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The facility must ensure that al allegations of ' M
misireatment, neglect or abuse, as well as M OJH’KLL

injuries of unknown source, are reporied
immediately to the administrator or to other ]

officials in accordance with State law through Q—/M

established procadurss.

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed {0 ensure staff immediately reported
sallegations of abuse and/or misireatment to
administration. As a result, the facility also failed
to ensure allegations of abuse and/or
mistreatment were reported to the appropriate
state agency in a timely mannet. This affected 1
of 8 sample clients (Client #2), Finding follows: 0 &

Record review on 8/30/16 revealed the facility's
internal investigation into an incident occurring / [y é / / / (ﬂ
6/28/16. According to the incident report
included, dated 7/5/16, staff observed another N—
staif throw a moccasin at Client #2's back. The e T
moceasin hit Client #2 and he/she replied,
"Ouchi" Further review of the internal
investigation revealed the incldent reported to the
Department of Inspactions and Appeals (DIA} on
7/2/16 and Child Protective Services (CPS) on
F{IA LR

Record review on 8/30/16 revealed a Mandatory
Reporter Requirements in the policy manual. The
policy directed, ... in all FHC (Faith, Hope and
Charity) programs the mandatory reporter should
immediately call the appropriate on-call to review
and conault on the potential incldent or abuse...

in addition ta calling CPS (Child Protective
Sarvices}, the ICF/ID (Intermediate Care Facility

LABORAFORY DIRECTAR'S OR PRCVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TVELE (X8) DATE
LY - . f o 9\
A1l E N - 29-14

Any deflciency statement ending with an asterisk (*) denotes a deficienay which the Insfitution may b exoused from correcting providing it is determined that
othier safeguards provide sufficient protection to the patients. (See instructions,} Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction Is provided. For nussing homes, the above findings and plans of correction are disclosable 14
days following the: date these docuiments are made available to the facility. If deficlencles are cited, an approved plan of carrection is requlsite 1o continued
progeam partlcipation,
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Each clieni's active treatment program must be
infegrated, coordinated and monitored by &
qualified intellectual disability professional.
This STANDARD s not met as evidenced by:
Based on interviews and record review, the
facility failed to ensure the Qualified Intellectual
Disabllity Professional (QIDP) consistently
coordinated, monitored, and integrated client
services. This affected 2 of 8 sample clients
{Ciient #6 and #9). Findings follow:

1. Record review on 8/31/16 revealed Client #9's
Guardian nfarmed Consent, signed 6/7/16. The
consent identified Client #9 wore a Life Saver
bracelet due to a history of wandering away from
histher parental home. The consent indicated the
bracelet was not used by the facility, but would
not be removed while he/she was at the facility.

Continued record review revealed Client #9's
Behavior Strategy Plan (BSP), last revised
6/17/16, The BSP documented, "(Client #2) has a.
Life Saver bracelet as (hefshe) has a history of
wandering from (his/her) home in the middie of
the night” The BSP failed to Include any
additional Information regarding the bracelet.
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for the Intellectual Disabled) program will
selfreport by phone or online to DIA (Department
of Inspection and Appeals) within 24 hours."
When interviewed on 8/31/16 at 510 p.m. the
Director of Social Services confirmed staff faiied
fo follow facllity policy for reporfing. She further
confirmed the facility failed to report the incident
to the appropriate State Agency in a timsly
manner,
W 159 | 483.430(a) QIDP W 159
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When interviewed on 8/31/16 at approximately
10:40 a.m., the Residential Director
{RD)Qualified Intellectual Disabilities
Professional (QIDP stated the bracelet was able
to track Client #9 and was only utilized while with
hisfer mother/guardian. She stafed the faciity
maintained the bracelst, but it was not used at the
facility. The Reskdential Director (RD) confirmed
the BSP falled to provide any information
regarding the use, logation of, reduction plan, or
basic information about the bracslet.

Bruring follow-up interview on 8/31/18 at
approximately 12:40 p.m. the RD stated the
facility scanned the bracelet daily to check the
batfery and changed the batfery when neaded.
She stated she did not know why the bracslet
was not removed when Client #8 was in the
facility since it was only used while Client #9 was
with his/her mother.

When interviewed on 8/31/16 at approximately
3:00 p.m. the Director of Soctal Sarvicas {(DSS)
stated Clieni #3 's mother/guardian wanted Client
#9 to wear the bracelet and did not think histher
mother would aliow the facility to remove it when
Client #9 was at the facility. She stated Client #9
used to wander away from his/her mother's
home, but Client #5 had never wandered away
from the facility. She sxplained the bracelet was
tracked by the Sioux City Police Department, but
she was unsure of the distance the bracelst was
able to track, When asked, the DSS stated the
fadility did not have a policy or additional
information regarding the Life Saver bracsiet,

2. The public school teacher for Client #6 was

interviewsd on 8/30/16 at 10:20 a.m. The feacher

W 1589
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reparted Client #6's recent behaviors at school
included attempfing to open the emergency exit
door focated at the back of the school bus and
hitting a teacher aid when redirected away from
the door. The teacher also reported on 8/29/18,
Client #5 entered the school's media room and
wottd not leave when prempted fo do so resulting
in other high school students having fo be
removed from the area until the principal, the
officer assigned to the school, and other school
personnel physically escorted Glient #8, using a
two person escoit technique, fo hisfher
classroom. The teacher reported Client #6
recently bit her and showed a bruise on her upper
right arm, which had testh marks. The {eacher
confirmed Client #6 generally sat at the back of
the room in a study carrel. Although attempts
were being made o have Client #5 more
integrated with the other studenis, hefshe often
required andfor preferred io remain in the area
located in and behind the study carrel. The
teacher said a daily note was sent home about
Client #6's schoal day, but confirmed the
information included in the nole was mainly
positive statements, and did not include
irformation about the challsnging behaviors
hefshe exhibited at school. When asked how the
school documented the Incidents such as the one
on the bus, the one in the media room and the
incident in which she was bitten, the teacher said
there were generally no incident reports
completed for those events and confirmed she
did not complete incident repotts for the incidents
discussed.

