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Background

In 2009, the State of Texas and the United States Department of Justice (DOJ) entered into a Settlement Agreement regarding
services provided to individuals with intellectual and developmental disabilities in state-operated facilities (State Supported
Living Centers), as well as the transition of such individuals to the most integrated setting appropriate to meet their needs
and preferences. The Settlement Agreement covers the 12 State Supported Living Centers (SSLCs), Abilene, Austin, Brenham,
Corpus Christi, Denton, El Paso, Lubbock, Lufkin, Mexia, Richmond, San Angelo, and San Antonio, and the Intermediate Care
Facility for Individuals with an Intellectual Disability or Related Conditions (ICF/IID) component of the Rio Grande State
Center.

In 2009, the parties selected three Independent Monitors, each of whom was assigned responsibility to conduct reviews of an
assigned group of the facilities every six months, and to detail findings as well as recommendations in written reports that
were submitted to the parties. Each Monitor engaged an expert team for the conduct of these reviews.

In mid-2014, the parties determined that the facilities were more likely to make progress and achieve substantial compliance
with the Settlement Agreement if monitoring focused upon a small number of individuals, the way those individuals received
supports and services, and the types of outcomes that those individuals experienced. To that end, the Monitors and their
team members developed sets of outcomes, indicators, tools, and procedures.

Given the intent of the parties to focus upon outcomes experienced by individuals, some aspects of the monitoring process
were revised, such that for a group of individuals, the Monitoring Teams’ reviews now focus on outcomes first. For this
group, if an individual is experiencing positive outcomes (e.g., meeting or making progress on personal goals), a review of the
supports provided to the individual will not need to be conducted. If, on the other hand, the individual is not experiencing
positive outcomes, a deeper review of the way his or her protections and supports were developed, implemented, and
monitored will occur. In order to assist in ensuring positive outcomes are sustainable over time, a human services quality
improvement system needs to ensure that solid protections, supports, and services are in place, and, therefore, for a group of
individuals, these deeper reviews will be conducted regardless of the individuals’ current outcomes.

In addition, the parties agreed upon a set of five broad outcomes for individuals to help guide and evaluate services and
supports. These are called Domains and are included in this report.

Along with the change in the way the Settlement Agreement was to be monitored, the parties also moved to a system of
having two Independent Monitors, each of whom had responsibility for monitoring approximately half of the provisions of
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the Settlement Agreement using expert consultants. One Monitoring Team focuses on physical health and the other on
behavioral health. A number of provisions, however, require monitoring by both Monitoring Teams, such as ISPs,
management of risk, and quality assurance.

Methodology

In order to assess the facility’s compliance with the Settlement Agreement and Health Care Guidelines, the Monitoring Team
undertook a number of activities:

a.

Selection of individuals - During the weeks prior to the onsite review, the Monitoring Teams requested various types of
information about the individuals who lived at the facility and those who had transitioned to the community. From this
information, the Monitoring Teams then chose the individuals to be included in the monitoring review. The Monitors also
chose some individuals to be monitored by both Teams. This non-random selection process is necessary for the Monitoring
Teams to address a facility’s compliance with all provisions of the Settlement Agreement.

Onsite review - The Monitoring Teams were onsite at the SSLC for a week. This allowed the Monitoring Team to meet with
individuals and staff, conduct observations, and review documents. Members from both Monitoring Teams were present
onsite at the same time for each review, along with one of the two Independent Monitors.

Review of documents - Prior to the onsite review, the Monitoring Team requested a number of documents regarding the
individuals selected for review, as well as some facility-wide documents. While onsite, additional documents were reviewed.
Observations - While onsite, the Monitoring Team conducted a number of observations of individuals and staff. Examples
included individuals in their homes and day/vocational settings, mealtimes, medication passes, Positive Behavior Support
Plan (PBSP) and skill acquisition plan implementation, Interdisciplinary Team (IDT) meetings, psychiatry clinics, and so
forth.

Interviews - The Monitoring Teams interviewed a number of staff, individuals, clinicians, and managers.

Monitoring Report - The monitoring report details each of the various outcomes and indicators that comprise each Domain.
A percentage score is made for each indicator, based upon the number of cases that were rated as meeting criterion out of the
total number of cases reviewed. In addition, the scores for each individual are provided in tabular format. A summary
paragraph is also provided for each outcome. In this paragraph, the Monitor provides some details about the indicators that
comprise the outcome, including a determination of whether any indicators will be moved to the category of requiring less
oversight. Indicators that are moved to this category will not be monitored at the next review, but may be monitored at
future reviews if the Monitor has concerns about the facility’s maintenance of performance at criterion. The Monitor makes
the determination to move an indicator to the category of requiring less oversight based upon the scores for that indicator
during this and previous reviews, and the Monitor’s knowledge of the facility’s plans for continued quality assurance and
improvement. In this report, any indicators that were moved to the category of less oversight during previous reviews are
shown as shaded and no scores are provided. The Monitor may, however, include comments regarding these indicators.
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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. Specifically, for each of the substantive sections of the Settlement Agreement, the report
includes the following sub-sections:

a.
b.

Domains: Each of the five domains heads a section of the report.

Outcomes and indicators: The outcomes and indicators are listed along with the Monitoring Teams’ scoring of each
indicator.

Summary: The Monitors have provided a summary of the facility’s performance on the indicators in the outcome, as well as
a determination of whether each indicator will move to the category of requiring less oversight or remain in active
monitoring.

Comments: The Monitors have provided comments to supplement the scoring percentages for many, but not all, of the
outcomes and indicators.

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.

Numbering of outcomes and indicators: The outcomes and indicators under each of the domains are numbered, however,
the numbering is not in sequence. Instead, the numbering corresponds to that used in the Monitors’ audit tools, which
include outcomes, indicators, data sources, and interpretive guidelines/procedures (described above). The Monitors have
chosen to number the items in the report in this manner in order to assist the parties in matching the items in this report to
the items in those documents. At a later time, a different numbering system may be put into place.

Executive Summary

At the beginning of each Domain, the Monitors provide a brief synopsis of the findings. These summaries are intended
to point the reader to additional information within the body of the report, and to highlight particular areas of
strength, as well as areas on which Center staff should focus their attention to make improvements.

The Monitoring Teams wish to acknowledge and thank the individuals, staff, clinicians, managers, and administrators
at Lubbock SSLC for their openness and responsiveness to the many requests made and the extra activities of the
Monitoring Teams during the onsite review. The Facility Director supported the work of the Monitoring Teams, and
was available and responsive to all questions and concerns. Many other staff were involved in the production of
documents and graciously worked with the Monitoring Teams while they were onsite, and their time and efforts are
much appreciated.
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Status of Compliance with the Settlement Agreement

Domain #1: The State will make reasonable efforts to ensure that individuals in the Target Population are safe and free from harm through effective
incident management, risk management, restraint usage and oversight, and quality improvement systems.

This Domain currently contains 24 outcomes and 66 underlying indicators in the areas of restraint management, abuse neglect
and incident management, pretreatment sedation/chemical restraint, mortality review, and quality assurance. At the time of the
last review, 21 of these indicators had sustained high performance scores and moved to the category requiring less oversight.
Presently, six additional indicators in the areas of restraint, and abuse, neglect, and incident management will move to the
category of less oversight. One indicator in the area of abuse, neglect, and exploitation will return to active oversight.

The following summarizes some, but not all of the areas in which the Center has made progress as well as on which the Center
should focus.

Restraint

The overall usage of crisis intervention restraint at Lubbock SSLC showed an increasing trend over this review period (and even
when looking at the trend over the past five review periods as a whole). The Center’s census-adjusted rate was now the second
highest across all of the Centers. Center staff hypothesized that this was due to new admissions. Ascending trends were
occurring in crisis intervention physical restraints and chemical restraints.

The frequency of crisis intervention chemical restraint also showed an ascending trend. On the positive, the average duration of
a crisis intervention physical restraint remained low (at about two and one-half minutes). There were no instances of crisis
intervention mechanical restraint, and there were no individuals for whom protective mechanical restraint for self-injurious
behavior was being used.

Review of the data regarding the use of non-chemical, pre-treatment sedation, and TIVA for medical and dental procedures is
warranted.

Documentation, not including nursing-related documentation, was at criteria for all restraints. Numerous problems were noted
with regard to nurses’ administration of chemical restraints and monitoring of individuals after the administration of chemical
restraints, which placed individuals at significant risk of harm. Some of the other areas in which nursing staff need to focus with
regard to restraint monitoring include: providing detailed descriptions of individuals’ mental status, including specific
comparisons to the individual’s baseline; and clearly documenting an assessment for and findings related to restraint-related
injuries, and if the nurse cannot determine the cause of an injury, stating so.
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Reviews occurred as required for all but one restraint. The Center, however, could not provide documentation to show that any
recommendations were carried out.

Abuse, Neglect, and Incident Management
As also discussed at the start of the Abuse/Neglect/Exploitation (ANE) Incident Management (IM) review of preliminary scores,

there were a number of areas that were showing ascending trend lines [some were presented in the Executive Safety Committee
(ESC) meeting minutes in data graphs]:
e Confirmed allegations,
Restraints,
Peer-to-peer aggression,
Injuries, and
Falls.

The Center generated a number of directives for IDTs from the ESC meeting. These were primarily/solely focused on the
individual and his or her circumstances. This is good a good practice. In addition:

e The Center should be looking at these issues center-wide, systemically.

e There were a number of safety/protection from harm examples that the Monitoring Teams observed during the onsite
review week. These were shared with Center management (e.g., based on the Monitoring Team’s multiple observations,
an individual with pica for whom a pica-safe environment was not available; an individual foraging for food in unlocked
dumpsters).

Three investigations (25%) did not meet all of the criteria of indicator 1 (regarding protections being in place to reduce the
likelihood of the incident occurring). One was due to absence of a current duty to report form. The other two were due to some
supports not being in place. This was a decrease in performance compared to the last review.

Every investigation contained recommendations, sometimes many (one had 17; most had three to seven recommendations). The
Center was able to produce extensive documentation to demonstrate completion of all recommendations for the investigations
reviewed (though see below regarding mortality reviews).

Regarding investigations: Unusual Incident Reports (UIRs) were well done. Information was presented logically and
sequentially. All investigations met criteria for the collection and analysis of evidence and the conclusions drawn.

Two investigations did not fully explore issues around what appeared to be late reporting. Most staff could not correctly

describe proper reporting procedures. Most said that allegations had 24 hours to be reported and some did not state how they
would make a report.
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The Center’s supervisory review of investigations did not identify the same issues identified by the Monitoring Team. Thus, some
attention to the quality and process of supervisory/review authority is needed. Some investigations were not completed within
the required timeline (or with the required extension approvals).

Lubbock SSLC was correctly conducting non-serious injury investigations for all individuals for the first time.

Of significant concern from a protection from harm perspective, mortality reviews, including Center investigations, did not
identify the full set of serious issues contributing to at least two of the deaths reviewed, and even when reasonable corrective
actions were identified, delayed or incomplete responses potentially placed other individuals at continued risk of harm. As
described elsewhere in this report, two deaths exemplified the need for enhanced interdisciplinary coordination, and
improvements in basic healthcare services (i.e., nursing, medical, and physical and nutritional management), as well as thorough
investigations and review of the healthcare provided to individuals prior to their deaths:

e Atthe time of one individual’'s death, he had a Stage 4 pressure ulcer with osteomyelitis. The individual became septic
and died, probably from the osteomyelitis. From the magnetic resonance imaging (MRI), the coccyx had been destroyed
and was no longer present due to the decubitus and osteomyelitis, and the decubitus had impinged into the sacrum and
surrounding bilateral buttocks. Although records the Monitoring Team reviewed showed potential lapses in care
regarding, for example, ongoing assessment of the original pressure ulcer, completion of a computed tomography (CT)
scan, purchasing recommended equipment, the quality of PNMT review, ongoing nurses’ assessments, and notification of
the PCP of potential issues/changes, neither the Center’s death investigation, nor the clinical death reviews identified
these lapses in care, and sufficient recommendations were not put forward to address them.

e Another individual died after experiencing severe dehydration. During the brief hospitalization prior to his death, he had
sepsis with pneumonia, but his extreme dehydration probably initiated the cascade into sepsis. Again, records showed
problems related to adaptive equipment and Habilitation Therapy staff’'s monitoring to ensure its effectiveness, Dietary’s
oversight of the known dehydration issues, direct support professionals’ (DSPs’) training and role in monitoring and
reporting signs and symptoms of illness, nursing assessments and related reporting, and medical staff’'s monitoring of
this risk in an individual who had been hospitalized for dehydration in June 2017. In this case, although not complete, the
investigation and clinical death reviews identified some of the important issues that potentially contributed to the death
or impacted the individual’s healthcare prior to his death. However, follow-up on some important and basic issues was
still pending as of early August 2018, for this death that occurred in mid-March 2018.

