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Investigations of #68068-1, #68402-} and
#66495-] resulted in a determination of
immediaté Jecpardy (1.1, due to concerns with
client safety. The facility was notified of the IJ on
6/14/17 at approximately 11:20 a.m.

The facility responded with corrective attions to
address the identified problems and system
practices. The IJ was removed on 6/15/17.

The facility was found to be out of compliance
with the following Gonditions of Participation:

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

Facility Stafiing. Deficiencies were cited at
W158, W159 and Wig1.

Additional invesiigationsInvestig’ations were
completad with the following results:

The inestigation of #68498- resuited in no
deficiencles cited.

The investigation of #67958-1 resulted in &
deficiency cited at W368,

The investigation of #68559-C resulted in
deficiencies cited at W365 and \W368,
483.410 GOVERNING BODY AND
MANAGEMENT

The facility must ensure that specific governing
body ahd management requirements are met.

W02

W102 - The Governing Body and
Management will adequately
ensure staff training to promote
client safety, dignity and wellbeing.
They will also adequately address
repeated elopement attempts by a
client. |

Cross reference 104, 158, 159, and}
191.
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This CONDITION is not met as evidenced by:
Based on Interviews and record reviews, the
facility failed to maintain minimal compliance with
Condition of Participation (CoP) Governing Body
and Management. The governing body failed to
adequately ensure staff training to promote client
safety, dignity and well being. The facility also
failed lo adequately address repeated elopement
attempts by a client that potentislly could have
resuited in harm to the client. A finding of
Immediate Jeopardy (L)) fo clients' heaith and
safety was declared on 6/14/17. The facility
provided a plan to ensure the safety of clients,
which Included increased supervision of clients,
staff training, and increased leadership presence.
immediate Jeopardy was removed 6/15/17.

Findings follow:

Cross referance W104: Based on observations,
interviews and record reviews, the facility falled to
provide adequate direction and oversight to
ensure staff training in the areas of client safety,
dignity and well being. Furthermore, the facility
faited to provide adequate operating direction to
ensure appropriate supports and resources
available to safeguard clients.

Crass reference: W158; Based on interviews and
record reviews, the facility failed to maintain
minimal compilance with Condition of
Participation (CoP) Facilly Staffing. The facility
failed to implement a staff training system to
adequately manage ciient behavioral needs.

Cross reference W159: Based on interviews and
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Continued From page 2

record reviews, Qualified intelfectual Disability
Professional {QIDP} failed to adequately monitor
individual program plans es fiecessary to ensure
client safety,

Cross referenca W191; Based on inferviews and
record reviews, the facilty failed to ensure staff
consistently demonstrated the ability to manage
client behavioral needs to maintain client safety,
dignity and well-being.

483.410(a)(1) GOVERNING BODY

The governing body must exercise genaral policy,
budget, and operating direction over the facility,

This STANDARD s hot met as evidencad by:
Based on observations, interviews and record
reviews, the facllity faited to provide adequate
direction and oversight to ensure staff training in
the areas of client safety, dignity and well being.
Furthermore, the facility faited fo provide
adequate operating dirgction to ensure
appropriate supports and resources available to
safeguard clients. This affected 3 of 3 clients
involved in the investigations of #68492-1 (Client
#1), #68495-1 (Client #2) and #68068-) (Client
#3). :

Findings follow:

1. Record review and interviews from 61217 to
6/15/17 revealed Client #1 left the home without
staff knowledge or approval on 2/1617, 2/19/17,
4/08/17, 5/24/17, 513117 and 6/08/17. Incidents
oceurring on 5/24/17, 613117 and 6/08/17 were
reviewad in the investigation of #68492-1, Staff

w102

W 104

W104 — One Vision will provide |
adequate direction and oversight to |
ensure staff training I the areas of
client safety, dignity and wellbeing.
They will also provide adequate
operating direction to ensure
appropriate supports and resources
available to safeguard clients. |

Cross reference 159, 191
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failed to provide appropriate supervision andfor
adequate communication with one another during
the incident on 5/24/17. Client #1 continued to

have incidents of elopement with a supervision
level of 10 minute checks. The level of
supsrvision was increased fof brief periods of
time and then returned to 10 minute cheacks,
despite the lack of success with that level of
supervision.

See W15 and W91 for further information,

2. Record review and interviews on 6/12/17 to
6/15/17 revealed Client #2 walked away from the
yard of the home and went to a naighboring home
oh the evening of 5/13/17 without staff
knowledge. Client #2 had been swinging in the
front yard of histher home (Bedrock home). A
staff person (Licensed Practical Nurse A) gt the
neighboring group home returned Client #2 to
hisfher home. According to Client #2s individual
program plan (IPF) Client #2 required an
assigned staff person outside with him/her when
the client watked away. This level of supervision
was put into place after Client #2 walked 1o the
same neighboring group home on 5/03/17.

See W191 for further information.

3. Review of the facility investigation on 6/13/17
revealed Personal Support Professional (PSP} A
removed and changed Cllent #3's clothing as the
client objected and resisted on the evening of
4120117, The facilty investigated thé incident and
provided further training fo PSP A, in addition fo
revising Client #3's behavior plan. The facility
determined PSP A made an “inappropriate
decision” to assist Client #3 with changing hisfher

| clothing as the client said "No", but concluded the
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incident was not abusive, Client #3 program plan
directed staff not to force the client to do things.
See W191 for furiher information.
W 158 | 483.430 FACILITY STAFFING W158

W 159

The facllity must ensure that specific facility
staffing requirements are met,

This CONDITION is not met as evidenced by:
Based on interviews and record reviews, the
facmty failed to maintain minimal compliance with
Condition of Participation {CoP) Facilty Staﬁ‘mg
The facility fafled to implément a staft training
systeni to adequetely manage dlient behavioral
needs. A finding of Immediate Jeopardy (1)
clients' health and safety was declared on
6/14/17, which was removed on 8/15/7/47.

Cross reference W159: Based on intervisws and
record reviews, Qualified intellectual Disability
Professional (QIDP) failed to adequately monitor
individual program plans as necessary to ensure
client safety.

Cross reference W191; Based on interviews and
record reviews, the facilty failed to ensure staff
consistently demonstrated the ability fo manage
client behavioral needs to maintain client safety,
dignity and weli-being,

483.430(a) QIDP

Each client’s active treatment program must be
integrated, coordinated and monitored by a
qualified intellectual disability professional.
This STANDARD is not met as evidenced by:
Based on interviews and record reviews,

W158 - One Vision will implement
a staff training system to
adequately manage client
behavioral needs.

