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W 104 | GOVERNING BODY W 104
' CFR(s): 483.410(a)(1) Current items b-4-35
The governing body must exercise general policy, to "_.'Clucle tche living room ﬂ‘_lrmture'
budget, and operating direction over the facllity. patio cushions, broken chairs, and
TBh;s SdTANg:\RD rts‘_ not mt;t -a? evidenced by: swing area with black net will be
on o § -
gov::mng bo:f r::d?n"i:a';e:::r:: Z‘;f:(',tt:e addressed. Administration will inservice
exercise general policy and operating direction QP, manager, and/or designee to ensure
::;r n:ngnf;dmy by ftati::g to en:ure routine repairs Frequent checks of the home to monitor
gintenance a group home were % %
‘ completed in a timely manner. The finding is: ﬁnd ftollow up.WIth ar::: ": :'J:Vr: gg:n
aintenance issues tha
gmwzion; t:r:eugho?t the _.a,muzfj - :{15{:: " Reported. The QP, manager,
y revealed several repairs needed insi e . . .
[ ivi i nee will be responsible to
group home to include living room furniture, torn And or demg
patio cushions on the swing, broken plastic chairs Ensure follow up occurs after areas of
stacked on top of other chairs, swing area with Concern is identified in a timely
. black net showing on the ground requiring Matinar
- additional mulch. ’ .
' The manager and or designee will Inservice
" Interview with the facility administrator (FA) on Staff to report any repairs and
4/15/25 revealed there was a budget meeting last a. P : i
week to discuss the repairs and need of new Maintenance issues .
furniture. Further interview with the FA confirmed, That can be addressed in a
e A A IR L Yty manner.
a (=] 1 ng. . w - s
& i e The Administration will follow up
Continued interview with theé qualified intellectual With the routirié repairs'and
' disablliies professional (QIDP) and interim home ; e in the group home
- manager (HM) on 4/15/25 verified items were g;g:r?:;atggng perio%ic cﬁuecks
broken or needing repair.
W 128 PROTECTION OF CLIENTS RIGHTS W12 Inthe group home at least quarterly.
CFR(s): 483.420(a)(7) :
. The facility must ensure the rights of all clients.
Therefore, the facility must provide each dlient
with the opportunity for personal privacy.
This STANDARD is not met as evidenced by:
The facility failed to ensure the personal privacy
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' of 1 07 6 clients (#2) in the group home as
: evidenced by observations and interviews. The
: finding Is:

Observations in the group home throughout the
survey on 4/14/25 - 4/15/25 revealed client #2's
bedroom window to have a curtain valance.
Further observation revealed client #2 to spend
mast of his time in his bedroom. Continued
observations revealed surveyors to see inside
client's bedroom window from the outside, while
client was sitting on his bed. Subsequent
observations did not reveal client #1 to receive

: privacy while in his bedroom.

; Interview with the interim home manager (HM)
revealed that client #2 does have a window blind
that the client will pull back up when or if staff
pulls it down. Further interview with the HM
revealed the window blind is hidden behind the
window valance. Subsequent interview revealed
- that privacy should be ensured for client #2 at all
times.
W 474 | MEAL SERVICES
CFR(s): 483.480(b)(2)(iii)

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 reviews, and
- interviews, the facility failed to serve food in a
. form consistent with the developmental level of 2
- of 6 clients (#1 and #4). The findings are:

A. Clients #1 and #4 were not served dinner
based on their prescribed diets. For example;

. Aftarnoon observations on 4/14/25 at 5:35 PM
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The team will meet to discuss b-i425

Client #2 privacy

While in bedroom. The team will

Meet to discuss any privacy issues

in relation to the other clients

While in their bedrooms. The QP

And/or designee will Inservice the staff

On ensuring privacy issues for all clients
Especially the client bedrooms.

The QP and/ or designee will monitor by
Completing periodic observations to ensure
There is no privacy issues noted while in the
Home doing observations at least monthly or

More often as warranted.

W 474

i
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juiee. Further observations revealed clients #1
and #4 to eat their meal in its entirety. At no point
during the observation did staff provide clients #1
and #4 with pork chops and cornbread cut up in

. small bite sized pieces as prescribed.

: Review of record for client #1 on 4/15/25 revealed

an individual support plan (ISP) dated 2/20/25
which indicated the client has the following diet:
heart healthy diet with seconds on food portions
only for fruits and vegetables, food cut into bite
size pieces and scheduled snacks.

: Review of the record for client#4 revealed an ISP

dated 8/27/24 which indicated the client has the
following prescribed dist: high fiber, heart healthy
avoiding milk products and second food portions
on all foods. Boost plus offerad as meal

 replacement if client #4 eats iess than 50% of a

meal. Food cut into bite size pieces and snacks
between meals as scheduled.

interview with the qualified intefiectual
developmental disabilities (QIDP) on 4/15/25

; revealed that clients #1 and 4's diet orders are

current. Further interview with the QIDP
confirmed specially modified diets should be
followed as prescribed.

B. Client #1 was not served breakfast meal
based on his prescribed diet. For example:

Morning observatians on 4/15/25 at 7:30 AM
revealed client #1 to enter the kitchen and

- prepare his breakfast with verbal prompts from
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. revealed all clients to sit at the dining room table
. to prepare for the dinner meal. The dinner meal
consisted of 2 small pork chops, white rice, WA474 B
collard greens, cornbread, sliced peaches and S

(M-I

The team will meet to discuss

Client #1 and Client #4

Food consistencies and following
Prescribed diet. The team will review
All individuals eating skills to include
Food consistencies and prescribed diet.
The QP and/or designee will inservice

Staff on any changes if warranted too the
Clients’ food consistencies and prescribed
Diet.

The team will monitor by conducting
Mealtime assessments on various shifts
Weekly for 1 month or until the issue is resolved.
Periodic meal assessments will occur

By the team ongoing.
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staff. Further observations at 7:40 AM revealed
client #1 to sit at the table to participate in the
breakfast meal. The breakfast meal consisted of
dry cereal, 2 whole slices of wheat toast, jam,
margarine, and milk. Continued observations
revealed client #1 to eat his meal in its entirety. At

' no point during the observation did staff provide

* client #1 with his toast cut up in small bite sized

pieces as prescribed.

i Interview with the QIDP on 4/16/25 revealed that
- staff have been trained to follow clients'

| prescribed diets. Further interview with the QIDP
' verified that client #1 diet order is current.

. Continued interview with the QIDP confirmed

. specially modified diets should be followed as

: prescribed.

i
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