When interviewed on 8/30/16 at 1:15 p.m. the
RD/QIDP reported she was not aware of the
incidents involving Client #5 at school, including
the incidents on the bus, in the media room, and
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the incident during which Client #6 bit the teacher
on the arm. The RD/QIDF stated often It took a
week or longer to receive incident reports frem
the schoel, but reported an agreement betweaen
the facility and tha school inciuded nofification of
events via telephone calls and/or emall. The
RD/QIDP checked with Residential Coordinator
{RC) C and confimed RC C had no khowladge of
any of the incidents described above. The
RBfQIDP confirmed it was not the practivs of the
facifity to incorperate behavior data from the
publie school on targeted behaviors such as
biting, hitting, refusals, etc., into the overall data
analysis conducted by the facility as part of the
QIDP assessment. The RD/QIDP said it was not
the practice of the facility to have QIDPs go o the
public school regularly fo make observations and
fo ensure service coordination.

During further interview the RD/QIDP confirmed
Client #6 began High Schooi this vear, and
struagled with changes in hisfher environment.
He/she historically responded by escalating
his/her behavior. The RD/OIDP had not visited
the High School to observe Clent #6 in hisfher
new classroom, although school had been in
session for fwo weeks, Wheh asked about
reported escalation of Client #6's aggressive
behaviors, the RDfQIDP explained until May
2018, the schoo! had a PRN {as needed) order
for the use of Clonidine. The school administered
the PRN Clonidine on a frequent, almost daily,
basis. According to the RD/QIDP, the fraquent
use of the PRN medication essentially served as
a medication increase and once the PRN order
for Clonidine was discontinued, the psychiatrist
Increased the dosage of the regularly scheduied
Clonidine to help stabilize Client #6's behavior,
When asked if she had requested documentation
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of the administration of the PRN Clonidine from
the scheol, the RB/QIDP said she had not, but
had reported to the team. She further explained
she also informed Client #6's paychiatrist Client
#6 received the PRN dosage of the Clonidine at
scheol almost daily. The RD/QIDP was asked to
secure a copy of the school's documented use of
the PRN Clonidine for review.

Record review on 8/30/186 revealed the following:
A. Client#5's Individualized Education Program
{IEP), dated 4/21/18. The "Working Result"
section of his IEP {school plan} documented,
"{He/She} hasn't had any aggression in the last 4
weaeks. (Client#6) hasn't had (histher)
emargancy (PRN} Clonidine in over a month.
(Ha/She) seldom needs this, {Client #8) also
doesn't need a nap on the weighted blanket after
lunch. (He/She) Is able to work all aftermoon
most of tha time now, but (hefshe) stilt has the
welghted blanket even if (hefshe) doesn'f sleep to
help (him/her) calm down..." The "Other
information Essential For The Davelopment Of
This tEP" documented, "(Client #6) works alone
and by (himself/heiself) self in a study choral (sic)
because (he/she) hasn't ' been appropriate or
compliant when working with groups.”

b. Client #6's Individual Service Plan (ISP}, dated
4119118, The "Procedure Plan" section of Client
#6&'s [SP (residentiai plan) included a goal related
to "self-soothing techniques.” However, the ISP
did not include the use of & weighted blanket to
assist Clieni #6 with self-soothing.

¢. Client #8's record did not include coples of or
reference fo the incident reports from the pubiic
school associated with bifing the teacher,

attempting to exit the emergency exit at the rear
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of the bus or refusing to leave the school's medial
room causing other students to have to be
evacuated from the area,

When Inferviewed on 8/31/16 at 8:47 a.m. on
8/31H6, the RD/QIDP said she was not aware a
weighted blanked was included as a self-scothing
strategy for Client #6 at school and part of hisfther
[EP. The RD/QIDP confirmed Client #6 did not
have or use a weighted blanket at home, The
RD/QIDP confitmed she was unaware Cllent #5
sat at the back of the classroom in a study carrel,
essentially separated from the other students,
and said she was not aware the strategy was
included in his/her [EP. The RIVQIDP confirmed
she was unaware the IEP for Client #6
doecumented hefshe seldom received the PRN
dose of Clonidine and reiterated her belief the
PRN Clonidine was given almost daily. The
RD/QIDP confirmed she was unable to locate
documentation: from the school related o the
incidents of physical aggression including biting
the teacher, attempting to open the emergency
exit on the bus and aggressing toward a feacher’s
aide, and disrupting the high school media room
by refusing to leave the area. The RD/QIDP
confirmed the data related to "physical
aggression” {definad as, but not limited to: hitting,
kicking, pinching, pushing, biting, puiling the hair
and clothing of others and throwing things at
others), which oscurred &t school or during home
visits, was not incorporated into the overall data in
order to assess whether the frequency andfor
intensity of the behaviors were increasing and/or
decreasing in response ta programming and the
use of the drugs for behavior management.

