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WO00 | INITIAL COMMENTS W 000
A'complaint Investigation and Recerification
survay was campletad on 2/12/19. Intake
#NCO0147144. The Camplaint was
unsubstantiated, A
W 220 | INDIVIDUAL PROGRAM PLAN . W 220 q.,\’l/
CFR(s): 483,440(c)(3)(v) ‘ : W 220 The facility Wil ensure that all clients
| The comprahinsive functional assessment must ~ assessments upon admission to facility are
Include spesch and language development, completed within first 30 days, Nurses and QP
' will monitor weekly new client admission
Thia STANDARD Is niat met as evidenced by; assessments during first 30 days.
The facility falled to assure the person centarad
plen {PCP) for 1 of 8 sampled clierts (#6)
Included assassment of the allant's speach and '
language development and needs as avidencet
by interview and record verification. The finding
s
Cllent #8's Interdisciplinary team fallad to dhtain '& A"l
an assassment of his speach and language : eech assessment for
abllitfes followlng his atmission to the facllity. Nurses wilf schedule sp ,Ch .
: client #6 and follow up with appointment. QP
Raviaw on 2/12/19 of client #6's record revealad will fallow up to ensure appointment was
ha was admittet to the facility on 3/2018, Several completed ’ ’
evaluations wera complated In conjunction with i
cllent #6's admission to include: Payehalagleal '
pvaluation (complated 2/3/18), Nutritional el |
avaluation( dated 4/6/18), Adaptive Basle . REC EIVED
Inventory (ABI) {(complated 3/25/18), Physical .
therapy avaluation ( completed 1/28), APR ﬂ’l ng
Occupational therapy {completed 1/28), There .
was 110 speech and language svaluation In ciant DHSR-MH Licensure Sect
#t's racard, - -
Interview on 2112/19 with the quatified Intellectual
disabllities profession ?P) tevazlad she /

A gL
LABORATORY DIRECTOR'S OR BROVI Rl?ﬁP 1R REPRESEHIATIVE'S SIGNATUR CooTTE i (X0) DATE
i e "f"/W’" g : Ly 1§ T pmam et ae - /

Any doficlency statement ending whtran astarisk (*) danthas & dalficlency which the fatitutian may ba excused from correcling providing It s detsrmingd that
oftror aafagunrds provide sutflcient prolentlan ta the patients. (Sea instrustions.) Except for nusing homes, the findings stated above sre discosabils 80 days
fliowing the dats of survey whather or not a plat of cotrection Is provided, For nursing hores, the abova findinga and plans of comection wre disclozsble 14

days fallowing thetate theas documents sre mada avalisble {o the faclty, If deficlencies are cliad, an approved plan of correctlon 13 raquisite to continusd
program paticlpation, . :
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W 220 | Continued Fram page 1

could not losate the speech assessment far olient
| w8 She panfirmed elient #5'was"admitted to'the ™
facllity on 32018,

Intetview an 2/12/18 with the ragional ICF
{Intermadiate Care Fagility) dirsctar revealed a
speech assessment had not been completad
aftar client #8's admisslon.

INDIVIDUAL PROGRAM PLAN

CFR(s): 483.440(c){4)

Within 30 days after admlasion, the
interdisclplinary team must prepare, for each
cllent, an indlvidual progtam plan, ]

w226

This STANDARD s niot met as evidenced by:
Based on record review and [nterview, the facility
failed o assure the Interdiselplinary team
prepared an Individual prograth plan (PR} within
30 deya after admlasion Inte the facliity for 1 of 4
newly admitted audit cllent (#8), The finding fe:

Client #8's individual program plan (IFP) was not
developed within 30 daya after admisslon.

Raview on 2/12/18 of client #6's record revealad

he was admitted to the faclity on 3/20/18, Several |
gvaluations ware completed In sotjunstion with
ellent #8's admission to include: Psychological
evaluation {somplated 2/3/18Y, Nutritiona!
evaluation( dated 4/6/18), Adaplive Basln

Invantory (ABI) (campleted 3/25/18), Physical
therapy evaluation ( completed 1/28),

Qecupations! therapy (completed 1/28).

Interview on 2/41/19 with the qualifie intallzotual

W 220

W 226

W226 The facility/interdisciplinary team will

ensure that all clients have an individua}
program plan within 30 days of admission.

