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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. The RGH Interdisciplinary team, {Clinical 10/06/20

This STANDARD is not met as evidenced by:
Based on observation, review of records and

Director, AQPs, Health Care Supervisor, Med
Tech, Safety Coordinator/Community Liason,
Psychologist) will hold a core team meeting to
perform a clinical review of the clients,

interview the individual support plan (ISP) faited During the discussion of client #4 review, the |10/06/20
to have sufficient training objectives or teellm Will include: the need t(.) update cllanF
interventions relative to behavior management for #4's B.SP ieardiese nolsting e t‘rulh '(Ites)
1 of 1 sampled client (#4). The finding is: or t.elhng half—truths: The P:sychoi?glst will
P 9 revise target behavior to client #4's BSP to
include, telling half-truths and lies.
Review of rcords for client #4 on 10/5/20, during a
complaint investigation survey, revealed an ISP Monthly, the team wili review each client's 11/20/20
dated 2/12/20. Review of the ISP revealad client BSP to determine if their behavioral objectives
#4 to have training objectives relative to the meet their behavioral management needs and
following: straighten closet, clean bathroom, time revise as needed.
management, clean his room, toothbrushing, and
work on unhealthy boundaries. Continued review Weekly the Clinical Director, AQPs, 12/01/20
of the ISP indicated that client #4 tells half-truths, ; Psychologist, and Health Care Supervisor will
misinterprets kindness from girls as love and perform observations of client #4. The clinical
becomes disillusioned with the status of his  team will also monitor client #4's BSP data to
relationship. Further record review for client #4 | ensure BSP tracks client's need to address
revealed a behavior support plan (BSP) dated . telling half-truths and lies.
| 2/18/20 which identified the following target | s : ; ;
' behaviors: verbal aggression, cursing, . Qu:rter_ly trgsﬂ',n'cai team will review, monilor | 14/3p120
' name-calling, racial epithets, lying, elopement, AT TOvISE 8.and othgr t|ra|mng objectives |
| : : as needed to meet the client's needs !
' physical aggression, and property destructicn. i
 The ISP review for client #4 did not include Annually and/or as needed all client's BSPs | 12/04/20
. raining objectives or programming to address not and other training objectives will be revised |
j telling the truth or telling half-truths, and implemented, i
1 |
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Any deficiency statement ending with a{q_asterisk (*) denotes a deficioncy which the institution may be excused from correcting providing it is determined that

other safeguards provide sufficient protection to the patients . (Sea instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the dato of survey whether or not a plan of comrection is provided. For nursing homes, the above findings and plans of cofrection are disclosable 14

days following the date thesa 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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Interview with the qualified intellectual disability
professional (QIDP) on 10/5/20 revealed the
facility had not received any complaints from
client #4 regarding privacy concerns. Further
interview with the QIDP revealed that client #4
has a history of not telling the truth to staff and
family and when confronted he denies any
wrongdoing. Further interview with the QIDP
verified that client #4 did not have any guidelines
or training objectives relative to not telling the
truth or half truths. Continued interview with the
QIDP confirmed that client #4 could benefit from
programming and/or guidelines relative to not
telling the truth or half-truths.
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RGH will follow up with Alliance Behavioral 10/30/20

Health Julia's MCO to address Enhanced
Rate request presented in May to request
additional staffing and support for Julia.

FORM CMS-2567{02-99) Previous Versions Obsolete

Evant |D: FWXL11

Facllity ID: 960838 If continuation sheet Page 2 of 2




