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W 247 | INDIVIDUAL PROGRAM PLAN W247| (W247)The team will train staff on active
CFR(s): 483.440(c)(6)(v)) treatment within the home. The team wil 4110126

review all formal and informal programs for
each person supported. The team will
emphasize the importance of continuous
active treatment in the hame.

The individual program plan must include
opportunities for client choice and

self-management.
This STANDARD fs not met as evidenced by: Mealtime Assessments will be complsted at
'Base_d on observatmm'r., record review and least weekly for the first month and;:hen fwice
interview, the facility falled to ensure that 5 of 5 monthly thereafter to ensure active treatment
clients (#1, #2, #3, #4, and #5) were given Is geeurring on a routing basis. Interaction
opportunities for choice and self-management Assessments will be reviewed as part of the
with respect to family-style dining. The finding is: Local QAPI meeting. The QAPI committee will
review for trends. Appropriate action plans will

Observations in the group home during the dinner be developed as needed.
meal on 2/9/26 and during the breakfast meal on
2/10/26 revealed staff to prepare all clients' plates The QP will assure people in the home are
in the kitchen, without input from any of the receiving active treatment.

) clients regarding food cheice, then to direct each

client to take their plate fo the dining room table,
Continued cbservation revealed that each client
was served the same meal of ground beef,
Spanish rice, mixed vegetables and flour tortillas.

Further observation revealed ali clients to be RECE IVED
capable of serving themselves and passing
dishes to each other with independence or
assistance from staff. "
DHSR-MH Licensure Sect
Record review on 2/10/26 revealed
person-centered plans (PCPs), goals and clinical
assessments for each client. Continued record
raviaw revealed all clients to have af lzast some
tevel of indepandence during self-care, home
management and mealtime activifies. Review of
the record for client #4 revealed a PCP dated
12/18/25 which Indicates that client #4
demonstrates food-seeking behaviors which are
not conducive to passing common bowls of food
at the table.

Interview with the qualified inteflectual disabilifies

LABORATORY BIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE X8} DATE

Qeamiie Dibe, Focitbve Derecton 2/23/26

Any deficlency statement ending with an asterisk () dergés a daficiency which the institufion Fnay be excused from catreciing providing it is determined that
other safeguards provide sufficient protaction to the patenis. (See Instructions.) Except for nursing homes, the findings stated above are disclosabla §0 days
Ing the date of survey whather r not a plan of comection s provided. For nursing homas, the abova findings and plans of correction are diaclosatie 14
llowing the date these documents are made avaitable ta the facifty. If deficlencias are cited, an approvad plan of comection is requisiie to continued
pregram participaticn,
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W 247 | Continued From page 1 WwW2a4p| (W247)The _team wilk train staff on active 411028
professional {QIDP) on 2/10/26 revealed that any treatment within the home. The team wil
modifications to a client's apportunity to review alt formal and informal programs for
participate in family-style dining should be each petson supporied. The teamwill
: . . . emphasize the importance of continuous active
incorporated info the client's PCP and that clients traatment I tha home
who are capable should be allowed to parlicipate ’
in family-style dining and to make cholces Interaction Assessments will be completed at
regarding their meals. least weekly for the first month and then twice
W 249 | PROGRAM IMPLEMENTATION monthly thereafter to ensurs active reatment is
CFR(s): 483.440(d)(1) occuming on a routine basis. Interaction
Assessments will be reviewed as part of the
As soon as the interdisciplinary feam has Local QAPI meeting. The QAPI committee will
formulated a client's individuzl program plan, review for trends. Appropriate action plans will
each client must receive a continuous active be developed as needed.
treatment program consisting of needed .
interventions and services in sufficient number The QP will assure people in the home are
: and frequency to support the achievement of the recelving active reaiment.
) objectives identified in the individual program
PR W249 | (W249)The team will train staff on active
treatment within the home, The team wil 4/10/28
review all formal and informal programs for
i i i . each person supported. The team will
1;"5 STANDARD = fictmetay evns!enced by emphasize the ﬁr?portanca of eontinuous
ased on observations, record reviews and st treatinent I tha hamia
interviews, the facility faiied to ensure clients )
received a continuous active treatment program Interaction Assessments will be completed at
consisting of needed interventions and services least weekly for the first month and then twice
as identified in the Person-Centered Plan for 3 of monthly thereafter to ensure active treatment
5 clients (#3, #4, and #5) relative to implementing is oceurring an a routine basis. Interaction
training objectives and providing adaptive Assessments will be reviewed as part of the
equipment. The findings are: Local QAPI meeting. The QAPI committee will
- review for trends. Appropriate action plans will
A. The facility failed to provide necessary training be developed as needed.
to address an identified need for client #3. For . )
example: The QP will assure people in the home are
receiving active treatment.
Observatiens in the group home on 2/9/26 at 5:15
PM revealed the dinner meal o he ground beef,
Spanish rice, mixed vegetables and flour tortillas.
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W 248 | Confinued From page 2 w249| (W249)The team will frain staff on active
Continued abservations revealed staff to set treatment within the home, The team will 41026

