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W 000 INITIAL COMMENTS W 000

 A revisit was conducted on 3/26/21 for all 

previous deficiencies cited on 1/12/21. The 

following deficiencies have been corrected: 

W130, W159, W195, W196, W227, W260, 

W262, W263, W331, W374 and W436. The 

facility remained out of compliance in W340 and 

had new areas of non-compliance in W242, 

W382 and W383.

 

W 242 INDIVIDUAL PROGRAM PLAN

CFR(s): 483.440(c)(6)(iii)

The individual program plan must include, for 

those clients who lack them, training in personal 

skills essential for privacy and independence 

(including, but not limited to, toilet training, 

personal hygiene, dental hygiene, self-feeding, 

bathing, dressing, grooming, and communication 

of basic needs), until it has been demonstrated 

that the client is developmentally incapable of 

acquiring them.

This STANDARD  is not met as evidenced by:

W 242

 Based on observations, interview and record 

reviews, the facility failed to ensure the individual 

program plan (IPP) for 3 of 6 audit clients (#2, #5 

and #6) included objective training to address 

observed needs relative to privacy. The findings 

were: 

A. During observations in the home on 3/26/21 at 

11:05am, client #5 was observed urinating in the 

bathroom, with the door left open. Staff was not 

present with client #5 in the bathroom. 

Review on 3/26/21 of client #5's individual 

program plan (IPP) dated 2/18/21 did not identify 
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W 242 Continued From page 1 W 242

a need to receive reminders to shut the door for 

privacy during toileting. Neither staff were on the 

hall while client #5 engaged in this activity. Staff 

would make rounds hourly to check on clients 

remaining in their rooms. 

Interview on 3/26/21 with the qualified intellectual 

disabilities professional (QIDP) revealed that staff 

have been trained to make sure clients close their 

doors for privacy. 

B. During observations in the home on 3/26/21 at 

11:06 am, the door was ajar in the room of client 

#2. The opened door allowed anyone standing in 

the hall, to watch client #2 engage in 

self-stimulating behaviors underneath his blanket, 

with his right hand near his genital area.  

Review on 3/26/21 of client #2's IPP dated 

2/15/21 revealed that he had a history of 

masturbating behaviors, sometimes in public. 

Staff should verbally redirect him and remind him 

that it's appropriate to do it when in private. 

Interview on 3/26/21 with the QIDP revealed that 

client #2 had privacy guidelines and signs in his 

room to remind him. The door to his room should 

be shut if he is going to engage in masturbating, 

even under his blanket. 

C. During observations in the home on 3/26/21 at 

11:55am, client #6 was observed to walk into the 

bathroom, and sit on the toilet with the door wide 

open. Neither staff were on the hall, during the 

observation. Instead staff were in the office and 

kitchen areas. 

Review on 3/26/21 of client #6's IPP dated 

2/10/21 revealed that he needed reminders to 
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W 242 Continued From page 2 W 242

close the door for privacy when using the 

bathroom. 

Interview on 3/26/21 with the qualified intellectual 

disabilities professional (QIDP) revealed that staff 

have been trained to make sure clients close their 

doors for privacy.

{W 340} NURSING SERVICES

CFR(s): 483.460(c)(5)(i)

Nursing services must include implementing with 

other members of the interdisciplinary team, 

appropriate protective and preventive health 

measures that include, but are not limited to 

training clients and staff as needed in appropriate 

health and hygiene methods.

This STANDARD  is not met as evidenced by:

{W 340}

 Based on observations, record reviews and staff 

interviews, the facility failed to ensure that staff 

were competently  trained in recording fluids for 1 

of  audit clients (#1) on fluid restrictions and 

adhering to their COVID-19 policy. The findings 

were:

A. During observation in the home on 3/26/21 at 

7:25am, client #1 was directed by Staff B to fill 

her cup with an unmeasured amount of water 

using the faucet at the kitchen sink. Staff B was 

unaware that client #1 had already drunk all of the 

water before she gave her pills during medication 

administration. Staff B directed client #1 to go to 

the kitchen and get more water to swallow her 

pills. Staff B did not accompany client #1 to the 

kitchen to determine how much water she 

consumed. 
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{W 340} Continued From page 3 {W 340}

An additional observation in the home on 3/26/21 

at noon, Staff B gave client #1 a small cup and 

told her to get water for lunch. Client #1 filled her 

cup independently from the refrigerator's water 

dispenser. The contents of the cup was not 

checked afterwards. 

Review on 3/26/21 of client #1's physician orders 

signed on 1/6/21 read fluid restriction on 80 oz 

daily maximum.  

Review on 3/23/22 revealed the Feb 2021 Fluid 

Intake Log, read a note from the nurse: "Attention 

all staff. Please review and sign indicating your 

understanding. Call with questions. Complete 

ASAP."  An audit of random dates were pulled 

from Fluid Intake Log in March, 2021. 

