/a (--%) modified CAPs, evidence was present to show full
implementation.
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SECTION Fintegrated 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 foht below:

Steps Taken to Assess Compliance:

Documents Reviewed

o

O O0OO0OO0OO0O0OO0OO0OO0OO0OOo

DADS Policy #004.1: Individual Support Plan Process

DADS Policy #051: High Risk Determinations

Curriculum used to train staff on the ISP process

SASSLC Section F Presentation Book

SASSLC SeKssessment

List of all QIDPs and assigned caseload

A list of QIDPs deemed competent in meeting facilitation

Data summary report on assessments submitted prior to annual ISP meetings

Data summary report on team member participation at annual meetings.

A list of all individuals at the facility with the most recent ISP meeting date and date ISP was filed

Draft ISPs and Assessments for Individual #337 and Individual #90

ISP, ISP Addendums, Assessments, PSIs, SAPs, Risk Rating Forms with Action Plans, yionthl

Reviews (for a subsample):

1 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]

0]
0]
(0]
(0]

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

Charlotte Fisher, Director of Behavioral Health Services

Adrianne Berry, Incident Management Coordinator

Rhonda Sloan, QIDPdordinator

*T AT /1 86#1 11717 0h ' OOEOCOAT O $EOAAOT O 1T £ 001 COA

Observations Conducted

(o]

OO O0OO0OO0Oo

Observations at residences and day programs

Incident Management Review Team Meeting 4/28/14 and 4/29/14
Morning Unit Meeting 5/1/14

Morning Clinical Meeting 4/28/14

QA/QI Meeting 4/29/14

ISP preparation meeting for Individual #255 and Individual #12
Annual IDT Meeting for Individual #337 and Individual #90
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Facility Self-Assessment:

The selfassessment had been updated on 4/17/14 with recent activities and assessmemtitcomes. For
each provision, the facility had identified: (1) activities engaged in to conduct the sedissessment, (2) the
results of the selfassessment, and (3) a selfating. The QIDP Coordinator was responsible for the section
self-assessment.The current selfassessment reported on the activities engaged in to conduct the self
assessment, provided the results of the sefssessment, and provided a sethting for each provision item.

The facility continued observing ISP meetings, reviewing conigted ISPs, tracking attendance at team
meetings, and tracking completion and submission of assessments prior to the annual ISP meeting. The
are the same type of activities that the monitoring team looks at to assess compliance.

The facility selfrated 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 \th 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.

Summaryof M T EOQT 06O ! OOAOOI AT O

The facility had made little progress in developing an adequate IDT process fibeveloping, monitoring, and
revising treatments, services, and supports foeach individual. Recent turnover in the QIDP department
had impacted progresamade during previous visits. The facility had replaced five of 17 QIDPs in the past
six months.

Two annual ISP meetings and two prSP meetings were observed during the monitoring visit. Many
improvements were noted in regards to facilitation skills aml 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 hi
or her day or how the team would ensure that they were involved in meaningful activities. The IDTs did
not develop oucomes 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 fothe 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 place to ensure that plans were implemented
and supports were monitored for efficacy.

Monitoring Report for San Antonio State Supported Living Center 69




IDTs need additional training on how to develop integrated action plans based on assessment

OAAT I 1T AT AAGET T O OEAO ET AT OB OAOA yQBETA neEd ghidadre O A |
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 monitorg
team recommends a focus on the following activities during the next six months:

f
f

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

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

I OOAT I AOG OET O1 A AA AAOAT T PAA AAOAA 11 AAAE
greater exposure to a variety of activities (particularly in the community) and leaddwards 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 tbds
regression or lack of progress. Likewise, data collected regarding incidents, injuries, and illnesse
should be used to alert the IDT that supports are either not being implemented or are not effectiv
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:

Fla

Be facilitated by one person from
the team who shall ensve 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 twg
pre-ISP meetings. Té ISP facilitator facilitated the annual IDT meetings. The
assignment of having ISP facilitators lead the discussion was a new process for the IDT|

In order to review this section of the Settlement Agreement, a sample of ISPs was

requested, along withsign-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 r& E A x Oh

Noncompliance

OEA ET AEOEAOGAI 60 AAE
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# Provision

Assessment of Status

Compliance

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.
variety of QIDPs and interdsciplinary 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 QP
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 facilty used the Q Construction Assessment Tool to assess QIDPs for competency
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
assid 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 IS
facilitators used this template to draft portions of the ISP prior to the meetingThe
facilitators came to the meeting prepared with a draft Integrated Risk Rating Form and &
draft ISP format. These documents provided team members with some relevant
information and assisted the team to remain focused.

The QIDP Educator facilitatedoth annual ISPs held the week of the onsite review. The
QIDP facilitated the prelSP meetings observed. All QIDPs observed demonstrated goo
facilitation skills. However, there were still a number of barriers to ensuring that the
team developed a compehensive ISP that integrated all needed services and supports.
Barriers included, but were not limited to:

I Assessments were still not consistently completed and available to IDT membe
prior to annual IDT meetings.

1 It was not evident that all team membes were either present at meetings, or, if
not physically present, had the opportunity to provide adequate input prior to
the meeting.

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

1 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 annu

IDT meeting. QIPs were in attendance at all annual meetings in the sample reviewed.
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Provision

Assessment of Status

Compliance

QIDPs remained responsible for monitoring and revision of the ISRAs noted throughout
this report, the monitoring team found that the QIDPs did not consistently ensure the
team complded assessments or monitored and revised treatments, services, and
supports as needed.

At both ISP meetings observed, it was noted that outcomes developed the previous yea
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 b
the team had not been implemented. There was not an adequate monthly review proce
in place. As a result, it was unclear whether progress had been made on outcomes or
current supports were effective. Consequently, IDTs made very few changes in suppor
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 ISPthe 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 oensuring that QIDPs are monitoring
progress/regression and revising supports and services when needed-he facility will
need to demonstrate that QIDPs were taking action when the monthly review process o
other data note a lack of implementation, changia status, or a lack of progress.

Fib

Consist of the individual, the LAR,
the Qualified Mental Retardation
Professional, other professionals
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
ET AEOEAOAI 60 DPOA

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 prdSP meeting, as well as professionals
office policy, the Preferences and Strength Inventory (PSI) was the document that shou
EAAT OE&AU OEA ET AEOEAOGAI 60 POAZEAOAT AAON
assist the IDT in determining key team members. SASSLC was using thelfSie 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 me#ings for September 2013February 2014. The percentages reflect
attendance by those disciplines identified at the prédSP meetings to be required
attendees at the annual ISP meeting. Attendance remained low for some disciplines. F
the ISP meetings hal 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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# Provision

Compliance

Assessment of Status
Team member
Individual 58%
LAR 46%
Family/Advocate 33%
DSP 36%
QIDP 100%
Psychologist/BA 73%
RN 83%
OccupationalTherapist 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 prESP 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 paidipants
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 constituteDT.

1

=a =

At the annual ISP meeting for Individual #313, relevant team members identifie
at the pre-ISP meeting that did not attend the meeting included Individual #33,
his family, his PCP, his active treatment staff, and his home manager.

) T AE OE A Oday prograng stafi dd not attend his meeting.

61T AAOGET T Al DOI COAI OOAEA AT A $300 x
annual ISP meeting.

+AU OAAT 1T AT AAOO 110 ET AOOAT AAT AA
included his DSP, day program stg and home manager.

2A1T AOGAT O OAAI 1T AT AAOO 110 ET AOOAT A
meeting included her vocational staff, physical therapist, and the local authority
)y T AEOEAOGAT nNpquydO ,!2h AEAOEAEAhtbtaffp
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 meetin
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# Provision Assessment of Status Compliance

was there evidence of their participation in the development of the ISP.

The facility was not yet in complance 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 meiwers 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.

Fic | Conduct comprehensive $1$3 011 EAU Nnnt8p AAZETI AA OAOOAOOI Al 06| Noncompliance
assessments, routinely and in strengths, weaknesses, preferences dmeeds, as well as recommendations to achieve
response to signifcant changes in | his/her goals, and overcome obstacles to community integration.

OEA ET AEOGEAOAI 80

quality to reliably identify the | Annual ISP preparation meetings were required to be held approximately 90 days prior
ET AEOEAOAI 6 O 0OOQOQ tothe annual ISP meetings. At the ISP preparation meagi, the IDT was to identify the
and needs. 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 meetg for review by all IDT members.
The assessments were to be used by the QIDP to develop an ISP Guide prior to the ISH
annual meeting.

According to data collected by the facility, only 30% of the ISPs held 9/1/12/28/14

were preceded by a prelSP meeing. Two ISP Preparation meetings were observed. Th
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 suhission 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 submittedipr 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%
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Provision

Assessment of Status

Compliance

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

I OAOEAx T &£ A OAIBPIA T £ )300 AAOGAI T PAA
finding that assessments were not being submitted prior t@annual ISP meetings in some
cases. Six of the ISPs submitted to the monitoring team included the g&P packet. The
pre-ISP determination of assessments needed prior to the annual IDT meeting list was
compared to assessments submittedThe sample wadndividual #128, Individual #116,
Individual #349, Individual #279, Individual #313, and Individual #325.
1 Individual #128 did not have an updated behavioral, psychiatric, dental,
functional skills, or vocational assessment.
1 Individual #116 did not have an updated medical, behavioral, dental, functional
skills, or day program assessment.
1 Individual #349 did not have an updated behavioral, dental functional skills or
day program assessment.
1 Individual #279 did not have an updated dental, behavioral, OT/PTar
functional skills assessment.
1 Individual #313 did not have an updated medical, behavioral, dental functional
skills, vocational, or pharmacy assessment.
1 Individual #325 did not have an updated medical, behavioral, dental, functional
skills, day progam, 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 & 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 hadall assessments recommended at thgre-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 revieed 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 jain to help the individual learn or

Monitoring Report for San Antonio State Supported Living Center

75




# Provision

Assessment of Status

Compliance

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
guality of those assessments, however, was not consistently adequate (see K5). There
was some evidence that functional assessments were redone in response an increase i
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 PTnd four
individuals received direct communicationrelated therapy. Most suggested SAPs for
implementation by the DSPs as integrated throughout the day or during routine activitie
based on current skill levels and potential for learning new ones. Thereeare
communication strategies outlined for every individual to expand or enhance their level
of communication and social interaction.

Nursing

#1 1 POAEAT OEOA . OOOGET ¢ ! OOAOOI AT 0O AEA 1
strengths, preferences, orneeds& | O A @Al D1 Ah )T AEOEAOAIT T
include how she patrticipated in her own health care related to reoccurring skin integrity
issues. Nor did nursing assessments consistently provide recommendations that woulg
guide the IDT to support the individual and address medical issues. For example,

)y T AEOEAOGAT nNcgoodO #1 i DOAEAT OEOA . OOOEIT ¢
previous quarterly nursing assessments weights of being between 57 and 59.8 pounds
over his EDWR. However, there wereo recommendations provided in the
Comprehensive Nursing Assessment under the Recommendations section for addressi
the overweight issue.

At both ISP meetings observed, the team determined that some assessments were not

adequate for planning. Both ID$ ended up requesting additional assessments, therefor

the team was unable to fully develop supports at the meeting. For example,

1 )T AEOEAOAI MNoox80 AOOOAT O AOGOAOOI Al

diagnoses. IDT members were not sure aboutéhaccuracy of those diagnoses.
Both diagnoses impacted the development of supports, thus, the team was
unable to fully develop adequate supports without accurate assessments. It wa
determined that further assessment for planning was needed.
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# Provision Assessment of Status Compliance

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 assessmenge completed, updated
when necessary, and accessible to all team members prior to the IDT meeting
facilitate adequate planning.

F1d | Ensure assessment results are use( As described in Flc, assessments required to develop an appropriate ISP meeting werg Noncompliance

to develop, implement, andrevise |1 1T & Al xAUO AiI T A ET OEI A &£ O )$4 1 AI AAOO
as necessary, an ISP that outlas ISP meeting. QIDPs will need to ensure that all relevant assessments are completed pri
the protections, services, and to the annual ISP meeting and then information from assessments is used to develop
supports to be provided to the plans that integrate all supports and services needed by the individual.

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 th
development of new skills. It was not clear in either meeting how the IDT established
priorities for training. Outcomes were based on activities that the individuals already
had an opportunity to participate in without consideration of potential opportunities for
growth.

&1 O AgAipi Ah AO )T AEOEAOAI nNooxd60 1 AAOGE
1 The team acknowledged that she was ctently 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
AEAT CAA O ODPAOOGEAEPAOAO EIT IpTbiddd A
consider retirement outcomes that would offer her further opportunities to
develop new skills or interests. Her leisure outcome for the previous year was t
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.

YT AEOEAOAT Nwnd O AOOAOOI AT 6O EAAT OEEEAA
IDT failedto use the information to develop meaningful supports and programming. For
example,

1 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 mght be meaningful to her.

1 Her outcome to spend time outside was continued, but the team agreed to lowe
the criteria (number of days) because she did not meet criterion the past year.
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# Provision Assessment of Status Compliance

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 PB®Rins 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 servict
and/or supports for the individual from the assessments. For example: Individual #338
who had experienced a weight gain, evaluation section of the assessment no@@ E A

AT A O1l AAPO xA11 AT A EAO xAECEO EAO ETAQ

A PNMP was developed for each individual to address identified PNidlated 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,

1 )T AEOEAOAI nNotwdO ) (#0 ETAI OAAA AAO
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 thatassessments are completed prior to the annual ISP meeting and all
recommendations from assessments are used to develop and revise supports as needg

Fle | Develop each ISP in accordance In the new ISP format, discussion by IDT members regarding community placement Noncompliance
with the Americans with included preferences of the individual, LAR (if applicable), anfamily members, along
$EOAAEI EQEAO .3.@A § with a consensus opinion by team members from various disciplines. Any barriers to
12132 et seq., and the United community placement were to be addressed in the ISP. See section T regarding the

30A0A0 30DPOAI A #| quality of discipline specific determinations.
Olmstead v. L.C., 527 U.S. 581
(1999). None (0%) of the indviduals in the sample were offered a range of opportunities to
participate in meaningful activities in the community.
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Assessment of Status

Compliance

None (0%) of the individuals in the sample had adequate access to the use of communi
services and community supports (e.g., hair salengyms, 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, &d 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 tt 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 choosng 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 bo
individuals. It wasnoted that outcomes had not been consistently implemented and tha
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 outconmes 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 recommatiohs 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. Fo
example:
T )T AEOGEAOAT nNppedO )30 Al AOflinkregukding OE
whether or not supports could be provided in a less restrictive environment.
Each discipline determined, through the assessment process, that supports col
be provided in the community. The living option summary in her ISP stated tha
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 rgiewed for the inclusion of training in the community. These were the

ISPs forindividual #128, Individual #116, Individual #349, Individual #279, Individual
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the Effective Date hereof and with
full implementation within two
years, an ISP shall be developed
and implemented for each
individual that:

# Provision Assessment of Status Compliance
#313, Individual #119, Individual #194, and Individual #325. None (0%) of the ISPs
included meart T CA£01 OOAET ET C 1 BBl 0001 EOEAO EI
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
opportunity for training or meaningful integration. For example:

T )T AEOGEAOAT nNocu EAA A AiiiO1EOU AAO
AAOEOEOU AOOET ¢ OEA TA@O pg 111 0OEOS8
1T YT AEOEAOAT nNppoe AT A YT AEOEAOAT Notw
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 (%) 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

1.  Addresses, in a manner
AOGEI AET ¢ 11 O
preferences and strengths,
AAARE ET AEOEAO
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 F2al, IDTs will need to
EAAT OEAU AAAE ET AEOEAOAI 60 POAEAOAT AAO
preferences are integrated into eachli AEOEAOAT 60 AAUS )y O xE
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 obsefed, IDTs engaged in a discussion of support needs in relation
to preferences. The teams reviewed the list of preferences developed during the g&P
i AROET ¢ AT A AOOAI pOAA O AAOGAI T P Pl AT O
were not adept atusing 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 dten 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 preferencesm 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 Fle,
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 nevetvities and
learn new skills. As noted in Fle, 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, bzing 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 wasoccasionally listed as a possible training site for
outcomes, training was not designed specifically for functional training in the
community. As noted in Fle, outcomes for training offered opportunities for visits in the
community, but none were focusedn 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 objectves 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 restricti& setting.

2. Specifies individualized, A sample of ISPs, IHCPs, and skill acquisition plans (SAP) were reviewed to determine| Noncompliance
observable and/or IDTs were developing individualized, observable, and/or measurable goalsahincluded
measurable goals/objectives, | strategies and supports to ensure consistent implementation and monitoring for
the treatments or strategies | progress. As noted in Fle, none of the ISPs reviewed included measurable outcomes t
to be employed, and the address barriers to community placement. The monitoring team found that many
necessary supports to: attain | outcomes were not written in a way that staff could measure progress towards
identified outcomes related completion and/or that plans did not provide enough information to ensure consistent
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# Provision

Assessment of Status

Compliance

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 outcanes. For example,

1 )T AEOEAOGAI nNppoe EAA AT AAOGEIT OOAD
OAAT ET A0 AOOEI ¢ EAO 1 AEOOOA OEI A AO
Ei D1 AT AT OAGETIT xAO OAOG OAEAAOQDI tAdnsude
consistent implementation or guide staff in supports need, best time for
implementation, length of implementation, etc.

T )T AEOEADOAT ncgwxy EAA Al AAOGEITT OOAD
OEOAA OAOAAIT DOT i BOOS8 i condtithte acsadesdful O
AOOAI PO AO O1 OCAT EUET ¢C6 EAO Oiii 8

T )TAEOEAOATI nNpt¢ EAA Al 1T O0O0ATIT A OOI
OEOI OCETI 60 AAAE 1 1T10E &£ O pg¢ AT 1T OAA
would measure for successful completion of tis outcome.

1T )T AEOGEAOAT ntyxy EAA Al 1T O0O0ATIT A OEAOD
PNMP, TIVA prior to dental clinic visits annually, and BM program during the
TA2dO pg 1171 0OEO8G 4EEO 1 OOAT i A OET O
measureable outomes.

Further detail on the adequacy of skill acquisition plans (SAPs) can be found in section
Sections M and | also address the writing of measurable strategies to address health cg
risks.

It was not always evident that appropriate supports weredeveloped 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 we
basedon 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 ¢
direct interventions, outcomes relaed to PNMrisk areas associated with interventions
outlined in the PNMP, and measurable goals suggested for SAPs recommended based
skill levels and identified needs.

Appropriate supports were not always developed when IDT members identified needs 0
bAOOEAOO O AAEEAOEI ¢ 1T OOAiT |1 AOs8 &1 0 Ao
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 coteped IRRF
with risk ratings.

Overall, the nursing summaries/analyses were not consistently documented regding
ET AEOEAOAI 60 EAAI OE OOAOOO E OAl AOGET 1
nursing problems as to whether or not they were attaining their health goals.

SAAOGEIT 4 Al AAT OAOAO 11 OEA £EAAdtIEOGUS O
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 Fle, ISPs did n
consistently specify individualized, observable and/or measurablgoals/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 ths provision.

3. Integrates all protections, Assessments were not always submitted 10 days prior to the annual IDT meeting and | Noncompliance
services and supports, available for review by team members, so that information could be integrated among
treatment plans, clinical care | disciplines. Assessments and recommendations will need to be available for review by
plans, and other the IDT prior to annual meetings. As noted in F1d, the facility did not have an adegeat
interventions provided for system in place for ensuring that assessment information was integrated into the ISP.
the individual;

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 dothe 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 outcomesThe PNMP was notsubmitted as
a part of the ISP for any of the ISPs requested, thus, it did not appear to be considered
integrated part of the ISP.

SAPs in the sample reviewed did not include strategies or recommendations developed
through the assessment process. Faxample, 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 werenot.

The revised ISP meeting guide prompted the teams to discuss, revise, and approve pla
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, ¢ése
continued to be stand alone plans.
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When developing the ISP for an individual, the team should consider all

OAAT I 1T AT AAGETT O #0111 AAAE AEOAEDPI ET Ah A
incorporate that information into one comprehensive plan that directs staff responsible
for providing support to that individual.

Observation at annual ISP meetings and pikSP 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. ldentifies the methods for Method for implementation Noncompliance
implementation, time frames | As discussed in F2a2, some action steps in the sample of ISPs reviewed did not includg
for completion, and the staff | clear methodology for implementation. Without clear instructions for staff, it would be
responsible; 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 informationfor 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 persdor implementing and reviewing
progress.

A sample of outcomes was reviewed:
1 Individual #313 (three outcomes/eight action steps)
1 Individual #128 (five outcomes/13 action steps)
1 Individual #279 (five outcomes/nine action steps)

As noted in F2a2, few outcmes and action steps were written in terms of measurable
action that the individual would perform to complete the objective. For example:
1 )T AEOEAOAI nNopodO )30 ETAI OAA Al EA
Y (#0606 A1 O AAAE |.AufpdtOinchdedid s IHCO énduldihale
been integrated into strategies for specific action steps to achieving his
outcomes.
1 )T AEOEAOAI nNpcy EAA Al 1 060AIIA O O
It was not clear what would constitute succesful 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 an
did not include support strategies.
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IHCP action steps were genelly brief statements of action to address the risk or
references to additional plans (i.e., PNMP, PBSP). Most did not include methodology o
criteria for monitoring effectiveness of intervention. As noted in F2a3, the PNMP was n
submitted as part of the ISP.

Additionally, each discipline will need to ensure that assessments are completed prior tq
the annual ISP meeting to ensure training strategies are developed using current
recommendations from each discipline.

Time frame for completion
A sample oflSPs was reviewed to verify that action steps included a time frame for
completion. Four of 30 (13%) included projected completion dates. Exceptions were:
T )T AEOGEAOAT nNopodO AAOCEIT OOADPO AEA
19 &1 60 1T £ po | A ytibnstEpS Beludedl Eomplatian @aie®. FAr
those four, the date was an annual date rather than a date based on the
ET AEOEAOAI 60 AgGPAAOGAA OAOA T &£ 1 AAOI
T )T AEOGEAOAT nN¢xwdO AAOGEI T dBADO AEA

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 dentifying methods for
implementation and time frames for completion.

