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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:
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 transfer guidelines. This affected 1 of
3 audit clients (#5). The finding is:

1. Client #5 was not transferred using the proper
technique.

During morning observation in the home on
5/22/19 at 8:40am, Staff A transferred client #5
from his recliner to his wheelchair. Further
observations revealed the wheelchair was not
locked. Additional observations revealed client
#5's wheelchair rolled backwards while he was
being transferred. At no time did staff lock client
#5's wheelchair.

During an interview on 5/22/19, Staff A confirmed
client #5's wheelchair should have been locked
prior to the transfer.

During morning observation in the home on
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5/22/19 at 9:29am, Staff B transferred client #5
from his wheelchair to the front seat of the
facility's van. Further observations revealed the
wheelchair was not locked. Additional
observations revealed client #5's wheelchair
rolled backwards while he was being transferred.
At no time did staff lock client #5's wheelchair.

During an interview on 5/22/19, Staff B stated
client #5's wheelchair should have been locked
prior to the transfer.

Review on 5/22/19 of the facility's wheelchair
positioning guidelines (no date) stated, "...Be sure
the wheelchair is locked...."

During an interview on 5/22/19, the qualified
intellectual disabilities professional (QIDP)
confirmed client #5's wheelchair should be locked
at all times during transfers.

W 394 LABORATORY SERVICES W 394
CFR(s): 483.460(n)(2)

If the laboratory chooses to refer specimens for
testing to another laboratory, the referral
laboratory must be certified in the appropriate
specialties and subspecialties of service in
accordance with the requirements of part 493 of
this chapter.

This STANDARD is not met as evidenced by:
Based on observations and interview the facility
failed to have a current Clinical Laboratory
Improvement Act (CLIA) license. The finding is:

The facility failed to have a current CLIA license
for laboratory services they perform.
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During morning observations in the home on
5/22/19, it was revealed the facility did not have a
current CLIA license for laboratory services they
perform in the home.

During an interview on 5/22/19, management
staff confirmed their current CLIA license had
expired.
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