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W 252 483.440(e)(1) PROGRAM DOCUMENTATION

Data relative to accomplishment of the criteria 

specified in client individual program plan 

objectives must be documented in measurable 

terms.

This STANDARD  is not met as evidenced by:

W 252 2/15/14

 Based on interview and record review the facility 

failed to ensure data is collected to support 

increasing the dosage of behavioral medication 

for 1 of 2 individuals who use medication as part 

of a behavior plan, R2.

Findings include:

According to the July 16, 2013 Individual Service 

Plan (ISP) R2's diagnoses include Major 

Depression with Psychotic Features and Chronic 

Hyper Impulse Control.  The behavior section of 

the ISP reads, "He demonstrates moderately 

serious internalized maladaptive behaviors, 

including withdrawal and inattentive behavior and 

unusual or repetitive habits.  He demonstrates 

marginally serious externalized maladaptive 

behaviors, including destructiveness to property 

and hurting others."

The Behavior Management/Resident Rights 

Committee dated 12/31/13 notes the behavior 
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W 252 Continued From page 1 W 252

being collected is Isolation, Paranoia and Suicidal 

Statements.  The minutes  read, "(R2) has had a 

slight decrease in his behaviors for this quarter, 

as opposed to last quarter.  Last quarter (R2) had 

13 behaviors, and this quarter he had 2 

behaviors.... (R2's) Geodon will be decreased by 

10 mg when he exhibits 0 behavioral incidents for 

3 consecutive months."

A Community Support Team meeting was held on 

12/4/13, R2's Geodon was increased from 60 mg. 

twice daily to 80 mg. twice daily. The reason 

given for the increase is "due to an increase in 

maladaptive behaviors.  E4 (Psychiatrist) 

increased R2's Geodon."

E1, Residential Services Director, was 

interviewed on 1/22/14.  E1 said R2's medication 

was increased because he is very paranoid, he 

doubts himself and his self esteem goes down 

and he isolates more.  The medication was 

increase based on testimonial evidence.  E1 

confirmed there  is no evidence that the data 

supports the medication increase.

W 369 483.460(k)(2) DRUG ADMINISTRATION

The system for drug administration must assure 

that all drugs, including those that are 

self-administered, are administered without error.

This STANDARD  is not met as evidenced by:

W 369 2/20/14

 Based on observation and interview, the facility 

failed to administer medication in accord with the 

physician's order for 1 of  6 individual  (R6) 

observed during medication administration.

Findings include:
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W 369 Continued From page 2 W 369

E3, direct care, was observed during the 

medication administration on 1/21/2014 at 

approximately 4:12 p.m. in the medication room.    

E3 observed assisting R5 with her medications at 

approximately 4:30 p.m. E3 observed to hand R5 

her medication inhaler QVAR 80 mcg with a 

Aerochamber.  R5 assembled the inhaler to the 

Aerochamber and attempted to take her 

medication but it was empty.  

Review of the Medication Administration Record 

dated January 2014 documented that R5 missed 

3 doses of QVAR 80 mcg on 1/20/2014,  

1/21/2014 at 5:00 p.m. and 1/21/2014 at 7:00 

a.m.  because the medication was unavailable.

E3 was interviewed on 1/21/2014 at 

approximately 4:40 p.m. and stated that R5's 

medication inhaler QVAR 80 mcg was re-ordered 

on 1/9/2014 but we have not received the 

medication yet.  E3 showed the surveyor a 

document titled Medication Ordering and 

Receiving Log which validated that R5's 

medication was re-ordered on 1/9/2014.
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