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W 000 INITIAL COMMENTS W 000
The unanncunced Medicaid survey was
conducted on 05/09/17 through 05/11/17.
Corrections are required for compliance with CFR
Part 483 Intermediate Care Facilities for
Individuals with Disabilities (ICF/ID) Federal
Regulations. The Life Safety Code report will
follow.
1) On 3/31/17 the governing body compleled
. : : requisiion #85883 lo request thal TYCO personnal
The census in this 12 bed facility at the hme-of come out 10 look al sither updaling the panel box
the survey was 12. The survey sampre consisted andjor moving ihe pane! box for purposes of being
of 4 current Individua! records (Individual #1 able 10 hear the annunciator beller, or place a
through #4). separale syslem jus! on 1he doors wilh door chimes
1hal could be utilized with 1he curren! system, and
W 104 483.410(a)(1) GOVERNING BODY W 104 Iraining of fealures on current syslem,
) . Facilly slaff, on 1he direction of the governing body
The governing body must exercise general policy, on 4/9/17 made immedlate verbal requas! 1o TYCO
budget, and operating direction over the facility. for an immediale repair, due 1o an Indicalor of a low
ballery. On 411117 TYCO responded 1o \he order
#84734438 and determined a phone fine knocked
oul of service due 1o a slorm was draining the
battery, crealing a low ballery Indicalor. On 4/28/17
This STANDARD is not met as evidenced by: there was a lotal inspection of the TYCO fire panel
Based on observations, record review and staff system which also'conneclls 10 the securi1y syslam,
. . he facility staff failed t th The TYCO echnician confirmed the entire sysiem
mterw.ew- the facility sta X a,' ed Ip ensure (ne was communicating properly. On 4/28/17 a TYCO
security alarm was functioning properly. tachniclan provided training to facility staff on how to
sel a door bypass selling and addilional features.
fa i ; . The lechnician noled the alarm may be iriggered on
The findings included: the French doors when other doors or sudden
o . . movemenl inside lhe facilly causes the windows lo
Individuals of the facility had signed consents for raifie on the french doors, thus sending an alam io
the use of door alarms for safety. During the ihe sacurily syslem. A reques!was made for a
entrance tour on 5/9/17 a service technician was TYCOdrEPﬁ;E"‘ﬁ":’B 'C; 939"0? 'Ze possibiiity of an
. . upgrade of the system fo include door annunciators.
observed assessing the ex‘,‘ doo,r alarms. The On §/1117 a TYCO accoun! represenialive came on
service tech was heard asking direct care staff slle and after 1atking with ihe goveming body
how long had the alarm system been referred 1he matler 1o a sales represeniative and an
malfunctioning. The direct care staff stated, off ;ggggatmem was S?' fodr d5f9"17- A requlsgbﬂ o
was made 1o address recommendalions for
and on for over three months. he eppolntment on 519117, On §/9H7 TYCO sales
) o , N represeniative Gregory Foley responded to the sile,
A review of Individual #1's b vigr plan He sen! 1he facility a quote on §/15/17 for wired
/\‘;{c{lcated This individ al had¥zX incidents of zoned expander retay board and adjusiable door
TIVES TX61 DATE

Any defmemf;r’ﬁ alemen! ending with an asterisk ﬁ’denoles a deficlency which*the Institution may be excused from ¢l

rrec!ing providing it is delermined 1hal

other safeguards provide sufficien! prolection lo the pallents. (See Insiruclions.) Excepl for nursing homes, the findings staled above are disclosable 80 days
following the dale of survey whether or no! a plan of correclion is provided. For nursing homes, ihe above findings and plans of correction are disclosable 14
days following the dale ihese documenis are made available 1o the facilily. 1f deficiencies are ciled, an approved plan of correction 1s requisite 10 conlinued

program participalion.
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W 104 Continued From page 1

running out of the building from 2/ 23/17 until
5117

A review of an Incident Log indicated the
following: January 18th 2017 the staff
documented, Security key pad sticking, can the
Security Company be notified.

January 28, 2017 Security pad still sticking
making it difficult to set alarm.

February 14, 2017 Alarm keeps going off
throughout the overnight. It happened twice. The
alarm indicated patio door had breakage.

April 9, 2017 Battery is low and the alarm
company called fo replace the battery.

April 29, 2017 The alarm system was on a two
doors were on by-pass (Recreation Room and
Staff Entrance). Staff noticed that the hallway
patio door was crack open and the atarm did not
sound and we did not receive a call from the
security system.

On 5/11117 at 11: 15 A.M. during an
environmentat tour, the lower level back door
leading to an apartment complex located behind
the facility was observed to be open. All
Individuals were noted out of the facility around

9:20 A.M.

A sign throughout the facility indicated: alarm
sysiem is on between 9: AM, and 5 P.M.
entrance o the building will be through the staff
entrance door during these hours.

During an interview with the Residential
Coordinator she staied, the door alarm and the

chimes for all exterior doors to [dentify when doors
W 104 e opened from Inslde or outside of the building.
Although this wlll be programmed through the
existing alarm system in place, the chimes will be
programmed s0 that the police are not notlfled
unless the existing alarm system Is set to operate as
itis used currenfly. Please note there is no repair
that needs to be made to the existing alarm system
currently in place. It is not in disrepair. This quote
(#9154UEO01) for an upgrade Is only a supplement to
the exlsting system. On 5/17/17 an emall was
received from Mr. Foley with quote adjustment to
include one additional door with the new chime
system and nofiflcation that the work would start
within 2 weeks of the date of the email, barring any  6/25M17
unforeseen circumstances.
On 5/11/17 the Clinical Services Administrator, after
being questioned about the sign on the facility wall
stating that the system was on, Informed the
surveyors that the security system had been
disarmed by faclllty staff to accommodate multiple
visitors entering and exiting the building as they did
not have the knowledge of the door that the facllity
staff utilize when the alarm system [s on during the
day. There were no residents at home during the
time of that inquiry.

2) The goveming body took steps after the TYCO
visit on 4/28/17 to train all staff on the features of the
current existing system. Training was provided on
4128117 through 5/3/17 until all staff were trained.
Written directions were posted by the panel on
4128{17 for facility staff to also follow.

The governing body facllitated a staff meeting with

all facility staff on both 5/11 and 5/12/17 stressing 5111117
the importance of keeping the security alarm 51217
activated at all times and bypassing the chosen staff

entry way Monday through Friday from 9:00am to

5:00pm. While TYCO directly contacts the governing

body when there Is a notification received by the

system, the facility staff are also required to repart

any notice of malfunction of the security devices to

the governing body.

3) The terms and conditions of the security system 511217
vendor contract was reviewed to ensure written

specifics regarding appropriate call response time

and maintenance expectations.
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Plan (PCP) for wandering and leaving the building
and for Individual #3 in accordance with her
approved PCP for disrobing.

The findings included:

1. Individual #1 was admitted to the facility on
6/6/03 with diagnoses which included Severe
Inteliectual Disability, autistic and anxiety. APCP
dated 12/23/16 indicated: what is important to
me. Goal -To be healthy and safe as agreed upon
in my plan. Objectives- What does success fook
like? Desired Outcomes: Supervision for _
wandering and intruders. How often- daily. Who is
going to support me? Residential staff.

