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Introduction
Background

In 2005, the United States Department of Justice (DO]J) notified the Texas Department of Aging and Disability Services
(DADS) of its intent to investigate the Texas state-operated facilities serving people with developmental disabilities
(State Centers) pursuant to the Civil Rights of Institutionalized Persons Act (CRIPA). The Department and DOJ entered
into a Settlement Agreement, effective June 26, 2009. The Settlement Agreement covers 12 State Supported Living
Centers, including Abilene, Austin, Brenham, Corpus Christi, Denton, El Paso, Lubbock, Lufkin, Mexia, Richmond, San
Angelo and San Antonio, as well as the ICF/MR component of Rio Grande State Center. In addition to the Settlement
Agreement (SA), the parties detailed their expectations with regard to the provision of health care supports in the
Health Care Guidelines (HCG).

Pursuant to the Settlement Agreement, on October 7, 2009, the parties submitted to the Court their selection of three
(3) Monitors responsible for monitoring the facilities’ compliance with the Settlement Agreement and related Health
Care Guidelines. Each of the Monitors was assigned a group of Supported Living Centers. Each Monitor is responsible
for conducting reviews of each of the facilities assigned to him/her every six (6) months, and detailing his/her findings
as well as recommendations in written reports that are to be submitted to the parties.

Initial reviews conducted between January and May 2010 are considered baseline reviews. Compliance reviews begun
in July, 2010, are intended to inform the parties of the Facilities’ status of compliance with the SA. This report provides
the results of a compliance review of Denton State Supported Living Center.

In order to conduct reviews of each of the areas of the Settlement Agreement and Healthcare Guidelines, each Monitor
has engaged an expert team. These teams generally include consultants with expertise in psychiatry and medical care,
nursing, psychology, habilitation, protection from harm, individual planning, physical and nutritional supports,
occupational and physical therapy, communication, placement of individuals in the most integrated setting, consent,
and recordkeeping.

In order to provide a complete review and focus the expertise of the team members on the most relevant information,
team members were assigned primary responsibility for specific areas of the Settlement Agreement. However, the
Monitoring Team functions much like an individual interdisciplinary team to provide a coordinated and integrated
report. Team members share information routinely and contribute to multiple sections of the report. To provide a
holistic review, several team members reviewed aspects of care for some of the same individuals. Several sections of
this report include information provided by multiple team members.
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The Monitor’s role is to assess and report on the State and the facilities’ progress regarding compliance with provisions
of the Settlement Agreement. Part of the Monitor’s role is to make recommendations that the Monitoring Team
believes can help the facilities achieve compliance. It is important to understand that the Monitor’s recommendations
are suggestions, not requirements. The State and facilities are free to respond in any way they choose to the
recommendations, and to use other methods to achieve compliance with the SA.

Methodology

In order to assess the facility’s status with regard to compliance with the Settlement Agreement and Health Care
Guidelines, the Monitoring Team undertook a number of activities, including:
(a) Onsite review - During the week of the tour, the Monitoring Team visited the State Supported Living
Center. As described in further detail below, this allowed the team to meet with individuals and staff,
conduct observations, review documents as well as request additional documents for off-site review.

(b) Review of documents - Prior to its onsite review, the Monitoring Team requested a number of
documents. Many of these requests were for documents to be sent to the Monitoring Team prior to the
review while other requests were for documents to be available when the Monitors arrived. This allowed
the Monitoring Team to gain some basic knowledge about facility practices prior to arriving onsite and to
expand that knowledge during the week of the tour. The Monitoring Team made additional requests for
documents while on site.

Throughout this report, the specific documents that were reviewed are detailed. In general, though, the
Monitoring Team reviewed a wide variety of documents to assist them in understanding the expectations
with regard to the delivery of protections, supports and services as well as their actual implementation.
This included documents such as policies, procedures, and protocols; individual records, including but not
limited to medical records, medication administration records, assessments, Personal Support Plans
(PSPs), Behavior Support Plans (BSPs), documentation of plan implementation, progress notes, community
living and discharge plans, and consent forms; incident reports and investigations; restraint
documentation; screening and assessment tools; staff training curricula and records, including
documentation of staff competence; committee meeting documentation; licensing and other external
monitoring reports; internal quality improvement monitoring tools, reports and plans of correction; and
staffing reports and documentation of staff qualifications.
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Samples of these various documents were selected for review. In selecting samples, a random sampling
methodology was used at times, while in other instances a targeted sample was selected based on certain
risk factors of individuals served by the facility. In other instances, particularly when the facility recently
had implemented a new policy, the sampling was weighted toward reviewing the newer documents to
allow the Monitoring Team the ability to better comment on the new procedures being implemented.

(c) Observations - While on site, the Monitoring Team conducted a number of observations of individuals
served and staff. Such observations are described in further detail throughout the report. However, the
following are examples of the types of activities that the Monitoring Team observed: individuals in their
homes and day/vocational settings, mealtimes, medication passes, PSP team meetings, discipline meetings,
incident management meetings, and shift change.

(d) Interviews - The Monitoring Team also interviewed a number of people. Throughout this report, the
names and/or titles of staff interviewed are identified. In addition, the Monitoring Team interviewed a
number of individuals served by the facility.

Organization of Report

The report is organized to provide an overall summary of the Supported Living Center’s status with regard to
compliance with the Settlement Agreement as well as specific information on each of the paragraphs in Sections II.C
through V of the Settlement Agreement.

The report begins with an Executive Summary. This section of the report is designed to provide an overview of the
facility’s progress in complying with the Settlement Agreement. As additional reviews are conducted of each facility,
this section will highlight, as appropriate, areas in which the facility has made significant progress, as well as areas
requiring particular attention and/or resources.

The report addresses each of the requirements in Section IIL.I of the SA regarding the Monitors’ reports and includes
some additional components which the Monitoring Panel believes will facilitate understanding and assist the facilities
to achieve compliance as quickly as possible. Specifically, for each of the substantive sections of the SA, the report
includes the following sub-sections:

a) Steps Taken to Assess Compliance: The steps (including documents reviewed, meetings attended,
and persons interviewed) the Monitor took to assess compliance are described. This section provides
detail with regard to the methodology used in conducting the reviews that is described above in
general;
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b) Facility Self-Assessment: No later than 14 calendar days prior to each visit, the Facility is to provide
the Monitor and DOJ with a Facility Report regarding the Facility’s compliance with the SA. This section
summarizes the self-assessment steps the Facility took to assess compliance and provides some
comments by the Monitoring Team regarding the Facility Report. It should be noted that the Action
Steps listed by DSSLC are a plan of improvement and may not be fully in congruence with, or may not at
a given time address all, components of the SA that are being reviewed. The Assessment of Status by the
Monitoring Team, therefore, reports on the findings of the monitoring team in relation to the provisions
of the SA and may differ from the self-assessment by the Facility;

c) Summary of Monitor’s Assessment: Although not required by the SA, a summary of the facility’s
status is included to facilitate the reader’s understanding of the major strengths as well as areas of need
that the facility has with regard to compliance with the particular section;

d) Assessment of Status: As appropriate based on the requirements of the SA, a determination is
provided as to whether the relevant policies and procedures are consistent with the requirements of
the Agreement. Also included in this section are detailed descriptions of the Facility’s status with regard
to particular components of the SA and/or HCG, including, for example, evidence of compliance or non-
compliance, steps that have been taken by the facility to move toward compliance, obstacles that
appear to be impeding the facility from achieving compliance, and specific examples of both positive
and negative practices, as well as examples of positive and negative outcomes for individuals served;

e) Compliance: The level of compliance (i.e., “noncompliance” or “substantial compliance”) is stated; and

f) Recommendations: The Monitor’s recommendations, if any, to facilitate or sustain compliance are
provided. As stated previously, it is essential to note that the SA identifies the requirements for
compliance. The Monitoring Team offers recommendations to the State for consideration as the State
works to achieve compliance with the SA. Itis in the State’s discretion to adopt a recommendation or
utilize other mechanisms to implement and achieve compliance with the terms of the SA. The
recommendations for some provisions include a subsection of additional suggestions for the facility. These
are presented in an effort to assist the facility in prioritizing activities as the facility staff work towards
achieving substantial compliance with the provision.

Individual Numbering: Throughout this report, reference is made to specific individuals by using a numbering methodology that
identifies each individual according to randomly assigned numbers (for example, as Individual #45, Individual #101, and so on.) The

Monitors are using this methodology in response to a request form the parties to protect the confidentiality of each individual.

Executive Summary
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First, the Monitoring Team wishes to acknowledge and thank the individuals, staff, clinicians, managers, and administrators of
the Facility for their openness and responsiveness to the many activities, requests, and schedule disruptions caused by the
onsite monitoring review. The Facility made available to the Monitoring Team and number of staff members in order to
facilitate the many activities required, including setting up appointments and meetings, obtaining documents, and answering
many questions regarding facility operations.

The Monitoring Team would like to express appreciation to all the staff who provided assistance, gathered and made available
documentation, took time to meet and answer all our questions, and made it possible for us to make determinations on
compliance. The Monitoring Team was especially appreciative of the efforts of the Settlement Agreement Coordinator, Sheila
Carpenter, Katie Thompson and the many other staff who assisted in gathering information and making arrangements.

Second, the monitoring team found management, clinical and direct care professionals eager to learn and to improve upon
what they did each day to support the individuals at the Facility. Many positive interactions occurred between staff and
Monitoring Team members during the weeklong onsite tour. All Monitoring Team members had numerous opportunities to
provide observations, comments, feedback, and suggestions to managers and clinicians. It is hoped that some of these ideas
and suggestions, as well as those in this report, will assist DSSLC in meeting the many requirements of the Settlement
Agreement.

As aresult, a great deal of information was obtained, as evidenced by this lengthy and detailed report. Numerous records
were reviewed, observations conducted, and interviews held. Specific information regarding many individuals is included in
this report, providing a broad sampling from all homes and across a variety of individual needs and supports. Itis the hope of
the Monitoring Team that the information and recommendations contained in this report are credible and helpful to the
facility.

As noted in this report, the Facility made significant progress in a number of areas. In a number of areas in which
improvements are needed, the Facility had developed and begun to implement plans. The following provides brief highlights
of areas in which the Facility was doing well, was making improvements, or needed to take action to improve.

Improvements and Positive Practices: Following is a brief summary of some of the improvements and positive practices
noted during this visit.

Restraints
e (risis intervention restraint use at DSSLC was trending down.
e The Facility’s Restraint Reduction Committee had become more active and meeting content appears to be substantive,
including case presentations for roundtable discussion.

Denton State Supported Living Center, June 23,2011



e The Facility’s Restraint Reduction Committee had become more active and meeting content appears to be substantive,
including case presentations for roundtable discussion.

Abuse, Neglect and Incident Management
e DSSLC had a well-organized system for abuse prevention, detection, and reporting and a well-organized and managed
system for incident management. The implementation of a video surveillance system in June 2010 has had an obvious
effect on the quality of some investigations.
e To facilitate abuse/neglect reporting, the Facility put in place a three digit number in its phone system that
automatically connects with DFPS. This enables staff to remember a three digit number and have quick access to DFPS
to report allegations.

Quality Assurance

e The Facility continues to make progress in the development of a QA process that is intended to measure ongoing
compliance with the requirements of the SA. A Quality Assurance Plan had not been formalized but the shell reviewed
during the last monitoring visit had been expanded and refined. Compliance Reports were routinely prepared and
included data that were more representative over time. These compliance reports were based on data developed from
monitoring tools. A database for the monitoring data had been developed which will facilitate analysis and trends.

e The workgroups the Facility had established for continued development of operational plans to achieve SA compliance
included the development of a QA component for each provision. The Facility had also developed a set of key indicators
it used to measure organizational performance.

Integrated Protections, Services, Treatments and Supports
e The new PSP planning process had been initiated, and most staff had received training.

Integrated Clinical Services
e Psychiatrists had begun to attend PSP planning meetings.

e A speech and language pathologist participated in the PBSP development process.

Minimum Common Elements of Clinical Care
e Collaborative reviews by both psychiatry and psychology took place at psychiatric treatment reviews.

At-Risk Individuals
e The state established a new at risk policy dated 12/29/10 to be effective 1/1/11. DSSLC reported it began
implementing the new policy on 1/31/11. The monitoring team had an opportunity to review risk rating assessments

Denton State Supported Living Center, June 23,2011 7



completed under the new policy and believes the new process is much more likely than the old process to accurately
reflect risk levels for individuals living at the DSSLC

Psychiatric Care and Services

The Facility continued to employ three full time staff psychiatrists and one part time contract psychiatrist, all of whom
were board certified in psychiatry and all of whom had sufficient experience with intellectual disabilities. The
psychiatrists actively and appropriately participated in the interdisciplinary process.

Psychiatrists at the Facility had heavy clinical caseloads and were very busy, but with the support of the psychiatric
assistants and others, they were able to provide the services required by the SA.

The Facility had recently established a credible process for the development of desensitization plans for identified
individuals.

Reiss screens were administered to all individuals who required them. Psychiatric assessments were completed for all
individuals who had psychiatric diagnoses, or who received psychotropic medication.

New procedures were in place to assure that prior to the administration of psychotropic medications, the PST
(including the psychiatrist, Primary Care Physician [PCP] and nurse) considered both the risks of the untreated mental
illness and the risks associated with the proposed treatment.

The Facility had established a psychoactive medication oversight committee, and that committee had started to meet.
The Facility had established a process for facility-wide monitoring of side effects, in conjunction with the psychoactive
medication oversight committee.

Staff psychiatrists attended neurology clinics, and a process for review and oversight of medications prescribed by both
neurology and psychiatry were in place.

Psychological services

DSSLC continued to display multifaceted efforts toward enhancing the skills and abilities of the Behavior Services staff.
The number of Behavior Services staff participating in BCBA classes increased from three to 12. Of particular note was
the Psychologist ABA Competence Training. This training was targeted toward new and selected incumbent Behavior
Services staff, and was taught by faculty and staff of the University of North Texas.

Peer review was enhanced by the adoption of a specific rubric for submitted materials with the resulting feedback
geared toward enhancing staff competence.

Competency-based training targeted toward new and selected incumbent Behavior Services staff was implemented.
New data collection forms that allowed for more diverse measurement strategies were implemented.

Behavior Services staff had begun the first phase of a strategy to measure interobserver agreement (I0A) for behavior
data.

Progress was noted as well in the assessment of behavior and the development of PBSPs.

Denton State Supported Living Center, June 23,2011 8



Medical Care

Since the last review for the Settlement Agreement, the Facility’s Medical Department has made significant systems
improvements, that if further developed and implemented, will help lead the Facility to substantial compliance of
Section L.

Many internal processes have been improved upon. For example, the Annual Assessment form is currently being
updated to better reflect clinical practice. A new “transfer physician order” form has been developed and implemented.
A “Call a Nurse For” poster was created and is posted throughout the living area, to advise non-clinical staff on
important issues that must be well communicated to clinical staff.

To enhance the ability to efficiently obtain necessary x-rays and echocardiograms, the Facility contracts with a mobile
radiology firm that enables remote access to radiologic imagines and reports.

The Facility has significantly enhanced its ability to conduct mortality reviews.

Nursing Care

Since the last review the Nursing Department had added three RNs to the 10-6 shift to cover all areas of the campus.
There continued to be a decrease in the use of agency nurses.

Nursing Quality Assurance procedures had improved. Using a peer-to-peer review, monitoring has been done using the
newly revised Nursing Monitoring Tools. Data were analyzed for the Facility as a whole but also by living area, which
identifies where improvements are most needed.

Nursing Quality Assurance data were analyzed for the Facility as a whole but also by living area, which identifies where
improvements are most needed.

Significant improvements had been made in promptly assessing individuals with acute illness and injury, notifying
physicians, and documentation.

The Wound Care Nurse and Diabetic Educator Nurse contributed significantly to providing specialized nursing care as
did the Hospital Liaison Nurses.

In March 2011 the Diabetic Educator Nurse began coordination of services and care on a continual basis through the
following activities: Coordination of services, daily rounds, monthly summaries, Endocrinology visits with individuals,
Diabetic supplies and management and prevention of Diabetic emergencies, and campus-wide Diabetic Education, are
most needed.

Interpretive Guidelines were developed for each of the Nursing Monitoring Tools that identified specific criteria that
constituted compliance with each item on the tool as well as ensuring that all monitors are consistent in evaluating
data.

The database for tracking and trending medication errors had recently improved to collect more data from the
Medication Error Reports. Medication errors can now not only be tracked by type and category of risk but by unit, shift,
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nurse, individual, and probable causes. This depth of information will be valuable in analyzing data to develop
individual as well as systemic corrective plans of action.

The Pharmacy was able to modify the WORx computer system to add on to the Medication Administration Record the
number of pills required to equal a total dose. This was a significant improvement and should help reduced medication
errors.

The Pharmacy was also in the process of adding the MAR medications that need to be crushed when individuals were
prescribed an alteration in their diet textures. This was a positive finding that will aid in the prevention of individuals
choking on medication because the texture was not compatible with their prescribed texture.

The Acute Illness and Injury Nursing Care Flow Chart developed through a statewide workgroup was impressive and
should provide the nurses with a visual cue for decision-making.

Physical and Nutritional Management

The PNMT meeting attended by the Monitoring Team was impressive in that there was active collaboration between
not only all members of the PNMT but the PST as well.

Information regarding transfers, adaptive equipment, and strategies for oral intake were noted to be clearly written
and were supportive in reducing the individuals risk during these activities.

The PNMT creatively brainstormed and created effective procedures to address the reinventing of positioning
standards when utilizing recliners as an alternate option for positioning.

Physical and Occupational Therapy

An improvement was noted with regards to documentation regarding progress of individuals who were receiving
direct OT/PT services. Notes were clearly documented through the use of an initial note, weekly note, and discharge
note.

Dental Services

The Facility had hired an additional full time Dentist, and had posted a position for a much needed additional Dental
Assistant.

The Facility had expanded the use of suction toothbrushes and instituted training for direct care staff of the importance
of oral hygiene and preventative measures of aspiration pneumonia.

A new “Annual Dental Summary” had been developed and implemented. This new form will better inform staff and the
PST of oral health care and desensitization needs of the individual.

The Facility had a clinically viable process to triage and provide emergency dental services. The Monitoring Team
reviewed all dental emergencies subsequent to the previous review, noting 20 reported dental emergencies that were
effectively managed.
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Communication

Habilitation, Training, Education, and Skill Acquisition Programs

Most Integrated Setting

The Monitoring Team was pleased to see a significant degree of involvement of Contract MRA staff in one PSP meeting
during this site visit. There was good interactive discussion between the PST members and the MRA staff, with the
former requesting information about community providers, processes, supports and services, and the latter serving an
important technical assistance and educational role.

There had been progress in defining the process, organization and structure of the CLDP meeting,

PMM Checklists were being completed in a timely manner.

The Post-Move Monitor had made substantial improvement in the documentation of follow-up for identified
deficiencies in the provision of supports, and was to be commended for thoroughness and attention to detail.

The potential for PMM visits to be missed when the process took place across catchment areas was an area of concern
during the site visit in 7/10, but this appeared to have been resolved through a tracking system devised and maintained
through DADS state office. In addition, the Facility reported it would only be monitoring individuals placed from
DSSLC in the future.

Consent

The Facility maintained a list of individuals who needed a Legally Authorized Representative (LAR).

The Human Rights Officers (HROs) had taken some initial steps toward furthering their own education regarding
guardianship in preparation for an expanded role in efforts to obtain LARs for individuals lacking LARs. They reported
they had attended trainings related to their guardianship responsibilities, including an inservice from the Denton
County Probate Court investigator and a training by the local guardianship agency, Health Services of North Texas. This
was a positive step towards acquiring the knowledge and expertise needed to assist both individuals and LARs in the
guardianship process.

Recordkeeping and General Plan Implementation

For each individual, the Facility had an active record, a master record, and an individual notebook.

The process for auditing records had recently expanded to include audits by Records Clerks of records in sister units,
with independent inter-rater reliability checks by the Unified Records Coordinator. Emails were sent to staff who were
responsible for documents that required corrections, and the URC tracked reports of corrections completed and
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checked records to confirm the corrections were in place. A database of corrections needed and made had been
implemented to track corrective actions and ensure they were completed. This was an excellent process.

Areas in Need of Improvement: Following is a summary of improvements that continue to be needed.

Restraints
e From document review and interview there is a lack of clarity of work processes and requirements associated with
medical restraint. The Monitoring Team was provided with 14 files that were represented to be complete
documentation for those 14 instances of medical restraint. There was very little similarity in documentation file to file
leaving the Monitoring Team with the impression that DSSLC did not have standardized work processes for the use of
medical restraints.
e The Monitoring Team found many instances of incomplete or incorrect documentation of restraint use.

Abuse, Neglect and Incident Management

e There continues to be a problem with timely response from DFPS in initiating investigations. Initial investigatory activity often exceeded the 24
hour requirement, sometimes by days.

e DSSLC needs to modify its Trend Analysis Report to reflect specific data elements on type of allegations and disposition by type not just for the
current month but over time, as occurs with some other data elements in the report.

e DSSCLC Procedure: Injury Reporting (5/17/10) does not address the subject of reporting serious injuries to the Facility Director and in fact five
of six serious injuries reviewed by the Monitoring Team were not reported timely to the Facility Director/designee.

e Even though staff had received training in abuse/neglect policy and procedure it was apparent key elements of the learning has not been
retained.

Quality Assurance

e Data from monitoring by the Facility, particularly observational data, need to accurately reflect performance. Data from
observations conducted by the Monitoring Team conducted observations found the engagement level much lower than
that reported by the Facility.

e The Facility needs to continue efforts to develop the quality assurance plan, including refining key indicators and
outcomes. Review and update the state-created tools so that they are based upon the most recent findings and
activities of the Monitoring Teams.

e For some measures, the Facility needs to review data longitudinally over longer time periods in order to identify trends.

Integrated Protections, Services, Treatments and Supports
e Although the structure of an interdisciplinary team is in place at DSSLC, much of the discussion remained
multidisciplinary, and decisions about treatment were too often made in the absence of team discussion.
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e Many PST members were having difficulty understanding the concept of providing integrated services and the need for
a comprehensive PSP that describes the individual’s strengths and abilities, and then translating this understanding to a
functional and meaningful program of services and supports.

e Staff who were needed because of specific areas of concern or support for individuals was not always present at
planning meetings.

e Asaway to identify preferences, the Facility had begun to implement the new Personal Focus Assessment (PFA). The
goal of this new process was to ensure that individuals’ preferences formed the basis for the goals, objectives,
anticipated outcomes, services, supports, and treatments of the individual’s own PSP. The process was not yet
conducted with sufficient quality to reliably identify the individual’s strengths, preferences and needs.

Integrated Clinical Services
e Although there has been improvement in participation by more disciplines in the PSP process, there was still a lack of

participation by some disciplines, such as Speech and Language Pathology.
e Much involvement in PSP planning remains multidisciplinary.

Minimum Common Elements of Clinical Care
e There had been little progress in performing intellectual and adaptive assessments within appropriate timelines.
¢ Interventions were not always implemented timely; in some cases, there was not timely assessment conducted to guide
development of intervention.
e The Active Problem List used descriptions of psychiatric conditions that did not correspond to the Diagnostic and
Statistical Manual of Mental Disorders and the International Statistical Classification of Diseases and Related Health
Problems.

At-Risk Individuals
e Risk guidelines provided to QMRPs were based primarily on the history of the indicator occurring and not on indicators
that lead to an increased risk. Guidelines need to be expanded to promote proactive review of risk.
e Individuals may be put at unnecessary risk of harm because of extensive use of bedrails and lack of attention to bedrail
safety.

Psychiatric Care and Services
e While procedures for medical restraint monitoring in the dental clinic were in place, appropriate procedures had not
been established regarding the use of pretreatment sedation for medical procedures.
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Appendix B psychiatric evaluations were used for annual updates. For individuals who did not have adequate
evaluations in place, more than an update was needed, and there was a need for more comprehensive
reviews/summaries of available records.

The Facility had not yet provided a process of review and improvement for psychiatric assessments.

There was much improvement in the area of the appropriate use of psychotropic medications. However, there needed
to be greater clarity about the rationale for the use of each medication.

The Active Problem List (APLs) needed to be updated, to correctly reflect psychiatric diagnoses.

Behavioral data were considered in decisions regarding pharmacological treatments. However, a process was not in
place to provide integrated behavioral care through combined assessment and case formulation.

Psychological services

Although improvement was noted in PBSPs, they continued to lack sophistication and did not conform to current
standards of practice in applied behavior analysis.

Neither PBSPs nor data graphs reflected the basic conditions necessary to allow for the determination of treatment
efficacy.

In several cases, the strategies for strengthening replacement behaviors were either not implemented by staff or
reflected a lack of data.

Psychological assessment findings were not current, accurate or complete.

Individuals admitted to the Facility did not routinely receive an intellectual or adaptive assessment at the time of
admission regardless of the duration of time since the most recent assessment.

Although improvement had been made in simplifying the instructions provided to staff regarding behavior
interventions, several PBSPs still included complex language likely to hinder staff comprehension.

DSSLC did not routinely assess the implementation of PBSPs.

Medical Care

Significant issues continue with the management of chronic and acute medical conditions. Failure to follow-up on
clinical conditions, consultation recommendations and abnormal diagnostics, was evident

The clinical management of orthopedic conditions, diabetes, and especially pulmonary conditions must be immediately
enhanced by the Facility.

Medical and nursing issues must better be reflected at the PSTs and well documented in PSPs and addendums to PSPs.
The Facility lacks a meaningful medical quality assurance process.

Nursing Care
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The Infection Control Nurse continued to track infectious and communicable diseases. However, the Infection Control
Nurses could benefit from technical assistance to improve the analysis and trending of infection control data. The
responsibilities of the Infection Control Program are comprehensive and multifaceted, particularly in a facility as large
as DSSLC.

The Nursing Department has made improvements in the Comprehensive Nursing Assessments through additional
training and monitoring but still has an opportunity for continuing improvement. The greatest challenge for the Nurse
Case Managers is the ability to analyze raw clinical data and to apply in making clinical decisions to evaluate
individuals’ health status and for future planning purposes.

The Nursing Department continued to use the Health Care Protocols for Developmental Disability Nurses. While these
protocols serve as good reference they should only be used as a guide in developing health care plans. Health
Maintenance Plans and Acute Care Plans need to be individualized to meet the unique needs of individual health care
conditions.

Pharmacy Services and Safe Medication Practices

The Facility must enhance its policies to reflect the actual process for monitoring new medication orders, roles and
responsibility of staff, documentation practice, and remedial action.

The Facility must ensure that the pharmacist documents appropriate rationale and follow-up issues related to each
intervention.

Quarterly drug regimen reviews lack comprehensiveness.

The Facility did not specifically monitor for metabolic syndrome; did not specifically monitor the use of
benzodiazepines and anticholinergic medications, or maintain a specific database for trends analysis of their use; and
did not demonstrate a trends analysis for the use of STAT medications.

Physicians continue to use the terms “will continue to monitor” and “the benefits outweigh risks” without providing
appropriate clinical rationale.

The Facility must immediately address its process on identifying, assessing and following up on adverse drug reactions.
The various responsibilities for the medication variance process were fragmented, physician staff were not involved,
there was a lack of comprehensive data collection for the medication variance program, no formal policies for a
comprehensive medication variance program existed, and there was a lack of formal policy and process on providing
remedial action for medication variances.

Physical and Nutritional Management

Although a Physical and Nutritional Management Team (PNMT) had been formed as well as a Physical and Nutritional
Management committee (PNMC), a process that outlines the responsibilities of both teams as well as their scope had
not yet been developed.
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There was still no evidence that data are collected and the team is reviewing these data to better identify system issues
or respond to recurrent issues on a regular basis.

A new risk policy and procedure was in the process of being implemented to address the need to more accurately
identify an individual’s risk. While this new process was much improved and risk level was accurately identified for
more people, the risk process was not consistently implemented correctly.

Individuals were not provided with a comprehensive assessment by the PNM team or PST that focused on nutritional
health status, oral care, medication administration, mealtime strategies, proper alignment, positioning during the
course of the day and during nutritional intake.

Supports regarding the areas of oral care and medication administration were not comprehensive and lacked detail on
the PNMP.

Staff was observed not implementing PNMPs and displaying safe practices that minimize the risk of PNM decline. Staff
was not knowledgeable of the plans and why the proposed strategies were relevant to the individuals’ well being.
There was no process in place to ensure PNM supports for individuals who are determined to be at an increased level of
risk were only provided by staff who have received the competency based training specific to the individual.

There was not a formal monitoring process in place that clearly defined how the monitoring process would be
maintained or implemented.

An Aspiration Pneumonia/enteral Nutrition evaluation was developed which was a positive step. However, the
evaluation is completed as more of a review and does not investigate root cause of the issue resulting in hospitalization.
Additionally, pathways to PO (by mouth) status and the implementation of oral motor strategies to improve oral
control and maintenance were consistently not implemented or identified.

Physical and Occupational Therapy

Assessments were completed in accordance to the schedule set forth by DSSLC; however, assessments were not being
consistently completed in response to a change in status. Additionally, the areas related to oral motor, oral hygiene,
and medication administration were lacking in detail or were missing from the existing report.

Individuals were not consistently provided with interventions to minimize regression and/or enhance current abilities
and skills.

Individuals not receiving direct services were not consistently reviewed by OT/PT should there be a change in status,
A system did not exist that ensures staff responsible for positioning and transferring high risk individuals receive
training on positioning plans prior to working with the individuals. This includes pulled and relief staff.

Dental Services

There was no effective means to maintain data specific to dental issues, nor to maintain a comprehensive, real-time,
dental schedule. All data and scheduling were compiled manually, which resulted in system failures.
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e The Facility was delinquent in providing dental services such as restorative treatments, and x-rays. This issue is

reported to be secondary to not having necessary dental staff and to scheduling issues. The Facility must immediately

implement enhanced measures to ensure that individuals are provided timely dental services, when clinically
appropriate.

e Oral health care needs must be better incorporated into the PST process. The PST must fully understand the
individual’s oral health care issues; monitor progress; review the use of sedation, restraint and desensitization

programs; and ensure that services are provided promptly. Such issues and efforts must be well documented in the

PSP.

e Despite recent improvements with providing oral care at the living area, this process must be immediately enhanced to

ensure that all individuals at the Facility realize the benefits of quality oral care on a daily basis.

e Efforts to establish a meaningful desensitization program continue, albeit at a slow rate. A desensitization program

must be fully implemented as soon as possible.

Communication

e DSSLC only has 2.5 SLPs on campus.

e Individuals who are need of AAC were still not receiving adequate supports.

¢ Individuals identified as having decreased communication have not consistently been provided with the needed
assessments.

e Programs in place to assist some individuals are not being consistently implemented.

e AAC devices are not consistently portable and functional in a variety of settings. DCPs interviewed were not
knowledgeable of the communication programs. Plans are not implemented secondary to excessive delays in the
acquisition of devices or devices being broken or missing.

e DSSLC had a monitoring form that tracked the presence and working condition of the AAC equipment; however,
implementation was not consistent due to lack of available staff.

Habilitation, Training, Education, and SKill Acquisition Programs
e Skill acquisition programs continued to lack essential components and formal teaching was encountered only

sporadically.

e Assessments required for the PSP were frequently not submitted to the appropriate location or not submitted at all.
¢ Community outings reflected a declining trend over several months and staff reported that skill acquisition programs

are not typically implemented in the community.

Most Integrated Setting
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The Facility continues to need improvement in the areas of interdisciplinary assessment, individualized assessment of
need for supports and services in the most integrated setting and development of individualized strategies for
education about community living options to promote informed choice.

The Facility had done little during this monitoring period to provide education and promote awareness of community
living options, providing documentation of only eleven individuals and 18 staff participating in community tours for a
four month period.

While the Community Placement Report indicated that there were no individuals included in that category, the Facility

reported elsewhere in the document request that there were individuals who had requested community living, but
were not referred due to LAR choice.

Consent

The Facility reported it was awaiting final guidance from DADS State Office on development of statewide policies,
procedures and practices that will provide guidance prior to implementing significant changes.

The Facility did maintain a list of individuals needing an LAR, but there was still no standardized approach to assessing
and determining the actual need for an LAR on an individualized basis that was consistent with commonly accepted
professional standards of practice.

Only five guardians had been obtained, and several of these were successor guardians for individuals who had
previously been adjudicated as in need of an LAR.

Recordkeeping and General Plan Implementation

In addition to the unified record, the Facility had a share drive that allows sharing of assessments so they are available
to all clinicians and the QMRP on an individual’s PST. Because many assessments were not posted to the drive timely,
this system was not as useful as it could be.

The Facility did not have a process in place to monitor and evaluate how records are used. Through interviews and
review of documents, the Monitoring Team found indications that staff used the information in records as they were
considering supports and services but also that materials were missing or misfiled, or were filed and posted too late to
be used for decisions.

The Facility had developed or revised a large number of policies since the last compliance visit. This active
development of policies is commendable. Nevertheless, there are other policies that must be developed.
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Status of Compliance with the Settlement Agreement

SECTION C: Protection from
Harm-Restraints

Each Facility shall provide individuals
with a safe and humane environment and
ensure that they are protected from
harm, consistent with current, generally
accepted professional standards of care,
as set forth below.

Steps Taken to Assess Compliance:
Documents Reviewed:

N Utk W e

o

11.

12.

13.
14.
15.
16.
17.
18.

19.
20.
21.

DADS Policy 001: Use of Restraint, 8/31/09

DSSLC Plan of Improvement (POI) 3/15/11

Settlement Agreement (SA) Section C Presentation Book (undated)

DSSLC Policy CMGMT-20 Limitation of Restraint as a Crisis Intervention dated 11/05/09

DSSLC Policy CMGMT-21 Dental/Medical Sedation and Restraint dated 11/05/09

PMAB Training Curriculum (undated)

Training Curriculum for RES0105 (Restraint: Prevention and Rules for Use at MR Facilities) and
RES0110 (Applying Restraint Devices) undated

Sample of staff training records

Sign-in sheet for training conducted 1/13/11 labeled “Restraint Monitoring Training”

. Restraint files for sample of crisis intervention restraints including Restraint Checklist, Face-to-Face

Assessment/Debriefing (FFAD), restraint review documentation, Positive Behavior Support Plan
(PBSP), Safety Plan for Crisis Intervention (SPCI) and Personal Support Plan Addendums (PSPAs) for
Individuals #127 (restraints 1/21/11 2x,2/1/11 5x,and 2/20/11), #624 (restraints 1/26/11,2/6/11
2x,2/20/11,and 3/10/11), #12 (restraints 1/24/11 2x and 1/25/11), #50 (restraint 2/2/11), #483
(restraint 2/19/11), #720 (restraint 2/23/11), #537 (restraint 1/30/11, #669 (restraint 2/26/11, #
110 (restraint 3/1/11), #653 (restraint 3/11/11, and #624 (restraint 3/12/11)

Restraint files for sample of protective mechanical medical restraint for Individuals #445 (10/27/10),
#35911/10/10), #578 (12/30/10 2x ), #87 (1/5/11), and #506 (2/16/11)

Restraint files for sample of pretreatment sedation medical restraint for medical procedures for
Individuals #786 (9/3/10), #278 (9/1/10), #228 (9/24/10), #269 (10/27/10, #414 (11/1/10), #540
(11/19/10,#183 (12/1/10), #590 (12/2/10), #583 (12/1/10), #312 (1/25/11), #367 (1/28/11),
#723 (2/15/11), #237 (3/25/11), #585 (3/17/11), # 572 (3/14/11), #279 (2/28/11), #139
(2/25/11), #417 (2/25/11), #163 (2/24/11), #469 (2/15/11), #161 (2/16/11), #248 (2/15/11),
#762 (2/15/11),#630 (2/16/11), and #664 (2/23/11)

Restraint log for physical restraint 9/1/10 to 3/15/11

Restraint log for protective restraint 10/1/10 to 3/29/11

Restraint log for chemical restraint 9/1/10 to 3/15/11

Restraint log for emergency mechanical restraint 9/1/10 to 3/15/11

Restraint log for restraints which occurred off campus 2/8/10 to 2/8/11

Clinical Justification and related information for extraordinary circumstances for SPCI for individuals
#337 and #381.

Draft Guidelines for Determination of Need for Dental Desensitization (undated)

Staff Injuries During Restraint 3/1/10 to 2/28/11

List of individuals injured while under restraint 3/1/10 to 2/28/11
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22. List of individuals with a Safety Plan for Crisis Intervention (SPCI)

23. List of Individuals with a desensitization plan and sample plans

24. Restraint Trend Analysis report for March, 2011

25. SA Compliance Report Section C-1/31/11

26. Restraint monitoring audit tool and related Plan of Improvement template (undated)

27. Restraint Reduction Committee minutes 10/29/10,11/30/10,12/22/10,1/26/11,and 2/25/11

28. Incident Management Review Team (IMRT) Meeting minutes for 1/3/11,1/10/11,1/18/11,1/24/11,
1/31/11,2/7/11,2/14/11, 2/22/11,2/28/11,3/7/11,and 3/28/11

29. DADS Report MHMR0102 Percent of All Employees Completing Courses of Training Program 3/1/11

People Interviewed:

1. Jill Wooten, BCBA

2. Randy Spence, Director of Behavioral Services

3. Lori Powell, Director of Quality Assurance

4. Ken Horstman, Director of Residential Services

5. Frank Padia, Director of Program Coordination

6. Deb Salsman, Director of Incident Management

7. Sheila Carpenter, SA Coordinator

8. Dora Tillis, Assistant Director of Programs

9. Elaine Davis. Director of Training and Development

10. Dr. Michael Cousins, Dentist

11. Cynthia Murrell, Dental Hygienist

12. Sibylle Graveitt, RN Case Manager Supervisor and Delia Schilder RN, CDDN, CNE

13. Ten Direct Care Professionals (DCPs)

Meetings Attended/Observations:

1. Incident Management Team (IMRT) 3/28/11

2. Restraint Reduction Committee 3/30/11

3. Quality Assurance/Quality Improvement Council (QA/QA Council) meeting 3/31/11

Facility Self-Assessment: The DSSLC’s Plan of Improvement (POI) reported that Provision C.1 and C.3
were in substantial compliance with the Settlement Agreement. The Monitoring Team did not find
sufficient evidence to determine substantial compliance with these provisions. The DSSLC POI reported it
had not yet achieved compliance with the other provisions of Section C of the SA and the Monitoring Team
concurs.

Implementation of medical restraint, particularly pre-treatment sedation is problematic at DSSLC. The
Monitoring Team was unable to develop a clear understanding of work process expectations due to unclear
policies and inconsistent responses to questions posed by the Monitoring Team to various DSSLC
administrative staff. For example, different administrators provided three different answers when asked
“where in the record would I find documentation regarding medical restraint.”

The knowledge of Direct Care Professionals in restraint policy and application was insufficient and
additional training is needed.
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Properly documenting restraint use on the Restraint Checklist and Face-to-Face Assessment/Debriefing
forms needs to improve.

Summary of Monitor’s Assessment: The DSSLC’s Plan of Improvement (POI) reported that Provision C.1
and C.3 were in substantial compliance with the Settlement Agreement. The Monitoring Team did not find
sufficient evidence to determine substantial compliance. The DSSLC POI reported it had not yet achieved
compliance with the other provisions of Section C of the SA and the Monitoring Team concurs.

Crisis intervention restraint use at DSSLC was trending down. The two individuals with special
circumstances who are restrained experienced a reduction in restraint use of 18% in the three month
period preceding the site review (December 2010, January and February, 2011). The number of crisis
intervention restraints for other individuals living at the DSSLC also decreased. In the three month period
preceding the site review (December 2010, January and February, 2011) crisis intervention restraint use
decreased by 39% when compared with the prior nine months. There was only one instance of use of
chemical restraint since the last review.

From document review and interview there is a lack of clarity of work processes and requirements
associated with medical restraint. The Monitoring Team was provided with 14 files that were represented
to be complete documentation for those 14 instances of medical restraint. There was very little similarity in
documentation file to file leaving the Monitoring Team with the impression that DSSLC did not have
standardized work processes for the use of medical restraints. In addition, there did not appear to be any
standard methodology for the filing of medical restraint information in the record. Upon interview, three
different administrators provided three different answers when asked “where in the record would I find
documentation regarding medical restraint.”

The Monitoring Team found many instances of incomplete or incorrect documentation of restraint use.
Additional staff training is needed. The Facility had a process to audit restraint records and provide on-the-
spot training to staff. This should lead to improved compliance.

The knowledge of Direct Care Professionals in restraint policy and application was insufficient and
additional training is needed.

The Facility’s Restraint Reduction Committee had become more active and meeting content appears to be
substantive, including case presentations for roundtable discussion.

Provision

Assessment of Status Compliance

C1

Effective immediately, no Facility
shall place any individual in prone
restraint. Commencing immediately

In its Plan of Improvement (POI) the DSSLC reported that it was in substantial Noncompliance
compliance with this provision of the Settlement Agreement (SA). The Monitoring Team
does not concur.
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Provision

Assessment of Status

Compliance

and with full implementation within
one year, each Facility shall ensure
that restraints may only be used: if
the individual poses an immediate
and serious risk of harm to
him/herself or others; after a
graduated range of less restrictive
measures has been exhausted or
considered in a clinically justifiable
manner; for reasons other than as
punishment, for convenience of
staff, or in the absence of or as an
alternative to treatment; and in
accordance with applicable, written
policies, procedures, and plans
governing restraint use. Only
restraint techniques approved in
the Facilities’ policies shall be used.

DSSLC Limitation of Restraint as a Crisis Intervention policy (CMGMT-20 - 11/5/09) and
DSSLC Dental/Medical Sedation and Restraint policy (CMGT-21 - 11/5/09) guide facility
practices with respect to restraint use.

DSSLC Limitation of Restraint as a Crisis Intervention policy (CMGMT-20) is
comprehensive and directs itself to the practices necessary to achieve compliance with
the Settlement Agreement. From review of documentation it is apparent that the
procedures and documentation called for in the policy are for the most part understood
by staff at the facility and efforts to comply with the policy occur. Nevertheless, the
Monitoring Team did identify numerous examples of documentation errors.

DSSLC Dental/Medical Sedation and Restraint Policy (CMGMT-21 - 11/5/09) also directs
itself at compliance with the requirements of the SA. Documentation review and
interviews by the Monitoring Team suggests that staff who should understand this policy,
primarily medical and nursing staff, do not, or if they do they do not consistently use the
procedures in the policy correctly. For example, this policy clearly states that for
medical/dental restraint “the use of restraints is recorded on the Restraint Checklist.” In
its review of medical/dental restraint documentation the Monitoring Team found a
Restraint Checklist in only eight of 29 (28%) medical restraints reviewed.

A sample of crisis intervention restraint episodes, referred to as Sample C.1, was selected.
The source document used for the sample was the listing of restraints used in the last six
months provided in response to the monitoring team'’s pre-visit document request. The
sample included 10 individuals and 25 restraint episodes, representing 20% of restraint
records over the last six-month period. This sample was selected to ensure that some of
the individuals with the highest numbers of restraint were included. The individuals in
this sample included: Individuals #12, #50, #110, #127, #483, #537, #624, #653, #669,
and #720. A separate sample was selected for medical restraints. Four of the individuals
in the sample had Safety Plans for Crisis Intervention (SPCI) and six did not.

To assist in the review of restraint documentation the Monitoring Team asked that the
facility prepare a file for each restraint episode selected for the above sample. This was to
include the Restraint Checklist, Face-to-Face Assessment/Debriefing, any medical orders,
any physician specified monitoring schedule, any standard facility protocol for
monitoring restraint, documentation of review activity, and any other information that
might be helpful in understanding the circumstances associated with the restraint use
such as the individual’s Positive Behavior Support Plan. For the most part the only
information contained in the restraint files provided to the Monitoring Team were the
Restraint Checklist and Face-to-Face Assessment/Debriefing form. Working with these
limited data the Monitoring Team was unable to consistently validate work activity
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Provision

Assessment of Status

Compliance

associated with several key SA requirements, for example, the review activity, including
PST review, associated with each specific restraint episode in the sample.

Two individuals (#337 and #381) were not included in this sample of restraints even
though they were restrained frequently using protective mechanical restraints to prevent
self-injury. These individuals present unique clinical challenges which are reported in
other sections of this report. The facility had a SPCI and a “Clinical Justification for
Extraordinary Circumstances”, approved by the Facility Director and attending physician,
in place for each individual. The facility’s clinical interventions had resulted in an 18%
decrease in the frequency of use of protective mechanical restraint in a three month
period (December, 2010 to February, 2011) when compared to the prior nine months.
These two individuals were restrained an average of 104 times during this three month
period compared to 126 times per month the prior nine month period. The Monitoring
Team reviewed the SPCIs and determined they were being implemented as written and
that the provisions for monitoring in the clinical justification document were being
followed.

In each case psychiatric treatment records were reviewed, including psychiatric
assessments, PTRs, and related PBSPs. Individual #337 was diagnosed with a
developmental disability that has a behavioral phenotype that includes compulsive self-
injury. The individual was also diagnosed with a generalized anxiety disorder. The
individual had several psychotropic medication trials over the years. These included a
variety of antipsychotics. At the time of the tour the individual was currently treated
with an anxiolytic, and with an anticonvulsant for both epilepsy and mood stabilization.
The records did not mention whether there was a trial with an opiate antagonist.
Psychiatric tracking was active. Measures included agitation and crying in certain
situations. PTR notes suggested that the current psychotropic treatment reduced the
symptoms of anxiety.

Individual #381 was not under psychiatric care and had not had any psychiatric
involvement in recent years. The Monitoring Team suggests that the facility provide a
psychiatric consultation for individual #381, to assess whether psychiatric treatment
might reduce the use of restraints.

Prone Restraint

Based on Facility policy review, prone restraint is prohibited. Based on review of
restraint records, restraint reduction committee minutes, and minutes of the Incident
Management Team (IMRT), no clear use of prone restraint was identified or the subject of
any discussion in meeting minutes. Nevertheless, six of the 10 individuals in the crisis
intervention restraint sample were involved in side-lying restraint which can result in the
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Provision

Assessment of Status

Compliance

individual being in a prone position even if only for a brief moment. Most DCPs
interviewed did not know what prone restraint was. Only two responded correctly when
asked “do you know what prone restraint is.” When it was described by the Monitoring
Team seven of the remaining eight staff interviewed knew it was prohibited. One staff
person never acknowledged that prone restraint was prohibited. This suggests a need for
additional training to ensure implementation of side-lying restraint techniques do not
inadvertently include the individual being in a prone position during any phase of the
restraint implementation.

Based on an interview of 10 staff responsible for the provision of supports to individuals,
two were aware of the prohibition on prone restraint. Seven of other eight did not know
what prone restraint was but when prompted by the monitoring team responded by
indicating “we don’t do that here.” One staff person never acknowledged that prone
restraint was prohibited.

Other Restraint Requirements

Based on document review, the Facility policies state that restraints may only be used: if
the individual poses an immediate and serious risk of harm to him/herself or others;
after a graduated range of less restrictive measures has been exhausted or considered in
a clinically justifiable manner; for reasons other than as punishment, for convenience of
staff, or in the absence of or as an alternative to treatment.

Restraint records were reviewed for Sample C.1 that included the restraint checklists,
face-to-face assessment forms, and debriefing forms. The following are the results of this
review:

1. In 18 of the 25 records (72%), there was documentation showing that the
individual posed an immediate and serious threat to self or others. The FFAs
showed 100% compliance but only by a check in a box on the form. This is not
sufficient to demonstrate compliance. In at least seven instances the information
on the Restraint Checklist was insufficient to determine compliance. For
example, for Individual #12 the only information provided was the individual
wanted to go on a van ride and was still upset with something that happened
earlier in the day. There was no description of what the individual was actually
doing that posed an immediate and serious threat. For Individual #537, the only
information provided was he wanted to play his video game. There was no
description of what the individual was actually doing that posed an immediate
and serious threat. For Individual #127 the Restraint Checklist reported “became
aggressive to staff”. This statement alone does not validate immediate and
serious threat. For Individual #127 (different restraint episode) the only
information provided on the Restraint Checklist was “another resident broke a

Denton State Supported Living Center, June 23,2011

24




Provision

Assessment of Status

Compliance

personal item.” There was no description of what the individual was actually
doing that posed an immediate and serious threat.

2. For 25 restraint records, a review of the descriptions of the events leading to
behavior that resulted in restraint found that 25 (100%) contained
documentation that indicated that there was no evidence that restraints were
being used for the convenience of staff or as punishment. This documentation
consisted of the appropriate response being marked on the FFAD. Nothing else
on the FFAD or Restraint Checklist would clearly indicate that restraint was used
for the convenience of staff or not in a clinically justifiable manner. It is always
possible, absent more specific documentation, that restraint may on occasion be
used for the convenience of staff or not in a clinically justifiable manner. This
could occur when a Positive Behavior Support Plan (PBSP) has not been effective
and needed changes are not being addressed in a timely manner. As reported in
section ] the DSSLC has made improvements in its overall approach to behavioral
programming that move it in the direction of SA compliance. Many of these
changes are recent and have not as yet had facility wide impact.

3. Of concern to the Monitoring Team is the degree to which direct care
professionals have been adequately trained in restraint policies and
implementation of those policies. Direct care professionals interviewed during
this review were not sufficiently knowledgeable of basic restraint policy. The
direct care professionals chosen for interviews had all been involved in restraint
application within the prior 90 days. Only four (40%) provided good descriptive
information of restraint policy and procedure and of specific interventions that
can be attempted to avoid the use of restraint. Others were only able to provide
relevant information after significant prompting by the Monitoring Team.

4. In 20 of 25 restraint records (80%), there was documentation that restraint was
used only after a graduated range of less restrictive measures had been
exhausted or considered in a clinically justifiable manner. In none of the five
restraints of Individual #127 was there any indication that pre-restraint
intervention included implementation of interventions in the PBSP or SPCI.

