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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, interview and record
review, the interdisciplinary team failed to assure
consistent interventions to support needs
identified in the individual service plans (ISPs) for
2 of 4 sampled clients (#3 and #4) relative to
participation during medication administration.
The findings are:

A. The team failed to ensure training objectives
were implemented as prescribed for client #3. For
example:

Observations in the group home on 5/25/21 at
6:45 AM revealed staff D to prompt client #3 to
the medication room to receive morning
medications. Continued observations revealed
staff D to get the medication bin, punch
medications out of the blister pack, to place in a
medication cup and then assist client with taking
his medications by mouth followed with a cup of
water. Further observations revealed staff D to
throw empty medication cup in the trash can. At
no time during observations did staff D provide
opportunities for client to participate in medication
administration. Additional observations revealed
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staff D did not educate client on the name or
purpose of medications.

Review of medical record for client #3 on 5/21/21
revealed an individual service plan (ISP) dated
6/15/20. Continued review revealed a medication
administration training objective to include; client
will get the bin, take medications, throw away the
medication cup.

Interview with the qualified intellectual disabilities
professional (QIDP) and the home manager on
5/25/21 confirmed all training objectives for client
#3 are current. Continued interview with the QIDP
and HR verified staff should educate all clients on
the name and purpose of medications
administered. Further interview with the QIDP and
HM confirmed staff should follow training
objectives as written.

B. The team failed to ensure training objectives
were implemented as prescribed for client #4. For
example:

Observations in the group home on 5/25/21 at
7:00 AM revealed staff D to prompt client #4 to
the medication room to receive morning
medications. Continued observations revealed
staff D to get the medication bin, punch
medications out of the blister pack to place in a
medication cup then give to client #4 to take
followed by a cup of water. Further observations
revealed staff D to throw away medication cup in
the trash can as client exit the med room. At no
time during observations did staff D provide
opportunities for client to participate in medication
administration or educate client on the name or
purpose of medications.
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Review of client #4 record on 5/21/21 revealed an
individual service plan (ISP) dated 8/12/20.
Continued review revealed a medication
administration training objective to include; take
medications, throw medication cup in trash and
exit medication room.

Interview with the qualified intellectual disabilities
professional (QIDP) and the home manager on
5/25/21 confirmed all training objectives for client
#4 are current. Continued interview with the QIDP
and HR verified staff should educate all clients on
the name and purpose of medications
administered. Further interview with the QIDP and
HM confirmed staff should follow training
objectives as written.
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