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W 249 ' PROGRAM IMPLEMENTATION W 249 Correction: Staff will be in-serviced on 7/18/25
CFR(s): 483.440(d)(1) client adaptive equipment needed. QIDP

will seek consultation from QOccupational
Therapist to ensure that the currently
prescribed mealtime equipment is
appropriate and revise support plan or
evaluations if needed.

As soon as the interdisciplinary team has
formulated a client's individual program plan,
each client must receive a continuous active
treatment program consisting of needed
interventions and services in sufficient number S :

" and frequency to support the achievement of the ;::fgg;gﬁg:ﬁ?:;ﬂgﬁﬁ':;ls s
objactives identified in the individual prngeem i provided to staff and available within the
plan ‘ home for reference. House manager or

QIDP will assess the home to ensure
that appropriate equipment and supplies
are available. |

This STANDARD is not met as evidenced by

Based on observation, interviews, and record Monitoring: House manager and/or

review, the facility failed to ensure that a QIDP will conduct written weekly

continuous active treatment program identified as | observation to ensure appropriate

' an individual need was implemented for 2 of 6 adaptive equipment is provided for
audited clients (#4 and #8) relative to adaptive during mealtime and retrain if needed.
equipment. The findings are:

A. The facility failed to provide client #4 with
| prescribed adaptive equipment. For example.

Observations on 5/19/25 revealed client #4 to

consume the entire dinner meal with the

assistance of staff A. Continued observations

revealed client #4 to be provided mealtime

adaptive equipment to include nosey cups, left
' splint, built spoon, divided deep dish plate, lap

tray, and clothing cover. At no time during

mealtime observations was client #4 provided ‘ RECEIVED
- with the prescribed high-sided scoop dish and
' dycem.

' Observations on 5/20/25 revealed client #4 to

. consume the entire breakfast meal with the
assistance of staff D Continued observations
revealed client #4 to be provide mealtime

LABORATORY meC?OR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
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Aﬁy deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it 1s determined that

other safeguards provide sufficient protection to the patients . (See instructions ) Except for nursing homes, the findings stated above are disclosable 50 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 disclosadle 14

days following the date thesa documents are made available to the facility. |f deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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W 249 Continued From page 1 W 249 |

adaptive equipment to include a nosey cup,
' high-sided scoop dish, built spocn, and clothing
cover. At no time during mealtime observations
was client #4 provided with the prescribed dycem, ‘
lap tray, and left-hand splint.

| Review of the records on 5/20/25 for client #4

1 revealed an individual habilitation plan (IHP)

| dated 6/20/24. Review of the IHP revealed an _ |
occupational therapy (OT) evaluation dated | '

| /11/24 for client #4's adaptive equipment to
consist of a high-sided scoop dish, dycem rubber

| puilt up handle angled spoon, iap tray, nasey cup, \
left wrist support splint, and clothing cover.

Interview on 5/20/25 with the qualified intellectual
| disability professional (QIDP) verified that client
| #4's |HP was current. Continued interview with
| the QIDP revealed that the staff should have
| provided client #4 with prescribed adaptive
| equipment.

B. The facility failed to provide client #6 with
| prescribed adaptive equipment. For example, |
Observations on 5/19/25-5/20/25 revealed client
#6 to consume the entire dinner meal and {
breakfast meal. Continued observations revealed
| that client #4 was provided with a high-sided
divided dish for her mealtime adaptive equipment
At no time during mealtime observations was
client #6 provided with her prescribed high sided
sectional scoop piate.

Review of the records on 5/20/25 for client #5 )
revealed an IHP dated 8/30/24 Review of the IHP |
revealed an OT evaluation dated 8/12/24 for

| client #6's adaptive equipment to consist of a high
sided sectional scoop plate to increase surface |
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| CFR(s): 483.450(b)(3)

Techniques to manage inappropriate client

behavior must never be used as a substitute for
| an active treatment program.

This STANDARD is not met as evidenced by:

Based on observation, record review and
interview, the facility failed to ensure that
techniques to manage inappropriate client
behavior were used as a substitute for an active
treatment program for 1 of 6 audited clients (#1).
The finding is

Observations in the group home on 5/20/25 at
6:39 AM revealed client #1 to eat his breakfast
meal while spitting and hitting at staff E.
Continued cbservations at 6:50 AM revealed the
client to finish his breakfast meal and to drink

| while spitting out his Ensure on staff E. Further
observations revealed staff E to inform client #1

observations revealed that staff E took clignt #1
to his bedroom to change his clothes and they

told client #1 to sit in the dining chair facing the
clock while staff positioned her chair behind the
client and the client remained in his chair for 5

that he will have a 5-minute time out. Subsequent

| returned to the dining room. Additionally, the staff
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W 249 Continued From page 2 W 249
. area for scooping.
| Interview on 5/20/25 with the QIDP venfied that
client #8's IHP was current. Continued interview
with QIDP revealed that staff should provide the
client with prescribed adaptive equipment.
Further interview with the QIDP revealed that
| there are discrepancies with trying to order the
correct plate for the client.
W 288 MGMT OF INAPPROPRIATE CLIENT W 288 Correction: Staff will be in-serviced on 718/25

client behavicr support plan. Educational
materials from SLP/Pyschologist on
effective communication tips will be
provided to staff and available within the
home for reference.

Prevention: Educational materials from
SLP/Psychologist on effective
communication tips will be provided to
staff and available within the home for
reference. QIDP will in service staff on
any behavior support plan updates as
needed.

Monitoring: House manager or QIDP will
conduct a weekly written abservation to
ensure appropriate behavioral
interventions are being used according to
BSP and retrain if needed.
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W 288 Continued From page 3
minutes.