Examples where restraint documentation provided sufficient information

regarding whether a graduated range of less restrictive measures was used

included:

e Several restraint checklists indicated in narrative form the actions taken

to try to avoid restraint. This was the case with Individual #624
(restraints 1/26/11 and 3/12/11). Others indicated use of a number of
pre-restraint interventions. The Restraint Checklist for Individual
#624(2/6/11) included interventions in Safety Plan, verbal prompt,
redirection, and traded out staff. Individual #669 (2/26/11) included
prompted replacement behavior, prompted coping skills, redirection,

Denton State Supported Living Center, June 23,2011

25




Provision

Assessment of Status

Compliance

moved others away, traded out staff, moved furniture, changed
environment, and removed dangerous object.

e Sixrestraint checklists only indicated verbal prompt and redirection as
interventions attempted pre restraint. Some examples include were
Individual #720(2/23/11) and Individual #127 (1/21/11 3x,2/1/11,
and 2/20/11). In these cases the Monitoring Team is concerned that
staff are sufficiently trained and knowledgeable of the full range of
interventions that may be appropriate for each specific individual,
particularly with Individual #127 whose PBSP and SPCI contained
specific interventions. In none of the five restraints of Individual #127
was there any indication that pre-restraint intervention included
implementation of interventions in the PBSP or SPCI.

The Monitoring Team conducted an in-depth psychiatric review of two individuals who
were frequently restrained. Individual #624 was restrained more than three times per
month in September 2010 and in each of the following four months, for a total of 38
episodes of restraint over the course of five months. The Monitoring Team requested
documentation of the reviews that were required when more than three episodes of
restraint occurred during a 30 day period, but the Facility was unable to locate any
documentation for the meetings. Restraint checklists, face to face assessments
debriefings, and administrative/clinical reviews for crisis intervention restraint, were
provided to the Monitoring Team for a number of the episodes of restraint. The restraint
debriefings indicated that staff members were familiar with the safety plan that was in
place for the individual, and the steps that were taken were consistent with the plan. The
psychiatric assessment for the individual was reviewed. It identified diagnoses of bipolar
disorder, attention deficit hyperactivity disorder, and a sexual disorder. The individual
was followed in the psychiatric clinic, and at the time of the visit the individual was
prescribed psychotropic medications. The Monitoring Team found the psychiatric care
to be appropriate.

Individual #127 was restrained four times in October 2010, six times in November 2010,
and seven times in January 2011. Restraint checklists and face-to- face debriefing forms
for crisis intervention were reviewed for many of these episodes of restraint. PSP
addenda for review of the three or more restraints in any 30 day period were held on
11/02/10,01/20/11 and 01/21/11. Each of these reviews was attended by the QMRP,
the Psychologist and the RN Case Manager. On two occasions, a Direct Care Professional
also attended. During the PSP addendum meeting held in January 2011 (but not the PSP
addendum meeting of November 2010), the format of the review followed an outline that
followed items a-h of provision C7. The entries on the addendum did not reflect
substantive consideration of many items. For example, on the 01/20/11 addendum the
review of biological/medical risk factors was assessed as “N/A” and for “trends” related
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to the restraint use, the review stated that “the individual cycles bi-monthly. When
cycling, restraints are used three of more time during his cycle to prevent injury to
himself, his peers and staff.” In contrast, PTR notes indicated that during the period in
question the psychiatric team had been actively monitoring the individual’s status in PTR
meetings, had met frequently during periods of increased difficulty for the individual. On
11/10/10 the psychiatrist made medication changes that were assessed on 11/23/10 to
have been helpful in re-establishing some clinical stability for the individual. Thus, the
psychiatric notes reflected active - and somewhat effective - treatment efforts, at a time
that the PSP addendums reflected static clinical circumstances that required intermittent
use of restraints whenever the individual “cycled.”

The monitoring team recommends that a member of each of the relevant clinical
disciplines should participate in reviews of frequent use of restraints to assure active
discussion of efforts to minimize the use of restraints.

Facility policies identify a list of approved restraints. Based on the review of 25
restraints, involving 10 individuals, 25 (100%) were approved restraints.

The monitoring team is concerned with staff knowledge of restraint policies and
procedures, as described earlier in this section.

C2

Effective immediately, restraints
shall be terminated as soon as the
individual is no longer a danger to
him/herself or others.

In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved
substantial compliance with this provision of the Settlement Agreement. The Monitoring
Team concurs.

The restraint records involving the 10 individuals in Sample C.1 were reviewed. Of these,
four of the individuals (40%) had Safety Plans that described the circumstances for the
use of restraint, including release criterion. For the four individuals who had Safety Plans,
one (25%) included sufficient documentation to show that the individual was released
from restraint according to the criteria set forth in the Safety Plan.

Examples where documentation showed that restraint release was not in accord with the
Safety Plan specifications include:

1. Five restraint episodes were reviewed for Individual #127. The Safety Plan
called for release “as soon as he is calm.” Being calm, and therefore able to be
released from restraint as per Safety Plan specification, is different than “no
longer being an immediate and serious risk of harm to self or others”.
Presumably being calm would require a time interval between when a person is
no longer an immediate and serious risk of harm to self or others and when that
person reaches a state of being calm. The release code on the restraint checklist
for Individual #127 for restrainton 2/1/11 and 1/21/11 was L which is

Noncompliance
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“released immediately when no longer immediate and serious risk of harm to
self or others.” The safety plan called for the individual to be released “as soon as
he is calm.” The appropriate code on the restraint checklist would be ] - Met
Safety Plan calm criteria and released. It is not possible from the information on
the restraint checklist, or the accompanying FFAD, to determine if the individual
was released from restraint using the criteria set forth in the SPCI.

2. Anidentical scenario was presented in the restraint documentation for
Individual #50 (2/2/11) and Individual #537 (1/30/11).

Individual #624 also had a Safety Plan that specified release criteria of “as soon as he is
calm.” For this individual the restraint checklist indicates release from restraint
appropriately using code ] for restraint episodes on 2/6/11, 2/20/11, and 3/12/11.
However, the concern with the release criteria remains. An individual may no longer be a
danger to self or others even though the individual is not calm.

For the six individuals who did not have Safety Plans, all (100%) included sufficient
documentation to show that the individual was released as soon as the individual was no
longer a danger to him/herself. Examples showing documentation that the individual
was released when he/she was no longer a danger to self or others included:

1. For Individual #12 (1/24/11) the Restraint Checklist indicated release code L -
“released immediately because no longer an immediate and serious risk of harm
to self/others.”

2. For Individual #653 (3/11/11) the Restraint Checklist indicated release code L -
“released immediately because no longer an immediate and serious risk of harm
to self/others.”

C3 | Commencing within six months of In its Plan of Improvement (POI) the DSSLC reported that it was in substantial Noncompliance
the Effective Date hereof and with compliance with this provision of the Settlement Agreement. The Monitoring Team does
full implementation as soon as not concur.
practicable but no later than within
one year, each Facility shall develop | The Facility’s policies related to restraint are discussed, in part, in Section C.1.
and implement policies governing
the use of restraints. The policies DSSLC Limitation of Restraint as a Crisis Intervention policy (CMGMT-20 - 11/5/09) and
shall set forth approved restraints DSSLC Dental/Medical Sedation and Restraint policy (CMGT-21 - 11/5/09) guide facility
and require that staff use only such | practices with respect to restraint use. DSSLC Limitation of Restraint as a Crisis
approved restraints. A restraint Intervention policy (CMGMT-20) is comprehensive and directs itself at the practices
used must be the least restrictive necessary to achieve compliance with the Settlement Agreement. DSSLC Dental/Medical
intervention necessary to manage Sedation and Restraint Policy (CMGMT-21 - 11/5/09) also directs itself at compliance
behaviors. The policies shall require | with the requirements of the SA.
that, before working with
individuals, all staff responsible for | Review of the Facility’s training curricula revealed that it included adequate training and
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applying restraint techniques shall
have successfully completed
competency-based training on:
approved verbal intervention and
redirection techniques; approved
restraint techniques; and adequate
supervision of any individual in
restraint.

competency-based measures in the following areas:
1. Policies governing the use of restraint;
2. Approved verbal and redirection techniques;
3. Approved restraint techniques; and
4. Adequate supervision of any individual in restraint.

DSSLC Limitation of Restraint as a Crisis Intervention policy (CMGMT-20 - 11/5/09) does
not include specific classes, by reference number, required of staff. In the absence of
policy defined required training, the Monitoring Team checked 21 staff training records
(selected by picking the last name on the bottom of each printout page of the list of
employees) to validate completion of the following courses:

1. RESO0105 Restraint: Prevention and Rules for Use at MR Facilities
RES0110 Applying Restraint Devices
PMAO0320 - PMAB Basic
PMA0400- PMAB Restraint
PMAO0700 -PMAB Prevention
PBS0100 - Positive Behavior Support

A

The Monitoring Team identified a sample of 21 direct care staff, referred throughout the
report as Sample C.2. The 21 staff in the sample all completed, within the last 12 months,
RES0105, PMA0320, PMA0400, PMA0700, and PBS0100. Twenty of the 21 (95%)
completed RES0110.

The Monitoring Team also reviewed a State report “Percent of All Employees Completing
Courses of Training Program.” This report indicated the following completion rates for
DSSLC employees:
1. 97% RES0105 Restraint: Prevention and Rules for Use at MR Facilities
96% RES0110 Applying Restraint Devices
96% PMA0320 - PMAB Basic
96% PMA0400- PMAB Restraint
96% PMA(0700 -PMAB Prevention
96% PBS0100 - Positive Behavior Support

oUW

When documentation has errors and does not demonstrate for all restraints that policy
was followed (as noted in Provision C1), another way to determine whether training on
policies has been competency-based and whether staff remain competent is to determine
whether they can explain the policies. Based on an interview of 10 staff responsible for
the provision of supports to individuals, in which they were asked to tell the Monitoring
Team about the policies covering restraint:

1. Four (40%)were able to adequately describe policies governing the use of

restraint
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2. Eight (80%) were able to adequately describe approved verbal and redirection
techniques
3. Three (30%) were able to adequately describe approved restraint techniques
4. Two (20%).were able to adequately describe adequate supervision of any
individual in restraint.
Staffs’ inability to clearly and accurately describe some of the fundamental restraint
policy requirements may indicate a need for further training to ensure competent
implementation of restraint procedures.
All 10 staff interviewed had been directly involved in using restraints within the last
three months. The Monitoring Team was able to solicit better responses after asking
leading follow-up questions. Because these staff had recently been involved in restraint
application the Monitoring Team expected clearer articulation to straightforward
questions and remain concerned that staff did not have a thorough understanding of the
policy regarding use of restraint (and thus could violate that policy inadvertently).
As noted in Section C.1 80% of the restraint records reviewed showed that restraint was
only used after a graduated range of less restrictive measures had been exhausted or
considered in a clinically justifiable manner.

C4 | Commencing within six months of In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved Noncompliance
the Effective Date hereof and with substantial compliance with this provision of the Settlement Agreement. The Monitoring
full implementation within one Team concurs.
year, each Facility shall limit the use
of all restraints, other than medical | The DSSLC Limitation of Restraint as a Crisis Intervention policy (CMGMT-20) states that
restraints, to crisis interventions. restraint can only be used for crisis intervention.

No restraint shall be used that is

prohibited by the individual’s Based on a review of 25 non-medical (crisis intervention) restraint records (Sample C.1),

medical orders or ISP. If medical in 24 (96%) there was evidence documenting that restraint was used as a crisis

restraints are required for routine intervention. On the restraint checklist for Individual #127 (1/21/11) the type of

medical or dental care for an restraint section was not completed. The FFAD suggested the restraint was a crisis

individual, the ISP for that intervention but it was not documented as such on the restraint checklist. The Restraint

individual shall include treatments | Checklist is considered by the Monitoring Team to be a primary source of restraint

or strategies to minimize or documentation. It is imperative it be complete and accurate.

eliminate the need for restraint.
Documentation provided by the Facility relevant to the 25 non-medical (crisis
intervention) restraint records reviewed did not contain information about whether a
physician had provided a medical order stating whether the individual could or could not
be restrained, or if there were limitations on the type of restraint that could be used.
Therefore, the Monitoring Team could not determine whether any restraints used were
prohibited by medical orders. The Monitoring Team had asked that the Facility prepare a
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file for each restraint episode selected for the sampled restraint episodes. This was to
include the Restraint Checklist, Face-to-Face Assessment/Debriefing, any medical orders,
any physician specified monitoring schedule, any standard facility protocol for
monitoring restraint, documentation of review activity, and any other information that
might be helpful in understanding the circumstances associated with the restraint use
such as the individuals Behavior Support Plan. The absence of some relevant
documentation in the files prepared by the DSSLC does not allow the Monitoring Team to
adequately assess this requirement.

Physician orders for crisis intervention restraint which is not part of a SPCI are required
by State policy. Eight of the 25 restraints in Sample C.1 involved individuals without a
SPCI. Physician orders were provided to the Monitoring Team in three instances (38%).
These were for Individual’s #653 (3/11/11), #110 (3/3/11), and #669 (2/26/11).
Physician orders were not provided for Individual’s #12 (1/24/110 2x and 1/25/11), #
483 (2/19/11), and #720 (2/23/11).

Medical Restraints and Pre-Treatment Sedation for Routine Care

The Monitoring Team reviewed medical monitoring of oral pre-treatment sedation
related to medical procedures, for individuals #183 (12/01/10), #228 (09/24/10), #269
(10/27/10), # 278 (09/01/10), #312(01/20/11), #367 (01/28/11), #414 (11/01/10),
#472 (11/30/10), #540 (11/29/10 and 12/17/10), #583 (12/02/10), #590 (12/02/10),
# 664 #723 (12/02/10), and #782 (09/03/10). Clinical materials reviewed included
documentation associated with medical restraints such as restraint checklists, face-to-
face assessment & debriefing documents, medical orders, physician specified monitoring
schedule, documentation of review activity, any other documentation associated with the
restraint use, and integrated progress notes The Monitoring Team also reviewed medical
monitoring during intravenous (IV) sedation related to dental procedures, for individuals
#217 (09/01/10), # 244 (09/29/10), #270 (09/01/10), and # 429 (09/29/10). Clinical
materials reviewed included documentation associated with IV dental sedation on
specified dates, including restraint checklist/face-to-face assessment & debriefing
documents, medical orders, physician specified monitoring schedule, the standard facility
protocol for monitoring medical restraint, and any other information associated with the
restraint use. The Monitoring Team reviewed PSP information regarding development
and/or implementation of plans to minimize use of medical restraint for the individual
(including data sheets if a program was developed and implemented) for all eighteen
individuals cited above.

The Monitoring Team met with Sibylle Graveitt, RN Case Manager Supervisor and Delia
Schilder RN, CDDN, CNE. and reviewed how safety monitoring was provided when oral
pre-treatment sedation and IV sedation were used during medical and dental procedures.
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Ms. Schilder and Ms. Graveitt informed the team that when IV sedation was used, nurses
accompanied individuals from the residence to the dental clinic and monitored the
individual for safety with the Sedation Checklist. Vital signs were obtained per guidelines
of the medical restraint guidelines, and monitoring continued in the infirmary, at least
until a score of 8 was recorded on the REACT form (a measure of level of sedation, on
which higher scores indicated less sedation). Restraint Checklists were not used for IV
dental procedures as required by DSSLC policy. Ms. Schilder and Ms. Graveitt reviewed
procedures used when pre-treatment sedation was used for medical procedures. During
on-campus procedures, the DSSLC outpatient medical consultation procedure form was
typically used. Per information reported by the Facility to the Monitoring Team, there had
been no use of oral pre-treatment sedation in the dental clinic during the six months
period of September 2010 and February 2011.

The Monitoring Team reviewed intravenous dental sedation (TIVA) monitoring, as
follows: Between September 2010 and February 2011 individuals received dental
examination under IV sedation 47 times. The monthly frequencies varied from a low of
four in January to a high of 11 in November. The monthly average was 7.83 times. The
Monitoring Team reviewed each of the 4 cases of IV sedation, individuals #217
(09/01/10), # 244 (09/29/10), #270 (09/01/10), and # 429 (09/29/10). In each case
the procedure was an annual examination. In three of the four cases, (all except #217)
pre/active/post sedation checklists were used. Vital signs were obtained prior to the
procedure, and 15 minute vital signs were done after the procedure was complete. In all
cases a REACT score of at least 8 was documented in the infirmary area. The REACT
score was documented in the narrative notes (medical and dental) which were part of the
sedation checklist. Documentation was provided during the procedure via the
anesthesiology notes. The routine at instructions provided upon completion of the
procedure included dismissal from the infirmary when the patient was alert and oriented
and for the individual to rest the home for 24 hours. In the fourth case (# 217) dental
progress notes documented IV sedation for the annual exam, but no other documentation
was available. For individuals # 244, # 270, and #429, documentation was also provided
from the integrated progress notes which showed nursing follow-up on the home during
the 24 hours. One case (Individual #429) contained a note from the day after the
procedure that enhanced supervision could be discontinued. In a second (Individual
#270) there was nursing follow-up on the unit (without vital signs) on the same day, and
two days later, with vital signs. In a third case (Individual #244), nursing follow-up was
provided on the home the same evening with vital signs, and twice in the following 24
hours. In one case, (individual #429) the restraint checklist was completed; on that form
vital signs were not reported but the form clarified that these were reported on the
sedation checklist.

DSSLC informed the Monitoring Team that between September 2010 and February 2011
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medical pretreatment sedation was used 135 times (the monthly high was 38 uses in
December 2010 and the monthly low was 16 in November monthly average was 22.5).
While on site, the Monitoring Team requested and reviewed 14 cases of medical
pretreatment sedation. These represented eye examinations (5), imaging studies (4), a
gynecological exam, a bone scan, a case of suture removal, an echocardiogram, and a bone
density and mammography (1 of each). In five of the cases, baseline vital signs were
located in either the integrated progress notes or on a consultation form. In eight cases, a
REACT form for level of sedation after the procedure was located. In three cases the
sedation checklist was completed (all were off-campus procedures). The DSSLC
outpatient medical consultation form was completed for seven individuals. Restraint
Checklists were not used for these procedures as required by DSSLC policy.

The Monitoring Team met with Ms. Jill Wooten, BCBA, to review procedures in place to
establish a desensitization plan or other behavioral interventions for those in need. Ms.
Wooten informed the Monitoring Team of the progress of the dental workgroup to
develop guidelines for dental desensitization. This document was in draft form and it
relied on the determination by the dental clinic personnel to assess the ability of
individuals to cooperate with routine dental procedures. The draft dental desensitization
guidelines identify the levels of compliance as Type I, Type I1A, Type 1IB, and Type III.
Type I and Type 1A are classifications of individuals that are mild and moderately
compliant and do not require the need for desensitization. Type IIB and Type III
classifications are for those individuals who require the use of sedation or restraint to
complete a part or all of routine dental care. Once individuals were identified by the
dental clinic, an assessment was made by psychology and a treatment plan developed, to
reduce the need of pretreatment sedation. It was proposed that assessments and
recommendations should be forwarded to the QMRP prior to the annual PSP, and via the
PSP process the required training procedures would be developed and implemented.

The four cases of TIVA sedation were reviewed for information about efforts to reduce
the need for pre-treatment sedation. For Individual #217, no information was available.
For Individual #244 the PSP stated that sedation would be needed prior to dental
procedures. There were two training objectives: the first was specific to tooth brushing
ability. The individual also had a training objective to take several (up to three) deep
breaths to help relax. Training Documentation Request data collection sheets showed
that the program was active. For Individual #270, the PSP indicated a need for
desensitization to minimize pretreatment sedation; the discussion related to that item
was that the individual received a desensitization program for tooth brushing. For the
fourth Individual (#429), the PSP outlined action plans for the individual to be able to
walk to the dental clinic without problematic behavior, to greet medical staff and to be
able to wait in the dental area without problems.
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Overall, the Monitoring Team found that nurses assured safety during procedures, but
there was no consistent format for nurse monitoring, particularly during medical pre-
treatment sedation. Restraint Checklists were not used during medical pre-treatment
sedation procedures or [V sedation. Sedation Checklists were used during IV dental
sedation procedure and some off-campus procedures, but not for on-campus pre-
treatment sedation for medical procedures. The Facility’s initiatives to develop and
implement plans to reduce the need for pre-treatment sedation were at an early stage of
development.

C5 | Commencing immediately and with | In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved Noncompliance
full implementation within six substantial compliance with this provision of the Settlement Agreement. The Monitoring
months, staff trained in the Team concurs.
application and assessment of
restraint shall conduct and Review of Facility training documentation showed that there were adequate training
document a face- to-face curricula on the application and assessment of restraint. The training provided for
assessment of the individual as restraint monitors who conduct face to face assessments, other than the competency
soon as possible but no later than based training described in Provision C.3, was reviewed; however, insufficient detail was
15 minutes from the start of the available to determine if it was competency based.
restraint to review the application
and consequences of the restraint. The Facility provided a list of 26 names of staff authorized to perform the duties of a
For all restraints applied at a restraint monitor. Conducting the Face to Face Assessment is one of the primary duties of
Facility, a licensed health care a restraint monitor. The following classes were identified as being required if someone
professional shall monitor and was to act as a restraint monitor, and therefore conduct Face to Face Assessments.
document vital signs and mental 1. ABUO0100 Abuse and Neglect
status of an individual in restraints 2. PMA0320 PMAB Basic
at least every 30 minutes from the 3. PMA0400 PMAB4: Restraint
start of the restraint, except for a 4, PMAO0700 PMAB7: Prevention
medical restraint pursuant to a 5. CPR0100 CPR Basic
physician's order. In extraordinary 6. RES0105 Restraint: Prevention and Rules for Use at MR Facilities
circumstances, with clinical 7. RES0110 Applying Restraint Devices
justification, the physician may 8. UNU0100 Unusual Incidents
order an alternative monitoring 9. PBS0100 Positive Behavior Support
schedule. For all individuals subject 10. RES0115 Restraint: Prevention and Rules for Use at MR Facilities
to restraints away from a Facility, a
licensed health care professional The training records of 10 of the 26 staff designated as restraint monitors were selected
shall check and document vital for review. Based on review of these 10 training records, all (100%) staff designated as
signs and mental status of the restraint monitors had successfully completed the training to allow them to conduct face-
individual within thirty minutes of | to-face assessment of individuals in restraint.
the individual’s return to the
Facility. In each instance of a An issue was identified by the Monitoring Team with respect to the timeframes
medical restraint, the physician associated with the Unusual Incidents class (UNU0100). Six of the 10 staff in the sample
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shall specify the schedule and type
of monitoring required.

(60%) had not completed this class within the last 12 months. This was probably because
the Central Training Department (CTD) identifies this class as being required once every
24 months. As a result any delinquency tracking report prepared by CTD would not
include UNU0100 unless more than 24 months had transpired since the last training.
While this provision of the SA does not specifically require annual training/refresher
training, other sections of the SA and State office policy do. The Monitoring Team has the
expectation that the core courses identified below are to be completed at 12-month
intervals for restraint monitors.

Material was provided to the Monitoring Team from the Psychology Department in
response to a document request asking for curricula for training conducted by the
Psychology Department separate from formal CTD/DADS classes. This material consisted
of the sign-in sheet for training conducted 1/13/11 labeled “Restraint Monitoring
Training” and a copy of the Restraint Checklist and FFAD documents. Through interview
the Monitoring Team was told the training consisted of going through the forms item by
item to ensure that staff acting as restraint monitors understood each data item. All ten of
the restraint monitors selected for review attended this training. Because there is not any
formal curriculum for this training the Monitoring Team is unable to validate whether or
not the training is competency based.

Based on a review of 25 non-medical restraint records (Sample C.1), a face-to-face
assessment was conducted in 22 of 25 incidents of restraint (88%) by an adequately
trained staff member. The three restraint records that did not meet this criterion were:
1. For Individual #483 (2/19/11) in the Notifications section of the Restraint
Checklist the notations were “nurse not notified”, “monitor not notified”, and
“psychologist not notified.”
2. For Individual #127 (1/21/11) there was no entry in the Notifications section of
the Restraint Checklist in the Restraint Monitor section. There were two FFADs
in this file, each signed by a different designated restraint monitor. Without a
corresponding entry on the Restraint Checklist the Monitoring Team cannot
determine which monitor was called when.
3. For Individual #720 (2/23/11) in the Notifications section of the Restraint
Checklist the staff reported as the restraint monitor was not on the list of
authorized restraint monitors provided by the facility.

Additionally, three of the Restraint Checklists presented confusing information making it
difficult for the Monitoring Team to validate SA compliance.

1. For Individual #669 (2/26/11) two staff names were in the restraint monitor
section of the Restraint Checklist. One is an approved monitor and the other is
not. The Face to Face Assessment was completed by the approved restraint
monitor.
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2. For Individual #537 (1/30/11) two staff names were in the restraint monitor
section of the Restraint Checklist. One is an approved monitor and the other is
not. The Face to Face Assessment was apparently completed by a third person as
the signature on the FFAD appears to be a name different than either name on
the Restraint Checklist.

3. ForIndividual #110 (3/1/11) the name on the Restraint Checklist appears to be
the first name of two different staff. The FFAD was completed by an approved
restraint monitor whose first name matches one of the first names on the
Restraint Checklist.

One of 25 (4%) non-medical restraint records in the sample did not include an FFAD.
For Individual #483 (2/19/11) the Restraint Checklist was completed several weeks
after the restraint (basket hold) occurred. Documents provided to the Monitoring Team
provided the following explanation: “the incident was discovered when another
individual’s guardian was complaining about an act of aggression towards her family
member. When the camera monitors went to watch the tapes for the client to client
incident, they discovered a restraint had occurred. They then checked to see if anything
had been reported/documented, and there was no evidence that paperwork had been
generated or notification was given to the appropriate people. The QMRP was notified the
afternoon of 3/8/11 that a restraint had occurred 3 weeks prior, and a checklist was
generated.”

The FFAD document includes an entry for “time monitor arrived.” The Monitoring Team
views this time as the time the assessment began. For 23 of 25 instances (92%), the
assessment began as soon as possible, but no later than 15 minutes from the start of the
restraint. Records that did not contain this documentation included the restraint of
Individual #483 which was not discovered until three weeks after it occurred and
restraint of Individual #669 (2/26/11) which was initiated at 10:45am and the restraint
monitor arrived at 11:15am.

In 24 instances (96%), the documentation on the FFAD showed that an assessment was
completed of the application of the restraint. The record that did not contain this
documentation included the restraint of Individual #483 which was not discovered until
three weeks after it occurred.

In 24 instances (96%), the documentation on the FFAD showed that an assessment was
completed of the circumstances of the restraint. The record that did not contain this
documentation included the restraint of Individual #483 which was not discovered until
three weeks after it occurred.

None of the 25 non-medical restraint records in the sample indicated an alternative
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physician-ordered monitoring schedule. Separate from the sample (Sample C.1) there
were two instances where a physician had ordered an alternative schedule of monitoring
(Individuals # 337 and #383). These cases are discussed in sections ], K, L, and M as they
involve two individuals with special circumstances presenting unique clinical challenges.
The Facility reported one instance of restraint occurring while an individual was away
from the Facility.

There was not a practice of physician specification of type and schedule of monitoring
required for medical restraints even though this is part of DSSLC policy.
Based on a review of 25 restraint records for restraints that occurred at the Facility
(Sample C.1), there was documentation that a licensed health care professional:
=  Conducted monitoring at least every 30 minutes from the initiation of the
restraint in 10 (40%) of the instances of restraint. Listed below are Individuals
and date of each restraint record where this did not occur:
0 Individual #127: 1/21/11 at 8:48 a.m.
0 Individual #127: 2/1/11at10:17 a.m.
0 Individual #127: 2/1/11 at 10:39 a.m.
0 Individual #127: 2/1/11at11:13 a.m.
0 Individual #127: 2/1/11 at 10:56 a.m.
0 Individual #127: 2/1/11 at 10:51 a.m.
0 Individual #624: 1/26/11 at 5:52 p.m.
0 Individual #624: 2/6/11 at 8:33 a.m.
0 Individual #624: 2/26/11 at 9:25 p.m.
0 Individual #12: 1/24/11 at9:30 a.m.
0 Individual #537: 1/31/11 at 10:40 p.m.
0 Individual #483: 2/19/11 at 6:25 p.m.
0 Individual #720: 2/23/11 at12:10 p.m.
0 Individual #667: 2/26/11 at 10:45 a.m.
0 Individual #110: 3/1/11 at 9:46 p.m.
= Monitored and documented vital signs in 16 (64%). Listed below are Individuals
and date of each restraint record where this was not present:
0 Individual #483: 2/19/11 at 6:25 p.m.
0 Individual #127: 1/21/11 at 8:23 a.m.
0 Individual #127: 1/21/11 at 8:48 a.m.
0 Individual #624: 2/26/11 at 9:25 p.m.
0 Individual #624: 2/6/11 at 8:33 a.m.
0 Individual #12: 1/24/11 at9:30 a.m.
0 Individual #720: 2/23/11 at12:10 p.m.
O Individual #12: 1/24/11 at10:50 a.m.
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0 Individual #653: 3/11/11 at 1:42 p.m.
=  Monitored and documented mental status in 18 (72%). Listed below are
Individuals and date of each restraint record where this was not present:
0 Individual #127: 1/21/11 at 8:23 a.m.
Individual #127: 1/21/11 at 8:48 a.m.
Individual #127: 1/21/11 at 8:50 a.m.
Individual #127: 2/20/11 at 8:55 a.m.
Individual # 624: 2/6/11 at 9:25 a.m.
Individual # 624: 2/26/11 at 8:33 a.m.
Individual #483: 2/19/11 at 6:25 p.m.

Oo0OO0OO0O0OOo

Based on documentation provided by the Facility, one restraint incident had occurred off
the campus of the Facility in the last six months. This restraint of Individual #12
occurred at school on 1/24/11. For this restraint a licensed health care professional:

=  Conducted monitoring within 30 minutes of the individual’s return to the Facility

= Did not monitor and document vital signs

=  Monitored and documented mental status

The Monitoring Team interviewed the Nurse Operating Officer regarding the failure of
nurses to consistently complete the required 30 minute monitoring. It was reported that
often nurses were not notified of restraint incidents, or if they were notified it was after
the fact. Often nurses did not complete vital signs because the individuals refused
and/or, even when they returned to baseline behavior, nurses were reluctant to attempt
to take vital signs for fear it would result in another maladaptive behavior incident. The
Facility needs to ensure that nurses are notified immediately when restraints were
applied. Once nurses are notified of the application of restraints they need to monitor
individuals within 30 minutes according to the restraint policy and document their
assessment findings on the Restraint Checklist. If the nurses are not notified until after
individuals have been released from restraints the nurses need to document the time
they were notified, complete the required monitoring assessments, including vital signs,
mental status, and whether or not the restraint usage caused injury or resulted in any
negative health event and document their findings in the Post-Restraint Assessment
Section of the Restraint Checklist.

cé

Effective immediately, every
individual in restraint shall: be
checked for restraint-related injury;
and receive opportunities to
exercise restrained limbs, to eat as
near meal times as possible, to
drink fluids, and to use a toilet or

In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved
substantial compliance with this provision of the Settlement Agreement. The Monitoring
Team concurs.

A sample (Sample C.1) of 25 Restraint Checklists for individuals in non-medical restraint
was selected for review. The following compliance rates were identified for each of the
required elements:

Noncompliance
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bed pan. Individuals subject to 1. In 25 (100%), continuous one-to-one supervision was documented.

medical restraint shall receive 2. In 25 (100%), the date and time restraint was begun was documented.

enhanced supervision (i.e., the 3. In 25 (100%), the location of the restraint was documented.

individual is assigned supervision 4. In 15 (60%), information about what happened before, including the change in

by a specific staff person who is the behavior that led to the use of restraint was documented. The other 10 did

able to intervene in order to not include sufficient information describing the change in behavior that led to

minimize the risk of designated the use of restraint.

high-risk behaviors, situations, or 5. In 14 (56%), the interventions taken by staff prior to the use of restraint were

injuries) and other individuals in documented and are adequate for post restraint review. Individual #127 had an

restraint shall be under continuous SPCI and was frequently restrained. This individual represents eight of the 25

one-to-one supervision. In restraints in the sample. None of the eight restraint checklists indicated that

extraordinary circumstances, with interventions in his Safety Plan were attempted prior to restraint. Individual

clinical justification, the Facility #624 had an SPCI and was frequently restrained. This individual represents six

Superintendent may authorize an of the 25 restraints in the sample. There was no indication on three of the

alternate level of supervision. Every restraint checklists that indicate that interventions in his Safety Plan were

use of restraint shall be attempted prior to restraint.

documented consistent with 6. In 24 (96%), the specific reasons for the use of the restraint were documented.

Appendix A. 7. In 24 (96%), the method and type (e.g., medical, dental, crisis intervention) of
restraint was indicated on the restraint checklist. One restraint checklist did not
include any entry in the type of restraint section.

8. In 25 (100%), the names of staff involved in the restraint episode were indicated
on the restraint checklist. Sixteen (64%) of the restraints in the sample included
use of the horizontal side-lying technique. In each of these 16 restraint episodes
at least two staff were listed as applying the restraint.

9. The Restraint Checklist documented observations of the individual and actions
taken by staff while the individual was in restraint, including:

e In 24 (96%), the observations documented at least every 15 minutes
and at release. Only one restraint in the sample exceeded 15 minutes.
Individual #127 (2/1/11) was restrained for 21 minutes. The restraint
checklist does not document any observations other than that noted at
the start of the restraint and the release from restraint.

e In 24 (96%), the specific behaviors of the individual that required
continuing restraint were noted; and

o Because of the short duration of 24 of 25 restraint episodes reviewed
there was no obvious need for staff to provide, during the restraint,
opportunities to exercise restrained limbs, to eat as near meal times as
possible, to drink fluids, and to use a toilet or bed pan. The one restraint
that lasted 21 minutes occurred mid-morning so it was also unlikely that
there was any obvious need for staff to provide, during the restraint,
opportunities to exercise restrained limbs, to eat as near meal times as
possible, to drink fluids, and to use a toilet or bed pan. For this
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individual the FFAD checked “yes” in response to item 4.3 - timely
opportunities provided for movement, exercise, to toilet, and to drink
fluids.
10. In 24 (96%), the level of supervision provided during the restraint episode was
recorded on the restraint checklist.
11. In 25 (100%), the date and time the individual was released from restraint was
recorded on the restraint checklist.

12. In 22 (88%), the results of assessment by a licensed health care professional
were documented as to whether there were any restraint-related injuries or
other negative health effects. This was not the case with Individuals #483
(2/19/11), #653 (3/11/11), and # 127 (2/20/11).

In a sample of 25 records (Sample C.1), FFADs had been completed for 24 (96%). These
forms contained little narrative information but were generally complete in checking all
the required boxes on the form. Care was not always taken in completing these forms. For
example, Individual #12 was in a brief physical hold restraint. The restraint checklist
release time was noted as the same time of application (10:50am). This might have
occurred if the restraint duration was less than one minute, but the Monitoring Team
could not determine that. On the FFAD several items are checked “yes” when clearly N/A
was the appropriate response. For example, “medications given in the time period
prescribed if in restraint at med pass” and “meal offered as near to mealtime as possible if
in restraint at mealtime.” Entries such as these are of concern to the Monitoring Team as
they suggest the restraint monitor completing the FFAD is not engaged in critical thinking
and may be only concerned with completing the paperwork.

It is possible to expand upon the required data in the FFAD to include more complete
data from which the IMRT and the individual’s Personal Support Team may better
understand circumstances and develop strategies to address issues impacting restraint
use. For example, the Monitoring Team has observed a process at another SSLC where a
psychologist reviews each restraint episode and writes a debriefing which addresses the
following questions:

1. Describe the resident at the time the restraint was used? What was the resident
doing that required restraint? What types of emotions were being shown by the
resident?

2. Describe what led up to the restraint. What was going on in the environment
prior to when the resident was displaying challenging behavior? What might
have caused the resident to act the way he or she did?

3. When the resident first started showing that he or she was upset, and started
displaying the precursors of the challenging behaviors that led to restraint, how
did staff try to calm the resident? What interventions were tried prior to
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restraint, and how did the resident respond?

4. How can we prevent the need for restraining this resident in the future? If a
similar situation develops, is there anything we can do instead of restraining the
resident? [s there anything we can change in the environment where the
restraint occurred that might make it less likely that the resident will again need
to be restrained there?

5. Were injuries noted secondary to the restraint?

A psychologist prepares the debriefing document after interviewing all staff involved in
the restraint and working with the individual prior to the restraint episode. For the most
part the content of the debriefing document is sufficiently detailed to be useful to the
psychology staff and the PST in determining future actions that may prevent the need for
restraint.

A sample of 19 instances of individuals who received medical restraint was reviewed
(Sample #C.3). These restraints were selected from a larger set of medical restraint
documentation provided to the Monitoring Team. This sample included 13 instances of
pre-treatment sedation and six instances of mechanical restraint. The documentation
provided to the Monitoring Team with respect to the 13 instances of pre-treatment
sedation was insufficient to validate that restraint monitoring had been completed as
required by the facility policy. DSSLC Policy CMGMT-21 requires:

If a health care provider or dentist orders a use of restraint for medical /dental treatment
the written order must include:
1. Type of restraint
Clinical justification for the use of the restraint
Duration of the order
The schedule and type of monitoring required
Special instructions for the individual’s care, if any, while restraints are being
used.

i N

The policy further states “while an individual is restrained, staff must monitor the
individual as ordered to ensure that the individual is not in physical distress and has not
sustained an injury from the restraint. The evaluations will be documented on the
Restraint Checklist and in the integrated progress notes.” The material provided to the
Monitoring Team did not address this requirement.

The Monitoring Team asked for all documentation associated with the medical restraints
in the sample, including restraint checklist, face-to-face assessments, medical orders,
physician specified monitoring schedule, any standard facility protocol for monitoring
medical restraint, any PSP information regarding development and/or implementation of
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plans to minimize use of medical restraint for the individual (including data sheets if a
program was developed and implemented), documentation of review activity, and any
other information that would be helpful in understanding the circumstances associated
with this restraint use. The information provided by the facility in response to this
request was insufficient to enable a review by the Monitoring Team in 13 of 13 cases of
pre-treatment sedation (100%). For example, 12 of 13 (92%) cases did not include a
restraint checklist even though a Restraint Checklist is clearly required by policy and
necessary to assess the circumstances associated with restraint use. While some of the
policy required information exists in other documents the intent of the Restraint
Checklist (and any attachments to it) is to ensure all relevant restraint information is one
place. Among other reasons, this is necessary to facilitate the post restraint review
process required by the SA and by State policy.

Additionally each of the 13 files put together for the Monitoring Team contained very
dissimilar information leading the Monitoring Team to the conclusion that the DSSLC
does not have an organized system for the management of pre-treatment sedation that
will facilitate compliance with the SA. One further example of this is that the Monitoring
Team asked three different administrators where in the record pre-treatment sedation
restraint information could be located and got three different answers. This appeared to
be correct in that a single instance of pre-treatment sedation may have some
documentation associated with the restraint in each of the three sections noted by the
administrators. For anyone reviewing pre-treatment sedation restraint, including DSSLC
auditors, this makes it very difficult to find necessary documentation.

The information presented for the six instances of mechanical restraint was better
organized and a Restraint Checklist was present in each case. Four of the six cases in the
sample represented use of mechanical restraint in conjunction with IV sedation. For
these cases little was documented on the Restraint Checklist. Most documentation was in
medical records but not presented to the Monitoring Team in an organized manner which
would enable review to assess compliance with the SA. Presumably, this would also make
it difficult for the Facility to conduct the post restraint review activity required by the SA
and State policy.

Individual #472 was the only individual for whom there was an instance of use of
chemical restraint. The only documentation the Facility could provide to the Monitoring
Team regarding this restraint was a progress note indicating it occurred. There was no
Restraint Checklist, consultation form, or any other documentation required by DSSLC or
State policy. Facility and State policy with respect to the use of chemical restraint was
not followed.

Cc7

Within six months of the Effective

According to Facility documentation, during the six-month period prior to the on-site

Noncompliance
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Date hereof, for any individual
placed in restraint, other than
medical restraint, more than three
times in any rolling thirty day
period, the individual’s treatment
team shall:

review, a total of five individuals were placed in restraint more than three times in any
rolling thirty-day period. Documentation for five individuals (100%) who had three or
more restraints during a rolling thirty day period was reviewed to determine if the
requirements of the Settlement Agreement were met. The following documents were
reviewed: the annual PSP, PSP updates, Special Program Objectives (SPOs), Positive
Behavior Support Plans (PBSPs), structural and functional assessments (SFAs), treatment
data, teaching data, progress notes, psychology and psychiatry evaluations, physician’s
notes, psychotropic drug reviews, consents and approvals for restrictive interventions,
safety and risk assessments, task analyses, and behavioral and functional assessments.
The results of this review are discussed below with regard to Sections C.7.a through C.7.g
of the Settlement Agreement.

For five of the individuals/instances reviewed (100%), individuals’ teams met to discuss
the restraints.

(a) review the individual’s
adaptive skills and biological,
medical, psychosocial factors;

For zero of the individuals reviewed (0%), individuals’ teams reviewed the individual’s
adaptive skills.

The following are examples of where teams failed to do this adequately:
e Noindividuals living at DSSLC had received an adaptive behavior assessment
within the past 12 months.

For three of the individuals/instances reviewed (60%), individuals’ teams reviewed the
biological, medical and psychosocial factors. The following are example of individuals
who whom this was done appropriately:
e ForIndividuals #127, #337, and #381, the record included a detailed discussion
of biological, physical, and medical conditions as related to undesired behavior.

The following are examples of where teams failed to do this adequately:
e For Individuals #119 and #624, discussions of biological, physical, and medical
conditions were too brief and general to provide insight into the causes of the
undesired behaviors.

Noncompliance

(b) review possibly contributing
environmental conditions;

For one of the individuals/instances reviewed (20%), individuals’ teams reviewed the
possibly contributing environmental conditions. The following are examples of
individuals for whom this was done appropriately:
e Forindividual #381, specific environmental contingencies for the undesired
behavior were assessed and identified.

The following are examples of where teams failed to do this adequately:

Noncompliance
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e ForIndividuals #119, #127, #337, and #624, the available assessments did not
specifically identify the motivating operations, setting events, antecedents or
consequences for the undesired behavior.
(c) review or perform structural For one of individuals/instances reviewed (20%), individuals’ teams reviewed and/or Noncompliance
assessments of the behavior performed structural assessments of the behavior provoking restraints. The following
provoking restraints; are examples of individuals for whom this was done appropriately:
e For Individual #381 a functional assessment reflecting a process or instrument
widely accepted by the field of applied behavior analysis was completed.
The following are examples of where teams failed to do this adequately:
e For Individual #127, the most recent functional assessment was completed over
a year prior to the site visit when the individual had lived at DSSLC for less than a
month. Functions were identified based upon discussions with the individual’s
parents regarding behavior displayed prior to admission.
(d) review or perform functional The Behavior Services department at DSSLC combines the functional assessment and Noncompliance
assessments of the behavior structural assessment into a single process. Please refer to Provision C.7(c).
provoking restraints;
(e) develop (if one does not exist) For five of the individuals reviewed (100%), individual had a PBSP. Of the 5 individuals Noncompliance
and implement a PBSP based in the sample who had PBSPs, the following was found:
on that individual’s particular e One (20%) was based on the individual’s strengths;
strengths, specifying: the e Four (80%) specified the objectively defined behavior to be treated that led to
objectively defined behavior to the use of the restraint;
be treated that leads to the use e Four (80%) specified the alternative, positive adaptive behaviors to be taught to
of the restraint; alternative, the individual to replace the behavior that initiates the use of the restraint; and
positive adaptive behaviors to e Zero (0%) specified, as appropriate, the use of other programs to reduce or
be taught to the individual to eliminate the use of such restraint.
replace the behavior that
initiates the use of the restraint, | The following are examples of individuals who had inadequate PBSPs:
as well as other programs, e Individuals #119, #127, and #137 had PBSPs that lacked a rationale for selecting
where possible, to reduce or the proposed intervention.
eliminate the use of such e Individuals #381 and #684 had PBSPs that lacked a specific function for the
restraint. The type of e E identified target behavior. Although environmental contingencies had been
authorized, the restraint’s assessed for Individual #381, the PBSP did not include statements or evidence to
maximum duration, the _ support that the intervention was based upon a specific functional hypothesis.
designated approved restraint e For Individual #1109, the following limitations were noted in the PBSP.
situation, and the criteria for 0 The PBSP reflected that treatment records were used in the assessment
terminating the use of the of the target behavior. It was later stated in the PBSP that treatment
restraint shall be set out in the records were not available.
44
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individual’s ISP; 0 The PBSP stated that baseline data were unavailable immediately below
a graph of behavior data since admission. The PBSP in the same section
also stated that “data will be reevaluated as it accrues.” Baseline data are
by definition pre-treatment data. Therefore, the currently available data
could constitute a baseline if an adequate description of current
conditions is provided, and ongoing determination of “baseline” data
would be inappropriate and detrimental to the treatment process.
0 The Treatment method did not specify a schedule for training, the
number of trials per training session, or a procedure for reinforcing
desired responses.
0 The PBSP did not specify treatment expectations and timeframes for
achieving those expectations.
0 Individual #119 had demonstrated potentially dangerous behaviors
such as self-injury and statements of suicidal intent. Functions identified
included escape, attention and obtaining tangible objects. The treatment
methodology targeted only agitation.
The Safety Plans of the individuals in the sample were reviewed. The following
represents the results:
¢ In four out of four of the Safety Plans reviewed (100%), the type of restraint
authorized was delineated;
e Infour (100%), the maximum duration of restraint authorized was specified;
e In four (100%), the designated approved restraint situation was specified; and
e In four (100%), the criteria for terminating the use of the restraint were
specified.
(f) ensure that the individual’s DSSLC had implemented the first phase of a process to measure inter-observer Noncompliance
treatment plan is implemented | agreement (IOA) for PBSC data. As the IOA procedure was implemented only a few weeks
with a high level of treatment prior to the site visit, it was not possible to develop a clear measure of whether efforts at
integrity, i.e., that the relevant collecting IOA data were successful. Nevertheless, the effort to determine the reliability of
treatments and supports are treatment data was welcomed by the Monitoring Team.
provided consistently across
settings and fully as written For zero of the individuals reviewed (0%), the individual’s behavioral data and/or
upon each occurrence of a treatment integrity checks showed that the PBSP was implemented with a high level of
targeted behavior; and treatment integrity.
(g) asnecessary, assess and revise | In four of the records reviewed (80%), there was documentation that the individual’s Noncompliance
the PBSP. PBSP had been revised as appropriate.
The following are examples of individuals for whom this was done appropriately:
45
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e ForIndividual #119, a PBSP was developed and implemented on 01/11/2011
following displays of verbally disruptive behavior, suicidal gestures, self-
injurious behavior, unauthorized departures and aggression toward property.
The PST monitored the response to the PBSP on a monthly basis. Data revealed
that the undesired behaviors displayed by Individual #119 decreased within two
months. The PST determined that the PBSP should continue.

The following are examples of where teams failed to do this adequately:

e ForIndividual #127, overall displays of aggression increased beginning in June,
2010 and remained elevated into November 2010. The overall frequency of
aggression increased again in January, 2011 by more than 500% over previous
maximum levels. Despite elevated levels of aggression, the PST did not
recommend a revision to the PBSP until the annual PSP on 3/3/2011.

C8

Each Facility shall review each use
of restraint, other than medical
restraint, and ascertain the
circumstances under which such
restraint was used. The review shall
take place within three business
days of the start of each instance of
restraint, other than medical
restraint. ISPs shall be revised, as
appropriate.

In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved
substantial compliance with this provision of the Settlement Agreement. The Monitoring
Team concurs.

The DSSLC process for reviewing each episode of restraint, as reported by staff, begins
with a FFAD done by the restraint monitor immediately after the restraint episode. The
restraint episode is reviewed in the unit morning meeting the next business day with
whatever information has been prepared by the time of the meeting. This often consists
of verbal reports from staff. It is reviewed that same day by the IMRT, again often based
on verbal reports from staff, either the Unit Director, Psychology staff, or both.

Documentation of these reviews is expected to be in IMRT meeting minutes but it was
usually quite general, often just noting date and time and that a review occurred. There is
also space on the FFAD to document that a unit review took place and the date. This was
properly documented in 18 of the 25 restraints reviewed in the sample (72%). In the 25
documentation files prepared by the DSSLC for the Monitoring Team, only one contained
documentation of IMRT review (4%). This was for Individual #483 (2/19/11). The
Monitoring Team believes this was probably an oversight in the preparation of these
documentation files since a review of IMRT minutes indicates restraint use as a regular
agenda item.

If a restraint related issue is referred to the PST the results are ordinarily documented in
a Personal Support Plan Addendum (PSPA) that becomes part of the permanent record.
DSSLC policy requires that “the PST will meet and review each use of restraint as a crisis
intervention that is not authorized by a SPCI within one working day of the restraint;
documented in a PSPA.” Eight of the 25 restraints in Sample C.1 involved individuals

Noncompliance
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without a SPCI. Only one documentation file (13%) contained a PSPA. This was for
Individual # 12 (1/25/11).

The Restraint Reduction Committee included on its agenda a case study each month. This
is typically the most difficult behavioral /restraint case at the time of the meeting. The
Quality Assurance/Quality Improvement Council also included restraint use on its agenda
although this would not typically include any discussion of an individual restraint.

Recommendations: The following recommendations are offered for consideration by the State and the Facility:

1.

SRR

N

9.

Not all requirements of the SA are reflected in DSSLC policies that govern restraint. This is especially problematic with respect to medical restraint.
This needs to be corrected.

DSSLC restraint policies need to be uniformly implemented.

Medical and nursing staff need additional training on restraint related policy and procedure.

Direct Care Professionals need additional training on the fundamental aspects of restraint policy and procedure.

Behavior support plans should include concrete strategies for deescalating behavioral incidents specific to each individual.

A member of each of the relevant clinical disciplines should participate in reviews of frequent use of restraints to assure active discussion of efforts
to minimize the use of restraints.

PSP Addendums should reflect on and document active treatment efforts being made.

The Facility needs to ensure that nurses are notified immediately when restraints were applied. Once nurses are notified of the application of
restraints they need to monitor individuals within 30 minutes according to the restraint policy and document their assessment findings on the
Restraint Checklist. If the nurses are not notified until after individuals have been released from restraints the nurses need to complete required
documentation.

Revise behavior support plans if they are not effective tools for direct support staff responsible for plan implementation.

