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prior to admission,

This STANDARD Is not met ag evidenced by:
Based on recorg review and intervipw the facility
failed to ensyre the lntardlsclpllnary team
completed preliminary accurate assessments
within 30 days after admission. Thjs affected 2 of
2 newly admitted audit clients (#2 and #4). The
findings are-

Tevealed a speech evaluation could not be
located,

Interview on 7725722 with the Quality Assurance
Specialist confirmed a speach 8valuation for
client #2 had not been completed.

B. Review on 7125/22 of client #4's IPP dated
3/30/22 revealeq she was admitted to the facility

lnterdlsciplinary evaluations revealed a speech
evaluation coyld not be locateq.

Interview on 7125122 with the Quality Assurance
Specialist confirmed a spesch evaluation for
client #4 had not been completeq

W 227 INDIVIDUAL PROGRAM PLAN
CFR(s); 483.440(::)(4)

The 'r\dividual Rrogram plan stateg the
LABORATORY DireHron 'S OR FROVIDY RISUPPLIER REPRES

[=
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Dbjectives necessary lo meet the client's needs,
as ideniified by the Comprehensive assessment
required by Paragraph (c)(3) of this section,

This STANDARD 18 not met g evidenced by:

pragram plan (IPP)for 1 of 4 audit clients (#6)
included objective training to meet the client's
positioning and Mmedication administration needs
The findings are:

A, During observations at the facility on 7/25/22
from 3:30pm-6:40pm client #6 remained in hjs
wheelchair elther in his bedroom, the living area,
office or in the dining room. At no time during
these observaﬂons, was he offerag alternate
positioning,

During observations at {he facility on 7126122 from
6:00am-8:45am client #6 wasg positioned in hig
e living area, his bedroom, the

his back sometimes g itting in his
wheelchair for long periods of time,

Review on 7/25/22 of client #6'y individuaj
Program plan

Event ID: OF3414 Facilty 1D: 922187 If continuaion shesl Page 2 of 19
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Continued From page 2

Review on 7125122 of clisnt #6's nursing
evaluation dateq 2/22/22 revealed he jg continent
of bladder but hag bowel incontlnence. Further
review of thjs evalualion fevealed client #5 has

been treated for a lesion in hig groin areg during
the past yeqr,

B. During observationg of the medication
adminisiration bass on 7/26/22 gt 7:00am, staff &3
asslsted client #5 to punch oyt pllls, and tolg him

probably ought fo work on that.”

Review on 7126122 of clignt #6's |Pp dated

2/16/22 reveajaq he has training goays to assist
With putting on his Compression sockg with 80%
FORM CMS—26&7(02—99] Provious Versions Obsokle
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W 227 Conlinued From page 3

independence, brush his teeth with an electric
toothbrush with 80% lndepandance, sweep the
dining room floor with a Swiffer brush with 809
independence and range of motion exercises
weekly. There is no training in the area of
medication administration Identified in the IPP,

Interview on 7126122 with the Director of Quality
Assurance confirmed that medication
administration training hag not been ldentified for
client #6.

W 249 PROGRAM IMPLEMENTATION
CFR(s): 483.440(d)( 1)

AS 500 as the in!erdisciplinary team has
formulated 3 client's individya) program plan,
each client must receive a continuoys active
treatment program consisting of needed

skills. The findings are:

A. Throughout observations on 7125/22 from
3:30pm—6:40pm, client #4 wag noted {o
Periodically put her thumb in her Mmouth withoyt

FORM CMS—256?(02~BBJ Previous Versians Obsolele Evenl ID;OFa4 11 Facifty |n: 922167 If continuafion sheat Page 4 of 10
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redirection from staff, For example: during
observations in the living room at 5:00pm, client
#4 walked through the reom with her thumb in her
mouth ( No redirection from staff). At 5:20pm,

Program revealed staff are to redirect client #4
from putting her fingers in her mouth,

Review on 7125122 of client #4's |pp dated
3/30/22 revealeq staff are 1o redirect client #4
from putting her hands jn her mouth,

Interview on 7126/22 with the Director of Quality
Assurance revealed siaff should redirect client #4
from putting her hands in her mouth,

B. During Observations on 7125122 fram
5:15pm-6:15pm, client #4 was verbally and
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I
i
ows for more time to eat and alsp decreasas
attempts to steal food at the table.
Interview on 7126/22 with the quality assurance
Specialist confirmeq Stalf should regjrge client #4
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W 249 Continued From page 6

from her foogd seeking behaviors and give her the
opportunity to eat before her housemates a5
described in her IPP.

C: Fortowing the supper mea on 7/25/22 clignt

» Who usesg g wheelchair for mobillity, took hig
Plate, cups ang silverware to the kitchen. After he
had taken these flems to the kitchen, staff A fold
him to get his Ioothbrushing items and to brysh
his teeth, Client #6 want fo his bedroom, refrieved

Review on 7126/22 of client #6's IPP dateq
2/16/22 revealag he has a formal toothbrushfng
§oal to brush his teeth with an electrie toothbrush
with 80% Independence for 3 consecutive
months.

