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As soon as the interdisciplinary team has sgjzﬁt}n%%?jléhagt?\xlifesam]eﬁgowde
 formulated a client's individual program plan, ’3 :
| adh chaxitme . programming to all people
i st receive a continuous active [ | i P
| i | supported in the facility. The
| oo oAt PRI cibleting of hemvied " Qualified Professional (QP) will
interventions and services in sufficient number : : .
and frequency to support the achievement of the i | '“‘39."’"39 all direct suppprt
objectives identified in the individual program | | staff in the home regarding
plan. | providing active treatment and
ensure individual programs are
. developed for each person
' supported to address areas of
This STANDARD is not met as evidenced by: | need. This will be monitored by
Based on observation, record review and | completing two interaction i
interview the facility faited to provide choice and | assessments per week for one |
self-management for 3 of 6 clients (#2, #5 and month and then on an ongoing, |
#6) relative to leisure options and activities. For routine basis. In the future the |
example: | QP will ensure all direct support ‘
staff are in-serviced trained to
Observations in the group home on 06/25/24 i provide continuous active
fram 4:00 PM until 6:15 PM revealed client #2 at | treatment to all people supported '
| various times to watch tv in her bedroom, living in the facility |
| room, talk to surveyors about Elvis, and walk ’ |
| around watching her housemates and staff. |
Continue observations at the same timeframes [ ’
revealed client #5 and #6 to sit in the living room !
accompanied by staff B and C unengaged. |
Further observation throughout this time frame
revealed all clients sleeping while staff B and C f
wha did not engage with clients carried on |
: conversations with one another.
Review of records for client #2 on 6/25/24
revealed a person-centered plan (PCP) dated
2/27/2024. Continued review of the PCP for client | i
#2 revealed the following diagnosis: Severe [DD, i
psychaosis, depression, anxiety, hypothyroidism, |
hypertension, psor}asis., allergic rhinitis, | E [
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Any deficiency statement endiné‘ with an asterisk () denotes a deficiency which the insfifution may be excused from correcting providing it is determined that
other safeguards provide sufficient pratection to the patients , (See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
foliowing 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 faciiity. If deficiencies are cited, an approved plan of earrection is requisite to continued

program participation,
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W 249 | Continued From page 1

hyperlipidemia, GKD, urinary incontinence, pain,
and articulation impairment, Further review of the
PCP for client #2 revealed the following goals:
wash hands, improve oral hygiene-brush teeth,
choose between two outfits, increase
mobility-exercise, walk two laps at the vocational
center and decrease maladaptive behaviors,

Review of records for client #5 on 6/25/24
revealed a PCP dated 2/15/23., Continued review
of the PCP for client #5 revealed the following
diagnosis: Moderate IDD, depression, early
onset dementia and blindness. Further review of

. the PCP for client #5 revealed the following goals:
! wipe front to back, wash hands with soap and

| water, rest utensils, mealtime guidelines to siow
down and alternate bites and sips and dacrease
maladaptive behaviors,

Review of records for client #6 on 6/25/24

revealed a PCP dated 8/10/23. Continued review

of the PCP for client #6 revealed the foliowing
| diagnosis: Severe IDD, impulse control, bipolar
| DO-rapid cycling, panic DO, anxiety DO, seizure
DO, h/o tardive dyskinesia, hio dialysis (left arm
fistula 1993}, hio carcinoma in situ of sigmoid
colon 12/20/96, osteoporosis, fibrocystic breast
disease & benign fibro-adenomas of breast
bilaterally, constipation, kidney stones
wilithotripsy x2 2011, onychomycosis, urinary
incontinence pruritus, total hysterectomy,
hypertension, hyponatremia, seasonal allergies,
Vit D deficiency, allergies to Bactrim and
adhesives. Further review of the PCP for client #6
revealed the following goals: brush hair, great
others, extend hands under running water,
exercise, reduce toileting accidents, napkin to
wipe mouth, sort items by color, complete leisure
active, and reduce maladaptive behaviors.