The following are offered as additional suggestions to the facility:

SARCANE I

Implement a formal written system of psychology staff review and debriefing of each crisis intervention restraint.

Continue the auditing/monitoring activity that is producing compliance reports and use these data to initiate process improvements.
Implement a procedure to record on the Restraint Checklists brief holds of less than one minute.

Continue the practice of immediate retraining of staff as auditors/monitors discover issues.

Use compliance data to isolate problem areas, e.g. by home/shift and use this analysis to target resource application.

The Facility might consider revising the restraint documentation forms to document when a restraint is less than one minute in duration.
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SECTION D: Protection From
Harm - Abuse, Neglect, and
Incident Management

Each Facility shall protect individuals
from harm consistent with current,
generally accepted professional
standards of care, as set forth below.

Steps Taken to Assess Compliance:
Documents Reviewed:

29.
30.
31

DSSLC Plan of Improvement 3/15/11

DSSLC Section D Presentation Book (undated)

DADS Policy 02.1 Protection From Harm - Abuse, Neglect, and Exploitation 6/18/10

DADS Policy 02.2 Incident Management 6/18/10

DADS Policy 042.3 Video Surveillance 8/6/10

DSSLC Policy CMGMT-01A Protection from Harm - Abuse, Neglect, and Exploitation 7/30/10
DSSLC Policy CMGMT-01B Protection from Harm - Incident Management 7/30/10

DSSLC Appendix A to Policy 2.2 Injury Reporting 5/17/10

DSSLC Completing Incident Investigation Reports for Discovered Injuries 7/23/10

. DSSLC Policy CMGMT-17 Home Shift Log Policy 2/24/11

. DSSLC Policy Client Management-28 - Guidelines for Staff Interaction with Individuals 2/23/10

. DSSLC Policy Client Management-01B Injuries to Persons Served in Residential Programs 3/1/09
. DSSLC Policy Client Management-01C Reporting, Documenting, and Review of Unusual Incidents

6/8/09

. Training Curriculum for Course ABU0100 Abuse and Neglect 7/13/09

. DSSLC Retraining Curriculum for Course ABU0100 Abuse and Neglect 7/20/10

. Sample of Employee Training Records

. DADS Report MHMRO0102 Percent of All Employees Completing Courses of Training Program 3/1/11

. Sample of Acknowledgment of Responsibility for Reporting Abuse, Neglect, and Exploitation employee

forms.

. DSSLC Annual Employee Registry Check and Fingerprint Criminal History Check printed 3/28/11
. DADS Instructions for Processing Volunteer Criminal Background Checks (undated)

. Sample volunteer records

. “You Have the Right” poster 7/17/09

. “Report Abuse or Neglect” poster 4/05

. “Prevent Abuse & Neglect Poster” undated

. Current mailer to LARs regarding abuse, neglect, and exploitation

. Incident Management Review Team Meeting minutes for 1/3/11,1/10/11,1/18/11,1/24/11,

1/31/11,2/7/11, 2/14/11,2/22/11,2/28/11,3/7/11, and 3/28/11

. Trend Analysis Report 3/31/11
. Individual Training Records for Facility and Department of Family and Protective Services (DFPS)

Investigators

Abuse and Neglect Allegations log 10/1/10 to 3/30/11

Log of employees reassigned from client contact 9/1/10 to 12/18/10
Unusual Incident log 10/1/10 to 3/30/11
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1.
2.

32.
33.
34.
35.
36.

37.

38.

39.
40.
41.
42.
43.
44,
People Interviewed:

Serious Injury Report9/1/10 to 3/15/11

Serious Incidentlog 9/1/10 to 3/15/11

Injury Summary (by individual) 10/1/10 to 3/15/11

Discovered Injury Log 10/1/10 to 3/28/11

Discovered Injury Investigation for Individuals #740, #286, #383, ##345, #392, #211, #571, #188,
and #722

UIRs 11-143, 145, 050, 031, 091, 076, 064, 017,120, 112, 039, 113, 158, 043, 035, 093, 082, 103, 079,
133,052,158, 151,027, 059, 102, 132, 099, 107, 028, 055, 077, 135, and 150

DFPS Investigation Files 38569574, 38556104, 38567591, 38323204, 38273576,38477148,
38467706, 38409442,38050081, 38556104, 38521049, 38298061, 38521292, 38469093, 38502224,
38468790, 38587928, 38324307, 38698722, 38118497, 38305750, 38278844, 38480089, 38662813,
38567489, and 38595748

OIG case information 06567-11 and 06611-11

List of individuals for whom DFPS conducts a streamlined investigation

Self-Advocacy meeting minutes 1/18/11 and 2/25/11

2010 Guardian/LAR Satisfaction Survey

CMS 2567 received from DADS for survey of 3/11/11

QA/QI committee meeting minutes 2/17/11,1/20/11,and 1/6/11

Deb Salsman, Director of Incident Management

Jeron Dotson, Incident Manager

Lori Powell, Director of Quality Assurance

Ken Horstman, Director of Residential Services

Elaine Davis. Director of Training and Development
Dora Tillis, Assistant Director of Programs

Sheila Carpenter, SA Coordinator

Andy Maher, Director of Consumer and Family Relations
Nora Brookins, Incident Auditor

Sgt. Pamela Busfield, OIG

Ten Direct Care Professionals and two individuals living at DSSLC

Meetings Attended/Observations:

Incident Management Team (IMRT) 3/28/11
Quality Assurance/Quality Improvement Council (QA/QA Council) meeting 3/31/11

Facility Self-Assessment: The DSSLC POI reported substantial compliance with four of the five provisions
in Section D of the SA. The Monitoring Team was able to substantiate compliance with two of these four
provisions. The Monitoring Team concurred with DSSLC that it is in substantial compliance with provisions
D.1 and D.5. Provision D.1 addresses policy requirements and commitments of zero tolerance of abuse and
neglect and mandatory reporting. Provision D.5 addresses required background checks of employees and
volunteers.

The DSSLC reported substantial compliance with provision D.2 even though it reported it was not in

Denton State Supported Living Center, June 23,2011

49




substantial compliance with one component of D.2, component (i). In order for a provision of the SA to be
in substantial compliance all components of the provision must also be in substantial compliance. For D.2
DSSLC reported it was in substantial compliance with eight of nine components. The Monitoring Team
determined DSSLC was in substantial compliance with six of nine components. Interestingly, the
Monitoring Team determined DSSLC was in substantial compliance with component (i) which DSSLC
reported it was not in compliance. This component addresses serious injury underreporting audits.

The DSSLC reported it had not as yet achieved substantial compliance with provision D.3 and the
Monitoring Team concurs. DSSLC reported it was in substantial compliance with eight of the 10
components of the provision. The Monitoring Team determined that DSSLC was in substantial compliance
with only five of the 10 components. As was the case for provision D.2, the Monitoring Team determined
substantial compliance for one component (d) where the DSSLC reported noncompliance. This component
addresses the safeguarding of evidence.

Summary of Monitor’s Assessment: DSSLC had a well-organized system for abuse prevention, detection,
and reporting and a well-organized and managed system for incident management. The implementation of
a video surveillance system in June 2010 has had an obvious effect on the quality of some investigations.

DSSLC is a very large facility and there are things that occasionally “fall through the cracks.” Those
identified by the Monitoring Team are noted in the report but for the most part they did not represent large
numbers or alarming issues. Management systems are under continual refinement to minimize this,
including a UIR review process that audits 14 UIRs each month. Two audits are done by the QA Director,
two by the Incident Management Coordinator, and 10 by the QA Auditor.

There continues to be a problem with timely response from DFPS in initiating investigations. Initial
investigatory activity often exceeded the 24 hour requirement, sometimes by days.

DSSLC needs to modify its Trend Analysis Report to reflect specific data elements on type of allegations
and disposition by type not just for the current month but over time, as occurs with some other data
elements in the report.

To facilitate abuse/neglect reporting, the Facility put in place a three digit number in its phone system that
automatically connects with DFPS. This enables staff to remember a three digit number and have quick
access to DFPS to report allegations. The Monitoring Team tested the three digit number and was
immediately connected to DFPS intake.

DSSCLC Procedure: Injury Reporting (5/17/10) does not address the subject of reporting serious injuries
to the Facility Director and in fact five of six serious injuries reviewed by the Monitoring Team were not
reported timely to the Facility Director/designee. This requirement is found in the DSSLC Incident
Management policy. Given the percent of injuries in which timely reporting did not occur, either staff do
not know the Incident Management policy, refer instead to the Injury Reporting policy, or are not following

policy.
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Even though staff had received training in abuse/neglect policy and procedure it was apparent key

elements of the learning has not been retained.

Compliance with required background checks was confirmed.

# | Provision Assessment of Status Compliance

D1 | Effective immediately, each Facility | In its Plan of Improvement (POI) the DSSLC reported that it had achieved substantial Substantial
shall implement policies, compliance with this provision of the Settlement Agreement. The Monitoring Team Compliance
procedures and practices that concurs.

require a commitment that the

Facility shall not tolerate abuse or The Facility’s policies and procedures included a commitment that abuse and neglect of

neglect of individuals and that staff | individuals will not be tolerated and required that staff report abuse and/or neglect of

are required to report abuse or individuals. According to the DSSLC policy CMGMT 01A Protection from Harm - Abuse,

neglect of individuals. Neglect, and Exploitation (7/30/10), staff were required to report abuse, neglect, and

exploitation to DFPS within one hour by calling the DFPS 1-800 number. This was
consistent with the requirements of the Settlement Agreement.
The facility also had in place a three digit number in its phone system that automatically
connects with DFPS. This enables staff to remember a three digit number and have quick
access to DFPS to report allegations. The Monitoring Team tested the three digit number
and was immediately connected to DFPS intake.
D2 | Commencing within six months of In its Plan of Improvement (POI) the DSSLC reported that it had achieved substantial Noncompliance
the Effective Date hereof and with compliance with this provision of the Settlement Agreement. The Monitoring Team does

full implementation within one year, | not concur.

each Facility shall review, revise, as

appropriate, and implement This provision of the SA includes nine components (a-i). All must be in substantial

incident management policies, compliance in order for the provision to be in SA. The DSSLC POI reported eight of the

procedures and practices. Such nine to be in substantial compliance. Therefore, this provision cannot be rated as being in

policies, procedures and practices substantial compliance. Additionally, the Monitoring Team determined that five

shall require: components rated as in substantial compliance by the DSSLC were not.

DSSLC policies CMGMT 01A Protection from Harm - Abuse, Neglect, and Exploitation
(7/30/10) and CMGMT 01B Incident Management (7/30/10) are intended to address
this provision of the SA.

(a) Staff to immediately report In its Plan of Improvement (POI) the DSSLC reported that it had achieved substantial Non
serious incidents, including but | compliance with this component of this provision of the Settlement Agreement. The compliance
not limited to death, abuse, Monitoring Team does not concur.
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Provision Assessment of Status Compliance
neglect, exploitation, and
serious injury, as follows: 1) for | DSSLC policies CMGMT 01A Protection from Harm - Abuse, Neglect, and Exploitation
deaths, abuse, neglect, and (7/30/10) and CMGMT 01B Incident Management (7/30/10) are intended to address
exploitation to the Facility this component of the SA.
Superintendent (or that
official’s designee) and such DSSLC policy CMGMT 01A Protection from Harm - Abuse, Neglect, and Exploitation
other officials and agencies as (7/30/10) provides instruction specific to the reporting of different types of serious
warranted, consistent with incidents including in section IV.C.1 “any other incident determined serious or significant
Texas law; and 2) for serious by the Director.” This is sufficient to meet the reporting requirements associated with
injuries and other serious this component of the SA.
incidents, to the Facility
Superintendent (or that The Monitoring Team intended to provide statistical summaries with respect to abuse,
official’s designee). Staff shall neglect, and exploitation allegations, investigations, and disposition of investigations in
report these and all other this section of the report. Ordinarily these data are presented in Trend Reports prepared
unusual incidents, using by each SSLC. The data in the DSSLC Allegations Trend Report (2/28/11) did not
standardized reporting. delineate DFPS cases by type (i.e. abuse, neglect, and exploitation) and did not provide
data on disposition except for the case dispositions from the current month. These data
also did not delineate by type of allegation.
From a response to a document request DSSLC provided the following data. From
January 1, 2010 through December 31, 2011 DSSLC had:

1. 143 Abuse allegations of which 15 were substantiated, 92 were unsubstantiated,
and nine were inconclusive. No information was provided with respect to the
other 27 investigations.

2. 84 Neglect allegations of which 16 were substantiated, 27 were unsubstantiated,
and four were inconclusive. No information was provided with respect to the
other 37 investigations.

3. 2 Exploitation allegations of which one was substantiated. No information was
provided with respect to the other allegation.

DSSLC needs to modify its Trend Analysis Report to reflect specific data elements on type
of allegations and disposition by type not just for the current month but over time as
occurs with other data elements in the report.

DSSLC provided a report entitled Serious Injury Report, which listed serious injuries to
individuals from 9/1/10 to 3/15/11. From this report the Monitoring Team was able to
determine the DSSLC had 30 serious injuries during this time period. From these 30, six
were selected for sample D.2 to assess the adequacy of the facility investigation process.
Two samples of investigations were selected for review. These included:

= Sample D.1 included a sample of 19 DFPS investigations of abuse, neglect,
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Assessment of Status

Compliance

and/or exploitation between 9/1/10 and 3/15/11. This sample included the
following DFPS investigation reports 38323204, 38273576, 38477148,
38409442, 38050081, 38556104, 38521049, 38298061, 38521292, 38469093,
38502224, 38468790, 38587928, 38324307, 38698722, 38118497, 38305750,
38278844, and 38480089.

= Sample D.2 included a sample of six Facility investigations between 10/1/10 and
3/15/11. Sample D.2 consists of six serious injuries including UIRs 11-028, 055,
077,099,107, and 135.

In reviewing Sample D.1 (DFPS case reports) six of 19 (32%) reported evidence that the
initial report to DFPS did not occur within one hour of discovery or suspicion of the
incident leading to the report to DFPS. This was the case for the following DFPS
investigations: 38409442, 38305750, 38324307, 38556104, 38480089, and 38273576.

In reviewing Sample D.2 (serious injuries) one of six (17%) were reported immediately
(within one hour) to the Facility Director/designee. Those that were not reported within
one hour included UIRs 028, 055, 077, 135, and 099. DSSCLC Procedure: Injury Reporting
(5/17/10) does not address the subject of reporting serious injuries to the Facility
Director.

When staff do not follow the policy for reporting that policy was followed (as noted
directly above), another way to determine whether training on policies has been
competency-based and whether staff remain competent is to determine whether they
can explain the policies. Based on an interview of 10 staff responsible for the provision of
supports to individuals, only five (50%) were able to correctly describe the complete
reporting procedures for abuse, neglect, and/or exploitation. One person did not mention
calling the DFPS number or the three digit Denton number which connects to DFPS.
Another person indicated the call should go to a four digit number which Denton uses as
a general informational number. Improved staff knowledge is necessary to achieve
substantial compliance with this component of the SA.

Based on an interview of 10 staff responsible for the provision of supports to individuals,
10 (100%) were able to describe the reporting procedures for other serious incidents,
noting they would call the nurse and/or their supervisor. None indicated they would call
a campus administrator.

(b) Mechanisms to ensure that,
when serious incidents such as
allegations of abuse, neglect,
exploitation or serious injury
occur, Facility staff take

In its Plan of Improvement (POI) the DSSLC reported that it had achieved substantial
compliance with this component of this provision of the Settlement Agreement. The
Monitoring Team concurs.

DSSLC policies CMGMT 01A Protection from Harm - Abuse, Neglect, and Exploitation

Substantial
compliance
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Provision Assessment of Status Compliance
immediate and appropriate (7/30/10) and CMGMT 01B Incident Management (7/30/10) are intended to address
action to protect the individuals | this component of the SA. Both policies contain provisions that if followed will achieve
involved, including removing compliance with this component of the SA.
alleged perpetrators, if any,
from direct contact with Based on a review of 19 investigation reports included in Sample D.1 in every instance
individuals pending either the where an alleged perpetrator (AP) was known the AP was immediately placed in no
investigation’s outcome or at contact status. Additionally, the Monitoring Team was provided with a log of employees
least a well- supported, who had been reassigned since 9/1/10. The log included the applicable UIR number, the
preliminary assessment that the | date of reassignment, the outcome of the investigation, and the date the employee was
employee poses no risk to returned to work if the employee was not discharged or had resigned.
individuals or the integrity of
the investigation. Review of 19 investigation files included in Sample D.1 showed there were no instances

where staff who had been removed from direct contact and subsequently reinstated after
a well-supported preliminary assessment posed a risk to individuals or the integrity of
the investigation.

Based on a review of the 19 investigation files in Sample D.1, it was documented that
adequate additional action was taken to protect individuals in each case. For example:
nursing assessments were done and treatment rendered as appropriate, alleged
perpetrators were put in NDC (No Direct Care) status, and emotional assessments of
victim trauma were conducted by psychology staff.

(c) Competency-based training, at In its Plan of Improvement (POI) the DSSLC reported that it had achieved substantial Noncompliance
least yearly, for all staff on compliance with this component of this provision of the Settlement Agreement. The
recognizing and reporting Monitoring Team does not concur.
potential signs and symptoms
of abuse, neglect, and DSSLC policies CMGMT 01A Protection from Harm - Abuse, Neglect, and Exploitation
exploitation, and maintaining (7/30/10) and CMGMT 01B Incident Management (7/30/10) are intended to address
documentation indicating this component of the SA. CMGMT 01A requires that all staff complete class ABU0100
completion of such training. Abuse and Neglect, and CMGMT 01B requires that all staff complete class UNU0100

Unusual Incidents at least yearly. These two classes are sufficient to demonstrate
compliance with the SA.
A review of the training curricula related to abuse and neglect was carried out for: a) new
employee orientation; and b) annual refresher training. The results of this review were
as follows:
In relation to the requirement that training is competency-based, the material reviewed
included provisions for trainees to demonstrate their understanding of what constitutes
abuse, neglect, and exploitation and how to report observations or suspicion of abuse,
neglect, or exploitation. The material also included adequate training regarding
54
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recognizing and reporting signs and symptoms of abuse, neglect, and exploitation.

Review of 21 staff records (Sample C.2), showed that 21 (100%) of these staff had
completed competency-based training on abuse and neglect and unusual incidents prior
to working directly with individuals.

All 21 staff had completed Abuse and Neglect training within the last 12 months. Seven
(33%) had not completed Unusual Incident training within the last 12 months and
therefore were not compliant with the SA requirement of yearly training.

Based on an interview of 10 staff responsible for the provision of supports to individuals,
=  Four (40%) were able to list signs and symptoms of abuse, neglect, and/or
exploitation with sufficient depth to demonstrate competency of understanding;
and
» Five (50%) were able to describe the complete reporting procedures for abuse,
neglect, and/or exploitation.

Even though staff have received training it is apparent key elements of the learning has
not been retained.

(d) Notification of all staff when In its Plan of Improvement (POI) the DSSLC reported that it had achieved substantial Substantial
commencing employment and compliance with this component of this provision of the Settlement Agreement. The compliance
at least yearly of their Monitoring Team concurs.
obligation to report abuse,
neglect, or exploitation to DSSLC policies CMGMT 01A Protection from Harm - Abuse, Neglect, and Exploitation
Facility and State officials. All (7/30/10) and CMGMT 01B Incident Management (7/30/10) are intended to address
staff persons who are this component of the SA.
mandatory reporters of abuse
or neglect shall sign a statement | Copies were requested of the forms for staff hired during the two full months prior to the
that shall be kept at the Facility | on-site review. Based on a review of those forms, 141 of 141 (100%) of staff hired
evidencing their recognition of | during this time period had signed the DADS required acknowledgement form 1020. This
their reporting obligations. The | is the form required by DADS policy to document compliance with this component of the
Facility shall take appropriate SA.
personnel action in response to
any mandatory reporter’s The Monitoring Team identified several issues related to these completed forms. Four of
failure to report abuse or the forms, although signed, were problematic with the dates that accompanied the
neglect. signature. One did not indicate the year, one was dated one month before the start of

employment, one was dated one month after the start of employment, and one was dated
six weeks after the start of employment. Most forms were dated the start date of
employment indicating this subject is addressed early in the New Employee Orientation
(NEO) training. In addition to the four problematic forms noted above, an additional 15
55
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forms were signed 2-3 weeks after the start date. It was not possible for the Monitoring
Team to determine if these forms were signed while the employee was still in NEO or had
already been assigned to on-the-job (O]T) training in a residential unit. It is unlikely any
of these forms were completed after the staff person was able to work independently
with individuals, that is, after completing their O]JT requirements in the residential areas.
The Facility should ensure that statements confirming new employees are aware of their
obligation to report abuse, neglect, and exploitation are each signed prior to the date
each individual begins working in a direct contact position.

A sample of 21 staff (Sample C.2) was randomly selected to determine if annual
acknowledgements had been signed. All 21 (100%) had current signed statements. The
Monitoring Team randomly selected an additional 35 employees to validate this
requirement. All 35 (100%) had current signed statements.

Through document review and interview the Monitoring Team did not discover any
instance of a mandatory reporter failing to report abuse or neglect although there were
several instances of late reporting. In these instances appropriate personnel action was
taken by the facility.

(e) Mechanisms to educate and
support individuals, primary
correspondent (i.e., a person,
identified by the IDT, who has
significant and ongoing
involvement with an individual
who lacks the ability to provide
legally adequate consent and
who does not have an LAR), and
LAR to identify and report
unusual incidents, including
allegations of abuse, neglect and
exploitation.

In its Plan of Improvement (POI) the DSSLC reported that it had achieved substantial
compliance with this component of this provision of the Settlement Agreement. The
Monitoring Team does not concur.

DSSLC policies CMGMT 01A Protection from Harm - Abuse, Neglect, and Exploitation
(7/30/10) and CMGMT 01B Incident Management (7/30/10) are intended to address
this component of the SA.

DSSLC engages in limited activity directed at this component of the SA. Materials are
provided to LARs prior to each individual’s PSP meeting. Monitoring Team members
attended numerous PSP meetings, which are identified in several sections of this report.
None of these meetings included any discussion of abuse, neglect or other reportable
incidents.

In interviewing a sample of two individuals living at DSSLC, they were, after considerable
prompting, able to describe what they would do if someone hurt them, or they had a

problem with which they needed help.

No serious incidents had been identified as being reported by an individual, their LAR, or
others who were significantly involved in their lives.

The Facility’s self-advocacy meeting minutes did not indicate any recent review of

Noncompliance
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incident reporting. It was reported that this topic is to be featured at the April meeting.
The January meeting, attended by 17 individuals, focused on rights including calling your
QMRP or the Rights Officer if something is bothering you or you want to file a complaint.
The minutes did not specifically reference abuse or neglect. The February meeting,
attended by 27 individuals, focused on living options.

(f) Posting in each living unit and
day program site a brief and
easily understood statement of
individuals’ rights, including
information about how to
exercise such rights and how to
report violations of such rights.

In its Plan of Improvement (POI) the DSSLC reported that it had achieved substantial
compliance with this component of this provision of the Settlement Agreement. The
Monitoring Team concurs.

DSSLC policies CMGMT 01A Protection from Harm - Abuse, Neglect, and Exploitation
(7/30/10) and CMGMT 01B Incident Management (7/30/10) are intended to address
this component of the SA.

A review was completed of the posting the Facility used. It included a brief and easily
understood statement of: 1) individuals’ rights; 2) information about how to exercise
such rights; and 3) information about how to report violations of such rights.

Observations by the Monitoring Team of living units and day programs on campus
showed that most environments had postings of individuals’ rights in an area to which
individuals regularly had access. The Monitoring Team did observe several instances
where postings were not in place, were not displayed prominently, or were in poor
condition. An example of this was observations made in 526D on 3/30/11 at 12:30pm.

Administrative staff reported they are in the process of laminating posters and/or using
frames to ensure they stay in good condition.

The Facility had an auditing process that included checking on the proper display of
these posters. Results of these audits report occasional issues with the display of posters.

Substantial
compliance

(g) Procedures for referring, as
appropriate, allegations of
abuse and/or neglect to law
enforcement.

In its Plan of Improvement (POI) the DSSLC reported that it had achieved substantial
compliance with this component of this provision of the Settlement Agreement. The
Monitoring Team concurs.

DSSLC policies CMGMT 01A Protection from Harm - Abuse, Neglect, and Exploitation
(7/30/10) and CMGMT 01B Incident Management (7/30/10) are intended to address
this component of the SA.

Based on a review of 19 allegation investigations completed by DFPS (Sample D.1), DFPS
had made law enforcement referrals in 10 cases. Three cases in the sample were
administrative referrals back to the Facility and law enforcement referral was not

Substantial
compliance
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unnecessary. The remaining six cases for which there was not law enforcement referral
were 38409442, 38556104, 38521049, 38502224, 38118497, and 38305750. Four of the
six cases were allegations of neglect. Two were allegations of emotional/verbal abuse.
The Monitoring Team determined that the decision not to make law enforcement referral
in all six cases was appropriate.

Based on a review of six investigations completed by the Facility (Sample D.2), law
enforcement referral was not necessary or appropriate given the nature of the incident
being investigated and the facts discovered during the course of the investigation.

Additionally the Monitoring Team identified incidents that were not part of either sample
but demonstrated appropriate referral to local law enforcement, including: UIR 11-059
alleged theft of an individual’s money was referred to the Denton Police Department, UIR
11-102 alleged theft of an individual’s money was referred to the Denton Police
Department, and UIR 11-132 alleged theft of individual property was referred to the
Denton Police Department.

(h) Mechanisms to ensure thatany | Inits Plan of Improvement (POI) the DSSLC reported that it had achieved substantial Substantial
staff person, individual, family compliance with this component of this provision of the Settlement Agreement. The compliance
member or visitor who in good | Monitoring Team concurs.
faith reports an allegation of
abuse or neglect is not subject DSSLC policies CMGMT 01A Protection from Harm - Abuse, Neglect, and Exploitation
to retaliatory action, including (7/30/10) and CMGMT 01B Incident Management (7/30/10) are intended to address
but not limited to reprimands, this component of the SA.
discipline, harassment, threats
or censure, except for Based on interviews with the Facility Director, Director of Incident Management, and the
appropriate counseling, Incident Management Coordinator it was evident retaliation would not be tolerated and
reprimands or discipline this was reinforced in training and during the course of individual investigations. The
because of an employee’s Facility had created a “Reporting Retaliation” poster which was displayed prominently
failure to report an incident in throughout the facility.
an appropriate or timely
manner. In interviewing a sample of two individuals, they were, after considerable prompting,

able to describe what they would do if someone hurt them, or they had a problem with
which they needed help. Neither understood the concept of retaliation.
Based on an interview of 10 staff responsible for the provision of supports to individuals,
eight (80%) were clear in their understanding that retaliation was not tolerated by the
facility administration and if it occurred administration would take action. One staff did
not really understand the concept of retaliation and one staff expressed fear of losing her
job because of fear of retaliation related to a recent investigation. The Monitoring Team
referred this concern to the Facility Director who followed up appropriately with the
58
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staff person.

Based on a review of investigation records (Sample D.1 and Sample D.2), there were no
concerns noted related to potential retaliation.

Separate from the samples, the Monitoring Team discovered an instance of perceived
retaliation when reviewing UIR 11-143. A staff indicated they did not immediately report
an observation believed to be neglect because she did not know who to report the
allegation to and was afraid of retaliation. The employee was retrained in both
abuse/neglect reporting and the prohibition against retaliation.

The Facility was asked for a list of staff against whom disciplinary action had been taken
due to their involvement in retaliatory action against another employee who had in good
faith had reported an allegation of abuse /neglect/exploitation. The Facility indicated it
did not have such a list because the only incident of perceived retaliation was that noted
above by the monitoring team.

() Audits, at least semi-annually,
to determine whether
significant resident injuries are
reported for investigation.

In its Plan of Improvement (POI) the DSSLC reported that it had not as yet achieved
substantial compliance with this provision of the Settlement Agreement. The Monitoring
Team believes the DSSLC has achieved substantial compliance.

DSSLC policies CMGMT 01A Protection from Harm - Abuse, Neglect, and Exploitation
(7/30/10) and CMGMT 01B Incident Management (7/30/10) are intended to address
this component of the SA.

The POI reports noncompliance because the monthly audits continue to find some
unreported injuries. This component of the SA requires that an audit process capable of
detecting instances of unreported injuries be in place. DSSLC had such a process. The
auditor reviews the individual records, especially nursing notes and progress notes, to
identify entries that should have resulted in an injury report. If an injury report is found
the auditor determines if the entries are consistent with notes found in the record. If no
injury report is found, or if data entries are inconsistent, the auditor follows-up to insure
an injury report, albeit quite late, is generated with appropriate backup documentation
and/or inconsistent data elements are reconciled.

Substantial
compliance

D3

Commencing within six months of
the Effective Date hereof and with
full implementation within one year,
the State shall develop and
implement policies and procedures
to ensure timely and thorough

In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved
substantial compliance with this provision of the Settlement Agreement. The Monitoring
Team concurs.

DSSLC policies CMGMT 01A Protection from Harm - Abuse, Neglect, and Exploitation
(7/30/10) and CMGMT 01B Incident Management (7/30/10) are intended to address

Noncompliance
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investigations of all abuse, neglect, this provision of the SA.

exploitation, death, theft, serious

injury, and other serious incidents

involving Facility residents. Such

policies and procedures shall:

(a) Provide for the conduct of all In its Plan of Improvement (POI) the DSSLC reported that it had achieved substantial Noncompliance
such investigations. The compliance with this component of this provision of the Settlement Agreement. The
investigations shall be Monitoring Team does not concur.
conducted by qualified
investigators who have training | DSSLC policies CMGMT 01A Protection from Harm - Abuse, Neglect, and Exploitation
in working with people with (7/30/10) and CMGMT 01B Incident Management (7/30/10) are intended to address
developmental disabilities, this component of the SA.
including persons with mental
retardation, and who are not The Monitoring Team review of this policy found it described the conduct of all such
within the direct line of investigations and required that investigators be qualified. The policy specifies that
supervision of the alleged Facility Investigators (and any other staff authorized to conduct investigations)
perpetrator. successfully complete Comprehensive Investigator Training (CIT0100), Conducting

Serious Incident Investigations (INV0100), and a class in Root Cause Analysis. The policy
required that investigators have training in working with people with developmental
disabilities, including persons with mental retardation. This was accomplished through
successful completion of People with MR (MEN0300). The Monitoring Team believes this
training, if completed as described, should be adequate for the conduct of investigations
at DSSLC.
Finally, the Facility policy required that investigators be outside of the direct line of
supervision of the alleged perpetrator.
The Monitoring Team did not review curricula used by DFPS in training its investigators
and cannot comment on its content and whether or not it is competency based. Because
DFPS case investigations reviewed by the Monitoring Team were generally thorough and
comprehensive and case reports were generally well written, the Monitoring Team
believes, at least for now, the training DFPS investigators received is achieving the
desired results.
DFPS reports its investigators are to have completed APS Facility BSD 1 & 2, or MH &MR
Investigations ILSD and ILASD depending on their date of hire. While not required it
appears many investigators also take a class titled “MH&MR Overview - APS Investigator
Role.” Completion of this class would demonstrate training in working with people with
developmental disabilities.
DFPS had nine investigators assigned to work DSSLC cases. The training records for
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these investigators were reviewed. Eight completed the requirements for investigations
training, and the investigator who had not was a new hire and had not as yet been
assigned any DSSLC cases.

DSSLC had eight staff designated as investigators. The training records for these staff
were reviewed. Three (38%) had completed the required training. The other five had
completed the required training with the exception of Root Cause Analysis (RCA). To
become compliant with this provision, the Facility will need to assure that the
investigators complete all training required by the Facility.

None of the staff designated as investigators had supervisory responsibilities that extend
beyond the Incident/Risk Management Department therefore they are unlikely to be in
the direct line of supervision of anyone subject to investigation.

(b) Provide for the cooperation of In its Plan of Improvement (POI) the DSSLC reported that it had achieved substantial Noncompliance
Facility staff with outside compliance with this component of this provision of the Settlement Agreement. The
entities that are conducting Monitoring Team does not concur.
investigations of abuse, neglect,
and exploitation. DSSLC policies CMGMT 01A Protection from Harm - Abuse, Neglect, and Exploitation

(7/30/10) and CMGMT 01B Incident Management (7/30/10) are intended to address
this component of the SA. The Monitoring Team did not identify language in either policy
that addresses this component of the SA. An example of requirements that might be
appropriate in the DSSLC assurances section of the policies, or the state center
investigations section of the incident management policy might be:

1. Language that requires employees and agents to cooperate with DFPS
investigators so that they are afforded immediate access to all records and
evidence as necessary to conduct an investigation in a timely manner.

2. Language that requires administrative staff to assist in whatever way possible to
make employees and agents who are relevant to the investigation available in an
expeditious manner.

3. Language that makes it known that staff failure to cooperate with an
investigation will result in disciplinary action.

Despite the lack of a policy requirement the Monitoring Team did not find any instances
of lack of cooperation in its review of the 19 DFPS investigations in Sample D.1.

(c) Ensure that investigations are In its Plan of Improvement (POI) the DSSLC reported that it had achieved substantial Substantial
coordinated with any compliance with this component of this provision of the Settlement Agreement. The compliance
investigations completed by law | Monitoring Team concurs.
enforcement agencies so as not
to interfere with such DSSLC policies CMGMT 01A Protection from Harm - Abuse, Neglect, and Exploitation
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investigations.

(7/30/10) and CMGMT 01B Incident Management (7/30/10) are intended to address
this component of the SA.

The Memorandum of Understanding, dated 5/28/10, provided for interagency
cooperation in the investigation of abuse, neglect and exploitation. This MOU superseded
all other agreements. In the MOU, “the Parties agree to share expertise and assist each
other when requested.” The signatories to the MOU included the Health and Human
Services Commission, the Department on Aging and Disability Services, the Department
of State Health Services, the Department of Family and Protective Services, the Office of
the Independent Ombudsman for State Supported Living Centers, and the Office of the
Inspector General. DADS Policy #002.2 stipulated that, after reporting an incident to the
appropriate law enforcement agency, the “Director or designee will abide by all
instructions given by the law enforcement agency.”

Based on a review of the investigations completed by DFPS and the Facility, the following
was found:
* In190f19 (100%) investigation records from DFPS (Sample D.1) no evidence of
interference by one agency or the other was identified.

Of the six investigation records from the Facility (Samples D.2.), none had been referred
to law enforcement agencies. All were serious injuries where there was no suspicion of
abuse or neglect, and therefore would not be reported to DFPS or law enforcement

(d) Provide for the safeguarding of
evidence.

In its Plan of Improvement (POI) the DSSLC reported that it had not as yet achieved
substantial compliance with this component of this provision of the Settlement
Agreement. The Monitoring Team does not concur.

DSSLC policies CMGMT 01A Protection from Harm - Abuse, Neglect, and Exploitation
(7/30/10) and CMGMT 01B Incident Management (7/30/10) are intended to address
this component of the SA.

While on site, the Monitoring Team observed the area the Facility uses for safeguarding
evidence as well as actual evidence secured in a locked file cabinet in the locked office of
the Incident Manager’s office. Based on a review of the investigations completed by DFPS
(Sample D.1) and the Facility (Sample D.2) any evidence that needed to be safeguarded
was.

Substantial
compliance

(e) Require that each investigation
of a serious incident commence
within 24 hours or sooner, if
necessary, of the incident being

In its Plan of Improvement (POI) the DSSLC reported that it had achieved substantial
compliance with this component of this provision of the Settlement Agreement. The
Monitoring Team does not concur.

Noncompliance
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reported; be completed within
10 calendar days of the incident
being reported unless, because
of extraordinary circumstances,
the Facility Superintendent or
Adult Protective Services
Supervisor, as applicable, grants
a written extension; and result
in a written report, including a
summary of the investigation,
findings and, as appropriate,
recommendations for
corrective action.

DSSLC policies CMGMT 01A Protection from Harm - Abuse, Neglect, and Exploitation
(7/30/10) and CMGMT 01B Incident Management (7/30/10) are intended to address
this component of the SA.

CMGMT 01B Incident Management policy requires that investigations commence within
24 hours or sooner, if necessary. The policy contains additional requirements that, if
followed, address this component of the SA.

To determine compliance with this requirement of the Settlement Agreement, samples of
investigations conducted by DFPS (Sample D.1) and the Facility (Sample D.2) were
reviewed. The results of these reviews are discussed in detail below, and the findings
related to the DFPS investigations and the Facility investigations are discussed
separately.

DFPS Investigations (Sample D.1)

The following summarizes the results of the review of DFPS investigations:

Eleven of 19 (58%) commenced within 24 hours or sooner, if necessary. This was
determined by reviewing information, if any, included in the investigative report that
described the steps taken to determine the priority of investigation tasks, as well as any
documentation provided regarding any substantive investigatory tasks that were
undertaken within 24 hours of DFPS being notified of the allegation. The following were
the investigations for which adequate investigatory process did not occur within the first
24 hours or sooner:

1. Investigation 38278844 was reported to DFPS at 12:40pm on 10/11/10. The
initial face-to-face interview with the alleged victim did not occur until
10/13/10 at 1:25pm. No additional documentation of other substantive
investigatory activities occurring within 24 hours of the report was provided.

2. Investigation 38118497 was reported to DFPS at 10:49am on 9/26/10. The
initial face-to-face interview with the alleged victim did not occur until 9/28/10
at 11:05am. The individual is nonverbal and was unable to provide the
investigator with any information. The DFPS investigator conducted a phone
interview with the video surveillance monitor on 9/27/10 at 11:30am.
Interviews of other staff did not begin until 9/30/10. No additional
documentation of other substantive investigatory activities occurring within 24
hours of the report was provided.

3. Investigation 38521292 was reported to DFPS at 5:47pm on 1/8/11. The initial
face-to-face interview with the alleged victim wason 1/10/11 at 3:30pm. No
additional documentation of other substantive investigatory activities occurring
within 24 hours of the report was provided.

4. Investigation 38521049 was reported to DFPS at 1:32pm on 1/8/11. The initial

Denton State Supported Living Center, June 23,2011

63




Provision

Assessment of Status

Compliance

face-to-face interview with the alleged victim was on 1/10/11 at 11:30am. The
alleged victim was nonverbal and unable to provide information; therefore, no
information to begin an investigation was gathered. No additional
documentation of other substantive investigatory activities occurring within 24
hours of the report was provided.

Investigation 38298061 was reported to DFPS at 1:29pm on 10/18/10. The
initial face-to-face interview with the alleged victim was attempted on 10/19/10
at 11:15am. The alleged victim was unavailable. A second interview was
attempted later in the day and a third the next day. In each case the alleged
victim was unavailable. On 10/21/10 at 10:00am an interview occurred with
staff. Presumably, this interview could have been initiated earlier in the process,
which would have prevented the delay in the initiation of the investigation. No
additional documentation of other substantive investigatory activities occurring
within 24 hours of the report was provided.

Investigation 38477148 was reported to DFPS at 1:16pm on 12/12/10. The
initial face-to-face interview with the alleged victim was on 12/14/10 at
12:55pm. No additional documentation of other substantive investigatory
activities occurring within 24 hours of the report was provided.

Investigation 38467706 was reported to DFPS at 5:34pm on 12/3/10. The initial
face-to-face interview with the alleged victim was on 12/6/10 at 1:10pm. No
additional documentation of other substantive investigatory activities occurring
within 24 hours of the report was provided.

Investigation 38409442 was reported to DFPS at 10:51am on 11/17/10. The
initial face-to-face interview with the alleged victim was on 11/19/10 at
10:45am. No additional documentation of other substantive investigatory
activities occurring within 24 hours of the report was provided.

Fifteen of the 19 investigations (79%) were completed within 10 calendar days of the
incident.

For the four that were not completed within 10 days, two (50%) case files
contained the Adult Protective Services Extension Request Form (38324307 and
38480089). In one case the investigation was completed within the timeframe
allowed by the extension request. In the other case (38480089) the investigation
was not completed within the timeframe allowed by the extension and no other
extension form was provided to the Monitoring Team. Neither extension form
adequately documented the “extraordinary circumstances” that made an
extension necessary. In one case “new witnesses identified” was checked on the
form. In the other case “witnesses need to be re-interviewed” was checked on
the form. The Monitoring Team does not believe either of these circumstances
represents extraordinary circumstances. Both are usual and customary
components of a thorough and complete investigation and would be expected to
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occur within the timeframe called for in the SA.

e Nineteen (100%) resulted in a written report that included a summary of the
investigation findings. The quality of the summary and the adequacy of the basis
for the investigation findings are discussed below with regard to Section D.3.f of
the Settlement Agreement.

e Insix of the investigations reviewed, DFPS concerns and recommendations for
corrective action were included. In all six the recommendations were
appropriate to address issues identified by the DFPS investigator.

Facility Investigations (Sample D.2.a)
The following summarizes the results of the review of Facility investigations of serious
injuries:

Six of six (100%) commenced within 24 hours or sooner, if necessary. This was
determined by reviewing the UIR and determining the time of the first entry indicating
any on site work activity by a facility investigator.

Five of six (83%) were completed within 10 calendar days of the incident, including sign-
off by the supervisor. The investigation for UIR 107 involved a serious injury on 1/3/11.
The investigation was not completed until 1/18/11.

Six of six (100%) resulted in a written report that included a summary of the
investigation findings. The quality of the summary and the adequacy of the basis for the
investigation findings are discussed below with regard to Section D.3.f of the Settlement
Agreement.

In all six of the investigations reviewed, recommendations for corrective action were
included. In all six of the investigations (100%), the recommendations appeared
adequate to address the findings of the investigation.

(f) Require that the contents of the | Inits Plan of Improvement (POI) the DSSLC reported that it had achieved substantial Substantial
report of the investigation of a compliance with this component of this provision of the Settlement Agreement. The compliance
serious incident shall be Monitoring Team concurs.
sufficient to provide a clear
basis for its conclusion. The DSSLC policies CMGMT 01A Protection from Harm - Abuse, Neglect, and Exploitation
report shall set forth explicitly (7/30/10) and CMGMT 01B Incident Management (7/30/10) are intended to address
and separately, in a this component of the SA.
standardized format: each
serious incident or allegation of | The contents of the investigation reports reviewed were sufficient to provide a clear
wrongdoing; the name(s) of all | basis for its conclusion and the reports utilized a standardized format that sets forth
witnesses; the name(s) of all explicitly and separately:
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alleged victims and e Each serious incident or allegations of wrongdoing;
perpetrators; the names of all e The name(s) of all witnesses;
persons interviewed during the e The name(s) of all alleged victims and perpetrators;
investigation; for each person e The names of all persons interviewed during the investigation;
interviewed, an accurate e For each person interviewed, an accurate summary of topics discussed, a
summary of topics discussed, a recording of the witness interview or a summary of questions posed, and a
recording of the witness summary of material statements made;
interview or a summary of e All documents reviewed during the investigation;
questions posed, and a « All sources of evidence considered, including previous investigations of serious
summary of material incidents involving the alleged victim(s) and perpetrator(s) known to the
statements made; all investigating agency;
documents reviewed during the e The investigator's findings; and
investigation; all sources of e The investigator's reasons for his/her conclusions.
evidence considered, including
previous investigations of To determine compliance with this requirement of the Settlement Agreement, samples of
serious incidents involving the investigations conducted by DFPS (Sample D.1) and the Facility (Sample D.2) were
alleged victim(s) and reviewed. The results of these reviews are discussed in detail below, and the findings
perpetrator(s) known to the related to the DFPS investigations and the Facility investigations are discussed
investigating agency; the separately.
investigator's findings; and the
investigator's reasons for DFPS Investigations
his/her conclusions. The following summarizes the results of the review of DFPS investigations:
e In19 of 19 investigations reviewed (100%), the contents of the investigation
report were sufficient to provide a clear basis for its conclusion.
e Thereport utilized a standardized format that set forth explicitly and separately

0 In 19 (100%), each serious incident or allegations of wrongdoing;

0 In19 (100%), the name(s) of all witnesses;

0 In19 (100%), the name(s) of all alleged victims and perpetrators;

0 In 19 (100%), the names of all persons interviewed during the
investigation;

0 In19 (100%), for each person interviewed, a summary of topics
discussed, a recording of the witness interview or a summary of
questions posed, and a summary of material statements made;

0 In 19 (100%), all documents reviewed during the investigation;

0 In 19 (100%), all sources of evidence considered, including previous
investigations of serious incidents involving the alleged victim(s) and
perpetrator(s) known to the investigating agency;

0 In 19 (100%), the investigator's findings; and

0 In 19 (100%), the investigator's reasons for his/her conclusions.
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Facility Investigations

The following summarizes the results of the review of Facility investigations:

o Insix of six investigations reviewed (100%), the contents of the investigation
report were sufficient to provide a clear basis for its conclusion.

e Thereport utilized a standardized format that set forth explicitly and separately

0 Insix (100%), each serious incident or allegations of wrongdoing;

0 Insix (100%), the name(s) of all witnesses;

0 Insix (100%), the name(s) of all alleged victims and perpetrators;

0 Insix (100%), the names of all persons interviewed during the
investigation;

In six (100%), for each person interviewed, a summary of topics

discussed, a recording of the witness interview or a summary of

questions posed, and a summary of material statements made;

0 Insix (100%), all documents reviewed during the investigation;

0 Insix (100%), all sources of evidence considered, including previous
investigations of serious incidents involving the alleged victim(s) and
perpetrator(s) known to the investigating agency

0 Insix (100%), the investigator's findings; and

0 Insix (100%), the investigator's reasons for his/her conclusions.

o

(g) Require that the written report, | In its Plan of Improvement (POI) the DSSLC reported that it had achieved substantial Noncompliance
together with any other compliance with this component of this provision of the Settlement Agreement. The
relevant documentation, shall Monitoring Team does not concur.
be reviewed by staff
supervising investigations to DSSLC policy CMGMT 01B Incident Management (7/30/10) is intended to address this
ensure that the investigationis | component of the SA.
thorough and complete and that
the report is accurate, complete | Based on review of this policy it requires that staff supervising the investigations review
and coherent. Any deficiencies | each report and other relevant documentation to ensure that: 1) the investigation is
or areas of further inquiry in complete; and 2) the report is accurate, complete and coherent. The policy also requires
the investigation and/or report | that any further inquiries or deficiencies be addressed promptly.
shall be addressed promptly.
To determine compliance with this requirement of the Settlement Agreement, samples of
investigations conducted by DFPS (Sample D.1) and the Facility (Sample D.2) were
reviewed. The results of these reviews are discussed below, and the findings related to
the DFPS investigations and the Facility investigations are discussed separately.
DFPS Investigations
The following summarizes the results of the review of DFPS investigations:
67
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e Ten of the 19 (53%) case files reviewed contained evidence that the DFPS
supervisor had conducted a review of the investigation report. Those that did
not were: 38118497, 38324307, 38587928, 38298061, 38468790, 38409442,
38323204, 38305750, and 38273576.

e Inall 19 case files, there was evidence that the DSSLC Incident Manager
Coordinator had conducted a review of the investigation report and that any
concerns had been reported back to DFPS to correct deficiencies or complete
further inquiry.

Facility Investigations
The following summarizes the results of the review of Facility investigations:
« Inall six investigation files reviewed there was evidence that the supervisor had
conducted a review of the investigation report.
o Inall six, there was evidence that the review had resulted in changes being made
to correct deficiencies or complete further inquiry.

(h) Require that each Facility shall
also prepare a written report,
subject to the provisions of
subparagraph g, for each
unusual incident.

In its Plan of Improvement (POI) the DSSLC reported that it had achieved substantial
compliance with this component of this provision of the Settlement Agreement. The
Monitoring Team concurs.

DSSLC policies CMGMT 01A Protection from Harm - Abuse, Neglect, and Exploitation
(7/30/10) and CMGMT 01B Incident Management (7/30/10) are intended to address
this component of the SA.

DSSLC uses a form ” DSSLC Incident Management Team Review for Incident
Investigations and Related Follow-up Action” that documents review of each DFPS
investigation report, any issues they may have with the report and follow-up action with
DFPS, and concerns either DFPS had identified in the report or the review group
identified that require follow-up action on by the Facility. This report becomes part of the
official file for each particular incident.

In addition, there was an informal review process where the Facility Director and
Incident Management Coordinator reviewed each DFPS case independently and more in
depth than what occurs at the IMRT meeting. Depending on the case, other executive
level staff may also be asked to review the DFPS report. DSSLC would be well served to
formalize this process to ensure a small number of senior managers serve as a review
group for DFPS case reports. This is probably necessary because the IMRT is a large
group which gives attention each day to a large number of issues and relies primarily on
verbal representations from the IMC when reviewing DFPS case reports.

Substantial
compliance

(i) Require that whenever

In its Plan of Improvement (POI) the DSSLC reported that it had not as yet achieved

Noncompliance
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disciplinary or programmatic substantial compliance with this component of this provision of the Settlement
action is necessary to correct Agreement. The Monitoring Team concurs.
the situation and/or prevent
recurrence, the Facility shall DSSLC policy CMGMT 01B Incident Management (7/30/10) is intended to address this
implement such action component of the SA. This policy requires disciplinary or programmatic action necessary
promptly and thoroughly, and to correct a situation and/or prevent recurrence to be taken promptly and thoroughly.
track and document such
actions and the corresponding The Facility had a system in place for tracking and documenting such actions. The part of
outcomes. the system that tracks disciplinary action was clear and effective. The part of the system

that tracks programmatic action did not appear to be as effective. It was not clear to the
Monitoring Team that programmatic actions had expected corresponding outcomes, and
that those that did had the expected outcomes tracked. For example, an expected action
is often something like “have the PST review this.” The outcome that is tracked is
typically whether or not the PST met as directed rather than whether they did anything
to address the situation and whether or not what they did was effective. The IMC’s office
is responsible for this tracking and at least in summary form much of these data are
reviewed through the incident management review process that is supported primarily
by daily unit meetings and the facility-wide daily IMRT meetings. IMRT agendas and
minutes generally record and track intended actions until their completion and the
expected outcome occurs. In order to achieve compliance with this component the
Facility needs to improve the organization of its tracking systems and improve its
reporting of outcomes.

Case files reviewed by the Monitoring Team included copies of all relevant disciplinary
action taken in response to investigation findings.

