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W 227 | INDIVIDUAL PROGRAM PLAN w227 | |This deficiency will be corrected by the U
CFR(s): 483.440(c)(4) following actions: W-227-The Individual
program plan will state the specific objectives:
The individual program plan states the specific | [necessary to meet the client’s needs as :
:glgglr;?ﬁsege;efs:fg;; "r\ee:;g:\lg '::; :sr;?nes:t, identified by the comprehensive assessment.
required by pa);agraph (E)(S) of this section :A)' Team will me-et to identify and
: implement sufficient interventions to

address communication needs of clients.
(1). Team will seek clarification from
Speech Language Pathologist on current

This STANDARD is not met as evidenced by: communication Training P
cation Training Programs and :

Based on observation, interviews and review of

records the individual support plans (ISPs) failed the QMRP will share recommendations |

to have sufficient interventions to address with team and implement recommended

identified needs in communication skills for 2 of 3 interventions (i.e. formal training

sampled clients (#1 and #5) and medical programs and or guidelines) to address

desensitization for 1 non-sampled client (#4). areas in communication identified as a

The findings are: need or deficit. (2). Staff will receive
appropriate training in the understandmg

A. The ISP dated 10/12/17 for client #1 failed o of identified communication program and -

include sufficient interventions to address | |]or guidelines. Clinical staff will observe

communication deficits. - implementation of training program to

. ensure appropriat icati ining. |
Observations during the 10/9-10/10/18 survey . ppropriate app lication of training.|

revealed client #1 to be non-verbal and fo use .

gestures, sign language and facial expressions to gespoln stl.ble ]l;art?r. IDT Team
communicate with staff. Continued observations ompletion Date: Dec. 7, 2018
revealed staff to use verbal and physical prompts
to transition the client to various activities such as
leisure actjvities, medication administration,
washing hands and meal participation. Further
observations revealed the client to be cooperative
with transitioning to the different activities. Atno
time was it observed for staff to use manual s:gns
to communicate with client #1.

Review of records for client #1 on 10/9/18
revealed the client's ISP dated 10/12/17 to
include objective training relative to medication
administration, money management, hygiene and
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Any deficiency statement ending with an astensk fdenoies a deﬁc{enc)) which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection e patients . (See instructionis,) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following 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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washing clothes. Further review of records on
10/10/18 for client #1 revealed - communication
assessments dated 9/7/17 and 9/24/18 with
recommendations indicating manual sign training
is essential for staff at the group home and
training should be ongoing. Further review of
recommendations included in the 9/7/17 and
9/24/18 communication assessments revealed
the need for client #1 to be provided multiple
household chores to keep her busy and engaged.

Interview with the qualified intellectual disabilities
professional (QIDP) and home manager (HM) on
10/10/18 revealed staff had not been provided
manual sign training relative to client #1's ,
communication needs. Additional interview with
the QIDP verified no communication tools had
been developed to support client #1's need for
using manual signs in communicating with staff.
The QIDP further confirmed client #1 had no
formal objective training relative to household
chores with the exception of washing her clothes.

B. The ISP dated 10/9/18 for client #5 failed to
include sufficient interventions to address
communication deficits.

Observations during the 10/9-10/10/18 survey
revealed client #5 to be mostly non-verbal and to
use gestures, noises, minimal words and facial
expressions to communicate with staff.
Continued observations revealed staff to use
verbal and physical prompts to transition the
client to various activities such as leisure
activities, time in room, meal participation and
taking his dishes to the kitchen after meals.
Further observations revealed the client to be
cooperative with transitioning to different
activities. At no time was it observed for staff to
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B). Team will meet to identify and
implement sufficient interventions to
address communication needs of clients.
(1). Team will seek clarification from
Speech Language Pathologist on current’
communication Training Programs and
the QMRP will share recommendations
with team and implement recommended
interventions (i.e. formal training
programs and or guidelines) to address
areas in communication identified as a -
need or deficit. (2). Staff will receive
appropriate training in the understanding
of identified communication program and
or guidelines. Clinical staff will observe
implementation of training program to
ensure appropriate application of training.| .

Responsible Party: IDT Team
Completion Date: Dec. 7, 2018
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use manual signs to communicate with client #5.
An observation of the wall outside the kitchen

area of the home revealed a board identified as
client #5's sign board with manual signs for work, -
eat and drink, Further observation of the
communication board revealed the directive:
Please use eat and drink signs whenever client

#5 is eating or drinking.

Review of records for client #5 on 10/9/18
revealed the client's ISP dated 10/9/18 to include
objective training relative to medication
administration, money management, hygiene,
laundry and loading the dishwasher. Further
review of records on 10/10/18 for client #5
revealed communication assessments dated
9/7/17 and 9/24/18 with recommendations
indicating manual sign training is essential for
staff at the group home and training should be
ongoing.

