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E D37 | EP Training Program o 'E 037
CFR(s) 483.475(d)[1)y

(1) Teairiing program, The [Facility, extopt CAHS,
ASCs, PACE organizations, PRTFs, Hozpiees, [
and dialysis faciliies] must do alliof the following; : | EBO371

(3} Inifial fvaining in emergency preparedriess
policies antl procedures to all hew and axisting e . -
staff, individuals broviding servicss under = The QP will schedule wraining on
amangenient, and voluntesirs, conglstent with their the'emergency. plari for a)l direct
expectad role. Lare 3taff, inchading the home:
{ (i) Provide emergency preparedness fraining at . .
| teast annually. { Manager.
{If)) Maintain documentation ofthe. training, ) e— 1Té trathing on the
(V) Demonstrate staf knowledge P emerperey | | TheQPuwill ensure trafning o
procedurss. ! Emergency Plan forall wew staff
“IFor Hospitals at §482.15(d) and RHC/FQHCH ‘and gonduct annual traliing on all
at.§491.12:1 (1) Training program:; The [Hospital Staff:
or RHCIFQHT] must do ali of the following: - ’ -
(i) Initiat training In emergency preparedhess: we GP Will monitof dver
1 policies and procedures to all newand exieting The QP will tonitor every s !
staff; individuals providing on-site;services under months to ensure compliance.
amangemant, and velunieers, condistent with their '
expected rofes, !
(il) Provide emergency preparednass figining at i ]
‘least annually. _ , QECE\\IED
(iif) Maintaip documentation of theifvaining., ’
(iv) Demonstrate staff knowledge of évergency 4 L2700
procedures. | JUL

*[For Hospices at §418.113(d)7) (1} Training. The: DHSR-MH Licensure Sect
hospice must.do 2l of tie following:

(1) Initial training in emergency preparedriess
policies and procedures to-all new and existing
hespite einployees, and individualy providing o
services under arrangement, consisterit with theic
expectad rofes. '

(i) Demonistrate staff knowledge of emangency
procedures.
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1 program. The PRTF must do al of the following:

| (W) Mairtzin. dacomentation of il emeryshcy’

Contintied Fiom page:1

(i) Provide emengency praparedness training-at
Ieast annually.

(iv) Perjodicslly review and rebearse its
emergency preparedness plan with Hospice
employees (includiriy nonemgloyee staff), with
special emphasis platced oft camying out the
precedures necessary ¢ protest patients.and
others,

"[For PRTFs at §441:184(d)i) (1) Treining

(@) Initial Fralning in emergency preparedness
policies and procedures to all new:and existing:
staff, Individusls providing senvices, under
amangement, and valunteers, corslstent with their
expacted foles,

(i1 After initial training; provide emergéncy
preparedness training &t least gnnually:

(iii) Demonstrate.staff kneiledge of emergency
procedures,

preparedness training,

“[For PACE at §480.84(d):] (1) The PACE
organization must do all of the. fllowing;

(i} Initial fraining in emergency. praparedness
policies and procedures to all newand existing
staff, individuals providing on-site-gévices under
amangement, contractors, participants, and
voluntesrs, consistent with their expected-rofes.
(ii) Provide emergency preparedness training at
least annually.

{iii) Cemonstrate staff knowledge of emergency
procedures, including informing participants of
what to do, where to §o, and whom to contact In-
case of an emergency,

(V) Maimain docimentation of al training,

037l
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E 037 Continued From page 2 €037
*[For CORFs at §485.68(d):J(1}) Training. The
CORF must do all-of the followihigs

(i) Provide initial training fn emigrgency
preparedness policies and procedures to 8l new
and existing siaff, individuals providing senvices
under, arrangement, and voluntders, consletent:
with thelr expected rolas,

(il)-Provide emergency preparedness frajning at
least annually. ;

- {iff) Maintain docgivienfation of e training,

{iv) Demonstrate staff knawledge. of emergency
procedures. All new-personne) hustbe driented
and assigned specific responsi flities regarding
the CORF's emergericy-plan Within 2 weeks, of
their first warkday. The training Progeam must
inciude instruction inl the location.and uge of
alam systems and signals and firefighting
agilpment, f

"[For-CAHs at §465.625(d):] (1) Training program.
The CAH must do all of the folloiuing;

(i) Inftial frelning in emergenicy preparedness
policies and procedures, including promit
reporting and extinguishing, of fires, protsction,
and-where necessary, evacualioh of patierds,
personnel, and guests, fire pravéntion, and
cooperation vith firefighting and disaster
siithorities, to all new and existirlg staff,
individuals providing serviges underamangement,
and volunteers, consistent with their axpected
rolas.