A review of an April 28, 2017 Adverse Incident

individual needs of an individual that is
admitted if ever with the need for one on
one direct care supervision, Neither
Individuat #1's current ISP nor Behavioral
Support Plan indicates that he must have
a male staff person at all times. As male
staff are available, they are assigned to
work with all male consumers in the
house. Individual #1's privacy was not
invaded by female staff, as female staff
were manitoring him from outside the
bathroom door ensuring he has all items
as needed, as do the male staff. His plan
does not call for direct hands-on care for
ADLs in the bath room. On 5/9/17 there
was a male staff person upstairs with
Individual #1 while he was showering

(X3} OATE SURVEY
OF QEFICIENCIES (X1) PROVIOER/SUPPLIER/CLIA (X2) MUETIPLE CONSTRUCTION £0
NG PUAN OF CORRECTION IDENTIFICATION NUMBER: A BLILDING COMPLET
49G009 B.WING___ 05/11/2017
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OEFICEENCY M DATE
PRETIX L ATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS‘REFERES’E:FEI&TE?JJ:')E APPROPRIATE
Based on the final quote that was received 51717
W 104 Continued From page 2 W 104 from TYGO regarding security system
upgrades, the facility reviewed all of the needs
fire alarm pad gsts stuck. of alf the residents and determined the
) . upgrades should meet the needs of a
The facility staff failed to ensure safety equipment ré’sﬂdems_ A !
was operating propetly. _
W 186 483.430(d)(1-2) DIRECT CARE STAFF W 186 1) The Clinical Services Administrator
) and program manager have reviewed the
The facility must provide sufficient direct care current staff work schedule to ensure
staff to manage and supervise clients in sufficient direct care staff coverage and it
accordance with their individual program plans. has been recommended that an
additional full time position will be added
Direct care staff are defined as the present to the current direct support FTEs to the
on-duty staff calculated over all shifts in a 24-hour facility. Given the suggested ratio in TAG
period for each defined residential living unit. W187 based on individuals’ functioning
levels and behavioral support plans the
_ _ facility ratio in a 24 hour period should be
This STANDARD (s not met as evu_jenced by: 3.5. By adding another FTE, the facility
Based on observations, record review and staff ratio will be raised. Until hire, itwill be  6/25/17
interview, the facility staff failed to ensure staff achieved by utiizing PRN staff. The
supervision and management was available o facility is currently recruiting for the
ensure that direct care supervision managemen; position. Policy #943 Staff Work
was provided for Individual #1's Person Centere Schedule will be updated to address the  6/25/17
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they didn't see Individual #1 so staff walked

staff inside the house yelled, "He is In."

bathroom door was open and Individual #1 was
gone, leaving the shower running. Staff informed
the other staff to open all the exterior doors so
that Individuat #1 could return to the building and
that he was "naked". As staff opened all doors

around the building and that's when the other

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2] MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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W 186 Continued From page 3 W 186 during di .
Report indicated: "About 3:00 P.M. Individual #1 m‘g:]'}fori;”g”frgﬂqmti :'l:'!g!mz ma.‘ri:taff was
exited the bullding. Staff opened all the exterior facility's electronic tim e-key"
doors so that Individual #1 could return to the indicates his presence. | e%‘g%, syst;am
building. One staff stood between the road and staff were in t%e itchon n addi '3”2'
the building for safety. Individual #1 returned to in the living room a er:jar.ea ar? were
the building (no approximate time given for physical ol:g)se ti reac urltngdt- €
individual #1 being out of the building). After D 5:_ the i rvation prior 1o dinnefr.
about an hour and a half Individual #1 exited the uring the interview on 5”‘,”17. at 1:50
building again. Staff opened all the exterior doors pm, regarding Individual #3's disrabing, a
so that Individual #1 could return to the building. surveyor made a statement that there
Individual #1 returned inside the building after was no male staff on shift on 5/9/17. No
fifteen minutes. response was given by any of the facility
staff in the room as it was not a question,
individual #1 sat at his table and watched it was a statement.
television. Staff then asked him if he was ready o )
for his shower. He said yes and staff led him to 2) Per facility Policy #943 Staff Work
the bathroom. Staff and Individual #1 went into Schedule, the Residential Manager
the laundry room to get his hygiene materials, he ensures the staff work schedule is
then snatched his towel and wash cloth and ran developed at least 2 weeks in advance,
into the shower siamming the door. Staff then got and submitted to the Clinical Services
his body wash and deodorant out the hygiene Manager for review and approval. The
closet right next to the bathroom. Staff knocked work schedule will ensure that the direct
on the door and handed Individual #1 his hygiene care staff-to-client ratio will in a 24 hour
iterns. Staff monitored Individual #1 outside the period will be 1 to 3.5. The staff work
bathroom giving Individual #1 his privacy. schedule will be implemented and 51217
maintained as necessary to sufficiently
Staff realized Individual #1 did not have his night manage and supervise individuals in
clothes, so staff went inside the laundry room for accordance with their individual program
a moment to get Individual #1's clothing. Staff plans.
returned to the hallway and staff noticed the
On 5/11/17 and 5/12/17 the Clinical 5M11/17

Services Administrator facilitated a staff 5/12/17
meeting to emphasize appropriate

deployment of direct care staff services

and duties. The meeting included a

debriefing of the event involving

Individual #3 that occurred 5/9/17 as

noted by the surveyors. Staff reviewed

how it could have been managed
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W 186 Continued From page 4

Between the time staff went in the laundry room
and noticed Individual #1 was not in the shower,
individual #1 was probably out side between 5-10
minutes. A note in the incident Report indicated:
An employee of the facility arrived at the facility
and informed staff that Individual #1 was outside
the building naked. The employee stated a friend
who lives in the apartment in the back of the
facility gave her a call and told her about
individual #1”. On Call Nurse was contacted to
give PRN (as needed) Ativan for agitation.

Individual #1's Authorized Representative (AR)
was contacted, a message was left on the .
answering machine. On 4/29/17 at 10:45 A.M. the
AR called back to the facility in regards to the
incident. The AR voice tone seemed to be upsst
as she asked staff why they monitoring Individual
#1 when his PCP called for a male to monitoring
him during shower time. The staff responded,
"Unfortunately a male staff wasn't on shift.” The
AR apologized to staff and stated the facility
should be ashamed of themselves putting staff
safety in jeopardy. She said she was upset with
the agency management because she and the
facility had put in place in PCP that a male staff
was to be with him, especially when taking a
shower. The AR stated, individual #1 is "very
disrespectful towards women and he will fight
them.”

On 5/9/17 during the afternoon shift there were
no males on duty. The Residential Coordinator
and the Program manager were asked during an
interview on 5/11/17 at 1:50 P.M. if a male staff
was on duty for the evening shift of 5/9/17 and
they stated, "No”.

A data sheet for challenging behaviors indicated

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FLILL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 7O THE APPROFPRIATE DATE
DEFICIENCY)
W 186

appropriately with the staff on shift. A
strategy was reviewed to consistently
communicate with each other before
attending to another activity, in order to
verify which staff will be responsible for
supervising the individuals. Since two
staff were occupied writing an incident
report in another room during the event,
prioritizing direct client care was also
emphasized.

3) Facility Policy #943 Staff Work
Schedule, has been updated and
renamed Facility Staffing and
Supervision. The policy has been
revised to state: There shall be
sufficient direct care staff to manage
and supervise individuals in accordance
with the individuals' program plans.
Direct care staff's primary duties
include all aspects of client care. There
should also be sufficient numbers of
support staff to support the routine
maintenance of the facility's day to day
operations. The accompanying
procedure has been revised to state:
Effective deployment of both direct care
and support staff will be scheduled by
facility management to ensure
adequate staffing to implement program
planning and responded to injuries,
illness, and emergencies promptly.
Staffing should reflect the active
treatment needs of individuals as it
fluctuates throughout the day including
periods of enhanced supports for
specialized needs. In the event that that
an individual's plan must be updated to
include enhanced direct care

6/2/17
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"Running Out of Building”. Individuat #1
Areview of Individual #1°s behavior plan
indicated: This individual had 22 incidents of
running out of the building from 2/ 23/17 until
5M11/17.

During an interview on 5/11/16 at 1:45 P.M. with
the Residential Coordinator, she stated, "The
facility did not have a policy for supervision of
individuals.”

The facility staff failed to provide supervision to
prevent Individual for wandering and to
implement his Person Centered program Plan.

2. The facility staff failed to ensure that direct
care supervision management was provided for
Individual #3 on 5/9/17 in accordance with her
approved Personal Center Plan for disrobing.