QP will complete all,iﬁ}? plahs within first 30

days of admission an,@_g,;,,thére on annually
R

N

M,YM
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disabllities professlonal (QIDP) revesled she
"eotild nat toeate the Thdlvidial program piak (Re)
Tor cllent#6, She further canflitned clisnt #6 was
admittad o the facility on 320018,

Interview on 2012119 with the reglonal ICF
{Intermadiate Care Facility) diractor revealed the
IPP meating was held in April 2018 but he could
not jocate the written dogumant or IPP for client
#8, :
W 249 | PROGRAM IMPLEMENTATION . W 249
CFR(s): 483.440(c)(1)

W249 The facility will ensure that each dient ﬁ/i\
A

fss scim as the interdis;l;}ﬂnary team haa' raceives a continuous active treatment plan ‘&
ormulated a client's individual program plan, . . :

gach cllent must raceive a cont?nugus agtive cans‘istmg of "EEdEjd interventions/tools and
treatment program consisting of neaded servites {dentified in the IPP

Intetventions and services in sufficlent Aumber
and fraquency to support the achlevement of the

objectives [dentifled In the individual program
plan.

This STANDARD- Is not met as.evidenaed hy;

Based on abservations, Interviews and record
reviews, the facility failed to ensure 2 of 3 audit
clients (42, #6) recelved a cantiriuaus astive
treatment plan consisting of nesdsd interventions
and servicas as ldentifiad In tha indlvidual
pragram plan {IPP) in the areas of toothbrushing.
The findings include:

1. Habilitation Speciafist will in-service all A%

1, Diract cars staff (DCS) fallad to implement staff members on client #2's tooth

Client #2's toothlsrushing abjective as written, brushing goal steps. Program Manager

ob N on S/ at4:500m of cllart 2 and Habilltation Specialist will monitor
servatlong on at'4,50om of cllent #2's . . . :

tonthbrushing revealed he and a DUS walked to ) weakly and QP will monitor monthly.

! ~ |
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the bathronm with his toathbrushing supplies.
DCSwas halding a wiist wateh; Clant #2 put’
toothpaate o his taathbrush and began to brush
His teath, He brushed his front lower and upper
teeth and briefly brushed His lower right and lett
slde. This lastad about 60 seconds, Client #2
tinsed hls fnathbrush and left the bathroom, As
ellent#2 and DCS left the bathroom, the surveyar
asked DOS if cliont #2 had brushed for 2 minutes,
DCS stated, "Probably not,"

Review oh 212119 of ellent #2's 1P dated
8/13/18 revaaled ah ohjeclive to independently
brush his testh for 2 minutes for 30/30 sassions,
Revisw of the ohlective revealad data was being
taken end this objective Is curment. There was no
Information on this objective Indicating how staff
are {n ensure that client #2 brushes his teeth for
2 minutes,

Interview un 2M2/18 with the qualiied inteliactual
disabliitles professional (UDP) mvaaled DES
should mplamenting the objactive as wiitten, She
further stated the team had not discussed how
DCS were to ensure client #2 brushed for 2
minutes.

2. OGS falled to Implament cllant #8's
toothlorushing program as wiitten,

Observations on 2/1119 at 420pm rovealed DCS
verbally cund client #6 to ratrieve his
toothbrushing supptles and go to the bathroom to
brush his teath. As he walked ta the bathroom,
clisnt 46 told OCS stalf to stay out of the
bathroom and glve him privacy, DCS tald the
survayer, " | can't time him brughing his teeth,”

Review on 2/12/19 of client #6's written training

2. Habilitation Specialist will ingervice all
staff members on client #6's tooth A
brushing goal steps. Program Manager
and Habilitation Specialist will monitor
weekly and QF will monitor monthly.
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program revealed, “Will tolerate toothbrushing for
2 minttes 30 consatutive dayg. - e
Interview on 2/12/18 with the QIDP ravasied
cliont #6's written tralning program Is currant and
should be Implemented as written, Furthsr
interview revealed the team had not consldened
how o acturately me toothbrushing when cllant
118 prefers for DTS not fo accompany him into the
bathroom. ) !
W 368 | DRUG ADMINISTRATION W 368

CFR(s): 483.480(k){1)

Tha systemn for drugr administration must assure
that all drugs are administered In complianes with
the physltlan's orders, 5

This STANDARD is not met as evidenced by:
Basged on obsarvations, Interviews and racord
raviews, the facility falled fo ensure a physlalan's
orders wars fallowsd aa written far 1 of 3 audit
clients (#2). The finding Is:

Physiclan's ardars for thickening cllent #2's fluids
were hot followed,

During observations of the medication pass on
211219 diract cara staflf administered the
following to client #£2; Risperidana 1 mg. (1),
Vitamin D3 1,800 mg. (1), One a day vitamin (1),
Nexiu 20 mg, (1), Aspirin 81 mg. (1),
Amladipine 2.5 mg. (1), Aquapher alntrment

‘topically to both feat and Lactuinse 30m|, Al

medications were crushed and administered with
applasauce excapt for Laclulose. Lactulose sytup
{30 ml.) was given from the medieation cup not
thickenad,

W368 The facility will ensure that all drugs are
administered in compliance with physician’s

A
arders. ,{.A')*A

Nurses will train and in-service all staff on

appropriate mixture methods with liquid .),\"\

medications based on client specific diet 4

consistency orders, Nurses and Program

Managers will monitor weekly. QP will monitor
monthly.
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W 368 | Continued Fram page 5

ReviéW il 2/12/19 of the phi/sitian orders dated
11114718 revealed: Risperidone 1 mg. (1), Vitamin
13 1,000 mg. (1), One a day vitamin (1), Nexium
20 my. (1), Aspirin 81 mg. (1), Amiadipite 2.8
mg. (1), Aguaphor ointment topically to both feet
and Lactulose 30ml.

