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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 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 12 State Supported Living Centers (SSLCs), including
Abilene, Austin, Brenham, Corpus Christi, Denton, El Paso, Lubbock, Lufkin, Mexia, Richmond, San Angelo and San
Antonio, as well as the Intermediate Care Facility for Persons with Mental Retardation (ICFMR) component of Rio
Grande State Center.

Pursuant to the Settlement Agreement, the parties submitted to the Court their selection of three Monitors responsible
for monitoring the facilities’ compliance with the Settlement. Each of the Monitors 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 are submitted to the parties.

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

Although team members are assigned primary responsibility for specific areas of the Settlement Agreement, the
Monitoring Team functions much like an individual interdisciplinary team to provide a coordinated and integrated
report. Team members share information routinely and contribute to multiple sections of the report.

The Monitor’s role is to assess and report on the State and the facilities’ progress regarding compliance with provisions
of the Settlement Agreement. Part of the Monitor’s role is to make recommendations that the Monitoring Team
believes can help the facilities achieve compliance. It is important to understand that the Monitor’s recommendations
are suggestions, not requirements. The State and facilities are free to respond in any way they choose to the
recommendations, and to use other methods to achieve compliance with the Settlement Agreement.
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Methodology

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

(a) Onsite review - During the week of the review, the Monitoring Team visited the State Supported Living
Center. As described in further detail below, this allowed the team to meet with individuals and staff, conduct
observations, review documents as well as request additional documents for offsite review.

(b) Review of documents - Prior to its onsite review, the Monitoring Team requested a number of documents.
Many of these requests were for documents to be sent to the Monitoring Team prior to the review while other
requests were for documents to be available when the Monitors arrived. The Monitoring Team made
additional requests for documents while onsite. In selecting samples, a random sampling methodology was
used at times, while in other instances a targeted sample was selected based on certain risk factors of
individuals served by the facility. In other instances, particularly when the facility recently had implemented a
new policy, the sampling was weighted toward reviewing the newer documents to allow the Monitoring Team
the ability to better comment on the new procedures.

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

(d) Interviews - The Monitoring Team also interviewed a number of people. Throughout this report, the names
and/or titles of staff interviewed are identified. In addition, the Monitoring Team interviewed a number of
individuals served by the facility.
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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, as well as specific information on each of the paragraphs in Sections I1.C
through V of the Settlement Agreement. The report addresses each of the requirements regarding the Monitors’
reports that the Settlement Agreement sets forth in Section IIL], and includes some additional components that the
Monitoring Panel believes will facilitate understanding and assist the facilities to achieve compliance as quickly as
possible. Specifically, for each of the substantive sections of the Settlement Agreement, the report includes the
following sub-sections:

a)

b)

d)

g)
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Steps Taken to Assess Compliance: The steps (including documents reviewed, meetings attended, and
persons interviewed) the Monitor took to assess compliance are described. This section provides detail with
regard to the methodology used in conducting the reviews that is described above in general;

Facility Self-Assessment: No later than 14 calendar days prior to each visit, the Facility is to provide the
Monitor and DO]J with a Facility Report regarding the Facility’s compliance with the Settlement Agreement.
This section summarizes the self-assessment steps the Facility took to assess compliance and provides some
comments by the Monitoring Team regarding the Facility Report;

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

Assessment of Status: A determination is provided as to whether the relevant policies and procedures are
consistent with the requirements of the Agreement, and detailed descriptions of the Facility’s status with
regard to particular components of the Settlement Agreement, including, for example, evidence of compliance
or noncompliance, steps that have been taken by the facility to move toward compliance, obstacles that appear
to be impeding the facility from achieving compliance, and specific examples of both positive and negative
practices, as well as examples of positive and negative outcomes for individuals served;

Compliance: The level of compliance (i.e., “noncompliance” or “substantial compliance”) is stated; and
Recommendations: The Monitor’s recommendations, if any, to facilitate or sustain compliance are provided.
The Monitoring Team offers recommendations to the State for consideration as the State works to achieve
compliance with the Settlement Agreement. It is in the State’s discretion to adopt a recommendation or utilize
other mechanisms to implement and achieve compliance with the terms of the Settlement Agreement.
Individual Numbering: Throughout this report, reference is made to specific individuals by using a
numbering methodology that identifies each individual according to randomly assigned numbers (for example,
as Individual #45, Individual #101, and so on.) The Monitors are using this methodology in response to a
request from the parties to protect the confidentiality of each individual.



Substantial Compliance Ratings and Progress

Across the state’s 13 facilities, there was variability in the progress being made by each facility towards substantial
compliance in the 20 sections of the Settlement Agreement. The reader should understand that the intent, and
expectation, of the parties who crafted the Settlement Agreement was for there to be systemic changes and
improvements at the SSLCs that would result in long-term, lasting change.

The parties foresaw that this would take a number of years to complete. For example, in the Settlement Agreement the
parties set forth a goal for compliance, when they stated: “The Parties anticipate that the State will have implemented
all provisions of the Agreement at each Facility within four years of the Agreement’s Effective Date and sustained
compliance with each such provision for at least one year.” Even then, the parties recognized that in some areas,
compliance might take longer than four years, and provided for this possibility in the Settlement Agreement.

To this end, large-scale change processes are required. These take time to develop, implement, and modify. The goal is
for these processes to be sustainable in providing long-term improvements at the facility that will last when
independent monitoring is no longer required. This requires a response that is much different than when addressing
ICF/DD regulatory deficiencies. For these deficiencies, facilities typically develop a short-term plan of correction to
immediately solve the identified problem.

It is important to note that the Settlement Agreement requires that the Monitor rate each provision item as being in
substantial compliance or in noncompliance. It does not allow for intermediate ratings, such as partial compliance,
progressing, or improving. Thus, a facility will receive a rating of noncompliance even though progress and
improvements might have occurred. Therefore, it is important to read the Monitor’s entire report for detail regarding
the facility’s progress or lack of progress.