W 249
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Interview with Staff C on 6/25/24 revealed all I -
clients have structured schedules that are i
implemented in the home and at the vocational |
center. Continued interview with staff C revealed |
that while the structured schedule is not posted in ;_ |
the home, staff do run clients' programs . '
throughout the day and provide activities for [
clients to participate in of their choice, ‘ |
Interview with the qualified intellectual disabilities i
professional (QIDP) on 6/25/24 confirmed staff | l
| have been trained as recently as May 2024 on | {
| client program implementation. Continued i
interview with the QIDP revealed staff have been i |
trained to implement structured activities of the '; !
client's preference to promote choice and | i
self-management as recently as May 2024, W 448 | 82612024
1
W 448 EVACUATION DRILLS i W44 RH{)\ Health Sera\;ice? wifl ensure to fig:iestigatg al |
: 3 i i problems regarding fire drills at the faciiity. The i
CFR(s): 483 4700){2}('” Resldentlala%eam Leader (RTL), i
QP, Program Manager andfor Safely Committee i
The facility must investigate all problems with :d%mhm will review all (:"tggwylfﬁeb?ml; and 4 }
| i 3 3 ress any Issues rep: Qr el ans regardamng
| ev?watmn drills, Including a¢mder}is. the fire drill%omplated at the facility. The Program |
| This STANDARD Is not met as evidenced by: ; Maﬂagfer 'ﬁ&ll ?nsu;e a safely plan r{: &rgplame;?]ted
i it | at the facility if problems are r uring the |
| B_ased on record review and interview, ’the facility | fire crll, This Wil be monitored by the Pro %mm
| failed to investigate all problems regarding fire { Manager & QP monthly after each fire drillis complewd
drilis specifically falling to document their fire ;h?_' Efo?;gf;\agﬁnag‘efs wiil derﬁfgﬁiﬁg‘ﬁh‘ Sﬁfety j
evacuation reports adequately. The finding is: i st:ff on how to ;géuratal mmip,ete and b
! document a fire drili and mplemﬁ&nt and lra:lr:jlraepsafety
s i plan. In the future the Program Manager a i
Review on 6/25/24 of the facility's fire evacuation i will ensure all direct support staff are in-serviced i
reports between May 2023-May 2024 revealed 12 trained on the facility ly plan and how to !
| drills were conducted and 1 drill was not accuratety complete a monthly fire drill

conducted (September 2023) for the past year. :
Further review of those 12 reporis revealed 4 | I
i

reports did not include the amount of time each
drill took to complete in order to evaluate the ! 1
effectiveness of the staff and drill, | |

I |
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Interview on 6/26/24 with the gualified intellectual
disabilities professional (QIDP) verified all fire
drills should include the total time it took to
complete the drill.

W 454 | INFECTION CONTROL W44, wass 8/26/2024
FR(s) ¥

SRRk AR ATINY) RHA Heaith Services will provide a sanitary

environment to avoid sources and transmisslon of

infections. The RHA Nurse will in-serivce all

direct support staff at the facility on the importance

of hand washing prior {0 engaging in food prep

i and meal aclivities. This will be manitored b

| the clinic;al team merr;bers by ?omplat‘mg al;‘ nzl

i ) one meal assessment we or ane month a

This STANDARD is not met as evidenced by: then on an onﬁggng and mefn%e basis at the facility.

Based on observation, record review and In the future, the Nurse and QP wili ensure all
G direct support staff are in-serviced on hand washing.

The facility must provide a sanitary environment
to avoid sources and transmission of infections.

interview the facility failed to ensure 3 of 6 clients
{#1, #3 and #4 ) washed or sanitized their hands
- before engaging in food prep activities and the
dinner meal. For example:

A, Observation in the home on 6/25/24 at 4:00
PM revealed client #1 to sit at a desk in her
bedroom engaged in a preferred activity crafting.
Continue observation from 4:00 PM to 5:15 PM i
revealed client #1 to respond to a prompt to
assist with her meal preparation- make cornbread i
with staff. Further observation revealed client #1
mixed the cornbread, placed in oven, returned to
room to craft for a short time, returned to kitchen
to complete the corn bread, assist with pureeing
food and labeling dinner food items to place on
table, prepared drinks, and assisted with getting i
those o the table and poured for peers. i
Subsequent observation revealed client #1 {o be
seated for her dinner meal at 5:15 pm. At no point i
during this entire timeframe was client #1 ! i
prampted to wash or use hand sanitizer to clean 1 |
her hands. i i '

Review of records revealed on 6/25/24 for client ;
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#1 revealed a person-centered plan (PCP) dated
3/26/24. Continued review of PCP for client #1
revealed the following goals: assist with
medication administration, set table, rettieve
ingredient to prepare a meal, learn her current
address and phone number, increase dictation
accuracy, increase accuracy with site words,
increase endurance ~walking and decrease
maladaptive behavior.