Other

In conducting its review, the Monitoring Team identified potential adverse drug reactions (ADRs) that staff should have reported,
but did not.

Monitoring Report for Lubbock State Supported Living Center



Restraint

Outcome 1- Restraint use decreases at the facility and for individuals.

Summary: The overall usage of crisis intervention restraint at Lubbock SSLC
showed an increasing trend over this review period (and even when looking at the
trend over the past five review periods as a whole). The Center’s census-adjusted
rate was now the second highest across all of the Centers. Center staff hypothesized
that this was due to new admissions. Ascending trends were occurring in crisis
intervention physical restraints and chemical restraints. These indicators will

1. Twelve sets of monthly data provided by the facility for the past nine months (October 2017 through June 2018) were reviewed. The
overall usage of crisis intervention restraint at Lubbock SSLC showed an increasing trend over this review period (and even when
looking at the trend over the past five review periods as a whole).
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The Center’s census-adjusted rate was now the second highest across all of the Centers. Center staff hypothesized that this was due to
new admissions. Data weren’t presented to support this, however, the Center could consider creating a secondary graph that pulls out
crisis intervention restraints for the first three or so months of admission. One of the other data sets, related to this, showed an
ascending trend in the number of different individuals who had one or more crisis intervention restraints each month.

The rate of crisis intervention physical restraints also was ascending, paralleling the overall usage of crisis intervention restraint
(because most of the crisis intervention restraints were crisis intervention physical restraints). The average duration of a crisis
intervention physical restraint, however, decreased to about two and one-half minutes, one of the lowest in the state. The usage of

remain in active monitoring. Individuals:
# | Indicator Overall
Score 276 319 26 322 237 220 278 224 | 408

1 | There has been an overall decrease in, or ongoing low usage of, 58% This is a facility indicator.

restraints at the facility. 7/12
2 | There has been an overall decrease in, or ongoing low usage of, 78% 1/1 0/1 1/1 1/1 1/1 1/1 | 0/1 1/1 1/1

restraints for the individual. 7/9

Comments:
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crisis intervention chemical restraint also showed an ascending trend. There was no usage of crisis intervention mechanical restraint
and no usage of protective mechanical restraint for self-injurious behavior. Few injuries were reported to have occurred during or as a
result of restraint implementation, though see below regarding nursing’s implementation of post-restraint assessments.

The Center was moving towards using the SUR and Ukeru programs and protocols. They were discontinuing usage of the boat pads,

described in more detail in the previous report.

There was one occurrence of non-chemical restraint for a medical or dental procedure. There were few instances of pretreatment
sedation or TIVA for dental procedures, due, in part, to the Center not having dental services on campus for some time during this
review period. There was an increase in use of pretreatment sedation for medical appointments/procedures due, in part, to the Center
discovering they were behind in medical consultations for many individuals and they were catching up on these. The Monitoring Team
recommends that the Center include a review of these four data sets in their quality and/or executive safety committee review of

restraints.

Thus, facility data showed low/zero usage and/or decreases in seven of these 12 facility-wide measures (i.e., use of crisis intervention
mechanical restraint, average duration of a crisis intervention physical restraint, use of protective mechanical restraint for self-
injurious behavior, injuries during restraint, pretreatment sedation and TIVA for dental procedures; and non-chemical restraint for

dental or medical procedures).

2. Six of the individuals reviewed by the Monitoring Team were subject to restraint. Six received crisis intervention physical restraints
(Individual #276, Individual #319, Individual #322, Individual #220, Individual #278, Individual #408), three received crisis
intervention chemical restraint (Individual #319, Individual #220, Individual #408), and one received object retrieval (Individual
#278). Data from the facility showed a decreasing trend in frequency or very low occurrences over the past nine months for four of
these six. The other three individuals reviewed by the Monitoring Team did not have any occurrences of crisis intervention restraint

during this period.

Outcome 2- Individuals who are restrained receive that restraint in a safe manner that follows state policy and generally accepted professional

standards of care.

Summary: Restraint, when implemented, was documented to meet almost all of
these indicators. Indicator 10, regarding a graduated usage of restraint, met criteria
for this and the previous reviews, too. The exceptions this time had to do with some
confusion in the IRIS recording of when behavioral health services was contacted,
but based on the overall documentation, the Monitor will move this indicator (10)
into the category of requiring less oversight. Protections regarding restraint were
not in place for Individual #319. Indicators 9 and 11 will remain in active
monitoring. Also, see the comments regarding indicator 7. This documentation
conflicting information needs to be corrected in future restraint documents in order
for this indicator to continue to remain in this category, too.

Individuals:
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Overall

# | Indicator Score 276 319 322 | 220 | 278 | 408

3 | There was no evidence of prone restraint used. Due to the Center’s sustained performance, these indicators were moved to the
4 | The restraint was a method approved in facility policy. category of requiring less oversight.

5 | The individual posed an immediate and serious risk of harm to

him/herself or others.

6 | If yes to the indicator above, the restraint was terminated when the
individual was no longer a danger to himself or others.

7 | There was no injury to the individual as a result of implementation of
the restraint.

8 | There was no evidence that the restraint was used for punishment or
for the convenience of staff.

9 | There was no evidence that the restraint was used in the absence of, 50% Not 0/1 Not Not 1/1 Not
or as an alternative to, treatment. 1/2 rated rated | rated rated
10 | Restraint was used only after a graduated range of less restrictive 80% 1/1 2/2 1/1 | 1/2 | 2/2 | 1/2
measures had been exhausted or considered in a clinically justifiable | 8/10
manner.
11 | The restraint was not in contradiction to the ISP, PBSP, or medical 83% 1/1 0/1 1/1 1/1 1/1 1/1
orders. 5/6
Comments:

The Monitoring Team chose to review 10 restraint incidents that occurred for six different individuals (Individual #276, Individual
#319, Individual #322, Individual #220, Individual #278, Individual #408). Of these, six were crisis intervention physical restraints,
three were crisis intervention chemical restraints, and one was an objective retrieval. The individuals included in the restraint section
of the report were chosen because they were restrained in the nine months under review, enabling the Monitoring Team to review how
the SSLC utilized restraint and the SSLC’s efforts to reduce the use of restraint.

7. For two restraints, Individual #220 6/12/18 and Individual #278 4/7/18, the IRIS form says yes to the query, Crisis Injury Restraint,
but also says no to the query, Restraint Cause Injury. Additional documentation provided while onsite did not clarify this
confusing/conflicting information.

9. Because criterion for indicator #2 was met for four of the individuals, this indicator was not scored for them. Criteria for this
indicator were met for Individual #278. Criteria were not met for Individual #319. Various aspects of her ISP were not implemented,
goals were not updated, and there were no SAPs.

10. For two of the three crisis intervention chemical restraints, Individual #220 5/10/18 and Individual #408 2/16/18, IRIS forms
showed that pre-restraint consultations with behavioral health services were completed after the restraints, and they also showed that
they were contacted before the restraints.
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11. There was nothing in Individual #319’s IRRF about whether there were or were not any restrictions on restraints.

Outcome 3- Individuals who are restrained receive that restraint from staff who are trained.

Summary: Individuals:
# | Indicator Overall
Score
12 | Staff who are responsible for providing restraint were Due to the Center’s sustained performance, this indicator was moved to the

knowledgeable regarding approved restraint practices by answering
a set of questions.

category of requiring less oversight.

Comments:

Outcome 4- Individuals are monitored during and after restraint to ensure safety, to assess for injury, and as per generally accepted professional
standards of care.

Summary: Indicator 14 will remain in active monitoring for possible review at the

next onsite visit. Individuals:
# | Indicator Overall
Score 276 319 322 220 278 408
13 | A complete face-to-face assessment was conducted by a staff member | Due to the Center’s sustained performance, this indicator was moved to the
designated by the facility as a restraint monitor. category of requiring less oversight.
14 | There was evidence that the individual was offered opportunities to N/A N/A | NJA | NJ/A | NJA| N/A | N/JA | N/A

exercise restrained limbs, eat as near to meal times as possible, to
drink fluids, and to use the restroom, if the restraint interfered with
those activities.

Comments:

Outcome 1 - Individuals who are restrained (i.e., physical or chemical restraint) have nursing assessments (physical assessments) performed, and
follow-up, as needed.

Summary: Numerous problems were noted with regard to nurses’ administration
and monitoring of individuals after the administration of chemical restraints, which
placed individuals at significant risk of harm. Some of the other areas in which
nursing staff need to focus with regard to restraint monitoring include: providing
detailed descriptions of individuals’ mental status, including specific comparisons to
the individual’s baseline; and clearly documenting an assessment for and findings
related to restraint-related injuries, and if the nurse cannot determine the cause of

Individuals:
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an injury, stating so. These indicators will remain in active monitoring.

# | Indicator Overall | 276 |319 |322 |220 | 278 | 408
Score

a. | Ifthe individual is restrained, nursing assessments (physical 30% /1 12 |1/1 |0/2 [0/2 |0/2
assessments) are performed. 3/10

b. | The licensed health care professional documents whether there are 50% 1/1 | 2/2 |(1/1 |0/2 |0/2 1/2
any restraint-related injuries or other negative health effects. 5/10

c. | Based on the results of the assessment, nursing staff take action, as 40% /1 | 1/2 |(1/1 |0/2 | 0/2 1/2
applicable, to meet the needs of the individual. 4/10

Comments: The restraints reviewed included those for: Individual #276 on 4/21/18 at 7:25 p.m.; Individual #319 on 5/8/18 at 2:10
am. and 6/3/18 at 2:14 a.m. (chemical); Individual #322 on 3/12/18 at 12:40 p.m.; Individual #220 on 5/10/18 at 9:45 a.m.
(chemical),and 6/12/18 at 11:47 a.m.; Individual #278 on 4/7/18 at 11:55 a.m., and 5/4/18 at 8:32 p.m.; and Individual #408 on
2/16/18 at 10:03 a.m. (chemical), and 5/23/18 at 8:35 p.m.

a. through c. For Individual #276 on 4/21/18 at 7:25 p.m., Individual #319 on 5/8/18 at 2:10 a.m., and Individual #322 on 3/12/18 at
12:40 p.m., the nurses performed physical assessments, documented whether there were any restraint-related injuries or other
negative health effects, and took action, as needed to meet the needs of the individuals.

In addition to the three restraints listed in the paragraph above, for the following restraint, the nurse documented whether or not the
individual sustained restraint-related injuries of other negative health effects: Individual #408 on 5/23/18 at 8:35 p.m.

The following provide examples of additional findings:
e For most of the restraints reviewed, documentation showed nurses initiated monitoring within 30 minutes. The two
exceptions were for:
o Individual #220’s physical restraint on 6/12/18 at 11:47 a.m., for which the Center presented no documentation of a
nursing assessment; and
o Individual #408’s chemical restraint on 2/16/18 at 10:03 a.m., for which a number of problems were noted including:

An IPN, entitled Emergency Restriction, dated 2/16/18 at 3:39 p.m., noted that the individual told his QIDP
and Residential Coordinator (RC) that his sister had been shot, and he wanted to go to visit her. The note
indicated that they told him his request could not be met and that they would have to talk to their supervisors.
Individual #408 then asked if the police could take him and they said no. The note indicated that the
individual said if he could not see his sister he would "kill everyone here." At this point, his physical
aggression began, and staff made a few attempts to restrain him that were unsuccessful. The documentation
provided no indication of whether or not the team members attempted to work with Individual #408 to
investigate this issue when he reported it, which might have avoided the need for restraint. (There was a note
on the Flowsheet that his grandmother reported the incident did not happen.)

During the incident, the Behavioral Health Services Specialist made a call to the PCP for a chemical restraint,
and the PCP noted in an IPN, dated 2/16/18 at 5:10 p.m,, that he spoke with the Registered Nurse Case
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Manager (RNCM) and gave a verbal order for Haldol 5 milligrams (mg) intramuscular (IM) and Ativan 2 mg
IM. No related RNCM IPN was found in the documents provided.

= The Center did not provide an order from the PCP for the chemical restraint.

= The Center did not provide an IPN documenting the administration of the chemical restraint, including who
administered it.

