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See adtracraed
Atthe time of the Investigation of self-reported :
Incident #63854-1, standard-level deficlencies and
a Condition of Padicipation (COP) were cited,
Condition of Participation was cited at W102.
Standard level deficiencies were ciled at W104,
W125, W234 and W288, :
W 102 | 483,410 GOVERNING BODY AND W02

MANAGEMENT

The facllity must ensure that spa'clﬂc' governing
body and management requirements are met,

This CONDITION is not met as evidenced by:
Based on staff Interviews and record reviews, the
facliily falled to be In substantial compliance wilh -
the Condition of Parlicipation (COP) Governing
Body and Management. The governing body
falled to ensure implementation of appropriate
levels of supervision which diraclly impacted a
client's safety, This afiecled 1 client identified
during the investigation of #63854-| {Client #1)
and potentially affected all clients living in the
facility. These findings led {0 & determination of -
Immediate Jeopardy. Findings follow: .

Cross reference Wfﬂfl. Based on interviews and
record review, the facility falled to consistently
implement policles and procedures and provide

| adequate operating direction lo address and

ensure provision of a safe environment.

Cross referénce W234 ‘Basad on interviews and

Y
\%\‘%\w

M@YTREC}TOR‘S ORF WDERISUPPL!ER REPRESENTATIVE’S BIGNATURE

(X8) DATE -

" RecharadDiectnr (1 VEN,

Any deficiancy statement ending with aleeﬂaM') denalns a dercuency which the instiiution may be excused from cuucling providing it is determined that

other safeguerds pm\nda sufficlent prok

on to the patlents, {See Instniclions.,) Excepl for nursing homas, the findings stated abova are disclosable 80 days

following the date of survey whaller or not a plan of corection is provided. For nursing homes, the above findings and plans of corréction ar disclosable 14
days following the date these documents are made avaltable to tha facilty, If deficlencles are cited, an approved ptan of corcection Is requisite to continued
program padicipation,
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record review, the facility falled fo ensure each
Individual Program Plan (IPF) spaclied cliant
supervision levels to maintain client safety.
483.410(a)(1) GOVERNING BODY

The governing body must exercise general policy,
budget, and aperating diraction over the facility.

This STANDARD Is not met as evidenced by:

Based on interviews and record review, the
facllity failed to consistently implement policies
and procedures and provide adequate operating
direction lo address and ensure provision of a
safe environment. This affectad 2 of 2 clients
with elopement behavier at the time of the
investigation of incident #63854-1 (Client #1 and
Client #2) and potentially affecled all clients
residing kn the facility. Findings follow:

1. Resord review on 10/26/16 revealed an
Individuat Incldent Report of Client #1's
elopement from the facility on 1012016, The
report written by Direct Support Profassional
(DSP) A noted he conducted bedroom checks at
12:00 a.m. on 10/21/16 and discovered Client #1
missing. DSP A checked the bathroom across
the hall because he had seen Client #1 go into
the resiroom at approximately 14:45 p.m. on
10/20/16, DSP A searched the house and found
the door at the west end of the buliding pariially
open. Ha noted the alarm on tha door had been
urmed off though the alarm warked when he
checked it earlier in the evening. DSP A called
supervisory and direct support slaff{o assistin a
search for Client #1. DSP A documented DSP B
found Client #1 by a gas station near the facility

w102

W104
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and brought him/her back ta the facility.

Further record review revealad the facility
Individual Diagnosis form. Client #1's diagnosas
included: Moderate intellectual disabllity,
Schizophrenia-Chronic Paranold, Dementia,
Anxlety, Hypertension, History of Obsessive
Compulsive Disorder, History of Bi-polar
Disorder, Gasiroesophageal Reflux disorder
(GERD), History of sleep apnea, Insomnia,
Deprasslon, Early Periodontal Disease,
Asymmegtric Neurosensary Hearing Loss,
Parkinscnism related {o schizophrenia
medications, History of venary retentlon, History
of left rotator cuff repair and history of left vinar
release. Additional record review ravealed Client
##1's Individual Information Sheet. According to
the document, Client #1 was 55 years old,
communicated verbally and walked
independently. Behaviors of concem included
physical and verbat aggression toward others and
& histary of elapement. A photo on the dacument,
taken 1/6/15, revealed Client #1 ware glasses.

Continued record review revaalad Client #1's
Comprehensive Functional Assessment {(CFA)
dated 3/316. The CFA included a {ist of
maladaptive behaviors and aoled Clienl #1
engaged in elopement behavior. A writien note
documented Client #1's history of slopement and
staff direction 1o him/her lo obtein approval prior
to leaving the bullding. The CFA contained no
sssessmentinformation regarding Client #1's - -
ability to safely cross a street. Revlew of Client
#1's Plan of Care (POC) held on 3/4/16 revealed
the following dacumentation, "(Glient #1) will be
assistad in when to cross the street/parking lot."

