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W 210 INDIVIDUAL PROGRAM PLAN

CFR(s): 483.440(c)(3)

Within 30 days after admission, the 

interdisciplinary team must perform accurate 

assessments or reassessments as needed to 

supplement the preliminary evaluation conducted 

prior to admission.

This STANDARD  is not met as evidenced by:

W 210

 Based on record review and interview the facility 

failed to ensure the interdisciplinary team 

performed accurate assessments within 30 days 

after admission.  This affected 1 of 1 newly 

admitted audit clients (#2). The finding is:

Review on 4/26/21 of client #2's record revealed 

he was admitted to the facility on 10/23/20. 

Further review revealed he has diagnoses of Mild 

Intellectual Disabilities, Psychotic 

Disorder/Schizophrenia and Type II Diabetes 

Mellitus. Further review of client #2's record 

revealed the facility had not completed the 

following assessments: Occupational therapy, 

Physical Therapy and Speech.

Interview on 4/27/21 with the Qualified Intellectual 

Disabilities Professional (QIDP) confirmed that 

Occupational Therapy, Physical Therapy and 

Speech assessments were not completed 

following client #2's admission on 10/23/20.

 

W 249 PROGRAM IMPLEMENTATION

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 

W 249
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W 249 Continued From page 1 W 249

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 reviews and 

interviews, the facility failed to ensure 3 of 4 audit 

clients (1, #2, #4) received a continuous active 

treatment program consisting of needed 

interventions and services to support the 

achievement of objectives identified in the 

Individual Program Plan (IPP) in the areas of 

meal preparation and following dietary guidelines.  

The findings are:

A. During observations on 4/27/21 at 6:50am staff 

A came into work and started preparing 

breakfast. Staff A prepared hot water for oatmeal, 

got bacon out of the refrigerator and bread for 

toast. Client #2 came into the kitchen and asked 

about setting the table and staff A told him she 

would let come and get him after she got 

breakfast started. At about 6:58am, staff A 

located plates, silverware, and napkins and set 

the dining room table while client #2 was in his 

bedroom.

Review on 4/27/21 of client #2's adaptive 

behavior inventory (ABI)  dated 12/1/20  revealed 

he can select correct plates, flatware for the table 

independently and that he can set the table 

independently.

Interview on 4/27/21 with the qualified intellectual 

disabilities professional (QIDP) and the 

habilitation specialist confirmed client #2 can 
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W 249 Continued From page 2 W 249

assist with setting the dining room table and 

should be given opportunities to assist when 

possible.

B. During observation of the supper meal on 

4/26/21 at 5:55pm, staff D assisted client #4, who 

is blind, in adding 2 scoops of thickener into two 

glasses at his placesetting. Staff assisted client 

#4 in pouring water and koolaid into these 

glasses and then used a spoon to stir the 

thickener into each beverage.

During further observations of supper at 6:09pm, 

staff E assisted client #4 with pouring a second 

glass of water from a pitcher into his cup. 

Thickener was not added to his water before he 

picked up his glass and consumed it. 

Review on 4/26/21 of client #4's IPP dated 

10/6/20 revealed his order revealed which 

indicates he is prescribed a heart healthy, calorie 

controlled, dental soft diet with honey thickened 

liquids.

Interview on 4/27/21 with the QIDP and with the 

facility Nurse confirmed all of client #4's 

beverages should be thickened as indicated in his 

IPP and physician orders dated 2/17/21. 

C. During observations of supper on 4/26/21 at 

6:15pm, client #1 was served cabbage, barbeque 

chicken (deboned), corn and a medium sized 

biscuit. She consumed her meal independently 

without prompts to alternate beverages and to 

slow her pace of eating. She held her biscuit in 

her hand and bit pieces off of it at a time. She did 

not cough during the meal or have difficulty 

consuming her meal.
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W 249 Continued From page 3 W 249

During observations of breakfast on 4/27/21 at 

8:00am, client #1 had oatmeal, bacon and toast 

with orange juice and water. Client #1's bacon 

was cut up into smaller pieces. She consumed 

her breakfast independently without verbal cues 

to slow her pace of eating. 