Individual #3 was a 52 year old admitted to the
facility on 3/29/04 with diagnoses to include: (1}
Profound Mental Retardation, (2) Intermittent
Explosive Disorder and (3} Seizures.

On 5/9/17 from 4:50 p.m. untit 5:05 p.m.
Individual #3 was observed in the community
dining room with 10 other in house individuals.
The 10 in house individuals were all seated
around 3 different tables; however, Individual #3
was ambulating back and forth with her black
lectard off of both arms and down arcund her
waist from the tables to the kitchen counter
serving door that was closed. [ndividual #3 was
naked from her waist up and continued to walk
back and forth to the closed kitchen counter

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 1%5)
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W 186 Continued From page 5 W 186

supervision or overall care, a team
meeting will be called to thoroughly
discuss the individual's needs and
assessment of continued need for
enhanced supervision. If the need is
found to be permanent the facility staff
along with the individual, the individual's
surrogate decision maker and Case
Manager will discuss the determined
level of care and supports required to
meet that need. If referral for a more
appropriate placement is deemed
necessary, Case Management will
assist the individual in appropriate
placement. All facility staff will record
time worked in the facility's electronic
time keeping system. Staff requesting
leave must do so utilizing the electronic
time keeping system and adequate
coverage secured. Changes due to [ast
minute staffing issues or need for
additional direct support staff due to an
individuat injury, iliness or facility
emergencies will be adjusted and all
?taﬁ deployed as needed at that given
ime.

A review of all of the needs of the 5/19/17
Individuals determined that the modified

Staff Work Schedule, with a raised

direct care staff to client ratio, should

meet the needs of all the residents.

Individual #1's Behavioral Support Plan

was updated by the psychologist 5/16/17
consultant 5/16/17 with procedures for

staff to implement should Individual #1

run out of the building and is not

FORM CMS-2567(02-99) Previous Versions Obsolete
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serving door with her arms against her chest and
bilateral breasts exposed for approximately 15
minutes. The full door from the kitchen to the
dining room was also closed. There were no staff
members in the community dining room with the
11 individual for approximately 15 minutes. There
was also no visualization from the kitchen into the
community dining room because the counter
serving door and the full door were closed. Two
staff members were sitting in the front room of
the facility near the exit working on a computer
approximately 30 feet from the community dining
room. At 5:05 p.m. a Residential Technician that
was in the front room entered the community
dining room and assisted Individual #3 with
putting her black leotard back on and remained in
the dining area. At 5:10 p.m. this surveyor
entered the kitchen area from the hallway and
observed 4 staff members in the kitchen
preparing the dinner meal around the center
island. The surveyor asked the 4 staff members
if they were aware that (Name of Individual #3)
was in the dining room undressed from the waist
up. The Clinical Services Administrator stated, "
just put her leotard back on her.” The Residential
Manager then stated, "And | have just done it
once already myself also.” The surveyor asked,
"Why is the counter serving door and kitchen
door closed?” The Clinical Services
Administrator stated, "Because (Name of
Individual #3) keeps reaching in and grabbing the
plates so we closed it.” All Individual dinner
plates were observed to be on the center island in
the kitchen. The only food item noted on the
counter near the counter serving doors was
multiple glasses of pink lemonade which was
over to the right side. Individual #3 was observed
by the surveyor peaking through the crack of the
counter serving doors while the staff were being

STATEMENT OF OEFICIENCIES {X1) PROVIOER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) OATE SURVEY
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W 186 Continued From page 6 W 186

wearing clothes. Other related updated
strategies include: moving his table to a
different location and consider sitting
with his back to the wall to reduce
anxiety associated with people moving
around behind him; encouraging him to
take walks outdoors near the home orin
a public walking area, as he likes to walk
outdoors; Individual #1 should attend a
vocational program if one becomes
available, otherwise he should take part
in activities at home and in the
community.
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the 4 staff members in the kitchen stopped to

#3 disrobing or the other 10 Individuals in the
community dining area waiting on dinner.

individual #3's Person Centered Plan dated
foliows:

ICF (intermediate Care Facility) Part 5
Important To Me:

Goal: Inappropriate Behaviors

List the actions/supports needed: Verbal,
Physical, Gestural Support

Describe how this will be provided based on

will not display any inappropriate behaviors,

by the Psychologist.

How often or by when?: Daily

Responsible Partner: FAR (Finney Avenue
Residential) Staff

Start Date: 05/01/2017

End Date: 4/30/2018

Goal: Wear Leotard

List the actions/supports needed: Verbal,
Physical, Gestural Support

Describe how this will be provided based on

by helping me put on my leotard.

addressed in the kitchen. After being informed of
Individual #3's current garment situation none of

assist Individual #3 but continued with the meal
preparation. For 15 minutes there was no direct
care supervision at any time noted for individual

4/4/17 at 11:00 a.m. is documented in part, as

individual preferences (support instructions} and
location where program strategy can be found: |

a) | will follow my behavior support plan as wrilten

individual preferences (support instructions} and
location where program strategy can be found: |
will wear my leotard to ensure appropriate dress.
a) DSP (Direct Support Partner) will support me
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b) DSP will ensure | have leotards available and
keep the leotard on.

How often or by when?: Daily

Responsible Partner: FAR (Finney Avenue
Residential) Staff

Start Date: 05/01/2017

End Date: 4/30/2018

Individual #3's BEHAVIORAL SUPPORT PLAN
date written 6/19/15 and signed by the Clinical
Psychologist on 8/30/15 is documented in part, as
follows:

TARGET BEHAVIORS:
*Removing her clothes in public

PROCEDURES:

3. Staff will ensure (Name) Individual #3 does not
wear short-sleeved shirts and that the shirts that
she wears are of at least three-quarter length
(that is, sleeves below the efbow).

4. {Name of Individual #3)} also will wear a
one-piece body suit or bathing suit under her
clothing each day. This should remain on during
all waking hours unless she clearly seems not to
want to wear it.

13. If (Name of Individual #3) removes her
clothing, staff will assist her in replacing her
clothing and will attempt to redirect her to an
ongoing activity. If she removes her clothes a
second time, staff will accompany her to a private
area (such as her bedroom) if one is available
and will continue with her activities in that setting.
Staff should not leave her alone in the private
area.

17. Staff will document incidents of each of the
target behaviors on the data sheets in (Name of
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individual #3's) program binder and elsewhere as
required by {(name of community service board)
and Finney Avenue ICF/ID.

Individual #3's DATA SHEET FOR
CHALLENGING BEHAVIOR-RESIDENTIAL for
May 2017 is documented in part, as follows:

Target Behaviors: Removing Clothes
Instructions: Tally behaviors as they occur, but do
not record more than one incident of self-injury,
overturning chairs or removing clothes in an hour.
Record food stealing each time it occurs.

Date May 9 2017: Remove Clothes 3X (3 times})

The facility policy titled "Staff Work Schedule”
revised 1/13 is documented in part, as follows:

POLICY:

There shall be methods established and
maintained whereby adequate staff coverage is
assured and the work schedule of staff is readily
available.

PROCEDURE:

The Director of Community Support Services and
the (Name of Community Services Board)
Personnel Office will ensure adequate support
staff will be employed so that direct care staff is
not required to perform support services to the
extent that these duties interfere with the
exercises of their primary duties (implementation
of Person Centered Plan).

"Adequate" coverage is defined as that which is
necessary to implement and maintain the
program described in this manual.
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On 5/1117 at approximately 3:00 p.m. a pre-exit
debriefing was conducted with the Clinical
Services Administrator and the Residential
Manager in attendance and the above findings
were shared.

Prior to exit no further information was provided.

(1) Profound Mental Retardation: a disorder
characterized by subaverage general intellectual
function with IQ under 20 with deficits or
impairments in the ability to learn and to adapt
socially.

(2) intermittent Explosive Disorder: a mental
disturbance beginning in childhood and
characterized by discrete episodes of violence
and aggressive behavior and destruction of
property in otherwise normal individuals.