Further review revealed Client #1's Individual
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Program Plan {IPP) to reduce acts of elopement
Possible behaviors included threalening to elope,
observed elopemant (deflined as leaving the
facility grounds with staff knowledge) and
unchserved elopement {defined as leaving the
facility without staff knowledge), Restrictive
measures included use of a physical escort to
direct Client #1 to a safe area, hehavior madifying
medicalions and use of alarms on all exit doors In
the home and on Client #1's bedroom door. The
IPP directed slaff to check on Client #1 every &
minules when he/she attempted lo elape, and
faited to define any other leve! of supervision.

Review of the Individual Program Data Summary
revealed Ciient #1 made ftwo threais of elopement
in July and one threat in August. In Septembar,
hefshe threatened to elope 10 times and left the
building chserved by staff five times. The data
summary noted "a significant increase” in the
behaviors. Despile the noted increase, no

‘changes or interventions were recommended by

the reviewer. Revisw of raw data for October
revealed Client #1 left the bullding observed by
staff on 10/1/16 &t 3:15 p.m., on 10/8/16 at 6:20
p.m., on 10/16/16 at 10:50 p.m,, twite an the
evening shift on 10/17/16 (no time noted) and
once on 10/18/16 at 7:00 p.m, Client#1
demonstrated abserved elopement behavior five
times prior to eloping at approxtmalely 11:45 p.m.
on 10/20/16.

Review of the facility Consumer Bed Checks
document on 10/25/16 revealed DSP A
documented Client #1 "awake” from 10:30 p.n. -
11:30 p.m., “ran off" from 12:00 a.m. - 12:30 a.m,,
"awake” al 1:00 a.m, and "slaep” from 1:30 a.m. -
6:30 am.

W 104

FORM CMS-25687(02-99) Previous Verslons Obsolata Event D BKYZ11

Faciiy 10: 1AG0080

it continuation sheel Page 4 of 22




PRINTED: 1118/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 8938-0391
STATEMENT OF DEFICIENCIES {X1) FROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION ' (X3} DATE SURVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMBER: - A BUILDING COMPLETED
c .
16G052 B, WING 10/27/2016
NAME OF PROVIDER OR SUPPLIER - STREET ADDRESS, CITY, STATE, ZIPCODE )
20 EAST STREET
REM IOWA-BIRCH COTTAGE SHELBY, 1A 51670
910 SUMMARY STATEMENT OF DEFICIENCIES ' D " PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENGCY MUST BE PRECECED BY FULL - PREFIX - (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LBC IDENTIFYING INFORMATION) TAG GCROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
W 104 | Continued From page 4 w104

Further record review revealed an "Alarm
Inspection Tracking” sheet. The document
directed staff to check the exit and bedroom door
alarms and document the checks dally at 10:00
am,, 2:00 p.m. and 8:00 p.m. Staff should record
a"+" if the alarm worked properly and a "" if the
alarm malfunctioned. In the event the alarm
falled to funclion, staff should contact supsrvisory
staff inmediately. The sheet tacked
documentation of alarm checks on 10/20/16 at
10:00 a.m. and at 2:00 p.m. The B:00 p.m.
checks indicated the exit and bedroom door
alarms functioned properly when tested,

Additional record review revealed the facility
Supervision and Support Procedure. The
procedure directed, ™. Staff is required to provide
the level of support and supervision that Is
needed to ensure that Individuals supporied
receive a continuous active habilitation program
that consists of interventions and services in
sufficlent nuinber and frequency to suppor the
achievemani of the objectivas identified in the
individual's program plan. 2. If an individual's
program plan does not specifically culline the
frequency that staff is to provida active habllitation
and suparvision, they will follow the general
guidelines of engaging and supervision each
individual at a minimum of every 30 minutes,” .
Additionally, the pracedure noled; "5, Staffis
required to provide whatever assistance and
supports individuals need at any time during their
shift and throughout the night."

Record raview on 10/26/16 revealed Client #2's
JPP {o reduce acls of elopement. The program
directed staff to check on Client #2 every §
minutes iffwhen he/she attempted to elope. The
IPP failed to define his/her leve! of supervision,
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2, Observation on 10/25/16 at 11:00 a.m.
revealed Client #1 sat in a recliner ai the day
program with a keyboard across hisfher lap.
When interviewed he/she stated hefshe slept all
night except fo get up and go the bathroom.
When asked if he/she ever wen! for a walk at
night Client #1 stated he/she went onice and the
alarm went off and “they caught me.”

