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@ 039 EP Testng Requirements

CFRs) 483.475(d(2)

§416.54(d)(2), §418.113(d)(2), §441. 184(d)i2)
§460 84(0)(2), §482.15(d)(2). $483.73(d)(2)
§483 476(0)(2). §484.102(6)(2). §485 68(d)(2).
§485.542(d)(2), §485.625(0)(2). §485.727(d)(2),
$485.920(0)(2). §491.12(d)(2). §484.62(a)(2)

"IFor ASCs a1 §416.54, CORFs at §485 65, KEH=
ai 2485542, PO "Drganizations” undar
§165 727 CMHCs at §485.920, RHCS FQHCS a1
§431 12, ang ESRD Facilities a! §494 632]

(23 Tesiing. The [faciity] musi conauc! exarcises
‘o iest the emergency plan annually, 3 ne [faciy,
nest o all of the following:

1) Participaie in a full-scale exercise hat is
coinmunily-baseu every 2 years: or
A) Wnen a communily-based exercise is not
arcessible, canduct a facility-based functional
exercise every 2 vears; or

(81} 1f ihe [facility] experiences an actuai
maiural or man-made emergency nal requires
scuvauen of the emergency plan, the [faciliy) is
eXRIGPLITOM @ngaging in 1S next required
Lommuniy-nased or individual, facility-caseo
tuncliongi exercise ilowing ine onset of i
aciual everd.
(1} Conouct an additional exercise at least every ¢
SJEETS. opposite the year the full-scale ar
functional exercise under paragraph {aj<) of
this section is conducled, fiat may include, Lut 5
actlimit2a o the foilowing:
1A} A second {uli-scale exercise that /s
communily-based or individual, facility-base-.
funcionai exercise; or
{(B3) Amock disaster drili: o
(C) Alaplatop exercise of workSnop thal is led By

E 038 Wilson Smitn Coltage ICF/IDD group home (7-01-%

will conduct exercises to test the
ernergency plan annually. The facility will
cdo all of the following:

- Parucipate in a full-scale exercise that is
community-based every 2 years and if o
community-based exercise is not
accessible, the group home will conduct &
faciiity-based functional excercise instead.
-ii ihe event that Wilson Smith Collage
&xperiences an actual natural or man-made
zmergency that requires actvation of the
emergency pian, the group home will
Gocument tne evacuation as the reguirec
community-based or facility-based
iinctiona! exercise

-The facility will conauct an additional
cxercises on the opposite year of the full-
scaie or functional exercise. Tre adailional
exercise may be, but not limited to 2 seconc
full scale exercise, a mock disaster arill. a
labletop exercise or workshop that is jed by
@ lacilitater and includes a group discussion
using @ narralive, clinically-relevant
2mergency scenario, and a set of problera
slatemenls, direcied messages, or
prepared questions designed to challenge
an emergency clan. An analysis of the
emergency dnil's response will be
compieted and revised as needed with
ancumentation mainiained.

Evidence of completed emergency
exercises will be documented on an
aporopriate form. The form shall include:

{1)wnai tvpe of exercise was practiced ; e
iuil scale community-based. functional
facility-based, aciual natural or man-made
emergency, mock disaster drill, or facilitaicr
lz0 tanietop exercise/workshop.
- e3ch type will have a descnption to aid
i stafls understanding of procedure.
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l sighana, 4nd 2 36kol arebiom slataments (3] @ detailed narcativi of the drill or !
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i () analysis of participates response H
! \{For Hospices at 418.113(8)) {3} suggestions for improvements f
i' 12 Tes!'t?g for hospices :r?al provide care in ihe “ilus torm shail be separale from the i
! patient's home. The hospice musi conc.uct monthly fire kehearsal Repernt ;
| fXErcIses 10 1est the emergency plan at lensi It wili be reviewed and signedo oy the ]
_: annually. The nospice must do the foilowing Srogran Manager and/or Direclor upor ‘
! (1) Parucipate in a lull-scale exercise that | rempieiiorn !
; community based every 2 veals: or I
‘ vAWnen a community basea exercise I
! accessitie. conduct an ndividual facilivy be i
| ‘unctional exercise every 2 vears: or i
! 1S) If th= hospice experiences a naural o '
! man-made emergency tnal requires aclivation of |
; ‘e emergency plan. the nospilal is exemp: from |
; engaging in its next requires fuil scaie |
commulily-basea exercise or newidual i
j facilily-based functional exercise following the !
! nnset of ihe emergency event !
i (i) Corduct an agditional exsrcise ever, » |
i apposiie the year the full-scale or functionz' i
! oxercise under paragraph (di(2)(iy of this g0 |
! 3 eonducren. that mav inclugs. DUl is nos lir: ie 5 |
:l 2 the folicwng: i
i 1A} Asecond full-scale oxercise thal 15 f
community-based or a lacilily based uachuns! {
! CRETCISE Of |
) (&) Aracck disasier cril: or '
l (C} Atanlatop exercise or workshop (nat is lec 1. i
i & izcilitator ard includes a group discussion us ng |
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(A) WHER 2 COMMuniny-0asen exarcise is nol
alcesstole. conduct an annuai indidiuz,
faciiv-uased lurcuonal exercise -
IZ) i the hospice expenencss : natinal o
man-maage emergency thzl requires activaior of
the emergency plan, ihe hospice is exemp: irom
aneaeing 1 is next required full-seale community
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(2 Testing. The [PRTF, Hosmital, CAH} musi
| ronauel exercises Lo el ne emnergency o’
; gk per year. The (PRTF mosoitar CAH) o
no tne foliowine
{is Participate in ar annuai (Ui-Se2le exersise na
! £ community-nDaseaq; o
! {4} ¥Wnen a community-basen Gxerciss s not
: accessible, conduc! an aanual adividi!,
facity-based functional exercise: or
1B} I e [PRTF, Hospital. CAH! experiences o
!' actual natural or man-mace Smergendy thi
! requires activation of the emergency plan, :
i {acdity] s exempt [rom 2ngaqing in s = ox
| requires! full-scale community based or divicual
| tacilily-vasen functional exercise loLing 10
i nnset of the einergency ever.
: (i) Cenduct an jacditional] annuai exarcise o
{ and hat may incivee but is not bmaea 1o tine
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! o lesung Tn= SACE organization musl cendiuc:
i merciges 16 1esi the emergency plan at least ‘
1 annually The PACE organization must Go the :
! CLowing: !
! oY Fanicinale in anannual full-saale exercise tha! i
| = COMMUNIlY-NRERD, O i
H (AYWnzn 2 community-pased exerciss s oo H
! ceseible conduct o arnusl indiviouz )
Ity-tzse0 wuncional pxercise. of |
1 wE ) ine PR ¥penenses an dnival nalurat or
: indn-Mmale emergency inai requires achvaien o
: e emergency plan, tra FAGE iy axempt irom !
¢ engaging v s nex! required full-scale communiiy
| sased of naividual, lacihiv-based (unctions: i
: wwarcise following the onset o the emargenc. |
g BN !
! o Contuct an eddilicnal exeraise every 2 I'
\ALrE 0R00sile tha vear ine full-scale or lunction=! !
. Gxerzise unmer 0avacraph (d)(Z2 )6 of this seston |
| £ eonaucted that Mav Inciun2. butis not tinder 1 {
[ e fallowing A
!* i) s secona fui-scale exercise 1nal iy !
: Sucimunty-based or ingividual, & 1avinty hassr :
! wnohenal exercise, o !
i (e} A rock qisaster artl: or
i o A ablerap exercise of workshop ihat is g by |,
<aatlkaior ana includes a groun Giecussion i
Hsing a narates, chincaily-relevant emergenc !
; sLenanc. and o sel of predlem satements, \
' Cireclea mMessaoes, or oreparad questons i
i Jesioned o challenge an emergency plan.
i dth Anglvze the PACE's response 10 ana i
f wmnizn eccumentation of s arills, tabliop
ses, and emsrgency evenis and revise (v i
! AUE's emergency olan as naeasd
; i
i LT Facuives ot §483.73(4)! i
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'
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|

: tesl the emergency plan &1 leas! Iwice poo veal,

! incluging unannounced staff drills using the

amergancy procedures. The (LTC facility,

i ICFMND] must do the following:

