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The annual health facilty survey resulted ina
determination of immediate Jeopardy {\J), due to
concerns with client safely. The facility was
notifled of the IJ an 4/26/17 at approximately 4:00
.| p.m. Tha facility responded with corrective
actions to address the identified problems and
system practices. The |J was ramoved on 5/2/17.

The facility was found to be out of compliance
with the following Conditions of Participation;

Gaoverning Body and Management, A deficiency
was cited at W104,

Client Protections. A deficlency was cited at
WH1489.

W 102 1 483.410 GOVERNING BODY AND w10z
MANAGEMENT

Tha facility must ensure that specific governing
body and management requirements are met.

This CONDITION is not met as evidenced by:
Based on interviews and record raviews, the
facllity failed to maintain minimal compliance with
Candition of Participation (CoP) Geverning Bady
and Management, The goveraing body failed to
adequately ensure incidents of client to clignt

. aggression were monitored, tracked and
addressed. The investigation resulted in a
determination of immediate jeopardy (1}, due to
concerns with clients’ health and safety, The
facility was notified of the 1J on 4/26/M17. The I
was removed on 5/2/17,

LAB@Y DIRECTOR'S ORPROVIDER/SUPPLIER REIESENTATI!E’S SIGNATURE TiTLE (X8) DATE

Qe , Reaonad Dive ctos 05126 (11

Any dgﬁciency stalement anding willjAn esterisk \'} denotes a da‘ﬁciency which the insiitulion may be excused from corracting providing Il 2 determinad that
ather safapuards provide sufficiant pfatection to 1he palients. (Ses Instruclions.) Excopt for nursing homes, the findings stated above are disclosable 30 days
following the date of survey whether or nol a plan of corection s provided. For nursing homes, the above findings and plans of coeciion are disclosable 14
days following the dale these documents are made available to tha facility. If deficlencies are cited, an appraved plan of corection is raquisile to santinued
program participation.
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This STANDARD is not met as evidenced by:
Based on intarviews and record raview, the
facility failed o ensure appropriate manfloring
and fracking of client lo client aggression, and

: whether the aggressions resulted in client

facility (Clients #1, #3, #4, #6 and #7). Finding
follows:

Record review on 4/24/17 revealed Inctdent
Reports for the past year for the aight clients

regarding seszures and falls from May to July

had decreased recently, The Incident Reports

The goveming body must exercise general policy,
budget, and operating direction over the facility.

injuries. This affected 5 of 8 cliends residing at the

reslding at the facility. The surveyar identified a
minimal amount of Incident Reports provided and
questioned the Program Direclor. For Instance,
there were several Incident Reporis for Client #6

2016, but none since then, During interview on
4/24/17 at 2:30 p.m. the Program Director (PD}
stated it was possible additional incident Reporis
: had been misplaced or possible that staff had not
wiitten them, She said Client #8's seizure activity
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Crass reference Wi04: Based on interviews and
record review, the facility failed to ensure
appropriate monttoring, tracking and foliow up of
clisnt to client aggression, and whather the
aggressions resulted in client injuries
i Cross reference Condition of Participation: Client
Protections W122 and W149
W 104 | 483.410(a)(1} GOVERNING BODY w104
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presented on 4/24/17 contained only two
incidents of peer o peer aggrassion: a) Client #7
hit Client #1 on 2/27/17, which did not cause an
infury; b) Client #5 slapped Client #4 in the
forehead on 2/06/17, with no resulting injury.

Reacord review of Client #1's chart an 4/25/7
revealed a discharge form from the emergency
room on 2/08/17 for abrasions to tha face and a
smal laceration to the eye. According fo a
nursing note dated 2/08/17, Client #1 had
abrasions to the right side of face caused by
anather cllent's aggression. No Incldent Report
regarding this incident could be located.

When interviewed on 4/15/17 at 3;15 p.m. the PD
stated she did not recall seeing an Incldent
Report for the incident on 2/08/17 when Client #1
went to the emargency room for injuries
suslained as a result of aggression by Client #7.
The PD noted the Program Coordinator was gone
and might have additfonal Incident Reports in her
office, VWhen questionad about the tracking
pracess for client to client aggression that result
in injuries, the PD said she kept track informally
on her calendar. When asked to show her 2017
calendar to the surveyor, the PD stated she had
not documented any peer to peer aggressions
with injuries since the first of the year. The PD
said she had recently talked with staff about
writing Incident Reports as needed because she
felt like she was not getting as many Incident
Reports as she should, including injuries of
unknown origin, The PD said she had discussed
this with staff af the March staff meeting. The PD
was unable to produce minutes of the March
meeting that showed the tapic of Incident Reporis
was addressed, but she did have a hand writien
nate stating she had encouraged staff to write
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Incident Reports when naeded,

The PD provided a few additional Incident
Reporis on 4/25/17 at 2,50 p.m. None of the
Incident Reparis notad client to clisnt aggression,
The PD provided more incident Reports on the
morning and afternoon of 4/26/17, Nane of them
noted client to client aggression, although they
did document incidents of aggression toward
staff, self-Injurious behaviors, client injuries and
ahe case of a client attempting to aggress toward
- another client,

Additional record review on the aftemoon of
4/26/17 revealed client behavior data sheets for
Client #1 and Client #7 from January 2017 to
March 2017, The behavior data sheets
dacumented multiple incidents of client o cllent
aggression as follows:

a} On 1/08/M7, Client #1 "started kicking" Client
#6, There was no documentetion of whether or
not an injury accurred.

b) On 1/20/17, Client #1 told Client #4 what to do
and "started pulling on {his/her) am.” There was
na documentation of whather or net and injury
oceurred.

¢} On 2/0517, Client #1 got into an altercation
with Client #7 and Client #1 bit Client #7 on
hisfher wrist. There was no documentation of
whether or not an injury occurred.

d) On 2/08/17, Client #1 got inlo an altercation
with Client #7. Client #7 aggressed toward Client
#1, who then bit Client #7, There was no
documentation regarding injury to aither client an
the behavior form for Client #1, however the
behavior farm for Client #7 nated Client #1 was
injured,

e) On 3/24H7, Client #1 "started pushing psers”
and threw items and hit Client #3, There was no
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documentation of whether an injury occurred.

fy On 3/28/17, Client #1 "slapped"” Client #6.
Thera was rio documentation of whelher an injury
occurred.

g} On 3/31117, Client #1 yelled and pushed Client
#3, There was no documentation of whether there
was an injury

h) On 1/06/17, Client #7 “starled punching” Glient
#8 in the chest, Regarding whather there was an
injury, staff circled both the yes and ne rasponse
on the form,

iy On 1/09/17, Client #7 punched Client #6 in the
back. Staff documented no injury.

i) On 2/08/17, Client #7 aggreased toward Client
#1. Staff documented injury to Client #1's face,
but did not note the client went to the emergency
roam.

k) On 2127717, Client #7 “started hitting" Clieni #1.
Staff documented there was no injury. This was
the only incident of clignt 1o client aggression that
had & corresponding Incident Report.

Further record review revealed no corresponding
incident reports, no documentation of supervisory
or programmatic follow up on any of the incidents
of client {o client aggression that did not have an
Incident Report, no Investigation or internal
raview of the incidents,

When interviewed on 4/26/17 at 1:35 p.m. and
asked if anyane at the agency tracked client o
client aggressions, the PD said the former
Qualified Intellectual Disabllity Prafessional
{current Program Coordinator) might have been
tracking or menitoring them, but that person was
on an extendad leave. The PD sald the client
monthly data summarias might indicate the
frequency of client to client apgressions, however
raview of the monthly summaries revealad only
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the number of total aggressions, which included
aggrassion toward staff. The monthly data
summaries provided no information regarding
tlient injuries caused by aggression or any
changes made to the behavior programs.

