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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
plan.

This STANDARD is not met as evidenced by:
Based on observations, record reviews and
interview, the facility failed to ensure 1 of 3 audit
clients (#2) received a continuous active
treatment program consisting of needed
interventions and services as identified in the
individual program plan (IPP) in the area of
medication administration. The findings are:

The facility nurse failed to integrate audit client
#2's identified skills into her medication
administration pass.

During observations of the medication pass for
client #2 on 10/6/20 at 8:10am, revealed the
facility nurse punched the following pills into a pill
cup: Loratadine 10 mg. (1), Senna lax(1),
Vitamin D3 (1), Omeprazole 20mg. (1), Docusate
Sodium 100 mg. (1), Miralax powder 8.5 grams
(poured into cup and stirred in water by the
Nurse). Client #2 also received 1 puff from her
Ventolin/Albuterol inhaler. Client #2 took the pills
individually in her hand. Client #2 was not asked
the names or purposes of her medications such
as: Loratadine for allergies.
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Review on 10/6/20 of her medication
administration record (MAR) revealed the
following: "Will come to medication room
independently, Will sanitize hands, will learn the
name of medications by repeating name and
purpose such as: Loratadine for allergies, pours
medications into mouth, pours and mixes water
and Miralax independently and takes cup and
spoon to kitchen independently.”

Interview on 10/6/20 with the qualified intellectual
disabilities professional (QIDP) revealed staff are
to refer to the MAR for individual client strengths

to be integrated during medication administration.
W 460 FOOD AND NUTRITION SERVICES W 460
CFR(s): 483.480(a)(1)

Each client must receive a nourishing,
well-balanced diet including modified and
specially-prescribed diets.

This STANDARD is not met as evidenced by:
Based on observations, interviews and record
reviews, the facility failed to ensure 2 of 3 audit
clients (#1 and #3) received their
specially-prescribed diets as indicated. The
findings are:

A. Client #3's food consistency was not provided
as prescribed.

During observations in House | on 10/5/20 at
6:27pm, client #3 was observed eating dinner.
On his plate was loin of pork, cabbage and potato
tots. The cabbage and potato tots were pureed,
but the loin of pork was modified to a consistency
of ground or minced with small pieces of meat
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visible. At 6:38pm, Staff A gave client #3 a whole
cupcake. Client #3 ate the cupcake in two bites.

Review 10/5/20 of client #3's individual program
plan (IPP) dated 7/28/2020 revealed that client #3
is on a pureed diet.

Review on 10/5/20 of the diet chart posted in the
kitchen of the home revealed that client #3 is on a
pureed diet.

Review on 10/5/20 of the facilities Dietary Policy
Manual dated 4/3/13 revealed that clients will
receive the diet consistency that has been
prescribed and sanctioned by the team. Further
review of the policy revealed that "pureed foods
are mechanically modified and should be smooth
in appearance. There should be no pieces or
strings."

Interview on 10/5/20 with Staff A revealed that not
all of client #3's foods are pureed. Staff A
revealed that only his main course foods have to
be pureed, not including deserts.

Interview on 10/5/20 with the facility director
revealed that all of client #3's foods should be a
pureed consistency. The facility director
confirmed that the loin of pork and the cupcake
should have been modified to a pureed
consistency.

B. Direct care staff failed to provide client #1's
diet consistency as prescribed in House 2 for
three observed meals.

During observations of lunch on 10/5/20 at
12:35pm, client #1 was served 2 bologna and
cheese sandwiches with 2 containers of soup
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with koolaid and water. The bologna in her
sandwich was not modified.

Interview on 10/5/20 with direct care staff B
revealed client #1's diet is regular with cut meats.
When asked if the meat in her sandwiches is
modified, she said, " No, we cut the sandwiches
in half."

During observations of supper on 10/5/20 client
#1 was served 2 large pieces of pork roast in
excess of 1 inch in size with hashbrown potatoes,
cabbage with cheesecake for dessert. She had
water for her beverage. She did not have
strawberry flavored milk at her placesetting. The
qualified intellectual disabilities professional
(QIDP) assisted her with her meal, cutting up the
roast into 1/2 inch pieces. Client #1 became
upset and said she did not want her roast on her
plate when she had difficulty piercing it with her
fork and seemed to have difficulty chewing it. The
QIDP assisted her with removing it from her plate.
She was not offered a meat substitution.

Interview on 10/5/20 with the QIDP revealed
client #1 receives a 1800 calorie diet with cut
meats. When asked what size the cut meats
should be, she stated," Should not be bigger than
about 1/2- 1/4 inch in size" which she described
as bite sized.

During observations of breakfast on 10/6/20 at
8:23am, client #1 was served 2 pieces of toast,
mixed fruit in small pieces, oatmeal and sausage
cut into very small pieces. client #1 had water and
strawberry flavored milk for her beverages. There
was not prune juice at her placesetting.

Review on 10/6/20 of client #1's physician orders
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dated 9/1/20 revealed, 1800 calorie double

portions with cut meats, strawberry flavored milk,
oatmeal with raisins and 4 ounces of prune juice

for breakfast.

Interview on 10/6/20 with the program director

revealed client #1's diet is current and should be

followed.
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