(if} Provide emorgency Preparediiess trainitg =t
least annually. '

(lil) Mizintain documentation of e trgining:

(iv) Demionstrate staff kriowledgg of emergericy
procadures.,

“[For CMHCs at §485.920(a):] (1§ Training. The
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E 037 | Continued From paged E037
CMHC must'provide:initizl trajnlng inemergency
praparedness policies and protedures fa all new
and existing staff, individusls ploviding services
under arrangemant, and volunteers, ‘consistent
with their expected roles, snd maintsin
documentation of the trairihg, The, GMHC must

| demonstrate staff knowledgs pfl emérgency’
procedures. Thereafisr, the CMHEC mustprovide.
‘Smergency preparedness frainihg at least
annuslly, o

This STANDARD is not et as evidenced by:
Based on intervisw ahd record review, the facility-
failed to ensure direct care staffwere-sufficiontly
frained on the facility's emergericyplan (EP), The
finding is:, :

Staff had not received training onthe EP..

Review on 6/5/16 of the: facility's docurentation
revealed no documented specifit treining for
direct care staff in regards ta the EP.

Staff interview (1) on8/5/18 revésled tvay have
begn trained regarding fite.difits|and disaster
drills; however, the staifwere ‘ndt trisied on the:
facilitys EP program.

Staif interview (1) on 8/6/15 revesisd they have
been trained regarding fire:drille, djsaster-diills
and trained on the facility's EP, -

Interview on 815118 with the qualified infellzctuat
disabilities professional (QIDP) donfiined direct
care staff havs hot received.any frsining
concerming the EP becausa itwels rew, ‘
W 125 PROTECTION OF CLIENTS. RIGHTS i Wis
CFR(s): 483.420(2)(3) ‘
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W 125 | Continued. From page 4 w125 g,& “é
The facility must ensura the rights of all clients,
Therefore, the facility must allow and &ncouraga w125
individual cliertts to.exercise their fghts as clients :
of the facility, and as citizens of thie Urifted States, P "
including thie right & file complaints, and'ihe right The facility will.advotate and
1o dus process, Fromote the protection of cliest
This STANDARD is not met as evidenced by: right toinclude dug b :
i Pasedon record reviaw and interview, the fasifity af ' dia : ue process such
failed to ensure client#2 had a legal guardian, guardianship. |
This affected 1 of 3-audit dients. The finding is: o :
° Thefinding is For Client 2%, The QP will
Client#2 has'no documientation.of a legal coordinzte with family, DSS, Clerk
guardian, " erCourt and fle paperworkfor
Review on 6/6/18 of client #25 record rovealid guardianship, The Petition will be
no documeritation fo cohfirm,she has 4 legsi file'with the clerk of Gourt, QP will
guardian. document the statits jn client's
 Intarview-on 6/8/18 with qualified inteflectal record. ’
disabifities professional (‘QIDP) confimnad client
#2's recard has né.documentation 46 tbnfiem she
has g fegal guardian; however, th& QIiDP o
confirmed she would woirk-expedisntly fo obiain
the décumentation. . ;
W 164 | PROFESSIONAL PROGRAM SERVIEES UEE
CFR(5)~483,430(b)¢ 1) ;
Each efient must recaive, theprofessionial
program services needed to Implement Ha.active
Weatment program defined by each dlients
individual program ptan,
This STANDARD ig 1ot et as evitienceg by:
Based on record review and interview, the facility
failed to ensure individuals receive:professional
services when the.active:tresfment. program
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Is:

'Review on 8/6/18 of lient #4's quarterly drusg:
i hotes indicating she is.in nead:of-a "behavior '

“Adjustment Digorder - Mixed Emotionsil Featuras

| Psych..Evaluation. plan fir seeking behayior

| medications - Kionopin-atid Abiliify, Additioral
 revedled nd recant psychiatrc sotes or visits,
1 clisnt#4 has nét seen a psychiatrist sinee her

is consistently followed by a-paurologist far
seizure management of which Abiify.Is one of the:

This affected 1 of 2 audit cfients ). The finding

The facility has:not had a psychiatrist for clisit 4 |
since her admiizsion.

review dafed 4/24/18 revealedithe ‘phartnecists
haatth providet™ and har diagnosis includes
F43:23¢

Reviaw on 6/6/18 of cilent, #4's revent quaderly
nursing assessments dated 5/4/18 and 2/37/18
revagled the following: "Need for-

health provider."

