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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, record review and staff 

interviews, the facility failed to ensure that 1 of 4 

audited clients (#4) was afforded dignity regarding 

the use of disposable incontinence pads in 

wheelchair. The finding is: 

Client #4 was not afforded the right to dignity 

regarding the use of incontinence pads.  

During observations at the day program on 

1/6/2020 at 11:20 am, client #4 was sitting in his 

wheelchair in the dining area with other clients, 

with a cloth and blue disposable incontinence 

pads, underneath his bottom. An additional 

observation in the home, on 1/6/2020 at 5:20 pm 

revealed that client #4 was rolled back into the 

living room, after finishing dinner by Staff A. 

Underneath his bottom, was a blue disposable 

incontinence pad, that was not present when he 

sat on the wooden dining room chair. 

Review on 1/7/2020 of client #4's individual 

program plan (IPP) dated 12/19/2018, revealed 

that he toilet independently with assistance from 

staff to get on/off of the toilet. Client #6 had 

occasional accidents and needed verbal prompts 

from staff for toileting. 

During interview with the qualified intellectual 

disabilities professional (QIDP) on 1/7/2020, she 
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W 125 Continued From page 1 W 125

indicated that staff had been previously told to not 

use the disposable incontinence pads.

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, record review and staff 

interviews, the facility failed to ensure each client 

received a continuous active treatment plan 

consisting of needed interventions and services 

identified in the individual program program (IPP) 

in the area of adaptive orthotic equipment for 1 of 

4 audit clients (#2). The finding is: 

Staff did not assist client #2 with wearing high top 

shoes with orthotic supports. 

During observations in the home and day 

program, throughout the survey 

1/6/2020-1/7/2020, client #2 did not wear high top 

shoes to support orthotics. 

During review on 1/6/2020 of client #2's physical 

therapy evaluation dated 7/28/2009, it indicated 

that client #2 had pes planus deformity with 

pronation of forefeet secondary to reduced medial 

longitudinal arches (MLA), flat foot dysfunction. 
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W 249 Continued From page 2 W 249

He had true limb discrepancy of 3/8" on the right 

side. It was recommended that he use custom 

molded inserts to correct skeletal variation.

An additional review on 1/6/2020 of client #2's 

IPP dated 12/19/2018, revealed that he 

ambulated with a limp and used inserts in high 

top shoes. 

An interview on 1/7/2020 with the qualified 

intellectual disabilities professional (QIDP) 

indicated that staff were supposed to have client 

#2 use his orthotics daily.

W 369 DRUG ADMINISTRATION

CFR(s): 483.460(k)(2)

The system for drug administration must assure 

that all drugs, including those that are 

self-administered, are administered without error.

This STANDARD  is not met as evidenced by:

W 369

 Based on observations, record reviews and 

interviews, the facility failed to ensure all 

medications were administered without error.  

This affected 1 of 3 clients (#3) observed 

receiving medications.  The finding is:

Client #3's medications were not administered as 

ordered.

During observations of medication administration 

in the home on 1/6/2020 at 3:35pm, Staff B 

assisted client #3 to ingest depakote 250mg. The 

medication was crushed and mixed with 

applesauce before client had it.

Review on 1/7/2020 of client #3's physician's 
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W 369 Continued From page 3 W 369

orders dated 1/29/2020 revealed orders for 

Depakote 250 mg, Take one tablet by mouth at 

3:00pm, *DO NOT CRUSH*

Interview on 1/7/2020 with the Staff B confirmed 

client #3 depakote was crushed since he 

consumes pureed diet.

Interview on 1/7/2020 with the Qualified 

Intellectual Disabilities Professional (QIDP) 

confirmed client #3's Depakote XR should be 

taken whole. Further interview with the faclility's 

nurse (via phone) confirmed client #3's Depakote 

should not be crushed.

W 418 CLIENT BEDROOMS

CFR(s): 483.470(b)(4)(ii)

The facility must provide each client with a clean, 

comfortable mattress.

This STANDARD  is not met as evidenced by:

W 418

 Based on observations and interviews, the facility 

failed to ensure client #3 had a comfortable 

mattress.  This affected 1 of 3 audit clients.  The 

finding is:

Client #3 was in need of a new mattress.

During observations in the group home on 

1/8/2020, client #3's mattress was noted to have 

an indentation or dip in the middle.  

During an interview on 1/8/2020, the facility's 

home manager acknowledged the mattress had a 

noticeably large dip or sink in the middle.    

During an interview on 1/8/2020 with the qualified 
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W 418 Continued From page 4 W 418

intellectual disabilities professional (QIDP) and 

program coordinator confirmed the mattress had 

a dip in the middle.
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