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W 252 PROGRAM DOCUMENTATION
CFR(s): 483.440(e)(1)

Data relative to accomplishment of the criteria 
specified in client individual program plan 
objectives must be documented in measurable 
terms.

This STANDARD  is not met as evidenced by:

W 252

 Based on observations, record reviews and 
interviews, the facility failed to ensure data 
relative to the accomplishment of objective 
criteria was documented in measurable terms.  
This affected 3 of 3 audit clients (#1, #5 and #6).  
The findings are:

A. Review on 1/9/23 of client #1's Individual 
Program Plan (IPP) dated 11/9/22 revealed 
formal training programs for identifying safety 
signs with data to be collected weekly on Monday, 
Wednesday and Friday on 2nd shift; washing 
clothes with data to be collected weekly on 
Tuesday and Saturday on 2nd shift and operate 
food processor with data to be collected weekly 
on Monday, Wednesday and Friday on 2nd shift.

Review on 1/10/22 of client #1's program plan 
data sheets for December 2022 revealed 3 days 
of documentation for identifying safety signs, 3 
days of documentation for washing clothes and 3 
days of documentation for operating food 
processor.

B. Review on 1/9/23 of client #5's IPP dated 
6/29/22 revealed formal training programs for 
blow drying hair with data to be collected weekly 
on Monday, Wednesday and Friday on 2nd shift, 
wearing a mask with data to be collected weekly 
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W 252 Continued From page 1 W 252
Monday, Wednesday and Friday on 1st shift and 
Identifying numbers 1-3 with data to be collected 
on weekly on Monday, Wednesday and Friday on 
2nd shift. 

Review on 1/10/23 of client #5's program plan 
data sheet for December 2022 revealed 8 days of 
documentation for blow drying hair and no data 
was collected for wearing a mask.

C. Review on 1/9/23 of client #6's IPP dated 
8/10/22 revealed formal training programs for nail 
care with data to be collected Tuesday and 
Thursday 2nd shift, wearing a mask with data to 
be collected Monday, Wednesday and Friday on 
1st shift and privacy with data to be collected 
Monday - Friday on 1st and 2nd shift. 

Review on 1/10/23 of client #6's program plan 
data sheet for December 2022 revealed 6 days of 
documentation for nail care, 0 days of 
documentation for wearing a mask and 14 days 
of documentation for privacy.

Interview on 1/10/23 with the habilitation 
specialist confirmed several days of 
documentation were missing for each goal for 
clients #1, #5 and #6.

W 312 DRUG USAGE
CFR(s): 483.450(e)(2)

be used only as an integral part of the client's 
individual program plan that is directed 
specifically towards the reduction of and eventual 
elimination of the behaviors for which the drugs 
are employed.
This STANDARD  is not met as evidenced by:

W 312

 Based on record review and interview, the facility  
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W 312 Continued From page 2 W 312
failed to ensure all medications used to address 
client's inappropriate behaviors were included in a 
formal active treatment program. This affected 1 
of 3 audit clients (#6). The finding is: 

Review on 1/10/23 of client #6's Mental Health 
Plan (MHP) dated 12/8/22 revealed an objective 
to display refusal of necessary requests on no (0) 
occasions for 12 consecutive months. Additional 
review of the plan identified target behaviors of 
task refusal and skin picking. The plan included 
the use of Zyprexa and Zoloft. 

Review on 1/10/23 of a physician's order for client 
#6 dated 10/25/22 revealed orders for Zoloft for 
mental health/ behaviors, Zyprexa for behavioral 
health and Naltrexone for behavior/mental health.  

Interview on 1/10/23 with the qualified intellectual 
disability professional (QIDP) revealed Naltrexone 
should have been incorporated into client #6's 
mental health plan.
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