(3) Seizures: a hyperexcitation of neurons in the
brain leading to abnormal electric activity that
causes a sudden, viclent involuntary series of
contractions of a group of muscles.

The above definitions are derived from Mosby's

Dictionary of Medicine, Nursing, and Health

Professions 8th Edition.
W 242 483.440(c)(B)(iii) INDIVIDUAL PROGRAM PLAN
The individual program plan must include, for
those clients who lack them, training in personalt
skills essential for privacy and independence
(including, but not limited to, toilet training,
personal hygiene, dental hygiene, self-feeding,
bathing, dressing, grooming, and communication
of basic needs), until it has been demonstrated
that the client is developmentally incapable of
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1) The Residential Manager 511117
corrected the PCP Quarterly

Review to accurately reflect the

data collected on Individual #2's
Medication data sheets for

February, March and April 2017,

A review of all Individual's records
will be conducted by the Program
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acquiring them. Manager .to ensure that data 6/25/17
collected is being accurately reported
on each Individual's most recent PCP
This STANDARD is not met as evidenced by: Quartery Review.
Based on observation, staff interviews, clinicat
record review, and facility document review the 2} The Program Manager will instruct
facility staff failed to ensure documentation was the Residential Counselor to correct 6/25/17
collected to yield an accurate measurement c;f th1e the Monthly Criteria Report for
criteria of medication management progress for .
of 4 Individuals in the survey sample, Individuat Feb.ruary, March, April to accurately
#2 depict the data that was collected.
The facility staff failed to ensure documentation The Clinical Services Administrator  6/25/17
was collected and reported correctly to yield an will facilitate a training on data
accurate measurement of individual #2°s criterta collection and reporting for all of the
of medication management for punching his facility's QIDPs.
medication out as outlined in his
Person-Centered Plan for the months of .
February, March and April 2017. A PCP Change Ngte WII! t.)e . 6/25/17
completed to modify Individual #2's
The findings included: Perspn-f:entered plan outcome for
Medication. The description shall
Individual #2 was a 62 year old admitted to the read "l will punch out my medications
facitity on 5/21/14 with diagnoses to include: (1) from its bubble pack and access my
Moderate Mental Retardation, (2) Depression and other medications by tearing the
{3} Seizures. multi-dose packaging." Support
. instructions will be added to include
On 5/9/17 at 4:20 p.m. a Medication . .
Administration observation was conducted with temporgry mechanical supporlts'tf
Individual #2 and Residential Technician (RT) #1. determined after assessment it is
Individual #2 was given Prozac 10 mg needed. The frequency will specify
(milligrams) 1 capsule that the RT removed from all medication administration times,
a multidose package and placed in a cup for daily.
administration. The RT also punched
Clonazepam 1 mg 1 tablet from a blister bubble The Medication outcome data sheet 6/25/17
medication pack and placed it into the medication format for Individual #2 will be
cup with the Prozac. The medication cup with the revised to record data for all shifts in
2 medications were handed to Individual #2 along which medication administration
with a cup of water and swallowed by Individual
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#2. The RT never verbally, physically, or
gesturally encouraged or allowed Individual to
independently punch out his pwn medication to
take.

On 5/10/17 at 3:35 p.m. a Medication
Administration observation was conducted with
Individual #2 and Residential Counselor (RC}) #1.
RT #2 allowed Individual #2 to punch his
Clonazepam 1 mg 1 tablet and Tylenol Arthritis
650 mg 2 tablets from blister bubble medication
packs into a medication cup, while giving verbal
support. After Individual #2 successfully punched
the above mediations into the medication cup he
stated, "I did it, | punched my own pills so [ can
stay independent.” Individual #2 then swallowed
the medications in the cup. The surveyor asked
RC #1 about Individual #2's Prozac 10 mg from
the multidose package he was also due for. RC
#1 stated, "Oh | had already opened that and it
was in his medication cup.” The surveyor asked,
"Why didn't you allow him to open that medication
package?” The RC stated, "l thought he would
drop it.” The surveyor then stated, "He did not
drop the other medications when he punched
them out." There was no further response from
the RC.

Individual #2's Person Centered Plan dated
2/13/17 at 1:45 a.m. was reviewed and is
documented in part, as follows:

ICF (Intermediate Care Facility) Part 5
Important Te Me:

Goal: Medication

List the actions/supports needed: Verbal,
Physical, Gestural Support

Describe how this will be provided based on
individual preferences {support instructions) and
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occurs. It will also be updated to
reflect the revised outcome as
written.

Once the program outcome is 6/2517
updated the QIDP/Nursing staff will

train all facility staff on proper
implementation of the outcome.

3) A review of facility Policy #857  6/25/17
Interdisciplinary Team, determined

that it continues to meet state and

federal requirements for evaluating

needs, planning outcomes,

reviewing responses and revising

outcomes.

A review of facility Policy #860 512517
Person-Centered Plan, determined

that it continues to meet state and

federal requirements for the

development and implementation of

a person-centered plan to ensure
continuous, aggressive active

treatment for each individual.

A review of facility Policy #864 Data 5/25/17
Collection/Monitoring, determined it
continues to meet state and federal
requirements for an established

reliable method of collecting data

for each individual outcome of an
individual's IPP.
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location where program strategy can be found: |
will punch out medications to take.

a) DSP (Direct Support Partner) will support me
by providing supervision and supporting me
verbally and physically.

b} DSP will document.

How often or by when?: Daily

Responsible Partner: FAR (Finney Avenue
Residential) Staff

Start Date; 06/01/2016

End Date: 5/31/2017

Individual #2's Medication Management Skills
Checklist dated 5/4/16 was reviewed and is
documented in part, as follows:

Medication Management:

Date: 5/4/16

Skills: Punched medication from prepared
medication card- Score Level 3

Score Code:

lLevel 3:

Type of Performance: Verbal and Partial Physical
of Gestural Prompting.

Description of Level of Performance: The
individual requires partial assistance in the form
of muitiple prompts (verbal, gestural, and/or
physical to complete task.

Examples: While the resident is performing the
task, staff places his/her hands in the proper
position and provides verbal clues to aid him/her
completing the task.

Individual #2's maost current signed Physician
Orders dated 2/1/17 were reviewed and are
documented in part, as follows:

1/17/17: Clonazepam 1 mg tablet, 1 tablet by
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mouth three times daily. {Anticonvulsant)
9/22/16: Prozac 10 mg capsule, take 1 capsule
at 4 p.m. (Antidepressant)

9/29/16: Tylenol Arthrifis ER (Extended Release)
650 mg, 2 caplets by mouth every 8 hours as
needed for limb pain. {(Analgesic)

Individuat #2's Interdisciplinary Team Meeting
Report that was held on 2/22/17 at 3:01 p.m. was
reviewed and is documented in part, as follows:

SCHEDULE OF SUPPORTS: (Name)
Residential Manager presented (Name) Individual
#2's Schedute of Supports.

IMPORTANT FOR (F3): F3.2- Medication-
siable.

(ndividual #2's (ndividual Support Program F3.2
Medication Data Sheets for February, March and
April 2017 were reviewed and are documented in
pari, as follows:

F3.2: Medication

F will punch out medication o take.

1:a) DSP will support me by providing
supervision and supporting me verbally and
physically.

b) DSP will document.

Code:

punch put meds= check
did not punch out meds =X
Refuses =R

February 2017
Check: 3 days
X: 25 days
R: 0 days
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March 2017
Check: 31 days
X: 0 days
R: 0 days
April 2017
Check: 2 days
X: 28 days
R: O days

Individual #2's Monthly Criteria Report dated
5/8/17 at 8:23 a.m. was reviewed and is
documented in pari, as follows:

Goal#: F3.2 Medication

Objective: 30 days

G {goal): Important For Me: 1 will punch out
medication to take.

