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W 210 483.440(c)(3) INDIVIDUAL PROGRAM PLAN

Within 30 days after admission, the 
interdisciplinary team must perform accurate 
assessments or reassessments as needed to 
supplement the preliminary evaluation conducted 
prior to admission.

This STANDARD  is not met as evidenced by:

W 210

 Based on interview and record review, the facility 
failed to ensure assessments are completed 
within 30 days of admission for 1 of 1 client (R4) 
in the sample admitted to the facility in the past 
year. 

Findings include:

R4, per review of his medical record, was 
admitted to the facility on 1/7/16.  The facility 
failed to ensure the Comprehensive Functional 
Assessment included assessments that were 
completed within 30 days of admission.  The 
following assessments were not completed for R4 
within 30 days of admission:
  - Vocational Assessment completed 2/13/12
  - Nutritional Assessment completed 6/1/15
  - Vision Assessment completed 3/29/16
  - Nursing Assessment completed 2/25/16
  - Dental Examination completed 2/22/16
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W 210 Continued From page 1 W 210

  - Hearing Evaluation completed 2/9/16
  - Self -Medication Assessment completed 2/9/16
  - Occupational Therapy Assessment completed 
2/17/16

E2 (QIDP - Qualified Intellectual Disability 
Professional) was interviewed on 4/28/16 at 
1:10pm.  E2 reviewed R4's medical and program 
records and verified the above noted 
assessments were completed on the dates 
identified.  
E2 stated that R4's 30 day staffing was held on 
2/9/16.  E2 verified that R4's 30 day staffing does 
not include assessment information that was 
obtained after 2/9/16.

W 316 483.450(e)(4)(ii) DRUG USAGE

Drugs used for control of inappropriate behavior 
must be gradually withdrawn at least annually.

This STANDARD  is not met as evidenced by:

W 316

 Based on interview and record review, the facility 
failed to ensure an annual drug reduction 
occurred for 1 of 2 clients in the sample (R3) 
receiving medication for behavioral purposes.  

Findings include:

R3's current (April 2016) POS (Physician's Order 
Sheet) was reviewed.  R3 has an order for Zoloft 
50mg once daily at 8am.  
R3's program record was reviewed.  R3's annual 
staffing is dated 9/10/15 and R3 has a Behavior 
Management Program that was implemented on 
6/17/15.  There is no documentation in R3's 
record and / or Behavior Program that R3's Zoloft 
has been reduced in the past year.  There is no 
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documentation that R3 has been evaluated for a 
medication reduction in the past year.  

On 4/29/16 E4 (Residential Manager) provided 
documentation that identifies R3's Zoloft was 
initiated 5/9/12 at 25mg and then increased to the 
current dose of 50mg on 5/16/12.  
E4 provided documentation that noted the 
following:  (R3) has 2 incidents of aggressive 
behavior throughout the year ... (R3) has done a 
great job of redirecting himself away from triggers 
that would normally result in physical aggression.  
On 3/4/15 R3's physician documented that overall 
things have been good regarding anger 
aggression.  The physician documented it would 
be unrealistic to expect that there would not be at 
least 1 to 2 episodes a year.  The physician also 
documented that they have tried altering R3's 
dosage of Zoloft in the past and R3 has not done 
well with this.  
However, there is no documentation that R3's 
Zoloft has been decreased or increased since 
2012.  
There is no documentation, since 3/4/15, that the 
IDT has evaluated R3 for a decrease in his Zoloft.  

E4 was interviewed on 4/29/16 at 10:35am.  E4 
stated that R3 did have a rough summer last year 
(2015), however, the facility has no 
documentation as to what a "rough summer" 
means.
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