Inferview on 7126122 with the RM ang quality
assurance speciajist confirmed it wag their
expeclation since client #6 had 5 formal goal in
toofhbrushing that direct carg staff shoulg
accompany him into the bathroom o monitor hjs
level of independence In Completing thig goal,

D. During evening Observations at 6:40pm, after
client #5 finished brugpj

Event ID: OF3414 Facity 1n: 822167 If cenlinuation sheet Page 7 of1p
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W 249 Continued From page 7 W 249
task,

Supper with 80% verbal prompts for 3
conseculive review periods,

Interview on 7/26/22 with the qualily assurance
specialist confirmed client #6 has a formal goal
and should be given the epportunity to implement
this as frequently as possibje,

E. During observations at thg facility on 7/26/22 at
8:10am, staffA briefly wiped down the dining
room table after mopping the dining room floor
afler breakfast. Client #2 was Seated at the dining
room table holding a Composition notebook and a
pen.

During interview on 7126122 client #2 stated, " |
usually wipe down the table after breakfast. |
don't why | didn't 4o it this morning."

she should be given the opportunity to implement
this ag frequently ag possible,

W 460 | FOOD AND NUTRITION SERVICES W 460
CFR(s): 483.480(a)(1)
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PREFIX
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Each client must raceive a nourishing,
well-balanced djet including modifieq and
Specially-prescribed diets.

This STANDARD s not met as evidenced by:
Based on observations, record reviews ang

i failed to ensuyre prescribed
modifled diets for 2 of 4 audit clients (#2 and #6)
were followed as indicated. The findings are:

A. During observations af he facility on 7/25/22 at

6:15pm, client #2 sat down with the other clienfs
for supper. Staff assisted her to serve 1/2 cup

onto her plate.

Review of the Supper menu on 7/25/22 revealed
an 1800 calorie digf serving consisted of the

Review on 7/25/29 of client #2'g individual
program plan ( IPP) dated 6/26/22 revealeq she is
Prescribed an 1800 Calorle weight jogg diet and
that she shoulg receive low concentrated sweels
as she has bgen diagnosed with Diabetes
Meliitus,

Review on 7125122 of glient #2's nutritional
evaluation dateq 5/19/22 fevealed she ig
prescribed an 1800 calorie weight ogg diet and
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Interview on 7126722 with lhe Residentiz
Manager (RM) and with

B. During observations at the facllity on 7125/22 gt
6:15pm, client #86 propelled in his wheelchair 1o
the dining room table to eat with the other cClients
for Supper. Staff assisted him o serve 1/2 cup
rice, 1/2 CUp shrimp stir fry, a roll onto his plate

oranges and 1 roll with selected beverages.

Review on 712522 of clignt #6's physician orders
daled 6/10/22 revealed he g Prescribed an 180p
calorie weight loss diet,

Interview with (he facility Nurse and Director of
Quality Improvement confirmed client #6's diet is
current and shoy|g be followeq,

FORM CMS~2567(02-99) Pravious Versions Obsolele Event ID:OF34 11 Facifty In: 922157 If continuation sheet Page 9p of 10




: PROGRAMIMPLEMENTATION

e placed on the following, in the areas of accurate assessments prior to
admission, objective training to meet the client’s needs of positioning and medication
' administration, program implementation as identified in PCP, and modified diets.

W210 INDIVIDUAL, PROGRAM PLAN

Monitoring of adherence for 3] new admissions to the facility will haye all required
assessments and/or evaluations, The QP and/or Administrator wi]| conduct chart
reviews within (3) weeks of admission to engure all required assessments are
completed.

TARGET DATE 9/24/2027

w227 INDIVIDUAL, PROGRAM PLAN

QP, Habilitation Specialist, Administrator/(OT/PT) Assistant and/or Home Manager
will ensure the client’s needs are being met as jt i identified in PCP. QP will contact
PT for an evaluation of Cljent #6 to addresg alternative measures and
fecommendations for Client #6 to be repositioned throughout the day out of his
wheelchair. PT evaluation will identify alternative positioning measyres for Client #6
fo give pressure reljef from sitting in hig wheelchair for prolonged periods of time and
any needed furnityre wijj be purchased.



TARGET DATE 9/24/2022

W249 PROGRAM [MPLEMENTATION



Client #4 will be redirected to remove hey thumb from her moyth to reduce the
frequency of target behaviors as identified in BSP.

Client #4 will continye to eat first before other clients to reduce episodes of client #4
taking other client’s food as identified in PEP.

Monitoring of adherence for Program implementation to address clients needed
intervention and services will occur through a minimum of (3) Mealtime Assessments
per month for (2) consecutive months and Interaction Assessments for redirecting
client #4 to remove her thumb from hey mouth will be completed by either of the
following interdisciplinary team: QP, Habilitation Specialist, OT/PT assistant,
Administrator, Home Manager, or the Nurse,

QP/Habilitation Specialist wil] re-mn-service all DSA’s on Client #6 goals. In
addition, DSA s wil] be re-in-service on all other clients’ £oals to ensure the



Client #2 will be accompanied by DSA during al] goals to include wiping down the
table after each meal at home and the vocationa] center with an accuracy of 80%
independence.

TARGET DATE 9/24/2022

W 460 FOOD AND NUTRITION SERVICES

Client #2 is on 3 weight loss-diabetjc-] 800 calorie, whole consistency, thin liquids
diet which ig understood that N0 seconds are allowed unlegs otherwise Specified.



