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W 249 : PROGRAM IMPLEMENTATION W 2491 W240 A
CFR(s): 483.440(d)(1) The Speech Pathologist will
| o In-service all staff on implementing
As soon as the interdisciplinary team has the communication program for
formulated a client's individual program plan, client #2 and ensure that it is
each clien must recejve a continuous active utilized for all opporiunities thmug h-
treatment program consisting of needed out the day. Inclusive of, gesturing
interventions and services in sufficient number or handing the communi cation
| and frequency to support the achievement of the i g £1a ol ‘
objectives identified in the individual pragram b(}Ok to the client fo ensurerthat
plan. ' client #2 has the opportunity to
' independently make a choice.
The Clinical Team will monitor to

ensure that client #2 communication
program will be followed correctly
by completing 2 interactions
assessments every week for a

This STANDARD s not met as evidenced by:
Based on observations, interviews and record
reviews, the facility failed to ensure 3 of 4

sampled clienls (#2, #4 and #6) received a period of 1 month, and then on a
continuous active treatment program consisting routine basis.

of needed interventions as identified in their In the future, the QIDP will ensure
person centered plans (PCPs) relative to all needs regarding communication
communication. The findings are: programs are addressed with all

, staff in the group home.
A. The team failed to ensure a program objective
relative to communication was implemented in
sufficient frequency to support the need of client
#2. For example:

Observation in the group home throughout the
4/12/22 - 4113/22 survey revealed client #2 to
participate in various activities in the group home
to include leisure activities, participating in meal
preparation and medication administration. Al
various times during survey abservations on

DHSR - Mental Health

4/12-13/2022 dlient #2 was observed to verbally WAy 022072

make loud verbal gestures at staff to which staff e

would verbally respond. : i
Lic. & Cert. Section

Reyiew of recards for client #2 13/22
r‘e)re%z% PCP dated 7/8/217 Reviepv of current

LABORATORY j‘on{s / JER REPREZENTATIVE'S SIGNATURE TITL%‘ . {X6) DATE
Vi 7 ST (11 o™ 2tz

Any daﬁg‘df\cy sté ment "énding with an risk notes a deficiency which the instifution may be excused from correcling providing itis determinad that M
ather safeguards provide sufficient protect; 10.tHe patients. (See instructions.) Except for nursing homes, the find ings 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 2nd plans of correction are gisclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of comection is requisite fo continued

program parlicipation.
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training objectives of the 7/21 PCP for client #2
| revealed a communication program implemented
1 10/11/21. Review of client #2's communication
| program revealed the client will after a model will
E utilize her communication picture book an
| average of 90% of opportunities for 2 consecutive
| months.
|

for client #2 revealed the program was to be
implemented during the client's daily routine and

| Review of program directions revealed staff will

items or activities; they will gesture towards or
hand the client the book when appropriate.
Further review revealed the trainer will involve the
client in an interaction and open the baok to an
appropriate page.

! Interview with the qualified intellectual

| developmental professional QIDP on 4/13/22
verified client #2 has a current communication
program. Continued interview with the QIDP

| verified client #2's communication program
should have been implemented as written to

B. The team failed to ensure a program objective
relative to communication was implemented in
sufficient frequency to support the need of client
| #4. For example:

| 4/12/22 - 4/13/22 survey revealed client #4 1o

participate in various activities in the group home

| to include leisure activities, exercise, participating
in setting the table, eating meals, cheres, laundry

support the client's cornmunication needs. !

Continued review of the communication program ‘
' to target choices for mealtime and leisure. ‘

! provide the opportunity to use the communication i
" book to allow client #2 to expressively request [

| Observation in the group home throughout the \
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W249‘

‘W249 B !
The Speech Pathologist will
‘in-service all staff on implementing
‘client #4 communication program |
which includes staff reinforcing the
use of manual signing, along with |
'the continual use of the ?
‘communication picture book. Staff
will also provide opportunities to }
'utilize the TEACCH schedule
‘throughout her day. ‘
' The Clinical Team will monitorto |
‘ensure that client #4 communication
‘program is being followed correctly |
by completing 2 interaction 3
|assessments every week for a ;
period of 1 month, and then on 1
|a routine basis. ‘
'In the future, the QIDP will ensure |
all needs regarding communication |
‘programs are addressed with all
}staff in the group home.
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and medication administration. At various times
during survey observations on 4/12-13/2022 client
#4 was observed to complete tasks following
verbal request from staff.

Review of records for client #4 on 4/13/22
revealed a PCP dated 10/26/21. Review of
current training objectives of the 10/21 PCP for
client #4 revealed a communication program
implemented 1/20/21. Review of client #4's
communication program revealed the client will
complete the TEACCH schedule with 95%
accuracy for 2 consecutive manths.

Continued review of the communication program
| for client #4 revealed staff should encourage the
client to utilize the communication book across all
settings. Staff should also respond to and
reinforce the use of manual signing, utilize
symbals in the communication picture book and
| provide the TEACCH schedule during the daily
routine.

|

' Interview with the QIDP on 4/13/22 verified client
| #4 has a current communication program.

| Continued interview with the QIDP verified client
| #4's communication program should have been

| implemented as written to support the client's

| communication needs.

C. The team failed to ensure a program objective
relative to communication was implemented in
sufficient frequency to support the need of client
#6. For example:

QObservation in the group home throughout the
4/12/22 - 4113/22 survey revealed client #6 to
participate in various activilies in the group home
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to include leisure activities, eating meals, taking
dishes to the kitchen and medication
administration. At various times during survey
observations on 4/12-13/2022 client #4 was

| observed to verbally scream or make loud verbal
gestures at staff to which staff would verbally
respond "It's okay and calm down" followed by
verbal request to complete tasks.

Review of records for client #6 on 4/13/22
revealed a PCP dated 7/19/21. Review of current
| training objectives of the 7/21 PCP for client #4
revealed a communication program implemented
| 1/20/21. Review of client #4's communication
program revealed the client will go to the
designated activity/location when presented with
a picture paired with a gesture prompt with 90%
accuracy for 2 consecutive months.

Continued review of the communication program
| far client #4 revealed the program was to be
implemented during appropriate times throughout
the client's schedules. Review of program
directions revealed staff will carry the book
containing the pictures and provide the client the
opportunity for transition from one activity to the
next by giving the client a cue in the form of a
picture paired with a gestured cue.

Interview with the QIDP on 4/13/22 verified client
#6 communication program is current. Continued
interview with the QIDP verified client #6's
communication program should have been
implemented as written to support the client's
communication needs.
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'The Speech Pathologist will |
in-service all staff on implementing |
the communication program for |
client #6 and ensure that it is
utilized during opportunities 5
throughout the day. It will also |
include staff offering the picture
book during opportunities of =
\transition. |
‘The Clinical Team will monitorto |
‘ensure that client #6 communication
‘program is being followed correctly |
by completing 2 interaction ‘
‘assessments every week

for a period of 1 month, and then on’
a routine basis.

In the future, the QIDP will ensure
all needs legardmg communication |
programs are addressed with all staff
iin the group home. !
' |

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

Event ID: TP3W11

Facility 1D: 921730 If continuation sheet Page 4 of 4




