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CFR(s): 483,475(a)(1)-(2)

{(2) Emergency Plan. The [facllity] must develop
and maintain an emergency preparedness plan
that must be reviewed, and updated at least . E 006 — The facility will develop

annually. The plan must do the following:] speclfic policies and procedures . 4’W
{->

(1) Be based on and include a documented, to address emergency
facility-based and community-based risk preparedness specific to
assessment, utllizing an all-hazards approach.” Including aa facllity and

“[For LTC faciilies at §483.73(a)(1):] (1) Be based community-based risk

on and include a documented, facillty-based and assessment utllizing all hazards
community-baced risk assessment, utilizing an approach.

all-hazards approach, Including miasing residents.

*[For ICF/lIDs at §483.475(a){1):) (1) Be based an
and Include a documented, facility-based and The team will complete a
community-based risk assessment, ulllizing an

all-hazards approach, including missing clients. :? Si:‘::s:::"f:::r&umw based 4’}{/ 'y
(2) Include strategles for addressing emergency update/revise the emergency
events ldentified by the risk assessment, preparedness plan to Include

informatlon specific to the

* [For Hospices at §418.113(a)(2):] (2) Include facilities level of risk such as in

slrategles for addressing emergency events

* ! ldentified by the risk assessment, including the the case of fload, fire,
management of the consequences of pawsr ) tornadoes, hurricanes, winter
failures, natural disasters, and other emergencles storms and blo terrorism. The
tcr;arte wauld affect the hospice's abllity to provide team will monlitor monthly and
This STANDARD is not met as evidenced by: , makde :pdates/ revislons as
Based on record review and interview, the facliity needed.
falled to devselop an emergency proparedness DHSR - Mental Health
(EP) plan including and based upon a community . ,
and facllity-based risk assessment, utllizing an
all-hazards approach. The finding is: APR 2 32018
The facl }yf!id not have an smergency plag, Lic. & Cert. Secttqn

LABORATORY DIREC 7( 7ﬁpi‘ov DER/S %Zf REPRE ywas SIGNATURE TITLE {Xe) DATE
LATE D vision 5; regtes

Any daficlency stalerfent@nding wl\h?leﬂak ) den s ] deﬂclencv which the Instiiution may be excused from correcting providing it Is determined thal
other safeguards provide sufficlent pratection to the pallants . (Sea Inslnictions.) Except far nuraing homes, the findings slated above are disclosable 80 days
following the date of survey whether or nota plan of comection Is provided, For nursing homas, the etove findings and plans of correction are dleclosable 14
days followlng the date thesa documania are made avellabla fo the lacility, If deficiencles are clted, an appraved plan of correction s requisiie 1 continued
program paticipation,
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based upon risk assessments.

Review on 3/27/18 of the facillty's current EP plan
dated 2017 revealed the plan dld not provide
speclfic information In regards to a facllity-based
and community-based rlsicassessment using an
all-hazards approach including floed, fire,
ternadoes, hurricanes, winter storms, blo
terrarism, missing cliants or other emergency

types.

Interviaw on 3/27/18 with the qualified Intellectual
diseblllties prafessional (QIDP) revealed the
management team continues to work on a risk
assessment far their EP plan; however, it has not
bean completed as of the dale of lhe survey.

W 247 | INDIVIDUAL PROGRAM PLAN w247
CFR(s): 483.440(c)(B)(v))

The Individual program plan must include -

opportunities for client cholce and waa7 Th’e facllity will ensure

self-management. that all IPP’s will include

This STANDARD Is not met as evidenced by: opportunitles for choice and S/
Based on observations, record reviews and self-management. {,}{" '
interviews, the facility falled to ensure the

individual program plan (IPP) far 2 of 4 audlt QP will include informatlon

clients (#2, #4) Included opportunities far cholce

and self-management. The finding Is: regarding choice and self-

management in client's #2&#4

Clients (#2, #4) were not encolraged to exprass IPP, All responsible staff will be
their own cholcs or manage their environment in Inserviced on revision, QP will
the home. monltor monthly.