= Anaddendum IPN, dated 2/16/18 at 5:10 p.m., from the PCP indicated that an RN (not the RNCM) called him
and that the nurse had given Individual #408 the wrong dose of Ativan (i.e., he gave 5 mg IM, rather than 2 mg
IM). There was no indication why the nurse who received the order for the chemical restraint did not
document the conversation in the IPNs, enter the verbal order into the system, and/or administer the
medications herself.

= AnIPN, dated 2/24/18 at 10:38 p.m., from the nurse (RN) who administered the medications indicating that
he "received the order from [the RNCM] who received it from [the PCP]. It was an emergency, so she
requested me [sic] to prepare the medication and advice [sic] we cannot wait for the home nurse to arrive. |
ask the orders [sic] of [PCP] from her because she's the one who received the order. I asked how many
milligrams is the Lorazepam [sic]. She mention [sic] it was 5 mg instead of 2 mg. She may have meant the
Haloperidol dose but I ask [sic] the Lorazepam dose." It is not an acceptable standard of practice for nurses to
accept a verbal order for medications from another nurse without seeing the order or talking to the PCP
directly.

= The Medication Administration Record (MAR) documentation provided only noted the Haldol administration,
and as is discussed in further detail below, the format made it unclear specifically what medication nursing
staff administered. However, under Action Details on the form, an LVN was listed. Thus, based on the
documents provided, it was not possible to verify who actually wrote the order and who actually gave the
medication. The Center provided no MAR documentation for the Ativan.

= Lastly, according to the PCP's IPN, the PCP ordered the administration of both Haldol 5 mg IM and Ativan 2 mg
IM. This would require two injections, since not more than three to five mg should be injected using the same
syringe, and the medications should not be mixed together in the same syringe. There was no documentation
provided that indicated that the nurse administered two injections.

e ForIndividual #319’s chemical restraint on 6/3/18, the IPN, dated 6/3/18, did not include justification for the administration
of the chemical restraint, and did not indicate whether or not staff needed to physically restrain her or if she was cooperative
for the injection. An IPN (late entry), dated 6/4/18 at 12:30 p.m., noted that the individual refused full assessments and vital
signs during the shift and had been "very noncompliant." However, the IPN also indicated later in the note that "she has been
asleep for the entire shift," which created a discrepancy with the previous statement that she was noncompliant. The MAR
indicated the medication name: "LORazepam" and Ingredients: "lora2inj1 2 mg 1 mlL." This document did not clearly indicate
that lorazepam 2 mg IM was given. During past reviews, documentation provided was clearer regarding the medication and
dosage that was ordered and administered.

e ForIndividual #220’s chemical restraint (Ativan 2 mg IM) on 5/10/18 at 9:45 a.m., the Center provided no PCP order. In the
IPN, the nurse did not indicate if the individual was cooperative for the injection or had to be restrained for administration.
Also, the nurse did not describe the individual’s mental status at the time of the chemical restraint or right afterwards. In
addition, in the IPN, the nurse did not state where the chemical restraint was administered and/or when the individual was
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assisted to his home, but other documentation (i.e., the face-to-face debriefing form) indicated Individual #220 was outside at
the Administration building breaking glass. The flow sheets provided for vital signs/assessments did not indicate the name of
the nurse conducting the assessments. Information was cut off of this form. Itlooked similar to the face-to-face debriefing
form submitted, but perhaps printed out differently. In the "flowsheets" provided, the nurse(s) did not provide descriptions of
the individual’s mental status or respiratory rates for times the individual refused an assessment. The IPN indicated that the
individual had blood on his chin, but did not note if it was a result of the restraint/chemical restraint procedure. The MAR
document indicated the medication name: "LORazepam" and Ingredients: "lora2inj1 2 mg 1 ml." This document did not clearly
indicate that lorazepam 2 mg IM was given.

For Individual #278’s restraint on 4/7/18 at 11:55 a.m., the Center provided no order for the restraint. The IPN provided did
not address a restraint that occurred at 11:55 a.m., only the episode from 11:48 a.m. until 11:51 a.m. However, vital signs were
conducted within the appropriate time frames related to the previous restraint episode noted from 11:48 a.m. until 11:51 a.m.
The nurse provided no indication in the IPN if the individual sustained any injuries due to the restraint episode.

For Individual #278’s restraint on 5/4/18 at 8:32 p.m., the events were not well documented in the nursing IPNs. Details were
missing, for example, regarding the behavior warranting the notification of the police department, her mood, statements made,
and when the individual left with the police. The IPN only noted the individual verbalized suicidal threats at approximately
8:30 p.m,, staff implemented a modified basket hold restraint from 8:32 p.m. to 8:36 p.m., and the "nurse unable to perform
further assessment due to client being arrested by LPD for homicidal threats." The Center provided no IPN upon the
individual’s return from the arrest.

For Individual #408’s restraint on 5/23/18 at 8:35 p.m., the Center did not provide documentation from the nurse of the
individual’s mental status. However, other nursing assessment were completed as required.

Outcome 5- Individuals’ restraints are thoroughly documented as per Settlement Agreement Appendix A.

Summary: Documentation, not including nursing-related documentation was at
criteria for all restraints. With sustained high performance, this indicator might be
moved to the category of requiring less oversight after the next review. It will

remain in active monitoring. Individuals:
# Overall
Score 276 319 322 220 278 408
15 | Restraint was documented in compliance with Appendix A. 100% 1/1 2/2 /1 | 2/2 | 2/2 | 2/2
10/10
Comments:

Outcome 6- Individuals’ restraints are thoroughly reviewed; recommendations for changes in supports or services are documented and implemented.

Summary: Reviews occurred as required for all but one restraint. Many of the
individuals had a crisis intervention plan in place. The Center, however, could not
provide documentation to show that any recommendations were carried out for

those reviews that contained recommendations. These indicators will remain in Individuals:
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active monitoring.
# | Indicator Overall
Score 276 319 322 220 278 408
16 | For crisis intervention restraints, a thorough review of the crisis 89% 0/1 2/2 N/A | 2/2 | 2/2 | 2/2
intervention restraint was conducted in compliance with state policy. | 8/9
17 | If recommendations were made for revision of services and supports, | 0% N/A 0/1 N/A | 0/1 | N/A | N/A
it was evident that recommendations were implemented. 0/2

Comments:

16. For Individual #276 4/21/18, he did not have a crisis intervention plan and there was not a post restraint ISPA.

17. For Individual #319 6/3/18 and Individual #220 5/10/18, there was no documentation provided to substantiate that the five and

17 recommendations, respectively, were carried out.

Outcome 15 - Individuals who receive chemical restraint receive that restraint in a safe manner. (Only restraints chosen by the Monitoring Team are
monitored with these indicators.)

was scored for content and completion within 10 days post restraint.

48

Multiple medications were not used during chemical restraint.

49

Psychiatry follow-up occurred following chemical restraint.

Summary: Individuals:
# | Indicator Overall
Score
47 | The form Administration of Chemical Restraint: Consult and Review Due to the Center’s sustained performance, these indicators were moved to the

category of requiring less oversight.

Comments:

Abuse, Neglect, and Incident Management

Outcome 1- Supports are in place to reduce risk of abuse, neglect, exploitation, and serious injury.

Summary: Three investigations (25%) did not meet all of the criteria of this
outcome and indicator. One was due to absence of a current duty to report form.
The other two were due to some supports not being in place to have reduced the
likelihood of the incident occurring in the first place. This was a decrease in
performance compared to the last review. The Center and HHSC PI were following
protocols for the sole individual that made frequent unfounded allegations. This

indicator will remain in active monitoring. Individuals:
# | Indicator Overall

Score 276 319 322 237 220 278 224 408 309
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Supports were in place, prior to the allegation/incident, to reduce risk | 75% 1/1 1/1 1/2 | 1/1 | 1/2 | 1/2 | 1/1 1/1
of abuse, neglect, exploitation, and serious injury. 9/12

1/1

Comments:
The Monitoring Team reviewed 12 investigations that occurred for nine individuals. Of these 12 investigations, eight were HHSC PI
investigations of abuse-neglect allegations (one confirmed, five unconfirmed, one administrative referral, one clinical referral). The
other four were for facility investigations of serious injuries, a law enforcement contact, and a sexual incident. The individuals included
in the incident management section of the report were chosen because they were involved in an unusual event in the nine months being
reviewed, enabling the Monitoring Team to review any protections that were in place, as well as the process by which the SSLC
investigated and took corrective actions. Additionally, the incidents reviewed were chosen by their type and outcome in order for the
Monitoring Team to evaluate the response to a variety of incidents.

e Individual #276, UIR 18-146, HHSC PI 46431578, unconfirmed allegation of physical abuse, discovered injury, multiple

fractures, 2/18/18

e Individual #319, UIR 18-245, sexual incident, 5/30/18
Individual #322, UIR 18-164, HHSC P1 46598850, inconclusive allegation of physical abuse, confirmed allegation of verbal
abuse, 3/8/18
Individual #322, UIR 18-226, discovered injury, 5/16/18
Individual #237, UIR 18-121, HHSC P1 46309789, unconfirmed allegation of verbal abuse, 2/1/18
Individual #220, UIR 18-243, HHSC P1 47037789, administrative referral of an allegation of verbal abuse, 5/29/18
Individual #220, UIR 18-150, witnessed injury, peer aggression, 2/26/18
Individual #278, UIR 18-173, HHSC PI 46653114, unconfirmed allegations of verbal and sexual abuse, 3/21/18
Individual #278, UIR 18-216, law enforcement encounter, 5/7/18
Individual #224, UIR 18-251, HHSC P1 47064976, unconfirmed allegation of physical abuse, 6/6/18
e Individual #408, UIR 18-232, HHSC P1 47014089, unconfirmed allegation of physical abuse, 5/23/18
e Individual #309, UIR 18-204, HHSC P1 46830316, clinical referral of an allegation of neglect, 4/23/18

1. For all 12 investigations, the Monitoring Team looks to see if protections were in place prior to the incident occurring. This includes
(a) the occurrence of staff criminal background checks and signing of duty to report forms, (b) facility and IDT review of trends of prior
incidents and related occurrences, and the (c) development, implementation, and (d) revision of supports. To assist the Monitoring
Team in scoring this indicator, the facility Incident Management Coordinator and other facility staff met with the Monitoring Team
onsite at the facility to review these cases as well as all of the indicators regarding incident management.

For all investigations, criminal background checks were completed, but for one staff member, a current duty to report form was not
completed, therefore, that investigation did not meet criteria with this indicator (Individual #322 UIR 18-164). For eight of the 12, the
investigation was regarding allegations of staff misconduct and, for each of these, there were no relevant individual-related trends to be
reviewed.

For two of the other four, trends/prior occurrences were being addressed by the IDTs and plans were developed and implemented,
which were primarily PBSPs or changes in levels of supervision. For the other two, one was the victim of peer to peer aggression, but
there were no plans in place that effective protected him (Individual #220 UIR 18-150), and one had repeated instances of peer to peer
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aggression, but less than 20% of staff were properly trained in the PBSP (Individual #278 UIR 18-216).

In addition, see the comments in outcome 10 (indicators 19-23) below regarding center-wide data trends and systems for ensuring
supports are in place (implemented correctly, updated when necessary, maintained).

One individual at Lubbock SSLC was designated for streamlined investigations by DFPS (Individual #154). This was the same as at the
last review. The individual made frequent calls. For instance, in the tier 1 document that listed all allegations during the previous six
months, 752 were made by this individual and most were subjected to the streamlined investigation protocol. HHSC PI reviewed the
individual within the past quarter (6/22/18) and it appeared that he was discussed during the Center’s regularly occurring meeting
with HHSC PI. The SSLC requirement was also met because there was a plan in place to address his frequent calling (within his PBSP).
Further, the Center reported that they recently conducted a root cause analysis review of this behavior.

Outcome 2- Allegations of abuse and neglect, injuries, and other incidents are reported appropriately.

Summary: One investigation did not fully explore issues around what appeared to
be late reporting. This indicator will remain in active monitoring, however, with
sustained high performance, it might be moved to the category of requiring less

oversight after the next review. Individuals:
# | Indicator Overall
Score 276 319 322 237 220 278 224 408 309
2 | Allegations of abuse, neglect, and/or exploitation, and/or other 92% 1/1 1/1 2/2 | 1/1 | 2/2 | 2/2 | 1/1 1/1 | 0/1
incidents were reported to the appropriate party as required by 11/12
DADS /facility policy.
Comments:

2. The Monitoring Team rated 11 of the investigations as being reported correctly. The other one was rated as being reported late or
incorrectly reported. All were discussed with the facility Incident Management Coordinator while onsite. This discussion, along with

additional information provided to the Monitoring Team, informed the scoring of this indicator.

