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W 242 | INDIVIDUAL PROGRAM PLAN | waaz W-242Aand B
CFR(s): 483.440(c)(6)(iii) A team meeting will be held to
discuss Client #6 and client #2
The individual program plan must include, for rate of eating. The Habilitation
those clients who lack them, training in personal Specialist will in-service staff on
skills essential for privacy and independence the results of the team meeting.
(including, but not limited to, toilet training, The Qualified Professional will
personal hygiene, dental hygiene, self-feeding, revise the Person Centered Plans
bathing, dressing, grooming, and communication to reflect the team meeting. The
of basic needs), until it has been demonstrated clinical team will monitor through
that the client is developmentally incapable of Mealtime Assessments 2 times a
AguInpg e, . week for a period of one month
This STANDARD IS. not met as ev.idenced by: then, on a routine basis to ensure
e Cliert #6 and Ciients #2 rate of
centered plans (PCPs) for 2 of 3 sampled clients eatlng interventions are bemg

(#2 and #6) included training in personal skills rmplemented 22 presqlbed' ‘

essential for self-feeding. The findings are: In the future th.e Qualified
Professional will ensure Person

Centered Plans contain

interventions to address

client needs.

A. The PCP failed to include objective training to
address needs relative to rate of eating for client
#6. For example:

Observation in the group home on 12/7/21 at 5:35
PM revealed client #6 to participate in the dinner
meal. Continued observation throughout the

| dinner meal revealed staff to provide client #6
with close supervision with sitting next to the
client. Staff were further observed to provide
multiple verbal prompts to the client to slow her DEC 2 9 2021
rate of eating and to take sips of her beverage. [

DHSR - Mental Health

| Observation in the group home on 12/8/21 at 6:55 Lic. & Cert. Section
AM revealed client #6 to participate in the
breakfast meal. Continued observation
throughout the breakfast meal revealed staff to
provide client #6 with close supervision with
sitting next to the client. Staff were further
observed, as with the dinner meal, to provide
multiple verbal promptS}to the client to slow her

LABORATORY DIRECTOR'S/B‘R/PROVI RISYPPLIER REPRESE IVE,8~8IGNATURE TITLE (X6) DATE
/ al
Katherine Benton, d’ lﬁ ) Director of Operations 12/17/2021
Any deficiency statement ending wi as ris‘l;(‘ydenotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide‘syfficierit protectigh to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these 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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| #6 revealed a observation of eating that reflected:

rate of eating and to take sips of her beverage.

Review of records for client #6 on 12/8/21
revealed a PCP dated 2/17/21. Review of the
PCP for client #6 revealed training objectives to
address exercise, medication administration,
laundry and vocational skills. Continued review of
program goals for client #6 revealed an other
service goal for proper etiquette at meals with no
specifics to rate of eating or implementation
procedure.

Further review of records for client #6 revealed an
occupational therapy (OT) assessment dated
Review of the OT assessment for client

Clients eating rate was fast, requiring staff verbal
prompts to slow down; Staff report that client
requires prompting at every meal. Additional
review of the /2021 OT assessment revealed
recommendations for a 1/4 inch food consistency
with think liquids and for staff to continue to
provide prompts to slow down during meals as
needed, to take smaller bites, to chew up her
food and to take sips of her drink intermittently
during the meal.

Interview with the facility qualified intellectual
disabilities professional (QIDP) on 12/8/21
verified client #6 did not have formal guidelines or
programming to address rate of eating.
Continued interview with the QIDP revealed client
#6 had a service goal to address proper etiquette
at meals although the goal did not have specific
behaviors or intervention procedures targeted by
the training goal. Further interview with the QIDP
verified guidelines to address rate of eating as
identified in the OT assessment could benefit
client #6.
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B.. The PCP failed to include objective training to
address needs relative to rate of eating for client
#2. For example:

Observation in the group home on 12/7/21 at 5:35
PM revealed client #2 to participate in the dinner
meal. Continued observation revealed staff to
provide multiple verbal prompts to the client to
slow her rate of eating. Staff were observed to
prompt client #2 throughout the meal to take a
drink of her beverage and to wipe her mouth with
a napkin.