During morning observations in the home on
3/27/18 at 8:4Bam, cllent #2, cllent #4 and
enother client left thelr bedrooms and sat In the
living raom of the home. The clients watched
television or spoke amongst themselves. At this
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Continusd From page 2

time, the two staff warking in the home were in a
back bathroom assisting another clientorin e
cilent's bedroom assisting him with the bedroom
door opened. When one of the two staff realized
the three clients were In the living room, the staff
Immediately prompted them o return to their
bedroems. The cllents were told they needed to
remaln in their bedrooms untll staff were finished
getting up other clients. All three clients
Immediately returned to their bedrooms as
instructed.

Interview on 3/27/18 with the staff person

Involved revealed clisnts cannot be In the living
room while staff are In the back getting up ather
cllents, Additional Interview indicated cllents must
“stay in thelr rooms" and "do activities" untll staff
"finish with everybody in the back."

Review on 3/27/18 of cllent #2's and cllent #4's
IPP dated 10/19/17 and 3/1/18, respectively,
ravaaled no spacific Informatlon regarding thelr
choice making skills or how they are able to
manage thelr own enviranment while in the home.

Intarview on 3/27/18 with the quallfied intellectual
disablities professional (QIDP) revealed all
clients In the home are allowed to chaose where
they want to be In their home and are not required
1o remain in their bedrooms per staff request.

The QIDP acknowledged Infarmation regarding
choice and self-management was not included in
the client's (#2, #4) program plan,

PROGRAM IMPLEMENTATION

CFR(s): 483.440(d){1)

As soon as the Interdisclplinary team has
formulated a client's individual program plan,

W 247

W 248
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each client must recelve a continuous active
trealment program censisting of needed
Interventions and services In sufficlent number
and frequency to support the achievement of the
objectives Identified in the Individual program
plan.

This STANDARD Is nat met as evidenced by:

Basad on observations, record review and
Interviews, the facllity falled to ensure 1 of 4 audlt
cllents (#5) recelvad a continuous active
troatment plan consisting of needed Interventions
and services as identifled in the individual
program plan (IPP) in the area of meal
preparation. The finding is:

Client #5 was not prompled or encouraged to
participate in meal preparation tasks to her
maximum potantial,

During abservations of breakfast preparation in
the home on 3/27/18 from 7:05am - 7:27am and
7:48am - 7:55am, staff completed the majority of
food preparation tasks wilhout the assistance of
cllent #5. For example, afler prompling client #5
to the Kiichen to assist with meal preparation, the
staff completed tasks such as, making a pot of
hot water using the coffee maker, filling pots (2)
with water, adding eggs to a pat of water, adding
oatmeal to a pot of water and stirring, adding
seasoning to the oaimeal, pouring milk into a
pitcher, operating oven dials, placing foll and
bread on a pan, spreading margarine onto slices
of bread, and using a food processor ta grind up
eggs and toast. Durlng this time, client #5 stood
next to the staff or was In the area. Cllent#5 was
ebserved to make a pltcher of grangs juice, stir

" interventions and services as
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W 248 | Continued From page 3 W 248

W249 ~The Faclilty will ensure
a continuous active treatment ;' L5 4
plan conslisting of needed

identified in the (PP In the area
of meal preparation for all
individuals.

Habllitatlon Speciallst will
Inservice all responsible staff an
client#5’s strengths with meal
preparation. Hab. Spec. and
manager will monitor weekly
and QP will monitor monthly.
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catmeal briefly, operale the food processer once
and perlodically obtain nacessary ilems per staff
request,

Staff interview an 3/27/18 revealed client#5 (s a
"good helper...anything | need, she gets". The
staff Indlcated the client can make Juice and stir
food llems,

Review on 3/27/18 of cllent #5's IPP dated 1/9/18
revaaled strengths to assist with meal preparation
and making sandwiches as well as needs to
prepare a small meal and to Improve meal prep
skills. Additional review of client #5's Adaptive
Behavler Inventory (ABI) dated 3/1/18 indicatad
she can independently make desseris, prepare
convenisnca foods, use kitchen equipment,
Identify frults/vegetables, breads/cereals, meats,
and dairy products. The ABI also noted the client
requires partial assistance to bake basic foods,
use spoons/eups, make salads and prepare
breakfast meals. Further review of the IPP
Identified an objective to independently prepare
her hot lunch plate for 30 out of 30 days
(implemented 3/30/17),

Interview an 3/27/18 with the quelified Intellectual
disabllities prafessional (QIDP) confirmed cllant
#5 was "pretty Independent" during meal prep
and she has "no issues" with helping In the
kitchen.

