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W 125 PROTECTION OF CLIENTS RIGHTS

CFR(s): 483.420(a)(3)

The facility must ensure the rights of all clients.  

Therefore, the facility must allow and encourage 

individual clients to exercise their rights as clients 

of the facility, and as citizens of the United States,  

including the right to file complaints, and the right 

to due process.

This STANDARD  is not met as evidenced by:

W 125

 Based on record review and interview, the facility 

failed to assure 1 of 1 audit clients (#5) with an 

out of state legal guardian had an instate 

processing/resident agent assigned.  The finding 

is:

Client #5 has an out of state legal guardian with 

no assigned in state processing/resident agent.

Review on 4/17/18 of client #5's IPP dated 

5/25/17 mentioned her guardian. Further review 

of the legal section revealed her legal guardian 

lives out of state.  The review of the legal section 

of the record did not reveal any in state 

processing or resident agent.

Interview with the qualified intellectual disabilities 

professional (QIDP) on 4/17/18 confirmed client 

#5 does not have a resident agent assigned to 

her.

 

W 130 PROTECTION OF CLIENTS RIGHTS

CFR(s): 483.420(a)(7)

The facility must ensure the rights of all clients.  

Therefore, the facility must ensure privacy during 

treatment and care of personal needs.

This STANDARD  is not met as evidenced by:

W 130

 Based on observations, record reviews and  
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W 130 Continued From page 1 W 130

interviews, the facility failed to assure privacy for 

1 of 3 audit clients (#3). The finding is:

Client #3 was not consistently afforded privacy 

during dressing.

During observations on 4/17/18, client #3 was 

observed at 6:30am in only underpants in her 

bedroom with the door wide open. A peer walked 

by her room.  She remained like this as she put 

her bra on. During that time, approximately five 

minutes later a staff came by and told her the 

door needed to be closed as she closed the door.

Review on 4/17/18 of client #3's record revealed 

an assessment tool dated 9/28/7  indicating she 

independently observes privacy.

Interview with management on 4/17/18 confirmed 

she should have been assisted in closing the 

door before dressing.

W 249 PROGRAM IMPLEMENTATION

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:

W 249

 Based on observations, record review and 

interview, the facility failed to assure 1 of 3 audit 
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W 249 Continued From page 2 W 249

clients (#3) was provided diet consistency and 

adaptive dining equipment and assisted in goal 

implementation as per her individual program 

plan (IPP.) The findings are:

1.  Client #3 was not provided the correct diet 

consistency and adaptive dining equipment as 

per her IPP.

During observations on 4/17/18 at 8:10am, client 

#3 independently obtained her toothbrushing 

items, went into the bathroom alone and brushed 

her teeth for approximately 30 seconds not 

covering all surfaces and rinsed with mouthwash.  

She then returned her items. 

Interview with client #3 revealed this is her normal 

way of doing her teeth. When asked if staff 

usually goes with her she indicated they do not.

Review of client #3's IPP dated 9/28/17  revealed 

a formal goal for toothbrushing which focused on 

flossing teeth.  This goal included brushing outer 

top, inner top, outer bottom and inner bottom 

teeth.  

Interview with management confirmed client #3 

should have been assisted in integrating the 

toothbrushing goal.

2.  Client #3 was not consistently provided 

appropriate diet and dining utensils.

During observations on 4/16/18 and 4/17/18, 

client #3 ate with a spoon that was the same as 

others.  A regular utensil with a teaspoon.  She 

also received a non cut to 3/4 inch diet 

consistency. For example, at lunch on 4/16/18, 

client #3 was served a whole hot dog, chips and 
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W 249 Continued From page 3 W 249

fig newtons and slaw.  

Review of client #3's IPP dated 9/28/17 revealed 

she should receive 3/4 inch size or smaller food 

pieces.  This was documented in the most recent 

occupational therapy evaluation dated 3/3/18.  It 

further noted she should use a small bowl spoon 

which was not further defined.

Interview with management, agreed that client #3 

should have received small pieces of food but 

was unsure of what "small bowl spoon" client #3 

needed.

W 288 MGMT OF INAPPROPRIATE CLIENT 

BEHAVIOR

CFR(s): 483.450(b)(3)

Techniques to manage inappropriate client 

behavior must never be used as a substitute for 

an active treatment program.

This STANDARD  is not met as evidenced by:

W 288

 Based on record review and interview, the facility 

failed to assure that one substance prescribed for 

sleep was incorporated into the active treatment 

plan for 1 of 3 audit clients (#2).  The finding is:

Client #2's Melatonin was not incorporated into an 

active treatment plan.

Review on 4/18/18 of client #3's IPP dated 

1/11/18 revealed she is prescribed Melatonin for 

sleep.  The physician's order dated 2/1/18 

indicated she should receive Melatonin 3 mg. 1 

tablet by mouth at bedtime for sleep.  Further 

review revealed there was no active treatment or 

behavior plan targeting sleep.  
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W 288 Continued From page 4 W 288

Interview with the management staff on 5/18/18 

revealed there is no plan to treat the behavior of 

not sleeping at night.  The management staff 

stated they do take data on sleep but are not 

monitoring this data with an active treatment goal 

or program.

W 369 DRUG ADMINISTRATION

CFR(s): 483.460(k)(2)

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

 Based on observations, record review and 

interview, the facility failed to assure all 

medications were given without error. This 

affected one of three audit clients (#3).  The 

finding is:

Client #3 did not receive her Iron and Zoloft as 

ordered.

During observations of the medication pass on 

4/17/18, client #3 punched her Iron and Zoloft 

from the pill packet.  She was assisted crushing 

her medications and she did not take the cup with 

these two medications in it.  There was no effort 

by staff to get her to take it when she said she 

was not going to take that cup.  Client #3 was told 

to throw it away in the trash can and she did.

Interview on 4/17/18 with staff indicated this 

would be a medication error based on client #3's 

refusal to take the medications.  She was asked if 

she was trained to do anything to get her to take it 
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W 369 Continued From page 5 W 369

she stated she was not.

Interview on 4/17/18 with the nurse by phone 

confirmed this is a medication error.

W 440 EVACUATION DRILLS

CFR(s): 483.470(i)(1)

The facility must hold evacuation drills at least 

quarterly for each shift of personnel.

This STANDARD  is not met as evidenced by:

W 440

 Based on interviews and record reviews the 

facility failed to assure that fire drills occurred one 

per shift per quarter.  This potentially affected all 

clients living in the home. The finding is:

The fire drills were not conducted one per shift 

per quarter.

Review on 4/17/18 of the fire drill reports revealed 

there was not one per shift per quarter.

Interview with management staff on 4/17/18 

confirmed the drills were not conducted one per 

shift per quarter.
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