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W 189 | STAFF TRAINING PROGRAM W 189

CFR(s): 483.430(e)(1)

The facility must provide each employee with
initial and continuing training that enables the
employee to perform his or her duties effectively,
efficiently, and competently.

This STANDARD is not met as evidenced by:
Based on observation, record review and
interviews, the facility failed to ensure staff were
sufficiently trained relative to client positioning at
meals for 1 of 2 sampled clients (#27) in
Beaucatcher. The finding is:

Observations in the group home on 9/10/19 at
6:25 PM revealed client #27 to participate in the
supper meal that included beef casserole, refried
beans and fruit. Continued observation of client
#27 at the supper meal revealed the client to sit in
a wheelchair at the table, to feed herself with staff
assistance when needed and to utilize a swivel
spoon utensil. Continued observation revealed
client #1 to have excessive food spillage while
self feeding, dropping food into both the
wheelchair and the client's lap.

Review of records for client #1 on 9/11/19
revealed a an occupational therapy (OT)
evaluation dated 7/23/19. Review of the OT
evaluation revealed client #1 to have a pureed
diet with thin liquids. Further review of the OT
evaluation revealed client #1 to have a thoracic
cushion in her dining chair due to a diagnosis of
severe kyphoscoliosis. The 7/2019 OT
evaluation further reflected the recommendation
at meals that staff need to ensure client #1 is
transferred from her wheelchair to the wooden
chair for optimal positioning to feed herself
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successfully.

Interview with the qualified intellectual disabilities
professional (QIDP) on 9/11/19 revealed client #1
should have been transferred to the wooden
dining chair that is used for client #27 at all meals
to support proper positioning of the client while
self feeding.

W 227 | INDIVIDUAL PROGRAM PLAN W 227
CFR(s): 483.440(c)(4)

The individual program plan states the specific
objectives necessary to meet the client's needs,
as identified by the comprehensive assessment
required by paragraph (c)(3) of this section.

This STANDARD is not met as evidenced by:
Based on observation, review of records and
interview, the team failed to ensure the individual
service plan (ISP) for 1 of 4 sampled clients (#1)
in Beaucatcher included objective training to
address needs relative to behavior management.
The finding is:

Observation in the group home on 9/11/19 at 8:25
AM revealed client #5 to walk down the hallway of
the group home after the breakfast meal and
attempt to hold onto this surveyor by the pants
and to grab and pull this surveyor's hand.
Continued observation from 8:30 AM until 8:45
AM revealed staff C and Y to observe client #1 to
follow this surveyor around the facility, attempting
to grab this surveyor by the pant leg and hand
while providing no redirection of client #1.
Observation further revealed client #1 to walk
close to client #17 in the facility hallway and client
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#17 to state "No, get away from me".
Observation at 8:48 AM revealed Staff Y to
prompt client #1 to a morning routine activity of
changing clothes to which the client complied.

Review of records for client #1 on 9/11/19
revealed an ISP dated 12/4/19. Review of the
ISP revealed current training objectives to
address daily living skills and hygiene. Further
review of the ISP revealed no behavior support
guidelines, objectives or interventions to address
observed behaviors of pulling on others, following
or invading the personal space of others.

Interview with the clinical director and qualified
intellectual disabilities professional (QIDP) on
9/11/19 verified client #1 did not have a behavior
support plan. Further interview with the clinical
director and QIDP confirmed client #1 has a
history of behavior that included pulling on staff
that is usually related to communication.
Additional interview verified client #1 will invade
the personal space of others in an effort to get
attention. Interview with the clinical director and
QIDP confirmed client #1 could be benefit from
training to address identified needs of pulling
behavior and invading the personal space of
others.