client #3's place at the table with a regular plate,
cup and spoon, but no fark or knife. Further
observation revealed client #3 {o consume the
entire meal independently using the spoon.

Observations in the group home on 2/10/26 at
7:30 AM revealed the breakfast meal to be
cheese grits, sausage links, fruit and coffee.
Continued cbservations revealed staff to set
client #3's place at the table with a regular plats,
cup and spoon, but no fork or knife. Further
observation revealed client #3 to consume the
entire meal independently using the spoon.

Record review on 2/10/26 revealed an adaplive
behavior inventory (ABI) for client #3 dated
9/30/25 which indicates client #1 is unable to
independently the use a forl, knife or spoon and
further indicates that these skills represent a
need which should be addressed for client #3.
Centinued record review revealed a
person-centered plan (PCP) for client #3 dated
10/2/25 which lists the following goals: idantify
colns, wipe table, communication skills, wark
behaviors, put dishes in sink, fold shirt,
name/print letters of the alphabet, toileting and
washing hands.

Interview with the quaiified intellectual disabilities
professional (QIDP) on 2/10/26 eonfirmed that
client #3's ABI indicates the need for client #3 to
have formal training in the independent use of all
appropriate eating utensils and that he does not
currently have a training goal in that area. Furlher
Interview with the QIDP confirmed that the facility
should address this identified need with an
appropriate training goal.

review all farmal and informal programs for
each person supperted. The team will
emphasize the importance of continuous
active treatment In the home.

Interaction Assessments will be completed at
least weekly for the first month and then
twice monthly thereafter to ensure aclive
treatment is occurring on a routine basis.
Interaction Assessments will be reviewed as
part of the Lecal QAP meeting. The QAP
committee will review for trends. Appropriate
action plaris will be developed as needed.

The QP will assure people in the home are
recaiving active freatment.
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W 249 | Continued From page 3 w24g| (W249)The team will train staff on active
B. The facility fafled to Implement iraining treatment within the h-ome. The team will 410/26
objectives for client # 4 during large amounts of revxﬁw all formal and 'gf‘fr"i']"al programs for
unstructured isisure time. For example: each persan su_pporte : 1% team_w:ll
emphasize the importance of continuous
Afternoon observations an 2/9/26 revealed client acihetrasimentinithe home.
#4 to spend 135 minutes of unstructured time Interaction Assessments will be completed at
sitting on a couch in the living room, wandering least weekly for the first menth and then twica
around the group home, parlicipating in the monthly thereafter ta ensure active treatment
evening meal and taking his dishes from the is occurming on a routine basis. interaction
dining room to the kitichen. During this interval, Assassments will be reviewed as part of the
staif directed client #4 to sit on the couch at least Local QAP] meeting. The QAPI committee
6 times, but did not offer client #4 any other will review for trends. Appropriate action
interaction or activity. plans will be developed as needed.
Moming observations on 2/10/26 between 6:30 The QP will assure people in the home are
AM and 8:00 AM revealed client #4 to get out of receiving actlve treatment.
) bed, get dressed, receive medications, participate
in the breakfast meal, move his dishes to the
sink, and wander around the home. At one point,
client #4 entered the kitchen where staff were
cleaning up and was immediately redirected out
of the kitchen with no direciion toward another
activity. The only other interaction staff had with
client #4 was centered on complsting necessary
self-cara.
Record review on 2/10/26 revealed a PCP for
client #4 dated 12/18/25. The PCP notes that
client #4 enjoys interacting with others, being able
to roam while monitored, watching cartoons,
listening to music, gaing for walks and
participating in activities.
Intarview with the QIDP on 2/10/26 confirmed that
client #4's PCP is cument and that staff should
have provided client #4 choices of activities
during leisure time,
C. The facility fafled to provide prescribed
FORM CMS-2567(02-95) Provious Varsions Obaalolo EvenlID:BSTHY Fecliity 1D: 922475 If conlinvration sheet Page 4 of 12




DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 021612026

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-03581
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA MULTIFLE CONSTRUCTION
D PLAN OF CORRECTION {DENTIFICATION NUMBER! ﬁmwm (xa)gg:lepfgé\gev
J4GOEB B.WING 02M0/2026
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
RIVERVIERHOME 1793 RIVERVIEW ROAD
LINCOLNTORN, NC 28092
(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES 1] PROVIDER'S PLAN QF CORRECTION 5
PREFIX {EACH DEFIGIENCY MUST BE PRECERDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 248 | Continued From page 4 wWa4g| (W249)The team will train staff on active
adaptive equi m:ntg for client#5. For example: festmentit inheitiome: The wanmwik lnRes
quip ) Pe: review all formal and Informal pragrams for
L each person supported. The team will
Observations in the home on 2!9!26_ and 2/10/26 emphasize the importance of continuous
revealed one shower chair present in the home. active treatment In the home.
Further observations revealed the shower chair
has no seat belt attached and no seat belt could Interaction Assessments will be completed at
be seen In the bathroom where the chair is least weekly for the first month and then twice
located. monthly thereafter to ensure active freatment
I oceurring on a routine basis. Interaction
Record review on 2/10/26 revealed a PCP for Assessments wiil_be reviewed as part pf the )
client #5 dated 9/4/25 which states that client #5 Local QAPI mesting. The QAPI commitiee will
is dlagnosed with a seizure disorder and details review for trends. Apprapriate action plans will
alf precautions needed to keep him safe n the be developed as needed.

event of a ssizure. One required precaution is
that client #5 utilizes a shower chalr with belt to
) ensure his health and safety in the shawer.

The QP will assure people in the home are
receiving acfive treatment.

Interview with the direct care supervisor {DCS) on
2/10/26 revealed sha has net used a belt while
assisting client #5 with showering and she is not
aware that a belt has ever been present in the
home while she has been employed there,

Interview with the QIDP on 2/10/26 confirmed that
client #5's PCP indicates the need for a shower
chair with balt to ensure his safety while
showering and that the facility should provide an
appropriate beit,

