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W0126 483.420(a)(4)
PROTECTION OF CLIENTS RIGHTS
The facility must ensure the rights of all
clients. Therefore, the facility must allow
individual clients to manage their financial
affairs and teach them to do so to the extent
of their capabilities.
Based on record review and interview, the WO0126 The Program Director will be 10/06/2012
facility failed for 2 of 4 sampled clients retrained on writing client goals
(#3, #4) to ensure clients #3 and #4 had a gnq gbjec’uves based on their
o o ] individual needs.
training program for their identified
finances training needs. The Program Director, in
conjunction with the
- g . . Interdisciplinary teams, will create
Findings include: finance goals for clients 3 and 4.
The record of client #3 was reviewed on Ongoing, the Program Director
8/30/12 at 11:08a.m. Client #3's 6/4/12 will work with the interdisciplinary
individual support plan (ISP) indicated teams Fo.ensure tha.t eagh C“er.]t
. . has training goal to identify their
client #3 lacked financial knowledge and specific areas of need.
was in need of goals developed for money
management. Client #3 did not have any Ongoing, all Individualized
. .. Support Plans will be reviewed by
money skills training programs currentl
. y & prog y the Area Director and/or Quality
in place. Assurance Manager, to ensure
accuracy and to ensure that all
The record of client #4 was reviewed on areas of need are met for each
8/30/12 at 9:32a.m. Client #4's 6/4/12 client.
individual support plan (ISP) indicated Responsible Party: Program
client #4 lacked financial knowledge and Director, Area Director, and
was in need of goals developed for money Quality Assurance Manager.
management. Client #4 did not have any
money skills training programs currently
in place.
Interview of staff #1 on 8/30/12 at
11:45a.m. indicated clients #3 and #4 had
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money training needs and did not have
current money training programs in place.
9-3-2(a)
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W0130 483.420(a)(7)
PROTECTION OF CLIENTS RIGHTS
The facility must ensure the rights of all
clients. Therefore, the facility must ensure
privacy during treatment and care of
personal needs.
Based on observation and interview, the WO0130 All staff will be retrained on client 10/06/2012
facility failed for 1 of 4 sampled clients dignity especially ensuring that all
(#3) and one non-sample client (#7) to clients haye privacy Yvhen thgy
. . ] . are assisting them with dressing
ensure the clients' privacy during dressing and/or bathing.
and bathing.
Ongoing, the Home Manager
Findings include: and/or Progrgm Director will
complete active treatment
observations twice per week for
An observation was done on 8/27/12 from four weeks to observe if staff are
4:54p.m. to 6:40p.m. at the group home. maintaining consumers dignity
At 5:15p.m., client #7 was bathing with when they'are assisting C.l lents
with dressing and/or bathing.
the bathroom door open and could be After four weeks the Home
observed from the hallway. Staff #5 was Manager and/or PD will complete
in the bathroom with client #7. After active treatment observations
bathing, client #7 was naked and drying once per W.e?k o observe IT staff
2 . are maintaining consumers
off in his bedroom with the bedroom door dignity when they are assisting
open. Staff #5 was in the bedroom with clients with dressing and/or
client #7 and did not prompt client #7 to bathing.
shut the door for privacy. An observation
P y ) Responsible Party: Home
was done on 8/28/12 from 5:45a.m. to Manager, Program Director, Area
7:44a.m. At 6:08a.m., staff #6 assisted Director
client #3 with getting dressed in client
#3's bedroom. The bedroom door was
open. Client #3's bedroom was visible
from the living room. Client #3 could be
seen naked from the living room.
Interview of staff #1 on 8/30/12 at
11:45a.m. indicated the bedroom door
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should be shut when staff are assisting
clients with the changing of clothes. Staff
#1 indicated staff should have the
bathroom door shut during bathing.
9-3-2(a)
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W0227 | 483.440(c)@)
INDIVIDUAL PROGRAM PLAN
The individual program plan states the
specific objectives necessary to meet the
client's needs, as identified by the
comprehensive assessment required by
paragraph (c)(3) of this section.
Based on observation, record review and w0227 The Program Director, in 10/06/2012
interview, the facility failed for 1 of 4 conjunction with Client #1s '?fT
. . , will develop goals so that sta
.san.lp'led clients (#1) to ensure client #1 s could assist Client #1 with oral
individual support plan (ISP) had training hygiene needs as recommended
programs in place to address the by the dentist and also assist
identified needs of hygiene with drooling Client #1 with drooling.
and dental hygiene needs. Client #1 ISP will be updated to
reflect the new goals.