Observation at the home on 10/26/16 at 11:30
a.m., revealed a chime sounded when the
surveyor entered the inside door of the home.
Program Coordinalor (PC) A explained the facility
recenlly addad the chime to all exit doors
because they can't be disarmed and they sound
whenever someone goes in or out an exlt door.
She further explained the facility added keyed
atarms to all exit doors and Cllent #1's bedroom
door following an incldent of elopement by Cllent
#1in June. She noted staff turn the keyed alarms
off when no clients are in the buliding.

Observation of Client #1's bedroom door on
10/25/16 at 11:45 a.m. revealed a white box
alarm located on the top of the bedroom door
near the hinge, The alarm included a switch and
the words “inslant” and "delay”. PC A opened the
bedroom door and no alarm sounded. Sha.
stated Clieni #1 knew how to delay the afam,
She noted staff don't use the delay and only key
the alanm on when Client #1 is ready to go to bed
at night, Further observation revealed a
bathroom across the hall from Clienl #1's
badraom, approximately 6 sleps from the west
exit door. Furlher observation revealad the same
white keyed alarm boxes on the west exit door,
the inside eniry door and the kitchen door.
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Observalion of the facilily and surrounding arsa
on 10/26/16 at 11:00 p.m. revealed a pavad
driveway at the facilily leading to a paved Dairy
CQureen (DQ) parking lof. According to the
odometer on the surveyor's vehicle, the west door
of the facility was approximately one tenth of a
mile from the DQ parking lot. The surveyor drove
to the gas station adjacent te the DQ and the
odometer indicated another tenth of a mile, A
light pole at the end of the paved road leading
from the facllity and DQ parking lot to the
blacktap road (County Road M18) provided some
light on the DQ parking lof but no other signs or
lights illuminated the perking lot. Between 11:00
p.m. and 11:15 p.m., three vehicles drove down
the pavad blackiop, The posied speed limit was
36 miles per hour {mph). No vehicles drove in
the DQ parking lot. One car exited the gas
station lot via a separate drivaway. The gas
station parking lot was (lluminated by a tall Shell
neon sign and by lights all around the pumps.
Both the gas station and the DQ were closed
during the observation.

3. When interviewed on 10/25/16 at 11:50 a.m.
DSP A confirmed he watched television with
Client #1 on 10/20/16 at approximately 11:30 p.m.
He recalled he watched Client #1 walk down the
hall and enter the bathroom. He stated he used
the restroom up the hall himself, When he exited
the restroom he natad the door of the bathroom
Client #1 entered was slill closed and he saw light
from the bottom of the door. DSP A assumed
Client #1 remained in the bathroom. He sald he
returmned to the kitchen to make lunch for the next
day. He noted he went down the hall &1 12:00
a.m, ta do room checks and saw Cllent #1's
bedroom door closed. Upon entering the
bedroom, he discovered Client #1's absence.

w104

FORM CMS-2567(02-99) Previous Versiony Obisalale " Evant [D:BKYZ1

Facility (D: IAGO0SD

Hf continuation sheal Pags 7 of 22




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 11/16/2016

DSP A confirmed the bedroom door alarm was
not on and explained staff tiymn il on after Client
#1 chooses to go to bed because he/she slays up
and goes In and out of the bedroom frequently.
He stated he checked the bathroom and ali other
rooms and realized Client #1 eloped. DSP A said
he left the building to have a cigaretie al
approximately 11:00 p.m. and tumed the west exit
doar alarm back on when he came back intu the
bullding.