D. The facllity failed to implement needed safety
precautions for client #5 relative to ambulation.
For example:

Observations in the home on 2/9/26 and 2/10/28
revealed client #5 to be wearing a drop harness.
Further observation on 2/9/26 revealed staff to
accompany client#5 while he was out of his chair
by standing within arms reach and holding onto
the hamess. Continued observation on 2/10/26
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W 248 | Continued From page 5§ w249| (W249)The team will train staff on active
. : treatment within the home. The team will
3?:;??:::? :r:(c’l ::r;ggcl;‘: IILE::} ﬁstﬁel‘:af:li(sm e review all formal and informal programs for 410/2026
breakfast, tn take his dishes to the kitchen, but each person supporied. The team will
y i ! emphasize the importance of confinuous
staff did not walk with client #5 or offer an active treatment in the home.
stand-by assistance. Subsequent observations
revealed client #5 to watk from the living room to Interaction Assessments will be completed at
the dining room, then to the kitchen and back to least weekly for the: first month and then twice
the living reom without assistance from staff. monthly theraafter fo ensure active treatment
is ocourring on a routine basis, interaction
Record review on 2/10/26 revealad a physical Assessments will be reviewed as part of the
therapy evaluation dated 8/8/25 which Local QAP] meeting. The QAPI committee will
recommends, "Continue assistance PRN for review for trends. Appropriate action plans will
ADL's, daily wear drop harness contact guard +1 be developed as needed.
staff during standing activities (je, standing, . .
transfers, ambulation, ete,) The QP will assure people in the home are
receiving active treatment.
) Interview with the QIDP on 2/10/26 confimed that
' client #5's plan indicates the need for contact
guard assistance while client #5 is engaged in
standing acfivities and that cliant #5 should have
been provided with appropriate assistance to
ensure his health and safsty. . L
W 262 | PROGRAM MONITORING & CHANGE wzez| (W262) in service training will be completed 4140026
CFR(s); 483.440()(3)(i) with thg behavior s_pemalist and qu:'aliﬁed
professional ensuring all Human Rights
The committae shold review, approve, and e, Al esticton ofFighis sonsonte oy
monitor |qd|v1dual programs designed to manage accurate an completed annually and as
inappropriate behavior and other programs that, needed per requirement of that particular
in the opinion of the committee, involve risks to restriction. The IDT and HRC will eantinue
client protection and rights. to review on a quarterly basis. Motoring will
This STANDARD is not met as evidenced by: be reviewed Quarterly by completing
Based on cbservations, record reviews and intemnal chart reviews.
interviews, the facility failed to ensure that
restrictive techniyues were monitored and
reviewad annually by the human rights committee
(HRC) for § of 5 audited clients (#1, #2, #3 #4
and #5). The findings are:
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W 282 | Continued From page 6 wog2 (\{\1262)In service training will be corqpleted
A The Facility failed t icti with the_ behavior specialist and qu_allﬂed
- The facility failed to ensure restiictive professional ensuring all Human Rights 4110128
technigues were monitored and reviewed committee consents are accurate and up to
annually. For example: date. All restriction of rights consents are
accurate an completed annually and as
Observations throughout the recertification survay needed per requirement of that particular
peviad from 2/9/26 - 2/10/26 revealed that the restriction. The 1DT and HRC will continug
refrigerator and pantry in the home are locked to revlew on a quarterly basis. Monitoring
due to food seeking behaviors by one client. will be reviewed quarterly by complefing
internal chart reviews,
Review of client records on 2/10/26 revealed no
evidence that the Human Rights Committee
(HRC}) had reviewed, consented to, or monitored
the locked refrigerator and pantry for any of the 5
clients.
} Interview with the qualified intellectual disabilities
; professional (QIDP) on 2/10/26 revealed that
signed consent forms regarding the locked
refrigerator and pantry could not be located
during the survey. Continued interview with the
{QIDP) verified HRC rights [imitation consent
forms for all clients should be updated and signed
by the HRGC annually.
B. The facility failed to ensure that client #3's
restrictive techniques were monitored and
reviewad annually. For example:
Observations throughout the recertification survey
period from 2/9/26 - 2/10/26 revealed an
audio-visual monitor to be present and turned on
in client 3#'s bedroom. Tha monitor receivar was
located in the fiving room of the homea and visible
by anyone in the room.
Review of client #3's record on 2/10/26 revealed
a person-centered plan (PCP) dated 10/2/25
which states the video monitor is necessary for
client #3's safety due to the risk of client #3 falling
FORM CMS-2567(02-99) Previous Versions Obsalata Event 1D; BSTI Focilty ID: 622475 |Fcontinuation sheet Page 7 of 12
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W 262 | Continued From page 7 wa2ez| (W262)in service traini_ng will be completed
while getting in and out of bed. Continued record "p";g};g;::;}ae‘ﬁg:l ﬁ.ﬁ;ﬂﬂﬁtﬁ;‘:ﬂc’g;’ ;?tzd 41016
rerew rgvealed nto de\;:dence th?tt thz }:hﬂc had f committee consents are accurate and up to
reviewed, consented 1o, or monitored the use o date. All restriction of rights consents are
the video monitor annually, as required. accurate an completed annually and as
. needed per requirement of that particutar
Interview with the QIDP on 2/10/26 revealed that restriction. The 1DT and HRC will continue to
signed consent forms could not be located during review on a quarterly basis. As well as
the survey. Confinued interview with the QIDP completing internal chart reviews quarterly.
verified HRC rights limitation consent forms for all
clients should be updated and signed by the HRC
annually.
W 263 | PROGRAM MONITORING & CHANGE W 263 . L
CFR(s): 483.440(f)(3)(ii) (W283) In service training will be completed AM0/26

The committee should insure that these programs
are conducted only with the written informed
consant of the client, parents (if the clientis a
minor) or legal guardian.

This STANDARD is not met as evidenced by:
Based on cbservations, record reviews and
interviews, the facility failed to ensure that
restrictive techniques were maonitared and
reviewed annually by the court appainted
guardians for 4 of 5 suiveyed cllents {1, #2, #3
and #5). The findings are;

A. Observations throughout the recartification
survey period from 2/9/26 - 2/10/26 revealed that
the refrigerator and pantry in the home are lacked
due to food seeking behaviors by one client.

