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E 000 | Initial Comments

An unannounced Emergency Preparedness
survey was conducted 1/30/19 through 1/31/19.
The facility was in substantial compliance with 42
CFR Part 483.73, 483.475, Condition of
Participation for Intermediate Care Facilities for
Individuals with intefectual Disabilities.

No emergency preparedness complaints were
investigated during the survey.

W 000 : INITIAL COMMENTS

An unannounced Fundamental Medicaid
re-certification survey was conducted 1/30/19
through 1/31/19. The facility was not in
comphance with 42 CFR Part 483 Requirements
for Intarmediate Care Facilities for individuals
with intelectual Disabilities (ICF/ID). The Life
Safety Code survey/report will follow. No
complaints were investigated during the survey.

The census in this 5 certified bed facility was 5 at
the time of the survey. The survey sample
consisted of 3 Individual reviews (Individuals #1
through #3).

PROGRAM iIMPLEMENTATION

CFR(s): 483.440(d)(3)

Except for those facets of the individual program
pian that must be implemented only by licensed
personnel, each client’s individual program plan
must be implemented by aR staff who work with
the client, including professional, paraprofessional
and nonprofessional staff.

W 251

This STANDARD is not met as evidenced by:

E 000

W 000
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W 251 | Contin page
o werd From page 1 _ W 251 (5, 26119, the facility's QIDP and Supervisor
ased on observation, staff interviews, and Il met with the Indian River staff who were
F"nm‘ l'BOOI'd review, the fx“i‘y mﬁ faﬂed to worklng in Residence A during the
implement an Individual Program Plan (PP} for unannounced survey to review the
ona Individua! (lndiwdual *2). of 3 Individuais in deficiencies, as well as other
the survey sample. recommendations shared by the Surveyors.
) . B The QIDP reviewed the diet order, including
The facity staff fa_llod to ensure Individual #2 fiuid consistency, of Individual #2, as well as
received nectar thick liquids during the midday the diet orders of all other residents of the
meal on 1/31/18. facility. She reminded staff that the cument
diet order may be found along the top of each
The findings included: individua!'s cycle menu. This information will
also be reviewed with alt facility staff at the
Individual #2 was originally admitted to the faciity upcoming February staff meeting on 2/27/12. 2/28/19
11/21/13. The current diagnoses included, .
profound intellectual disabikity, cerebral paisy with AR paTentie clirpek practice st indioe, Sy
spastic quadriplegia and @ seizure disorder Residence A, the QIDP provides training to all
’ facility staff on each individual's treatment
; i plan, including the individual's diet order. This
Individual #2 Physician's order summary for . training occurs annually and whenever thare
1/2019, revealed an order for a puree low fat diet : s .
with tar thick liquids is a change. In monthly supervision mestings
' with the facility’s direct care staff throughout
o g Diton ssesmen e e T L
9/4/18, espiration risk; diet ordered puree, low fat
ith 4 thick e ' have staff demonstrate that they know where 2/28/19
with nectar thick fiquids. that information can be found.
Individual #2 cycle menu read; puree, low fat, less To ensure diet orders are consisiently being
than 300 milligrams of cholesterol, puree snack followed, effective immediately, the QIDP,
hour of sleep, Boost supplement when less than House Manager, and/or the Behavioral
50% of the meal is consumed or refused meal. 2 Specialist will reguiarly monitor mealtimes.
ounces ¢f Fibersource daily, Kefir once a day with Monitoring of mealtimes will take place at
nectar thickened liquids. Provide small portions least three times per week to ensure diet
| and water or calorie free beverages with meals. orders are baing followed and eating
programs are being implemented as written.
The Individual Program Plan (IPP) dated 6/5/18, The observations will take place across shifis
read; (name of resident) will be offered thickened and with varying staff. In addition, the
fluids 50 ounces throughout the day and water 8 Supervisor || will compiete spot-checks of
ounces, 8 times per day. Pour drink in smat meal preparation and mealtimes at least Ongoing
tumbler cup %-% full and refill as needed. monthly to ensure compliance.
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On 1/31/19 at approximately 12:50 p.m., DSP #5
was ohserved prepasing Individua! #2 meal. She
poured bottied water into the tumbler, no thick-it
was added and served it along with her puresd
meal

On 1/31/19 at approximately 12:50 p.m.,
individual #2 was observed seated at the dining
table with her peers for the midday meal. Direct
Support Personnel (DSP) #4 sat with her to assist
with the meal. DSP # 4 gave Individual #2 a drink
from her cup, the individual began to cough, DSP
#4 looked at what was in the cup and informed
DSP #5 the water was not thickened, DSP #5 put
some thickener in the cup but DSP #4 got up and
thickened the water further. DSP #4 proceeded to
ald Individual #2 to complate her meal with no
further coughing episodes.

