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{W 000} INITIAL COMMENTS IW 000}

A revisit wag conducted on 12/5/23 for all
previous deficiencies cited on 10/31/23. All
deficiencies were not corrected and no new
non-compliance was found. The facility is not in
compliance with all reguiations surveyed.
{W 210} INDIVIDUAL PROGRAM PLAN {W 210}
CFR(s): 483.440(c)(3)

Within 30 days after admission, the
interdisciplinary team must perform accurate
assessments or reassessments as needed to
supplement the preliminary evaluation conducted
prior to admission.
This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to obtain an initial Physical Therapy (PT)
Evaluation assessment for 1 of 4 audit clients
{(#6). The finding is:

Review on 8/7/23 of client #6's record revealed
he had not received a PT evaluation, Further
review revealed client #6 was admitted to the
facility on 8/9/22,

During an interview on 8/8/23, the Administrator
confirmed client #6 had not received his intial PT
evaluation.

A follow up was conducted on 10/31/23:

Review on 10/31/23 of client #6's record revealed
he still has not received a PT evaluation.

During an interview on 10/31/23, the Qualified
Intellectual Disabilities Professional (QIDP)
confirmed client #6 still has not received a PT
evaluation.

12/18/2023
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient pratection ta the patients. (See instructions.) Except for nursing hames, the findings stated abowve 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 follawing 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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Afollow up visit was conducted on 12/5/23: s o . :
P : The interdisciplinary team will receive an in-
s . service on utilizing the new admission check
Areview of the Plan of Correction (POC) stated, list for new admissions as checklist contains
“The Corporate Quality Assurance Specialist will necessary appointments required within 30
in-service the Administrator, Qualified days of admission (PT). The
Professionals and Nurses on the assessment Administrator \g"” mog'g?" all ell‘climtss:ons and
i b appointments through bi-weekly
g%q;iremafnt;or_ali.new_?;mi.s‘.jspngsrtthm mlf first management meetings and monthly
ays of admission. [he Administrator wi thereafter. The Qualified professional will
monitor all Person-Centered Plans as they occur also maintain communication of appointment
to ensure assessments are completed within the request to verify contact has been made.
first 30 days of admission. In the the future the In the future the Quaiified Professional will
Qualified Professional will ensure required continue to use the checklist as a guide to
assessments for new admissions are completed :g;g{gg:gﬁg“;;%d r:::%zsgr:g:::p}ace »
Wit e first S0 days of adisson™ all newh aé:lkrlnissiogs Qand‘ If\é:idm!i_’nis.fteratt:\r wi;!
sign checklist with Qualifi rofessional to

Areview on 12/5/23 of client #6's record revealed vegrify completion.
there was no PT evaluation completed.
During an interview on 12/5/23, the Administrator
confirmed client #6 still does no have a PT
evaluation.

{W 217} INDIVIDUAL PROGRAM PLAN {W 217}
CFR(s): 483.440(c)(3)(v)
The comprehensive functional assessment must
include nutritional status,
This STANDARD is not met as evidenced by:

Based on record review and interview, the facility

failed to ensure 1 of 4 audit clients (#6) received
an initial Nutritional assessment. The finding is:
Review on 8/7/23 of client #6's record revealed
there was no Nutritional assessment. Further
review revealed client #6 was admitted to the
facility on 8/0/22.
During an interview on 8/9/23, the Administrator
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{W 217} Continued From page 2 {w 217}
revealed client #6 did not have a initial Nutritional w217 _ ) )
assessment. The interdisciplinary team will receive an in-
Ise{wgice on utg!zmg the new ﬁdmzsstton ctheck
o . ist for new admissions as checklist contains
A follow up visit was conducted on 10/31/23: necessary appointments required within 30
. . days of admission (Nutritional). The
Review on 10/31/23 of client #6's record revealed Administrator will monitor all admissions and
he still has no Nutritional assessment, appointments through bi-weekly
management meetings and monthly '
During an interview on 10/31/23, the Qualified g’l:ée;f;?&a?;hgo%‘?gggégggﬁi;;gmﬂem
'me:.'emug'c?'satt;?e;ﬁ:"fess;ma' (Q‘EE) request to verify contact has been made.
COMRING CENLIS BILNBE I MOALRT T In the future the Qualified Professional will
Nutritional assessment. continue to use the checklist as a guide to
ensure all required assessments,
Afollow up visit was conducted on 12/5/23: appointments and meetings take place for
all new admissions and Administrator will
Areview of the Plan of Correction (POC) stated, sign checklist with Qualified Professional to
"The Corporate Quality Assurance Specialist will verify completion.
in-service the Administrator, Qualified
Professionals and Nurses on the assessment
requirement for all new admissions within the first
30 days of admission. The Administrator will
monitor all Person-Centered Plans as they occur
to ensure assessments are completed within the
first 30 days of admission. In the the future the
Qualified Professional will ensure required
assessments for new admissions are completed
with the first 30 days of admission".
Areview on 12/5/23 of client #6's record revealed
there was ne Nutritional assessment completed.
During an interview on 12/5/23, the Administrator
stated client #6 has not received his Nutritional
assessment,
{W 221} INDIVIDUAL PROGRAM PLAN {W 221}
CFR(s). 483.440(c)(3)(V)
The comprehensive functional assessment must
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include auditory functioning.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility

failed to ensure an auditory examination for 1 of 4

audit clients (#6). The finding is:

Review on 8/7/23 of client #6's record revealed
he had not received an auditory examination.
Further review revealed client #6 was admitted to
the facility on 8/8/22.

During an interview on 8/8/23, the Administrator
confirmed client #6 had not received his auditory
examination.

A follow up visit was conducted on 10/31/23:

Review on 10/31/23 of client #6's record revealed
he still had not received his auditory examination.

During an interview on 10/31/23, the Qualified
intellectual Disabilities Professional {QIDP)
confirmed client #6 still had not received his
auditory examination.

A follow up visit was conducted on 12/6/23.

A review of the Plan of Cormrection (POC) stated,
“The Corporate Quality Assurance Specialist will
in-service the Administrater, Qualified
Professionals and Nurses on the assessment
requirement for all new admissions within the first
30 days of admission. The Administrator will
monitor all Person-Centered Plans as they occur
to ensure assessments are completed within the
first 30 days of admission. In the the future the
Qualified Professional will ensure required
assessments for new admissions are completed
with the first 30 days of admission”.
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he interdisciplinary team will receive an in-
rvice on utilizing the new admission check
list for new admissions as checklist contains
ecessary appointments required within 30
ays of admission (Auditory). The
dministrator will monitor all admissions and
ppointments through bi-weekly

anagement meetings and monthly
hereafter. The Qualified professional will
lso maintain communication of appointment
equest to verify contact has been made.

In the future the Qualified Professional will
ontinue to use the checklist as a guide to
nsure all required assessments,
ppointments and meetings take place for

il new admissions and Administrator will
sign checklist with Qualified Professional to
verify compietion.
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A review on 12/5/23 of client #6's record revealed
there was no auditory examination completed.

During an interview on 12/5/23, the Administrator
confirmed client #6 does not have a auditory
examination.
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