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W 137 PROTECTION OF CLIENTS RIGHTS
CFR(s): 483.420(a)(12)

The facility must ensure the rights of all clients.  
Therefore, the facility must ensure that clients 
have the right to retain and use appropriate 
personal possessions and clothing.

This STANDARD  is not met as evidenced by:

W 137

 Based on observations, interviews and record 
review, the facility failed to ensure 1 of 4 audit 
clients (#5) had the right to appropriate fitting 
clothing.  The finding is:

Client #5 did not wear clothes which fit 
appropriately.  

During observations throughout the survey on 
4/15 - 16/19, client #5 wore loose fitting jeans.  
Further observations revealed client #5's jeans 
hug very low on his hips, revealing his underwear 
and buttocks.  Client #5 was observed pulling up 
his jeans while walking around the day program 
and his home.  Further observations revealed 
client #5 was not wearing a belt.

Review on 4/15/19 of client #5's community/home 
life assessment dated 4/2019 revealed he is 
dependent upon staff to check his appearance.

During an interview on 4/16/19, Staff D revealed 
client #5 has a white colored belt.  Additional 
interview revealed two white colored belts were 
located in another clients' bedroom; but neither 
belt had a name on it.

During an interview on 4/16/19, Staff C revealed 
he has seen client #5 wear a belt in the past.
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W 137 Continued From page 1 W 137

During an interview on 4/16/17, the home 
manager (HM) revealed he assisted client #5 to 
change his clothes and put on a pair of sweat 
pants.  The HM stated, "[Client #5] prefers to 
wear sweat pants."  When asked, the HM 
reported the fact that client #5 prefers to wear 
sweat pants was not documented in his record.

W 247 INDIVIDUAL PROGRAM PLAN
CFR(s): 483.440(c)(6)(vi)

The individual program plan must include 
opportunities for client choice and 
self-management.
This STANDARD  is not met as evidenced by:

W 247

 Based on observations, record review and 
interviews, the facility failed to ensure 1 of 4 audit 
clients (#2) was provided the opportunity of 
choice.  The finding is:

Client #2 was not afforded choice and freedom of 
movement in his home environment.

During morning observations in the home on 
4/16/19, client #2 was observed sitting on the 
couch.  At 7:18am, client #2 stood up and walked 
into the kitchen.  Further observations revealed 
Staff C told client #2, "No" and pointed back at 
the couch for him to sit down.  Client #2 sat back 
down on the couch.  Further observations 
revealed the kitchen table was set for breakfast 
for 20 minutes, prior to client #2 going into the 
kitchen.

During an interview on 4/16/19, Staff C revealed 
client #2 has to eat with "someone" while he is in 
the kitchen.  Further interview revealed Staff C 
could be the "someone" in the kitchen with client 
#2.  Additional interview revealed all the clients 
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W 247 Continued From page 2 W 247

have to eat together.

Review on 4/16/19 of client #2's communication 
update dated 6/28/18 stated, 
"Recommendations:...2.  Acknowledge all of 
[Client #2's] communicative intent at all times...."

During an interview on 4/16/19, the home 
manager (HM) stated client #2 does have free 
movement within his environment.  Further 
interview revealed all the clients do not have to 
eat together.

During an interview on 4/16/19, the qualified 
intellectual disabilities professional (QIDP) 
revealed client #2 does have free movement 
within his environment.

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 observation, interviews and record 
reviews, the facility failed to ensure each client 
received a continuous active treatment plan 
consisting of needed interventions and services 
identified in the individual program plan (IPP) in 
the area of choice making.  This affected 1 of 4 
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W 249 Continued From page 3 W 249

audit clients (#5).  The finding is: 

Client #5 was not offered opportunities for choice 
making.

During morning observations at the day program 
on 4/15/19 from 10:00am until 11:20am,  client #5 
was observed sleeping on a bean bag in the 
corner of the work area.  Further observations 
revealed the program manager standing near 
client #5 at 10:30am and calling his name; there 
was no response from client #5.  At 11:21am, 
client #5 was observed walking around the work 
area.  Client #5 was back laying down on the 
bean bag.  Further observations at 11:30am, 
client #5 raised up his head and made a grunting 
noise and Staff A told him "No" and he laid back 
down on the bean bag.  At 11:42am, client #5 was 
walking around the work area and Staff A told him 
to touch his name on a bulletin board, which he 
did and went back to lay down on the bean bag.  
Staff B called client #5's name at 11:45am and 
asked him to sweep the floor, he did not look up 
or get up from the bean bag.  Client #5 stood up 
at 11:50am and walked down the hallway towards 
the dining area.  At 12:30am after lunch client #5 
went back to the work area and laid back down 
on the bean bag in the corner.  Staff A offered 
client #5 his toothbrush to brush his teeth; client 
#5 refused and continued laying on his bean bag.

