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CFR(s): 483.440(c)(6)(i)

The individual program plan must describe
relevant interventions to support the individual
toward independence.

This STANDARD is not met as evidenced by:
Based on observations, record reviews and
interviews, the facility failed to ensure the
Individual Program Plan (IPP) included specific
information to support the independence of 4 of 6
clients (#2, #4, #5 and #6) concerning their
accessibility and use of items/areas which were
restricted for two clients in the home. The finding
is:

During observations throughout the survey in the
home on 8/8 - 8/9/22, no toilet paper or paper
towels were located in any of the four bathrooms
in the home. In addition, the laundry room door
was locked and chimes were located on an
exterior door of the home. The refrigerator door
also contained a lock and the pantry was locked
when staff were not performing tasks in the
kitchen. Dinner observations on 8/8/22 also
revealed no knives were on the table at the meal.

Interviews on 8/9/22 with Staff E and Staff F
revealed toilet paper, paper towels, and latex
gloves are kept out of the bathrooms or locked up
due to a client in the home who will try to eat
these items. Additional interview indicated
another client has aggressive behaviors
concerning knives which is why knives are not
readily available to him. The staff also noted the
client will also attempt to elope from the home so
an alarm had been placed on the back door.

Review on 8/9/22 of client #2, #4, #5 and #6's IPP
did not reveal information to support their
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independent access and use of items/areas
which were restricted due to inappropriate
behaviors of other clients residing in the home.

Interview on 8/9/22 with the Qualified Intellectual
Disabilities Professional (QIDP) confirmed
various items and areas of the home have been
restricted due to the inappropriate behaviors of
two other clients residing the home. The QIDP
indicated the restrictions for those clients are
included in their BSP and monitored by the
Human Rights Committee. Additional interview
confirmed the IPP for the remaining four clients
did not indicate how they would maintain
independent access to these restricted items and
areas of the home.

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
interviews, the facility failed to ensure each client
received a continuous active treatment program
consisting of needed interventions and services
as identified in the Individual Program Plan (IPP)
in the areas of meal preparation, adaptive
equipment use and dining. This affected 3 of 4
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audit clients (#1, #3 and #6). The findings are:

A. During evening observations in the home on
8/8/22 at 4:35pm, Staff E prompted client #1 and
client #6 to the kitchen to assist with meal
preparation. Client #1 was observed to place
chicken patties on a pan while client #6 placed a
pot of water on the stove and added broccoli to
the pot. The clients then left the area. Staff E
continued to perform meal preparation tasks such
as heating a pot water on the stove, using an
electric can opener to open two large cans of
green beans, preparing the beans on the stove,
preparing instant mashed potatoes, and
preparing a pan of a dozen corn bread muffins.
Client #1 and #6 were not prompted or
encouraged to return to the kitchen to assist with
meal preparation tasks and not other clients were
prompted to assist.

Interview on 8/8/22 with Staff E revealed client #1
and client #6 usually assist in the manner which
was observed during meal preparation.

Review on 8/9/22 of client #1's IPP dated 5/26/22
revealed, "[Client #1] enjoys domestic task such
as setting the table or helping in the kitchen (as
he is physically able to). Staff attempts to find
appropriate ways that he can help with meal
preparation." Additional review of the client's
Adult Daily Living Skills Evaluation (ADLSE)
dated 5/26/22 noted he can independently make
a simple drink, prepare a simple snack, use a
microwave, follows simple instructions or recipe,
and use a can opener safely.

Review on 8/9/22 of client #6's IPP dated 3/3/22
indicated, "[Client #6] enjoys domestic task such
as setting the table or helping in the kitchen (as
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he is physically able to). Staff attempts to find
appropriate ways he can help with meal
preparation. He can assist with...other small
kitchen task." Additional review of the client's
ADLSE dated 3/3/22 revealed he can
independently use a microwave, requires physical
prompts to use the stove/oven, make simple
entrees, cook some items and use a can opener.
The evaluation also noted he can cook some full
meals such as starches, proteins and vegetables
with manipulation.

Interview on 8/9/22 with the Qualified Intellectual
Disabilities Professional (QIDP) confirmed client
#1 and client #6 can perform various tasks during
meal preparation including stirring, pouring, or
putting food into pots or bowls. The QIDP
acknowledged both clients need to be prompted
and encouraged to complete cooking tasks and
could have done more to assist with preparing the
dinner meal.

B. During observations at the Day Program on
8/8/22 from 9:15am - 12:30pm, client #3 used a
rollator walker when ambulating. Staff were
noted to walk with the client while holding onto
the belt loop of his jeans or grasping a fist full of
his jeans. The client did not wear a gait belt or a
regular belt in the loops of his jeans.

Interview on 8/9/22 with Staff E revealed client #3
does not like to wear a gait belt or regular belt in
his pants and will pull them off when applied.

Review on 8/9/22 of client #3's Walking
Assistance Guidelines dated 7/13/22 revealed,
"[Client #3] should walk with the gait belt, or
regular dress belt and contact guarding
assistance through the gait belt or dress belt or
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by hand hold assist that included gentle arm
support and a rollator walker."

Interview on 8/9/22 QIDP confirmed client #3
should have a gait belt or his regular belt on to
assist with walking.

C. During dinner observations in the home on
8/8/22 at 5:50pm, no knives were located on the
table. Atthe meal, client #1 consumed his whole
chicken patty by piercing it with a fork and taking
bites from it. Client #6 stacked his two chicken
patties on top of the other, picked them up and
consumed them as if eating a sandwich. Client
were not prompted or assisted to use knives to
cut up their food as needed.

