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W 249 PROGRAM IMPLEMENTATION W 249
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, record reviews, and
interview, the facility failed to ensure each client
received a continuous active treatment program
consisting of needed and services as identified in
the Individual Program Plan (IPP). this affected 1
of 4 audit clients (#4).The findings is:

Observations on 7/15/25 at 6:35am medication
pass client #4 attempted to scoop applesauce of
a medication cup with a regular plastic spoon.

Record review of client #4's IPP dated 4/24/25
revealed adaptive equipment listed as: high sided
plate, built up handle utensils for stable grasp and
clothing protector.

Further review of the occupational therapy
evaluation dated 4/11/25 reveal client #4 should
us built up handle utensils for a stable grasp.

Interview on 7/15/25 with staff A revealed she
should have used the built up utensils during the
medication pass.

Interview on 7/15/25 the home supervisor
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revealed staff should have used his adaptive
utensils during the medication pass.

W 368 DRUG ADMINISTRATION W 368
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 observation, record review and
interview, the facility failed to ensure client #4
received medications in accordance with
physician's orders. This affected 1 of 4 clients
observed receiving medications. The finding is:

During observations of medication administration
in the home on 7/14/25 at 6:35am, client #4
received crushed medication. Staff A place a pill
into the pill crusher and crushed the medication
and put in applesauce. Staff A gave the
medication cup with the crushed medication and
applesauce to the client to ingest.

Review on 7/14/25 of client #4's physician orders
dated 6/30/25 revealed no order for to crush
medication.

Interview on 7/15/25 with staff A revealed client
#4 will not swallow a whole pill they need to be
crushed, so he will take his medication.

Interview on 7/15/25 with the Nurse confirmed
there should be an order for the medications to
be crushed.

W 369 | DRUG ADMINISTRATION W 369
CFR(s): 483.460(k)(2)

The system for drug administration must assure
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that all drugs, including those that are
self-administered, are administered without error.
This STANDARD is not met as evidenced by:
Based on observation, record review and
interviews the facility failed to ensure all
medication were administered without error. This
affected 1 of 4 clients (#4) observed receiving
medications. The finding is:

Observations of medication administration in the
home on 7/14/25 at 6:35am, client #4 received a
multi-vitamin. Client #4 ate breakfast at 7:35am.

Review on 7/14/25 of client #4's physician orders
dated 6/30/25 revealed multivitamin take 1 tablet
by mouth once daily with a meal.

Interview on 7/15/25 with staff A revealed usually
during the school year they eat breakfast earlier
but breakfast is served later during the summer.

Interview on 7/15/25 with the Nurse confirmed the
medications should be given as the order is
written.
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