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W 324 PHYSICIAN SERVICES
CFR(s): 483.460(a)(3)(ii)

The facility must provide or obtain annual physical 
examinations of each client that at a minimum 
includes immunizations, using as a guide the 
recommendations of the Public Health Service 
Advisory Committee on Immunization Practices 
or of the Committee on the Control of Infectious 
Diseases of the American Academy of Pediatrics.

This STANDARD  is not met as evidenced by:

W 324

 Based on record review and interview, the facility 
failed to ensure all immunizations were current for 
1 of 3 audit clients (#6).  The finding is:

Client #6 did not receive a tetanus booster as 
recommended.

Review on 2/19/2020 of client #6's record 
revealed she had was admitted to the facility on 
10/22/2019.  Additional review of the client's 
immunization record reveal a tetanus booster was 
administered 8/2008. 

Interview on 2/20/2020 with the qualified 
intellectual disabilities professional (QIDP) 
confirmed a tetanus booster should be 
adminstered every 10 years. Further interview 
confirmed client #6 had not received a tetanus 
booster on timely manner.

 

W 351 COMPREHENSIVE DENTAL DIAGNOSTIC 
SERVICE
CFR(s): 483.460(f)(1)

Comprehensive dental diagnostic services 
include a complete extraoral and intraoral 
examination, using all diagnostic aids necessary 
to properly evaluate the client's condition not later 

W 351
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W 351 Continued From page 1 W 351

than one month after admission to the facility 
(unless the examination was completed within 
twelve months before admission).

This STANDARD  is not met as evidenced by:
 Based on record review and interview the facility 
failed to assure 1 of 1 newly admitted audit clients 
(#4) was provided a dental examination no later 
than one month after admission to the facility.  
The finding is:
 
Client #4 did not receive a dental examination in a 
timely manner. 

Review on 2/19/2020 of client #4's record 
revealed she was admitted into the facility on 
10/22/2019. Further review revealed a dental 
examination dated 12/31/19, revealed a note' " 
X-ray completed cleaning not done waiting for 
medical clearance." This assessment was not 
performed within 30 days of her admission.    

During an interview on 2/20/2020, the qualified 
intellectual disabilities professional (QIDP) 
confirmed client #4's dental examination was not 
completed within 30 days of her admission.

 

W 368 DRUG ADMINISTRATION
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:

W 368

 Based on observations, interviews and record  
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reviews, the facility failed to ensure a physician's 
orders were followed as written for 1 of 3 audit 
clients (#4).  The findings are:

Physician's orders were not followed as indicated 
for client #4.

During observations of medication administration 
in the home on 2/19/2020 at 7:02am, client #4 
ingested Lisinopril, HCTZ, Vitamin D, 
Levetiracetam and Carbamazepine only.

Review on 2/20/2020 of client #4's physician's 
orders dated 1/23/19 revealed an order for, 
"Senokot-S tabs, take 2 tablets by mouth 
everyday for constiption...."

Interview on 2/20/2020 with the medication 
technician (MT) revealed, client #4 always ingests 
Senokot in the evening.

Interview on 2/20/2020 with the qualified 
intellectual disabilities professional (QIDP) 
confirmed the physician's order was not followed.
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