Individual #2's Person-Centered Program 1st
Quarterly Review dated 5/8/17 at 5:12 p.m.
completed by the Residential Manager was
reviewed and is documented in part, as follows:

This Person-Centered review covers information
from: 02/01/2017 To: 04/30/2017

Instructions: Include the full outcome as reflected
on the shared plan or in a previous update in the
Desired Outcome field. Include the start date and
status for each outcome in the Start Date and
Status fields. Evaluate each outcome in the last
two text fields.

DESIRED OUTCOME (Enter Outcome Number
and Statement): F3.2: Medication: | will punch
out medication to take daily.

Start Date: 06/01/2016

Status of Outcome: Partially Met

Describe what has been tried and learned since
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the last review. What are you pleased about and
concerned about?

DSP supported me by providing supervision to
ensure my medications were taken and with
verbal and physical support with punching out my
medications daily for a total of 89 days in this
quarter.

February: Punched medications 28 days.
March: Punched medications 31 days
April: Punched medications 30 days.

Describe what will be changed or improved and
what will stay the same:
CONDITION: Stable

On 5/10/17 at approximately 5:00 p.m. an
interview was conducted with the Residential
Manager regarding Individual #2's Individual
Support Pragram F3.2 Medication Data Sheets
for February, March and April 2017, Individual
#2's Monthly Criteria Report dated 5/8/17, and
Individual #2's Person-Centered Program 1st
Quarterly Review dated 5/8/17. The surveyor
asked, "What is the purpase of the data collect on
facility individuals?" The Residential Manager
stated, "It represents their outcomes toward their
goals and it shows the progress or decline that
they are making." The surveyor then asked,
"Where did you get the data for your Quarterly
Report for (Name of Individual #2)7" The
Residential Manager stated, "Mostly from the
Criteria Report and the Individual's Data Sheets.”
The inconsistencies between Individual #2's
Individual Support Program F3.2 Medication Data
Sheets for February, March and April 2017,
Individual #2's Monthly Criteria Report dated
5/8/17, and Individua! #2's Person-Centered
Program 1st Quarterly Review dated 5/8/17 that
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the Residential Manager completed were
reviewed with her. The surveyor asked, "Is
(Name) Individual #2's Person-Centered Program
1st Quarterly Review dated 5/8/17 that was
completed by you data accurate and represent
him correctly for the months mentioned?" The
Residential Manager stated, "No, its not.”

The facility policy titled "Person-Centered Plan”
revised 1/13 is documented in part, as follows:

POLICY:

ltis the policy of Finney Avenue Residence
ICF/IID that an individual's PCP/IPP
{Person-Centered Plan/individual Program Plan)
will be developed and implemented to ensure
continuous, aggressive active treatment for each
individual. An individual's PCP/IPP will serve as a
guide for DSP decisions regarding individual
training, treatment, activities, and use of supports.
The PCP/IPP stands as a working document that
evolves with the individuals need for supports.

PROCEDURE:

A. The entire PCP/IPP process is a composite of
the following data:

1. All professional evaluations, including social,
medical, nutritional, communication andfor OT/PT
(Occupational Therapy/Physical Therapy), and
psychological.

9. Behavior Support Data.

10. Schedule of Supports.

B. The PCP/IPP components and function are as
follows:

2. Active treatment needs are prioritized based
on an individual's hierarchy of need according to
their evaluations, functional assessments and
individual's desires.
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3. PCP/IPP will state the identified supports
{need area) and written outcome for each support
outcomes; will be expressed in behavioral terms
that are both measurable and realistic to that
individuals needs. The cutcome will state the
frequency of implementation.

4. PCP/IPP will also have a goal for each need
as listed on the form. This goal will indicate any
needed supports to implement the outcomes as
well as environment, consumer choice, duration
and times to implement the outcome.

6. Data sheets will be developed for each
outcome to collect information to report progress,
regression or stability.

C. Access to the PCP/IPP is as follows:

1. Any discipline or DSP providing care to the
individual will have access to the individual's
record and daily Program Book for
implementation and monitoring of Active
Treatment.

On 5/11/17 at approximatety 3:00 p.m. a pre-exit
debriefing was conducted with the Clinical
Services Administrator and the Residential
Manager in attendance and the above findings
were shared. The Residential Manager stated,
"“We will have to modify his plan to include the
multidose packaging.”

Prior to exit no further information was provided.

{1) Moderate Mental Retardation: a disorder
characterized by subaverage general intellectual
function with 1Q between 35 to 50 with deficits or
impairments in the ability to learn and to adapt
socially.

{2) Depression: an abnormal emotional state
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As soon as the interdisciplinary team has
formulated a client's individual program plan,
each client must receive a continuous active
treatment program consisting of needed
interventions and services in sufficient number
and frequency to support the achievement of the
objectives identified in the individual program
plan.

This STANDARD is not met as evidenced by:
Based on observations, record review and staff
interview, the facility staff failed to ensure staff
supervision and management was available to
ensure Individual #1 was supervised in
accordance with his Person Centered Plan (PCP)
for wandering and leaving the building and
individual #3 was supervised in accordance with
her Person Centered Plan (PCP) for disrobing.

The findings included:

Person-Centered Plan nor his
Behavioral Support Plan indicates that
he must have a male staff person to
monitor him at all times, His
Authorized Representative (AR} has
hot requested the IDT to provide for
exclusively male staff monitoring of
Individual #1, and has approved his
person-centered plan and Behavioral
Support Plan as written. The AR has
expressed her opinion about Individual
#1's demeanor toward male versus
female staff directly with the Director of
Community Supports. The AR was
informed that as male staff are
available, they are assigned to work
with all male consumers in the house.

On 5/9/17 there were appropriate and
sufficiently trained staff to implement
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characterized by exaggerated feelings of
sadness, melancholy, dejection, worthlessness,
emptiness, and hopelessness that are
inappropriate and out of proportion to reality.
(3) Seizures: a hyperexcitation of neurons in the
brain leading o abnormal electric activity that
causes a sudden, violent involuntary series of
contractions of a group of muscles.
The above definitions are derived from Mosby's
Dictionary of Medicine, Nursing, and Health
Professions 8th Edition.
W 249 483.440(d)(1) PROGRAM IMPLEMENTATION W 249 ) L
1) Neither Individual #1's current
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1. Individual #1 was admitted to the facility on
6/6/03 with diagnoses which included Severe
intellectual Disability, autistic and anxiety. APCP
dated 12/23/16 indicated: what is important to
me. Goal -To be heailthy and safe as agreed Upon
in my plan. Objectives- What does success look
like? Desired Cutcomes: Supervision for
wandering and intruders. How often- daily. Who is
going to support me? Residential staff.

A review of Individual #1's Person Centered Plan
Quarterly review dated 3/9/2017 indicated:
Household Safety/Monitoring.

Status of Outcome: Partially Met

Describe what has been tried and learned since
the last review. What are you pleased about and
concerned about?

Individual #1 received support in his living
environment to maintain household safety and
remain safe in the community and protected from
home intruders. DSP (Direct Service Providers)
ensured that the facility doors were locked,
Monitoring cameras were active and the security
system was activated as directed.

A data sheet for challenging behaviors indicated
*Running Qut of Building”.

A review of Individual #1’s behavior plan
indicated: This individual had 22 incidents of
running out of the building from 2/ 23/17 until
5M1/17.

Areview of an Incident Log indicated the
following: January 18th 2017 the staff
documented, Security key pad sticking, can the
Security Company be notified.

w 24g Individual #1°s person-centered plan.

On 5/9/17, during dinner time, there
was a male staff person upstairs with
Individual #1, monitoring from the
hallway while he was showering. In
addition, 4 staff were in the kitchen
area and 2 were in the living room area
during the physical observation prior to
dinner. During the interview on
5/11/17 at 1:50 pm, regarding
Individual #3's disrobing, a surveyor
made a statement that there was no
male staff on shift on 5/9/17. No
response was given by any of the
facility staff in the room as it was nota
question, it was a statement. On
5/9/17 plates were moved to the center
island in order to close the kitchen
serving window.