Observation in the group home on 12/8/21 at 7:25
AM revealed client #2 to participate in the
breakfast meal. Continued observation
throughout the breakfast meal revealed staff to
provide client #2 verbal prompts to slow her rate
of eating and to take sips of her beverage.

Review of records for client #2 on 12/8/21
revealed a PCP dated 2/22/21. Review of the
PCP for client #2 revealed training objectives to
address exercise, medication administration,
laundry, exercise, make bed and community
intergration. Continued review of the PCP
revealed no training objective or guidelines to
address rate of eating.

Further review of records for client #2 revealed an
occupational therapy (OT) assessment dated
2/25/21. Review of the OT assessment for client
#2 revealed an observation of eating that
reflected: Clients eating rate was fast, requiring
staff to provide verbal prompts to slow down.
Additional review of the 2/25/21 OT assessment
revealed recommendations for a 1/2 inch food
consistency due to fast rate of eating and for staff

W 242
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to provide prompts such as to "take a drink" and
"wipe mouth with a napkin" to further encourge
client #2 to slow rate of eating.
Interview with the facility qualified intellectual
disabilities professional (QIDP) on 12/8/21
verified client #2 did not have formal guidelines or
programming to address rate of eating. Further
interview with the QIDP verified guidelines to
address rate of eating as identified in the OT
assessment could benefit client #2. | EASEAgas
W 436 | SPACE AND EQUIPMENT W 436 | 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.
This STANDARD is not met as evidenced by:
Based on observation, record review and
interview the facility failed to provide teaching
relative to eyeglasses for 1 of 3 sampled clients
(#2). The finding is:

Observations in the group home throughout the
12/7-8/21 survey revealed client #2 to participate
in various activities to include leisure activities at
the dining table, setting the table for dinner, meal
participation and household chores. Continued
observations throughout the 12/7-8/21 survey
revealed client #2 to participate in all activities
without the use of eyeglasses. Subsequent
observations revealed no prompts or direction
from staff for client #2 to wear eyeglasses.

Review of records for client #2 on 12/7/21

A team meeting will be held to discuss Client #2
refusal to wear eyeglasses. The Habilitation
Specialist will in-service staff on the results of the
team meeting. The Qualified Professional will revise
| the Person Centered Plans to reflect the team meeting.
The clinical team will monitor through Interaction
Assessments 2 times a week for a period of one
month then, on a routine basis to ensure Client #2
interventions to wear eyeglasses are being
implemented as prescribed. In the future the
Qualified Professional will ensure interventions are in
place to address clients refusal to use adaptive
equipment.
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revealed a person-centered plan (PCP) dated
02/22/21 with training objectives relative to
medication management, laundry, exercise,
make bed, and community integration. Continued
review of records for client #2 revealed a
behavior plan for target behaviors of aggression,
oppositional behavior and intentional urination.

Review of a vision consult for client #2 dated
2/20/20 revealed a diagnosis of myopia. Further
review of medical records revealed a 2/25/20
consult with the recommendation of eyeglasses
due to vision concerns.

| Interview with client #2 on 12/08/21 revealed the

client to report she had her glasses in her
bedroom and she did not want to wear them.
Interview facility staff verified client #2 keeps her
eyeglasses in her bedroom and will often refuse
to wear them.

Interview with the facility qualified intellectual
disabilities professional (QIDP) verified client #2
has eyeglasses due to vision deficits, Continued
interview with the QIDP verified client #2 did not
have a training objective to address continuous
wear of eyeglasses as prescribed. Subsequent
interview with the QIDP revealed client #2 could
benefit from a program to address continuous
wear of her eyewear and it was unknown why a
program had not been implemented.

|
|
|
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