Furthermore, merely counting the number of substantial compliance ratings to determine if the facility is making
progress is problematic for a number of reasons. First, the number of substantial compliance ratings generally is not a
good indicator of progress. Second, not all provision items are equal in weight or complexity; some require significant
systemic change to a number of processes, whereas others require only implementation of a single action. For example,
provision item L.1 addresses the total system of the provision of medical care at the facility. Contrast this with
provision item T.1c.3., which requires that a document, the Community Living Discharge Plan, be reviewed with the
individual and Legally Authorized Representative (LAR).

Third, it is incorrect to assume that each facility will obtain substantial compliance ratings in a mathematically straight-
line manner. For example, it is incorrect to assume that the facility will obtain substantial compliance with 25% of the
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provision items in each of the four years. More likely, most substantial compliance ratings will be obtained in the
fourth year of the Settlement Agreement because of the amount of change required, the need for systemic processes to
be implemented and modified, and because so many of the provision items require a great deal of collaboration and
integration of clinical and operational services at the facility (as was the intent of the parties).

Executive Summary

In June 2013, the parties agreed that some modifications to monitoring could be made under specific circumstances.
These include the following: 1) sections or subsections for which smaller samples are drawn, or for which only status
updates are obtained due to limited or no progress; 2) no monitoring of certain subsections due to little to no progress
for provisions that do not directly impact the health and safety of individuals; and 3) no monitoring of certain
subsections due to substantial compliance findings for more than three reviews. For each review for which modified
monitoring is requested, the State submits a proposal to the Monitor and DO]J for review, comment, and approval. This
report reflects the results of a modified review. Where appropriate, this is indicated in the text for the specific
subsections for which modified monitoring was conducted.

The monitoring team wishes to again acknowledge and thank the individuals, staff, clinicians, managers, and
administrators at SASSLC for their openness and responsiveness to the many activities, requests, and schedule
disruptions caused by the onsite monitoring review. The facility director, Ralph Henry, supported the work of the
monitoring team, was available and responsive to all questions and concerns, and set the overall tone for the week,
which was to learn as much as possible about what was required by the Settlement Agreement.

The Settlement Agreement Coordinator, Andy Rodriguez, did a great job, before, during, and after the onsite review. He
ensured that the monitoring team received documents, he assisted with scheduling, and played an important role in the
QA program at SASSLC. The work of his assistant, Nercy Navarro, was also appreciated by the monitoring team.

A brief summary regarding each of the Settlement Agreement provisions is provided below. Details, examples, and a

full understanding of the context of the monitoring of each of these provisions can only be more fully understood with a
reading of the corresponding report section in its entirety.
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Restraint

Abuse,

There were 43 restraints used for crisis intervention involving 10 individuals between 10/1/13 and 3/1/14. The
number of restraint incidents had increased since the last onsite review when there had been 25 restraints. Individual
#304 accounted for 14 of the 43 (33%) restraints used for crisis intervention. The three individuals with the greatest
number of restraints accounted for 56% of the total restraints. It was not evident that least restrictive interventions
were considered or attempted prior to the use of chemical restraint.
There were 93 instances of dental/medical restraint from 10/1/13 through 3/31/14. There was no evidence that IDTs
were adequately discussing risks associated with the use of pretreatment sedation or general anesthesia related to risk
factors identified for each individual (i.e., drug interactions, cardiac issues, osteoporosis, aspiration risk).
The facility reported that 10 individuals at the facility wore protective mechanical restraints (PMRs) for self-injurious
behaviors. The facility had developed protective mechanical restraint plans for those individuals.
To move forward, the facility should continue to focus on:
o Ensuring that restraint documentation clearly describes behavior that led to the restraint and documents all
interventions attempted prior to the use of restraint.
o Ensuring that nursing reviews for all restraint incidents are completed and appropriately documented following
state policy guidelines.
o Ensuring that restraints used to complete routine dental exams are the least restrictive intervention necessary
and that less restrictive interventions have been considered or attempted.
o Ensuring that IDTs engage in a thorough discussion regarding the risk associated with completing routine exams
using pretreatment sedation for each individual.
o Ensuring that all employees receive annual training within the required timelines.

Neglect, and Incident Management
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Of 119 allegations, there were six confirmed cases of abuse and 11 confirmed cases of neglect. The facility reported
that 38 other serious incidents were investigated by the facility during this period.

There were a total of 1390 injuries reported between 9/1/13 and 2/28/14. These 1390 injuries included 26 serious
injuries resulting in fractures or sutures.

The incident management department was preparing data reports for the monthly QA/QI unit meetings regarding
injuries and injury trends. It was still not evident that IDTs were proactive in revising supports and monitoring
implementation following incidents.

50% of the DFPS investigations were not completed within 10 calendar days of the incident being reported. There was
not sufficient evidence that the delay was because of extraordinary circumstances in the investigations not completed
in a timely manner.



e The facility was not tracking outcomes to ensure that protections implemented following investigations were sufficient
to reduce the likelihood of similar incidents from occurring.
e The facility was still not adequately developing action plans to address trends of injuries and incidents.

Quality Assurance

e There were eight deaths in the past six months. This serious outcome was not picked up by any of the items in the
inventory, QA matrix, or QA reports indicating problems in the collection and monitoring of data at the facility.

e Ofthe 16 data list inventories, 16 (100%) included data that could be used to identify trends as required in the wording
of section E1; 2 (13%) included a wide range of data that appeared to cover all aspects of the discipline and Settlement
Agreement; 14 (88%) included what appeared to be key indicators; 16 (100%) described the data being collected; and
7 (44%) included a self-monitoring tool.

e The items in the QA matrix should line up with the data list inventory, content of the QAD-SAC 1:1 meetings, content of
the QA reports, and presentation at QAQI Council.