Interview on 8/9/22 with Staff F indicated client #1
and client #6 could likely use a knife; however,
they do not provide a knife for client #1 because
of his aggressive behaviors.

Review on 8/9/22 of client #1's ADLSE dated
5/26/22 noted he can use utensils properly such
as a fork, a spoon and a knife given verbal
prompts.

Review on 8/9/22 of client #6's ADLSE dated
3/3/22 indicated he can independently use
utensils properly such as a fork, a spoon and a
knife.

During an interview on 8/9/22, the QIDP
acknowledged knives may not have been
provided at the dinner meal due to client #1's
knife restriction; however, clients should be
assisted to use knives as needed.
PROGRAM MONITORING & CHANGE
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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:
Based on observations, record review and
interviews, the facility failed to ensure client #3's
Behavior Support Plan (BSP) included written
informed consent from the guardian for all
restrictive components. This affected 1 of 4 audit
clients. The finding is:

During observations throughout the survey in the
home on 8/8 - 8/9/22, no toilet paper or paper
towels were located in any of the four bathrooms
in the home.

Interview on 8/9/22 with Staff E revealed toilet
paper, paper towels, and latex gloves are kept
out of the bathrooms or locked up due to the
behaviors of client #3. The staff indicated he will
try to eat these items.

Review on 8/9/22 of client #3's BSP dated 4/11/22
and guardian consent signed 4/13/22 indicated
only paper towels and gloves should be kept out
of his reach or stored in locked boxes. The BSP
and consent did not indicate toilet paper should
be restricted.

During an interview on 8/9/22, the Qualified
Intellectual Disabilities Professional (QIDP)
acknowledged toilet paper was not identified in
the BSP or his consent form as a restricted item
for client #3.

NURSING SERVICES
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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
health and hygiene methods.

This STANDARD is not met as evidenced by:
Based on observations, record review and
interviews, the facility failed to ensure staff were
adequately trained regarding documenting on the
Medication Administration Record (MAR) and
preventative health measures. This affected 1 of
4 audit clients (#5). The findings are:

A. During morning observations of medication
administration at the Day Program on 8/8/22 at
11:18am, the Medication Technician (MT)
administered one 80mg Gas Relief tablet to client
#5. Before administering the medication, the MT
placed the pill in a small pill crusher and crushed
it. As the MT placed the pill into the crusher, an
undetermined amount of pill residue was noted
on the cap of the device. The pill crusher was not
clean and free of residue prior to the
administration of client #5's medication.

Immediate interview with the MT revealed she
was not aware if the pill crusher needed to be
cleaned in between uses.

Interview on 8/9/22 with the facility's nurse
indicated she was not responsible for training
staff on appropriate medication administration
procedures; however, she had always been
taught to clean pill crushers between uses.

B. During morning observations of medication
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administration in the home on 8/9/22 at 6:43am,
client #6's Medication Administration Record
(MAR) was reviewed. The MAR noted several of
the client's morning medications for 8/8/22 were
not initialed as given.

Immediate interview with the MT indicated she
had been the assigned MT on the morning of
8/8/22 and client #6 had received his
medications; however, she had not initialed the
MAR.

After speaking with the surveyor, the MT began
initialing client #6's MAR for medications given on
the morning of 8/8/22.

Review on 8/9/22 of the facility's Medication
Administration Policy 6.1 (updated 3/2012) noted,
"Medications administered shall be recorded
immediately after administration.”

Interview on 8/9/22 with the facility's nurse
confirmed the MT should sign the MAR
"immediately" after medications are given.
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.

This STANDARD is not met as evidenced by:
Based on observations, record review and
interviews, the facility failed to ensure all
medications were administered in accordance
with physician's orders. This affected 1 of 4 audit
clients (#5). The finding is:

During observations at the Day Program on
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8/8/22 at 11:02am, client #5 began consuming his
lunch meal. At 11:18am, Staff B assisted the
client to the medication room for his afternoon
medicine. Client #5 was administered one 80mg
Gas Relief tablet, which he consumed.

Immediate review of client #5's Medication
Administration Record (MAR) and later review on
8/9/22 of his current physician's orders (dated 7/2
- 9/30/22) revealed an order for Gas Relief 80mg
tab, one tablet by mouth "prior to each meal".

Immediate interview with the Medication
Technician and Staff B confirmed client #5 should
have received the medication prior to his lunch
meal.

Interview on 8/9/22 with the facility's nurse
confirmed client #5's Gas Relief tablet should
have been administered prior to his meal in
accordance with the physician's order.
DRUG STORAGE AND RECORDKEEPING
CFR(s): 483.460(1)(2)

Only authorized persons may have access to the
keys to the drug storage area.

This STANDARD is not met as evidenced by:
Based on observation, record review and
interviews, the facility failed to ensure only
authorized persons had access to the keys to the
drug storage area. The finding is:

During morning observations of medication
administration in the home on 8/9/22 at 6:45am,
the Medication Technician (Staff C) left the
medication area to retrieve another client. During
this time, the keys to the medication closet were
left inside the lock.
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Immediate interview with Staff C indicated the
keys to the medication closet are usually kept in a
lock box; however, during medication
administration they carry the keys with them.

Review on 8/9/22 of the facility's Medication
Adminstration Policy 6.4 (updated 3/2012)
revealed, "All medications, prescription and
non-prescription, will be stored in a safe manner
under locked security except when under
immediate supervision of staff in charge of
medication administration." The policy noted,
"Access to the secured storage area will be
limited to staff authorized to administer
medication."

Interview on 8/9/22 with the facility's nurse
confirmed the keys to the medication closet
should be kept on the Medication Technician
during medication administration once the keys
have been removed from the lock box.
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