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As 500n as the Interdisciplinary lzam has formulated
a ¢llent’s individual program plan, ach cfient must
raceive a cohtinuous actlve Lreatment pragram
cansisling of needed Interveniions and services in
sufficient number and frequency to suppar the
achievement of the abjectives idenlified in the
individual program plan,

This STANDARD is NOT MET as evidenced by:

Eased an obsetvatians, record reviews and
inlerviews, the facility lalled o ensure that 3 of &
cllents (#1, #2, #3) recalved a canlinUous aciive
freatmant progham as identified In the

. |Person-Centerad Blan (PGP) relative la uze of
adaptive equipment, The findings are:

A. During gbservations in the group home on
4120/26 hatween 4:30 PM and 6:30 PM and 4/21/26
hetwaen 6:00 AM and 8:00 AM cllent #1 was
observed to not wear eye glassas at any time.
Further ehservation revealed that staff did not
prompt clienl #1 to wear eye glasses, Cantinued
abservation revealed client #4 to participate In the
dinner and breakfasl meals and to be offerad
nen-waighted cups with straws, but no fids during
both meals.

Reeord review on 4/21/28 revenled a PCP for cltent
¥#1 dated 6/22/25 which lisfs adaptiva equipment 1o
include eye giasses to ke worn during wakity hours

and, “handled welghted cup with Id sod straw” for
meals, snacks and medication adminfstration,

Intervlew an 4/21/26 with Ihe facility axministrator
confirmed thal cTlent #1 should hayes been prompled
te wear her prascribed eye glasses and should have
heen offerad a welghled cup with handles, id and
straw during both megals,

B, Dutlng observations In he group home on
4/20/26 hatween 4:30 PM and 630 PM and 4/21/26
betwean 6:00 AM and 8:00 AM cllent #2 was
ohserved I hot wear eye gflagsas gl any (me.

W249 .

The Qualificd Professional will in-service gtaff
on ensuting that Clients #1,2,6 and alf elient
suppott will receive all adaptive equipment
stated on the PCP.

Clinical team will tomplete Mealtime and
Interaction assessments 2x a week for month
and then on a routine basis,

In the future, the QP will ensure that all
adaptive equipment is being used as
specified in the Clients PCP.
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Continued from page 1
Furlher ubservation revealed (hat staff did not
proipl cliant #2 to wear aye glaszes,

Recaord review on 4/21/26 revealed a PCP for client
#2 dated 9/4/25 which llsts adaptive squipmentto |
Tntlude aye glasses to be wom during waking hours,

Interview on 4/21/26 with the [asllity administralor
confitmed that client #2 should have been prompied
In waar her prestyibad eye glasses,

C. During abservalfons [n the group home oh
4120126 and 4/21./26 clianl #6 was observed lo
pariiclpate In tha dinner and bealdast meals and to
use & ragular plale during hoth meals.

Record 1evlew on 4121/26 revealed a FCP for cllent
#8 dated 6r10/25 which llsls adaptive equipmanit ta
include a deep divided plata {o be used for all
snacks ahd meals.

Interview on 4/21/26 with Ihe facillty adminlstrator
cantirmed that client #6 should have haan ofered &
deep divided plate during bath meals.

DRUG ADMINISTRATION
CFA(): 483.460(0()

The syalem for drug administration must assure that
all drugs are administered In eampliance with the
physitlan's orders.

This STANDARD Is NOT MET a5 evidenced by

Bazed on observalian, record review and inlerview,
the facllity falled ta ensure medicatlons were
administered In accordance with phys{clan's arders
far 1 of 2 sllents ebserved durlng medleation
admintstration (#3). The finding is:

Obsenvations in the group home on 4/21/26 at 650
AN revealad cliant#3 lo enter the medteation room
with ataif and to be adminlstared Lhe following
medicalions: Levethyroxing, Pallperldona, Ezetimibe,
Lematrigine, Furosamide, Levetiracatam, Metopral,
Vit. B3, Sartraline, Acetamin, Caleitrlol, Dlclafanac,
Calmosepling, Ketoconazole, Refresh Opli. Aquapher
and Iprateopium bramide, Furiher ohservation
ravealed clien( #£3 ta swallow all pills togather wilh
yopurt and Julea,

Wozds

WoaGe
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Nursing will in-gerve all staff on ensure
client nurmber #3 and all people's support
will receive all medications as ordered on
the Physician orders and the 6 rights.
Numing department or Clinical team will
complete Medication observations 2x a
week for a month and then on a routine
basis. .
In the future, the QP will enstre all
medications are administered per physician's
orders.

By 2./ -

Review al records reveated a physician's order
A T B R U b B Y R E P
as0meg —TAKE 1 TABLET MY MOUTH EVERY
MORNING ©N AN EMPTY STOMACH (TAKE 30
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Conilnted fram pags 2
MINUTES BEFORE BREAKFAST OR OTHER
MEDJCATIONS) Schedule; DAILY AT 08:00."

Interview with the [acility nurse on 3/5£26 confirmed
the Levolhyraxine shosld have heen adminisiered to
cliant #3 at least 30 minutez prior o administering
her alher medlcations.

" |FooD AND NUTRITION SERVICES

CRR{s): 482,480(a)(1) -

Each cllent must receive a nourlshing, well-halanced
dlet Incfuding madified and specially-prescribed
dials.

‘this STANDARD iz NOT MET as evidenced by:

Based on observatlon, record Teview and Inferviews,
the facllity-falled o ensure that 1 of 6 clients (#1)
recelved a specially-psesciibed diet, The finding b5

Obsepvations in the group home on 4/24/26 at 7:20
AM revealed clienl #1 to parlicipate In the brealtfast
meaf, Further ohsevation revealed client#1 (o ha

- |sanved catmeal, seramblad eggs and Kool-Afd.

Client #1 was observed lo consume the entire meal,
then to leave the tahle with stafl asslslance, At no
tirme was allant #1 offarad prunes ar prune juice
during the hreakfast meal,

Review ol records on 4/21/26 revealed a mulritianal
acsassment dated 1/26/26 which indicates her
prescibed diet s, “2000 calorde regular dlet , greund
consfstency; molsten meat with milk or gravy, Thin
liguids, Prune gr prune juice with breakfast.”

Intetvlew with stall E oh 4/21428 eonfirmed thete
ware prunes in the group home's paniry, Interview
with tha facility Administrator on 4/21/26 eobflrmed
that cilent #1's dlet order [5 current and thal cllent
#1 ghould have heen affarad pruna or prune juice
with braakfast.

w0368
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The qualified professional will in-service
staff on all dietary orders for clients #1and
all ather people supported being followed
and implemented as ordered. This will be
monitored via Mealtime assessment 2x a
week for a month and then on a routine
basis. In the foture, the QP will ensure dist
otders are followed as ordered.

By Heod o,




