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W 260 | PROGRAM MONITORING & CHANGE W 260

CFR{s): 483.440(1)(2)

At least annually, the individual program plan
fmust be revised, as appropriate, repeating the
process set forth In paragraph (c) of this section,

This STANDARD s not met as evidenced by:
Based on record reviews and interviews, the
facility falled to update the individual program
plans (IPP's) annuslly for 6 of 8 audit cliants (41,
#2, #3, %4, #5 and #8). The findings are:

A, Review on 2/16/22 of client #1's record
revoalad an IPP dated 2/3/21. Additional review
of cllent #1's record revealad no updated PP
since 2/3/21. During observations at the day
program and in the home throughout the survay
on 21522 « 216/22, staff and cllent #1 wers
observed to particlpate in meal praparation,
setting the dining tabie, chores, and activities in
the home.

Intarview on 2/16/22 with the quafified intellectusal
disabifities professional (QIDP) confirmed client
#1's IPP meeting was scheduled for 2/16/22 and
that the (PP has not been updated since 2/3/21.

B. Review on 2/15/22 of client #2's record
revealed no IPP was available for review. During
observations at the day program and in the home
throughout the survey on 2/15/22 - 2/16/22, stafi
and client #1 were obsarved to particlpate In meal
preparation, setting the dining table, chores, and
activitles in the home.

Interview on 2/16/22 with the QIDP confirmed
client #2's IPP mooting was scheduled for 2/18/22
and that there was no current IPP avallabls for

RATORY DIRECTON'S OR PROVIDER/SURPLIER REPRESENTATIVES SIGNATURE TIM.E
\ Peonan Disedor. 3l 2
tha Ingtituion may be excused fror cofrecting

W 260 The facitity will ensure
that all client IPP’s are
updated annually,

Interdisciplinary team and

+ P will nsure that 1pp
meetings oceur annually for
clients and that the plan
identifies yearly goals and
the plan is in client medical
record as well as in the
home. QP will schedule
treatment plan meeting for
client#'s1,2,3,4,5, and 6.
OP will monitor and
complete annuaily or as
needed If within the plan
year,

Y2

Any daficiency statsmant ending with an asterisk {*) denotes g deficlency

othar anfeguards provide stdficient protection to the patients. (Sop Ingttuctions,)
following the date of survey whether or not a plan of comrscion s provided, For nursing hames,
days folfowing the dete thess dosuments are mads avels
program participation.

23

{48} DATE

providing 4 la

datarmingd that

Exeapt oy nursing homas, the findingy atated sbove e disnlosable 50 days
the above findings and plans of correation are diaciosable 14
blm to the facilty. if deficioncies are cited, an approved plans of cormantion s requlsite to continued
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Continued From page 1
review,

. Review on 2/115/22 of client #3' record
reveated no IPP was avallable for raview, During
observations at the day program and In the home
throughaut the survey on 2/15/22 - 2/16/22, staff
gnd client #3 were observed o participate in meal
preparation, setting the dining table, chores, and
activities in tha homa,

Intarview on 2ME/22 with the QIDF sonBirmed
client #3's |PP meeting had been held but the IPP
had not bean written and that there was no
current IPP avallable for review,

0, Raview on 2M5/22 of client #4's racord
revealed an IPF dated 2/4/21. Additional review
of cllent #4's record revaaled no updated IPP
singe 2/4/21. During vbservations at the day
program and in the home throughout the survay
on 2115122 - 2M6/22, staff and client #4 were
pbserved to participate in meal praparation,

setting the dining table, chores, and activities in
the home.

intarview on 216/22 with the QIDP confirmed
cllent #4's IPP meeting was scheduled for 2/168/22
end that thers was no current |PP available for
raview.

E. Revisw on 2/15/22 of client #5's record
revesied an IPP dated 2/4/21, Additional review
of client #5's record revealed no updated IPP
since 2/4/21. During observations at the day
program and in the home throughout the survey
on 2/15/22 - 2/16/22, staff and client #6 were
observed to participate In meal preparation,
setting the dining table, chores, and activities in
the homa,

W 260
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W 260 | Continued From page 2 W 260

Interview on 2/18/22 with the QIDF confirmed
client #5's [PP meating was scheduted for 2/18/22
and that thers was no current IPP available for
review.

