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W 340 NURSING SERVICES W 340

CFR(s): 483.460(c)(5)(i)

Nursing services must include implementing with
other members of the interdisciplinary team,
appropriate protective and preventive health -
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, record review and
interviews, the facility failed to ensure that staff
were adequately trained in medication
administration. This affected 1 of 3 audit clients.
The finding is:

During marning observations in the group home
on 2/25/26, client #3 was observed to enter the
medication room with surveyor and staff Ato
receive morning medications. Further
pbservations revealed a small cup containing
several pills to be sitting on the counter and for
staff A to hand the medication cup to client #3,
instructing client #3 to swallow the pills in the cup.

Continued observaiion revealed staff A to have no .
Staff will be retrained on proper med admin

further con\.fersa‘tion wi‘th c]ient #3 prior to client including procedures for using cards to '
#3 swallowing his medications. put the pills in the cups and consumer 3-10-2026
participation. Additionally at least 2
. observations per week will be done by the
Review of records on 2/25/26 revealed a QP or Site Supervisor to ensure proper procedures -
person-centered plan (PCP) for client #3 dated are beling followed.
9/25/25 which included aa goal to ‘name 2 ofhls Retraining will be conducted with all
daily medications during medication staff by RN on medication admin proper
administration. procedure on 3-10-2026
1 2 ible: RN, QP
Interview with staff A on 2/25/26 confirmed that responsible Q
she had punched all of client #3's medications
into the cup prior to client #3 entering the
medication room.
Interview with the qualified intellectual disabilities
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Any deficlency stalement ending with an asterisk (*) denotes a deficiency which the institution may be excused fram correcling providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.} Except for nursing hornes, the findings stated above are disclosable 80 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 disclosable 14
days following the date thase documents are made available to the facility. If deficiencies are cited, an approved plan of correction (s requisite to cantinued
program parilcipation.
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professional (QIDP) on 2/25/26 confirmed that
client #3's PCP is current and that client #3 has a
goal related to medication administration. The
QDIP further stated that staff are trained to punch
each medication out with as much assistance as
possible from clients, and to discuss the name,
purpose and side effects of each medication with
the client.
W 474 MEAL SERVICES W 474
CFR{s): 483.480(b)(2)iif)

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 facillty failed to serve food in a
form consistent with the developmental levels and
prescribed diefs of 2 of 3 audited clients (#2 and
#3). The findings are:

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

Observations [n the group home on 2/24/26 at

5:35 PM revealed the dinner meal to consist of Re traitning will bg ?o"ne for all staff é’“df%?d 3-10-2026
N X . consistencies and following prescribed diets.

chicken pot pie, mash.ed potatoes aqd slices of Atleast 2 chservations per weak wil be

processed ham. Continued observations revealed done of meal times to ensure that proper

procedures are being followed for food prep

staff to serve client #2 three whole slices of ham. find thseniiifi 6t 156 fooid 13 1ha Eonstirae,

Further observations revealed client #2 to pick up

a slice of ham and consume it before staff cut the (I;\'_eitrainin_g twill be cclm(cjiucted llay RN withrall staﬁ on 3-10-2026 on
- . s o . iet consistency including a client specific on a
remaining slices into bite sized pieces. client's diets, the sizing required for each chopped diet
as well as other consistencies
Record review on 2/25/26 revealed a Nutritional responsible: RN, QP

Assessment dated 9/19/25 Tor client #2 which
states that client #2's prescribed diet is: soft, bite
size, nectar thick liguids.

interview with the qualified intellectual disability
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professional (QIDP) confirmed that client #2's
Nutritional Assessment reflects the current
prescribed diet and that all food served to dlient
#2 should be bite sized consistency.

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

Observations in the group home on 2/24/26 at
5:35 PM revealed the dinner meal to consist of
chicken pot pie, mashed potatoes and slices of
processed ham. Continued observations revealed
staff to serve cliant #3 two whole slices of ham.
Further observations revealed client #3 to pick up
a slice of ham with a fork and consume it before
staff cut the remaining slices into bite sized
pieces.

Record review on 2/25/26 revealed a Nutritional
Assessment dated 9/19/25 for client #3 which

states that client #3's prescribed diet is: 1800
calories, %" consistency.

Interview with the QIDP confirmed that client #3's
Nutritional Assessment reflacts the current
prescribed diet and that all food served to client
#3 should be in 2 %" consistency.
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