PROGRAM DOCUMENTATION

CFR(s): 483.440(e)(1)

Data relative lo accomplishment of the criteria
speclfied in client Individual program plan
objectives must be documented In measurable
terms.

W 249

W252
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This STANDARD is not met as evidenced by:
Based on observations, record/document review
and Intervisws, the facliity falled to ensure data
was collected in accordance with individual
program plan (IPP) ebjectives. This affacted 1 of
4 audit clients (#4). The finding Is: W252 - The facility will ensure
Data relative to the accamplishment of 1 of 4 that data Is collected in
tralning objectivas was not documented for client accordance to the Individuals g
#d, PP. §.;§ “!
Revlew on 3/27/18 of client #4's |PP dated 3/1/18 Habilitation Specialist will
revealed an objective to be able to corractly recite . & on
her personal informatlon for 30 out of 30 days inservice all responSlblel :ta
(implemented 3/30/17). Additional review of the data collection protocol for
objective's March '18 data sheet revealed no client #4's objectives. Hab.
documented tralning for 3/1/18 - 3/27/18. Further Spec. and manager will monitor
review af the objective plan noted, “Data should H
' weekly and QP will monlitor
be collected 5 days a week at the Day Program ce :' a
on Monday - Friday." monthly.
Interview on 3/27/18 with the habilitation
specialist confirmed the objective was current
and staff have been tralned to document all
tralning on data sheels as well as in the facllity's
online system.
W 253 | PROGRAM DOCUMENTATION W 253
CFR(s); 483.440(e)(2)
The facllity must document significant events that
are related to the client's individual program plan
and assessmonts.
This STANDARD Is not met as evidenced by:
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Based on recard review and Interview, the facllity
falled ta ensure a recammendation regarding
client #8's guardienship status had been
implemented and documented. This affected 1 of
4 audlt clients. The finding Is:

Client #6's record did not Include a team
discussion of hls current guardianship status as
recommended,

Review on 3/27/18 of client #6's individual
program plan (iPP) dated 9/14/17 revealed,
“Logal Status: Incompetent Adult...Guardian:
Self’. The plan also noled a diagnasis of
Intermittent Explosive Disorder and Mild
Inteliectual Disabilities. Additional review of the
client's psychological evaluation dated 5/11/17
indicated, "Moderate Intellectual Developmental
Disabilltles”. The psychologlcal evaluation also
\ Included the following recommendations. "Glven
[Cllent #6's] significant challenges and his lsvels
of functioning, the posslbility of having a Legal
Guardian should be further explored...Given
[Cllent #6's] behavior challenges, a second
oplnion concerning his current psychotroplc
medication regimen should be considered...”

Interview on 3/27/18 with the quallfied Intellectual
disabllities professional (QIDP) confirmed client
#8 was acting as hls own guardian. Additional
Interview ravealed he could not recall the
psychologist making the recommendation
regarding the client's guardianship and the
interdiselplinary team had not discussed cllent
#8's current guardianship status,

W 257 | PROGRAM MONITORING & CHANGE

CFR(s): 483,440()(1)(1)

w253

W 257

W253 - The facility will ensure
that all recommendations
regarding guardianshlp status
are discussed by the
Interdisciplinary team.

