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W 331 | NURSING SERVICES W 331

CFR(s): 483.460(c)

The facility must provide clients with nursing
services in accordance with their needs.

This STANDARD is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to provide nursing
services in accordance with the needs of 1 of 3
sampled clients (#2) relative to staff training in the
use of adaptive equipment. The finding is:

Observations at the day program on 1/13/20 from
12:30 to 12:45 PM revealed client #2 wearing a
gait belt and staff | to provide standby assistance
as the client ambulated between activity rooms.
Further observations at the group home on
1/13/19 from 4:00 PM to 5:30 PM revealed client
#2 was not wearing a gait belt. The client was
observed at 4:20 PM ambulating without standby
assistance from the living area to the bedroom.
At 5:10 PM, client #2 was observed ambulating to
the bedroom from the kitchen area without staff
providing standby assistance. Continued
observations on 1/14/20 from 6:25 AM to 8:30 AM
revealed client #2 wearing a gait belt, and staff
members providing standby assistance as the
client ambulated around the home for morning
activities.

Review of the record for client #2 on 1/14/20
revealed an individual service plan (ISP) dated
4/5/19. Documentation within the ISP indicated
that guidelines for staff supervision and gait belt
use had been implemented to enhance gait
safety. Further review of the ISP revealed a
physical therapy evaluation update dated 4/3/19,
which included a recommendation to continue
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gait safety guidelines. Continued review of the
ISP revealed Gait Safety Guidelines which
indicated the guidelines had been implemented to
improve safety and prevent falls. The guidelines
included client #2 wearing a gait belt when up and
walking and staff providing standby assistance
when the client is walking so the gait belt could be
used if the client appears unsteady.

Interview with the facility nurse on 1/14/20
confirmed the gait safety guidelines for client #2
were current. Continued interview with the facility
nurse confirmed staff members should have
assured that client #2 was wearing the gait belt at
all times, and should have been providing
standby assistance in case the client became
unsteady.

W 382 | DRUG STORAGE AND RECORDKEEPING W 382
CFR(s): 483.460(1)(2)

The facility must keep all drugs and biologicals
locked except when being prepared for
administration.

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to assure all drugs and biologicals were
kept locked except when being prepared for
administration. The finding is:

Observations in the group home on 1/14/20 at
6:41 AM revealed staff F to go from the
medication administration room to the kitchen
and then back to the medication administration
room. The door to the medication room was left
open for a total of 10 to 15 seconds during this
period of time. A caddy containing multiple
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medication bubble packs was clearly visible from
the doorway. Client #5 was observed to be alone
in the living area adjacent to the medication room
at that time. Further observations at 7:10 AM
again revealed staff F to go from the medication
administration room to the kitchen and back to
the medication administration room for a total of
10 to 15 seconds. A caddy containing multiple
medication bubble packs was clearly visible from
the doorway.

Interview with the facility nurse on 1/14/20
confirmed that medications should never be left
unlocked without staff being present during
preparation for medication administration.

W 460  FOOD AND NUTRITION SERVICES W 460
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:
Based on observation, record review and
interview, the facility failed to provide a
specifically prescribed diet for 1 of 3 sampled
clients (#1). The finding is:

Observations in the group home on 1/13/20 at
5:40 PM revealed client #1 to be seated at the
dining table and to be assisted by staff C and
staff D with plating food items. The food items
included a uncut piece of cornbread, bite size
sausage pieces, bite sized oven fried potatoes
and greens. Further observations revealed client
#1 to eat the uncut piece of cornbread in two
bites, and swallow all of it within 30 to 45
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seconds. Staff C and staff D did not see the
client eat the cornbread as they were assisting
other clients at the time.

Review of the record for client #1 on 1/14/20
revealed an individual service plan (ISP) dated
2/6/19. The ISP included a physician order dated
12/11/19 for a regular, chopped, double servings
diet. Interview with the nurse and the qualified
intellectual disabilities professional on 1/14/20
confirmed the regular, chopped diet was current,
and client #1 should not have been served a
whole piece of cornbread.

W 460
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