On 3/7/21 staff recorded that client #1 received 

the following ounces: 16,6,6,8,8,12,6,8,10,6,4=79 

when the correct amount was 90 oz.

On 3/22/21 staff recorded that client #1 received 

the following ounces: 16,6,6,8,8,12,6,8,12,4=80 

ounces when the correct amount was 86 oz. 

An interview on 3/26/21 was conducted with the 

nurse who indicated that when she retrained staff 

last month, she reiterated the purpose of the fluid 

log and how to measure the fluid. Special cups 

were purchased for measuring fluids for client #1. 

The nurse indicated that client #1 could fill her 

own up as long as the fluid had been measured 

first. 

B. During morning observations in the home on 

3/26/21 at 7:20am, client #4 opened the surveyor. 

Staff A was sitting at the kitchen table and did not 

have on a face mask. The surveyor then 

proceeded to observe medication administration 
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{W 340} Continued From page 4 {W 340}

of clients #1 and #2 with Staff B. Staff did not ask 

the surveyor to complete any screening questions 

or take body temperature until 7:45am when Staff 

B brought it up. 

Interview with Staff A on 3/26/21 revealed that 

she did not have on her face mask because she 

had just finished cooking breakfast. She 

acknowledged that she was aware it was 

supposed to be worn at all times. Staff A further 

stated that she did not ask the surveyor to 

self-screen upon entry because she thought 

maybe a new staff was arriving to work. 

Interview with Staff B on 3/26/21 revealed that 

she did not know that the surveyor had not been 

screened. Staff B revealed that anyone entering 

the home must screen for COVID-19 and showed 

the surveyor where the information was located. 

Interview with the nurse on 3/26/21 revealed that 

staff have been trained on the COVID-19 policy 

and are expected to immediately screen 

everyone who comes to the home. Their 

temperature must be checked as well as 

COVID-19 questions asked. She further stated 

that all staff must wear a face mask that covers 

their nose and mouth at all times in the home.

W 382 DRUG STORAGE AND RECORDKEEPING

CFR(s): 483.460(l)(2)

The facility must keep all drugs and biologicals 

locked except when being prepared for 

administration.

This STANDARD  is not met as evidenced by:

W 382

 Based on observations and staff interviews, the  
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W 382 Continued From page 5 W 382

facility failed to ensure that all medications 

remained locked when not in use. The findings 

are: 

During observations in the home on 3/26/21 at 

11:35am, the home manager (HM) removed 

physician orders from the medication closet for 

the surveyor to review. There were no locked 

cabinets in the closet. The medications were in 

individual plastic bins, left on a shelf.  The HM left 

the closet door opened, with the keys in the back 

of the door handle. The HM then left the room 

and went across the hall to her office, leaving the 

surveyor alone with the medications. The HM 

returned to the room at 11:52am and closed the 

door to the closet and locked it, after the 

physician orders were returned.  

An additional observation on 3/26/21 at 11:58am, 

the HM had opened the medication closet so that 

Staff B could help her look at a bottle of 

medication. The bottle of medication was handed 

to the surveyor to read the label. The HM then 

closed and locked the medication closet door, but 

left the bottle of eye drops with the surveyor, 

when she walked out the room for a minute. 

Interview with the HM on 3/26/21 revealed that 

she was unaware of her actions and commented, 

"I have got to do better." 

Interview with the qualified intellectual disabilities 

professional (QIDP) on 3/26/21 revealed that the 

medication closet should be locked when not in 

use. Staff have been taught in med training how 

to secure the medications. The QIDP 

acknowledged that the HM who was new, had 

previous experience as a medication technician.
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W 383 Continued From page 6 W 383

W 383 DRUG STORAGE AND RECORDKEEPING

CFR(s): 483.460(l)(2)

Only authorized persons may have access to the 

keys to the drug storage area.

This STANDARD  is not met as evidenced by:

W 383

 Based on observations and staff interviews, the 

facility failed to ensure that only authorized 

persons have access to keys to the medication 

closet. The finding is: 

During observations in the home on 3/26/21 at 

11:35am, the home manager (HM) removed 

physician orders from the medication closet for 

the surveyor to review. The HM left the closet 

door opened, with the keys in the back of the 

door handle. The HM then left the room and went 

across the hall to her office, leaving the keys in 

the door until 11:52am, with the surveyor alone in 

the room.

Interview with the HM on 3/26/21 revealed that 

she was unaware of her actions and commented, 

"I have got to do better." 

Interview with the qualified intellectual disabilities 

professional (QIDP) on 3/26/21 revealed that the 

medication key should be kept in a lock box or on 

someone's person at all times, when not in use.
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