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W 125 | PROTECTION OF CLIENTS RIGHTS W 125

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:
Based on observations, interviews and record
review, the facility failed to ensure client #6 had
the right to be treated with dignity regarding
wearing appropriate clothing. This affected 1 of 4
audit clients. The finding is:

Client #6's dignity was not considered regarding
wearing appropriate clothing.

During observations at the day program and in
the home on 11/19/19, client #6 was wearing
jeans pants with unbuckled belt looped around
the waist. The client ambulated with one hand
holding on to the pant to prevent falling.

Interview on 11/19/19 with staff revealed client #6
needed assistance verbal prompt to buckle his
belt since sometimes he refuses to buckle the
belt.

Review on 11/19/19 of client #6's individual
program plan (IPP) dated 1/8/19 revealed the
client has the right to be treated with respect,
consideration and dignity. Further review revealed
client #6 Assesment Behavior Inventory (ABI)
dated 1/19 revealed client #6 can buckle a belt
with assistance.

Interview on 11/19/19 with the qualified
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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intellectual disability professional (QIDP) revealed
Client #6 should be prompted to buckle his belt
instead of holding to pants to prevent them from
falling.

W 213 | INDIVIDUAL PROGRAM PLAN W 213
CFR(s): 483.440(c)(3)(ii)

The comprehensive functional assessment must
identify the client's specific developmental
strengths.

This STANDARD is not met as evidenced by:
Based on observations, record review and
interviews, the facility failed to ensure client #4's
comprehensive functional assessment (CFA)
identified his current developmental strengths.
This affected 1 of 4 audit clients. The finding is:

Client #4's CFA did not accurately reflect his
strengths/abilities.

During observations in the group home
throughout the survey on 11/18-19/19, client #4
was assisted with transfer from and to wheelchair
by staff.

Review on 11/19/19 of client's #4 Individual
Program Plan (IPP) dated 3/5/19 revealed the
client can transfer independently. Further review
revealed client uses wheelchair for mobility.

Review on 11/19/19 of client's #4 transfer
guideline dated 8/29/17 revealed client #4 require
2-person(s) lift.

Review of Physical therapist (PT) dated 5/4/19
reveled client #4 needs total assistance with
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transfer.

Interview on 11/19/19 with staff G revealed client
#4 requires a staff assistance with all his transfer.

Interview on 11/19/19 with the qualified
intellectual disability professional (QIDP)
confirmed client #4 transfer with assistance. She
further acknowledges all his documents should
have the same information.

W 248 INDIVIDUAL PROGRAM PLAN W 248
CFR(s): 483.440(c)(7)

A copy of each client's individual plan must be
made available to all relevant staff, including staff
of other agencies who work with the client, and to
the client, parents (if the client is a minor) or legal
guardian.

This STANDARD is not met as evidenced by:
Based on reviews and interviews the facility
failed to assure outside services meet the needs
of each client. This affected 2 of 4 audit clients
(#1, #6). The findings are:

1. Clients #1 did not have current individual
program plans (IPP) and current behavior
intervention plan (BIP) available at the home.

During review on 11/18/19 at the day program of
client #1's record revealed an individual program
plan (IPP) dated 9/10/19 and BSP dated 4/27/19 .
This was the most current IPP and BIP on file at
the home.

Review on 11/18/19 of client #1's record at the
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home revealed an IPP dated 11/7/17 and BSP
dated 3/1/19. This was the most current IPP, BIP
on file at the home

During an interview on 11/19/19, the qualified
intellectual disabilities professional (QIDP)
confirmed they thought the she had the client's
current IPP's and BIP's available at the home.

2. Clients #6 did not have current individual
program plans (IPP) and current behavior
intervention plan (BIP) available at the home.

During review on 11/18/19 at the day program of
client #3's record revealed an individual program
plan (IPP) dated 10/8/19 and BSP dated 3/1/19 .
This was the most current IPP and BIP on file at
the home.