When re-Interviewed on 10/26/16 at 12:10 p.m.,
DSP A confirmed Client #1 made aliempts o
leave the buillding on the ovemight shili prior to
10/20186. He sald he conducted regular room
checks every half hour and referved to the bed
check sheet, He slated DSP B found Cllent #1 in
the parking lot between the DQ and the gas
station located approximately one tenth of a mile
from the facility. He recalled he found a paper
clip on the ground outside the exit door and
presumed Cllent #1 used the papar clip to
deactivate the keyed alarm on the west exit door.
He agaln noted the bedroorn door alarm was off
because Client #1 sal In the living room and staff
anly turned it an when he/she went to bed for the
night. DSP A stated Client #1 wore black or blue
jogglng pants, a black tee shirt and brown tennis
shoes. ‘He confirmed he/she returmed wearing
the same clolhing and no jacket or coat. He
recalled the weather that night was “chilly®. He
further noted Client #1 wore glasses and hearing
aids but wore nelther when he aloped betweaen
11:45 p.m. and 12:00 a.m. on 10/20/16. He
relterated he turmad the alarm back on after he
smoked and couldn't explain how Clienl #1
eloped without the alarm sounding, DSP A stated
he didn't think Cllent #1 could safely cross the
sireet,
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When interviewed on 10/25/16 at 12:60 p.m,,
DSP B confirmed she recsived a call from DSP A
on 10/20/16 and drove fo the facility, She noted
she drove to the gas stalion first because she
knew Cliant #1 liked to go there and get car
magazines. She confirmed she found Client ¥1
looking in the window of the drive thrd at the DQ
lacated west of {he facllity. She recalled she
called histher name and hefshe jumped upon a
flatbed trailes parked in the parking fot. She said
ghe got out of her van end walked to Client #1,
gently touched hisfher arm and told him/er it was
time to go home. Client#1 gotin her van and
she drove up the paved driveway to the facllity
without incident. DSP B slated Client #1 made
mulliple attemplts {o leave the faciliy in Oclober,
but staff observed him/her and directed him/her
back fo the home. She noted he/she ran fast
when he/she eloped and would run out whatever
door he/she was near. She confirmed Client #1
returned to the facility and went into hig/her _
bedroom. Sha stated she and DSP A turped the
bedroom door alarm on before she left the homie.
DSP B confirmed Client #1 was not wearing
hisfher glasses or heating alds when she found
tim. She recalled the weather was “chilly” and
she turned the heater on in the van as they drove
to the facility. She sald Client #1 wore tennis
shoes, wind pants, a hlue shirl and a baseball
hat, DSP B stated the alarm on Client #1's -~
bedroom door was off when she left the facility at
10:00 p.m. on 16/20116. She explained staff tum
the alarm on when Client #1 went to bed for the
night. She recalled he/she satin the living room
watching televislon when she left. She furlher
noted the alarms on all doors worked comractly
when she did the 8:00 p.m. checks. She
answered, *| don't think so" when asked If Client

W 104
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#1 could safely cross the sireet, DSP B stated
the area was "quite dark” and she saw Cliant #1
when her headlights shone on him/her, $he
didn't see any other cars enter or leave tha
parking lot. She presumed Client #1 turned the
door alarm to delay to disam it when hefshe left
the building; though she stated DSP A told her he
found a paperclip near the door and assumed
Client #1 used it to disarm the afarm.

When interviewed on 10/26/15 at 1:40 p.m., the
Program Director stated sha assumed the alarm
failed to function on 10/20/16 when Client #1 lelt
the bullding because staff failed {o turn the alarm
back on. She stated awareness of staff
disarming the when Client #1 came out of his/her
badroom and satd staff should tem It back on
each time he/she antered the bedroom. She

- confirmed staff were aflowed to go outside to

smoke and are expected to turp the alarm back
on when they re-enter the home.

When Interviewed on 10/25/16 at 3:20 p.m. , DSP
C confirmed Client #1 altempled to elope the
waekend prior to the incldent. She recalled
he/she ran oul the west exit door. She noted
Client #1 went to histher bedroom due to visitors
being loud in the living room, then came out and
left via the west door. Sha stated she ran after
him/har and directed him/her back to the home.
She noted the alarm on the bedroom door Is shut
off during the day on the weekends she worked.

When Interviewed on 10/25/16 at 4:30 p.m., the
State Climatologist sald the temperature in the
area of the home was 36 degrees , the wind was
calm and the sky was claar on 10/20/16 betwaen
11:30 p.am. and 12:30 a.m. on 10/21/186.
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4, Record review on 10/26/16 revesled an
incident Investigation Overview completed by the
Area Director on 10/25/18. Her summary of the
incident noted, "On 10/20/18 at approximately
11:45 p.m. (Client #1), Individual receiving
services, had an unobserved elopement, walking
to the Shell gas station, located south of the REM
lowa campus. On duty stalf (DSP A) called (DSP
B) to assist with locating (Client #1). (DSP B)
found (Client #1) at approximately 12:28 a.m. and
returned (him/her) fo the home, A physical
assessment was completed on 10/21/16 by
program nurse, no new Injuries noted.”
Conclusions noted in the investigation included:
a. Client #1 eloped from the facility between 11:45
p.m. {10/20/16) and 42:00 a.m. (10/21/18) {o go
to the Shell gas station.

b. Staff first noticed Client #1 missing at 12:00
a.m. on 10/21/18.

c. Staff relumned Ctient #1 to the home at
approximately 12:28 a.m. an 10/21/16,

d. Client #1 wore long sweat pants, shorl-slesved
{ee shirt, a baseba!l cap and {epnis shoes during
the elopament.

e. A physical assessment completed an 10!21!16
indicated ra new injuries,

f. Client#1 had a history of elepement with an
IPP In place to address the behavior. The last
unobserved elopemsnt occurred on 6/2/16.

g. DSP Areported he went outside the hallway
door (west} to smoke around 11:30 p.m. and shut
the alarm off when exiting the bullding but
immediately turned it back on when he re-entered
the home. He maintained all the alarms were on
and functioning during his shift en 10/20/16. DSP
A maintained Client #1 manipulated the door
alarm “somehow" to prevent the hallway door
alarm from sounding.
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When interviewed an 10/26/16 at 10:30 a.m., the
Area Director staled staff found flyers from the
gas station on Client #1's bed on 10/21/18. She
reasoned hefshe walked to the gas station prior
to DSP B finding him/her at the DQ.

