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W 287 MGMT OF INAPPROPRIATE CLIENT 
BEHAVIOR
CFR(s): 483.450(b)(3)

Techniques to manage inappropriate client 
behavior must never be used for the convenience 
of staff.
This STANDARD  is not met as evidenced by:

W 287

 Based on observations, record review and 
interviews, the facility failed to ensure techniques 
to manage inappropriate behavior of 1 of 29 
clients (#19) were not used for the convenience 
of staff. The finding is:

Observation in the facility on 8/1/22 at 6:06 PM 
revealed client #19 to be sitting in a wooden chair 
with arms and to participate in the dinner meal 
with partial independence. Continued observation 
at 6:22 PM revealed client #19 to be finished with 
the dinner meal and for staff to place a velcro 
strap around the client's waist and the back of the 
chair. Further observation revealed client #19 to 
jerk energetically while strapped to the chair and 
scoot across the room.

Observation in the facility on 8/2/22 at 7:00 AM 
revealed client #19 to be sitting in his wheelchair 
in the day room. Continued observation in the day 
room revealed a chair at the dining table with a 
velcro strap secured around the chair back.  

Review of records for client #19 revealed a 
habilitation plan dated 6/12/22. Review of client 
#19's plan revealed his adaptive equipment 
includes a wheelchair, gait trainer, right AFO, 
shoe lifts, and right hand splint. Continued review 
of the plan indicated client #19 can sit in a regular 
chair with arms and can get on the floor from the 
recliner or a chair, he loves to be on the floor and 
can scoot around.
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W 287 Continued From page 1 W 287

Interview with staff on 8/1/22 and 8/2/22 revealed 
they utilize the strap to keep client in his chair and 
will remove it if he begins to jerk too much. 
Interview with the qualified intellectual disabilities 
professional (QIDP) on 8/2/22 revealed they were 
aware of the practice to secure client #19 to the 
chair. Further interview with the QIDP verified 
there is no guideline in place that allows for staff 
to restrict client #19 to the chair and confirmed 
this practice should no longer be continued.

W 508 COVID-19 Vaccination of Facility Staff
CFR(s): 483.430(f)(1)-(3)(i)-(x)

§ 483.430 Condition of Participation: Facility 
staffing. 
(f) Standard: COVID-19 Vaccination of facility 
staff.  The facility must develop and implement 
policies and procedures to ensure that all staff are 
fully vaccinated for COVID-19.  For purposes of 
this section, staff are considered fully vaccinated 
if it has been 2 weeks or more since they 
completed a primary vaccination series for 
COVID-19.  The completion of a primary 
vaccination series for COVID-19 is defined here 
as the administration of a single-dose vaccine, or 
the administration of all required doses of a 
multi-dose vaccine.  
(1)  Regardless of clinical responsibility or client 
contact, the policies and procedures must apply 
to the following facility staff, who provide any 
care, treatment, or other services for the facility 
and/or its clients: 
(i) Facility employees;
(ii) Licensed practitioners;
(iii) Students, trainees, and volunteers; and
(iv) Individuals who provide care, treatment, or 
other services for the facility and/or its clients, 

W 508
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W 508 Continued From page 2 W 508
under contract or by other arrangement.
(2)  The policies and procedures of this section 
do not apply to the following facility staff:
(i) Staff who exclusively provide telehealth or 
telemedicine services outside of the facility setting 
and who do not have any direct contact with 
clients and other staff specified in paragraph (f)(1) 
of this section; and
(ii)  Staff who provide support services for the 
facility that are performed exclusively outside of 
the facility setting and who do not have any direct 
contact with clients and other staff specified in 
paragraph (f)(1) of this section.
(3)  The policies and procedures must include, at 
a minimum, the following components:
(i) A process for ensuring all staff specified in 
paragraph (f)(1) of this section (except for those 
staff who have pending requests for, or who have 
been granted, exemptions to the vaccination 
requirements of this section, or those staff for 
whom COVID-19 vaccination must be temporarily 
delayed, as recommended by the CDC, due to 
clinical precautions and considerations) have 
received, at a minimum, a single-dose COVID-19 
vaccine, or the first dose of the primary 
vaccination series for a multi-dose COVID-19 
vaccine prior to staff providing any care, 
treatment, or other services for the facility and/or 
its clients;
 (iii) A process for ensuring the implementation of 
additional precautions, intended to mitigate the 
transmission and spread of COVID-19, for all staff 
who are not fully vaccinated for COVID-19; 
(iv) A process for tracking and securely 
documenting the COVID-19 vaccination status of 
all staff specified in paragraph (f)(1) of this 
section;
(v) A process for tracking and securely 
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W 508 Continued From page 3 W 508
documenting the COVID-19 vaccination status of 
any staff who have obtained any booster doses 
as recommended by the CDC;  
(vi) A process by which staff may request an 
exemption from the staff COVID-19 vaccination 
requirements based on an applicable Federal law; 
(vii) A process for tracking and securely 
documenting information provided by those staff 
who have requested, and for whom the facility 
has granted, an exemption from the staff 
COVID-19 vaccination requirements;  
(viii) A process for ensuring that all 
documentation, which confirms recognized 
clinical contraindications to COVID-19 vaccines 
and which supports staff requests for medical 
exemptions from vaccination, has been signed 
and dated by a licensed practitioner, who is not 
the individual requesting the exemption, and who 
is acting within their respective scope of practice 
as defined by, and in accordance with, all 
applicable State and local laws, and for further 
ensuring that such documentation contains:
(A) All information specifying which of the 
authorized COVID-19 vaccines are clinically 
contraindicated for the staff member to receive 
and the recognized clinical reasons for the 
contraindications; and 
(B) A statement by the authenticating practitioner 
recommending that the staff member be 
exempted from the facility's COVID-19 
vaccination requirements for staff based on the 
recognized clinical contraindications; 
(ix) A process for ensuring the tracking and 
secure documentation of the vaccination status of 
staff for whom COVID-19 vaccination must be 
temporarily delayed, as recommended by the 
CDC, due to clinical precautions and 
considerations, including, but not limited to, 
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W 508 Continued From page 4 W 508
individuals with acute illness secondary to 
COVID-19, and individuals who received 
monoclonal antibodies or convalescent plasma 
for COVID-19 treatment; and
(x) Contingency plans for staff who are not fully 
vaccinated for COVID-19.

Effective 60 Days After Publication:
(ii) A process for ensuring that all staff specified in 
paragraph (f)(1) of this section are fully 
vaccinated for COVID-19, except for those staff 
who have been granted exemptions to the 
vaccination requirements of this section, or those 
staff for whom COVID-19 vaccination must be 
temporarily delayed, as recommended by the 
CDC, due to clinical precautions and 
considerations;
This STANDARD  is not met as evidenced by:
 Based on record review and interview, the facility 
failed to implement policies and procedures to 
ensure all staff are fully vaccinated for COVID-19. 
The finding is:

Review of staff vaccination records on 8/2/22 
revealed a staff to receive their first COVID-19 
vaccination on 11/23/21 with no indication of the 
second vaccination dose. Review of the facilities 
COVID-19 vaccination policy and procedures 
indicated all staff must be fully vaccinated with the 
two doses by 1/4/22. 

Interview with the qualified intellectual disabilities 
professional (QIDP) on 8/2/22 confirmed the staff 
has not received their second vaccination. 
Continued interview with the QIDP revealed the 
staff is currently working in the facility. 
Subsequent interview with the QIDP revealed 
they have instructed the staff to leave the facility 
to receive their second vaccination.
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