¢ In the last six months, a facility QA report was created for six of the last six months (100%). There should be an
analysis of the causes of the problem, not just a description of their occurrence.

e Continued work was done to improve the CAPs system. One of the program auditors spoke with each person
responsible for an open CAP every week. There was, however, no criterion to judge when/if the overall CAP was being
met.

e The QAD director was just initiating a very creative and important activity to reviewing 40% of all closed CAPs to see if
the corrections were maintained and the issues for which the CAP was created remained at a satisfactory level.

Integrated Protections, Services, Treatment, and Support

e The facility had made little progress in developing an adequate IDT process for developing, monitoring, and revising
treatments, services, and supports for each individual. Recent turnover in the QIDP department had impacted progress
made during previous visits.

e Two annual ISP meetings and two pre-ISP meetings were observed during the monitoring visit. Many improvements
were noted in regards to facilitation skills and interdisciplinary discussion.

e There was little discussion at either meeting, however, regarding how the individual spent a majority of his or her day
or how the team would ensure that they were involved in meaningful activities.

e The IDTs did not develop outcomes that would build on what the individuals were currently doing to offer new
experiences or opportunities to learn new skills based on identified preferences. Very few revisions were made to
current supports with little consideration of whether or not the support had been effective. IDTs were unable to
determine the status of current supports due to a lack of documentation and consistent monitoring of services.
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e All team members need to ensure that supports are monitored for consistent implementation and adequacy. Data
collected during monitoring should be used to revise supports when there is regression or lack of progress. Likewise,
data collected regarding incidents, injuries, and illnesses should be used to alert the IDT that supports are either not
being implemented or are not effective and should be revised.

Integrated Clinical Services
e No true progress was appreciated. There were no new major initiatives specifically related to the integration of clinical
services. However, some meetings were expanded or included more discussions that had the potential to improve
integration of clinical services.
e The monitoring team had the opportunity to meet with the medical director to discuss integration activities at the
facility. He reported on integration activities, but the discussion was limited to the meetings of the disciplines.

Minimum Common Elements of Clinical Care

e There was minimal progress observed in this provision.

e The facility continued to track assessments centrally. Each department also tracked assessments. There was no
information available on the quality of assessments and tools had not been developed. Interval assessments were not
addressed.

e The facility continued its Medical Quality Improvement Committee and much of section H was linked to data derived
from that committee. Progress in the medical quality program will likely translate into progress in section H because
much of section H is about quality.

At-Risk Individuals

e The parties agreed that the monitoring team would conduct reduced monitoring for 11, 12, and I3 because the facility
had made little progress.

¢ The monitoring team observed the risk identification process at two ISP meetings and noted progress. Notably, each
discipline presented relevant information during the risk determination process that was essential for determining risk
in each area identified by the IRRF.

e The facility continued to struggle, however, with ensuring that all assessments were completed and available for review
prior to annual ISP meetings. Without up-to-date assessment information, it was unlikely that accurate risk ratings
could be assigned during annual IDT meetings.

e Teams should be carefully identifying and monitoring indicators that would trigger a new assessment or revision in
supports and services with enough frequency that risk areas are identified before a critical incident occurs.
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Plans should be implemented immediately when individuals are at risk for harm, and then monitored and tracked for
efficacy. When plans are not effective for mitigating risk, IDTs should meet immediately and action plans should be
revised.

Psychiatric Care and Services

SASSLC was in substantial compliance with two provisions in this section. Since the last monitoring visit, there had
been challenges due to a turnover in psychiatric clinic staff. Currently, 65% of the facility population (154 individuals)
was receiving services via psychiatry clinic. There was a paucity of combined assessment and case formulation as only
46% of comprehensive psychiatric evaluations per Appendix B had been completed. The evaluations completed,
however, were of general good quality.

The monitoring team observed two psychiatric clinics. There was participation in the discussion and collaboration
between the disciplines (psychiatry, behavioral health, nursing, QIDP, direct care staff, and the individual).

During this monitoring period, the facility had made changes to the manner in which additional medications (i.e.,
chemical restraints) were categorized. The facility reported a total of three chemical restraints during this monitoring
period. There were an additional 16 medication administrations that were categorized as PEMA (psychiatric
emergency medication administration). Given this change in category, these administrations were not subjected to
post emergency restraint review processes. There was currently no policy and procedure in effect to define this
practice or to outline the procedures that must be followed.

Psychological Care and Services

SASSLC maintained substantial compliance on the four items (K2, K3, K7, and K11) that were in substantial compliance
prior to this review, and demonstrated improvements in several additional items. These improvements included
implementation of a new more flexible, individualized data collection system; improvement in data collection
timeliness; and improved accessibility of data sheets to the DSPs. There was evidence of consistent data-based
treatment decisions, increased number of replacement behavior graphs, and evidence of consistent action
recommended in the progress notes when individuals were not making expected progress. There were also
improvements in the assessment of treatment integrity of PBSP implementation.

The areas that the monitoring team suggests that SASSLC work on for the next onsite review are to ensure that
replacement behaviors are consistently included in the new data collection system and are consistently graphed. The
facility should reinitiate the collection of data timeliness and I0A data, ensure that all functional assessments have the
correct use of terminology, ensure that counseling services treatment plans/progress notes are consistently complete,
and ensure that each PBSP contains a functional replacement behavior, or an explanation why a functional replacement
behavior is impossible or impractical. Also, levels and frequencies of treatment integrity should be established and
then achieved.
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Medical Care

Some services, such as immunizations, were provided with high rates of compliance and improvement was seen in the
compliance with vision screenings. However, compliance with many cancer screenings was poor based on record
reviews. Individuals were identified through record reviews who were never assessed by a physician for acute medical
problems, but should have been.

