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W 000 INITIAL COMMENTS W 000

 A revisit was conducted on 6/6/22 for all previous 

deficiencies cited on 4/5/22. Several deficiencies 

were corrected and one deficiency was recited.

 

{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 record review and interviews, the 

facility failed to ensure clients had the right to a 

legal guardian.  This affected 1 of 3 audit clients 

(#4).  The finding is:

Review on 4/4/22 of client #4's individual program 

plan (IPP) dated 2/10/22 revealed he was 

admitted to the facility 12/29/21 and he had been 

adjudicated incompetent. Further review of client 

#4's record revealed his Mother had been 

appointed as his legal guardian.

Review on 4/4/22 of client #4's psychological 

evaluation dated 12/28/21 revealed he was 

diagnosed with Moderate Intellectual Disabilities, 

Schizoaffective Disorder, Obsessive Compulsive 

Disorder, Hepatitis C Carrier, Diabetes Mellitus, 

Dysphagia and Chronic Obstructive Pulmonary 

Disease (COPD). Further review of this 

evaluation revealed the Weschler Abbreviated 

Intelligence Scale yielded a full scale intelligence 

score of 52 which placed him in the mild to 

moderate range of intellectual disabilities. 

Additional review revealed, "he has deficits in 
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{W 125} Continued From page 1 {W 125}

self-care, learning, self-direction." Additional 

review revealed client #4 does not have the 

capacity for independent living and capacity for 

economic self-sufficiency. 

Interview on 4/5/22 with the qualified intellectual 

disabilities professional (QIDP) revealed client 

#4's Mother was deceased prior to his placement 

on 12/28/21 and another successor guardian had 

not been appointed for client #4.

During review on 6/6/22 of the facility's plan of 

correction which was dated 4/20/22 revealed by 

6/4/22 the facility "Will ensure each client has 

updated paperwork reflecting of current 

guardianship status upon admission as well as 

throughout the duration of stay with the facility. 

#1: The Clinical Supervisor will ensure that the 

appropriate legal documentation regarding 

guardianship of all clients and/or currently 

residing in facility is update immediately when 

changes occur. #2: The facility will secure 

guardianship letters reflective of the current court 

appointed status of client #4. The aunt and cousin 

will be filing a motion to the clerk for an update on 

guardianship. The clinical Supervisor will 

document the status of the motion in the client's 

record."

Review on 6/6/22 of client #4's core team notes 

dated 6/4/22 revealed a family member had 

volunteered to serve as legal guardian for client 

#4. Further review of the note revealed the quality 

assurance professional had contacted the County 

Clerk of Court and was told it would be necessary 

to make an appointment to file a successor 

petition for guardianship.

Interview on 6/6/22 with the qualified intellectual 
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disabilities professional revealed an appointment 

with the Clerk of Court had not been made to file 

a petition for successor guardianship and client 

#4 is currently without a legal guardian.

FORM CMS-2567(02-99) Previous Versions Obsolete I59H12Event ID: Facility ID: 922227 If continuation sheet Page  3 of 3