Review on 8/6/18 of client #4's currant, recards
revealed a behavior supgiort plaji: (SSP) dafed
SIB1/17T of which incorporates ragtridive,
techriques and the uss of psycheliierapsutic
review of client #4's cutrent recbrds: ihcluding her
individual program plan (JPP) dated, 9/1/17 ?
Interidew ony6/6/18 withy thie murse confimed

admission.

Interview on 8/6/18 with ‘the quailified Ihtshectus
disabllities professional (QIOP) revested diert #4. |
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W 164 | Continued Frompage 5. “Wigs %”5’“
.{ defined by the individual program plan (IPP) '
requires the knowledge; skilis drid-expertise. of "
someane specially trained in a given discigfine; w164

The facility will enstire services are
provided to-individuals as
identified inthe infdi’v’idual program
plan, '

For Client #4 a psyichiatrist.visit will
be schedule by thé QP, The GP will
dotumentthe sch?d.uie-yiisit‘ inhthe
Client’s.-record. Documentation of
the psychiatrist assessment will be.
Secured for the record.

QA will monitor:quarterly in the
retords for compliarice.
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W 184 | Continved From page & : W(BA‘
psychofherapeutfc medications listed onfer8SP. i
Howevar, the QIDP conﬁnnedibn'ﬁlehq:diem #4
has potseen 3 psychifattiet since her admission
on 7/28/15 and was.in need of a psychiatrist to
follow her progress on BSP psychotherspeutic
medications, . & ! 6{
W285{ MGMT OF INAPPROPRIATE; CUENT w285, 3

BEHAVIOR
CFR(s): 483.450(b)(2) w285
Interventions to manags ineppropriats cfient The facility-will ensure.appropriate
behavior mustba emipfoyed with suffisient: ‘supervisiot siich that clients
safeguards and:supenvision toensure thatthe individual and civil rishts are.
safety, welfare and civil and human rights of mevidualand civ rights are
cflents are adequately picfected. protected,

The QP will In service staff on client
This STANDARD is niotmet ag evidenced by #2s Behavior Supgort Plan (BSP).

Based on observation; record réview.and ; ’
intarview, the facility failed Yo ensure interventiong Client #2 will be redirected from
to manage Inapprapiiate client:(#2) behavior ba. . . 1
amployeid with suficient safeguards and ;. sucr'r behfvigr of telling peers do so
Supervision to ensure that the, safety, weltare and take medications.
civit and human righfs ofclients are adequately N ; .
protected, The ﬁ,'ff;’;,,g ine The Home Manager and forQp will
' , fonitdr in the leme during med.
Client#2 directad other clientd residing in: the. Pass i b
hometo-go take thair medicafions, . ass monthly ta ensure.
Observations on 6/648 in the home, during
moming medication adminfstration tevedled staff
instructing clients seated in thelheme's livirig area
10 9o take their medications as themedication |
techriician requested each, At approximately 8:05
am on' 6/5/18, staff tald olient #5 to.go take her
medications. Then clienit #2 said, “Cllet #5 ga
fake your diotics medications” gnd *Client #5 do
take your antibintics medicationz,™
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W 285 | Continued From page 7 Pod Yvess)

Further observations-orn 6/6/18:in the home :
during moming medication administration at. ' ,
approximately £:15am revealed cliert#
instructing anothier peer (client #1 ) ko go take her
medications after staff had alreadyinstructing
cliant#i 15 go take her medications. Then, at

- | 8pproximately 8:25ami, staff instructed client #6 i
ga taka her medications and cljent#2 Bgain was
herd also instrueting cllent #6 fo go-take her
medications, At hatime was staff observed
redirecting client #2's behavior of telling cients ta
take thair medications.

Interview an 8/6/18 with staff revealed "client #2 !
Justloves to talk® and *shé tries 1o teff* othar ;
clients what to do; howeviy; clients "dori't pay her
any mind.” In additian, staff revealed this behavior
Is not addressed in cliert#2'5 behavior support.
plan (BSP).

Revigw on 6/6/18 of client #2's individual program
plan {IPP) dated 3730118 revealed a BSP. dated
417118 for the client to decroase indppropiiate
behaviors. including “Property
destruction/misuse..." and "Verbal
Aggression/Inappropriate Language...cursing,
yelling, threats, name calfihg..." and
"Noncompliance/Resistanca.,” znd "Self Injuriousa

Bohavior {518)..."

Intarview on 6/6/18 with the-qualified intellectual
disabjlities prafessional (QIDP) confirmed st fio.
time should client#2 instruet cther clients to take.
their medications.of instruct cients fo-do;
anything. Further, the QIDP-confimmed dlient £'s
BSP s in need of addressing herbehsviors.of
telling clients wiait to do,
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