At 3:56 p.m. on 8/31/16, the RBFQIDP provided a
document from the public school attended by

FORM CMS-2567(02-88) Previous Verslons Obsolete

Event ID: HOMIKi1

Faciliy (D: [AGOO12

If continuation sheet Page 7 of 23




PRINTED: 09/18/2016

DEPARTMENT OF HEALTH AND HUMAN S8ERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
16G065 B, WING 09/0172016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE

1815 WEST MILWAUKEE BTREET

AITH, HOPE, CHARI
F AND CHARITY STORM LAKE, 1A 50538

o 1o SUMMARY STATEMENT OF DEFICIENCIES I FROVIDER'S PLAN OF CORRECTION 8

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL. PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY ORLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE DATE
DEFICIENCY}
VW 158 | Continued From page 7 W 158

Chent #6 fitted "Nurses' PRN Education Notes"
(PRN Notes}. The PRN Notes documented the
use of all PRN medication given to Client #8,
including PRN Clonidine, from 9/2/15 - 8/2/18,
The PRN Notes documented the PRN Clonidine
adrinistered only twice from January 2016 until
5/7/16, when the PRN Clonidine was
discontinued; January - None; February - 2/2/16
at 1:20 p.m. for non-compliance; Match - 3/14/16
at 11:25 a.m. for non-compliance and aggressiory,
April - None; and May - None. The RD/QIDP
maintained the data from the school were
tnaccurate since she was under the impression
Client #5 received the PRN Clonidine almost
daily. The RD/QIDP confirmed she had not
requested the written documentation from the
school nurses, nor had she spoken with the
school nurses sbout the use of the PRN
Clonidine. The RD/QIDP confirmed she was
unaware of the statement in the 1EP, dated,
4119/18, documentad Client #6 had not received
the PRN Clonidine in over a month.

W 206 | 483.440(c){1) INDIVIDUAL PROGRAM PLAN W 206

Each client must have an individual program plan
developed by.an-ipterdistiplimary-team-that
represants the professicns, disciplines ar servic
“areas that are relevant to:

{i) Klentifying the client’s needs, as described by
the comprehensive functional assessments
required in paragraph (c)(3) of this section;-and

(i) Designing prngramg;_that-meet’fﬁg clients--

reege e

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure the interdisciplinary team (IDT)
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included persons with experise in functionally
assessing skills, identifying neads, developing
plans, training staff, and monitoring and making
changes to the individuat program plan for 1 of 1
sample client whose diagnoses included autism
and whose targeted behaviors was ideniified as
escalating {Client #6). Finding Follows:

Record review on 8/31/16 at 1:15 p.m. confirmed
the the team failed to include a person with
expertise in functionally assessing skills,
identifying needs, developing plans, training sfaff,
and monitoring and making changes to the
individual support pian.

When interviewed on 8/30/16 at 1:15 p.m. and
B8/31/16 at 8:47 a.m. Residential Director (RD)/
Qualified Infellectual Disabilities Professional
(QIPP) confirmed Client #6's diagnoses Included
autism, more specifically Asperger Syndrome.
The RD/QIBP could not identify anyone whe
served an Client #6's team with speciatized
training in functionally assessing skills, identifying
needs, developing plans, training staff and
monitoring and making changes to the Indlvidual
support plan for a child with autism.

When interviewed on 8/31/16 at 3112 p.m.
Director of Social Services (DSS) confirmed
although the facility had a confract with an applied
behavicral analyst, that person had nof spent time
with and/or worked with Client #6, She explained
the Psychologist saw each client once annually
and did not provide direct psycholegical services
to assist with developing programs for clients with
challenging and interfering behaviors. The BSS
confirmed Client #6's behaviors continued {o
persist although hefshe received services at the
facility for more than three years, The DSS
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confirmed the facility had not analyzed Client #6's
behavior data, nor had a persen with expertise in
autism spert fime observing Client #8 in various
environments to functionally assess the targeted
behaviors and to determine if environmental
factors contributed to histher aggressive and
intetfering behaviors. The DSS reviewed the
names of the pecple who parlicipated in the
development of Glient #6's individual Support
Plan, daied 4/19/186, and confirmed none of the
team members had expertise in providing
supports for children with autism.
W 240 | 483.449(c}{8)(i) INDIVIDUAL PROGRAM PLAN W 240

The individual program plan must desciibe
relevant interventions to support the individual
toward independence,

This STANDARD is not met as evidenced by:
Based on observation, interviews, and regord
review, the facility failed to develop adeguate
interventions into client Behavior Strategy Plan
{BSP) as evidenced by failure fo include
interventions to maintain safely of others during
episodes of matadaptive behavior, This affected 1
of 2 clients added to the sample (Client #9).
Finding follows:

Observation on 8/30/16 at 7:12 a.m. revealed
Client #9 walked past Client #1 and hit Client #1
on the top of the head, Staff redirected Client #9
into the other room and body positioned between
Client #9 and other clients in the area. Client #0
intermittently attempted to hit staff and grab
various items untit approximately 8:06 a.m.
During this time, staff continued fo block, position
between Client #9 and his/her peers, and redirect
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Cilient#9,

Record raview on 8/30/16 revealed Client #9's
BSP data. Review of the data befween 3/1/18 and
B/29M16 revealed the foliowing episodes of
aggresslon toward peers and persons in the
community;

a, On 3/11/16, Client #9 threw a bottle of juice at
a peer but no contact was made.

b, Cn 3/17/16, Client #9 slapped pesrs face.

