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W 262 | PROGRAM MONITORING & CHANGE | W262(W262) The QP will be in-serviced by the 97.25.2025#
| CFR(s): 483.440(f)(3)(i) |Program manager on ensuring consents i
! . lare kept in date and completed at the i
| The committee should review, approve, and [ |appropriate frequency for maintained
l monitor individual programs designed to manage continuity of care. QP will ensure
| nappropriate behavior and other programs that, ! \consents are Updated as needed per |
j g‘h::: OPO'!';*:SO?: 'hnzcrg:gmﬁ involve risks to ‘ |expiration date or any changes that may |
| pre a . | N .
This STANDARD is not met as evidenced by: | OGS e conen. |
| Based on observations, record review and ; : ;
| interview, the facilty failed to ensure restrictive ‘
| programs were only conducted with the written |
informed consent of the human rights committee i
‘ (HRC). This affected 6 out of 6 sampied clients ]
| (#1, #2, #3, #4, #5 and #6). The findings are: I
| |
|
|

| Observations in the home throughout the .

| recertification survey on 7/8/25 and 7/9/25 : i
revealed alarms to sound off on all exit doors |

I when clients, staff and surveyors entered or

| exited the home. Further observations revealed a

| locked padlock on the kitchen drawer where ail .

l sharp objects are kept. Continued observations { f .

| revealed door alarms on clients #2 and #8 [ |‘ = ; C

| bedroom doors to sound when the doars are -
opened.

J

, I i

| A. Review on 7/9/25 of client #1's ciinical record ] i

| revealed no written HRC consent for alarms on i

i exit doors or padlocks on kitchen drawer for 1 |

sharp objects, f |
B. Review on 7/9/25 of client #2's clinical record

| revealed no written HRC consent for alarms on I

exit doors, padiocks on kitchen drawer for sharp |

|

|

|

i

' objects or chimes on bedroom door. ll

, C. Review on 7/9/25 of client #3's clinical record | ‘
| revealed no written HRC consent for alarms on |

| exit doors or padiacks on kitchen drawer for ‘| ! |
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W 262 | Continued From page 1
ﬁ sharp objects.
l' D. Review on 7/9/25 of client #4's clinical record
| revealed no written HRC consent for alarms on
| exit doors or padiacks on kitchen drawer for
| sharp objects.

!l E. Review on 7/9/25 of client #5's clinical record
! revealed no written HRC consent for alarms on
| exit doors ar padiocks on kitchen drawer for
| sharp objects.
| F. Review on 7/8/25 of client #8's clinical record
| revealed no written HRC consent for alarms on
l exit doors, padlocks on kitchen drawer for sharp
f objects or chimes on bedroom door.
|
| Interview with the facility Program Manager {PM)
] on 7/9/25 revesled that HRC consents could not
l be located for review relative to exit door alarms,
bedroom chimes for clients #2 and #6 and a
locked kitchen cabinet. Further interview with the
| PM confirmed that the facility should have
| obtained annual HRC consents for all cliants.
W 263 | PROGRAM MONITORING & CHANGE
CFR(s): 483.440(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 a
minor) or legal guardian.

l This STANDARD is not met as evidenced by:
| Based on observations, record review and
interview, the facility failed to ensure restrictive
programs were only conducted with the written
informed consent of a legai guardian. This
affected 3 out of 6 sampled clients (#2, #5 and
i #8). The findings are:

|

|

[ DEFICIENCY)
]

|

|
|

|
|

!

W 263 ,ii(W263) The QP will be in-serviced by the
\program manager on ensuring consents
|are kept in date and completed at the
!'appropriate frequency for maintained

continuity of care. QP will ensure

]consents are updated as needed per

|expiration date or any changes that may

‘require an updated consent.

|
|

|
|
L

|
i
;
,f
!
|

)07.25.2024
i
|

|

|
|
|
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{ Observations in the home throughout the

| recertification survey on 7/8/25 and 7/9/25
revealed alarms to sound on all exit doors when
| clients, staff and surveyors entered or exited the
| home. Further observations revealed a locked

| padiock on the kitchen drawer where all sharp

| objects are kept. Continued observations
revealed door alarms on clients #2 and #6

[i bedroom doors to sound when the doors are

opened.

| A. Review on 7/9125 of cient #2's cfnical record
' revealed no written guardian consent for alarms
| on exit doors or padiocks on kitchen drawer for
| sharp objects or chimes on bedroom door,

|

J B. Review on 7/9/25 of client #5's clinical record
revealed no written guardian consent for alarms

| on exit doors or padiocks on kitchen drawer for

i sharp objects.