§'?5’ f

QP will set up a meeting with
the interdisciplinary team to
discuss the current
guardianship status of client#6.
QP will monitor monthly.
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The Individual program plan must be reviewed at
least by tha quallfied mental retardation
professional and revised as necessary, Including,
but not limited to siluations In which the cllent is
falling to progress toward identified objectives
after reasonable efforts have been made.
This STANDARD Is not met as evidencad by: .
Based on record review and Interview, the facllity W257- The' facllity “{m ensure
failed to ensure the Individual program plan (IPP) that all IPP's are reviewed by
for 2 of 4 audit clients (#2, #4) was revised after the QP and revised as
thbey f?l!ad to progress tnwar_ds identified necessary, Including, but not
objectives. The findings are: limited to situatlons in which
1. Client#2's IPP was not ravised after she falled the client is f?I'Ilng to progress ?,5’ 1§
to make progress lowards 2 of 5 objectives. toward Identified objectives <
after reasonable efforts have
Review on 3/27/18 of‘clle_nt #2's PP dated been made,
10/19/17 revealed objectives to clean furnlture for
30 out of 30 days {implemented 3/30/17) and to 1,2 ~QP and .
swab her gums for 2 minutes for 30 out of 30 S' e C'l t mHabllitatv’? n
days (implemented 3/31/17), Review of progress p cia vs: w ensur? that
notes for the objectives indicated the following: client#2’s IPP and client 4’s IPP
Is revised after no progress is
Clean Furniture noted on objectives.
0817 - 100% Habllitation Specialist will
09117 - 04% monitor weekly and QP will
10117 - 33% monitar monthly,
11117 - 48%
1217 - 16%
0118 - 15%
02/18 - 34%
Swab Gums
08/17 - 100%
0917 - 88%
FORM CMB-2567(02-89) Pravioua Versiona Qbaolale Evant 1D U2RLY Focilily 1D; 622888 if conlinuation sheet Page 8 of 11
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10117 - 79%
N7 - 87%
12117 ~ 33%
0118 - 32%
02/18 - 30%

Interview on 3/27/18 with the habllitation
speclallst revealed the decrease In client #2's
progress may be dug 1o staif errors in
documentation; however, the objectives needed
1o be reviewed.

2, Client #4's IPP was not revised after she falled
to make progress towards 1 of 4 objectives.

Review on 3/27/18 of client #4's IPP dated 3/1/18
revealed an objective to independently prepare a
food Item In the microwave oven for 30 out of 30
days (implemented 3/30/17). Addltional review of
progress nates for the objeclive indicated the
fallowlng:

0817 - 50%
09/M7 - 55%
10117 - 18%
117 - 22%
12117 - 13%
01/18 - 0%
0218 ~ 0%

Interview an 3/27/18 with the habilitation
speclalist revealed the decrease In cllent #4's
progress may be due io staff errors in
documentation; hawever, the objective needed to
be reviewed.

PROGRAM MONITORING & CHANGE

CFR(s): 483.440(A(3)I

W 2s7

W 263
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The committee should nsure that these programs
are conducted only with the written Informed
consent of the client, parents (If the clientis a
minor) or legal guardian,

This STANDARD is not met as evidenced by:
Based on record review and Interview, the facllity
fallad to ensure written Informed consent fram the
lepal guardian was obtained far 2 of 4 audit
clients (#2, #4), The findings are:

Written informed consent was not ohtained for
client #2's and client #4's behavlor support plan
(BSP).

a, Review on 3/27/18 of client #2's BSP dated
12/28/17 revealed an objective to exhibit 1 or
fawer challenging behavlors per menth far 11
consecutive manths. The BSP addressed
behavlors of self-Injurious behavior, severe
disruption, aggression and fallure to make
responsible chalces. The plan also Included the
use of Risperdal, Valium or Vistarll, Additional
review of the recard did not include a written
Informed consent for the BSP.

b. Review on 3/27/18 of client#4's BSP dated
3/31/17 revealed an objective to have 3 or fewer
challenging behaviors per review period for 11
consecutive review perlods, The BSP included
behaviors of unfounded accusations of
abuse/neglect, severe disruption, fallure to make
responsible choless and property destruction,
The plan also included the use of Xanax, Celexa
and Seroquel, Addltianal review of the record did
not Include a written informed consent for tha
BSP.

W 263

BSP.

monthly.

W263- The facliity will ensure
that a written informed consent
from the legal guardian is
obtained for all clients witha 4 ?4' l{

QP will contact guardian and
have a written informed
consent signed for clients
#2&#4's BSP. QP will manitor
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Intervigw on 3/27/18 with the qualified intellectual
disabllitles professional (QIDP} revealed the
consents were sent to guardians for cllent #2 and
cllent #4 but had not been returned.
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