Record and document reviews indicated that access to some specialty care was either not adequate or was not being
appropriately utilized. The facility did not maintain any data to demonstrate timeliness of appointments.

The facility had a relatively high incidence of pneumonia. It was concerning that there had been no additional review of
this trend. Similarly, there were numerous individuals hospitalized with bowel associated issues, such as bowel
obstruction, ileus, and constipation.

As noted in previous reviews, the facility submitted no justification for the DNRs. In fact, the table submitted appeared
to include the same outdated data submitted for the October 2013 review.

There were eight deaths since the last compliance review and 75 percent of the deaths involved the diagnosis of
pneumonia. During the customary mortality management discussion, it was reported that the facility had taken a
critical look at all deaths and there were no unusual findings. It was also reported that state office was reviewing
deaths and providing recommendations, but had none for SASSLC.

Some components of this review were hampered by the lack of accurate data. The medical department cannot measure
its own progress if it cannot collect and report data accurately. Establishing a standardized set of quality measures,
collecting and reporting data, is a required component for any health care delivery system.

In addition to problems with data accuracy, the facility also appears to have problems maintaining documents and
records. An individual experienced an adverse outcome associated with anesthesia. The documents containing the
information central to this case were reported as “nowhere to be found.”

Nursing Care

Progress was made in most areas. Substantial compliance was achieved for provision M6. The CNE established and
strengthened standing operational guidelines and expectations for accountability and performance of nursing staff.
Nursing Audits were improving, but were not consistently trending upward.

There was improvement in timely assessments and timely notification to physicians for individual’s health care
problems, including following their own emergency procedures for emergency health issues. The Nursing Department
had been proactive in addressing skin integrity issues through a partnership with external hospital nursing staff that
included an exchange of each other’s expertise with pressure ulcers.

The facility’s Infection Control Preventionist was more visible on the homes and had taken lead role in trying to
minimize the spread of infections through daily surveillance rounds and attending the morning meetings. However,
given the number of infections and cases of pneumonia, the facility should intensify its infection control efforts.
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The collection and validation of immunization data needed revamping in order to consistently have on day to day basis
availability, the immunization/immunity status of individual who reside at SASSLC.

Most progress had been made in all aspects of medication administration practice in accordance with generally
accepted standards of practice. The facility had improved on tracking and analyzing medication variances, including
taking actions that resulted in system changes.

Pharmacy Services and Safe Medication Practices

Medications for SASSLC continued to be dispensed at the San Antonio State Hospital (SASH). This presented a unique
set of challenges for the facility. The SASSLC long-term clinical pharmacist remained in the role as pharmacy lead.
While SASH had implemented the Intelligent Alerts, the system of documentation did not clearly identify them in the
notes extracts. This was very different from the findings of the October 2013 compliance review when numerous
Intelligent Alerts were documented, but rejected by the medical staff.

The QDRRs were done within the required timeframes and for the most part were adequately completed.

The facility developed a Performance Improvement Team to address the barriers related to completion of the MOSES
and DISCUS evaluations. This appeared to have a favorable impact on completion of the evaluations.

A modified Hartwig severity scale was implemented and a threshold was set to determine when additional reviews of
ADRs were required. The threshold was met twice, but the facility had not established a format for completing the
reviews.

DUEs were completed as required and the evaluations included the necessary components. The clinical staff must
exercise caution in how they use the results of the DUEs. The findings of both DUEs were used to make generalized
statements, but these were inconsistent with the medical literature.

During the October 2013 review, the medication variance program was described as being in a state of disarray.
Overall, there was improvement, but it was somewhat limited. While it appeared that medication variances decreased,
the significance of the decrease was not clear because the facility lost the ability to reconcile medications upon return
to the SASH pharmacy.

Documentation for the Pharmacy and Therapeutics Committee must be addressed.

Physical and Nutritional Management

Gains were made across all sections. There was a fully dedicated PNMT with the dietitian as the one new member.
They continued to refine their processes and documentation. The evaluation was much improved over previous visits,
though work was still needed with regard to the analysis.

Positioning looked much improved, though this was an area that requires ongoing diligence to maintain staff
competence and compliance. Mealtimes on three homes that had issues in previous visits were again observed. Homes
673 and 674 were excellent. Staff were efficient in the delivery of the meals, accurate in implementation of the Dining
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Plans, and interactive with individuals. No errors were observed. There continued to significant concerns in home 670.
There was a clear lack of leadership and oversight.
e Some areas of continued need for improvement are:
o Recommendations and actions identified in the PNMT assessments are adequately documented in the ISPs,
ISPAs, IRRFs, and IHCPs.
o More consistent use of the ISPA process with clear documentation is encouraged.
Clarification of the staff who had successfully completed all competency-based training was needed.
o Ensure that compliance monitoring was consistently conducted related to all aspects of the PNMP at the
recommended frequency.
o Ensure that ISPAs are held to address changes in status and changes in supports and services.
o Establish protocol related to the completion of assessments, especially related to nutrition evaluation, on an
annual basis to determine the medical necessity of all individuals with enteral nutrition.

(@]

Physical and Occupational Therapy

e OT/PT assessments continued to improve. Substantial compliance with P.1 was maintained and achieved for P.3. The
assessment essential element section should be carefully reviewed so that content of some elements can be further
refined. Further integration of OT/PT-related supports and services must be better integrated into the ISP. Supports
introduced in the interim must be reflected via assessment and also be reflected in an ISPA.

e The therapists spent a considerable amount of time looking at individuals in a creative manner and were proud to show
off what they had accomplished over the last six months. They were clearly working collaboratively with other team
members to arrive at effective solutions.

