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|
W 247 | INDIVIDUAL PROGRAM PLAN W 247 | [
| CFR(s): 483.440(c)(6)(vi) ' f
; 2

The individual program plan must include ‘ W247
opportunities for client choice and | . . )
| self-management. ‘ | The Qualified Professional will
| This STANDARD is not met as evidenced by: in-service all staff on affording I
| _!iasgd or:hobfser_\;?ti?ql, r(zj?ord re\{ciiew :h_d ’ clients #1 - #6 and all people
interview the facility failed to provide choice an ; ‘
self management for 6 of 6 clients (#1, #2, #3, #4, supported the opportunity to make |
#5 and #6) relative to leisure options and choices and Self_management

related to activities and leisure.

activities. For example: ‘
The Qualified Professional will
inservice the manager to ensure g

’ Observation in the group home on 12/21/21 from

7:35 AM until 8:45 AM revealed client #2 at | A - "

| various times to walk to a closet of the group actvities and lelsurt? options ,

home and to open the closet, peer inside and are available at all times.

| close the door. Continued observation at 8:45 , . The Clinical team will monitor 2x

AM revealed all clients of the group home to sit in ’ ' a week for a period of four

the hvmg room watching !ele\_nslon. Furth_er | weeks via interaction |

observation throughout moming observations | ‘
J assessments to ensure the

revealed leisure activities offered to clients to h : .
| opportunity for leisure choices and

include watching television, for client #2 to hold a
coloring book, for client #3 to be offered a baby activities are afforded to all people

doll and client #4 to be offered a magazine, \ supponed. In the future. the
f ! Qualified Professional will ensure |

Interview with staff A on 12/21/21 revealed the . ffordi
closet that client #2 would walk to and open the all staff are U.'amed on affording
door of used to have various engagement the opportunity for all people

activities such as games, puzzles and books for | | supported to make choices for
all clients to choose from. Continued interview i | leisure activities.
with staff A revealed client #4 tare up all the ‘
activities that were in the facility leisure closet a |
By: 221122 ppisR - Mental He i

| couple months ago and all items had been thrown ’
away. Staff A further revealed no activities had ‘
been replaced since everything had been thrown
away. Additional interview with staff A revealed ‘
active treatment options were limited in the group | /

JAN 192022

home due to the lack of activities that could be r

Lic. & Cert. Sectiﬂn
| offered to clients. |
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Any deﬁctanc’y statement ending wﬂf{an astensk (%) denotes a deficiency which the institution may be excused from correcting prawviding it is determined that

other safeguards provide sufficient protection to Ihe 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 pravided. 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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W 247 | Continued From page 1 W 247
Interview with the facility home manager on
12/21/21 revealed he was unaware all activity
options of the facility leisure closet had been
thrown away due to damage by client #4.
Continued interview with the facility home :
manager verified clients should have choice and !
self management of various leisure options in the I
group home. Further interview with the facility |
home manager revealed activities of the facility
leisure closet needed to be replaced.
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.

This STANDARD is not met as evidenced by:

| Based on observation, record review and

| interview the facility failed to provide teaching for

The finding is:

Observation in the group home on 12/20/21 from

4:30 PM until 8:15 PM revealed client #5 to

| participate in various activities to include:

i walching television, participation in the dinner
meal, loading dishes in the dishwasher after the

i dinner meal, following various staff directives and

| taking items to the laundry room. Continued

| observation throughout evening observations on

‘ 12/20/21 revealed client #5 to wear eyeglasses.

| Observation in the group home on 12/21/21 from
| 7:45 AM until 8:10 AM revealed client #5 to
|

1 of 4 sampled clients (#5) relative to eyeglasses.
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complete a morning routine of hygiene, to watch

| television, to participate in the breakfast meal and
to enter the medication room for medication
administration. Continued observation revealed

| at no time before 8:10 AM for client #5 to wear
eyeglasses. Observation at 8:15 AM revealed
client #5 to exit the medication room wearing
eyeglasses.

|

| Review of records for client #5 on 12/21/21

[ revealed a person centered plan (PCP) dated

4/10/21. Review of the PCP for client #5 revealed

training objectives to address clothing

identification, wash hands, use of a face mask,

beverage preparation, money management and

| traffic sign identification. Continued review of

| records for client #5 revealed a behavior plan

| dated 9/7/21 to reflect client #5 wears glasses to
Carrect vision and staff may need to give

| reminders to wear glasses. Additional record

| review revealed a vision consult dated 4/22/21

with the recommendation to continue with current

| prescription.

| Interview with staff A on 12/21/21 revealed client
#5's glasses were kept in the medication room to
support the client with proper storage and care of
her eyeglasses. Interview with the facility
qualified intellectual disabilities professional

| (QIDP) on 12/21/21 verified client #5 wears

| prescribed glasses and did not have a training
program to address any deficits related to
eyeglass care or use. Continued interview with
the QIDP revealed she was unsure why client

| #5's eyeglasses were kept in the medication

| room and the client could benefit from training to
address deficits in use and care of her
eyeglasses.
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W 436 | Continued From page 2 | W 436r

f W 436 l;
The team will meet to discuss IJ

\l the use of client #5°s eve glasses. !

| The Habilitation Specialist will ;
in-service staff as a result of the team {
meeting. The Qualified Professional
will revise the Personal Care Plan
to include the results of the meeting. |
The clinical team will monitor x2 ‘
days a week for a period of four |
weeks through interaction . |
assessments to ensure client is |
wearing eve glasses as prescribed. ’
In the future. the Qualified
Professional will ensure client #5 '
and all people supported are
afforded training to use any

adaptive devices as prescribed.

| By: 2/21/22

|
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