{ C. Review on 7/8/25 of client #6's clinical record
, revealed no written guardian consent for alarms
| on exit doors or padiocks on kitchen drawer for
| sharp objects or chimes on bedroom door,

| Interview with the facility Program Manager (PM)
on 7/9/25 revealed that guardian consents could
not be located for review relative to exit door
alarms, bedroom chimes for client's #2 and #6
and a locked kitchen cabinet. Further interview
with the PM confirmed that the facility should
have obtained annual guardian consents for all
clients.

W 382 | DRUG STORAGE AND RECORDKEEPING
CFR(s): 483.480(i)(2)

|
|
|
l
Ig
E

|
|

|
|
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W 382 Continued From page 3

’ The facility must keep all drugs and biologicals

{ locked except when being prepared for
administration.
This STANDARD s not met as evidenced by:

| Based on observations and interviews, the facility
failed to ensure all biologicals were secured
appropriately as required for 1 of 6 audit clients

f (#1). The finding is:

| Observations in the group home from 7/8/25-
| 719/25 revealed a prescription labeled Nystatin
f powder 100,000 units/gm for client #1 sitting on a
dresser next to her bed.

| Interview with the facility nurse on 7/8/25
| confirmed client #1's prescribed medicated
] powder. Further interview with the facility nurse
 revealed that the client's medicated powder
I should be kept secured in the medication room
| when not being administered.

W 4t’:‘.3JI FOOD AND NUTRITION SERVICES

| CFR(s): 483.480(a)(4)

The client's interdisciplinary team, including a

| qualified dietitian and physician must prescribe ail

I modified and special diets.

| This STANDARD is not met as evidenced by:

| Based on observations, record review and

‘ interview, the facility failed to ensure 6 of 6

i sampled clients (#1, #2, #3, #4, #5, #6) received
their specially prescribed diet as ordered by the
interdisciplinary team. The findings are:

A. The facility failed to ensure the prescribed diet
’ for client #1. For example:

i Observation during the evening meal on 7/8/25
| revealed the meal to be 2 tacos consisting of

|
\'
|
(

]
{
{

w 382;(W382) Staff will be in serviced by the
|QP on ensuring medications are stored
|properly in the designated areas.

f

|

|
|
|
I

|
W 483|(W463) The clinical team will be

P7.25.2025

l
i

I
|

|07.25.2024

in-serviced by the QP to ensure all diets !

?are followed as outlined

per physician ;

jorders and training to be completed by
|the home manager to staff on ensuring '

/mealtimes assessments will be complete
\monthiy for the next three months by the
Clinical team to ensure this standard is

|
|
|
|

|

|

,diets are followed as outlined. Three ‘f
being followed. ]i
[

|
|
l
.

J
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W463"' Continued From page 4
| ground beef, tomatoes, sour cream, salsa and
[ flour tortilla, Mexican rice, pinto beans, water and
| sweet tea. Continued abservation revealed that
| client #1 was served all of the menu items above,
! including a second serving of rice and a slice of

| cake with frosting. Further observation revealed
| client #1 to consume the entire meal.

Record review on 7/9/25 revealed a nutritional
evaluation for client #1 dated 11/22/24 indicating
the client's diet order to be 1800 calories, low fat,
low cholesterol, chopped 1° consistency.
Continued record review revealed the 7/8/25
dinner menu for the 1800 calorie diet to be 2
ground beef tacos (2 oz meat and 6" tortilla
each), tomatoes, lettuce, salsa, % cup green
salad with lite dressing, % cup black beans, 16 oz
| water.

| Interview with the facilty Program Manager (PM)
' on 7/9/25 confirmed that ciient #1 shouid not

| have been served rice or cake during the dinner
meal and, instead, should have been served a
green salad with lite dressing. Further interview

| with the PM confirmed that all clients should be

| served their specially prescribed diets at every
meal,

B. The facility failed to ensure the prescribed diet
for client #2. For example:

| Observation during the moming meal on 7/9/25
revealed the meal io consist of cheese grits,
sausage links, peaches, milk, water and regular

[ coffee, Continued observation revealed client #2

to be served all of the above items and to

consume the entire meal.

