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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 8 audit 
clients (#5) had the right to appropriate fitting 
clothing.  The finding is:

Client #5 did not wear clothes which fit 
appropriately.  

During observations in the home on 1/27/2020 at 
5:16pm, client #5 stood up from a recliner and 
her pants were hanging loose on her hips.  
Further observations revealed client #5's buttocks 
was visible.  Additional observations revealed 
client #5 pulling up her pants at 5:18pm while she 
was walking.  At 5:24pm, client #5 again stood up 
from the recliner and her buttocks was visible.  
During this time a staff person told client #5 "Pull 
up your pants and pull down your shirt."  Further 
observations revealed at 5:32pm, client #5 stood 
up and began walking and a staff person said, 
"Pull your pants up."  Client #5 was observed 
from 5:53pm thru 5:55pm, pulling up her pants 
due to the being low on her hips and her buttocks 
being visible.  Additional observations revealed at 
6:31pm, client #5 pulling up her pants while 
walking over to the couch and at 6:34pm, pulling 
up her pants while she was walking down the 
hallway.  At no time was client #5 prompted to 
change her pants.
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W 137 Continued From page 1 W 137

Review on 1/28/2020 of client #5's individual 
program plan (IPP) dated 11/12/19 stated, "She 
chooses clothing...."

During an interview on 1/28/2020, the program 
coordinator stated client #5 relies on staff to 
ensure her clothes are fitting properly.

During an interview on 1/28/2020, the director 
revealed the facility buys all of client #5's clothing.  
Further interview revealed client #5 relies on staff 
to ensure her clothes are fitting properly.

W 240 INDIVIDUAL PROGRAM PLAN
CFR(s): 483.440(c)(6)(i)

The individual program plan must describe 
relevant interventions to support the individual 
toward  independence.

This STANDARD  is not met as evidenced by:

W 240

 Based on observations, record review and 
interviews, the facility failed to ensure client #4's 
Individual Program Plan (IPP) included relevant 
interventions to support his independence.  This 
affected 1 of 8 audit clients.  The finding is:

Client #4's IPP did not include specific information 
regarding the use of his platform chair.

During observations in the home on 1/27/2020 at 
11:19am, client #4 was observed to be sitting in a 
platform chair (chair bolted to a covered board).  
At 12:00pm, Staff D was observed to push the 
platform chair across the room to the dining table 
for lunch.  

Additional observations in the home on 1/27/2020 
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W 240 Continued From page 2 W 240

at 3:42pm revealed client #4 sitting in the platform 
chair at the table cleaning his personal hygiene 
kit.  At 3:56pm, Staff B was observed to push 
client #4 across the room to the center of the 
room to participate in a different activity.  At 
4:34pm, Staff C was observed to push the 
platform chair back to the table to do a different 
activity.  At 5:03pm, Staff B pushed the platform 
chair back to the center of the room for relaxation 
time.  At 5:57pm, the chair was pushed to the 
dining table in preparation for dinner.  

Observations in the home on 1/28/2020 at 
7:52pm, client #4 was pushed into the room via 
wheelchair by Staff D and transferred to the 
platform chair where he remained sitting the 
duration of breakfast.  

Review on 1/27/2020 of client #4's IPP dated 
9/17/2019 revealed that client #4 is supported by 
adaptive equipment consisting of bedrails, 
shower chair, plate guard and non-skid placemat.  

Review on 1/28/2020 of client #4's physical 
therapy (PT) evaluation dated 3/19/2019 revealed 
client #4 is supported by adaptive equipment 
consisting of a wheelchair.  

Interview on 1/28/2020 with Staff A revealed client 
#4 uses the platform chair because he will tilt his 
chair back and fall to the floor, which has resulted 
in injury in the past.  Staff A also revealed that 
client #4 is not ambulatory so the chair is slid as a 
way to move him from one location to another.  

Interview on 1/28/2020 with the facilities director 
and executive director revealed that the platform 
chair is part of his BSP due to client #4 tilting his 
chair back and falling to the floor.  However, after 
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W 240 Continued From page 3 W 240

review of the BSP, they stated this information 
was incorrect.  The executive director also 
revealed that the platform chair should not be 
used as a means of transferring client #4 from 
one area to another but instead should be 
identified for its intended purpose.