5. Provides interventions, The new ISP format provided prompts to assist the IDT in considering a wider range of | Noncompliance
strategies, and supports that | supports and services when developing the ISRVithout accurate and comprehensive
effectively address the assessment, it was not possible to clearly identifyhe specific needs of the individual and

ET AEOEAOAIT & O | establish specific teaching goals from which to measure progress.
services and supports and
are practical and functional Many of the outcomes in the ISPs reviewed were functional at the facility, but often were
at the Facilty and in not practical or functional in the community and did not #low for individuals to gain
community settings; and independence in key areas of their lives. For example, outcomes did not address
increasing independence in routine household activities, such as laundry, yard work, an
meal preparation.

For the SAPs available for review, mgram 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 &ching 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 transactis 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. Vocabnal 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 thugh 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 DADS Policy specified at 11.D.4.d that the plan should include direction aagling the type | Noncompliance
collected and/or of data and frequency of collection required for monitoring of the plan. The new ISP
documentation to be format included columns for person responsible for implementation, type of
maintained and the documentation, and person responsible for reviewing progress. Integrated HehlCare

frequency of data colletion Plans included similar information.
in order to permit the
objective analysis of the Data to be collected

ET AEOEAOAIT 8 O { The type of data to be collected and the frequency of implementation were to be in the
person(s) responsible for the | SAP, IHCP, or on the ISP outcome summary. As noted throughout F2a, IDTs were still

data collection, and the struggling with developing measurable outcomes with methods that would allow for
person(s) responsible for the | consistent data collection to permit the objective analysis of progress.
data review.

Freqguency of data collection
For the sample described in F2a£4 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
Npcwdo 1 OOAT I AO OOAOAA OITTCIiEICd AO OEA
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 /discipie would be

responsible for implementation of the outcome and which staff would monitor the plan.
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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

ISP. The facilig 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

# Provision Assessment of Status Compliance
The facility was not in substantial compliance with this provision.
F2b | Commencing within six months of | As noted in F1, adequate assessments were often not completed prior to the annual Noncompliance
the Effective Date hereof and with | meetings. When assessments were recommended by the team, it was not evident that
full implementation within two the ISP was revised to include recommendations once the assessment was completed.
years, the Facility shall ensure that
goals, objectives, anticipated To move forward, the facility will need to ensure that recommendations from various
outcomes, services, supports, and | assessmets are available to all members of the IDT prior to the annual ISP meeting, an
treatments are coordinated in the | then are integrated throughout the ISP.
ISP.
F2c | Commencing within six months of | A sample of 16 individual records was reviewed in various homes at the facility. Curren| Noncompliance
the Effective Date hereof and with | ISPs were in place in 15 (94%) of records reviewed, howev, none of the ISPs included
full implementation within two the IHCP, thusplans were incomplete. Data reviewed for ISP submission between
years, the Faciliy shall ensure that | 9/1/13 and 3/31/14 indicated that only 41% of the ISPs developed within that
each ISP is accessible and timeframe were filed in the active record within 30 days of developrant.
comprehensible to the staff
responsible for implementing it. 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, teash 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 teamecommends
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 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 developmefftloe plan.
F2d | Commencing within six months of | QIDPs were assigned overall responsibility for monitoring services and supports in the | Noncompliance
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Provision

Assessment of Status

Compliance

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 individuAT 6 0 OOAOOC
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 subrnuasof
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 individualoutcomes were not achieved (see K4)

Nursing services and supports were not consistently monitored and specific progress of
regression was documented. For example, Individual #217, on eight occasions, require
a suppository to treat her constipation due ¢ not having a bowel movement in three
days. The Nursing Comprehensive Assessment failed to include any recommendationg
Al O AAAOAOOET ¢ OEA ET AEOEAOAI 06 bHOT Al Al

Supports were not always modified when the individual experiencg a change of status,
OACOAOOEIT 1T AAOOC AT ATT O 1T O0ATT AO xA
Comprehensive Nursing Review documented she had an increase in falls this year, with
multiple injuries, for which the assessment failed to sufficietly assess the previous
UAAOBGO OODPDI OOO0S &OOOEAOI T OAh OEA OAAI
ET OAOOAT OET 1 6n OAOEAOh OEA OAAT I 1 AT AAOE

The PNMP was monitored consistently based on the recommendegduency 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 ibald 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 revie
process in place. The monitoring team found that the current IDT process was not
adequatefor 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 foll-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 provisiong

addressing the development of a comprehensive ISP document.

Noncompliance
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the Effective Date hereof and with
full implementation within one
year, the Facility shall prepare an
ISP for each individual within
thirty days of admission. The ISP
shall be revised annually and more
often as needed, and shall be put
into effect within thirty days of its
preparation, unless, because of
extraordinary circumstances, the
Facility Superintendent grants a
written extension.

had access to current plans. Current ISPs were available in 15 of 16 records reviewed.
Plans available, however, did not include thtHCP. 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 efficag 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 18@Rs 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 meetinghe facility

reported that only one of six (16%) of the ISPs developed fandividuals newly admitted

# Provision Assessment of Status Compliance
£l O OEA AAOGAT T PI
ISPs to successfully complete The facility was utilizing the Q Construction Assessment Tool to assess QIDPs for
related competencybased training. | competency in facilitationskills. All (100%) QIDPs had been deemed competent in
Once this initial training is facilitation skills. Progress had been made in facilitation of meetings observed the week
completed, the Facility shall of the monitoring visit.
require such staff to successfully
complete related competency QIDPs were still learning to use the new statewide ISP format to develop the IS®E A
based traning, commensurate with | noted throughout section F, adequate plans had not yet been developed for a majority ¢
their duties. Such training shall the individuals at SASSLC. It would be beneficial for the facility to seek additional outsi
I AAODO ObPi 1 OOA AA training and consultation from the state office on developing persowentered ISPs.
employment, on an asneeded
basis, and on a refresher basis at | All new employees were required to complete Supporting Visions, the statewide training
least every 12 months thereafter. | on the ISP process. Data collected by the training department for new employees hired
Staff responsible for implementing | through February 2014 showed 100% of all new employees completed fising on the
ISPs shall receive competeney ISP process.
based training on the
Ei 1 AT AT OAOQET 1 1| The facility did not have a consistent process in place for providing individual specific
plans for which they are training to staff on implementing ISPs. The facility trend report regarding injuries
responsible and staff shall receive | indicated that lack of staff training and/or failure of staff to implement supports correctly
updated competency based contributed to a number of injuries at the facility. Residential Coordinators were
training when the plans are revised| assigned to attend ISP meetings and train DSPs on the resulting plans. Staff instructior,
were provided to DSPs as a guide to iphementing 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 lhat plans are available and training on
new or revised supports occurs within 30 days of development.
F2f | Commencing within six months of | A sample of plans was reviewed in the homes to ensure that staff supporting individual§ Noncompliance
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Provision

Assessment of Status

Compliance

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 developmeni he facility
reported a decrease in the timely filing of newly developed ISPs overdtsix 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 acknowledge
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 meetir
and revised outcomes and supports when it was noted that outcomes were not
implemented or lack of progresswas noted.

The facility needs to continue to focus on ensuring that ISPs are accessible within 30 dz
of development. An adequate review process needs to be implemented that leads to tf
revision of plans when outcomes are met, individuals experierca change of status, therg
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 Faciliy 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 mo@1 OET ¢ OAAI 80
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 inplementation (also see section E above). The facility had just begu
to analyze findings and develop corrective action plans based on data collected and sel
assessment findings. It was too early to determine if corrective action plans were
effective.

Noncompliance
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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 Complance:

Documents Reviewed

o DADSdraft policy #005: Minimum and Integrated Clinical Services

SASSLC Standard Operating Procedure: 26C, Facility Integration of Clinical Services
SASSLC Policy, Minimum Elements of Clinical Care, 3/25/14

SASSLC SeKssessnent

SASSLC Sections G and H Presentation Books

Presentation materials from opening remarks made to the monitoring team
Organizational Charts

Review of records listed in other sections of this report

Daily Clinical Services Meeting Notes

O 0O O0OO0OO0OO0OO0OOo

Interviews and Meetings Held
o David Espino, MD, Medical Director
0 Libby Tolle, RN, Medical Compliance Nurse
0 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 &
indicated throughout this report

o0 Psychiatry Clinics
o Daily Clinical Services Meeting

Facility Self-Assessment:

The facility submitted its selfassessment, an action plan, and a list of completed actiortzor the self
assessment, the facility described, for each of the two provision items, activities engaged in to conduct th
self-assessment, the results of the sessessment, and a setfting.

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 ensur¢hat the recommendations of the clinical disciplines were incorporated into
the plans of the individuals.

For provision G2, the seHassessment reported compliance with documentation of agreement or
disagreement with the recommendations of the consultainon 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 thos|
found in the body of the report. Again, the state draft policy should aldme reviewed for additional
guidance.

The f~acility foupd itself in noncompliance wjth poth provision items. The monitoring team agrees with the
AAARE]I EOUBO AOOAOOI Al Os

30T AU T &£ -TTEOI 080 ! OOAOOI AT Og

Throughout the conduct of the review, the monitorig team found some evidence of integration of clinical
services. No true progress was appreciated. There were no new major initiatives specifically related to tf
integration of clinical services Howeversome meetings were expanded or included more disissions 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 disassion was limited to the meetings of the
disciplines. The monitoring team has stressed that meetings do not guarantee that services are delivereq
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 integrate
clinical services. Areas where integration was needed, but failed to be evident were also noted. Continu
work in this area is needed. The monitoring team expts 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 Datehereof 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, Noncompliance
there were no activities that specifically focused on improving in this area. This was
quite evident in the fact that the sefassessment did not have any metrics capable of

i AAOOOET ¢ ET OACOAOEITT 1T &£ Al ETEAAI OAOOE
approved integration policy and it was not submitted for this review. The monitang
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 i
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 bster 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:

f

=a =4

Daily Clinical Services Meeting The monitoring teamattended 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, weigtihanges,
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 we
as in the irterim 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. Physiciantinely 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 integratign
including behavioral health, nursing, ad 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 infrastruate 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 muisciplinary
committee. For much of 2014however, 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 themost notable deficiencies of this review was the lack of strategies an
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 areawill require continuous collaboration between
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Assessment of Status

Compliance

nearly all clinical disciplines in order to make significant progress.

Compliance Rating and Recommendations
4EA T1T1TEOQOI OET ¢ OAAI A GratiAgtotnoncdmplianced EdAmoveAnA
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 provideA AAEOQOET 1T Al COEAAT AA ET OfF

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 consations 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 writtenconsult,

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 esultant 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 mvided 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 IPN$or 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:
1 0 of 50 (0%) consultations documented irthe 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 infamation. 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 Sétlement 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 he IPNexplaining the reason for the consultation and
the significance of the results within five working days.

Compliance Rating and Recommendations

4 EA
the direction of substantial compliance, the monitoring team offers the following
recommendations for consideration:

1.

ii1EOI OE1I C OAAI A GrétiAgotnonedin@lince EdmovBAnal

The monitoring team recommends thailPN documentationinclude (a) the
required summary statement regarding the reason for the consult and
significance ofthe 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 alwa notify the
IDT when there is a disagreement with the recommendations of the consultant.
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).

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 DADSdraft policy #005: Minimum and Integrated Clinical Services
SASSLC Standard Operating Procedure: 26C, Facility Integraion of Clinical Services
SASSLC: Minimum Common Elements of Care
SASSLC SeKssessment
SASSLC Provision Action Plan
SASSLC Sections G and H Presentation Books
Presentation materials from opening remarks made to the monitoring team
Organizational Charts
Review of records listed in other sections of this report
Daily Clinical Services Meeting Notes

O O0OO0OO0O0OO0OO0OO0OOo

Interviews and Meetings Held
o David Espino, MD, Medical Director
o0 Elizabeth Tolle, RN, Medical Compliance Nurse
0 General discussions held with facility and depament 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 &
indicated throughout this report
o0 Psychiatry Clinics
o Daily Clinical Services Meetings

Facility Self-Assessment:

As part of the selfassessment process, the facility submitted two documents: the selésessment and the
action plan.

The selfassessment presented a series afttivities that were conducted for each item along with the
results of activities and a sekrating, however, the activities of the seassessment did not align with the
EAU EOAI O POAOGAT OAA E1 OEA MEAAEI E O Won@tin@Add@dE dppear(
to be the most appropriate activities for the provision. For example, provision H1 addresses the timelines
and quality of assessments. The sedissessment listed the development of clinical indicators, which would
have been moreappropriate 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 tea, 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 noncompiance with provisions H1, H3, H4, H5, H6, and H7.

30T AU T &£ -TTEOI 080 ! OOAOOI AT Og

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 astdt of work that occurred in the
development of the medical quality program and other areas. If more effort had been made in these areq
further progress would have been seen in section H. To that end, there were no identifiable efforts focusg

on secton H.

As usual, during the week of the compliance review, the monitoring team conducted a meeting with facilit
staff to discuss to status of provisions G and H. The medical director and medical compliance nurse
participated in the discussions.

The fecility 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 continddéts 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 a changes in an

ET AEOEAOAI 60 OOA|
OEi AT U AAOGAAOQEITI
needs.

The state office policy, which remained in draft, require@ach departmentto have
procedures for performing and documenting assessments and evaluations. Furthermor
assessments were to be completed on a scheduled basis, in response to changes in thg¢

ET AEOEAOAI 60 OOAOOOh AT A ET AAAT OAAT AA

Noncompliance

During the discussions with the medical director, he reported that a centralized dabase,
maintained by QA, tracked all assessments. The saffsessment documented compliance
rates, as reported by the data analyst, for a number of clinical disciplines. The data
submitted in the selfassessment are summarized in the table below.
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# | Provision Assessment of Status Compliance
Annual Assessments 2013 2014
Sep Oct Nov Dec Jan Feb
No. of ISPs 17 23 21 18 21 17
No. of
Psychiatry 8 10 13 11 5 8
PTs
Discipline Number (%) Submitted On Time
Audiolo 8 8 13 13 1 8
oy (47.1%) (34.8%) (61.9%) (72.2%) (4.8%) (47.1%)
Speech 13 21 20 16 19 15
P (76.5%) (91.3%) (95.2%) (88.9%) (90.5%) (88.2%)
Dental 17 23 21 18 21 17
(100%) (100%) (100%) (100%) (100%) (100%)
Dicta 17 22 19 15 12 16
v (100%) (95.7%) (90.5%) (83.3%) (57.1%) (94.1%)
OTIPT 13 22 19 18 19 16
(76.5%) (95.7%) (90.5%) (100%) (90.5%) (94.1%)
Nursin 12 19 17 14 19 12
9 (70.6%) (82.6%) (81%) (77.8%) (90.5%) (70.6%)
Medical 11 13 11 4 5 8
(64.7%) (56.5%) (52.4%) (22.2%) (23.8%) (47.1%)
Pharmac 17 23 21 18 21 17
Y (100 %) (100%) (100 %) (100 %) (100%) (100%)
Psychiat 4 ! 6 5 3 4
yehiatry (50%) (10%) (37.5%) (35.7%) (27.3%) (33.3%)
Beh. Health ! 16 10 5 10 6
' (41.2%) (69.6%) (47.6%) (35.7%) (47.6%) (35.3%)
There continued to be many disciplines with significant deficiencies. Some disciplines
with 365-day requirements continued to have I8 dates used to measure compliance.
For example, state guidelines required completion of dental assessments every 365 day
but the data above did not reflect that requirement. While the facility was tracking the
timeliness of scheduled annual assessmesitthe 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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Assessment of Status

Compliance

There were no data reported for interval assessments, such as post hospital assessmel
done by the primary care physicians, nursing, and PNMT nurse. There were also no dg
related to post restraint assessments completed by pharmacy and psychiatry or the
nursing assessments required after serious injuries. The primary care provider
attendance at posthospital ISPAs was reported, however, attendance at the meeting is
not documentation of the actual asessment.

This report contains, in the various sections, information on the required assessments.
4EEO DPOI OEOET 1T EOAI AOOAT GEAI T U AAAOAOGQ
assessments. In order to determine compliance with this provision itenthe monitoring
team participated in interviews, completed record audits, and reviewed assessments an
facility data. The results of those activities are summarized here:

1 For a sample of 15 AMAs, compliance with timely completion was 86%.
Assessments werdimely based on the 365day requirement.

1 The PCPs were completing Quarterly Medical Summaries, however this was
being inconsistently done and one PCP appeared not to complete the summaric

1 Quarterly Drug Regimen Reviews were completed in a timely mannand were
thoroughly done. This is discussed in further detail in section N2. This was a
slight decrease from the October 2013 compliance review.

1 The nursing department had begun to implement the format required by state
office for the Comprehensive Nursg/Quarterly Nursing assessments. It was
apparent that training was needed to ensure quality of the assessments becaus
Annual Nursing Comprehensive/Quarterly Nursing assessments included the
individual response to the effectiveness of his or her medicains and treatments
and plans of care. For the 10 records reviewed, the majority of the nursing
AOOGAOGOI AT 6O #Z£AEI AA O1 OOAEZEZEAEAT OI U
identified nursing problems to care plans.

1 OT, PT, and SLPs conducted ann@asessments for most individuals as they
were provided at least a PNMP. Additionally, pogtospitalization assessments
were conducted by the clinicians on a routine basis. The PNMT nurse also
conducted a posthospitalization assessment for individuals hepitalized with a
PNMrelated issue. In many cases, this was redundant and the RN was
AT AT OOACAA O1 AlT11 AAT OAGA 11 OEEO «x
nursing case manager. Additional interim assessments were conducted by OT
PT, and SLPor 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.

1 For the previous monitoring report, SASSLC psychiatry staff provided a list 58
comprehensive psychiatric evaluations (CPE) per Appendix B guidelines that

were completed as of 8/29/13. Since the previous review, an additional 13 CPE
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Assessment of Status

Compliance

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.
1 There was improvement in this area:
0 84% of individuals had full psychological assessments
0 100% ofindividuals had annual psychological assessments
0 100% of individuals with a PBSP had current functional assessments
o Not all individuals had preference assessments

Compliance Rating and Recommendations
4EA T11TEOTI OET ¢ OAAI A cathdoinomcanplianc@ E A /EA A
To move in the direction of substantial complianc¢he facility must monitor all three
elements that this provision item addresses:

1. The timelines for completion of scheduled assessments

2. The appropriateness of interval assessmentsiiresponse 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 chically 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 i
accordance with ICD/DSM nomenclature. Per the sedEsessment, 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 aapliance with this provision item by reviewing many
documents including medical, psychiatric, and nursing assessments.

1 Generally, the medical diagnoses were consistent with ICD nomenclature and t
diagnoses fit the signs, symptoms, and presentation of ttedividuals.

1 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 specift criteria exhibited by an individual indicating a
particular diagnosis.

Compliance Rating and Recommendations

4EA TTTEOI OET ¢ OAAI A GratiAgtoOsubstan@aEcoripliahce. £A A

Substantial
compliance
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H3

Commencing within six monhs 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 selfassessment reported that assessment of this provision inled 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 tle 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 tthe 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 o
metric Z clinical indicators z 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. Clinicahdicators 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

4EA T11TEOI OET ¢ OAAI

A GrériAglononcdPlinced E A EA A

To move in the direction of substantial compliance, the facility must monitor a full range
of treatments and interventions. Indicatorsshould 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 healt
status. Conditions that affect many individuls 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 ttséck 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
efficacyof 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. 1t was also used in the weekly PNMT meetings. Follewp 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 interventionand 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 faclity 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, pposed
by the state, was a good starting point. As discussed in section H3, additional indicator
are needed. Once guidelines are established and indicators are identified, the facility w|
have a more objective means of assessing treatment.

ComplianceRating and Recommendations
4EA TT1TEOI OET ¢ OAAI A cratiAgdononcdinplianced EdmoyEANA
the direction of substantial compliance, the monitoring team offers the following
recommendations for consideration:

1. Continue the ongoing orts 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 shabe 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 sedfssessment noted that aew
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 IDTda 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, it improvement was still needed and participation in ISPAs was largely
limited to two providers.

The facility must monitor both acute changes and chronic lonterm disease by linking
the current monitoring systems. Monitoring health status requiresa number of
processes, reviews, and evaluations due to the need to monitor batleute changes and
chronic long-term disease The monitoring team noted several components that would
contribute to monitoring health status:
1 Risk assessment
Periodic assessments (radical, nursing, therapies, psychiatry, and pharmacy)

1
1 Acute assessments via sick call
1 Reports of acute changes via the daily clinical meetings and other status chang

Noncompliance
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meetings

1 ISPA Process

1 Medical databases (preventive care, cancer screenings, seizure ragament)

1 A medical quality program would be the designated quality program and would
report certain data elements to the QA/QI council

With appropriate executionof these systemsAT ET AEOEAOAI 60 AAO
be assessed across this continum of activities. However, the monitoring team identified
a number of concerns related to current processes and systems:

1 There were multiple deficiencies identified related to the provision of preventive
care services. The facility did not have adequatgstems 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 chdkenges for most
disciplines. Medical assessments did not include any documentation of risk
assessment.

= =4

Developing a comprehensive format to monitor health status will require collaboration
among many disciplines due to the overlap between risk managemerguality, 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 Recommendatis
4EA TT1TEOI OET ¢ OAAI A cratiAgdotnoncdinplianced EAmoyEANA
the direction of substantial compliance, the monitoring team offers the following
recommendations for consideration:

1. Improve the provision of preventive care and tacking 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 EffectiveDate 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 direcor, 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 rached. 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 caremeetings, unit meetings, ISPAs, and other meetings discussed
above. Clinical indicators would provide the objective means of assessing the adequac
of the treatments and intervention.

Compliance Rating and Recommendations .
The monitoring team agrees withO E A A A alting 6f dahcompliahde £

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, pocedures, and
guidelines to implement the
provisions of Section H.

The facility implemented a local policy on 9/5/13. The selHassessment 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 selfating of substantial compliance.