An interview was conducted with DSP #2, on
1/31/19 at approximately 3:45 p.m., she stated
the siaff assigned to meal preparation is
responsible for ensuring the individual's diet
served is whatl's ordered. She further stated all
information regarding the meal is on the
individual's personal menu. DSP #2 stated she
was a full ime staff and the staff assisling with
helping the individuals with their meal was full
time and the part time staff prepared the meal at
midday.

An interview was conducted with DSP #4, on
1731719 at approximately 3:50 p.m., she stated
when Individual #2 began to cough she locked in
her cup because she knew she couldn't tolerate
thin liquids. She stated the waler was thin ang
she knew she had fo get it thickened to prevent
the individual from choking.
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The above findings were shared with the
Supstvisor I, Administrator and Nurse Manager
on 1731149 at approximately 5:05 p.m. The
Supervisor stated dietary instructions are on the
individual's cycle menu and they are available for
staff use during a! meal preparation.

The facility's policy titied “Meal Service™ dated
11/19/12 read; it is the policy of the {name of the
company) to ensure individuals receive an

diet to assist them in maintaining an
ideal body weight and address any health
concems. Under Dining Area and Service #4
read; staff will provide supervision during meai
times to ensure safety, adequate intake and
im individual eating programs.
NURSING SERVICES
CFR(s): 483.460(c)

The facliity must provide chents with nursing
mhwmwm.

W3

This STANDARD is not met as evidenced by:
Based on observation, staff interviews, and
clinical record review, the facility staff failed to
nolifynursingstaffofanmntwhichoouldmdt
in a change in condition and/or require additional
interventions for one individual, (individual #2), of
three individuals in the survey sample.

to notiy nursing staff that
thin liquids which caused
received nectar

The facllity staff failed
Individual #2 received
coughing; when she should have
thickened liquiis.

The findings included:

W 251

w a3t

FORMMMMMIMM Evenl - UXOR1S

Facility ID VWICFIDTO it continustion shest Page 4 of 12




JEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 02/06/2019
FORM APPROVED

\l CMB-2587(02-64) Pravious Viersions Obecisle

ATEMENT OF DEFICENCIES (1) PROVIDE {X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
(D PLAN OF GORRECTION IOENTFICATION NUMBER: ARG COMPLETED
49G080 B.WING 0131/201%
AME OF PROVIDER OR SUPPLIER STREET ADDRESE, CITY, STATE, ZIP COOE
2528 LIFETIME CIRCLE

NDIAN RWVER REBIDENGE =& VIRGINIA BEACH, VA 23456
) SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION o5
PREFIX {EACH DEFICTIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE Oare

_ DEFICIENCY)
W 331

W 331. Continued From page 4

" tndividual #2 was originally admitted to the fecility
11/21/13. The current included;
profound intellectual disabliity, cerebrat palsy with
spastic quadriplegia and a seizure disorder.

individual #2 Physician's order summary for
1/2019, revaaled an order for a puree low fat diet
with nectar thick liquids.

The registered Dietitian assessmant dated
9/4/18, aspiration risk; diet ordered puree, low fat
with nectar thick liquids.

Individugl #2 cycle menu read; pures, low fat, less
than 300 milligrams of cholesterol, puree snack
hour of sleep, Boost supplement when less than
50% of the meal is consumed or refused meal. 2
ounces of Fibersource dally, Kefir once a day with
nactar thickened liquids. Provide smali portions
and water or calorie free beverages with meals.

The individual Program Plan (IPP) dated 8/6/18,
read; (name of resident) will be offered thickened
fluids 50 ounces throughout the day and water 8
ounces, B times per day. Pour drink in small
tumbler cup Y% - % full and refill as needed.

On 1/31/19 at approximately 12:50 p.m., DSP #56

was observed preparing Individusl #2 meal. She
poured bottied water into the tumbler, no thick-it

was added and served it along with her pureed
meal.

