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E 006 Plan Based on All Hazards Risk Assessment
CFR(s): 483.475(a)(1)-(2)

[(a) Emergency Plan. The [facility] must develop 
and maintain an emergency preparedness plan 
that must be reviewed, and updated at least 
annually. The plan must do the following:]

(1) Be based on and include a documented, 
facility-based and community-based risk 
assessment, utilizing an all-hazards approach.*                                                   

*[For LTC facilities at §483.73(a)(1):] (1) Be based 
on and include a documented, facility-based and 
community-based risk assessment, utilizing an 
all-hazards approach, including missing residents.

*[For ICF/IIDs at §483.475(a)(1):] (1) Be based on 
and include a documented, facility-based and 
community-based risk assessment, utilizing an 
all-hazards approach, including missing clients.

 (2) Include strategies for addressing emergency 
events identified by the risk assessment.

* [For Hospices at §418.113(a)(2):] (2) Include 
strategies for addressing emergency events 
identified by the risk assessment, including the 
management of the consequences of power 
failures, natural disasters, and other emergencies 
that would affect the hospice's ability to provide 
care.
This STANDARD  is not met as evidenced by:

E 006

 Based on interview and record review, the facility 
failed to develop specific facility-based strategies 
as part of their emergency plan (EP)relative to 
specific client information.  The finding is:

Review of the facility's EP revealed the EP to 
contain a thorough risk assessment and 
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E 006 Continued From page 1 E 006

community-based strategies.  However, further 
review of the EP, substantiated by interview with 
the qualified intellectual disabilities professional 
QIDP), revealed the individual client information 
was limited to general information contained on a 
face sheet.  Continued review of the client 
information sheet, verified by interviews with the 
QIDP, revealed the information sheet did not 
include client specific behavioral needs for the 
clients residing in the group home to assist 
anyone unfamiliar with the residents working with 
them in an emergency situation.

W 249 PROGRAM IMPLEMENTATION
CFR(s): 483.440(d)(1)

As soon as the interdisciplinary team has 
formulated a client's individual program plan, 
each client must receive a continuous active 
treatment program consisting of needed 
interventions and services in sufficient number 
and frequency to support the achievement of the 
objectives identified in the individual program 
plan.

This STANDARD  is not met as evidenced by:

W 249

 Based on observation, record review and 
interview, the facility failed to assure 2 of 3 
sampled clients (#4 and #5) received 
interventions in sufficient number and frequency 
to support the achievement of objectives 
prescribed in their Individual Program Plans 
(IPPs) to use a knife for cutting food.  The 
findings are:

A.  The facility failed to assure sufficient 
interventions were provided to support a dining 
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W 249 Continued From page 2 W 249

program for client #5 related to cutting his food.

Observations conducted on 7/2/18 during the 
evening meal revealed client #5 was assisted by 
staff to serve himself candied yams, California 
blend vegetables, a slice of whole wheat bread, a 
ham steak, sliced peaches and beverages.  
Continued observations during the evening meal 
revealed client #5 used a fork to spear the ham 
steak, which he was then observed to eat by 
taking large bites around the edges while 
continuing to hold it on his fork. Staff was not 
observed to intervene or prompt client #5 to use 
his knife to cut the ham steak.

Review of the record for client #5, conducted on 
7/3/18, revealed an IPP dated 6/9/18 which 
contained a program objective implemented on 
3/1/16 for client #5 to use a regular knife to cut 
his food using partial physical assistance.

Interview conducted on 7/3/18 with the qualified 
intellectual disabilities professional (QIDP) 
verified client #5 has a program objective to use a 
knife to cut his food.  This interview further 
verified staff should have prompted and assisted 
client #5 to use a knife to cut his ham steak 
during the evening meal on 7/2/18.

B.  The facility failed to assure sufficient 
interventions were provided to support a dining 
program for client #4 related to cutting food.

Observations conducted on 7/2/18 during the 
evening meal revealed client #5 was assisted by 
staff to serve self candied yams, California blend 
vegetables, a slice of whole wheat bread, a ham 
steak, sliced peaches and beverages.  Continued 
observations during the evening meal revealed 
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W 249 Continued From page 3 W 249

client #4 to attempt to cut the ham but was unable 
to do so.  The client was then observed to pull the 
ham apart with her fingers and the eat the ham.  
Staff was not observed to assist or prompt client 
#4 to use her knife to cut the ham steak or to not 
eat with her fingers..

Review of the record for client #4, conducted on 
7/3/18, revealed an IPP dated 10/27/17 which 
contained a program objective implemented on 
10/27/17 for client #4 to use a regular knife to cut 
food using 3 partial physical assistance prompts.

Interview conducted on 7/3/18 with the QIDP 
verified client #4 has a program objective to use a 
knife to cut food.  This interview further verified 
staff should have prompted and assisted the 
client to use a knife to cut her ham steak during 
the evening meal on 7/2/18 and prompted not to 
use her fingers.