To move inthe 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: AtRisk Individuals

Each Facility shall provideservices with Steps Taken to Assess Compliance:
respect to atrisk individuals consistent
with current, generally acceptEd Documents Reviewed

professional standards of care, as set DADS Policy #006.1: At Risk Individuals dated 12/29/10

forth below: DADSSSLC Risk Guidelines dated 4/17/12

List of individuals seen in the ER in the past year

List of individuals hospitalized in the past year

List of individuals with serious injuries in the past year

List of individual at risk for aspiration

List of individuals with pneumonia incidents in the past 12 months

List of individuals at risk for respiratory issues

List of individuals with contractures

List of individuals with GERD

List of individuals at risk for choking

Individuals with a diagnosis of dysphagia

List of individuals at risk for falls

List of individuals at risk for weight issues

List of individuals at risk for skin breakdown

List of individuals at risk for constipation

List of individuals with a pica diagnosis

List of individuals at risk for seizures

List of individuals at risk for osteoporosis

List of individuals at risk for dehydration

List of individuals who are nornrambulatory

List of individual who need mealtime assistance

List of individuals at risk for dental issues

List of individuals who received enteral feeding

List of individuals with chronic and acute pain

List of individuals with challenging behaviors

List of individuals with metabolic syndrome

List of individuals who were missing and/or absent without leave

List of individuals required to have oneto-one staffing levels

List of 10 individuals with the most injuries since the last review

List of 10 individuals causing the most injuries to peers for the past six months
Data summary report on assessments submitted prior to annual ISP meetings
Data summary report on team member participation at annual meetings.

A list of all individuals at the facility with the most recent ISP meeting date and date ISP was filed
Draft ISPs and Assessments for Individual #337 and Individual #90

el leloNeolNelNelNeNelNeoNeoNoNoNoNoNeoNeoNeNeNelNeoNoNolNoNoNoNeNeNelNeoNoNoNoNo)
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0 ISP, ISP AddendumdAssessments, PSls, SAPs, Risk Rating Forms with Action Plans, Monthly
Reviews (for a subsample):
91 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;
Charlotte Fisher, Diretor of Behavioral Health Services
Adrianne Berry, Incident Management Coordinator
Rhonda Sloan, QIDP Coordinator
*T AT /1 86#1 17171 0ORh ! OOEOOAT O $EOAAOI O 1T £ 001 COA

(0]
0
0
0

Observations Conducted
o0 Observations at residences and day programs
Incident Management Revéw Team Meeting 4/28/14 and 4/29/14
Morning Unit Meeting 5/1/14
Morning Clinical Meeting 4/28/14
QA/QI Meeting 4/29/14
ISP preparation meeting for Individual #255 and Individual #12
Annual IDT Meeting for Individual #337, Individual #90, and Individual #149.

O O0OO0OO0OO0Oo

Facility Self-Assessment:

SASSLGubmitted its selfassessment 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 ir
to conduct the selfassessment of that provision item, the results and findings from these selfsessment
activities, and a seHrating of substantid compliance or noncompliance along with a rationale. To assess
compliance, the facility:

I Completed one section | monitoring tool per month between September 2013 and February 2014

1 Reviewed IRRFs completed during the same time period.

1 Reviewed data colleted by the facility on implementation of risk action plans.

Each provision included a general statement reflecting an acknowledgement that more work needed to bg
done for each provision before compliance was met. It was not evident that the facility had adequate
self-assessment process in place to review the risk process.
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'[he facility selfrated each of theAthree provision item~s in sectign lin noncomgliance; While the monitqrin
OAAT ACOAAA xEOE OEA EAAEI E O lehéresgrEy fodthieifagilify todéveloplar
adequate assessment process to identify areas for focus in order to move forward.

30T AU T &£ -TTEOI 080 ! OOAOOI AT Og

The statewide risk assessment procedure, with guidelines for rating risk, was in use at tfaeility. 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 tean would conduct reduced monitoring for 11, 12, and 13 because
the facility had made little progress. Te facility was not in compliance with the three provisions.

The monitoring team observed the risk identification process at two ISP meetings and naot@rogress.
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 identificatian 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 ugio-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 illness 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 13 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 developnent. Furthermore, the monitoring found that
IHCPs were not being filed with the corresponding ISP, so direct support staff did not have access to plar
developed by the team to address risks.

To move forward with section I
1 The facility needs to contine to focus on ensuring that all relevant team members are present for
meetings and that assessments are completed prior to the discussion of risks.
1 A strong focus needs to be placed on ensuring that plans are accessible, integrated,
comprehensible, and preide a meaningful guide to staff responsible for plan implementation.
1 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 sreening,
assessment and management
system to identify individuals
whose health or wellbeing is at
risk.

The parties agreed that the monitoring team would conduct reduced monitoring for this
subsection because the facility had made limited progres§.he noncompliance finding
from the last review stands.

The state policy, At Risk Individuals 006.1, required IDTs to meet to discuss risks for eal
individual at the facility. The atrisk process was to be incorporated into the IDT meeting
and the team was equired to develop an integrated health care plan (IHCP) to address
risk at that time. The determination of risk was expected to be a multisciplinary

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 meeaiys. 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 integratediscussion 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 regaling 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 reviewhe
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%

I OAOGEAx T &£ A OAIBIA T £ )300 AAOGATT PAA
finding that assessments were not being submitted prior to annual ISP. The p&P
determination of assessments needed prior to the annual IDT meeting list was compare
to assessments submitted for six individualsThe 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 pf8P meeting
completed at least 10 days prior to the annual IDT meeting. Without current assessmet
dataavailable, 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 asssment results to assign risk
ratings, it was not yet evident that all individuals had accurate risk ratings determined by
assessment results. For example,

T )T AEOEADAT nNtx60 )22& ET AEAAOAA OEA
though she was atigh risk for falls and had sustained 33 injuries over the past
six months. Similarly, she was rated as medium risk for seizures. She had acti
seizures, was prescribed two anticonvulsants, and her ISP noted that she wore
helmet to prevent head injuryduring seizures. Her IRRF was last updated
5/2/13. She did not have an IHCP in place.

1 )T AEOEAOAI NopodO )22& ETAEAAOAA OE
issues. Given his history of gastrointestinal related issues, he should have bee
considered high risk. His history included GERD, hiatal hernia, chronic gastritis
and numerous episodes of emesis over the past 12 months. The frequency of
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
2 | Commencing within six months of | The parties agreed that the monitoring team would conduct reduced monitoring for this | Noncompliance
the Effective Date hereof and with | subsection because the facility had made limited progres3.he noncompliance finding
full implementation within one year, | from the last review stands.
each Facility shall perform an
interdisciplinary assessment of The facility will have to have a system in place to accurately identify risks before
services and supports after an achieving substantial compliance with 12.Health risk ratings will need to be consistently
individual is identified as at risk and | implemented, monitored, and revised when significantclaCAO ET ET AEOE
in response to changes in an atisk | status and needs occurred.
ET AEOEAOAT 80 Al 1|
by established at risk criteria. In As noted in section F, data were often not consistently reviewed. This raised the
each instance, the IDT will start the | question of whether IDTs were using data to identify when individuals might have a
assessment process as soon as change of status that would requie a change in supports to mitigate risk factors.
possiblebut within five working
days of the individual being It was difficult to determine if assessments were obtained and discussed by the team in
identified as at risk. reasonable amount of time when recommended. For example,
T )TAEOEAOAI nNotwdO ) (#0 Huekth AcAsDidwith OE
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.
T )T AEOEADAIT MNaatedt@ihe Yeén#had réconfinended a dietary
consultation to address his weight. There was no evidence that the consultatio
was obtained.
Due to the lack of revisions made to the IRRFs when individuals experienced a change
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 recommende
assessments were completd in a timely manner.
I3 | Commencing within six months of | The parties agreed that the monitoring team would conduct reduced monitoring for this | Noncompliance

the Effective Date hereof and with
full implementation within one year,
each Facility shall establish and
implement a plan within fourteen
AAUuO 1T £ OGEA bpiI Al
each ndividual, as appropriate, to
meet needs identified by the
interdisciplinary assessment,
including preventive interventions

subsection because the facilithad 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 areathe
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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 warrants. 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 | % of Individuals at
High Risk with Medium Risk with
Risk Action Plans | 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 pacentage 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 gans to address risks identified at the annual ISP meeting were not
available to staff designated to implement the plan. Furthermore, a sample was reviewg
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
the IHCP.

The state policy required that the followrup, monitoring frequency, clinical indicators,
and responsible staff will be established by the IDT in response to risk cateies
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 negeti
outcomes.

It was not evident that plans to address risks were consistently monitored for
implementation or efficacy. For example,
1 DFPS case #42938656 involved a confirmed allegation of neglect against the

facility for failure to follow Individual #10 y 8 © 0. - 0 xEEAE AA
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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.

1 DFPS case ##43018646 also involved a confirmed allegation of neglect when
Individual #75 sustained a serious injury diring 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. Documentationdicated that
training was not completed until three weeks after the incident. All staff should
have been trained immediately to prevent similar incidents from occurring.

1 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 béng implemented and were effective.

T )T AEOGEAOAI nNopo xAO EI OPEOAI EUAA Oi
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. ThéSPA
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 month
reviews over the past six months.

Many of the risk action plans in the sample reviewed did rianclude 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.gfollow-up with PCP, follow
PNMP). Not all ancillary plans were integrated it 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 teamecommends
that the facility consider the following:

Develop action plans with measurable criteria for assessing outcomes.
Ensure that staff designated to implement plans have access to those plans.
Document the implementation of action plans.

Document that clinical data is gathered and reviewed at least monthly.
Document action taken to revise supports when data indicates that current
supports are not effective.

arwnpE
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SECTION J: Psychiatric Care and
Services

Each Facility shall provide pgchiatric
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]

(o]

0]

Any policies, procedures and/or other documents addressingie use of pretreatment sedation
medication

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

For the last 10 individuals participating in psychiatry clinic who required medical/dental
pretreaOi AT 6 OAAAOET T h A AipPU 1T &£ OEA AT AOI 0860 1|
the incident, documentation of any IDT meeting associated with the incident

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

List of all individuals with medical/dental desensitization plans and date of implementation

A description of any current process by which individuals receiving pretreatment sedation were
evaluated for any needed mental hdth services beyond desensitization protocols

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 I, andAxis Ill; medication regimen (including psychotropics, nonpsychotropics, and
PRNSs, 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 paisix 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

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

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

A list of individuals diagnosd 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
Documentation of irservice training for facility nursing staff regarding administration of MOSES
and DISCUS examinations

Examples of MOSES and DISCUS examination for 10 different individuals, including the
DOUAEEAOOEOOB8O POI COAOGO 11 O0A &£ O OEA POUAEE
DISCUS examinations

A separate list of indivduals being prescribed each of the following: antepileptic 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

List of new facility admissions for the previous six months and whether a REISS screen was
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completed

0 Spreadsheet of all individuals (both new admissions and existing residents) who had a REISS
screen completed in the previais 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 rewieof Behavioral Support Plan; Restraint
Checklists for the previous six months; Annual Medical Summary; Quarterly Medical Review;
Hospital section for the previous six months; Xay, 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 mont
Pharmacy Quarterly Drug Regimen Review for the previous six months; Consult section;
0O EUOEAEAT &tie previods Sioronths| Idegrated Progress Notes for the previous six
months; Comprehensive Nursing Assessment; Dental Section including desensitization plan if
available

o Alist of families/LARs who refused to authorize psychiatric treatments and/or metation
recommendations

o Alist 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
AT 11T AAGAA AT 1T AAOT Edndancdd the IDTOIBA &k BSD 083D 6 A

o Alist and copy of all forms used by the psychiatrists

o All policies, protocols, procedures, and guidance that related to the role of psychiatrists

o Alist of all psychiatrists including board status; with indicaton who was designated as the

AAAEI EOUBO 1 AAA POUAEEAOGOOEOO

CVs of all psychiatrists who worked in psychiatry, including any special training such as forensicg

disabilities, etc.

Description of administrative support offered to the psychiatrists

Schedule & consulting neurologist

A list of individuals participating in psychiatry clinic who had a diagnosis of seizure disorder

Any quality assurance documentation regarding facility polypharmacy

Spreadsheet of all individuals designated as meeting criteria famtra -class polypharmacy,

including medications in process of active tapering; and justification for polypharmacy

Facility-wide data regarding polypharmacy, including intraclass polypharmacy

o For the last 10newly prescribed psychotropic medications: Psyhbiatric 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,
includingthenAx AT A T1 A AEACI T OAOh AT A OEA DOUAEEA
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 psychitry clinic who had a psychiatric assessment per
Appendix B, with the name of the psychiatrist who performed the assessment, date of assessmel
and the date of facility admission

O O0OOo0O0ooOo o

(o]
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Appendix B style evaluations for the following 10 individuals:
91 Individual #261, Individual #138, Individual #4, Individual #305, Individual #17,
Individual #142, Individual #204, Individual #290, Individual #106, and Individual #174
Documentation of psychiatry attendance at ISP, ISPA, BSP, or IDT meetings
A list of individuals requiring chemical restraint and/or protective supports in the last six months
Section J presentation book

Documents requested onsite:

0]
(0]

o

O O0OO0OO0OO0Oo

O O0OO0OO0OO0OO0OO0OO0OO0OOo

O O0OO0OO0OO0OO0OO0OO0OO0OOo

Facility specific psychiatry services policy.

List of individuals meeting criteria for polypharmacy who have been reviewetby polypharmacy
committee.

Documentation resulting from ISP dated 4/30/14 regarding Individual #337.

All data submitted, progress notes and doctors orders from psychiatry clinic 4/28/14 regarding
Individual #93, Individual #171, Individual #104, Individual #120, and Individual #249.

Data regarding the number of individuals in psychiatry clinic who meet criteria for polypharmacy.
Tracking data for psychiatry attendance at ISP meetings vs. the number of meetings held.
Tracking data for psychiatry IIRF subngsion for the last six months.

Five examples of psychiatry IIRF submissions.

Minutes from the MOSES/DISCUS work group meeting for the previous six months.

il AAOA OOAI EOOAAR AT AOT 0860 T OAAOO AT A pOI
regarding Individual #255.

Copy of neurology/epileptology clinical information book.

Psychiatry support plans for Individual #264 and Individual #299.

These documents:

Demographic Data Sheet

Consent Section (last six months)

Individual Support Plan, ISPAs, angignature sheets (last six months)

Social History (most current)

Positive Behavior Support Plan and addendums

Psychological Evaluation and update

Human Rights Committee review of consent for psychotropic medication, pretreatment sedation,
and BSP (most crrent) for the last six months

Restraint Checklists for the past six months

Suicide Risk Assessment for the last six months

Pretreatment Sedation Assessmentost current

I'TT OAl OEUOEAEAT 80 30i 1 AdOUh %OAI O
Quarterly Medical Review

Active Medical Problem List

Hospital section for the previous six months

Electrocardiogram, laboratory, and Xray results for the previous six months
Comprehensive Psychiatric Evaluation

Psychiatry clinic notes for the previous six months

>
O
m
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Interviews and Meetings Held

MOSES/DISCUS examinatisrfor the previous six months
Pharmacy Quarterly Drug Regimen Review for the previous six months
Consult section/Neurology Consults for the past year
Pharmacy Annual Evaluation
OEUOEAEAT 860 1T OAROO &£ O OEA DPOAOEIT 00 OE@ i1
Comprehensive Annual (most currat)
Quarterly Nursing Assessment (most current)
Integrated progress notes for the previous six months
Annual weight graph
Seizure graph/Record (Active) last six months
Vital Sign Records for the past six months
Health Management Plan (most current)
Current list of all medications (MAR)
Safety Plan/Crises Plan
For the following individuals:
1 Individual #183, Individual #214, Individual #154, Individual #315, Individual #248,
Individual #255, Individual #310, Individual #277, and Individual #264

0]
0]
(0]
(0]

(o]

Observations Conducted

David V. Espino, M.D., Medical Director

Sharon M. Tramonte, Pharm. D., Lead Pharmacist

Charlotte Fisher, M.A., LRS, BCBA, Director of Behavioral Health Services

Sergio H. Luna, M.D., facility psychiatrist; Samantha Denise Duran, Rdychiatric nurse; and
Teresa Ann Valdez, psychiatry assistant

Sergio H. Luna, M.D.

(o]

O O0OO0OO0OO0OO0OO0Oo

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

Emergency psychiatry dhic 4/30/14 regarding Individual #255.

ISP dated 4/30/14 regarding Individual #337

Morning Medical Meeting

Pharmacy and Therapeutics Committee

Dental Desensitization Committee

Polypharmacy Oversight Committee (POC) meeting

Medical Staff Meeting

Obsewation of individuals in various homes throughout visit

Facility Self-Assessment:

SASSLC continued to use the selfsessment format it developed for the last review. The facility rated
itself as being in substantial compliance with three provisior: J1, J2, and J12. The monitoring team agree
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with two of these J1 and J12.

The psychiatry department included a list of the results of the selissessment. Further, they were
numbered and each result had a corresponding item of the activities engagedto 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 selfating 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 positiorf tacility 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 selD A OET C8 4EA TTTEOI OET¢C OAAI 60 OAOI
interview, and document review. In discussions with the psychiatry departmentthe 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 eventud development of a seimonitoring tool that mirrors the content
i £/ OEA 1 1T1TEOT OET ¢ OAAI 60 OAOGEAx I O AAAE DPOT OE(
commented upon, suggestions, and recommendations made within the narrative indsar 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 psychiast.

The monitoring team did rot agree with the facility selfassessment regarding J2. This provision was rateq
in substantial compliance during the previous monitoring period. At that time, it was noted that the facility|
psychiatric staff needed to conhue 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 nex
monitoring period. While documentationquality was consistent, the facility hacbnly 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 disagreemern with the facility self-assessment.

30T AOU T &£ -TTEOI 080 ! OOAOOI AT 04,

SASSLC was found to be in substantial compliance with twoovisions in this section. Since the last
monitoring visit, there had been challenges due to a turnover in psychiatric dlic 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 populatiorf154 individuals) wasreceiving services
via psychiary 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 individua
and to one another. There waparticipation 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 havioral
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 documatation 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 similly 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 medal
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 speciffsersonalized
reinforcers that would be desirable for the individual.

The Appendix B evaluations were generally of adequate qualitglthough the small percentage completed
resulted in this provision item being rated innoncompliance. The completion o Comprehensive
Psychiatric Evaluation may actually be utilized in lieu of a quarterly evaluation if completed during the tim
frame of when the quarterly is due, as long as the necessary elements capture the up to date data.

The prior lead psychiatristat SASSLC determined that at least one more FTE was necessary, particularly
address the completion of the comprehensive assessments and to enhance the attendance of psychiatris
in the ISP meetings. Due to the lack of sufficient psychiatric resourcg@s 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 canprehensive 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., chemickrestraints) 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 administratip  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.
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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 vere 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 expeance providing assessment and treatment for
individuals with developmental disabilities and had previously provided services at anothe
SSLC. He was employed at SASSLC since 4/16/12.

Since the last visit, there remained a vacancy in the position of legpdychiatrist. 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 prader was board eligible in
general psychiatry. Both providers had approximately two years experience in the
treatment of individuals with developmental disabilities.

-1ITEOCI OET Cc 4AAI SO #1101 DI EAT AR 2A0ET C

Based on the qualifications of the current psychiatc 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 heeof 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
the time of this onsite review. The limited psychiatric resources (addressed in J5) was one
of the factors resulting in he 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 attendinthe clinic were well meaning and
interested in the treatment of the individual. The quarterly psychiatric evaluations were
xAl1 1 OCATEUAAN OEARAOA xAO Al Of Cii A AEOA
history and presenting symptoms.

The reviewsobserved 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 challenginghowever,due to the lack of identification of specificarget
symptoms for monitoring response to prescribed medications.

Clinical Justification

Noncompliance
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The facility selfassessment noted there were 7f 71 (100%) Quarterly Clinic Addendum
Treatment Plan Reviews done during 9/1/13 to 2/28/13 and that all were documerted by
the facility as being performed in a clinically justifiable manner with a rationale for the
prescription of psychotropic medications. These data were confusingecausel54
individuals participat ed in psychiatry clinic. As such, for there to be 10% 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 seHinjurious behaviors and/or aggression that were not
necessarily associated with the assigned DSN diagnosis.

Tracking Diagnoses and Updates

The facility maintained a spreadsheet that indicated changes in Axis | diagses. The sheet
noted the previous diagnosis, the new diagnosis, and a brief justification for the change in
diagnosis. There were concerns regarding these dataf the 12 diagnosis changes, three
justifications saidOEA DOAOET OO AEACOAIOEANS OAT AO 11 0

- 1T EOCIT OET ¢ 4AAI GO #1101 DI EATAA 2A0ET ¢

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 documentationquality was consistent, the facility had only managed to
complete an additional 14 @mprehensive 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 lon
as it captures upto date data. This should facilitate further completion of these critical
assessments. As discussed in J6, the completion of these assessments was likely hampe
by a lack of sufficient psychiatric resources and turnover in providers. Given that 54% o
individuals currently participating in psychiatry clinic do not have a current CPE, this
provision was rated in noncompliancein disagreement with the facility selfassessment.

J3

Commencing within six months
of the Effective Date hereo&nd
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 mediation must have an active
treatment program. In all records reviewed, individuals prescribed medication did have a

Noncompliance
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neuropsychiatric diagnosis, or
specific behavioral
pharmacological hypothesis; or
for the convenience of staff, and
effective immediately,
psychotropic medications shall
not be used as punishment.

treatment program on file. The quality of the content of the PBSP documentation is
addressed in section K of this report.

There was noindication 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 documentati
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 pésific
AEACT T OAOh ET xAOAOR AT AOIi AT OA OFETirdatméni Plad E A
2R0EAx6 AEA OAOGEAx OEA A1 AOI AT OAA AEACTI
a routine review of nonpharmacological interventions, either occurring or poposed.

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 targesymptoms
associated with the assigned DSW diagnosis, inclusive of behavioral data, and in the
process generate a hypothesis regarding behaviorgdharmacological interventions for each
individual, and that this information is documented in the individuab © OA AT OA FE
manner. During this monitoring review, issues related to data were noted. It was noted
that in many cases, the behaviors tracked videhavioral healthdid not relate to the
determined diagnosis, again, making response to prescribededication 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 thénstances a

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 administraton ofAAAEQOET T Al DOUAET O0O1 PEA |1 A
i AOCAT AU - AAEAAOEIT ! AT ETEOOOAOQEITT O j 0%
outlining this designation, and the use of these medications did not result in post restraint
monitoring or review. From Sptember 2013 through April 2014 there were 16

administrations of PEMA for eight individuals. Of these administrations, seven were
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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 3Gng.

