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W 000 INITIAL COMMENTS W 000

 A revisit was conducted on 5/5/22 for deficiencies 
previously cited on 2/21 - 2/22/22.  All 
deficiencies have not been corrected. The facility 
remains out of compliance.

 

{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 facility 
failed to ensure the Individual Program Plan (IPP) 
for 2 of 5 audit clients (#2 and #3) was updated 
as appropriate at least annually.  The findings 
are:

Review on 5/5/22 of facility documents revealed 
an IPP dated 10/22/20 for client #2. Additional 
review revealed client #3's most recent IPP was 
dated 7/29/20.  No current IPP was provided for 
client #2 and client #3.

Interview on 5/5/22 with the Qualified Intellectual 
Disabilities Professional (QIDP) revealed she was 
sure she held the planning meetings for client #2 
and client #3; however, she could not find them.

 

{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.
This STANDARD  is not met as evidenced by:

{W 369}

 Based on observation, record review and 
interview, the facility failed to ensure all drugs 
were administered without error.  This affected 1 
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{W 369} Continued From page 1 {W 369}

of 2 clients observed receiving medications (#4).

During observations of medication administration 
in the home on 5/5/22 at 7:34am, client #4 
ingested Trileptal and a Daily Vitamin. Absorbase 
cream was also applied to her hands.  No other 
medications were administered.

Review on 5/5/22 of client #4's physician's orders 
dated 1/1 - 1/31/22 revealed an order for Vimpat 
50mg, take one by mouth twice a day at 8am and 
8pm. 

Interview on 5/5/22 with the Qualified Intellectual 
Disabilities Professional (QIDP) confirmed client 
#4's physician's orders were current and she 
should have received Vimpat with her other 8am 
medications.
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