¢, On 3f20118, Client #9 hit a peer on the top of
the head,

d, On 3/24/16, Client #2 swung his/herleg at a
peer and then hit the peer on top of the head.

e, On 4/2/18, Client #9 hit a peer two times.

f. On 4/7/18, Client #9 hit a peer.

¢. On 4723718, Client #9 hit a peer in the back of
the head.

h. Cn 4723716, Client #9 hit a pser.

i. On 4/36/186, Client #9 hit a peer.

j. On 4730716, Client #9 Kicked a peer.

k. On 5/1/16, Client #8 hit a peer.

I. On 5/14/16, Client #3 hit a peer in the face after
tickling each other.

m. On 5/16/16, Client #9 Kissed a peer then
smacked the peer on the forehead.

n. On 5/18/16, Client #9 hit fwo peers.

0. On 5/20/16, Client #9 hit a peer on the top of
the head.

p. On 5/24/16, Client #9 pushed a chair and table
when a peer was exhibiting inappropriate
behavior.

q. On 6/2/16, Client #9 grabbed the glasses off a
child sitting next to him/her at the rodeo.

r. On 6/3/6, Client #9 hit a peer on the top of the
head.

s, On 6/5/16, Client #9 hit a peer In the head/face
area and scratched the peer when redirectad,
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t. On 6/9/16, Client #9 hit a person in the
community and took the glasses off ancther
parson in the community.

u. On 6/9/16, Client #9 reached over staff on the
van and pulled a peers hair.

v. On 6/10/18, Client #8 kicked a peer who was
being loud and was close fo him/her.

W, On 8/14/18, Client #8 hit a peer on the head.
x. On 6/15/16, Client #3 hif two peers on the
head.

y. On 6/20/18, Client #9 hit a peer on the head,
z. On 6/20/186, Client #9 hit a peer on the leg.
aa. On 8/21/16, Client #9 hit two paers on the
head,

bb. On 6/22/16, Client #9 hit a pesr.

cc. On 6/22/18, Client #9 hit twe peers during a
tornado diill,

dd. On 6/15718, Client #8 hit a peer on fop of the
head.

ee. On 6/29/16, Client #9 hit a peer.

ff. On 7/9/16, Client #9 hit a peer on the face.
gg. On 7/26/18, Client #9 hit a peer on the head.
hh. On 8/8/16, Client #9 hit a peer on the head.
ii. On 8/8/18, Client #9 grabbed people in the
community.

ii. On 810716, Client #9 hit a peer two fimes.

kk. On 8/13/18, Client #9 hit one peer on the
head, hit a secend peer, and scratched a third
peer by his/her eye.

Ik, On 8/26/16, Client #9 attempted to grab his/her
surroundings including people and took the
glasses off of three people while walting for the
bus. {The data did not indicate who was
grabbed.}

mm. On 8/26/16, Client #8 hit a peer on the top of
the head with the closed buft of his/her fist.

Conflnued record review revealed Client #9's
BSP, last revised 8/17/16. The BSP instructed
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staff to keep Client #9 engaged in activities and
find things ¥ do. The program instructed staff to
varbally redirect himfher to an activity and fo
physically redirect him/her to the activity if verbal
redirection was unsuccessful. The program
instructed staff to use body posiiioning and body
blacking if he/she caused harm or engaged in
property destruction. Staff were instructed to ask
Client #8 to take a break in his/her bedroom if
hefshe continued to engage in aggression or
property destruction.

Additional review of Cliant #8's Level of
Supervision, dated 8/29/16, stated Client #9
required staff present when in the back yard or
the multipurpose room (MPR).

When inferviewed on 8/31116 at approximately
10:40 a.m., the Residential Birector (RDY/
Quaglified Intellectual Disabilites Professional
{QIDP) stated Client #8's level of supervision
increased around June 2018 to have staff present
when in the backyard or the WMIPR due to an
increase in behavior. The RD stated Client #9
should have staff within close proximity at all
times to block attempts at physical aggression
towards others. She confirmed the facility failed to
develop specific interventions info the BSP for
staff to implement with Client #9.

Additional Interview on 8/31/16 at approximately
4:40 p.m. the Director of Sociat Services
confirmed Client #39's BSP failed to include
appreptiate interventions to address hisfher
maladaptive behaviors.

483.440{e)(1) PROGRAM DOCUMENTATION

Bata relative to accomplishment of the criteria

W 240

W 252
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spedified in dlient individual program plan
objactives must he documented in measurable
ferms.

This STANDARIDD is not met as evidenced by:

Based on interview and regord review, the facility
failed to ensure data recorded in a manner o
reflect the client's actual ohserved behavior. This
pertained to 2 of 2 sample clients who
demonstrated targsted behaviors identified as
physical aggression (Clients #6 and #8). Findings
follow:

Record review on 8/30/16 revealsd the facllity's
“Incident and Unknown Injury Reports” related to
Client #8, for the time pericd from 11/16 - 8/7/16.
The Incident and Unknown Injury Reporis
documented numerous incidents of physicat
aggression agalnst staff including, buf not limited
to: fifteen incidents where Client#6 hit staff, eight
incidents whera Client #6 bit staff,and an
additional four incidents where Client #6
attempted fo bite staff, four incidents of kicking
staff, four incidents of pulling the hair of staff, two
incidents of scratching staff and one incident of
pinching staff.