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 program 
consisting of needed interventions and services 
identified in the individual program plan (IPP) in 
the areas of dining skills, ambulation and dining 
guidelines. This affected 5 of 8 audit clients (#4, 
#5, #7, #8, #13).  The findings are: 

1.  Clients #5, #7, #8 and #13 were not prompted 
to use a knife during dining.

a.  During dinner observations in the home on 
1/27/2020 at 6:08pm, client #7 began using her 
fingers to pull apart her pork chop.  Further 
observations revealed client #7 ate her pork chop 
with her fingers twenty-eight times.  Additional 
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W 249 Continued From page 4 W 249

observations revealed client #7 did not have a 
knife at her place setting.  At no time was client 
#7 prompted to obtain a knife to cut her pork 
chop.

During breakfast observations in the home on 
1/28/2020 at 8:08am, client #7 began using her 
fingers to pull apart her sausage patty.  Further 
observations revealed client #7 ate her sausage 
patty with her fingers eight times.  Additional 
observations revealed client #7 did not have a 
knife at her place setting.  At no time was client 
#7 prompted to obtain a knife to cut her sausage 
patty.

Review on 1/28/2020 of client #7's adaptive 
behavior scale (2019) revealed she is able to 
independently use the proper utensils while 
eating.

During an interview on 1/28/2020, the program 
coordinator revealed client #7 can independently 
use a knife while eating.

During an interview on 1/28/2020, the director 
revealed client #7 should have been prompted to 
obtain a knife.

b.  During dinner observations in the home on 
1/27/2020 at 6:19pm, client #8 began using her 
fingers to pull apart her pork chop.  Further 
observations revealed client #8 ate her pork chop 
with her fingers fifty-two times.  Additional 
observations revealed client #8 did not have a 
knife at her place setting.  At no time was client 
#8 prompted to obtain a knife to cut her pork 
chop.

During breakfast observations in the home on 
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W 249 Continued From page 5 W 249

1/28/2020 at 8:09am, client #8 began using her 
fingers to pull apart her sausage patty.  Further 
observations revealed client #8 ate her sausage 
patty with her fingers four times.  Additional 
observations revealed client #8 did not have a 
knife at her place setting.  At no time was client 
#8 prompted to obtain a knife to cut her sausage 
patty.

Review on 1/28/2020 of client #8's adaptive 
behavior scale (2019) revealed she is able to 
independently use the proper utensils while 
eating.

During an interview on 1/28/2020, the program 
coordinator revealed client #8 uses a "cutter fork" 
which is used to assist her with cutting her food 
during meals.

During an interview on 1/28/2020, the director 
stated client #8 should have been prompted to 
use her "cutter knife" while eating.

c.  During dinner observations in the home on 
1/27/2020 at 6:08pm, client #13 began using his 
fingers to pull apart his pork chop.  Further 
observations revealed client #8 ate his pork chop 
with his fingers eight times.  Additional 
observations revealed client #13 did not have a 
knife at his place setting.  At no time was client #8 
prompted to obtain a knife to cut his pork chop.

During breakfast observations in the home on 
1/28/2020 at 8:08am, client #13 began using his 
fingers to pull apart his sausage patty.  Further 
observations revealed client #13 ate his sausage 
patty with his fingers six times.  Client #13 then 
served himself a second sausage patty and ate it 
using his fingers seven times.  Additional 
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W 249 Continued From page 6 W 249

observations revealed client #13 did not have a 
knife at his place setting.  At no time was client 
#13 prompted to obtain a knife to cut his sausage 
patty.

Review on 1/28/2020 of client #13's adaptive 
behavior scale (2019) revealed he is unable to 
independently use the proper utensils while 
eating.

During an interview on 1/28/2020, the program 
coordinator revealed client #13 requires hand 
over hand assistance to use a knife to cut his 
food.

During an interview on 1/28/2020, the director 
revealed client #13 should have been offered a 
knife.

d.  During breakfast observations in the home on 
1/28/2020 at 8:12am, client #5 picked up her 
sausage patty and began eating it with her 
fingers.  Further observations revealed client #5 
ate her sausage patty with her fingers seven 
times.  Additional observations revealed client #5 
did not have a knife at her place setting.  At no 
time was client #5 prompted to obtain a knife to 
cut her sausage patty.

Review on 1/28/2020 of client #5's adaptive 
behavior scale (2019) revealed she is unable to 
independently use the proper utensils while 
eating.

During an interview on 1/28/2020, the program 
coordinator stated client #5 refuses to use a knife 
while eating.

During an interview on 1/28/2020, the director 
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W 249 Continued From page 7 W 249

revealed client #5 refuses to use a knife, but she 
does have the skill.  