W 249 PROGRAM IMPLEMENTATION W 249
CFR(s): 483.440(d)(1)

As soon as the interdisciplinary team has
formulated a client's individual program plan,
each client must receive a continuous active
treatment program consisting of needed
interventions and services in sufficient number
and frequency to support the achievement of the
objectives identified in the individual program
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This STANDARD is not met as evidenced by:
Based on observations, review of records and
staff interviews, the facility failed to ensure
objectives and guidelines listed in the individual
service plans (ISP's) were implemented as
prescribed for 3 of 3 sampled clients in Sunset
(#9, #25 and #29) and 1 of 2 sampled clients in
Beaucatcher (#27). The findings are:

A. The facility failed to ensure a meal preparation
objective was implemented as prescribed for
client #9.

Observations in Sunset on 9/10/19 at 4:35 PM
revealed clients #9, #25 and #29 to be seated at
the dining table for snack. Further observations
at that time revealed staff A in the kitchen
operating a food processor to puree cookies
without the assistance of any clients. Continued
observations at 4:45 PM revealed clients #9, #25
and #29 eating the pureed cookies for the snack
meal.

Observations on 9/10/19 at 5:27 PM revealed
staff V in the kitchen processing dinner food
items without assistance from any clients.
Further observations at 6:00 PM revealed staff Z
processing dinner food items without the
assistance of clients and at that time, clients #9,
#25 and #29 were sitting at the dining table.
Continued observations at 6:10 PM revealed
clients #9, #25 and #29 eating pureed dinner
items consisting of beef and re-fried beans, bean
salad, and mashed potatoes.
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Review of the record for client #9 on 9/11/19
revealed an ISP dated 3/1/19 which included a
nutrition section, which indicated the client has a
regular, pureed diet. Further review of the ISP
revealed an objective implemented 11/6/18 for
client #9 to initiate pushing down on a switch to
puree meal items 75% of the time for three
consecutive months.

Interview with the qualified intellectual disabilities
professional (QIDP) on 9/11/19 confirmed the
food processing objective was current and
confirmed the objective should be trained at all
opportunities.

B. The facility failed to ensure a meal preparation
guideline was implemented as prescribed for
client #25.

Observations in Sunset on 9/10/19 at 4:35 PM
revealed clients #9, #25 and #29 to be seated at
the dining table for snack. Further observations
at that time revealed staff A in the kitchen
operating a food processor to puree cookies
without the assistance of any clients. Continued
observations at 4:45 PM revealed clients #9, #25
and #29 eating the pureed cookies for the snack
meal.

Observations on 9/10/19 at 5:27 PM revealed
staff V in the kitchen processing dinner food
items without assistance from any clients.
Further observations at 6:00 PM revealed staff Z
processing dinner food items without the
assistance of clients and at that time, clients #9,
#25 and #29 were sitting at the dining table.
Continued observations at 6:10 PM revealed
clients #9, #25 and #29 eating pureed dinner
items consisting of beef and re-fried beans, bean
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salad, and mashed potatoes.

Review of the record for client #25 on 9/11/19
revealed an ISP dated 11/11/18 which included a
nutrition section, which indicated the client has a
regular pureed diet. Further review of the ISP
revealed a current meal preparation guideline for
the client to puree her food items.

Interview with the QIDP on 9/11/19 confirmed the
food processing guideline was current and
confirmed the guideline should be followed at all
opportunities.

C. The facility failed to ensure a meal preparation
guideline was implemented as prescribed for
client #29.

Observations in Sunset on 9/10/19 at 4:35 PM
revealed clients #9, #25 and #29 to be seated at
the dining table for snack. Further observations
at that time revealed staff A in the kitchen
operating a food processor to puree cookies
without the assistance of any clients. Continued
observations at 4:45 PM revealed clients #9, #25
and #29 eating the pureed cookies for the snack
meal.

Observations on 9/10/19 at 5:27 PM revealed
staff V in the kitchen processing dinner food
items without assistance from any clients.
Further observations at 6:00 PM revealed staff Z
processing dinner food items without the
assistance of clients and at that time, clients #9,
#25 and #29 were sitting at the dining table.
Continued observations at 6:10 PM revealed
clients #9, #25 and #29 eating pureed dinner
items consisting of beef and re-fried beans, bean
salad, and mashed potatoes.
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Review of the record for client #29 on 9/11/19
revealed an ISP dated 4/11/19 which included a
nutrition section, which indicated the client has a
1200 calorie, low fat, pureed diet. Further review
of the ISP revealed a current meal preparation
guideline for the client to push the button on the
food processor to help puree her food.

