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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 observations, record review and
interviews, the facility failed to ensure the
behavior support plan (BSP) for 1 of 4 sampled
clients (#3) was implemented as prescribed
relative to supervision. The finding is:

Observations in the group home on 11/23/21 at
6:33 AM revealed client #3 to walk to the
bedroom of client #4. Client #3 was then
observed to open the bedroom door of client #4
and enter the client's bedroom. Continued
observation revealed client #3 to turn on client
#4's bedroom light, verbally yell "It's time to get
up" and exit client #4's bedroom leaving the door
open.

Further observation at 6:44 AM revealed client #3
to walk down the back hallway of the group home
and to enter client #4's bedroom while client #4
was in the dining room. Client #3 was then
observed to pick up clothing in client #4's
bedroom and to open drawers of client #4's
dresser and stuff clothing items found in the
client's bedroom into client #4's dresser.
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Subsequent observation at 6:59 AM revealed
client #3 to walk to the medication room of the
group home and to open the med room door
without knocking while client #6 was participating
in medication administration. Additional
observation revealed staff to direct client #3 to
close the medication room door and for client #3
to stand in the doorway, then close the
medication room door and walk away.

Review of records for client #3 on 11/23/21
revealed a BSP dated 7/24/21. Review of the
BSP revealed target behaviors of
non-compliance, verbal disruptions, telling
untruths, stealing, bothering others, interrupting
the privacy of others, inappropriate clothing wear,
physical aggression, property destruction,
excessive activity and PICA. Continued review of
the BSP revealed client #3 is excessively active
and it is important the client has support in
selecting appropriate activities.

Interview with the facility program specialist on
11/23/21 revealed client #3 needs close
supervision to support behaviors outlined in the
BSP. Continued interview with the program
specialist verified, based on observations of client
#3 on 11/23/21, revealed staff failed to adequately
supervise client #3 as needed by the BSP to
address target behaviors.

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 249

W 340
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health and hygiene methods.

This STANDARD is not met as evidenced by:
Based on observations, record review, and
interviews, interdisciplinary team failed to ensure
staff were adequately trained to perform
appropriate health and hygiene methods for 2 of
4 sampled clients (#3 and #4).

The findings are:

A. The facility failed to ensure appropriate health
and hygiene methods were implemented relative
to glove use. For example:

Observations in the group home on 11/23/21 from
6:10 AM to 8:12 AM revealed staff E to prepare
the breakfast meal, to assist with serving the
breakfast meal, to clean dishes and to assist with
activities while wearing a single pair of vinyl
gloves. At no time during the observations was
staff E observed to change gloves.

Interview on 11/23 with the facility nurse verified
that staff should change gloves and clean hands
while performing different tasks and during
individual client care. Continued interview with
facility nurse confirmed staff did not follow proper
procedures with glove use.

B. The facility failed to ensure appropriate health
and hygiene methods for client #3 and #4. For
example:

Observations in the group home at 6:58 AM on
11/23/21 revealed client #3 to assist staff E in the
kitchen to scoop oatmeal into a bowl. Continued
observation at 6:59 AM revealed staff E to prompt
client #4 to put away a table activity to prepare for
the breakfast meal with washing her hands.
Further observation revealed client #3 to walk

W 340
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about the home and staff E to prompt client #3 to
wash her hands for breakfast. Subsequent
observation at 7:03 AM revealed client #3 to enter
the bathroom (in the back hallway of the group
home, near client #4's bedroom) to turn water on
and off and exit the bathroom.

Observation at 7:04 AM revealed client #4 to
enter the bathroom after client #3, to turn on the
water and to exit the bathroom. Additional
observation in the group home on 11/22/21 and
11/23/21 revealed the bathroom near client #4's
bedroom had no hand soap throughout survey
observations.

Review of records for client #3 on 11/23/21
revealed an Individual Program Plan (IPP) dated
3/29/21 with training objectives to improve dental
care, to knock on closed doors, to brush teeth, to
apply lotion, to wash face, to wipe and recite
house rules. Continued review of record for client
#3 revealed an adaptive behavior assessment
dated 4/2019. Further review of adaptive
behavior assessment revealed client #3 to have
moderate independence with the ability to wash
and dry her hands and needs prompting to
perform all the task.

Review of record for client #4 on 11/23/21
revealed an Individual Program Plan (IPP) dated
7/15/21 with training objectives to match clothes,
to fold clothes, to tie shoes, to clean room and
communication. Continued review of record for
client #4 revealed an adaptive behavior
assessment dated 7/21/21. Further review of
adaptive behavior assessment revealed client #4
to have maximum independence with the ability
to wash and dry her hands.
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Interview on 11/23/21 with the home manager
verified that the facility had hand soap available.
Continued interview with the home manager
confirmed that staff should have ensured hand
soap was available in all bathrooms for client use.
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