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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 observation, interviews and record
reviews, the facility failed to ensure each client
received a continuous active treatment program
consisting of needed interventions and services
identified in the individual program plan (IPP) in
the area adaptive equipment. This affected 1 of 3
audit clients (#3). The finding is:

Client #3 was not provided a roll towel under chin
during meals.

During all meal observations in the home on
12/17-18/19, client #3 consumed all his meal with
staff assistance with his chin leaning on the right
side of the chest. Staff kept trying to reposition
the client to upright position.

Review on 12/18/19 of client #3's IPP date
revealed dietary adaptive equipment."..... [client
#3] should sit as upright as possible. A rolled
towel can be used under chin if necessary."

During an interview on 12/18/19, Staff C
confirmed client #3 should be supported to
upright position during meal.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
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During an interview on 12/18/19, the (QIDP)
confirmed client #3 should have used a rolled
towel under chin to support him to upright posiiton
as possible.

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 observations, record reviews and
interviews, the facility failed to ensure all
medications were administered without error.
This affected 2 of 3 clients (#2, #4) observed
receiving medications. The findings are:

1. Client #2's medications were not administered
as ordered.

During observations of medication administration
in the home on 12/17/19 at 5:10pm, Staff B
assisted client #2 to ingest Tamsulosin,
Multivitamin, Finasteride, Docusate, Senexon and
Metroprolol. The client was not observed to
receive any other medications at this time.

Review on 12/17/19 of client #2's physician's
orders dated 9/18/19 revealed orders for artificial
tear, instill one drop to both eyes three times a
day try when the patient is lying down at 7:30am,
2:00pm and 8:00pm.

Interview on 12/17/19 with the Staff B confirmed
client #2 did not receive eye drops at 2:00pm
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med pass.

Interview on 12/17/19 with the Qualified
Intellectual Disabilities Professional (QIDP)
confirmed client #2 should have received eye
drop at the 2:00pm med pass.

2. Client #3's medications were not administered
as ordered.

During observations of medication administration
in the home on 12/18/19 at 7:17am, Staff B
assisted client #3 to ingest Nabumetone along
with 8 more medication. The client had the
medication with a scoop of chocolate pudding.
Further observations at the home at 7:45am,
client #2 was seated at the table having breakfast
with the peers.

Review on 12/18/19 of client #3's physician's
orders dated 9/18/19 revealed orders for
Nabumetone 500mg, take 1 tablet by mouth with
food or immediately after meal.

Interview on 12/18/19 with Staff B confirmed
client #3 did not receive Nabumetone with food.

Interview on 12/17/19 with the facility's nurse (via
phone) and the QIDP confirmed client #3 should
have Nabumetone with food or after meal.
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