During previous monitoring reviews, the simultaneous use of multiple psychotropic
medications as a chemical restraint was discussed. Currently, for the tlerehemical
restraints reported, only single agents were utilized. A review of PEMA datan the other
hand,revealed four instances where two medications were utilizedA more parsimonious
approach to chemical restraint would be preferable, especially ilght 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 documemation whether the medication is classified as 3
chemical restraint or as PEMA.

-1ITEOCI OET ¢ 4AAI SO #1101 DI EAT AR 2A0ET C

The facility selfrated this item in noncompliance due to inconsistent integration between
psychiatry and behavioral health regarding treatent 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. Givere discussion noted above, the monitoring team
was in agreement with the facility selfassessment and this provision remained in
noncompliance.

Ja

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 listsof 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 medicationor TIVA for dental procedures that included:
individual 6 O 1T Ai Ah AAOECT AGET 1T ETAEAAOQET ¢ AAIl
was administered, name, dosage, and route of the medication, the date of the IDT review
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 da the
OAAAOET1T xAO AAI ETI EOOAOAAR OEA ET AEOEAOA
medication, the name of the physician who ordered the medication, and the indication.
The dental listing from September 2013 through February 2014 indicatethere were 66

instances of pretreatment sedation for dental clinic. The summary also included when TIV/
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 gdation for medical procedures
indicated that between September 2013 and April 2014here were seven administrations.
Of these, three were for Individual #310. This individual was administered intramuscular
Ativan 2 mg, intramuscular Benadryl 50 mg, andral Benadryl 50 mg on 11/13/13.
Individual #310 was also prescribed psychotropic medicationsincluding Clomipramine,
Cymbalta, Deplin, Ativan, and Seroquel. Two administrations were for Individual #178.
This individual was administered Haldol 5 mg ad Ativan 2 mg orally. Individual #178 was
also prescribed Tegretol, Carbamazepine, and Klonopin. Given the number of medication
each of these individuad was prescribed, the addition of two agents for pretreatment
sedation was concerning due to the potatial 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 pretreatnent sedations however, as noted
above, there were two individuals who received two or more agents for the purposes of on
pretreatment sedation for a medical procedure. For dental clinic, there were four
individuals who received sedation twice during ths 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 dinic. 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 recommendais from primary care,
psychiatry, and pharmacy. Give the information on the fornit was not possible to
determine what the consensus recommendation was. Per staff report, the consensus
recommendation was obtained during a review of the consultation ding the morning
medical meeting. This was not observed during this monitoring visibecausethere 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%) receivingsychiatric

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 whaequired 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, hadegteloped a routine general assessment process modeled afts
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 &ck of policy and procedure governing pretreatment sedation
processes. The development of this document woultelp formalize the process and
delineating responsibilities for staff.

The monitoring team discussed with facility stafthat what was first neessary was a
process to triage those individuals who would be immediately amenable to desensitization
AT A OEAT A1l ETAEOEAOAI EUAA AOOCAOGCOI AT O T &
could start desensitization, on a continuum. For examplepme individuals may be able to
come to dental clinic and sit in the dental chair. Others mde ableto 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 followup 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 monit
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 24hour nursing services(however, see theexample
presented in sections L and Q)

-1 T EOCI OET ¢ 4AAI 8O #11 PI EATAA 2A0ET C

This item remains in noncompliance, in agreement with the facility selissessment, 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, andn regard to
documentation of the consensus recommendations. Further, the facility musedelop 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 theAgreement.

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, onevas 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 workjust 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 leac
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 caseload of 96
individuals whereasthe second, temporarypsychiatrist had a caseload of 58. Caseloads 0
this level did not allow for time to address completion of the Comprehensive Psychiatric
Evaluations or to allow for regular attendance at ISP méiegs.

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.§., quarterly
OAOEAxOh ! bPAT AE® " AOAI OAOET 1 O06gh OARNOEO
behavior support planning, emergency ISP attendance, discussions with nursing staff, call
responsibility, participation in polypharmacy meetings), in additon to improved
coordination of psychiatric treatment with neurology, primary care, other medical
consultants, pharmacy, andehavioral health. If additional psychiatric resources are not
available, the facility could consider midlevel providers (e.g., nge practitioners).

The facility selfassessment included information regarding some of the activities each
psychiatric physician participated in over the course of the previous six months. These da
did not include parameters, such as time requirementfor each activity and/or an analysis

Noncompliance
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of the data, but did result in a selfating of noncompliance due to lack of sufficient
psychiatric resources needed to provide required services.

-1 TEOI OET Cc 4AAT 8O0 #1101 Pl EATAA 2A0ETC
Due to the lack of necessary psycéiric resources, this provision remained in
noncompliance in agreement with the facility seHassessment.

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, ag
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. Givehat 154 individuals received treatment via psychiatry
clinic, 54% of individuals still required CPE.

There was a facilityOPAAE AZEA Di 1 EAU AT A PpOT AAAOOA Al
3SAOOEAAO o011 EAUS6 EIi bl Al AT OAA xlifipfdm assvellay O
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 observati and documentation
reviewed, this comprehensive clinical process had been maintained. Given the changes if
psychiatry clinic required by the policy (e.g., increased number of clinics, longer clinics,
need for increased information provided for clinic, hcreased 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 infemation. 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 reggOAET ¢ OEA ET AEOEAOAI 80 AEACIT I
clusters that led the writer to make the diagnosis, factors that influenced symptom
POAOGAT OAOET T h AT A EI PT OOAT O EEOOI OEAAI E
level of functioning.

Treatment recommendations inclusive of norpharmacological interventions were included

in the documentation, however, the examples generally did not include any other

Noncompliance
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TT1TDPEAOI AATT T GCEAAT ET OAOOAT OET T O 1T OOOEAX
MonitoringTeal 6 O #1 i Bl EAT AA 2A0ET C

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 selfassessment. Per interviews witlthe psychiatry clinic staff,
there were plans to schedule comprehensive psychiatric evaluations each month. The
DOUAEEAOOEOOOE AOOEAO x1 O A OANOEOA OEA
month in order to meet substantial compliance with his 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 Facilit
shall use the Reiss Scen 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 notbe 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 dido
not have a current psychiatric assessment.

1 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.

1 One individualwas admittedin 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.

1 Another individual was admitted to the facility inFebruary 2014. Per the facility
self-assessment, this individual had a CPE within 30 days of admission. This
ET AEOEAOAT 80 OAAT OA, bwtAelCPP Wk GbErklAded. Al O
addition, this individual was not included in the list of compleed 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 ofite 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 mitlividuals residing at the facility. There
xAOA xo9o ET AEOEAOAI O xEI EAA OAOOI 60 OAII

Given the data provided, it was difficult to determine which individuals were enrolled in the
psychiatry clinic, which werereferred and entered the clinic following a routine Reiss
Screen, which were screened due to a changestatusand then entered the clinic, and
which had received a required baseline screening. Regardless, given that all individuals
were represented, ancthere were scores for all individuals(though dates of screenings
were not always included, it appeared that baseline screenings had been completed. In
AAAREOGEI T h AAOA OAOGEAxAA OAOAAI AA OEAO EI

Noncompliance
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performed due to change in status. Given the manner of presentation of the data, it was n
bl OOEAI A O1 AAOGAOI ET A OEA 1 OOATT A 1T &£ OEA
comprehensive psychiatric evaluation).

Referral for Psychiatric Evaluation Following Reis Screen

The referral and response process for psychiatric consultation following Reiss Screening
xAO ET Al OAAA ET DIl EAU AT A pOi ARAOOA AT O
The procedure included a requirement for Reiss Screening of aléw 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 3 calendar days of admission. The
document did not address the use of thecreen for change of status, or referral to
psychiatry due to a positivescreenor a change in status.

-1ITEOCI OET ¢ 4AAI SO #1101 DI EAT AR 2A0ET C

The facility selfrated this provision in noncompliance and the monitoring team is in
agreement. Data presented during this monitoring reviewvere improved in that it
appeared that baseline screens had been completed. There were issues in that individual
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 theoutcome 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 | Policy and Procedure Noncompliance

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.

0AO0O OBHAEEAOOU 3AOOEAAO 001 AAAOOA - Al OAl 6
develop and implement a system to integrate pharmacologic treatments with behavioral
AT A 1T OEAO ET OAOOAT OEI 1 O OEOI OCE Al 1 AET AA
quarterly reviews will be conducted with participation of the IDT and the individual (if the
ET AEOEAOAT EO AAIT A O DPAOOEAEDAOAQ8S 4 E
including nursing, behavioral health, QDP, DSP, dietary, habilitation therapy, and w&shop
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 speciically address a system to integrate
pharmacological treatments with behavioral and other interventions However, psychiatry
clinics were far more comprehensive than they had beeoy including staff from various
disciplines to ensure appropriate discussin 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 twoseparate psychiatric clinics (one scheduled and one
emergency). Per interviews with psychiatry andehavioral healthstaff, as well as
observation during psychiatry clinics, IDT members were attentive to the individual and to
one another. There was paitipation 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
consistencyl/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 analgsi
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, bot
psychiatry andbehavioral healthstaff predominantly discussed maladaptive behavior, such
as aggression and selihjurious behavior, but did not focus on theobservablepsychiatric
symptoms that resulted in the assigned psychiatric diagnosis.

Medication decisions made during clinic observatins 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 observaibn, the psychiatrist met with the individual and his or
EAO OOAAOQI AT O OAAI 1 AIi AAOO AOOEI ¢ Al ETEA
and discussed the plan, if any, for changes to the medication regimen. As stated repeatec
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 t¢
i AEET ¢ AAEOOOI AT OO O1 OEA ET AEOEAOAI 80 b
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 emerge
nature of the consultation.

A review of the behavioral health and psychiatric documentation for 13 individual records
revealedAAOA £i Oi Ol ACEI 1O OEAO OEAA OEA EI Al
O CAOEAOR AT AOIi AT O AidAdéehdurd£AA OQ IOATO® Al AT #

was clear documentation of the IDT process in psychiatry clinic as well as the use of
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ET £ Oi AGETT EOiIi 1T OEAO AEOAEDI ETAO ET OE
made this process challengingwasat,ET | AT U AAOAOR OEA O10A
4 0AA0I AT O 01 AT 2A0EAx6 xAO OEA i1TiU AAOA
paucity of comprehensive psychiatric evaluations completed per Appendix B. Therefore,
there were inconsistencies with egard to theimplementation of a system to integrate
pharmacological treatments with behavioral and other interventions through combined
assessment and case formulation.
#AOA & O 01 AGET1T OET Ol A POI OEAA ET Al QudiAgd

the specific symptom clusters that led the writer to make the diagnosis, factors that
influenced symptom presentation, and important historical information pertinent to the
ET AEOEAOAIT 8O0 A 0O OO Athete wiashkrinAnial disciesioEOUNAOE T T E 1
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 gecular population would be
useful to psychiatry andbehavioral healthin determining the presence of symptoms and in
monitoring symptom response to targeted interventions.

Integration of Treatment Efforts Between Behavioral Health and Psychiatry
The higgest challenges with regard to integration remained as outlined:
1 The presentation of behavioral data was not helpful in determination of the efficac
of the psychopharmacological regimen.
1 The deficiency in the completion of the collaborative case formutimns for each
individual enrolled in psychiatry clinic per Appendix B.
1 The need for the identification and implementation of norpharmacological
ET OAOOAT OET 1 O OPAAEAZEA O OEA ET AEOE
1 The current vacancy in the position of lead psychiatrist.

Goordination 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 changeonth&€ T AEOEAOATI 6 0 OUI POT 1 O 1O AAEA
professional standard of care is to change medication dosages slowly, one medication at &
time, while simultaneously reviewing the data regarding identified target symptoms. In thig
manner, thepsychiatrist 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

OAOGAAT AA A PAOGAEOU 1T &£ 111 PEAOI AATT 1T CEAAI
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For example, Individual #95 had multiple medication regimen changes over the coursé o
three days 4/8/14 through 4/10/14:

1 4/8/14 Haldol 5 mg IM was administered as a single doseNote: this medication
administration was not classified as a chemical restraintut 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.

=a —a —a 9

2RA0EAx 1T &£ OEEO ET AEOEAOQOAI 6 O the Ap&difiOredicatod A A
documented by the psychiatrist. The multiple medication regimens over this brief period o
OEIi A AEA 110 Alli1x £ O A OAOGEAx 1T &£ AAOA
regimen changes. In addition, it was documented #t Individual #95 had been engaging in
aggressive, seHnjurious 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 egarding this topic, see J3.

-1I1TEOCI OET ¢ 4AAI SO #1101 DI EATAA 2A0ET C

The monitoring team agreed with the facility seHassessment that this provision remained
in noncompliance. The monitoring team identified a paucity of combined assessment and
case formulaion, a lack of identification of noapharmacologic 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
with full implementation within
two years, before a proposed
PBSP for individuals receiving
psychiatric care and services is
implemented, the IDT, including
the psychiatrist, shall determine
the least intrusive and most
positive interventions to treat
the behavioral or psychiatric
condition, and whether the
individual will best be served
primarily through behavioral,
pharmacology, or other

Psychiatry Patrticipation in PBSP and other ID#ctivities
The prescribing psychiatric practitioners did not routinely attend meetings regarding

behavioral support planning for individuals assigned to their caseload, therefore, psychiatr
staff were not consistently involved in the development of the lans. The facility seHrated
noncompliance due to the continued need for PBSPs to be reviewed in collaboration with
the IDT by the psychiatrist.

The data provided by the selassessment indicated that of 10 PBSP documents reviewed [
the psychiatrist during this monitoring period, all 10AT AOI AT OAA A OAEO
to reduce the use of emergency medications and generate a hypothesis regarding
behavioral-pharmacological interventions as evidenced by the prescribing psychiatrists
written documAT OAQET 1T 1T £ OEA O AddEsbmetAlsondte that 8of 674
jtupq 0"30 OAOEAxO AOOETI ¢ POUAEEAOOU Al E
corresponding clinic note to indicated collaborative efforts in determining the least

intrusiv e interventions to treat the behavioral or psychiatric condition, and whether the

Noncompliance
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interventions, in combination or
alone. If it is concluded that the
individual is best served through
use of psychotropicmedication,
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
ET OAOOAT OETI T O6h ET AT T AET AOET 1 becabsethereiwbrd 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 indicatio
that the psychiatrist was involved in the development of the PBSP, asesjified 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
ET AEOEAOAT 80 Al 1T AEOEIT 1 afidiia dedeito deokeBisk DErkliankd
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 theresence of the IDT in psychiatry clinic, the PBSPs were bein
reviewed during a regularly scheduled psychiatric clinic, with additional reviews as
clinically indicated.

Documentation of psychiatric attendance at IDT, ISP, and PBSP meetings was reviewe

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 meetgttended,
or if these ISP meetings were held in psychiatry clinic or as a separate meeting. There we
no PBSP meetings included in the listing. If the PBSP meetings occurred in the scope of {
psychiatric clinic, the psychiatry department should coktct and provide dataabout 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 betteratumented 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, whicldid 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 NofiPharmacological Treatment, Interventions, or Supports
Non-pharmacological interventions included reerences 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 identifiedpsychiatric 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 nonpharmacological interventions n a nonspecific 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.

-1 TEOI OET Cc 4AAT 8O0 #1101 Pl EATAA 2A0ETC

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 th
provision J9. The monitoring team agreed with facility selassessment that tlis section
continued to be in noncompliance. Therefore, this provision was rated as being in
noncompliance with the following comments:

1 The psychiatrists were not able to routinely attend annual ISP meetings because ¢
time constraint, but reportedly focused their attention on individuals deemed high
risk with frequent behavioral challenges.

1 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 thepsychiatrist,
primary care physician, and
nurse, shall determine whether
the harmful effects of the
individual's mental iliness
outweigh the possible harmful
effects of psychotropic
medication and whether
reasonable alternative treatment
strategies are lkely to be less
effective or potentially more
dangerous than the medications.

Policy and Procedure

I OAOGEAx 1T &£ $!3$3 PI1TEAU AT A POI AAAOOA Oo0
state center responsibilities included that the psychiatrist in collabaation with the IDT

i AT AROO 1 600 OAAOGAOIET A xEAOEAO OEA EAOI
outweigh the possible harmful effects of the psychotropic medication and whether
reasonable alternative treatment strategies are likely to be less fefctive or potentially more
AAT CAOI 6O OEAT OEA [ AAEAAOETT 080

2AOEAx 1T £ 03133, # 3A
OEA ET EOEAOQEIT 1T &£ A I AAEAAOCET T h OEA O. Ax
be completal. It allowed for documentation regarding the risk versus benefit of treatment
with a particular medication.

Quality of RiskBenefit Analysis

The selfassessment noted that 23 new psychotropic medications were initiated for 18
individuals. The facilityreported that 20 of 23 psychotropic medications were initiated on
an emergencybasis 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 dichot indicate whether the emergency medications were initiated during
a regularly scheduled clinic, during a crisis, or due to result of the necessity of an emerger
psychiatric consultation. The monitoring team understands that there were probably times
when the emergency intervention with psychotropic medication was warranteghowever,

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 th&@3 of 23 of the

Noncompliance
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0. Ax O0OOUAEI 6001 PEA - AAEAAOEI1T *OOOEEEAAOQE
OEA OPOUAEEAOOEA DPOI OGEAAORh DOEI AOU AAOA
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 histonfhe
managementof consent will be addressed in J14.

4EA O. Ax O0OUAE|T & QIOMEAEARDEA A ORIl 10 i3t docuimént E
the risk/benefit analysis with respect to new medication prescriptions. The form also
included signature lines for the prescribing psychiatristbehavioral health specialist IDT
members present in theclinic, 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. Fo
instance, the form did nd review medications that the individual was already prescribed
with regard to the risk/benefit analysis and possible drugdrug interactions.
1 Anexample was Individual #95 Shewas prescribed Latuda, an atypical
antipsychotic medication, to treat intermittent explosive disorder inclusive of
OUI BDOT i OGablusie andekdlosive behavior that has responded poorly to
Al OE AAEAOET OAl 1 AT ACAi AT O AT A POUAEI
0OUAET 601 PEA - AAEAAOGEI 1T * OOOE £E Asiotybfi 1
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.

O AEOAOOOAA ET *pth OEAOA xAOA AgAI PI AO
I £ 0OUAEI AACGEOA - AAEAAOQGEIT 1T A& O " AE Avéravioal
heathOOA £&h ET A1 OAAA ET £ Oi AGETT OACAOAET C
potential side effects, and potential benefits. Potential drugrug interactions and side
effects on this list were not adequate (in all examples) and, thus, would hsuffice 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 fromthe M EOEAOATI 8§ O OOAAOI
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of the psychiatrist, PCR and nurse. It will also require that appropriate data regarding the
ET AEOEAOAI 80 POUAEEAOOEA OAOGCAO OUIDPOTI O
presented in a manner that is ustil 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 o
this provision. Given the manner in which the quarterly psychiatry clinics were conducted
(e.g.thorough interviews and team discussion), the elements necessafgr this
documentation appeared readily available

Given the improvement in staff attendance at psychitry 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 proces that considers the potential side effects of
each psychotropic medication along with drugdrug interactions, weighs those side effects
against the potential benefits, includes a rationale as to why those benefits could be
expected and a reasonable estimia 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 pslyiatric
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 infmation together
via a projector/screen and typing the informationduring the clinic process.
Recommendations include accomplishing this goal together with the IDT currently
participating in psychiatry clinic, access to equipment, and typing informationaceived 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 dlow 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 pertinentinformation for the Human Rights Committee (i.e., likely
outcomes and possible risks of psychotropic medication and reasonable alternative
treatments).

-1 T EOCI OET ¢ 4AAI 8O #11 PI EATAA 2A0ET C

There was a need for assessment of whether the harmful effectstbé 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 indiiuals 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 particiation in the
development of risk/benefit/side effect documentation, challenges remained. The
behavioral healthdepartment continued to be responsible for the medical consent process
for psychotropic medication instead of this being assigned to the presdiing
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 aremergency
basis Depending on the indication of the psychopharmacologic regimen, beginning an
agent for the sole purpose of maladaptive behavior on an emergency basis, not associate
with a psychiatric diagnosis, may better be classified as a chemical restraint deykng 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.

Ji1

Commencing within six months
of the Effective Date hereof and
with full implementation within
one year, eah 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 selfassessmenbutlined that, as of 4/17/14, 151 of 154 (98%) individuals who
received psychiatric services met criteria for being prescribed polypharmacyThese data
indicated an increase in the percentage of individuals prescribed psychiatric polypharmacy
as compared to the previous monitoring period where 76% of individualseceiving
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 thatf 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 th
pharmaceutical regimens of selected individuals. There was not a critical review of the
regimens per sebut 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. Fo example, for
Individual #160 , meeting minutes documented recommendationsE 1T A1 OAET ¢ O/
2EOPAOCEATTA AT A /1 AT UAPET A HMEsieridokelrffecive Aridl
has been discontinued...consider challenging Bupropion in the futugex E1 1 OAAT 1
£OOOOAS8BO

Review of Polypharmacy Data
Documentation presented during the Pharmacy and Therapeutics meeting 4/28/14 was
reviewed. Per these data:

1 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 3
individuals reported in the previous monitoring period.

1 The total number of individuals residing at the facility prescribed three or more
psychotropic medications was 67. This was aimcrease from 66 individuals in the
previous monitoring period.

1 67% of the individuals prescribed psychotropic medications at SASSLC met criteri
for polypharmacy. This percentage is the same as that noted during the previous
monitoring review.

1 The data reported above are significantly different than the datgresented in the
facility self-assessment where it was noted that 98% of individuals receiving
psychiatric services were prescribed psychotropic polypharmacy.

1 Data revealed that for those individués prescribed intraclass polypharmacy, the
majority of individuals (61%) were prescribed antipsychotic intraclass
polypharmacy.

1 Data regarding the number of individuals prescribed medications within a specific
class (outside of those meeting the designatioof intra-class polypharmacy) were
not provided in the committee meeting. The total number of individuals residing a
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 fo
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review of individuals prescribed two or more AEDseither 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 th
document to be consistent across disciplines (i.e., diagnosis per psychiatrist to be cohesiv
with QDRRs, neurology consultation, etc.)