Dental Services

e There were a number of positive findings during this review. Individuals received timely annual assessments and were
scheduled for necessary treatments. Treatment required consent and the extended delays related to the consent
process and HRC approval continued to decrease. A policy detailing the facility’s guidelines for obtaining radiographs
was developed and approved.

e Oral hygiene continued to be a significant problem for the facility. More than 30 percent of individuals maintained poor
hygiene status.

e TIVA was another major concern. The use of intravenous anesthesia requires careful selection and monitoring of
individuals. Procedures did not adequately address perioperative evaluation. Moreover, the documents reviewed by
the monitoring team provided no evidence of the appropriate post-anesthesia monitoring.

e Refusals were incorrectly recorded. Only those individuals who refused to go to clinic were documented as refusals.
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Communication

There was continued, steady progress in all aspects of provision R and substantial compliance was achieved in R.2.
Assessment quality and timeliness had improved and efforts to improve the content of communication assessments
were evident. Additionally, there had been a clear effort to work collaboratively with behavioral health to develop
communication strategies that were well-integrated into the PBSP and throughout the daily routine.

There were a tremendous number of communication systems in place, including many communication SAPs, though
integration of communication supports was not consistently integrated into the ISPs.

Sections from the communication assessment were inserted into the ISP. This must include actual documentation that
the IDT reviewed the communication dictionary, communication plans, and supports, and that the IDT specifically
identified the effectiveness and any need for changes.

The facility continued to struggle with focusing on what was most meaningful and what were the most fundamental
needs of the individual with consistent implementation of SAPs and group activities based on these. Success with this
will, in part, require that the speech clinicians lend their creativity by participating on a routine basis to model and
infuse communication behavior and interactions in a meaningful way.

Habilitation, Training, Education, and Skill Acquisition Programs

There were several improvements since the last review. These included improvements in the quality of SAPs reviewed.
Individualized targeted engagement levels were achieved in 52% of treatment sites in March 2014. The facility
initiated dental desensitization plans, improved the engagement tool, increased percentage of graphed SAP data, and
developed program change forms to document data-based decisions to continue, discontinue, or modify SAPs. There
was an expansion of the collection of SAP treatment integrity data to the residences, development of a public
transportation assessment, and establishment of individualized recreational and community training goals for all
residences.

The monitoring team suggests that the facility focus on the ensuring that all SAPs contain clear examples of all the
components necessary for learning discussed in the report. The facility should develop a system (e.g., spreadsheet) to
ensure that appropriate action occurs for all individuals who are refusing routine dental exams. Further, the facility
should ensure that SAP treatment integrity includes a direct observation of DCPs implementing the plan, establish
acceptable treatment integrity levels, and demonstrate that established goal levels of individuals participating in
community activities and training are achieved.

Most Integrated Setting Practices

Progress continued. Given that the APC had completed her first six months in this position, the department was only
recently fully staffed, and many individuals were placed and referred, it was not surprising that only limited progress
was seen in the many procedural requirements of section T. Ten individuals were placed in the community since the
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last onsite review. 29 individuals were on the active referral list. Of the 23 individuals who moved in the past 12
months, 2 had one or more untoward events that occurred within the past six months (15%).

Systemic issues were identified that competed with referrals and transitions. These were noted to be lack of
community provider expertise in supporting individuals with complex behavioral and psychiatric needs, availability of
community psychiatrists, absence of adequate day and employment programs, and provider challenges in creating
accessible housing.

CLDPs were much improved compared with previous reviews. Lists of pre- and post-move supports contained a wider
range of supports than ever before. Discharge assessments, however, were not designed around the individual’s
upcoming move and new residential, day, and/or employment settings.

Post move monitoring continued to be implemented as required and maintained substantial compliance. 29 post move
monitorings for 13 individuals were completed since the last onsite review. They were done timely and thoroughly.
The post move monitor followed-up when action was needed.

Post move monitoring was observed by the monitoring team. The individual was reported to have exhibited problem
behaviors at the apartment complex and the provider was unable to successfully deal with these. State office was
notified following the post move monitoring visit.

Guardianship and Consent

This provision received no monitoring based upon the parties’ agreement due to limited or no progress.

Recordkeeping Practices

SASSLC made progress in some areas of section V and maintained status in other areas. Fourteen of 14 (100%)
individuals’ records reviewed included an active record, individual notebook, and master record. A unified record was
created for all new admissions.

The status of the active records maintained since the last review. There were about 10 errors/missing documents per
active record, plus there were errors in legibility, signatures, etc. The most frequently missing documents were
quarterly medical summaries, SAP progress notes and data sheets, and ISP monthly reviews.

A master record existed for every individual at SASSLC and all were in a format that was organized, manageable, and
described in previous reports. The CUR had not continued to implement the system of making entries onto the blue
page to indicate what efforts had been taken to obtain any missing documents.

Five quality assurance audits were done in five of the past six months. Beginning in February 2014, the URC began
using the new 16-page tool that she developed. It incorporated the previous table of contents tool and statewide tool.
The URC summarized her data in her monthly QA report. These data were inadequate in providing an understanding of
the status of the unified record and setting the occasion for analysis and actions. Further, there was no analysis of the
data that were being summarized.
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Status of Compliance with the Settlement Agreement

SECTION C: Protection from Harm-
Restraints

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

Steps Taken to Assess Compliance:

Documents Reviewed:

o DADS Policy: Use of Restraints #00.1

SASSLC Self-Assessment

SASSLC Provision Action Information Log

SASSLC Section C Presentation Book

Restraint Trend Analysis Reports for the past two quarters

Section C QA Reports for the past two quarters

Sample of IMRT Minutes from the past six months

Restraint Reduction Committee minutes for the past six months

List of all restraint monitors and date training was completed

List of all restraint by individual in the past six months

List of all chemical restraints used for the past six months

List of all medical restraints used for the past six months

List of all restraints used for crisis intervention for the past six months

List of all mechanical restraints for the past six months

List of all individual that were restrained off the grounds of the facility

List of all injuries that occurred during restraint

SASSLC “Do Not Restrain” justification

List of individuals with crisis intervention plans

List of individuals with desensitization plans

List of individuals for whom pretreatment sedation was used to complete routine medical and

dental exams.