Cross reference 159, 191,

W 159
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Qualified Intelfectual Disability Professional
(QIDP} falled to adequately monitor individual
program plans as necessary to ensure client
safety. This affected 1 of 1 cilent involved in the
investigation of #68492-1 (Client #1).

Finding follows:

Review of agency investigations revealed Glient
#1 left on & bicycle without staff approval on
5124117, 5131117 and 6/08/17. Client #1 had a
program plan to let staff know where hefshe was
going. Client#1 required staff supervision when
riding his/her bicycle, due to leaving the agency
campus in the past on a bike without staff
knowledge and needing prompting regarding
safely. Atthe time of the three incidents, Client
#1 required 10 minute supervision checks. Client
#1 had access to bicycles kept at his/her group
home and at the other group homes on the
campus grounds. Client #4's most recent
Comprehénsive Functional Assessment (CFA),
dated October 2016, included
"Transportation/Walking". According to this
saction of the CFA, Client #1 did not always use
crosswalks, did not look all directions before
crossing a street, and was not safe in parking
fots. The CFA noted, "Continues to improve in
this area, especially when riding bike."

Client #1 was 29 years old with a diagnosis
inoluding Moderate Inteflectual Disability, Down
Syndrome and Atfention Deficit-Hyperactivity
Disorder. Client #1 ambulated independently and
was verbal. Client#1 had prior incidents of
leaving the facility without staff
knowledge/approval as follows:

a, On 2/16/17; Staff discovered Client #1 missing

W159 — The ICF Leadership team
(QDDP’s, RD, Quality Leader and :
Team Coordinator) will adequately
I | '
monitor individual program plans
as necessary to ensure client safety
by:

1) Review all high GER’s and
plan of action at their twice a
month team meetings.
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at 11115 p.m. Client #1 returned within five
minutes of staff noticing he/she was gone. Client
#1 had gone to the main building on campus to
buy soda, a distance of about one block or less.
Overnight staff were retrained to remind them to
complete 10 minute checks if Client #1 was still
awake and outside of his/her bedroom.

2119/17: Staff discovered Client #1 and his/her
bike missing at approximately 12:45 p.m. Staff
began searching and located Client #1 &t a public
park about two blocks away from the facility
campus and 4-6 blocks from Client #1's horne.
The facllity added a door alarm to the home exit
doors after this incident, Checks were increased
to & minutes for a short time and then retuined to
10 minute checks.

4/09/17: Staff discovered Client #1 missing at
approximately 12:30 p.m. Staff searched and
found Client #1 on campus about 10 rminules
fater. It was discovered that Client #1 had gone
out of a window, so window alarms were added,
Checks were increased to five minutes for a short
time and then returned to 10 minute checks,

A summary of the three recent incidents is as
follows:

1) On 5/24/17 at approximately 8:25 p.m. Client
#1 left the' house on a bicycle without staff
knowledge. Staff located Client #1 within
approximately five minutes, by the main campus
building, a distance of about one ity block, Client
#1 had no injuries and was dressed appropriately
for the weather. Client #1 returned to the group
home with staff, At the fime of the incident, Client
#1's assigned staff was Personal Support
Professional (PSP) D. She was responsible for

W 159

2) The QDDP will report to the
ICF Leadership team any
reportable incident that
happened to an individual,
twice in the last six months,
and the team will review the
changes that have been
made, and discuss if the
changes were sufficient or if
more needs to be done, to
hopefully prevent any more
incidents of this nature.

3) The QDDP will continue to
meet with their team after a
high GER incident has
occurred and determine the
best course of action,

Person responsible: QDDP  Start
date: Immediately

{ !
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checking on Client #1 every 10 minutes.

When interviewed on 8/13/17 at 220 p.m. PSP A
stated he left the house around 9:20 p.m. to take
something back to the nurse's office at the main
building. PSP A saw Client #1 standing in the
main entryway of the home, between the outer
exit door and the inner exit door. PSP A said he
told Client #1 to stay there and he then gotona
bike and went fo the main building. PSP A said he
fooked behind him to make sure Client #1 did not
follow. PSP A returned to the facility around 9:25
p.m. and noticed Client #1 no longer stood in the
entryway. PSP A asked other staff about Client
#1's whereabouts and they did not know. PSP A
got o a bike to go look for Client #1 and found
him/her by the recycling door of the main building.
PSP A sstimated he found Client #1 by 9:30 p.m.
PSP A said PSP D was Client #1's assigned staff
atthe time. He said he realized looking back on it
that he should not have left Client #1 standing
between the two exit doors. The inner exit door
had a voice alarm when someone went In or out
that announced "Front Door,” but the outer exit
door had no alarm. PSP A did not tell any other
staff that Ciient #1 stood in the entry area when
he left the building.

When interviewed on 6/14/17 at 2:20 p.m. PSPD
confirmed she was the staff person assigned to
Client #1 on the evening of 5/24/17. She wore 3
bracelet to indicate she had responsibility for
Clent #1 and she signed off on a supervision
sheet every 10 minutes that she had checked on
Client #1. PSP D thought PSP A was going to
take Client #1 out for a milkshake, which was an
evening routine, PSP D charted on the
supervision sheet at 9:20 p.m. *going to get
shake." At 9:30 p.m. she documented “missing
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at 9:30." At 9:40 p.m. she documented Client #1
had been found and was in histher room. When
asked on 6/14/17 if she actually saw Client #1 at
9:20 p.m. or if she thought he had already left for
the milkshake, PSP D said she did not recall.
She said when she heard Client #1 was missing;
she thotight he had left with PSP A to get a
mitkshake. PSP D acknowledged PSP A had not
told her that he was leaving with Client #1 and
had not asked for Client #1's responsibility
bracelet, but she still assumed they had left. She
said staff should exchange the bracelet when
another staff took resporisibitity for Client #1, but
it did not always happen. PSP D said she did not
know that Client #1 had been standing in the
eniryway between the two exit doors and PSP A
had left on an atrand.

