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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:
Based on observation, record review and
interview, the facility failed to assure sufficient
interventions to address the medication
administration needs for 1 of 3 clients sampled
(#4). The finding is:

Observations in the group home on 1/30/19 at
4:32 PM during medication administration
revealed client #4 to enter the medication room
and sit in a chair. The staff member assisting
with medication administration was observed to
retrieve Reguloid powder and Systane eye drops
from a closet and then use the electronic
medication administration record (MAR) to scan
the medications. The staff member was then
observed to assist the client with sanitizing his
hands, pour water into a cup, put three teaspoons
of Reguloid into the cup, and then mix the
solution. Client #4 drank the Reguloid solution
and then the staff member administered the
Systane eye drops. Client #4 was not observed
to assist with any part of the medication
administration process.

Review of the record for client #4 on 1/31/19
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revealed an individual service plan (ISP) dated
5/9/18. Continued review of the ISP revealed a
current medication administration program. The
medication administration program indicated the
client was supposed to complete the steps of the
program with 65% accuracy for three consecutive
months. Review of the program methods
indicated client #4 should be allowed to be as
independent as possible. The program tasks
included: washing/sanitizing hands; getting the
medication box from the closet and scanning the
medications into the electronic MAR.

Interview with the qualified intellectual disabilities
professional on 1/31/19 confirmed the medication
administration program is current and, and client
#4 should have been offered the opportunity to
complete the program tasks and to be as
independent as possible.
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