Review of client records on 2/10/26 revealed no
evidence that the duly appointed guardians of
clients #1, #2, #3 or #5 had been advised of or
consented to the locked refrigerator and pantry.

interview with the qualified intellectual disabilities
professional (QIDP) on 2/1Q/26 revealed that

with the behavior specialist and qualified
professional ensuring all Human Rights
committee consents are accurate and up to
date. All legal guardian representative
consents pertaining to rights limitations are
all accurale an completed annually and as
needed per requitament of that paricular
restriction. The IDT and HRC will continue to
review on a quarterly basis, As well as
completing internal chart reviews quarterly.
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. (W263) In service training will be completed
wees CEDntII'IUEd Efem paget . Vii63 with the behavior specialist and qualified
signed consent forms for clients #1, #2, #3 and professional enstrring all Human Rights 4110026
#5 regarding the locked refrigarator and pantry committee consents are accurate and up fo
could not be located during the survey. Gontinued date. All legal guardian representative
interview with the (QIDP) verified that guardians consents pertaining to rights limitations ara ali
must be advised of and consent to all restrictions accurate an completed annually and as
of rights prior to the restrictions being needed per requirement of that particular
Implemented. restriction. The IDT and HRG will confinue to
review on a quarterly basls, As well as
B. Observations thraughout the recertification completing internal chart reviews quarterly.
survey period from 2/9/26 - 2/10/26 revealed an
audio-visual monitor to be present and fumed on
in client 3#'s bedroom. The monitor receiver was
located in the living room of the home and visible
by anyeone in the reom.
Review of client #3's record on 21026 revealed
) a person-centered plan (PCP) dated 10/2/25
which states the video monitor is necessary for
client #3's safety due to the risk of client #3 falling
while getting in and out of bed. Continued record o .
review revealed no evidence that client #3's W368| WW386) The nurse will train staff in the home ~ |4/10/26

W 368

guardian had been advised of nor consented to
the use of the video monitor, as required.

Interview with the QIDP on 2/10/26 revealed that
3 signed consent form could not be located
during the survey. Continued interview with the
QIDP verified that guardians must be advised of
and consent in writing to all restrictions of clients’
fights.

DRUG ADMINISTRATION

CFR(s): 483.480(k)(1)

The system for drug administration must assure

that alf drugs are administered in compliance with

the physician's orders.

This STANDARD is nof met as evidenced by:
Based on observations, record review and

onh medication administration protocols
specifically discussing the need to administer
medications In the medication closet unless

outlined in the parson's PCP,

The team will ensure adherence to

medication administration protocols by

conducting medication administration

observations at [east once weekly for the first

month and then monthly thereafier,

Medication Observations will be reviewed as
part of the Local QAF] meeting. The QAPI
committea will review for trends. Appropriate
action pians will be developed as neaded.

The team wiil assure privacy is honored

during medication administration.
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W 368 | Continued From page 9 w 3gg | (W386) The nurse will train staffin the home | 4/10/26
; ; e s on medication administration pratocols
m!e;y:e:ys, the facgléy f_ax!etd to depsura th;t all specifically discussing the need to administer
mecicalons Wers:administerd 17 arcoance medications in the medication closet unless
with physicians' arders. The finding is: outlined in the persan's PCP.,
Moming observations ir the group home revealed
client#1 to enter the medication room at 7:15 AM The team will ensure adherence to madication
along with staff A, Conlinued observations administration protocols by coanducting
revealed staff A to prepare the following medication administration observations at
medications for client#1: Escitalopram 10mg, least once weekiy for the first month and then
Banziropine .5mg, Queliapine 400mg, Lithium monthly thereafter. Medication Observations
carb 150mg, Senna-Time 17.2mg, Citracal, will be reviewed as part of the Lacal QAP
Levothyroxine 125"“:9, PEG 3350 powderl meeﬁng. The Q‘API commitiee Wi".review for
Ensure, Ciclopirox, ammonium lactate. Further trends, Appropriate action plans will be
observation revealed all pills and capsules, developed as needed.
including the Lavothyroxine, to be placed in a
single cup and swallowed by the client at 7:25 ; s ;
: - - The team will assure privacy is honored
) AM. Conhnuec:'l ob_servatiun revealeq glient#1 to during medication administration.
leave the medication room and go directly to the
dining room table, where she began eating her
breakfast at 7:38 AM.
Review of records revealed a physician's order
dated 7/2/24 which states, "LEVOTHYROXIN
TAB 125mcg - TAKE 1 TABLET EVERY
MORNING FOR HYPOTHYROIDISM (TAKE 30
MINUTES BEFORE BREAKFAST OR OTHER
MEDICATIONS) Schedule: DAILY AT 07:30."
Interview with the faclity nurse on 2/10/28
confirmed the physician's order is current and (W440) Fire/Disaster Drills are to be campleted
that the Levothyrexine should have been monthly on alternating shifis. Ensuring that they
administered to client #1 at least 30 minutes prior are documented and turned into the safety
to adminlsteting her other medications and director, All forms.are to be completed entirely
breakfast and that it was a medication error to accurately. Ensuring all state and federal 4110126
administer it along with the other medications and regulations are followed by completing fire drills.
13 minutes before break{ast, All fire drill/disaster tlc':n"s are to be submitted on
the powers app by the 5th of each month. As
W 440 | EVACUATION DRILLS w440 j
\ ) well as being monitored monthly by the QAP|
CFR({s): 483.470(i)(1) meetings.
FORM CMS-2567{D2-89) Previous Versions Obsalale Evant ID:BSTIH Fegility [D: §22475 If eantinuation sheet Page 10 of 12
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W 440 | Continued From page 10 wa4o| (W440) Fire/Disaster Drills are to be
completed monthly on alternating shifts. AMO/28