! 1) Fartcipate in an annual full-scale exercise that

S community-based. or

{A) Wnen a communily-based exercise is 1!

accessitle, conduc! an annual individua:

faciliy-nased funclional exercise

(B if the [LTC facility] facility experiences d.:

actual natural or men-made emergency 1ha,

resuires activation of the emergency plan i

LG facility 15 exempt [rom engaging is nex

et a fuil-scale community-based o

Uit 1acilitv-vased funclional exercise

ietlowang the onsel ¢l the emergency even:

nn Conduct an adaitional annual exercise that

may nslude. butis not Emited to tne feliowing:

Lo A second full-scale exercise st is

community-based or an individual, facility basced

lurctionai exercise; or

i [Bi A ock disaster arili: or

(€, Aladlelop exerciss: ¢r workshop thai is ieg Lv

H Slzaililator incluges a group giscussion, using
rarrated, chinically-relevant emergency scenario,
i g ot of pravlem statemen's, dirgctad

| rizssages, of oreparec Questions dasined o

d cnalignge iin emergency plan

i (s} Analyze tne [LTC facility] iacilty's response

ana maintain documentation of all anils, abletop

cAETISES, AN emergency events, and ravise lhe

1LTC Izaihitvi faciliy's emercency Gten, 38 neads

TRor ICFNDE w1 §483.475(d)):

) Testing. Yo (ORI must conauct exercis: s
st the emergency pian at l2asl twice jer vor
The ICF/ID must co tne following:

i v Farocipale in an annuai fuil-scale exercise inn!

T e . . o Dind s e 3 T ] v - LERTE
o iz NG i e FE i _::m'nu;_‘:.r,m,r_‘-f_aP,,._-:‘_ Gl




CRINTED. 0571672025
RTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
IMB NO. 0938-039¢

X NMULTIPLE CONATRUCTW S a‘if;c-'-'rs SURVE ¢

COMPLETEL

1 CF DEFICIENCIES (X1} PROVIDERISUPPLIGIVC, 12
FOOPRTLION ! IDENTFICATION NUMGES

T

[l

|

1
e et ot o ]

!
4‘ iL 246204 05/14/2025

STREET ANDRESS. CiTY LTATE 2% GO0

H
| sz marTinDALE RD
i
{

'FOF SRONIDER ORCSUAPLIE

_SON SMITH COTTAG
SHESERESS 2k WINSTON SALEM, NC 27107
]
L SUMMARY STATEMENT OF DEFICIENC £5 : HROVIDER'S PLAN CF CORRECTION
;’ SRR (EACH DEFICIERCY MUST BF PRECEDED By FuULL FREFIx (B2CH CORRECTIVE ACTION SHOULD &F
H ik " CROCS AEFERENCED TO THE ADRPROBRIATE
GEFICIEND Y

T REGUIATORY ORLSC IDENTIFYING INFOFRIATION

i B35S Cenineen From page 6

i '3 2OMMUAIty-Dased: or

{ (4} When a communily-Dasea exercise is no;

i accessibie, conduct an annua! ndividua!

i Lachity-dDased funclional exercise, ©r

,' 1554 the ICFNID excenences an actuzi nalural o

i imini-made emergency thal requires achvation of

the emergancy plan, ihe ICF/ND s exemp! frors

| angaging in ils nexi required full-scale

i communily-oased or indhiviaual, facility-basec
funclional exercise following the ense: of the

emergency event

(i) Cenduct an a001ional annual exercise tha

may mciuds, buiis not imited o ihe r'olruw:r.\]

1A} sa sncond iull-scale exercise 1hat 1

COMMUrily-Hasea or an indivigual, iaciity-basea

wunchonal exercise: or

i (B3) A moca gisester drilt or

i Gl A tabietop exercise n: wotkshop that 15 led by

o fananator and includes a group discussion

using £ nenalea, cinically-relevant emergancy

$CeN2NIL. and 0 5ot of proplem statements,

Jreclec messages, of prepared QUestan:

designea (o Chailenge an emergency pian

tnalyza ke ICFIID's response 1o ang

mamiain documentation of al arills, tanielop

UXEISISes, and emergency evenls, ana revise e

| CFLiD's emergency plan. as needad

i)

