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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 and interview, the facility
failed to ensure 3 of 6 clients (#1, #3, and #5)
received a continuous active treatment program
relative to formal and informal interventions. The
findings are:

A. The facility failed to ensure an active treatment
program for client #1. For example:

Observations in the group home on 7/9/24 from
4:00 PM to 6:00 PM revealed client #1 to have a
snhack, receive medication, and participate in the
dinner meal. Continued observations revealed
client #1 to otherwise sit in the living room
unengaged. Further observation revealed client
#1 to remain unengaged for approximately 56
minutes during survey observations.

Observations in the group home on 7/10/24 from
6:45 AM to 8:30 AM revealed client #1 to
participate in the breakfast meal, receive
medication, and sit in the living room. Continued
observation revealed client #1 to remain
unengaged for approximately 23 minutes during
survey observations.
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B. The facility failed to ensure an active treatment
program for client #3. For example:

Observations in the group home on 7/9/24 from
4:00 PM to 6:00 PM revealed client #3 to have a
shack, receive medication, and participate in the
dinner meal. Continued observations revealed
client #3 to otherwise sit in the living room or
stand in the kitchen unengaged. Further
observation revealed client #3 to remain
unengaged for approximately 45 minutes during
survey observations.

Observations in the group home on 7/10/24 from
6:45 AM to 8:30 AM revealed client #3 to
participate in the breakfast meal, receive
medication, and sit in the living room. Continued
observation revealed client #3 to remain
unengaged for approximately 58 minutes during
survey observations.

C. The facility failed to ensure an active treatment
program for client #5. For example:

Observations in the group home on 7/10/24 from
6:45 AM to 8:30 AM revealed client #5 to
participate in the breakfast meal, hygiene, receive
medication, and sit in the living room. Continued
observation revealed client #5 to remain
unengaged for approximately 30 minutes during
survey observations.

Interview with the program manager on 7/10/24
verified staff should engage each client in formal
and informal active treatment interventions every
10 to 15 minutes during daytime shifts.

W 368  DRUG ADMINISTRATION W 368
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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
interview, the facility failed to ensure all
medications were administered in compliance
with the physician's orders for 1 of 6 clients (#3).
The finding is:

Observation in the group home on 7/10/24 at 7:10
AM revealed client #3 to participate in medication
administration by retrieving their medication box,
hand over hand assistance with staff, and taking
their medication independently. Continued
observation revealed client #3 to begin the
breakfast meal at 7:40 AM.

Review of client #3's record on 7/10/24 revealed
physician orders dated 6/24/24. Review of the
physician's order indicated instructions for
prescribed Ziprasidone 60mg are "take one
capsule by mouth three times daily after meals."

Interview with the program manager on 7/10/24
revealed client #3's physician's orders are
current. Continued interview confirmed staff
should following specific order instructions as
prescribed.
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