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Preparation and/or execution of this plan of
W 130 PROTECTION OF CLIENTS RIGHTS WH130 correction does not constitute admission or
CFR(s): 483.420(a)(7) agreement by the provider or the truth of the facts
alleged or conclusions set forth in the statement of
The facility must ensure the rights of all clients. deficiencies. The plan of correction is prepared

and/or executed solely because it is required by the

Therefore, the facility must ensure privacy durin
Y o y . provisions of Federal and State law.

treatment and care of personal needs.

This STANDARD is not met as evidenced by:
Based on observations and interviews, the facility
failed to ensure privacy was maintained for 2 of 9
audit clients (#3 and #9). The finding is:

During observations in the facility on 5/24/22 at QP/Supervisor/Habilitation Specialist will
6:45am, in bedroom #417 on the Yellow wing, review bedroom assignments and adjust as
audit client #3 was sitting in his chair in his needed to ensure protection of client's
bedroom. Client #3's roommate was sitting in a rights. _ . . 7.20.2022
rocking chair. Client #9 was observed lying on the Staff will be in-serviced to redirect any client
bed of client #3's roommate. that attempts to sit/lay on a bed that is not
their own.

Informal monitoring to occur through daily
observations by Administrative Staff,
Supervisors, and/or QP’s.

Immediate interview on 5/24/22 with staff D
revealed this bedroom is audit client #3's
bedroom which he shares with another client.

Staff D stated that audit client #9 is assigned to Formal monitoring to occur at least monthly
bedroom #415 next door. Staff D stated client #9 through completion of the Interaction

"likes to hang out in this bedroom and routinely is assessment.

observed lying on one of the beds in this

bedroom."

Interview on 5/24/22 with the qualified intellectual
disabilities professional (QIDP) confirmed that
often in the early mornings before breakfast, audit
client #9 comes into room #417 and will lie down
on one of the beds although he is assigned to the RECE‘VED
bedroom next door. Further interview with the \
QIDP revealed clients #3 and #9 need assistance J
protecting their privacy. Additional interview
confirmed the team has discussed changing
client #9's bedroom assignment to provide
additional privacy to client #3 and his roommate.
—-W137 | PROTECTION.OFE CLIENTSRIGHTS . | W137|.
CFR(s):483.420(a)(12) . - - ==
TIV) \.,
__LABORATQRY DIREC % f OR PROVIDER!SUPPJﬁ?R PRESENTATIVE'S §IG TURE S / _TITLE e {(x6)DATE

'l &
CUNA L XM(YI ) ////W&Jﬁ? D. 3/ O
-—Any-deﬁciencyAstatemeﬂteﬂdmg-woth an—astensk—{—)—denetes—a—deﬁ ney—wmcmhemsntutlen may- be excused-from- -correcting- prGV|d|n94Hsdeterm|neé—that LR L ;
-—-other safeguards provide sufficient protection to the patients. (SeeMstructions.) 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 paricipation.
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W17 | Continued From page | w3t QP/Supervisor will ensure individuals
personal razors/hygiene items are labeled
The facility must ensure the rights of all clients. with the individual’'s name.
Therefore, the facility must ensure that clients Staff will be in-serviced that they are only to 7.20.2022
have the right to retain and use appropriate use personal/hygiene items that belong to
personal possessions and clothing. the individual they are assisting and not
This STANDARD is not met as evidenced by: share personal/hygiene items amongst
Based on observations, record review and individuals.
interviews, the facility failed to ensure client #4 Informal monitoring to occur through daily
had the right to access his personal grooming observations by Administrative Staff
supplies. This affected 1 of 9 audit clients (#4). Supervisors, and/or QP's. ’
Il Formal monitoring to occur at least monthly
) . ) 5 through completion of the Interaction
During observations in the facility on 5/24/22 at assessment and appearance checklist.
7:15am, staff E took an electric razor off the
dresser in client #4's bedroom and shaved client
#4 and 3 other clients in bedroom 4089.
Interview on 5/24/22 with staff E revealed she
was uncertain whether the electric razor belonged
to client #4 or to his roommate.
Review on 5/24/22 of client #4's record revealed
an educational evaluation dated 4/20/22 which
indicated client #4 can turn on/off his electric
razor and unplug the razor with physical
assistance.
Interview on 5/24/22 with the qualified intellectual
disabilities professional (QIDP) revealed direct
care staff should use individual electric razors to
shave clients and that client #4's electric razor
should not be used on other clients in the facility.
Further interview confirmed client #4's name was
not on either razor in room 409 and she could not
determine which electric razor belonged to client
#4. :
W 252 | PROGRAM DOCUMENTATION W 252
CFR(s): 483.440(e)(1)
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W 252 | Continued From page 2 W 252
Data relative to accomplishment of the criteria
terjms documented appropriately for all individuals,
‘ HS wi!l be in-serviced on the importance of 7.20.2022
objective data documentation
This STANDARD is not met as evidenced by: ]n;:g?vzltirgr?gléorg% 0 r?glcolir}_t‘fgoulzgh dallly
Based on observations, record reviews and - _— ycur ’mao thiv th ' ?]rma
interviews, the facility failed to ensure data ;no | tio% fOC ; i ty JOL,:I?
relative to the accomplishment of objective Hosrﬂp N h Oﬁﬂ?g’ess not.es 3,; 2 it
criteria was documented in measurable terms. eac erI. i : afség C%‘L\mue 4 monltor
This affected 1 of 9 audit clients #5). The finding upon completion ot ine WA assessments
s and QP quarterly reviews.
Review on 5/23/22 of client #5's Individual
Program Plan (IPP) dated 7/15/21 revealed a
formal training program that she will tolerate
physical assistance to brush her teeth with
mouthwash without resistance 70% of trials for 3
consecutive months.
Review on 5/24/22 of client #5's program plan
data sheet revealed 1 day of documentation in
January 2022, 9 days of documentation in
February 2022, 29 days of documentation in
March 2022, 9 days of documentation in April
2022 and 8 days of documentation in May of
2022.
Interview on 5/24/22 with qualified intellectual
disabilities professional (QIDP) confirmed
numerous days of data are missing for client #5's
goal and data should be recorded twice per day
for this goal.