,l Record review on 7/9/25 revealed a nutritional

|

|
|
|
|
|
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| evaluation for client #2 dated 3/19/25 indicating
’ the client's diet order to be Heart Healthy, no
| grapefruit or caffeine.

Interview with the facility PM on 7/8/25 confirmed
that client #2 should not have been served
regular coffes. Further interview with the PM
confirmed that all clients shouid be served their

I specially prescribed diets at every meal,

C. The facility failed to ensure the prescribed diet
| for client #3. For example:

Observation during the moming meal on 7/9/25

; revealed the meal to consist of cheese grits,

{ sausage links, peaches, milk, water and regular
coffee. Continued observation revealed client #3

,i to be served all of the above items, but no orange

i juice, and to consume the entire meal.

Record review on 7/9/25 revealed a nutritional
evaluation for client #3 dated 4/24/24 indicating
| the client's diet order to be Regular, double
portions, %" consistency with thin liquids {may
grind food if client #3 prefers) no grapefruit.
Ensure pius every moming. Continued record

| review revealed the regular diet breakfast menuy
| o include 8 oz of orange juice.

Interview with the facility PM on 7/9/25 confirmed
that client #3 should have been served 8 oz of
orange juice with breakfast. Further interview with
the PM confirmed that all clients should be served
their specially prescribed diets at every meal,

D. The facility failed to ensure the prescribed diet
for client #4, For example

Observation during the evening meal on 7/8/25

|
|

|
|
;
|
|

|
|
|
|

|
,f
|
|
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W 463 il Continued From page 6
| revealed the meal to be 2 tacos consisting of

| ground beef, tomatoes, sour cream, salsa and

| flour tortilta, Mexican rice, pinto beans, water and
| sweet tea. Continued observation revealed that
ciient #4 was served all of the menu items above,
including a second serving of rice and a slice of
cake with frosting. Further observation revealed
client #4 to consume the entire meal.

Record review on 7/9/25 revealed a nutritional
evaluation for client #4 dated 3/12/25 indicating
the client's diet order to be Diabetic, no grapefruit,
no caffeine, no fiuids after 8pm. Continued record
review revealed the 7/8/25 dinner menu for the
diabetic diet to be 2 ground beef tacos (2 oz meat
| and 6" tortilla each), tomatoes, lettuce, salsa, %4

I Ccup green salad with lite dressing, % cup black

f beans, 16 oz water.

'l Interview with the facility PM on 7/9/25 confirmed
| that client #4 should not have been served rice or
cake during the dinner meal and, instead, should
have been served a green salad with lite
dressing. Further interview with the PM confirmed
{ that all clients should be served their specially
prescribed diets at every meal,

i E. The facility failed to ensure the prescribed diet
for client #5. For example:

Observation during the morming meal on 7/3/25
revealed the meal to consist of cheese grits,

| sausage links, peaches, milk, water and regular

i coffee. Continued observation revealed client #5

| to be served all of the abave items, but no orange
juice, and to consume the entire meal,

Record review on 7/9/25 revealed a nutritional
evaluation for client #5 dated 11/26/24 indicating

FORM CMS-2567(02-89) Previgus Versione Obsolets Event 10:JYFT11
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' the client's diet order to be Regular diet, double

| portions, ragular snacks. 1" consistency, thin
liguids. Continued record review revealed the

f regular diet breakfast menu to include 8 oz of

| orange juice.

| Interview with the facility PM on 7/8/25 confirmed

| that client #5 should have been served 8 oz of

{ orange juice with breakfast. Further interview with
the PM confirmed that all clients should be served
their specially prescribed diets at every meal.

| F. The facility failed to ensure the prescribed diet

i for client #8. For example:

Observation during the evening meal on 7/8/25

| revealed the meal to be 2 tacos consisting of

| ground beef, tomatoes, sour cream, salsa and

i flour tortilia, Mexican rice, pinto beans, water and

| sweet tea. Continued observation revealed that

i client #6 was served all of the menu items above,
including a secand serving of rice and a slice of

’ cake with frosting. Further observation revealed

| client #6 to consume the entire meal.