(j) Require that records of the In its Plan of Improvement (POI) the DSSLC reported that it had achieved substantial Substantial
results of every investigation compliance with this component of this provision of the Settlement Agreement. The compliance
shall be maintained in a manner | Monitoring Team concurs.
that permits investigators and
other appropriate personnel to | DSSLC policies CMGMT 01A Protection from Harm - Abuse, Neglect, and Exploitation
easily access every (7/30/10) and CMGMT 01B Incident Management (7/30/10) are intended to address
investigation involving a this component of the SA.
particular staff member or
individual. This policy requires the maintenance of investigation files to be easily accessible and to

enable an investigator to quickly identify individuals and staff who have been the subject
of prior investigations. A database was maintained to facilitate this process and file
storage in the IMC'’s office was organized and up-to-date.
The Monitoring Team did not probe whether DFPS had a similar process by which it can
quickly access prior history of alleged perpetrators and alleged victims and will need to
69
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do so in the next review.

D4

Commencing within six months of
the Effective Date hereof and with
full implementation within one year,
each Facility shall have a system to
allow the tracking and trending of
unusual incidents and investigation
results. Trends shall be tracked by
the categories of: type of incident;
staff alleged to have caused the
incident; individuals directly
involved; location of incident; date
and time of incident; cause(s) of
incident; and outcome of
investigation.

In its Plan of Improvement (POI) the DSSLC reported that it had achieved substantial
compliance with this provision of the Settlement Agreement. The Monitoring Team does
not concur.

DSSLC policies CMGMT 01A Protection from Harm - Abuse, Neglect, and Exploitation
(7/30/10) and CMGMT 01B Incident Management (7/30/10) are intended to address
this component of the SA.

DSSLC produces a monthly Allegations Trend Report and a monthly Unusual Incidents
Trend Report. In addition to displaying data for the current report month all data should
be displayed for at least a rolling 12 month period in order to detect trends. The data
presented in the DSSLC reports do not delineate abuse incidents separate from neglect or
exploitation. There is one category for “DFPS cases”. Similarly, the outcomes of
investigations are not delineated between abuse, neglect, and exploitation.

Current month data on the report includes identification of type of incident; staff alleged
to have caused the incident; individuals directly involved; location of incident; date and
time of incident; cause(s) of incident; and outcome of investigations. This provides a
good snapshot of the current month; however, these data are not trended over time, such
as arolling 12 month period. The Monitoring Team believes they must be in order to
achieve compliance with this provision of the SA and to provide the Facility with
information it needs to identify issues to address so as to improve safety and services.
More detailed data collection is needed to facilitate analysis. For example, DSSLC has one
living area which the Monitoring Team’s longitudinal data analysis shows was clearly an
outlier in several key areas such as allegations, peer to peer injuries, restraint use in
general, and restraint use because of aggression to staff in particular. None of the
analysis presented on the Trend Reports identified this. This would be an example of
how refined data analysis can pinpoint specific issues needing priority attention.

The DSSLC has had a Quality Assurance/Quality Improvement Council in place for
several months. The Monitoring Team observed a meeting of this group during the
review. A report is prepared for presentation at the meeting that includes quantitative
monitoring data on several provisions of the SA. This work is organized so each provision
of the SA is reviewed quarterly by the QA/QA Council. The Facility had also identified a
set of key indicators it believes it should use to track organizational performance over
time. Data regarding the key indicators is also reviewed in the QA/QI Council. These
reports were presented at the meeting and there was some discussion in some areas,
primarily “question and answer” dialogue rather than more substantive “how do we
improve” dialogue. As this QA/QI process matures it will be important that it generate

Noncompliance
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process improvements within the organization.
D5 | Before permitting a staff person In its Plan of Improvement (POI) the DSSLC reported that it had achieved substantial Substantial
(whether full-time or part-time, compliance with this provision of the Settlement Agreement. The Monitoring Team compliance

temporary or permanent) or a
person who volunteers on more
than five occasions within one
calendar year to work directly with
any individual, each Facility shall
investigate, or require the
investigation of, the staff person’s or
volunteer’s criminal history and
factors such as a history of
perpetrated abuse, neglect or
exploitation. Facility staff shall
directly supervise volunteers for
whom an investigation has not been
completed when they are working
directly with individuals living at
the Facility. The Facility shall ensure
that nothing from that investigation
indicates that the staff person or
volunteer would pose a risk of harm
to individuals at the Facility.

concurs.

DSSLC policies CMGMT 01A Protection from Harm - Abuse, Neglect, and Exploitation
(7/30/10) and CMGMT 01B Incident Management (7/30/10) are intended to address
this component of the SA.

By statute and by policy, all State Supported Living Centers were authorized and
required to conduct the following checks on an applicant considered for employment:
criminal background check through the Texas Department of Public Safety (for Texas
offenses) and an FBI fingerprint check (for offenses outside of Texas); Employee
Misconduct Registry check; Nurse Aide Registry Check; Client Abuse and Neglect
Reporting System; and Drug Testing. Current employees who applied for a position at a
different State Supported Living Center, and former employees who re-applied for a
position also had to undergo these background checks.

In concert with the State Office, the Director had implemented a procedure to track the
investigation of the backgrounds of Facility employees and volunteers. Documentation
was provided to verify that each employee and volunteer was screened for any criminal
history. A random sample of 25 employees confirmed that their background checks were
completed.

Background checks were conducted on new employees prior to orientation. Portions of
these background checks were completed annually for all employees. Current employees
were subject to annual fingerprint checks during the month of October, 2010. Once the
fingerprints were entered into the system, the Facility received a “rap-back” that
provided any updated information. The registry checks were conducted annually by
comparison of the employee database with that of the Registry.

Similar checks were done for a sample of volunteer records reviewed by the monitoring
team.

Recommendations: The following recommendations are offered for consideration by the State and the Facility:
Not all requirements of the SA are reflected in DSSLC policies that govern abuse, neglect, exploitation, and incident management. This needs to be

1.

2.

corrected.

DSSLC needs to modify its Trend Analysis Report to reflect specific data elements on type of allegations and disposition by type not just for the
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current month but over time as occurs with other data elements in the report.

3. DSSLC needs to modify its Trend Analysis Report to report data elements longitudinally.

4. Staff needs additional training on abuse and neglect policy and procedure.

5. The Facility should ensure that statements confirming new employees are aware of their obligation to report abuse, neglect, and exploitation are
each signed prior to the date each individual begins working in a direct contact position.

6. The Facility needs to improve the organization of its tracking systems and improve its reporting of outcomes.

The following are offered as additional suggestions to the facility:
1. DSSLC would be well served to formalize a process to ensure a small number of senior managers serve as a review group for DFPS case reports.
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SECTION E: Quality Assurance

Commencing within six months of the
Effective Date hereof and with full
implementation within three years, each
Facility shall develop, or revise, and
implement quality assurance procedures
that enable the Facility to comply fully
with this Agreement and that timely and
adequately detect problems with the
provision of adequate protections,
services and supports, to ensure that
appropriate corrective steps are
implemented consistent with current,
generally accepted professional
standards of care, as set forth below:

Steps Taken to Assess Compliance:

Documents Reviewed:

DSSLC Plan of Improvement 3/15/11

DSSLC Section E Presentation Book

DADS Policy 003-Quality Enhancement

DSSLC Policy CMGMT-15 Quality Enhancement Process, dated 1/5/10

DSSLC Draft QA Plan (undated)

DSSLC Policy C&C-02 Quality Assurance/Quality Improvement Council 9/29/10

Quality Assurance/Quality Improvement Council Meeting: Data Analysis Report1/6/11,1/20/11,

2/17/11,and 3/31/11

8. Quality Assurance/Quality Improvement Council meeting minutes 10/21/10,11/18/10,1/6/11,
1/20/11,2/17/11,and 3/31/11

9. Monitoring tools and guidelines for each provision of the SA (various dates)

10. Allegations Trend Report 2/28/11

11. Unusual Incidents Trend Report 2/28/11

12. Restraint Trend Report 2/28/11

People Interviewed:

1. Lori Powell, Director of Quality Assurance

2. Frank Padia, Director of Program Coordination

3. Deb Salsman, Director of Incident Management

4. Jeron Dotson, Incident Management Coordinator

5. Sheila Carpenter, SA Coordinator

M

1

2

Nk wh =

eetings Attended/Observations:
Incident Management Review Team (IMRT) 3/28/11
Quality Assurance/Quality Improvement Council (QA/QA Council) meeting 3/31/11

Facility Self-Assessment: In its POI the DSSLC reported that it is not yet in compliance with any of the five
provisions of Section E of the SA. The monitoring team concurs.

The POI reported that systems are in place that will lead to compliance in all five provisions but they all are
in need of continued improvement, refinement, and consistent application. From its review the Monitoring
Team was able to determine that QA systems are in place and are in various stages of development,
refinement, and maturation.

The Facility continues to make progress in the development of a QA process that will measure ongoing
compliance with the requirements of the SA. A Quality Assurance Plan has not been formalized but the shell
reviewed during the last monitoring visit has been expanded and refined. Compliance Reports are routinely
prepared and include data that is more representative over time. The workgroups the Facility had
established for continued development of operational plans to achieve SA compliance include the
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development of a QA component for each provision.

Summary of Monitor’s Assessment:

The Facility continues to make progress in the development of a QA process that is intended to measure
ongoing compliance with the requirements of the SA. A Quality Assurance Plan had not been formalized but
the shell reviewed during the last monitoring visit had been expanded and refined. Compliance Reports
were routinely prepared and included data that were more representative over time. These compliance
reports were based on data developed from monitoring tools. A database for the monitoring data had been
developed which will facilitate analysis and trends.

The workgroups the Facility had established for continued development of operational plans to achieve SA
compliance included the development of a QA component for each provision. The Facility had also
developed a set of key indicators it used to measure organizational performance. These included overall fill
(staff) rates, overall turnover (staff) rates, deaths, deaths from pneumonia, rates of aspiration pneumonia,
restraint trends, budget variances, engagement (active treatment) rates, engagement rates by living area,
serious injuries, no-serious injuries, abuse/neglect/exploitation confirmations, medication errors, oral
hygiene, environmental conditions, community referrals, community placements, and training program
compliance. This represents good first attempts at setting up metrics from which organizational
performance (and SA compliance) can be measured. A word of caution is in order. The data, particularly
observational data, need to accurately reflect performance. For example, engagement data presented to the
QA/QI Council reported an 80% or higher level of performance over the last several months. Two members
of the Monitoring Team conducted observations and found the engagement level much lower.

The QA director presented the Monitoring Team with a set of self-monitoring tools that corresponded to
many of the provisions of the Settlement Agreement. Each tool consisted of a set of checklist-type items
and had an attached set of instructions for completing each item of the tool. These tools were designed to
be used at all of the SSLCs, were generated by DADS central office, and were based upon a set of tools
originally used by the Monitoring Teams and developed in 2009. Some tools were slightly modified by
DSSLC and the Facility had created a compliance database to record monitoring findings and assess
progress over time. At the time of this onsite review, there were tools for 15 of the 20 provisions of the
Settlement Agreement. Most provisions had one tool; there were 12 for nursing care and three for most
integrated setting practices. Tools were going to be created for the other five provisions. With the
exception of minor modifications made by the Facility, these tools used were the Monitoring Team’s
original tools. It was good to see that tools had been standardized for use by all the SSLCs and that they
were based on the Monitoring Teams’ original tools. The Monitoring Team, however, recommends that the
Facility and state work with the Monitoring Teams to review and update the state-created tools so that they
are based upon the most recent findings and activities of the Monitoring Teams.

Provision

Assessment of Status Compliance

El

Track data with sufficient

In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved Noncompliance
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Provision

Assessment of Status

Compliance

particularity to identify trends
across, among, within and/or
regarding: program areas; living
units; work shifts; protections,
supports and services; areas of care;
individual staff; and/or individuals
receiving services and supports.

substantial compliance with this provision of the Settlement Agreement. The Monitoring
Team concurs.

The Facility continued to make progress in the development of a QA process that is
intended to measure ongoing compliance with the requirements of the SA. A Quality
Assurance Plan has not been formalized but the shell reviewed during the last
monitoring visit has been expanded and refined. Compliance Reports are routinely
prepared and include data that is more representative over time. These compliance
reports are based on data reported from various staff that uses the monitoring tools. A
data base for the monitoring data has been developed which will facilitate analysis and
trends.

The Facility had established workgroups for each section of the SA. They are to continue
developing operational plans to achieve SA compliance. They are also responsible for the
development of a QA component for each provision.

The DSSLC has had a Quality Assurance/Quality Improvement Council in place for
several months. The Monitoring Team observed a meeting of this group during the
review. A report is prepared for presentation at the meeting that includes quantitative
monitoring data on several provisions of the SA. This work is organized so each provision
of the SA is reviewed quarterly by the QA/QA Council. The Facility had also identified a
set of key indicators it believes it should use to track organizational performance over
time. Data regarding the key indicators is also reviewed in the QA/QI Council. These
include: overall fill (staff) rates, overall turnover (staff) rates, deaths, deaths from
pneumonia, rates of aspiration pneumonia, restraint trends, budget variances,
engagement (active treatment) rates, engagement rates by living area, serious injuries,
no-serious injuries, abuse/neglect/exploitation confirmations, medication errors, oral
hygiene, environmental conditions, community referrals, community placements, and
training program compliance. This represents good first attempts at setting up metrics
from which organizational performance (and SA compliance) can be measured.

These reports were presented at the meeting and there was some discussion in some
areas, primarily “question and answer” dialogue rather than more substantive “how do
we improve” dialogue. As this QA/QI process matures it will be important that it
generate process improvements within the organization.

A word of caution is in order. The data, particularly observational data, need to
accurately reflect performance. For example, engagement data presented to the QA/QI
Council reported an 80% or higher level of performance over the last several months.
Two members of the Monitoring Team conducted observations and found the
engagement level much lower.
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Provision

Assessment of Status

Compliance

DSSLC produced a monthly Allegations Trend Report, a monthly Unusual Incidents Trend
Report, and a monthly Restraint Trend Analysis. These reports contained most of the
required elements required by the SA for the current report month. Only a limited data
set was displayed for a rolling 12 month period, limiting its utility in trend analysis. Most,
if not all, data elements should include longitudinal tracking. An example of the value of
longitudinal tracking was reported in the finding for Provision D4. DSSLC has one living
area which from the Monitoring Team’s longitudinal data analysis shows is clearly an
outlier in several key areas such as allegations, peer to peer injuries, restraint use in
general, and restraint use because of aggression to staff in particular. The Facility did not
identify this issue. This would be an example of how refined data analysis can pinpoint
specific issues needing priority attention.

A significant oversight in the data presented in the DSSLC reports was identified by the
Monitoring Team. The reports did not delineate abuse incidents separate from neglect or
exploitation. There was one category for “DFPS cases.” Similarly, the outcomes of
investigations were not delineated between abuse, neglect, and exploitation.

Current month data on the report included identification of type of incident; staff alleged
to have caused the incident; individuals directly involved; location of incident; date and
time of incident; cause(s) of incident; and outcome of investigations. This provided a
good snapshot of the current month; however, these data were not trended over time,
such as a rolling 12 month period. The Monitoring Team believes they must be in order
to achieve compliance with this provision of the SA and to provide the Facility with
information it needs to identify issues to address so as to improve safety and services..

The other trend reports generated by the DSSLC were similarly deficient in presenting
rolling 12-month data, which limits their usefulness in fully analyzing trends and
targeting administrative and programmatic actions that may be needed to address
particular issues, especially systemic issues, in particular locations, at particular times, or
with particular staff and individuals.

Data presented in these reports included both an overall percentage of items on the
monitoring tool in compliance by month over several months and a breakdown of a few
items presented only for the current month. There was no way, other than to view the
reports from several months individually, to determine whether those measures of
specific items were showing improvement or not. The minutes of the QA/QI Council
meeting of 3/31/11 reported that one item, which had scored below 80%, was
improving, but data over several months did not confirm the improvement.

Per interview, it was determined that the DSSLC did not as yet have a fully organized and
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Provision

Assessment of Status

Compliance

operational system for the development, implementation, and tracking of corrective
action plans. There were elements in place, such as the follow-up tracking the Incident
Management Coordinator did with respect to investigations, the corrective action notices
and follow up performed by the Unified Records Coordinator and noted in the findings
for Provision V3, and some activity initiated by the Psychology Department and Nursing
Department with respect to QA activity they undertake. While this represents some
beginning activity the more comprehensive system of corrective action planning
contemplated in the SA lies ahead.

E2

Analyze data regularly and,
whenever appropriate, require the
development and implementation of
corrective action plans to address
problems identified through the
quality assurance process. Such
plans shall identify: the actions that
need to be taken to remedy and/or
prevent the recurrence of problems;
the anticipated outcome of each
action step; the person(s)
responsible; and the time frame in
which each action step must occur.

In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved
substantial compliance with this provision of the Settlement Agreement. The Monitoring
Team concurs.

DADS Policy 003- Quality Enhancement was reviewed and it was consistent with the
requirements of the Settlement Agreement (SA).

Denton SSLC Policy CMGMT-15 Quality Enhancement Process, dated 1/5/10 guides the
Facility’s quality assurance processes. Section I-D of the policy describes data collection
requirements. The POI reported this policy is under review to ensure it includes all
necessary components to comply with DADS policy.

Per interview, it was determined that the DSSLC does not as yet have a fully organized
and operational system for the development, implementation, and tracking of corrective
action plans. There are elements in place, such as the follow-up tracking the Incident
Management Coordinator does with respect to investigations, the corrective action
notices and follow up performed by the Unified Records Coordinator, and some activity
initiated by the Psychology Department and Nursing Department with respect to QA
activity they undertake. While this represents some beginning activity the more
comprehensive system of corrective action planning contemplated in the SA lies ahead.

The Facility held daily DSSLC Incident Management Review Team (IMRT) and daily unit
meetings. Allegations and incidents, restraint, medical issues, and environmental
concerns were reviewed at these meetings. These meetings were a good basis for further
review and analysis of individual issues and could also serve as an additional point for
review of system-wide data. The IMRT provided a forum from which action plans are
developed and tracked.

Most of the data reviewed by the QA/QI Council comes from the monitoring tools that are
used for each provision of the SA. Much of the variability in the monitoring tools,
including appearance, content, and frequency of use, sample size, and monitoring
assignments noted in the last compliance review had been corrected. There are still a

Noncompliance
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Provision

Assessment of Status

Compliance

number of features of this process that can best be characterized as “a work in progress”
and the facility administration recognizes they have just started a process of QA that will
take a considerable period of time to mature.

DSSLC made a significant improvement by creating guidelines for each of the monitoring
tools. This should facilitate greater consistency among those doing the monitoring.
Additionally, at least for some monitoring tools, the Facility had begun inter-rater
reliability checks, which should also improve, over time, the efficacy of data resulting
from use of the monitoring tools.

There are still several improvements needed in the overall design of the monitoring
system. Data items on the monitoring tools have not been weighted so in preparing
overall compliance reports the most critical data item counts the same as the most
mundane. Additional steps need to be taken to ensure monitors/reviewers who do not
have specific subject matter expertise have adequate training and support from someone
with specific subject matter expertise. Finally, some of the indicators on a tool may be
specifically designed for a team approach to monitoring. For example, some indicators
reference gathering information from other team members who have specific expertise.
Nevertheless, the work effort observed during this monitoring visit demonstrated
continued improvement in the development and implementation of a sound QA system.

For the Facility to be in compliance with this provision, a system will need to be in place
that identifies many components of protections, supports, and services. In addition to
collecting and reviewing monitoring data, making certain those data are reliable and
tracking corrective actions, the Facility will need to continue to refine its key indicators
and outcome measures. Simple analysis that “we’re trending up” or “we’re trending
down” is not sufficient. Data analysis also needs to be sufficiently robust to enable the
Facility to proactively identify homes, day/vocational programs, and/or departments
that require improvement, as well as identify an array of potential systemic issues
requiring attention.

All the efforts presently in place at DSSLC that track issues to their resolution need to be
identified and made part of one comprehensive system that enables leadership easily to
access performance reports.

E3

Disseminate corrective action plans
to all entities responsible for their
implementation.

In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved
substantial compliance with this provision of the Settlement Agreement. The Monitoring
Team concurs.

Per interview, it was determined that the DSSLC did not as yet have a fully organized and
operational system for the development, dissemination, implementation, and tracking of

Noncompliance
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Provision

Assessment of Status

Compliance

corrective action plans. There were elements in place, such as the follow-up tracking the
Incident Management Coordinator does with respect to investigations, the corrective
action notices and follow up performed by the Unified Records Coordinator, and some
activity initiated by the Psychology Department and Nursing Department with respect to
QA activity they undertake. While this represents some beginning activity the more
comprehensive system of corrective action planning, including dissemination of
corrective action plans, contemplated in the SA lies ahead.

Each provision of the SA had a work group established which initiates activity and
monitors compliance implementation and progress for their respective provision. The
POI reports that the chairperson of each work group will be expected to ensure this
provision is met.

Other than issues that are part of the regular IMRT meetings the Monitoring Team did
not identify any formal and comprehensive system of corrective action planning,
including dissemination of corrective action plans and monitoring of followup and
effectiveness of actions taken, during this review (with the exception of the
Recordkeeping audit corrective actions, which focused on individual records but had not
yet addressed systemwide trends). The Quality Assurance Director referred to the
system of corrective action planning as a work in progress. The Monitoring Team looks
forward to future reviews of this provision.

E4

Monitor and document corrective
action plans to ensure that they are
implemented fully and in a timely
manner, to meet the desired
outcome of remedying or reducing
the problems originally identified.

In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved
substantial compliance with this provision of the Settlement Agreement. The Monitoring
Team concurs.

Per interview, it was determined that the DSSLC did not as yet have a fully organized and
operational system for the development, implementation, and tracking of corrective
action plans. There were elements in place, such as the follow-up tracking the Incident
Management Coordinator does with respect to investigations, the corrective action
notices and follow up performed by the Unified Records Coordinator, and some activity
initiated by the Psychology Department and Nursing Department with respect to QA
activity they undertake. While this represents some beginning activity the more
comprehensive system of corrective action planning contemplated in the SA lies ahead.
For example, the Facility had developed a database that provided an at-a-glance picture
of the status of completion of corrective actions required as a result of audits of records.
The database, which would be useful in ensuring all corrective actions are completed, did
not provide information to track and trend the types of items requiring corrective action,
the individuals or disciplines responsible for making the corrections, or the timeliness of
corrections. Therefore, while useful for ensuring individual corrective actions are
completed, it would not lend itself to identifying and following up on systemic

Noncompliance
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# Provision

Assessment of Status

Compliance

corrections needed and made.

Other than issues that are part of the regular IMRT meetings the Monitoring Team did
not identify any formal and comprehensive system of corrective action planning during
this review (with the exception of the Recordkeeping audit corrective actions, which
focused on individual records but had not yet addressed systemwide trends). The Quality
Assurance Director referred to the system of corrective action planning as a work in
progress. The Monitoring Team looks forward to future reviews of this provision.

E5 | Modify corrective action plans, as
necessary, to ensure their
effectiveness.

In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved
substantial compliance with this provision of the Settlement Agreement. The Monitoring
Team concurs.

Per interview, it was determined that the DSSLC did not as yet have a fully organized and
operational system for the development, implementation, and tracking of corrective
action plans. There were elements in place, such as the follow-up tracking the Incident
Management Coordinator does with respect to investigations, the corrective action
notices and follow up performed by the Unified Records Coordinator, and some activity
initiated by the Psychology Department and Nursing Department with respect to QA
activity they undertake. While this represents some beginning activity the more
comprehensive system of corrective action planning contemplated in the SA lies ahead.

Other than issues that are part of the regular IMRT meetings the Monitoring Team did
not identify any formal and comprehensive system of corrective action planning during
this review (with the exception of the Recordkeeping audit corrective actions, which
focused on individual records but had not yet addressed systemwide trends). The Quality
Assurance Director referred to the system of corrective action planning as a work in
progress. The Monitoring Team looks forward to future reviews of this provision.

Noncompliance

Recommendations: The following recommendations are offered for consideration by the State and the Facility:

1. Continue efforts to develop the quality assurance plan, including refining key indicators and outcomes. Review and update the state-created tools
so that they are based upon the most recent findings and activities of the Monitoring Teams.

2. Expand the data reported in Trend Reports to display more longitudinal data and to appropriately delineate subcategories, such as type of abuse.

3. Ensure subject matter content experts are available to validate that DSSLC auditors/monitors using each tool have sufficient knowledge from which

to assess data items on each tool.

4. Develop a system of “weighting” data items on monitoring tools, where appropriate.

5. Use key indicators and outcome measures to proactively identify homes, day/vocational programs, and/or departments that require improvement,
as well as identify an array of potential systemic issues requiring attention.

6. Develop and define a system of corrective action planning that builds on work already underway
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SECTION F: Integrated
Protections, Services,
Treatments, and Supports

Each Facility shall implement an
integrated ISP for each individual that
ensures that individualized protections,
services, supports, and treatments are
provided, consistent with current,
generally accepted professional
standards of care, as set forth below:

Steps Taken to Assess Compliance:
Documents Reviewed:

1. DSSLC Plan of Improvement (POI), dated 3/15/11

2. DSSLC Section F Presentation Book (undated)

3. DADS Policy 004 Personal Support Plan Process 7/30/10

4. DSSLC Policy CMGT-12.01 Personal Support Planning Process 1/3/11

5. PSPs for Individuals #299, #503, #68, #197, #295, #432, #458, #579, #606, #621, #645, and #687

6. PSP meeting Monitoring Checklist for individuals # 293 (3/30/11), #299 (2/28/11), 742 (3/3/11),
#487 (3/23/11), #725 (11/9/10), #210 (11/15/10), #81 (1/25/11), #226 (2/3/11), #669 (2/8/11),
#691 (3/28/11) #772,and #713 (2/17/11)

7. PSP document auditing for Individuals #123, #311, #618, #763, #619, and #729

8. PSP Packet Tracking (undated)

9. PSP Assessments Tracking 3/30/11

10. PSP Attendance Tracking 1/11

11. PSP signature sheets for Individuals #295, #720, #8, #755, #606, #408, #565, #172, #366, #221, #13,

#307, #507, and #726
12. Personal Focus Assessments (PFA) for Individuals #37, #68, #121, #149, #197, #216, #222, #239,
#270, #293, #295, #317, #362, #383, #385, #395, #413, #432, #458, #530, #545, #579, #606, #645,
#687, #691, #730
13. Q Audit forms for Individuals #68, #587
People Interviewed:
1. Lori Powell, Director of Quality Assurance
2. Frank Padia, Director of Program Coordination
3. Randy Spence, Director of Behavioral Services
4. Elaine Davis. Director of Training and Development
5. Dora Tillis, Assistant Director of Programs
6. Sheila Carpenter, SA Coordinator
7. Ken Horstman, Director of Residential Services
Meetings Attended/Observations:
1. Incident Management Review Team (IMRT) 3/28/11
2. Restraint Reduction Committee 3/30/11
3. Quality Assurance/Quality Improvement Council (QA/QA Council) meeting 3/31/11
4. PSP Meeting for Individuals #691, #772, and #293
5. Personal Focus Assessment meeting for Individuals #557 and #572

Facility Self-Assessment: In its Plan of Improvement (POI) the DSSLC reported that it had not yet
achieved substantial compliance any of the provisions of this section of the Settlement Agreement. The
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Monitoring Team concurs.

The facility recently (1/3/11) updated its policy on PSP planning and has improved some aspects of the
PSP process. Many of the things noted by the Monitoring Team as an improved practice were situational
and not observed in enough instances and implemented with enough consistency to conclude that
generalized improvement throughout the facility had occurred.

Summary of Monitor’s Assessment: Interdisciplinary planning is more than the development of an
annual plan at an annual meeting that involves reports from several disciplines. It requires integrated
decision-making in which the information provided by several disciplines serves as the basis for discussion
by all members of the interdisciplinary team. It also involves integrated discussion and decision-making
whenever decisions about treatment and care are being made. Although the structure of an
interdisciplinary team is in place at DSSLC, much of the discussion remained multidisciplinary, and
decisions about treatment were too often made in the absence of team discussion.

The new PSP planning process had been initiated, and most staff had received training. Many PST members
were having difficulty understanding the concept of providing integrated services and the need for a
comprehensive PSP that describes the individual’s strengths and abilities, and then translating this
understanding to a functional and meaningful program of services and supports. Nevertheless, most staff
encountered by the Monitoring Team reported and demonstrated they embraced the general concept of
integrated planning and were eager to learn how to make it work. PSTs did attempt to discover and meet
the preferences and needs of individuals; however, they seldom used a fully interdisciplinary process that
resulted in an integrated approach to life planning with the individual.

Staff who were needed because of specific areas of concern or support for individuals was not always
present at planning meetings.

As a way to identify preferences, the Facility had begun to implement the new Personal Focus Assessment
(PFA). The goal of this new process was to ensure that individuals’ preferences formed the basis for the
goals, objectives, anticipated outcomes, services, supports, and treatments of the individual’s own PSP. The
process was not yet conducted with sufficient quality to reliably identify the individual’s strengths,
preferences and needs.

Provision

Assessment of Status Compliance

F1

Interdisciplinary Teams -
Commencing within six months of
the Effective Date hereof and with
full implementation within two
years, the IDT for each individual
shall:

In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved Noncompliance
substantial compliance with this provision of the Settlement Agreement. The Monitoring
Team concurs.

DSSLC Policy CMGT-12.01 Personal Support Planning Process (1/3/11) is intended to
establish administrative requirements sufficient to ensure compliance with this
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provision of the SA.

Although the structure of an interdisciplinary team process was in place, most
involvement is multidisciplinary. From document review and meeting observation it was
evident that different disciplines did separate assessments and decision-making,
reporting information and decisions, but not routinely integrating information to make
joint or shared decisions.

The new PSP planning process had been initiated, and most staff had received training.

Fla

Be facilitated by one person from
the team who shall ensure that
members of the team participate in
assessing each individual, and in
developing, monitoring, and
revising treatments, services, and
supports.

In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved
substantial compliance with this component of this provision of the Settlement
Agreement. The Monitoring Team concurs.

Each PSP planning session was facilitated by one person, the Qualified Mental
Retardation Professional (QMRP). This is the position in the Facility organization who is
responsible for ensuring the PSP is developed, monitored, and revised as needed. This is
an area in which the State and the Facility have self-identified the need for additional
staff training. The QMRPs were not proficient at facilitating a meeting or developing an
effective and integrated PSP, as is evidenced throughout this section and others. It was
reported by the Director of Program Coordination that key staff members, including
himself and the QMRP Educator, would be attending facilitation training in Austin in
April and would subsequently provide that training to the QMRPs at the Facility. This
was a much needed action.

For this provision to be in compliance, not only does the PSP process need to be
facilitated by one person, but also team members must participate in assessing each
individual and in developing, monitoring, and revising treatments, services, and supports
as necessary throughout the year. This did not always occur, as indicated by the
following examples:

e Provision K5 reports that intellectual and adaptive behavior assessments were
not routinely provided as needed.

e Provision R1 reports many records that indicated no participation by the SLP in
the PSP process outside of providing the required assessments. This resulted in
communication issues being discussed without the presence of the SLP. This
provision also provides examples in which supports designed to improve or
augment existing language were not provided.

Noncompliance

F1b

Consist of the individual, the LAR,
the Qualified Mental Retardation
Professional, other professionals

In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved
substantial compliance with this component of this provision of the Settlement
Agreement. The Monitoring Team concurs.

Noncompliance
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dictated by the individual’s
strengths, preferences, and needs,
and staff who regularly and
directly provide services and
supports to the individual. Other
persons who participate in IDT
meetings shall be dictated by the

individual’s preferences and needs.

The teams ordinarily consisted of the individual and/or LAR or a family member who
does not have guardianship, clinicians representing specific services, the QMRP, and
direct care staff. The Facility had implemented the new Personal Focus Assessment
(PFA), which was intended to ensure the PSP would be centered on the needs,
preferences and personal goals of the individual. This requires that the participants in
the PFA be the individual as well as those people who have close relationships with the
individual and those who have knowledge of important preferences, goals and events in
the individual’s life. For one PFA held during the week of the site visit for Individual
#557, the individual attended the PFA meeting. The individual’s mother was
conferenced in by telephone, but she was often unable to hear or otherwise participate,
and the other participants did not take great pains to facilitate her involvement. At one
point, the PST suggested that someone could call her back after the meeting and tell her
what happened, and she hung up. The individual’s mother is very involved and the
relationship is of utmost importance to the individual. It was not appropriate to hold a
PFA meeting that did not effectively facilitate her participation. Other key members of
the individual’s team were also not present. This became evident as the meeting
proceeded. The RN stated toward the end of the meeting that she forgot to mention that
Physical Therapy had begun working with the individual on getting out of his wheelchair
and walking. It was also mentioned that the individual was being assessed for use of a
motorized wheelchair, but none of t he meeting participants were aware of the status. It
was also noted that the individual very recently had a swallow study and had started a
regular diet, which was an upgraded texture from ground. These were all significant
events/issues, but neither Occupational Therapy nor Physical Therapy were represented
at this PFA meeting, which is intended to form the basis for the upcoming year.

For the other PFA for Individual #572, the individual and mother were present. The
issue of preferences was one of many topics (with the initial focus being on the
psychotropic and antiseizure medications). Even during discussion of preferences, the
focus was on preferred activities, with no discussion of a vision for future living.

The PFA, particularly as it is currently implemented should not be seen as a singular
vehicle for preparing an individual to participate in his or her own planning in a
meaningful way and to envisioning his or her future. Although individuals typically
attend the PFA and PSP meetings, their actual participation is often very limited.
Individuals with intellectual disabilities will benefit from repeated and ongoing
experiential activities in this area, as with many others, as opposed to once or twice a
year. The State and Facility should consider how they might expand on the PFA process
to be an ongoing process that truly supports individuals to be active participants in their
own planning. The Monitoring Team recommends that the Facility implement a formal
curriculum for “planning my future” that is incorporated into the overall active treatment
program on an ongoing and regular basis. Information regarding person-centered
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training models that might assist QMRPs to better facilitate this process may be found at:
http://www.ilr.cornell.edu/edi/pcp/courses.html.

DSSLC maintained a PSP Attendance Tracking log which identifies, by discipline, staff that
attend PSP and PSPA meetings. A review of this log by the monitoring team suggests that
for the most part appropriate staff attended the PSP and PSPA meetings with the
exception of direct care professionals (DCPs). In reviewing the first 40 PSP/PSPA
meetings on the attendance log DCPs were only noted as being present 48% (19) of the
time. In only one instance were more than one DCP present. At least one, preferably
two,DCPs representing different shifts, should be present at PSP meetings to provide
information that would be known by someone who works daily with an individual.

Other disciplines also did not always participate as needed or required, For example, per
interview with the Communication Director, SLPs still did not participate in the PSPs for
individuals with severe or moderate speech deficits outside of Cedar Falls. This was a
result of not having enough therapists.

Flc

Conduct comprehensive
assessments, routinely and in
response to significant changes in
the individual’s life, of sufficient
quality to reliably identify the
individual’s strengths, preferences
and needs.

In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved
substantial compliance with this component of this provision of the Settlement
Agreement. The Monitoring Team concurs.

As a way to identify preferences, the Facility had begun to implement the new PFA in
December 2010. Prior to that time, the Facility used the Personal Focus Worksheet to
obtain information regarding personal goals and preferences to be used to develop a
person-centered plan. The goal of this new process was to ensure that individuals’
preferences formed the basis for the goals, objectives, anticipated outcomes, services,
supports, and treatments of the individual’s own PSP. The PFA is completed at the time
of the third quarterly review. A review of four PFAs and attendance at a portion of the
single PFA meeting held during the week of the site visit indicated the process was not
yet conducted with sufficient quality to reliably identify the individual’s strengths,
preferences and needs. Four of the four PFAs (100%) were incomplete, with many
questions and even whole sections left blank.

Based on a review of 19 individual records, documentation supported that the PNM
Team met regularly but did not meet timely to address change in status, assessment,
clinical data and monitoring results. Individual examples of where the PNM Team or PST
did not meet regularly to address change in status included:

o Individual #245 developed aspiration pneumonia on 10/26/10 but there was no
evidence that the PNMT or PST met to discuss to discuss the aspiration post
hospitalization.

e Individuals #131 and #548 had a modified barium swallow study conducted on
12/21/2010. There was no evidence that the PST or PNMT met to discuss the
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findings of the test and determine if there was a need to revise the current plan
of care

e Individual #537 had a choking event occur on 1/14/2011 post visit to have teeth
extracted. There was no evidence of discussion prior to return to home
regarding whether diet texture should be temporarily modified. Additionally,
there was no evidence that the PST met to discuss findings of a meal observation
that occurred on 1/14/11

e Individual # 761 had a choking event on 11/15/10 but there was no evidence of
PNMT or PST discussion or evaluation of the event outside of the incident report.

e Individual # 419 developed aspiration pneumonia on 11/5/10. The team met to
discuss the hospitalization but there was no evidence that the PNMT or PST met
to discuss the findings of the MBSS that was conducted on 11/18/10

e Individual #699 developed aspiration pneumonia on 12/10/2010 but there was
no evidence that the PNMT or PST met to discuss issues until the PSP meeting on
1/14/11. The PST did not meet post hospitalization to discuss the aspiration
event.

There were similar examples in the area of behavioral services. For example, for
Individual #367, target behaviors began increasing in June 2010 and, with the exception
of August, remained substantially elevated through the end of 2010. Despite data that
indicated worsening undesired behavior, progress notes provided no information about
any specific anticipated benefit from continuing the existing PBSP. Furthermore, no
recommendations were made to revise the PBSP or explore the lack of treatment efficacy.
In January of 2011, however, when displays of target behaviors dropped to near zero, the
recommendation was made to revise the PBSP. Although data suggested the PBSP was
ineffective, a revision to the PBSP would have provided greater potential benefit had
revisions been introduced in a more timely manner.

Assessments required for the annual PSP planning meeting were frequently not done on
time. The Facility has an expectation that professional assessments be completed two
weeks prior to the date of the PSP meeting. This is to ensure that assessments can be
placed in appropriate folders in a shared drive within 10 working days of the meeting.
This is required by DSSLC Policy CMGMT 12.01 and is necessary so that PST members
can review each other’s assessments prior to the PSP planning meeting. This pre-meeting
independent review is intended to facilitate integrated discussion and planning at the
meeting. Assessments often did not meet this policy-required timeframe and too
frequently were not available to team members until they arrive at the meeting. In some
cases they were not available, in written form until after the PSP meeting. The
Monitoring Team reviewed the PSP Assessment Tracking log for eight individuals (3567,
#594, #571, #713, #782, #339, #391, and #335) for February, 2011 PSP meetings. The
log identified 53 needed assessments. Six (11%) were presented at the meeting. Eight
(15%) were not available until after the meeting. Ten (19%) were available before the
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meeting but after the policy required due date raising doubt as to their usefulness in PSP
planning meeting preparation. Twenty-four (45%) were not available within a timeframe
that would facilitate integrated discussion and planning. These 24 late assessments
consisted of:

Six of eight (75%) Medical/Physician

Six of eight (75%) Nursing

One of eight (13%) Dental

Six of eight (75%) Adapted Equipment/PME
One of eight (13%) Nutrition

Two of eight (25%) Psychology

Two of eight (25%) Life Skills

One of the eight (13%) PSPs (Individual #713) met all policy requirements associated
with the preparation of assessments.

As a way to identify preferences, the Facility had begun to implement the new PFA in
December 2010. Prior to that time, the Facility used the Personal Focus Worksheet to
obtain information regarding personal goals and preferences to be used to develop a
person-centered plan. The goal of this new process was to ensure that individuals’
preferences formed the basis for the goals, objectives, anticipated outcomes, services,
supports, and treatments of the individual’s own PSP. The PFA was to be completed at
the time of the third quarterly review, in order that the identified preferences could be
used by the various disciplines in focusing their assessments.

A review of 28 PFAs and attendance at one PFA meeting held during the week of the site
visit indicated the process was not yet conducted with sufficient quality to reliably
identify the individual’s strengths, preferences and needs. Many of the PFAs were
incomplete, with many questions and even whole sections left blank.

The Facility was attempting to incorporate the PFA/third quarterly meeting with the
Psychiatry Clinic review for those individuals who receive psychotropic medications.
While the monitoring team appreciated the desire of the Facility to better integrate
psychiatry services with the overall PSP process, the Psychiatry Clinic process was
incompatible with the intent of the PFA to focus on individuals’ personal goals and
preferences. The PFAs observed in this setting began with a recitation of the individual’s
target behaviors, psychiatric symptoms and psychotropic medications. One PFA
observed was completed in a rote manner, with questions being framed in ways that
were not meaningful to the individual.

In addition to failing to complete annual assessments and the PFA as needed, the Facility
did not always conduct comprehensive assessments routinely and in response to
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significant changes in the individual’s life. For example, based on a review of 19
individual records, documentation supported that the PNM Team met regularly but did
not meet timely to address change in status, assessment, clinical data and monitoring
results. Individual examples of where the PNM Team or PST did not meet regularly to
address change in status included:

e Individual #245 developed aspiration pneumonia on 10/26/10 but there
was no evidence that the PNMT or PST met to discuss to discuss the
aspiration post hospitalization.

e Individuals #131 and #548 had a modified barium swallow study conducted
on 12/21/2010. There was no evidence that the PST or PNMT met to
discuss the findings of the test and determine if there was a need to revise
the current plan of care

e Individual #537 had a choking event occur on 1/14/2011 post visit to have
teeth extracted. There was no evidence of discussion prior to return to
home regarding whether diet texture should be temporarily modified.
Additionally, there was no evidence that the PST met to discuss findings of a
meal observation that occurred on 1/14/11

e Individual # 761 had a choking event on 11/15/10 but there was no
evidence of PNMT or PST discussion or evaluation of the event outside of the
incident report.

e Individual # 419 developed aspiration pneumonia on 11/5/10. The team
met to discuss the hospitalization but there was no evidence that the PNMT
or PST met to discuss the findings of the MBSS that was conducted on
11/18/10

e Individual #699 developed aspiration pneumonia on 12/10/2010 but there
was no evidence that the PNMT or PST met to discuss issues until the PSP
meeting on 1/14/11. The PST did not meet post hospitalization to discuss
the aspiration event.

F1d | Ensure assessment results are used | In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved Noncompliance
to develop, implement, and revise substantial compliance with this component of this provision of the Settlement
as necessary, an ISP that outlines Agreement. The Monitoring Team concurs.
the protections, services, and
supports to be provided to the As described in F1c above, the Facility did not ensure that assessments were completed
individual. on a timely basis. The assessments were not available for the PST to review prior to the
PSP meeting, as current policy calls for, nor were the assessments reviewed in the PSP
meeting itself, as was the prior practice. Therefore, there was no consistent approach to
ensuring the PST was familiar enough with assessment results to use them effectively in
the development of a PSP that outlines the protections, services, and supports to be
provided to an individual. The Monitoring Team requested the list of PSPs to be held in
the week following the compliance site visit, and reviewed the assessments available in
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the O drive for six of the eleven upcoming PSPs. The S drive was also accessed, as it was
reported that some staff may not have made the transition to the O drive. For six of six
assessment packets, there were many missing assessments. Examples included:

e For Individual #222, missing assessments included Psychology, Audiology, OT,
PT, Communication and Vocational.

e For Individual #730, missing assessments included Psychology, Audiology,
Communication, Nursing, Medical, Nutrition and Dental. The only assessments
available were OT, PT. Vocational and Pharmacy.

e For Individual #37, missing assessments included Psychology, Audiology,
Medical, OT, PT, and Communication.

For four of the six assessment packets reviewed, the PFA was also missing or essentially
devoid of any information. As the PFA is supposed to drive the development of the rest
of the assessments and the PSP as a whole, its absence was particularly troubling.
Without adequate information in the PFA to refer to, even the assessments that were
available prior to the meeting could not be expected to adequately reflect the individual’s
preferences. Before the site visit was complete, the Monitoring Team received a PFA for
this year’s annual planning meeting for all but one of the individuals scheduled for a PSP
the following week. Three were dated 3/30/11 and several were undated and/or still in
handwritten form, therefore they were unavailable to provide guidance t othe overall
assessment process. Many were very incomplete and lacking in specificity about the
individual’s preferences. This failure to consistently implement the prescribed PFA
process was borne out by additional examples:

e For seven of the ten recent PSPs reviewed, the PFA was held ten days or less
before the PSP. For four of these, the PFA was documented as having occurred
the same day as the PSP, while a fifth PFA was held the day before the PSP
meeting.

For five of the seven PSPs (71%) held during the week of the monitoring visit, it was also
apparent the PFA was not routinely being completed as required. Only three were
completed well in advance of the PSP meeting, and two of these had significant portions
that were blank or were noted as “no indication.” Another one was dated 3/25/11 for a
PSP to be held on 3/29/11. A fifth PFA was undated, but the QMRP stated at the PSP
meeting on 3/28/11 that the team had met the previous Friday (3/25/11) to consider
the individual’s preferences. The sixth PFA was undated and still in handwritten form.
The seventh was not completed.

Fle | Develop each ISP in accordance In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved Noncompliance
with the Americans with substantial compliance with this component of this provision of the Settlement
Disabilities Act (“ADA”), 42 U.S.C. § | Agreement. The Monitoring Team concurs.
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12132 et seq., and the United
States Supreme Court’s decision in
Olmstead v. L.C,, 527 U.S. 581
(1999).

While DADS policy and the SA explicitly state that the decision of the LAR regarding
community placement is to be honored, the ADA and Olmstead decision call for a person
to be served in the most integrated setting appropriate to their needs as determined by
qualified professionals unless the individual (or LAR) specifically objects.

The Monitoring Team attended three PSPs and reviewed ten PSPs completed since the
new process began in 10/10, as measures of how this new process may have affected the
PSTs’ implementation of this requirement of the SA. For three of three PSPs (100%)
observed during the monitoring visit, and for seven of ten PSPs reviewed (70%), the PST
failed to adequately consider and provide an assessment, by qualified professionals, of
the most integrated setting appropriate for the person. The PSP Meeting Monitoring
Checklist included item #14 that asks, “Did PST determine individual and or LAR
preference for placement?” as well as questions about LAR awareness of living options
and plans for improving awareness, but it did not include an item asking whether
professionals made a determination of appropriateness for a more integrated setting.
Examples of observations from PSP planning meetings include:

e For Individual #772, the LAR clearly stated opposition to community placement.
The professionals on the PST did not discuss or provide a determination of
appropriateness for referral to a more integrated setting, nor did the MRA. The
QMRP Coordinator, who was mentoring at this meeting, did ask the LRA what
supports would be needed, and the Mental Retardation Authority (MRA) staff
told the LAR that she could be called at any time to explore options.

The PSTs largely deferred their own assessment of the most integrated setting
appropriate for the individual in light of the guardians’ or family’s opposition to
community placement or preference for the individual to remain living at the Facility.
There were only two PSPs reviewed, for Individuals #432 and #458, in which the team
found that community living would be the appropriate most integrated setting. Neither
of these individuals had guardians. For the only other individual in the sample who did
not have a guardian (Individual #68), the team stated it believed the individual would do
well in a smaller setting out in the community, but wanted to seek a guardian to help
with making decisions before making a referral. This is of concern since all of the other
seven individuals had a guardian or family member who did not want the individual to be
considered for community living and the team had acquiesced to that preference.

On occasion, the teams constructed a justification for recommending that DSSLC was the
most integrated setting based on a profile of support needs of individuals that were
essentially the same as the profile of the individuals who did not have guardians and
were referred. An example follows: For Individual #621, an individual with a guardian
who is opposed to community placement, the PST found that DSSLC was the most
integrated environment. According to the PST, Individual #621’s medical and health care
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needs were obstacles and factors that contributed to the decision of most integrated
setting. These included that the individual used a large wheelchair and a special hospital
bed, had osteoporosis and a history of fractures, was diabetic and required a special diet
and diet texture. The individual was at high risk for aspiration, osteoporosis, and urinary
tract infections. Yet, Individual #432, a person without a guardian, was referred for
community living, even though this individual had very similar needs. The individual
used a wheelchair and a special hospital bed with a bed monitor. The individual was
identified as being at risk for choking, aspiration, respiratory compromise and
osteoporosis. The individual required a pureed diet and complete assistance to eat. In
addition, the individual displays physical aggression to others and has a Positive
Behavior Support Plan.