2. Client #4's feeding guidelines were not 
followed.  

During observations in the home on 1/27/2020 at 
12:11pm, client #4 was observed to eat lunch with 
Staff D sitting to his side.  Staff D began the meal 
by picking up client #4's spoon, scooping his food 
and putting it in his mouth.  At 12:16pm, Staff D 
was observed to begin using hand-over-hand 
assistance with feeding client #4.  At 12:25pm, 
Staff D was observed to pick up the bowl of soup 
and put it to client #4's mouth and told him to 
drink.  At 12:30pm, Staff D put a cup of water and 
then a cup of tea to client #4's mouth and told him 
to drink.  At 12:35pm, Staff D was feeding client 
#4 a chopped cookie out of his bowl.  At no time 
during the observation was client #4 encouraged 
to use his utensils independently to eat his food.  

Additional observations in the home on 1/27/2020 
at 6:05pm revealed client #4 eating dinner.  Staff 
C told client #4 to start eating.  Client #4 picked 
up his spoon and began feeding himself.  At 
6:08pm, client #4 was using his hands to feel his 
food.  Staff C told him to stop using his hands and 
to use his spoon.  At 6:12pm, client #4 was 
feeling his food on his plate and Staff C told him 
to stop touching his food and use his spoon.  At 
6:15pm, client #4 was again using his hand to 
feel the food on his plate.  Staff C moved client 
#4's hand out of the plate and said "Move your 
hand, use your spoon  At 6:25pm, Staff B told 
client #4 to use his spoon and not his fingers to 
feel his food.  
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W 249 Continued From page 8 W 249

During observations in the home on 1/28/2020 at 
8:19am, client #4 was eating breakfast.  He used 
his hand to feel the food on his plate and then 
scooped the food with his spoon.  Staff A was 
observed to take his hand and move it from his 
plate and placed her hand on his to hold his hand.  
At 8:21am, Staff A used a napkin to wipe client 
#4's mouth.  At 8:22am, client #4 was eating his 
sausage out of a bowl and staff A was observed 
to move hs hand out of his plate and put it down 
by the arm of his chair.  

Review on 1/27/2020 of client #4's IPP dated 
9/17/2019 revealed that client #4 is able to feed 
himself independently and drink his liquids 
independently.  He requires cues from staff to 
continue to eat, use his utensils, wipe his mouth 
and drink all of his liquids.  

Review on 1/28/2020 of client #4's record 
revealed mealtime guidelines.  These guidelines 
are in place due to client #4 being blind and 
inconsistent with his eating habits.  The 
guidelines revealed:
1.  Staff are to allow client #4 to use his other 
senses by smelling or using his hands to feel his 
food.  If he does this, staff will tell him what the 
food items are.  
2.  Staff will assist client #4 with wiping his hands 
if he chooses to feel his food.
3.  Any finger foods, client #4 will be allowed to 
continue using his hands.  
4.  Staff will encourage him to use his utensils for 
appropriate food items. 
5.  If he refuses to allow staff to manipulate him, 
staff will feed him if he's cooperative.

Interview on 1/28/2020 with the director revealed 
client #4 is independent in feeding himself.  Staff 
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should not start the meal out by feeding him and 
should encourage him to feed himself.  

3. Client #4's ambulation guidelines were not 
followed.  

During observations in the home on 1/27/2020, 
client #4 was observed to be sitting in a platform 
chair in the day room.  At 11:09am, Staff D was 
observed to transfer client #4 to a wheelchair and 
push him out of the room.  At 11:16am, Staff D 
pushed client #4 back into the day room in his 
wheelchair.  At 11:22am, Staff D was observed to 
push client #4 back out of the room in his 
wheelchair to go to the bathroom.  At 11:30am, 
Staff D pushed client #4 back into the day room in 
his wheelchair.  At 11:44am, Staff D pushed client 
#4 in his wheelchair to go take his medications.  

Additional observations in the home on 1/27/2020 
at 4:37pm, Staff C was observed to walk client #4 
out of the dayroom and down the hallway by 
holding onto his arm.  At 4:42pm, Staff C walked 
back down the hallway and into the dayroom by 
holding onto client #4's arm.  At 5:42pm, Staff C 
was observed to walk client #4 out of dayroom 
and down the hallway to the medication room to 
take his medication.  Staff C was holding client 
#4's arm.  At 5:57pm, Staff C walked with client 
#4 back to the dayroom and dining table by 
holding onto his arm.  

Observations in the home on 1/28/2020 at 
7:52am revealed Staff D pushing client #4 into 
the dayroom in a wheelchair and then transferred 
to his platform chair.  

Review on 1/27/2020 of client #4's IPP dated 
9/17/2019 revealed that client #4 is ambulatory 
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and has a shuffled gait.  He requires staff 
assistance when ambulating.  Further review of 
client #4's IPP revealed a service for ambulation 
guidelines as a guide for staff to assist him when 
ambulating.  