In some cases, individua 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 fadity level review meeting. This forum should be the place for a vigorou
discussion regarding reviews of the justification for polypharmacy derived by the IDT in
psychiatry clinic.

-1TTEOT OET ¢ 4AAI GO #1101 DI EATAA 2A0ET ¢

The selfrating 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 rot 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 toolsuch
as MOSES and DISCUS, for
monitoring, detecting, reporting,
and responding to side effects of
psychotropic medication, based
iT OEA ET AEOEAOD
and/or changing needs, but at
least quarterly.

Completion Rates of the Standard Assessmenodls (i.e.., MOSES and DISCUS)

In response to the document request for a spreadsheet of individuals who ti&een
evaluated with MOSES and DISCUS scores, the facility provided information regarding
scores and dates of completion of evaluations dated Septemt®2013 through February
¢mpT8 4EA AAOA xAOA DPOAOGAT OAA &£ O AAAE
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 instuments over time and changes in scoreg
requiring further clinical evaluation.

The selfassessment indicated that 13Df 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 documente
OEAO TET A ET AEOEAOAT O OOAAARAEOAA -/ 3%37T$)
O0i OEA NOAOG AAOEO AT A pt ET AEOHAOA I

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 t
potential side effects.

Training

Per the response to the requedior information regarding inservice training for facility

1 OOOET ¢ OOAEZLE OACAOAET ¢ AAI ET EOOOAOQEITT 1
AGEAAT AA &£ O Z£EI A6 £ O AT OE OEEO OAOEAXx
information requested onsite revealed that in April 2014, four nurses attended training
regarding MOSES and DISCUS. Information previously received noted that the MOSES ¢
DISCUS were included in the annual nursing competency assessment, therefore, it would

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 reviewec
(10 examples of each assessment tool), most were completed appriately 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 monitoring review, it was noted that the previous MOSES/DISCUS scores wer
ET Al OAAA 117 OEA OOOUAEEAOOU #1EITEAG6 A&l O
rating periods. Observation of psychiatry clinics performed during this monitoring period
revealedthat 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 resultere 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 th
were instructed not to provide paper documentation. This presented serious challenge
becausethere was no infrastructure for access to electronic documents from psychiatry
clinic. This was an issue that had been identified by the Performance Improveniéream
regarding MOSES/DISCUS 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 antipsghotics and Reglan (Metoclopramide) may cause abnormal
involuntary motor movements, the same medications may also mask the movements (e.g.
lowering DISCUS scores). Twentfjve 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 Axi
diagnoses, such as bipolar disorder. Therefore, all diagnoses inclusive of TD must be
routinely reviewed and documented.

Implementation of Avatar

The facility had implementad the Avatar system. This was an electronic database where
information, including MOSES and DISCUS resuylttsuld 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 wa
a good step, there were issues with this process. Specifically, although the document can
maintained electronically, the facilitydid not have the technological capabilities for the
assessments to be retrieved during clinical encounters, necessitating the maintenance of
paper documentation.

-1ITEOCI OET ¢ 4AAI SO #1101 DI EAT AR 2A0ET C
Given the documentation of clinical correlation present on the MOSES/DISCUS forms, the
ability to compare reaults from previous rating scales due to the documentation included in

""""" TT OAh OEA ETAI OO
Addendum4 OAAOI AT O o1 AT 2A0EAxhoe AT A OEA OAQ
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

vIpTpoh C
OAOOBEAAON

ET Al OAET ¢ POUAEEAOOUS8SOG
03133, # O0OUAEEAOOL 3AOOEAAO oIl
psychiatric practice consistent with statewide policy and procedure. The facility had
Ei b1 AT AT OAA OEA O. Ax O0OUAEI 001 PEA - AAEAA
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 for13 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
OOAAOQOI AT 0860 A LA
when, and how this monitoring
will occur, and shall provide
ongoing mornitoring of the
psychiatric treatment identified

in the treatment plan, as often as
necessary, based on the

ET AEOEAOAI 80 AOD
and/or changing needs, but no
less often than quarterly.

i AAEAAOGET T ET Al OAAA4PRAOCEAT O10RADAOROEAK
of documentation noted inclusion of the rationale for the psychiatrist choosing the
medication (i.e., the arrent diagnosis or the behavioratpharmacological 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 wa
the lack of cansistency 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 psyiiatry participation in the ISP
process. Given the manner of the data, it was not possible to determine what percentage
the total number of meetings the psychiatrist attended.

In an effort to utilize staff resources most effectively, the facility esentially 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 tréiment team disciplines were represented
during the regularly scheduled clinical encounter. The team did not rush clinic, spending g
appropriate amount of time (often 20-30 minutes) with the individual and discussing the
ET AEOEAOAI 60 OdinkAr® vabidudiscipline@s)&d., GehaVibral health,
nursing, psychiatry) documented information into the clinic note format in preparation for
OEA A1 ET EAAT AT AT O1 OAOS 4EA ET AEOEAOAI &
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 @re 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 individudd O x AECEOO AT A OEOAI
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 titration, or when prescribed in combination with other medications
OOAA O OOAAO EUDPAOOAT OEI T h ATATI O xEOE

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 base
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 regularly 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, followap can wait until the next regularly scheduled
quarterly clinictil A1 11T x &£ O AAAOI 61 AGET 1T 1 &£ AAOA
response to the medication alteration.

Medication Management and Changes

Medication dosage adjustments should be done thoughtfully, one medication at a time, so
that based onthe indDEAOAT 8 O OAODPT 1T OA OEA A Al ET EAA
target data (both pre and post the medication adjustment), the physician can determine thg
benefit, or lack thereof, of a medication adjustment. A medication taper should be
consideredto also reflect one dosage change a time, IDT to collect data, and then conside
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 fher data
before the next reduction. This process may be helpful for those prescribed lotgrm
psychotropic medication to prevent withdrawal symptomatology and to assess for the
possible emergence of abnormal motor movements and/or Akathisia.

Monitoring4 AAT 80 #1 i b1 EAT AR 2A0ET ¢

Per a review of the facility sekA OOA OOI AT 6h OEEO POl OEOEIT 1
evidenced by psychiatry attendance and/or electronic submissions of supporting

AT AOiI AT OAOETT O1T )$4 1 AT AROBDOBREEAAOHT 00
monitoring team rated this provision in noncompliance. The facility psychiatry staff made
advancement with regard to development of areatment 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
AT A AAEAOET OA1 AEAOAAOAOEOOEAO OEAO xI Ol
Gven these deficiencies, the fality remained in noncompliance for this item.

J14

Commencing within six months
of the Effective Date hereof and

Policy and Procedure

0AO $!'$3 Pii EAU AT A POI AAABOA OOOUAEEADBO

Noncompliance
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with full implementation in one
year, each Facility shall obtain
informed consent or proper legal
authorization (except in thecase
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.

DOUAET OOT PEA |1 AAEAAOGET T O8B8OEA OOAOA AAT OA
psychotropic medications to individuals, their families, and/or their legaly authorized

benefits, potential adverse or side effects, dosage, and standard alternative treatments;
legal rights; and any questions the individual, the family, and/or LAE A OA 8 6 ) 1
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.

0AO OEA EAAEI EOU DIl EAU AT A DPOI BROOEA ADI
implemented 7/1/13, the procedure for prescribing psychotropic medication included:
O) 1 EOEAGEIT T &# A 1Ax DPOUAEI 601 PEA | AAEAA
-AAEAAOGEIT *OOOEAZEAAOQEIT &1 ODOI QEAROABRAELR
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 attempt]
"""" I £ AT ETEA ET OQO0OAEDEGALAAIEDAOS AEDHA
TAAA O AA AT AOi AT OAA ET OEA ET OACOAOAA
new psychotropic medication on a nonemergency basis was similar. The policy did not
include procedures for annual medicatiorconsent.

Current Practices

Per the facility selfassessment, during this monitoring period10 of 23 (43%) individuals
prescribed a new psychotropic medication had an LAR andd 23 (38%) did not have a
LAR, therefore, consent was obtained from the SASSHdirector and the HRC/BTC. The
facility provided aseltOAOET ¢ 1T £ 111 AT 1 Pl EATAA AOA OI
Medication Consent Formd

It was reported that psychiatry did not participate in the annual consent process for
utilization of psychotropic medication. This process remained inappropriately delegated tc
behavioral health staff.

A review of information provided regarding consent information for the last 10 newly
DOAOAOEAAA DPOUAET OO1I PEA | AAEAA @geit foQuseh O A

"""" -AAEAAOGEIT & O "AEAOGEI O 30D
medications, however, it was noted thatin some cases, multiple medications were included
in a single consent form. In addition, side effects were listedut 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 paicular medication.

&1 O

AOCAOEAAA i AAEAAOEIT Oh Al A
*OOOEAEAAQETT &1 00859 ) T Al

oo

i A
- AAEAAOQCET I i A
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the medication, indication for the medication, a review ofhe risk/benefit, a listing of target
symptoms, expected timelines for therapeutic effects of medication to occur, and signature
of all involved parties. This document did not include a listing of potential side effects of th
medication, nor did include the names of other medications the individual was prescribed
or potential drug-drug interactions.

-ITTEOCT OET C 4AAI GO #1711 DI EATAA 2A0ET ¢

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 arh
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 selassessment, 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

OAO $!$3 PBITEAUhRh OOUAEEAOOU 3AOOEAAO AAOD
treat both seizuresand a mental health disorder, the neurologist and psychiatrist must

AT 1T OAET AOGA OEA OOA T &£ I AREAAOCET T O OEOI O¢C
dated 7/1/13 included procedures for requesting a neurology consultationand 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
i AT ACAI AT O COEAAI ET AOs8 0AO OEEO AT AOi Al
drugs and anticonvulsants, the treating psytaiatrist will be present in the neurology clinic
O AO O1 ET OACOAOA AAOA AT A OAAOGAA DPIiUD

AOANOAT AU &£ O T AOOIT T T CEAAT AT 1001 OAGET 1T 8
be evaluated at leastonceperAdAO 1T O 11T OA AOANOAT O1 U EAE (
YT AEOEADOATI O xEOE xAii Ai1 060111 AA OAEUOOA
AO 1T OEAO ET OAOT A1 O OAAT I 1T AT AAA Au OEA TA

Individuals with Seizure Disorder Enrolled in Psghiatry 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 sethssessment indicated
eight individuals receiving psychiatric services were dignosed with seizure disorder and
were prescribed medications to treat both seizures and mental health symptoms. The self

Noncompliance
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assessment noted thatas of 2/28/14 , three of these eight individuals had been seen for
neurological consultation. It was not posdile 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 @& 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. Perhe
facility self-assessment, there were a total of nine neurology clinics during this monitoring
period.

! OAOGEAx 1T &£ OEA A1 AOi AT O O3AEUOOA $EOI OA
3AOOEAAOGS ET Al OAAA AEOEAO OHodh orA AriefAlestrigion®E
the rationale for the lack of a recent clinic encounter e. O OAEUOOA AOAA O
ET AEOEAOAI 08 4EAOA xAOA OAOAT ET AEOGEAOGA
were seven individuals wherethencA OET 1 OAT AOI AT OAQET 1T 1 &
AT AOi AT OAQGETT 1T &£ 1TAGOT 1T cu AT1 001 OAGET1TO
Twenty-three of the individuals (non-inclusive of the 14 individuals with notations
discussed abovghad not been seen in neurology clinic in the prewus year. One individual
was last seen in 2005, one individual was last seen in 2006, three individuals were last se
in 2009, four individuals were last seen in 2010, four individuals were last seen in 2011,
and 10 individuals were last seen in 2012. i@&en 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 0
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 Gven 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 disordemnd
psychiatric disorder (this does not include other individuals requiring neurology services).
Regardless, thdacility should make efforts to maximize the utilization of their current
neurology consultative resources and continue the pursuit of optionfr 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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-1 TEOQI OET ¢ 4AAT & #1T1 DI EATAA 2A0
Because SASSLC psychiatry had developed a clinic protocol where psychiatry clinics wers
integrated, requiring the participation of various IDT members, and allowing for a meeting
of the IDT during psychiatry clinic, clinical coordination between neurabgy, 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 noncgitiance, 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 folow-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 Takento Assess Complance:

Documents Reviewed

(o]

Functional Assessments for:

91 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)

Positive Behavior Support Plans (PBSPs) for:

1 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)

Annual Psychological updates for:

1 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)

Six months of progress notes for:

T Individual #119, Individual #167, Individual #120, Individual #285, Individual #349,

Individual #305, Individual #55, Individual #291, Individual #128, Individual #283
Psychological treatment plans and progress notes for:
1 Individual #304, Individual #83, Individual #209, Individual #350, Individual #39,
Individual #140, Individual #285, Individual #16, Individual #142
Treatment integrity sheets for:
1 Individual #268
PBSP readability scores (FleseKincaid) for:

1 Individual #119, Individual #167, Individual #120, Individual #285, Individual #349,

Individual #305, Individual #55, Individual #291, Individual #128, Individual #283
Behavioral data system inservice power point, undated
List of all individuals who have PBSPs and dat@®f most recent revisiors, undated
List of all individuals who have a functional assessment and date of the most recent revision,
undated
List of the most recent revision of all individuals annual psychological evaluation, undated
List of the most recent revision of all individuals full psybological evaluation, undated
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Status of enrollment in BCBA coursework for each staff member that writes PBSPs, undated
For the past six months, minutes from meetings of the behavioral health department

Internal and external peer review minutes from Septembr 2013 to February 2014

SASSLC selissessment, 4/17/14

SASSLC action plans, 4/17/14

Section K presentation book, undated

Description of the revised data collection system and sample data sheets, undated

A summary of all treatment integrity scores, 9/1/13- 2/28/14

O O0OO0OO0OO0OO0OO0Oo

Interviews and Meetings Held
0 Charlotte Fisher, BCBA, Director of Behavioral Health Services
o Charlotte Fisher, BCBA, Director of Behavioral Health Servicédelanie Rogers, BCBA, Behavior
Analyst; Steven, BCBA, Behavior Analyst
0 Melanie Rogers, BBA, Behavior Analyst
0 Megan Lynch, Behavioral Health Specialist
o Emily Foster, Behavioral Health Specialist

Observations Conducted
0 Behavior Therapy Committee (BTC) Meeting
1 Individuals presented: Individual #13, Individual #170, Individual #61
0 Internal Peea review
1 Individual presented: Individual #173
0 Psychiatric Clinic meeting:
1 Psychiatrist: Dr. Luna
9 Individuals presented: Individual #93, Individual #171, Individual #104
0 Observation of treatment integrity data of PBSPs for:
1 Individual #268

Facility Self-Assessment:

The monitoring team believes that the sethssessment should include activities that arelentical to those
OEA 111 EOT OET ¢ OAAI AOOAOOAO A éassesbniest Adudell Aani relevénE
AAOEOEOEACELED AEAAQAAOEIOE OOAAOET T Oh EIT x-dséedsént di
TTO0 ET Al OAA AAOEOEOEAO OEAO xAOA EAAT OEAAI O1 -G
assessment included a review of the flexibility of the dataystem and review of progress notes. These are
Ol PEAO OEAO AOA ET Al OAAA EIT OE A-askebsimén® hoodvér,@id R A |
include several additional items (i.e., graphing of target and replacement behaviors, evidence that data
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 sug@sts 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 monitorin
team commented upon both positively and negatively, and any suggasis and recommendations made in
OEA OADPI 008 4EEO OEIT OI A 1 AAA OEA AADPAOOI AT O OI
to conduct the sef A OOA O OI AT 080 4EAT h OEA AAOmS&deR te Al C/
assessment raults, and the action plan components are more likely to line up with each other. Finally, it i
OOCCAOOAA OEAO OEA AAPAOOI AT O OAOGEAx OEA AOEOACQ
the selfassessment use the same criterion for theself-rating.

#-as€essOént indlicated that K2, K3, K7, and K11 were in substantial compliandée

3
) I OETC OAAI 80 OAOEAx x A@ssdsdmerOOAT O xEOE OEA

31
EA

Because many of the items of this provision require considerabtshange to occur throughout the facility,
and because it will likely take some time for SASSLC to make these changes, the monitoring team sugge
that the facility establish, and focus their activities, on selected shoiterm goals. The specific provision
items the monitoring team suggests that facility focus on in the next six months are summarized below, a
discussed in detail in this section of the report.

Summary of Monitor 8 Assessment:

SASSLC did not achieve substantial compliance for any addlital 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.

Theseimprovements 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 datebased 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)

1 Initiation of the tracking of all individuals with full psychological assessments (K5)

1 Initiation of the tracking of time from the receipt necessary consents to the implementation of
PBSPs (K9)

1 Improvements in the assessment of treatment integrity of PBSP implementation (K10)

=A =4 =4 -4 -8

The areas that the moniteing team suggests that SASSLC work on for the next onsite review are:
1 Continue to increase the flexibility of the data system (K4)
1 Ensure that replacement behaviors are consistently included in the new data collection system
(K4)
1 Consistently graph replaement behavior (K4/K10)
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1 Reinitiate the collection of data timeliness and I0A data (K4/K10)

91 Ensure that all individuals have a full psychological assessment (K5)

1 Ensure that all functional assessments have the correct use of terminology, and that they canta
recent assessments or reasons why they are not necessary (K5)

1 Ensure that counseling services treatment plans/progress notes are consistently complete (K8)

1 Ensure that each PBSP contains a functional replacement behavior, or an explanation why a

functional replacement behavior is impossible or impractical (K9)

1 Demonstrate that established levels and frequencies of treatment integrity are achieved (K10)

# Provision Assessment of Status Compliance

K1 | Commencing within six months of | This provision item was ratedasbeing in noncompliance because, at the time of the Noncompliance
the Effective Date lereof and with | onsite review, not all of the staff at SASSLC who wrote Positive Behavior Support Plans
full implementation in three years, | (PBSPs) were certified as board certified behavior analysts (BCBAS).
each Facility shall provide
individuals requiring a PBSP with | Nine of the 10 staff that wrote PBSPs (90%gither had their BCBA, or were enrolled, or
individualized services and completed coursework toward attaining a BCBA. This was similar to the last review
comprehensive programs xEAT yuybp T £ OEA EAAEI EOU8O AAEAOEI OAl E
developed by professionals who in or completed BCBA coursework. The &ility maintained three BCBAs that wrote
EAOA A - AOOAOG O | PBSPs (30%).The facility should ensure that albehavioral health specialiststhat write
are demonstrably competent in PBSPs have BCBAs.
applied behavior analysis to
promote the growth, development, | The director of behavioral health services was certified as a behavior analyst. She and
and independence of all the other BCBASN the department provided supervision to thebehavioral health
individuals, to minimize regression | specialistsenrolled in BCBA coursework. SASSIa@id DADS are to be commended for
and loss of skills, and to ensure their efforts to recruit and train staff to meet the requirements of this provision item
reasonable safety, security, and | The facility develgped a spreadsheet to track eacA AEAOET OAl EABCBAOE
freedom from undue use of training and credentials.
restraint.

K2 | Commencing within six months of | The parties agreed the monitoring team would not monitor this provision because the | Substantial
the Effective Date hereof and with | facility was in substantial compliance for morehan three consecutive reviews. The Compliance
full implementation in one year, substantial compliance finding from the last review stands.
each Facility shall maintain a
qualified director of psychology
who is responsible for maintaining
a consistent level of psychological
care throughout the Facility.

K3 | Commencing within six months of | SASSLC continued to be in substantial compliance with this provision item. Substantial
the Effective Date hereof and with Compliance
full implementation in one year, SASSLC continued its weekly internal, and monthly external, peer review meetings. Th
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Provision

Assessment of Status

Compliance

each Facility shall establista 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
)T AEOEAOAT nNpxodO® OAOCAO AAEAOEI 008 4 E
"""" T &0 All 1T£&£ OEA AADPAOOI Al
result in the beginning of a rationale for which individuals at SASSLC would benefit fron
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 intenal 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 meeting. Finally, there was evidence of
the implementation of recommendations made in peer review.

Operating procedures for both internal and externapeer 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 follew
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

ET AEOEAOAI 60 0" 3
pursuant to these procedures shall
be reviewed at least monthly by
professionals described in Section
K.1 to assess prgress. The Facility
shall ensure that outcomes of
PBSPs are frequently monitored

The monitoring team noted progiess 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 itdlexibility. At the last review, the facility utilized a 3@minute
partial interval data collection system in all residential and day programming sites. En
new system, however, hadhe flexibility of five different intervals (i.e., hourly, every two
hours, per shift, daily, and weekly) available, based on the needs of each individual. Th
majority of direct support professionals (DSPs) interviewed indicated that they liked the
new data system. The monitoring team was encouraged by these improvementdlie
data system. At this point it is recommended that SASSLC continue to increase the
flexibility of its data systemby adding additional measuredor target and replacement
behaviors. Examples include frequency within intervals (when it is most importat to
evaluate how often the behavior occurs), and duration (when the total time the behavior|
occurred is the most valuable information, such aspisodes of disruptive behavior).

Noncompliance
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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 systemDSPs wereaequired to record a zero in egh recording
interval if the target behavior did not occur. Requiring the recording of a target behavio
or a mark indicating that no target behavior occurred, increased the likelihoothat the
absenceof target behaviors in any given interval did not ocur 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 DS
were recording data in a timely manner (as soon ad 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 sleets across several treatment sites, and noting
if data were recorded up to the previous interval. The target behaviors sampled for 11 ¢
23 data sheets reviewed (48%) were completed within the previous interval. This
represented a dramatic improvement fom 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 @@ 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 recordig 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 individu
notebooks, andthose 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 ranitoring team encountered some data sheets
(e.g., Home 766) with only target behaviors, but no replacement behaviors. The facility
urged to ensure that replacement behavior data are collected for all individuals with a
PBSP.

While data collection relability assesses whether data are recorded in a timely fashion,

interobserver agreement (I0A) assesses if multiple people agree that a target or
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replacement behavior occurred. As discussed above concerning data collection
timeliness measures, SASSLC rettly postponed the collection of IOA data. Itis
recommended that that the facility reinitiate the collection of IOA to assess and improve
the reliability of its PBSP dataFurther, 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 edablished minimal frequencies and levels of data collection timeliness and I0A
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 nieation
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 theuse &fl I OEOAA E
medicationsand/ or interventions.

