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W 322 PHYSICIAN SERVICES
CFR(s): 483.460(a)(3)

The facility must provide or obtain preventive and 
general medical care.
This STANDARD  is not met as evidenced by:

W 322

 Based on record reviews and interviews, the 
facility failed to assure client #2 was referred to a 
physician as recommended for laboratory tests. 
This affected 1 of 3 clients. The findings is:

Review on 6/2/25 of client #2 record revealed a 
referral for a mammogram on 11/20/24. Client #2 
is 52 years of age.

Additional review on 6/2/25 of client #2's medical 
notes revealed she had a referral for a 
mammogram in October of 2024. Core team 
notes revealed client refused mammogram on 
notes 12/2024 through current. 

Interview on 6/3/25 with the facility Nurse 
revealed client #2 had refused mammogram for 
years and had not been screened. Nurse 
revealed client #2 was referred to imaging 
services for a mammogram annually but had 
refused every year. Further interview confirmed 
that the mammogram had not been completed as 
of 6/3/25.

Interview on 6/3/25 the qualified intellectual 
disabilities professional (QIDP) revealed client #2 
refusals had been discussed however not 
documented. The QIDP confirmed client #2 
needed to have a mammogram.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
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