Review on 1/28/2020 of client #4's record 
revealed ambulation guidelines dated 5/22/2019.  
The ambulation guidelines state "For staff to 
make sure he does not use the wheelchair within 
the building.  Guide for ambulation, due to 
blindness, by holding his elbow or hand and using 
verbal prompts.  May ambulate anywhere within 
the building.  Use wheelchair for outings for 
safety."

Further review on 1/28/2020 of client #4's record 
revealed a physical therapy (PT) evaluation dated 
3/19/2019.  The PT evaluation recommendations 
include:
1. Guide for ambulation, due to blindness, by 
holding elbow or hand and using verbal prompts.
2. May ambulate anywhere within the building.  
Use wheelchair for outings for safety (lack of 
familiarity). 

Interview on 1/28/2020 with Staff A revealed that 
client #4 does not ambulate.  He has to use his 
wheelchair or is moved from one area to another 
using his platform chair.  

Interview on 1/28/2020 with the director revealed 
that client #4's uses a wheelchair because he will 
drop to the floor.  The director stated that on 
second shift, client #4 can be walked with the 
assistance of two male staff only as he will drop 
to the floor if a female staff is walking him.

W 368 DRUG ADMINISTRATION W 368
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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:
 Based on observation, record review and 
interviews, the facility failed to ensure two clients 
medication were administered in accordance with 
physician's orders.  This affected 2 of 8 audits 
clients (#2, #4).  The findings are:

Client #2 and client #4 were not administered 
their medications as prescribed on the physician's 
order.

a. During observations of medication 
administration on 1/27/2020 at 5:25pm, client #2 
received two capsules of Cranberry 200mg.  In 
addition, client #2 received one tablet of Senna 
Lax 8.6mg.  

Review on 1/28/2020 of client #2's physician's 
orders dated 10/31/2019 revealed an order for 
Cranberry 200mg, take two capsules by mouth 
two times a day at 8:00am and 8:00pm. Further 
review of the physician's order revealed an order 
for Senna Lax 8.6mg, take one tablet by mouth at 
bedtime, ordered for 8:00pm.  

Interview on 1/28/2020 with the facility nurse 
confirmed the order was current.  The nurse 
revealed that medications can be given an hour 
before or an hour after their prescribed time.  The 
nurse confirmed that the Cranberry 200mg 
capsules and Senna Lax 8.6mg tablet was not 
given at the correct time as prescribed.  
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b. During observations of medication 
administration on 1/27/2020 at 5:45pm, client #4 
received Tobradex eye ointment.  The staff 
administering the eye ointment was observed to 
put on latex gloves, put some of the ointment on 
his fingertip, then rub the ointment onto both 
upper eyelids and rub some ointment on the area 
below each eye.  

Review on 1/28/2020 of client #4's physician's 
orders dated 10/31/2019 revealed an order for 
Tobradex eye ointment, place into both eyes two 
times daily. 

Interview on 1/28/2020 with the facility nurse 
confirmed the order was current.  The nurse 
demonstrated that the correct way to place the 
ointment into client #4's eyes is to hold the lower 
eyelid down and squeeze the ointment tube, 
placing the ointment into client #4's eyes.  The 
nurse confirmed that the method used putting the 
ointment on the upper eyelids and below the eyes 
was incorrect.

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, record review and 
interviews, the facility failed to ensure a sanitary 
environment was provided to avoid transmission 
of possible infection and prevent possible 
cross-contamination.  This potentially affected all 
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clients residing in the home.  The finding is:  

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

During observations on 1/27/2020 during 
medication administration, Staff C was observed 
to take client #4's blood pressure using a blood 
pressure cuff and automatic machine.  During the 
observation, client #4 was observed to be heavily 
drooling.  After taking client #4's blood pressure, 
Staff C was observed to wind the cord around the 
cuff and machine, place it in a bag, and put the 
bag in the cabinet in the medication room.  

Review on 1/27/2020 of client #4's individual 
program plan (IPP) dated 9/17/2019 revealed 
client #4 has a diagnosis of Chronic viral Hepatitis 
B.  

Interview on 1/28/2020 with the facility nurse 
revealed that per universal precautions, all 
medical equipment should be cleaned between 
uses.  The nurse revealed that more importantly, 
the blood pressure machine should have been 
cleaned after being used on client #4 due to his 
diagnosis of Chronic viral Hepatitis B, as this is 
transmitted through secretions, including drool.
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