When interviewed on 10/26/16 at $1:21 a.m,, the
Program Director defined Client #1's level of
supervision as "general”. She sald staff should
check on him/her every 5 - 15 minutes during the
day and evening shifts. She added, on
overnights staff should check clients every half
hour. She noted Client #1's level of supervision
didn't change after the incident of elopement on
10/20/16. She added staff should know where
Client #1 is when he/she is awake,

When Interviewed on 10/26/16 at 11:48 a.m,,
DSP D confirmed she checked on Client #1 on
the morning of 10/21/16 and saw gasoline
receipts laying on histher bad. She sald the Lead
DSP collected them and gave them to PCA.

When interviewad on 10/26/16 at 12:35 p.m., PC
A confirmad she received items from the Lead
DSP on 10/21/16. She noted the items recelved
Included a ten dollar bill and two one doltar bills,
an American Legion membership card, a key card

"1 for a business, gasoline receipts and several gas

station flyers, She noled Cllent #1 "collscts”
things, especlally pamphlefs and flyers, She
confirmed she worked the overight on 10/16/16
and Client #1 atlempted to leave the homs. She
nofed he/she should be in eyesight if awake on
the overnight. She added that level of
supervision can be difficult when staff check on
the other clienls. She said “within eyesight’
wasn't defined in hisfher program. She sald she
would not work in the kitchen while Client #1 used

win4
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the bathroom, but confirmed nothing existed in
writing to give staff this guidance. She stated she
didn't think Client #1 would have any awareness
of vehicles coming at him/her, especially if he/she
lacked glasses and hearing aids. .

When Interviewed on 10/26/16 at 1:05 p.m., DSP
E confirmed Client #1 left the facllily through the
west door during her shifi on 10/8/16. She sald
she redirected him/her back into the bullding.
She recalled he/she ran oul the door and down
the grave! part of the driveway and estimated the
distance to be approximately 15 fest. She said
she checked on him/her "a lot" anc went to check
on Client #1 whenever she heard an alarm
sound, She added she'd seen him/her reach up
{o touch the alarm on the entry way door.

When interviewed on 10/26/16 at 1:35 p.m.,PC B
confirmed she received a call from DSP A al
epproximately 12:05 a.m, on 10/21/16 1o report
Client #1 eloped, She recalled DSP A sald the
slarms were on but failed to go off when Client #1
laft the bullding. She noled awareness of Client
#1's histary of elopement.

When interviewed on 10/26/16 at 1:47 p.m., DSP
F confirmed Client #1 left the building on 10/1146
through the west door. She said DSP C followed
him/her and they retumed to the building. She
describad hisftier level of supervision as 24 hour
care and sald she checked on Clienl #1 every
hour when he/she stayed In his/her bedroom.
She noted she turned the alarm on whenever
he/she remained In the bedroom, She sald she
turned the alarm off if Client #1 came out and sat
in the living raom.

When interviewed on 10/26/16 at 2:04 p.m., DSP
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G confirmed he worked the overnight shift at the
house next deor to Client #1's house on 10/20/16.
He secalled DSP A called and said Client #1 left
the house and the slarm didn't sound. He sald
DSP A asked him to took around the house and
premisses and DSP G did as asked. He noted
DSF A called him several times bul within helf an
hour from the first call, he received a call that
DSP B jound Client #1. He slated Cllent #1
would not have crossed the county road to get to
the gas station but would have crossed the
parking lot of the DQ, DSP G added he wore a
light jacket when he went oulside to Jook for
ChHent #1 because the temperature had dropped a
litile,

When re-interviewed on 10/26/M8 et 2:20 p.m,,
DSP B confirmed she documented two attempled
elopements by Client #1 on 10/17/16. She sald
one attempt included use of the front (entry) doar
and the other attempt was out the west door.

She confirmed the alarms on each door sounded
at the time of the aflempled elopements. She
confirmed she found Client #1 in the driveway of
the DQ and denfed he held any documents
(recaipts, money, etc) at the time, She further
denied sesing him on the coundy road at any time.

When interviewed on 10/26/16 at 2:40 p.m., DSP
€ confinned she followed Cllent #1 out the west
door and directed him/her back inside on
10/16/186. She conlirmed the west door alarm
sounded, but stated the badroom door alarm was
not on even though Client #1 had entered histher
bedroom. She defined Client #1's level of
supervislon as conslant, She aclivated the
bedroom alarm only when hefshe went (o bed.
She noted she didn't tumn the alarm on right away
because somelimes Client #1 went to bed and
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then got up within 10 minutes. She said the
alarm is joud and annoys his/her housemates.

