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W 104 GOVERNING BODY
CFR(s): 483.410(a)(1)

The governing body must exercise general policy, 
budget, and operating direction over the facility.

This STANDARD  is not met as evidenced by:

W 104

 Based on observations and interviews, the 
governing body failed to ensure furniture in the 
home was clean, sanitary and maintained in good 
condition.  The finding is:

Furniture was soiled, stained and worn.

During observations in the home throughout the 
survey on 8/12 - 8/13/19, a chair in the living 
room was severely stained with a large discolored 
circle covering the entire seat cushion of the 
chair, the front of the chair and another large dark 
stain on the upper right side of back of the chair.  
The seat cushion was also misshaped with thin 
creases throughout.

Interview on 8/13/19 with Staff D revealed the 
furniture in the living room had been in the home 
for less than a year and the stained chair was 
mainly utilized by one client in the home.  
Additional interview indicated the client frequently 
had toileting accidents in the chair and since the 
pillows cannot be removed, the chair was very 
hard to clean.

Interview on 8/13/19 with the Home Supervisor 
and Qualified Intellectual Disabilities Professional 
(QIDP) revealed the living room furniture was 
purchased by a former management staff and 
was not appropriate for the home since the 
cushions are not covered or removable.  
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W 104 Continued From page 1 W 104

Additional interview confirmed the chair has been 
urinated on and is hard to clean.

W 227 INDIVIDUAL PROGRAM PLAN
CFR(s): 483.440(c)(4)

The individual program plan states the specific 
objectives necessary to meet the client's needs, 
as identified by the comprehensive assessment 
required by paragraph (c)(3) of this section.

This STANDARD  is not met as evidenced by:

W 227

 Based on record review and interview, the facility 
failed to ensure client #1's Individual Program 
Plan (IPP) included objectives to meet her needs.  
This affected 1 of 5 audit clients.  The finding is:

Client #1's IPP did not include formal objectives 
to address her vocational needs.

Review on 8/12/19 of client #1's IPP dated 6/9/19 
revealed objectives to exercise, floss her teeth, 
identify foods and sweep the floor.  The plan also 
included the following educational/vocational 
needs:  learn to identify numbers, learn to identify 
colors, learn to keep up with her money, learn to 
identify coins, learn to identify her name, improve 
sorting skills, money management/purchasing 
skills, improve counting/writing skills, package 
items independently, increase time on task and 
expand survival skills knowledge.  Additional 
review of the IPP did not include objectives to 
address client #1's educational/vocational needs.

Interview on 8/13/19 with the Home Supervisor 
and Qualified Intellectual Disabilities Professional 
(QIDP) confirmed client #1 continues to have 
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W 227 Continued From page 2 W 227

vocational needs; however, no current objectives 
have been implemented.

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 observations, interviews and record 
reviews, the facility failed to ensure 3 of 5 audit 
clients (#1, #2, #5) received a continuous active 
treatment plan consisting of needed interventions 
and services as identified in the Individual 
Program Plan (IPP) in the areas of self-help 
skills, objective implementation and participation 
with administration of medications.  The findings 
are:

1.  Client #1 was not provided edible reinforcers 
as indicated in her Behavior Support Plan (BSP).

During meal preparation observations in the 
home at dinner on 8/12/19 and breakfast on 
8/13/19, Staff F and Staff E provided client #1 
with various amounts of Skittles candy on several 
occasions as she completed tasks in the kitchen.

Interview on 8/13/19 with Staff E revealed the 
candy was given to client #1 as a reward for good 
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W 249 Continued From page 3 W 249

behavior while assisting in the kitchen.

Review on 8/13/19 of client #1's BSP dated 
4/1/19 revealed,"[Client #1] will receive a 
reinforcer for initiating and completing tasks, for 
participation in leisure, self-help or vocational 
activities and for not exhibiting any challenging 
behavior.  Reinforcers can include low calorie 
edible (for example, diet candy, fruit, etc) or low 
calorie beverage."

Interview on 8/13/19 with the Home Supervisor 
and Qualified Intellectual Disabilities Professional 
(QIDP) acknowledged client #1 should be offered 
low calorie snacks which should not include 
regular candy.