Whien interviewed on 4/26/17 at 2,30 p.m. Birect
Support Professional (DSP} A said she worked at
the facilty for about 10 years, She said her
understanding was to write an Incldent Report
anylime a client aggressed toward ancther client,
regardless of whether there was an injury. She
said an Incident Repart should alsa be written if a
client went to the emergency room.

When interviewed on 4/26/17 at 2:40 p.m. DSP B
stated she worked at the facility for about six
maonths. She said Incident Reporis were only
campleted for client to client aggrassion if ane of
the clients was injured. DSP B ssid she thought
there had been discussion at a racent staff
meeting regarding the need to wiite Incldent
Reports. She also recalled discuasions at staff
meetings regarding how to best address Client
#7's behavioral issues, including aggression,

When interviewed on 4/26/17 at 2:50 p.m, DSP C
sald she worked at the facility for almost ane
yaar, She sald Incident Reports were only
completed for client to client aggressian if there
was an injury, DSP C racalled there was
discusslon at a recent staff meeting reminding
staff {o write Incident Reports, When asked If
there ware any new ar recent changes to Cliant
#7's behavioral interventions, RSP C said staff
just needed to keap reassuring the client when
he/she got upsat.

According to the facllity policy entitled Injuries,

FORM CMS-2567(02-99) Previous Varsiona Obsolala Event D QZQJt Facility {D: AG0030 If continuation sheet Page 6 of 17



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS £OR MERICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES
AND PLAN QF CORRECTION

FRINTED; 05M9/2017
FORM APPROVED
OMB NO. 0938-0391

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER

166082

{423 MULTIPLE CONSTRUCTION

A. BUILDING

(X3) DATE SURVEY
COMPLETED

B WING

05/D2/2017

NAME QOF PROVIDER OR SUPPLIER

REM IOWA-BIRCH COTTAGE

STREET ADDRESS, CITY, STATE, ZIP CODE
29 EAST STREET
SHELBY, tA 51570

{¥4}1D
PREFIX
TAG

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

0]
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION X5y
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENCED TO THE APPRDPRIATE DATE
DEFICIENCY)

W 104

W22

Continued From page 6

Incidents and Incident Reporting the purpose of
the palicy was “To ensure that individual injuries
and other incidents relaled to individuals served,
are clearly documented, promptly reported and
respended to In an appropriate and timely
manner.” Incidents listed included peer to peer
aggression, However the palicy indicated that
Incident Reports would not need te be complated
if elients had programming in place and the
incident was documented elsewhere, such as on
a behavior data sheet,

When interviewed on 4/17/17 at 10:10 a.m.
regarding the Incldent Report policy the PD said
in the case of client to client aggressian, an
Incident Report would ot need to be campleted
far the aggressive client if that client had a
behavior pragram in place with data collection,
Hawaver, an Incident Report should be written for
the client who was the victim of the aggression,
regardless of whether there was an injury at that
time, because an injury could show up later.
483.420 CLIENT PROTECTIONS

The facllity must ensure that specific client
protections requirements are met.

This CONDITION is not met as evidenced by:
Based on inerviews and record reviews, the
facility fatled to maintain minimal complianca with
Condition of Participation {CoP) Client
Protections, The facility failed to implement a
systern 1o monitor, track and address incidants of
client to client aggression. Multiple incidents of
client to client aggression were noted on
behavioral data forms from January 2017 through

W 104

W 122
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March 2017, but the facility failed {o implerment a
system to identify the scope of the problem and
how to address it. The investigation resulted in a
determination of immediate jeopardy (IJ}, due to
concerns with clients' health and safety. The
facility was notified of the IJ on 4/26/17. The IJ
was removed an 5/2/17,
Crass reference W143: Based on interviews and
record reviews, the facllity faited ta implement a
system to track, monitor and address incidents of
client to client agaression.
W 149 | 483,420({d){1) STAFF TREATMENT OF CLIENTS W 149

The facility must develop and implement written
policles and procedures that prohibit
mistreatment, neglect or abuse of the client.

This STANDARD is not met as evidenced by:
Based on interviews and record reviews, the
facility failed to implement a system to track,
monitor and address incidents of client to client
aggression. This affected 5 of 8 clients residing at
the facllity {Clients #1, #3, #4, #6 and #7).
Findings follow: ’

Record raview on 4/24/17 revealed incidant
Reports for the past year for the eight dlients
residing at the facility. The surveyor identified a
minimal amount of jncident Repors provided and
guestioned the Program Director, For instance,
there were several Incident Reporls for Client #6
regarding seizures and falls from May to July
2016, but none since then. During interview on
4124/17 at 2:30 p.m. the Program Director (PD)
stated it was possible additionat Incident Reports
had been misplaced or possible that staff had not
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written them. She said Client #6's sefzure aclivity
had decreased recently. The Incident Reperts
presented on 4/24/17 contained only two
incidents of peer to peer aggression: a) Client #7
hit Client #1 on 2/27/17, which did not cause an
injury; b) Client #5 slapped Client #4 in the

i forehead on 2/06/17, with no resulling injury,

| Record review of Client#1's charl on 4/25/17
revealed a discharge form from the emergency
room on 2/08/17 for abrasions to the face and a
small laceration to the eye. According to 2
nursing note dated 2/09/17, Client #1 had
abraslons to the right side of face caused by
another client's aggression. Mo lncident Report
regarding this incldent could ba Jocated,

When intarviewed on 4/15/17 at 3:16 p.m, the PD
stated she did not recall seeing an Incident
Report for the incident on 2/08/17 when Client #1
went to the emergency room for injuries
sustained as a result of aggression by Client #7,
The PD noted the Program Coordinator was guehe
and might have additlonal incident Reporis in her
office. When questioned about the tracking
process for client to client aggression that
resulted in injuries, the PD said she kept track
informally on her calendar. When asked to show
her 2017 calendar to the surveyor, the PD stated
she had not documented any peer to peer
aggresslons with Injuries since the first of the
year. The PD sald she had regenlly talked with
staff about writing Incident Reports as needed
because sha felt like she was not getting as many
incident Reports as she should, including injuries
of unknown origin. The PD said she had
discussed this with staff at the March staff
meeting. The PD was unable to produce minutes

of the March meseting that showed the topic of
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Incident Reports was addressed, but she did
have a hand wiitten note stating she had
encouraged staff to write Incident Reports when
needed.

The PD provided a few additional Incident
Reporis on 4/2517 at 2:50 p.m. Ncne of the
Incident Reports noted client te client aggression.
The PD provided more Incident Reports on the
morning and afternoon of 4/26/17. None of them
noted client to client aggression, although they
did documeant incidents of aggression toward
staff, self-injurious behaviors, client injuries and
one case of a client altempting 1o aggress taward
another client.

