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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 observations, record reviews and 

interviews, the facility failed to ensure techniques 

manage the inappropriate behaviors of 2 of 4 

audit clients (#2, #3) were included in their active 

treatment plans.  This affected clients residing in 

Woodside and Meadowview living units. The 

findings are:

1.  Staff locked client #3's electric razor in the 

direct care staff office, however; this information 

was not included in his Individual Program Plan 

(IPP) or Behavior Support Program (BSP). 

During observations on 7/24/18 at 7:04am, direct 

care staff prompted client #3 to go to the 

bathroom to get his shower. Staff handed him his 

grooming kit.

During an interview immediately afterwards on 

7/24/18 at 7:05am, staff were asked if client #3 

had access to all of his grooming items. Staff 

indicated client #3's electric razor is locked in the 

staff office due to concerns that he may injure 

himself with components from the razor. 

Review on 7/25/18 of client #3's IPP dated 

4/16/18, revealed he had a priority training need 

to maintain/improve his grooming and hygiene 

skills. Further review of his IPP revealed a formal 

training objective to shave his face weekly for 20 
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W 288 Continued From page 1 W 288

consecutive sessions, which was implemented on 

5/15/18. Review of the training objective revealed 

no information to indicate client #3 had to ask 

direct care staff to get his electric razor out of the 

locked staff office. 

Review on 7/25/18 of client #3's BSP dated 

5/1/18 revealed target behaviors of aggression, 

property destruction, elopement, non-compliance 

and self-injurious behaviors. Property destruction 

in client #3's BSP is described as throwing items 

on the floor and flooding the bathroom. Self-injury 

is described as cutting self, punching, hitting or 

kicking himself.  There is no information in the 

BSP regarding client #3's electric razor being 

locked up in the direct care staff office.

Interview on 7/24/18 with the Qualified Intellectual 

Disabilities Professional (QIDP) revealed client 

#3's electric razor is locked in the staff office due 

to concerns that he may dismantle it and use 

components of his electric razor to cause 

property damage or attempt to harm himself. 

Further interview confirmed there is no 

information in client #3's IPP or BSP regarding his 

electric razor being locked in the staff office due 

to concerns that he may injure himself. 

2.  Staff locked client #2's electric razor in the 

staff office due to concerns that he may injure 

himself with components from the razor, 

however; this information was not included in the 

IPP or BSP. 

During observations on 7/24/18 at 7:52am client 

#2 was shaving in the bathroom with direct care 

staff giving him verbal cues through the bathroom 

door to complete all areas on his face. 

Immediately afterwards direct care staff took 
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client #2's electric razor and locked in the staff 

office drawer. Further observation indicated there 

were 9 electric razors locked in this drawer.

Interview on 7/24/18 with direct care staff 

revealed client #2's electric razor is locked 

because of concerns he may attempt to harm 

himself with components from the razor.

Review on 7/25/18 of client #2's IPP dated 

4/26/18 revealed a priority training need to 

maintain/increase grooming/hygiene skills. 

Further review revealed client #2 can shave his 

face when needed but needs assistance to 

complete this task. There is no information in the 

IPP regarding client #2's electric razor being 

locked in the staff office.

Review on 7/25/18 of client #2's BSP dated 

5/10/18 revealed he has target behaviors of 

aggression, property destruction, elopement, 

program refusal, stealing and threats of 

self-harm.  Further review of this plan revealed he 

requires visual supervision when he is in the 

bathroom and in the living unit. There is no 

information in the BSP regarding client #2's 

electric razor being locked in the staff office.

Interview on 7/24/18 with the Division Director 

confirmed client #2's electric razor is locked in the 

staff office due to concerns that he may attempt 

to harm himself with components from the razor. 

She further acknowledged this information is not 

included in client #2's IPP or BSP.

W 460 FOOD AND NUTRITION SERVICES

CFR(s): 483.480(a)(1)

Each client must receive a nourishing, 

W 460
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W 460 Continued From page 3 W 460

well-balanced diet including modified and 

specially-prescribed diets.

This STANDARD  is not met as evidenced by:

 Based on observations, interviews and record 

review, the facility failed to ensure client #1 

received her prescribed diet as indicated.  This 

affected 1 of 1 audit clients residing in Newport.  

The finding is:

Client #1 did not receive her prescribed diet as 

indicated, including necessary supplements and 

additions.

During dinner observations in the home on 

7/23/18 at 5:10pm, client #1 was served pureed 

food items and nectar thickened tea, water and 

milk.  The client consumed 2 - 3 bites of the food, 

drank her liquids and threw away the remaining 

food.  No other food or drink items were offered 

or consumed by client #1 before leaving the 

dining room.  

During breakfast observations in the home on 

7/24/18 at 7:18am, client #1 consumed pureed 

food items and nectar thickened milk and water.  

The client consumed all food and drink items.  No 

other food or drink items were offered or 

consumed by the client at breakfast.  

During additional dinner observations in the home 

on 7/24/18 at 5:14pm, client #1 consumed 2 - 3 

bites of pureed food items and drank nectar 

thickened Kool-aid, milk and water. The client 

then threw away the remaining food.  No other 

food was offered or consumed by client #1; 

however, she did drink additional glasses of 

thickened water and Kool-aid.  
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Staff interviews (2) on 7/24/18 revealed client #1 

should consume a pureed diet with thickened 

liquids.  Additional interview indicated the client's 

thickened liquids and thickened Ensure Plus are 

already prepared and in the refrigerator in the 

dining room.

Review on 7/23/18 of client #1's Individual 

Program Plan (IPP) dated 2/14/18 revealed an 

interim meeting was held on 6/22/18 to 

temporarily change the client's diet to "pureed 

consistency".  Additional review of client #1's 

meal card indicated she receives a pureed food 

consistency and nectar thick liquids. The card 

also noted yogurt and 16 oz of nectar thick 

Ensure Plus should be added at breakfast while 

yogurt, pudding and 16 oz of nectar thick Ensure 

Plus should be added at lunch and pudding and 

16 oz of nectar thick Ensure Plus should be 

added at the dinner meal.  Further review of the 

meal card revealed the client should also receive 

8 oz of nectar thick Ensure Plus or 8 oz of nectar 

thick Ensure Clear for less than 50% meal intake.

Interview on 7/24/18 with the Qualified Intellectual 

Disabilities Professional (QIDP) and on 7/25/18 

with the Division Director confirmed client #1 

should consume thickened Ensure Plus at meals 

and additional items identified on her meal card 

(i.e. yogurt and pudding) as indicated.
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