Individual #1's person-centered plan
includes the QOutcome: Support for
Wandering and Intruders. The
description of how it will be provided
reads "l will respond to DSP support to
ensure safety when | leave the
building.” Support instructions include
"DSP will support me by ensuring daily
facility doors are locked, monitoring
cameras are activated and security
system activated as directed in facility
Policy #819" and "DSP will support me
by following my plan for safety if |
leave the building without supervision.”
On 4/28/17 facility staff appropriately
implemented Individual #1's
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January 28, 2017 Security pad still sticking
making it difficult to set alarm.

February 14, 2017 Alarm keeps going off
alarm indicated patio door had breakage.

April 9, 2017 Battery is low and the alarm
company calied to replace the battery.

security system.
tour, the lower level back door leading to an

out of the facility around 9:20 A.M,

A sign throughout the facility indicated: alarm
system Is on between 9: AM. and 5 P.M.

entrance door during these hours.
During an interview with the Residential

fire alarm pad gets stuck.

throughout the overnight. It happened twice. The

April 29, 2017 The alarm system was on a two
doors were on by-pass (Recreation Room and
Staff Entrance). Staff noticed that the hallway
patio door was cracked open and the alarm did
not sound and we did not receive a call from the

On 5/11/17 at 11:15 A.M. during an environmental

apartment complex located behind the facility was
observed to be open. Al individuals were noted

entrance to the building will be through the staff

Coordinator she stated, the door alarm and the

Areview of an April 28, 2017 Adverse incident
Report indicated: "About 3:00 P.M. Individual #1
exited the bullding. Staff opened all the exterior
doors so that Individual #1 could return to the
building. Cne staff stood between the road and
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person-centered plan Outcome:
Support for Wandering and Intruders,
by following his plan for safety as
written in his current Behavioral
Support Plan when he left the building
without supervision, and by ensuring
the security system was activated.

On 5/9/17 there were 4 staff in the
kitchen area and 2 in the living room
area during the physical observation
prior to dinner, in addition to a male
staff upstairs. On 5/11/17 and 512/17 51117
the Clinical Services Administrator 5M12M17
facilitated a staff meeting to emphasize
appropriate deployment of direct care
staff services and duties. The meeting
included a debriefing of the event
involving Individual #3 that occurred
5/9/17 as noted by the surveyors. Staff
reviewed how it could have been
managed appropriately with the staff on
shift. A strategy was reviewed to
consistently communicate with each
other before attending to another
activity in order to verify which staff will
be responsible for supervising the
individuals. Since two staff were
occupied writing an incident report in
another room during the event,
prioritizing direct client care was also
emphasized.

2) The Clinical Services Administrator
and Program Manager have reviewed
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so that Individual #1 could return to the building.
Individual #1 returned inside the building after
fifteen minutes.

Individual #1 sat at his table and watched
television. Staff then asked him if he was ready
for his shower. He said yes and staff led him to
the bathroom. Staff and Individual #1 then into
the laundry room to get his hygiene materials, he
then snatched his towel and wash cloth and ran
into the shower slamming the docr. Staff then got
his body wash and deodorant out the hygiene
closet right next to the bathroom. Staff knocked
on the door and handed Individual #1 his hygiene
iterns. Staff monitored Individual #1 outside the
bathroom giving Individual #1 his privacy.

Staff realized Individual #1 did not have his night
clothes, so staff went inside the laundry room for
a moment to get Individual #1's clothing. Staff
returned to the hallway and staff noticed the
bathroom door was open and Individual #1 was
gone, leaving the shower running. Staff informed
the other staff to open all the exterior doars so
that Individual #1 could return to the building and
that he was "naked". As staff opened all doors
they didn't see Individual #1 so staff walked
around the building and that's when the other
staff inside the house yelled, "He is In."

Between the time staff went in the laundry raom
and noticed Individual #1 was not in the shower,
Individual #1 was probably put side between 5-10
minutes. On Call Nurse was contacted to give
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W 249 Continued From page 22 w 249 the current staff work schedule to

the building for safety. Individual #1 returned to ensure sufficient direct care staff

the building (no approximate time given for coverage and it has been

Individual #1 being out of the building). After recommended that an additional full

about an hour and a half Individual #1 exited the time position will be added to the

building again. Staff opened all the exterior dobrs current direct support FTEs to the 6/25/17

facility. Given the suggested ratio in
TAG W187 based on individuals'
functioning levels and behavioral
support plans the facility ratio in a 24
hour period should be 3.5. By adding
another FTE, the facility ratio will be
raised. Until hire, it will be achieved by
utilizing PRN staff, The facility is
currently recruiting for the position.
Policy #943 Staff Work Schedule will be g/25/17
updated to address one to one direct
care supervision in the event it is
heeded on a temporary basis.

A review of all of the needs of the

Individuals determined that the modified 5/19/17
Staff Work Schedule will ensure there

are appropriate and sufficiently trained

staff available to meet the needs of all

the residents.

The Clinical Services Administrator will
request a review of Individual #1's
Behavioral Support Plan by the
psychologist consultant to determine if
procedures to address his target
behavior of running out of the building
require any revision. The psychologist

6/25/17
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PRN (as needed} Ativan for agitation. consultant will provide an in-service  6/25/17
N . _ for facility staff to review Behavioral
Individual #1’s Authorized Representative (AR) Support Plans for Individual #1 and
was contacted, a message was left on the Individual #3.
answering machine. On 4/29/17 at 10:45 A.M. the
AR called back to the facility in regards to the . . .
ymreg 3) A review of facility Policy #943 5/19/17

incident. The AR voice tone seemed to be upset
as she asked staff why they monitoring Individual
#1 when his PCP called for a male to monitoring

him during shower time. The staff responded,

"Unfortunately a male staff wasn’t on shift.” The

AR apologized to staff and stated the facility

should be ashamed of themselves putting staff
safety in jeopardy. She said she was upset with

the agency management because she and the

facility had put in place in PCP that a male staff

was to be with him, especially when taking a
shower. The AR stated, Individual #1 is very
disrespectful towards women and he will fight
them.”

On 5/9/17 during the afternoon shift there were
no males on duty. The Residential Coordinator
and the Program manager were asked during an
interview on 5/11/17 at 1:50 P.M. if a male staff

was on duty for the evening shift of 5/9/17 and
they stated, "No”".

The facility staff failed to consistently implement

Individual #1°'s Person Centered Plan.

2. The facility staff failed to ensure that Individual

#3's approved Person Centered Plan and
Behavior Support Plan for disrobing was
consistently implemented on &/9/17.

Individual #3 was a 52 year old admitted to the
facility on 3/29/04 with diagnoses to include: (1)

Profound Mental Retardation, (2) Intermittent

Staff Work Schedule, determined it

continues to meet state and federal
requirements for providing adequate

staff coverage to implement and

maintain the program. However, it will 6/23/17
be updated to address the individual

needs of an individual that is admitted

if ever with the need for one to one

direct care supervision.
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Explosive Disorder and (3) Seizures.