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.

This STANDARD  is not met as evidenced by:

W 263

 The specially constituted committee, designated 
as the (HRC), failed to ensure a medication to 
control inappropriate behaviors was used only 
with written informed consent by the guardian for 
1 of 3 sampled clients (#4) as evidenced by 
interview and review of records.  The finding is:

Review of client #4's records revealed physician's 
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W 263 Continued From page 4 W 263

orders dated 6/13/18.  Review of these 
physician's orders, verified by interviews with the 
qualified intellectual disability professional (QIDP) 
and the nurse, revealed the client was prescribed 
Ativan 0.5 mg. one tablet po q 6 hrs. for extreme 
agitation.  Continued interviews with the QIDP 
and the nurse revealed the Ativan was to be given 
be given only as a PRN medication.

Continued review of the records revealed a 
medication administration record (MAR) for 6/18.  
Review of this MAR, verified by interviews with 
the QIDP and the nurse,  revealed Ativan had 
been administered to client #4 on 6/18/18 at 4:52 
PM.

Additional review of the records revealed no 
written informed consent for the use of Ativan to 
assist in the control of agitation for client #4.  
Interviews with the QIDP and nurse substantiated 
no written informed consent by the guardian for 
the use of Ativan was available in the record for 
review.

W 288 MGMT OF INAPPROPRIATE CLIENT 
BEHAVIOR
CFR(s): 483.450(b)(3)

Techniques to manage inappropriate client 
behavior must never be used as a substitute for 
an active treatment program.

This STANDARD  is not met as evidenced by:

W 288

 Based on observation, record review and 
interviews, the facility failed to assure a technique 
used to manage inappropriate behavior was not 
used as a substitute for an active treatment 
program for 1 of 3 sampled clients (#5).  The 
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W 288 Continued From page 5 W 288

finding is:

Observations conducted on 7/3/18 at 7:10 AM 
revealed client #5 was prompted by staff to enter 
the medication administration area where he was 
assisted to take the following medications: Ativan 
1 mg., Acidophilus 1 cap, Albuterol sulfate 2 mg., 
enteric coated Aspirin 81 mg., Celexa 20 mg., 
Allegra 180 mg., KDur 20 meq., Seroquel 300 
mg., Snoot S-two tablets, Calcium 500+D, 
Miralax powder 17 grams, Metamucil 1 tsp., 
Flunisolide nasal spray-two sprays each nostril 
and Theraderm lotion to hands and face.  
Continued observations on 7/3/18 at 7:20 AM 
revealed staff retrieved a hairbrush from a plastic 
bin located in the medication administration closet 
and used it to brush client #5's hair.  Staff was 
further observed to place the hairbrush back in 
the plastic bin and lock the door to the medication 
closet.

Review of the record for client #5, conducted on 
7/3/18, revealed an Individual Program Plan (IPP) 
dated 6/9/18 which included a 
behavior support plan (BSP) dated 6/23/17.  
Continued review of the 6/23/17 BSP revealed 
identified target behaviors included screaming, 
obsessing, hitting others and confusion. Further 
review of the BSP revealed no documentation 
related to the restriction of client #5's access to 
his hairbrush by locking it in the medication 
closet. 

Interview conducted on 7/3/18 with the staff 
administering medications verified client #5's 
hairbrush was currently being kept locked in the 
medication closet to prevent client #5 from hitting 
himself on the head with it.  Interview conducted 
on 7/3/18 with the qualified intellectual disabilities 
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W 288 Continued From page 6 W 288

professional revealed client #5's behavior of 
hitting himself on the head with his hair brush was 
not known to her, nor was the restriction of 
locking his hairbrush in the medication 
administration closet.  This interview further 
verified the restriction of client #5's access to his 
hairbrush was not included in his current IPP.

W 312 DRUG USAGE
CFR(s): 483.450(e)(2)

Drugs used for control of inappropriate behavior 
must be used only as an integral part of the 
client's individual program plan that is directed 
specifically towards the reduction of and eventual 
elimination of the behaviors for which the drugs 
are employed.

This STANDARD  is not met as evidenced by:

W 312

 The team failed to ensure medications used to 
control inappropriate behaviors was used only as 
an integral part of the individual program plan 
(IPP) for directed specifically towards the 
reduction of and eventual elimination of the 
behavior for which it is employed     
for 1 of 3 sampled clients (#4) as evidenced by 
interview and review of records.  The finding is:

Review of client #4's records revealed physician's 
orders dated 6/13/18.  Review of these 
physician's orders, verified by interviews with the 
qualified intellectual disability professional (QIDP) 
and the nurse,  revealed the client was prescribed 
Ativan 0.5 mg. one tablet po q 6 hrs. for extreme 
agitation.  Continued interviews with the QIDP 
and the nurse revealed the Ativan was to be given 
be given only as a PRN medications.
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W 312 Continued From page 7 W 312

Continued review of the records revealed a 
medication administration record (MAR) for 6/18.  
Review of this MAR, verified by interviews with 
the QIDP and the nurse,  revealed Ativan had 
been administered to client #4 on 6/18/18 at 4:52 
PM.