When interviewed on 6/14/17 at 9:20 a.m. the
Regional Director and Qualified intellectual
Disability Professional (QIDP} A, who was the
QIDP at the frome at the fime of the incident
confirmed PSP D should have clearly
documented at 9:20 p.m, whether or not she saw
Client#1. If another staff person took Client #1
on an outing, the responsibility bracelet should
have been passed to that staff person. QIDP A
said she did not believe staff always exchanged
the bracelet like they should, They also agreed
PSP A should not have left Client #1 standing in
the entryway between the exit doors as the staff
person rade off on a bike. The outer exit door
does not-alarm when opened. PSP A should
have taken Client #1 inside, or tékeh the client
with him, or alerted other siaff of Client #1's
location. QIDP A noted Client #1 sometimes liked
to stand in the entryway between the two exit
doors and had not eloped from there before.

FORM CMB-2567{02-98) Previgus Versions Obsolete Evenl ID:640011 Facilty 1; 1AG0017 if continuation sheet Page 6 of 32



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 07/10/2017
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTFON 1{X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING COMPLETED

G
166032 ' B. WiING 07/06/2017
NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, CITY, STATE, ZIF CODE
1200 NORTH MINTH STREET WEST
OFPORTUNITY VILLAGE
) __ CLEAR LAKE, 14 50428
x4 1 SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATGRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE pare
DEFIGIENGY)
W 158 | Continued From page 9 W 150
Atter the elopement incident on 5/24/1 7, the
facility increased Client #1's level of supervision

{ to five minute checks until the next day. Client #1

then went back to 10 minute checks. The faciiity
also frained staff not to leave Client #1 in the
entryway between the exit doors, not fo expect
the client 6 wait (as the staff person leaves the
house and the client is unatlended) and not to
ride a bike on an errand (in sight of Client #1)
without the client.

2) On 5/31M7 at approximately 3:55 p.m. staff
heard the exit door alarm and discoversd Client
#1 left the home and took a bike, Staff goton a
moped to pursue Glient #1, but lost sight of the
client. Off duty staff, PSP E, saw Client #1 riding
abike on a city street near the facility and
followed the client. PSP E called the home o
notify them of Client #1's whereabouts. PSP F
arrived on a moped, and both staff followed Client
#1, trying to convince the client to return to the
facility campus.

When interviewed on 6/13/17 at 8:00 a.m. PSP E
szid she left work on the afternoon of 5/31/17 and
saw Client #1 riding his/er btke on a street near
the facility. PSP E spoke to Client #1, but the
client would not retum to the facility campus,
PSP E called the group home on her cell phone
at 3:54 p.m. o tell them of Client #1's
whereabouts. PSP F arrived o a moped shortly
after 4:00 p.m. Client #1 took off on the bike and
said to leave him/her alone. PSP E foliowed in
her car and PSP F followed on the moped as
Client #1 drove around city streets. Client #1
maved quickly on the bike and was not baing
safe. At one point, Client #1 drove in front of a
van. The van braked to avoid hitting Chient #1,
Client #1 got near Highway 18 at one point and
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seemed to want to cross the highway, but the two
staff tatked him/her out of it. PSPE quit following
Client #1 around 4:15 p.m. sinée PSP E followed

with the moped arid PSPE thought another staff

pérson was on their way to help,

When interviewed on 6/14/17 at 230 p.m. PSP F
stated he was assighed to Client #1 on the
afternoon of 5/31/17 and did 10 minute checks.
He heard the front door alarm sound dnd went to
check. Staff realized Client #1 was missing and
had taken a bike, PSP F took the moped and
began searching for Client #1, initially searching
on campus. PSP F spotted Client #1 on a strest

near the facility. Client #1 was stopped on the
bike and talking to PSP E. PSP F pulled up on
the mopad and Client #1 ook off on the bike.
PSP F said hé then followed Client #1 for almost
an hour as the client road the bike around city
streets. PSP F said Client #1 was not safety
consclous, Client #1 would start io drive through
a stop sign and PSP F would yell to stop Al one
point Client #1 pulied out in front of a van and the
van had to brake. Client #1 wanted {o cross
Highway 18, but PSP F talked him/her out of it.
PSP F said he followed Client #1 for at least 30
minutes after PSP E left, until they returned to the
facx%tty campus. No other staff came to heip.
After this incident, staff had to be with Client #1
for 24 hours and then the supervision fevel went
back to 10 minute checks.

When interviewsd on 6/14/17 at 9:20 am. QIDP A
said staff at the house quickly responded when
they heard the front door alarm, but they lost sight
of Client #1 by the time thoy began to search for
himther. After the incident, the facility increased
Client #1's supervision level to visual supervision
for 24 hours and then it went back to 10 minute
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checks. The facility alsco did retraining on

responding immediately to the door alarm, since
QIDP A had been in the front area of the house
and did not immediately check when the door
alarm sounded,

3) On B/08/17 at 10:20 a.m. PSP G was the
assighed staff for Client #1 and heard the front
door alarm sound. PSP G immadiately
responded, but by the time he got fo the moped
and was ready to go, he had lost sight of Client
#1. PSP G later found Client #1 at a local gracery
store, less than one mile driving distance from the
facility.

When interviewed ot 6/13/17 at 1015 a.m. PSP
G confirmed he was the staff person assigned to
Client #1 on the morning of 6/08/17. PSP G saw
Client #1 sitting in the lounge and went t¢ assist
another client in the bathroom. PSP G heard the
front door alarm go off a short time later. He
looked out of & window and saw Client #1 leaving
on a bike. By the time PSP G got fo the moped
parked near the house, he lost sight of Client #1.
P8P G first searched campus grounds and then
headed off campus 1o search. He found Client #1
at the Fareway grocery store on a bike in the
parking lot. Client #1 returned to the facility with
PSP G, PSP G said Client #1 had probably
overheard staff talking about going to the grocery
store. PSP G said Client #1 had 1-to-1 staff
supervision since the incident on 6/13/17. He
said it would not work to fock up Glient #1's bike
because the slient would take anyone's bike,
anywhere on campus. PSP G said he found
Client #1 within 10 minutes.

When interviewed on 6/14/17 at 9:20 a.m. QIDP A
and the Regional Director confinmed since the
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incident on 8/08/17, Client #1 had 1-to-1

supervision when awake and 30 minute checks
while sleeping. The facility planned t¢ continue
the 1-to-1 level of supervisior indefinitely.

In summary, desplle repeated elopements, the
facility did not inchedse Client #1's level of
supervision (other than tempararily} even when it
became apparent that 10 minute checks were not
successful. The client had a history of leaving
campus and riding a bicycle on city streets,
without always paying attention to safety
precautions.