F2 | Integrated ISPs - Each Facility In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved Noncompliance
shall review, revise as appropriate, | substantial compliance with this provision of the Settlement Agreement. The Monitoring
and implement policies and Team concurs.
procedures that provide for the
development of integrated ISPs for | DSSLC Policy CMGT-12.01 Personal Support Planning Process (1/3/11) is intended to
each individual as set forth below: | establish administrative requirements sufficient to ensure compliance with this
provision of the SA.
F2a | Commencing within six months of | In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved Noncompliance
the Effective Date hereof and with | substantial compliance with this component of this provision of the Settlement
full implementation within two Agreement. The Monitoring Team concurs.
years, an ISP shall be developed
and implemented for each
individual that:
1.  Addresses, in a manner In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved Noncompliance
building on the individual’s substantial compliance with this component of this provision of the Settlement
preferences and strengths, Agreement. The Monitoring Team concurs.
each individual’s prioritized
needs, provides an As discussed throughout this Section F, the PSTs had not been consistently completing
explanation for any need or the PFA in such a manner that they could be said to have a full understanding of the
barrier that is not addressed, | individual’s preferences and strengths. Thus, it is not feasible that a plan developed
identifies the supports that without this understanding could address the individual’s needs in a manner that built
are needed, and encourages upon those preferences and strengths.
community participation;
For three of three PSPs attended by the Monitoring Team, the PST did not sufficiently
address barriers to community living, as detailed in section T1b, nor was community
participation sufficiently encouraged.
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2. Specifies individualized, In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved Noncompliance
observable and/or substantial compliance with this component of this provision of the Settlement
measurable goals/objectives, | Agreement. The Monitoring Team concurs.
the treatments or strategies
to be employed, and the For three of three PSPs attended by the Monitoring Team, the PSTs failed to adequately
necessary supports to: attain | develop individualized goals and action plans related to living in the most integrated
identified outcomes related setting. A review of ten recently completed PSPs confirmed that assessment. See T1b for
to each preference; meet additional detail.
needs; and overcome
identified barriers to living in
the most integrated setting
appropriate to his/her needs;
3. Integrates all protections, In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved Noncompliance
services and supports, substantial compliance with this component of this provision of the Settlement
treatment plans, clinical care | Agreement. The Monitoring Team concurs. Timely and accurate assessments are
plans, and other foundational to the development of integrated protections, services and supports,
interventions provided for treatment plans, clinical care plans, and other interventions provided for each individual
the individual; As described in Flc, assessments required for the PSP meeting are frequently not done
on time so that PST members can review each other’s assessments prior to the PSP
meeting. This pre-meeting independent review is intended to facilitate integrated
discussion and planning at the meeting.
For example, PSPs contained reference or a brief statement of an individual’s
communication skills but did not provide integration of the utilized devices or strategies
into existing action plans resulting in a decreased opportunity for generalization and/or
acquisition of skills.
4, Identifies the methods for In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved Noncompliance
implementation, time frames | substantial compliance with this component of this provision of the Settlement
for completion, and the staff | Agreement. The Monitoring Team concurs.
responsible;
For example, interventions specified in PBSPs, even for individuals who were
experiencing restraint, did not specify a schedule for training, the number of trials per
training session, or a procedure for reinforcing desired responses. They did not specify
treatment expectations and timeframes for achieving those expectations.
Also, PNMPs did not include strategies for medication administration or oral hygiene.
5. Provides interventions, In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved Noncompliance
strategies, and supports that | substantial compliance with this component of this provision of the Settlement
effectively address the Agreement. The Monitoring Team concurs.
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individual’s needs for
services and supports and
are practical and functional
at the Facility and in
community settings; and

The PST did not consistently provide in the PSP for interventions, strategies, and
supports that effectively address the individual’s needs for services and supports that are
practical and functional at the Facility and in community settings. Examples included:

e For Individual #295, the PST found that the individual’s overall vision was to get
a higher paying job in the community, and also noted that he appeared to be
interested in community activities. The team stated they were concerned for the
individual’s safety if he lived in the community because he is independent and
likes to walk about the neighborhood, but has few pedestrian skills. The team
did not develop any strategies for exposing him to learning opportunities about
living options, nor community employment. The only strategy developed for the
obstacle of pedestrian safety was a training program that consisted of prompting
him to stop at the crosswalk when going to evening activities on campus, rather
than training that would allow him to learn pedestrian safety in a community
setting.

e ForIndividual #687, the PST identified a lack of generalized pedestrian skills off-
campus although on-campus pedestrian skills were described as good. No
strategies were developed by the team to address this issue in the community,
although the individual had many preferences related to community integration,
such as shopping, dining out and community excursions.

Identifies the data to be In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved Noncompliance
collected and/or substantial compliance with this component of this provision of the Settlement
documentation to be Agreement. The Monitoring Team concurs.
maintained and the
frequency of data collection In February of 2011, a new data collection system was implemented. This system made
in order to permit the use of a standard form for recording data that could accommodate frequency counts, as
objective analysis of the well as duration, interval and accuracy measures. This new data collection process
individual’s progress, the allowed for much greater flexibility in data collection, but also introduced potentially
person(s) responsible for the | problematic constraints. However, it was very new, and it was not yet used broadly
data collection, and the enough to establish compliance.
person(s) responsible for the
data review. Data for skill acquisition programs were not graphed, nor were summaries of progress
adequate to determine whether interventions were effective in addressing the
individual’s needs. It was also not clear from available progress notes that individuals
had strengthened existing behaviors or developed new skills because of skill acquisition
programs.
Instructions and definitions for data to be taken for PBSPs were often unclear and vague,
as noted in Section K.
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While PNMPs are reviewed at the PSP, there was not a system fully in place that clearly
monitored the effectiveness of the plan by tracking clinical indicators for all individuals
who are determined to be at a high risk such as the occurrence or absence of triggers
(signs and symptoms associated with physical and nutritional decline that require staff
response). The Aspiration Trigger data Sheet designed to monitor the presence or
absence of triggers related to potential aspiration was in the process of being
implemented for the individuals who were on the target list.

In addition to the introduction of new data collection procedures, DSSLC also
implemented the first phase of a process to measure interobserver agreement (I0A) for
PBSC data. As the I0A procedure was implemented only a few weeks prior to the site
visit, it was not possible to develop a clear measure of whether efforts at collecting IOA
data were successful. Nevertheless, the effort to determine the reliability of treatment
data was welcomed by the Monitoring Team.

F2b | Commencing within six months of | In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved Noncompliance
the Effective Date hereof and with | substantial compliance with this component of this provision of the Settlement
full implementation within two Agreement. The Monitoring Team concurs.
years, the Facility shall ensure that
goals, objectives, anticipated As documented in examples found in several sections of this Report, there is a lack of
outcomes, services, supports, and coordination in the PSPs among the goals, objectives, anticipated outcomes, services,
treatments are coordinated in the supports, and treatments. For example, there were few examples in which more than
ISP. one goal was developed to provide an integrated approach to meeting a desired outcome.
The Monitoring Team found that there was good collaboration at DSSLC across
disciplines, and that behavioral data was considered in decisions regarding
pharmacological treatments. However, the Monitoring Team found that the overall
process remained multidisciplinary rather than interdisciplinary. That is, the Monitoring
Team found deficiencies in the process that brought together information from different
disciplines; information was presented and disciplines worked together but did not
jointly formulate plans to address the same goals.
F2c | Commencing within six months of | In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved Noncompliance
the Effective Date hereof and with | substantial compliance with this component of this provision of the Settlement
full implementation within two Agreement. The Monitoring Team concurs.
years, the Facility shall ensure that
each ISP is accessible and Seven of ten direct care professionals (70%) indicated the PSP was written in a manner
comprehensible to the staff that was understandable to them and they found the document useful in knowing what
responsible for implementing it. their responsibilities were with respect to individuals under their care. The other three
staff indicated the PSP was written in a manner that was understandable to them but
were unable to provide any examples of how the document was of assistance to them in
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understanding things about the individual and carrying out their daily responsibilities.
The purpose of a PSP being “accessible and comprehensible” to staff is to ensure staff
have the necessary information to implement the PSP. If Direct Care Professionals are
unable to articulate examples of how the PSP was of assistance to them in understanding
things about the individual and carrying out their daily responsibilities it is doubtful that
the document was “comprehensible,” at least to that particular staff person.

Staff reported they were able to find PSPs and necessary information in the Active
Record and individual notebook. Nevertheless, staff was, at times, not familiar with the
contents of the PSP. For example:
e DCPsinterviewed were not knowledgeable of the communication programs.
e Asnoted in Provision P3, staff did not implement PSPs accurately.
e Asreported in Provision S3, observations documented little activity in both
homes and day programs. There was no evidence that the PSPs guided staff
actions to engage individuals.

F2d | Commencing within six months of | In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved Noncompliance
the Effective Date hereof and with | substantial compliance with this component of this provision of the Settlement
full implementation within two Agreement. The Monitoring Team concurs.
years, the Facility shall ensure that,
at least monthly, and more often as | For the most part, PST members responsible for each service or support documented
needed, the responsible review monthly. There were, however, numerous instances in which either that
interdisciplinary team member(s) | documentation was not available or there was no change in the service or support
for each program or support although documentation indicated lack of progress over an extended time without action
included in the ISP assess the being taken by the PST; examples can be found in Section K in which lack of expected
progress and efficacy of the related | progress did not trigger revisions in services, and in Section O in which change of status
interventions. If there is a lack of related to aspiration did not result in further assessment and intervention.
expected progress, the responsible
IDT member(s) shall take action as
needed. If a significant change in
the individual’s status has
occurred, the interdisciplinary
team shall meet to determine if the
ISP needs to be modified, and shall
modify the ISP, as appropriate.
F2e | No later than 18 months from the In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved Noncompliance
Effective Date hereof, the Facility substantial compliance with this component of this provision of the Settlement
shall require all staff responsible Agreement. The Monitoring Team concurs.
for the development of individuals’
ISPs to successfully complete To be in compliance with this component the facility must demonstrate that the initial
related competency-based training. | training provided to new employees, and refreshers at 12 month intervals, is competency
Once this initial training is based, and that every employee has completed the training.
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completed, the Facility shall
require such staff to successfully
complete related competency-
based training, commensurate with
their duties. Such training shall
occur upon staff’s initial
employment, on an as-needed
basis, and on a refresher basis at
least every 12 months thereafter.
Staff responsible for implementing
ISPs shall receive competency-
based training on the
implementation of the individuals’
plans for which they are
responsible and staff shall receive
updated competency- based
training when the plans are
revised.

From information reported at the review entrance meeting DSSLC reported it had
provided training on a new PSP process to 1739 staff. The training curriculum was
reviewed. There was not a competency evaluation component. This training was
primarily an introduction to the new PSP process and the Supporting Visions curriculum.
Although this training was a good beginning, a considerable amount of additional
training that focuses on operationalizing the principles’ presented in the introductory
training is needed. For example, It was clear from the review of the PFA process, as
described above in this Section, that the staff responsible for the development of
individuals’ PSPs were not competent in the implementation of the PFA. As it was
intended to form the foundation for the PSP, this also spoke to the competency of the
staff in the development of that plan. Following the PFA meeting for Individual #55, the
Monitoring Team briefly interviewed the individual’s QMRP, who stated there had been
little training in the PFA process.

Additionally, the facility must also be able to demonstrate that individual staff members
responsible for working with a particular individual have received competency based
training on the implementation of that specific individual’s program plan, and additional
competency based training whenever that plan is revised. DSSLC CMGMT 12.01
addresses this SA requirement in section 1V.B.1, 2, and 3. Specifically, IV.B.2 states
“professional staff or designee is responsible for providing competency-based training
(CBT) to staff responsible for implementation of the PSP. The QMRP is responsible for
providing CBT to all new and existing staff responsible for implementing the PSP. The
Building Coordinator will assist the QMRP with staff training as necessary.”

How training on an individual’s PSP is to be accomplished per this policy is unclear. This
policy suggests that each staff person be trained by the QMRP and by the professional
staff, and, maybe also by the Building Coordinator. In all likelihood, the intent was that
certain parts of the PSP implementation are to be trained by discipline specific staff (e.g.
Psychologist or nurse) and other parts of PSP implementation are to be trained by the
QMRP or Building Coordinator (e.g. skill acquisition programs). For example, the
implementation steps associated with a PBSP are probably going to be trained by the
psychologist who developed the plan and the trainees are likely to be not just direct
support staff but also the individuals QMRP, building supervisory and nursing staff, day
program staff, and others who may regularly interact with the individual including family
members.

This policy, or some other document, should provide much more detailed information
and specification as to how training associated with PSP implementation for specific

individual PSPs is expected to occur.

The definition of competency-based training in the SA reads “...the provision of
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knowledge and skills sufficient to enable the trained person to meet specified standards
of performance as validated through the persons’ demonstration that he or she can use
such knowledge or skills effectively in the circumstances for which they are required.”

The monitoring team believes that competent staff performance, on the job, is the critical
variable in determining compliance with this component of the SA. There are numerous
examples throughout this monitoring report of staff not adhering to policy, not engaging
individuals (active treatment), not intervening appropriately in behavioral issues, and
not intervening appropriately at mealtime which suggests much improvement is needed
in training curricula, training delivery, or competency testing, or, all three.

F2f | Commencing within six months of | In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved Noncompliance

the Effective Date hereof and with | substantial compliance with this component of this provision of the Settlement

full implementation within one Agreement. The Monitoring Team concurs.

year, the Facility shall prepare an

ISP for each individual within PSP dates were reviewed for a sample of 14 individuals. Thirteen (93%) of the PSPs were

thirty days of admission. The ISP held within one year of the prior PSP. Individual #720 PSP meeting was 2/10/11. The

shall be revised annually and more | prior year’s PSP meeting was 2/3/10.

often as needed, and shall be put

into effect within thirty days of its | PSPs are not always put into full effect within 30 days. For example, in a review of the

preparation, unless, because of PSP for Individual #12, only 10 of 17 (59%) implementation steps reviewed by the

extraordinary circumstances, the Monitoring Team were put into effect within thirty days of the PSP meeting. DSSLC policy

Facility Superintendent grants a requires that all service objectives be implemented with 14 calendar days.

written extension.

F2g | Commencing within six months of | In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved Noncompliance

the Effective Date hereof and with | substantial compliance with this component of this provision of the Settlement

full implementation within two Agreement. The Monitoring Team concurs.

years, the Facility shall develop and

implement quality assurance Beginning in January, 2011, the Facility had designated a PSP workgroup to assess the

processes that identify and process on the new person-centered planning process. The group was tasked to assess

remediate problems to ensure that | and assist PSTs in facilitating annual meetings. The Facility used the Personal Support

the ISPs are developed and Plan Meeting Monitoring Checklist as a quality assurance tool to identify and remediate

implemented consistent with the problems to ensure PSPs are developed and implemented consistent with the provisions

provisions of this section. of section F of the SA. The completed checklists reviewed by the Monitoring Team and
summary reports prepared by the QA Department did not reveal the scope or number of
issues the Monitoring Team observed in PSP meetings attended. This suggests more
rigorous training of monitors, and more rigorous monitoring, is needed to achieve
compliance with this component of the SA. Examples included:

e For Individual #691, the PSP Monitoring Checklist indicated the meeting began
with a review of preferences identified at the PFA meeting. This would have
appeared to indicate this process was completed in accordance with the
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requirements of the PSP policy; however, it was noted at the meeting that the
meeting to discuss preferences was only held on the Friday before this Monday
meeting, and the PFA contained minimal information, with most of the document
left blank.

e For Individual #691, the PSP Monitoring Checklist also indicated the PST
discussed the person’s need for an advocate or guardian, but there was no
significant discussion about the individual’s specific needs in this area.

In addition to the Personal Support Plan Meeting Monitoring Checklist, the QMRPs had
performed a number of record reviews using the Q Audit form. The form instructions
note that the PST must meet to address any item under the PSP Review section marked
“No.” This was not consistently implemented by the Facility. Examples include:

e Fora Q Audit for Individual #587 on 2/25/11, two items were marked “No,”
including whether the PSP documented a Vision for Living Options for the
individual. The only PSP addendum meeting documented after that date was on
03-28-11 and did not address this subject.

e For Individual #68, the Q Audit indicated the PSP did not adequately identify
prioritized goals and that there was a need to add a desired outcome to each of
those. One PSP Addendum meeting had been held on 03-28-11, but it only
addressed purchase of new bedroom furniture.

Recommendations: The following recommendations are offered for consideration by the State and the Facility:

1.
2.

vl

Fully implement DADS policy on PSP planning, including the PFA.

In order to support meaningful involvement and participation by individuals in their own planning, the Monitoring Team recommends that the
Facility implement a formal curriculum for “planning my future” that is incorporated into the overall active treatment program on an ongoing and
regular basis.

Improve methods for data collection, tabulation, and use for all program plans.

Review the assessment process to ensure individuals receive timely and necessary assessments and reassessments as their circumstances change.
PSTs should receive additional instruction as to their responsibilities to complete a professional assessment of the most integrated setting
appropriate to each individual per the ADA and the Olmstead decision, and additional training in how to implement those responsibilities.

The PSTs need to receive substantially more training in how to use the PFA as a tool to guide a conversation, rather than as a rote completion of a
checklist of questions.

The following are offered as additional suggestions to the facility:

1.
2.

In implementing the new policy, consider some type of peer review process to facilitate good learning across teams.
Consider developing criteria and methods by which to include necessary professional clinicians in PSP meetings where such attendance is
important to future planning for the individual.
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SECTION G: Integrated Clinical
Services

Each Facility shall provide integrated
clinical services to individuals consistent
with current, generally accepted
professional standards of care, as set
forth below.

Steps Taken to Assess Compliance:

Documents Reviewed:

1. Denton State Supported Living Center (DSSLC) Plan of Improvement (POI), updated 03/15/2011

2. DSSLC’s Report for Monitors, dated March 28,2011

3. DADS Draft Policy 005 Minimum & Integrated Clinical Services dated 01/12/2010

4. Medical records including consultation reports for Individuals #226, #242, #295, and #772

5. PSPs and other documents reviewed by all members of the Monitoring Team

People Interviewed:

1. Interviews with various discipline staff by the members of the monitoring team, as identified in other
sections of this report.

Meetings Attended/Observations:

1. PSP annual planning meeting for Individual #772

Facility Self-Assessment:

The Facility reported that it was not in compliance with either provision of this Section. Medical rounds
had been expanded to include additional disciplines. The Facility also reported that decisions to agree to or
choose not to adopt recommendations from consultations are documented in the integrated progress
notes.

The Monitoring Team found additional actions taken by the Facility that promote integrated planning.
Nevertheless, the Monitoring Team concurs with the Facility’s report on both provisions.

Summary of Monitor’s Assessment:

The Facility had taken several actions that involved interdisciplinary involvement, such as converting to
the new PSP process, involving psychiatrists in the PSP and ensuring their involvement with consultant
neurologists and with the pharmacist in the QDRR process, initiating collaborative work on diabetes and
skin integrity, and involving a speech and language pathologist in the PBSP process.

Although there has been improvement in participation by more disciplines in the PSP process, there is still
a lack of participation by some disciplines, such as Speech and Language Pathology

Nevertheless, much involvement in PSP planning remains multidisciplinary. The involvement of clinicians
in collaborative activities and PSP planning is an initial step in developing integrated discussion and
decision-making, and further improvement must continue to occur.

Facility clinicians documented that they reviewed recommendations from non-Facility clinicians. They did
not always document whether they accepted or rejected recommendations or whether recommendations
were referred to the PST.

| # | Provision

| Assessment of Status | Compliance
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Provision

Assessment of Status

Compliance

G1

Commencing within six months of
the Effective Date hereof and with
full implementation within three
years, each Facility shall provide
integrated clinical services (i.e.,
general medicine, psychology,
psychiatry, nursing, dentistry,
pharmacy, physical therapy, speech
therapy, dietary, and occupational
therapy) to ensure that individuals
receive the clinical services they
need.

An overall facility plan was not in place to address this item, although a number of
activities were occurring (see below). A facility policy did not exist; however, a draft
DADS statewide policy was available. This state policy was not yet complete. It
addressed both integrated clinical services (section G) and minimum common elements
of clinical services (section H). The aspects of the policy that addressed section G were
minimal and will not likely be helpful to the facility because the policy merely mimicked
the wording of the Settlement Agreement without providing any direction to the facility,
such as specifying certain required activities to foster integrated clinical services, and
providing examples of additional actions the facility could take to indicate that integrated
clinical services were occurring.

Staff were trained in the new PSP process, which promotes interdisciplinary discussion
during planning meetings. However, although progress had been made in development
of interdisciplinary participation in a number of areas and the PSP planning meeting no
longer involved reading of reports and recommendations, the process remained
multidisciplinary in the sense that much decision-making still was done by disciplines
rather than through thorough PST discussion.

Furthermore, there is still a lack of participation by some disciplines. For example,
Speech and Language Pathologists (SLPs) still did not participate in the PSPs for
individuals with severe or moderate speech deficits outside of Cedar Falls. This is a
direct result of not having enough therapists.

One area of improvement was participation by psychiatrists in the PST. At the time of the
tour, 258 individuals who lived at DSSLC received some form of psychiatrist support.
The job descriptions of the psychiatrists included responsibilities for direct psychiatric
care of designated individuals; Psychiatrists were members of the Personal Support
Teams (PSTs) of individuals assigned to their care. They participated in PST activities,
including annual PSP meetings. Individuals were seen for psychiatric care as needs
arose, and at regularly scheduled Psychiatry Medication Reviews (PMRs), which
occurred on a monthly to quarterly basis. PMR participants included the individual being
reviewed, and the individual’s psychologist, qualified mental retardation professionals
(QMRP), nurse case manager, direct support professionals and other members of the
PST. Quarterly psychiatric meetings also served as the place where quarterly reviews of
the PSP took place.

Psychiatrists worked closely with other professionals at the Facility. They worked with
pharmacy department members, and they reviewed Quarterly Drug Regimen Reviews
(QDRRs) that were prepared by pharmacists; they worked closely with nurse case
managers and they reviewed the DISCUS and MOSES screenings that had been completed
by those nurses. Along with other physicians, the psychiatrists participated in medical

Noncompliance
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Provision

Assessment of Status

Compliance

department activities, they attended monthly polypharmacy meetings, and they
participated on a rotating basis as members of the Pharmacy and Therapeutics
Committee (P&TC).

On the basis of records reviews, interviews, and observations made during meetings, the
Monitoring Team found that there was good collaboration regarding pharmacological
treatments at DSSLC across disciplines, and that behavioral data was considered in
decisions. However, the Monitoring Team found that the overall process remained
multidisciplinary rather than interdisciplinary. That is, the Monitoring Team found
deficiencies in the process that brought together information from different disciplines in
the way that joint/interdisciplinary clinical determinations were made, and in the way
that the resulting information was recorded and carried forward over time.

The combined formulations provided integrated information from the various disciplines
variably. The Monitoring Team found that in some cases the formulations were
integrated and interdisciplinary. In other cases, the formulations were parallel and
multidisciplinary.

On the basis of examination of the records, discussion with the psychiatrists, and
observations made at the time of the clinic the Monitoring Team found that coordination
between psychiatry and neurology and psychiatry remained strong and supports the
Facility’s continued attention to behavioral side effects - both positive and negative - of
medications prescribed for epilepsy.

Other areas of improvement included the following:

e The Skin Integrity Nurse involved numerous other disciplines to improve
treatment and prevention of pressure ulcers; she notified these staff by email
following assessment of individuals. It was evident that the other disciplines
responded promptly.

e The Diabetic Educator Nurse had worked collaboratively with the Dietitian and
Endocrinologist and physician to manage Individual #367’s diabetic condition
by closely monitoring blood sugar level, dietary intake and adjustment to insulin
regimen.

e The SLP had begun to attend all Positive Behavior Support Committee meetings
and provide consultation to the applicable psychologists regarding speech or
language issues that may be contributing to the target behavior.

G2

Commencing within six months of
the Effective Date hereof and with
full implementation within two

The Monitoring Team reviewed consultations and medical records for four individuals
(totaling six consultation reports). There was documentation that appropriate Facility
clinicians reviewed recommendations from non-Facility clinicians but little

Noncompliance
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Provision

Assessment of Status

Compliance

years, the appropriate clinician shall
review recommendations from non-
Facility clinicians. The review and
documentation shall include
whether or not to adopt the
recommendations or whether to
refer the recommendations to the
IDT for integration with existing
supports and services.

documentation that recommendations were approved, rejected, or referred to the PST
for integration with existing supports and services. For all six consultations, review by
the Facility clinician was documented. For three of six consultations (50%), there was
documentation that the recommendation was accepted; for the other three (50%), there
was no documentation of acceptance, rejection, or referral to the PST.

Recommendations: The following recommendations are offered for consideration by the State and the Facility:
The Facility should establish in the PSP mentoring process measures of integrated planning and use those to provide feedback and coaching.

1.
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SECTION H: Minimum Common
Elements of Clinical Care

Each Facility shall provide clinical
services to individuals consistent with
current, generally accepted professional
standards of care, as set forth below:

Steps Taken to Assess Compliance:

Documents Reviewed:

1. Denton State Supported Living Center (DSSLC) Plan of Improvement (POI), updated 03/15/2011

2. DSSLC’s Report for Monitors, dated March 28,2011

3. DADS Draft Policy 005 Minimum & Integrated Clinical Services dated 01/12/2010

4. PSPs, CLDPs, and other documents reviewed by members of the monitoring team, as identified in other
sections of this report.

5. Records reviewed as identified in Sections |, K, L, M, O, P, Q, and R

People Interviewed:

6. Interviews with various discipline staff by the members of the monitoring team, as identified in other
sections of this report.

Meetings Attended/Observations:

PSP annual planning meeting for Individual #772

Facility Self-Assessment:
The Facility reported that it was not yet in compliance with any provision of this Section except Provision
H.2.

For Provision H.1, the Facility reported that it had implemented a new physician transfer form for hospital
discharges. The annual physical assessment form was revised to include all components of the Health Care
Guidelines (HCGs).

For Provision H.2, the Monitoring Team found descriptions of psychiatric conditions that did not
correspond to the Diagnostic and Statistical Manual of Mental Disorders and the International Statistical
Classification of Diseases and Related Health Problems. Therefore, the Monitoring Team does not concur
with the Facility’s finding of compliance.

For Provision H.7, the Facility reported it had implemented the At-Risk Policy, the PSP policy, and the
Incident Management policy. The Monitoring Team agreed that these had been implemented but also
agreed with the Facility that this provision was not yet in compliance, in part because (as reported in other
Sections of the SA), implementation of these policies was not yet complete and effective.

The rest of the actions involved reminders to clinicians to address timely and clinically appropriate
treatments and interventions, tracking and trending some data on medication use, and developing a list of
individuals at high risk in a few categories. Although these were positive steps, they did not yet meet the
requirements in the provisions of this Section.

Summary of Monitor’s Assessment:
Progress had been made in completing assessments but not yet to the point of compliance with any
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provisions of this Section. The Facility had started to do annual psychiatric assessments but not in
performing intellectual and adaptive assessments. Collaborative reviews by both psychiatry and
psychology took place at psychiatric treatment reviews. Integrated data in the PBSP was, however, lacking,

so monitoring was not tied to objective information on clinical indicators.

Interventions were not always implemented timely; in some cases, there was not timely assessment

conducted to guide development of intervention.

The Active Problem List used descriptions of psychiatric conditions that did not correspond to the
Diagnostic and Statistical Manual of Mental Disorders and the International Statistical Classification of

Diseases and Related Health Problems.

The Monitoring Team determined that the Facility did not yet comply with any provision of this section.

# | Provision Assessment of Status Compliance
H1 | Commencing within six months of There were improvements in performance of assessments and evaluations in some areas | Noncompliance
the Effective Date hereof and with but not across all disciplines.
full implementation within two
years, assessments or evaluations The Facility had started to do annual psychiatric assessments in addition to the monthly
shall be performed on a regular and quarterly PTRs.
basis and in response to
developments or changes in an Annual and quarterly nursing assessments were completed according to schedule.
individual’s status to ensure the
timely detection of individuals’ The new physician transfer order form was implemented to ensure continuity of care
needs. when an individual is discharged to the Facility from the hospital.
Little progress was achieved by DSSLC in integrating adaptive and intellectual testing
into the psychological assessment process. Few psychological assessments included an
intellectual assessment administered within the previous five years or an adaptive
assessment conducted within the prior year.
As described in Provision P.1, the PNM Team met regularly but did not meet timely to
address change in status, assessment, clinical data and monitoring results.
H2 | Commencing within six months of The Active Problem List used descriptions of psychiatric conditions that did not Noncompliance
the Effective Date hereof and with correspond to the Diagnostic and Statistical Manual of Mental Disorders and the
full implementation within one year, | International Statistical Classification of Diseases and Related Health Problems. For
diagnoses shall clinically fit the individual # 127, the entry for the problem list was “mental disorder - history of
corresponding assessments or aggression,” and for individual #319 the entry was “behavior disorder.” These entries did
evaluations and shall be consistent not correspond to current or prior psychiatric diagnoses and they were not Diagnostic
106
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# | Provision Assessment of Status Compliance
with the current version of the and Statistical Manual of Mental Disorders and the International Statistical Classification
Diagnostic and Statistical Manual of | of Diseases and Related Health Problems (DSM/ICD) diagnoses.
Mental Disorders and the
International Statistical Therefore, the Monitoring Team did not concur with the Facility’s self-assessment of
Classification of Diseases and compliance and determined that the Facility did not comply with this provision.
Related Health Problems.
H3 | Commencing within six months of Interventions were not always implemented timely; in some cases, there was not timely | Noncompliance
the Effective Date hereof and with assessment conducted to guide development of intervention.
full implementation within two e Based on a review of 19 individual records, documentation supported that the
years, treatments and interventions PNM Team met regularly but did not meet timely to address change in status,
shall be timely and clinically assessment, clinical data and monitoring results.
appropriate based upon e For Individual #367, target behaviors began increasing in June 2010 and, with
assessments and diagnoses. the exception of August, remained substantially elevated through the end of
2010. Despite data that indicated worsening undesired behavior, progress notes
provided no information about any specific anticipated benefit from continuing
the existing PBSP. Furthermore, no recommendations were made to revise the
PBSP or explore the lack of treatment efficacy. In January of 2011, however,
when displays of target behaviors dropped to near zero, the recommendation
was made to revise the PBSP. Although data suggested the PBSP was ineffective,
a revision to the PBSP would have provided greater potential benefit had
revisions been introduced in a more timely manner.
e Recommendations for AAC and EC equipment were not implemented in a timely
manner. For example:
0 Individuals #645, #691, #571’s devices were ordered in February, 2010 but
the devices still have not arrived.
0 Individuals #114, #171, and #696 did not have Training Documentation
Reports (TDRs) implemented as stated by the assessment.
it was not evident that evidence-based decisions regarding treatment were routinely
formed or even possible due to lack of appropriate data and assessments.
H4 | Commencing within six months of Use of clinical indicators of efficacy was variable. The Facility provided no descriptions Noncompliance
the Effective Date hereof and with of clinical pathways or guidance on specific indicators to guide clinicians and PSTs.
full implementation within two
years, clinical indicators of the The Facility did not have a medical quality improvement process that included review of
efficacy of treatments and clinical indicator. The Facility should develop a system that will capture medical
interventions shall be determined in | indicators, such as specific conditions, hospitalizations, EMS calls, deaths, and
a clinically justified manner. importantly, data points, such as laboratory and other diagnostic results, that can
demonstrate efficacy of clinical practice at the Facility. Data must be maintained
longitudinally and must be used to conduct trend analysis regularly, identify areas for
107
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Provision

Assessment of Status

Compliance

attention and improvement, and determine effectiveness of initiatives taken to improve
health status and services.

Data specific to clinical outcomes were not collected, nor was trend analysis completed.
Outcome data, such as diagnostic results that indicated appropriate clinic treatment (e.g.,
improved or normal A1C levels in people with diabetes, improved bone density
measurements following treatment for low bone density), as well as other variables,

As of this review, there was not a clear system in place that promotes the discussion,
analysis, and tracking of individual status and occurrence of health indicators associated
with physical and nutritional risk. The Aspiration Trigger data Sheet was in the process
of being implemented for the individuals who were on the target list. The trigger data
sheet was designed to monitor the presence or absence of triggers related to potential
aspiration. The development of this data sheet is another positive step forward in better
being able to identify signs and symptoms. The issue with the existing Data sheet
included:
e Lackof individualized triggers
o Lack of notification of all occurring triggers. For example, a trigger may not be
documented or nurse notified if the trigger stopped occurring after repositioning
or plan implementation.

As described in Provision ].9, for many individuals, symptom monitoring for mental
health condition, needed for assessment of treatment efficacy, was not in place.

H5

Commencing within six months of
the Effective Date hereof and with
full implementation within two
years, a system shall be established
and maintained to effectively
monitor the health status of
individuals.

Based on the review of 19 individual records, the PNM Team or PST did not document
progress of individual strategies on a monthly basis to ensure the efficacy of identified
strategies to minimize and/or reduce PNM risk indicators for those individuals with the
most complex physical and nutritional support needs.

A policy/protocol that addresses the monitoring process and provides clear direction
regarding its implementation and action steps to take should issues be noted does not
exist at DSSLC. Lacking is:

0 Definition of monitoring process to cover staff providing care in all aspects in
which the person is determined to be at risk,

0 Identification of monitors and their roles and responsibilities,

O Monitors are re-validated on an annual basis by therapists and/or assistants to
ensure format remains appropriate and completion of the forms are correct and
consistent among various individuals conducting the monitor, and

0 Evidence that results of monitoring activities in which deficiencies are noted are
formally shared for appropriate follow-up by the relevant supervisor or

Noncompliance
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Provision

Assessment of Status

Compliance

clinician.

Collaborative reviews by both psychiatry and psychology took place at psychiatric
treatment reviews. Integrated data in the PBSP was, however, lacking, so monitoring
was not tied to objective information on clinical indicators.

H6

Commencing within six months of
the Effective Date hereof and with
full implementation within two
years, treatments and interventions
shall be modified in response to
clinical indicators.

Numerous examples were found in which treatments and interventions were not
modified in response to clinical indicators.

For Individual #367, target behaviors began increasing in June 2010 and, with
the exception of August, remained substantially elevated through the end of
2010. Despite data that indicated worsening undesired behavior, progress notes
provided no information about any specific anticipated benefit from continuing
the existing PBSP. Furthermore, no recommendations were made to revise the
PBSP or explore the lack of treatment efficacy. In January of 2011, however,
when displays of target behaviors dropped to near zero, the recommendation
was made to revise the PBSP. Although data suggested the PBSP was ineffective,
a revision to the PBSP would have provided greater potential benefit had
revisions been introduced in a more timely manner.

For Individual #127, overall displays of aggression increased beginning in June,
2010 and remained elevated into November 2010. The overall frequency of
aggression increased again in January, 2011 by more than 500% over previous
maximum levels. Despite elevated levels of aggression, the PST did not
recommend a revision to the PBSP until the annual PSP on 3/3/2011.

As described in Provision P.1, the PNM Team met regularly but did not meet
timely to address change in status, assessment, clinical data and monitoring
results. For example:

0 Individual #245 developed aspiration pneumonia on 10/26/10 but
there was no evidence that the PNMT or PST met to discuss to discuss
the aspiration post hospitalization.

0 Individual #537 had a choking event occur on 1/14/2011 post visit to
have teeth extracted. There was no evidence of discussion prior to
return to home regarding whether diet texture should be temporarily
modified.

There were also examples of treatment provided when indicated. For example, as
described in Provision M.1, successful treatment of skin breakdown was initiated, and
objective measures of healing were tracked.

Noncompliance

H7

Commencing within six months of
the Effective Date hereof and with

A draft DADS state policy was available and this was an improvement since the last
onsite review. It addressed provisions G and H together. The policy was not yet

Noncompliance
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Provision

Assessment of Status

Compliance

full implementation within three
years, the Facility shall establish
and implement integrated clinical
services policies, procedures, and
guidelines to implement the
provisions of Section H.

completed or disseminated. The majority of the policy addressed section H and
appeared to be a good start to providing the facility with some guidance and direction. It
might be helpful to indicate how the contents of the policy related to each of the specific
seven provision items of provision H. For provision item H1, the policy listed some
details about the regulatory or statutory requirements for a nursing quarterly review, an
annual dental exam, a review of behavior control drugs, an annual physical, and a review
of risk status. There was nothing in the policy, however, regarding assessments and
evaluations for psychiatry, psychology, pharmacy, physical therapy, speech and language
therapy, dietary needs, occupational therapy, and respiratory therapy (in this policy,
DADS added respiratory to the list of clinical services).

There were improvements in performance of assessments and evaluations in some areas
but not across all disciplines.

The Facility had started to do annual psychiatric assessments in addition to the monthly
and quarterly PTRs.

Annual and quarterly nursing assessments were completed according to schedule.

The new physician transfer order form was implemented to ensure continuity of care
when an individual is discharged to the Facility from the hospital.

Little progress was achieved by DSSLC in integrating adaptive and intellectual testing
into the psychological assessment process. Few psychological assessments included an
intellectual assessment administered within the previous five years or an adaptive
assessment conducted within the prior year.

As described in Provision P.1, the PNM Team met regularly but did not meet timely to
address change in status, assessment, clinical data and monitoring results.

Recommendations: The following recommendations are offered for consideration by the State and the Facility:
The Facility should ensure that assessments and evaluations are done routinely as required.

The Facility should develop a system to monitor whether changes in health and behavioral status of individuals trigger assessments as required.
The Facility should develop a system that will capture medical indicators, such as specific conditions, hospitalizations, EMS calls, deaths, and
importantly, data points, such as laboratory and other diagnostic results, that can demonstrate efficacy of clinical practice at the Facility.

1.
2.
3.

Denton State Supported Living Center, June 23,2011

110




SECTION I: At-Risk Individuals

Each Facility shall provide services with
respect to at-risk individuals consistent
with current, generally accepted
professional standards of care, as set
forth below:

Steps Taken to Assess Compliance:
Documents Reviewed:

oUW =

7.

8.
9.
10.
11.

12.

DSSLC Plan of Improvement 5/17/10.

DSSLC Supplemental Plan of Improvement 7/6/2010.

DADS Policy Draft (undated) 006 - Risk Management.

DSSLC Policy CMGMT -14 At Risk Individuals 1/1/11

List of Health Risk Ratings for each risk factor/individual 3/30/11.

Records reviews for Individuals #131, #181, #201, #218, #245, #272, #336, #401, #419, #519, #537,

#548, #578, #580, #699, #758, #761, #776, and #781

Integrated risk reviews for Individuals #131, #181, #201, #218, #245, #272, #336, #401, #419, #519,

#537, #548, #578, #580, #699, #758, #761, #776,and #781

Risk Action Plan for Individuals #338, #205, #681, #108, #401, #519, #164, #188, #276, and #19
List of Top 10 aggressive individuals causing injury to peers.

List of Top 10 injured individuals.

List of individuals supported with bedrails

List of individuals injured from bedrails

People Interviewed:

13.
14.
15.
16.
17.
18.
19.
20.
21.
22.

Nancy Condon, DSSLC Facility Director

Dora Tillis, Assistant Director of Programs

Donna Groves, OTR, Director of Habilitation Services
Joy Sibley SLP, Director of Communication Therapy
Lori Powell, Director of Quality Assurance

Deb Salsman, Director of Incident Management
Randy Spence, M.S., Director of Behavioral Services
Elaine Davis, Director of Training and Development
Six DCPs Cedar Falls

Three DCPs Houston Park

Meetings Attended/Observations:

Ntk wN =

IMT meeting 3/28/11

Observations of mealtimes on Cedar Falls

Life skills-Cedar Falls

PNMT meeting 3/28/11

Incident Management Team (IMRT) 3/28/11

Restraint Reduction Committee 3/30/11

Quality Assurance/Quality Improvement Council (QA/QA Council) meeting 3/31/11

Facility Self-Assessment: In its Plan of Improvement (POI) the DSSLC reported that it had not yet

achieved substantial compliance any of the provisions of this section of the Settlement Agreement. The

Monitoring Team concurs.
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The state established a new at risk policy dated 12/29/10 to be effective 1/1/11. DSSLC reported it began
implementing the new policy on 1/31/11. The monitoring team had an opportunity to review risk rating
assessments completed under the new policy and believes the new process is much more likely than the
old process to accurately reflect risk levels for individuals living at the DSSLC.

Summary of Monitor’s Assessment: The state established a new at risk policy dated 12/29/10 to be
effective 1/1/11. DSSLC reported it began implementing the new policy on 1/31/11. The monitoring team
had an opportunity to review risk rating assessments completed under the new policy and believes the
new process is much more likely than the old process to accurately reflect risk levels for individuals living
at the DSSLC. The risk assessment system used prior to implementation of the new policy continued to
inaccurately assess risk levels for individuals. This was the operative policy for some of the time period for
this compliance review,

A concern with the new procedure is that the risk guidelines provided to QMRPs were based primarily on
the history of the indicator occurring and not on indicators that lead to an increased risk. Guidelines need
to be expanded to promote proactive review of risk.

The Monitoring Team is concerned with bedrail safety at DSSLC. DSSLC reported 115 individuals use
bedrails and five individuals had bedrail related injuries between 10/1/10 and 3/12/11. In response to a
document request for “any facility policy governing bedrail use or safety review” the facility responded it
had no local policy. In response to a document request for “a copy of bedrail safety assessments, either a
comprehensive report or assessments done of specific individuals and their use of bedrails” the facility
responded they had none. Bedrails, which are often used out of concern for safety, can instead increase risk
of injury if care is not taken. The Monitoring Team was informed after the visit that the Facility had
checked the bedrails against the FDA Entrapment Codes 2-5 years ago and has, since the visit, established a
committee to review beds, mattresses, and bedrails. Periodic re-evaluation is important and the
establishment of that committee is a good idea.

Provision

Assessment of Status Compliance

Commencing within six months of
the Effective Date hereof and with
full implementation within 18
months, each Facility shall
implement a regular risk screening,
assessment and management
system to identify individuals
whose health or well-being is at
risk.

In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved Noncompliance
substantial compliance with this provision of the Settlement Agreement. The Monitoring
Team concurs.

The state established a new at risk policy dated 12/29/10 to be effective 1/1/11. DSSLC
reported it began implementing the new policy on 1/31/11. The Monitoring Team had
an opportunity to review risk rating assessments completed under the new policy and
believes the new process is much more likely than the old process to accurately reflect
risk levels for individuals living at the DSSLC. The risk assessment system used prior to
implementation of the new policy continued to inaccurately assess risk levels for
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# | Provision Assessment of Status Compliance
individuals. This was the operative policy for some of the time period for this compliance
review, the Monitoring Team could not yet assess whether the new rating system would
be implemented routinely and accurately to identify individuals whose health or well-
being is a risk.

The Monitoring Team was concerned about a risk that was observed. The Facility used
flat bath slabs for some individuals at Cedar Falls unit. These flat slabs place individuals
in a position that could cause risk for aspiration. The Facility should consider replacing
the slab baths with adjustable height bathing systems with built-in/adjunct lifts for
safety. The Facility should assure that individuals with hypothermia and those with
significant risks related to osteoporosis are provided with alternatives to a slab bath and
contraindications are noted in their HMPs, and that individuals who have aspiration risks
have been assessed for appropriate elevation and the proper bolsters and wedges
provided (noting that wedges were provided at DSSLC).

[2 | Commencing within six months of In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved Noncompliance
the Effective Date hereof and with substantial compliance with this provision of the Settlement Agreement. The Monitoring
full implementation within one year, | Team concurs.
each Facility shall perform an
interdisciplinary assessment of DSSLC Policy CMGMT -14 At Risk Individuals 1/1/11 is intended to guide facility practice
services and supports after an directed at this provision of the SA.
individual is identified as at risk and
in response to changes in an at-risk | Based on a review of 19 individual records, documentation supported that the PNM
individual’s condition, as measured | Team met regularly but did not meet timely to address change in status, assessment,
by established at- risk criteria. In clinical data and monitoring results. Individual examples of where the PNM Team or PST
each instance, the IDT will start the | did not meet regularly to address change in status included:
assessment process as soon as e Individual #245 developed aspiration pneumonia on 10/26/10 but there
possible but within five working was no evidence that the PNMT or PST met to discuss to discuss the
days of the individual being aspiration post hospitalization.
identified as at risk. e Individuals #131 and #548 had a modified barium swallow study conducted

on 12/21/2010. There was no evidence that the PST or PNMT met to
discuss the findings of the test and determine if there was a need to revise
the current plan of care

e Individual #537 had a choking event occur on 1/14/2011 post visit to have
teeth extracted. There was no evidence of discussion prior to return to
home regarding whether diet texture should be temporarily modified.
Additionally, there was no evidence that the PST met to discuss findings of a
meal observation that occurred on 1/14/11

e Individual # 761 had a choking event on 11/15/10 but there was no
evidence of PNMT or PST discussion or evaluation of the event outside of the
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Assessment of Status

Compliance

incident report.

e Individual # 419 developed aspiration pneumonia on 11/5/10. The team
met to discuss the hospitalization but there was no evidence that the PNMT
or PST met to discuss the findings of the MBSS that was conducted on
11/18/10

e Individual #699 developed aspiration pneumonia on 12/10/2010 but there
was no evidence that the PNMT or PST met to discuss issues until the PSP
meeting on 1/14/11. The PST did not meet post hospitalization to discuss
the aspiration event.

I3

Commencing within six months of
the Effective Date hereof and with
full implementation within one year,
each Facility shall establish and
implement a plan within fourteen
days of the plan’s finalization, for
each individual, as appropriate, to
meet needs identified by the
interdisciplinary assessment,
including preventive interventions
to minimize the condition of risk,
except that the Facility shall take
more immediate action when the
risk to the individual warrants. Such
plans shall be integrated into the
ISP and shall include the clinical
indicators to be monitored and the
frequency of monitoring.

In its Plan of Improvement (POI) the DSSLC reported that it had not yet achieved
substantial compliance with this provision of the Settlement Agreement. The Monitoring
Team concurs.

DSSLC Policy CMGMT -14 At Risk Individuals 1/1/11 is intended to guide facility practice
directed at this provision of the SA.

As 0of 12/20/10 the DSSLC has been using a standard format for risk mitigation planning.
A form “Risk Action Plan” identifies action steps, implementation date, monitoring
frequency, person responsible, completion date, and follow-up/outcome. These plans
tended to be too general and seemed to serve the function of summarizing information
rather than providing specific instructions. For example, several Risk Action Plans
described monitoring frequency as “daily” or “as needed” without specifying time of day
such as a specific meal or mealtime. Similarly, completion dates were typically noted as
“ongoing” or contained a date one year forward suggesting the action plan and
monitoring was unlikely to have a positive effect.

Noncompliance

Recommendations: The following recommendations are offered for consideration by the State and the Facility:
Ensure that appropriate assessment and revision of the PSP is done for any individual whose level of risk is revised as the At-Risk Individuals policy

1.

2.
3.

is implemented.

Fully implement DADS Policy 006 - At Risk Individuals.
As the new At-Risk process evolves, assessment guidelines should promote proactive review of risk as well as addressing risk indicator events that

have already occurred.

Ensure that appropriate assessment and revision of the PSP is done for any individual whose level of risk is revised as the At-Risk Individuals policy

is implemented.

Replace flat bath slabs with tubs adapted to meet the needs of thjs population.

Denton State Supported Living Center, June 23,2011

114




SECTION J: Psychiatric Care and
Services

Each Facility shall provide psychiatric
care and services to individuals
consistent with current, generally
accepted professional standards of care,
as set forth below:

Steps Taken to Assess Compliance:
Documents Reviewed:

1.

Ntk wN

10.

11.

Denton State Supported Living Center (DSSLC) Plan of Improvement (POI), 03/25/2011

Texas Department of Aging and Disability Services (DADS) Policy 001: Use of Restraints (08/15/09)
DSSLC Policy and Procedure CMGMT-21: Dental/Medical Sedation and Restraint (11/05/09)

DADS Policy 008.01: Psychological and Behavioral Services (07/22/10)

DSSLC Policy CMGMT-24: Psychological Services (11/30/10)

Monitoring Team pre-tour document request: Section VII - Psychiatry

For Individuals #4, #12, #14, # 89#119, #127, # 138, #153, # 231, #232, #278, # 319, #335, #341,
#353, #372, #402, #417, #423, #464, #472, #494, #505, #537, #539, #583, #593, #605, #612, #637,
#653, #669, #689, #690, #734, 765, and #772: Psychiatric evaluations in the Settlement Agreement
(SA) Appendix B format

For Individuals #12, #110, #127, #153, #278, #285, #395, #417, #423, #472, #494, #583, #605, and
#62: Demographic Information (e.g., Profile Sheet - Photograph and Identifying Information Sheet),
Social History Evaluation, most recent Personal Support Plan (PSP), most recent Positive Behavior
Support Plan (PBSP), Annual Medical Summary, Active Problem List (APL), most recent Health Risk
Assessment Rating - tool and team meeting sheet, Psychiatry section inclusive of the most recent
Comprehensive Psychiatric Assessment, most recent MOSES/DISCUS Side Effects Screening, most
recent Quarterly Drug Regimen Reviews (QDRR), most recent Neurology Consultation; any
documentation and consultations regarding the use of pretreatment sedation medication (i.e.
Treatment Plan, Guardian Approval, Human Rights Committee (HRC) approval, etc.), Informed Consent
forms for all current psychotropic medications

For Individuals #12, #110, #153, #285, #278, #395, #417, #423, #494, #583: Medication Plans (new
format), Consent for Psychotropic Medication (new format), recent Psychiatry Medication Review
(PMR) notes.

For Individuals #183, #228, #269, #278, #312, #367, #414, #472, #540, #583, #590, #664, #723,and
#782, all for specified dates: All documentation associated with medical restraints, including restraint
checklist/face-to-face assessment & debriefing documents, medical orders, physician specified
monitoring schedule, any standard facility protocol for monitoring medical restraint, any PSP
information regarding development and/or implementation of plans to minimize use of medical
restraint for the individual (including data sheets if a program was developed and implemented),
documentation of review activity, and any other documentation associated with the restraint use

For Individuals #217, #244, #270, #429, all documentation associated with intravenous dental
sedation on specified dates, including restraint checklist/face-to-face assessment & debriefing
documents, medical orders, physician specified monitoring schedule, any standard facility protocol for
monitoring medical restraint, any PSP information regarding development and/or implementation of
plans to minimize use of medical restraint for the individual (including data sheets if a program was
developed and implemented), documentation of review activity, and any other information associated
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with the restraint use.
12. For Individuals #127 and #624: PSP Plans of Action and any related documents related to multiple
restraints to the individuals, between September 2010 and February 2011
13. For Individuals #4, #12, #22, #26, #34, #92, #170, #178, #240, #245, #337, #354, #357, #364, #381,
#382, #438, #488, #517, #527, #573, #589, #611, #621, #628, #717, #755, #758, #766, and #775:
Reiss Screen booklets and scoring sheets.
14. For Individuals # 56, #101, #130, #170, #189, and #510: Reiss Screen booklets and scoring sheets, and
any resulting psychological assessments or other clinical evaluations.
15. For Individuals #89, #402, #417, #423, #464, #583, and #772: Psychiatric consultation materials,
Reiss Screens booklets and scoring sheets.
People Interviewed:
Robert Harden, M.D., DSSLC Consulting Psychiatrist
Zourong Lin, M.D., DSSLC Staff Psychiatrist
Arifa Salam, M.D., DSSLC Lead Psychiatrist
Satyajit Satpathy, M.D., DSSLC Staff Psychiatrist
Sibylle Graviett, RN, RN Case Manager Supervisor
Delia Schilder, RN, CDDN, CNE
Randi Spence, MA Director of Psychology
Frank Pedia, Director of Program Coordination
Jill Wooten, BCBA, Positive Behavior Support Committee (PBSC) Chair
eetings Attended/Observations:
PSP planning meeting for Individual #395 (04/01/2010)
Psychology/Neurology conference (03/31/2010)
Quality Assurance/ Quality Improvement Council (04/01/2010)
Psychiatry Clinic - Dr. Salam (04/01/11)
PBSC meeting (03/31/11)

VI WP 200NV W=

Facility Self-Assessment:

The Facility reported that it complied with seven of the fifteen provisions of the psychiatry section of the
SA. The Facility self assessed compliance with professional staffing requirements. The POI reported that
deployment of the Reiss Screen for Maladaptive Behavior was complete, and that identified individuals
were referred to the psychiatry clinic for evaluation/assessment. A system was reported to be in place for
monitoring, detecting, and reporting side effects of medications, and for facility level reviews of
polypharmacy practices. The Facility also self-assessed that psychiatrists coordinated the use of
medications prescribed to treat both seizures and mental health disorders with the consulting neurologist.
The Monitoring Team concurred with these elements of the self assessment. The Facility also self-assessed
compliance with requirements for the monitoring and coordination of pre-treatment sedation with
psychiatric, pharmacy, and medical services, and reported progress in the development of desensitization
and other treatments to minimize the need for such sedation. However, the Monitoring Team found that
adequate procedures were not in place to fulfill the SA requirement for monitoring during pre-treatment
sedation, and that the process of the development of needed treatments was in its early stages.
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The Facility did not self-assess compliance on SA provisions that related to psychiatric evaluations, but
reported that psychiatrists had started to use the required formats for psychiatric evaluations, at the time
of admission to the facility and during annual clinical updates. The Monitoring Team concurred that good
progress was made in the area of psychiatric assessments. The Facility self- reported improvements in the
integration of pharmacological treatments with behavioral interventions, and improvements in the
integration of psychiatry and psychology via use of combined case assessments and formulations. In these
areas the Monitoring Team found that the needed improvements were in their early stages. The Facility
reported that a new system was in place to implement and monitor medication treatment plans. The
Monitoring Team concurred that progress was made in these areas also, and concurred that the Facility
was not yet in compliance.