Review on 4/27/21 of client #1's swallowing 

guidelines (undated) indicated, "One small 

bite/sip at a time, clear mouth between bites/sips, 

repeat saliva swallows after each bite/sip, 

alternate liquids with solids, minimize distractions 

during meals/snacks."

Interview on 4/27/21 with the QIDP and facility 

Nurse indicated these swallowing guidelines for 

client #1 are current and are incorporated into her 

IPP. The QIDP stated these guidelines should be 

followed at meals.

W 260 PROGRAM MONITORING & CHANGE

CFR(s): 483.440(f)(2)

At least annually, the individual program plan 

must be revised, as appropriate, repeating the 

process set forth in paragraph (c) of this section.

This STANDARD  is not met as evidenced by:

W 260

 Based on record review and interview, the 

Qualified Intellectual Disabilities Professional 

(QIDP) failed to ensure 2 of 2 audit client's (#1, 

#2, ) individual program plans (IPP)'s were 

revised at least annually. The findings are:

A. Review on 4/26/21 of client #2's record 

revealed he was admitted to the facility on 

10/23/20. Further review of client #2's record 

revealed He had a medical evaluation, dated 
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W 260 Continued From page 4 W 260

2/5/21 a nutritional evaluation dated 11/4/20, an 

adaptive behavior inventory dated 12/1/20 and a 

psychology evaluation (undated). However his 

individual program plan (IPP) could not be 

located.

Interview on 4/26/21 with the QIDP revealed 

client #2's admission to the facility on 10/23/20 an 

interdisciplinary team meeting was held on 

2/5/21. The QIDP was able to locate a sign in 

sheet and some notes from that meeting, 

however she confirmed the IPP was not further 

developed.

B. Review on 4/27/21 of client #1's record 

revealed she was admitted to the facility on 

9/19/14 and that her last IPP meeting was held 

10/8/19. 

Interview on 4/27/21 with the QIDP revealed 

client #1's last IPP was held on 10/8/19 and that 

her IPP has not been updated since that last 

meeting in 2019.

W 263 PROGRAM MONITORING & CHANGE

CFR(s): 483.440(f)(3)(ii)

The committee should insure that these programs 

are conducted only with the written informed 

consent of the client, parents (if the client is a 

minor) or legal guardian.

This STANDARD  is not met as evidenced by:

W 263

 Based on record review and interview, the facility 

failed to ensure restrictive programs were only 

conducted with the written informed consent of a 

legal guardian.  This affected 1 of 4 audit clients 

(#4).  The findings are:
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W 263 Continued From page 5 W 263

Review on 4/26/21 of client #4's individual 

program plan (IPP) dated 10/6/20 revealed he 

has a behavior support program (BSP) dated 

9/26/20 to address the target behaviors of severe 

disruption, PICA and property destruction. Further 

review of his IPP revealed client #4 had been 

appointed a legal guardian who was recently 

deceased in 2020 and that a successor petition 

for guardianship has been filed with the Clerk of 

Court's office.

Review on 4/26/21 of client #4's BSP dated 

9/26/20 revealed this program to address severe 

disruption, PICA and property destruction 

includes the use of exclusionary time out (ETO) 

and the use of Risperidone 2mg. and Lorazepam 

05 mg. BID. Further review of this program 

revealed there is no guardian consent for this 

program.

Interview on 4/27/21 with the qualified intellectual 

disabilities professional (QIDP) confirmed client 

#4 is without a legal guardian at the present time 

until after his successor guardianship hearing 

later this week. Further interview revealed this 

BSP has been inserviced and implemented. 

Additional interview confirmed this program 

includes the use of exclusionary time out, 

Risperidone 2mg. and Lorazepam 05 mg. BID.

