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For employses who work with clients, training
must focus on skills and competencies directed
toward clients' health needs,

This STANDARD Is not met as evidenced by:
Based on observations, record review and
intarviews, the facility falled to ensure staff were
adequately trained to perform skills and
competancies directed toward client #2's health
needs, Thia affected 1 of 3 audit clients. The
finding ls:

Staff wara not sufficlently tralned to remove client
#2's medlcated patch as ardarsd.

During observations of medication administration
In the home on 2/27/18 at 7:05am, client #2 was
asslated to apply a8 medicated patch to his left
buttock. Immedlate obsarvation of the madication
box revealed, "Apply one patch every moming.
Do not leave patch on for more than 8 hours."

Immediate Intarviaw with the medication
tachnlcian revealed the patch Is applied in the
marning and ramoved st night during his evening
ghower.

Review on 2/27/18 of cllent #2's physiclan's
orders dated 2/1/18 - 5/1/18 Indicated an order for
Daytrana 30mg with one patch to be applied to
the skin avery morning. The order noted, "Do not
leave patch on for more than 8 hours."

Interview on 2/27/18 with the home managér
indicated cflent #2's medicated patch is be
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At the time of the discharge the facllity must
develop a final summary of the client's
developmental, behavioral, social, health and
nutritional status.

This STANDARD Is not met as evidencad by:

Based on record review and Interview, the facllity
falled to assure 1 of 4 cllents who had been
discharged had a discharge summary that
included specific mformatlon as required, The
finding is:

One dlscharge summary did not Include
necessary and required status Information,

Review on 2/27/18 of one dlscharge report for a
cllent who was admitted on §/30/14 and
discharged on 10/12/17 revealed a discharge
summary dated 10/20/17. It included no
information in regards to the gbjective status,
social skills, nutritional status, behavioral status
or a summary of overall regression, maintenance
or progress In his skills.

Interview on 2/27/18 with habilitation specialist
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after he gats home from achool In the aftsrnoon. '
Further interview on '2/27/18 with the habilitation
spacialist revealed client #2's medicated patch is
used for his behavior and should be applisd in the
morning around 7am and the old patch Is
removad at the same time. Additional Intervieaw
Indicated the patch Is wom for 24 hours. .
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The comprehensive functional assessment must
include speech and language development.

This STANDARD ig not met as evidenced by:
Based on observations, record reviews and
Interviews, the facllity falled to assure 1 of 3 new
admisslons (#4) recelved a needed speech
evaluation. The finding is:

Client #4 did not have a spesch evaluation
completed.

Throughout observations on 2/26/18 and 2/27/18,
client #4 spoke but was difficult to understand.
Staff asked her to repeat what she said several
times, The surveyor asked staff what was said by
client #4 and the staff responded by asking client
#4 ta repeat It.

Review on 2/27/18 of client #4's individuat
program plen (IPP) dated 5/5/17 revealed she
had a cleft palate and needed fo Improve her
communication skills, specifically the use of
speach. Additional review of the client's physical
examination dated 4/24/17 identified needs and
orders for "Labs, OT, PT, Speech Evaluation®,
Further review revealed there wag no speach
evaluation.

Interviaw with group home manager on 2/27/28
confirmed cliont #4 did not have a speech
avaluation,
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confirmed the discharge report did not include the
Information listed above.
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As soon as the interdisciplinery team has
formulated a client's individual program plan,
each client must receive a continuous active
treatment program consisting of needed
Interventions and servicas in sufficient number
and frequency to support the achisavemnent of the
objactives Identified In the Individual program
plan.

This STANDARD Is not met as evidenced by:
Based on cbservations, record reviews and
interviews, the facility failed to ensure 1 of 3 audit
clients (##2) received a continuous active
treatment plan consisting of needad interventions
and services ag identified in the individual
program plan (IPP) in the areas of meal
preparation and medication administration. The
findings are:

1. Client#2 was not prompted or assisted fo
participata In meal preparation tagks,

During observations of meal preparation In the
home on 2/26/18 at 5:08pm - 5:27pm, staff
perfarmed various cooking tasks without
prompting or ancouraging clients to participate.
For example, the staff used an alactric can
opener to open four cans af mixed vegetables,
poured the vegetables In to a pot, flllad a pot with
water, turned on the burners, mixed In ingredients
to prepare rice pilaf, and stirred items. Chicken
nuggets were also observed on a pan in the oven,
During this time, two cllents, including client #2,
were In other areas of the home. The cllents

were not prompted or encouraged to participate
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W 242 | Continued From page 4
in meal preparation tasks.

Review of cllent #2's |PP dated 12/1/17 revealed
an adaptive behavlor inventory which Indicated he
is partially independent with some gelf-initiation
on all tasks for meal preparation excapt for a faw
areas in which he is totally (usually eelf-initiating).
This includes total independence on usging
measuring cups and partial independenca in
preparing frozen food in an oven and planning
meals,

Stalf Interview on 2/27/18 revealed all clients can
participate with meal preparation by stirring on the
stove, operating dials, putting food Into pots and
operating a can opener.

Interview on 2/27/18 with the habilitation
specialist revealed all clients should participate in
meal praparation according to thelr abllitles and
staff shauld not prepare the meals.

2. Client#2 was not prompted to participate with
medication administration to his maximum
potential,

During observations of medieation administration
in the home on 2/27/18 at 7:.01am, client#3
assisted with the administration of his medication
by applying a medicated patch, punching his pille,
pouring water, taking his pills and throwing away
trash. The client was not prompted or
ancouraged to perform any other tasks,

Review of client #3's IPP dated 12/1/17 revealed
that he is able to get his water, hold his cup, take
his pillg, throw trash out and identlfy his
medications and thelr purpose.

W 240
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Interview with staff on 2/27/18 revaalad cllent #2
can participate in medication adminlstration and
should have been encouraged to do so,

W 263 | PROGRAM MONITORING & CHANGE

CFR(s): 483.440(0)(3)(i)

The commiftse should Insure that thege programs
are conducted only with the written Informed
congent of the client, parents (if the cllent is a
minor) or legal guardian. '

This STANDARD is not met as evidenced by:
Based on record review and interviaw, the facllity
falled to assure 1 of 3 audit clients (#2) receivad
guardian consant for hla behavior support plan
(BSP) prior to Implementation. The finding is:

Cllent #2 did not have guardian consent for a
behavlor plan prior to implementation,

Review on 2/27/18 of client #2's record revealed
an IPP dated 12/1/17 which Included a behavior
program with medication. Further review of the
record revealed a blank guardlan consent form
for his behavior plan. There was no other
documentation of verbal or writen consent.

Interview with tha home manager on 2/27/18
revealed the guardlan failad to sign that consent
because the guardian had signed several other
facllity consents and thought they had covered
everything.

PHYSICIAN SERVICES

CFR(s): 483.480(a)(3)(li)

w324

The facility must provide or obtaln annual physical
examinationg of each client that at a minimum
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Advisory Committee on Immunlzation Practices
or of the Committee on the Control of Infectious
Diseases of the American Academy of Padiatrics.

This STANDARD is not met as avidenced by:

Based on racord-review and Interview, the facility
falled to ensure current immunization records
waere obtainad for client#4. This affected 1 of 3
audit cllents. The finding is:

Client #4's record did not contain her currant
Immunizations.

Review on 2/27/18 of client #4's record revealed
ghe had been admiited to the facllity on 4/8/17.
Additional review of the record did not include her
current immunizations.

Interview on 2/27/18 with the habllltation
speclalist and facllity's nurse (via telephons)
revealed they have had difficulty obtaining proper
records for client #4 Including her current
immunizations.
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