When interviewed on 10/26/16 at 4:07 p.m,, the
Lead DSP confirmed she found money, recelpls a
key card (lype used o enter a building) and
pamphlets from the gas station on Client #1's bed
on 10/2116, She confirmed she gave themto
PC A. She noied she checked on Client #1
hecause hefshe had gone to his/her bedroom and
she had heard about an incident of elopement
earlier that morning. She said the badroom door
alerm was turned on. She asked Client #1 where
the Items came from and he/she told her from
someone's car. She said Client #1's level of
supervision was 1:1 with eyes on him/her at ali
fimes. She noted difficully in maintaining his/her
supervislon when only two staff are on duly, She
further noted Client #1's elopement behavior
increased recently. She sald she understood
staff should check an him/her every 10 minules
but nothing was "set in stone”, Ehe said she had
seen Client #1 try 1o take the alarm off hisfher
bedroom door and she also saw him tryto put a
piece of a broken CD into the key slot to disarm
the alarm.

6. When interviewad on 10/27/16 al 8:50 a.m,;
the Program Direclor confirmed the facility failed
to define Client #1's supervision level to guide
staff to ensure hisfher safety. She staled the
badroom daor alarm should remain on whenever
he/she entered the bedroom unless staff
accamnpanied him. At 10:10 a.m., the Program
Director sald PC A should check the alarm sheets
when she conducts the monthly audits. She
confirmed ths facility had no written policy
defining levels of supervision {e.g. general,
eyesight, etc). She further confirmed Client #2's
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IPP contained no guldance to staff regarding lave)
of supervision.

In summary, the facility failed to provide direction

1o staff regarding individual supervision levels

based on needs.  In addition staff falled to
consislently check alarms and turn alarms an to
ensure client safety, On 10/26/16 at 10:58 a.m,,
an Immediate Jeopardy (lJ) was ldentified based
on tha facility fallures. The facllity was notified at
11:20 a.m. The facllity developed and
implemented & plan of abatement to provided an
enhanced level of supervision and to assure staff
re-training and monitoring. The |J was abated on
10/27/16 at 1:05 p.m.

483.420(a)(3) PROTECTION OF CLiENTS
RIGHTS

The facility must ensure the rights of all clients.
Therefore, the facility must alfow and encourage
individual clients to exercise their rights as cliants
of the facliity, and as cltizens of the Unlied States,
including the right to fi le complaints and the rIght :
to dua process.

This STANDARD is not met as evidenced by
‘Based on Inferview and record revlew, the facllity
falled to inform a client’s guardian of the use of
psychotropic {bahavior modifying) medications.
This affected 1 of 1 cllent during the investigation
of incident #83864-f (Client #1). Findings follow:

Recard review on 10/26/16 revealed Client #1's
Informed Consent signed by the guardian on
8/19/16, The dacument listed the following
beahavior modifying medications and ranges:
Lithium (range 300 -1800 miltlgrams {mg)
Atarox (range 100 - 300 mg)

Clonazepam {0 - 450 mg)

W 104

w125
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Zyprexa {range 10 - 40 mg)

Further racord review revealed Client #1's
Physician's Ordets signed on 9/16/16. The
orders included administration of the medications
Divalproex, 1780 mg a day, and Fluvoxamine 260
mg a day, The document Included no ardar for
Atarox.

When interviewed on 10/26/26 al 11:40 a.m., fhe
Registered Nurse (RN) stated afler a recent
hospitalization, the doctor discontinued the
medicalion Atarox. She confirmed the arders
reflected the medications Client #1 currently
received. '

When interviewed on 10/28/18, the Program
Director confirmed the informed consent failed to
Include Divalproex and Fluvoxamine. She noted
Client #1 received the medications due to
behaviors,

W 234 | 483.440(c)(5)(i) INDIVIDUAL PROGRAM PLAN

Each written training program designed to
implement the objectives in the individual
program plan rmust specify the methods o be
used.

This STANDARD s nol met as evidenced by:
Based on interviews and record review, the -
facility failed to ensure each Individual Program
Pian (IPP) speciited client supervision levels to
maintain client safely. This affected 2 client
during the investigation of incident #63854-

(Cllent #1 & Client #2). Findings follow:

Record review on 10/125/16 revealed Client #1's
Individual Incident Repoit. The report
documented Client #1's elopament from the

w126

w234
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facllity on 10/20/18, The rapost written by Direct
Support Professional (DSP) A noted he
conducted routine bedroom checks at 12:00 a.m.
on 10/21/16 and discovered Client #1 was not In
hisfher raom. DSP A searched the house and

| found the door at the west end of the building

partially open. He noted the alarm on the door
failed to sound prior to the discovery of Client #1's
absence. DSP A nolified the appropriate

| parsonne! for assistance. The Incident report

noted DSP B found Client #1 near a gas station
and retumed him/her to the facility.