‘[For HiklAs at §434.102]
{ (a)2) Testing. The HHA mus: conauci exercises
i 0 iest the emergency plan at
zast annually. Tne HHA must do the ioliovsn:
i Perticipate v a fuli-scale exerose izl -
SOmUNIY-pased; o
(AYWWhen a communiy-basea exercise s 1o
zoessivle, conduct an annual intvigua!,
faciny-tased funztional exercise every 7 yaai:,

a

o
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(B) If the HHA expenences an actual natural
ar man-made emergency thal requires activation
of the emergency plan, the HHA is exempt from
engaging in its nex! required full-scale
community-based or individual. facilily based
funclional exercise following the onse! of the
emergency event.

(i) Conduct an addilional exercise every 2 years,

opposite the vear the full-scale or functions!
exercise under paragraph (d)(2)(i) of this section
i= conduclec. that may include, but is not

limited (o the following:

{A) A second lull-scale exercise tha! is
community-based or an indwvidual, facility-baseg
‘unctional exercise, or

{B) A mock disaster drill; or

{C) A tabletop exercise or workshop that is
ied by a faciitator and includes a group
discussion, using a narrated. clinically-relevant
| amergency scenario, and a set of problem
stalements, direcled messages. or prepared
| questions designed io challenge an emergency
plan.

(i) Analyze 1he HHA's response 1o and maintain
documentation of all drills, tabletop exercises. and
emergency evenls, and revise the HHA's
emergency plan, as needed.

‘[For OPOs at §486.360)

(d)(2) Testing. The OPO must conduct exercises
lo lest the emergency plan. The OPO mus! do the
following:

(i) Conduct a paper-baseaq, tabletop exercise cr
workshop at least annuaily. A labletop exercise is
ied by a facilitator and includes a group
discussion, using a narrated, clinically relevant
emergency scenario, and a set of problem
slatemenls, direcied messages, of prepared
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questions designed to chailenge an emergency

man-made emergency that requires activation of
the emergency plan, the OFPQ is exempt frorm
€ngaging in its next required tesling exercise
following the onset of the emergency evenl.

(ii) Analyze the OPO's response 1o and maintain
documentation of all tabletop exercises, and
emergency evenls, and revise the [RNHCI's and
OPO's] emergency plan. as needed.

[ RNCHIs al §403.748):
(d)(2) Testing. The RNHCI must conduct

nust do the following:

(i Conduct a paper-hased, lablelop exercise at
least annually. A tabletop exercise is a group
discussion led by a facilitator. using 2 narratea,
chnically-relevant emergency scenario, and a se!
of problem statements, direcled messages, ur
prepared queslions designed to challenge an
emergency pian.

(1) Analyze the RNHCI's response lo ana
maintain documentation of all tabletop exercises,
and emergency evenls, and revise the RNHCI's
emergency plan, as needed

This STANDARD is nol mel as evidenced by:

failed 10 conduct biennial testing of the facility’s
emergency preparedness plan (EPP). The
finding is:

Review on 5/13/25 of the facilily's EPP revealed
no evidence of 3 full-scale communily or
iacility-based lraining. a second full
scale-communily or facility-based training or
mock drill. or tabletop exercise.

L interview on 5/14/25 with the qualitied intelleclua

plan. If the OPO experiences an actual natural or

exercises 1o lest the emergency plan. The RNHCI

Based on record review and interview, the facility

!
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CFR(s): 4B3.440(f)}(2)

Al least annually. the individual program plan
must be revised, as appropriate, repeating the
process set forth in paragraph (¢) of this secticn
This STANDARD s not met as evidenced by
Based on record reviews and interviews, the
facilily iailed to have evidence thal the behavior
support plans (BSP's) for 4 of 5 audiled clients
(#1, #2, #3 and #5) were revised and updated at
least annually as required. The findings are:

A. The tacitity failed lo revise and updale the BSP
at least annually for client #1 For example:

Review of records for chient 1 on 5/14/25
revealed a BSP dated 1/16/24. Continuec record
review revealed chent #1 to have no current BSP
for the review year of 2025.

