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W 262 PROGRAM MONITORING & CHANGE
CFR(s): 483.440(f)(3)(i)

The committee should review, approve, and 
monitor individual programs designed to manage 
inappropriate behavior and other programs that, 
in the opinion of the committee, involve risks to 
client protection and rights.
This STANDARD  is not met as evidenced by:

W 262

 Based on record review and interview, the facility 
failed to ensure the restrictive behavior technique 
for 1 of 4 audit clients (#4) was reviewed and 
monitored by the human rights committee (HRC). 
The finding is:

Review on 6/10/24 of client #4's Behavior Support 
Plan (BSP) dated 1/5/24 revealed target 
behaviors consisting of property destruction, 
noncompliance, and self-injurious behaviors. 
Additional review on 6/10/24 of qualified 
professional note dated 1/5/24 alarm has been 
placed on bedroom door due to sneaking in other 
rooms and tearing up their clothes, another alarm 
also placed on closet door in client's bedroom. 
Further review on 6/11/24 of client #4's BSP 
revealed no written consent by the HRC. 

Interview on 6/11/24 with the qualified intellectual 
disabilities professional (QIDP) confirmed that 
client #4 did not have written consent by HRC.

 

W 263 PROGRAM MONITORING & CHANGE
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:

W 263

 Based on observations, record review and 
interview, the facility failed to ensure restrictive 
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W 263 Continued From page 1 W 263
programs were only conducted with the written 
informed consent of a legal guardian. This 
affected 1 of 4 audit clients (#4). The finding is:

Observation on 6/10/24 at approximately 4:00pm 
of an alarm device on the top the entry door to 
client #4 bedroom, that chimed when you walked 
inside the bedroom. 

Record review on 6/10/24 of client #4's behavior 
support plan (BSP) dated 1/5/24 revealed no 
documentation or mention of the door alarms for 
client #4 bedroom door or closet door.

Interview on 6/11/24 with the qualified intellectual 
disabilities professional (QIDP) confirmed there 
was no written informed consent for client #4's 
door alarms.

W 340 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 
health and hygiene methods.
This STANDARD  is not met as evidenced by:

W 340

 Based on observation, record review and 
interviews, the facility failed to ensure nursing 
staff were sufficiently trained in medication 
administration. This affected 1 or 4 audit clients 
(#5). The finding is:

Observation of medication administration in the 
home on 6/11/24 at 8:15am, the home manager 
administered Benztropine .5mg. The medication 
administration record for the month of June was 
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W 340 Continued From page 2 W 340
initialled twice a day 8am and 8pm daily June 
1st-10th as the medication given twice a day. 

Record review of physician orders dated 5/30/24 
revealed Benztropine .5mg take 1 tablet by mouth 
twice a day as needed for extra pyramidal side 
effects. 

Interview on 6/11/24 with home manager revealed 
he administered the medication twice a day the 
way he was told to do. He revealed he doesn't 
understand why as needed was written on the 
medication administration record. 

Interview on 6/11/24 with the nurse confirmed 
there should be some clarification on the order if 
the medication should be administered twice a 
day or as needed.

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 observation, 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 (#1). The 
finding is:

Morning observation in the home on 6/11/24 at 
8:00am revealed, the home manager observed 
administerrd GenTeal tears to client #1 two drops 
in each eye. 

Record review on 6/11/24 of client #1's physician 
orders signed 5/30/24 revealed an order for 
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W 368 Continued From page 3 W 368
GenTeal tears revealed an order to instill one 
drop in each eye twice daily. 

Interview on 6/11/24 with the home manager 
revealed that client #1 has always gotten 2 drops 
in each eye and was unaware of the change. 

Interview on 6/11/24 with the nurse confirmed the 
order should be administered as written with one 
eye drop in each eye. The nurse also revealed 
she was unaware of the order being changed.

FORM CMS-2567(02-99) Previous Versions Obsolete X8C611Event ID: Facility ID: 944895 If continuation sheet Page  4 of 4