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 

W 340
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W 340 Continued From page 6 W 340

health and hygiene methods.

This STANDARD  is not met as evidenced by:

 Based on observation and interview nursing 

services and the interdisciplinary team, failed to 

ensure staff were trained to assure adequate 

hygiene  to prevent the spread of possible 

contaminants during blood glucose checks for for 

2 of 4 audit clients ( #2 and #4). The findings are:

During observation of the medication 

administration pass on 4/27/21 at 7:10am for 

client #2 revealed  staff G located 2 glucometers 

in the medication closet in the facility office. Both 

glucometers were determined by staff G to not be 

working when the glucometers indicated the 

batteries were low. Staff G then located a third 

glucometer, turned it on, stuck a test strip into the 

meter and then asked client #2 which finger he 

would prefer for her to stick. Staff G stuck his 2nd 

right finger, then applied the blood on the test 

strip and read the value on the glucometer. After 

finishing with measuring client #2's blood sugar, 

staff G documented the value on the electronic 

medication administration record (MAR), put the 

components of the glucometer back in its 

container and put it on the shelf of the medication 

closet.

Immediate interview with staff G revealed client 

#2 "is new to the facility and nursing has not 

ordered a glucometer that is to be used to 

measure his blood sugar, so we just use one of 

these, or the one that belongs to another client."

Further observations of the medication pass on 

4/26/21 at 7:40am of client #4 revealed staff G 

located the same glucometer that she used at 
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W 340 Continued From page 7 W 340

7:10am with client #2. She unzipped the container 

containing the glucometer and then turned on the 

glucometer. Staff G then told client #4 that she 

was going to use  his 5th right finger for the blood 

stick. Staff G then stuck the test strip into the 

glucometer, stuck client #4's 5th right finger and 

read the reading on the glucometer. Staff G 

documented the value on the electronic MAR, put 

the components of the glucometer back in its 

container and put it on the shelf of the medication 

closet.

Interview on 4/27/21 with the facility Nurse 

indicated she was not aware if the facility had a 

policy about the use of glucometers. She did 

state during the medication administration course 

training for direct care staff that they are 

instructed that each client should have their own 

glucometer that is only used for that individual 

client. Further interview revealed she was 

reasonably certain staff should be checking 

batteries for the glucometers frequently and notify 

nursing when the individual glucometers were not 

working. Additional interview revealed that in the 

event one glucometer is used for two blood sugar 

readings, that direct care staff are taught to use 

antibacterial wipes (kept in the medication closet) 

to clean the glucometer between uses before 

storing it away in the medication closet. In 

addition, the Nurse confirmed direct care staff 

had not communicated with nursing that the 

glucometers were not working in the facility.

W 368 DRUG ADMINISTRATION

CFR(s): 483.460(k)(1)

The system for drug administration must assure 

that all drugs are administered in compliance with 

the physician's orders.

W 368
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W 368 Continued From page 8 W 368

This STANDARD  is not met as evidenced by:

 Based on observation, record review and 

interview, the system for drug administration 

failed to assure all drugs and supplements were 

administered in compliance with physician's 

orders for 2 of 4 audit clients (#1, #4).  The 

findings are:

A. During observations of medication 

administration on 4/27/21 at 7:40am after taking 

client #4's blood glucose, staff G punched out 

Chlorthalidone 25mg. (1), Multivitamin (1), 

Lorazepam 0.5 mg. (1) , Potassium Chloride ER 

20 meq. (1) and Vitamin D3 1000 units(1) into a 

pill cup. Staff G poured a small 4 ounce cup of 

water and then held the pill cup to client #4's 

mouth for him to take the pills. She then handed 

client #4 a cup of water to drink. Thickener was 

not added to the cup of water.

Immediate interview on 4/27/21 with staff G 

confirmed that she had not added thickener to 

client #4's water.

Review on 4/26/21 of client #4's IPP dated 

10/6/20 revealed his order revealed which 

indicates he is prescribed a heart healthy, calorie 

controlled, dental soft diet with honey thickened 

liquids.