Interview with the qualified intellectual disabilities
professional (QIDP) on 6/25/24 confirmed staff
have also been trained on the importance of
having clients perform hand hygiene either using
soap and water or a hand sanitizer

8. Observation in the home on 6/25/24 at 4:49
PM revealed client #3 to wash hands and return
to her activity table to sort blocks, Continue

| observation at 5:12 Pm revealed client #3 to
respond to prompt to place her dish containing a
slice of chopped corn bread on the dinner table
and take a seat. Further observation at 5:15 PM
revealed client #3 to bless the food and bagin the
dinner meal. Subsequent observation revealed
client #3 to participate in the dinner meal. At no
point prior to client #3's handwashing at 4:46 PM
was she ever prompted to rewash her hands or
! use hand sanitizer before returning to the kitchen
to place items on the table or eating her dinner

Review of records on 6/25/24 for client #3
revealed a PCP dated 1/10/24. Continue review
of the PCP for client #3 revealed the following
goals: close bedrocom door, use hand sanitizer,
take high sided dish to table, name bedroom
items, set cups on table at VOC, money
management, leisure activity, count to ten,
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evacuate during fire drills, TEAACH schedule, | ’

appropriate manners and reduce maladaptive
behavlors.

Interview with the qualified intellectual disabilities
professional (QIDP) on 6/25/24 confirmed staff i
have also been trained on the importance of |
having clienis perform hand hygiene either using | .
soap and water or a hand sanitizer. i

C. Observation in the home on 6/25/24 at 4:30

| PM revealed client #4 to exit her bedroom from
walching tv and sit al her designated area at the
dining room table and begin journaling.
Continued observation at 5:12 pm revealed client
#4 to comply with prompt to place her slice of
cornbread, water, and other food items on the
table. Further observation at 5:15 PM revealed
client #4 to begin her dinner meal. Subsequent
observations revealed the table was not wiped
odd nor was client #4 ever prompted to wash her
hands or use a hand sanitizer before placing
items on the table or eating her dinner meal.

Review of records on 6/25/24 for client #4
revealed a PCP dated 1/16/24. Continued review |
of the PCP for client #4 revealed the following i
goals: bathe thoroughly, wipe from front to back,
toileting every two hours, count a serles of faux i
bills of varying amounts that equal $20 and {
reduce maladaptive behavior, !

Interview with the qualified intellectual disabilities
professional (QIDP) on 6/25/24 confirmed staff
have also been trained on the importance of
having clients perform hand hygiene either using
soap and water or a hand sanitizer.

W 474 | MEAL SERVICES W 474
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CFR(s): 483.480(b)(2)(ii})

Food must be served In a form consistent with the
| developmental level of the client.

! This STANDARD is not met as evidenced by:

. Based on observations, record review and

| interview, the facility failed to ensure food was

| served in & form consistent with the

| developmental level for 1 of 3 audit clients (client
| #6). The findings are:

| Observation during dinner on 6/25/24 at 5:12 PM
 revealed client #6 fo participate in the dinner meal
i which included salisbury steak, mashed potatoes
with gravy, peas and corn, a cup of milk and a
cup of water. Continued observations revealed
staff pureed her food prior to serving, Further
observations revealed client #6 consumed about
75% of her dinner meal before leaving the table,

Observation during breakfast on 6/26/24 at 7:42
AM revealed client #6 to participate in the
breakfast meal which included turkey bacon,
toast, cream of wheat, a banana, a cup of orange
Juice and a cup of water. Continued cbservations
i revealed staff pureed her food prior to serving.
Further observations revealed client #6
consumed 55% of her breakfast meal and drank
her chocolate ensure before leaving the table.

Review on 6/25/24 of client #6's record revealed
a nutritional evaluation dated 4/29/24. Further
review of the nutritional evaluation revealed client
#6's diet consisted of a weight gain, low sodium,
ground consistency, no raw or hard food such as
carrots, braccoli, one can of Ensure Plus with
high calories snacks twice a day, and chopped
banana is allowed.

RHA Health Services will serve all food
is served in a form consistent with the
developmental

level of each person supported in the
ffacility. The QP will in-service all
direct support staff in the facility on the
current diets and diet consistencies

iof the people supported in the home.
{This wili be monitored by the clinical
‘team members completing two meal
assessments per week for one month
and then on an ongoing and routine
basis. In the future the QP will ensure
iall direct support staff have been
iin-service trained on all diets and

diet changes as needed in the facility,

|
|
|
|
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' Interview on 6/26/24 with the qualified inteflectual
disabilities professional (QIDP) confirmed client
#86's diet as current, Continued interview with the
| QIDP confirmed that staff should have not pureed ;
| client #6's food and that she does not prefer her i
i food to be in a pureed consistency. The QIDP |
stated that staff were trained on all clients' diet
orders.
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