o Sample #C.1: 10 records of physical restraints used in a crisis intervention for eight different
individuals, drawn from the list provided in response to 1.6 of the Document Request. Records
drawn for this sample included: restraint checklist form, face-to-face/debriefing form, the
individual’s Crisis Intervention Plan (CIP), if applicable, the documentation of any and all reviews
of this use of restraint, and any addenda or changes to the ISP or Crisis Intervention Plan that
resulted. The restraint incidents in the sample were:

O OO O O0OO0OO0OO0OO0OO0OO0OO0OOOoOOoOO0oOOoOOoOOo

Individual Type of Restraint Date

#304 Physical 12/23/13 @ 1:20 pm
#304 Physical 11/22/13 @ 7:25 am
#39 Physical 1/10/14 @ 8:33 am
#39 Physical 1/10/14 @ 7:10 am
#95 Mechanical 11/6/13 @ 4:15 pm
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#16 Physical 10/24/13 @ 3:43 pm
#285 Physical 12/28/13 @ 7:53 pm
#3 Physical 11/11/13 @ 11:45 am
#225 Chemical 9/6/13 @ 2:00 pm
#247 Chemical 1/23/14 @ 10:55 am

o Sample #C.2 was documentation for a selected sample of 24 staff:
e their start dates,
o the dates they were assigned to work with individuals,
e their training transcripts showing date of most recent:
= PMAB training and
* Training on the use of restraint.

o Sample #C.3 was a sample of documentation for pretreatment sedation chosen from the last ten
medical/dental restraints including the physicians’ orders for the restraint, including the
monitoring schedule, the medical restraint plan, the restraint checklist, the documentation of the
monitoring that occurred, any reviews of this use of restraint, and any desensitization plan.

Individual Restraint type
#204 2/19/13
#240 2/14/14
#88 2/25/14
#32 2/25/14
#188 2/13/14

o Sample #C.4 (a subsample of #C.1) chosen from II.5a in response to the document request. The
total number of chemical restraints for crisis intervention was three.

Individual Date
#225 9/6/13
#247 1/23/14

o Sample #C.5: Was selected from

a sample of restraints that occu

Individual

Date

o Sample #C.6: The following documentation for a selected sample of individuals who were
restrained more than three times in a rolling 30-day period:
e  PBSPs, crisis intervention plans, and individual support plan addendums (ISPAs) for
Individual #304 and Individual #39

rred off-campus. There were none.
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o Sample #C.7 was chosen from the list of 11 individuals subjected to mechanical restraints for self-
injurious behavior.

Individual

#127 PMRP dated 10/23/13
#342 PMRP dated 2/20/14
#199 PMRP dated 3/17/13
#277 PMRP dated 1/15/14

Interviews and Meetings Held:
o Informal interviews with various individuals, direct support professionals, program supervisors,

and QIDPs in homes and day programs;

Charlotte Fisher, Director of Behavioral Services
Adrianne Berry, Incident Management Coordinator
Rhonda Sloan, QIDP Coordinator

Joan O’Connor, Assistant Director of Programming

O O O O

Observations Conducted:

o Observations at residences and day programs
Incident Management Review Team Meeting 4/28/14 and 4/29/14
Morning Unit Meeting 5/1/14
Morning Clinical Meeting 4/28/14
ISP preparation meeting for Individual #255 and Individual #12
Annual IDT Meeting for Individual #337 and Individual #90

O O O O O

Facility Self-Assessment:

SASSLC submitted its self-assessment. For the self-assessment, the facility described, for each provision
item, the activities the facility engaged in to conduct the self-assessment of that provision item, the results
and findings from these self-assessment activities, and a self-rating of substantial compliance or
noncompliance along with a rationale.

The Director of Behavioral Services was responsible for the self-assessment process. She engaged in a self-
assessment process that included a review of a sample of restraints, training documentation, ISPs, and
other IDT documents regarding the use and review of restraints, and data collected by the facility regarding
restraints.

The facility assigned a self-rating of substantial compliance to C1, C2, C3, C5, C7, and C8. The monitoring
team agreed with the facility’s substantial compliance ratings for C2, C7, and C8. Many of the same
problems noted during the last review continue to contribute to the monitoring teams rating of
noncompliance including monitoring of restraints, post restraint assessment, and staff training.
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Summary of Monitor’s Assessment:

Based on a list of all restraint data provided by the facility, there were 43 restraints used for crisis
intervention involving 10 individuals between 10/1/13 and 3/1/14. The number of restraint incidents had
increased since the last onsite review when there had been 25 restraints during the review period.
Individual #304 accounted for 14 of the 43 (33%) restraints used for crisis intervention. The three
individuals with the greatest number of restraints accounted for 56% of the total restraints.

Restraint data provided by the facility included 93 instances of dental/medical restraint from 10/1/13
through 3/31/14. There was no evidence that IDTs were adequately discussing risks associated with the
use of pretreatment sedation or general anesthesia related to risk factors identified for each individual (i.e.,
drug interactions, cardiac issues, osteoporosis, aspiration risk). Furthermore, it was not evident that least
restrictive interventions were considered or attempted prior to the use of chemical restraint.

The facility reported that 10 individuals at the facility wore protective mechanical restraints (PMRs) for
self-injurious behaviors. The facility had developed protective mechanical restraint plans for those
individuals.

The monitoring team looked at a sample of the latest restraints to evaluate progress towards meeting
compliance with the requirements of section C. Observations in the homes and day programs and
interviews with staff were conducted the week of the monitoring visit to gain additional information.