Additional record review on the afterncon of
4/26/17 revaaled client behavior data sheets for
Client #1 and Client #7 from January 2017 to
March 2017, The behavior data shesls
documented multiple incidents of client to client
aggression as follows:

-a) On 1/06717, Client #1 “started kicking" Client

- #6. There was no documentation of whether or
not an injury occurred.

b} On 1/20/17, Client #1 told Client #4 what to do
and "started pulling on (his/her} arm." There was
ne documentation of whether ar not and injury
occurrad,

£) On 2/05/17, Client #1 got into an attercation
with Client #7 and Client #1 bit Client #7 on
histher wrist. There was no documentation of
whether or not an injury occurred.

d} On 2/08/17, Client #1 got into an altercation
with Client #7. Client #7 aggressed taward Client
#1, who then bit Client #7. There was no
documentation regarding injury to either client on
the behavior form for Glient #1, however the
behavior form for Client #7 notad Client #1 was
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injured,

&) On 3/24/17, Client #1 "started pushing peers”

and threw items and hit Client #3. There was no

dacumentation of whether an injury occurred.

f} On 3/29/17, Client #1 "slapped" Client #8.

There was no documentation of whether an injury

. goourred.

g) On 3/31/17, Client #1 yelled and pushed Client

#3. There was no dacumentation of whether there

was an injury

h} On /06417, Client #7 "started punching” Client

#6 In the chest. Regarding whather thera was an

Injury, staff circled both the yes and no response

an the farm,

1y On 1/08/17, Client #7 punched Client #6 in the

back, Staff documented no injury.

J) On 2/08/17, Client #7 aggressed toward Clisnt
#1. Staff documented injury lo Client #1's face,

| but did not note the client went fo the emergency

raom,

k) On 2i27/17, Client #7 "started hitting” Client #1.

Staff documented there was no injury. This was

the only incident of client te client aggression that

had a corresponding incident Report.

Further record review revealed no corresponding
incident reports, no documentation of supervisory
or programmatic follow up on any of the incidents
of client to client aggression that did not have an
Incident Report, no investigation or internal
review of the incidents.

When interviewed on 4/26/17 at 1:35 p.m. and
asked if anyone at the agency tracked client to
client aggressions, the PD said the former
Qualified Intellectual Disability Professional
{current Program Coordinator} might have been
tracking ar manitoring them, but that person was
an an extended leave, The PD said the client
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monthly date summaries might indicate the
frequency of client to client aggressions, however
review of the monthly summarles revealed only
the number of total aggressions, which included
aggression toward staff. The monthly data
summarias provided no information regarding
client injuries caused by agaression or any
changes made {o the behavier programs.

When interviewad on 4/26/17 at 2;30 p.m. Direct
| Suppart Professional {DSP) A said she worked at
the facility for sbout 10 years, She said her
understanding was to write an Incldent Report
anytime a client aggressed toward another client,
regardless of whether there was an injury. She
sald an Incident Report should also be written if a
client went ta the emergency room.

When interviewed on 4/26/17 at 2:40 p.m. DSP B
slated she worked at the facility for about six
manths. She said Incident Reports were enly
completed for client to client aggressicn if one of
the clients was injured, DSP B sald she thought
there had been discussion at a recent staff
meeting regarding the need to write Incident
Reports, She also recalled discussions at staff
meetings regarding how to best addrass Client
#7's behavioral issuses, including aggression.

When interviewed on 4/26/17 at 2:50 p.m. DSP C
said she worked at the facllity for almast one
yaar, She said Incident Reports were only
completed for client to client aggression if there
was an injury, DSP G recalled there was

- discussion at a recent staff meeting reminding

. staff to write Incident Reports. When asked if
there were any new or recent changes to Client
#1's behavioral interventions, DSP C said staff
just needed to keap reassuring the client when 3
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he/she got upset.

According to the facility policy entitted Injuries,
Incidents and Incident Reporting the purpose of
the policy was "Te ensure that individua! injuries
and other incidents related to individuals served,
are cleaily documented, promptily reported and
respanded to In an apprapriate and timely
manner.” Incidents listed included peerto peer
aggression. However the policy indicated that
Incident Reporis would not need to be completed
if clients had programming in place and the
incident was documented elsewhere, such as on
a behavior data sheet,

When interviewed an 417/17 at 10:10 a.m,
regarding the Incident Report policy the PD said
in the case of client to client aggression, an
incident Report would not need to be completed
for the aggressiva client if that client had a
behavior program in place with data coliection.
However, an Incident Report should be written for
the client who was the victim of the aggresslon,
regardiess of whether there was an injury at that
time, because an injury could show up fater.

W 247 | 483.440(c)(6}{vi} INDIVIDUAL PROGRAM FLAN o W4y

The individual pregram plan must include ‘ |
opportunities for clfent choice and |
self-management,

' This STANDARD s not met as avidenced by:

' Based on chservation, interviews and record
 raview the facility failed ko aflow for food choices

: based on individual client needs and preferences,
This affected 2 of 3 sample clients who had the
ability to communicate their preferences (Client
#1 and Client #5). Finding follows:
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Observation at the day program on 4/25/17 at
11;25 a.m. revealed Client #1 unpacked hisfher
lunch (turkey sandwich, radiches, graham
crackers, cantaloupe) and shoved all of the food
away. Client #1 said hefshe did not want any of
the food and told staff to throw it away. A staff
person took the food back {o the kitchen. Client
#1 asked for crackers and proceeded to eat
saltine erackers and drink a glass of milk,
Observation at 11:35 a.m. revealed Client #1
threw away ihe food In hisfher lunch bag into the
kitchen garbage can. The surveyor asked staff if
Client #1 could have a substitute lunch. Staff
offered Client #1 a jelly sandwich and the client
agreed. The surveyor asked Client #1 if he/she
liked peanut butter. Sta¥f present said the facility
did not allow peanut butter at the fatility because
it was a choking hazard. The ban was not due to
any particular client, t was an agency wide
practice. Cliert#1 said he/she liked peanut
butter. When asked about it, Client #5 said
he/she liked peanut butler also.

Record review on 4/25M7 and 4/26f17 of the
charls for Glient #1 and Client #5 revealed no
reason they could not have peanut butter, Both
clienis had general texture diels or bite sized
pieces of food. The peanut butter restriction was
not noted anywhere in their records,

When Interviewed on 4/25/17 at 3:15 p.m, the
Program Director said it was her understanding
that it was REM policy/practice that peanut hutter
was not allowed in the facilitles, She said this
was due fo concern about peanut butter being a
choking hazard. No clients were allowed to have
| peanut butter,

W 322 | 483.460(a)(3) PHYSICIAN SERVICES

W 247

W 322
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The facility must provide or obtain preventive and
general medical care.

This STANDARD is not met as evidanced by:
Based on interview and record reviews, the
facility failed to ensure preventative health eare
pracedures for cllents in accordance with their
needs, This affecled 2 of 4 sample clients (Client
#1 and Client #7). Findings follow:

1. Record review on 4/25/17 revealed Client #1
(age 50) had a colonoscopy done in May, 2012,
According to the follow up instructions, the
physician recommeanded a rapaat calonescopy in
three years, which would have been 2015. No
further documentation regarding a second
colonoscopy could be located In Client #1°s chart.
There was no mention of it in the client's Plan of
Cara dated t0/07/16.

Client #1's chart also conlained a medical form
dated 8/08/11 regarding follow up for a
hysterectomy. The form read, "No pap smear for
5 years after hysterectomy,” No additional
documentation could be acated in the chart
regarding pap/pelvic exams. There was no
mention of it in Client #1's Plan of Care dated
10/07116.

