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W 210 | INDIVIDUAL PROGRAM PLAN W 210

CFR(s): 483.440(c)(3)

Within 30 days after admission, the
interdisciplinary team must perform accurate
assessments or reassessments as needed to
supplement the preliminary evaluation conducted
prior to admission.

This STANDARD is not met as evidenced by:
Based on record review and interview the facility
failed to assure the interdisciplinary team
performed accurate assessment(s) within 30
days after admission. This affected 2 of 2 newly
admitted audit clients (#1, #2). The findings
include:

The interdisciplinary team failed to complete initial
evaluations for 2 of 2 newly admitted clients.

a) Review on 5/28/19 of client #1's individual
program plan (IPP) dated 4/9/19 revealed she
was admitted to the facility on 3/5/19. Further
review of her record revealed no initial
assessments in the areas of Occupational
Therapy, Speech and Physical Therapy.

Interview on 5/29/19 with the Qualified Intellectual
Disabilities Professional Il (QIDP II) revealed
assessments were not completed after admission
for client #1 because she appeared to have no
deficits in the areas of Occupational Therapy,
Speech and Physical Therapy.

b) Review on 5/28/19 of client #2's IPP dated
11/20/18 revealed she was admitted to the facility
on 10/31/18. Further review of her record
revealed no initial assessments for Speech and
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Physical Therapy.

Interview on 5/29/19 with the Qualified Intellectual
Disabilities Professional Il (QIDP II) revealed
assessments were not completed after admission
for client #2 because she appeared to have no
deficits in the areas of Speech and Physical
Therapy.

Interview on 5/29/19 with the Director of

Professional Services revealed the facility does
not have a policy about the completion of initial
evaluations upon the admission of new clients.
W 369 | DRUG ADMINISTRATION W 369
CFR(s): 483.460(k)(2)

The system for drug administration must assure
that all drugs, including those that are
self-administered, are administered without error.

This STANDARD is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to assure all drugs
were administered without error for 2 of 6 clients
observed during drug administration (#2, #4).
The findings include:

Staff failed to ensure 2 of 6 clients were
administered all medications without error.

a) During observations on 5/28/19 of the
medication pass at 1:49pm, staff administered
Meclizine 12.5mg.(1) tablet and Clonazepam
0.5mg. (1) to client #4.

Review on 5/29/19 of the physician orders for
client #4 dated 4/29/19 revealed the following:
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Meclizine 12.5mg.(1) tablet at 12pm and
Clonazepam 0.5mg. (1) at 2pm.

Interview on 5/29/19 with the facility Nurse
revealed the physician order for client #4 was still
current and the staff administered Meclizine
12.5mg. outside the administration window which
allows staff to give medications either one hour
before or one hour after the physician's
administration times.

b) During observation of the medication
administration pass on 5/28/19 client #2 was
administered Prilose 20mg. (1) at 5:08pm.

Review on 5/29/19 of the physician orders for
client #2 dated 4/29/19 revealed the following:
Prilose 20 mg. (1) at 8pm.

Interview on 5/29/19 with the facility Nurse
revealed the physician order for client #2 was still
current and the staff administered Prilosec 20mg.
(1) at the incorrect time. Further interview
revealed the physician order needs to be
changed.
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