Findings include:
The Program Director will be
During the facility observations on retrained on t.he peed to ensure
that goals/objectives are
8/27/12 from 4:54p.m. to 6:40p.m. and on developed as needed based on
8/28/12 from 5:45a.m. to 7:44a.m. client dentist/doctor recommendations
#4 had drool from her bottom lip. Staff and client needs such as drooling
were not prompting client #1 to wipe her .
P pting p Ongoing the Area Director will
mouth. review the next 3 ISPs written by
the Program Director to ensure
Record review for client #1 was done on that goals/objectives are
8/30/12 at 10:24a.m. Client #1 had an developed as needed regarding
o communication needs
11/9/11 dental exam that indicated "heavy
plaque” and assist with brushing. Client Responsible Party: Program
#1 had physician notes which indicated Director, Area Director
on 2/22/11 "drooling a lot" and on 5/5/12
"drooling same as before." Client #1 had a
9/15/11 ISP. Client #1's ISP did not
address her identified drooling and tooth
brushing needs.
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Staff #1 was interviewed on 8/30/12 at
11:45a.m. Staff #1 indicated client #1
often drooled. Staff #1 indicated client #1
did not have training programs in place to
address the identified need regarding
dental hygiene and drooling.
9-3-4(a)
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W0312 483.450(e)(2)
DRUG USAGE
Drugs used for control of inappropriate
behavior must be used only as an integral
part of the client's individual program plan
that is directed specifically towards the
reduction of and eventual elimination of the
behaviors for which the drugs are employed.
Based on record review and interview, the W0312 Client #3's Behavior support plan 10/06/2012
facility failed for 1 of 3 sampled clients will be updated to include the
(client #3) who took behavior control psycho.troplc med|cgt|ons they
) are taking for behavior
drugs, to ensure the behavior control management. The Behavior
medications were part of client #3's Support Plan will also be updated
individual support plan (ISP). to include titration plans for these
medications. After the Behavior
o . Support Plan is updated, the
Findings include: Program Director will obtain
guardian and Human Rights
Review of the record of client #3 was Committee approval for the
done on 8/30/12 at 11:08a.m. Client #3's updates.
6/4/12 ISP indicated client #3's diagnoses The Program Director will receive
included, but were not limited to, retraining on ensuring that any
Depression and Insomnia. Physician psychotropic medications that
orders on 7/30/12 indicated client #3 coNSUMers are receiving for
. . o behavior management are
received the behavior control medications included in the consumers
Celexa and Buspar. The ISP failed to Behavior Support Plans and
include the behavior control medications Guardian and Human Rights
: : Committee approvals are
in a plan of reduction.
p obtained as needed. The
Program Director will also receive
Interview of staff #1 on 8/30/12 at retraining to ensure that titration
11:45a.m. indicated client #3 did not have plans for any psychotropic
his current behavior control medications medlcathns being takgn are
. . included in the Behavior Support
addressed in a plan of reduction.
Plans.
9-3-5(a)
Ongoing, the Program Director
will work with the Behavior
Consultant to notify them of any
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changes or additions to all
consumers’ psychotropic
medications so that they can be
included in the Behavior Support
Plans and titration plans can be
developed for the medications.
Responsible Party: Program
Director, Behavior Specialist
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W0449 | 483.470(i)(2)(iv)
EVACUATION DRILLS
The facility must investigate all problems
with evacuation drills and take corrective
action.
Based on record review and interview, the W0449 The Program Director, in 10/06/2012
facility failed for 1 of 7 clients (#6) conjunction with Client #6's IDT
residing in the group home, to ensure will develop a goal so that staff
siding group > L0 enst could assist Client #6 with
client #6's refusal to evacuation drills was refusals to evacuation drills.
addressed.
Client #1 ISP will be updated to
Findings include: reflect the new goals.
The Program Director will be
Record review of the facility's evacuation retrained on the need to ensure
drills for clients #1, #2, #3, #4, #5, #6 and that goals/objectives are
#7 was done on 8/27/12 at 3:52p.m. developed as needed based on
. . . consumers responses/refusals to
Evacuation drill reports were reviewed for evacuation drills.
the time period from 8/1/11 through Ongoing the Area Director will
8/27/12. The following was indicated (for review the next 3 ISPs written by
client #6) from the reports: 11/7/11 the Program D |r§ctor to ensure
" " 12/9/11 "refused:" 5/10/12 that goals/objectives are
refused"; retused, developed as needed based on
"refused"; 6/12/12 "refused." consumers responses/refusals to
evacuation drills.
Staff #1 was interviewed on 8/30/12 at ,
. o . Responsible Party: Program
11:45a.m. Staff #1 indicated client #6 had Director, Area Director
some refusals during evacuation drills.
Staff #1 indicated the facility had not
addressed client #6's refusals to
evacuation drills and indicated client #6
was need of a training program for this.
9-3-7(a)
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