On 1/31/1¢ at approximately 12:50 p.m.,
Individual #2 was cbserved seated at the dining
table with her peers for the midday meal. Direct
Support Personnel (DSP) #4 sat with her to assist
with the meal. DSP # 4 gave Individual #2 a drink
from her cup, the individual began to cough, DSP

On 2/6/19, the facility's QIDP and Supervisor
It met with the indfan River staff who were
working in Residence A dursing the
unannounced survey. The QIDP reviewed
the requirement to immediately notify nursing
staff of any event which could resultin a
change in condition and/or require additional
interventions for Individual #2, as well as all
other residents of the facility. Staff were
reminded of their responsibility to recognize
and immediately report to a licensed nurse
any situation that may lead to complications
80 the individual may be monitored. Staff
were also instructed to document the
information on the Shift Report so that it may
be passed on to oncoming shifts. The above
information, as well as examples of various
events which must be immediately reported
to a nurse, will be reviewed with all facility
staff at the upcoming February staff meeting
on 2/27/18.

2/28/19

As part of the current practice at Indian
River Residence A, the QIDP and/or the
Supervisor |l provide training to afl faclity
staff at least annually, which addresses
ICFNID regulations, program
implamentation, and program
documentation. Information regarding the
requirement to immediately notify nursing
staff of any event which could result in a
change in condition and/or require
additional interventions, including examples
of such events, as well as the requirement
to document that information on the shift
report, will be added to the PowarPoint
tralning. The PowerPaint training will be
reviewed with alf facility staff at the
upcoming February staff meeting on 2/27/19
and at least annually thereafter.

212819
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#4 looked at what was in the cup and informed instructions on the Shift Report form heve
DSP #5 the water was not thickened, DSP #5 put been revised to instruct staffpotg immediately
some thickener In the cup but DSP #4 got up and notify nursing staff of any event which could
thickened the water further. DSP #4 proceeded to result in a change in condition and/or require
aid Individual #2 to complete her meal with ro additional interventions, as welf as to
further coughing episodes. document the information on the Shift Report
go that it may be passed on to oncoming 2722118
An intarview was conducted with DSP #2, on shifts.

1/31/16 at approximately 3:45 p.m., she stated . _
the staff assigned to meal preparation is Shift Report occurs each shift betwsen the
sible for ensuring the individual's diet oncoming and outgoing nurses and DSP staff.
served is what's ordered, She further stated al Starting immediately, to monitor that nursing
information regarding the meal is on the staff are consistently being notified of events

e _DSP #2 stated she which could result in a change in condition
individusf's personal menu bS stated 8 and/or require additional interventions, the

&:gm&mim:gdm"‘:mﬁ“ m’“,’mm :'u':lh staff person conducting Shift Repor will ask al
time and the part time staff prepared the meal at ."‘Jﬂ:‘;ﬁ"“"a"“ t%““"ﬁ"“ "‘;‘;he? ":‘3‘
in a nurse and documented any § ongoing
midday. events.
An interview was conducted with DSP #4, on A check box has been added to the Shift
1131119 al approximately 3:50 p.m., she stated Report form to record that this discussion
when Individual #2 began to cough she looked In occurs each shift 22219
; harwpbeeausesheknewﬁocouldn‘twleme
thin quids, She stated the water was thin and If found that any staff person has not
she knew she had to get it thickened to prevent immediately notifled nursing staff of an event
the individual from choking. DSP #4 stated the which could result in a change in condition
nurse was next door but she had not been and/or require additional interventions, the
notified of the coughing episode. staff person will promptly receive re-training
on this requirement from the Supervisor Il or ongoing
The above findings were shared with the RN.
1i, Administrator and Nurse Manager

on 1/31/18 st spproximatsly 5:05 p.m. The Nurse
Manager stated the Individual always coughs
wheneathgﬂmtmayhavebeentlmreasonﬂu
stalf didn't notify the licensed nurse. The Nurse
Manager stated i was important for the
inforrnation to be shared with the licensed nurse
because complications may arise.
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Continued From page 6

The facility's policy tited "Acute snd Chronic
Health Conditions® dated 9/18/17 read; procedure
“a" read; ait staff is responsible for recognizing
and reporting the health care needs of each
individual and following the plan developed by the
interdisciplinary team to address chronic
conditions and follow preventative practices.
Procedure "b" the policy read; all staff is
responsible for recognizing acute conditions and
immediately reporting including caling 911.
FLOORS

CFR(s): 483.470(f)}(3)

The tacility must have exposed floor surfaces and
floor coverings that promote maintenance of
sanitary conditions.

