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CFR(s): 483.440(d)(1)
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As soon as the interdisciplinary team has : .
formulated a client's individual program pian,

each client must receive a continuous active
freatment program consisting of needed

A team meeting was held to
discuss client #6 current

. . L . Communication Program and
interventions and services in sufficient number )

and frequency to support the achievement of the TEEACH object schedule. The
objectives identified in the individual program TEEACH object schedule will be
plan. " implemented in the home and

at the Vocational Center. The
team will in-service the staff on

This STANDARD is not met as evidenced by: the Commumca.tlon Program
Rased on observation, record review and and TEEACH objects and _
interviews, the facility failed to assure 1 of 3 schedule. The QP will continue
sampled clients (#8) received needed to consult with the TEEACH

interventions in sufficient number and frequency
to support the achievement of a communication
objective included in the person centered plan

Autism Program to set up a
training for the clinicians and

PCP). The finding is: staff. The clinical team will

(PCP). The finding Is: .. monitor 2x a week for 1 month
Observations conducted in the group home through interaction '
during the afternocon of 11/7/18 revealed client #6 _ assessments to ensure staff are
was prompted and assisted by staff to participate following client #6 TEEACH

in various leisure activities and household chores
and was further prompted fo load onto the
facility's van at 4:35 PM for a dinner outing in the

object schedule. in the future,
the QP will ensure that all

- . |
community. Continued observations in the group chent's mdrv.ldualxl progra;w P gns
home during the morning of 11/8/18 revealed are trained, implemented and .
client #6 awakened at 7:10 AM and walked to the assessed.

kitchen where staff was observed to verbally
prompt client #6 to participate in her morming
routine including dressing and preparing for the
day's acfivifies. Continued observations during
the moming of 11/8/18 revealed staff verbally
prompted client #5 at frequent intervals fo eat
breakfast, as well as to participate in leisure
activities and household chores. Client #6 was
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Any deficiency statement ending with an asterisk (*) deriotes a de!ﬁciency which the institution may be excused from correcting providing it is determined thdt
other safeguards provide sufficient protecfion to the pafients. (See instructions.) Except for nursing homes, the findings staled 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 carrection are disclosable 14

days following the date these documents are made available fo the facility. If deficiencies are cited, an approved plan of comrection is requisite to continued
program participation.
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observed to respond io these verbal prompts with
loud vocalizations and non-compliance. Further
observations at 8:45 AM revealed staff verbally
prompted client #6 to load onto the facility van to
{ravel to the day program. Staff was not
observed to utilize any objects or other
communication system during survey
observations.

Review of the record for client #6, conducted on
11/8/18, revealed a PCP dated 10/26/18 which
included a communication objective

implemented on 8/28/18 stating "(client #6) will go
{o the designated acfivity location in her TEACCH
object schedule after the presentation of an
object and partial physical prompt with 80%
accuracy”. Further review of the record for client
#6 revealed a Communication Evaluation dated
9/18/18 recommending staff use a total
communication approach by using items other
than words and body o communicate, including
objects, pictures, demonstration, tactile cues and
environmental cues. Continued review of the
9/18/18 Communication Evaluation revealed staff
should use a TEACCH object schedule for
fransitions including a spoon for "eat”, a doll shirt
for "dress” and a small foy van for van travel, with
further recommendations for staff fo carry the
object cues in a work apron in order {o have them
accessible and ready for use when needed.

Interview conducted with the residential manager
on 11/8/18 revealed the objects described in the
communication objective for client #5 were
currently kept in her program book. Interview
conducted with the qualified intellectual
disabilities professional on 11/8/18 verified staff
should be using the TEACCH object schedule for
client #6 1o indicate time to dress, eat and load
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onto the van.
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