In reviewing PBSP data in 13 individuals with at least six months of data for severe targ
behaviors (i.e., physical aggression, séilfijurious behavior, elopement), nine (69%)
indicated a lack of progress in at leastree severe targetoehavior (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 fron
the last review when 50% of PBSPeviewed 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 targe
behaviors (100%), the pragress notes documented specific staff actions to address the
absence of target behavior change. For example, following a substantial increase in
ACCOAOOEITh )1 AEOEAOAI MNuudO DPOI COAGO I
associated with new staffAT A OEAO OET OA OOAEE x1 O1 A A
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 absenc
of target behavior change

There have been several improvements in this provision item, however, there continues
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to be much work needed to ultimately achieve substantial compliance with this provisior|
item. Over the next six montls, it is recommended that SASLJocus on ensurng that
replacement behaviors are collected and graphed for all individuals with PBSPs.
Additionally, the facility needs to reinitiate thedata collection timeliness and I0A
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 noncompliancdue to the absence of full
psychological assessments for each individuaand 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 assments
were reviewed in this report because none were completed since the last review.

All individuals at SASSLC should have a full psychological assessment. Additionally, th
full psychological assessments should includan assessment or review of itellectual 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 maoitoring team indicated that 165 of the 165individuals
with PBSPs (100%) had a functional assessme This is the same as the last review
when 100% of the individuals with a PBSP had a functiomassessment. Additionally,
163 of the 165 functional assessmentg99%) 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 6Gunctional assessments
were completed in the last six months. Thirteen of these (Z&) 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 observatior
of the individual and documentation d antecedent events tlat 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 thefunctional assessments reviewed (10%) utilized direct assessment

Noncompliance
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procedures that were rated as complete. Thirepresentedan 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 assessents 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 examplalividual
NMpgmd O A£O0T AOET T Al AOO hehdviord {i.€ bebdvidrs theAtheA D
individual engagel in that often predicted the target behavior) when listing potential
antecedents to the target behaviors Precursor béaviors (e.g., screaminggearing items,
etc.) can be useful to include in a functional assessntehowever,they should not be
called antecedents because they maypnfuse the reader.

When comprehensive functional assessments are conducted, there are going to be son
variablessE AAT OEZEAA OEAO AOA AAOAOI ET AA O1 1
target behaviors. An effective functional assessment needs to integrate these ideas an
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 1f8inctional assessments reviewed (100%)
included a clearsummary statement. This is comparable to the last review when 100

of the functiond assessments reviewed had a clear summary statement.

&ET AT T UR )T AEOGEAOAT nNcwo AT A )1 AEOEAOAI
indirect assessments that were several years old, without any statement as to if the
results appeared to continue tdbe accurate. Annual functional assessment revisions
should review the accuracy of direct and indirect assessment procedures and either red
direct and/or indirect assessment procedures, or state that the results of the past
assessment procedures are bedived 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 dirg¢
or indirect assessments without explanation) need to baddressed in future functional
assessments.

In order to achieve substantial compliance with this provision itemSASSLC needs to
ensure that at least 90% of all individuals have a full psychological assessment.
Additionally, at least 85% of the full pychological assessments need to lpadged as
complete. SASLGlsoneeds to ensurehat at least 90% of all functional assessments
are current (i.e., revised at least every 12 months) and that at least 85% of all fuional

assessments are complete. Faly, the facility needs to ensure that antecedent
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conditions and consequences of target behaviors are accurately represented.
K6 | Commencing within six monthsof |31 33, #6 O A£O01 1 DOOUAEI 1T CEAAIT A OaGhkérad, his O G Noncompliance
the Effective Date hereof and with | provision item was rated asbeing in noncompliance
full implementation in one year,
each Facilty shall ensure that A spreadsheet of all individuals with psychological assessments indicated that five of 19
psychological assessments are individuals with a full psychological assessment (3%) were current (i.e., conducted in th
based on current, accurate, and last five years). This represented an improvement from the laseview when none of the
complete clinical and behavioral individuals had current full psychological assessment (0%). All psychological
data. assessments (including assessments of intellectual ability) should be conducted at leas
every five years.
K7 | Within eighteen months ofthe SASSLC continued to be in substantial compliance with this provision item. Substantial
Effective Date hereof or one month Compliance

AOT I OEA ET AEOEA
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 pursuantOT OEA &)
standard psychological assessmen|
procedures.

In addition to full psychological assessments, SASSLC completed annual psychological
updates. A spreadsheet providéthe 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 whe
98% of the annual updates were curreh 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%)ere complete and
contained a standardized assessment of intellectual and adaptive ability, a review of
personal history, a review of behavioral/psychiatric statusand a review of medical
status.

Additionally, psychological assessments should be condtigcl 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 oflaission.

In order to maintain compliance with this item of the Settlement Agreement, at least 909
of the individuals at the facility will need to have an annual psychological update, and af
least 85% of those assessments will need to be judged as coetgl(i.e., contain a
standardized assessment of intellectual and adaptive ability, a review of personal histor
a review of behavioral/psychiatric status,and a review of medical status). Additionally,
at least 85% of individuals admitted to the facilityin the last six months will need to have
a psychological assessment completed within 30 days of admission.
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K8

By six weeks of the assessment
required in Section K.7, above,
those individuals needing
psychological services otherhan
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 servicesother 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 individuas SASSLC.
This is the same number of individuals provided psychological services other than PBS
reported in the last review. A therapist outside of the facility provided counseling
services to all of these individuals. Treatment plans and progress t@s were reviewed
for all nine individuals (100%) to assess compliance with this provision item. The
treatment plans reviewed included the following:

1 A plan of service

1 Goals and measurable objectives

1 Qualified staff (i.e., psychologists with a degree iroanseling) providing the

services

In order to achieve substantial compliance with this provision, the facility will need to
demonstrate that at least 85% ofpsychological services othethan PBSPs contain the
following:
1 A treatment plan that includes anitial analysis of problem or intervention
target
I Services that are goal directed with measurable objectives and treatment
expectations
1 Services that reflect evidencebased practices
I Services that include documentation and review of progress
1 AserviceplanOEAO E1 Al OAA® thét isaield thatdwdl EigodrO E
review and revision of intervention
1 A service plan that includes procedures to generalize skills learned or
intervention techniques to living, work, leisure, and other settings

Additionally, 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
ET AEOEAOAI 60 AO(¢
Facility shall develop an individial
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 noncomplianceecause PBSPs were not
documented to beconsistently implemented within 14 days of receiving consentand the
PBSPd4lid not consistently include functional replacement behawrs.

A list of individuals with PBSPs indicated that 165 individuals at SASSLC had PBSPs.
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 weeturrent. As

Noncompliance
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the health or safety of the reported in the last review, allPBSP$ad the necessary consent and approvals. Since tf
individual or others, or that serve | last review, SASLC began tracking the time from receiving consent to the

as a barrier to learning and implementation of the PBSP. At the time of the onsite revigthe tracking was
independence, and that have been| incomplete and did not include every PBSP. SASSLC should ensure that PBSPs are
resistant to less formal implemented within 14 days of receiving necessary approvals and consents.
interventions. By fourteen days

from obtaining necessary Seventyone PBSPs were completed since the last review, and 15 (21%) of these were
approvals and consents, the reviewed to evaluate compliance with this provision item.

Facility shall implement the PBSP.

Notwithstanding the foregoing As found in the last review, all PBSPs reviewed (100%) included operational descriptior
timeframes, the Facility of target and replacement behaviors. Additionally, all 15 of the PBSPs reviewed (100%
Superintendent may grant a described antecedent and conse@nt interventions to weaken target behaviors that
written extension based on appeared to be consistent with the stated function of the behavior and, therefore, were
extraordinary circumstances. likely to be useful for weakening undesired behavior. This is identical to the last review

when 100% of the PBSPs regwed were judged to be consistent with the stated function

Replacement behaviors are often an effective component of a PBSP because they prov
a desirable alternative behavior for individuals to access the reinforcers hypothesized tg
maintain the target behaviors. Rplacement behaviorswere included in 14 of the 15
(93%) PBSPgeviewedj ) T AEOEAOAT MNomudO 0"30 xAO (g
last review when 92% of all PBSPs contained replacement behaviors. All PBSPs shoul
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 poddie) for 10 of
the 14 (Individual #55, Individual #285, Individual #290, and Individual #220 were the
exceptions) PBSPs reviewed that contained replacement behaviors (7d). This
represented a decreas from the last report, when 824 of all replacement behaiors that
could be functional were functional. An example of a replacement behavior that was not
functional was:

T )TAEOGEAOAT nNuvuvdO 0"30 EUDI OEAOGEUAA
by staff attention, access to tangible items, and escape orédance 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. Thereforeginding
this procedure in his PBSP would appear to be important. Having an item in hig
hand is not, however, a functional replacement behavior. In order to be
A£O01 AGETTAI R )T AEOGEAOAT nNuvudO OADPI AA
he desires staffattention, 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:

T )TAEOEADATI nNppwdO 0"30 EUDPI OEAOEUAA
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 aagjsition of a new behavior, it should be
written as a skill acquisition plan (see S1). If, however, the replacement behavior is
AOOOAT Ol U ET OEA ET AEOEAOAI 60 AAEAOGEIT OA
need to be written in the skill acquisiion 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 exaptes of
comprehensive plans that contained all of the following items. This was the same as th
last review when 67% of the PBSPs reviewed were judged to be acceptable.

9 rationale/purpose of the plan

1 operational definitions of target behaviors

91 operational definitions of functional replacement behavior

1 behavioral objectives for one or more target behaviors

1 behavioral objectives for one or more replacement behaviors

9 use (or stated why not) SAPs to address the acquisition of
replacement/alternative behaviors

1 baseline data for one or more target behavior

1 antecedentbased orpreventative strategies

i strategies to promote replacement or alternative behavior

1 consequencebased strategiegwhat to do when behavior occurred

1 the use of positive reinforcement

9 descriptions of data collection procedures

1 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 haveanctional replacement behaviors, or explain why
functional replacement behaviors are not practical or possible.
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K10 | Commencing within six months of | There were improvements in this provision item however,more work (discussed below) | Noncompliance
the Effective Date hereof and with | is required before it could be rated as substantial compliance.
full implementation within 18
months, documentation regading | As discussed in K4, SASSLC recently postponed the collectdhOA data. Itis
OEA 0" 3060 EI bl A recommended that that the facility reinitiate the collection of IOA Further, it is
gathered and maintained in such a| recommended that the facility establish minimum frequencies (i.e., how often it is
way that progress can be collected) and levels (i.e., what are acceptable scores) for thelleation of IOA data.
measured to determine the Finally, in order to achieve substantial compliance with this provision item, the facility
efficacy of treatment. will also need to document that the establishedninimal frequencies and levels of IOA are
Documentation shall be achieved.
maintained to permit clinical
review of medical conditions, All of the DSPs asked about PBSPs indiedtthat they understood them (see K11). The
psychiatric treatment, ard use and | most direct method, however, to ensure that PBSPs are implemented as written is to
impact of psychotropic regularly collect treatment integrity data. SASSLC continued to conduct treatment
medications. integrity. Prior to the last review, the fadity 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
collecionEAA 117 0 AAAT AT 1T OEOOAT O xEOE OEA £/
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 usé 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) anddirect observation
component where the behavioral health services specialist/assistant observed the DSP
implementing the plan.

Target behaviorswere consistently graphed. All of the graphs reviewed contained
horizontal and vertical axes and labels;ondition 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 PBS®(see K4).

K11 | Commencing within six months of | All of the PBSPs reviewed appeared simple, clear, and allowed for staff understanding.| Substantial
the Effective Date hereof and with | Additionally, all DSPs interviewed, indicated that they understood the PBSPs. Therefor{ Compliance
full implementation within one this provision item continued to be rated as being in substantial compliance
year, each Facility shall ensure thaf
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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 TherapyCommitteeto ensure that they were simple, clear,
and written in a style that would promote staff understanding. The monitoring tem
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 consisten
brief and concise, contained a minimal number of target behaviors (the mdoring
OAAT 60 OAI bl fargek ixBalidkspdr RBSP Beviewed), and technical languag
appeared to be kept at a minimal.

As an objective measuref the readability of PBSPs, S¥SLC monitored the reading level
(using the FleschKincaid Readability score)of a sample of 10 PBSPs. The asge
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,
easy to urderstand.

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
competencybased 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 reviey,
SASSLC did not have damentation that every staff assigned to an individual was
trained on his or her PBSP.

As reported in the previous review, thebehavioral healthdepartment maintained logs
AT AOI AT OET ¢ OOAEE 1T Ai AAOOG xET EAA AA bial
health specialists and behavior analysts conducted the trainings prior to PBSP
implementation and whenever plans changed. No trainings of staff on a PBSP occurrec
during the onsite visit, therefore, the monitoring team could not observe the trainingf
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 aspect
of OEA 0" 30h AT A xOEOOAT NOAOOEIT O DPAOOEI]

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. nlorder to meet the requirements of this
provision item, the facility will need to present documentation that evenstaff 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 pychology assistant for every two BCBAs.

At the time of the onsite review, SASSLC had a census of 235 individuals and employe
three behavior analysts and seven behavioral health specialists responsible for writing
PBSPs. Additionally, the facility empyed five psychology assistants, and one psycholog
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]

O O0OO0OO0OO0OO0OO0OOo

OO0 0000000000000 0OO0OO0OO0OO0OOo

Health Care Guidelines, May 2009

DADS Policy #009.2: Medical Care, 5/15/13

DADS Policy Preventive Health Care Guidelines, 8/30/11
DADS Policy #006.2At Risk Individuals, 12/29/10

DADS Policy #09001: Cinical Death Review, 3/09

DADS Policy #09002: Administrative Death Review, 3/09f
DADS Policy #044.2: Emergency Response, 9/7/11
DADS Clinical Guidelines

SASSLC Policy and Procedures:

Facility Medical Services Policy, Procedure 20BA, 3/24/14
Clinical Dedh Review, SOP, 3023 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

Pneumonia Review Committee meeting minutes

Medical Continuous Quality Impraeement Committee Meeting Minutes
Clinical Daily Provider Meeting Minutes

Listing of Medical Staff

Medical Caseload Data

Medical Staff Curriculum Vitae

Primary Provider CME Data

APRN Collaborative Agreement

Medical Department Employee CPR Data

Mortality Review Documents

Avatar Pneumonia Tracking Data

External Clinic Tracking Log

Internal Clinic Tracking Log

Listing, Neurology Clinics

Internal and External Medical Reviews

Listing, Individuals with seizure disorder

E R

Listing, Individuals with history of status epilepticus since last compliance review

Listing, Individuals with diagnosis of refractory seizure disorder
Listing, Individuals with VNS

Listing, Individuals with pneumonia

Listing, Individuals with a diagnosis of osteopenia and osteoporosis
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Listing, Individuals over age 50 with dates of last colonoscopy

Listing, Females over age 40 with dates of last mammogram

Listing, Females over age 21 with dates of last cervical cancer screening

Listing, Individuals with DNR Orders

Listing, Individuals with diagnosisof malignancy, cardiovascular disease, diabetes mellitus,
hypertension, sepsis, and GERD

Listing, Individuals hospitalized and sent to emergency department

AED Polypharmacy Data

Components of the active integrated record annual physician summary, activeoroblem list,
preventive care flow sheet, immunization record, hospital summaries, activeray reports, active
lab reports, MOSES/DISCUS forms, quarterly drug regimen reviews, consultation reports,
physician orders, integrated progress notes, annual nuinsg summaries, MARSs, annual nutritional
assessments, dental records, and annual ISPs, for the following individuals:

9 Individual #57, Individual #43 Individual #136, Individual #288, Individual #119,
Individual #242 Individual #313, Individual #170, Individ ual #132, Individual #74,
Individual #13

Annual Medical Assessments the following individuals:

1 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

Neurology Notes for the following individuals:

1 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]

O O0OO0OO0O0OO0OO0OO0OOo

David Espino, MD, Medical Director

David Bessman, MD, Primary Care Physician

Jetta Brown, MD, Primary Care Physician

John J. Nava, MD, Primary Care Physician

Helen Starkweather, Rl, APN,MSN,FNBC, Nurse Practitioner
Sharon Tramonte, Pharm D, Clinical Pharmacist

Mandy Pena, RN, QA Nurse

Chip Dunlap, RN, MSN, MH&hief Nurse Executive

Larry Algueseva, QA Director

Robert Zertuche, RN, Program Compliance Nurse

Observations Conducted

(o]

O O OO

Daily Clinical Services Meetings

Medical Staff Meeting

Observations of homes

Medical Continuous Quality Improvement Meeting
Medication Variance Meeting
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Facility Self-Assessment:

As part of the selfassessment process, the facility submitted three doaoents: (1) the selfassessment, (2)
an action plan, and (3) the provision action information.

The selfassessment provided little indication of the status of services provided. For section L1, six
activities were reported, but the results of the activites 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. Similgrl
QMSs were reviewed to determine if they were current, but no result of this activity was provided. Anothe
activity was to review the morning meeting minutes to determine if discussions were integrated. There
was no outcome documented for this activit. That is, activities were listed, but no results were provided.
The results of the seHassessment included statements, which were not connected to the activities
conducted. One statement was that for the 89 females who received gynecology exams, hithben 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 Lsef OOA O OI AT 08 4
self-assessment should includenetrics similar to those used by the monitoring team.

The facility rated itself in noncompliance with all four provisions. The monitoring team concurred with the
AAAE] Erabgd O OAl A&

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

The medical department had factioned 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. Havingséable 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 gpropriate treatment for acute/current illness. Troubling findings
surfaced in both areas during the conduct of this review. Unacceptable gaps were noted in the provision
routine health care. Some services, such as immunizations, were provided witigh 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 conditis. 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 acuk 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, b
should have been.
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Record and document reviews indicated that a&ss to some specialty care was either not adequate or wag
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 followup. There were outstanding cardiology appointments for evaluation of
AAT T O1 Al %+' AEET AET ¢O Aloldgy évaldatioR AT AET ¢ OOOCAT 08

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. iring 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 hospalized with bowel
associated issues, such as bowel obstruction, ileus, and constipation. This was clearly documented in th
hospital data, but no further analysis of the data had occurred.

As noted in previous reviews, the facility submitted no justifiation 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 cleabecause 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 arib percent of the deaths involved the
diagnosis of pneumonia. During the customary mortality management discussion, it was reported that thg
facility had taken a critical look at all deaths and there were no unusual findings. It was also reported tha
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 analysisid were beginning to utilize this
problem solving methodology.

Additional policies and guidelines were developed to guide the provision of medical care. Manuals were

AROAT T DAA OEAO ET Al OAAA OEA MEAAEI| E&dhsiGanddtilzdd hid A |
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 th
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
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 appa's 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
x AOA Ol lladyOfer this redBel,ak individual experienced an adverse outcome associated with
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gravity in failing to maintain the treatment records for individuals.
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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 stardards 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 rerews of
records, documents, facility reported data, staff interviews, and observations. Records
were selected from the various listings included in the above documents reviewed list.
-1 OAT 6AOh OEA EAAEI EOUSO AAT O Odiionalketordd O E
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 directptwo full time staff primary care
physicians, and one full time advanced practice registered nurse. There was one full tin
locum tenens primary care physician who the medical director reported was assisting
with completion of assessments and would beshving at the end of May 2014.

4EA T AAEAA] AEOAAOI O AAOOE

The primary care physicians carried an average caseload of 80. The medical complian
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 t
primary medical staff. CPR certification was current for all members of the medical staf

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 specialistsattended 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, discharge
clinic consultations, and adverse drugeactions. 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 selissessment, for the months foSeptember 2013
through February 2014, were submitted, and are summarized in the table below.

Primary Care Provider ISP Attendance 20132014
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 sixmonth 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 previoug
compliance review. The primary cee 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 ithe 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,rad 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 onsiteclinics. 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 &
full service hospital and could addess 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 wele drawn and processed at the facility and sent to Austin
State Hospital. Stat labs were completed through Baptist Health Systems. A mobilayx
service provided services 24 hours/day seven days a week.

While many basic health needs of individuals wer 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 if
a timely manner as several individuals had lapsedicic 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 thatindividuals 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 documentationof 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 indivduals
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 a
record documentation. The findings are discussed below. Examples gmvided 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 completon as well as quality of the
content.

For the Annual Medical Assessments included in the record sample:
1 10 of 10 (100%) records included an AMA
1 10 of 10 (100%) AMASs were current
1 9 of 10 (90%) AMASs included comments on family history
1 9 of 10 (90%) AMASs intuded information about smoking and/or substance
abuse history
1 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 prevbus year assessment. For the sample of Annual Medical
Assessments submitted by the facility:
1 13 of 15 (86%) AMAs were completed in a timely manner.
1 13 of 15 (86%) AMAs included comments on family history
1 14 of 15 (93%) AMAs included information about smolng and/or substance
abuse history
1 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 sobitted 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 stassued
template. The four assessments done in the new format were all cptated 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 pneumamwere 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 theann
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 reéd. Many of them cited
OAT 1T OET OA AOOOAT O OOAAOQOI AT 66 AO OEA biI A
by locum tenens physicians.

Quarterly Medical Summatries

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:
1 3 of 10 (30%) records included a current QMS
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The QMSs completed were done using a stasued template. Most records did not
have a current QMS and severalad 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 sumaries 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:
9 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 SOAPrfoat when the entry involved a

clinical encounter. The notes were usually signed and dated. The documentation of on
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. Statéssued policy required that documentation related to acute
medical problems continue util the problem was stable or resolved. Poshospital
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 spedfic.

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 drector 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 tall individuals at the facility.
Compliance with vision exams and screenings improved since the last onsite review. T
medical director reported that formal audiology testing was being performed on all
individuals because documentation of functional hedng 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 restablished because it was lost
with changes in staff. During both of those reviews, the data were either not subrteit
IO xAOA T1 OAAT U ET AAAOOAOAS $AOAAAOGAO
months after the staffing changes, the medical director continued to report that data
entry for the preventive care databases was not complete. The medical compiiz
nurse, however, indicated that datavere 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 policyf the
facility. Recommendations to address cancer screenings and other deficiencies related
preventive care were made in the monitoring report.

During this compliance review, the monitoring team requested a sample of mammogran
and colonoscopy repots. 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 thosestudies 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.) T T &1 AOT 6O ET OOAT AAOh AEACIT
when the appointments and evaluations were not completed.
T $O0A Oi OEA ET AAAOGOAAU 1T &# OEA OADPI 00
will not be presented in this report. The findingsregarding preventive care are
based on the 10 record audits only.