This STANDARD is not met as evidenced by
Based on observations and staff interview, the
facility staff failed to ensure the environment was
maintained in a sanitary condition

The facility staff falled to ensure the kitchen floors
were without @ build-up of debris at the
baseboards and behind the trash can.

The findings include:

After the meal observation on 1/30/19 at
approximately 7:00 p.m., an observation of the
kitchen was made; a large amount of dark debris
was noted on the white baseboards making them
appear to have a dark greasy substance. This
same substance was observed behind the trash
can and throughout the kitchen floors.

On 1/31119, at approximately 9:00 a.m., the

W a3t

W 434

On 2/5/19, the Supervisor Il met with the
supervisors of the facility's cleaning
company to discuss concems regarding the
cleantiness of the kitchen floaring, including
the waxy build-up observed along the
baseboards, behind the trash can, and
throughout the kitchen floors. Within the
coming week, the cleaning company's floor
crew will strip the floors to remove the
excess wax that is causing the floors to
appesar to have a dark greasy substance.
Once the wax build-up has been removed,
the cleaning company will use only non-wax
products for regular mopping of the floor
and will continue its currant schedule of
buffing the floors monthly.

The cleaning company submitted an action
plan to improve and maintain the
cleanliness of the kitchen. The action plan
entails an initial deep cleaning of the
kitchen, including removal of the waxy bulld-
up on the bassboards and from the
fioorboards where the cabinets mest the
floor, as well as cleaning of the walis,
cabinets and appliances. This initlal deep
cleaning will take place within one week,

2/15/19

2/15/19
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kitchen floors remained with the same debris as Effective immediately, the House Manager
the day before. and/or Supervisor 1| will check the cleanliness
) of the kitchen floor weekly and inform the
Personnel (DSP) #1 on 1/31/19 at approximately are any cleanliness concems that need to be
3:20 p.m. DSP #1 stated 3 days per woek a promptly addressed. 2/15/19
cleaning person comes in to clean the floors.
In addition, checking the cleanliness of the
The above findings were shared with the floors and baseboards throughout the house
Supervisor i, Administrator and Nurse Manager has been added to the facility's Maintenance
on 1/31/19 at approximately 5:05 p.m. The Checklist, which is completed monthly by
Administrator stated the Supervisor |l had assigned staff. The assigned staff will be
identified the floor and baseboards needed made aware of this addition to the
servicing Maintenance Checklist and asked to report
? any cleanlingss concems to a fachity 2/15/19
The faciity's policy titled "Physical Environment” BUpeIVieOr.
dated 4/21/17 read at procedure 8; maintenance The facility supervisor will immediately address |
and/or cleaning will be performed as needed to any cleaniness concems with the supervisors
residence. Under floors #3 read; Floors at the
facilttywiﬂheewmtadonamonmumisbyﬂw
House Manager or designee. Maintenance andfor
i ciaaning will be performed as needed to ensure
; safe and sanitary conditions of the residence.
| W 454 INFECTION CONTROL W 454 ‘
ll CFR(s): 483.470(1X1)
i
; The facility must provide a sanitary environment On 2/5/19, the facility's Supervisor Il met with
‘ to avoid sources and transmission of infections. the supervisors of the cleaning company to
discuss concerns regarding the cleankiness of
the refrigerator, freezer, and the kitchen
This STANDARD is not met as eyidenced by: flooring, including the waxy build-up observed
| Based on obeervations and staff interview, the along the baseboards, behind the trash can,
: facility staff fafled to ensure food was stored ina and throughout the kitchen floors. Within the
! sanitary condition coming week, the cleaning company’s floor
: crew will strip the floors to remove the excess
i The facility staff falled to keep the refrigerator and wax that is causing the floors to appear to %
freezer free of debris. have a dark areasy substance. 211519
| i
FORM CMS-2587(02-08) Previous Versions Obsolete Event ID: UXOR11 Faclity 1D VAICFIDTQ i continuation sheet Page & of 12




STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CUIA

MULTIPLE CONSTRUCTICN {%3) DATE SURVEY
o COMPLETED

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING
496080 B. WING , 0173112019
NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, CITY, STATE, 2P CODE
2525 LIFETWAE CIRCLE
INDIAN RIVER RESIDENCE - A VIRGINIA BEACH, VA 23458
SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION %
%ﬁ (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE eua.'serm
TAG REGULATORY OR LSC 1DENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY) ,
W 454 Continued From page 8 W 454

The findings include.