When interviewed on 8/30/16 at 1:15 p.m. and
8/31/16 at 8:47 a.m. the Residential Director
(RB}Qualified Intellectual Disabilities
Professional (QIDP) referenced Client #6's data
records. The RD/QIDP confirmed the data
maintained by the facilify related to physical
aggression was tied o the following programming
ohjective; "(Client #6) wili engage in 20 or less
eplsodes of Inappropriate behaviors per month."
The RD/QIDP confirmed the data related to
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incidents of hitting, biting, kicking, hair pulling,
scratching and pinching staff were maintained
under the heading of "physical aggression” and
were not sufficient in detail to defermine the
frequency of any discrete targeted behavior. The
RD/QIDP explained if during & "behavior
outburst,"Client #6 hit, bit and kicked staff
mulfiple times, the data would be recorded as one
“ncident™ The RD/QIDP confirmed the data
were not sufficient fo differentlate between an
attempted bite or an actual bite which resulted in
breaking of the skin, The RD/QIDP confirmed no
one of the team for Client #6 reviewed the
individual incident reports in order fo identify the
frequency and/or intensity of each discrete
targeted behavior, The RD/QIDP confirmed no
analysis of factors such as time of day, day of
week, staff on duty, andfor other environmental
influences which might affect Client #6's
behavior, The RD/QIDP confirmed the dala were
not reflective of the actual behavior exhibited by

2. Reovord review on 8/30/16 revealed Client #9's
Behavior Strategy Program (BSP), last revised
7122118 with the following objective: "{Client #8)
will engage in 40 or less inappropriate behaviors
per month for 3 consecutive months, by
10/22/16," The BSP identified and defined
inappropriate behavior as cursing, disrobing,
inappropriate sexual behaviors (touching or
grabbing others in their breasts or private areas,
exposing oneself to others, humping objects or
people, and rubbing and touching onaseif in
public areas), intentional incontinence, loud
vocalizations, non-compliance, physical
aggression {slapping, pulling hair, hitting, kicking,
puillng on clothing and pushing ofher others,
throwing things), propetty destruction, and

W 252

FORM CMS-2567(02-09) PravioUs Verslons Obsolsle Event 2 HOMK4

Fachity ID; 1430012 i continuation sheet Page 15 of 23




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

PRINTED: 08/19/2016
FORM APPROVED
CMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

16G066

(%2} MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

{X3) DATE SBURVEY
COMPLETED

08/04/2016

NAME OF PROVIDER OR SUPPLIER

FAITH, HOPE, AND GHARITY

STREET ADDRESS, CITY, 8TATE, ZIP CODE
1816 WEST MILWAUKEE STREET
STORM LAKE, IA 50588

(X4 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFIGIENGIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION}

I PROVIDER'S PLAN OF CORRECTION 5
FREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE PATE

DEFICIENGY)

W 252

W 291

Continued From page 15

selfinjurious behavior (SIB) (bifing, hifting,
slapping, head banging, pulling hair).

Continued record review revealed complefed
raonthly data reviews for Cllent #9's BSP, The
monthly review identified the total number of
recorded incidents of inappropriate behavior and
the number of incidents Client #8 exhibited by the
identified caiegory. Far example, data for July
2016 identified Client #9 exhibited six incidents of
physical aggression, but falled to identify what
{ype of physical aggression he/she exhibited, the
intensity of the incident, or who was aggressed
upen.

When Interviewed on 8/31/16 at approximately
4:40 p.m., the Director of Social Services {DSS)
confirmed the data collected on Client #9's BSP
did not provide all necessary information fo
determine prograss or regression. She confirmed
the data was insufficient to obiain an actual
understanding of the behavior incidents and if
spedific behaviors incteased or decreased in
freqguency and/or intensity.

483.450ic)(1) TIME OUT ROOMS

Acllent may be placed in a room from which
egress is prevented only if the following
conditions are met:

{i) The placement is a part of an approved
systematic time-out program as required by
paragraph (b) of this section. (Thus, emergency
placement of a dlient into a fime-out room is not
allowed.)

(i) The client is under the direct constant visual
supervision of designated siaff.

(illy The door o the reom is held shut by staff or
by a mechanism requiring constant physical

VW 252

W 291
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pressure from a staff member to keep the
mechanism engaged.

This STANDARD is not met as svidenced by:

Based on observations, interviews and record
review the facility failed {o ensure all time out
rooms were free fram hazardous conditions and
the clients were under direct constant visual
supervision of designated staff, This affected 1 of
1 homes with a time-out roam. (Faith Home},
Findings follow:

Observation an 8/31/16 at approximately 2:50
p.m. revealed a time out room In Faith Home.,
Mats covered the fioors and walls of the ime-out
room. Further observation revealed a covered
fight and electrical plug-in on the cealling.
Surveyor A looked through the window Into the
time out room and was unable to see the area in
front of the door, Surveyor B entersd the fime out
room and crouched in front of the door toward the
left corner of the room; Surveyor Awas unable to
mairtain visual observation of Surveyor B in the
fime out room.