2.  Client #2 did not participate with the 
administration of his medications as indicated.

During observations of medication administration 
in the home on 8/12/19 at 3:37pm and 8/13/19 at 
7:18am, client #2 was assisted to pour his water 
and consume his pills.  The client was not 
prompted or assisted to place his pills into a pill 
cup.

Interview on 8/12/19 and 8/13/19 with medication 
technicians, Staff B and Staff C revealed what 
was observed is how client #2 normally 
participates during the medication pass.  Staff B 
indicated clients are assisted to be as 
independent as possible during the administration 
of their medications.

Review on 8/13/19 of client #2's IPP dated 
4/14/19 revealed a strength to assist with taking 
medications by placing pills in a pill cup after the 
packet is opened by staff and pouring his water.  
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W 249 Continued From page 4 W 249

The plan noted, "Staff will continue to encourage 
[Client #2] to be as independent as possible 
throughout his daily routine."

During an interview on 8/13/19, the Home 
Supervisor acknowledged client #2 could likely 
assist with putting his pills in a bowl during the 
medication pass.

3.  Clients (#2, #5) were not prompted or assisted 
to set their place at the table.

During observations in the home on 8/12/19 at 
5:08pm, several clients were prompted and 
assisted to set their place at the table for dinner.  
During this time, client #2's place setting was set 
for him without prompting him to participate with 
this task.

During observations in the home on 8/13/19 at 
7:01am, several clients were prompted and 
assisted to set their place at the table for 
breakfast.  During this time, client #5's place 
setting was set for her without prompting her to 
participate with this task.

Review on 8/13/19 of client #2's IPP dated 
4/14/19 revealed a need to "learn to set table."  
The plan also noted, "Staff will continue to 
encourage [Client #2] to be as independent as 
possible throughout his daily routine."

Review on 8/13/19 of client #5's Adaptive 
Behavior Inventory (ABI) dated 6/18/19 revealed 
the client is partially independent with setting the 
table.  Additional review of the IPP dated 6/20/19 
indicated, "[Client #5] is encouraged to be as 
independent as possible throughout her daily 
routine."
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W 249 Continued From page 5 W 249

Interview on 8/13/19 with the Home Supervisor 
confirmed client #2 and client #5 can participate 
with setting their place at the table given staff 
assistance.

W 252 PROGRAM DOCUMENTATION
CFR(s): 483.440(e)(1)

Data relative to accomplishment of the criteria 
specified in client individual program plan 
objectives must be documented in measurable 
terms.

This STANDARD  is not met as evidenced by:

W 252

 Based on observations, record review and 
interview, the facility failed to ensure data relative 
to criteria specified in client #3's Individual 
Program Plan (IPP) objectives was documented 
in measurable terms. This affected 1 of 5 audit 
clients.  The finding is:

Data relative to client #3's Behavior Support Plan 
(BSP) was not collected as indicated.

During observations in the home and at the day 
program throughout the survey on 8/12 - 8/13/19, 
various staff utilized soft gloves/mittens secured 
to client #3's hands to address his self-injurious 
behaviors.  Each time the client hit himself on or 
about his face, the restrictive gloves were 
applied.  

Review on 8/13/19 of client #3's BSP dated 
6/5/19 revealed an objective to address 
inappropriate behaviors of aggression, property 
destruction, severe disruption, self-injurious 
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W 252 Continued From page 6 W 252

behavior (SIB) and failure to make responsible 
choices.  Additional review of the plan indicated 
the use of protective gloves as an intervention to 
address incidents of SIB.  The plan noted, "If 
[Client #3] exhibits SELF-INJURIOUS 
BEHAVIOR...staff will immediately place the 
Protective Restraint Device (specifically, the 
Protective Gloves) on his hands.  The Protective 
Gloves will remain on his hands for one hour and 
fifty (1' 50") minutes.  The gloves will then remain 
off for ten (10) consecutive minutes."  Further 
review of the BSP under documentation revealed, 
"Use of the Protective Gloves will also be 
documented on the 'Contingent Restraint Device 
Data Sheet." 

Review on 8/13/19 of client #3's objective training 
book did not include any documentation of the 
use of his protective gloves.

Interview on 8/13/19 with the Home Supervisor 
confirmed client #3 wears the protective gloves to 
address SIB and the gloves should not be worn 
for longer than 1 hour and 50 minutes.  Additional 
interview indicated no documentation for use of 
the gloves as noted in the BSP was currently 
being kept.