Review o 2/12/18 af sllent #2's Individual
program plar (IPF) dated 8/13/18 revealat), Heart
healthy Dist with pliresd food with pudding
thickened liquids,

Review on 2/12/19 of client #2's nutritional
svaluation dated 10/24/18 revealed; Heart
healthy dist with puresd food with puddiing
thickened llquids, " Ongoing monitoring of need
far pudding thickened (iguids. Incréased risk for
dehydration,”

Interview an 2/12/19 with the facllity nurse
confirmed all liguids for clisnt #2 should he
pudding thickened consistency, Sha confirmed
direct care staff could have added Lactulose to
tha applesauce for Increasad thickness.

W 363 | DRUG AMINISTRATION

CFR(s); 483.480()(2)

The systam far drug adminlistration must assure
that all drugs, Including those that ars
solf-administered, are administered without error,

This STANDARD is not met as evidenced by:
Based on abservations, record review and
Interview, the facliity failed to ensure.cliant #4's
medications were administerad without arron
This affected 1 of 6 cllants {#4). The finding ls:

W 368

W 389

W360 The facility will ensure that all drugs will
be self-administered without error for all cllents,ﬁ
hased on physiclan’s orders, ¥
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Cllent #4's Matfarmin and Systane eje drops o oo ot
wara not administered as mﬁ,cated. vedor Nurses will train and in-service all staff on Wp'

. appropriate medication administration orders
@) During abssrvations of the medication for client #4. Nurse will monitor weekly. QP
administration pass on 271118 at 3:400m -

revaaled ditect care staff administerad cllent #4 will monitor monthly.
Seroquel 200 mg. (1), Seroguel 100mg. (1),
Clonazepam 1 mg. (1) ahd Systane eye draps (1)

ey drop to each aye.
Review-on 2/12/19 of client #4's physician orders p g‘,r
datad 11/14/18 revedled, * Seroqusl 200 mg. (1), . A

Seraquat 100mg, (1), Clanazepam 1 mg. (1) and
Systane eye drops (2) drops 1o each ays at 2pm.

Interview an 2/(42/18 with the facliity nurse
ravaaled this physician ordet [s current.
Medlcations should ba admintsterad within an
hour befare or an hour after the prescribed time.
She also confirmed cllent #4 should have
tecelvad 2 drops to each eys,

'b) Obseivations of breakfast ot 2/12/19 revealed
client #4 finished eating mealtims at 8:05am,

During obsarvation of the medication
administration pass on 2/12/19 at 8:10am cllent
4 recelved the followlng: Clenazepam imag. (1),
Synthreld S0meg. (1), Matformin 500 mg. (1),
Valprole Acld ER 250 ma. (1), Lisinapril 20mg.
{1), Mstoprola! 50 rmg. (1), One a day vitamin {1),
Seroquel 100 mg. (1), Serequel 200my. (1),
Thagakine HCL 40mg. (1), Vitamin D3 1,000mg.
(1), Ziprasidons 80 mg. (1), Fluticasene spray (2) |
sprays to each nosirll, Systane eye drops (2) |
drops to each eye, Miralax powder (1) capful with ' ]

w2
tY

B ounces uf watar and Chiothexidine (1) aupful o

motthwash,
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" Review an 21212 of clilent #4's physiclan orders

ravealed; Clonazepam 1mag. (1), Synthroid
50meg. (1), Valproic Acid Er 250 mg. (1),
Lisinopril 20mg. (1), Metaprolol 50 mg. (1), One a
day vitamin (1), Serogusl 100 myg. (1), Seraquel
200mg. {1), Tlagabine HCL 40mg. (1), Vikamin D3
1,000mg, (1), Ziptasidana 80 mg, {1}, Fluticasone
spray () sprays to each nostrl, Systans eye
drops {2) draps to sach aye, Miralax powder {1)
eapful with B ounces of water and Chjorhexidine
{1) cupful mouthwash and "Metformin 500mg. (1)
give twice dally before masls.”

Interview on 2/12/18 with the facility nurse
ravealad client #4's Metformin 500mg. (1) should
be administerad before meals. She stated staff
have been tralned to administer medications in
corjunction with the specific physician orders.

W38

8
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