Review of records on 5/20/25 revealed an

individual habilitation plan (IHP) for client #1

| dated 7/18/24 Review of the IHP revealed a
behavioral support plan (BSP) dated 7/26/24

| which reveals client #1's target behaviors to

| include spitting, hitting, refusing tasks, kissing,

| groping, and yelling. The plan states that if the
client spits on others, please redirect him away

' from others. Tell him "We don't spit here"

| Interview on 5/20/25 with the qualified intellectual

‘ disabilities professional (QIDP) confirmed client

| #1's IHP to be current. Continued interview with
the QIDP confirmed that staff should be foliowing

i the client's BSP which inciudes approaches to
handle mappropriate behaviors.

W 340 | NURSING SERVICES
| GFR(s): 483.480(cX5)(1)

& Nursing services must include implementing with
| other members of the interdisciplinary team,
| appropriate protective and preventive heaith
| measures that include, but are not limited to
| training clients and staff as needed in appropriate
| heaith and hygiene methods.
This STANDARD is not met as evidenced by.
Based on observations and interviews, the
| interdisciplinary team failed to ensure staff were
adequately trained to perform appropriate health
and hygiene methods related to glove use during
| mealtimes. The finding is.

| Observations in the facility on 5/19/25 revealed

| staff A, staff B, and staff C to wear latex gloves
while serving and assisting clients with the dinner

| meal. Continued observation at 5:56 PM revealed

]

W 288

W340|  Correction: Staff will be in-serviced by the | 7/18/25
nursing department on protective health
measures and hand hygiene.

Prevention: The nursing department will
continue to train staff during orientation on
infection control measure and hand
hygiene

Monitoring: House manager and/or QIDP
will conduct a2 weekly written observation
to ensure that appropriate protective and
preventive health measures are being
taken and retrain if needed.

I
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W 340 ' Continued From page 4 W 340
staff C to feed client #2 and after client refusal to
' eat the staff switched with staff B and staff C
assisted with client #5. Further observation
revealed staff C to assist client #3 to plug in a
microphone to charge in the kitchen and continue
to assist clients with the dinner meal. At no time
was staff A and staff C observed to change their
latex gloves and wash hands.
| Subsequent observations at 6:10 AM revealed
staff A to assist client #4 with eating his dinner
- meal, the staff walked over and assisted client #6
with applesauce and attempted to feed client #5
| while not changing his latex gloves and washing
hands.
Interview on 5/20/25 with the facility nurse verified
| that staff should change their gloves and wash
hands with each client. The facility nurse verified
that changing gloves and washing hands will help
in preventing cross contamination.
W 382 | DRUG STORAGE AND RECORDKEEPING w382  Correction: Staff will be in-serviced by the 7118125
CFR(s): 483.460()(2) nursing department on how to
appropriately store treatments in a secure
The facility must keep all drugs and biologicals location.
f:;?:i;::t?:;'men Ll Prev_enh'on: Th_e nursing c_iepartm_ent _wifl
' This STANDARD s not met as evidenced by: EEMYS R ISR IR dumﬁ i
Based on observations and interviews, the facility adm:p Falration irakiing on: the:appregriie
| e location to securely store treatments.
failed to ensure all biologicals were secured
appropriately as required for 1 of 6 audited clients Monitoring: Shift supervisor will conduct
(#5) The finding is: regular hourly rounds to ensure that staff
are storing the treatments in an
Observations in the group home from appropriate, secure location and retrain if
| 5/19/25-5/20/25 revealed the hallway bathroom to needed.
contain bath wash, shampoos, and skin
cleansers located in the shower cady and on the
bathroom sink. Continued observations in the
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W 382 | Continued From page 5 W 382

' bathroom revealed two bottles of prescribed

' medicated Selsun Blue shampoo for client #5 to
be in a shower cady hanging from the shower
head

Interview on 5/20/25 with the facility nurse

confirmed client #5's prescribed medicated
shampoo. Continued interview with facility nurse |
confirmed that the client's medicated shampoo

| should ba kept secured in the medication room

W 448 EVACUATION DRILLS ' W 448 Correction: Fire drill form will be adjusted 7/18/25
| CFR(s): 483.470(1)(2)(iv) to require staff that are conducting drill to
| [ | write what improvements may be needed
| The facility must investigate all problems with 5 if evacuation times exceed 5 minutes.

evacuation drills, mcluding accidents.
| This STANDARD is not met as evidenced by
| Based on record review and interview, the facility
' failed to investigate any problems with the fire
| drills including the reason for extended times
needed for evacuations. The finding is:

Prevention: The revised fire drill form will
be the standard for drills moving forward.

Monitoring. House manager will review
any listed improvements (if evacuation
time is over 5 min) and retrain if needed.

| Review of the facility fire drills reports from !
5/30/24 through 4/25/25 revealed staff had

' documented extended times to evacuate in the [
home on various shifts with no identified reasons

| or issues with evacuation. Continued review of
the facility fire driil reports revealed the following
fire drills with evacuation times.

. 4-95.25 12:00 PM 1stshift 6 min evac time
| 3.02.25 4:45 AM 3rd shift 7 minevac time

12-26-24 1:00 AM 3rd shift 10 min evac.
| time
11-13-24 6:00 PM 2nd shift 6 min evac.
| time
- 10-18-24 12:00 PM 1st shift & min evac. .
| time '

0.11-24 1.00 AM 3rd shift 8 minevac. time

I
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W 448 | Continued From page 6 W 448
| Interview on 5/20/25 with the Home Manager
(HM) verified that there were several fire drills
| with extended evacuation times. Continued
interview with the HM revealed that he had not
identified the extended times noted and no inquiry
or investigation had been conducted regarding
| evacuation times. Further interview with the HM
revealed that the previous HM was not
- conducting fire drills correctly
|
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