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W 242 | INDIVIDUAL PROGRAM PLAN W 242 An objective focusing on respecting his own and 3/31/2020
§ othars' privacy will be implame for the specified
CFR(s): 483,440(c)(E)(i) individual. The Supervisor of Support Services wi
complete morning observations at least monthly Lo
The individual program plan must include, for IR TRIMERN pusveichals are asiing tevioercs
those clients who lack them, training in personal . .
skills essential for privacy and independence gegm?g a“;‘s'lggm“gﬂ’ﬁd?ﬁ L) cpioyees I
(including, but not limited to, toilst training, mairtaining thelr own privacy and respetting others'
personal hygiene, dental hygiene, self-feeding, privacy,
bathing, dressing, grooming, and communication
of basic needs), untll it has been demonstrated
that the client is developmentally Incapsble of
acquiring them,
This STANDARD is not met as evidenced by:
Based on observation, record review and
interviaws the facility falled o assure 1 of 3 audit
clients (#6) was provided with tralning in the area
of privacy. The finding is: .
The interdisciplinary team did not consider
training for client #6 in the area of privacy. RECENED
During observations in the facility on 2/4/20 at FEB 18 2020
7.10am client #8 was observed in his bedroom
with the door open wearing only an incontinence DHSR-MH Licensure Sect
product. Staff A was in and out of the badroom
and the door was open.
During observations in the facility on 2/4/20 at
7:16am client #5 walked into client #2's bedroom
and got into his bed. Client #2 told him to get out
of his bedroom, Staff A went into client #2's
bedroom and verbally cued client #6 to go back to
his badroom,
Interview on 2/4/20 with staff A revealed client #8
does not have a training goal to assist him in
protecting his privacy and the privacy of others.
Further interview revealed client #6 often has ta
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Any deficlency statament anding with an asterisk (*) denofes a deficiancy which the Ingtitution may be excused from correcting providing it is datermined that

other safeguards provide sufficient protection to the patients . (Ses instructions.) Excapt for aursing homes, the findings stated above are disclosable 50 days
following the date of survey whether or not & plan of corraction Is provided, For nursing homes, the above findings and plans of correction are disclosable 14
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CFR(s): 483.480(e)(2)

Drugs used for control of inappropriate behavier
must be used only as an integral part of the
client's individual program plan that is directed
specifically towards the raduction of and eventual
elimination of the behaviars for which the drugs
are employed.

This STANDARD is not met as evidenced by:
Based on record raview and interview, the facility
falled to ensure drugs used for tha control of
inappropriste behaviors were used only as an
integral part of the Behavior Support Plan (BSP)
directed towards the reduction or elimination of
bahaviers for which the drugs were employed.
This affected 1 of 3 audit clients (#6). The finding
is:

W 312 | The individual's Behavior Squort Plan has been 3HE2020
kst ™

napproprigte behavior, spec ]
Trazo%%e. It will be re-approved by Humg Rights
Cornmittee and hﬁunwmn. The Sy
be responsible for ensuring all

ravised 1o Includa all medica

Support Services

Services will monitor completion.

madicatlons used for the contro! of Ina
behavior are added into the Behavlor
thaey ara prascribed and the Director of
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W 242 | Continued From page 1 W 242
be radirected 1o not go into other client bedrooms,
Review on 2/4/20 of cllent #8's Direct Care
Support Evaluation dated 12/3/19 revealed client
#6 needs assistance in protecting his privacy and
to protect the privacy of others,
Review on 2/4/20 of client #6's individual program
plan (IPP) dated 6/18/19 revealed training
objectives to communicate wants and needs, pick
up cones on the floor /stack them, wipe down the
dining room table and vacuum the fioor. There
was no training identified in tha area of privacy.
Interview on 2/4/20 with the qualified intellectual
disabilities prafessional {QIDP) confinmed there
nhas been no training identifled for client #6 in the
area of privacy.
W 312 | DRUG USAGE
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W 312 | Continued Fram page 2

1. Client #8's use of Trazodone was not included
in an active treatment plan.

Review on 2/4/20 of client #6's physician orders
dated 10/0/18 revealed client #6 receives
Trazedone 25 mg. at bedtime to address his
behaviars and to assist with sleep,

Review on 2/3/20 of client #6's BSP dated 2/1/20
revealed he has the target behaviors of physical
aggression, property destruction and self injurious
behaviar, Further review of the plan revealed that
the use of Malatonin for sleep and Fluoxatine are
included in this program. There is no mention of
Trazodone in client #5's BSP,

Interview on 2/4/20 with the qualified Intellectusl
disabilities professional (QIDP) confirmed the use
Trazedone was not included in client #6's BSP,
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The information contained in this facsimile message is Residential Service Inc.'s privileged and confidential
Information intended only for the use of the individual or entity named abave. If the reader of this message

is not the intended recipient, you are hereby notified that any dissemination, distribution, or copy of this
communication Is strictly prohibited. if you have received this communication in error, please immediately
notify us by telephone and return the ariginal message to us at the above address via the U.S. Postal Service.
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