After the meal observation on 1/30/19 at
approximately 7:00 p.m., an observation of the
kitchen was made; a large amount of dark debris
was noled on the white baseboards making them
appear to have a dark greasy substance. This
same substance was observed behind the trash
can and throughout the kitchen fioors.
Observation of the refrigerator revealed a large
amount of dark debris and the same in the
freazer.

On 1/31/19, at approximately 8:00 a.m.,
refrigerator and freezer were observed again and
they remainad with the same debris as the day
before.

An interview was conducted with Direct Support
Personnel {DSP) #1 on 1/31/19 at approximately
3:20 p.m. DSP

#1 stated a person is assigned to clean the
refrigerator and freezer based on who has meal

The above findings were shared with the

Supervisor il, Administrator and Nurse Manager
on 1/31/19 at approximately 5:65 p.m.

The facility's policy titled “Physical Environment”
dated 4/21/17 read at procadure 8; maintenance
and/or cleaning will be performed as needed to
ensure safe and sanitary conditions of the
residence. Under floors #3 read; Floors at the
facility will be evaluated on a monthly basis by the
House Manager or designee. Maintenance and/or
cleaning will be performed as nesded to ensure
safe and sanitary conditions of the residence.

Once the wax buiid-up has been removed, the cleaning
company will use only non-wax products for regular
mopping of the ficor and will continue its schedule of
buffing the floors monthly. Ongoing

The cleaning company submitted an action pian to improve
and maintain the cleaniiness of the kitchen. The action
plan entails an initial deep cleaning of the kitchen, Including
ramoval of the waxy build-up on the basseboards and
floorboards where the cabinets meet the fioors, as well as
cleaning of the cabinets, walls, and appliances. This initial

deap cleaning wifl take place within one week. 21519

As is the cleaning company's current practice, the
custodian will continue to clean the kitchen every Monday,
Wednesday, and Friday. In addition, effective immediately,
the custodian will complete a deep cleaning of the kitchen
twice per month, on the second and fourth Fridays of the
month. The deep cleaning will entail a thorough cleaning
of the baseboards, floorboards where the cabinets meet 21513
the fioors, cabinets, walls, and appliances. )

Currently, the facility staff assigned 1o complete meal
preparation is responsible for compieting the kitchen clean-
up following meal preparation, including wiping up any
spitls in the refrigerator or freezer. On 2/6/18, the QIDP
and Supervisor |1 reviewed staff responsibilities for
maintaining a clean, sanitary kitchen environmeant with the
staff who were working in Residence A during the
unannounced survey. This information will also be
reviewed with all facility staff at the upcoming February 212819
staff meeting on 2/27/19.

The task of cleaning the inside and outside of the
refrigerator and freezer has been added to the Ovemight
Chacklist, to occur once per week. Overnight staff will be
informed of the addition of this task to their checklist within
the coming week. Completion wlil start as soon as they 2115119
are notified.

Effective immediately, in order to ensure the cleanliness of
the kitchen is brought up to standards and then
maintained, a cleaning company supervisor will complete