Ensuring that they are documented and tumed
into the safety directar. All forms are to ba
completed entirely accurately. Ensuring all

at least quarterly for each shift of personnel.
This STANDARD is not met as evidenced by:

B.a sed e resord revie\n{ and interview, the facility state and federal regulations are followed by
failed to ensure evacuation drills were held at complating fire drils. All fire drillidisaster drilfs
ieas} guarterly for each shift of personnel. The are to be submitted on the powers app by the
finding Is: 5th of each month. As well as being monitored

monthly by the QAPI meetings.
Review of the facility's fire drill reports on 2/0/26
revealed a total of five missing fire drills on
various shifts and quarters, to include:

1st quarter: 1st shift and 3rd shift
2nd quarter; 1st shift, 2nd shift and 3rd shift

: Interview with the qualified intellectual disabiiities
) professfonal (QIDP) on 2110/26 confirmmed that
the facility did not conduct fire drills during the
months of March, April, May, .June and July,
2025, Continued Interview with the QIDP
confimned that fire drills should have been
conducted quarterly for each shift of personnel.
W475 | MEAL SERVICES W475! ( W4T75) The team will train staff on current 410128
CFR(s): 483.480(b){2)(iv) dlets of each person within the home.

Current diets will be reviewed at lsast monthly
during house meetings within the home.,
Mealtime Assessments will be completed at
least weekly far the first month and then twice

Food must be served with appropriate utensils.
This STANDARD Is not met as evidenced by:
Based on obsetvations, record review, and

interview, the facility failed to ensura that meals monthly thereafter to ensure diets are being
were served with appropriate utensils for2of5 served as ordered. Mealfime Assessments will
chen!s (#1, #5) t'o eatas :.r:dr:.‘pendenlly = be reviewed as part of the Local QAP meeting.
possible according ta their highest functioning The QAPI committee will review for trends.
level. The findings are: Appropriate action plans will be developed as
needed,

Observations In the group home on 2/8/26 at 5:15
PM revealed the dinner meal to be ground beef, The team will assure peopls in the hame Is
Spanish rice, mixed vegetables and fiour tortillas. served current diets as prescribed for all
Continued observations revealed staff to set people supported in the home.
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W 475 | Continued From page 11 w475 (W475)The team will train staif on current 4110128

cllent #1's place and client #5's place at the table
with a regular plate, cup and spoon, but no fork or
knife.

Observations in the group home on 2/10/26 at
7:30 AM revealed the breakfast meal to be
cheese grils, sausage links, fruit and coffee.
Continued observations revealed staff to set
client #1's place and client #5's place at the table
with a regular plate, cup and spoan, but no faork or
knife.

Record raview on 2/10/26 revealed an adaptive
behavior inventory (ABI) for client #1 dated
10/9/24 which indicates client #1 is fully

) Indapendent in the use of a fork, knife and spoon,

Record review on 2/10/26 revealed an ABI for
client #5 dated 11/16/15 which indicates client#5
is fully independent in the use of a fork, knife and
spoon.

Inferview with the qualified intellectual disabiliies
professional (QIDP) confirned that the ABls
reviewad are the most current available and that,
based on the information contained therein, the
clients should have been provided with a full sef
of regular utensils during mealtimes,

diets of each person within the home.

Current diets will be raviewed at least monthly
during house meetings within the home.
Meaitime Assessments will be completed at
least weekly for the first month and then twice
manthly thereafter to ensure diets are being
served as ordered. Mealtime Assessments
will be reviewed as part of the Local QAPI
mesting. The QAPI committee will review for
trends. Apprapriate action plans will be
developed as needed.

The team will assure people in the homea i
served current diets as prescribed for all
people supported in the homa,
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