Interview with the QIDP and HM on 10/10/18
revealed staff had not been provided manual sign
training relative to client #5's communication
needs. Further interview with the QIDP verified
client #5 had manual sign pictures for staff to use
when communicating words such as: lunch box,
refrigerator, go, brush teeth, room, toilet, shoes
and phone. Subsequent interview with the QIDP
and HM verified manual signs should have been
used by staff at various times in communicating
with client #5 although the client has no formal
objectives to address the use of manual signs.

C. The ISP dated 9/7/18 for client #4 failed o
include sufficient interventions to address medical
desensiﬁzation needs.

Observations in the group home on 10/9/18 of
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C). The QMRP will implement a form.al
training program to address coopen:atlon
difficulties during and around medical

client #4 at 5:15 PM revealed the client to be
agitated and to refuse verbal and gestural
prompts from staff to eat dinner. Client #4 was

further observed to increase in agitation appointments. Support Staff will receive
becoming combative with staff, ambulating appropriate tram?ng in the uydefstandmg ‘
through the group home independently making §of training objective, hO'W Obl":“_“’e should
verbalizations that reflected confusion, staring out ibe trained and to optimize tram.mg.
windows of the group home, grabbing and flipping | opportunities when training objef:twes
small tables in the group home and requiring lwith consumers. Clinical staff will observe
multiple staff to support interventions with ‘implementation of training program to )
protecting the client from self injurious behavior of i ensure appropriate application of training.|..
hitting her head in door frames of the group ‘
home. Continued observation at 6:25 PM 'Res ponsible Party: IDT Team

revealed 911 to be contacted by administrative \Completi on Date: Dec. 7, 2018

staff to support medical evaluation of the client. '
The client was observed to leave the facility by
ambulance at 7:10 PM. Observation on 10/10/18
at 7:00 AM revealed client #4 to have returned to
the group home and to sit in the living room of the
group home watching television holding a baby
doll. Continued morning observation revealed
client #4 to participate in the breakfast meal, walk
with staff fo the medication room for morning
medications and to be cooperative throughout the
‘morning observations with staff prompts,
gestures and assistance with completing her
morning routine.

Review of records for client #4 on 10/10/18

"| revealed the client to have a elevated ammonia
level since 3/2018 with medical oversight since
the identified elevation and ongoing lab work
weekly since 7/30/2018 to monitor ammonia
levels. Continued review of records for client #4
revealed a change in medication on 3/14/18 by
‘the neurologist with reducing Depakote dosage to
250 mg QID and titrating dosage down until it was
discontinued in 8/2018. Additional record review
revealed client #4 to need valium to complete
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various appointments due to combative behavior:
CT Scan on 7/18/18, OB exam 8/1/18, vision
exams and abdomen scan 10/3/18. A review of
notes from general medical reatment revealed
on 8/3/18: client #4 was agitated and needed
touch to calm. Ran into doorway. Noticeable
bilateral cataracts. Referral to Greystone Eye
Care. 9/5/18: Client agitated, verbally loud.
Client does calm with a snack, does not allow
'much exam. Review of client #4's ISP dated
9/7/18 revealed a behavior support plan with
medication 1o include Diazepam 10mg 30
minutes prior to ophthalmology appointments,
5mg prior to CT scan.

Interview with staff on 10/9/18 revealed client #4
had never demonstrated the severe behaviors
and active ambulation with verbalizations that the
client demonstrated during the current incident.
Interview with the facility nurse on 10/10/18
verified client #4 has had elevated ammonia
levels since 3/2018 and is continuing to have
medical oversight due to condition. The facility
nurse verified client #4 to have a medical
appointment on the current day of 10/10/18 to
further explore with the medical doctor regarding
ammonia levels and incident on 10/9/18. The
facility nurse further confirmed after getting the
client to the emergency room on 10/8/18 that
labwork revealed the clients ammonia levels to be
low.

Subsequent interview with the facility nurse
verified client #4 can be uncooperative at medical
appointments and multiple appointments have
had to be rescheduled due to the clients lack of
cooperation also resulting in the use of sedation
to support completion of medical evaluations.

The facility nurse confirmed client #4 was
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scheduled for a abdomen CT scan on 10/3/18
and was too combative and procedure is
rescheduled for 10/18/18. The facility nurse
further revealed client #4 has been too combative
for vision treatment and ophthalmology treatment
can not be provided for cataracts until ammonia
levels are stabilized due to type of sedation
needed for treating cataracts.

Interview with the facility behaviorist on 10/10/18
revealed he had scheduled an-appointment with
the client's psychiatrist for 10/22/18 and would be
trying to get an earlier appointment if possible to
address the client's behavior on 10/9/18.
Interview with the facility nurse, behaviorist and
QIDP verified client #4 has a history of
cooperation difficuity at medical appointments
and is currently using sedation for various
medical exams. Interview further verified, client
#4 did not currently have a program to address
cooperation difficulty with medical appointments.
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