F. Review on 2115/22 of client #6's record
revealed no IPP was available for review. During
observations at the day program and In the home
throughout the survey on 2/15/22 - 2/18/22, staff
and cliont #8 were observed to participate in meal
preparation, seftlng the dining table, chores, and
activities in the horne.

Intarview on 2/16722 with the QIDP confirmed
client #8's IPP meeting had been held but the IPP
had not been writien and that there was no
current PP available for raview,

W 263 | PROGRAM MONITORING & CHANGE W 283
CFR(s): 483.440(1{3)(1)

The committes should Insure that these programs
ars conducted only with the wiitten informed )
consant of the client, parents {if the clientis a W 263 The facility will ensure

minor) or legal guardian, that written informed LHV\‘;Q

consent of the client parent

This STANDARD is not met as evidenced by: or legal guardian is obtained.
Baged on record review and interviaw, the facility
falied to ansura restrictive programs were only
conducied with the written informed consent of a
legal guardian. This affected 1 of 8 audit clients
(#8). The finding Is:

Review on 2/15/22 of client #5's Behavior Support
Plan (BSP) dated 12/8/2020 revealad the
objactive, "By 12/1/2021, [Client #5] will exhibit
two or fewer challenging behaviors per month for

FORM CMS-2867(02-45) Pravious Versions Obsclats EventIDIKNWEH FacHy 0 623605 It cantinuation shoat Page 3 of B
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PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION BHOULD 8E cOMBLETION
TAG REGULATORY DRLSC DENTIFYING INFORMATION) TG CRUEB-REFERESS;’&E&%E APPROPRIATE ATE
W 263 | Continued From page 3 wossl The QP will ensure tvhat all
11 consecutive months." Additional review of conse.nt forms are signed by
gient #5's BSP revealed, *...Ingests Depakote, guardian and in medical
artraling, Zyprexa, Effexor and Hydroxyzine as - record yearly or as needed
well as a monthly injection of Invega Sustena for for ch vearly P for cll
behavior support.” Additional review of client #5's or changes. QP for client #5
record revealad a congent dated 1/26/21, will prepare client consent
ack includin nt
Intarview on 2/16/22 with the Qualified Intsllectual P lated B c?ns‘a *
Disabliitles Professional (QIDP) canfirmed that related to psychiatric
the faclity does not have & currant BSP or - medications and have
ronsent signad by client #5's legal guardian, written informed congent
W 312 | DRUG USAGE watz| o ,
CFR(s): 483.450(e)(2) signed and in clight medica
record. QP will monitor
Drugs used for control of Inappropriate behavior annually of as if
must be used only as an Imegral part of the b fua lv or as needed i
client’s individua! program plan that is directed efore annual due date.
spacifically towards the reduction of and eventual
elimination of the behaviors for which the drugs
are employed,
This STANDARD s not met as evidenced by; . .
Based on record reviews and inferviews, the w312 The facility will
tacility failed t0 ensure drugs to manaps client ensure that medications to
behavior were only uzed as an integral part of the nsur \ kl Y2
client's individual Program Plan (iIPP). This manage behaviors are
affected 1 of 6 audt clients (#2). The finding ls: incorporated into the
Review on 2/15/22 of client #2's record revealed beh&vmr support plan
ne current IPP. Additional revlew of client #2's {(BSP).
record ravealed a medical evaluation, dated
3421, which states, "Reportedly has some
problems sleaping. He ingests Melatonin mg
nightly fo help with slaap.”
Review on 2/16/22 of client #2's Physician's
Ordere dated 11/17/21 revealed an order for
FORM CMB-2587(02-40) Pravious Varslong Obsclista Bvent I0: XHWB 1 Faclity ID: a22088 if continuston shest Page 4 of 9
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W 312 . For Client who
Continued ram page 4 W 312 ingest Melatonin for sleep
Melatonin Smg, "Take one tablst by mouth dally at . .
bedtime." behaviors, the use of this
Revi 5116722 of clieet #2's Behavior S medication will be
eview on client #2's Behavior Support : I :
Plan (BSP) revealed client #2 Is supported with incorporated into the BSP.
the use of the medication Ablify for behavior Hence the BEP will be
management. updated. The QP will
Intarview on 216/22 with the facility's ICF Director ensure that any medication
conﬂr:‘ned the use of Melatonin for sicep behavior used to alter behaviors will
should be Incorporated into clent #2's BSP,  en e ed into the
W 368 | DRUG ADMINISTRATION wags| D¢ incorporated info th
CFR(s); 483.460(k)(1) behavior support plan. The
The svatem for d —— QP will montor use of
e System or drug acministration must assurs LY . e
thet all drugs are administered in compllance with medmlatlezas to alter
the physician's orders. behavior monthly to
ensure continued complian
This STANDARD is not met as evidenced by:
Based on observetiong, record reviews and
interviews, the faciiity faled to ensure
medications were administared in accordance
with physician'a ordars, This affected 2 of 6 audit
clients (#1 and #4). The findings are:
A, During obzervations of medication .
administration In the home on 2/16/22 at 7:00am, W 368 The facllity will ensure ¥ ‘ nl?
Stafl B was observed to administer to client #1 that all drugs are
one Amlodoping Smy tablet, one Bisoprolol-HCTZ : :
5-6.25mg tablet, one Losartin 100mg tabiet, one administered in compliance
multi-vitamin tablet, one Risperidona 0.5mg with physician’s orders.
tablat, ons Vitamin D 2000iu tablet, and one
Vitamin 3 tablet.
Raview on 2/18/22 of client #1's Physician's
Orders dated 11/17/21 ravealed an order for
Qecusoft Lid Scrub, "Clean both ays lld marging
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W 368 | Continued From page 5 W 368
twice dafly indefinitely at 8am and 8pm” and ;
Soathe XP Eye Drops, “instlll ona drop in each The nursing staff wil re in
eys twice dally at Bam and 8pm." sepvice all staff on correct
i dministration,
Interview on 2/16/22 with the facility nurse medication administr
confirmed client #1 should have received the The nursing staff will in
Occusofg Lid Scrub and Soothe XP Eye Drop as service ail staff on client #1
the physician's order indicates, Ocesoft Lid Scrub and eye
B. During observations of medication drops during medication