E. The facility failed to revise and upoate the BSP
ot least annually for client #2. For example:

Review of records for client #2 on 5/14/25
revealed a BSP daled 11/9/19. Continued record
review revealed client #2 to have no current BSP
ior tne review year of 2025

C The Iacility faileo 10 revise and update the BSP
arleast annually for clieni #3. For example:

Review of records for client #3 on 5/14/25

w110 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CCRRZCTION 2%
FREFX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETICH
TAG REGULATCRY CR LSC IDENTIFYING INFORMATION TAG CROSS-REFERENCED 7O THE APPROPRIATE LAT
DEFICIENCY)
£039 Conlinued From page 9 £039
disabilities professional {QIDP) confirmed that the
faciity has no evidence of conducting a full-scale
communily or facility-based training. a second full
scale-community or facility-based training or
mock dril, or tabletap exercise.
W 260 PROGRAM MONITORING & CHANGE W 260 No less than annually, all clients of Wiison ¢7.91.2025

Smith Cottage will have their individua!
program plan revised, as appropriate.
Individual program plans shall include a
Behavior Support Plans.

The Program Director/Qualified
Professional will conduct routine
Interdisciplinary Team meetings to allow
the consultative review and progress
update discussions. Prog Dir/fQP will
ensure that a licensed psychologisl is
staffed as & specialized consultant on the
IDT. Prog Dir/QP will ensure the annual
and as needed revisions to the BSP are
compleled in a timely fashion by the
consulling psychologist. Once submitted,
Prog Dir/QP will present the BSP to the
Human Rights Committee and quardian of
the individuals and obtain signatures of
approval ana consent.
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VW 280 Continued From page 10
revealed a BSP dated 10/13/19. Continuec
record review revealed client #3 lo have no
current BSP for the review year of 2025,

D. The facility failed to revise and updale the BSP
at leasl annually for client #5. For example:

Review of records for client #5 on $/14/25
revealed a BSP dated 2/5/19. Continued record
review revealed client #5 1o have no current BSP
for ihe review year of 2025.

Interview on 5/14/25 wilh the qualified intelleciual
disabiliies professional (QIDP) confirmed the
BSP's for client #1, #2, #3 and #5 have nol been
updaled due o the facility's vacant psychologist
position. Further interview wilh the QIDP
confirmedg all clients should have an updated BSP
at least annualiy

W 262 PROGRAM MONITORING & CHANGE
CFR(s): 483.440(f)(3)(i)

The committee should review, approve, and
monitor individual programs designed 1o manage
inappropriale behavior anag other programs ihat
in the opinion of the committee, involve risks 1o
client protection and rignts.

This STANDARD s not met as evidenced by:
Based on review of records and interviews, the
faciity failed 10 obtain written consent from the
human rights committee (HRC) at feast annually
for 4 of § audited clients (#1, 2, #3 and #5). The
finding are:

A. The facility failed to obtain an annual HRC
consent for client #1. For exampie:

Review of records for client #1 on §/14/25

e

W 262 No less than annually, all clients of Wilson 07-01-2025
Smith Cottage will have their individual
program plan revised as appropriate.
Individuai program plans shall include &
Behavior Support Plans that is designed to
manage inappropriate behavior. The |
individual program plan's BSP (and other
programs that involve risks to client
protection and rights) shall be
reviewed, approved and monitored.
The Prog Director/Qualified Professiona:
will conduct routine Interdisciplinary Team
meelings to allow tne consultative review
and progress update discussions. Prog
Dir/QP will ensure that a licensed
psychologist is staffed as a specialized
consultant on the IDT. Prog Dir/QP will
ensure the annual and as needed revisions
10 the BSP are completed in a timely
fashion by the consulting psychologist.
Once submitted, Prog DirfQP will present
the 8SP to the Human Rights Committee
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VW 262 Continued From page 1

| revealed an HRC consent dated 5/15/24.
Continued record review revealed client #1 1o
have no current HRC consent for the review year
of 2025,

8. The facilily failed lo obtain an annual HRC
consent for client #2  For example:

Review of records for client #2 on 5/14/25
revealed an HRC consent dated 11/19/19.
Continued record review revealed client #2 jo
have no current HRC consent for the review year
ol 2025.

