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E 032 Primary/Alternate Means for Communication

CFR(s): 483.475(c)(3)

[(c) The [facility] must develop and maintain an 

emergency preparedness communication plan 

that complies with Federal, State and local laws 

and must be reviewed and updated at least 

annually.] The communication plan must include 

all of the following: 

(3) Primary and alternate means for 

communicating with the following:

(i) [Facility] staff.

(ii) Federal, State, tribal, regional, and local 

emergency management agencies.

*[For ICF/IIDs at §483.475(c):] (3) Primary and 

alternate means for communicating with the 

ICF/IID's staff, Federal, State, tribal, regional, and 

local emergency management agencies.

This STANDARD  is not met as evidenced by:

E 032

 Based on record review and interviews, the 

facility failed to develop an alternate means for 

communicating with facility staff, regional and 

local governments during an emergency.  The 

finding is:

The facility failed to develop an alternate means 

for communicating with staff, regional and local 

governments during an emergency.

Review on 9/27/18 of the facility's Emergency 

Preparedness Plan (EP) dated 2017 revealed the 

facility instructed facility staff to utilize landlines to 

communicate with other staff and state and local 

government agencies. There was information 

instructing staff to use their cellphones to 

communicate if needed.

Interview on 9/27/18 with the qualified intellectual 
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E 032 Continued From page 1 E 032

disabilities professional (QIDP) revealed there is 

no requirement that direct staff have a cellphone 

to be employed with the facility. Further interview 

revealed facility management has considered the 

purchase of a cellphone to be utilized in the event 

power is lost in the facility. However as of this 

date, no alternate communication method has 

been established.

W 126 PROTECTION OF CLIENTS RIGHTS

CFR(s): 483.420(a)(4)

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.

This STANDARD  is not met as evidenced by:

W 126

 Based on record review and interviews, the 

facility failed to ensure 1 of 3 audit clients (#5) 

was taught money management skills to the 

extent of his capabilities.  The finding is:

Clients #5 was not considered for money 

management training after this need was 

identified in his adaptive behavior inventory (ABI) 

and his individual program plan (IPP).

Review on 9/28/18 of client #5's IPP dated 

5/25/18 revealed he requires assistance with 

most activities of daily living such as: bathing, 

grooming, household tasks, medication 

administration, money management and safety.

Review on 9/28/18 of client #5's ABI dated 5/4/18 

revealed he has no independence in any area of 

money management to include: recognizing 

money, distinguishing coins, making change 
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W 126 Continued From page 2 W 126

making purchases.

Interview on 9/28/18 with the Quality Assurance 

Professional confirmed client #5 has not been 

considered for training in the area of money 

management.

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, interviews and record 

review, the facility failed to ensure 1 of 3 audit 

clients (#5) received a continuous active 

treatment plan consisting of needed interventions 

and services as identified in the individual 

program plan (IPP) in the areas of dining and 

privacy guidelines.  The findings are:

a. Client #5's privacy guidelines were not 

followed.

During observations on 9/27/18 at 5pm, staff took 

client #5 into the bathroom near the laundry 

room. He sat on the toilet with his pants down. 

Direct care staff walked out of the bathroom and 

left the door open exposing client #5 to anyone 

who walked by the hallway. Direct care staff 
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W 249 Continued From page 3 W 249

walked back in the bathroom and verbally cued 

client #5 him to stand up and pull his pants up. 

Staff never cued him to close the bathroom door 

during toileting.

Review on 9/28/18 of client #5's IPP dated 

5/25/18 revealed privacy guidelines which 

included the following steps: 

1) Make certain the bathroom door is closed

2) Assist with closing the door

3) When getting dressed, make certain the door 

is closed

4)  When he undresses, make certain the door is 

closed.

b. Client #5's dining guidelines were not followed.

During observations of supper on 9/27/18 at 

5:35pm, staff sat next to client #5 on his right side 

and fed him using a spoon. Staff would wait for 

him to chew each spoonful and then scooped 

another spoonful of food and continued to feed 

him. 

Review on 9/28/18 of client #5's IPP revealed 

guidelines with the following steps:

1) Takes spoon to mouth

2) Holds head up

3) chews food completely

4) Sip Liquids

5) Wipes mouth with napkin

Interview on 9/28/18 with the Quality Assurance 

Professional revealed these privacy and dining 

guidelines in client #5's IPP are current and 

should be followed.
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