mrirainietestlinm o o bosmem s 55 EEICY ok F D e ' —
WS ISR TR WUV Saiia, WD WXYOUYNIn

ER 10mg tablet, ona Ploglitazone 15mg tablet, client # 4’s Gavilax Powder
agg cm; l\ntamign n??t: Oﬂgludt?blet. Durigg the during medication
oDsarvation, cie Bsxed 1or an eye rap, '

Staff B informed her she gets her eye drop at administration. Nursing staft

night. will monitor weekly

Review on 2/16/22 of cliant #4's Physician's
Orders dated 11/17/21 ravasled an order for
Gavilax Powder, "Mix ona cepful In 8 ounces of
watar or juice and drink once daily at 8am" and
Systane Balance 0.8% Eye Drop, "Instlll one drop
in both eyes two times a day at Bam and 8pm.”

Interview on 2(16/22 with the facllity nurse
confitmed clisnt #4 should have recelved the
Gavllax Powder and Systans Eya Drop as the
physician's order indicates,

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

Tha facility must fumish, maintaln in good repair,
and teach cllents fo use and to make informed
chelces about the use of dentures, ayeglasses,
hearing and other communications aids, braces,
and other devicas identified by the

FORM CMS-Z507(02-59) Pravious Vierslons Qbeoiaty Event 1D KHWE1 Faclity Iy: gp2nps If enmtinnmitan ehaot Doas @ ~F 0
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W 436 | Continued From page & W 438,

Wa436 The facility will ensure

I
that all clients are furnished, Hl ml’c
maintaining in good repair,

This STANDARD i not met as evidenced b and teaching clients to use
is 8 not met as eviden y: .