Monitoring Report for San Antonio State Supported Living Center

172




# Provision

Assessment of Status

Compliance

Preventive Care Flow Sheets
For the records contained in the record sample:
1 10 of 10 (100%) records included PCFSs
1 5 of 10 (50%) forms were updated with the most recent AMA

The PreventiveCare Flowsheets were found in all of the records reviewed. It covered th
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 thee wasno 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
1 9 of 10 (90%) individuals received the influenza, hepatitis B, and pneumococca
vaccinations
1 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 th
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,
DOl OEAA DPOET O O AAIET EOOOAOQEIT 1 £ AAAE
DOl AGAAA AU OEA #s$#80 (AAT OE AAOA POIT O
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a requirement in addition to noting the vaccine manufacturer and name of the person
administering the vaccine.

Screenings
1 7 of 10 (70%) individuals received apprgriate vision screening

1 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
the US preventive Task Force. Per SASSLC medical policy, the decision to screen wa:
made for each individual by the IDT due to continued controvegsregarding the
standard for this screening. SASSLC should seek further guidance from state office in
this area.
Breast Cancer Screening
1 3 of 4 females met criteria for breast cancer screening
1 1 of2(50%) females had current breast cancer screenings
Cevical Cancer Screening
1 4 of 4 females met criteria for cervical cancer screening
1 2 of 4 (50%) females completed cervical cancer screening within three years
Colorectal Cancer Screening
1 5 of 10 individuals met criteria for colorectal cancer screening
1 1 0of5 (20%) individuals completed colonoscopies for colorectal cancer
screening within the past 10 years
Disease Management
The facility implemented numerous clinical guidelines based on statissued clinical
protocols. The monitoring team reviewed recordsnd 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 case§.hose data are
summarized in the tablebelow.
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 formeetings 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 werehtey 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 chestray that showed a new left lower
lobe infiltrate, but the group decided this was notonsistent 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 feedbackto 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 tahe 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 individualsn their caseloads.

Diabetes Mellitus
The records of 10 individuals were reviewed for adherence to the standards of care in ir
five areas set forth by the American Diabetes Association. Data are presented below:
1 7 of 8 (87%) individuals had adequate glycenic control (HbAlc <7)
1 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.

f
f

Three individuals had HbA1c< 5.5 ard received no medication. It was not clear if these
ET AEOEADOAI O EAA AEAAAGAAADERBBEOOOTI ROEK A
9.5. None of the individuals received ACE inhibitors or ARBs. Those individuals with a
diagnosis of diabetes shold 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 medica
management auditsdid 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?CFS 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 dialetes 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 colashy 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 bowel problems. It was
OAPT OOAA OEAO OAOAOAT 1T &£ OEAOA x AdekhadicdlA
causes. Even though there were several individuals hospitalized, there had been no
further review of bowel management at the facility. A DH related to anticholinergic
burden and bowel obstruction was conducted. However, further analysis of the hospita
data would appear to be indicated. The facility should also review the current bowel
management protocols and implementation of those protools to ensure that optimal
bowel management is occurring.

Case Examples
Individual #170
I This individual had several episodes of syncope. On 4/7/14, an order was
xOEOOAT &I O AT OOOCAT 66 AAOAEIIT T CU
not beenobtained.

Individual #43

9 This individual received lithium. There were no labs obtained from June 2013
to March 2014.

1 The individual had TIVA on 3/17/14. Nursing documented at 12:10 pm that
the pulse was 4050. It was also documented that the anesthedimygist 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 w3
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 denfst. 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 adverseaction 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

f

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, therefor
not seen in neurology clinc. 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 Gl problens on 2/13/14 and returned to
the facility on 2/17/14. The PCP wrote a foudine 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

IPN entry. There was no additional documentation or followup. The next PCP
entry made on 3/21/14 was documentation of the renal consult.

Individual #57

il

This individual had nausea and vomiting for 2 days, beginning on 2/1/14.
There was no documenrdtion 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 duringurgery. 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 longterm AED use was a significant risk.

Individual #242

il

This individual had a history of diabetes mellitus and chronic kidney disease.
There was no medication prescribed for the diabetes. In April 213, the HbAlc
was 6.3. In October 2013, the HbAlc incased to 7.6. There was no
intervention for this increase. The individual was not placed on an ADA diet. In
April 2014, the HbAlc was noted to be 10.1 at which time the individual was
started on an ADA diet.
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1

Individual #47

f

Individual #313

1

The individual was also noted to have a newight 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 bause
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 requestethat an EEG be completed to evaluate
seizure disorder and a CT scan for followap 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 thagurology
follow-up was needed for evaluation of hydrocephalus. Per the active record,
the last neurology appointment was in June 2012.

This individual sustained a scalp laceration on 4/20/14. Nursing documented
that the PCP was contactéand 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 us
of local anesthesia. Wound closure with staples shialioccur 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. TH&N 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 thistaples 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.

This individual had multiple episodes of pneumonia in 2013. The Pneumani
2A0EAx #1111 EOOAA 11 0AO ET AEAAOAA OE
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 discus®n 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-ray,
CT scans, and clinical findings being consistent with aspiration pneumonia. Th
individual was hospitalized on 4/14/14 due to changes in the xays and an
unclear etiology of the findings. During hospitalization, a bronchoscopy was
done which showed lage amounts of secretions bilaterally in the bronchi. The
individual returned to the facility on 4/22/14. The PCP wrote a posthospital
note on 4/23/14 regarding the hospital course. There was no further
documentation by the PCP. The documentation bizé PNMT nurse noted that
OEA ET AEOEAOAT EAA AAAT 11 ET OPEAA
had decided not to continue hospice. The family had previously refused to
allow placement of an enteral tube. These were all very important issudsjt

the PCP did not address these issues in the pdsbspital note. It was unclear
what, if any discussion, had occurred between the PCP and the family regardin
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:

il

=a =4 =4

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 wasnot reviewed by the PCP. The QT
interval was prolonged at 686mS. The PCP was notified and a repeat EKG wa
recommended. On 1/23/14, the repeat EKG was not completed. The individua
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.

Monitoring Report for San Antonio State Supported Living Center

179




# | Provision Assessment of Status Compliance
1 Individual #130, 12/17/13: All labs overdue for this individual who received
psychotropics.
1 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.
1 Individual #13, 12/11/13: EKG for monitoring overdue
1 Individual #257, 12/10/13: EKG for monitoring overdue
1 Individual #244, 11/26/13: The clonazepam dose was not increased as
recommended in the 11/21/13 neurology clinic.
1 Individual #86, 10/10/13: The order to increase risperidone was not written.
1 Individual #117, 10/7/13: EKG for monitoring overdue
1 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 shmitted by the facility:
1 23 of 133 (17%) individuals received 0 AEDs
1 55 of 133 (41%) individuals received 1 AED
1 19 of 133 (14%) individuals received 2 AEDs
1 16 of 133 (18%) individuals received 3 AEDs
9 10 of 133 (6%) individuals received 4 AEDs
1 4 of 133 (3% individuals received 5 AEDs
The facility submitted data forall 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 newlogical 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 41completedappointments included oncampus, offcampus, and diagnostic
appointments. Diagnostic appointments accounted for 20% of the reported
appointments. The epileptologist and general neurologist each conducted a hdHy
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clinic once a month. On average, there were five neurology appointments completed
each month relaed to seizure management.

Per the data reviewed, there was only one neurology clinic held during some months.
4EA MEAAEI EOU OOAI EOOAA OEA AT 1 OOAAOQOI 060
individuals seen in the onsite neurology clinics. Thesinvoices 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 individuaénd 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)

= =8 -8 -8 8 9

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:
1 3 of 10 (30%) individuals were seen at least twice over the past 12 months
1 6 of 10 (60%) individuals had documentation of the seizure description
1 6 0f10 (60%) individuals had documentation of current medications for
seizures and dosages
1 5 o0f 10 (50%) individuals had documentation of recent blood levels of
antiepileptic medications
1 3 of 10 (30%) individuals had documentation of the presence or absenaé side
effects.
1 7 of 10 (70%) individuals had documentation of recommendations for
medications
1 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 resws were also noted during this
review:

1 Individuals did not always receive prompt follow-up.

1 Records documented that individuals were experiencing difficulties, such as
increasing seizures andhe neurologist made recommendations for medication
changes orrequested 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.

1 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 fadity:

1 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 thi follow-up occurred as of March 2014.

1 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 withfalls and injuries. An EEG was done on 105/13, 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.

1 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. Foliow
up in three months was recommended. There was no documentation of a
follow-up appointment.

1 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 enampus and off
campus appointments. It also included diagnostic appointments, such as mammogram
and colonoscopis. 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 requestand timeframe for the appointments were not known. The monitoring team
xAO AT 1T AAOT AA AAT OO OEA AAAEI EOUB8O AAEI]
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appointments because there was clear evidence in the various documents and records
that schedulingappointments 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 follewp with
cardiology did not appear prompt.

%+ O ATTA AU OEA MEAAEAEOAUOCEKT DAAARBRRI OCB
facility should have the means to have a cardiologist review any gationable 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 procedu
in place to ensure that followup 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 thelaily 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 egall physician did not
evaluate the individual or send the individual to an aate care facility for further

AOGAT OGAGETT AT A OOAAOI AT 08 511 AOOEOAI
decision to transfer the individual to the emergency department for evaluation. It was
reported in the daily clinical meeting that the indvidual 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 prerm
DNRs indicated that the last renewals occurred in 2011. When questioned regarding th
AAREI EOUS8O AT i pi EATAA xEOE OOAOA COEAAI
that the state had no policy related to DNRs.
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The facility provided nodocumentation for the justification for the 15 individuals with
DNRs. The sole document submitted was the table, which as discussed was incomplet
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
4EA T1TTEOI OET ¢ OAAI A GratiAgotnoncdmplisncd E A EA A
To move in the direction of substantial compliance, the monitoring team offerthe
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 followup of acute
medical conditions and posthospital 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 withbowel 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 reviev 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 longstanding issue of DNRs needs to be addressed at this facility.

L2 | Commencing within six months of | Medical Reviews External Noncompliance

the Effective Date hereof and with
full implementation in one year,
each Facility shall establish and
maintain a medical review system
that consists of nonFacility
physician case review and
assistance to facilitaé the quality of
medical care and performance
improvement.

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 Healt
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 itsmAll
elements were deemed essential for Round 9.
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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 dat 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 conditionseviewed 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 statof the plans is
presented below.

Total Reviewed | Remaining | Completed | Remaining
Action By QA to Review to
Plans by QA Complete
General Medical
Round 8 70 70 0 a7 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 wer
provided feedback on 10/31/13 of the findings of the external audi

Based on the compliance by question graphs for Round 9, there were a number of area
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with less than 80% compliance:
1 Q#2-Is there evidence the APL was updated with each new problem?
1 Q#3-Isthere evidence the APL was updated as problems resolved?
1 Q#7-Is documentation present to identify whether the individual uses tobacco
products?
1 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 documenta 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 addresed by the provider with

appropriate timely follow-up documented in the IPN?

1 Q#40- If a medical treatment was ordered during an acute illness or injury was
it documented in the IPN?

T Q#41- Does the IPN include a SOAP note from a provider within 24 houo$
readmission to the SSLC from a hospital?

1 Q#42- Did the provider indicate resolution and closure of acute problems in
IPN?

1 Q#45- Are medical and or surgical consultation recommendations addressed in
the IPN within five business days after the consult&n recommendations are
received?

1 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?

= =4

= =4

The monitoring team inquired about any sgcific 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 werassociated 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:
1 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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Aspiration pneumonia, urosepsis

Aspiration pneumonia, sepsis

Respiratory failure, sepsis, pneumonia
Cardiogenic shock, acute myocardial infarction
Pneumonia (3)

O oO0Oo0o0oo

Data submitted to the monitoring team indicated that the number of deaths each year
had increased. There was also a decrease in teanage 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
MeanAgeat | g56 | 527 | 571 58.5 507 | 583
Death
Median Ageat | g, 52 62 60.5 54 62.5
Death

The monitoring team met withthe 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 hat occurred over the six months prior to the compliance
review. Seventyfive 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 nunber 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 diector 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 docenentation 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
4EA (11EOT OET C OAAI A GrétihgiobnoncamPliancd E A /EA A
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

=4 =4 =4 -8 -8 -a-a-9

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 dents
director discussed a case of an individual who experienced an adverse réan 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 clinicg
indicators were also reviewed.

All members of the committee hadeceived basic training on the use of Root Cause

'T Al UOGEOS 4EA mEI AOO T £ OEA OOAETEIT C xA
utilized in assessing the case of the individual who experienced an adverse reaction
during TIVA. During the conducbf 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, sthfailed 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 he 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 datg 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 z key diabetes mellitus metrics. The facility had not conducted any reviews of

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 directg
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 subsequentl
recalled that QA staff had mentioned that the requirement for internal auditsvas
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@bles 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 usd 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 interater reliability.
The QA Department developed action plans for thaeficiencies. Data for those plans are
presented in the table below.
Corrective Action Plans
Total Reviewed | Remaining | Completed | Remaining
Action By QA to Review to
Plans by QA Complete
General Medical
Round 8 59 59 0 59 0
Medical Management
Round 8 ! L 0 ! 0
As noted in the table, all action plans were completed.
Compliance Rating and Recommendations
4EA T1TTEOQI OET ¢ OAAI A GratAglobnoncdmplianced E A £A A
To move in the direction of substantial compliance, the monitoring tearoffers the
Monitoring Report for San Antonio State Supported Living Center 189




Provision

Assessment of Status

Compliance

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, ead 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 Monitorin 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 otler facility policies that were related to medical care. Copies of
all clinical guidelineswere also requested. The facility submitted the following policies
and procedures:
i SASSLC Policy and Procedures:
o Facility Medical Services Policy, Procedure 205A,3/24/14

Clinical Death Review, SOP, 3B CDR, 3/09
Minimum Common Elements of Care, 10/14/13
Continuous Quality Improvement Committee, 4/17/12
Pneumonia Review Committee, 4/10/12

0 Lab Matrix, 9/28/11
9 State Supported Living Center Policy and Procedures:

0 Use of Restraint, Policy No. 001.1, 4/10/12
Nursing Services, Policy No. 010.3, 6/17/13
Medication Variances, Policy No. 053, 9/23/11
Individual Support Plan Process, Policy No. 004.2, 11/21/13
Incident Management, Policy No. 002.5, 11/5/13
Serious Event Ndfication Policy No. 046, 9/1/10

O O OO

O O O0OO0oOo

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 disost. The manual also included
guidelines for the metabolic syndrome and a copy of the ATP |1l Quick Desk Reference.
is important that guidelines reflect the current standards. The manual included the 2001
ATPIII guidelines. The ATP IIl metabolic syrrdme criteria were updated in 2005 in a
statement from the American Heart Association (AHA)/NationaHeart, Lung, and Blood
Institute (NHLBI). Updates included the use of medication for control of hypertension
and hyperlipidemia as criteria for diagnosisof metabolic syndrome. Nonetheless, it was
good to see that the clinical guidelines had been organized into a quick reference sourc
made available to the medical staff. Documentation of inservices related to recent
guidelines was submitted. Additionaly, the medical director had developed an annual
OAOEAx OAEAAOI A &£ O OEA AADPAOOI AT 060 DI

Noncompliance
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encouraging findings.

Notwithstanding the progress observed in this area, there was still a need for the medic
department to develop acomprehensive medical manuathat 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 caseload
on-call coverage ad 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 a
how consults are odered, the process for obtaining labs, ordering-xays, 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 oétharious
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, sch as the internal and external medical reviews, the medical
NOAI EOU POT COAih OEA i1 O0O0AI EOU OAOEAx b
relevant policies, procedures, and guidelines, such as those related to the use of
psychotropics, pharmacy sevices, and other integrated services should also be included
These official documents must include the issue/implementation date and be signed an
dated by the appointing authority.

Overall, the development of new guidelines and a review schedule alongth the
documentation that physicians received information on the policies, procedures, and
guidelines was evidence of progress in this area.

Compliance Rating and Recommendations
4EA [11EOT OET C OAAI A GratiAglotnoncdnPlinced E A /EA A
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 documentatbn.

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]

O O0OO0OO0OOo0oOo

O oo

O O0OO0OO0OO0O0OO0Oo

O O0OO0OO0OO0OO0OO0OO0O0OO0OO0Oo

o

SASSLC Section M Séifsessment, updated4/17/14

SASSLC Section M Action Plans, updatédl7/14

SASSLC Section M Presentation Book

SASSLC Nursing Organization Chart

SASSLC Active Record Order and Guidelines

SASSLC Map of Facility

SASSLC Last six months Continuous Quality Improvement Committee Meetings/Agendas, and
associated documents

SASSL@ressure Ulcer Tracking Log

SASSLC Nursing Training Due/Delinquent report, run date: 4/28/14

SASSLC List of individuals with current IPS dates, Annual/Quarterly Nursing Assessmeiftt;Fs,
ACPs, MOSES/DISCUS

SASSLC Last six months Nurse Managers Agenda/kileg Minutes

SASSLC Nursing Immunization Tracking Report, (no date)

Mortality Nursing Recommendations Log

SSLC Emergency Response Polit944.2, effective dated9/7/11

SSLC Emergency Equipment Walkthrough Checklist #044, daté&d11

SSLC AED and EmergenBag Check Off #044B, date®/11

SSLC Emergency Oxygen Tank and Suction Machine Check list, #044C, dated

SASSLC last six monthall code blue/emergency drill reports, including recommendations and/or
corrective actions plans

SASSLC Last 10 Medicati Administration Variances

SASSLC Medication Variance Trend Report

SASSLC Last 10 Medication IntdRater Reviews and associated analysis

SASSLC Medication Observation Assignments Due Dates, revised 1/7/14

SASSLC Last six months Medication Observationsdits, and associated plans of correction
SASSLC Last five months Medication Room Audits

SASSLC Last six months Monthly Medication Inspections

SASSLC Times of Medication Administration

SSLC Medication Variance Policy#053, effectiv@/23/11

SSLC MedicatioWariance Report SSLC#053, (no date)

3133, # OAOAZEO6 - AAEAAOQGEIT 6AOEATAA 011 EAU j
SASSLC Medication Variance Committee Minutes, October, November 2013, and February, Mar
2014

SASSLC Medication Variance Committee April 2014 Agenda and associateclidtents

SASSLC Pharmacy and Therapeutic Committee Meeting April2014 Agenda, and associated
documents
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SASSLC Last five Clinical Morning Report/Notes,
dated April 28, 2014- May 2, 2014
SASSLC Last two weeks of ODRN-Béur Reports
SASSLC Yellow Flags Contiee Agenda/Meeting Minutes and associated documents
SASSLC Last six months Pressure Ulcer Tracking Log
SASSLC Protocol Cards
SASSLC QA/QI Meeting Summaries, September 20&nuary 2014
SASSLC Section M Nursing Monitoring Tool/Protocol Card Compliaritend Report by Home,
January 2014 March 2014
SASSLC Section M Nursing Monitoring Tools/Protocols Audits Trend Analysis by Tool, June 291
March 2014
SASSLC Antibiogram
SASSLC Last six months of Environment of Care (EOC) Inspections
SASSLC Listing ofdfices trained to Nursing NEO staff
SSLC Nursing Policy: Nursing Services #010.3, effective 6/17/13
SSLC Nursing Guidelines/Protocols/Procedures/Forms
91 Facility Nursing Coverage Guidelines, revise@/3/14
1 Comprehensive Nursing/Quarterly Nursing Record Réew/Quarterly Physical
Assessment, revisedl/14
Care Plan Development, revised.2/13
Seizure Management Guidelines, revised2/13
Enteral Medication Administration, revised 12/13
Enteral Nutrition, revised: 12/13
DIASTAT AcubDial, revisedl2/13
Blood Glucose Monitoring, revised12/13
Pretreatment and PostSedation Monitoring, revised 12/13
Nurse Competency Based Training Curriculumevised 12/13
Management of Acute lliness and Injury, revised.2/13
Management of the Foley or Suprpubic Catheter, evised 12/13
Neurological Assessment, revisedl 2/13
Medication Administration Observation Guidelines, revised12/13
Medication Administration Guidelines, revised1/14
SelfAdministration of Medication Skills Assessment, revised 2/13
Gastrostomy Tubeilnsertion by a Nurse, revised12/13
Enteral Nutrition, revised: 1/14
Enteral Feeding Record, revisedl1/13
Medication Observation From, revised11/12/13
SelfAdministration of Medication Monthly Data/Progress Note, revised12/13
0 SASSLC List of indivigals with gastrostomy, Jejunostomy, J/G tube, tracheostomy, colostomy,
ileostomy, Foley catheter and PorA-Cath
0 SASSLC List of individuals ever diagnosed with human immunodeficiency virus (HIV)

O O0OO0OO0OO0OO0OO0Oo

o

O O0OO0OO0Oo
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0 SASSLC list of individuals diagnosed with Methicillinesistant Staphylococcus aurous (MRSA),
Hepatitis, A, B, and C, positive Purified Protein Derivative (PPD), convertors, HINI, Clostridium
Difficile (G$ E ££Q AT AT1 O OA@OAI 1 U OOAT O0i EOOAA AEOA
SASSLC Last Six Months Infection Control Meeting Minutes

SASEC Infection Control Meeting Agenda and associated documents, dated: 4/29/14
SASSLC Last six months Safety Committee Meeting Minutes

SASSLC Last six months Environment of Care Audits

SASSLC Last six months Employee Health Data Report

SASSLC Targeted Tubeulosis Surveillance: List of individuals with positive PPD,

SASSLC List of Individuals diagnosed with hepatitis, A, B, C

SASSLC DRAFT Transfers to Medically Enhanced Supervision #3@Q (no date)

SASSLC Last six months Line Listing Individuals Transitied to Community

SSLC Physical Nutritional Management Polié{012.3, effective date3/4/13

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

OO0 O0OO0O0OO0O0OO0OO0OO0OOo

Interviews and Meetings Held
o #EEAE . OOOA %BAAOOEOAR #1 AOGAI AT A O#EEDo6 $0I1
Nursing Operations Officer, Roseanne Boyd, RN, BSN, MSN
Program Compliance Nurse, Robert Zertuche, RN
RN Case Manager Supesor, Jennifer Hall, RN, BSN
Hospital Liaison Nurse, Jennifer Costello, RN
yT ZAAQGET T #1171 0011 O0OAOAT OEITEOOR 1EOEOA Ow%l
Nurse Managers, Shashi Das, RN, MSN, Lola Faulkner RN, Gayhindria Collier, RN
Campus Nurse, Elizabeth Francis, RN, BSN
Developmental Center Nurse, Amelia Garzzester, LVN
Quality Assurance Nurse, Mandy Pena, RN
PNMT Nurse Patricia Delgado, RN
Director of Habilitation, Margaret-Delgado, MA, CGSLP
Pharmacy Director, Sharon M. Tramonte, PharmD
Informal interviews with num erous direct care nurses (LVNs and RNs) and direct support
professionals (DSPs)

O O0OO0OO0OO0OO0OO0OO0OO0OOOO0OO
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Observations Conducted:

0 Medication Administration Observation various units
Medication Room Inspections on various homes
Enteral Feedings/Stoma Care on various units
EmergencyEquipment Inspections on various homes/units
Residential areas at various times of the day (all homes)
Developmental Center Nursing/Workshop Areas
Clinical Services Meetings 4/28/14, 4/29/14, 4/30/14, and 5/1/14
. OOOET ¢ O9AI 1 I-428/84 ACd - AAOGET ¢
Nursing Huddles: Morning, Afternoon, and Case Managementl/28/14
Pharmacy and Therapeutics Meeting4/28/14
Infection Control Meetingz 4/29/14
Nursing Evidence Base Practice Committee Meetiggl/29/14
ISP Meetingz 4/30/14
Nursing Acute Care Plan Me#tg - 4/30/14
Continuous Quality Improvement Committee Meeting 4/30/14
Medication Variance Committee Meeting 4/30/14
Nursing Schedules Meeting 5/1/14

O 0000000000000 O0OO0

Facility Self-Assessment:

The facility submitted its selfassessmentind action plans for sectimm M. For each subsectigrthe facility
documented activities engaged in to conduct the seffssessment, results of the assessment, and a self
rating of compliance or noncompliance with a rationale.