When interviswed on 4/26/17 at 11.00 a.m. the
fagility nurse said she had worked for the facility
for about nine months, She was not aware of any
discussion regarding colonoscopy or pap/pelvic
axam for Cllent #1. To her knowledge, the
procedures had not been done in the past few
years,
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2. Record review on 4/26/17 revealed Client #7
was 56 years old. Thers was no Information in
Client #7's ehar ragarding colonoscopy or a fecal
occult blocd test. It was not mention on hisfher
annual physical ar the annual Plan of Care dated
3Mon7.

When interviewed on 4/27/16 at 8:45 a.m. the
facility nurse said she had no knowledge of Client
#7 having a fecal occult blood test or

. colonoscopy. She had not had a discussion
about it with Client #7's physician or guardian.

W 352 | 483.460(f)(2) COMPREHENSIVE DENTAL W 352
DIAGNOSTIC SERVICE

Comprehensive dental diagnostic services
include periodic examination and diagnosis
performed at least annually.

This STANDARD Is not met as evidenced by:
Based on interview and record review, the facility

falled to ansure all clients receivad an annuat

dental exam. This affected 1 of 4 sample clients
(Client #1). Finding follows:

. Record review on 4/25/7 ravealed Client #1's
most recent dental exam was 12/16M5.
Accarding to the Quarterly Nursing Assessment
dated 4/03/17 the nurse had unsuccessfully ‘
attempted to contact Client #1's guardian to make
a dental appointment with a new provider, as the
previous dentist had moved out of state, As of
4/25/17, no dental appointment was scheduled
and sixteen months had passed since the last
dental exam.
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When Interviewed on 4/26/17 at 11:00 a.m. the
facility nurge said she had sent a release form to

| the guardian in September 2016, which was not
| returned. The nurse stated she had also

reminded the guardian about signing the release
during phone conversations, but the guardian
was difficult to reach. The nurse reviewed her
nursing notes and found an entry dated 9/12/16
indicating she had sent the dental paparwork to
the guardian, No further documentation
regarding contacting the guardian about a dental
appointment could be located. The guardian and
the nurse both attended Client #1's annual Plan
of Care meeting held in October 2016, but the
nurse said it didn't occur to her af that time to
have the guardian sign the release for the new

| dentist,

) ERS | MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT QF DEF1C|ENC|F.S {X1) PROVIDER/SUFPLIER/CLIA {X2) MULTIPLE CONSTRULTION {X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER;: A.BUILDING COMPLETED
186052 B. WANG 05/02/2017
NAME OF PROVIDER OR SUPPUER STREET ADDRESS. CITY, STATE, ZIP CODE —
REM [OWA-BIRCH COTTAGE 29 EAST STREET
SHELBY, |1A 51570
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i[#) PROVIDER'S PLAN OF CORRECTION {x5)
PREEIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IPENTIFYING INFORMATION) TAG : CROSS-REFERENGED TO THE APPRGPRIATE oAve
DEFICIENCY)
W 352 ! Continued From page 156 W 352

]

FORM CMS5-2567{02-99) Provious Versions Obsolate

Event ID:QZ0 M1

Facility iD 1IAG00%0 tf continuation sheet Page 17 of 47







Accept this plan as the facility’s credible plan of compliance

W102: Facility Response:

The facility QIDP with oversight from the Program Director will ensure that incidents of
peer to peer aggression are monitored, tracked and addressed. The facllity created and
implemented a Peer to Peer Aggression Protocol which provided a general protocoi for
monitoring, accessing, evaluating patterns for ways to address, with the ultimate goal of
creating a safer environment for individuals receiving services. Cross reference
response to W104 for additional information.

Correction Date: 05/1917

W1904: Facility Response:
The facility QIDP with oversight from the Program Director will ensure that incident

management regarding peer to peer aggression policies and procedures are adhered
to. The Injuries, Incidents and Incident Reporting procedure was revised on 04/27/17 to
more clearly state the existing process for documenting peer to peer aggressions and
what situations required an incident report to be completed. Our procedure indicates
that "in the case where individual programming is in place (e.g. individual to employee
aggression, peer to peer aggression, aggression toward objects, self-injurious behavior,
lying) an Incident Report would not be completed due to these incidents being
documented on the individual program plan data collection sheets.” Staff will be
retrained on peer to peer aggression, appropriate documentation and the revised
incident reporting procedure. They will also be retrained on the expectation that if there
is an incident of peer to peer aggression in which a peer is injured, an incident report
must be completed on the individual who is injured. The facility Program Coordinator
(PC) had failed to consistently follow the written procedures regarding incidents and
incident reporting and is no longer in the position. When a replacement PC is hired they
will be trained on these expectations and will then be included in the monitoring process
that these procedures will be followed appropriately. Until consistent implementation
and documentation is ensured, peer to peer aggression behavior tracking sheets will be
reviewed on a weekly basis by the Program Director and/or QIDP to ensure continue
monitoring of these programs and to determine if revisions need to be made and to also
ensure that incidents of peer to peer aggression resulting in an injury to a peer are
tracked and reported in a timely matter as appropriate. The facility QIDP and PC (when
hired) will monitor behavior program data monthly and report any changes, patterns, or
trends to the Program Director and program revislons will be discussed and made as
needed to address the reduction of peer to peer injuries and increase the overall safety
for individuals receiving services.

Correction Date: 05/19/17

W122: Facility Response:
Cross reference responses to W102 and W104. In addition, revisions to two specific
individual's programming for aggression were revised as the way they were written




made it appear that their data for peer to peer aggressions was artificially inflated due to
combining aggression toward others, aggression toward objects and verbal aggressions
ali in one |PP/total number of aggressions. The Peer to Peer Aggression Protocol will be
utilized to evaluate what specific steps will be utilized to address patterns of
aggressions toward peers and aggressions toward peers that cause injury. These steps
to address aggressions will be individually based on each individual situation and the
most appropriate methods to address, reduce the aggressions and increase the safety
of the living enviranment for individuals being served will be considered and
implemented.

Correction Date: 05/19/17

W149: Facility Response:
Cross reference responses to W102, W104 and W122,

Correction Date: 05/19/17

W247: Facility Response:

The facility QIDP with oversight from the Program Director will ensure that food choices
based on individual client needs and preferences are provided, which includes peanut
butter. Peanut butter or other food restrictions will only be considered if there is a
specific safety concern with their dietary assessment and orders and/or eating/choking
hazards. Any food restrictions will be documented in the individual's dietary assessment
and orders and/or other individual records. Peanut butter was made avallable at the
time of the survey and will continue to be made available going forward. Facility staff
were notified of this immediate change regarding peanut buiter. The facility nurse,
Program Coordinator (when hired, QIDP, and Program Director will ensure that any
food restrictions are consistent with the individuals needs and are documented
appropriately. At a minimum food restrictions and the dietary assessment and orders
will be reviewed at least annually.

Correction Date: 06/19/17

W323: Facility Response:

The facility Program Nurse and Program Coordinator (when hired), with oversight and
direction from the facility Program Director/QIDP will ensure preventative health care
procedures for individuals receiving services are completed in accordance with their
needs. Specific examples {i.e. pap smear, colonoscopy and/or fecal occult blood test)
cited during the survey will have appointments scheduled to address the healthcare
needs that were noted as deficient. Going forward the nurse will ensure that
preventative healthcare is scheduled appropriately for individuals based on their needs,
age and gender. This process will be reviewed with nursing personnel and monitored




that it is ensured moving forward. The Nursing Director conducts random nursing file
audits during the year and will note any inconsistencies with this expectation and
specific training and/or feedback will be provided if not adhered to.

