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W 249 | PROGRAM IMPLEMENTATION W 249

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:
Based on observations, record review and
interviews, the facility failed to assure a pattern of
interactions consistently supported the individual
program plan (IPP) specifically in the area of
behavior program implementation. This affected
1 of 3 audit clients (#4). The finding is:

Client #4's behavior program was not consistently
implemented as written.

During observations on 12/17/19 at 4:30pm, client
#4 sat down in the floor between the dining table
and the kitchen area. She did so in an act of
refusal when asked to prepare to receive her
medications. Staff A walked away client #4 after
she dropped in noncompliance on the floor. All
other staff including the habilitation coordinator
(HC) and the qualified intellectual disability
professional (QIDP) went over to client #4 and
continued to prompt her to get up. The HC, QIDP
and staff B stood around client #4 looking at her
and periodically making eye contact with her as
she sat in the floor. The HC told her, "I know
what you want, you want my hair." Then, the HC
signed to her that it was time to take her
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medications. Within one minute Staff B signed to
her telling her to come on and take her meds.
Then Staff A came up and held out her hand to
client #4. Client #4 refused to respond to
continuous gestures and actions from staff until
4:58pm when staff B signed to her telling her it
was time to eat. Client #4 then went into the
medication room to take her medicine.

Review on 12/17/19 of client #4's IPP dated Nov
14, 2019 revealed that she has an ongoing
behavior program to address non-compliance.
Further review on 12/18/19 revealed this program
(BEH 013) was implemented 9/14/18 and notes
that if client #4 is "refusing to participate by falling
to the floor", staff will verbally and gesturally
prompt her to get up and then allow one minute
for her to comply. If she does not comply, the
plan notes that staff will "ignore as long as she is
safe, by not talking to her or giving her eye
contact."

Interview with staff A on 12/17/19 revealed that
the behavior program calls for client #4 to be
ignored when she falls on the floor in
non-compliance. Further interview with the QIDP
confirmed the behavior program is current but
she indicated that the task was essential and that
perhaps other components may need to be
added to the program.

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.
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This STANDARD is not met as evidenced by:
Based on observations, record reviews and
interviews, the facility failed to assure all
medications were given without error. This
affected 1 of 3 audit clients (#1). The finding is:

Client #1's eye drops were not administered as
ordered.

During observations on 12/18/19 at 7:25am, client
#1 was given 3 drops of Timolol MAL SOL .5% in
her left eye and one drop in her right eye.

Review on 12/18/19 of client #1's current
physician orders dated 10/30/19 revealed she
should receive 1 drop of Timolol MAL SOL .5% "in
each eye daily."

Interview on 12/18/19 with the nurse confirmed
that client #1 should have received one drop of
TimoloIMAL SOL .5% in each eye not three in the
left eye.

W 436 | SPACE AND EQUIPMENT

CFR(s): 483.470(g)(2)

The facility must furnish, maintain in good repair,
and teach clients to use and to make informed
choices about the use of dentures, eyeglasses,
hearing and other communications aids, braces,
and other devices identified by the
interdisciplinary team as needed by the client.

This STANDARD is not met as evidenced by:
Based on observations, record reviews and
interviews, the facility failed to assure 1 of 3 audit
clients (#3) was trained in how to care for her own

W 369

W 436
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eye glasses independently. The finding is:

Client #3's eye glasses were kept by staff in the
medication room.

During observation on 12/18/19 at 6:30am, staff
obtained client #3's eyeglasses from the locked
medication room and handed them to her.

Interview with staff C as to why the eye glasses
were kept there revealed client #3 just hands
them to staff to put in there each night. Staff D
stated the same.

Review on 12/17 and 12/18/19 of client #3's
individual program plan (IPP) dated 1/10/19
revealed no training in how to care for her eye
glasses independently. Review of her last eye
exam revealed she received eye glasses on
1/7/19.

Interview with client #3 confirmed she asks staff
to put her eye glasses up for her. However, when
asked if she would like to learn to care for them
herself, she indicated yes.

Interview on 12/18/19 with the QIDP revealed that
client #3's eye glasses are just kept in the med
room for her by her choice. She also confirmed
client #3 has not been trained in how to care for
her glasses herself.
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