C. The facility falled to obtain an annual HRC
consent for client #3. For example:

Review of records for client #3 on 5/14/25
revealed an HRC consent dated 10/13/19.
Continued record review revealed client #3 to
have no current HRC consent for the review year
of 2025

. The facility lailed to obtain an annual HRC
consent for client #5 For example:

Review of records for client #5 on 5/14/25
revealed an HRC consent dated 2/5/19
Conlinued record review revealed client #5 to
have no current HRC consent for the review year
of 2025.

Interview on 5/14/25 with the qualified intelleclual
disabilities professional (QIDP) confirmed the
HRC consents for client #1, 2, #3 and #5 have
nol been updaled due .o the fzcility's vacant
psychologist position. Further interview with the
QIDP confirmed all clients should have an
updaled HRC consent at leas! annually

W 262 and guardian of the individual and obtain

signatures of approval and consent,
Further measures will be taken by LSC's
Exlended Reach data base system. When
LSC personnel uploads a BSP documen.
the E-Reach system will request if both
ihe HRC's and guardian's signalure have

oeen obtained.

J
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i CFR(s): 4B3.440(f)(3)(ii)

The committee should insure that these programs
are conducted only with the written informed
consent of the client, parents (if the client is 2
minor) or legal guarcian.

This STANDARD is not met as evidenced by
Based on review of recards and interviews, the
facility failed 1o obtain written consent from the
guardians at least annually for 4 of 5 audited
clients (#1, #2, #3 and #5). The finding are:

A The facility failed 10 obtain an annual guarchan
consent for client #1. For example:

Review of records for client #1 on 5/14/25
revealed a guaraian consent dated 5/15/24.
Continued record review revealed client #1 lo
have no current guardian consent for the review
year of 2025

B The facility failed to obtain a annual Quardian
consent for client #2. For example:

‘ Review of records for client #2 on 5/14/25
revealed a guardian consent dated 11/19/19
Continued record review revealed client 12 10
have no current guardian consent for the review
year of 2025

C. The facility failed to obtain a annual guardian
censent for client #3. For example,

Review of records for ciient #3 on 5/14/25
revealed a guardian consent dated 10/13/19
Continued record review revealed client #30
have no current guardian conseni for the review
yvear of 2025

Smith Cottage will have their individual
program plan revised, as appropriate.

The Program Director/Qualified
Professional will conduct an annual and/or
as needed treatment team / commitiee
meelings 10 review, and report ciient's
progress. Prog DirfQP will ensure that the
clienl, guardian. and staffed licensed
professionals / specialized consultants
attend the treatment team / committee
meeling. Prog Dir/QP will ensure the annual
andfor as needed revisions to the individual
orogram plan are completed. All attendees
lo the treatment team / committee meeting
will sign the plan's signature page.

e
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Continued From page 13

D. The facility failed to obtain a annual guardian
consent for client #5. For example:

Review of records for clienl #5 on 5/14/25
revealed a guardian consen! dated 2/5/19.
Continued record review revealed client #5 1o
nave no current guardian consent for the review
year cf 2025.

Interview on 5/14/25 with the qualified inteliectual
disabilities professional (QIDP) confirmed the
guardian consent for client #1, ¥2, #3 and #5 has
not been updatea due to the facility's vacant
osychologist position. Further interview with the
QIDP confirmed all clients should have an
urdated guardian consent at least annually
DRUG ADMINISTRATION

CFR(s) 483.460(k)(2)

The system for drug administration must assure
that all drugs, including those ihat are
self-adminislered, are administered wilhou! error
This STANDARD is not met as evidenced by:
Based on observation, record review and
inlerview, the facility failed to assure all grugs
were adminislered withou! error for 1 of 5 clients
(#5) observed during medication administration.
The finding is:

Observation in the group home on 5/14/25 &t 7:46
AM revealed staff D to assist client #5 to punch
medications into a medicine cup during
medication adminisiration. Continued
observation revealed the client lo 1ake ali
medicalions whole wilh water. Further
observations revealed client #5 (o lake prescribed
mouth rinse to bathroom and brush on his teetn.
Subsequent observations in the bedroom