Correction Date; 06/19/17

W352: Facility Response:

The facility Program Nurse and Program Coordinator (when hired), with oversight and
direction from the facility Program Director/QIDP will schedule annual dental
examinations. In the example cited further attempts to obtain consent for the individual
to see another dentist will be made and documented. Once guardian approval is
received a dental exam will be scheduled. If dentists don't recommend annual dental
examinations for individuals, on off years the nurse will conduct an annual dental health
screening and document such in the individual's medical record. This process will be
reviewed with nursing personnel and monitored that it is ensured moving forward. The
Nursing Director conducts random nursing file audits during the year and will note any
inconsistencies with this expectation and specific fraining and/or feedback will be
provided if not adhered to.

Correction Date: 06/19/17
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The annual health facility survey resulted in a
determination of Immediate Jeopardy (1J), due to
canceras with client safety, The facility was
notifled of the I on 4/26/17 at approximately 4.00
p.m. The facility responded with correclive
actions to address the identified problems and
system practices. The lJ was removed on 5/2/17.

The fatility was found to be out of compliance
- with the foltowing Conditlons of Participation:

Governing Body and Management, A deficiency
was cited at W104,

| Client Protections. A deficlency was cited at
Wi148.

W 102 | 483.410 GOVERNING BODY AND W 102
MANAGEMENT

The facility must ensure that specific govarning
hody and management requiremenis are mef.

- This CONDITION is not met as evidenced by:
Based on intervews and record reviews, the ]
facility failed to maintain minimal compliance with
Condition of Participation {CoP) Govarning Bady
and Management, The governing hady failed to
adequately ensure incidents of client to client
aggression were monitored, tracked and
addressed. The investigation resulled in a
determination of immediate jeopardy (1)), due to
cancerns with clients’ health and safety. The
facility was notified of the 1J on 4/26/17. The I
was removed on 5i2M17,

LABO Y HIRECTOR'S ORPROVIDERISUPPLIER REP SENTA‘I‘I!E‘S SIGNATURE . TITLE (X8) DATE
(L H/j &zeq)ovxaﬁ D\re Ao 051;(_,_/17
} de

Any de:ﬁcfency statement ending w]lrkn asterisk noles a deﬁciency which the institution may be excused from correcling providing it is detarminad that
ather safeguards provide sulficient pfotection 1o the patients. {See instructions.} Excapt for nursing homes, the findings stated above are disclosable 80 days
follewing the date of survey whether o7 not a plan of comeciion (s provided. Far nursing homes, the abeve findings and plans of correction are disclosable 14
daya following the date {hese documents are made available to the laciily. |f deficlenties are cited, an approved plas of corection is requisite to continuad
program participalion,
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Cross reference W104: Based on interviews and
| racard review, the facility failed to ensure
appropriate monitoring, tracking and follow up of
client te client aggression, and whether the
aggressions resulted in client injuries

Cross reference Condition of Particlpation: Client
Protections W122 and W48
W 104 | 483.410(a)(1) GOVERNING BODY W 104

The governing body must exercise general policy,
budget, and cperating direction aver the facility.

This STANDARD is nut met as evidenced by:
Based on interviews and record review, the
tatility fziledf fo ensure appropriate monitaring
and tracking of client lo client aggression, and
whether the agaressions resulted in client
injuries. This affected 5 of 8 clients residing at the
facllity {Clients #1, #3, #4, #6 and #7}. Finding
follows:

Record review on 4/24/17 revealed Incident
Reports for the past year far the 2ight clients
residing at the facility. The surveyor identified g
minimat amount of Incidant Reports provided and
guestioned the Program Director, For Instance,
there were several Incident Repords for Client #6
regarding seizures and falls from May to July
2018, but none since then. During interview on
4/24/17 at 2;30 p.m, the Program Director (PD}
stated it was possible additional Incident Reports
had been misplaced or possible that staff had not
written them, She gaid Client #6's seizure activity
had decreased recently. The Incident Reports

; .
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presented on 4/24/17 contalned only two
incidents of pear lo peer aggression: a) Client #7
hit Client #1 on 2/27/17, which did not cause an
injury; b} Client #5 slapped Client #4 in the
forehead on 2/06/17, with no resulling injury.

Record review of Client #1's chart an 4/25/17
revealed a discharge form from the emergency
room on 2/08/17 for abrasions to the face and &
small laceration to the eye. Accordingloa
nursing note dated 2/09/17, Client #1 had
abrasions {o lhe right side of face caused by
another clien!'s aggrassion. Ne Incident Repart
regarding this incident could be Jocated,

When interviewed on 4115117 at 3:15 p.m. the PD
stated she did not recal] seeing an Incident
Report for the incident on 2/06/17 when Client #1
wenl to the emeargeancy room for injurias
sustained as a result of aggression by Client #7.
The PD noted the Program Coordinator was gone
and might have additional Incident Reports in her
office. When quesfioned about the tracking
process for client to client aggresslon that resuit
in injuries, the PD said she kept track informally
on her calendar. When asked to show her 2017
calendar to the surveyor, the PD stated she had
not documented any peer to peer agaressiens
with injuries since the first of the year. The PD
said she had recently talked with staff about
writing Incident Reports as needed because she
felt like she was not getting as many Incident
Reports as she should, including injuries of
unknown origin, The PD said she had discussed
this with staff at the March staff meeting. The PD
was unable to produze minutes of the March
meeting that showed the topic of incident Reporis
was addressed, but she did have a hand wrilten
note stating she had encouraged staff to write
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Incident Reports when needed,

The PD provided a few additional Incident
Reporis on 4/25/17 at 250 p.m. None of the
Incident Reports noted client to client aggression,
The PD provided more Incident Reports on the
morhing and afternoon of 4/26/17. Nane of them
noted client to client aggression, although they
tlid document incidents of aggression toward
staff, self-injurious behaviors, client injurfes and
one case of a client attempting to aggress toward
another client,

Additional record review an the afternoon of
4{26/17 revealed client behavior data sheets for
Client #1 and Client £7 from January 2017 to
March 2017, The behavior data sheels
documented multiple incldents of client to client
agygression as follows:

8) On 1106/17, Client #1 "starled kicking” Client
#6. There was no documentation of whether or
not an injury occurred,

b) On 1/20/7, Client #1 told Client #4 what to do
and “started pulling on {(his/her) arm." There was
no documentalion of whether or not and injury
ocourred.

t) On 2/05/17, Client #1 got into an altercation
with Client #7 and Client #1 bit Client #7 on
his/her wrist. There was no documentation of
whether or not an injury occurred,

d) On 2/08717, Client #1 got inlo an altercation

. with Client #7. Client #7 aggressed toward Client

#1, who then bit Client #7. There was no
documentation regarding injury to either client on
the behavior form for Clignt #1, however the
behavior form for Client #7 noted Client #1 was
injured.

&) On 3/24/17, Client #1 "started pushing peers"
and threw items and hit Client #3, There was no
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documentatior: of whather an injury eccurred,

f) Or 3/28/17, Client #1 "slapped"” Client #6.
There was no documentation of whether an injury
occurred,

¢) On 3/31117, Client #1 yelled and pushed Client
#3. There was no documentation of whethar thare
was an injury

h} On 1/06/17, Client #7 "started punching” Client
#6 in the chest. Regarding whether there was an
injury, staff circled bath the yas and no response
on the form,

iy On 1/09/17, Client #7 punched Client #6 in the
back, Staff decumented no injury.