On 5/9/17 from 4:50 p.m. until 5:05 p.m.
individual #3 was observed in the community
dining room with 10 other in house individuals.
The 10 in house individuals were all seated
around 3 different tables; however, individual #3
was ambulating back and forth with her black
leotard off of both arms and down around her
waist from the tables to the kitchen counter
serving door that was closed. Individual #3 was
naked from her waist up and continued to walk
back and forth to the closed kitchen counter
serving door with her arms against her chest and
bilateral breasts exposed for approximatety 15
minutes. The full door from the kitchen to the
dining room was also closed. There were nD staff
members in the community dining room with the
11 individual for approximately 15 minutes. There
was also no visualization from the kitchen into the
communily dining room because the counter
serving door and the full door were closed. Two
staff members were sitling in the front room of
the facility near the exit working on a computer
approximately 30 feet from the community dining
room. At 5:05 p.m. a Residential Technician that
was in the front room entered the community
dining room and assisted Individual #3 with
putting her black leotard back on and remained in
the dining area. At 5:10 p.m. this surveyor
entered the kitchen area from the haliway and
observed 4 staff members in the kitchen
preparing the dinner meal around the center
island. The surveyor asked the 4 staff members
if they were aware that (Name of Individual #3)
was in the dining room undressed from the waist
up. The Clinical Services Administrator stated, ™
just put her leotard back on her.” The Residential
Manager then stated, "And | have just done it

W 249
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“Why is the counter serving door and kitchen
door closed?” The Clinical Services
Administrator stated, "Because (Name of

plates so we closed it." All Individual dinner

the kitchen. The only food item noted on the
counter near the counter serving doors was
multiple glasses of pink lemonade which was

the 4 staff members in the kitchen stopped to

#3 disrobing or the other 10 Individuals in the
community dining area waiting on dinner.

Individual #3's Person Centered Plan dated

foliows:

ICF (Intermediate Care Facility) Part 5
important To Me:

Goal: Inappropriate Behaviors

List the actions/supports needed: Verbai,
Physical, Gestural Support

Describe how this will be provided based on

will not display any inappropriate behaviors,
by the Psychalogist.

How often or by when?. Daily
Responsible Partner: FAR (Finney Avenue

once already myself also.” The surveyor asked,

Individual #3) keeps reaching in and grabbing the

plates were observed to be on the center island in

over to the right side. Individual #3 was observed
by the surveyor peaking through the crack of the
counter serving doors while the staff were being
addressed in the kitchen. After being informed of
Individual #3's current garment situation none of

assist Individual #3 but continued with the meal

preparation. For 15 minutes there was no direct
care supervision at any time noted for Individual

414717 at 11:00 a.m. is documented in part, as

individual preferences (support instructions) and
location where program strategy can be found: |

a) | will follow my behavior support plan as written

W 249
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Residential) Staff
Start Date: 05/01/2017
End Date: 4/30/2018

Goal: Wear Leotard

List the actions/supports needed: Verbal,
Physical, Gestural Support

Describe how this will be provided based pn
individual preferences (support instructions) and
location where program strategy can be found: 1
will wear my leotard to ensure appropriate dress.
a) DSP (Direct Support Partner) will support me
by helping me put on my leotard.

b) DSP will ensure | have leotards available and
keep the leotard on.

How often or by when?: Daily

Responsible Partner: FAR (Finney Avenue
Residential) Staff

Start Date: 05/01/2017

End Date: 4/30/2018

Individual #3's BEHAVIORAL SUPPORT PLAN
date written 6/19/15 and signed by the Clinical

follows:

TARGET BEHAVIORS:
*Removing her clothes in public

PROCEDURES:
wear short-sleeved shirts and that the shirts that
she wears are of at least three-quarter length

(that is, sleeves below the elbow).

4. (Name) Individual #3 also will wear a
one-piece body suit or bathing suit under her

all waking hours unless she clearly seems not to

Psycholngist on 6/30/16 is documented in part, as

3. Staff will ensure (Name) Individual #3 does not

clothing each day. This should remain on during

(X4) 1D
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want to wear it.

13. If (Name) Individual #3 removes her clothing,
staff will assist her in replacing her clothing and
will attempt to redirect her to an ongoing activity.
if she removes her clothes a second time, staff
will accompany her to a private area (such as her
bedroom) if one is available and will continue with
her activities in that setting. Staff should not
leave her alone in the private area.

17. Staff will document incidents of each of the
target behaviors on the data sheets in (Name)
individual #3's program binder and elsewhere as
required by (name of Community Services Board)
and Finney Avenue ICF/ID.

individual #3's DATA SHEET FOR
CHALLENGING BEHAVIOR-RESIDENTIAL for
May 2017 is documented in part, as follows:

Target Behaviors: Removing Clothes
instructions: Tally behaviors as they occur, but do
not record more than one incident of seif-injury,
overturning chairs or removing clothes in an hour.
Record food stealing each time it occurs.

Date May 9 2017: Remove Clothes 3X (3 times)

The facility policy titled "Person-Centered Plan”
revised 1/13 is documented in part, as follows:

POLICY:

It is the policy of Finney Avenue Residence
ICFAID that an individual's PCP/APP
{Person-Centered Plan/Individual Program Plan}
will be developed and implemented to ensure
continuous, aggressive active treatment for each
individual, An individual's PCP/IPP will serve as a
guide for DSP decisions regarding individual
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training, treatment, activities, and use of supports.
The PCP/IPP stands as a working document that
evolves with the individuals need for supports.

PROCEDURE:

A. The entire PCP/IPP process is a composite Df
the following data:

1. All professional evaluations, including social,
medical, nutritional, communication and/or OT/IPT
(Occupational Therapy/Physical Therapy), and
psychological.

9. Behavior Support Data.

10. Schedule of Supports.

14, Support Intensity Scale as required.

B. The PCP/IPP components and function are as
follows:

2. Active freatment needs are prioritized based
on an individual’s hierarchy of need according to
their evaluations, functional assessments and
individual's desires.

3. PCP/IPP will state the identified supports
(need area) and written outcome for each support
outcomes: will be expressed in behavioral terms
that are both measurable and realistic to that
individuals needs. The outcome will state the
frequency of implementation.

4. PCP/IPP will also have a goal for each need
as listed on the form. This goal will indicate any
needed supports to implement the outcomes as
well as environment, consumer choice, duration
and times to implement the outcome.

6. Data sheets will be developed for each
outcome to collect information to report progress,
regression or stability.

C. Access to the PCP/IPP is as follows:
1. Any discipline or DSP providing care to the
individual will have access to the individual's

W 249
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record and daily Program Book for
implementation and monitoring of Active
Treatment.

The facility policy titled "Staff Work Schedule”
revised 1/13 is documented in part, as follows:

POLICY:

There shall be methods established and
maintained whereby adequate staff coverage is
assured and the work schedule of staff (s readily
available.

PROCEDURE:

The Director of Community Support Services and
the (name of Community Services Board)
Personne! Office will ensure adeguate support
staff will be employed so that direct care staff is
not required to perform support services to the
extent that these duties interfere with the
exercises of their primary duties (implementation
of Person Centered Plan).

"Adequate" coverage is defined as that which is
necessary to implement and maintain the
program described in this manual.

On 5111117 at approximately 3:00 p.m. a pre-exit
debriefing was conducted with the Clinical
Services Administrator and the Residential
Manager in attendance and the above findings
were shared.

Prior to exit no further information was provided.

(1) Profound Mental Retardation: a disorder
characterized by subaverage general intellectual
function with 1Q under 20 with deficits or
impairments in the ability to learn and to adapt
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(2) intermittent Explosive Disorder: a mental
disturbance beginning in childhood and
characterized by discrete episodes of violence
and aggressive behavior and destruction of
property in otherwise normal individuals.

(3) Seizures: a hyperexcitation of neurons in the
brain leading to abnormai electric activity that
causes a sudden, violent involuntary series of
contractions of a group of muscies.

The above definitions are derived from Mosby's
Dictionary of Medicine, Nursing, and Health
Professions 8th Edition.

W 371 483.460(k)(4) DRUG ADMINISTRATION

The system for drug administration must assure
that clients are 1aught to administer their own
medications if the interdisciplinary team
determines that self-administration of medications
is an appropriate objective, and if the physician
does not specify otherwise.

This STANDARD is not met as evidenced by:
Based on observation, staff interviews, clinical
record review, and facility document review the
facility staff failed to follow the Person-Centered
Plan for 1 of 4 individuals in the survey sample
which included a Self Medication Program,
individual #2.