Those not meeting criteria are described below. When there are apparent inconsistencies in date/time of events in a UIR, the UIR itself

should explain them, and/or the UIR Review/Approval form should identify the apparent discrepancies and explain them.

e For Individual #309 UIR 18-204, the UIR noted that the incident occurred on 4/23/18 and was reported to the Center on
4/27/18 and to the facility director/designee also on 4/27/18. The HHSC PI report also noted that there was a failure to

report. This was not explored or explained in the UIR.

Outcome 3- Individuals receive support from staff who are knowledgeable about abuse, neglect, exploitation, and serious injury reporting; receive

education about ANE and serious injury reporting; and do not experience retaliation for any ANE and serious injury reporting.

Summary: Most staff could not correctly describe proper reporting procedures.
Most said that allegations had 24 hours to be reported and some did not state how Individuals:
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they would make a report (e.g., phone call). Therefore, indicator 3 will be returned
to active monitoring. Indicator 4 will also remain in active monitoring.
# | Indicator Overall
Score 276 319 322 237 220 278 224 408 309
3 | Staff who regularly work with the individual are knowledgeable Due to the Center’s sustained performance, this indicator was moved to the
about ANE and incident reporting category of requiring less oversight.
However, due to low performance, it will be returned to active monitoring.
4 | The facility had taken steps to educate the individual and 89% 1/1 1/1 0/1 1/1 1/1 1/1 1/1 1/1 1/1
LAR/guardian with respect to abuse/neglect identification and 8/9
reporting.
5 | If the individual, any staff member, family member, or visitor was Due to the Center’s sustained performance, this indicator was moved to the
subject to or expressed concerns regarding retaliation, the facility category of requiring less oversight.
took appropriate administrative action.
Comments:
3. Because indicator #1 was met for many of the individuals, this indicator was not scored for them. For the three individuals for whom
this indicator was applied, staff for two of the three provided incorrect information about reporting requirements. All of the staff stated
that suspected abuse/neglect needed to be reported within 24 hours (not one hour) or they needed repeated re-wording of the
question with extra prompting from the Monitoring Team regarding the call in number and timeline. In response to the draft version of
this report, the State highlighted the various activities the Center had engaged in, and will continue to engage in, to address this. After
the next onsite review, this indicator may be returned to the category of requiring less oversight.
4. The reporting information poster was not present in Individual #322’s home.
Outcome 4 - Individuals are immediately protected after an allegation of abuse or neglect or other serious incident.
Summary: Given that the alleged perpetrator reassignment issues that occurred at
the last review were no longer occurring, and given that high performance was
again achieved, indicator 6 will be moved to the category of requiring less oversight. | Individuals:
# | Indicator Overall
Score 276 319 322 237 220 278 224 408 309
6 | Following report of the incident the facility took immediate and 92% 1/1 1/1 /2 | 1/1 | 2/2 | 2/2 | 1/1 1/1 | 1/1
appropriate action to protect the individual. 11/12
Comments:
6. For Individual #322 UIR 18-226, the typical detail on date and time of alleged perpetrator reassignment was no in the UIR.
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Outcome 5- Staff cooperate with investigations.

Summary:

Individuals:

# | Indicator

Overall
Score

7 | Facility staff cooperated with the investigation.

Due to the Center’s sustained performance, this indicator was moved to the
category of requiring less oversight.

Comments:

Outcome 6- Investigations were complete and provided a clear basis for the investigator’s conclusion.

Summary: All investigations met criteria for the collection and analysis of evidence
and the conclusions drawn. Including this review, Lubbock SSLC scored 100% on
indicators 9 and 10 for three of the four reviews. Therefore, indicators 9 and 10 will

be moved to the category of requiring less oversight. Individuals:
# | Indicator Overall
Score 276 319 322 237 220 278 224 408 309
8 | Required specific elements for the conduct of a complete and Due to the Center’s sustained performance, this indicator was moved to the
thorough investigation were present. A standardized format was category of requiring less oversight.
utilized.
9 | Relevant evidence was collected (e.g., physical, demonstrative, 100% 1/1 1/1 2/2 1/1 | 2/2 | 2/2 1/1 1/1 1/1
documentary, and testimonial), weighed, analyzed, and reconciled. 12/12
10 | The analysis of the evidence was sufficient to support the findings 100% 1/1 1/1 2/2 | 1/1 | 2/2 | 2/2 | 1/1 1/1 | 1/1
and conclusion, and contradictory evidence was reconciled (i.e., 12/12
evidence that was contraindicated by other evidence was explained)
Comments:
9-10. Individual #322 UIR 18-226 was a very extensive investigation.
Outcome 7- Investigations are conducted and reviewed as required.
Summary: Some investigations were not completed within the required timeline or
with the required extension approvals. Problems with investigations were not
detected in one-third of the investigations. These indicators will remain in active
monitoring. Individuals:
# | Indicator Overall
Score 276 319 322 237 220 278 224 408 309

11 | Commenced within 24 hours of being reported.

Due to the Center’s sustained performance, this indicator was moved to the
category of requiring less oversight.

12 | Completed within 10 calendar days of when the incident was

83% | o/1 | 1/1 | 2/2 [ 1/1 ] 272 [172] 171 | 1/1 | 1)1
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reported, including sign-off by the supervisor (unless a written 10/12
extension documenting extraordinary circumstances was approved
in writing).

13 | There was evidence that the supervisor had conducted a review of 67% 0/1 1/1 0/2 | 1/1 | 2/2 | 1/2 | 1/1 1/1 | 1/1
the investigation report to determine whether or not (1) the 8/12
investigation was thorough and complete and (2) the report was
accurate, complete, and coherent.
Comments:
12. For Individual #276 UIR 18-146, the incident was reported to DFPS intake on 2/18/18 and the investigation was completed on
3/8/18 (18 days). The first staff (alleged perpetrator) interview was 2/26/18 (day 8), and the next staff interview was 3/5/18 (day
15). The extension request was on 2/28/18 requesting additional time needed for interviews.
For Individual #278 UIR 18-173, the incident was reported on 3/21/18 and completed on 4/1/18 (day 11); no extension provided. The
requirement is completion within 10 calendar days.
13. The supervisory review did not detect the various problems identified in the investigations, such as late reporting, alleged
perpetrator reassignment, and/or late completion of the investigation. The expectation is that the facility’s supervisory review process
will identify the same types of issues that are identified by the Monitoring Team. In other words, a score of zero regarding late
reporting or interviewing of all involved staff does not result in an automatic zero score for this indicator. Identifying, correcting,
and/or explaining errors and inconsistencies contributes to the scoring determination for this indicator.
Lubbock SSLC continued with some positive practices: The Center’s review process included a review by the Assistant Independent
Ombudsman. Also, the Center used a Case Review Checklist, showing Review Authority members, IMC, Investigator, unit director,
ADOP, QA director, and facility director.
Outcome 8- Individuals records are audited to determine if all injuries, incidents, and allegations are identified and reported for investigation; and
non-serious injury investigations provide sufficient information to determine if an allegation should be reported.
Summary: Lubbock SSLC was correctly conducting non-serious injury
investigations for all individuals for the first time. Indicator 15 will remain in active
monitoring. Individuals:
# | Indicator Overall
Score 276 319 322 | 237 | 220 | 278 | 224 408 | 309
14 | The facility conducted audit activity to ensure that all significant Due to the Center’s sustained performance, this indicator was moved to the
injuries for this individual were reported for investigation. category of requiring less oversight.
15 | For this individual, non-serious injury investigations provided 100% 1/1 1/1 /1 1/ 1/1 | 1/1 | 11 1/1 | 1/1
enough information to determine if an abuse/neglect allegation 9/9
should have been reported.
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Comments:

Outcome 9- Appropriate recommendations are made and measurable action plans are developed, implemented, and reviewed to address all

recommendations.
Summary: Individuals:
# | Indicator Overall
Score
16 | The investigation included recommendations for corrective action Due to the Center’s sustained performance, these indicators were moved to the

that were directly related to findings and addressed any concerns
noted in the case.

17 | If the investigation recommended disciplinary actions or other
employee related actions, they occurred and they were taken timely.
18 | If the investigation recommended programmatic and other actions,

they occurred and they occurred timely.

category of requiring less oversight.

Comments:

17. There were four investigations that included a confirmed physical abuse category 2. In all cases, the employment of the involved

staff was terminated (or was in the process of being terminated).

Every investigation contained recommendations, sometimes many (one had 17; most had three to seven recommendations). The
Center was able to produce extensive documentation to demonstrate completion of all recommendations for the investigations
reviewed. As discussed below, this was not the case for all mortality reviews that the Monitoring Team reviewed.

Outcome 10- The facility had a system for tracking and trending of abuse, neglect, exploitation, and injuries.

Summary: This outcome consists of facility indicators. Lubbock SSLC collected
various data and tracked/trended it. This has been the case for three consecutive
reviews. As aresult, indicators 19 and 20 will be moved to the category of requiring
less oversight. Executive Safety Committee generated many individual-specific
actions for IDTs for follow-up. This was good to see. There were not, however, any
actions regarding any center-wide systemic needs. These indicators will remain in

active monitoring. Individuals:
# | Indicator Overall
Score
19 | For all categories of unusual incident categories and investigations, Yes
the facility had a system that allowed tracking and trending.
20 | Over the past two quarters, the facility’s trend analyses contained the | Yes
required content.

Monitoring Report for Lubbock State Supported Living Center

21



21 | When a negative pattern or trend was identified and an action plan No
was needed, action plans were developed.

22 | There was documentation to show that the expected outcome of the | No
action plan had been achieved as a result of the implementation of
the plan, or when the outcome was not achieved, the plan was
modified.

23 | Action plans were appropriately developed, implemented, and No
tracked to completion.

Comments:

21-23. The Center did much of its review of data for abuse/neglect and incident management via the Executive Safety Committee.
Monthly minutes showed a lot of different data being presented. The Center reported that it was in the process of revising the
Executive Safety Report, primarily drawing more from the IRIS systems.

Executive Safety Committee generated a number of directives for IDTs for follow-up regarding the various topics reviewed during the
meeting (e.g., injuries). These plans were detailed and there was evidence of implementation. This was good to see.

The program, however, did not identify any center-wide systemic issues or actions.

For instance, during the review of preliminary scoring meeting while onsite, the Monitoring Team referred to the Executive
Safety Committee report graphs that showed ascending trends/graph lines for confirmations of abuse/neglect, peer to peer aggression,
crisis intervention restraints, falls, and injuries.

In addition, during the review week, and as indicated in various sections of this report, executive safety committee, IDTs, and other
forums may generate reasonable actions, but they were often not implemented, not implemented fully, or not maintained. Examples
included staff being aware of the need for a safe environment for individuals with pica behaviors, but a box of rubber gloves and other
items being readily within reach. Another example was the expectation of trashcans being emptied/locked every hour, but turning out
it was being done at the end of the work shift. In other examples, it did not become apparent to IDTs that supports were not in place (or
not in place correctly) until a subsequent similar incident occurred.

Pre-Treatment Sedation/Chemical Restraint

Outcome 6 - Individuals receive dental pre-treatment sedation safely.
Summary: These indicators will continue in active oversight. Individuals:
# | Indicator Overall | 237 | 319 | 227 | 321 |12 197 | 269 | 176 |23
Score
a. | Ifindividual is administered total intravenous anesthesia 0% N/A |N/JA |N/JA | N/JA | N/A | 0/1 |N/JA |N/A | N/A
(TIVA)/general anesthesia for dental treatment, proper procedures 0/1
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are followed.

b. | Ifindividual is administered oral pre-treatment sedation for dental N/A
treatment, proper procedures are followed.

Comments: a. As discussed in the last report, the Center’s policies with regard to criteria for the use of TIVA, as well as medical
clearance for TIVA need to be created, expanded, and/or improved. Until the Center is implementing improved policies, it cannot make
assurances that it is following proper procedures. Given the risks involved with TIVA, it is essential that such policies be developed and
implemented.

For the use of TIVA with Individual #197 on 1/23/18, informed consent for the TIVA was present, nothing-by-mouth status was
confirmed, and post-operative vital sign flow sheets were submitted showing nurses monitored the individual according to the
requirements of the policy. However, an operative note defining the procedures and assessment completed was not available.

b. Based on the documentation provided, during the six months prior to the review, none of the nine individuals the Monitoring Team
responsible for the review of physical health reviewed were administered oral pre-treatment sedation.

Outcome 11 - Individuals receive medical pre-treatment sedation safely.