W 191 | 483.430(e)(2) STAFF TRAINING PROGRAM W 181

For employees who work with clients, training

rmust focus on skills and competencies directed
toward clients® behavioral needs. i
This STANDARD is not met as evidenced by: j
Based on interviews, record reviews and

observation, the facilty failed to ensire staff W191 — One Vision will ensure
Chent boesorm oo e ablly o iatage staff consistently demonstrate the
S clionis ioel i oo efocted 3 of ability to manage client behavioral
#68402.] (Client #1), #68495-1 {Client #2) and needs in Oi'der tO maiﬂtaln C"ent

#68069- (Client #3). Findings follow:

1. Review of agency investigation revealed Cllent Safe.tYl dignlty d nd We”be'n-g by '
#1 lefton a bicycle without staff approval on
5/24/17 at approximately 9:25 p.m. Client #1 had
& program plan ta let staff know where he/she
was going. Client #1 required staff supervisjon
when ridinig histher bicycle, due to leaving the
agency campus in the past on a bike without staff
knowledge and needing prompiing regarding
safetly. Cllent#1 had access io bicycles kept at
hisfher group home and at the other group homes
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on the campus grounds. Staff iocated Client #1
wilhin approximately five minutes, by the main

campus building, a distance of about one city
block, Client #1 had no injuries and was dressed
appropriately for the weather. Clent #1 returned
to the group home with staff. At the timae of the
inciderd, Client #1’s assigned staff was Personal
Support Professional (PSP) D. She was
responsible for checking on Client #1 every 10
minutes.

Client #1, 29 yeats old, had diagnoses including;
Moderate Inteliectual Disability, Down Syndrome
and Attention Deficit-Hyperactivity Disorder,
Client#1 was independently ambulatory and
verbal. Client #1 had prior incidents of lsaving
the facility without staff knowtedge/approval,

When interviewed on 6/13/17 at 2:20 pm. PSP A
stated he left the house around 9:20 p.m. 1o take
something back to the nurse's office at the main
building. PSP A saw Client #1 standing in the
main.entryway of the home, between the outer
exit door and the inner exit door. PSP A said he
told Cilent #1 to stay there and he then got on a
bike and went to the main building, PSP A said he
looked behind him to make sure Cllent #1 was
not following him, PSP A returned to the facilty
around 9;25 p.m. and noticed Client #1 was no
longer standing in the ertryway. PSP A asked
other staff about Client #1's whereabouts arid
they did not know. PSP A got on a bike to go look
for Client #1 and found him/her by the recycling
door of the main building. PSP A estimated he
found Client#1 by 8:30 p.m. PSP A said PSP D
was Client #1's assigned staff at the time. He
said hé realized looking back ori it that he should
not have left Client #1 standing between the two
exit doors. The inner exit door had a voice alarm

1) Looking for trends with
certain staff and dealing with
those staff appropriately —
perhaps not working in the
ICF program.

2) Staff will be retrained on leve|]
of supervision for each
individual in the home they
work.,

3) Staff will be retrained on
individual’s behavior support
plans, in the home that they
work. ;

4) Teams will review scenarios to
help staff think beyond what
is specifically written in an
individual’s plan and to :
generalize the information

i

Ithey have received. !

i
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when someone went in or out that announced
"Front Daor”, but the outer exit door had ne
alarm. PSP A did not tell any of the other staff that
Client #1 was standing in the entry aréa when he
left the building.

When interviewed on 6/14/17 at 2:20 p.m. PSP D
confirmed she was the staff person assigned to
Client #1 on the evening of 5/24/17. She wore a
bracélet to indicate she had responsibility for
Client#1 and she signed off on a supervision

| sheet every 10 minutes that she had checked on
Client #1. PSP D thought PSP A was going to
{ake Client #1 out for a mukshake which was an
avening routine., PSP D charted on the
supervision sheet at 9:26 p.m. “going to get
shake”. At 9:30 p.m. she documented "rissing
at 9:30" At 9:40 p.m. she docuimented Client #1
had been found and was in his/her room. When
asked on 6/14/17 if she actually saw Client #1 at
8:20 p.m. or if she thought he had already left for
the milkshake, PSP D said she did not recall.
She said when she heard Client #1 was missing,
sheé thought he had left with PSP Ao get a
milkshake. PSP D acknowledged PSP A had not
told her that he was leaving with Client #1 and
had not asked for Client #1's responsibility
bracelet, but she stilt assumed they had left. She
said staff should exchange the bracelet when
ancther staff took responsibility for Client #1, but
it did not always happen. PSP D said she did not
know that Client #1 had been standing in the
entryway between the two exit doors and PSP A
had left on an errand.

When interviewed on 6/14/17 at 9:20 a.m. the
Regional Director and Qualified intellectuat

Disabifity Professiohal A, who was the QIDP at
the home at the time of the incident, confinmed

5) After each life plan, the QDDP
will develop a CDS lesson and
staff will review the plan and
pass the test that the QDDP
has written with questions
pertinent to that individual’s
BSP, Level of Supervision, etc.

6) Behavior plans and level of
supervision will continue to be
reviewed at team meetings.

7) Each home will be monitored
by Leadership staff and others
a minimum of four times a
week for four weeks. They
will look for staff to be
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PSP D should have clearly documented at 9:20
p.m. whether or not she saw Client #1, if another
staff person had taken Client #1 on an outing, the
responsibifity bracelet shouid have been passed
to that staif person. QIDP A said she did not
believe staff always exchangad the bracefet (ke
they should, They also agreed PSP A shautd not
have left Client #1 standing in the entryway
between the exit doors as the staff person rode
off on a bike. The ouler exit door does not alarm
when opened. PSP A should have taken Client
#1 inside, or taken the client with him, or alerted
other staff of Client #1's location. QIDP A noted
that Client #1 sometimes liked to stand In the
entryway between the two exit doors and had not
eloped from there before.

2. Review of facility investigation on 6/12/17
revealed Client #2 walked away from the yard of
the group home and went to a nsighboring group
home on the evening of 5/13/17 without staff
knowledge. Client #2 had been swinging in the
front yard of hisfher home (Bedrock home). A
staff person (Licensed Practical Nurse A}at the
neighboring group home returned Client #2 to
histher home. Client #2 was dressed in pajama
pants and a tee shirt at the time of the incident.
The temperature was approximately 82 degrees
Fahrenheit. The distance from the front yard of
Bedrock Home to the front door of Execuiive
Cottage is approximately 80 to 90 yards.
Execdtive Coftage Is across a street and down a
short way from Bedrock. The street is on the
campus property and used only by staff or
visitors.