Further record review revealed Client #1's
Individual Program Plen (IPP) to reduce acls of
elopement. ldentified behaviors Included
thraatening fo elope, observed elopement
{defined as teaving the facility grounds with staff
knowledge) and unobserved elopement (defined
as leaving the facliity without staff knowledge).
Resfriclive measures included use of a physical
escort {o direct Client #1 to a safe area, behavior
modifying medications and use of alarms on all
exlt doors In the home and on Client #1's
bedroom door. The IPP directed staff to check
on Cliend #1 every § minutes when he/she
attempted to elopa. The IPP contained no other
direction regarding supervision ar use cf the
atarms on Client #1's bedroom door or exit doors,

Intérviews with staff on 10/25/16 revealed the
fallowing:

& At 11:50 a.m., DSP A confirmed he wotked in
the kitchen of the home while Client #1 used the
baihroom on 10/20/16 at approximately 11:45
p.m. He confirmed he falled to activate the alarm

{ on Client #1°s bedroom door because Client #1

remained awake and he/she went in and out of
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the room frequently. He noted he conducted
regular bed cheacks of all residents at half hour
intervals.

2. At12:50 p.m., DSP B confirmed steff turned
the bedroom door alarm off when Client #1 wasn't
in the bedroom. '

c. At 1:40 p.m., the Program Director stated staff
should turn the bedroom alarm on each time
Clieni #1 entered the bedroom.

d. At3:20 p.m., DSP C staled the alarm on Client
#1's bedroom door remeined off during the day
despite histher repeated use of the door,

Continued staff Intefvlews on 10/26/16 revealed;

&, At B:68 a.m., the Pragram Director confirmed
one slaff worked the overnight shift and couldn’t
leave to follow Client #1 if staff cbservad himfher
exiting the buliding. She canfirmed by definition
in the IPP, an observed elopemeant would become
an unobserved elopement because of alack of
supervision.

{. At 11:21 a.m., the Program Director defined
Client #1's level of supervision as "general’, She
stated stafi should check on him/her every 6-15
minutes during the day and evening and every 30
minutes on the overnight. She then staled staff
should know Cllent #1's location while awake.-

g. At 12:35 p.m,, Program Coordinator (PC) A
stated Client #1 should be in eyesight of staff if
awake on the overmight. She confirmed the IPP
failed to Include this information.

h. At 1:05 p.m., D5P E confirmed Client #1's .
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elopemant behavior. She said she checked on
him/her “a lof" and whenever she heard an alarm.

{. At 1:47 p.m., DSP F staled Client #1 required
24 hour supervision and noted she checked on
him/her every hour if he/she went to the hedraom,
She sald the alarm remained off when Client #1
sat in the living room.

J. At 2:40 p.m., DSP C defined Client #1's lavel of
supervision as constant. She nojed the bedroom
door alarm remained off uniil he/she went to bed.
She noted she walted for approximalely 10
tninutes before turning the alarm on because
Client #1 may come back out of the bedroom,

k. At4:07 p.m., the Lead DSP sald Client #1's
leval of supervision was 1:1 with eyes on him/her
al all times. She siated staff should ¢heck on
himfher at least every 10 minutes but noted this
directive was not writlen in’ the tPP or "setin
slone",

When inlerviewed on 10/27/16 at 8:50 am.,, the
Program Director confirmed the facility failed to

specify Client #1's level of supervision in the IPP
to ansura his/her safety thraughout all shifts,

2. Record review on 10/26/16 revealed Client
#2's IPP to reduce acts of elopement, The
program directed staff to check on Client #2 every
5 minutes ifiwhen he/she attempled lo elape.

The program failed to deflne hisfer level of
supervision.

When Interviswed on 10)271_16 al 10:10 am., the

_{ Program Direclor acknowledged Client #2's IPP

lacked Inforrnahon specifying hisfher level of
supervision,
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FORMAPPROVED

CLIENT BEHAVIOR

The use of syslematic interventions o manage
inappropriate client behavior must be '
incorporaled into the client's individual program
plan, in accordance with §483.440(c)(4) and (5) of
this subpart.