When Inferviewed on 8/31/16 at approximately
2:50 p.m. during the observation of the time-out
room, the Residentiai Coordlnator/Qualified
Intellectual Disability Frofessional (RC/QIDP)
stated she was able to malniain visual
ohservation of Surveyor B when in the room, but
confirmed the facilily had at least one staff who
was the same height or shorter than Surveyor A.
While s#il crouched in frent of the door toward the
left corner of the time-cut room, Surveyor B
asked If the RC/QIDP was able io see what she
was doing. RC/QIDP confirmed she was only
able to see the Surveyor's elbow and not what the
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Surveyor was doing. She staled the facility had
one client who utilized the time-~out room and staff
prompted the cliant to sit at the back of the room,
which hefshe normaily complied with, and staff
were able to maintain visual supervision. The
RC/QIDP confirmed she was not able to maintain
constant visual supervision of the entire time-out
room.
When interviewed on 8/31/16 at 11:30 p.m. the
Director of Soclal Services (DSS) stated the room
used to have a mirror for chservations, however it
no longer existed.
W 312 | 483.450(a)(2) DRUG USAGE W31z

Drugs used for control of inappropriate behavior
must be used only as an integral part of the
client’s individuat program plan that is directed
specifically towards the redustion of and eventual
efimination of the behaviors for which the drugs
are employed.

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to incorporate the use of psychoactive
medications into the individual plan.

Furthermore, the facility failed to ensure
medication was increased as the result of
behavioral and medical data. This affected 1 of 8
sample clients {Client #8). Finding follows:

When interviewed on 8/30/16 at 1:15 p.m. the
Residential Director/ Qualified Intellectual
Disabilities Professional (QIDP) was asked about
the reported escalation of Client #6's aggressive
behaviors. She explained until May 2016, the
sohool had a PRN (as needed) order for the use
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of Clonidine, According to the RID/QIDP, the
school administered the PRN Clonidine on a
frequent, almost dally basis. According to the
RD/QIDP, the frequent use of the PRN
medication essentially served as a medication
Increase and once the PRN order for Clonidine
was discontinued, the psychiafiist increased the
dosage of the regularly scheduled Cloniding to
help stabilize Client #6's behavior. When asked if
she had reguested documentation of the
administration of the PRN Clonidine from the
school, the RD/QIDP said she had not, but
reported to the team, and ulimately the
psychiatrist was informed that Client #6 received,
almost daily, a PRN dosags of the Clonidine at
school.

Record review on 8/30/16 revealed the following:

a. Client #8's Individualized Edupation Program
(IEP), dated 4/24/18, The "Working Result"
section of his IEP (school plan) documented,
“{He/She) hasn't had any aggression in the last 4
weeks, (Cllent #8) hasn't had (his/her) emergency
{PRN} Clonidine in over a month. (He/She)
seldom needs this.

b. Glient#6's individual Service Plan (iSP), dated
4{1916, The "Psychology" section of the |GP
documented, "{Cllent #8) continues to present a
behavior management chalienge and has
engaged in aggressive bshavior that has caused
or has the potential to cause injury. (HisfHer)
program encourages staff to keep (him/her) busy
with tasks and activities. (His/Her) behavior
management program appears to be adequate,
..{Cllent #8)} continues 4o need close menitoring
of behavier modifying medications. Review and
adjustment of (his/her} medicatlons should be
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based on behavior response and done on a
frequent basis ..." The ISP did nof include
additional information about how the drugs for
behavior management were tied to Client #6's
active treatment program,

Duwring additional intervisw with the RD/AQIDP on
8/31/16 at 8:47 a.m. she confimed she was
unaware the [EP for Client #5 documanfed
hefshe seldom received the PRN dose of
Clonidine and reiterated her belief the PRN
Clonidine was given aimost daily, The RD/QIDP
confirmed the data related to physical aggression
(defined as, but nct limited to: hifting, kicking,
pinching, pushing, biting, pulling the hair and
clothing of others and throwing things at ofhers),
which ocourred at school or during home visits,
was not incorporated into the overall data in order
fo assess whether the frequency and/or intensity
of the behaviors increased and/or decreased in
response to Client #6's active treatment program
and the use of the drugs for behavior

At 3:56 p.m, on 8/31/16, tha RD/QIDP provided a
document from the public schoot attended by
Client #8 fitled, "Nurses' PRN Education Notes"
(PRN Notes). The PRN Notes documented the
use of all PRN medication given to Client #6,
including PRN Clonldine, from 8/2/15 -6/2/16.
The PRN Notes documented Client #5 received
the PRN Clonidine only twice between 1/1/16 and
517116, when the PRN Clonidine was
discontinued. Although aware of the data
recorded by the school nurse, the RD/QIDP
maintained the data from the school were
ihacourate and stated she confinued to belisve
Client #6 receivad the PRN Clonidine almost
daily. The RDIQIDP confirmed she had not
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requested the written documentation from the
school nurses, nor had she spoken with the
sehool nurses about the use of the PRN
Clonidine. The RD/QIDP confirmed she was
unaware of the statement In the [EP, dated,
4119716, which documented Client #6 had not
received the PRN Glonidine in over a month.

When interviewed on 8/31/16 at 12:45 p.m.
Residential Coordinator (RC) B the Health
Service Director (HSD) both confirmed they
provided verbal information to the psychiatrist
apout Client #6's behavior, The HSD and RC B
confirmed neither spoke with the school nursas,
hor asked for documentation related to the use of
the PRN Clonidine. Rather, both confirmed they
refied on the verbal information presented, in part
by the RDIQIDP, which led them fo believe, and
to report {o the Psychiatrist, that Client #5
received the PRN Clonidine almost daily when
he/she attended school.