Although the facility remained out of compliance with five of eight provision items in section C, some
progress towards compliance had been made in regards to documentation and review of crisis intervention
restraints.

To move forward, the facility should continue to focus on:

e Ensuring that restraint documentation clearly describes behavior that led to the restraint and
documents all interventions attempted prior to the use of restraint.

e Ensuring that nursing reviews for all restraint incidents are completed and appropriately
documented following state policy guidelines.

e Ensuring that restraints used to complete routine dental exams are the least restrictive
intervention necessary and that less restrictive interventions have been considered or attempted.

e Ensuring that IDTs engage in a thorough discussion regarding the risk associated with completing
routine exams using pretreatment sedation for each individual.

e Ensuring that all employees receive annual training within the required timelines.
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# | Provision Assessment of Status Compliance
C1 | Effective immediately, no Facility According to restraint trend reports provided by the facility, Noncompliance
shall place any individual in prone
restraint. Commencing immediately | | Type of Restraint April 2013- Oct 2013-
and with full implementation within Sept 2013 Mar 2014
one year, each Facility shall ensure Personal restraints (physical holds) during a 19 34
that restraints may only be used: if behavioral crisis
the individual poses an immediate Chemical restraints during a behavioral crisis | 6 3
and serious risk of harm to Mechanical restraints during a behavioral 0 6
him/herself or others; after a crisis
graduated range of less restrictive TOTAL restraints used in behavioral crisis | 25 43
measures has been exhausted or TOTAL individuals restrained in behavioral 8 10
considered in a clinically justifiable crisis
manner; for reasons other than as Of the above individuals, those restrained 6 3
punishment, for convenience of pursuant to a Crisis Intervention Plan
staff, or m the absence of or asan Medical/dental restraints 50 93
alternative to treatment; and in
acc.or.dance with applicable, written TOTAL individuals restrained for 43 Not provided
policies, procedures, and plans medical /dental reasons
governing restr.alnt use. Only : Protective mechanical restraints 8 11
restraint techniques approved in
the Facilities’ policies shall be used.
The monitoring team identified 16 additional instances where chemical restraint was
administered for behavioral crisis intervention. The facility and state categorized these
as psychiatric emergency medication administrations, however, the monitoring team
considered these to fall under the category of chemical restraint. Moreover, a recent
change to the state’s policy definition of chemical restraint took that definition out of line
with the definition of chemical restraint that is in the Settlement Agreement. These
additional restraints were not documented or monitored as required by the state policy,
therefore, it was not possible to determine if the restraints met the requirements of C1
including:
e A graduated range of less restrictive measures has been exhausted or ruled out
in a clinically justifiable manner.
e The restraint was not used for punishment or the convenience of staff.
e The restraint was not used in the absence or as an alternative to treatment.
Prone Restraint
a. Based on facility policy review, prone restraint was prohibited.
b. Based on review of other documentation (list of all restraints between 10/1/13 and
2/28/14) prone restraint was not identified.
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# Provision

Assessment of Status

Compliance

A sample, referred to as Sample #C.1, was selected for review of restraints resulting from
behavioral crises between 10/1/13 and 3/15/14. Sample #C.1 was a sample of 10
restraints for eight individuals, representing 23% of restraint records over the last six-
month period and 80% of the individuals involved in restraints. The sample included
seven physical restraints, two chemical restraints, and one mechanical restraint. Sample
#C.1 included three individuals with the greatest number of restraints, as well as five
individuals who were subject to some of the most recent application of restraints.

c. Based on a review of the restraint records for individuals in Sample #C.1 involving
eight individuals, zero (0%) showed use of prone restraint.

Other Restraint Requirements

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

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

e f.In 10 of the 10 records (100%), there was documentation showing that the
individual posed an immediate and serious threat to self or others.

e g. Forthe 10 restraint records, a review of the descriptions of the events leading
to behavior that resulted in restraint found that eight (80%) contained
appropriate documentation that indicated that there was no evidence that
restraints were being used for the convenience of staff or as punishment.

o Restraint checklists for Individual #39 dated 1/10/14 and Individual
#285 dated 12/28/13 did not describe events leading to the restraint.
It was not possible to determine the circumstances of the restraint.

o Overall, descriptions of the circumstances leading to restraint were
poorly documented on restraint checklists by staff involved in the
restraint. Restraint monitors were clarifying information on the post
restraint assessment. DSPs should clearly document events leading to
the restraint on the restraint checklist.

e h.Innine of the records (90%), there was evidence that restraint was used only
after a graduated range of less restrictive measures had been exhausted or
considered in a clinically justifiable manner. The exception was a chemical
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# | Provision Assessment of Status Compliance
restraint for Individual #247 dated 1/23/14
e i Facility policies identified a list of approved restraints.
e j.Based on the review of 10 restraints, involving eight individuals, 10 (100%)
were approved restraints.
k. In nine of 10 of these records (90%), there was documentation to show that restraint
was not used in the absence of or as an alternative to treatment. All individuals had a
positive behavior support plan in place to address identified behaviors. The restraint
monitor indicated that Individual #247 was exhibiting SIB due to pain on 1/23/14.
There was no evidence that he was referred to the physician to determine the source of
pain prior to receiving a chemical restraint.
1. The facility reported that there were 11 individuals subjected to restraints classified as
protective mechanical restraints (PMRs). Four were reviewed by the monitoring team
(Sample C.7). Four (100%) followed state policy regarding the use, management, and
review of PMR. The facility reported that all 11 individuals had a protective mechanical
restraint plan in place to address application and monitoring of the restraint.
To move in the direction of substantial compliance, the monitoring team recommends
that the facility consider the following for focus/priority for the next six months:
1. The facility needs to ensure that all restraints are documented and monitored as
required.
2. Staff need to clearly document what lead to the behavior requiring the use of
restraint.