W 369 DRUG ADMINISTRATION
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:

W 369

 Based on observations, record review and 
interview, the facility failed to ensure all 
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W 369 Continued From page 7 W 369

medications were administered without error.  
This affected 1 of 2 clients (#2) observed 
receiving medications.  The finding is:

Client #2 did not receive his Flonase as indicated.

During observations of medication administration 
in the home on 8/13/19 at 7:18am, client #2 
ingested 15 different medications and Artificial 
Tears eye drops were also administered in both 
his eyes. The client did not have nasal spray 
administered at this time.

Review on 8/13/19 of client #2's physician's 
orders dated 8/1/19 - 7/31/20 revealed an order 
for Flonase .05% nasal spray, use 2 sprays in 
each nostril daily, 8:00am.

Interview on 8/13/19 with the Home Supervisor 
confirmed client #2 continues to receive Flonase 
nasal spray each morning at 8:00am.

W 460 FOOD AND NUTRITION SERVICES
CFR(s): 483.480(a)(1)

Each client must receive a nourishing, 
well-balanced diet including modified and 
specially-prescribed diets.

This STANDARD  is not met as evidenced by:

W 460

 Based on observations, interviews and record 
reviews, the facility failed to ensure 2 of 5 audit 
clients (#2, #4) received their modified and 
specially-prescribed diets as indicated.  The 
findings are:

1.  Client #4's modified diet was not followed at 
lunch and breakfast.
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W 460 Continued From page 8 W 460

During lunch observations at the day program on 
8/12/19 at 12:08pm, Staff A heated client #4's 
lunch plate and presented it to her in the 
classroom. The food items included chicken, 
yellow rice and green beans.  Closer observation 
of the food revealed all items were finely ground, 
dry, and chunky.  Client #4 consumed the food 
without difficulty.

During breakfast observations at the home on 
8/13/19 at 7:35am, client #4 consumed French 
toast sticks, boiled eggs and oatmeal.  Closer 
observation of the food items revealed the toast 
and eggs were moist and pureed while the 
oatmeal was dry, thick and chunky. Client #4 
consumed all food items without difficulty.

Interview on 8/12/19 with Staff A revealed the 
lunch plate was prepared at client #4's home and 
only heated at the day program.  Additional 
interview indicated client #4 receives a pureed 
diet.  When asked what a pureed diet should look 
like, the staff had no response.

Interview on  8/12/19 with Staff E, who prepared 
breakfast food items in the home, revealed the 
oatmeal had not been pureed in the food 
processor since it was already soft.  

Review on 8/13/19 of client #4's Individual 
Program Plan (IPP) dated 4/4/19 revealed she 
receives a regular Heart Healthy pureed 
consistency diet with thin liquids.

Interview on 8/13/19 with the Home Supervisor 
and Qualified Intellectual Disabilities Professional 
(QIDP) confirmed client #4 consumes a pureed 
diet for all food items.  Additional interview 
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W 460 Continued From page 9 W 460

indicated the client's lunch should have been 
processed to the correct consistency by day 
program staff and the oatmeal from breakfast 
should have been pureed as well.

2.  Client #2's modified diet was not provided at 
lunch.

During lunch observations at the day program on 
8/12/19 at 12:08pm, Staff A heated client #2's 
lunch plate and presented it to him.  Closer 
observation of the food items revealed the rice 
and green been were of a regular consistency 
while the chicken was ground, dry, and thick with 
visible pieces of chicken.  Client #2 consumed 
the food items without difficulty.

Review on 8/12/19 of client #2's IPP dated 
4/14/19 revealed he consumes a soft diet with 
pureed meats.

Interview on 8/12/19 with Staff A revealed the 
lunch plate was prepared at client #2's home and 
only heated at the day program.  Additional 
interview indicated client #2 receives pureed 
meats only and other foods are regular 
consistency.  When asked what a pureed diet 
should look like, the staff had no response.  

Interview on 8/13/19 with the Home Supervisor 
and Qualified Intellectual Disabilities Professional 
(QIDP) confirmed only client #2's meats are 
pureed.  Additional interview indicated the client's 
meat should have been processed to the correct 
consistency by day program staff.
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