During an interview on 4/15/19, Staff A revealed 
client #5 refuses to do any of the work which is 
offered to him or sit at the table with the other 
clients in his group.  Further interview revealed 
the group home does know client #5 is not 
participating in any of the activities he is offered 
while at the day program.  Staff A stated she told 
client #5 "No" because that "noise means he's 
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W 249 Continued From page 4 W 249

about to have a behavior."

During an interview on 4/15/19, Staff B stated it is 
just normal for client #5 to lay down on the bean 
bag and not participate in any activities which are 
offered to him.  Further interview revealed he 
"might" sweep sometimes.

During an interview on 4/15/19, the program 
manager at the day program revealed client #5 
will lay on the bean bag throughout most the day 
while he is there.  Further interview revealed 
client #5 will be offered the opportunities to play 
games, go outside or go into the activity room to 
paint.  The program manager stated the group 
home does know how client #5 will not participate 
in any of the activities which are offered to him.

Review on 4/15/19 of client #5's IPP dated 4/9/19 
stated, "It is difficult to get him involved in 
activities at...work.  He is very defiant at times, he 
gets angry when staff tries to get him involved.  
Staff will continue to offer him choices and 
motivate him to take part in all aspects of his life.  
He refuses to engage with his peers at work and 
he well be given more choices in activities so that 
he may enjoy things such as making coffee, 
taking the trash out at work as a reinforce to get 
[Client #5] to actively engaged."

During an interview on 4/16/19, the home 
manager (HM) revealed client #5 enjoys making 
coffee, taking out the trash and sweeping the 
floor while at the day program.  

During an interview on 4/16/19, the qualified 
intellectual disabilities professional (QIDP) 
revealed she and the HM have been out to the 
day program to observe client #5.  During their 
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W 249 Continued From page 5 W 249

observations client #5 will be offered activities, 
but refuses to participate.

W 455 INFECTION CONTROL
CFR(s): 483.470(l)(1)

There must be an active program for the 
prevention, control, and investigation of infection 
and communicable diseases.

This STANDARD  is not met as evidenced by:

W 455

 Based on observations and interviews, the facility 
failed to ensure that the infections control 
prevention procedures were carried out.  This 
potentially affected all clients at the day program 
and residing in the home. The findings are:

Precautions were not taken to promote client 
health and prevent possible cross-contamination.

1.  During afternoon observations at the day 
program on 4/15/19 at 10:00am, client #5 was 
observed laying on a bean bag with his left hand 
down inside of his jeans.  At 11:22am. client #5 
went into the bathroom, the surveyor stood 
outside of the closed bathroom door and heard 
no water running; client #5 exited the bathroom at 
11:25am and went to lay back down on the bean 
bag.  Staff A redirected client #5 to wash his 
hands; client #5 refused.  At no time was client #5 
offered hand sanitizer.  Further observations 
revealed client #5 walking around the work floor 
shutting a door, touching a magazine and a 
container of leisure activities.  Further 
observations revealed client #5 touching the 
refrigerator door to obtain his lunch tote.  
Additional observations revealed other clients and 
staff touching the same refrigerator door 
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W 455 Continued From page 6 W 455

afterwards.

2.  During lunch observations at the day program 
at 12:01pm, other client who was sitting across 
from client #5 was observed to be eating out of 
client #5's fruit cup, with a spoon he had 
previously used to eat his lunch.  Further 
observations revealed Staff B taking the fruit cup 
from the client and placing it behind client #5's 
lunch tote which was beside him on the table.  At 
12:12pm. client #5 was observed eating potato 
chip pieces off the floor on four separate 
occasions.  At 12:15pm, client #5 was observed 
eating the rest of the fruit cup.  At no time was 
client #5 redirected from eating off the floor.

During an interview on 4/15/19, Staff B reported 
client #5's fruit cup should have been thrown 
away after the other client ate from it.  Further 
interview revealed client #5 should have been 
redirected to not eat off the floor.

During an interview on 4/15/19, the program 
manager at the day program revealed client #5 
should have been offered hand sanitizer.  Further 
interview revealed the hand sanitizer is not 
located out on the work floor, because there are 
clients who might ingest it.  The program 
manager reported the staff know where the hand 
sanitizer is located and should have offered it to 
client #5.

3.  During observations in the home on 4/15/19 at 
5:03pm, client #5 obtained a pair of nail clippers 
from a container of pens which was located on 
top of the file cabinet where the medications are 
located.  Observation of the nail clippers revealed 
there was no name of the nail clippers to indicate 
who they belonged to.
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W 455 Continued From page 7 W 455

During an interview on 4/15/19, Staff C confirmed 
there was not a name on the nail clippers which 
were used to cut client #5's finger nails.

During an interview on 4/15/19, the home 
manager (HM) confirmed there was not a name 
on the nail clippers which were used to cut client 
#5's finger nails.
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