The facility selfassessment action stepshowever,were flawedin a number of ways. Ations steps within
the report had completion dates that were earlier than the start datesome items had continued over a
two-UAAO OPAT AO OET DHPOT AAOGOG xEOET OO0 Al Adithd DA OE
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 datécluding the
meaning of the data. It should also include interater findings.

The fecility rated itself as being in compliance M2, M3, M4, and M3he monitoring team, however, found
the facility to be in substantial compliance withone provision: M6.

30T AOU T &£ -TTEOI 060 ! OOAOOI AT 04,

The CNE established and strengthened standing agional guidelines and expectations for accountability
and performance of nursing staff. This led to decrease in overtingad improved communication within
the nursing department and other departments An RN Case Manager was promoted to RN Case Manags
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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.

4EA (1 OPEOGAT , EAEOIT AT A ZEADBI BOUODRBOEDEARSOER
4EAOA xAO Ei POT OAT AT O ET OEIi AT U AOOGAOGOGI A1 0O AT A
care problems, includng following their own emergency procedures for emergency health issues

The Nursing Department had been proactive in addressing skin integrity issues through a partnership with
AoOAOT Al ET OPEOAT 1 OO0OETI ¢ OOAEE OEAO ET AI OAAA A

4EA EAAEI EOUB O ) 1 mAtAésmdré visiblé dn d©lomes and Bad thlkerdiéatl role in
trying to minimize the spread of infections through daily surveillance rounds and attending the morning
meetings. However, given the number of infectionand cases of pneumoniathe 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 progresshad 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 medicatior
variances,including taking actions that resulted in system chages.

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 ofhealth care
problems, monitor, intervene,
and keep appropriate records of
OEA ET AEOEAOAI O
status sufficient to readily
identify changes in status.

The monitoring team conducted its own independent review o$ection M through:

Staffing, Structure and Supervision
The CNE is credited in the development of process/procedures to improve upon:

Noncompliance
9 Direct observations of selected homes/units/work areas for

o px ETAEOEAOAI 60 OAAAEOEIT ¢ OEAEO i
0 23 individuals in their home, work, and leisure environments

o performance of nursing assessments and nursing procedures

0 standard infection control practices

0 communications/interactions between the individual, DSRand nurse

0 inspections of emergency equipment and medication rooms
Formal and informal interviews with 21 nurses
Attendance at facility/nursing meetings
Review of documents, facility selassessment, action lans, presentation book, and
individual record reviews

E I

I Communication within and between nursing and other departments/team
members
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1 Maintaining consistent staffing patterns

1 Reduction of overtime

1 Increased accountability of nursing time and attendance
1 Recruitment and retention activities

4EA #. % EI DI AT AT OAA 1 OOO0ET ¢ Otmésildihghkhe day.O E
The monitoring team dtended three of these huddles and foundgendas foreachhuddles,
observation of communication between nurses, communication of expectations for care an
services, interactive nursing communication for improvemen(O x E A i® noEwdiking)8 6
The nursinghuddles 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 Meetingsthat included nursing leadership. The meeting also integrated other
team members, depending on the subject matter being presented. For example, pharmac
for training on aspects of medication safety. Nursing also held weekly Nursing Operationa
meetings with Nurse Managers, Nurse Educator, NOO, Hospital Liaison, RN Case Manger
Supervisor, Infection Control Nurse, QA Nursand othersasapplicable to the subject
matter. For example MOSE@&nd DISCUS discussions included pharmacists. The Nursing
Department dispersed amonthly Nursing Newsletter that contained information on new
employees, changes in nursing practices, upcoming meetingsd educational
requirements. It was evident, during the monitoring team rounds, that th€NE had been
effective in creating a psitive 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 filld. The remaining three percent was for a RN
Case Manager, RN lll, and Nurse Educator. The CNE reported a Nurse Educator had beeg
hired and was expected to begin employment on 5/15/14. Changes that occurred since t
last review included:

RN Case ManageSupervisor position vacated, was fied
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 vacancis were filled

= =4 -8 _a_9a_9_-9

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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call-ins, and requirements when reporting for work. The guideline &o addressed patterns
of tardiness, absenteeismand progressive corrective actions. The guidelirereferred to a
deployment guide attachmentput this was not found. The CNE held scheduling meetings 1
assure staffing ratios were met. Howeveit could not be discerned from the scheduling
documents if an acuity scale wagsed 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 sff.

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 interactiometween the
CNE and a DSP, who had just completed the LVN nursing program, discussing employme
opportunities at the facility.

Availability of Pertinent Records
A focused review of records on two homes while onsite, found pertinent documents preser,

however, the review of all records found:

1 Nursing IPN notes were consistently documented in the SOAP format.

1 Documentation about the individuafs care and servicesvas not consistently
legible. Forexample) T AEOEAOAT nNMtx80 ) 0. Iindividad
Nnynéo. -1 2

1 Vital signs, and the method for which they were obtained, were not consistently
documented. For example, Individual #38

T /1T EOOGETTO j Al ATEOQ &I O OAAT OAET ¢ OEA
example Individual #104

1 Nursing IPNs, when addressing acute injury and iliness, and when following up on
acute injury and iliness, had omissions for the what, when, how, and who for the
implementation and follow-up of the interventions. Many insteadcontained
OOAOAT AT OnGe td mBnitorAT 1T OE

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 obg&ed her in four of the

Morning Meetings held4/28/ 14 through 5/1/ 14 and found
9 Detailed reporting regarding the current health status for hospitalized individuals
9 Hospital Visits were conducted daily
91 Collaboration among team members, for example physiciarand dieticians

1 When asled, followed-up on and reported the next day on the findings from the
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inquires

The Hospital Liaison reported she had been performing audits, but due to the number of
hospitalizations occurring since November 2013, had not been imved in completing any
audits (i.e.,as a result of the workload. Additionally, she reportedthat shewasa member,
and attended Pneumonia and Infection Contromeetings, ISPAs for post hospitalizations,
and CNE morning huddlesThe Hospital Liaison eported that she worked Monday through
Friday, but that there is a backup nurse assigned for making daily contach
weekends/holidays. For a number of the records reviewediowever,the monitoring team
did not find evidence of daily contact to the hospdils.

)y O xAO bl OEOEOA O ~EET A OEA EAAEI EOU EAA
reviewing remotely. The facility had also started holding meetings between the hospital
and the facility to address continuity of care issues, for exampla meeting regardingskin
integrity that the Hospital Liaison, CNEand Compliance Officer attended.

The monitoring team reviewed four of the most recent hospitalizations for compliance with
the facilitUsNursing Services and Hospitalization/DischargeTransfer 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:

1 Three of five records (60%) were foundcompliant. The remaining two had
omissions of including the Hospital Transfer formand 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 hoggilizations. 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 facilitUNursing Services and Hospitalization/Discharge/Tranger
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 recorddVhen
documenting, the baseline data of the acte problem, timely assessments, andther
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 statemer® | £ OAT 1 OET OA &1 111 EOI

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 nurs reported that she attended the morning
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meetings and for each hospitalization, she conducted a nursing assessment. The
iTTEOI OET ¢ OAAI OAOGEAxAA )T AEOGEAOAI nNopo
that both the initial PNMT and Nursing IPNs PddHospitalization Reviews did not include
instructions for direct support staff to observe and report. Nursing and PNMT Nurse shoul
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 individualéor whom the hospital intervention for PEG te

placementwas not made knownto SASSLC untgafter the procedurewas completed.

1 One example was for Individual #230, admitted in February 2014 for aspiration

pneumonia. Prior to the hospital admissionshe waseating orally. The monitoring
team reviewed the record and found evidence adnintegrated IDT process (e.g.,
change of status meetings, nursing assessments, PNMT reviews, SLP evaluations
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 rounsl by the monitoring team in home 673, the
infirmary bed was unoccupied. The NOO reported that the facility continued to follow its
OAOAZEOG DI 1T EAU A& O 40A1 0EAOO A1 O - AAEAAI
facility should take the necessgy 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 werettended
by nursing, medical, therapies, psychiatryhehavioral health, residential, pharmacy, dental,
PNMT Nurse, Hospital Liaison Nurse, CEN, NOO, Infection Control Nurse, and Complianc
Nurse. The meeting was chaired by the Medical Director. For each loé imeetingsthere
was an agenda Eacltsubject was reviewed and a status report was provided. This include
any after-hour calls, emergency psychotropic medicationgnd ORN 24 hour reports. The
Hospital Liaison Nurse provided a detailed report on thatatus of all individuals
hospitalized. It was positive to observéhat the Infection Control Preventionist readily
provided information about infection control practices. Following the Clinical Morning
Meeting, the monitoring team observed the NOO makinrounds 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
xAOA 11 A Ox Aghd HoweteiOddiing tAe n@etimgAliscussion, it was
discerned that more workwas needed by the facility tacreate measurable outcomes for
individuals who had been placed onor removed from, the watch list. It shouldinclude
weight gain/loss occurring within the individual & EDWR.

The monitoring team reviewed the Morning Meeting documents fo4/28/ 14 through

5/2/ 14, and foundthat individual cases were considered closed even though nursing had
nursing proceduresin placethat continued to monitor their 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.

1 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, docuentation of the size of
the laceration, and notification to the physician at 6:4@m. Orders were received to
clean the wound, shave the head around the area, and apply St&irips until
further evaluation by his physician. An Acute Care Plan and st#fftructions were
implemented on 4/29/14. On 4/29/14 at 8:55 am, the individual was evaluated by
EEO POEIi AOU AAOA DPEUOEAEAT AT A OAT O (
APDPOTl @EI ACETT 1T & xI1 O1 A8é 511 OOl
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 nursingincluding vital signs, and provided his prescribegain
medication. No documentation was found in the chart that the Pain Scale was
implemented, orregarding the effectiveness of the pain medication administered.
1 On4/24/14 at 9:15 am, the IPN Nursing Note documented that Individual #27 fell

O1 AT A Bi$ hand$ dnd knee8 dhe Fall Protocol was not followed. On 4/25/14
at9:30pmh OOAAEZL OADPI OOAA OEA EdndtheteRvAsOA | 6
bruising to his right arm, at which time neurological checks were implemented.
Even though on the initial assessmentstaff 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 F
Protocol. There was no evidence the RaProtocol was implemented, given the
severity of his fall, or that the physician was natified.
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Infection Control

Since the last review the Infection Control Preventionist (ICP) had obtained membership in
a national organization for Infection Contrd, 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 buidings. 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 facilittoward 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 hospitaland enable the ICP to have direct
AAAROOG O1I OOAAI OEi A6 EI OPEOAI OAAI OAOS

The ICP role and functions since the last review were more defined to include the frequeng

of monitoring. These responsibilities inclued:

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 suiveillance 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 Departrent 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/OVIDROs

Provided listing of Isolates (organisms) from Cultures for producing Antibiograms

monthly reports

1 Advises the facility, Medical Directoyon Infection Control Practicesand
Transmission Prevention

E R

= = =4 -4 -8 =4

=a =4 =4 -8 A

4EA T1TTEOI OET ¢ OAAI AOOAT AAA Owhchvedhdll E O

attended by the committee members or their designeeThe ICP presented data on the
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current infection rates and actions the facility had engaged in to reduce/prevent
transmission. The ICRaid 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
&AAOOAOU cmnpt xAO pph OAOETCEIC OEA 1 06iA
ET ZAAOQOET 1 Oh OEA AZEAAEI EOU8O AAOA OADPI OOAA
tissue infections in Januan2014 and March2014. Even though the facility implemented a
number of strategies to prevent transmission/reoccurring infections, the monitoringteam
recommends that when implementation of routine control measures are not effective,
control measures be intensified. The facility should make reducing their overall infection

rate ahigh priority.

The monitoring team reviewed Individual #170, Individual #101, and Individual #292 IPNs
regarding diagnosed infection and found:

1 Three of three (100%) of the records included an assessment with vital signs, and
APpPOl POEAOA AT A OEI AT U 11 OEEEAAOQET T (
symptoms in the initial note.

1 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. Thédacility 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 tH
status of the committee and its ations.

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 recommende(
adding other individuals to become monitorshecauseunannounced monitoring may rot be
PDOiT AOAET ¢ A OOOOAG 1 AAOCGOOA 1T &£ Ei x AEEAAOD
most staff were familiar with the ICP and knew that she was conducting the observations.
The CNE planedto develop anew strategy.

4EA EAAEIT E O G ®urse LN piovidddia lirie Asting of all individuals by home,
admission date, and immunity/vaccination status. During the visjthe monitoring team
requested the overall percentages of individuals who were current in accordance with CD(C
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
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from guardian or had documentation of titers drawn.
1 Pneumovax, 99.14%
1 TD/TDAP, 94.04%
1 Varicella, 99.14%
1 MMR, 100%
1 Hep A, 98.72%
1 Hep B, 100%
9 Zoster, No percentage was available
1 Flu, 99.6%
1 Flu, staff 49.3%
The monitoring team, from the data submitted for employee hdth could not discern
compliance for the number/percentage of individuals who were current with their PPDs
(skin testing for tuberculosis) and number of convertors.
4EA 111 EOT OHdptd revied Afiling @em Endlividuals found new admissiongor
which the immunization status was incomplete. For exampléndividual #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 beeadily
retrieved if necessary to determine the current numbers/percentage of individuals/staff
who haveup to date status. This is essential informatiofor a robust infection control
program, andvery 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 rgew, 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.
1 Implementation of Yellow Flag System for tracking followingup on acute illness
and injuries/applicable acute care plans to resolution
1 Implementation of Yellow Fg Committee
1 Development and Implementation of SBAR system
1 Nurse Focus Monthly Calendar, focusing processes to query nurSesowledge on
Nursing Policies/Procedures/Protocols
1 Implementation of an Acute Care Plan Committee to review ACPs
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1 Implementation of Radom Monitoring by type of Tool
1 Implementation of RN Case Management Trainings
1 Nursing Evidence Based Practice Meetings

In September 2013, the facity began conducting 2430 Monitoring Tools/Protocol Audits
for:

IHCP

Annual/Quarterly Nursing Assessments

Infection Control

Pain Management

SOAP Documentation

Head Injury

Seizure

Constipation

=4 =8 -8 _8_8_9_9_-9

Currently, Nursing hadsystemsin place for improvement in the areas of:
1 Acute Care Plans
1 Medication Room Audits
1 24 hour chart checks
1 Protocol Cards

In addition to the above activities, the facilityheld a Continuous Quality Improvement
Committee (CQI)which the monitoring team attended. One of the positive outanes from
the committee, related to the Nursing Department wasaddressing skin integrity issues
associated with individuals who become hospitalized. Togethgthe Hospi:cal Nursing Staff
Prevention PlanforNx ( AAT OE ¢mpt186 4EA DPI AT ET A1 OA
Assessment and Interventions, and accessible Special Pressure Reduction MatteessThe
plan also addressed ongoing performance improvement activitidlsetween the facility and
the hospital that included surveillance, ceassessments with Nurses and Educator/Nursing
Leadership/Wound Care Center Nurses, and case review for hospital acquired pressure
ulcers. The Skin Integrity Meeting ha been merged as parof the CQI meeting. During the
CQI meeting, the Compliance Officer presented data analysis for the total number of
Pressure Ulcers. SRA OEA 11T EOI OET ¢ OAAI 80 1 AO0O O}
showedthat, for both facility and hospital acquired Pressure Ulcersthe ulcersfor the eight
individuals were resolved.

The monitoring team met with the QA Nurse with the presence of the Nursir@ompliance
Officer. Duringthis discussion it was positive to find that both the QA Nurse and
Complid AA | AFEAAOh xEAT AT 1T AOAOEI C OEAEO A(
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education to nursing staff for items thatwere not compliant. The facility submitted data for
audits andfor inter-rater audits for January 2014 through March 2014 for infectins, pain,
seizure, constipation, nursing assessment, acute care plan, and head injuryddotal 60
audits. Of the 60 audits36 (60%) were found to have interrater agreement. The
Compliance Officer and QA nurse continued to work closely together tesolve responses to
audit questions that had not been in agreement. dlimprove agreement, he Compliance
Nurse and QA Nurseshould look at the number of audits and data (items) where there was
complete agreement. Nursing and QA should have some ongoingcdissions to ascertain if
the degree of reliability for some data collected is more critical than other data.

The monitoring teamattended a Mortality Meeting and alsoreviewed the Nursing Mortality
Recommendations for November 2013 through April 2014 The recommendations log
documented nine deaths for which there were 22 recommendations for nursingfwenty
(91%) were documented as completed. Two were pending and had a due dateéb(g81/ 14.
One death was pending a review of records and a Mortality DéaReview. The CNE and QA
Nurse reported a process changdor having recommendations include a more proactive
approach, meaning as soon as the QA Nurse identifia problem, the Nursing Department
acted on the problem (rather than awaiting for the formal Mortality Death Review). The
CNE shoulcensure thatthe actions steps are doable and measurable. For more on Moralit
seesection L.

Emergency Response
Based on a diagram/location/listing of emergency equipment provided by the facility, the

monitoring team conducted unannounced inspections on eight of the 11 homes/areas on
campus in which individuals were provided supports and found:

1 Emergency equipment and AEDQ$ residences or other areas, in seven of eight
observations (88%) were available and in god working order. An emergency
equipment required item (suction machine) forthe Unit 667 day programming area
was not located during the inspection. The NOQ, in attendance, immediately put &
plan in place to secure a suction machine and posted signs foe location of the
equipment. The monitoring team conducted a followp inspection on 4/29/14
and found the suction machine to be in place and operational. The monitoring tea
also queried the DSPs as to the location of the emergency equipment, all bick
responded correctly. In addition the facility took additional positive steps by
conducting a Mock Drill on 4/29/14. The mock drill was rated aspassed.

9 Eight of eight nursing staff (100%) were familiar with the use and operation of the
emergencyequipment.

T "AOGAA 11T OEA 1TTTEOIOETC OAAI B8O T AOAO(
posted throughout campus to indicate where emergency equipment and AEDs we
located.
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# Provision Assessment of Status Compliance

1 Seven of eight observations (88%showed thatthe facility had located the
emergency equipment and AEDs throughout the campus in designated areagth
it stored securely and readily accessible for use.

1 Seven of eight (88%) revievs of Equipment and AEDs Checklist located in
units/buildings showed monthly Emergency Equipment andAED checkliss were
completed daily for April 2014, by designated nurses, as required.

1 AED/Emergency Bag/Oxygen Tanks/Temperature log aggregate data for October
2013 through March 2014 had omissions (blanks) for checking the equipment. Fo
example home 674, October2013, November2013, and December 2013and home
671, December 2013, Januarg014,and March 2014.

1 The facility Nursing Due Delinquent report, dated 3/18/14 showed 100% of
nursing staff were current with CPR/BLS requirements.

1 The facility data showedthat, from March 2013 through February 2014, 124 drills
EAA AAAT Ai 1 AOAOGAAS | £ OET OA pc¢ct AOH
OFAEI AA6 OAI OAO xAOA AOOI AEAOAA xEOE
mock drills. No datawere made available for evaluating compliance with the
number scheduled against the actual number completed mock drills.

1 4EA EAAE]I EOUBO %i AOCAT AU 2A0DPIT 1T OA oi
OAAAE ET I A xEiIl DAOOEAEDPAGA BOIEEIHODS8A(
DAODPI AGET ¢ O1T OEA 111 EOQI OET CthaddoAnbck OE /
drills were conducted on the third shifts.

T ' OAOEAx 1T &£ OEA EAAEI EOUBO DIl EAU Al (¢
reviewed at the next dailylncident Management Meeting to ensure followup on
AT U EAAT OEZEAA EOOOAOS8SG 4EA 111 EOT OF
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 fecility rated this provision noncompliant of which the monitoring team was in
agreement.

1. Ensure,for the varying degrees of injury and ilinessthat there are adequate
assessments and physician notification, as exampled by the occurrence of falls.

2. Continueefforts to minimize/decrease and prevent the risk of infections.

3. Ensure that immunizations are offeredfor Zoster, to decrease the incidence of
preventable infectious disease, and that information is current on a daily basis

4. %1 OOOA OEAO )1 AAAOGET1T #110011 EO 000/
quality assurance progran
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