Summary: This indicator will continue in active oversight. Individuals:
# | Indicator Overall | 237 | 319 | 227 | 321 |12 197 | 269 | 176 |23
Score
a. | Ifthe individual is administered oral pre-treatment sedation for N/A
medical treatment, proper procedures are followed.

Comments: a. Based on the documentation provided, during the six months prior to the review, none of the nine individuals the
Monitoring Team responsible for the review of physical health reviewed were administered oral pre-treatment sedation for medical
procedures at the Center.

Outcome 1 - Individuals’ need for pretreatment sedation (PTS) is assessed and treatments or strategies are provided to minimize or eliminate the
need for PTS.

Summary: Monitoring of this outcome and its indicators is put on hold while the
State develops instructions, guidelines, and protocols for meeting criteria with this
outcome and its indicators. Individuals:

# | Indicator Overall
Score

1 | IDT identifies the need for PTS and supports needed for the
procedure, treatment, or assessment to be performed and discusses
the five topics.

2 | If PTS was used over the past 12 months, the IDT has either (a)
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developed an action plan to reduce the usage of PTS, or (b)
determined that any actions to reduce the use of PTS would be
counter-therapeutic for the individual.

3 | If treatments or strategies were developed to minimize or eliminate
the need for PTS, they were (a) based upon the underlying
hypothesized cause of the reasons for the need for PTS, (b) in the ISP
(or ISPA) as action plans, and (c) written in SAP, SO, or IHCP format.

4 | Action plans were implemented.

5 | Ifimplemented, progress was monitored.

6 | Ifimplemented, the individual made progress or, if not, changes were

made if no progress occurred.

Comments:

Mortality Reviews

Outcome 12 - Mortality reviews are conducted timely, and identify actions to potentially prevent deaths of similar cause, and recommendations are

timely followed through to conclusion.

Summary: These indicators will continue in active oversight. Individuals:

# | Indicator Overall | 139 | 205 | 141 | 269

Score

a. | For an individual who has died, the clinical death review is completed | 75% o/1 (1/1 |1/1 | 1/1
within 21 days of the death unless the Facility Director approves an 3/4
extension with justification, and the administrative death review is
completed within 14 days of the clinical death review.

b. | Based on the findings of the death review(s), necessary clinical 0% 0/1 (0/1 |0/1 |0/1
recommendations identify areas across disciplines that require 0/4
improvement.

c. | Based on the findings of the death review(s), necessary 0% 0/1 (0/1 |0/1 |0/1
training/education/in-service recommendations identify areas across | 0/4
disciplines that require improvement.

d. | Based on the findings of the death review(s), necessary 0% 0/1 (0/1 |0/1 |0/1
administrative/documentation recommendations identify areas 0/4
across disciplines that require improvement.

e. | Recommendations are followed through to closure. 0% 0o/1 (0/1 |0/1 |0/1

0/4
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Comments: a. Since the last review, four individuals died. The Monitoring Team reviewed the four deaths. Causes of death were listed
as:
e 0On12/13/17,Individual #139 died at the age of 45 with causes of death listed as urinary tract infection (UTI), acute coronary
syndrome, and ventricular fibrillation. The clinical death review was completed 23 days after the individual’s death.
e On2/9/18, Individual #205 died at the age of 52 with causes of death listed as acute respiratory failure, cardiopulmonary
arrest, bilateral pneumonia, and sepsis.
e 0On3/12/18, Individual #141 died at the age of 62 with causes of death listed as septic shock, cardiogenic shock, and multi-
organ failure.
e 0On4/21/18, Individual #269 died at the age of 69 with cause of death listed as pneumonia.

b. through d. Evidence was not submitted to show the Facility conducted thorough reviews of medical, habilitation therapies, and/or
nursing care, or an analysis of medical/nursing/habilitation therapy reviews to determine additional steps that should be incorporated
into the quality improvement process. As a result, the Monitoring Team could not draw the conclusion that sufficient recommendations
were included in the administrative and clinical death reviews. Some examples of problems noted included:

e Asindicated in previous reports, overall, the nursing reviews of deaths were not sufficient to identify problems with nursing
care that required remediation. For each death, the Center provided a Quality Assurance Death Review of Clinical Services. It
included a narrative of events occurring in the 72 hours prior to death. Overall, the reports did not reflect comprehensive
reviews of essential areas, such as risk areas, the quality and implementation of IHCPs, ISPs, ISPAs, implementation of Acute
Care Plans, nursing assessments and documentation, and the IDT's response to issues.

e The Monitoring Team identified significant problems with regard to the care provided to Individual #205, and Individual #141
but the Center’s clinical and administrative death reviews had not identified and/or addressed many of the identified issues. At
times, even when the Center’s reviews identified an issue, the clinical and administrative death review teams did not develop
and require implementation of strategies to correct the issues and/or monitoring to ensure that problematic practices changed.
For example:

o ForIndividual #205, the recommendations from the clinical and administrative death reviews did not address the root
cause of this likely preventable death. He had a Stage 4 decubitus that then developed into osteomyelitis, which placed
him in a greatly weakened state (with ineffective cough or inability to cough) associated with rapid terminal
complications, including sepsis, and pneumonia with only a brief hospitalization of 24 hours prior to his death. The
osteomyelitis was likely long-standing. On 9/23/17, the coccyx was radiographically present, but by 2/5/18, was
destroyed and no longer radiographically present, with additional spread of the infection to the sacrum.

= Although the clinical death review included a recommendation to train PCPs on osteomyelitis, the death
reviews included no information to suggest that the PCPs would be trained on the diagnosis, treatment, and
preventive steps for decubitus ulcers/pressure sores.

=  The Center needed a policy/procedure and flow chart on the treatment of pressure sores/decubitus ulcers.
Such a policy/procedure should define the participation and roles of all departments to ensure timely and
thorough treatment of decubiti, including, for example, treatments, as well as training of staff, ongoing
assessments (i.e., nursing, medical, and habilitation therapies), measuring with accuracy the size and depth of
the ulceration, additional tests, and frequency of documentation of each discipline (daily, weekly, etc.,
including the PCP).
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Due to the continued reopening of the wound, the medical team should have suspected osteomyelitis, and
investigated the possibility far earlier. Osteomyelitis can impact the healing of a wound and result in a wound
healing from the top down rather than bottom up, which is how a wound normally heals. The infection
penetrates the surrounding tissues resulting in the tissues not healing appropriately or in a manner that
prevents reopening of the wound or delays its healing. Based on documentation provided, on 8/3/17, a PNMT
note indicated that Individual #205 would be referred to the wound care specialist, and a computed
tomography (CT) scan was needed to rule out tunneling of the decubitus. The medical staff did not provide an
order for the CT scan until 8/24/18, three weeks later. No rationale for this delay was offered. While on
9/15/17, PNMT minutes did state that the results were pending, there was no ISP, PNMT minutes, or OT/PT
consults that showed discussion of the results or what the results were. It was not until 1/25/18, that
osteomyelitis was diagnosed after the wound, which was originally a Stage 2 ulcer, had reached Stage 4 status.
Based on the documentation reviewed as well as interviews with staff, significant concerns existed in the
communication between the medical and nursing departments, as well as residential services. Although the
Monitoring Team did not complete a full investigation into these issues to allow it to draw definitive
conclusions with regard to the underlying causes of the problems, the Lead Monitor spoke with the Center
Director about the need to identify and address the factors that appeared to impact the provision of needed
care to the individuals served, such as Individual #205. Of note, the Center’s mortality reviews did not
uncover and/or address these concerns.

A delay occurred in obtaining a recommended bed for Individual #205, which possibly related to a decision to
wait for insurance approval of the cost. As far back as 5/15/17, the PNMT recommended an alternating
pressure mattress. On 11/30/17, a PNMT note indicated the individual’s current mattress still did not meet
his needs. An OT/PT consult, dated 1/26/18, stated: OT/PT follow up with medical supply for bed. Wound
declining. STAGE IV wound with tunneling and Osteomyelitis. Medial supply brought out same mattress he
currently has.” Per OT, “[Individual #205] would benefit from a true alternating/rotating pressure bed for
wound healing.”

If one did not already exist, the Center needed a protocol to address requests for additional resources (e.g.,
one-to-one staffing, specialized mattresses, etc.) with tracking until they are in place. Such a protocol also
should address circumstances when Center administration does not approve such requests, including
documenting the reason, and the alternative plan implemented to address the identified need, with a date of
implementation. Such a system should include an appeal process to ensure that when a clinician believes a
resource is needed to address an individual’s health and safety, a mechanism exists to appeal a denial up the
chain of command.

On 12/7/17, the wound care reportedly was placed on hold due to a fracture of his arm. The orthopedist
stated in a consult that: “the fracture will be ok; the wound will KILL him if not cared for correctly.” It was not
until 12/29/17, that he returned to wound care. During the delay, the wound increased from Stage 2 to Stage
4.

The nursing review did not comprehensively review nursing staff’s planning, and care for this individual with
a Stage 4 pressure ulcer, and as a result, the clinical and administrative death reviews did not include a full set
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of recommendations to remediate issues. If not already in place, Lubbock SSLC should explore the potential
for a part-time or full-time nurse with wound care certification as either an employee or consultant.

o Although not reflected in the causes of death listed, severe dehydration contributed to Individual #141’s death.

It was positive that the administrative death review included a recommendation that read: “Work group will
be developed to review individuals at high risk for dehydration at the facility. Workgroup will focus on
reviewing supports for current individuals developing a process for improved communication between DSP
[direct support professionals] and nursing staff and developing a system to ensure that processes in place are
being implemented.” However, given the seriousness of Individual #141’s dehydration, and its impact on his
death, the Center should have considered this a high-priority recommendation (e.g,, the equivalent of
“immediate jeopardy”), but instead, two and a half months after the individual’s death, the workgroup did not
have a final product, and the workgroup scheduled its next meeting for close to two months later (i.e.,
7/27/18).

Although the nursing Quality Assurance Death Review of Clinical Services did not represent a comprehensive
review, it identified some significant problems, but did not generate related recommendations. Findings
included, for example: 1) There was no documentation indicating that the individual was offered six ounces of
fluids every hour or that nursing informed DSPs how much fluid he received with medication passes (it was
not clear why nursing staff would have to notify DSPs, because all intake should have been documented); 2)
No evidence was found to show that the Registered Nurse Case Manager (RNCM) monitored fluid intake
weekly (of note, weekly would not have been frequent enough for this individual's status and health issues); 3)
Nursing assessments for dehydration were not found in IView and the care plan did not define the frequency
for these assessments (of note, it should have been at least daily); and 4) the nursing care plan for dehydration
was initiated, but not implemented. Some of the concerns the Monitoring Team noted included:

o A Dehydration Workgroup was established, and the minutes, dated 4/24/18, indicated that 14
individuals either had an ED visit and/or hospitalization related to dehydration and two additional
individuals were at high risk for dehydration. It was concerning that this number of individuals were
significantly dehydrated. As discussed above, action to address this issue were not immediate enough
to reduce individuals’ risk.

e Thereview did not mention training for the RNCM who did not follow through with the interventions
that could have prevented this individual's dehydration, and potentially his death.

e Thereview did not include recommendations related to the lack of nurses’ notification of the PCP
when intake was significantly below 51 to 55 ounces per day and/or had no urination in 12 hours.

e Arecommendation that was listed was to obtain a basic metabolic panel (BMP) more frequently than
every three to six months "as this would be a more accurate indicator of whether or not interventions
are effective or being implemented as ordered.” A lab test should not be the only validation that an
individual who had hospitalizations due to dehydration is receiving daily fluids as the physician
ordered. This is a tragic example of how the lack of simple and regular monitoring, nursing
assessments, and documentation played a significant role in the Center’s failure to protect individuals
from harm up to and including death.

Even after multiple reviews indicating inadequate intake, the Dietician continued to offer the primary
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recommendation to “encourage” fluid intake. The Dietitian chose to end monthly reviews after the September
2017 monthly note despite the individual continuing to have less than ideal fluid intake. The Dietitian
continued to change estimated fluid intake needs without providing a rationale for doing such. The various
mortality reviews did not address these issues.

=  Similarly, the mortality reviews did not address concerns related to Habilitation Therapies services and

supports:

e In]July 2017, after Individual #141 was hospitalized for dehydration, the PNMT completed a review.
The PNMT noted that DSPs stated that they had been notifying nursing staff of the individual’s meal
refusals, but upon chart review only one meal had been refused. The PNMT did not further pursue

this issue.

e 0On7/10/17, the Speech Language Pathologist (SLP) recommended a change from a Spout cup to a
Vacuum Cup, which had a larger opening that would allow fluids to flow more freely while remaining
safe. However, monitoring of this support did not occur to assess its effectiveness.

e ForIndividual #269, the administrative death review included a recommendation that: "RN Case Managers will review the

frequency of PCP reviews to determine if frequency is appropriate based on health issues.” This is not clinically appropriate,

because it is outside of the scope of nursing practice.

e. For two or more recommendations from each of the four individuals’ clinical and/or administrative death reviews, the Center did not

submit documentation to substantiate their completion.