W 283

W 369 Wilson Smith Cotlage shall have in place a 07-01-2025

system for drug administration that will
assure that all drugs, including those that
are self-administered are administered
without error

Wilson Smith Coliage's identified system
utilizes the assistance of a buddy.The
Buddy system will require a co-worker, o
verify that all medications have been
administer and documented. Daily,
immediatly after each and all medication
passes (AM,PM) a second staff member on
shift will inspect all medicaticn bubbie packs
lo ensure each day's med is no longer
present. (Note that tablets are popped out
of numbered bubbles that correspond with
the current day's date.) Additionally, the
buddy will inspect the MAR t0 ensure all
cgocumentation (initials, PRN descriptions,
elc.) is present.

Wilson Smith Cottage will provide rainings
to stafi members administering medications
annually and when a need for corrective
action is identified.
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Conlinued From page 14
revealed the staff to apply the client's medicated
cream 10 his back and stomach.

Review of records for client #5 on 5/14/25
revealed physician orders dated 5/1/2025.
Review of the 5/1/2025 physician orders revealed
medications to administer at 8:00 AM t¢ be
Chlorhexidine 0.12% rinse, Hydrocontisone 2.5%
cream, Qc multi Vite tab 130, Risperidone 0 5
Mg. Risperidone 1 Mg, Sertraline Hel 100 Mg.
Sertraline Hel 50 Mg, and Tamsulosin Hel 0.4 Mg.
During the medication administration observation
staff D was not observed to administer, Qc muiti
Vite tab 130, Risperidone 1 Mg, Sertraline Hcl
100 Mg, and Seriraline Hcl 50 Mg.

Interview with the qualified intellectual disabilities
professional (QIDP) en 5/14/25 verified the
physician orders dated 5/1/2025 10 be current.
Continued Interview with the QIDP revealed that
the facility was in the process of changing
pharmacies due to the discrepancies with the
physician orders and the medication
administration recorgs.

SPACE AND EQUIPMENT

CFR(s): 483.470(g)(2)

The facility must furnish, maintain in good repair,
and leach clients to use and 1o make informed
choices about lhe use of dentures, eveglasses,
hearing and other communications aids. braces,
anag other devices identified by the
interdisciplinary leam as needed by the client
This STANDARD is not met as evidenced by:
Based on observations, record review and
interviews, the facility fziled 10 assure tha!
prescnbed adaptive equipment was furnished for
* of 5 audited clients (#5). The finding :c:

W 369

VW 436

Wilson Smith Cottage shall turrish, maintain

In good repair, and leach its clients to use ang
Mmake informed choices about the use of
dentures. eyegiasses, hearing and other
communicalion aids, braces, and other devices
identified by the IDT as needed by the clien!

Insuch case as a rocker knife being identified
as a needed device, Prog Dit/QP will write 3
geal for the indivicual to be implementeg by
staff. The goal shall be SMAR? {specific.
measurable, attainable, relevant and time-
based) with interventions supporting the its
achivement. Staff members will document the
clients daily progress and Prog Dir/QP will
monitor and regon its quarterly outcome.
Materials needec for goai will continuously be
avaiiable for client's use

07-01-2025

J
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M 438 Continued From page 15

Observations during survey 5/13 - 5/14/25
revealed client #5 1o consume the dinner meal
and breakfast meal except for an egg omelette at
breakfast. Continued observations revealeg client
#5 was provided with the following utensils: fork,
spoen, and butter knife. At no time guring the
mealtime observations was client #5 provided
wilh a rocker knife.

Review of the record on 5/14/25 for client #5
revealed an individual habilitation plan {IHP)
daled 2/3/25. Review of the IHP revealed o
aielary evaluation dated 2/10/25 thal revealed
ihat the client has an adaplive knife thal he uses
with assistance. and he can feed himself with a
spoon and fork

Interview on 5/13/25 with the qualified intelleciual
disabililies professional (QIDP) verified ihat client
#5's IHP was current. Continued interview with
Ine QIDP revealed that the stalf should have
provided the client with his prescribed rocker
knife.