Further review of the records for client #4 
revealed a IPP dated 10/27/17 which included a 
behavior support plan (BSP) to display no more 
than 5 episodes of inappropriate behaviors per 
month for 4 consecutive months.  Continued 
review of this BSP revealed target behaviors were 
defined as inappropriate toileting, self-injurious 
behavior, inappropriate verbal behavior, 
aggression and pulling pants down.

Additional interview with the QIDP verified the use 
of Ativan to control severe agitation was not 
addressed in the BSP and further agitation was 
not defined as a target behavior.  Therefore, the 
facility failed to ensure the use of Ativan was an 
integral part of the IPP by having a method of 
measuring the effectiveness of the medication in 
the reduction of and eventual elimination of the 
behavior for which it is employed.

W 322 PHYSICIAN SERVICES
CFR(s): 483.460(a)(3)

The facility must provide or obtain preventive and 
general medical care.

This STANDARD  is not met as evidenced by:

W 322

 Based on record review and interview, the facility 
failed to assure 1 of 3 sampled clients (#5) 
received annual physical examination, 
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W 322 Continued From page 8 W 322

ophthalmology and dental examinations in a 
timely manner.  The findings are:

A.  Review of the record for client #5, conducted 
on 7/3/18, revealed the most recent annual 
physical examination was documented as having 
been completed on 1/31/17.  Interview with the 
nurse, conducted on 7/3/18, revealed no further 
documentation of a complete physical 
examination for client #5 was available for review 
at this time.  Therefore, the facility failed to show 
evidence an annual physical examination was 
completed for client #5 for a period of over 17 
months.

B.  Review of the record for client #5, conducted 
on 7/3/18, revealed an ophthalmology 
consultation dated 8/21/15 which included a 
recommendation to return in 1 year.  Continued 
review of the record for client #5 revealed no 
further documentation of ophthalmology 
consultation.  Interview conducted on 7/3/18 with 
the nurse and qualified intellectual disabilities 
professional revealed no further documentation of 
an ophthalmology examination was available for 
review at this time.  Therefore, a period of over 2 
years and 10 months has passed since the facility 
received a recommendation for an ophthalmology 
examination to be completed in 1 year.  

C.  Review of the record for client #5, conducted 
on 7/3/18, revealed a dental consultation dated 
1/31/17 which documented a recommendation for 
client #5 to have a dental examination under 
general anesthesia.  Further review of the record 
for client #5 revealed this examination with 
surgical intervention was completed on 4/6/17 
with a follow up visit on 4/19/17. Continued review 
of the record for client #5 revealed no further 
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W 322 Continued From page 9 W 322

documentation of dental examination for client 
#5.  Interview with the nurse, conducted on 
7/3/18, verified no further documentation of dental 
examination was available for review at this time.  
Therefore, the facility failed to evidence a dental 
examination was completed for client #5 for a 
period of over 14 months.

W 368 DRUG ADMINISTRATION
CFR(s): 483.460(k)(1)

The system for drug administration must assure 
that all drugs are administered in compliance with 
the physician's orders.

This STANDARD  is not met as evidenced by:

W 368

 Based on observation, record review and 
interview, the system for drug administration 
failed to assure all drugs were administered in 
compliance with physician's orders for 1 of 3 
sampled clients (#5).  The finding is:

Observations conducted on 7/3/18 at 7:10 AM 
revealed client #5 was prompted by staff to enter 
the medication administration area, where he was 
assisted by staff to take the following 
medications: Ativan 1 mg., Acidophilus 1 cap, 
Albuterol sulfate 2 mg., enteric coated Aspirin 81 
mg., Celexa 20 mg., Allegra 180 mg., KDur 20 
meq., Seroquel 300 mg., Senokot S-two tablets, 
Calcium 500+D, Miralax powder 17 grams, 
Metamucil 1 tsp. Flunisolide nasal spray-two 
sprays each nostril and Theraderm lotion to 
hands and face. Continued observations on 
7/3/18 at 7:25 AM revealed client #5 was assisted 
by staff to prepare his breakfast which he ate 
from 7:30-7:45 AM.
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Review of the record for client #5, conducted on 
7/3/18, revealed physician's orders dated 
6/8/18-9/8/18.  Review of these physician's orders 
revealed a physician's order for Mobic 7.5 
mg-take one tablet daily with breakfast.

Interview with the nurse revealed the Mobic 7.5 
mg. was signed in the electronic medication 
delivery system as given by staff at 9:04 AM.  
This interview further verified client #5 should 
receive his Mobic 7.5 mg with his breakfast as 
ordered by the physician.
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