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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 observations, record review and 

interviews, the facility failed to ensure that 

restrictive techniques were monitored and 

reviewed annually by the human rights committee 

(HRC) for 5 of 5 clients (#1, #2, #3, #4 and #5). 

The finding is:

Observations throughout the recertification survey 

period from 7/16/24 - 7/17/24 revealed exterior 

door alarms to chime as staff, clients and 

surveyors entered and exited the group home. 

Continued observations revealed client #1's 

bedroom closet door to be locked. 

Review of clients' #2, #3, #4 and #5 records on 

7/17/24 revealed a signed consent by the legal 

guardians relative to exit door alarms, fence, 

window and pantry door locks, and closet doors. 

Continued review did not reveal consents signed 

by the HRC. Further review did not reveal 

consents signed by the HRC for client's #1 locked 

closet door or exit door alarms. 

  

Interview with the qualified intellectual 

developmental professional (QIDP) on 7/17/24 

revealed that updated signed consent forms 

could not be located during the survey. Continued 

interview revealed HRC limitation consent forms 

for all clients should be updated and signed by 

the HRC annually.

 

W 263 PROGRAM MONITORING & CHANGE W 263

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 

other safeguards provide sufficient protection to the patients . (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 

following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 

days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 

program participation.
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W 263 Continued From page 1 W 263

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 that 

restrictive techniques were monitored and 

reviewed by legal guardian for 1 of 5 clients (#1). 

The finding is:

Observations throughout the recertification survey 

period from 7/16/24 - 7/17/24 revealed exterior 

door alarms to chime as staff, clients and 

surveyors entered and exited the group home. 

Continued observations revealed client #1's 

bedroom closet door to be locked. 

Review of client's #1 record on 7/17/24 did not 

reveal consents signed by the legal guardian 

relative to exit door alarms and locks on the 

closet doors. 

  

Interview with the qualified intellectual 

developmental professional (QIDP) on 7/17/24 

revealed that updated signed consent forms 

could not be located during the survey. Continued 

interview revealed HRC limitation consent forms 

for all clients should be updated and signed by 

the legal guardian annually.

 

W 369 DRUG ADMINISTRATION

CFR(s): 483.460(k)(2)

The system for drug administration must assure 

that all drugs, including those that are 

self-administered, are administered without error.

W 369
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W 369 Continued From page 2 W 369

This STANDARD  is not met as evidenced by:

 Based on observation, record review and 

interview, the facility failed to assure all drugs 

were administered without error for 1 of 5 clients 

(#1) observed during medication administration. 

The finding is:

Observation in the group home on 7/17/24 at 7:05 

AM revealed staff C to prompt client #1 to obtain 

a cup from the kitchen and to walk into the 

medication room. Continued observation revealed 

staff to prompt client #1 to pour water into a cup 

and identify their medication basket. Further 

observation revealed staff to educate client #1, 

place all morning medications into a medicine 

cup and the client was observed to take all 

medications whole with water. 

Staff C administered client #1's Vitamin 

D,50MCG (2000IU), Bupropion 150MG, and 

Aripiprazole 20MG. Staff also informed client #1 

that his controlled medication Methylphenid 

54MG was not available for staff to administer. 

Interview with staff C on 7/17/24 revealed that 

client #1 controlled medication Methylphenid 

54MG should be administered daily at 8AM, 

however the medication is not currently available 

in the group home. When asked by surveyor, 

when was the last time client #1 received this 

medication? Staff response after viewing the 

MAR was 6/26/24.

Review of records for client #1 on 7/16/24 

revealed physician orders dated 7/17/24. Review 

of the 7/1/24 physician orders revealed 

medications to administer at 8:00 AM to be 

Vitamin D,50MCG (2000IU), Bupropion 150MG, 

Aripiprazole 20MG and Methylphenid 54MG.
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W 369 Continued From page 3 W 369

Interview with the facility nurse on 7/16/24 

confirmed the 7/1/24 physician orders for client 

#1 to be current. Continued interview with the 

facility nurse revealed that client's Methylphenid 

54MG script have not been signed by the doctor. 

Further interview revealed that the client had not 

received his Methylphenid 54MG since 6/26/24. 

Subsequent interview revealed that the pharmacy 

had been contacted as of today and was 

informed that the doctor has agreed to sign the 

script once he gets to a stopping point. 

Additional interview with the facility nurse 

revealed that the medications should be available 

to the group home by 7/18/24 in the morning. The 

facility nurse also confirmed that the medication 

was not available to administer to client #1 at 8:00 

AM today.
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