Additional record review revealed Client #2: 19
years old, with diagnoses including Moderate to
Severs Intellectual Disability, Obsessive
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running programs correctly
and for appropriate level of
supervision provided. They
will notify the QDDP of the
home and RD if they notice
any issues.

Person Responsible: QDDP

Start date: Immediately
|
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Compulsive Disorder, Autism, Generalized
Anxiety Disorder and Asthma - Glient #2 was
independently ambulatory and did not have
functional communication skills. He/she was
adimitted to the facility on 1/15/2017. According
to the Comprehensive Funictional Assessment
completed January 2017, Client #2 did not look all
directions before crossing a strest, did not use
sidewalks when available,did not walk on a street
facing fraffic and was not safe to independently
walk in parking lots,

When interviewed on 6/14/17 at 210 p.m. LPN A
stated she passed medication at the Executive
Cottage home and saw Client #2 walk in the front
doors at approximately 7:10 p.m. on 5/13/17.

She saw no staff with the client. LPN A walked
Client #1 back to the Bedrock home and informad
the staff that Client #2 had gone to Executive
Coflage. LPN A said it was clear the staff at
Bedrock did not know Client #2 had left. LPN A
recalled hesring one of the staff say that Personal
Support Professional (PSP} A had brought Client
#2 back to the swing when the client tried to walk
away a shorl time earlier.

When interviewed on 6/13/17 at 2:00 p.m. PSP A
said he looked out the window on the evening of
6/13/17 and saw Client #2 watking away from the
swing in the front yard and away from the house.
PSP A said he told Shift. Supervisor ($8) A, that
Client #2 was watking away and he was going out
to get him. PSP A went otitside and directed
Client #2 back to the swing in the yard, PSP A
then returned to passing client medications in the
medication room. He said he assumed SS A
would supervise Client #2 or assign a staff to do
it. At the time of the incident, FSP A thought staff
were supposed to keep Client #2 in sight,
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whether inside the house or outside the house. A
staff person should have been assigned to Client
#2, but PSP A did not know who was assigned to
the Cllent #2 at the time.

When interviewed on 8/14/17 at 1:50 p.m. S$S A
stated she worked at the Bedrock Holise on the
evening of 6/13/17. Her understanding of Client
#2's supetvision level at that time was to be in
sight of staff at all times, either indoors or
outdoors. It would have been acceptable for staff
to watch Glient #2 from the house when hefshe
was on the swing in the yard. At the time of the
incident, there was no sta#f person assigned to
Client #2 because the previously assigned staff
persen left for an outing and left Client #2's
assignment bracelet sitting on a counter. Another
staff person should have been given the bracelet,
which indicated responsibility for Client #2. SS A
was in a bathroom assisting a client when the
assigned staff person left, s0 she was not able to
asslgn another staff person, She sald PSP A did
nol tell her that he saw Client #2 walking away
from the house earlier, SS A was still in a
bathroom: assisting a client when LPN A brought
Client #2 back to the house. SS A had not been
aware Client #2 was gone.

Record review revealed a General Event Report
(GERY), dated 5/03/17. According to the GER,
Client #2 left the Bedrock Home and walked to
Executive Cottage on 5/03/17 at 2:45 p.m.
Executive Coltage staff walked Client #2 back to
histher home. A follow up comment by Qualified
Inteflectual Disability Professional (QIDP) B,
dated 5/08/17, noted Client #2's level of
supervision immediately increased after the
incident, According to the QIDP follow up
comment, Client #2 needed staff support af all
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times when he/she was outslde of the hoine, An
assigngd stalf person needed to be aware of
Client #2's whereabouts &t all times in the home
and would wear a bracelet to indicats
responsibility for Client #2.

Further record review revealed Glient #2's
Individual Support Plan, last updated on 5/03/17.
The updated ISP noted, "(Clierit #2) NEEDS
STAFF SUPPORT AT ALL TIMES WHEN
(HE/SHE) IS QUTSIDE OF (HIS/HER) HOME."
The ISP also indicated siaff needed to be aware
of Client #2's whereabolits at all times when In
the home, which could be done through
walkie-talkie contact. According to the ISP, "THE
STAFF PERSON RESPONSIBLE FOR
KNOWING (CLIENT #3's) WHEREABOUTS IN
{HIS/HER) HOME MUST WEAR A BRACELET".

When interviewed on 6/14/17 at 9110 a.m. QP A
and the Regional Director sald they thought Client
#2's level of supervision at the lime of the incident
on 5/13/17 was to be in staff sight (visual
supetvision) at all times, whether indoors or
outdoors. After reviewing the GER, dated
5/03/17, and the ISP, updated 5/03/17, they both
agreed staff should have been with Client #2
when he/she was outside. They also confirmed
that at the time of the incident, no staff person
was assigned to Client #2 and wearing a bracelet
to indicate respons'ibili’ty for the client, or keeping
the chient in sight. They said 8S A should have
assigned a staff person for Client #2, They also
acknowledged PSP A should have ensured Client
#2 had the appropriate level of suparvision after
he saw the client walking away from the house
and he went cutside to return the client to the
swing, The facility implemented changes after
the elopement incident on 5/13/17. Al staff wera
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retrained on Client #2's suparvision level-
including being with Client #2 when outside, a
daily staff assignment sheet was implemented
and disciplinary action was iaken with PSP A and
S8 A. The facility also mioved Client #2 to &
group home with a Roam Alert System on
8/12/17.