The recommendations generally were not written in a way that ensured that Center practice had improved. For example, a

recommendation that read: “Floor nurse and DSP staff should communicate regarding fluid intake recommendations/orders.” resulted
in an in-service training to nurses and direct support professionals. This in no way ensured that concerning practices changed. The

recommendation should have been written in a manner that required monitoring to determine whether or not necessary

communication was occurring.

Quality Assurance

Outcome 3 - When individuals experience Adverse Drug Reactions (ADRs), they are identified, reviewed, and appropriate follow-up occurs.

Summary: In conducting its review, the Monitoring Team identified two potential
ADRSs that staff should have reported, but did not. These indicators will continue in

active oversight. Individuals:

# | Indicator Overall | 237 |319 | 227 | 321 |12 197 | 269 | 176 |23
Score

a. | ADRs are reported immediately. 0% N/A |N/JA |N/JA|N/A |O/1 |0/1 |N/JA |N/A | N/A
0/2

b. | Clinical follow-up action is completed, as necessary, with the 0% 0/1 |0/1

individual. 0/2
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c. | The Pharmacy and Therapeutics Committee thoroughly discusses the | 0% 0/1 |0/1
ADR. 0/2

d. | Reportable ADRs are sent to MedWatch. 0% 0/1 |0/1
0/2

Comments: a. through d. Center staff had not identified and/or reported potential adverse drug reactions for any of the individuals
reviewed. However, in conducting a review of other documents provided, the Monitoring Team identified two potential ADRs that staff

should have reported, including:

e During Individual #12’s hospitalization from 3/28/18 to 4/2/18, Zosyn might have worsened her seizure disorder.
e Individual #197 is prescribed Tramadol, and on 5/8/18, she complained of diarrhea.

In it comments on the draft report, the State disputed the findings for both individuals and provided lengthy analyses of why neither
was an adverse drug reaction and why reporting to MedWatch was not necessary. After reviewing the State’s comments, the
Monitoring Team did not change its original findings. Staff should have reported both instances as potential adverse drug reactions.
The wealth of information the State provided about each should have been included in the ADR deliberation process and presented to
the P&T Committee for final decision-making regarding whether modifications were needed to the individuals’ records to show an
allergy, sensitivity, or other statement to alert practitioners to a history of a side effect in the individual to the medication. The P&T
Committee should have deliberated and reached agreement on whether or not the incidences were actual ADRs, as well as whether
Center staff needed to make a report to MedWatch. Whether a medication should be reported to MedWatch is not an initial step to
dismiss whether the ADR process should be followed, as implied in some of the State’s comments.

Outcome 4 - The Facility completes Drug Utilization Evaluations (DUEs) on a regular basis based on the specific needs of the Facility, targeting high-
use and high-risk medications.

Summary: Indicator b will remain in active monitoring. Individuals:

# | Indicator Score

a. | Clinically significant DUEs are completed in a timely manner based on the Due to the Center’s sustained performance, this indicator moved to
determined frequency but no less than quarterly. the category of requiring less oversight.

b. | There is evidence of follow-up to closure of any recommendations generated by | N/A

the DUE.

Comments: b. Since the last review, Lubbock SSLC completed three DUEs, but none generated recommendations for follow-up.
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Domain #2: Using its policies, training, and quality assurance systems to establish and maintain compliance, the State will provide individuals in the
Target Population with service plans that are developed through an integrated individual support planning process that address the individual’s
strengths, preferences, choice of services, goals, and needs for protections, services, and supports.

This Domain contains 31 outcomes and 140 underlying indicators in the areas of individual support plans, and development of
plans by the various clinical disciplines. At the time of the last review, 18 of these indicators had sustained high performance
scores and moved to the category requiring less oversight. Presently, nine additional indicators in the areas of ISPs, psychiatry,
behavioral health, physical and nutritional management, and skill acquisition will move to the category of less oversight.

The following summarizes some, but not all of the areas in which the Center has made progress as well as on which the Center
should focus.

The Monitoring Team observed many positive interactions among staff and the individuals whom they were assigned to support.

Assessment

For the ISPs, most IDTs did not consider what assessments the individual needed and would be relevant to the development of an
individualized ISP. IDTs arranged for and obtained all needed, relevant assessments prior to the IDT meeting for half of the
individuals.

In psychiatry, about half of the CPEs met criteria for content and about half met criteria for diagnostic consistency in the record.

Behavioral health/PBSP goals were based upon assessments for all individuals. Most annual behavioral health updates were
missing any information related to relevant physical health. Functional assessments were current for most individuals, but were
complete in content for about one-third.

About half of the SAPs were based on assessment results; even fewer were practical/functional/meaningful. None of the SAPs
met criteria for having reliable data. For all individuals reviewed, the FSA included SAP recommendations.

For the individuals’ risks reviewed, IDTs continued to struggle to effectively use supporting clinical data (including comparisons
from year to year), use the risk guidelines when determining a risk level, and/or as appropriate, provide clinical justification for
exceptions to the guidelines. As a result, for the great majority of the risk ratings reviewed, it was not clear that the risk ratings
were accurate. In addition, when individuals experience changes in status, IDTs need to timely review related risk ratings, and
make changes, as appropriate.
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The Medical Department should focus on ensuring medical assessments include plans of care for each active medical problem,
when appropriate.

During this review, none of the individuals reviewed had timely dental exams, and half of the individuals reviewed had timely
annual dental summaries, most of which were based on outdated information. However, the dentist position was vacant for a
portion of the review period, and this likely contributed to these findings. At the time of the onsite review, a dentist had been
hired, and recognized the need to improve the timeliness and quality of dental exams and summaries.

Overall, the annual comprehensive nursing assessments did not contain reviews of risk areas that were sufficient to assist the
IDTs in developing a plan responsive to the level of risk. Common problems included a lack of or incomplete analysis of health
risks, including comparison with the previous quarter or year; incomplete clinical data; and/or a lack of recommendations
regarding treatment, interventions, strategies, and programs (e.g., skill acquisition programs), as appropriate, to address the
chronic conditions and promote amelioration of the at-risk condition to the extent possible. In addition, often, when individuals
experienced changes of status, nurses did not complete assessments consistent with current standards of practice.

It was positive that as needed, a Registered Nurse (RN) Post Hospitalization Review was completed for the individuals reviewed,
and the PNMT discussed the results. This has been a consistent finding for a few reviews, so the related indicator will move to
the category of less oversight. However, the IDTs of a number of individuals reviewed should have made referrals to the PNMT,
or the PNMT should have made self-referrals, but this did not occur. The Center should focus on improving the referral of all
individuals that meet criteria for PNMT review, completion of PNMT comprehensive assessments for individuals needing them,
and improvement in the quality of the PNMT reviews and comprehensive assessments.

Since the last review, the Center’s performance with regard to the timeliness of OT/PT assessments improved. The quality of
OT/PT assessments continues to be an area on which Center staff should focus.

[t was positive that for most individuals reviewed, Speech Language Pathologists (SLPs) completed timely communication
assessments. However, significant work is needed to improve the quality of communication assessments in order to ensure that
SLPs provide IDTs with clear understandings of individuals’ functional communication status; AAC options are fully explored;
IDTs have a full set of recommendations with which to develop plans, as appropriate, to expand and/or improve individuals’
communication skills that incorporate their strengths and preferences; and the effectiveness of supports are objectively
evaluated.

Individualized Support Plans
For the ISPs, overall, IDTs had established goals that were more individualized (and based on known preferences) than in the

past. The exceptions were the work/day goals. Most were related to compliance with attending day or work sites rather than
being aspirational or providing opportunities to learn new skills.
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Action plans would not likely lead to accomplishment of these more individualized goals. The Monitoring Team recommends
that Lubbock SSLC develop a plan to address the quality components of action plans that are monitored in outcomes 3 and 4 (i.e,,
indicators 8 through 29).

Most action plans had not been fully implemented, and there was little evidence that individuals were making progress towards
greater independence and learning new skills.

QIDP monthly reviews were occurring, but were not generating any meaningful analyses or resultant actions. QIDPs need
additional training on completing monthly reviews that provide a good summary of status, progress, and/or regression.

In psychiatry, Lubbock SSLC made progress in that, for most individuals, some psychiatric indicators were identified in one or
more documents. For some individuals, some sub-indicators met criteria. The next steps, of defining these indicators in
observable terminology, ensuring they relate to the diagnosis, and then collecting data were needed. Also, putting these
indicators into goals and then including them in the IHCP section of the ISP was also needed.

The number of individuals with a psychiatric support plan (PSP) decreased at Lubbock SSLC to 14, the fewest in the past few
years. Inlooking at the most recent four PSPs, however, a decrease in quality was seen. That is, although each PSP contained a
great deal of information about the individual, they were missing the information regarding how the staff were to collect and
report the behavioral data and how staff were to respond to the individual when these symptoms/behaviors occurred.

PBSPs contained some important components, but each plan was missing other important components and/or aspects were not
updated. The Center was unable to show that the data being collected for goals were reliable. Moreover, the Monitoring Team
directly observed six occurrences of problem behavior, five of which were never entered into the data collection system.

Regarding SAPs, same as at the last review, all (but one) individuals had at least one SAP, but there remained a small number of
SAPs for many individuals who could have benefited from more skill training.

Overall, the IHCPs of the individuals reviewed were not sufficient to meet their needs. For example:

e Much improvement was needed with regard to the inclusion of medical plans in individuals’ ISPs/IHCPs.

e Although much work is needed, some improvement was seen with regard to including preventative nursing interventions
in individuals’ IHCPs. The Center should continue to focus on developing IHCPs that fully address individuals’ health
risks and chronic conditions.

e Some improvement was seen with regard to the inclusion in IHCPs of physical and nutritional management (PNM)
clinical indicators, as well as triggers and actions to take if they occur. Overall, though, ISPs/IHCPs did not
comprehensively set forth plans to address individuals’ PNM needs.
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The PNMPs reviewed still had missing information. With minimal effort and attention to detail, though, the Habilitation Therapy
staff could make the needed corrections to PNMPs, and by the time of the next review, the Center could make good progress on
improving individuals’ PNMPs.

It was good to see that the ISPs of individuals reviewed provided good functional descriptions of their communication skills. It
also was positive that IDTs included recommended communication strategies, interventions, and programs in the ISPs reviewed.

ISPs

Outcome 1: The individual’s ISP set forth personal goals for the individual that are measurable.

Summary: Lubbock SSLC maintained performance, which means that more work
needs to be done to develop individualized goals in all six goal areas (especially
regarding work/day and health/wellness), ensure they are written in measurable
terms, and collect data on the individual’s status on each. These indicators will
remain in active monitoring. Individuals:
# | Indicator Overall
Score 276 319 26 237 12 23
1 | The ISP defined individualized personal goals for the individual based | 0% 3/6 | 3/6 | 3/6 | 2/6 | 2/6 | 2/6
on the individual’s preferences and strengths, and input from the 0/6
individual on what is important to him or her.
2 | The personal goals are measurable. 0% 2/6 2/6 3/6 | 2/6 | 2/6 | 2/6
0/6
3 | There are reliable and valid data to determine if the individual met, or | 0% 1/6 0/6 0/6 | 0/6 | 1/6 | 0/6
is making progress towards achieving, his/her overall personal goals. | 0/6

Comments: The Monitoring Team reviewed six individuals to monitor the ISP process at the facility: Individual #319, Individual #237,
Individual #26, Individual #276, Individual #23, and Individual #12. The Monitoring Team reviewed in detail, their ISPs and related
documents, interviewed various staff and clinicians, and directly observed each of the individuals in different settings on the Lubbock
SSLC campus.