an inspection of the home twice per waek for one month,

then once per week after that if there ara no additional Ongoing
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On 2/6/19, the facility’s QIDP and Supervisor il
Each client must receive a nourishing, met with the Indian River staff who were working
well-batanced diet including modified and In Residence A during the unannounced survey.
specially-prescribed diets. The QIDP reviewed the specially-prescribed diet
of Individual #2, as well as the modified and
specially-prescribed diets of all other residents
This STANDARD is not met as evidenced by: of the fecility. She reminded staff that the
Bagsed on observation, staff interviews, and current diet order may be found along the top of
clinical record reviaw, the facility staff falled to each individual's cycle menu. This information
ensure one individual (Individual #2), of three will also be reviewed with all facility staff at the
individuals in the survey sample; recaived the upcoming February staft meeting on 2/27/19. 2/28/19
prescribe modified and diet. As part of the current practice at Indian River
Residence A, the QIDP provides training to all
The facility staf faled to ansure Individual £2 facility staff on each individual's treatment plan,
received nectar thick iquids during the midday Including the individual’s specially-prescribed
meal on 1/31/18. diet. This training occurs annually and whenever
there Is a change. In monthiy supervision
The findings included: meetings with the facllfty's direct care staff
. throughout the month of February, the House
Individual #2 was originally admitted to the facllity Manager will review each resident's modified
11/24/13. The current diagnoses included, and specially-prescribed diet and will have staff
profound intellectuat disability, cerebral paisy with demonstrate that they know where information
spastic quadriplegia and a seizure disorder. about the specially-prescribed diet can be 2/28/19
found.
Individual #2 Physician's order summary for . _
172019, revealed an order for a puree low fat diet To ensure modified and specially-prescribed
with nectar thick liquids. diets are consistently being followed, effective
immediately, the QIDP, House Manager, and/or
The registered Dietitian assessment dated the Bahavioral Specialist will regularly monitor
g/4/18, aspiration risk; diet ordered puree, low fat mealtimes. Monitoring of mealtimes will take
with nectar thick liquids. place at least three times per week to ensure
modifiad and specially-prescribed diets are
. being followed and eating programs are being
mtﬁm‘"‘:f"mﬂﬁdg :'n:cf“ implemented s written. The observations will
hour of sleep, Boost supplement when less than take place across shifts and with varying stafl.
50% of the meal is consumed or refused meal. 2 L';:::;";,“;‘g; z:’:m."o'n"a::' ;"e“a"‘t’i'r;‘::s’:t""'
ounces of Fibersource daily, Kefir once a day with loast monthly to ensure comphiance. Ongoing

nectar thickened liquids. Provide small portions
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and waker or calorie free beverages with meals.

The Individual Program Plan (IPP) dated $/5/18,
read; (name of resiient) will be offered thickened
fluids 50 ounces throughout the day and water 8

ounces, 8 times per day. Pour drink in small
tumbler cup Y% full and refill as needed.

On 1/31/19 at approximately 12:50 p.m., DSP #5
was observed preparing Individual #2 meal. She
poured bottied water into the lumbler, no thick-it
was added and sarved it along with her pureed
meal.

On 1/31/18 at approximatsly 12:50 p.m.,
Individual #2 was observed seated at the dining
tsble with her peers for the midday mes). Direct
Support Personnel (DSP) #4 sat with her to assist
with the meal. DSP # 4 gave Individual #2 a drink
from her cup, the individua! began to cough, DSP
#4 looked at what was in the cup and informed
DSP #5 the water was not thickened, DSP #5 put
some thickener in the cup but DSP #4 got up and
thickened the water further. DSP #4 proceeded to
aid Individual #2 to complete her meal with no
further coughing episodes.

An interview was conducted with DSP #2, on
1/31/19 at approximately 3:45 p.m., she stated
the staff assigned to meal preparation is
responsible for snsuring the individual's diet
served is what's ordered. She further stated ali
information regarding the meal is on the
individual's personal menu. DSP #2 stated she
was a full time staff and the staff assisting with
heiping the individuals with their meal was full
time and the part time staff prepared the meal at

midday.
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An interview was conducted with DSP #4, on
1131119 at approximately 3:50 p.m., she stated
when Individual #2 bagan to cough she looked in
her cup because she knew she coukin't tolerate
ﬂinliqmds.smmledmewderwthinand
she knew she had to get it thickened to prevent
the individual from choking.

The abova findings were shared with the
Supervisor I, Administrator and Nurse Manager
on 1/31/19 at approximately 5:05 p.m. The Nurse
Manager stated the individual always coughs
when eating that may have been the reason the
staff didn't notify the licensed nurse. The Nurse

. Menager stabed it was important for the
information to be shared with the licensed nurse
because complications may arise.

The faciiity's poficy titled "Meal Service" dated
11/15/12 read; i is the policy of the (name of the
company) to ensure indiviiuals receive an

ap diet to assist them in maintaining an
ideal body weight and address any heaith
concems. Under Dining Area and Service #4
read; staff wil provide supervision during meal
times to ensure safety, adequate intake and
implement individual eating programs.
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