Summary of Monitor’s Assessment:

For provision J1: The provision remained in substantial compliance: The Facility continued to employ
three full time staff psychiatrists and one part time contract psychiatrist, all of whom were board certified
in psychiatry and all of whom had sufficient experience with intellectual disabilities. The psychiatrists
actively and appropriately participated in the interdisciplinary process.

For provision J2: The provision was determined to be in substantial compliance. A process was
in place for individuals to receive clinically justifiable evaluations and diagnoses by board
certified or board eligible psychiatrists.

For provision J3: The provision was determined to be not in compliance. There was much
improvement in the area of the appropriate use of psychotropic medications. However, there
needed to be greater clarity about the rationale for the use of each medication, and further
progress needed to be made to assure that all psychotropic medications were properly linked to
symptoms or behavioral characteristics of identified psychiatric disorders.

For provision J4: The provision was determined to be not in compliance. The Facility had established a
credible process for the development of desensitization plans for identified individuals, but that process
had just started. While procedures for medical restraint monitoring in the dental clinic were in place,
appropriate procedures had not been established regarding the use of pretreatment sedation for medical
procedures.

For provision J5: The provision remained in substantial compliance. Psychiatrists at the Facility had
heavy clinical caseloads and were very busy, but with the support of the psychiatric assistants and others,
they were able to provide the services required by the SA.

For provision J6: The provision was determined to be not in compliance. The Facility had successfully
deployed the use of Appendix B evaluations for new admissions, annual reviews, and consultations. With
the above in mind, the Facility’s decision to deploy the Appendix B format for over 250 individuals during a
single annual cycle was both ambitious and commendable. However, additional details were sometimes
needed regarding the reasons that diagnoses were selected, and in some cases a more detailed review was
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needed in descriptions of the course of illness, past treatment trials, and the results of those trials.

For provision J7: The provision was determined to be in substantial compliance. Reiss screens were
administered to all individuals who required them. Psychiatric assessments were completed for all
individuals who had psychiatric diagnoses, or who received psychotropic medication.

For provision J8: The provision was determined to be not in compliance. The Monitoring Team
confirmed that behavioral data were considered in decisions regarding pharmacological treatments.
However, a process was not in place to provide integrated behavioral care through combined assessment
and case formulation.

For provision ]J9: The provision was determined to be not in compliance. The way in which the Personal
Support Teams (PSTs) determined which treatments were likely to be most helpful to individuals was not
clear, and PBSPs did not adequately describe the treatments that were selected.

For provision J10: The provision was determined to be in substantial compliance. New procedures were
in place to assure that prior to the administration of psychotropic medications, the PST (including the
psychiatrist, Primary Care Physician [PCP] and nurse) considered both the risks of the untreated mental
illness and the risks associated with the proposed treatment. To remain in compliance, the Facility must
provide clarification/assurances about the procedures, and provide details about the way reasonable
alternatives to treatment were considered.

For provision J11: The provision was determined to be in substantial compliance. The Facility had
established a psychoactive medication oversight committee, and that committee had started to meet. The
committee will monitor the reduction and elimination of psychotropics that were not clinically justified.

For provision J12: The provision was determined to be in substantial compliance. The Facility had
established a process for facility-wide monitoring of side effects, in conjunction with the psychoactive
medication oversight committee.

For provision J13: The provision was determined to be not in compliance. The Facility had started a new
system for psychotropic medication treatment plans. However, the plans reviewed lacked clear rationales
for the proposed treatments, and the system under which individuals were monitored for treatment
efficacy needed to be improved.

For provision J14: The provision was determined to be not in compliance. The Facility started a new
process for psychotropic medications consent. Clarification was needed about consent procedures for
other restrictive procedures,

For provision J15: The provision was determined to be in substantial compliance. Staff psychiatrists
attended neurology clinics, and a process for review and oversight of medications prescribed by both
neurology and psychiatry were in place.
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Provision

Assessment of Status

Compliance

J1

Effective immediately, each Facility
shall provide psychiatric services
only by persons who are qualified
professionals.

At the time of the compliance visit DSLLC continued to employ three full time staff
psychiatrists: Drs. Lin, Satpathy and Salam. A fourth psychiatrist, Dr Harden was
employed as a contractor for eight hours per week. All four psychiatrists were
interviewed during the tour, and their curriculum vitae, medical licenses, and specialty
board certificates were reviewed. Drs. Harden, Salam and Satpathy were board certified
by the American Board of Psychiatry and Neurology, and Dr. Lin was board eligible.
Since the time of the last tour Dr. Harden’s assignments had changed. At the time of the
tour he divided his time between quality assurance reviews and activities as a member of
the PBSC. Dr Salam served as lead psychiatrist for the facility and participated in facility-
wide oversight activities. In addition, Dr. Salam served as the lead psychiatrist for the
Facility. Drs. Lin, Salam, and Satpathy all maintained active caseloads.

At the time of the tour, 258 individuals who lived at DSSLC received some form of
psychiatrist support. The job descriptions of the psychiatrists included responsibilities
for direct psychiatric care of designated individuals; Psychiatrists were members of the
Personal Support Teams (PSTs) of individuals assigned to their care. They participated
in PST activities, including annual PSP meetings. Individuals were seen for psychiatric
care as needs arose, and at regularly scheduled PMRs, which occurred on a monthly to
quarterly basis. PMR participants included the individual being reviewed, and the
individual’s psychologist, qualified mental retardation professionals (QMRP), nurse case
manager, direct support professionals and other members of the PST. Quarterly
psychiatric meetings also served as the place where quarterly reviews of the PSP took
place.

Psychiatrists worked closely with other professionals at the Facility. They worked with
pharmacy department members, and they reviewed Quarterly Drug Regimen Reviews
(QDRRs) that were prepared by pharmacists; they worked closely with nurse case
managers and they reviewed the DISCUS and MOSES screenings that had been completed
by those nurses. Along with other physicians, the psychiatrists participated in medical
department activities, they attended monthly polypharmacy meetings, and they
participated on a rotating basis as members of the Pharmacy and Therapeutics
Committee (P&TC).

During the tour the Monitoring Team observed the work of the psychiatrists, during
PMRs, during an annual PSP meeting, during a psychiatry/neurology conference and
during the psychiatrist’s work with the PBSC and Quality Assurance (QA) and Quality
Improvement (QI) Committee. Overall, the Monitoring Team found that the psychiatric
staff at DSSLC consisted of qualified professionals, who participated meaningfully in the
DSSLC interdisciplinary process.

Substantial
Compliance
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Compliance

]2

Commencing within six months of
the Effective Date hereof and with
full implementation within one
year, each Facility shall ensure that
no individual shall receive
psychotropic medication without
having been evaluated and
diagnosed, in a clinically justifiable
manner, by a board-certified or
board-eligible psychiatrist.

The Monitoring Team reviewed psychiatric evaluations for Individuals #4, #12, #14, #
89 #119, #127, # 138, #153, # 231, #232, #278, # 319, #335, #341, #353, #372, #402,
#417, #423, #464, #472, #494, #505, #537, #539, #583, #593, #605, #612, #637, #653,
#669, #689, #690, #734, 765, and #772. The Monitoring Team addressed the following
items:

1. Whether the Facility employed a sufficient number of psychiatric hours to ensure
that evaluation and diagnosis can be done in a clinically justifiable manner: Since the
last compliance tour the Facility had maintained a staffing level of 3.2 Full Time
Equivalent (FTE) psychiatrists, one of whom is now deployed to quality assurance
and committee oversight duties. Since at the time of tour there were 258 individuals
who received psychiatric care; the average caseload for the psychiatrist was between
85 to 90 individuals. This represented a busy, but manageable caseload for the
psychiatrists.

2. Whether a mechanism was in place for all psychotropic medication to be used based
on clinically justifiable evaluation and diagnoses: Diagnostic evaluation were
(evaluation per Appendix B of the SA) the subject of Provision 6. Generally, a
positive process was determined to be in place.

3. Whether a mechanism was in place for all psychotropic medications to be used on
the basis of clinically justifiable evaluation and diagnoses: In the report for the last
compliance visit the Monitoring Team focused on the need to link in a meaningful
and transparent way the use of the medication to symptoms or behavioral
characteristics of the identified psychiatric disorder. The Facility responded to this
by introducing a medication plan process initiated by the psychiatrist when a new
medication is proposed. The medication plan process was reviewed by the
Monitoring Team under provision J13. It was found to be generally positive,
although a clear statement about the reason for the medication’s use (treatment
rationale) should he added.

4. Evaluation and diagnosis conducted by qualified psychiatrists: All evaluations were
completed by DSSLC board certified psychiatrists.

5. Inthe report for the last compliance visit, the Monitoring Team identified the need to
identify a process of review and improvement, to ensure that evaluations and
diagnoses were done in a clinically justifiable manner. In the May 2010 POI the
Facility stated that it did not have enough data to support compliance at that time.
There has been no update to that statement.

Substantial
Compliance

13

Commencing within six months of
the Effective Date hereof and with
full implementation within one
year, psychotropic medications
shall not be used as a substitute for

The Monitoring Team reviewed information on Individuals #12, #110, #127, #153,
#278, #285, #395, #417, #423, #472, #494, #583, #605, and #62. Materials reviewed
included demographic information (e.g., profile sheet - photograph and identifying
information Sheet), most recent PBSP, annual medical summary, the APL, the most
recent health risk assessment rating - tool and team meeting sheet, the psychiatry

Noncompliance
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# Provision Assessment of Status Compliance
a treatment program; in the section inclusive of the most recent psychiatric assessment, most recent MOSES/DISCUS
absence of a psychiatric diagnosis, side effects screening, recent QDRRs, the most recent neurology consultation, medication
neuropsychiatric diagnosis, or plans, informed consent forms.
specific behavioral-pharmacological
hypothesis; or for the convenience The Monitoring Team evaluated whether the use of psychotropic medications at the
of staff, and effective immediately, Facility was appropriate, on the basis of the seven items listed for this provision in the
psychotropic medications shall not | rating tool agreed upon by the parties. The Monitoring Team found that psychotropic
be used as punishment. medications were used at DSSLC as part of treatment programs, psychotropic

medications were not used as punishments, and that psychotropic medications were not
used for the convenience of staff. There were no examples of psychotropic medications
being used in the absence of a documented psychiatric or neuropsychiatric diagnosis or
specific behavioral pharmacological hypothesis. However, for many medications a clear
rationale for the use of the medication was not provided, and medications were not
linked to symptoms or behavioral characteristics of psychiatric disorders. Examples are
provided in the Monitoring Team’s comments for provision ]9, item #2.

The Facility included APLs as part of the health data tab of the record, and they were also
part of the annual physicians’ summary. The fourteen records listed above were
examined, to see if the psychiatric diagnoses were included on the APLs. In six of the
fourteen records reviewed, the problem list did not include the current psychiatric
diagnosis. In two cases (Individuals # 423 and #605), the reason could have been that
the psychiatric diagnosis changed after the annual medical review was completed. For
individual # 127, the entry for the problem list was “mental disorder - history of
aggression,” and for individual #319 the entry was “behavior disorder.” These entries did
not correspond to current or prior psychiatric diagnoses and they were not Diagnostic
and Statistical Manual of Mental Disorders and the International Statistical Classification
of Diseases and Related Health Problems (DSM/ICD) diagnoses. The entry for individual
# 472 was incomplete - bipolar disorder was listed, but autism was not. No psychiatric
diagnosis was listed for Individual #232.

J4 | Commencing within six months of The Monitoring Team reviewed medical monitoring of oral pre-treatment sedation Noncompliance
the Effective Date hereof and with related to medical procedures, for individuals #183 (12/01/10), #228 (09/24/10), #269
full implementation within 18 (10/27/10), #278(09/01/10), #312(01/25/11), #367 (01/28/11), #414 (11/01/10),
months, if pre-treatment sedation is | #472 (11/30/10), #540 (11/29/10 and 12/17/10), #583 (12/01/10), #590
to be used for routine medical or (12/02/10), # 664(02/23/11), #723 (12/02/10), and #782 (09/03/10). Clinical
dental care for an individual, the materials reviewed included documentation associated with medical restraints such as
ISP for that individual shall include | restraint checklists, face-to-face assessment & debriefing documents, medical orders,
treatments or strategies to physician specified monitoring schedule, documentation of review activity, any other
minimize or eliminate the need for | documentation associated with the restraint use, and integrated progress notes. The
pre-treatment sedation. The pre- Monitoring Team also reviewed medical monitoring during intravenous (IV) sedation
treatment sedation shall be related to dental procedures, for Individuals #217 (09/01/10), # 244 (09/29/10), #270
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coordinated with other
medications, supports and services
including as appropriate
psychiatric, pharmacy and medical
services, and shall be monitored
and assessed, including for side
effects.

(09/01/10), and # 429 (09/29/10). Clinical materials reviewed included documentation
associated with IV dental sedation on specified dates, including restraint checklist/face-
to-face assessment & debriefing documents, medical orders, physician specified
monitoring schedule, the standard facility protocol for monitoring medical restraint, and
any other information associated with the restraint use. The Monitoring Team reviewed
PSP information regarding development and/or implementation of plans to minimize
use of medical restraint for the individual (including data sheets if a program was
developed and implemented) for all eighteen individuals cited above.

The Monitoring Team met with Sibylle Graveitt, RN Case Manager Supervisor and Delia
Schilder RN, CDDN, CNE, and reviewed how safety monitoring was provided when oral
pre-treatment sedation and IV sedation were used during medical and dental
procedures. Ms. Schilder and Ms. Graveitt informed the team that when IV sedation was
used, nurses accompanied individuals from the residence to the dental clinic and
monitored the individual for safety with the Sedation Checklist. Vital signs were
obtained per guidelines of the medical restraint guidelines, and monitoring continued in
the infirmary, at least until a score of 8 was recorded on the REACT form (a measure of
level of sedation, on which higher scores indicated less sedation). Restraint Checklists
were not used for IV dental procedures. Ms. Schilder and Ms. Graveitt reviewed
procedures used when pre-treatment sedation was used for medical procedures. During
on-campus procedures, the DSSLC outpatient medical consultation procedure form was
typically used. Restraint Checklists were not used for these procedures. Per information
reported by the Facility to the Monitoring Team, there had been no use of oral pre-
treatment sedation in the dental clinic during the six months period of September 2010
and February 2011.

The Monitoring Team reviewed total intravenous dental sedation (TIVA) monitoring, as
follows: Between September 2010 and February 2011 individuals received dental
examination under IV sedation 47 times. The monthly frequencies varied from a low of
four in January to a high of 11 in November. The monthly average was 7.83 times. The
Monitoring Team reviewed each of the 4 cases of IV sedation, Individuals #217
(09/01/10), # 244 (09/29/10), #270 (09/01/10), and # 429 (09/29/10). In each case
the procedure was an annual examination. In three of the four cases, (all except #217)
pre/active/post sedation checklists were used. Vital signs were obtained prior to the
procedure, and 15 minute vital signs were done after the procedure was complete. In all
cases a REACT score of at least 8 was documented in the infirmary area. The REACT
score was documented in the narrative notes (medical and dental) which were part of
the sedation checklist. Documentation was provided during the procedure via the
anesthesiology notes. The routine Post Op instructions provided upon completion of the
procedure included dismissal from the infirmary when the patient was alert and oriented
and for the individual to rest the home for 24 hours. In the fourth case (# 217) dental
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progress notes documented IV sedation for the annual exam, but no other documentation
was available. For Individuals # 244, # 270, and #429, documentation was also provided
from the integrated progress notes which showed nursing follow-up on the home during
the 24 hours. One case (Individual #429) contained a note from the day after the
procedure that enhanced supervision could be discontinued. In a second (Individual
#270) there was nursing follow-up on the unit (without vital signs) on the same day, and
two days later, with vital signs. In a third case (Individual #244) nursing follow-up was
provided on the home the same evening with vital signs, and twice in the following 24
hours. In one case, (individual #429) the restraint checklist was completed; on that form
vital signs were not reported but the form clarified that these were reported on the
sedation checklist.

DSSLC informed the Monitoring Team that between September 2010 and February 2011
medical pretreatment sedation was used 135 times (the monthly high was 38 uses in
December 2010 and the monthly low was 16 in November monthly average was 22.5).
While on site, the Monitoring Team requested and reviewed each of the 14 cases of
medical pretreatment sedation, listed above. These represented eye examinations (5),
imaging studies (4), a gynecological exam, a bone scan, a case of suture removal, an
echocardiogram, and a bone density/mammography study (1 of each). In five of the
cases, baseline vital signs were located in either the integrated progress notes or on a
consultation form. In eight cases, a REACT, rating for the level of sedation, was located. In
three case the sedation checklist was completed (all were off-campus procedures). The
DSSLC outpatient medical consultation form was completed for seven individuals.
Restraint Checklists were not used for these procedures.

The Monitoring Team met with Jill Wooten, BCBA, to review procedures in place to
establish a desensitization plan or other behavioral interventions for appropriate
individuals. Ms. Wooten informed the Monitoring Team about the progress of the dental
workgroup that had been meeting to develop guidelines for dental desensitization. This
document was in draft form and it relied on the determination by the dental clinic
personnel to assess the ability of individuals to cooperate with routine dental
procedures. The guidelines described different levels of compliance. Individuals with
Type 1 compliance would typically not require sedation. Type II A individuals were
assessed as moderately compliant and would typically require oral or IV sedation. Once
individuals were identified by the dental clinic, an assessment was made by psychology
and a treatment plan developed, to reduce the need of pretreatment sedation. The
workgroup recommended that assessments and recommendations would be forwarded
to the QMRP prior to the annual PSP, and via the PSP process the required training
procedures would be developed and implemented.

The four cases of total intravenous anesthesia TIVA sedation were reviewed for
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information about efforts to reduce the need for pre-treatment sedation. For individual
#217, no information was available. For individual #244 the PSP stated that sedation
would be needed prior to dental procedures. There were two training objectives: the
first was specific to tooth brushing ability. The individual also had a training objective to
take several (up to three) deep breaths to help relax. Training Documentation Request
data collection sheets showed that the program was active. For individual #270, the PSP
indicated a need for desensitization to minimize pretreatment sedation; the discussion
related to that item was that the individual received a desensitization program for tooth
brushing. For the fourth individual (#429), the PSP outlined action plans for the
individual to be able to walk to the dental clinic without problematic behavior, to greet
medical staff and to be able to wait in the dental area without problems.

Overall, the Monitoring Team found that nurses assured safety during procedures.
However, there was no consistent format for nurse monitoring during medical pre-
treatment sedation. Restraint Checklists were not used during medical pre-treatment
sedation procedures or IV sedation. Sedation Checklists were used during IV dental
sedation procedure. Sedation Checklists were also used for some oral pretreatment
sedation for medical procedures, when those procedures took place off campus. When
the medical procedure was done on-campus, Sedation Checklists were not used.

The DSSLC process to develop and implement plans to reduce the need for pre-
treatment sedation was at an early stage of development

5

Commencing within six months of
the Effective Date hereof and with
full implementation within two
years, each Facility shall employ or
contract with a sufficient number of
full-time equivalent board certified
or board eligible psychiatrists to
ensure the provision of services
necessary for implementation of
this section of the Agreement.

In the previous report of the Monitoring Team, the Monitoring Team found the Facility to
be in substantial compliance with this provision. The provision was reviewed to assure
continued compliance.

At the time of the tour, DSSLC employed three full time staff psychiatrists and one part-
time contract psychiatrist, for a total of 3.2 full time equivalent positions, and 258
individuals were under the care of DSSLC psychiatrists. Since the last visit, Dr. Harden’s
efforts had been redirected from direct service to quality assurance activities.
Accordingly, the number of individuals supported by each of the three full time
psychiatrists had risen slightly, from 75 to 80 individuals, to about 85 individuals per
psychiatrist.

In their day-to-day work, the psychiatrists received administrative support from Ms.
Brenda Morris and Ms. Devon Wince. The psychiatric assistants provided the
psychiatrists with administrative support such as scheduling and support with the
preparation of materials and documents for PMRs and other scheduled activities. The
psychiatric assistants also prepared summaries of meetings and reports, and they
maintained departmental records. A psychiatric assistant also participated in

Substantial
Compliance
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neurology/psychiatry conferences, tracked the information reviewed, and brought that
information to the relevant PMR meetings. The assistants also helped the psychiatrists
via tracking of labs and other clinical materials.

The Monitoring Team found the caseloads of the psychiatrists were at the high end of
manageable. On the basis of the documents reviewed, the interviews conducted, the
meetings attended, and the observations made, the Monitoring Team found that the level
of psychiatric staffing was adequate for DSSLC to ensure the provision of services
necessary for implementation of section.

j6

Commencing within six months of
the Effective Date hereof and with
full implementation within two
years, each Facility shall develop
and implement procedures for
psychiatric assessment, diagnosis,
and case formulation, consistent
with current, generally accepted
professional standards of care, as
described in Appendix B.

The Monitoring Team examined psychiatric evaluations completed between September
2010 and Feb 2011 for individuals #4, #12, #14, # 89, #119, #127, #138, #153, #231,
#232, #278, # 319, #335, #341, #353, #372, #402, #417, #423, #464, #472, #494,
#505, #537, #539, #583, #593, #605, #612, #637, #653, #669, #689, #690, #734, #765,
and #772.

The Facility implemented use of the SA Appendix B format for psychiatric evaluations,
effective 09/01/2010. The Appendix B format was used by the Facility for admission
psychiatric evaluations, for annual psychiatric summaries, and for internal
referrals/consultation for psychiatric treatment. The Monitoring Team reviewed 37
evaluations. In the paragraphs that follow, 14 evaluations of these are described.

Individual #12: The History of Present Illness detailed the pertinent behaviors of
concern and identified them as episodic mood lability, impulsivity, anxiety/irritability
and aggression. The individual had poor social skills, stubbornness, and limited interest
in activity. Past psychiatric history outlined various psychiatric hospital admissions and
past medications trials. The psychiatrist noted that past providers had stated that the
individual had a fair response to two psychiatric medications but the details were not
clear. Developmental, social and family histories were not completed. A limited mental
status was included. Axis I diagnoses of autistic disorder and impulse control disorder
were made, and the case formulation included the statement that “symptoms of poor
social/communication skills, limited interest in activities, frustration intolerance
impulsivity, mood lability/irritability cognitive/adaptive deficits etc., meets criteria for
axis I and Il diagnoses. An outline for initial pharmacotherapy was included, with
identification that the targets for treatment with a second generation antipsychotic
would be mood lability, impulsivity and irritability.

Monitoring Team comments: The evaluation followed the Appendix B format. The
evaluation was done within weeks of admission and the absence of detailed
developmental, social and family histories was understandable. The psychiatrist chose
two axis 1 diagnoses. It was not clear whether the psychiatrist assessed whether the

Noncompliance
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diagnosis of impulse disorder was needed for symptoms that could not be reasonably
linked to autism, or whether the psychiatrist had elected to maintain diagnoses present
prior to admission on a provisional basis, pending further evaluations on campus.

Individual #119: The assessment was done two days after admission to DSSLC. A helpful
review of previous psychiatric medication trials was added to the well summarized
section on past psychiatric history. Both were detailed, and contained the key
information necessary to construct a meaningful treatment plan for the period following
admission, and to lay the groundwork for longer term treatment plans. The area of
substance use was properly covered, and in this case there was such a history. Diagnoses
were schizoaffective disorder on axis 1 and a characterological disorder on axis II.

Monitoring Team comments: The evaluation followed the Appendix B format. The
psychiatrist chose to continue the existing diagnosis of schizoaffective disorder, but
noted the limited historical evidence regarding DSM criterion A for schizophrenia. The
mental status exam commented on the absence of symptoms of psychosis at the time of
the examination. For medical illnesses, the psychiatrist referred to the question of
whether the individual had a seizure disorder, and this led to specific comments about
the choice of medications for possible seizure management and mood stabilization. Such
comments set an agenda for future collaboration in the area of overlap between
psychiatry and neurology to best integrate ongoing care. There was limited discussion of
differential diagnosis and the grounds for the eventual ongoing diagnosis. Given the
proximity to admission this was understandable.

Individual # 127: The evaluation described repeated episodes of abrupt mood lability,
agitation, impulsive aggression, paranoia, auditory hallucinations, and dissociative state.
The diagnosis had been changed during the course of the last year to schizoaffective
disorder on axis 1 and temporal lobe epilepsy. Medications were reviewed and the
psychiatrist commented that one of the medications, Tegretol, was used to target both
mood lability and temporal lobe epilepsy. Developmental and social history was
provided. The psychiatric summary for the past year outlined what has been learned
about the individual’s medication response. The case formulation provided a thoughtful
summary of the key items in the psychiatric/medical presentation. Diagnoses were
schizoaffective disorder, bipolar type, intermittent explosive disorder, mood disorder
due to temporal lobe epilepsy.

Monitoring Team comments: The evaluation followed the Appendix B format. The
psychiatric summary was substantive and quite complete. In the formulation, the
psychiatrist stated that the various symptoms cited supported the criteria for axis 1 and
axis Il diagnoses, without further comment. However, the individual appeared to meet
DSM criteria for many diagnoses, and the criteria for several of the diagnostic codes that
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were chosen (for example intermittent explosive disorder and mood disorder secondary
to epilepsy) were very broad. In that setting, the psychiatrist had considerable discretion
about which diagnoses to apply. In such cases, it is best for the psychiatrist to specify the
reasons that particular diagnoses were chosen, and if necessary, what symptoms
allowed/supported that choice.

Individual # 153: The description of current problem section outlined ongoing
difficulties with anxiety and frustration, characterized by challenging behaviors such as
head banging, finger biting and slamming doors. A history of rumination and stereotypy
were reviewed. Medical and surgical histories were well summarized. The individual
was treated with Risperdal for psychiatric purposes and with Tegretol and
Phenobarbital for epilepsy. The evaluation described that there were no psychiatric
medication trials prior to the treatment with Risperdal . The summary of psychiatric
care over the past year mentioned the individual’s status on symptoms of anxiety, sleep
disturbance and stereotypy. A diagnosis of autism was given, and the basis for that
diagnosis was identified. The assessment noted that over the past year the individual’s
dose of the Risperdal had been reduced.

Monitoring Team comments: The evaluation followed the Appendix B format, but for
baseline psychiatric evaluation, the evaluation was brief. For example, the psychiatrist
stated that the individual met criteria for autism, but there was little discussion of the
basis for that conclusion. The individual’s difficulties with communication and with
social skills were mentioned, but their attribution to autism and not to the individual’s
profound intellectual disability were not. The mention of mild (and uneventful)
reduction in the dose of the atypical antipsychotic over the past year addressed issues
regarding the direction of psychiatric treatment. The evaluation appropriately provided
details of the management of the individual’s seizures, and highlighted the need for
further discussion between the psychiatrist and neurologist regarding antiepileptic
pharmacotherapy.

Individual #232: The description of the current psychiatric illness specified that crying
spells/isolation were the focus of the psychiatric treatment, as well as the challenging
behaviors of self injurious behavior (SIB) and physical aggression to others (PAO). The
evaluation added that some of the target behaviors could be the result of medical
difficulties. Past history noted a possible genetic etiology, and medical difficulties such as
spastic quadriplegia and prematurity. The overall description of the individual‘s day-to-
day life allowed the reader to have a fuller understanding of the individual. The
recurrent symptom of trichotillomania was discussed in appropriate detail. The case
formulation provided a formulation and possible etiologies for the psychopathology and
stated that the “history of developmental delays, cognitive/adaptive deficits, anxiety and
maladaptive behaviors meet criteria for Axis I and Il diagnoses.” Discussion of plans by

Denton State Supported Living Center, June 23,2011

127




Provision

Assessment of Status

Compliance

the various disciplines followed. Psychiatric Diagnoses were generalized anxiety and
trichotillomania, by history.

Monitoring Team comments: The evaluation followed the Appendix B format. The
evaluation appeared to be written with the assumption that details of the case were
known to the reader and it was difficult to consider the evaluation to be a baseline
summary of care to date. For example, the psychiatrist presented issues around pending
community placement arrangements, without any presentation of the decision to refer
the individual for community placement, after prolonged care at the Facility.

Individual # 278: The description of the current illness provided the necessary details
for the reader to understand the focus of treatment (impaired attention and
distractibility, self stimulatory behaviors, such as poking eyes, pulling hairs, mouthing
hand, arm, or fist). Discussion of the medical problems was complete, and included
mention of three possible seizures in the 1980’s. The presentation of the current
intracerebral issues was both clear and necessary. The mental status was descriptive
and complete. Past psychiatric history and results of previous medication trials were
reviewed, and there were helpful comments about the results of the trials. The case
formulation/treatment plan was very complete. There was a good discussion of past
medication use and there was discussion of a possible taper of Depakote. The diagnosis
given was autism.

Monitoring Team comments: The evaluation followed the Appendix B format. The
evaluation contained all required elements but did not address the reasons that the
diagnosis was changed from pervasive developmental disorder (PDD) to autism.

Individual # 319: The description of the current illness provided the basis for the
diagnosis of autism, by mention of each of the three DSM IV required areas of
functioning, and by providing examples of relevant symptoms in each of those areas. The
description of current illness identified that aggression was the target of psychotropic
medications, and that the individual had tolerated the slow reduction in the dose of
antipsychotics well. A significant reduction in the rate of restraint was mentioned. Past
psychiatric history was brief but substantive. The review of prior psychiatric medication
trials was detailed, and contained very useful information on the outcome of various
medication trials. The medical/surgical history was provided, along with details of
neurological care. Labs were provided. The developmental and social histories were
provided in considerable detail, and the summary of treatment over the past year
included the basis for the change in diagnosis from PDD to autism. The case formulation
was comprehensive and integrated. For example it clarified that Depakote, prescribed as
an anticonvulsant, appeared to have been psychiatrically beneficial. The diagnosis was
autism.
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Monitoring Team comments: The evaluation followed the Appendix B format. The
evaluation provided both the needed information to serve as a psychiatric baseline, and
also contained well summarized information on the status of current care and direction
for the future.

Individual # 417: At the time of the evaluation the individual did not carry psychiatric
diagnoses; per the information provided in the assessment, the individual had been
treated with Tegretol for a seizure disorder, and had experienced some hyponatremia.
The individual was then changed to Keppra. In the months that followed the individual
was reported to be more aggressive towards others and had an increased frequency of
tantrums. In the past the individual had problems in these areas, but they had diminished
in response to the PBSP training program and the individual was weaned off
psychotropics. Elsewhere in the report the information was provided that several years
ago the anticonvulsant was changed from phenytoin to Tegretol. Whether or not the
changes in anticonvulsant happened at the same general time as the improvement in her
behavior was not stated. The medication history was provided, as were relevant labs. An
extensive developmental and social history was provided. The mental status examination
was completed and the case formulation outlined the possibility that the individual’s
periods of better behavior may have coincided with the times the epilepsy was treated
with medications that also served as mood stabilizers. The diagnostic formulation
includes several medical “rule out” possibilities. Diagnosis given was intermittent
explosive disorder and r/o mood disorder due to (specified) general medical condition.

Monitoring Team comments: The evaluation followed the Appendix B format. The
evaluation highlighted the value of a good working relationship between psychiatry and
neurology, and supports the Facility’s continued attention to behavioral side effects -
both positive and negative - of medications prescribed for epilepsy.

Individual #423: The evaluation provided a good presentation of the individual’s
difficulties; the medical history listed current conditions, recent labs, developmental and
family histories were relevant and the mental status was descriptive. The case
formulation was of dementia in the setting of Down syndrome and the treatment
recommended (for both an anticholinesterase inhibitor and an NMDA receptor
medication) reflected common neurological practice.

Monitoring Team comments: The Appendix B format was adapted well to the setting of
consultation. Details of dementia workup itself were not addressed in the evaluation; the
Monitoring Team understands that at DSSLC the treatment of dementia was handled by
psychiatry, with involvement of medicine/neurology as is needed. At the next
compliance visit, the Monitoring Team will review with psychiatry and neurology the
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joint evaluation and management of cognitive decline in individuals living at DSSLC.

Individual # 472: Each of the required components was included. The history of present
illness section was presented in the format of a description of the current illness.
Psychiatric symptoms of concern were identified as episodic mood lability, anxiety,
irritability, impulsivity and hyperactivity. Additional symptoms of stereotypy
(including rocking/spinning) and also (SIB) were noted. Current medication details as
well as eight past medication trials were noted, and up to date labs comprehensive
metabolic profile [CMP], hematology labs, and thyroid stimulating hormone (TSH) were
cited. The psychiatric diagnosis was complete in all DSM Axes. On Axis I the individual
was diagnosed with bipolar disorder, autistic disorder and attention deficit disorder.
The case formulation discussed possible etiologies for the psychopathology, and
expanded the discussion to include medical co-morbidities such as epilepsy. The
formulation contained the specific symptoms that were linked to each of the medications
prescribed at the time of the evaluation, and the psychiatrist discussed specific plans to
reduce polypharmacy in the coming period that included the reasons for the selection of
medications to be reduced. The status of care by psychology, by the qualified mental
retardation specialist, and by the nurse was cited. Diagnoses provided were bipolar
Disorder, autism, and attention deficit disorder (ADHD).

Monitoring Team comments: The evaluation followed the Appendix B format. The
presentation of many complex issues was clear and transparent. As a baseline evaluation,
there were a number of items that should be reviewed in more detail: The list of
previous medication trials was extremely useful. However, there were few comments on
whether the treatments were effective, and why the particular medication was not
continued. If available, details would help. The issue of diagnostics in this case was
complex and discussion of details was needed. For example, the issue of the way
concurrent diagnoses of autism and ADHD should be handled was sufficiently nuanced
that guidance on the use is likely to change in DSM V. Similarly, there was considerable
clinical overlap between the diagnosis of ADHD and the diagnosis of bipolar disorder.
The differentiation of the two was additionally complicated by the use of the diagnosis in
an adult, and by the third diagnosis of autism.

Individual #494: The evaluation was detailed, and it contained all needed components
of the required format. The psychiatrist established in the description of the current
psychiatric illness, that the individual has had classic symptoms of psychosis for many
years including auditory hallucinations and persecutory delusions. The psychiatrist
clarified which of the symptoms of psychosis were present at the time of the evaluation.
Past medications were reviewed, and comments about past treatment efficacy were
included. Substance use was summarized and active medical problems were listed.
Current psychotropic medications/doses were detailed and labs were up-to-date.
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Psychotropic medication history was presented in detail, and the description of the
symptoms the individual experienced when not medicated (incoherence, grandiosity,
paranoia, religious and sexualized delusions) was clear. The psychiatric case formulation
was presented in the customary fashion, and was complete. The psychiatric diagnosis
was paranoid schizophrenia.

Monitoring Team comments: The presentation was excellent and complied with all
requirements of the Appendix B format. As in other cases, the initial Appendix B
evaluation served as the core/baseline evaluation, and needed to have a complete
discussion of the diagnostic choices made by the clinician. In this case the psychiatrist
was faced with a history of significant suicidality, yet opted not to make a second
diagnosis of an affective disorder. The implication was that the suicidality was secondary
to the diagnosis of schizophrenia. The diagnostic choice was reasonable, but the
evaluation needed to make explicit the reasons for the diagnostic choice.. Similarly, the
evaluation should have included the reason for polypharmacy.

Individual # 583: The description of the current illness presented details about the
cognitive decline the individual has experienced. Sections on past psychiatric history,
prior medication trials were included. Medical and surgical history was consistent with
some of the sequela of Down syndrome. Relevant labs were cited. The developmental
and social histories were detailed and were helpful to the overall presentation. The
mental status was somewhat brief, but informative. The case formulation described the
medical difficulties experienced by the individual and outlined why the clinical
presentation of cognitive decline was best explained as related to Down syndrome. The
evaluation clarified the (re) involvement of psychology and the initiation of a positive
behavior support plan (PBSP) in conjunction with treatment with Aricept and Namenda.

Monitor comments: The evaluation followed the Appendix B format. The assessment
was brief but adequate, and focused on the recent cognitive decline.

Individual #605: The appendix B examination was completed on 01/25/2011 in the
form of an annual psychiatric summary. Each of the required components was included.
The history of present illness section was presented in the format of a description of the
current illness. Psychiatric symptoms cited included irritability, agitation, aggression
and violence, euphoria, elated behavior, rapid and disjointed speech, illogical and
delusional thoughts, high energy level, insomnia, and hallucinations. Past psychiatric
history was complete, and the list of prior psychiatric medication trials was both
complete and included available information about treatment outcomes. Medical and
surgical histories were complete, and laboratory and medical monitoring data included
comprehensive metabolic profile, lipids, and chemistries and a hematology profile.
There was a discussion about the choice of medication and the reasons for
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polypharmacy, side effect monitoring information was complete,. The mental status
examination addressed all key areas of functioning. The case formulation provided
detailed explanation/justification for the choice of diagnoses. The case formulation
integrated the psychiatric status and the complex medical problems experienced by this
individual. The diagnosis was bipolar disorder type I with psychotic features.

Monitoring Team comments: This psychiatric evaluation was comprehensive and
complete. It provided information presented in a clear manner, and explained the
diagnosis, the choice of treatments, and the way treatment efficacy was to be judged.
This case involved intraclass polypharmacy via the use of two atypical antipsychotics.
The annual summary was a good place for inclusion of comments regarding the reasons
for the polypharmacy.

Individual # 669: The history of present illness described the individual’s life long
history of aggressive and self injurious behavior. At times the behaviors were
unprovoked, but usually were in response to a change in the environment or to seek
staff attention. The individual had lived most of his/her life at DSSLC, but the past history
provided valuable information on the individual’s symptoms in childhood, prior to
admission. The assessment contained information on six previous medication trials.
Useful information was included about the reasons at least one of the medications was
abandoned. Medical history was complete and relevant - the seizure disorder,
hypothyroidism, obesity, hyperlipidemia and borderline metabolic syndrome were all
pertinent to the behavioral presentation and psychiatric management. The mental status
exam was good, and the case formulation was straightforward. The diagnosis given was
intermittent explosive disorder.

Monitoring Team comments: The evaluation followed the Appendix B format. The
psychiatrist addressed in a direct manner that the individual’s symptoms were non-
specific (SIB and physical aggression); it was clear that the diagnoses used over the years
(intermittent explosive disorder, impulse disorder nos, mental disorder nos, etc) were all
non-specific, and the past benefits of antipsychotic medications were unclear. The
presentation explained the reasons that the PST opted to try targeted medication
reductions. Details from the previous year included observations that an increase in
propanolol helped aggressive behavior in the afternoon workshop, and that a shift from
Tegretol to Lamictal, albeit for the individual’s epilepsy, resulted in a worsening of both
aggression and self injury, particularly after Tegretol was tapered.

Overall comments about the Facility’s use of Appendix B evaluations: The Appendix B
format for psychiatric evaluations was detailed and demanding. Its first-time use for
individuals who have lived at the Facility for many years put demands on facility
psychiatrists, since adequate completion of the format required the psychiatrists to

Denton State Supported Living Center, June 23,2011

132




Provision

Assessment of Status

Compliance

compile summaries on the long term course of illnesses and analyses of treatment efforts
made over the years. For many individuals, such summaries had not previously been
done. The summaries were needed, however, to serve as repositories of available
psychiatric knowledge about individuals for the purpose of guiding future treatment
decisions. In addition, initial use of Appendix B required the psychiatrist to outline why
various diagnostic choices were made. For example, what was the basis for the
assignment of particular DSM diagnoses, and why were certain diagnoses chosen over
others when alternative clinical formulations were available when the individual in
question met criteria for multiple diagnoses?

With the above in mind, the Facility’s decision to deploy the Appendix B format for over
250 individuals during a single annual cycle was both ambitious and commendable. For
the most part, the Facility had done so successfully, and the summaries reflected the
Facility’s high level of psychiatric care. Examples of complete and successful
implementations of the Appendix B format were individuals #319, #494, and #669.
Initial Appendix B evaluation needed to serve as “baseline” evaluations that summarize
available psychiatric information about individuals, and the basis for the diagnoses
assigned, so as to guide future treatment. In some cases, for example Individuals # 12,
#127, #153, #232 and #472, the presentation of the reasons that particular diagnoses
were selected needed to be more detailed. In the case of individual #278, there was not a
sufficient discussion for a change in diagnosis.

In the case of new admissions (such as Individuals #12 and #119) the Monitoring Team
agreed with the choice made by the psychiatrist to do the psychiatric evaluation close to
the time of admission - in the case of individual # 119 it was done two days after the
individual arrived on campus. In such cases, it may not be possible to have complete
information at the time of the evaluation, and completion of those items at a later time
and their inclusion in the summary for the following year (or in a discharge summary, for
a shorter stay) is reasonable practice. The Monitoring Team notes use of format B for
internal new treatment/consultation cases (for example, # 583, #423, and #417). In such
cases both the clinical issue requiring consultation and the response provided via the
evaluation may be more focused, as it was for Individuals #423 and 417. The Monitoring
Team concurs with the way the appendix B format was used in these cases.

J7

Commencing within six months of
the Effective Date hereof and with
full implementation within two
years, as part of the comprehensive
functional assessment process, each
Facility shall use the Reiss Screen
for Maladaptive Behavior to screen

The Monitoring Team reviewed Reiss Screen booklets and scoring sheets for Individuals
#4, #12, #22, #26, #34, #92, #170, #178, #240, #245, #337, #354, #357, #364, #381,
#382, #438, 488, #517, #527, #573, #589, #611, #621, #628, #717, #755, #758, #766,
and #775. The Monitoring Team also examined Reiss Screen booklets, scoring sheets,
and resulting psychological assessments for Individuals # 56, #101, #130, #170, #189,
and #510, and Reiss Screens booklets, scoring sheets and related psychiatric
assessments for Individuals #89, #402, #417, #423, #464, #583, and #772.

Substantial
Compliance
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each individual upon admission,
and each individual residing at the
Facility on the Effective Date hereof,
for possible psychiatric disorders,
except that individuals who have a
current psychiatric assessment
need not be screened. The Facility
shall ensure that identified
individuals, including all individuals
admitted with a psychiatric
diagnosis or prescribed
psychotropic medication, receive a
comprehensive psychiatric
assessment and diagnosis (if a
psychiatric diagnosis is warranted)
in a clinically justifiable manner.

The Monitoring Team reviewed DSSLC’s use of the Reiss Screen for new admissions and
for individuals who live at the Facility. DSSLC reported that since 01/01/2010 there had
been seven admissions to the Facility. These were Individuals #12, #108, #110, #119,
#127, #148, and #494. Reiss screens were completed for five of the seven individuals.
One individual (Individual #119) was under the care of a DSSLC psychiatrist and a Reiss
Screen was not reported. Individual #148 had been admitted to the Facility several
weeks prior to the tour of the Monitoring Team and the Facility did not report a Reiss
Screen for that individual. To confirm Facility-wide deployment of the Reiss screen, the
Monitoring Team requested the screen’s booklets and scoring sheets for thirty
individuals who were selected from the list of individuals who lived at DSSLC (every 18th
name on the list was selected). All Reiss Screens were provided and examined.

The Monitoring Team also requested and received all positive Reiss Screens from the
group of individuals who lived at DSSLC and did not receive ongoing psychiatric care.
There were six such individuals: Three of the individuals (Individuals #56, #170, and
#189) had a second Reiss screen which was negative and no further action was deemed
necessary. Three other individuals (Individuals # 101, #130, and #510) had been further
evaluated by personal evaluation by a psychologist. None of the three was assessed to be
in need of a full psychiatric evaluation. The psychological evaluations of those
individuals were examined, and in the opinion of the Monitoring Team, the conclusions
of the psychologist were acceptable.

Reiss screens were also used by the Facility as part of in-house psychiatric consultation.
These were cases where PCPs/PSTs requested the consultation for individuals who lived
at the Facility, were not under ongoing psychiatrist care, and had developed a behavior
problem for which psychiatric assistance was sought. In such cases DSSLC psychiatrists
used the Reiss Screens as part of the clinical psychiatric evaluation; in those cases Reiss
Screens were not used to triage the referrals. During the six month period of September
2010 - February 2011 there were seven such consultations, for Individuals #89, #402,
#417, #423, #464, #593, and #772. In all cases, full psychiatric evaluations using the
Appendix B format were completed. The Monitoring Team reviewed both these Reiss
screens and the related Appendix B evaluations. As part of the consultation, psychiatrists
gave psychiatric diagnoses which were dementia (2), pica (1), intermittent explosive
disorder (2), mood disorder secondary to a general medical condition (1), and a medical
problem alone without a DSM diagnosis (1). Three of the seven individuals were
recommended for ongoing psychiatric care, including medication. There was only one
case (Individual #402) for whom the Reiss Screen was assessed as positive, per the tool’s
guidelines. In that case the ratings were elevated for aggression and paranoia, and the
eventual diagnosis of the consulting psychiatrist was pica.
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8

Commencing within six months of
the Effective Date hereof and with
full implementation within three
years, each Facility shall develop
and implement a system to
integrate pharmacological
treatments with behavioral and
other interventions through
combined assessment and case
formulation.

The Monitoring Team reviewed materials for Individuals #12, #110, #127, #153, #278,
#285, #395, #417, #423, #472, #494, #583, #605, and #62. Clinical information
reviewed included demographic information (e.g., profile sheets — photograph and
identifying information sheet), social history evaluations, the most recent PSP, and
PBSPs, annual medical summaries, active problem lists, the most recent health risk
assessment rating - tool and team meeting sheet, the psychiatry section of the record
inclusive of the most recent psychiatric assessment, recent MOSES/DISCUS side effects
screenings, recent QDRRs, the most recent neurology consultation, recent medical
treatment plans, and informed consent forms for all current psychotropic medications.

The Monitoring Team evaluated the DSSLC system to integrate pharmacological
treatments with behavioral and other interventions through combined assessment and
case formulation. The Monitoring Team'’s evaluation was based on seven items for this
provision that were part of the agreed upon tool. On the basis of records reviews,
interviews, and observations made during meetings, the Monitoring Team found that
there was good collaboration at DSSLC across disciplines, and that behavioral data was
considered in decisions regarding pharmacological treatments. However, the Monitoring
Team found that the overall process remained multidisciplinary rather than
interdisciplinary. That is, the Monitoring Team found deficiencies in the process that
brought together information from different disciplines in the way that
joint/interdisciplinary clinical determinations were made, and in the way that the
resulting information was recorded and carried forward over time.

The Facility had made significant efforts, particularly since the last compliance tour, to
generate meaningful combined assessments and case formulations for each individual.
In the 3/15/2011 POI, the Facility stated that case assessments/ formulations with
specific information about psychological and psychiatric targets would be included in
the psychiatric assessments and annual psychiatric reviews, and that psychologists
would be encouraged to refer to this information when writing PBSPs. The new format
was used for the psychiatric assessment in all 14 cases that were reviewed. In 10 of 14
(71%) cases, the final section of the annual review was a section titled: “Case
Formulation and Combined Treatment Plan.” The first part of the section was titled
“psychiatry,” and it provided a detailed discussion of the case and outlined psychiatric
plans for treatment. It was followed by shorter sections for psychology, QMRP, and
nursing, in which specific actions to be taken by those disciplines were outlined. In the
cases of Individuals #278, #319, #417 and #605 (4 of 12 or 29%), a single combined
entry was provided.

The combined formulations provided integrated information from the various disciplines
variably. The Monitoring Team found that in some cases the formulations were
integrated and interdisciplinary. In other cases, the formulations were parallel and
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multidisciplinary.

One of the better integrated case formulations was for Individual #278. It stated that:
“(Individual #248’s) developmental disability has been attributed to prematurity. There
was a possible impact of encephalitis, at age 6 months, on brain development with
subsequent effect of motor, cognitive and adaptive skills. (Individual #248) has a strong
family history of mental retardation, suggesting (a) possible hereditary component as well.
(Individual #248) experiences impairment in areas of communication, social skills, and
impulse regulation. (Individual #248) also displays stereotypical/non functional body
movements and fixation on certain objects and activities. These behaviors/symptoms are
the basis for (the) change in diagnosis to Autistic Disorder. (Individual #248) has a history
of being maintained with the help of supportive environment and positive behavior support
plan and without psychotropic medications. (Individual #248) does not display any
psychiatric symptoms at this time that requires medication management. Depakote was
prescribed in the past for aggressive behavior along with other psychotropic medications,
but aggressive behaviors appear functional in nature at this time. Recent increases in rate
of physical aggression to others (with low intensity) appeared related to environmental
factors (change in seating arrangements at home and work with lack of adequate personal
space) and health problems rather than a change in baseline mood. Treatment
assignments that followed centered on behavioral and medical interventions, while the
psychiatrist focused on a taper of remaining medications that had been deemed
ineffective.