3. Review of the facility Investigation on 6/13/17
revealed PSP A removed and changed Client #3's
clothing as the client objected and resisted on the
evening of 4/20/17. Another staff person reported
the incident. The faciity investigated the incident
and provided further training to PSP A, in addition
to revising Client #3's behavior plan. The facility
determined PSP A made an “inappropriale
decision” to assist Client #3 with changing his/her
clothing as the client said "No,” but concluded the
incident was not abusive,

Client #3 was 42 years old with diagnoses
including: Moderate Intellectual Disability, Seizure
Disorder and Osteopenta. Client #3 was
independently ambulatory with limited
verbalfcommunication ability,

When interviewed on 8/13/17 at 315 p.m PSPB
stated he was working with Client #3 on the
avening of 4/20/17 and tried to convince the client
to change inta pajamas for bed. Client #3 kept
refusing and saying "No." PSP B tried waiting for
15-30 minutes in the client's bedroom and then
went to get preferred staff, PSP C. PSP C was
alsc unsuccessful in prompting Client #3 to gat
undressed and change into pajamas. PSP B sald
PSP A showed up and said something like " got
this.” PSP A went fo Client #3 and began
removing the client's clothing as Client #3
repoatedly said "No." The situation made PSP B
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uncomfortable, so he left the room. PSP B could
hear the the continued interaction between PSP A
and Client #3 on an auditory monitor. He heard
Client #3 repeatedly say "No." He also heard
PSP Atell Client #3 not to hit him. This indicated
to PSP B that Client #3 was clearty upset and
resisting PSP A. PSP B stated he did not view
the incident as abuse, but PSP A was infringing
on Client #3's rights. PSP A was being
disrespectful to Clisnt #3 by forcing himfher to do
something he/she did not want to do. PSP A did
not give Client #3 any other choices or try to see
if there was something else the client
needediwanted. Shortly after getting changed
into pajamas, Client #3 was incontinent of urine.
PSP B suspected Client #3 might have been
refusing {o change clothes because hefshe
needed to go to the bathroom.

When interviewed on 6/13/17 at 3:00 p.m. PSP G
recalled the incident on the evening of 4/20/7.
She said PSP B had asked for her assistance
with Client #3 to change him/her into pajamas.
Client #3 also refused to change for PSP C. She
sald PSP A came inte the bedroom and began
assisting Client #3 to remove clothing and put on
pajamas as the client repeatediy said "No." PSP
C said Client #3 was not overly resistant, but did
push PSP A as least once and then PSP A
backed off brigfly. PSP G sajd PSP A did not
appear to be angry and was hot yelling or cursing,
PSP Atold Client #3 what he was doing: She did
not believe that PSP A was being hurtful or overly
rough with Glient #3, but PSP A was not being
respectful to the client's refusal to-change to
pajamas, PSP C said she observed the
interaction for a few minutes and Client #3
gradually became more cooperative. Client #3
eventually said "Yes" and helped changed into
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When interviewed on 6/13/17 at 2:10 p.m. PSP A
stated he had assisted Client #3 to change from
clothing into pajamas on the evening of 4/20/17,
PSP A said Client #3 was in a "No mood" and
saying "Neo" {0 everything. Clisnt #3 refused to
shange for PSP B or PSP C, PSP C said he was
very familiar with Cient #3 and they had a good
relationship, PSP A said he removed Clisht #3's
clothing and assisted the dlient into pajamas as
the client said "No". PSP A said he explained
what he was doing through out the process.
Client #3 pushed PSP A a few times and then
PSP A would briefly back off. As the process
went on, Client #3 became more cooperative and
began helping with the changing histher clothes.
PSP A said he had assisted Client #3 like that in
the past when Client #3 refused 1o cooperate,
PSP A did not see it as being aggressive or
abusive on his part.

Retord review on 6/13/17 revealed Client #3's
Individual Support Plan (ISP} which indicated
Client #3 sometimes displayed agaressive or
self-injurious behavior. According to the plan
staff should make sure they were "giving
{him/her) space and not overly prompting
{him/her} when (hefshe) is upset. When {Ciient
#3) is upset, it is best to walk away and give
{him/her) some space and time.” Client #3's
behavior pregram for mood swings and
destructive behavier noted, "If (Client #3) dossn't
want to do something when asked, staff will
attempt again later. Staff will give (Client #3)
choices whenever possible.”

When interviewed on 6/14/17 at 10:00 a.m.
Qualified Intellectual Disablity Professional B
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confirmed staff should have followed Client #3's
ISP and BSP. She had done retraining with PSP
A since the incident.

W 366 | 483.460(j)(4) DRUG REGIMEN REVIEW W 365
An individual medication administration record
must be maintained for each client, w365 s One Vf-SiOn will |
. :
This STANDARD is not met as evidenced by, ConSlStent,y and accu rately !
Based on interview and record review, the facilty maintain medication administr ation ,
failed to.consisténtly and accurately maintain o
medication administration records (MARS). This records by: ' '
affected 1 0f 5 sample tlients (Client #4),
Findings foilow: 1) Anytime a PRN iS given lt Wl”
Record review also noted a General Event Report be documented En Therap
(GER}) dated 4/13/16 at 9:30 a.m, by Licensed H 5
Practical Nurss(LPN) B, documented: "(Glient #4) appropriately. A note/ flag will
had cfo {complained of) a headache and stomach
ache, staff was giving Tylenoi when (Clienti#d) be leﬂ: on the Ccmputer
began to have a generalized seizure. After 3 i H ;
minutes ga‘w_e Lorazepam In.tensof and shorﬂly Stat!ng WhO was glve_n the
after that (Client #4) dad atrived. Upon entering PRN med and What time asa |
{his/her) room he stated this was unusual seizure ] : :
activity and requested 911 be called." The event reminder to comp,ete the PRN
summary noted: "Taken by ambulance to S ' '
NIMHC-ER for evaluation and then to surgery for fol IOW up. The hext med aide |
left hemisphere brain hemorrhage. Then admitted B . .
to 6 east, IGU." IS responsible for ensuring all
‘
According to the Therap (documentation record) PRN s have been fO”OW@d up |
the Lorazepam was given af 8:45 a.m. and 9:30 s 1
a.m. on 4/13/16. The record reflected the initial and W”' thr ow aWay the
dose documented 4/13/16 at 9:16 a.fm. and the "
secorid dose documented on 4/16/16 at 4:08 p.m. nOte/ ﬂag When thls {S
Both doses failed fo include a follow-up response com pl eted
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W 365 | Continlied From page 23 W 368 2) The assighed nurse will

to the medication given. : Bt
> e medation gl monitor a minimum of once a

Review of agency policles on 6/13/17 revealed s
"Six Rights Right Documentation-a. Records Week tO ensure a” PRN S have
initials on correct day and time o medication
sheet (MAR). If FRN {as needed) medication, been fOl Iowed Up on.
charts their initials and time on the front. Also 3) N urses and M A’S will recejve
charts on the back including PRN follow-up in 1-2 . .
hours." retraining on the importance
When interviewed on 6/14/17 at 1:30 p.m, LPN B of charting on time, and
confirmed the first dose of the Lorazepam .
administered to Client #4 on 4/13/16 was completing all follow Ups on
documented timely. She confirmed she failed to
document the second dose until two days later PRNs. |
{4/15/16). She stated she "forgot” to document It
that day. She reviewed the Six Rights procedure 4) In the event of an emergency :
and confirmed if included as needed medications . . . ;
were to show a follow up. medical Sltuatfon, the Health