Interview with the QIDP on 9/11/19 confirmed the
food processing guideline was current and
confirmed the guideline should be followed at all
opportunities.

D. The facility failed to ensure meal guidelines
were implemented as prescribed for client #27.

Observations in the group home on 9/10/19 at
6:25 PM revealed client #27 to participate in the
supper meal that included beef casserole, refried
beans and fruit. Continued observation of client
#27 at the supper meal revealed the client to sit in
a wheelchair at the table, to self feed with staff
assistance when needed and to utilize a swivel
spoon utensil. Continued observation revealed
client #1 to have excessive food spillage while
self feeding, dropping food into the wheelchair
and onto the client's lap. At no time during
observation of the supper meal was it observed
for staff to offer client #27 additional food to
replace spillage.

Observation in the group home on 9/11/19 of
client #27 during the breakfast meal revealed the
client to sit in a wooden chair, to eat her complete
breakfast meal with hand over hand staff
assistance and to utilize a swivel spoon utensil. It
was not observed during the breakfast meal for
client #27 to have the opportunity to self feed
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during any part of the meal.

Review of records for client #27 on 9/11/19
revealed mealtime guidelines dated 8/28/19.
Review of the 8/28/19 meal guidelines revealed a
schedule frequency for all snacks and meals.
Continued review of meal guidelines for client #27
revealed a teaching method that indicated 1) Staff
will encourage client #27 to feed herself as much
as possible. 2) Staff may assist the client in
feeding herself by gently putting pressure on the
underside of her dominant elbow (to reduce
severity of tremors). 3) If the client spills any of
her food, please replace the food spilled with
more food. 4) After client #27 has been eating 30
minutes, staff may then provide the client with
hand over hand assistance to finish her meal.

Interview with the QIDP on 9/11/19 verified the
meal guidelines for client #27 remain current.
Continued interview with the QIDP revealed
additional food should have been offered to the
client to address spillage during meals. The
QIDP further confirmed staff should not begin
hand over hand assisting client #27 with eating
unless the client has been eating 30 minutes and
is continuing to take a long time to finish her
meal.

W 436  SPACE AND EQUIPMENT W 436
CFR(s): 483.470(g)(2)

The facility must furnish, maintain in good repair,
and teach clients to use and to make informed
choices about the use of dentures, eyeglasses,
hearing and other communications aids, braces,
and other devices identified by the
interdisciplinary team as needed by the client.
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This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to maintain in good repair, a wheelchair for
1 of 2 sampled clients (#2) in Pisgah. The finding

is:

Observation in the group home 9/10/19 revealed
client #2 sitting in a wheelchair at the dinner table.
Observation of client #2's wheelchair revealed a
spoke with a sharp edge to protrude outward
from the client's tire . Further observation
revealed client #2 conversing with the qualified
intellectual disabilities professional (QIDP)
pointing at the spoke stating it needed to be
repaired. The QIDP was observed to respond to
client #2 during conversation with "l know" and
further explained a special tool was needed to
complete the repair.

Observation in the group home on 9/11/19 at 9:05
AM revealed while loading on the van, client #2
informed and pointed out to the internal physical
therapy staff that the spoke on her wheelchair
needed to be repaired. Further observation
revealed the internal PT staff to respond to client
#2 with acknowledgement and the need to
contact the wheelchair company to come out and
take a look at the wheelchair.

Interview with the internal PT staff on 9/11/19
revealed the staff to be responsible for repairs
and maintenance of adaptive equipment.
Interview with group home staff on 9/11/19
revealed client #2's wheelchair had been in need
of repair due to the protruding spoke for almost
two weeks. Further interview with the QIDP on
9/11/19 revealed she was made aware of the
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condition of client #2's wheelchair by the PT staff
on 9/5/19 or 9/6/19. The QIDP also revealed that
she was not made aware PT personnel had to
contact the wheelchair company to complete the
repairs. The QIDP further verified the exposed
spoke to be a safety issue.
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