1. The ISP relies on the development personal goals as a foundation. Personal goals should be aspirational statements of outcomes.
The IDT should consider personal goals that promote success and accomplishment, being part of and valued by the community,
maintaining good health, and choosing where and with whom to live. The personal goals should be based on an expectation that the
individual will learn new skills and have opportunities to try new things. Some personal goals may be readily achievable within the
coming year, while some will take two to three years to accomplish. Personal goals must be measurable in that they provide a clear
indicator, or indicators, that can be used to demonstrate/verify achievement. The action plans should clearly support attainment of
these goals and need to be measurable. The action plans must also contain baseline measures, specific learning objectives, and
measurement methodology.
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None of the six individuals had individualized goals in all six goal areas. Therefore, none had a comprehensive set of goals that met
criterion. For this set of individuals, however, the IDT had defined/chosen some personal goals that met criterion for being
individualized, based on the individual’s preferences and strengths. Overall, 15 of 36 personal goals met criterion for this indicator.
This was about the same as the last review when 16 goals met criterion. Goals that met criterion were:

Individual #319’s goals for recreation, relationships, and living options.

Individual #237’s goals for recreation and greater independence.

Individual #26’s goals for relationships, greater independence, and living options.

Individual #276’s goals for recreation/leisure, relationships, and greater independence.

Individual #23’s goal for recreation/leisure and relationships.

Individual #12’s relationship and greater independence goals.

Although IDTs had created the above goals (that were more individualized and based on known preferences), few had been fully
implemented. Thus, individuals did not have person-centered ISPs that were really leading them towards achieving their personal
goals. The facility needs to focus on barriers that are preventing individuals from achieving their goals and develop plans to address
those barriers.

Individual #26’s ISP preparation meeting was observed. The IDT failed to develop a vision for Individual #26 that would lead to greater
independence and a more meaningful life based on his preferences. New goals suggested by the team were based on compliance with
facility expectations and increasing participation in activities that were already available to him. For instance, his suggested work goal
for the upcoming year was for improved attendance at the sheltered workshop on campus. The IDT failed to consider other work
opportunities based on his preferences. His suggested relationship goal was to eat in the community with his peers. There was no
discussion regarding skills that he might learn while in the community.

2. Of the 18 personal goals that met criterion for indicator 1, 13 also met criterion for measurability (an improvement from the last
review). The two that did not were Individual #319 and Individual #12’s relationship goals.

When personal goals for the ISPs did not meet the criterion described above in indicator 1, there can be no basis for assessing
compliance with measurability or the individual’s progress towards its achievement. The presence of a personal goal that meets
criterion is a prerequisite to this process.

3. Two of the goals had reliable and valid data to determine if the individual met, or was making progress towards achieving, his or her
overall personal goals (also similar to the last review). This was Individual #276’s recreation/leisure goal and Individual #12’s greater
independence goal.

As noted throughout this report, for all of the other goals, it was not possible to determine if ISP supports and services were being
regularly implemented or to determine the status of goals because of the lack of data and documentation provided by the Center. While
there were some data collected showing implementation of some action plans, there was not enough information documented to clearly
determine the status of goals.
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Outcome 3: There were individualized measurable goals/objectives/treatment strategies to address identified needs and achieve personal outcomes.

Summary: This set of indicators speaks directly to the overall quality of the ISP for
the individual’s upcoming year. The Monitoring Team looks across the entire ISP
when scoring each of these indicators. Performance remained about the same as at
the time of the last review, indicating that some focus or specialized approach to

improvement is warranted. These indicators will remain in active monitoring. Individuals:
# | Indicator Overall
Score 276 319 26 237 12 23
8 | ISP action plans support the individual’s personal goals. 0% 1/6 0/6 0/6 | 0/6 | 1/6 | 0/6
0/6
9 | ISP action plans integrated individual preferences and opportunities | 0% 0/1 0/1 o/1 | o/1 | 0/1 | 0/1
for choice. 0/6
10 | ISP action plans addressed identified strengths, needs, and barriers 0% 0/1 0/1 o/1 | o/1 | 0/1 | 0/1
related to informed decision-making. 0/6
11 | ISP action plans supported the individual’s overall enhanced 17% 1/1 0/1 o/1 | 0/1 | 0/1 | 0/1
independence. 1/6
12 | ISP action plans integrated strategies to minimize risks. 0% 0/1 0/1 0o/1 | 0o/1 | 0/1 | 0/1
0/6
13 | ISP action plans integrated the individual’s support needs in the 0% 0/1 0/1 o/1 | 0/1 | 0/1 | 0/1
areas of physical and nutritional support, communication, behavioral | 0/6
health, health (medical, nursing, pharmacy, dental), and any other
adaptive needs.
14 | ISP action plans integrated encouragement of community 0% 0/1 0/1 o/1 | 0/t | 0/1 | 0/1
participation and integration. 0/6
15 | The IDT considered opportunities for day programming in the most 33% 1/1 1/1 0/1 | 0/1 | 0/1 | 0/1
integrated setting consistent with the individual’s preferences and 2/6
support needs.
16 | ISP action plans supported opportunities for functional engagement | 17% 1/1 0/1 0/1 | 0/1 | 0/1 | 0/1
throughout the day with sufficient frequency, duration, and intensity | 1/6
to meet personal goals and needs.
17 | ISP action plans were developed to address any identified barriers to | 0% 0/1 0/1 o/1 | o/1 | 0/1 | 0/1
achieving goals. 0/6
18 | Each ISP action plan provided sufficient detailed information for 0% 0/6 0/6 0/6 | 0/6 | 0/6 | 0/6
implementation, data collection, and review to occur. 0/6
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Comments:

8. Fifteen of the personal goals met criterion in the ISPs, as described above in indicator 1, therefore, those action plans could be
evaluated in this context. A personal goal that meets criterion is a prerequisite for such an evaluation. Action plans are evaluated
further below in terms of how they may address other requirements of the ISP process.

Two of the goals had action plans that were likely to lead to the accomplishment of the goal. Individual #276’s action plans to support
his recreation/leisure goal, and Individual #12's greater independence goal had reasonable action plans to support these goals.

For the most part though, IDTs were not developing action steps that would lead to measurable progress towards goals. Although the
facility acknowledged that IDTs needed additional training on developing action plans to support goals at the last review, there had
been no identifiable progress in developing action plans to support goals.

Skill acquisition programs did not include enough information to ensure that staff could consistently implement them and determine
what progress was made. Most of the action plans were written as service objectives and did not include staff instructions or
implementation strategies that would ensure staff could consistently teach a new skill or accurately collect data on progress.

9. None of the ISPs had action plans that integrated preferences and opportunities for choice. IDTs were not identifying preferences in
a way that might guide the development of activities that would offer opportunities to learn new skills and build on developing a plan
for meaningful days. For the most part, ISPs listed general preferences related to food, music, TV, and activities routinely offered at the
facility.

10. None of the ISPs clearly addressed strengths, needs, and barriers related to informed decision-making. A basis to making informed
decisions is offering individuals exposure to a variety of new experiences and opportunities to make choices throughout their day.
These opportunities were rarely included in action plans in any substantial way.

11. One of six ISPs met criterion for this indicator to support the individual’s overall independence. Individual #276 had action plans
for reading and money management, however, per observations, these SAPs were not functional for him. For the other five individuals,
it was not clear how their chosen action plans would support them to gain independence.

12. None of the ISPs integrated strategies to minimize risks in ISP action plans. While risks were addressed through action plans
included in the IHCP, supports were not integrated into other action plans when relevant, and risks were not always identified by the
IDT. Rarely were SAPs written to provide staff with strategies for implementing plans and, when SAPs were written, they did not
include specific mobility, behavioral, and safe eating supports. Four of the six individuals were involved in peer to peer aggression
incidents over the past year. Protections did not appear to be effective and were not revised when not effective. For example,
Individual #276’s ISP indicated that he had been the aggressor in peer to peer incidents 23 times in the past year and the victim in 20
separate incidents. His ISP did not adequately address his risk for injury or protections for other individuals in his home.

13. Support needs in the areas of physical and nutritional support, communication, behavior, health (medical, nursing, pharmacy,
dental), and any other adaptive needs were also not well integrated in ISPs. In most cases, supports were fragmented, with little
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evidence that IDT members were sharing data and collaborating on developing supports. Some examples of this lack of integrated
supports included:
e Individual #319’s psychiatry, neurology, and behavioral supports were not well integrated.
e Individual #237’s IDT had not considered his medical prognosis when revising his ISP. Consequently, his goals had all been
discontinued or placed on hold due to his change in medical status.
e Individual #26’s communication, occupational therapy, and nutritional supports were not integrated into his skill acquisition
plan for cooking pizza.
e Communication strategies were not well integrated into Individual #276’s ISP goals and action plans. Staff reported that most
of his behavioral incidents related to his inability to express his frustration.
e Individual #23 and Individual #12’s ISPs did not integrate communication and mobility/positioning strategies into goals and
action plans.

14. Meaningful and substantial community integration action plans were absent from the ISPs for these individuals, with no specific,
measurable action plans for community participation that promoted any meaningful integration.

Individuals were rarely given opportunities to utilize community resources that might support them to be more independent and
integrated into the community. Individuals did not have goals for banking, volunteering, getting haircuts, joining a church, or joining a
gym in the community. Outings were limited to specific events, such as eating out, going to the movie, or attending a sporting event.
While these types of activities support community exposure, they are unlikely to lead to meaningful integration.

15. Two ISPs included action plans to support opportunities for day programming in the most integrated setting consistent with the
individual’s preferences and support needs. Day and work opportunities were particularly limited for most individuals. Vocational
training was not focused on building skills that might lead towards employment in a more integrated setting.
e Individual #319 was working in the sheltered workshop, however, her ISP included an action plan to complete a community
employment exploration assessment.
o Individual #276 was working at a nursing facility in the community rolling silverware for two hours per week through the
supported employment program.

Training opportunities were limited and rarely individualized. Individuals had few opportunities to learn new skills and experience
new things. Individual #237, Individual #23, and Individual #12 did not spend a majority of their day outside of their homes engaged in
meaningful programming.

16. For the most part, ISPs did not support substantial opportunities for functional engagement described with sufficient frequency,
duration, and intensity throughout the day to meet personal goals and needs. Overall, the ISPs provided limited opportunities for
learning and functional skill development. During observations, activities were rarely functional and did not provide opportunities to
experience new things and learn new skills. IDTs need to expand the preference assessment to offer more opportunities to try new
things and identify new interests. Individual #276 was the one individual who was engaged throughout much of the day in meaningful
activities.
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17. ISPs did not adequately address barriers to achieving goals and learning new skills. Goals were not consistently implemented, and
IDTs did not address barriers to implementation. A review of ISP preparation documents indicated that some goals that either had not
been implemented or the individual failed to make progress were continued from the previous ISP without addressing barriers.

18. Action plans did not describe detail about data collection and review, in almost all cases. Overall, ISPs did not usually include
collection of enough or the right types of data to make decisions regarding the efficacy of supports. Action plans were broadly stated,
not individualized, and, in most cases, skill acquisition plans were not developed when needed to ensure consistent training strategies
were implemented.

Outcome 4: The individual’s ISP identified the most integrated setting consistent with the individual’s preferences and support needs.

Summary: Performance remained about the same as at the last review. The
Monitoring Team recommends that Lubbock SSLC develop a plan to address the
quality components that are monitored in this outcome and outcome 3 above (i.e.,
overall, indicators 8 through 29). The indicators in outcome 4 will remain in active

monitoring. Individuals:
# | Indicator Overall
Score 276 319 26 237 12 23

19 | The ISP included a description of the individual’s preference for 33% 0/1 1/1 o/1 | 1/1 | 0/1 | 0/1
where to live and how that preference was determined by the IDT 2/6
(e.g., communication style, responsiveness to educational activities).

20 | If the ISP meeting was observed, the individual’s preference for N/A N/A | NJ/A | N/JA | NJA | N/A | N/A
where to live was described and this preference appeared to have
been determined in an adequate manner.

21 | The ISP included the opinions and recommendation of the IDT’s staff | 83% 1/1 1/1 /1 | 0/1 | 1/1 | 1/1
members. 5/6

22 | The ISP included a statement regarding the overall decision of the 100% 1/1 1/1 /1 | 1/1 | 1/1 | 1/1
entire IDT, inclusive of the individual and LAR. 6/6

23 | The determination was based on a thorough examination of living 33% 0/1 1/1 0/1 | 1/1 | 0/1 | 0/1
options. 2/6

24 | The ISP defined a list of obstacles to referral for community 83% 1/1 1/1 1/1 | 0/1 1/1 1/1
placement (or the individual was referred for transition to the 5/6
community).

25 | For annual ISP meetings observed, a list of obstacles to referral was N/A N/A | N/JA | N/JA | NJA | N/A | N/A
identified, or if the individual was already referred, to transition.

26 | IDTs created individualized, measurable action plans to address any | 33% 0/1 1/1 1/1 | 0/1 | 0/1 | 0/1
identified obstacles to referral or, if the individual was currently 2/6
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referred, to transition.