The HSI confirmed and provided documentation
which verified Client #6's prescribing psychiatrist
came to the facility on 2/6/16. Although Client #6
was art & home visit, verbal information about
Client #6's "escalating behaviors" was presented
to the psychiatrist and discussed with Client #8's
mothet/guardian via telephone. This consultation
resulted in, "New order given for clonidine 0.053
mg orally every morning and at noon and 0.1 mg
orally at 4:00 p.m. and at bedtime for 14 days and
then increase to clonidine 0.1 mg orally every
morning, 0.05 mg orally at noon and 0.1 mg orally
at 4:00 p.m. and st badtime.”

The HSD confirmed and provided documentation
which verified Client #5 was seen via telehealth
on 3/5/16 by the psychiatrist with the autcome of
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no medicafion changes.

The HSD confirmed and provided documentation
which verified on 4/28/16, the facility received a
verbal order to discontinue the use of the PRN
Clonidine 0.1 mg, ¥% fab (0.025 mg) order.

The HSD confirmed and provided documentation
which verified on 5/23/18, she emalled the
psychiatrist the following: "Emailed docior to
report that {Client #8's) behaviors (aggression fo
staffipeors and property desfruction) have
increased since (his/her) PRN Clonidine was
disconfinued. (He/She) was given the PRN
frequently at school. (HefShe) is coming home
from school agitation almost daily. The staff fry fo
keep (him/her) busy and have minimal down
time... {He/She) does come home agitated most
days since the PRN medication has stopped...
Receive email from doctor with verbal otder to
increase clonidine fo 0.1 mg orally four times a
day. Increasing the noon dose would help with
the time frame where (Client #6) is more
agitated.”

The HSD confirmed and provided decumentation
which verified on 8/4/18, the psyehialrist came o
the fasility. The notes from that dafe document,
“the psychiatrist feels (Client #6's) ADHD
{Attention Deficit Hyperactive Disorder) is out of
control due to the fact that (hefshe} is obviously
not getting a high enough level of the medication
in {his/her} system to help (him/her) and
recommends increasing (his‘her) Glonidine fo
0.15 mg orally four times par day.”

The HSD confirmed Client #8's diagnoses did not
include ADHD. The HSD confirmed the
information provided to the Psychiafrist was
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verbal and not based on an analysis of the data
maintained by the facility related to Client #6's
targeted behaviors. RC B looked at the data
maintained in Client#6's file and confirmed the
data graphs did net indicate an increase in
targeted behaviors and confirmed the data lacked
the specificity to determine the actual frequency
and intensity of the large number of fargeted
behaviors identified under the larger topic of
"Inappropriate behavior,” RC B agreed the data
did not include incidences of targeted behavior
which aocourred at school and/or when Client #6
was on home visits. RC B said the data was not
sufficient to capture a valid representation of the
behaviors exhibited by Ciient #6. RC B confirmed
the ISP for Client #8 did nat identify how the use
of psychoactive medications were tied to hls/her
active treatment plan.
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W206 483.440{c}{1) Individual Program Plan

Each client must have an individual program plan developed by an interdisciplinary team that represents
the professions, disciplines or service areas that are relevant to {i) Identifying the client's needs, as
described by the comprehensive functional assessments required in paragraph (c) {3) of this section; and
(i) Designing programs that meet the client’s needs.

POC.
1.) By October 31, 2016 the Residential Director and IDT members will review each resident’s
_current Individual Service Plan summary for accuracy in the “services needed” section. Any
changes will be recorded by the Residential Director in the October 2016 IDT notes. Any
additional required services needs will be addressed by the dept, head of the associated
discipline by October 31, 2016, and followed up on at the next month’s IDT meeting. Residential
Director will maintain the meeting minutes in thelr office.

2.) FHC's [CF/ID Program Coordinator will be responsible for accurately documenting individual
services needed in each ISP summary on an annual basis. Coordination with appropriate
profession, disciplines or service areas will be the responsibility of the dept. head of the
associated discipline. ISP records will be maintained by the Program Coordinator.

3.) Services needed for new admission will be addressed at the resident’s 30-day staffing, and on-
going followup discussed at monthly DT meetings. IDT meeting minutes will be maintained by
the Residential Director.

W240 483.440 (c)(6)(i} Individual Program Plan
The individual program plan must describe relevant interventions to support the individual toward
independence.

POC:

1.} By September 19, 2016, the QIPD role will be transitioned from FHC's Program Director position
to FHC's Residential Coordinator position . The Executive Director will be responsible for
revising job descriptions to reflect the new duties by September 19, 2016.

2.} FHC's Executive Director will contract with a qualified QIPD consultant to provide formal QIPD
training to the Residential Coordinators. Consultants” qualifications and training curriculum will
he maintained by the ED. Training will be completed by Nov. 30, 2018, with training records
maintained in RC's personnel files by the Human Resources Director.

3.} By October 31, 2016, the QIPDs will review ali current residents’ behavior support plans for
accuracy in currently identifiable interfering behaviors, their definitions and supportive
strategies. Plans will also be reviewed for accurate tracking and trending of residents’
Interfering behaviors. The staff training of any potential changes will be addressed through the
current program training system.

4.} By October 31, 2016, the Residential Director will create an electronic communication system
hetween FHC and each resident’s school program as a running document to communicate
priority issues of each child. The Residential Director is responsible for monitoring the
effactiveness of the system and managing any required changes.