In summary, the formulations were most helpful when the summary provided a brief
summation of the individual and his/her behavioral presentation, followed by efforts to
differentiate or delineate as much as was possible, the contributions of learned behavior,
psychopathology, medical illness (if present), and other clinical processes. Such
understandings - even if they were necessarily not definitive and they represented no
more than the shared working understandings of the treatment team - will help the
Monitoring Team and others understand how DSSLC constructed the clinical treatment
for individuals and why particular treatments were assigned.

During the tour the Monitoring Team inquired about the Facility’s decision to embed the
combined formulation at the end of the annual cycle in the psychiatric update. The topic
was discussed in some detail in a meeting with the Facility lead psychiatrist, who
reflected that a large majority of the individuals served had lived at the Facility for many
years and the annual summary was natural place in the annual cycle for reflection and
summation. Accordingly, the annual review was a time when the psychiatrist had
already consulted with the psychologist and other PDT members, and was able to put the
overall understanding of the individual in writing in the annual review, on behalf of both
the psychiatrist and other PST members. The Monitoring Team, however, had remaining
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questions regarding how the interdisciplinary assessment process would unfold for
individuals who were new to the behavioral services group (such new admissions and
internal referrals via consultation), for whom the combined case assessment was
particularly important. As reviewed under provision ]6, the psychiatric evaluations for
Individuals #12 and #423 appeared to have taken place too early in the clinical process
to have allowed a full interdisciplinary formulation. It is possible that different clinical
processes are needed for the different clinical circumstances that require
interdisciplinary combined case assessments.

]9 Commencing within six months of Materials reviewed for this provision were for Individuals # 119, #127, #153, #232, Noncompliance

the Effective Date hereof and with #278, #319, #417, #472, #494, #583, #605, #669: Information reviewed included

full implementation within two demographic information (e.g., profile Sheet - photograph and identifying information

years, before a proposed PBSP for sheet), social history evaluation, the most recent PSP and PBSPs, annual medical

individuals receiving psychiatric summary, active problem list, most recent health risk assessment rating - tool and team

care and services is implemented, meeting sheet, the psychiatry section inclusive of the most recent admission or annual

the IDT, including the psychiatrist, psychiatric assessment, most recent MOSES/DISCUS side effects screens, recent QDRRs,

shall determine the least intrusive most recent neurology consultation, informed consent forms for all current psychotropic

and most positive interventions to medications.

treat the behavioral or psychiatric

condition, and whether the The provision relates to PBSP development. Previous reviews by the Monitoring Team

individual will best be served had established that as a general matter, all individuals who lived at DSSLC and who

primarily through behavioral, receive psychotropic medication had PBSPs. In the course of reviewing materials for this

pharmacology, or other provision, however, PBSPs were requested but were not provided, for Individuals #12

interventions, in combination or and #423. For Individual #12, the Active Record was missing the PBSP. Each of these

alone. If it is concluded that the individuals received psychotropic medications, but in each case the treatment was

individual is best served through started only recently. The omission was detected after the completion of the tour. Itis

use of psychotropic medication, the | possible that a clerical/administrative issue explains the absence. Alternatively, it is

ISP must also specify non- possible that there is a delay between the initiation of the medication and the

pharmacological treatment, development of the PBSP.

interventions, or supports to

address signs and symptoms in Provision ]8, discussed above, required the Facility to provide combined

order to minimize the need for (interdisciplinary) assessments and case formulations. Once such formulations are in

psychotropic medication to the place, the PST can respond to requirement of provision ]9, to determine the modalities of

degree possible. treatment that will best serve the individual - behavioral, medication or other
interventions, in combination or alone. PBSPs then describe the manner in which
treatment is provided, with a focus on psychiatry and psychology. DADS psychology
policy and DSSLC psychology procedures specified the medication-related information
that should be included in PBSPs. PBSPs of the twelve individuals listed above were
examined by the Monitoring Team, for the presence of required medication-related
information in the PBSP
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Details of prescribed psychotropic medications: PBSPs for all 12 individuals
reviewed contained the names of the medications that were in place when the PBSP

was written. In one case (individual #127) the PBSP was inconsistent; in one part of
the PBSP the medications identified were Seroquel and Tegretol, but in another part
the discussion was for Trileptal. In this and many other cases, the names of the
medications were imbedded in the text of the PBSP; the PBSP format that was in use
at DSSLC did not have a psychotropic medication section in which core information
about the medication (medication name, rationale/reason for medication use,
expected results, symptoms/behavioral characteristics for monitoring treatment
efficacy, etc) was outlined. This may have contributed to the kind of difficulty noted
here.

The psychiatric diagnosis or behavioral-pharmacological hypothesis , and data,
support the need for the medication: Three (25%) of the individuals had
information of diagnosis in the PBSP that supported the need for the medication.
These were Individuals #417 #583 and #605. In PBSPs for three additional
individuals (25%), there was partial information. These were Individuals #119,
#232 and #669. In the case of Individual #669, for example, the psychiatric
diagnosis was mentioned but not discussed and there was no discussion of the
relationship between the individual’s diagnosis and the challenging behaviors
exhibited. There was some speculation about the effects of the medication (for
example, a change in the individual’s tolerance of aversive stimuli) and observations
that the individual has little capacity to defer gratification. In the remaining six cases
(50%), needed information was not provided. These were Individuals #127, #153,
#278, #319, #472, and #494. In the case of individual #127, the PBSP stated “the
use of psychotropic medication will help in the management of symptoms related to
(the individual’s) current psychiatric diagnosis.” In the case of individual #278 the
PBSP stated that “(given) the severity of aggressiveness, the medications are judged
to be an effective treatment for the individual’s impulse control difficulties.” In other
cases there was no information.

Psychiatric symptoms or behavioral characteristics that were monitored to assess
drug efficacy (behavioral markers) and by whom, when and how the monitoring
occurred: In 3 cases (25%) information was provided about the behavioral
characteristics. These were Individual #278 (sleep and irritability), Individual #417
(aggression and being “impatient when waiting for needs to be met” for the
diagnosis of intermittent explosive disorder, and crying for no obvious reason for
mood disorder), and Individual #517 (dementia). In four cases (33%) partial
information was provided. The four cases were Individual #153 (brief description
given of the three areas of symptoms upon which the diagnosis of autism was made,
but not the symptoms targeted by the medication or their relationship to the
individual’s disorder), Individual #232 (the text of the identification of the problem
implied agitation/ trichotillomania and agitation, but this was not clear,) Individual
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6.

#472 (anxiety and hypomania symptoms were discussed as target symptoms used to
track the individual’s disorder, but these were not the symptoms listed on the
psychiatric tracking in the quarterly review, and they were different from the
symptoms mentioned on the psychiatrist’s annual summary), and Individual #605.
In five cases (Individuals #119, #127, #319, #494 and #669), needed information
was not given. For example, in the case of individual #669, there was detailed
discussion of the individual’s physical aggression and self injurious behaviors, but
neither the psychiatric symptoms nor specific behavioral characteristics that were
the focus of the medication were identified.

Most likely side effects of the medication: In three cases (25%) the needed
information on common side effects was provided. These were Individuals #153,
#583, and #605. In seven cases (58%), needed information on the likely side effects
of each medication(s) was either not provided or the reader was referred to the
pharmacy or to an external monograph. These were Individuals #119, #127, #232,
#319, #472, and #494. For Individuals #278 and #417 (two cases, 17%), side effect
information was provided, but it was different from the information that was listed
on the consent form/medication plan. Both lists were correct but served different
functions. In the medication plan/consent form psychiatrists had identified limited
number of the most likely/relevant side effects for the individual. That list focused
on the individual and his/her particular healthcare circumstances, and that is the
information that should be cited in the PBSP. It is a good practice to also include an
additional reference to a broader discussion of the medication and its side effects, for
example via the micromedix database, but that reference should not replace the
information.

Projected time line for the therapeutic effects of the medication to occur: This item
was not addressed in any of the PBSPs reviewed. It was included in the newly
developed psychiatric medication treatment plan form.

The possible risks of not giving the medication(s) outweigh the risks of receiving
them, substantiated by data when possible: Generally, each of the PBSPs reviewed
included a statement that the risk of the untreated problem was greater than the risk
of medication side effects. But relevant details (per the guidance above) were
sometimes lacking. For example, for Individual #472 the risk of not giving the
medicine was stated to be “the risk of untreated mental disorder and related
behavior.” A different concern was noted for Individual #119. In the PBSP for that
individual, symptoms of concern were cited, but they were different than the
symptoms cited by the psychiatrist as the focus of treatment.

A medication plan is included that states criteria for change in medication in
response to changes in the individuals symptoms (the medication is effective in
reducing symptoms/target behaviors, there are no changes in symptoms/target
behaviors, or the symptoms/target behaviors increase: Many of the PBSPs reviewed

stated that the PST will recommend medication reduction when challenging
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behavior is reduced by a specified amount,. With one exception, however, none of the
PBSPs reviewed addressed what would be done if the symptoms remained
unchanged or increased. The notable exception was Individual #583 who was
newly treated for dementia. In the “plan of alleviation” section of the PBSP the
writer noted, “As the individual is diagnosed with dementia, it is not appropriate to
place behavioral goals for decrease of (the individual’s) target symptoms. This
program was designed to help maintain functioning, as much as possible, thus the
lack of improvement may not be a sign for inadequate treatment, prevention and
management of (the individual’s) target behaviors, rather a sign of (the individual’s)
psychiatric stability. “

J10 | Commencing within six months of Medication plans (provided in the new format), and consent for psychotropic medication Substantial
the Effective Date hereof and with (also in the new format), were reviewed for the following Individuals: # 12, #110, #153, Compliance
full implementation within 18 #285, #278, #395, #417, #4123, #494, and #583.
months, before the non-emergency
administration of psychotropic In the comments for provision ]9 above, the Monitoring Team has confirmed that a “ risk
medication, the IDT, including the vs. risk section” was included in PBSPs. However, PBSPs did not identify the process by
psychiatrist, primary care which the determination is made. In particular it is not clear how or whether the medical
physician, and nurse, shall personnel identified in the requirement participated in the process of determination.
determine whether the harmful Additionally, it was not clear how or whether deliberations about reasonable alternative
effects of the individual's mental strategies were conducted, before the non-emergency administration of the psychotropic
illness outweigh the possible medication.
harmful effects of psychotropic
medication and whether reasonable | The new medication plan format provided a risk/benefit analysis. The process by which
alternative treatment strategies are | the treatment plan form was completed was described to the Monitoring Team by the
likely to be less effective or lead psychiatrist. The general plan was typically developed, and the medication plan
potentially more dangerous than form filled out by the psychiatrist, during a Psychiatric Medication Review (PMR)
the medications. meeting. Participants in the PMR typically included the nurse, although typically not the

PCP. PCP inclusion in the required review was achieved by way of a telephone call, made
by the psychiatrist. The Monitoring Team reviewed the medication plans form for the
ten individuals identified above. In the case of Individual #278, the nurse did not attend
the meeting.
During the tour the Monitoring Team did not ask about whether treatment strategies
were discussed. It was possible that they were, but this was not clear from the written
record (although it was implied by wording on the medication consent form, also filled
out at the time of the PMR). There did not appear to be a process in place to include the
case manager nurse in the discussion if s/he was not present at the meeting.
During the next tour the Monitoring Team will review further to assure that procedures
are in place to assure that required individuals participate in decision making, and that
140
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the participation is documented.

J11 | Commencing within six months of Information reviewed for this provision included lists provided by the pharmacy of the Substantial
the Effective Date hereof and with facility wide use of various medications including anticonvulsants used for both Compliance
full implementation within one psychiatric and neurological indications, lists of individuals identified to have
year, each Facility shall develop and | polypharmacy per the definition of the SA, and minutes of the polypharmacy and P&TC
implement a Facility- level review committees, for the period between September 2010 and February 2011.
system to monitor at least monthly
the prescriptions of two or more The Monitoring Team reviewed how DSSLC tracked and monitored psychiatric
psychotropic medications from the | polypharmacy at the facility level. Polypharmacy was identified by pharmacist in the
same general class (e.g., two QDRR. It was discussed at Health Services Team meetings and the presence of
antipsychotics) to the same polypharmacy was one of the criteria used to assess risk: Individuals were considered to
individual, and the prescription of be at high risk if they received two or more medications from the same class, three or
three or more psychotropic more medications for the same diagnosis, or two or more medications with the same
medications, regardless of class, to mode of action. Individuals were considered to be at medium risk if they received a total
the same individual, to ensure that | of nine or more medications. Monthly polypharmacy meetings were also held, and
the use of such medications is psychiatrists participated in those meetings. Polypharmacy was a focus of the P&TC.
clinically justified, and that
medications that are not clinically The monthly polypharmacy meeting was an overall review regarding the rationale and
justified are eliminated. planning for management of individuals identified to have polypharmacy. This meeting

was attended by the Pharmacy Director, the Medical Director, psychiatrists and primary
care physicians. Each month, a polypharmacy report was generated following that
meeting. The report listed each individual receiving polypharmacy, as defined by SA
provision J11. It then named the medications the individual was taking and pertinent
facts regarding changes in the medication regimen. Finally, the report provided detailed
comments from the treating psychiatrists regarding the clinical need for the
polypharmacy and the plans for the coming period. The Monitoring Team found that
review of polypharmacy continued to be detailed and substantive, at both the individual
level via the QDRR and discussion that followed in the PMR, and in the monthly reviews
described above. The Monitoring Team noted that in the monthly polypharmacy reviews,
all individuals who had antipsychotic polypharmacy were reviewed each month,
followed by periodic reviews by the psychiatrists of individuals who had other forms of
polypharmacy.

J12 | Within six months of the Effective Information reviewed for this provision was for Individuals #12 # 119, #127, #153, Substantial
Date hereof, each Facility shall #232, #278, #319, #417, #423, #4772, #494, #583, #605, #669. Clinical materials Compliance
develop and implement a system, reviewed included annual medical summaries, active problem lists, most recent health
using standard assessment tools risk assessments - tool and team meeting sheet, the psychiatry section inclusive of the
such as MOSES and DISCUS, for most recent admission or annual psychiatric assessment, most recent MOSES/DISCUS
monitoring, detecting, reporting, side effects screening, recent QDRRs, and the most recent neurology consultation.
and responding to side effects of
psychotropic medication, based on | The system used at DSSLC for side effect screening was reviewed at the time of the
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the individual’s current status previous tour of the Monitoring Team and had not changed. During the current tour the
and/or changing needs, but at least | records identified above were reviewed for the inclusion of MOSES and DISCUS forms
quarterly. and they were properly completed. Additionally, the Monitoring Team was provided

with lists of all MOSES and DISCUS administrations over the past six months.

At the time of the last tour the Monitoring Team recommended that the Department of
Psychiatry should maintain a list of individuals who were known to have tardive
dyskinesia. Such a list was requested for the current tour. During the tour, the
Monitoring Team discussed with DSSLC psychiatrists what consultation procedures were
available to DSSLC for monitoring difficult to classify movements disorders, including
tardive processes such as dystonia and akathisia (for example, Individual # 395).
Services were provided via the general neurology clinic.

In the opinion of the Monitoring Team, the overall system for monitoring side effects in
place at DSSLC was adequate. The Monitoring Team will continue to verify that
screenings are being completed. A number of remaining facility level issues will be
reviewed at the next tour. These include details of staff training for dyskinesia
monitoring, and how the Facility will monitor psychotropic medication use of individuals
known to have dyskinesia.

J13 | Commencing within six months of Information reviewed for this provision was for Individuals #12, #110, #153, #285, Noncompliance
the Effective Date hereof and with #278, #395, #417, #423, #494, and #583. Clinical materials reviewed included
full implementation in 18 months, medication plans (in the new format), consents for psychotropic medication (also in the
for every individual receiving new format), and recent PMRs.
psychotropic medication as part of
an ISP, the IDT, including the As outlined in the 03/15/2010 DSSLC Plan of Improvement (POI), the Facility had
psychiatrist, shall ensure that the started to use medication treatment plans. A Medication Plan form was filled out
treatment plan for the psychotropic | whenever a new non-emergency psychotropic medication was started and it was
medication identifies a clinically updated at the time of the annual psychiatric review. In order to assess compliance with
justifiable diagnosis or a specific the provision, the Monitoring Team examined the Medication Plan form, and examined
behavioral-pharmacological its use for the individuals listed above. The manner in which the treatment’s efficacy was
hypothesis; the expected timeline monitored in subsequent PMR appointments was also reviewed.
for the therapeutic effects of the
medication to occur; the objective The Medication Plan form contained lines for the items required by provision J13 for
psychiatric symptoms or behavioral | medication treatment plans. These were the name of the medication, the psychiatric
characteristics that will be diagnosis, the target symptoms, planned details for treatment monitoring, the time line
monitored to assess the treatment’s | for expected results, and the risk benefit assessment. A pertinent additional requirement
efficacy, by whom, when, and how for medications was that the medical record should document the rationale for the
this monitoring will occur, and shall | medication (monitoring tool accepted by the parties, SA provision J3 item 1f).
provide ongoing monitoring of the
psychiatric treatment identified in All Medication Plans contained required information for the name of the medication,
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the treatment plan, as often as
necessary, based on the individual’s
current status and/or changing
needs, but no less often than
quarterly.

diagnosis, time line for expected results, and risk benefit analysis.

Some individuals’ medication plans included a statement about rationale but this was not
always substantive. For example, for Individual #494 the rationale for the use of the
medication Saphris was “to see if the patient would benefit from Saphris.” Elsewhere in
the same form, the target symptoms of delusions and hallucinations were identified. This
suggested to the Monitoring Team that the intended rationale was that the then-present
antipsychotic treatment had not provided adequate relief from symptoms of psychosis,
and the individual could benefit from a trial of a different antipsychotic.

The “monitoring’ section often failed to address details regarding how treatment efficacy
would be assessed. For example, some symptoms might be monitored by the
psychiatrist informally via mental status exam in the clinic, while other symptoms might
be better assessed by the psychologist using formal data collection techniques.
Symptoms for which formal and ongoing monitoring outside the clinics was needed
should be identified and procedures established. For example, for individual #147 the
psychiatrist properly identified that the individual would be monitored for mood
instability, impulsivity and aggression. But in the quarterly PMR, formal tracking was
provided only for aggression and impulsivity. It was not clear how mood was assessed. It
could have been done, for example via mental status examinations by the psychiatrist at
PMRs, by formal data assessment techniques provided by the psychologist, or both.
Another example was Individual #153, treated for insomnia with the hypnotic trazodone.
For that individual, there were two data sections -one for psychiatric symptoms and for
general behavioral measures. It was not clear how the psychiatrist and psychologist
decided to include a measure of insomnia in the general data, and not the psychiatry.

In order to meet the requirement for how the monitoring will occur, psychiatrists should
consult with psychologists regarding which psychiatric symptoms will be formally
tracked by psychology, and those items should be supported in the customary fashion
for behavioral tracking, including the utilization of baselines period when needed, the
identification of standard psychopathology tracking tools when these are utilized, and
the provision of operational definitions for assessment made by psychological staff.

Outstanding difficulties notwithstanding, the Monitoring Team has observed a good start
to the new process and there was progress in the area of medication tracking.

J14

Commencing within six months of
the Effective Date hereof and with
full implementation in one year,
each Facility shall obtain informed
consent or proper legal

Information reviewed for this section was for Individuals #12, #110, #153, #285, #278,
#395, #417, #423, #494, and #583. Documents reviewed were the consents for
psychotropic medication and related medication plans.

DSSLC had revised the form used to obtain informed consent from guardians/legally

Noncompliance

Denton State Supported Living Center, June 23,2011

143




# Provision Assessment of Status Compliance
authorization (except in the case of | authorized individuals. The Monitoring Team examined the new form and reviewed the
an emergency) prior to process by which informed consent was obtained. The consent process was initiated by
administering psychotropic the prescribing physician, typically at a PMR. Either during the PMR or shortly
medications or other restrictive thereafter, the psychiatrist filled out the consent form, which included the diagnosis, the
procedures. The terms of the medication, and pertinent side effects. Either at the time of the PMR or shortly
consent shall include any thereafter, the psychiatrist spoke with both the primary care physician and then with the
limitations on the use of the guardian. The consent form indicated that any appropriate alternative procedures were
medications or restrictive presented to the Legally Authorized Representative (LAR.) Telephonic (interim) consent
procedures and shall identify was documented by a witness. The form was then referred for approval by the Human
associated risks. Rights Committee (HRC). Telephonic (interim) consent was available and its use was

documented on the form.

In eight of the ten consents, the new form was used. Two of the consent forms (both from
November 2010) used the old form that did not contain side effect information. DSSLC
has just started using the new process, and there are not yet examples of its use for
restrictive procedures other than medications. Additional sampling will be made during
the next tour.

Furthermore, integration of use of psychotropic medications into the Positive Behavior
Support Plan (PBSP) was not complete. Weaknesses in the information provided in the
PBSP contributed to a finding of noncompliance for Provision K.9.

J15 | Commencing within six months of Materials reviewed for assurance of compliance with provision J15 included review of Substantial
the Effective Date hereof and with list of dual purpose medication (neurology and psychiatry) that was prepared by the Compliance
full implementation in one year, pharmacy. Minutes of the neurology/psychiatry conference attended by the Monitoring
each Facility shall ensure that the Team are described below.
neurologist and psychiatrist
coordinate the use of medications, DSSLC continued to enhance collaboration between psychiatry and neurology via
through the IDT process, when they | scheduled meetings between each of the staff psychiatrists and the consulting
are prescribed to treat both neurologist. These conferences were held monthly, at the beginning of one of scheduled
seizures and a mental health on-site neurology clinics. The conference length varied but was typically about an hour. It
disorder. was attended by the neurologist, one of the psychiatrists, the neurology clinic

coordinator and one of the psychiatry assistants. The three staff psychiatrists attended
the conferences on a rotating basis, so that each psychiatrist consulted on a scheduled
basis with the neurologist, roughly quarterly. The psychiatrist chose in advance which
individuals were to be reviewed, the clinic coordinator assured that the relevant clinical
documents were available to the physicians, and the psychiatry assistant took notes on
the discussion and prepared minutes, to ensure needed follow-on and follow-up. In
addition to participation in the conferences, the psychiatrists were free to consult with
the neurologist on an as-needed basis during any given neurology clinic, and the
144
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Monitoring Team was informed that they did so.

During the visit of the Monitoring Team a neurology/psychiatry conference was
scheduled and the Monitoring Team attended the conference. Five individuals were
reviewed, and the Monitoring Team was informed that the topics discussed were typical
for the conference. These were as follows:

1.

Individual # 313 was reviewed since the Individual took both Depakote and
Tegretol for both psychiatric and neurological purposes. The individual had a
seizure, the dose of Tegretol was adjusted, and the two physicians discussed the
ramifications of the dose change.

Individual # 370 was reviewed since the Individual took the anticonvulsant

Depakote for seizures and the anticonvulsant Tegretol as a mood stabilizer.

Individual #321 was reviewed since the Individual took both Depakote and

Tegretol for dual purpose. Relevant laboratories and the relevant seizure
history were reviewed, as was the psychiatrist’s decision to taper the dose of
Depakote due to side effects. The two physicians concurred on the decision to
continue with the taper of Depakote.

Individual # 353 was reviewed since the Individual took Depakote for dual

purpose. The individual had not had a seizure since 2007 and need for continued
neurological care was reviewed.

Individual #664 was reviewed due to a seizure in January 2011, for which the

individual was seen in the neurology clinic on in February 2011. The two
physicians discussed plans for continued care

On the basis of examination of the records, discussion with the psychiatrists, and
observations made at the time of the clinic the Monitoring Team found that coordination
between psychiatry and neurology and psychiatry remained strong and DSSLC remained
in compliance with the provision of the SA.

Recommendations: The following recommendations are offered for consideration by the State and the Facility:
The Facility should clarify procedures used for medical restraint monitoring, when pretreatment sedation for medical procedures is deemed

1.

2.

necessary.

Facility psychiatrists should assure that initial Appendix B psychiatric evaluations should include, when clinically necessary, the considerations

regarding why particular diagnoses were selected and the DSM basis of those considerations. It is particularly important to do so when there are
several clinically viable formulations available to the psychiatrist. Additionally, whenever it is practical to do so, each evaluation should provide a
summary of the efficacy of treatment trials provided over the years, so as to guide future treatment efforts.
The Departments of Psychiatry and Psychology, with input from other clinical departments, should continue to develop clinical processes to
support interdisciplinary assessments and case formulations, for ongoing cases and new admissions.
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11.

12.

The Departments of Psychiatry and Psychology, should improve the manner in which PBSPs communicate the details of psychotropic medication
treatments.

When new psychotropic medication is proposed, the psychologist and psychiatrist should decide jointly how treatment efficacy will be determined.
In particular, both should be clear about which symptoms should be tracked with formal data collection techniques. Those preferences should then
determine the data that is collected and presented at psychiatric medication reviews, to support psychiatric treatment. Symptoms for which formal
and ongoing monitoring outside the clinics is needed should be identified and procedures established.

In order to meet the requirement for how the monitoring will occur, psychiatrists should consult with psychologists regarding which psychiatric
symptoms will be formally tracked by psychology, and those items should be supported in the customary fashion for behavioral tracking

When a new psychotropic medication is proposed, the rationale for the use of the medication should be stated, to assure that there is concordance
between the clinical diagnosis and behavioral symptoms selected for treatment monitoring.

When a new psychotropic medication is proposed, the list of pertinent possible side effects for medications that is on the consent for new
medications and the list that is cited in the PBSPs should be the same. That list should not be too lengthy and uncommon side effects need not be
cited - Patient Education Monographs provide fuller information.

When items on the new medication plan and informed consent are initiated by telephonic contact, the person obtaining the information should be
identified, for example via initials.

When clinically appropriate, a representative of the psychiatry group should participate in the PST meetings that are held when an individual
experiences more than three episodes of restraint in 30 days.

The Facility should consider having a DSSLC psychiatrist review Individual #381, to assess whether psychiatric treatment might reduce the use of
restraints.

APLs should include current psychiatric diagnoses

The following are offered as an additional suggestion to the Facility:

1.

The needs identified in recommendation #4 above can be accommodated in a number of ways. One possibility is to have a psychotropic medication
section in the PBSP, in which the various items identified in the medication treatment plan can be located. As discussed during the tour, however, a
new format for the PBSP had just been put in place. The format in use can accommodate the needed medication information, and this can be done
using a number of schemas. Assuming that the current format will be retained, the Departments of Psychology and Psychiatry should consider
providing guidance to clinicians regarding linkage between particular PBSP sections and the various medication related items.

While most information related to new medications are listed in the psychiatrists’ medication plans, side effects of the medication are listed by the
psychiatrists elsewhere - on the medication consent form. To facilitate accurate inclusion of medication related information into the PBSP, the
Department of Psychiatry could consider the option - at the obvious cost of duplication of information - of listing the main medication side effects
on both the medication treatment plan and the consent form.
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SECTION K: Psychological Care
and Services

Each Facility shall provide psychological
care and services consistent with current,
generally accepted professional
standards of care, as set forth below.

Steps Taken to Assess Compliance:
Documents Reviewed:

1.

vl W

Denton State Supported Living Center (DSSLC) Plan of Improvement (POI), 03/25/2011

Facility Policies and Procedures

Minutes for the Behavior Services Peer Review Committee meetings and departmental meetings.
Preliminary materials for Competency-Based Training.

Documents that were reviewed included the annual PSP, PSP updates, Special Program Objectives
(SPOs), Positive Behavior Support Plans (PBSPs), structural and functional assessments (SFAs),
treatment data, teaching data, progress notes, psychology and psychiatry evaluations, physician’s
notes, psychotropic drug reviews, consents and approvals for restrictive interventions, safety and risk
assessments, task analyses, and behavioral and functional assessments. All documents were reviewed
in the context of the POI and included the following individuals: #19, #79, #107, #108, #110, #119,
#123, #127, #134, #183, #208, #226, #229, #232, #238, #240, #250, #255, #297, #306, #319, #337,
#367, #381, #399, #413, #460, #483, #494, #506, #537, #539, #540, #557, #565, #609, #624, #629,
#664, #669, #687, #753, #772, and #774

People Interviewed:

PN UE W

Randy Spence, MS - Director of Behavior Services

Rick Smith, PhD, BCBA-D - Behavior Services consultant
Jill Wooten, MS, BCBA - Psychologist

Katy Acheson, MS, BCBA - Contract Psychologist

Bryan Lovelace, MS, BCBA - Psychologist

Leigh Rogers - Psychology Assistant

Frank Padia - Director of Program Coordination
Shillonda Perkins - QMRP Coordinator

Leslie Clark - QMRP

. Kizzy Mickels - QMRP

. Julie Kuester - QMRP

. Linda Ford - Director of Active Treatment

. Ken Horstman - Director of Residential Services

. Ynez Coleman, RN

. One program staff in Employment Training Center (ETC)

Carmen Stearns

. John Russell - Wellness Program instructor
18.

Approximately 20 direct care staff

Meeting Attended/Observations:

1.
2.
3.

PSP for Individual #413 (3/29/2011)
Restraint Reduction Committee (3/30/2011)
Section K Committee Meeting (3/30/2011)
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4. Conducted observations in Residence 504, 505, 508, 522, 523, 524, 525, 526,527, and 528 (3/28/2011
-3/31/2011)

5. Conducted observations in the Employment Training Center, Gymnasium, ICD, and Job Training Center
(3/28/2011-3/30/2011)

Facility Self-Assessment:

At the time of the site visit, DSSLC reported that no provisions of Section K of the SA were in substantial
compliance. DSSLC did report that progress had been achieved in relation to the expanded availability of
BCBA credentialed staff and contract employees, the implementation of new data collection forms and
procedures, revised forms and procedures for behavior and psychological assessment, and the collection of
I0A probes and assessment. The Monitoring Team was in agreement that progress had been achieved in
these areas.

Summary of Monitor’s Assessment:

Observations, interviews and record reviews were conducted on-site at DSSLC from 3/28/2011 through
4/1/2011. Record reviews continued off-site for several days following the site visit. Although no
provisions of Section K of the SA were found to be in substantial compliance, it was noted that DSSLC had
achieved considerable progress in many areas. Staff, documentation, and achievements by individuals
living at the Facility reflected the diligence and determination of the Facility to achieve compliance.

DSSLC continued to display multifaceted efforts toward enhancing the skills and abilities of the Behavior
Services staff. The number of Behavior Services staff participating in BCBA classes increased from three to
12. Peer review was enhanced by the adoption of a specific rubric for submitted materials with the
resulting feedback geared toward enhancing staff competence. In addition, competency-based training
targeted toward new and selected incumbent Behavior Services staff was implemented.

Of particular note was the Psychologist ABA Competence Training. This training was targeted toward new
and selected incumbent Behavior Services staff, and was taught by faculty and staff of the University of
North Texas. The training required 4 hours per day, four days per week over a twelve-week period. Such
effort was a very positive step initiated by DSSLC.

It was also noted during the site visit that progress was made by DSSLC in relation to data collection. New
data collection forms that allowed for more diverse measurement strategies were implemented. In
addition, Behavior Services staff had begun the first phase of a strategy to measure interobserver
agreement (I0A) for behavior data. Both the data forms and the collection of IOA data were very well
planned and held the potential for substantial benefit and improvement.

Progress was noted as well in the assessment of behavior and the development of PBSPs, as well as the
format and process for Psychological Assessments and Functional Assessments. Combined with enhanced
PBSPs and the previously discussed efforts in the area of measurement and data collection, the potential for
truly integrated and cohesive behavioral assessment and intervention was substantially enhanced.
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Despite the effort put forth by DSSLC and the indications that the Facility was making substantial progress
toward compliance with Section K of the SA, several areas of deficit were evident. PBSPs continued to lack
sophistication and did not conform to current standards of practice in applied behavior analysis. By the
Facility’s own measure and supported by Monitoring Team observations, only slightly more than half of
PBSPs met the Facility’s own standards of practice. Neither PBSPs nor data graphs reflected the basic
conditions necessary to allow for the determination of treatment efficacy. In several cases, the strategies
for strengthening replacement behaviors were either not implemented by staff or reflected a lack of data.

Based upon the information obtained during the most recent site visit to DSSLC, improvement was being
achieved. There remained, however, considerable amounts of work to be completed before substantial
compliance with Section K of the SA would be possible.

For Provision K.1: This provision was determined to be not in compliance. DSSLC was aggressively
pursuing BCBA credentialing for the Behavior Services employees. At the time of the site visit, however,
only 30% of the staff were BCBAs. Of the PBSPs developed since the previous site visit, only 20.2% were
completed by a BCBA.

For Provision K.2: This provision was determined to be not in compliance. The Facility employed a
Behavior Services director with broad experience in intellectual disabilities and applied behavior analysis.
Mr. Spence is not a licensed psychologist and had opted to pursue board certification in behavior analysis.
Once he completes BCBA credentialing, the Facility will be in substantial compliance with this provision.

For Provision K.3: This provision was determined to be not in compliance. The Facility had a system in
place for both internal and external peer review. The elements of the peer review process reflected
acceptable practice but there were delays in responding to the peer review comments by revising the PBSP,
and the reviews had yet to produce broad improvements in the PBSPs implemented.

For Provision K.4: This provision was determined to be not in compliance. A new data collection form had
been introduced recently. Weaknesses in the designs of PBSPs, however, limited the usefulness of data and
prevented data-based decisions for many individuals.

For Provision K.5: This provision was determined to be not in compliance. A new assessment process and
format introduced meaningful changes. Well below half of the sampled assessments documents, however,
met all standards for compliance with the SA.

For Provision K.6: This provision was determined to be not in compliance. Based upon the information
presented in K5, minimal documentation in the record reflected assessment findings that were
demonstrated to be current, accurate or complete.

For Provision K.7: This provision was determined to be not in compliance. Records did not reflect that
individuals admitted to the Facility routinely received an intellectual or adaptive assessment at the time of
admission regardless of the duration of time since the most recent assessment.
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For Provision K.8: This provision was determined to be not in compliance. Records provided by DSSLC did
not include assessments, progress notes or treatment data pertaining to counseling services for these
individuals. Therefore, it was not possible to determine progress or compliance in this area.

For Provision K.9: This provision was determined to be not in compliance. Although improvements were
noted in PBSPs, only a small number of sampled PBSPs satisfied all items necessary for compliance with the
SA.

For Provision K.10: This provision was determined to be not in compliance. Data graphs continued to lack
specific key elements and were limited in usefulness.

For Provision K.11: This provision was determined to be not in compliance. Improvement had been made
in simplifying the instructions provided to staff regarding behavior interventions. Several PBSPs still
included complex language likely to hinder staff comprehension. At the time of the site visit, DSSLC did not
routinely assess the implementation of PBSPs.

For Provision K.12: This provision was determined to be not in compliance. At the time of the site visit,
DSSLC was in the process of developing and implementing a system of competency-based training. As the
training had not been fully implemented, it was not possible to assess progress in this area.

For Provision K.13: This provision was determined to be not in compliance. At the time of the site visit,
DSSLC employed six staff who possessed board certification as a behavior analyst. This represented
approximately one BCBA for every 90 individuals residing at the Facility and fell far short of the required
ratio of one BCBA for every 30 individuals.

# Provision Assessment of Status Compliance
K1 | Commencing within six months of | The number of new and revised PBSPs completed since 10/01/2010 (the end of the | Noncompliance

the Effective Date hereof and with | previous site visit) was 173. Of those PBSPs, 74 were completed by a BCBA. Based upon

full implementation in three those numbers, 43% of PBSPs or PBSP revisions since the previous site visit were

years, each Facility shall provide | completed by a BCBA. During the six-month period prior to that, 224 PBSPs were

individuals requiring a PBSP with | developed or revised, with 31 of those PBSPs (13.8%) completed by a BCBA. Therefore,

individualized services and the number of PBSPs developed or revised by a BCBA increased a modest 29% since the

comprehensive programs last site visit.

developed by professionals who

have a Master’s degree and who DSSLC also increased the number of Behavior Services staff who held board certification in

are demonstrably competent in applied behavior analysis or who were working toward board certification.

applied behavior analysis to

promote the growth, 10/2010 | 3/2011 Change

development, and independence Total number of BCBAs 5(25%) | 6(30%) | 5%
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# Provision Assessment of Status Compliance
of all individuals, to minimize | Total staff enrolled in BCBA classes | 3(20%) | 12 (86%) | 66% |
regression and loss of skills, and
to ensure reasonable safety, It was noted during the previous site visit that DSSLC had conducted an applied behavior
security, and freedom from analysis “boot camp” for all Behavior Services staff lacking board certification in applied
undue use of restraint. behavior analysis. That effort had been expanded into the DSSLC Psychologist ABA
Competence Training course by the time of the current site visit. This training was
targeted toward new and selected incumbent Behavior Services staff. The course was
taught by faculty and staff of the University of North Texas, including Richard Smith, PhD,
BCBA; Katy Acheson, MS, BCBA; and Carla Smith, BS, BCABA. The training required 4 hours
per day, four days per week over a twelve week period. Any participant who acquired
three absences was required to retake the entire course. A review of the training
materials and completion criteria reflected that participants would be exposed to and
acquire competence in the basics of applied behavior analysis.
During the previous site visit it was noted that DSSLC needed “considerably more
progress” in the area of ensuring that Behavior Services staff were demonstrably
competent in applied behavior analysis. Although 18 to 24 months were likely to be
needed before board certification could be completed by most Behavior Services staff, it
was evident that DSSLC had acted diligently and aggressively toward this goal.
K2 | Commencing within six months of | At the time of the site visit, DSSLC employed a full-time director of Behavior Services, Noncompliance
the Effective Date hereof and with | Joseph Randall Spence. Mr. Spence had extensive experience in the field of intellectual and
full implementation in one year, developmental disabilities. The only area in which Mr. Spence was rated at less than fully
each Facility shall maintain a successful in complying with the settlement agreement was in the area of credentialing.
qualified director of psychology Mr. Spence is not a licensed psychologist and, at the time of the site visit, was actively
who is responsible for continuing supervision in order to earn board certification as a behavior analyst. When he
maintaining a consistent level of has earned board certification, his role as Director of Behavior Services will be in full
psychological care throughout compliance.
the Facility.
K3 | Commencing within six months of | DSSLC, at the time of the current site visit, continued to implement the internal and | Noncompliance
the Effective Date hereof and with | external peer review process noted during previous visits. The internal peer review
full implementation in one year, committee was coordinated by the Behavioral Services staff members that are board
each Facility shall establish a certified as behavior analysts. A review of committee minutes and discussions with staff
peer-based system to review the | revealed active application of a sound peer review model.
quality of PBSPs.
During the previous site visit, it was evident that at least some external peer review was
not completed prior to the implementation of a PBSP. At the time of the current site visit,
100% of PBSPs implemented during the previous 6 months had received full internal and
external peer review.
151
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Assessment of Status

Compliance

External peer review is performed by Ed Hutchison, PhD, BCBA. Dr. Hutchison reviewed
100% of PBSPs submitted for internal peer review by the PBSC. Submissions were
reviewed on a monthly basis and returned to the PBSC prior to the date scheduled for
internal peer review. PBSPs reviewed by Dr. Hutchison were rated on a checklist.
Feedback was provided to the submitting psychologist in the forms of checklist scores,
written comments, and recommendations. In addition, Dr. Hutchison also attended the
PBSC meetings frequently to provide additional verbal feedback.

External peer review included the use of a checklist that targeted 8 areas of competence:
1) Individual is fully described or identified, 2) Rationale for Positive Behavior Support, 3)
Goal/Objective, 4) Functional Assessment, 5) Written PBSP, 6) Plan of Implementation, 7)
Program Evaluation, and 8) Professional Integrity. Items in each of these areas were rated
on a scale of zero (no evidence the task was performed) to three (Best Practice
competence). An aggregate comparison of all PBSPs receiving external peer review during
the past six months with those completed during the six months prior to the last site visit
is presented below.

Percentage Percentage
Achieved Achieved

Area of Competency 9/2010 3/2011 Change
Competency 1 78 62 -16
Competency 2 50 57 7
Competency 3 75 78 3
Competency 4 52 64 12
Competency 5 51 52 1
Competency 6 35 29 -6
Competency 7 33 40 7
Competency 8 78 84 6
Total of all Competencies 55 57 2

Based upon this comparison, although training and review practices had been enhanced,
behavior assessments and interventions were not substantially or comprehensively
improved. The area of greatest improvement, Functional Assessment (Competency 4),
remained at less than two thirds of the maximum possible score. Two areas, Describing
the Individual (Competency 1) and Plan of Implementation (Competency 6), declined
substantially.

Difficulties were also noted during the current site visit in regard to the timely revision of
PBSPs when approval from the Positive Behavior Support Committee (PBSC) was
declined. In the six months prior to the current site visit, 10 PBSPs (6%) were declined
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# Provision Assessment of Status Compliance
approvals. Of those 10 PBSPs, one was revised and implemented within three weeks, one
was revised and implemented within four weeks, one was revised and implemented
within five weeks, and seven required in excess of six weeks to be revised and
implemented.

e A PBSP for Individual #520 was first submitted for review by the PBSC on
10/6/2010. Approval by the PBSC was declined on that date, and was declined
again on 12/22/2010. Approval for the PBSB was not gained until 1/5/2011. The
PBSP was not implemented until 1/11/2011, over three months after the initial
submission date.

e A PBSP for Individual #220 was submitted to the PBSC on 12/15/2010. Approval
was declined on that date, but contingent approval was granted on 1/12/2011. As
of 4/1/2011, final approval had not been obtained and the PBSP had not been
implemented.

e A PBSP for Individual #725 was declined approval by the PBSC on 11/17/2010.
No further submissions were documented and the PBSP had not been
implemented as of 4/1/2011.

Based upon the data obtained during the most recent site visit, although many elements of
a successful peer review process were in place at DSSLC, peer review was not successful in
meeting expectations, in particular because of delays in responding to the peer review
comments by revising the PBSP and because the reviews had yet to produce broad
improvements in the PBSPs implemented.

K4 | Commencing within six months of | Considerable deficits were noted in the collection of behavior data during previous site | Noncompliance
the Effective Date hereof and with | visits. During the previous site visits, total frequency data collection remained the most
full implementation in three common method for measuring behavior. Staff reported, and observations and progress
years, each Facility shall develop | notes supported, that at times it was difficult to collect data as indicated in the PBSP.
and implement standard
procedures for data collection, In February of 2011, a new data collection system was implemented. This system made
including methods to monitor use of a standard form for recording data that could accommodate frequency counts, as
and review the progress of each well as duration, interval and accuracy measures. This new data collection process
individual in meeting the goals of | allowed for much greater flexibility in data collection, but also introduced potentially
the individual’s PBSP. Data problematic constraints. Of primary concern was the use of one hour as the standard
collected pursuant to these interval for all data recording. Many PBSC target behaviors could likely be captured using
procedures shall be reviewed at one-hour intervals. The lack of other interval options, however, created a situation in
least monthly by professionals which there was potential for very low and very high frequency behaviors to be
described in Section K.1 to assess | miscounted. As a result of these inherent limitations, a very real potential was created for
progress. The Facility shall biasing or preventing attempts at evidence-based treatment.
ensure that outcomes of PBSPs
are frequently monitored and In addition to the introduction of new data collection procedures, DSSLC also implemented
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Assessment of Status

Compliance

that assessments and
interventions are re-evaluated
and revised promptly if target
behaviors do not improve or have
substantially changed.

the first phase of a process to measure interobserver agreement (I0A) for PBSC data. As
the I0A procedure was implemented only a few weeks prior to the site visit, it was not
possible to develop a clear measure of whether efforts at collecting I0A data were
successful. Nevertheless, the effort to determine the reliability of treatment data was
welcomed by the Monitoring Team.

Whether based upon the previous or new data collection process, all behavior
intervention data were graphed on a monthly basis. In addition, these data graphs were
included in a process of monthly review to determine treatment benefit and efficacy. The
review process was hindered, however, by a number of circumstances evident in a sample
of 18 PBSPs.

e For Individual #183, it was indicated that the baseline data for the PBSP were
“TBD” (To Be Determined) even after the PBSP was implemented. Without valid
and reliable pretreatment data, the ability to determine treatment efficacy was
substantially impeded.

e For Individual #226, behavior data were reported by month. The nature of the
intervention, however, required reporting data by session rather than by month.
Furthermore, no data were collected on the opportunity for behavior to be
displayed. Due to these factors, it was not possible to use the data for formulating
treatment decisions.

e For Individual #399, no specific criteria for meeting objectives were included in
the PBSP. Without pre-established treatment expectations, it was not possible to
determine when or if the intervention was successful.

e For Individual #565, instructions for PBSP implementation and data collection
were unclear as to the number of trials included in each teaching session. As a
result, there was the potential for misinterpretation of treatment data. In addition,
pica had increased without a review of the behavior intervention or assessment.

In addition to limitations imposed by poorly designed PBSPs, there were instances in
which the review process did not provide an adequate oversight in regard to treatment
response.

e For Individual #45, although the target behavior improved, there was not an
indication in the treatment data that the improvement was a result of the
treatment offered or the teaching of replacement behaviors. Although the
improvement in the target behavior was the goal, understanding what
components of treatment, changes in environment, or other events were effective
is important in order to be able to maintain those changes, or to intervene
effectively when problematic behaviors return.

e For Individual #367, target behaviors began increasing in June 2010 and, with the
exception of August, remained substantially elevated through the end of 2010.
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Despite data that indicated worsening undesired behavior, progress notes
provided no information about any specific anticipated benefit from continuing
the existing PBSP. Furthermore, no recommendations were made to revise the
PBSP or explore the lack of treatment efficacy. In January of 2011, however, when
displays of target behaviors dropped to near zero, the recommendation was made
to revise the PBSP. Although data suggested the PBSP was ineffective, a revision
to the PBSP would have provided greater potential benefit had revisions been
introduced in a more timely manner.

e For Individual #506, the use of replacement behaviors by the individual dropped
to zero in May 2010. The month after, physical aggression increased substantially.
Although efforts to improve treatment response through additional training for
staff were introduced, physical aggression remained elevated into November
2010. No recommendations for a revision of the PBSP were offered at any point
during the eight-month period of higher rates of aggression even though a
temporal relationship was demonstrated between the drop in replacement
behaviors and the increase in aggression.

Due to conditions such as those presented above, it was not evident that evidence-based
decisions regarding treatment were routinely formed or even possible.

It was noted during the previous site visit that 100% of data graphs reflected only
psychotropic drug treatments even though each of the individuals involved also received
behavior interventions. This suggested that the primary mode of treatment for individuals
living at DSSLC, regardless of whether the target of concern involves mental illness or
learned behavior, had been psychotropic medication. This had changed by the current site
visit.

During the current site visit, it was noted that progress notes included behavior targets as
well as psychotropic drug targets for 10 of 18 (56%) individuals sampled. Although the
inclusion of behavioral targets for the majority of individuals in the sample is a positive
step, there was a substantial limitation noted as well. For six of the 10 individuals (60%)
with behavioral targets, there were no data presented for those targets. Therefore, other
than the indication that behavior treatment involved more than psychotropic medication,
the inclusion of behavioral targets in data graphs did not contribute to the treatment
decision process for many individuals.

It was evident during the site visit that effort had been made to improve the quality of
behavior data, especially in terms of the new data forms that were introduced. Despite
these changes, however, it was not evident that changes in data collection had produced
meaningful benefits for the clients of the Facility in terms of treatment decisions.
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K5

Commencing within six months of
the Effective Date hereof and with
full implementation in 18

months, each Facility shall
develop and implement standard
psychological assessment
procedures that allow for the
identification of medical,
psychiatric, environmental, or
other reasons for target
behaviors, and of other
psychological needs that may
require intervention.

Intellectual and adaptive testing results play an integral role in understanding an
individual. While a functional assessment may provide vital information regarding a single
behavior or functional class of behaviors, intellectual and adaptive testing provide insight
into the current cognitive and adaptive abilities of the individual, as well as guidance for
skill acquisition training. Such testing can also facilitate the selection of skills the
individual can learn. To be useful, however, it is important that the tests be relatively
recent, within one year for adaptive testing and five years for intellectual testing. In
addition, interpretation of the results of the tests must go beyond the reporting of scores
and elaborate upon specific abilities and limitations, and how those abilities and
limitations are manifested in the person’s daily activities.

Information in the table below reflects that little progress was achieved by DSSLC in
integrating adaptive and intellectual testing into the psychological assessment process.
Where progress was noted in regard to intellectual testing, the testing was completed by
agencies other than DSSLC.

Current Site Visit
Two of 18 (11%)

Previous Site Visit
Zero of 11 (0%)

Change
11%

Psychological Assessments
contained findings from an
intellectual test administered
within the previous five years.
Psychological Assessments
included a narrative summary of
how the results from intellectual
assessments more than five
years prior would facilitate the
understanding of the
individual’s strengths and needs.
Psychological Assessments
contained findings of adaptive
assessment conducted within
one year prior to the date of the
Psychological Assessment.
Psychological Assessments
included a narrative summary of
how the results from adaptive
assessments current or
otherwise would facilitate the
understanding of the
individual’s strengths and needs.

Zero of 11 (0%) Zero of 18 (0%) 0%

One of 11 (9%) Zero of 18 (0%) -9%

Zero of 11 (0%) Zero of 18 (0%) 0%

Noncompliance
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Specific examples of weaknesses in the integration of intellectual and adaptive assessment
are presented below.

e For Individual #226, the most recent Intellectual testing was completed in 1989;
no adaptive testing was reported.

e For Individual # 537, the intellectual tests, test dates, and test results referenced
in the report narrative did not match tabular data regarding intellectual
assessment in the report.

e For Individual #687, the most recent intellectual and adaptive assessments were
completed in 1987.

e For Individual #774, the most recent intellectual test was completed in 1988. The
most recent adaptive assessment was completed in 1985.

The assessment of behavioral function is an essential component of effective behavior
change and requires more than the completion of a screening tool, interview or series of
observations. Determining the function of a behavior is an empirical process that begins
with general observation and progresses with increasing control and focus through
screenings, interviews and formal observations until a specific hypothesis regarding the
function or purpose of the undesired behavior is developed. An acceptable functional
assessment or functional analysis does not produce a series of ambiguous statements
regarding the function of the undesired behavior. Rather, the product of the assessment
process is a specific statement regarding the most likely function of the behavior or an
indication of how ambiguous findings will be resolved. Without additional investigation,
ambiguous statements are indicative of an assessment process that has not been
completed.