The facility staif failed to involve Individual #2
according to his Person-Centered Plan for the
Self Administration of Medications by not allowing
him to punch out his medications during

W 249

W 371

1) Individual #2's person-centered
pian Qutcome for Medication
seif-administration was appropriately
developed according to his
Medication Management Skiils
Checklist dated 5/4/16, when his
medications were packed by the
pharmacy in blister bubbie packs. As
of February 2017, the agency's
newiy contracted pharmacy utilizes
muiti-dose packaging for all
medications except controlled
medications. Individual #2 continues
to have controlled medications in
blister bubble packs, in addition to
other medications in muiti-dose
packaging.

A review of all Individuals'
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Med ication Administration Observations on 5/8/17
and 5/10/17.

The findings included:

Individual #2 was a 62 year old admitted to the
facility on 5/21/14 with diagnoses to include: (1)
Moderate Mental Retardation, (2) Depression and
(3) Seizures.

On 5/9/17 at 4:20 p.m. a Medication
Administration observation was conducted with
individual #2 and Residential Technician (RT} #1.
individual #2 was given Prozac 10 mg
(milligrams) 1 capsule that the RT removed from
a muitidose package and placed in a cup for
administration. The RT also punched
Clonazepam 1 mg 1 tablet from a blister bubble
medication pack and placed it into the medication
cup with the Prozac. The medication cup with the
2 medications were handed to individual #2 along
with a cup of water and swallowed by Individual
#2. The RT never verbally, physically, or
gesturally encouraged or allowed Individual to
independently punch out his own medication to
take.

On 5M0/17 at 3:35 p.m. a Medication
Administration observation was conducted with
individual #2 and Residential Counselor (RC) #1.
RT #2 allowed Individual #2 to punch his
Clonazepam 1 mg 1 tablet and Tylenol Arthritis
650 mg 2 tablets from blister bubble medication
packs into a medication cup, while giving verbal
support. After Individual #2 successfully punched
the above mediations into the medication cup he
stated, "l did it, | punched my own pills so | can
stay independent.” Individual #2 then swallowed
the medications in the cup. The surveyor asked
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person-centered plans will be 6/25/17
conducted to ensure that appropriate
medication outcomes are written to
accommodate the new medication

packaging system.

2) A new Skills Checklist form #1859 6/25/17
will be updated under Fine Motor
Development to include pincer grasp
for both left and right hands for
tearing paper. A new Skills Checklist
will be performed for Individual #1 by
the Residential Counselor.

A PCP Change Note will be 6/25/17
completed to modify Individual #2's
Person-centered plan outcome for
Medication. The description shall
read "l will punch out my medications
from its bubble pack and access my
other medications by tearing the
multi-dose packaging.” Support
instructions will be added to the
program that may include mechanical
supports based on the assessment.
The frequency will specify all
medication administration times and
data will be collected for all times.
The Medication outcome data sheet  6/25/17
format for Individual #2 will be revised

to record data for all shifts in which

medication administration occurs. It

will also be updated to reflect the

revised outcome as written,
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p g - Person-Centered Plan determined that

#1 stated, "Oh 1 had already opened that and it . .
was in his medication cup." The surveyor asked, it continues to meet state and federal
“while didn't you allow him to open that requirements for the development and
medication package?" The RC stated, "l thought implementation of program planning.
he would drop it." The surveyor then stated, "He

did not drop the other medications when he

punched them out.” There was no further

response from the RC.

Individual #2's Person Centered Plan dated
2/13/17 at 1:45 a.m. was reviewed and is
documented in part, as follows:

ICF (Intermediate Care Facility) Part &
important To Me:

Goal: Medication

List the actions/supports needed: Verbal,
Physical, Gestural Support

Describe how this will be provided based an
individual preferences {support instructions) and
location where program strategy can be found: |
will punch out medications to take.

a) DSP (Direct Support Partner) will support me
by providing supervision and supparting me
verbally and physically.

b) DSP will document.

How often or by when?: Daily

Responsible Partner: FAR (Finney Avenue
Residential) Staff

Start Date: 06/01/2016

End Date: 5/31/2017

Individual #2's Medication Management Skills
Checklist dated 5/4/16 was reviewed and is
documented in part, as follows:

Medication Management:
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Date: 5/4/16
Skills: Punched medication from prepared
medication card- Score Level 3

Score Code:
Level 3;

of Gestural Prompting.
Description of Level of Performance: The

of muitiple prompts (verbal, gestural, and/or
physical to complete task.

task, staff places his/her hands in the proper
completing the task.

Individual #2's most current signed Physician
Orders dated 2/1/17 were reviewed and are
documented in part, as follows:

mouth three times daily. (Anticonvulsant)
at4 p.m. (Antidepressant)

650 mg, 2 caplets by mouth every 8 hours as
needed for limb pain. (Analgesic)

Individual #2's Interdisciplinary Team Meeting

SCHEDULE OF SUPPORTS: (Name)

#2's Schedule of Supports.
IMPORTANT FOR (F3): F3.2- Medication-
stable.

Type of Performance: Verbal and Partial Physical

individual requires partial assistance in the form

Examples: While the resident is performing the

position and provides verbal clues to aid him/her

117M7:; Clonazepam 1 mg tablet, 1 tablet by
9/22/16: Prozac 10 mg capsule, take 1 capsule

0/29/16: Tylenol Arthritis ER (Extended Release)

Report that was held on 2/22/17 at 3:01 p.m. was
reviewed and is documented in part, as follows:

Residential Manager presented (Name) Individual
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The facility policy titled "Person-Centered Plan”
revised 1/13 is documented in part, as follows:

POLICY:

It is the policy of Finney Avenue Residence
ICEMD that an individual's PCP/IPP
{Person-Centered Plan/individual Program Plan)
will be developed and implemented to ensure
conlinuous, aggressive active treatment for each
individual. An individual's PCP/IPP will serve as a
.guide for DSP decisions regarding individual
training, treatment, activities, and use of supports.
The PCP/PP stands as a working document that
evplves with the individuals need for supports.

PROCEDURE:

A. The entire PCP/IPP process is a composite of
the following data:

1. All professional evaluations, including social,
medical, nutritional, communication andfor OT/PT
(Occupational Therapy/Physical Therapy), and
psychological.

9. Behavior Support Data.

10. Schedule of Supports.

14. Support Intensity Scale as required.

B. The PCP/IPP componenis and function are as
follows:

2. Aclive treatment needs are prioritized based
on an individual's hierarchy of need according o
their evaluations, functional assessments and
individual's desires.

3. PCP/IPP will stale the identified supports
{need area) and written butcome for each support
outcomes; will be expressed in behavioral terms
that are both measurable and realistic to that
individuals needs. The oulcome will state the
frequency of implementation.

4. PCP/APP will also have a goal for each need
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and times to implement the outcome.
5. Data sheets will be developed for each

regression or stability.

C. Access to the PCP/IPP is as follows:
individual will have aceess to the individual's
record and daily Program Book for

implementation and monitoring of Active
Treatment.

debriefing was conducted with the Clinical
Services Administrator and the Residential

multidose packaging.”

(1) Moderate Mental Retardation: a disorder

socially.

characterized by exaggerated feelings of

emptiness, and hopelessness that are
inappropriate and out of proportion to reality.

brain leading to abnormal electric activity that

as listed on the form. This goal will indicate any
needed supports to implement the cutcomes as
well as environment, consumer choice, duration

oulcome to collect information to report progress,

1. Any discipline or DSP providing care to the

On 5/11/17 at approximately 3:00 p.m. a pre-exit

Manager in attendance and the above findings
were shared. The Residential Manager stated,
"Ae will have to modify his plan to include the

Prior to exit no further information was provided.

characterized by subaverage general intellectual
function with IQ between 35 to 50 with deficits or
impairments in the ability to learn and to adapt

(2) Depression: an abnormal emotional state

sadness, melancholy, dejection, worthlessness,

(3) Seizures: a hyperexcitation of neurons in the
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causes a sudden, violent involuntary series of
contractions of a group of muscles.

The above definitions are derived from Mosby's
Dictionary of Medicine, Nursing, and Health
Professions 8th Edition.
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