Record review on 7/8/25 revealed a nutritional

! evaluation for client #6 dated 7/11/24 indicating

I‘ the client's diet order ta be Diabetic, no

| concentrated sweets, low sodium, seconds of

; non-starchy veggies only, no caffeine. Continued
record review revealed the 7/8/25 dinner menu

]forthediabeticdietto be 2 ground beef tacos (2

i 0z meat and 6" tortilla each), tomatoes, lettuce,
salsa, % cup green salad with lite dressing, % cup

black beans, 16 oz water,

| Interview with the facility PM on 7/9/25 confirmed
| that client #6 should not have been served rice or
[ cake during the dinner meal and, instead, should

|
r
l
|
i
L
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| have been served a green salad with lite
, dressing. Further interview with the PM confirmed
that all clients should be served their specially
’ prescribed diets at every meal.
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 review, and
interviews, the facility failed to serve food in a
form consistent with the developmental levels and
| prescribed diets of 3 of 6 sampled clients (#1, #3,
f #5), The findings are:

I A. The facility failed to ensure the prescribed diet
[ for client #1. For example:

 Observation during the evening meal on 7/8/25
revealed the meal to consist of 2 ground beef
tacos consisting of ground beef, tomatoes, sour
cream, saisa and flour tortilla, Mexican rica pinto
beans, water and sweet tea. Continued
observation revealed staff to serve client #1 a
flour tortilla which was cut into pieces
approximately 1-2" in iength.

Record review on 7/9/25 revealed a nutritional
evaluation for client #1 dated 11/22/24 indicating
| the client's diet order to be 1800 calories, low fat,

low cholesterol, chopped %" consistency, %
portions of dessert,

Interview with the program manager (PM) on
I 7/9/25 confirmed that client #1's diet order is
| current and that staff should have assisted them
f to modify their food to %" consistency.

|
I!

W 474|(W474) Staff will be in-servicad bythe 07.14.2025
'home manager to ensure appropriate |
|diet consistencies are followed per j
|physician orders to maintain the =
/continued health and safety of all I
iindividuals in the home. Three |
mealtimes assessments will be completed
{month!y for the next three months by the |
clinical team to ensure this standard is ’
|being followed. !

| I

|
|

|
| |
| |
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! B. The facility failed to ensure the prescribed diet
for client #3. For example:

|

, Observation during the evening meal on 7/8/25
revealed the meal to consist of 2 ground beef

’ tacos consisting of ground beef, tomatoes, sour

| cream, salsa and flour tortilla, Mexican rice pinto

‘ beans, water and sweet tea. Continued

observation revealed staff to serve client #1 a
flour fortilla which was cut into pieces

| approximately 1-2" in length.

| Record review on 7/9/25 revealed a nutritional
| evaluation for client #3 dated 4/24/24 indicating
| the client's diet order to be Reguiar, double

| Portions, %" consistency with thin liquids (may
grind food if client #3 prefers) no grapefruit.
Ensure plus every moming.

Interview with the PM on 7/9/25 confirmed that
client #3's diet order is current and that staf
should have assisted them to modify their food to
| %" consistency.

C. The facility failed to ensure the prescribed diet
for client #5. For example:
|
| Observation during the evening meal on 7/8/25
revealed the meal to consist of 2 ground beef
tacos consisting of ground beef, tomatoes, sour
cream, salsa and flour tortilla, Mexican rice pinto
beans, water and sweet tea. Continued
observation revealed staff to serve client #5 a
| flour tortilla which was cut into pieces
approximately 1-2" in length,

Record review on 7/9/25 revealed a nutritional
| evaluation for client #5 dated 11/26/24 indicating
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| the client's diet order to be Regular diet, double i i [
| portions, regular snacks. 1" consistency, thin | i |
liquids. i |
| Interview with the PM on 7/8/25 confirmed that E | [
| client #5's diet order is current and that staff ! |
should have assisted them to modify their food to | |
1" consistency. } ]
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