W 368 | 483.460(k)(1) DRUG ADMINISTRATION W 368 Ser\/ices Super\/isor or their
The system for drug administration must assyre . . .
that all drugs are administered in compliance with dES[gnee will review the MAR
the physician's orders. d " d t S .

and ensure aii medication

This STANDARD is not met as evidanced by: and follow up were
Based on interviews and record review the
tacility failed to ensure medications were documented.
administered according to physicians' orders. _
This affected 2 of 2 clients (Client #4 and Client : H .
#5) requiring hospitalization in Moon Valley home, Perscn Resp 0n51ble' Health
Findings follow: SerVI ces Supew| sor
1. Record review on 6/12/17 reveated Client #4's .
Individual Support Plan (ISP) revealed he/she Start Date: Im medlately.

used an audio monitor in his/her room for staff to
listen in case of seizure activity, Client #4 had a

l l
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diagnosis of severe autism. On 2/1/18, Clisnt #4
moved to Moon Valley home.

A Seizure report dated 3/10/16 documented
Client #4 had a seizure that lasted 45 seconds.
Staff described the client's body as limp, rapid
blinking of eyes and or small twitching
movements and rigid body. After the selzure the
client was confused, drowsy, and had bean
uriable to walk or stand.

A Seizura report dated 4/0/16 documented Ciient
#4 had a selzure during a home visit jwith family).
The report did not contain any information on
description, fength of time or seizure duration.

Continued record review revealed Client #4's
physician's orders identified the following:
Lorazepam-2mg (milligrams)/mi(miliiliters)
concentrated solution, place 0.5 ml under tongue
p.0. {oral) 3 times a8 needed for generalized
seizures (moré than 3 minutes or 2 in 6 hours) or
partial seizure (2 in 30 minutes or ohe more than
5 minutes). May repeat two (2) times in 24 hours.
Call Neurology on call if not effective, or take to
local ER {emergency room).

Record raview on 6/12/17 revealed a Seizure
record for Client #4 documented on 4/13/16 at
8:35 a.m. by Personat Support Professional
(PSP} H. The record described the seizure with
symptoms: "Jerky arm movements, loss of
bladder control, nausea/vomiting, rigid body,
unresponsive, respiration deep and fast, skin
color pale, syes upward." Behavior after the
seizure was described as: "inability to walk or
stand, every few minutes shivering then became
relaxed and eyes were closed entire time." The
report documented staff "turned person to side,

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
——--3 AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
166032 B WING 07/08/2017
NAME-OF PROVIDER OR SUPPLIER STREET ADDRESS. GITY, STATE. ZIP CODE
. . 1260 NORTH NINTH STREET WEST
OPPORTUNITY VILLAGE o
CLEAR LAKE, iA 50428
X4 1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMBLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION; TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGH ENGCY)
W 368 | Continued From page 24 W 368

W368 — One Vision will ensure
medications are administered
according to physician’s orders by:

1) Prior to giving medications to
an individual, the person
giving meds will compare the
individual with the photo ID in
Therap and ask the client to
state their name.

2) Admitting nurse will assure
that all admitting medications
are ordered, faxed to
pharmacy and arrive as
ordered. This includes
treatments and ali PRN’s.
Nurse will have a second
nurse verify orders by
initialing them. Current
assigned nurse will continue
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placed soft material under head, maintained safe
environment, contacted nurse, called nursing,
notified TL (team leader) and stayed with (Client
#4) the entire time." The document deseribed the
notification of the nurse, observation and support
given during the seizure and the seizure
medication given for the sefzure.

Record review also noted a General Event Report
{(GER) dated 4/13/16 at 9:30 a.m, by Licensed
Practical Nurse(LPN) B, documented: "(Client #4}

| had cfo {comiplained of) a headache and stomach

ache, staff was giving Tylenol when (Clienti#4)
began to have a generalized seizure. [The GER
incorrectly documented: After 3 minules gave
Lorazepam intensof and shortly after that Client
#4's family member arrived.)

Upon entering {his/her) room the family member
staled this was unusuat seizure activity ahd
requested 911 be called.” The event summary
noted: "Taken by ambulanca to emergency room
(ER) for evaluation and then to surgery for left
hemisphere brain hemorrhage. Then admitted o
hospital.”

According to the Therap (documentation record}
Client #4 was administered Lorazepam on
4/13/16 at 8:45 am. and 930 a.m. The record
falled to include a follow-up response to both
doses of medication given.

When interviewed on 6/14/17 at 1:30 p.m. and
6/21/17 at 8:30 a.m. LPN B reported she received
a call of seizure like activity with Client #4. Staff
reported Client #4 had been in a seizure for three
minutes. LPN B told staff she would be over to
assess the client, She headed over to the home,
as she had besen next door at another home, it
had to have been five minutes the clieni was in

Person Responsible: Health
Services Supervisor

Start date: Immediately.
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seizure when she arrived, the client Iaid on the
floor with a pillow under his/her head. LPN B
explained the client appeared exhausted and
histher leg twitched a few times. According to
LPN N, the client appeared to be ir a postictal
state. When she inilially arrived, she described
the clfent's breathing as heavy, then easy
breathing within a minute or two. LPN B stated
she administered Lorazepam for the sejzure
activity. She wanted to do what she could to stop
additional selzure activity. She stated she went
next door 1o obtain the concentrate because none
of the medication was available in the Home for
Client#4. LPN B stated she believed the client to
be in a postictal state; shivers or twitches that
occurred, she believed to be the relaxing of
muscles due o muscle contracture from the
seizure, She stated she based this on
informatiori she'd received from a Neurologist.
Client #4's family member arrived a shor time
later and informed her the client continued to
have seizures, it was abnormal, and they needed
to call 911,

Cligeit #4's family member insisted another dose
of Lorazepam be given, and she administered
another dose, LPN B confirmed Client #4's PRN
{as needed) Lorazepam was not available in the
home. LPN B reported prior to this day she had
not seen Client #4 have a seizure before,

A teview of video of events on 4/13/16 included
the following:

a. At approximately 8:30 a.m., Client #4 is
administered a medication. Shortly thereatter,
the client bagins to seizure {at 8:32 a.m.)

b. At approximately 8:36 a.m., Clieht #4 appears
to continue to seizure.