C2 | Effective immediately, restraints The parties agreed the monitoring team would not monitor this provision because the Substantial
shall be terminated as soon as the facility was in substantial compliance for more than three consecutive reviews. The Compliance
individual is no longer a danger to substantial compliance finding from the last review stands.
him/herself or others.

C3 | Commencing within six months of The facility’s policies related to restraint are discussed above with regard to Section C.1 Noncompliance
the Effective Date hereof and with of the Settlement Agreement.
full implementation as soon as
practicable but no later than within | a. Review of the facility’s training curricula revealed that it did include adequate training
one year, each Facility shall develop | and competency-based measures in the following areas:
and implement policies governing e Policies governing the use of restraint;
the use of restraints. The policies e Approved verbal and redirection techniques;
shall set forth approved restraints e Approved restraint techniques; and
and require that staff use only such e Adequate supervision of any individual in restraint.
approved restraints. A restraint
used must be the least restrictive Sample #C.2 was randomly selected from a current list of staff.
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# | Provision Assessment of Status Compliance
intervention necessary to manage
behaviors. The policies shall require | b. A sample of 24 current employees was selected from a current list of staff. A review of
that, before working with training transcripts and the dates on which they were determined to be competent with
individuals, all staff responsible for | regard to the required restraint-related topics, showed that:
applying restraint techniques shall e 22 of the 24 (92%) had current training in RES0105 Restraint Prevention and
have successfully completed Rules.
competency-based training on: e 18 ofthe 21 (86%) employees with current training who had been employed
approved verbal intervention and over one year had completed the RES0105 refresher training within 12 months
redirection techniques; approved of the previous training
restraint techniques; and adequate e 22 of the 24 (93%) had completed PMAB training within the past 12 months.
supervision of any individual in e 18 ofthe 21 (86%) employees hired over a year ago completed PMAB refresher
restraint. training within 12 months of previous restraint training.
d. In nine of the records (90%), there was evidence that restraint was used only after a
graduated range of less restrictive measures had been exhausted or considered in a
clinically justifiable manner (see C.1.h)
C4 | Commencing within six months of a. Based on a review of 10 restraint records (Sample #C.1),in 10 (100%) there was Noncompliance
the Effective Date hereof and with evidence that documented that restraint was used as a crisis intervention.
full implementation within one
year, each Facility shall limit the use | b. Eight of eight individuals in the sample had a Positive Behavior Support Plan in place.
of all restraints, other than medical | Inreview of Positive Behavior Support Plans for eight individuals in the sample, there
restraints, to crisis interventions. was no evidence that restraint was being used for anything other than crisis intervention
No restraint shall be used that is (i.e., there was no evidence in these records of the use of programmatic restraint)
prohibited by the individual’s (100%).
medical orders or ISP. If medical
restraints are required for routine ¢. In addition, facility policy did not allow for the use of non-medical restraint for reasons
medical or dental care for an other than crisis intervention, except for protective mechanical restraints for SIB.
individual, the ISP for that
individual shall include treatments | d.In 10 of 10 restraint records reviewed (100%), there was evidence that the restraint
or strategies to minimize or used was not in contradiction to the individual’s medical orders or the facility’s Do Not
eliminate the need for restraint. Restrain List.
e.In 10 of 10 restraint records reviewed (100%), there was evidence that the restraint
used was not in contradiction to the individuals’ medical orders according to a
comparison of the Annual Medical Summary Active Problems list and/or the form used
by the facility to document restraint considerations/restrictions.
f.In 10 of 10 restraint records reviewed in Sample #C.1 (100%), there was evidence that
the restraint used was not in contradiction to the individual’s ISP, PBSP, or crisis
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# | Provision Assessment of Status Compliance
intervention plan.
In reviewing documentation from Sample #C.3 for individuals for whom restraint had
been used for the completion of medical or dental work:

e g Zero of five (0%) showed that there had been appropriate authorization (i.e.,
Human Rights Committee) approval and adequate consent. Documentation was
not submitted.

e h.Zero (0%) included appropriately developed treatments or strategies to
minimize or eliminate the need for restraint. The facility reported that there
were no medical or dental desensitization plans in place. Four of the ISPs
reviewed included SAPs to address toothbrushing. Without adequate
documentation of discussion regarding the use of pretreatment sedation, it was
not possible to determine if strategies were adequate.

o Individual #32’s ISP indicated that he did not need pretreatment
sedation for routine exams. He received sedation on 2/25/14 prior to
his dental exam and cleaning.

Based on this review, the facility was not in substantial compliance with C4. To gain
substantial compliance, the facility needs ensure that the IDT has discussed the use of
restraint and strategies that might reduce the need for future restraint and ensured that
the least restrictive intervention was used. The prevalent use of general anesthesia to
complete routine dental exams should be further reviewed.

C5 | Commencing immediately and with | a. Review of facility training documentation showed that there was an adequate training | Noncompliance
full implementation within six curriculum for restraint monitors on the application and assessment of restraint.
months, staff trained in the
application and assessment of b. Ten staff had been assigned the duty of restraint monitors. According to
restraint shall conduct and documentation provided to the monitoring team, six (60%) had been deemed competent
document a face- to-face to monitor restraints. This included the behavioral health specialists, campus
assessment of the individual as supervisors, residential supervisors, and campus administrators.
soon as possible but no later than
15 minutes from the start of the c. Based on review of document request 11.19, staff who performed the duties of a
restraint to review the application restraint monitor in eight of 10 (80%) restraints in the sample had successfully
and consequences of the restraint. completed the training to allow them to conduct face-to-face assessment of individuals in
For all restraints applied at a crisis intervention restraint. Exceptions were the restraints for Individual #16 on
Facility, a licensed health care 10/24/13 and Individual #95 dat