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W 249 W 249| Client #6 eating guidefines have been 6/11/2018
PROGRANMPLEMENTATION modified to address grasping the plate
' CFR(s): 483.440(d)(1) and:pulling the plate onto the floor or
lap. The following has been added to the
As soon as the. mterc?lsc‘lphnary team has guidelines: “If client is focused on
formulated a client's individual program plan, ing the plate and pulling the plat
 each client must receive a continuous active grasping the p ? e and pu mfg e plate
treatment program consisting of needed onto lap or the floor, offer client an
interventions and services in sufficient number alternate item for her to grasp and then
and frequency to support the achievement of the quietly remove the plate from client’s
objectives identified in the individual program .
plan. reach and then offer client the food
scooped onto spoon.”
-Mealtime observations will be conducted
by the Program Supervisor, QIBP, and
This STANDARD is not met as evidenced by: y & P » QIDP,
Based on observations, record reviews and Shift Leads.
interviews, the facility failed to ensure 1 of 4 audit
clients {#6) received a continuous active
treatment plan consisting of needed interventions
and services as identified in the individual
pragram plan (IPP) in the areas of feeding
guideline and self-help skills. The finding is:
Clients #6 was not allowed to pick the spoon from
the plate after the staff scooped the food.
During dinner observations in the home on
4723118, staff put client #6 plate away from client
reach. Staff scooped the food and passed the
spoon the client. v
’ BHSR - Mental Health
' Staff interview on 4/23/18 revealed client #5 is
able to pick the spoon from the plate after the MAY 182018
food is scooped.
Review on 4/23/18 of client #4's IPP dated 1/2/18 Lic. & Cert. Section
' revealed she usually perform hand to mouth
movements to feed herself. Further review of
client #6's Occupational therapy evaluation dated
2/13/18 revealed, "Staff should scoop food onto
TILE X6 DATE

safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days following the
date of aurvoy whathet or net a plan of sorrection is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days {olloviing the
date these documents are made available to the facility. if deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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W 249 Continued From page 1 the spoon and place ‘ W 248
the utensil on the plate for the client to pick
up‘”
Interview on 4/24/18 with the qualified intellectual
disabilities professional (QDP) confirmed client
#6 should pick the spoon from the plate after the
| stalf scoop the food.
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