Interview on 4/27/21 with the QIDP and with the 

facility Nurse confirmed all of client #4's 

beverages should be thickened as indicated in his 

IPP and physician orders dated 2/17/21. 

B. During observations of the medication 

administration pass on 4/27/21 at 7:25am, client 
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W 368 Continued From page 9 W 368

#1 assisted in tearing the packages of pills that 

contained Eliquis 5 mg. (1) Allopurinol 10 mg. (1), 

Cetirizine 10 mg.(1),  Docusate Sodium 100 mg.

(1),Torsemide 10mg. (1), Vitamin D 225mg. (1), 

Pantoprazole (1), Magnesium Citrate 200 mg. (1), 

Folic Acid 1 mg. (1), Phenobarbital 32.4 mg. (1), 

and Acetaminophen 650 mg. (2). She also 

assisted client #1 with eye drops and nasal spray. 

Staff G handed the cup of pills to client #1, 

assisted her in pouring a cup of water and then 

watched as client #1 consumed the pills.

Observation 4/27/21  in the medication area of 

the facility office revealed a sign on the 

medication room door " Please crush all of (client 

#1's name) pills during medication 

administration."

Immediate interview on 4/27/21 with staff G 

confirmed she forgot to crush client #1's pills 

during medication administration.

Review on 4/27/21 of instructions named, 

"Swallowing Guidelines" indicated, "meds 

crushed and given in applesauce unless 

contraindicated."

Interview on 4/27/21 with the facility Nurse 

confirmed that all of client #1's medications 

should be crushed and administered in 

applesauce as posted.

W 369 DRUG ADMINISTRATION

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.

W 369
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This STANDARD  is not met as evidenced by:

 Based on observations, interviews and record 

review, the facility failed to ensure all medications 

were administered without error.  This affected 1 

of 4 audit clients (#1) observed receiving 

medications.   The finding is:

 During observations of the medication 

administration pass on 4/27/21 at 7:25am, client 

#1 assisted in tearing the packages of pills that 

contained Eliquis 5 mg. (1) Allopurinol 10 mg. (1), 

Cetirizine 10 mg.(1),  Docusate Sodium 100 mg. 

(1),Torsemide 10mg. (1), Vitamin D 225mg. (1), 

Pantoprazole (1), Magnesium Citrate 200 mg. (1), 

Folic Acid 1 mg. (1), Phenobarbital 32.4 mg. (1), 

and Acetaminophen 650 mg. (2). She also 

assisted client #1 with eye drops and nasal spray. 

Staff G handed the cup of pills to client #1, 

assisted her in pouring a cup of water and then 

watched as client #1 consumed the pills. 

Immediate interview with staff G on 4/27/21 

revealed client #1 was currently out of 

Polyethylene Glycol  (17 grams). Staff G 

explained she administered the last dose on 

4/26/21 and that she had forgotten to inform 

nursing that this medication needed to be 

reordered.

Review on 4/27/21 of client #1's physician orders 

dated 2/17/21 revealed Eliquis 5 mg. (1) 

Allopurinol 10 mg. (1), Cetirizine 10 mg.(1),  

Docusate Sodium 100 mg. 91),Torsemide 10mg. 

(1), Vitamin D 225mg. (1), Pantoprazole (1), 

Magnesium Citrate 200 mg. (1), Folic Acid 1 mg. 

(1), Phenobarbital 32.4 mg. (1), Acetaminophen 

650 mg. (2),Pataday eye drops, Fluticasone nasal 

spray (1) spray to each nostril  and  Polyethylene 
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Glycol  (17 grams).

Interview on 4/27/21 with the facility Nurse 

revealed direct care staff are to inform nursing of 

any medications that need to be reordered before 

the client's last dose of medication. Further 

interview revealed nursing had not been informed 

this medication for client #1 was out of stock.
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