This STANDARD is not met as evidenced by:
Based on interview and racord review, the facility
failed to ensure all individual Program Plans (IPP)
included all restrictive measuras. This affected 1
of 1 client during the Investigation of incident
#63854-f (Client #1). Findings follow:

Record review on 10/25/16 revealed Cliant #1's
IPP {0 reduce acts of elopement revised on
10/24/16. Restrictive measures in the IPP
included use of behavior modifying medications
including Hydroxine, Abilify and Lithium,

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
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In summary, the facilily failed to ensure the IPPs
specified the supervision level cllents needed to
maintain thelr safety through out all shifts. In
addition, the use of the alarm on Client #1's
bedraom door lacked clarity and specificity for
activalion/de-activation. On 10/26/16 at 10;58
a.m., an immediate Jeopardy (IJ) was identiflad
based on facility fallures, The facllily was notified
at 11:20 a.m. The facllity developed and
implemented a plan of abatement to provide an
enhanced level of supervision and to assure staff
re-tralning and monitoring. The L was abated on
10/27/16 at 1:05 p.m.
W 288 | 483.450(b)(4) MGMT OF INAPPROPRIATE w289
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Record review on 10/26/16 reveaied Gl:enls #'s
Physician's Orders signed on 9/16/16. The
ordeys included the use of Lithium but not
Hyrdroxine or Abilify. In additien, the signed
orders included use of the medicatlons
Divalpraex F!uvoxamme. Zyprexa and '
Clnnazapam

When interviewed on 10/27/16 at 11: 15 a.m.,
Program Coordinator (PC) A confirmed the
pragram falled {o [deniify ihe medications
Divalproex, Fluvoxamine, Zyprexa and
Clonazepam.
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Accept this plan as the facilily's credible plan of compliance

W102: Facility Response:

The facility Program Coordinator/Q!DF' Lead Direct Support Professionals (DSPs),
and Program Director/QIDP will work together to ensure that individuals are
recelving appropriate supervision and that there are clear and specific
directions for DSPs to follow regarding individual supervision. Programming was
uvpdated to include how staff should supervise individuals with elopement risk to
ensure that staff is aware of his whereabouts at all times during a shift, DSPs were
trained on the programmatic, supervision and increased staff communication
changes. Specific changes and supervision levels were also increased on the
overnight shift. Should this individual's sleep patterns return to a more normail
schedule where he is sleeping consistently, this level of staffing on the overnight
shift will be re-evaluated by REM leadership to determine if it remains necessary
to ensure this individuals supervision and safety. DSPs will continue to receive on-
going training regarding levels of supervision and any changes that may occur
regarding this. These topics may be reviewed during monthly staff meetings,
annual Plan of Care meetings and/or informally as changes or concerns arise.

Correction Date: 11/18/16

W104: Facility Response:

The facility Program Coordinator/QIDP, Lead DSP, and Program Dwec’for/QlDP
will ensure that eloperment programs are reviewed and revisions are evaluated
to ensure they include clear and specific directions regarding individual
supervision and safety. This will include training on checking facility door alarms,
conducfing and documenting bed checks, and providing supervisionto
individuals who wake up during the overnight hours. Cross reference response to
w102, :

Correction Date: 11/18/1é

W125: Facility Response:

The facllity Program Coordinator/QIDP, Lead DSP, and Program Director/QIDP
will ensure that consent is obtained from individual's guardians as well as the
Human Rights Committee (HRC) members before any new medications are
implemented or if there are changes to medications outside of the approved
ranges that have been consented to. Restrictive measures and psychotropic
medications will be reviewed and evaluated on a quarterly basis during HRC
meetings and annually at the time of the Plan of Care meeling. Any changes



fnade to medications that fall cl_itside the approved medication dose range will
be communicated to the guardian and HRC to receive verbal approval before
it is implemented. '

Correction Date: 12/18/16

W234: Facility Response:

The facility Program Coordinator/QIDP and/or Program Darector/QiDP will ensure
that elopement programs are reviewed and revisions are evaluated to ensure
they include clear and specific directions regarding individual supervision and
safety. This will include training on checking facility door alarms, conducting and
documenting bed checks, and providing supervision 1o individuals who may
wake up during the overnight hours. Staff will receive on-going iraining on this as
well as formal fraining when programs are revised. These topics may be
reviewed during monthly staff meetings, annual Plan of Care meetings and/or
informally as changes or concerns arise. Cross reference response to W102.

Correction Date: 11/18/16

W289: Facility Response:
The facility Program Coordinator/QIDP, Lead DSP ond Program Director/QIDP

will ensure that interventions used to manage inappropriate client behavior are
incorporated in to the Individual Program Plan (IPP}. This includes all restrictive
“measures and psychofropic medications that may be used. The IPP cited in the
. citaﬂon has been revised accordingly. IPPs are revnewed monthly during data
- summary completion and changes/revisions may be made throughout the year
as necessary. IPPs are clso evaluated and/or revised at ihe fime of ihe qﬂnual
- Plan of Care meeting. : S -

_-Co_rre_clion Date: 12/18/16