27 | For annual ISP meetings observed, the IDT developed plans to N/A N/A | NJ/A | N/JA | NJA | N/A | N/A
address/overcome the identified obstacles to referral, or if the
individual was currently referred, to transition.
28 | ISP action plans included individualized-measurable plans to educate | 0% 0/t | NJ/A | 0/1 | N/A| 0/1 | 0/1
the individual/LAR about community living options. 0/4
29 | The IDT developed action plans to facilitate the referral if no N/A N/A | N/JA | N/JA | NJA | N/A | N/A
significant obstacles were identified.
Comments:
19. Two ISPs included a description of the individual’s preference for where to live and how that preference was determined by the
IDT.
o Individual #26’s ISP indicated that he has not expressed any likes or dislikes. His only preference was noted to be a smaller
home.

e Individual #276’s ISP noted that he liked his current home. There was no discussion documented of preferences in his living
environment. His ISP did note that he had limited exposure to other living options.

e Individual #23’s ISP noted that he seems happy in his current home. His exposure to other living options was limited.

e Individual #12’s ISP indicated that she did not have a preference of where she lives.

21. Five ISPs included the opinions and recommendation of the IDT’s staff members. Individual #237’s psychiatrist and PCP were not
present at his meeting to provide input on supports that he would need. Without their input, it was unlikely that the IDT had
information that they would need to make an informed decision.

22. Six ISPs documented the overall decision of the IDT as a whole, inclusive of the individual and LAR.

23. Two of the individuals had a thorough examination of living options based upon their preferences, needs, and strengths. For the
most part, ISPs did not document discussion regarding placement options that might support current support needs, preferences, and
strengths

24. Five ISPs identified a thorough and comprehensive list of obstacles to referral in a manner that should allow relevant and
measurable goals to address the obstacle to be developed. Individual #237’s ISP noted that his medical and behavioral needs were
barriers to community living options, however, as noted above, his psychiatrist and PCP were not available for input and the IDT did not
specify supports needed that could not be provided in the community.

26. Two of the individuals had individualized, measurable action plans to address obstacles to referral, or were referred if obstacles
were not identified. Barriers to referral were addressed in Individual #319’s and Individual #26’s positive behavior support plans.

28. Four individuals did not have individualized and measurable action plans to educate the individual and/or LAR on living options

Monitoring Report for Lubbock State Supported Living Center

39



that might be available to support their needs. Individual #319 and Individual #237’s ISPs indicated that they had recently lived in the
community and were aware of living options.

29. None of the individuals had been referred to the community.

Outcome 5: Individuals’ ISPs are current and are developed by an appropriately constituted IDT.

Summary: ISPs were developed within 30 days for new admissions. This was the
case for all individuals over the past few reviews. Therefore, indicator 31 will be
moved to the category of requiring less oversight. ISP action plans, however, were
then not implemented in a timely manner, or at all (indicator 32). Most individuals
and their LARs attended ISP meetings, but some important IDT members were
absent from the annual meeting of two-thirds of the individuals. These three

indicators will remain in active monitoring. Individuals:
# | Indicator Overall
Score 276 319 26 237 12 23
30 | The ISP was revised at least annually. Due to the Center’s sustained performance, this indicator was moved to the
category of requiring less oversight.
31 | An ISP was developed within 30 days of admission if the individual 100% N/A | 1/1 | N/A | NJA | N/A | N/A
was admitted in the past year. 1/1
32 | The ISP was implemented within 30 days of the meeting or soonerif | 0% 0/1 0/1 o/1 | o/1 | 0/1 | 0/1
indicated. 0/6
33 | The individual participated in the planning process and was 67% 1/1 1/1 N/A | 1/1 | N/A | 1/1
knowledgeable of the personal goals, preferences, strengths, and 4/6
needs articulated in the individualized ISP (as able).
34 | The individual had an appropriately constituted IDT, based on the 33% 0/1 1/1 0o/t | 0/1 | 0/1 | 1/1
individual’s strengths, needs, and preferences, who participated in 2/6
the planning process.
Comments:

31. Individual #319 was admitted within the past year. She had an ISP that was developed within 30 days of admission.

32. Documentation was not submitted that showed that action plans were implemented within a timely basis for any of the individuals.
33. Four individuals attended their ISP meetings. Individual #26 and Individual #12 did not attend their ISP meeting.

34. Two of the individuals had an appropriately constituted IDT (Individual #319, Individual #23), based on the individual’s strengths,

needs, and preferences, who participated in the planning process.
e Individual #237’s psychiatrist and PCP did not attend his ISP meeting. He had complex medical and psychiatric needs. The IDT
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had little information regarding his medical diagnosis and his prognosis.

Individual #26’s psychiatrist and PCP did not attend his ISP meeting.

Individual #276’s PCP did not attend his IDT meeting.

It was not evident that Individual #12’s team was addressing the fact that she was sleeping through most of her day. The team
needs to have an interdisciplinary discussion to determine what supports might be needed to make her day more meaningful.

Overall, QIDPs and other team members had little expectation for growth or greater independence. The IDT members were not
tracking progress towards goals or addressing barriers when individuals were not making progress.

IDTs need a better understanding of the ISP process and how to develop a good vision statement, then how to support individuals to
achieve that vision.

Outcome 6: ISP assessments are completed as per the individuals’ needs.

Summary: Various assessments were not obtained or were submitted late. Both
indicators decreased in performance from the last review. Both indicators will

remain in active monitoring. Individuals:
# | Indicator Overall
Score 276 319 26 237 12 23
35 | The IDT considered what assessments the individual needed and 17% 0/1 1/1 o/1 | o/1 | 0/1 | 0/1
would be relevant to the development of an individualized ISP prior 1/6
to the annual meeting.
36 | The team arranged for and obtained the needed, relevant 50% 0/1 1/1 1/1 | 1/1 | 0/1 | 0/1
assessments prior to the IDT meeting. 3/6
Comments:

35. Five IDTs did not consider what the individual needed and would be relevant to the development of an individualized ISP prior to
the annual meeting, as documented in the ISP preparation meeting.

Individual #237’s IDT needed to consider a comprehensive health/neurological assessment that would determine a current
baseline for his progressive diagnosis and facilitate the IDT in developing supports based on his prognosis.

Individual #26’s IDT did not consider an explorational vocational or preference assessment that might guide the team in
developing vocational supports to lead towards more meaningful day opportunities.

Individual #276 had a communication screening without recommendations for expanding/improving his expressive and
receptive language. There was no consideration by the team for further assessment.

Per observations and interviews, Individual #23 spent a majority of his day in a transport wheelchair. The IDT needed to
consider a wheelchair assessment to determine if this was appropriate for his mobility needs. He also needed a more
comprehensive communication assessment to determine if signs he routinely used were functional for his needs.

Individual #12 needed a more comprehensive preference and functional assessment to guide the team in providing supports
that might increase her independence and provide more meaningful activities.
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36. IDTs did not arrange for and obtain all needed, relevant assessments prior to the IDT meeting for three of the individuals.
e Individual #276’s dental and FSA assessments were not submitted timely prior to his ISP meeting.
e Individual #23’s communication assessment was not adequate for planning.

e Individual #12’s nursing assessment was not submitted 10 days prior to his annual meeting and was not adequate for planning.

Without relevant assessments for the IDT to review, it is unlikely that comprehensive supports and services were developed, and all
risks were addressed.

Outcome 7: Individuals’ progress is reviewed and supports and services are revised as needed.

Summary: IDTs met often and often they made recommendations. There was,
however, little follow-up to ensure implementation and effectiveness. QIDP
monthly reviews were occurring, but were not generating any meaningful analyses
or resultant actions. These indicators will remain in active monitoring. Individuals:
# | Indicator Overall
Score 276 319 26 237 12 23
37 | The IDT reviewed and revised the ISP as needed. 0% 0/1 0/1 0/1 | 0/1 | 0/1 | 0/1
0/6
38 | The QIDP ensured the individual received required 0% o/1r | o0/1 | 0/1 | 0/1 | 0/1 | 0/1
monitoring/review and revision of treatments, services, and 0/6
supports.
Comments:

37. IDTs met routinely to review supports, services, and serious incidents. This was good to see, however, when recommendations
were made or supports were revised, IDTs rarely met again to ensure that recommendations were implemented. Furthermore, reliable
and valid data were rarely available to guide decision-making.

IDTs rarely revised goals when progress was not evident. ISPs were not fully implemented for any individual.

Examples where IDT members did not provide adequate follow-up and revision of supports when needed included:

e Individual #237’s IDT had placed a hold on implementation of his goals following a significant change in health status. The IDT
had met several times to revise some supports, however, he did not have a comprehensive ISP in place to address all of his
current support needs or review the efficacy of revised supports.

e Facility data indicated that from 5/1/18 through 7/31/18, Individual #276 was involved in 22 incidents of peer to peer
aggression. He was the aggressor in 20 of those incidents. His IDT met twice during that time period (5/3/18 and 6/21/18).
At both meetings, the recommendation was to continue his PBSP and remind staff to redirect him without consideration
regarding the effectiveness of current supports.

38. Consistent implementation and monitoring of ISP action steps remained areas of concern. ISP action plans were not regularly
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implemented for any of the individuals.

QIDP monthly reviews included little meaningful information regarding progress towards goals and efficacy of supports. When
additional assessments were recommended throughout the ISP year, it was often not apparent that the IDT obtained those assessments,
reviewed any resulting recommendations, and/or implemented changes to supports when recommended.

Some QIDP monthly reviews included data for some action plans, but did not include an analysis of those data to determine what
specific progress had been made towards achievement of goals. Information regarding behavioral supports, habilitation therapy, and
medical supports was inserted in the monthly reviews without a summary of status, statement on the efficacy of supports, or efforts
made to follow-up on outstanding issues. There was little documentation of follow-up when plans were not implemented or not
effective. This practice places individuals at significant risk for harm when the IDT cannot determine if supports to address risks are
consistently implemented or effective.

The Monitoring Team attended a number of meetings while onsite to review the IDT process and the facility’s response to incidents. In
most cases, the facility reviewed incidents and assigned follow-up action for staff to complete to ensure any contributing factors
identified were addressed. The Monitoring Team, however, could not determine whether actions for staff to complete were ever
implemented and reviewed.

Going forward, the QIDPs will need to be sure that they are gathering data for the month, summarizing progress, and revising the ISP, as
needed, particularly when goals are not consistently implemented.

Outcome 1 - Individuals at-risk conditions are properly identified.

Summary: In order to assign accurate risk ratings, IDTs need to improve the quality
and breadth of clinical information they gather as well as improve their analysis of
this information. Teams also need to ensure that when individuals experience
changes of status, they review the relevant risk ratings within no more than five

days. These indicators will remain in active oversight. Individuals:
# | Indicator Overall | 237 | 319 | 227 | 321 |12 197 | 269 | 176 |23
Score
a. | The individual’s risk rating is accurate. 6% 0/2 (0/2 |0/2 |1/2 |0/2 |0/2 |0/2 |0/2 |0/2
1/18
b. | The IRRF is completed within 30 days for newly-admitted individuals, | 50% 0/2 (0/2 |1/2 |2/2 1/2 1/2 | 1/2 | 2/2 1/2
updated at least annually, and within no more than five days when a 9/18
change of status occurs.

Comments: For nine individuals, the Monitoring Team reviewed a total of 18 IRRFs addressing specific risk areas [i.e., Individual #237 -
skin integrity, and other: Pompe disease; Individual #319 - constipation/bowel obstruction, and weight; Individual #227 - falls, and
choking; Individual #321 - fractures, and cardiac disease; Individual #12 - urinary tract infections (UTIs), and constipation/bowel
obstruction; Individual #197 - falls, and cardiac disease; Individual #269 - constipation/bowel obstruction, and other: Alzheimer’s
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dementia; Individual #176 - fractures, and constipation/bowel obstruction; and Individual #23 - choking, and fractures].

a. The IDT that effectively used supporting clinical data, and used the risk guidelines when determining a risk level was for Individual
#321 - fractures.

b. Individual #319’s IDT did not complete a timely IRRF within 30 days of her admission (i.e., the IRRF form was incomplete, and
appeared not to have been finalized). However, for the individuals the Monitoring Team reviewed, it was positive that the IDTs updated
the IRRFs at least annually. It was concerning, though, that when changes of status occurred that necessitated at least review of the risk
ratings, IDTs often did not review the IRRFs, and make changes, as appropriate. The following individuals did not have changes of
status in the specified risk areas: Individual #227 - choking; Individual #321 - fractures, and cardiac disease; Individual #12 -
constipation/bowel obstruc