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The team met and agreed that client #3 will be placed on new formal programs, involving,
self-help, daily living and money management programs. Team agreed current formal
programs will be d/c and new ones will be implemented. Team agreed that all clients ABI’s
will be reviewed by the Hab. Spec. and QP to ensure priority needs are being addressed or
have been previously addressed.

Target Date 5/25/23

W 340

The team met and agreed that staff will not be wearing gloves in the kitchen, during mealtime

unless staff or the clients are handling raw meats.

The team agreed Nursing will Inservice staff on the company’s infection Control policy
concerning the spread of infections and microorganisms to other individuals or the

Environment, also nursing will Inservice staff on hand washing policy, protocol and gloves
usage.

The clinical team will conduct mealtime assessments until the situation has been resolved.

Target Date 5/25/23

W 436

The team met and agreed that the Habilitation Specialist willimplement a formal program
for staff to prompt client #6 upeon awaking and getting dressed for the day to wear his
Eyeglasses daily and to store his eyeglasses on orin his nightstand when he is not wearing
them.

Monitoring will occur through interaction assessment weekly by the Habilitation Specialist /
Home Manager until the situation has resolved.

Target Date 5/25/23
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The individual program plan states the specific
objectives necessary to meet the client's needs,
as identified by the comprehensive assessment
required by paragraph (c)(3) of this section.
This STANDARD is not met as evidenced by:
Based on record review and interviews, the
facility failed to ensure client #3's Individual
Program Plan (IPP) included specific objectives
to meet his needs as identified in the
comprehensive functional assessment. This
affected 1 of 3 audit clients. The finding is:

During observations at the day program on
4/10/23, client #3 shredded Paper and picked up
trash at the facility.

interview on 4/10/23 with Staff A revealed client
#3 gets paid for his work tasks at the day
program.

Review on 4/10/23 of client #3's IPP dated
2/28/23 revealed objectives to clean the toilet,
clean the pantry, clean trashcans and a

| behavioral objective. No other objectives were
identified. Additional review of the IPP noted the
client has trained on and met criteria for |
objectives to dry between his toes, apply lotion,
identify coins/dollars, budget money, and carry
money since 2009. Additional review of the
client's Adaptive Behavior Inventory (ABI) last
reviewed on 10/19/22 indicated various needs in
the area of self-care, grooming, dressing and
money management.

Interview on 4/11/23 with the Home Manager
| (HM) confirmed client #3 continues to have needs
E in daijyJivi management;

s
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clients.

Nursing services must include implementing with
other members of the interd isciplinary team,
appropriate protective and preventive health
Mmeasures that include, but are not limited to
training clients and staff
health and hygiene methods.
This STANDARD is not met
Based on observations, record review and
interviews, the facility failed to ensure staff were
sufficiently trained to wear latex gloves
appropriately and implement protocals to prevent
the potential spread of infections. This potentially
affected all clients residing in the home (#1, #2,
#3, #4, #5 and #6).

A. During evening observations in the home on
4/10/23 from 4:47pm - 5:48pm, client #6 assisted
Staff B in the kitchen with meal preparation tasks,
After washing his hands, the staff assisted the
ciient to put on gloves. During this time, client #6
assisted with placing raw turkey burgers on a
pan. Upan compietion of this task, the staff
removed their gloves but prompted the client to
continue wearing his gloves. Client #6 continued
to perform various tasks in the kitchen while
wearing the same gloves.

B. During dinner observations in the home on
4/10/23 at 6:05pm, various staff assisted clients
to pour drinks, pass serving bowls and serve
themselves. The staff were noted to wear gloves
as they stood around the table and assisted the

as needed in appropriate

as evidenced by:

The findings are:
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C. During morning observations in the home on
4/11/23 from 7:00am - 7:29am, client #4 and
client #6 assisted Staff J in the kitchen with meal
preparation tasks. The clients were assisted to
put on gloves after washing their hands. Both
clients continued to wear the same gloves while
touching various surfaces, door knobs, handles,
etc. The clients were not prompted or assisted to
change their gloves as needed.

D. During breakfast observations in the home on
4/11/23 at 7:38am, client #5 coughed directly into
his right hand. Shortly afterwards, Staff C passed
the client a pitcher of water which he retrieved
with his right hand, poured his drink and passed
the pitcher to a client next to him. Client #6 also
picked up a bow! on the table, served himself and
passed the bowl to a client next to him. Although
Staff C stood next to the client at the table and at
least four other staff were standing around the
table, the client was not prompted or encouraged
to wash and/or sanitize his hands after coughing.

Interview on 4/10/23 with Staff E revealed they
really don't have to wear gloves while assisting
clients at meals. Additional interview indicated
only the staff working in the kitchen needs to
wear gloves,

Interview on 4/11/23 with Staff J indicated clients
and staff should be wearing gloves while working
in the kitchen, The staff noted this keeps the
clients from having wash their hands so much,
Additicnal interview revealed clients should be
changing their gloves when touching their face or
other surfaces.

Interview on 4/11/23 with Staff C indicated she

W 340
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