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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
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 staff
interviews, the facility failed to ensure each client
received a continuous active treatment program
consisting of needed interventions and services
as identified in the Individiual Program Plan (IPP)
in the areas of safety protocol and privacy during
toileting. This affected 2 of 5 audit clients (#3 and
#6). The findings are:

A. During observations in the home during the
survey on 6/21/21-6/22/21, client #6 was seated
in a high back wheelchair, with a molded seat.
The back of the wheelchair did not have
anti-tippers installed, to prevent the wheelchair
from flipping backwards. Client #6 was observed
on 6/21/21 at noon to sit in the wheelchair
sideways, with his legs dangling over the armrest.
On 6/21/21 at 5:45 PM, client #6 was observed to
sit on his knees while seated in the wheelchair
and to bounce up and down, causing the chair to
move forward. Client #3 also demonstrated that
he was able to propel the wheelchair, by turning
the wheels.

Review of a Physical Therapy Services: Letter of

W 249
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Medical Necessity for new wheelchair on 1/16/20
(SIC) described client #6 in needing a new
wheelchair that would hold up to his destructive
behaviors and that he had already damaged 2
wheelchairs since his admission on 3/11/20. The
recommendation was to install anti-tippers on his
wheelchair for safety.

An interview on 6/22/21 with the Director revealed
that client #6 had not flipped over his wheelchair
since early in his admission. He was mainly seen
backing into objects and rocking the side panels
of the wheelchair, that supports the armrests.
These actions have destroyed three of his
wheelchairs. The facility ordered client #6 a youth
wheelchair which he received in April 2021 but he
damaged it beyond repair. The facility had an
extra wheelchair that he been purchased for
client #13 and started to use if for client #6 in
June, 2021, while awaiting for his recommended
chair to be approved by his insurance. Because
the chair was a loaner and he had not flipped his
chair in over a year, the anti-tippers were not
installed.

An interview on 6/22/21 with the Regional
Director (RD) revealed that client #6 was only
successful flipping over his wheelchair, but using
his feet to push off something. The current loaner
wheelchair was much heavier then chairs
previously used and higher, so that client #6's
feet do not touch the ground. The RD did
acknowledge that the anti-tippers were not placed
on the loaner wheelchair, even though
recommended by the physical therapist.

B. During observations at the day program on
6/21/21 at 2:00 PM, Staff B instructed client #3 to
wash his hands in preparation for snacks. Staff B
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then went into a bathroom with another unknown
client to assist. Client #3 walked into an empty
bathroom, sat on the toilet and used the
bathroom. Client #3 did not close the door to
ensure privacy. Staff B did not notice client #3
until he was walking out of the bathroom.

Review of client #3's IPP dated on 11/2/20 read
that "[Client #3] can toilet himself but has to be
monitored due to PICA. He does occasionally
need reminders to close door. [Client #3] is
currently training on goal 192-T (Independently
close the bathroom door at the day program for 5
consecutive sessions) to increase his privacy
skills.

An interview on 6/22/21 with the Director revealed
that the Client #3's CORE team met on 11/16/20
and the team decided to implement the privacy
training goals at the facility only, since the day
program had been suspended during the
pandemic. The Director shared that the day
program opened a week ago and the privacy goal
should have been revised on the IPP so that
Client #3 could resume his training goal.

An interview on 6/22/21 with the Regional
Director revealed that Client #3 required verbal
prompts to close the door during toileting and
staff should have followed behind him when
asking him to go to the bathroom. Client #3 still
needed the training in both environments for
privacy training.

W 369 | DRUG ADMINISTRATION W 369
CFR(s): 483.460(k)(2)

The system for drug administration must assure
that all drugs, including those that are
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self-administered, are administered without error.

This STANDARD is not met as evidenced by:
Based on observation, record review and staff
interviews, the facility failed to administer
medication for 1 of 5 audit clients (#5) without
medication error. The finding is:

During noon observations in the home on
6/21/21, client #5 had finished lunch that was
served to him at 11:30 AM. The licensed practical
nurse, LPN, brought Client #5 to the medication
room at 12:22 PM. The LPN was heard telling
client #5, "Looks like you had a good lunch too",
due to the spillage on his clothes. The LPN
proceeded to give client #5 crushed Loperamide
2 mg (Immodium) in pudding to eat.

Review on 6/22/21 of client #5' physician orders
signed on 5/6/21 read, Loperamide 2 mg three
times a day before meals. In addition, the
instructions on the printed physician orders from
the pharmacy, read to administer the medication
at 11:00 AM.

An interview on 6/22/21 with the LPN revealed
that she believed the original order allowed for the
Loperamide to be given with meals. She pulled

an old order from 1/20/21 that demonstrated that
the order was written for Loperamide 2 mg to be
given twice a day. On 3/24/21, the physician
discontinued the current order for Loperamide
and increased it to 3 x a day, before meals.

An interview on 6/22/21 with the Regional
Director revealed that the LPN did not give the
Loperamide at the right time or follow instructions.
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