J} On 2/08M17, Client #7 aggressed toward Client
#1. Staff documented injury to Client #1's face,
but did not note the client went to the emergency
room,

k} On 242717, Cliant #7 “started hitting” Client #1.
Staff dotumented there was no injury. This was
the only incident of client 1o client agaression that
had a corresponding Incident Report.

Further record review revealed no corresponding
incident reparts, no documentation of supervisory
or programmatic follow up on any of the incldents
of client to client aggression that did not have an
Incldent Report, no Investigation or internal
review of the incidents.

When interviewed on 4/26/17 at 1:35 p.m. and
asked if anyone at the agency tracked cliant to
client aggressions, the PD said the former
Qualified intellectual Disability Professianal
{current Program Coordinator) might have baen
tracking or monitaring tham, but that person was
on an extended leave. The PD sald the client
maonthly data summaries might indicate the
frequency of client to clieni aggressions, however
review of the monthly summaries revealed only
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the number of total aggressions, which includad
agarassion toward staff. The manthly data
summaries provided no information regarding
client injuries caused by aggression or any
changes made to the behavior programs,

When interviawed on 4/26/17 at 2:30 p.m, Direct
Support Professional (DSP) A sald she worked at
the facilty for about 10 years, She sald her
understanding was to write an Incident Report
anytime a client aggressed foward another client,

regardless of whether there was an injury. She
said an Incident Repart should also be written If a
client went to the emergency rcom.

When interviewed on 4/26/17 at 2240 p.m. DSP B
stated she worked at the facility for about six
months. She said Incident Reports were only
campleted for client to client aggression if one of
the clients was injured. DSP B sald she thought
there had been discussion at a recent staff
meeling regarding the need to write Incident
Reports. She also recalled discussions at staff
meetings regarding how to best address Client
#7's behavioral issues, including aggression,

When interviewed on 4/26/17 at 2,50 pm. DSP C
said she worked at the facility for almost one
year. She sald Incldent Reporls were only |
completed for client to client aggression if there
was an injury. DSP C recalled there was

: discussion at a recent staff meeting reminding
staff fo write Incident Reports. When ashed if
there were any new or recent changas to Client
#7's behaviaral interventions, DSP C sald staff
just needed to keep reassuring the client when
hefshe got upset.

H

According to the facifity palicy entitled injuries,
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Incidents and Incident Reporting the purpose of
the policy was "To ensure that individual injuries
and other incidents related to individuals served,
are clearly documented, promptly reported and
responded to in an appropriate and timely
manner.” Incidents listed included peer to peer
aggrassion, However the policy indicated that
Incident Reports would not naed to be complated
if clients had programming in place and the
incident was documented elsewhere, such as on
4 bahavior data shest,

When interviewed on 4/17/17 at 10:10 a.m.
regarding the Incident Report policy the PD said
in the case of client o client aggression, an
Incident Report would not need to be completed
far the aggressive client if that clienthad a
behavior program in place with data collection.
However, an Incident Report should be written for
the client who was the victim of the aggression,
regardless of whether there was an injury at that
time, because an irjury could show up later.
483,420 CLIENT PROTECTIONS

The facility must ensure that specific client
protections requirements are met.

This CONDITION is not met as evidenced by:
Based on interviews and record reviews, the
facility failed to maintain minimal compliance with
Condition of Particlpation (CoP) Gliant
Protections. The faciiity failed (o implement a
system to moniter, track and address incidents of
client to client aggression. Muftiple incidents of
client to client aggression were noted oh
hehavioral data forms from January 2017 through

W 1G4

w122
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‘The facility must develop and implement written
policies and procedures that prohihit
mistreatmant, neglect or abusa of the client.

This STANDARD is not met as evidencad by:
Based on interviews and record reviews, the
facility failed to implement a system to track,
monhitor and address incidents of client to client
aggression, This affected 5 of 8 clients reslding at
the facility (Clients #1, #3, #4, #6 and #7),
Findings follow:

Record review on 4/2417 revesled Incident
Reports for the past year for the eight dients
residing at the facility. The surveyor identified a
minimal amount of Incident Reports provided and
questioned the Program Direclor. For instance,
there were several Incident Reporis for Client #6
regarding seizures and falls from May to July
2016, but none since then. During interview on
4124117 at 2:30 p.m. the Program Director {PD)
stated it was passible additional Incident Reports
had been misplaced or possible that staff had not

H
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March 2017, but the facllity failed to implerment a
system to identify the scope of the problem and
how o addrass it. The investigation resulted in a
determination of immediate jeopardy (lJ), due to
concerns with clients’ health and safety, The
facility was notified of the |J on 4/26/17. The |J
was rernaved on 5/2/17.
Cross refarence W142: Based on interviews and
record reviews, the facility falled to implement a
system to {rack, monitor and address incidents of
client to client aggression.
W 149 | 483,420(d)(1} STAFF TREATMENT OF CLIENTS W 149
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written them. She said Client #6's seizure aclivity
had decreased recently. The Incident Reports
presented on 4/24/17 contained only two
incidents of peer to peer aggression: a) Client #7
hit Client #1 on 2/27/17, which did not cause an
injury; b) Client #5 slapped Client #4 in the
forehead on 2/06/17, with no resulting injury.

Record review of Client #1's chari on 412517
revaaled a discharge form from the amergency
roam on 2/08/17 for abrasions to the face and a
small faceration to the eye. Accordingloa
nursing note dated 2/09/17, Client #1 had
abrasions to the right side of face caused by
another client's aggression. No incident Report
regarding this incldent could be located,

When interviewed on 4/15/17 at 3:15 p.m, the PD
stated she did not recall seeing an Incident
Report for the incident an 2/08/17 when Client #1
went to the emergency room for injuries

| sustained as a result of aggression by Client #7,

| The PD noted the Program Coordinator was gone
and might have additional Incident Reporis in her
office, When questioned about the tracking
process for client to client aggression that
resulted in Injurles, the PD said she kept track
informally on her calendar, When asked to show
her 2017 calendar {o the surveyor, the PD stated
. she had not documented any peer to peer
aggressions with Injuries since the first of the

: yaar, The PD sald she had recently talked with

: staff about writing Incident Reports as needed
because she felt fike she was not getling as many
Incident Reporis as she should, including injuries
of unknown origin, The PD said she had
discussed this with staff at the March staff
meeting. The PD was unable to produce minutes
of the March meeting that showed the topic of
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Incident Reports was addressed, but she did
have a hand written note stating she had
encouraged staff to write incldent Reports when
needed.

The PD provided a faw additional Incident
Reporis on 4/25/17 at 2:60 p.m. None of the
Incident Reports noted client to client aggression.
1 The PD provided more Incident Reports on the
moerning and afternoon of 4/26/17. None of them
noted client to client aggression, although they
did document incldents of aggression toward :
staff, self-injuricus behaviors, clien! injuries and :
one case of a client attempiing 1o aggress loward
another client.