EVACUATION DRILLS

CFRis): 483.470(i)(2)1iv)

W 448

Tne facility must investigate all problems with
€vacuation drills, including accidens.

Titis STANDARD is not me! as evigenced by’
Based on record review and interview, the faciiily
falled to investigate any problems with fire drilis
inciuding the reason for extended imes for
evacuation. The finding is:

Review of facility fire driff reports revealed the
fellowing dates hat exceeded five minutes:
5101/25-10 minules, 2/12/25-6 minutes,

W 435

W 448 Wilson Smith Cottage will investigate ail
problems with evacuation grills, including
accidents. Evidence of investigations will
be documented on the group home's Fire
Rehearsal Report. Afier each fire /
evacuation drill, the Program Manager will
review the date. time. participants,
avacuation length, narrative. anci chents'
response. Upon the assessment, if 4
problem is apparent, an investiation will be
conducted by the Prog Man. Investigation
questions, conclusions, and correclions wiil
be documented on the report. All Fire

Renearsal reports will be signed by the Pror

Man as evidence of reviay,

07-01-2025

———————
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W 448 Continued From page 1§
6/15/24-10 minutes and, 9/16/24-6 minutes

Interview with the qualified intellectual disabilities
professional (QIDP) on 5/14/25 revealed the
facility fire drill form had been updated but did not
include a section for staff to provide an
exclanation for extended evacuation times.
Continued interview with the QIDP revealed the
update fire drill form also did not include a seciion
lo record the total number of clients and stafi
panticipating in the drifl.

W 463 FOODAND NUTRITION SERVICES
CFR(s): 483.480(a)(4)

The client's interdisciplinary team, including a
qualified dietitian and physician must prescribe all
modified and special diets.

This STANDARD is not met! as evidenced by:
Based on observation, record review, and
interview, the facility failed 1o ensure 1 of 5
auJaited clients (#5) received their specially diet as
prescrived. The finding is:

Observation in the group home on §/13/125 at 4:32
PM revealed client #5 to participate in the ginner
meal which consisted of lima beans, fried chicken
nuggets, roll, and juice. Continyed observations
revealed client #5 1o consume the dinner mea!
and exit the aining area. Al no time during tha

client wilh his prescribeg supplement

Cbsenvaticn in the group home on 5/14/25 at716
AM revealed client #5 1o participate in the
breakfast meal which consisted of oaimeal, egg
cmelette. juice, and milk. Conlinued cbservations
revealed client #5 to cansume the breakfast mea!
vathoul ealing the egg omelelte. At no time during
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W 463 witson Smith Cottage 10T, shall include a quali- 07-01-75 |

fied dietitian and physician shall prescribe ali
modified and special diets. The Prog DirrQP

will conduet routine Interdisciplinary Team
meelings to aliow for consultative review and
progress update discussions. Prog Dir/QP will
ensure that there is a physician's order for
special diets to include but not limited loa
dietary supplement. The Prog Dir/QP will ensure
Inat the consultant dietitian monitors the client's
overall nutritional health ang provide quarterly
progress. The Prog Director will ensure

ihe training of direct care stafis of individuals'
special dietary needs at least annually. Prog Dir/
QP will ensure that the dietitian does routine
In-person meal cbservations no less than
Guarterly. Documentation of such observations
wiil be maintained. Prog Manager will complele
periodic impromplu checks auring meais to
ensure diet adherence.
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the observalions were staff observed (0 provide
the clienl with his prescribea supplement

Review of records on 5/14/25 for client #5
revealed & dietary evaluation aated 2/10425.
Continued review of the dietary evaluation
revealed that client #5 is prescribed a regular diet
Wwilh two supplements a day for additiona!
calories. The client's supplement is Ovaltine
mixed with whole milk.

Interview on 5/14/25 with the qualified inlellectual
disabililies professional (QIDP) confirmea client
#5's diet as prescribed. Continued interview with
the QIDP confirmed that staff should have
provided client #5 with his prescribed die! which
includes the supplement Ovaltine.

PORNM L£NM8.2862102-93) Provzus, Verviors O=soolr

EvestID N5t

Fasily D) 421643

i eontuation sheet Page: 10nf 1



