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CFR(s): 483.440(d)(1)
QP cI:_r dteiis)qntig l\:,will retrain' all staff
As soon as the interdisciplinary team has P o

formulated a client's individual program plan QP or designes will retrain all staff
A < * S on ensuring that all clients participate

each client must receive a continuous active in meqiqa?i%n passes ipduc'roing the opportunity
treatment program consisting of needed B paticesss fnel naceive edicalion
interventions and services in sufficient number i
and frequency to support the achievement of the QPQBM{.Desi nee wti_ll complete 2k

3 . 4 " y e medication observations per weel
glb;re'ctives identified in the individual program for 4 wnaie.

Target completion date: 1/2/2026

This STANDARD s not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure 1 of 3
audited clients (#5) received a continuous active
treatment program consisting of needed
interventions as identified in the person-centered
plan (PCP). The finding is:

Observation in the group home on 12/3/25 at 7:58
AM revealed client #5 to enter the medication
room for medication administration. Continued
observation revealed staff to retrieve and identify
each of the client's medications before popping
them into a medication cup. Further observation
revealed staff to hand client #5 the medication
cup and a glass of water, and for the client to take
her medication independently. At no time was
client #5 offered an opportunity to participate in
her medication administration.

Review of client #5's record on 12/3/25 revealed RECEIVED

a PCP dated 5/30/25 which indicated a training DEC 22 2005
objective for the client to participate in medication C2d U
administration by pressing the correct medication

out of the blister pack at 90% accuracy with no DHSR-MH Licensure Sact
more than one partial physical prompt for three

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

) ; ; y /. 20
Aevin Clark, Vica Pradont 84 Operatzons 2/5/2025 e
i ing wi i i i instituti from correcting providing it is determined tha
defi statement ending with an asterisk (*) denotes a déﬁélencf which the institution may be excused 1
s&)\;r :algzr;gds provide sufﬁ;gm protection to the patients. (See instructions.) Except r:or nurs;;g h;;nes%‘:agnf;r;d:;‘%spslzzt:% fa:::r: cat;gnd;sr:l;?sasgas:glgams
[ rvey whether or not a plan of correction is provided. For nursing homes, the above finai cor ar :
gwfl&?o&ieng%ee %fa?g ttfgse documents areelnade available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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consecutive months.
Interview with the qualified intellectual disability This page intentionally left blank
professional (QIDP) on 12/3/25 confirmed client
#5's training objectives are current. Continued
interview with the QIDP confirmed staff should
have provided client #5 the opportunity to
participate in her medication administration.
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