Additional recard review on the afternoon of
4/28/17 revealed client behavior data sheels for
Client#1 and Client #7 from January 2017 to
March 2017. The behavior data sheets
documented multiple incidents of client to client
aggression as follows;

a) On 1/06/17, Client #1 "started kicking” Client
#6, There was no documentation of whether or
not an injury occurred,

b) On 17207, Cligni #1 told Client #4 what to do
and “started pulling on (hisfher) amm.” There was
| na documentation of whether or not and injury
occurred.

c) On 2/05/17, Client #1 got inlo an altercation
with Client #7 and Client #1 bit Client #7 on
hisfher wrist. There was no documentation of
whether or not an injury ocourred.

d) On 2/08/17, Client #1 got inte an altercation
with Client #7. Client #7 aggressed toward Client
#1, who then bit Client #7. There was no
documentation regarding injury to either client on
the behavior farm for Client #1, however the
behavior form for Client #7 noted Client #1 was
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injured.

e} On 3/24/17, Client #1 "started pushing peers"
and threw items and hit Glient #3. There was no
documentation of whether an injury occurred.

f) On 3/29/17, Client #1 "slapped” Client #6.
There was no documentation of whether an injury
i oceurred.

g) On 3/31/17, Client #1 yelled and pushed Client
#3. There was no documeniation of whethar there
was an injury

h) On 1/06/17, Client #7 “started punching” Client
#6 in the chest. Regarding whether there was an
injury, staff circled both the yes and no response
ot the form.

1y On 1/09/17, Client #7 punched Clignt #6 in the
back. Stalf documented no injury.

j} On 2/08117, Client #7 aggressed toward Client
#1. Staff documented injury o Client #1's face,
but did not note the client want to the emergency
raerm,

&) On 212717, Client #7 "staried hifting" Client #1.
Staff documented there was no injury. This was

. the only incident of client to client agyression that
had a correspoending Incident Report.

Further record review revealed no corresponding
incident reports, no documentation of supervisory
or programmatic follow up on any of the Incidents
of client to ciient aggression that did not have an
Incident Report, no investigation or internal
raview of the incidents,

When interviewed on 4/26M7 at 1:35 p.m. and
ashed if anyone at the agency tracked clientto
client aggressions, the PD said the former
Qualified Infelteciual Disability Professional
{current Program Coordinator} might have been
tracking or monitaring them, but that parson was
on an extended leave, The PD said the client

W49
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monthly data summaries might indicate the
frequency of client to client aggressions, however
review of the monthly summaries revealed only
the number of tefal aggressiang, which included
aggression toward staff. The monthly data
summarias provided no information regarding
client injuries caused by aggression or any
changes made io the behavior programs.

When Interviewed an 4/26/17 at 2,30 p.m. Direct
| Suppart Professional (DSP) A said she worked at

the facility for sbout 10 years, She said her
understanding was to write an Incident Report
anytime a client aggressed toward another client,
regardless of whether there was an injury. She
said an Incidant Report should also be written if 2
client went to the emergency 100m.

When interviewed on 4/26/17 at 2,40 p.m. DSP B
stated she worked at the facility for about six
months. She said Incident Reporls were only
completed for ¢lient to client aggression if one of
the clients was injured. DSP B said she thought
thera had been discussion at a recent staff
meeting regarding the need to write Incident
Reports. She also recalled discussions at staff
meetings regarding how to best address Client
#7's behaviorsl issues, including aggression,

When interviewed on 4/26/17 at 2:50 p.m. DSP C
said she worked at the facility for almost cne
yaar, She said Incident Reports were only
completed for client to client aggression if there
was an injury, DSP G recalled there was

! discussion at a recent staff meeting reminding

staff to write Incident Reports, When asked If
there were any new or recent changes to Client
#7's behavioral interventions, DSP C said staiff
just needed to keeap reassuring the client when

!
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he/she got upsset,

According to the facility policy entifled Injuries,
Incidents and Incident Reporting the purpose of
the policy was “To ensure that individual injuries
and other incidents related to individuals servad,
are clearly documented, promptly reported and
respondad to in an appropriate and timely
manner.” Incidents listed included peer to peer
aggression. However the policy indicated that
Incident Reports would not need to be completed
if clients had programming in place and the
incident was documented elsewhere, such as on
a behavior data sheat,

Whan interviawed on 4/17/17 at 10:10 a.m.
regarding the Incident Report policy the PD said
in the casa of client to client aggression, an
Incident Report would not need to be completed
for the aggressive client if that client had a
behavior pragram in place with data collection.
Howaver, an Incident Report should be written for
the client who was the victim of the aggression,
regardless of whether there was an injury at that
time, because an injury could show up later.
483.440(c)(B){(vi) INDIVIDUAL PROGRAM PLAN

The individual program plan must include
appartunities for client choice and
self-management.

This STANDARD is not met as evidenced by:
Based on ohservation, interviews and record
reviaw the facility {ailed to allow for foad choices
based on individual ¢lient needs and preferences,
This affected 2 of 3 sample clients who had the
ability to communicate their preferences (Client
#1 and Client #5). Finding follows:

W 145

W 247
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Observation at the day program on 4/25/17 at
11;25 a.m. revealed Client #1 unpacked histher
lunch (turkey sandwich, radishes, graham
crackers, cantaloupe) and shoved all of the food
away. Client #1 said he/she did not want any of
the food and told staff te throw it away. A staif
person took the food back to the kitchen. Client
#1 asked for crackers and proceeded to eat
saltine crackers and drink a glass of mifk,
Observation at 11:35 a.m. revealed Client #1
threw away the food in his/her lunch bag into the
kitchen garttage can, The surveyor asked staff if
Client #1 could have a substifute lunch. Staff
offared Client #1 a jelly sandwich and the client
agread. The surveyor asked Client #1 if he/she
liked peanut butter. Staff present said the facility
did not allow peanut butter at the facility because
it was a choking hazard, The ban was not dua to
any particular client, t was an agency wide
practice. Client#1 said he/she liked peanut
butter. When asked abaout it, Client #5 said
hefshe liked peanut butter also.

Record review on 4/25/17 and 4/26/17 of the
charis for Client #1 and Client #5 revealed no
raason they could not have peanut butter. Both
clients had general texture diets or bite sized
pieces of food. The peanut butter restriction was
not noted anywhere in their records,

When interviewed on 4/25/17 at 3:15 p.m. the
Program Director said it was her understanding
that it was REM policy/practice that peanut butter
was not allowed In the facilities. She sald this
was due to concern about peanut butter being a
choking hazard. No clients were aliowad to have
peaanut butter,

483,460(a)(3) PHYSICIAN SERVICES

W 247

W 322
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The facility must provide or obtain preventive and
general medical care.

This STANDARD Is not met as evidenced by:
Based on interview and record reviews, the

| facllity falted to snsure preventafiva health care .
procedures far clients in accordance with their

needs. This affecled 2 of 4 sample clients {Client
#1 and Client #7}. Findings follow;

1. Record review on 4/25/17 revealed Client#1
{age 50} had a colonoscopy done in May, 2012,
Actording to the follow up instructions, the
physician recommanded a repeat colonoscopy in
three years, which would have been 2015. No
further decurnentation regarding a second
colonoscopy could be located In Client #1's chart.
There was no mention of it in the client's Plan of

| Care dated 10/07/18.

Client #1's chart also contained a medtcal form
dated B/08/11 regarding follow up far a
hysterectomy. The form read, "No pap smear for
§ years after hysterectomy," Mo additional
dacumentation could be [ocated In the chart
regarding pap/pelvic exams. There was no
mention of it in Client #1's Plan of Care dated
10/07416.

