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W 331 NURSING SERVICES

CFR(s): 483.460(c)

The facility must provide clients with nursing 

services in accordance with their needs.

This STANDARD  is not met as evidenced by:

W 331

 The facility failed to provide services to address 

client needs relative to health and safety for 1 of 3 

sampled clients (#2 ) as evidenced by interview 

and review of records.  The finding is:

Observations in the group home during 11/7-8/21 

survey revealed client #2 to transition from one 

area of the home to the next with some hand over 

hand assistance.  Continued observations 

revealed client #2 to place cups on the table, take 

his dishes to the kitchen area following dinner 

and breakfast meals and load the dishwasher.  

Further observations revealed client #2 to walk to 

the medication closet to participate in medication 

administration and clean the living room windows. 

At no time during observation was client wearing 

a gait belt or utilizing a walker.  

Review of incident reports from 1/21 - 10/21 

revealed five incidents relative to client #2 falling 

while transitioning from one area to the next. 

Continued review of incident reports did not 

reveal any injuries noted during the incidents, 

however documentation to monitor client #2 

closely and prompt for him to slow down during 

transitions are noted. 

Review of record for client #2 revealed a person 

centered plan (PCP) dated 3/1/21.  Continued 

review of PCP revealed client #2 had an increase 

in falls because of his unsteadiness.  The 

occupational therapist (OT) recommended the 

use of a gait belt and a standing walker which 

would be presented to his primary physician for 
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approval.  Further review of the record revealed a 

signed consent from the human rights committee 

(HRC) approving the use of a walker dated 5/21.  

Subsequent review of client #2's record did not 

reveal evidence of a physician order, 

implementation or in-service of staff training 

relative to the use of a walker and gait belt.  

Additional review did not reveal documentation of 

team meetings, nursing notes, OT, or physical 

therapy (PT) relative to the health and safety of 

client #2's needs. 

Interview with the residential manager (RM) on 

11/9/21 confirmed client #2 did have a walker and 

it was discontinued by his primary physician. 

Continued interview with the RM revealed the 

walker was discontinued because the client was 

regressing with use while transitioning.  Further 

interview with the QIDP confirmed there is no 

evidence of written discontinuation, 

implementation or physician orders relative to 

client's walker or gait belt.
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