Review on 11/18/19 of client #6's record at the
home revealed an IPP dated 11/28/17 and BSP
dated 5/31/18. This was the most current IPP,
BIP on file at the home

During an interview on 11/19/19, the qualified
intellectual disabilities professional (QIDP)
confirmed they thought she had the client's
current IPP's and BIP's available at the home.
W 249 | PROGRAM IMPLEMENTATION W 249
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
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This STANDARD is not met as evidenced by:
Based on observations, record reviews and
interviews, the facility failed to ensure that 1 of 4
audit clients (#5) received a continuous active
treatment program consisting of needed
interventions as identified in the Individual
Program Plan (IPP) in the area of hygiene. The
finding is:

Client #5 hand hygiene was not afforded.

During observations in the home the on 11/19/19
client #5 had a scratch on the right cheek lateral
to the eye. Further observation revealed the
client finger's nails were long especially the
pointing and middle fingers and were jagged.

Interview on 11/19/19 with staff C revealed client
#5 finger nail should be trimmed short every
Wednesday.

Review on 11/19/19 of the facility's incident report
dated 11/18/19 revealed client #5 had scratched
himself on the right cheek on 11/18/19.

Interview on 11/19/19 with the qualified
intellectual disabilities professional (QIDP)
revealed Client #5 nail should be trimmed short
and filed on weekly basis.

W 436 | SPACE AND EQUIPMENT W 436
CFR(s): 483.470(g)(2)

The facility must furnish, maintain in good repair,
and teach clients to use and to make informed
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choices about the use of dentures, eyeglasses,
hearing and other communications aids, braces,
and other devices identified by the
interdisciplinary team as needed by the client.

This STANDARD is not met as evidenced by:
Based on observations, interviews and record
reviews, the facility failed to ensure 3 of 4 audit
clients (#1,#5, #6) adaptive equipment were
maintained in clean condition in the area of
wheelchair and glasses.

1. Client #5's wheelchair was not cleaned

Observations throughout the survey at the day
program and in the home on 9/18-19/19 revealed
that Client #5 utilized wheelchair for mobility. The
wheelchair had food encrustation on the cushion
and on the frame.

Review on 11/19/19 of Client #5's IPP dated
3/5/19 indicated that he uses wheelchair for
mobility

Interview on 9/19/19 with the staff C revealed
client #5 utilizes wheelchair for mobility and it
should be cleaned daily by third shift staff. She
further acknowledged the condition of the chair
did not indicate cleaning was done daily.

Interview on 11/19/19 with the qualified
intellectual disabilities professional (QIDP)
revealed client #5 utilizes a wheelchair for
mobility and it should be cleaned daily during
thrird shift. She further acknowledged the chair
had food encrustation and it should be cleaned
daily.
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2. Client #6's wheelchair was not cleaned

Observations throughout the survey at the day
program and in the home on 9/18-19/19 revealed
that Client #6 utilized a wheelchair for mobility.
The wheelchair had food encrustation on the
cushion and on the frame.

Review on 11/19/19 of client #5's IPP dated
1/8/19 indicated that he uses wheelchair for
mobility

Interview on 9/19/19 with the staff C revealed
client #5 utilizes wheelchair for mobility and it
should be cleaned daily during third shift. She
further acknowledged the condition of the chair
did not indicate cleaning was done daily

Interview on with the qualified intellectual
disabilities professional (QIDP) revealed client #5
utilizes the wheelchair for mobility and it should
be cleaned daily by third shift staff. She further
acknowledged the chair had food encrustation
and it should be cleaned daily.

3.Client #1 was not prompted to wear his
eyeglasses.

During observations in the home on 11/18/19
from 3:32pm until 7:35pm client #1 was watching
TV, playing games strained reading the menu
and eating dinner. At no time was client #1
prompted to wear her eyeglasses.

During observations in the home on 11/19/19
from 6:25am until 8:47am, client #1 was not
prompted to wear her eyeglasses.
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During an interview on 11/19/19, staff F revealed
client #1 should wear his eyeglasses when he is
reading and watching TV

Review on 11/19/19 of client #1's eye exam dated
9/24/19 indicated, "...continue wearing glasses."

During an interview on 11/19/19, the qualified
intellectual disabilities professional (QIDP)
confirmed client #1 should have had his
eyeglasses on; he needs them on all the time.
Further interview revealed client #1 should be
prompted to wear his glasses all the time.
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