W 368
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. At approximately 8:43 a.m., LPN B arrives.

d. At approximately 8:48 a.m., the client
continues to appear to actively seizure.

e. At approximately 8:50 a.m., LPN B returns to
the room with medication,

f. At approximately 8:52 a.m., the mediation Is
administered by LPN B.

g. From 8:00 a.m. - 9:25 a.m., Client #4 appears
unresponsive. Involuntary movements of histher
chest, hands, arms, legs, and feet are apparent
at various times, [Al 9:09 LPN B is with Client 14
who appears unresponsive. At 8:19 a.m. what
appears as Client #4's family member is present
in hisfher room. §

h. At 8:25 a.m., LPN B administers medication to
Client #4.

i. At9:31 a.m., emergency medical services
(EMS) arrive.

§. At 9:34 a.m., Client #4 is transferred to a
gurney. Histher hands continue to appear
contractured.

K. At 9:35 a.m., Client #4 is transferred via EMS
to a local hospital.

The ambulance report dated 4/13/16 indicated

the paramedics received a call at 9:21 am,, and
armived at 9:31 a.m. to find Client #4 iying supine
(face up) in bed unresponsive, The paramedics’
impression identified the client unconscious and
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seizure. The paramedics documentad prior to
transporting Client #4, one selzure lasted 90

secands and the paramedics described Cliant #4
as fooal motor/some rigid in nature, his/her pupils
were unegual and not reactive to light. No meds
were given en route to the ER.

The Emergency/Urgent Care report dated 4/13/16
documented a radiology report identified Client #4
had a nondisplaced and non-depressed right
cecipital skull fracture, extending ta the lateral
margin of the foramen magnum {large oval
opening); and documented "Diagnosis: Traumatic
subdural hemorrhage with loss of consciousness
of 1 hour to 5 hours 59 minutes.”

A reexamination/reevaluation dated 4/13/16 at
10:29 a.m., documented Client #4 had 2 micre
seizures since initial examination.

Hospital Consultation report dated 4/13/16
documented on admission the patient was
obtunded secondary fo an intracranial !
hemorrhage. He/she was brought in to the ER
(emergency Foom) where head CT (computed
tomography) showed a sizablé left subdural
hematoma, He/She was subsequently taken to
tho OR and had a oraniectomy of the left and
{required] evacuation of the hematoma, He/she
was then sent to intensive care unit (ICU),
Apparently recently histher Keppra which was low
does was discontinued. The report documented
hefshe had & headache (which hefshe rarely
complains of) and [later] vomited and had a
seizure.

According o the Neurological Studies report
dated 4/13/16 from the hospital documenited the
following: the patient is 22 years old with a history
of epilepsy and autism spectrem admitted with
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left subdural hematema and recurrent seizures
related to that. He/she underwent hematoma
evacuation and was intubated in intensive care
Lenit.

Atelephone interview cocurred on 7/6f17 at 3:30
p.m., with Client #4's neurclogist. The physician
stated he could not answer if the Lorazepam
given at 3 minutes and 5 minutes later would
have made a difference in the length of the
seizure. The physician reported the Lorazepam
does not stop current seizures, but prevents
further seizures activity. The physician reported
the order for Lorazepam Intensol as written as
well as the need to call the neurclagist or to send
to the ER {emergency ropm). The physician
reported a type A event would be characterized by
generalized tonic-clonic sefzure with arching of
head and back, drooling, unresponsiveness,
jerking and shaking of extremities and torso.

The hospital Discharge Summary dated 5/10/16
included the following information regarding
Client #4's hospital course; patient was agmitted
on 5/4/16 and managed in the CCU (critical care
unit) until 5/6/16, He/she has a number of issues
including significant head trauma, status post
cranictorny and reptacement of bone fiap. He/she
had a hernlation plus hematomas, subdural,
subarachnoid and aiso an acute stroke; all of
which seem to be improving considerably. He/she
also suffers from seizure disorder and autism.
He/she appears stable and made good progress.
He/She was up and moving about on 5/3/16 but
had lapse in behavior issues,

He/She refused to eat or drink, putting in a
feeding tube would not be tolerate by patient, By
5/8/16, patient bacame more agitated and
non-compliant even with family. Palliative care
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met with the patierit's family and they accepted
In-patient Hospice and is being discharge.

Review of the pharmacy order for Lorazepam
concentrate revealed the medication ordered on
4115116 (after the medication was given on the
4/13H16 to Client #4).

interview with RN A on 6/14/17 at 10:10 a.m.
confirmed Client #4's admission date of 2/1/16.
She admitted she did not ensure the Lorazepam
concentrate was available for his/her seizures.

2. Record review on 6/12/17 revealed Client ##5's
General Event Report (GER) documented a
medication efror on 4/517 at 7:40 p.m. The
report explanation read: LPN C administered the
following medication to Clfent #5; Famotidine 20
milligrams (mgs), Haloperidol 2 mg. Hydralazine
25mgs, Lambtrigine 150 mg, Lametrigine 25
mgs, Lisinopril 20 mgs, MAPAP 650 mgs,
Quetiapine Fumarats 100 mgs, Senna-S 8.6/50
mgs, Metoprolo! Tarlrate 25 mgs, and
Benztropine 25 mgs. The GER dosimented the
LPN admitted the error immediately after the
client left the room. The physician consulted and
recomminded emergency room for assessment.

When interviewed on 6/12/17 at 3:40 p.m. LEN C
explained she assisted another client with topical
treatihents and thought of that client. She failed to
identify the correct client with the correct
medication prior to administering the medication,

Interview with LPN A on 6/13/17 at 1:30 puri.
confirmed LPN C calied her right after she gave
the wrong medicatiorn to Client #5. LPN A followed
tha ambulance to the emergenéy room and
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stayed with Client #5 during part of the night, She
acknowledged the client did receive medications
for low blood pressure due to the meds received
by tistake. The client returned to the facility the
following day without any lasting effects.

When interviewed on 6/14/47 at 2:30 p-m. Health
Services Supervisor confirmed medication
ordered should be available/charted right after
administered, documenied follow-up and given to
the correct person. She acknowledged the two

LPN's failed to follow the Six Rights and the
Administration of Medication policies.
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