Basead on observations, record review and and to make informed
interview, the facility falled to ensure client #6 was choices about the use of

taught to use and make informed choices about dentures, eyeglasses, hearing
the use of his dentures and hearing ald, This aids and other
affected 1 of & audlt clients. The findings are:

communication aids, braces
A. Buring observations st the day program and in and other devices identified
the homa throughaut the survey on 2/15/22 - by the Interdiscinh
2116122, client #6 was not wearing a hearing aid. ¥ the Interdisciplinary tearm

as needed by the client

interdisciplinary team as needed by tha cliant.

i /22 of cllant #8% rannrd ravasiad
Raview on 215122 of cllant s roner ruasls

evaluetion that revealed client #6 wears g haaring
aid In his right ear,

Intarview on 2/16/22 with Staff C revealed client . - .
#6 should be wearlng a hearing aid In his right ear Habilitation Specialist will

dally. develop a document for

o812 he facilitys IGF Direct client 46 for his denture and
Interview on with the facility's ICF Director T

confirmed client #6 shouid be wearing a hearing hearing aid usage.
ald in his right ear dally, Habilitation Specialist will in

B. During observations t the d gi service the staffon

- During observations at the day program and in . .

the home on 2/15/22, client #8 was not wearing WQM?tII"Ig and encouragm.g
denturas. Af no time dolng the observation was the client to wear his hearing -
client #8 prompted to use his dentures. aid daily. They will be in

Review on 2/15/22 of client #6's record revealed serviced to prompt and
no current IPP avallable for review, Additional encourage wearing dentures

evaluation that revealed cliant #8 wears dentures.

FORM CMB2ERT0249) Pravious Varsiong Obsilsie Evant I0: KHWa14 Firgility 100 8220058 i contiruetion kst Pone ? W o
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speclally-prascribed dists.

This STANDARD s not met as evidenced by:

Based on observations, record review, and
interview, the facllity falled to ensure 1 of 8 audit
clients {#6) received thair specially prescribed dist
as Indicatad, The finding Is:

' During observations at the day program on

2/15/22 at 11:28am, client #6 was observed
aating lunch which consistad of a hamburger and
a serving of besf stew with besf, potatoes and
vegatables. The hemburgar 2nd beef stow wera
served whole. At 11:31am, Staff A was observed
to cut the hamburger into 4 equal gize pleces,
larger than 2" in size. Durlng the observation,
client #& was not wearlng dentures,

Additional observations in the home on 2/15/22
revesled client #6 eating dinner which consisted
of & piace of meatioaf, & serving of green beans
arxd a serving of mashed potatoss. The meativaf
and grean beans were gerved whole, During the
obsarvation, client #8 was not wesring dentures,
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| document daily
W 436 | Continued From page 7 W 436 Staff ‘;’“nge or refusal to
Intorview on 2/16/22 with Staft B revealed client compitanc :
#8 should be wearing his dentures daily, comply with adaptive
Interview an 2/16/22 with the faclity’s IGF Di devices. Habilitatlon
nierview on 2 with the faciity's ractor " i
confirmed client #6 should ba wearing his Specialist and QP Wi
dentures dally, and if he chooses not to, should monitor weelkly.
be prompted to wear hls dentures before each
mieal,
W 480 | FOOD AND NUTRITION SERVICES W 460
CFR(s); 483,480(a)(4)
Each client must receive a nourishing, . ] 17,7/
wellbalanced diet including modified and W 460 The facility will Hv

ensure that all clients receive
a nourishing, well balanced
diet including modified ang
specially prescribed diets.

GP will provide collaborate
with Nutritionist/Dietician to
ensure that client nutrition
assessment reflects her
preferences based on her
dally/weekly changing of her
diet to vegetarian to pon-
vegetarian. QP will in-service
staff on client nutrition
assessment and identify
changes she may prefer on
different days, QP will
monitor weekly,
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Continued From page 8

Review on 2/15/22 of cllent #6's record revealed
ne current IPP avallable for review, Addiional
ravigw of cllent #6's record revealad a nutrtional
evaiuation which indicates client #8's dist order

as regular, heart healthy, chopped or ground
meats.

Review on 2/15/22 of client #6's diet order posted
in the kitchen of the home revealed a diet that
consists of "heart healthy regular, with toeth -
chopped Into 1/2 - 1" pieces, without testh -
meats ground, all other foods finaly ehoppad into
1/4" pinces.”

Interview on 2/18/22 with Staff B revaaled the dist

posted in the kitchen is current and should be
followed.

Interview on 2/16/22 with the facllity's ICF Director
confirmed that cllant #6's hamburaer, boef stew

Pryyneay ey

W 480
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