Faith, Hope and Charity

POC

ANNUAL SURVEY
8/29/16 -9/1/2016

W153 483.420{d)(2) Staff Treatment of Clients

The facility must ensura that all allegations of mistreatment, neglect, or abuse, as well as injuries of
unknown source, are reported immediately to the administrator or to other official in accordance with
State law through established procedures.

POcC:
1)

FHC's Director of Social Services will create a training form stating the 24 hour notification
reguirement for any of the above mentioned issues. All currently working staff will complete
the training by October 31, 2016. The Director of Social Services will be responsible for
monitoring the trainings untif completed. Verification of the training will be filed by the Director
of Social Services in the Consumer Advocate Team documents,  Any newly hired staff will be
trained on the 24 hour requirement during their new staff orientation, ;

Executive Director will be responsible to review and discuss the 24 hour abuse reporting
requirement with all FHC staff at the Sept. 23, 2016, All-Staff meeting. Minutes of the meeting
will be maintained by the ED. '

Residentiat Director will be responsible to review and discuss the 24-hour abuse reporting
requirement with ICF Residential Staff at the Sept. 22, 2016, Ali-Homes meeting, Meeting
minutes will be maintained by the RD.

W159 483.420(a) QIPD

Each client’s active treatment program must be integrated, coordinated and monitored by a qualified
intellectual disability professional.

POC:

1.}

2.)

By September 19, 2016, the QIPD role will be transitioned from FHC's Program Director position
to FHC's Residential Coordinator position, The Executive Director will be responsible for
revising job descriptions to reflect the hew duties by September 19, 2016.

FHC's Executive Director will contract with a qualified QIPD consultant to provide formal QIPD
training to the Residential Coordinators. Consultants” qualifications and training curriculum will
be maintained by the ED. Training will be completed by Nov. 30, 2016, with training records
maintained in RC's personnel files by the Human Resources Director.,

By October 31, 2016, the QIPDs will review all current residents’ behavior support plans for
accuracy in currently identifiable interfering behaviors, their definitions and supportive
strategies. Plans will also be reviewed for accurate tracking and trending of residents’
interfering hehaviors. The staff training of any potential changes will be addressed through the
current program training system.

By October 31, 2016, the Residential Director will create an electronic communication system
between FHC and each resident’s school program as a running document to communicate
priority issues of each child. The Residential Director is responsible for monitoring the
effectiveness of the system and managing any required changes.



W252 483.440{e}{1} Program Documentation
Data relative to accomplishment of the criteria specified in client individual program plan objectives
must be documented in measurable terms,

POC: -

1.) By September 19, 2016, the QIPD role will be transitioned from FHC's Program Director position
ta FHC's Residential Coordinator position . The Executive Director will be responsible for
revising job descriptions to reflect the new duties by September 19, 2016,

2.} FHC’s Executive Director will contract with a qualified QIPD consultant to provide formal QIPD
training to the Residential Coordinators. Consultants’ qualifications and training curricutum will
be maintalned by the ED. Training will be completed by Nov. 30, 2016, with training records
maintained in RC's persomnel files by the Human Resources Director.

3.} By October 31, 2016, the QIPDs will review all current residents’ behavior support plans for
accuracy in currently identifiable interfering behaviors, their definitions and supportive
strategies. Plans will also be reviewed for accurate tracking and trending of residents’
interfering hehaviors. The staff training of any potential changes will be addressed through the
current program training system.

4.} By October 31, 2016, the Residential Director will create an electronic communication system
between FHC and each resident’s school program as a running document to communicate
priority issues of each child. The Residential Director is responsible for monitoring the
effectiveness of the system and managing any required changes.

5.) By October 31, 2016, the Health Services Director will responsible for procuring Medication
Administration Records from the Storm Lake Community School District for each FHC resident
receiving medications during school hours, and maintaining these records in the Health Services
Dept. HSD is responsible for monthly monitoring of the records, and addressing any medication-
related issues with the appropriate professional.

W291 483.450 {c}{1) Time Out rooms
A client may be placed in a room from which egress in prevented only if the following conditions are
met....
POC
1.) By September 26, 2016, the Executive Director will contact the FHC Maintenance department to
investigate the installation a safety mirror in any time-out rooms In use. The installatien wili be
coompleted by September 27, 2016,

W312 483.450 e (2) Drug Usage

Drugs used for control of inappropriate behavior must be used only as an integral part of the client’s
individual program plan that is directed specifically toward the reduction of the eventual elimination of
the behaviors for which the drugs are employed.

pPOC:

1.) By Qctober 31, 2016, the QIPDs will review all current residents’ behavior support plans for
accuracy in currently identifiable interfering behaviors, their definitions and supportive
strategies. Plans will also be reviewed for accurate tracking and trending of residents’
interfering behaviors. The staff training of any potential changes will be addressed through the
current program training system,



2.)

3.)

By October 31, 20016, the Residential Director will create an electronic communication system
between FHC and each resident’s schoal program as a running document to communicate
priority issues of each child. The Residential Director is respensible for monitoring the
effectiveness of the system and managing any required changes

By October 31, 2016, the Health Services Director will responsible for procuring Medication
Administration Records from the Storm Lake Community School District for each FHE resident
receiving medications during school hours, and maintaining these records in the Health Services
Dept. HSD is respansible for monthly monitoring of the records, and addressing any medication-
related issues with the appropriate professional.