Information in the table below reflects the degree of progress achieved by DSSLC in
enhancing the quality of functional assessments.

Previous Site Visit | Current Site Visit | Change

Functional assessments Zero of 13 (0%) Seven of 18 32%
produced a specific statement or (32%)

hypothesis of function.

Functional assessments Six of 13 (47%) Eight of 18 (44%) | -3%

consisted of procedures
completed within a year prior to
the initiation date of the PBSP.
Functional assessments Two of 13 (9%) Eight of 18 (44%) | 35%
described formal assessment
procedures.
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The process or tool utilized both Five of 13 (38%) Sixof 18 (33%) | -5%
direct and indirect measures.

Specific examples of weaknesses in functional assessment are presented below.

e For Individual #45, the assessment report did not reflect a formal functional
assessment.

e For Individual #127, the most recent functional assessment was completed over a
year prior to the site visit when the individual had lived at DSSLC for less than a
month. Functions were identified based upon discussions with the individual’s
parents regarding behavior displayed prior to admission.

e For Individual #172, a functional assessment process was referenced in the
report and a summary of functional assessment findings was provided. The
functional assessment protocol, however, was not provided and there was no
specific information documented regarding setting events, antecedents, or
motivating operations.

e For Individual #537, although setting events and motivating operations were
briefly discussed, it was not evident that these factors had been empirically
explored. Therefore, it could not be determined that interventions focused on
these factors would be successful. Functions were identified in the assessment,
primarily based upon the findings of screening instruments. The narrative of the
report indicated confusion or lack of clarity regarding the findings of the
screenings, but no effort to empirically explore these limitations was presented.
Although a replacement behavior was identified in the assessment, it was not
clear from the description of the function or the rationale for the proposed
intervention that the selected replacement behavior had adequate strength or
efficiency to be successful.

The assessment of mental illness is also an integral part of the Psychological Assessment.
In people with intellectual and developmental disabilities, the assessment process must
identify the mental illness being experienced by the individual, as well as determine which
undesired behaviors are primarily related to mental illness, which arise primarily due to
learning and the environment, and which may reflect a combined origin of mental illness
and the environment.

During the previous site visit, DSSLC demonstrated considerable difficulty in
incorporating the signs and symptoms of mental illness into the functional assessment
process. Although improvement was noted during the current site visit, in most cases
functional assessments did not integrate the objective assessment of mental illness into
the evaluation process or include behaviors correlated with mental illness in the
functional assessment process.
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Previous Site Visit | Current Site Visit | Change
The assessment process included | Five of 13 (39%) Seven of 18 0%
screening for psychopathology, (39%)
emotional, and behavioral issues.
The assessment process included Zero of 13 (0%) Five of 18 (28%) 28%
differentiation between learned
and biologically based behaviors.

Specific examples of weaknesses in the integration of mental illness into the assessment
process are presented below.

e For Individual #134, mental illness diagnoses were discussed in the assessment,
but were not integrated into the case formulation. Reiss Screen scores were
reported as part of the diagnostic presentation, but no scales or measures were
described in relation to functional assessment or treatment monitoring.

e For Individual #226, Reiss Screen scores were reported, but there was no
integration of the scores into the larger case formulation. The psychiatric case
formulation tied anxiety to SIB, but anxiety was not defined or empirically
investigated. The proposed intervention did not address anxiety, although
operant strategies could effectively be used to decrease anxiety or to teach
appropriate escape from anxiety eliciting environments.

e For Individual #774, a Reiss Screen was completed on 12/17/2009. The findings
of the Reiss Screen were not discussed in the assessment report although the
scores were included. A discussion of medical and psychiatric issues was offered
with conclusions regarding the relationship between mental illness and behavior
displays. No evidence to support an empirical basis for those conclusions was
provided.

There were noted to be examples appropriate integration of mental illness assessment
into the functional assessment process.
e For Individual #399, the role of mental illness symptoms as setting events was
thoroughly discussed in the case formulation.

In early January 2011, DSSL implemented a revised Psychological Assessment/Functional
Assessment protocol. Due to sampling demands and the low number of individuals for
whom the new protocol had been used, however, it was not possible to include only the
new protocol in the sample.

Based upon observations and record reviews, it was evident that some progress had been
achieved. The progress made, however, was not sufficiently comprehensive or pervasive
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to allow for a determination of compliance in this area.
K6 | Commencing within six months of | Based upon the information presented in K5, minimal documentation in the record | Noncompliance
the Effective Date hereof and with | reflected assessment findings that were demonstrated to be current, accurate or complete.
full implementation in one year,
each Facility shall ensure that
psychological assessments are
based on current, accurate, and
complete clinical and behavioral
data.
K7 | Within eighteen months of the Records reflected that individuals newly admitted to the Facility had a psychological | Noncompliance
Effective Date hereof or one assessment completed within 30 days of admission. Records did not reflect that
month from the individual’s individuals admitted to the Facility routinely received an intellectual or adaptive
admittance to a Facility, assessment at the time of admission regardless of the duration of time since the most
whichever date is later, and recent assessment. For this population, intellectual and adaptive assessment is an
thereafter as often as needed, the | essential component of a comprehensive psychological assessment. Record reviews
Facility shall complete reflected that 100% of individuals residing at DSSLC received an annual psychological
psychological assessment(s) of evaluation. As indicated in K5, however, only 11% of the completed evaluations included
each individual residing at the current intellectual testing results and 0% included current adaptive skill assessments.
Facility pursuant to the Facility’s
standard psychological
assessment procedures.
K8 | By six weeks of the assessment DSSLC completed and implemented Counseling Policies and Procedures on 12/01/2010. Noncompliance
required in Section K.7, above, These policies provide the necessary structure for evidence-based counseling practices. At
those individuals needing the time of the site visit, seven individuals living at DSSLC were reported as involved in
psychological services other than | counseling. Records provided by DSSLC did not, however, include assessments, progress
PBSPs shall receive such services. | notes or treatment data pertaining to counseling services for these individuals. Therefore,
Documentation shall be provided | it was not possible to determine progress or compliance in this area.
in such a way that progress can
be measured to determine the
efficacy of treatment.
K9 | By six weeks from the date of the | The Facility had a PBSP in place for each individual identified as requiring behavior | Noncompliance
individual’s assessment, the intervention. Consents and approvals were routinely obtained for PBSPs, restrictive
Facility shall develop an procedures and the use of psychotropic medication. All consents reviewed met basic time
individual PBSP, and obtain frames and procedural requirements.
necessary approvals and
consents, for each individual who | During the previous site visit, numerous weaknesses were noted in both behavior
is exhibiting behaviors that assessment and intervention. As a result, the following conditions were noted.
constitute a risk to the health or e One of 36 records reviewed (3%) included results obtained from a process or
safety of the individual or others, instrument recognized as being able to identify potential functions of a behavior.
160
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or that serve as a barrier to e None of 29 records reviewed (0%) reflected the use of more rigorous or empirical
learning and independence, and procedures necessary to clarify potential functions and address limitations
that have been resistant to less inherent to indirect functional assessments.
formal interventions. By fourteen
days from obtaining necessary Since the previous site visit, DSSLC had engaged in an overhaul of the behavior assessment
approvals and consents, the process, as well as conducted additional training on applied behavior analysis and the
Facility shall implement the PBSP. | development of PBSPs. Based upon observations and a review of records, the efforts of
Notwithstanding the foregoing DSSLC appeared to have produced improvement in the PBSPs.
timeframes, the Facility
Superintendent may grant a Previous | Revised
written extension based on PBSP Element Process | Process | Change
extraordinary circumstances. i i

Rationale .for selectl-on of the 50% 75% 25%

proposed intervention.

Hlstory. of prior intervention 50% 88% 339

strategies and outcomes.

Consideration qf medical, psychiatric 40% 63% 23%

and healthcare issues.

Operataonal definitions of target 70% 63% 7%

behaviors.

Operational deflnltl.ons of 70% 63% 7%

replacement behaviors.

Descrl-ptlon of potential function(s) of 30% 75% 45%

behavior.

Use of positive reinforcement

sufficient for strengthening desired 10% 50% 40%

behavior

Strategu?s a(.idressmg s.ettl.ng event 60% 75% 15%

and motivating operation issues.

Strategles addressing antecedent 60% 75% 15%

issues.

Stra}tegles that include the t.eachlng of 10% 25% 15%

desired replacement behaviors.

Strategles to weaken undesired 30% 63% 339

behavior.

Description of data collection 20% 38% 18%

procedures.

Baseline or comparison data. 0% 13% 13%
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Treatment expectations and
timeframes written in objective, 60% 50% -10%
observable, and measureable terms.

Clear, simple, precise interventions
for responding to the behavior when 30% 63% 33%
it occurs.

Plan, or considerations, to reduce
intensity of intervention, if applicable.

0% 13% 13%

Signature of individual responsible for
developing the PBSP.

90% 100% 10%

As the data reflect, although progress was achieved, the status of PBSPs remained well
below standards acceptable within the field of applied behavior analysis. This was
particularly evident in relation to the formal teaching of replacement behaviors, the
identification and use of powerful reinforcement strategies, the use of true pretreatment
or baseline data, the establishment of objective and meaningful treatment expectations,
and precise instructions for data collection. Examples of weaknesses are presented below.

For baselines, the presentation was typically a description of historical behavior
rates with no specification of the interventions and environmental conditions in
place. A pre-treatment measure is essential in determining whether an
intervention is successful. This can certainly consist of data collected from
existing conditions. However, there needs to be a clear description of what those
conditions have been so the difference from baseline to treatment can be clearly
described. Using the data from the previous intervention as baseline is acceptable,
so long as there exists a clear delineation between the previous and current
interventions. Simply a listing of monthly data for the prior year or two does not
constitute a current baseline.

For Individual #134, the following limitations were noted in the PBSP.

0 A teaching component was presented in the PBSP, but it did not include
formal trials or sessions. Rather, staff were to reinforce the behavior
when it spontaneously occurred. This process did not ensure that
sufficient opportunities for learning to occur would take place. Treatment
expectations referred to "trials,” but there were no trials described in the
PBSP.

0 Data collection instructions were very general; "Fill out the forms."

0 Data from the previous year were referred to as baseline although those
data did not reflect a pretreatment condition. There was no description
of how staff responded during the previous year differently from what
the PBSP required, or whether there were any changes in environmental
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conditions tied to those data.

e For Individual #226, the following limitations were noted in the PBSP.

(0]

(0]

There was a lack of integration or formulation of the case and treatment
options. Current accepted practice requires an integration of
environmental sources of behavior and mental illness into both the
assessment and intervention process. For this Individual, although
general comments referred to both issues, there was no evidence of a
cohesive strategy to conform to current accepted practice. It would have
been helpful for the PBSP to have included methods of combining
behavior and psychiatric interventions into a single, coordinated
approach to treatment.
= The Psychological Assessment and Functional Assessment
included scores from the Reiss Screen for Maladaptive Behavior,
but those scores presented or discussed the larger case
formulation.
= The psychiatric case formulation indicated a relationship existed
between anxiety and SIB, but there was no assessment of anxiety
or a definition of anxiety in relation to SIB. Without a formal
assessment, it was not clear whether the individual experienced
an anxiety disorder or displayed behaviors that suggested, for
example, agitation, restlessness or frustration. It is essential that
factors that potentially contribute to undesired behavior be
assessed as thoroughly as possible so that interventions can be
focused upon valid targets.
= The PBSP did not address the potential relationship between
anxiety and SIB, although operant strategies have been
demonstrated to effectively decrease anxiety or to increase
appropriate escape from anxiety eliciting environments.
Specific data collection instructions were included for replacement
behavior training, but for target behaviors the instructions were very
general statements to complete the data forms.

e ForIndividual #119, the following limitations were noted in the PBSP.

(0]

The PBSP reflected that treatment records were used in the assessment
of the target behavior. It was later stated in the PBSP that treatment
records were not available.

The PBSP stated that baseline data were unavailable immediately below a
graph of behavior data since admission. The PBSP in the same section
also stated “data will be reevaluated as it accrues.” Baseline data are by
definition pre-treatment data. Therefore, ongoing determination of
“baseline” data would be inappropriate and detrimental to the treatment
process.
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0 The Treatment method did not specify a schedule for training, the
number of trials per training session, or a procedure for reinforcing
desired responses.

0 The PBSP did not specify treatment expectations and timeframes for
achieving those expectations.

0 Individual #119 had demonstrated potentially dangerous behaviors such
as self-injury and statements of suicidal intent. Functions identified
included escape, attention and obtaining tangible objects. The Treatment
methodology targeted only agitation.

K10 | Commencing within six months of | The Behavior Services department at DSSLC used spreadsheet software to compile | Noncompliance
the Effective Date hereof and with | treatment data and generate data graphs and progress notes. Although the data entered
full implementation within 18 into this software were at times of unknown value, the software itself was sophisticated
months, documentation and useful. Most elements required in a data graph were present and the graphs were not
regarding the PBSP’s overly complex.
implementation shall be gathered
and maintained in such a way During the previous site visit, one weakness of reviewed graphs was a lack of any
that progress can be measured to | indicators for changes relevant to monitoring behavioral progress. For example, if the
determine the efficacy of dosage of a medication was changed, changes were made in behavioral interventions or
treatment. Documentation shall replacement behaviors, or the individual was exposed to an environmental stressor, there
be maintained to permit clinical was no indication on the graph of when the event occurred. Without such indicators, it
review of medical conditions, was very difficult to identify the relationship between behavior, treatment effects and
psychiatric treatment, and use confounding variables. During the current site visit, 53% of data graphs reviewed that
and impact of psychotropic were created after January 1 2011 included indicators for changes where appropriate.
medications.

Requirements for graphs and the percentage of graphs in compliance from a sample of 18
individuals are presented below.
Graph Element Percentage
The graph is appropriate to the nature of the data. 76%
Horizontal axis and label. 100%
Vertical axis and label. 53%
Condition change lines. 29%
Condition labels. 29%
Data points and path. 94%
I0A and data integrity. 0%
Demarcation of changes in medication, health status or other events. 53%
One substantial problem noted was that only 75% of graphs reviewed were appropriate to
the nature of the data. The PBSPs at DSSLC had increased in sophistication with several
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including specific teaching strategies. Such teaching strategies at times used teaching
sessions divided into a specific number of trials. Such data are typically presented in the
field of applied behavior analysis as the percentage of successful trials per session or day.
In many cases, however, the graphs at DSSLC continued to present such training data in
the form of total displays per month, a practice that prevented the determination of client
progress.

An additional problem was the lack of condition change lines. Acceptable practice in
applied behavior analysis stipulates that behavior change programs be broken down into
discrete conditions or stages. In the simplest form this would involve dividing a behavior
change program into a baseline or pretreatment condition followed by a treatment or
program implementation condition. More sophisticated behavior change programs can
include treatment reversal conditions or conditions for separate treatment methods.

The data graphs at DSSLC rarely included indicators for changes in treatment conditions.
The primary reason for this was that PBSPs at DSSLC seldom included discrete conditions
such as pretreatment baseline conditions. Without the implementation of conditions in
PBSPs and the indicators for those conditions on the data graphs, DSSLC imposed
considerable impediments to evidence-based treatment.

In late February of 2011, DSSLC began a phased implementation of [OA data collection and
treatment integrity. This reflected a substantial advance by the Facility. Due to the
proximity of the implementation to the site visit, there were not sufficient data to assess
the efforts of the Facility. Furthermore, as the implementation was described as gradual, it
will likely require several months before implementation is complete. Nevertheless, the
effort exhibited by the Behavior Services department in this area is to be commended.

K11

Commencing within six months of
the Effective Date hereof and with
full implementation within one
year, each Facility shall ensure
that PBSPs are written so that
they can be understood and
implemented by direct care staff.

As noted during previous site visits, observations of and interviews with direct care staff
reflected that many staff had difficulties in understanding and/or implementing behavior
interventions. As noted in K9, improvement had been made in simplifying the instructions
provided to staff regarding behavior interventions. Much of the effort of the Facility, as
described in the Facility POI, focused upon limiting the number of pages used for the PBSP
instructions. Responses from DSPs differed substantially from residence to residence. Per
their reports, some PBSPs used very simple language. Others, however, seemed to respond
to the attempts to make the instructions shorter by making the instructions more
technical. Readability of written language, however, more typically relates to the number
of words in a sentence and the number of syllables and letters in a word. DSSLC might
achieve greater success in this area if staff instructions were subject to formal readability
measures.

At the time of the site visit, DSSLC did not routinely assess the implementation of PBSPs. It

Noncompliance
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is well understood that the application of any process will drift over time. Without ongoing
training and assessment of intervention integrity, it will not be possible for DSSLC to
ensure that PBSPs are being implemented as intended and in a manner that is of benefit to
the individual.
K12 | Commencing within six months of | At the time of the site visit, DSSLC was in the process of developing and implementing a | Noncompliance
the Effective Date hereof and with | system of competency-based training. As the training had not been fully implemented, it
full implementation in two years, | was not possible to assess progress in this area.
each Facility shall ensure that all
direct contact staff and their
supervisors successfully
complete competency-based
training on the overall purpose
and objectives of the specific
PBSPs for which they are
responsible and on the
implementation of those plans.
K13 | Commencing within six months of | At the time of the site visit, DSSLC employed six staff who possessed board certification as | Noncompliance

the Effective Date hereof and with
full implementation within three
years, each Facility shall maintain
an average 1:30 ratio of
professionals described in
Section K.1 and maintain one
psychology assistant for every
two such professionals.

a behavior analyst. This represented approximately one BCBA for every 90 individuals
residing at the Facility and fell far short of the required ratio of one BCBA for every 30
individuals. The Behavior Services department does include a sufficient number of
positions to achieve a 1:30 ratio. Should each available position be filled by a BCBA
credentialed employee, DSSLC would achieve approximately a 1:26 ratio. In consideration
that acquiring board certification can require up to three years, aggressive efforts will be
needed to increase the number of employed BCBAs within the time stipulations provided
under the Settlement Agreement.

Recommendations: The following recommendations are offered for consideration by the State and the Facility:
DSSLC should conduct an assessment of current peer review practices. Efforts thus far, while possessing face validity, have not produced broad and
comprehensive changes to PBSPs. In addition, for those PBSPs that do not initially receive approval from the Peer Review Committee, the process
for revision too often produces excessive delays in the implementation of programs. More efficient and expeditious practices are needed.
Additional improvements are needed to enhance the application of evidence-based practices in the formulation of treatment decisions. PBSPs do
not include, and data graphs do not reflect, specific and discrete conditions (i.e. baseline, treatment, generalization, etc.) necessary for the
identification of meaningful changes in behavior. Data collection forms, although improved, should be expanded to encompass high- and low-
frequency behaviors.. Training with the interdisciplinary teams should be implemented to increase their understanding of evidence-based practices
and the need for clear and measurable treatment goals. Training should include tools for facilitating the interdisciplinary teams in monitoring

1.

response to treatment.

Further improvements are needed in the Psychological and Functional Assessments. Individuals living at the Facility should receive regular testing
of intellectual, cognitive and adaptive abilities, and have the findings of those tests integrated into the overall psychological assessment. In addition,
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functional assessments should incorporate consideration of both mental illness and learned behavior in the development of a coherent intervention
strategy.
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SECTION L: Medical Care

Steps Taken to Assess Compliance:
Documents Reviewed:

1.
2.
3.

RV No W,

12.
13.
14.
15.
16.

17.
18.
19.
20.
21.
22.
23.

0.
1. DSSLC Death of an Individual who Resides at Denton State School, Policies and Procedures Manual,

Denton State Supported Living Center (DSSLC) Plan of Improvement (POI), 03/25/2011

DSSLC Medical Care Policy, MED-01, dated 08/17/10

Texas Department of Aging and Disability Services, DSSLC Policy: Medical Emergency Response, Policy
Number: 044, Date: 7/21/10

DSSLC Course Delinquency List; Cardiopulmonary Resuscitation Basic Course and Basic Live Support
for Health Care Providers., Printed: 3/7/11

DSSLC Fire Drill Meeting Minutes, 12/1/10 and 3/1/11

DSSLC Mock Medical Emergency Drill Schedule for all shifts and all areas for 3/2011

DSSLC Mock Medical Emergency Drill Report of Completed Drills for Facility, 9/2010 through 2/2011
DSSLC Daily Infirmary Crash Cart Checklists, March 2011

DSSLC Control Drug Check Sheets and Emergency Equipment Checklists for all Units, March 2011
DSSLC Security Equipment Verification Checklists, March 2011

Medical-07, Date: February 1,2009

DSSLC Death Process, Draft

DSSLC Death Review - Recommendation Tracking Log 1/21/11 through 3/23/11

DSSLC Mortality Review Update, March 2011

Review of Deaths for Individuals #135, #514, #93, #522, #263, #63, #390, #473, #107and #495
Clinical records of the following individuals: #129, #175, #785, #307, #191, #133, #275, #63, #89,
#35.

Medical Provider Quality Assurance Audit Process and forms

All completed physician audits from March 2010 to March 2011 (6 completed)

Aspiration Triage Data Sheet

Diabetic management process, and associated forms, undated

Blood Glucose Monitoring process, undated

Preventive Care Flow sheet

Doctor to Doctor Transfer Progress Record form

People Interviewed:

1.

O 0N W

Stephen Kubala, MD, Medical Director

Wes Knox, Data Analyst

Sibylle Graviett., Nurse Case Management Supervisor
Delia Schilder, RN, Chief Nurse Executive (CNE)

Chuck Brookins, Security Officer

Deb Salsman, Director of Incident and Risk Management
Allana Garrison, RN, Quality Assurance Nurse Supervisor
David Anderson, Assistant Security Officer

Sherri Courtney, RN, Nursing Operations Officer (NOO)

Denton State Supported Living Center, June 23,2011

168




10. Laura Stoffels, RN, Nurse Investigator
11. Valerie Kipfer, RN, State Office Nursing Coordinator
Meetings Attended/Observations:

None

Facility Self-Assessment:

Provision L1.

The Facility informed the Monitoring Team that it has determined that they were not compliant with
Provision L.1, of the Settlement Agreement.

The following activities were reported by the Facility to the Monitoring Team for Provision L.1, of the
Settlement Agreement.

The Facility implemented a record verification checklist to ensure that appropriate documents were sent to
the hospital, at the time of admitting an individual for acute medical service. The Monitoring Team
reviewed the document at the time of interviewing the Facility’s Medical Director, and noted its potential
benefit.

The Facility developed and implemented an oxygen protocol, which was intended on providing nursing
staff with oxygen saturation parameters for the administration of oxygen. The Monitoring Team
complements the Facility on this effort, however, the Team had raised concerns over the
comprehensiveness of the protocol, and specific oxygen saturation parameters outlined in the protrocol.

The Facility has consulted with a cardiovascular specialist to help providers better understand the
appropriate uses of echocardiograms. The Monitoring Team recognizes the benefit of this service.

To enhance outcomes secondary to hospitalizations, the Facility continued to liaison with the local hospital
and hospitalist. The Monitoring Team complements the Facility on this out-reach effort. Enhancing
relationship with the local hospital will result in quality outcomes for Individuals served, who require acute
hospital admission.

The Facility developed a Transfer Physicians Order protocol. The Monitoring Team reviewed the protocol
and associated order forms, and concurs with its application at the Facility.

The Facility provided additional training for clinicians at the Facility so that they better understood the
need to complete the Preventative Care Flow Sheet accurately. Following review of medical records, the
Monitoring Team suggests that additional training and close monitoring for completeness and accuracy of
the flow sheet.

The Facility has reviewed the Annual Physical Assessment Form to ensure that the template included all
components of the HCG. At the Time of this review, the Monitoring Team did not review the new
assessment form, and will do so on subsequent review.
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The Facility reported that active problem lists would be utilized on a separate gold card with new active
problems identified as they occur and note when the active problems are resolved. The Monitoring Team
did not find this new process implemented, following its review of clinical records.

Provision L2:
The Facility reported to the Monitoring Team that they were in substantial compliance with Provision L.2,
of the Settlement Agreement.

The Facility reported that they developed a process where there is periodic psychiatrist meetings with the
neurologist to review cases that require neurological intervention.

The Facility reported to the Monitoring Team that a Hospitalist had been added to the list of participants
for death reviews. Following review of recent death reviews, the Monitoring Team noted that the Facility
had challenges to consistently, and timely engage the external physician in the review process.

The Monitoring Team was informed that the Facility has external medical providers to conduct quarterly
QA audits; external medical providers conducted quarterly provider QA audits. Five percent of each provider’s
charts were audited at initial audit.. Importantly, the Monitoring Team notes that the audit form used for
these reviews consists of a checklist of required activities and provides little review of other aspects of
quality of practice. The State Office continues to work to develop a process for data collection and trends
analysis.

The Monitoring Team does not concur with the Facility’s assessment and determined that the Facility is not
in substantial compliance with Provision L.2.

Provision L3:
The Monitoring Team was informed by the Facility that it was not in compliance with Provision L.3, of the
Settlement Agreement.

The Facility reports that physicians conduct quarterly medical reviews of their practice. This review is an
audit of physician activities and is not specific to clinical outcomes. The Monitoring Team recommended to
the Facility that it develop a meaningful QA process to assess clinical outcomes.

The Monitoring Team was informed that Dilantin and phenobarbital levels were regularly reported to the
medical director and primary care provider for tracking. The Monitoring Team understands the rationale
for this activity; however, it strongly recommended that the process be enhanced to include prompt
notification of all laboratory values that are determined to fall under the category of a “panic value”.

The Medical Director completed monthly clinic reviews. This is a meaningful process where by the medical
director attends various clinical and evaluations at the Facility and offers recommendations to the treating
clinician. This process was noted by the Monitoring Team to be of considerable effort and will improve
clinical outcomes.
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Provision L4:

The Facility had determined that they remained non-compliant with Provision L.4, of the Settlement
Agreement. Working towards compliance, the Facility reports that they continue to work with the State
Office on developing clinical pathways for prevention and treatment of aspiration pneumonia.

Summary of Monitor’s Assessment:

The Monitoring Team determined that the Facility does not yet comply with any provision of this section
but has initiated many actions and improvements to move toward compliance. Since the last review for the
Settlement Agreement, under the leadership of Dr. Kubala, the Facility’s Medical Department has made
significant systems improvements, that if further developed and implemented, will help lead the Facility to
substantial compliance of Section L of the Settlement Agreement.

The Facility has seven full time practicing physicians and two nurse practitioners, and a fulltime Medical
Director. Importantly, the Facility is enhancing its physician specialty clinics and will have robust on-site
consultation for podiatry, pulmonology, gastroenterology, physiatry, and will be enhancing it’s on-site
scoliosis clinic with more frequent visits by specialists in orthopedics.

To enhance the ability to efficiently obtain necessary x-rays and echocardiograms, the Facility contracts
with a mobile radiology firm that enables remote access to radiologic imagines and reports.

The Facility has enhanced its liaison with the local hospitals and also contracted with a hospitalist who will
collaborate with the Facility Physicians on cases admitted for hospitalization. The Facility also developed a
new hospital discharge summary form, which is completed by physicians and nursing staff. This form will
ensure that important hospital information is better communicated upon hospital discharges.

Many internal processes have been improved upon. For example, the Annual Assessment form is currently
being updated to better reflect clinical practice. A new “transfer physician order” form has been developed
and implemented. A “Call a Nurse For” poster was created and is posted throughout the living area, to
advise non-clinical staff on important issues that must be well communicated to clinical staff. The PNMT
committee better addresses significant health concerns of individuals served by the Facility. The Facility is
working with the Scottish Rite Hospital and arranging for webinar in-services on important and common
neuromuscular and orthopedic conditions, such as cerebral palsy, muscular dystrophy, spina bifida,
congenital scoliosis, club foot, and degenerative spine disease.

Medical Services has been working collaboratively with nursing, psychology and dental services to enhance
the care of Individuals with a history of, and predisposition of aspiration pneumonia. Benefit from this
collaborative action will be assessed on future reviews.

The Facility continues to work collaboratively in developing “clinical pathways” as was the core group in
developing the pathway for aspiration pneumonia, which is under final review by DADS central office.
The Facility has dedicated a full time physician staff member to conduct medical chart audits. Additionally,
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the Facility has significantly enhanced its ability to conduct mortality reviews.

Significant issues continue with the management of chronic and acute medical conditions. Failure to
follow-up on clinical conditions, consultation recommendations and abnormal diagnostics, was evident
during the Monitoring Teams review for Provision L. The clinical management of orthopedic conditions,
diabetes, and especially pulmonary conditions must be immediately enhanced by the Facility.

Based on the Monitoring Team'’s review of Provision L.1, of the Settlement Agreement, the Review Team
agrees with the Facility’s self assessment and has determined that the Facility remains non-compliant with
the Provision. The Facility must enhance its ability to manage and follow up on acute and chronic
conditions, significantly enhance its ability to address pulmonary conditions, orthopedic and diabetes,
enable more comprehensive and complete documentation practice to include all known diagnosis, along
with a plan and follow-up schedule for each condition. Medical and nursing issues must better be reflected
at the PSTs and well documented in PSPs and addendums to PSPs.

Following its review for compliance with Provision L.2, the Monitoring Team does not concur with the
Facility and has determined that the Facility is not in substantial compliance with the Provision. The
Facility must enhance its process of providing medical audits as delineated in the report. External audits
have occurred quarterly, and internal audits are continuing. These audits focus on documentation and
other required activities and are valuable but need to be supplemented by review of quality of decision-
making, planning, and clinical outcomes.

Due to lack of the Facility’s development of a meaningful quality assurance process, the Monitoring Team
concludes that the Facility is not in compliance with Provision L.3, of the Settlement Agreement.

Per review, findings and determination for Provision L.1, and the Facility’s continued, uncompleted work
towards developing clinical pathways and enhancing generally accepted professional standard of care, the
Monitoring Team determines that the Facility is not in substantial compliance with Provision L.4, of the
Settlement Agreement.

Provision

Assessment of Status Compliance

L1

Commencing within six months of
the Effective Date hereof and with
full implementation within two
years, each Facility shall ensure that
the individuals it serves receive
routine, preventive, and emergency
medical care consistent with
current, generally accepted
professional standards of care. The

The Facility informed the Monitoring Team that it has determined that they were not Noncompliance
compliant with Provision L.1, of the Settlement Agreement. The Monitoring Team
concurs that the Facility is not substantially compliant with Provision L.1.

To assess compliance of Provision L.1 of the Settlement Agreements, the Monitoring
Team conducted a meeting with the Facility’s Medical Director, Dr. Stephen Kubala, and
reviewed the active clinical records of Individuals #272, #618, #175, #578, #785, #191,
#133, #63, and #35. The Monitoring Team also requested a copy of the Facility’s Doctor
to Doctor Transfer Progress Record, Oxygen protocol, copy of preventive care flow sheet
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Parties shall jointly identify the
applicable standards to be used by
the Monitor in assessing compliance
with current, generally accepted
professional standards of care with
regard to this provision in a
separate monitoring plan.

and related policy, transfer records on most recent 20 hospital transfers.

The Monitoring Team reviewed the “Doctor to Doctor Transfer Progress Record” form,
and found the documents to be comprehensive and clinically relevant. Full
implementation, over time, should enhance clinical outcomes. A specific policy for the
“Doctor to Doctor Transfer Progress Record” is currently being developed by the Facility.

The Facility’s “oxygen protocol” was reviewed. This protocol was developed to help
nursing staff triage Individuals with acute respiratory exacerbation. Although the
Monitoring Team compliments the Facility for this initiative, the protocol should be more
inclusive. A comprehensive protocol to address the various needs of oxygen at the
Facility would be more effective. The protocol should include the various types of
oxygen delivery systems at the Facility and their appropriate use, and maintenance.
Types of oxygen delivery, such as nasal cannula, mask, and re-breather should be
addressed by the protocol. Because of behavioral challenges and anatomic anomalies,
not all individuals at the Facility can benefit by nasal cannula, and is some cases a mask
may not be beneficial. Most important, physicians and nurses must be acutely aware of
the individual’s medical condition. Many individuals with intellectual and co-morbid
physical conditions have moderate to severe pulmonary conditions, such as restrictive
lung disease and chronic obstructive pulmonary condition. Depending on the underlying
pulmonary condition, high levels of oxygen may be contraindicated. Most important,
physician and nursing staff must be well enabled, through competency based training
and continuing medical education, on triaging respiratory emergencies. Clinical staff
must be made aware of the fact that an abrupt change in oxygen saturation usually
indicates a serious and potentially life threatening medical condition requiring assertive
management. Critical to the triage process is the ability to and understanding of
notifying Emergency Medical Services, sooner, rather then later.

The Monitoring Team reviewed the Facility’s “Preventive Care Flow Sheet.” An
associated policy was not provided. Of note, the flow sheet reports a blood pressure of
<140/90 to be normal. Based on current practice a blood pressure of <120/80 is
considered normal, while 120-139/80-89 is considered “pre-hypertension” and requires
assessment. Considering routine screening for colon, prostate and cervical cancer, the
Facility must address the risk and benefits of screening through the Team Process. In
some, limited, cases the risk of the screening procedures may outweigh the benefits, and
the legally responsible person must be aware of such issues.

Specific to Diabetes, the flow sheet states that an A1C is to be done annually or at the
discretion of the physician, foot exam to be completed annually, and blood pressure to be
maintained less then 130/80. Individuals who receive insulin and all individuals whose
diabetes in not under perfect control, require more frequent assessments, especially with
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A1C levels and foot exam. Other issues that must be routinely assessed include
autonomic and peripheral neuropathy. Also, new data questions the rationale for
maintaining blood pressure less then 130/80 for a person with diabetes. It would be
advantageous to review routine diabetic management issues with an endocrinologist,
after reviewing the current literature. Regarding cervical spine x-rays for persons with
Down Syndrome, the flow sheet requires an x-ray and baseline and every ten years. The
issue of cervical spine disease in individuals with Down Syndrome, as well as many other
individuals with intellectual disabilities, is significant and may lead to permanent
disability and death. For this reason, it is advisable to review this screening practice, in
collaboration with an expert in orthopedic conditions associated with disabilities; a
graduated, and comprehensive screening process for all individuals at the Facility would
be advantageous.

Specific to immunization, the Facility should carefully review the CDC recommendations
for adult immunization and address all recommended vaccines, including measles,
mumps, rubella and meningococcal. Specific to pneumococcal vaccine, the Facility
should review the definition of “at risk” individuals and if appropriate, consider
individuals who reside at the Facility as at risk. Importantly, the Facility should review
the CDC’s recommendation on verification of persons who are reported to have been
immunized in the past. The CDC has specific documentation requirements that must be
satisfied, before assuming that one is immune and does not require vaccination.
Additional findings and recommendations regarding the Facilities immunization practice
can be found in Provision M.1, of this report.

Although the mortality rate at the Facility had declined, the Facility continued to
experience a mortality rate that indicates a need for continued attention to care (see
Provision L.2). Following review of mortality data and records, the prevailing condition
leading to death at the Facility is pulmonary, which is generally secondary to aspiration
and pneumonia. Itis evident by review that risk stratification, monitoring, treating
underlying conditions, aspiration precautions and triaging of emergencies, must be
enhanced at the Facility. Competency based training for physicians, nursing, and direct
care staff must be developed and routinely provided. Facility leadership should
assertively review staff performance and develop outcome and performance measures to
address aspiration, choking, pneumonia, and asphyxia.

The Monitoring Team reviewed an undated draft policy, “Diabetic Management”. The
policy provides excellent information for nursing and direct care staff on providing
services and managing those with diabetes at the Facility. The Facility did not have a
procedure that physicians are required to adhere to; it did have the Health Care
Guidelines for physician use while the state is in the process of developing a clinical
pathway related to diabetes management. Diabetes management continues to need
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improvement at the Facility; a clinical pathway should provide guidance to improve
treatment. Itis essential that physician staff employ current standard of care practices
at the Facility. Review of active clinical records indicated that enhanced follow-up and
assessment is required for people with diabetes. Individuals with diabetes who have
unstable blood sugars require physician evaluation at least every three months.
Increased frequency of A1C levels, physical assessment for foot ulcers, and evaluation of
autonomic and peripheral neuropathy, and renal impairment must be enhanced.

Review of active clinical records of Individuals #129, #175, #785, #307, #191, #133,
#275, #63, #89, and #35 identified some improvement with regards to documentation
practice; however, physicians were not consistent in employing the SOAP format. Of
significance, follow-up to acute and chronic issues continues to be an issue. It is evident
by review that physicians were not assertively and consistently following up on acute
conditions, following an initial assessment. It is essential that all acute clinical issues are
followed up, timely, until resolution by the physician.

The following cases demonstrate issues related to clinical management and follow-up:
Individual #272:

Clinician note dated 1/27/11, which was not in SOAP format, documented result of a
chest x-ray, which demonstrated mild pulmonary vascular congestion. The physician
documented “will do daily weights and repeat chest x-ray in 2 weeks.” No physical exam
was carried out for this important issue. There was no follow-up note and no repeat
chest x-ray noted in the record.

A cervical spine x-ray was obtained on 12/7/11 that demonstrated multilevel disc space
narrowing, and degenerative osteophytes. A skull x-ray was obtained on 11/13/09
secondary to a fall. The x-ray reported significant issues of C2 and C3 of the cervical
spine, that was suggestive of infection or metastasis. An x-ray of the cervical spine dated
12/7/07 demonstrated spondylosis. OT/PT commented at the PST on January 25,2011
that the individual “is at low risk for falls because he walks slowly with wide base of
support.” The individual was observed by the Monitoring Team to have an abnormal
gait. Despite this serious pathology noted on multiple x-rays and a continued history of
serious falls, an assertive evaluation for spine disease had not been undertaken.

X-ray of the chest, dated 1/26/11, demonstrated degenerative changes of both shoulders.

This issue was not delineated on the problem list, nor was it considered on the
Individuals restraint protocol.

The individual is known to have Barretts esophagus, which is a serious condition that
may manifest as a malignancy. Follow-up was not documented in the clinical record.
The individual is known to have sleep apnea. Sleep apnea may manifest in serious
psychiatric and medical conditions and can be fatal. Assertive management for sleep
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apnea was not documented in the clinical record.

The individual was noted to have a nasal lesion and was referred to an ENT on 10/14/10.
The individual was not seen by the ENT and was not followed by ENT until 3/10/11 and
was diagnosed with nasal septum deviation, requiring septoplasty. Clinician note of
3/11/11 was written for review of the ENT consult. The Facility Physician simply re-
wrote the recommendation of the ENT - “rec if symptomatic, septoplasty will help nasal
discharge.” No further assessment or monitoring was noted, per review of the
recommendation.

Following review of the PSP and addendums to the PSP, the Monitoring team noted
failure to fully represent the Individuals health care issues and needs.

Individual #618:

This individual was observed by the Monitoring Team during a final discharge planning
meeting. The following issues were not addressed by the clinician, nor was the receiving
agency aware of these conditions. This issue clearly suggests the need for significant
improvement with discharge planning.

e Chestx-ray dated 10/14/05 demonstrated osteophytes. Physical management
assessment commented on possible need for orthopedic follow-up. No
documentation was noted by physician and this condition was not on the active
problem list or nursing care plan.

e  Chronic Gastritis diagnosed by EGD on 2009. There was no follow-up plan was
noted in the record.

e Physical management assessment of 2007 commented on the diagnoses of
megacolon, osteophytes, diverticulosis, and Barretts esophagitis. These
conditions are all very serious. Barretts esophagitis must be followed closely
because of possible progression to cancer of the esophagus. Megacolon can
result in serious constipation, obstruction and perforation of the colon, hence,
must be routinely followed. Osteophytes of the spine suggest a degenerative
condition and may manifest severe pain and progress to paralysis.

e EKGsin 2009 and 2010 demonstrated left ventricular hypertrophy (cardiac
enlargement), and possible ischemia.. The clinician must evaluate and rule out
coronary disease and cardiac hypertrophy.

e There were no special precautions noted for GERD.

e The individual had a diagnosis of chronic constipation, history of megacolon and
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known internal hemorrhoids, which was diagnosed on multiple colonoscopies..,
The individual was not on stool softeners, and no special monitoring or care
plan was noted for this condition.

The individual had colon polyps that were removed by colonoscopy. There was
no comment on follow-up plan for repeat colonoscopy.

Pica has been diagnosed in this person. Pica is generally not a curable condition.
Life long safeguards must be provided. The transfer plan was not assertive
enough to support the individual’s Pica diagnosis..

The individual was on Zyprexa, which requires metabolic screening. The only
monitoring issue mentioned was that of regular accuchecks. There are well
known and expected parameters necessary to monitor for this medication.

The individual had behavior characteristics suggestive of Autism, (manifested
stereotypical movement, favors routines, avoids noises and direct contact with
people). Autism was not on the diagnosis, and no plan was provided to assess
for or rule out autism. The psychologist at the discharge planning meeting
concurred when the Monitoring Team mentioned the possibility of autism and
indicated the team had intended to but forgotten to add that diagnosis. This
diagnosis could lead to supports and treatment specific to diagnosis and
increase the likelihood of a successful move.

Staff commented on nocturia; however, there was no formal medical evaluation
for this condition.

The Monitoring Team assessed the Facility’s ability to respond to medical emergencies:

The CNE and NOO explained nursing’s role and responsibilities pertaining to the Mock
Medical Emergency Drills and Code Blue events, which included:

The nursing staff and security staff completed daily checks of Emergency
Medical Equipment. The Automatic External Defibrillators (AEDs) were checked
every shift by the Unit Charge Nurses and documented on the RN 24Hour
Reports.

Since the last tour a Quality Assurance Nurse had begun conducting the Mock
Medical Emergency Drills.

One hundred percent of the nursing staff were up to date in Cardiopulmonary
Resuscitation (CPR) training.
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The Facility had made numerous improvements in their Emergency Response system
since the last tour. This was validated through interview and discussion with Chuck
Brookins, Security Officer, Deb Salsman, Director of Incident and Risk Management,
Allana Garrison, RN, Quality Assurance Nurse Supervisor, David Anderson, Assistant
Security Officer, Delia Schilder, RN, Chief Nurse Executive (CNE), and Sherri Courtney,
RN, Nursing Operations Officer (NOO) as well as review of on and off site documents.
Improvements included: A formalized schedule was developed for conducting Mock
Medical Emergency Drills according to the Emergency Response Policy as well as a
system for tracking and reporting completed drills. The Facility began reporting and
discussing Mock Medical Emergency Drills in the quarterly Fire Drill Committee
beginning in December 2010. The Safety Director stated that plans were underway to
change the Fire Drill Committee to a Drill Committee that would include review of all
forms of drills conducted at the Facility. He stated that the CNE would serve as a member
on the Drill Committee. He also stated that the Quality Assurance Nurse, who was a
certified CPR instructor, was conducting Mock Medical Emergency Drills on all shifts
according to the drill schedule. In April 2011 a Respiratory Therapist will be added to
assist with the drills. A template for tracking and trending the outcome of the drills had
been developed but had yet to be implemented. The Facility needs to ensure that Mock
Medical Emergency Drill data are reviewed at least monthly and trends analyzed
quarterly. Documentation of trends and follow-up on systemic corrections of identified
issues must be maintained.

As part of the Unusual Incident Review, when Code Blue events occurred the Facility
immediately conducted a Critical Incident Review (CIR) to critique the response to the
event. The Facility should consider including CIR information in the Drill Committee
discussion with a focus on the timeliness and appropriateness of the staffs’ emergency
response to Code Blue events.

Review of the completed Mock Medical Emergency Drill Sheets for the past six months
revealed, as was found in past reviews, physicians did not participate in the drills and the
nursing staff did not always participate in the drills. In order to have satisfactorily
completed drills, the medical and nursing staff need to consistently participate in drills to
ensure preparedness in responding to medical emergencies.

Review of the Security Equipment Verification Checklists for March 2011 indicated
equipment was consistently checked daily on each shift. Review of the Infirmary Crash
Cart Checklist for March 2011 indicated equipment was consistently checked daily on
each shift. Review of Cedar Falls and Houston Park Emergency Bag Checklists indicated
equipment was consistently checked daily on each shift.

Review of the DSSLC Course Delinquency List, printed 3/7/11, indicated that across all
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disciplines, 13 staff were delinquent in CPR certifications and one nurse was delinquent
in Basic Life Support for Health Care Providers (CPR/AED). The Facility’s managers and
supervisors need to ensure that all staff remain current in CPR and Basic Life Support for
Health Care Providers (CPR/AED) certifications.

Following its review, the Monitoring Team has determined that further enhancements in
the area clinical management must continue to be enhanced, before substantial
compliance can be considered. The Facility had made significant system improvements,
as delineated above (Monitor Summary), that if continued, will help bring the Facility
into compliance with Provision L.1, of the Settlement Agreement.

L2

Commencing within six months of
the Effective Date hereof and with
full implementation in one year,
each Facility shall establish and
maintain a medical review system
that consists of non-Facility
physician case review and
assistance to facilitate the quality of
medical care and performance
improvement.

To assess compliance of Provision L.2, of the Settlement Agreement, the Monitoring
Team conducted a meeting with the Facility’s Medical Director, Dr. Kubala, reviewed
mortality review process, reviewed draft policies and procedures for Medical Record
Audits, and reviewed Medical Provider Quality Assurance Audits.

The Facility had improved on developing a medical review system. At the time of the
review, the Facility reported that an external audit was conducted in September, 2010 by
Dr. Shiply,. Two external audits had been performed by DADS medical staff from State
Office and other SSLCs in August, 2010 and February, 2011. In addition, internal audits,
conducted by alternate physicians at the Facility, had continued through February of
2011; each of these reviewed records for 5% of the Facility population. The Monitoring
Team was provided with ten completed internal audits for review. The audits consisted
of employing the Medical Record Audit form, which is a checklist of 28 items. A
formalized policy and/or procedure had yet to be developed for the internal audits;
however, there was a draft procedure in place that delineates roles and responsibilities
for conducting the audits. The Facility did not have a mechanism in place to track trends
longitudinally, nor a process to ensure appropriate remediation. Importantly, the
checklist captures important documentation issues, but reflects little on actual provision
of standard of care practice. These are valuable but need to be supplemented by review
of quality of decision-making, planning, and clinical outcomes. A couple of observations
about the process might assist in ensuring the process meets the needs of the Facility,
and complies with the Settlement Agreement. Many of the questions focused on
administrative issues, i.e. were progress notes signed, dated, and timed. It would be
helpful to review specific problems to determine if treatment was appropriate. This
would allow feedback to be provided regarding treatment of specific conditions, such as
treatment of pneumonia, UTIs, or GERD, etc. More specifically, Questions #17 and #26
were all encompassing and extremely broad. It would be helpful to have a #26.a, and
have the reviewer go through the record to track a specific diagnosis (e.g., GERD,
aspiration pneumonia, constipation). It also would help standardize the system, if one
diagnosis was the focus for the review across the entire state, during the quarterly

Noncompliance
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review. It was difficult to determine the depth of the review when the answer to #17 and
#26 was simply “yes.” Such reviews must include a robust method of assessing clinical
practice. Subsequent reviews by the Monitoring Team will evaluate efficacy of the
Medical Record Audits and review the Facility’s trends analysis, process for remediation,
and will review approved and operational policies and procedures. Compliance will
require corroborating record audit findings and recommendations with review of the
clinical record.

The Monitoring Team conducted a comprehensive review of the Facility’s Mortality
Review Process: Since the last Tour DSSLC had made improvements in their Death
Review Process. Recently the Nurse Investigator assumed the responsibility for
overseeing the Death Review Process. The procedure for the Death Process was in draft.
The Facility had developed a comprehensive database tracking for the Death Review
process through to resolution according to the Death of an Individual who Resides at
Denton State School, Policies and Procedures. The Administrative Death Review -
Recommendation Tracking Log included the following items:

e Date of Death
Individual’s Name
Home
Unusual Incident Number, as applicable
Recommendation(s)
Person Responsible
Due Date
e Completion Date

The Facility provided the Monitoring Team with a Mortality Review Update, March 2011.
The update provided the following information:
e The average age of Denton SSLC’s population as of 1/1/10 was 49.8 years old.
As of 1/1/11 the average age was 50.54 years old.
e The average age of individuals at the time of their death was 55 years old based
upon data since 2007. The average age of death for those dying since January
2010 was 59.71 years of age.
e The youngest individual at the time of their death was 25 years old.
e The oldest individual at the time of their death was 88 years old.
e In 2010 there were 23 deaths at Denton SSLC and a starting census of 571.
Adjusting for the population, this gave Denton SSLC a mortality rate of 40.2 per
1,000 in 2010. The Monitoring Team Report, dated November 19, 2010, noted a
death rate of 50.6 based on an average census of 573 individuals (October 2009
- October 2010). Since the last compliance visit there had been six deaths. In
2011 there had been two deaths as of March 23, 2011. The mortality rate at
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DSSLC continued to decline.
e The previous review of mortality, dated January 20, 2011 (with some updated
data) noted:
0 Inreview of the Death Log Spreadsheet maintained by Incident
Management for deaths of individuals since January 2008 it was noted:
= There were a total of 78 deaths in this time period. Of the 78
deaths:
e 16 had life support withdrawn
e 46 had a Do Not Resuscitate (DNR) orders
e 13 were on Hospice
e 12 had lengthy hospital stays
= Weight at the time of Death:
This data source included weigh data and appropriate
weight range data on 68 of the 78 individuals who died
during this time period. Of the 68, according to the
information provided by the Facility:
e 12 were below their Average Weight Range (AWR)
e 26 were below their AWR (sic)
e 30 were above their AWR
The table below describes the causes of death and the number of deaths for each cause of
death. This information will serve as a benchmark for future compliance reviews.
Deaths May 2009 - March 20011 Number of
Causes Deaths
507.00 Pneumonitis due to Inhalation of Food or 11
Vomitus
486.00 Pneumonia, Organism Unspecific 8
995.91 Sepsis 7
427.50 Cardiac Arrest 5
518.81 Acute Respiratory Failure 4
Unknown 3
117.90 Other and Unspecified Mycoses 1
410.90 Acute Myocardial Infarction, Uns