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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 observations, interviews and record 

review, the facility failed to ensure client #1 had 

the right to be treated with dignity regarding 

wearing appropriate clothing's.  This affected 1 of 

4 audit clients.  The finding is:

Client #1's dignity was not considered regarding 

wearing appropriate clothing's.

During observations at the day program and in 

the home on 2/4/19, client #1 was wearing slacks 

and a top which exposed the left of her trunk and 

belly area. Sometimes her undergarment were 

exposed.

Staff interview on 2/4/19 revealed client #1 

needed assistance to choose her clothing and 

she had fitting clothing in her room.  

Review on 2/4/19 of client #1's individual program 

plan (IPP) dated 4/12/18 revealed the client has 

the right to be treated with respect, consideration 

and dignity. Further review revealed client #1 

dress independently but required assistance with 

pulling over shirt. 

Interview on 2/4/19 with management revealed 

client #1 has plenty of clothing to chose from but 

needs assistance to choose the right size.
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W 125 Continued From page 1 W 125

Interview on 2/5/19 with the qualified intellectual 

disability professional (QIDP) revealed Client #1 

owns fitting clothes and she should be helped in 

making a choice.

W 129 PROTECTION OF CLIENTS RIGHTS

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

The facility must ensure the rights of all clients.  

Therefore, the facility must provide each client 

with the opportunity for personal privacy.

This STANDARD  is not met as evidenced by:

W 129

 Based on observations, record review and 

interviews, the facility failed to ensure each client 

had the right to their own personal privacy.  This 

affected client #6.  The finding is:

Client #6 was not afforded personal privacy.

During morning observations in the home on 

2/5/19, on two separate occasion, a staff opened 

the bathroom door and started talking to client #6.  

At no time did the staff knock at door.

Staff interview on 2/5/19 revealed client #6 was 

taking a shower and the staff was checking on 

her.

Review on 2/5/19 of client #6's adaptive behavior 

inventory (ABI) dated 10/30/18 revealed the client 

closes bathroom door for privacy independently. 

Further review a goal. " service  goal  3:afforded 

the same basic protections and grantees afforded 

to all citizens."

Interview on 2/5/19 with the qualified intellectual 
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W 129 Continued From page 2 W 129

disability professional (QIDP) revealed client #6 

should be afforded privacy during a shower by 

staff knocking at the door.

W 231 INDIVIDUAL PROGRAM PLAN

CFR(s): 483.440(c)(4)(iii)

The objectives of the individual  program plan 

must be expressed in  behavioral terms that 

provide  measurable indices of performance.

This STANDARD  is not met as evidenced by:

W 231

 Based on record reviews and interview, the 

facility failed to ensure the individual program 

plan (IPP) included goals which were expressed 

in behavioral terms that provide measurable 

indices of performance for 1 of 4 audit clients 

(#6).  The finding is:

Client objective did not provide measurable 

indices of performance. 

Review on 2/5/19 of client #6's IPP dated 8/3/18 

revealed an objectives with no measuring indices:

"[Client #6], will refrain from physical aggression 

for a period of six (6) consecutive months."

Interview on 2/5/19 with the qualified intellectual 

disabilities professional (QIDP) confirmed the 

objective statements the client needed to be 

revised to include measurable indices of 

performance.

 

W 288 MGMT OF INAPPROPRIATE CLIENT 

BEHAVIOR

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

Techniques to manage inappropriate client 

W 288
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W 288 Continued From page 3 W 288

behavior must never be used as a substitute for 

an active treatment program.

This STANDARD  is not met as evidenced by:

 Based on observations, interviews and record 

review, the facility failed to ensure a technique to 

manage client #6's moods was included in a 

formal active treatment plan.  This affected 1 of 4 

audit clients.  The finding is:

The use of Lithium was not included in client #6's 

active treatment plan.

Review on 2/5/19 of client #6's physician's orders 

dated 1/2/19 revealed the client ingests Lithium 

450mg ER once daily at morning.  Additional 

review of the client's record did not include a 

formal treatment plan which incorporated the use 

of Lithium.

Interview on 2/5/19, with the Qualified Intellectual 

Disabilities Professional (QIDP) confirmed he 

was not aware that client #6 takes Lithium as a 

mood stabilizer.  The QIDP acknowledged the 

medication should be included in a formal active 

treatment plan.

 

W 368 DRUG ADMINISTRATION

CFR(s): 483.460(k)(1)

The system for drug administration must assure 

that all drugs are administered in compliance with 

the physician's orders.

This STANDARD  is not met as evidenced by:

W 368

 Based on observations, interviews and record 

reviews, the facility failed to ensure a physician's 
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W 368 Continued From page 4 W 368

orders were followed as written for 1 of 4 audit 

clients (#5).  The finding is:

Physician's orders were not followed as indicated 

for client #5.

During observations of medication administration 

in the home on 2/5/19 at 7:28am, poured Gavilax 

to a regular medication cup half full.

Review on 2/5/19 of client #5's physician's orders 

dated 1/2/19 revealed an order for, "Gavilax, mix 

1 capful to the indicated line (17GM) in 4-8OZ 

fluid and take by mouth daily."

Interview on 2/5/19 with the medication technician 

revealed, client #5 gets Gavilax and it is 

measured with medication cup for accurate 

measuring.

Interview on 2/5/18 with the Qualified Intellectual 

Disabilities Professional (QIDP) confirmed the 

physician's order was not followed.
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