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W 249 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:

W 249

 Based on observations, record reviews, and 
interviews, the facility failed to ensure 1 of 4 audit 
clients (#8) received a continuous active 
treatment program consisting of needed 
interventions and services as identified in the 
Individual Program Plan (IPP) in the area of 
adaptive equipment use. The finding is:

During evening observations in the home on 
3/25/24 from 4:00pm-5:45pm, client #8 layed on 
the floor wrapped in a blanket watching a tablet 
and holding stuffed animals. Staff  B attempted to 
engage client #8 and he refused to participate. 
Staff B continuously asked client #8 questions 
and guessed his responses without using a 
communication book. Client #8 covered his head 
with the blanket and would not engage with any 
activity. Client #8  was not prompted or 
encouraged to use his communication book.

During morning observations in the home on 
3/26/24 from 6:45am - 9:30am client #8 was not 
prompted or encouraged to use his 
communication book during activities.
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W 249 Continued From page 1 W 249
Review on 3/26/24 of client #8's IPP dated 
9/11/23 revealed  it is important that he uses his 
device and picture book to communicate with 
staff. Staff will continue to encourage client #8 to 
communicate his wants and needs through is 
communication book. 

Interview on 3/26/24 with Staff A revealed she 
should have been using the communication book 
with client #8 this morning and it should have 
been used on yesterday afternoon. 

Interview on 3/26/24 the Director revealed staff 
should be using communication book for client 
#8.

W 368 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:

W 368

 Based on observations, record review and 
interview, the facility failed to ensure medications 
were administered in accordance with physician's 
orders. This affected 1 of 4 audit clients (#6). The 
finding is:

During observations in the facility on 3/25/24 at 
11:55am, staff C was observed to crush 
Simethicone 80mg and add it to 30cc's of water. 
Staff C then was observed to flush client #6's 
PEG tube with 30cc's of water, administer 
medication/water mixture and then flush with 
another 30cc's of water.

Immediate interview with staff C on 3/25/24 at 
11:57am, revealed that client #6 had not had his 
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W 368 Continued From page 2 W 368
bolus feeding yet.

Record review on 3/26/24 of client #6's physician 
orders dated 2/1/24, revealed an order for 
Simethicone 80mg. Crush and administer via 
PEG after bolus feeding four times daily prior to 
water flush at 8am, 12pm, 4pm and 8pm.

Interview on 3/26/24 with the facility's regional 
nurse director revealed client #6 should not have 
received Simethicone until after his bolus feeding.

W 460 FOOD AND NUTRITION SERVICES
CFR(s): 483.480(a)(1)

Each client must receive a nourishing, 
well-balanced diet including modified and 
specially-prescribed diets.

This STANDARD  is not met as evidenced by:

W 460

 Based on observations, record review and 
interviews, the facility failed to ensure 1 of 4 audit 
clients (#14) received their specially prescribed 
diet as indicated. The finding is:

During observations in the facility on 3/25/24 at 
5:48pm, client #14 sat down at the table for a 
dinner. Client #14 received a pureed diet and 2 
nectar thickened 4 oz juice containers and an 8oz 
container of nectar thickened milk. Client #14 had 
2- 8oz cups as well. Staff assisted client #14 with 
pouring his liquids into the cups.

Further observations in the facility on 3/26/24 at 
approximately 8:30am, client #14 received a 
pureed diet and 2 nectar thickened 4 oz juice 
containers and an 8oz container of nectar 
thickened milk. Client #14 had to 2- 8oz cups as 
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W 460 Continued From page 3 W 460
well. Staff assisted client #14 with pouring his 
liquids into the cups.

Record review on 3/26/24 of client #14's 
nutritional evaluation dated 3/14/24 revealed a 
prescribed diet of 1800 calorie pureed, nectar 
thick liquids. Give 30cc cup of liquid to drink then 
another 30cc cup (only give 30cc at a time).

Interview on 3/26/24 with the qualified intellectual 
disabilities professional (QIDP) revealed that 
client #14 should have only received 30cc's of 
nectar thick liquids at a time.
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