When interviswed on 4/26/17 at 11,00 a.m., the
facility nurse said she had worked for the facility
far about nine months, She was not aware of any
discussion regarding colonoscopy or pap/pelvic
exam for Client #1. To her knowledge, the
procedures had not been done in the past few
yaars.
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DIAGNOSTIC SERVICE

Comprehensive dental diagnostic services
include periodic examination and diagnosis
performed at least annually,

This STANDARD is not met as avitfenced by:

| Based on interview and record review, the facility
failed to ansure all clients raceivad an annual
dental exam, This affecied 1 of 4 sample clients
(Client #1). Finding follows:

Record review on 4/25/17 revealed Client #1's
most recent dental exam was 12/16/15.
According to the Quarerly Nursing Assessment
dated 4/03/17 the nurse had unsuccessfully
attempted te contact Client #1's guardian to make
a dental appointment with & new provider, as the
previous dentist had moved out of state, As of
4/25M17, no dental appointment was scheduled
and shaeen months had passed since the last
dental exam.
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2. Record raview on 4/2617 revealed Client #7
was 56 years old. There was no Information in
Client #7's chart regarding colonoscopy or a fecal
occult blood test. it was not mention on his/her
annual physical or the annual Plan of Care dated
N7,
When interviewed on 4/27/16 at B:45 a.m. the
facility nurse said she had no knowledge of Client
#7 having a fecal cccult blood test or
colonoscopy. She had not had a discussion
about it with Client #7's physician or guardian.
W 352 | 483.460(f)(2) COMPREHENSIVE DENTAL W 352
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When interviewed on 4/26/17 at 11:00 a.m. the
facility nurse said she had sent a release form to {
the guardian in September 2016, which was not :
returned. The nurse stated she had also
reminded the guardian about signing the release
during phone conversations, but the guardian
was difficult to reach. The nurse reviewed her
nursing notes and found an entry dated 91216
indicating sha had sent the dental paperwork to
the guardian, No further documentation
regarding centacting the guardian about a dental
appointment could be located. The guardian and
the nurse both attended Client #1's annual Plan
of Care mesting held in October 2016, but the
nurse said it didn't occur to her at that time to
have the guardian sign the release for the naw
dentist,

FORM CMS-2567(02-93) Praviaus Versiens Obaokale Event ID:QZQNS Facifily ID IAGODSG If continuation sheat Page 17 of 17



Accept this plan as the facility’'s credible plan of compliance bl® /i 7

W102: Facility Response:

The facility QIDP with oversight from the Program Director will ensure that incidents of
peer to peer aggression are monitored, tracked and addressed. The faclility created and
implemented a Peer to Peer Aggression Protocol which provided a general protocol for
monitoring, accessing, evaluating patterns for ways to address, with the ultimate goal of
creating a safer environment for individuals receiving services. Cross reference
response to W104 for additional information.

Correction Date: 05/1917

W104: Facility Response:
The facility QIDP with oversight from the Program Director will ensure that incident

management regarding peer to peer aggression policies and procedures are adhered
to. The Injuries, Incidents and incident Reporting procedure was revised on 04/27/17 to
more clearly state the existing process for documenting peer to peer aggressions and
what situations required an incident report to be completed. Our procedure indicates
that “in the case where individual programming is in place (e.g. individual to employee
aggression, peer to peer aggression, aggression toward objects, self-injurious behavior,
lying) an Incident Report would not be completed due to these incidents being
documented on the individual program plan data collection sheets.” Staff will be
retrained on peer to peer aggression, appropriate documentation and the revised
incident reporting procedure. They will also be retrained on the expectation that if there
Is an incident of peer to peer aggression in which a peer is injured, an incident report
must be completed on the individual who is injured. The facility Program Coordinator
(PC) had failed to consistently follow the written procedures regarding incidents and
incident reporting and is no longer in the position. When a replacement PC is hired they
will be trained on these expectations and will then be included in the monitoring process
that these procedures will be followed appropriately. Until consistent implementation
and documentation is ensured, peer to peer aggression behavior tracking sheets will be
reviewed on a weekly basis by the Program Director andfor QIDP to ensure continue
'monitoring of these programs and to determine if revisions need to be made and to also
ensure that incidents of peer to peer aggression resulting in an Injury to a peer are
tracked and reported in a timely matter as appropriate. The facility QIDP and PC {when
hired) will menitor behavior program data monthly and report any changes, patterns, or
trends to the Program Director and program revisions will be discussed and made as
needed to address the reduction of peer to peer injuries and increase the overall safety
for individuals receiving services.

Correction Date: 05/19/17

W122: Facility Response:
Cross reference responses to W102 and W104., In addition, revisions to two specific
individual's programming for aggression were revised as the way they were written




made it appear that their data for peer to peer aggressions was artificially inflated due o
combining aggression toward others, aggression toward objects and verbal aggressions
all in one IPP/total number of aggressions. The Peer to Peer Aggression Protocol will be
utilized to evaluate what specific steps will be utilized to address patterns of
aggressions toward peers and aggressions toward peers that cause injury. These steps
to address aggressions will be individually based on each individual situation and the
most appropriate methods to address, reduce the aggressions and increase the safety
of the living envirenment for individuals being served will be considered and
implemented.

Correction Date: 05M119/17

W149: Facility Response:
Cross reference responses to W102, W104 and W122,

Correction Date: 05/19/17

W247: Facility Response:

The facility QIDP with oversight from the Program Director will ensure that food choices
based on individual client needs and preferences are provided, which includes peanut
butter. Peanut butter or other food restrictions will only be considered if there is a
specific safety concern with their dietary assessment and orders and/or eating/choking
hazards. Any food restrictions will be documented in the individual's dietary assessment
and orders and/or other individual records. Peanut butter was made available at the
time of the survey and will continue to be made available going forward. Facility staff
were notified of this immediate change regarding peanut butter. The facility nurse,
Program Coordinator (when hired, QIDP, and Program Director will ensure that any
food restrictions are consistent with the individuals needs and are documented
appropriately. At a minimum food restrictions and the dietary assessment and orders
will be reviewed at least annually.

Correction Date: 06/19/17

W323: Facility Response:

The facility Program Nurse and Program Coordinator (when hired), with oversight and
direction from the facility Program Director/QIDP will ensure preventative health care
procedures for individuals receiving services are completed in accordance with their
needs. Specific examples {i.e. pap smear, colonoscopy and/or fecal occult blood test)
cited during the survey will have appointments scheduled to address the healthcare
needs that were noted as deficient. Going forward the nurse will ensure that
preventative healthcare is scheduled appropriately for individuals based on their needs,
age and gender. This process will be reviewed with nursing personnel and monitored




that it is ensured moving forward. The Nursing Director conducts random nursing file
audits during the year and will note any inconsistencies with this expectation and
specific training and/or feedback will be provided if not adhered to.

Correction Date: 06/19/17

W352: Facility Response:
The facility Program Nurse and Program Coordinator (when hired), with oversight and

direction from the facility Program Director/QIDP will schedule annual dental
examinations. In the example cited further attempts to obtain consent for the individual
to see another dentist will be made and documented. Once guardian approval is
received a dental exam will be scheduled. If dentists don't recommend annual dental
examinations for individuals, on off years the nurse will conduct an annual dental health
screening and document such in the individual's medical record. This process will be
reviewed with nursing personnel and monitored that it is ensured moving forward. The
Nursing Director conducts random nursing file audits during the year and will note any
inconsistencies with this expectation and specific training and/or feedback will be
provided if not adherad to.

Correction Date: 06/19/17




