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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:
Based on observation, record review and
interview, the facility failed to assure it's technique
to manage the behavior of 1 of 3 sampled clients
(#3) was not used as a substitute for an active
treatment program. The finding is:

Observation in the group home on 11/28/18
revealed two bathrooms in the group home with
no paper towels. Continued observation revealed
clients to use both bathrooms of the group home
at various times. Observation at 5:20 PM
revealed staff to verbally prompt all clients to
wash their hands for dinner. Additional
observation revealed a staff to support client #4
to the bathroom to wash his hands and to
acknowledge to the client the need for paper
towels in the bathroom. Staff was observed to
exit the bathroom and return with a small stack of
paper towels. Staff was then observed to assist
client's #4 and #5 with hand washing and to
provide each client with paper towels for hand
drying. It should be noted one bathroom in the
group home remained without paper towels
throughout the evening observation. Morning
observations on 11/29/18 revealed both
bathrooms in the group home to have a small
number of paper towels stored in the paper towel
holders.

Interview with staff on 11/28/18 revealed paper
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towels are not always kept in the bathrooms due
to behaviors of client #3. Further interview with
staff revealed client #3 will pull out all paper
towels at times from the paper towel holders and
stuff the commode or tear them up.

Review of records for client #3 on 11/28/18
revealed a person centered plan (PCP) dated
5/22/18. Review of the PCP revealed training
objectives for meal preparation, medication
administration, hygiene, laundry, exercise,
communication, activity participation and privacy.
Further review of the PCP revealed a behavior
support plan dated 10/20/18 for target behaviors
of physical aggression, property destruction, and
inappropriate toileting. Subsequent record review
revealed no training objective relative to paper
towel use or intervention strategy relative to
limiting paper towels in the bathroom.

Interview with the home manager and qualified
intellectual disabilities professional (QIDP)
verified paper towels are limited in bathrooms of
the group home due to behaviors of client #3.
Further interview verified client #3 had no
programming to address the need for limited
paper towel storage in bathrooms of the group
home. The QIDP further confirmed each
bathroom of the group home should always have
a few paper towels for client use.

DRUG STORAGE AND RECORDKEEPING
CFR(s): 483.460(1)(2)

Only authorized persons may have access to the
keys to the drug storage area.

This STANDARD is not met as evidenced by:
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Based on observation and interview, the facility
failed to assure only authorized persons had
access to the keys to the drug storage area. The
finding is:

Observation in the group home on 11/28/18 at
4:30 PM revealed client #3 to participate in
medication administration and staff to complete
the medication pass with locking the medication
closet door. Further observation at 4:50 PM
revealed the key to the medication closet to hang
on the door knob of the closet accessible to
anyone. Observation at 5:00 PM revealed staff to
walk from the living room area of the group home
to the medication closet and to pick up the key on
the med closet. Staff was then observed to put
the key in her pocket.

Interview with the facility home manager and the
qualified intellectual disabilities professional
(QIDP) revealed two clients in the home will at
times pick items up and place items in unknown
places. Further interview with the home manager
and QIDP revealed staff should not have left the
key to the med closet unattended and accessible
to others.
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