e P CER )83 A4 ) e
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The individual program plan must be reviewed at
least by the qualified intellectual disability
professional and revised as necessary, including,
but not limited to situations in which the client has
successfully completed an objective or objectives
identified in the individual program plan.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure the individual program plan (IPP)
for 2 of 9 audit clients (#2 and #4) were reviewed
and revised as needed after completion of
objectives. The findings are:

A. Review on 5/24/22 of client #2's individual
program plan (IPP) dated 9/23/21 revealed a
formal objective to attend to classroom activities
for 30 seconds 70% of trials for 3 consecutive
months. This objective was implemented on
11/2/20. Review on 5/23/22 of the progress
summaries revealed the following:

November: 100%

December: 100%

January: 100%

February, March and April: No progress
summaries

Interview on 5/24/22 with another qualified
intellectual disabilities professional (QIDP)
revealed client #2's QIDP is on vacation but there
was no information to demonstrate this objective
had been reviewed or revised or other training
had been considered for client #2.

B. Review on 5/24/22 of client #4's IPP dated
6/9/21 revealed a formal objective to sign drink
with 90% trials for 3 consecutive months. This

-program was implemented on-1/17/22: Reviewon—— |
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W 255 | Continued From page 3 W 255

Teacher/Habilitation Specialist will
update/revise objectives once the individual
has accomplished said objective.

Informal monitoring to occur through daily
observations by QP, and/or HS. Formal
monitoring to occur monthly through
completion of progress notes by the
HS/teacher. Will also continue to monitor
upon completion of the QA assessments
and QP quarterly reviews.

7.20.2022
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CFR(s): 483.460(c)(3)(iii)

Nursing services must include, for those clients
certified as not needing a medical care plan, a
review of their health status which must be on a
quarterly or more frequent basis depending on
client need.

This STANDARD is not met as evidenced by:
Based on review of records and interview,
nursing services failed to ensure quarterly nursing
assessments were conducted in a timely manner
for 2 of 9 sampled clients (#4 and #8). The
findings are:

A. Review on 5/23/22 of client #4's nursing
quarterly exams revealed the last nursing
quarterly exam was completed on 8/15/21.

Interview on 5/24/22 with the Associate Director
of Nursing confirmed client #4's nursing quarterly
exams were not completed as scheduled in
December 2021 and in April 2022.

B. Review on 5/23/22 of client #8's nursing

-quarterly exams revealedthe last-quarterly exam- - -
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W 255 | Continued From page 4 W 255
5/24/22 of the progress summaries revealed the
following:
January:100%
February: 100%
March: 100%
April: 100%
Interview on 5/24/22 with the QIDP revealed
client #4 has met criteria for completion of this
program and it is still ongoing without revision or
consideration for additional training.
W 336 | NURSING SERVICES W 336

QNA’s completed.
DON or designee will ensure all QNA's are
completed and up to date.

Informal monitoring to occur through
random chart checks by DON or designee
at least monthly. Formal monitoring by
QP/DON or designee to occur through
completion of quarterly QP reviews and
upon completion of QA assessment Medical
ICF chart review bi-annually.

7.20.2022
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CFR(s): 483.460(g)(2)

The facility must ensure comprehensive dental
treatment services that include dental care
needed for relief of pain and infections,
restoration of teeth, and maintenance of dental
health.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure client #7 received comprehensive
dental treatment services for the maintenance of
her dental health. This affected 1 of 9 audit
clients. The finding is:

Review on 5/23/22 of client #7's record revealed
a dental examination report dated 8/30/2019 with
a recommendation to follow up in a year.

Interview on 5/24/22 with the Qualified Intellectual
Disabilities Professional (QIDP) confirmed client
#7 has not received dental care since 8/30/19
and no appointment has been scheduled at this
time.

DON to contact Access dental for dates to
hold dental clinic.

Formal monitoring to occur through
quarterly nursing assessments and
quarterly QP reviews.
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W 336 | Continued From page & W 336
was completed on 12/30/21 for the period of
September-November 2021.
Interview on 5/24/22 with the Associate Director
of Nursing confirmed client #4's nursing quarterly
exam was not completed as scheduled in April ) .
2022. QP/DON or designee to review charts to  [7.20.2022
W 356 | COMPREHENSIVE DENTAL TREATMENT wasgEnsure eompliance Wity dental tredtment,
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