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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 observations, record review and 
interview, the facility failed to ensure clients #4, 
#5, #11 and #12 had the right to dignity related to 
the use of incontinence pads.  This affected 4 of 
6 audit clients.  The findings are:

A.  During observations throughout the survey on 
12/8 - 9/25, client #4 was observed sitting on a 
couch in the living room.  Further observations 
revealed client #4 was sitting on a washable 
incontinence pad.

Review on 12/9/25 of client #4's Individual 
Program Plan (IPP) dated 9/29/25 revealed there 
was no information stating he is to sit on a 
washable incontinence pad.

B.  During observations throughout the survey on 
12/8 - 9/25, client #5 was observed sitting in his 
wheelchair.  Further observations revealed client 
#5 was sitting on a washable incontinence pad.

Review on 12/9/25 of client #5's IPP dated 
5/15/25 revealed there was no information stating 
he is to sit on a washable incontinence pad.

C.  During observations on 12/9/25 at 7:10am, 
client #11 was observed sitting on washable 
incontinence pad while sitting on the couch in the 
living room. 
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W 125 Continued From page 1 W 125

Review on 12/9/25 of client #11's IPP dated 
9/29/25 revealed there was no information stating 
he is to sit on a washable incontinence pad.

D.  During observations during the survey on 12/8 
- 9/25, client #12 was observed sitting on 
washable incontinence pad, whenever he was 
sitting in a recliner which is located in the living 
room.

Review on 12/9/25 of client #12's IPP dated 
1/7/25 revealed there was no information stating 
he is to sit on a washable incontinence pad.

During an interview on 12/9/25, Staff A stated that 
clients #4, #5, #11 and #12 all are toileted every 
two hours.  Further interview revealed the 
incontinence pads are being used to prevent 
accidents on the furniture or the clients 
wheelchairs.

During an interview on 12/9/25, the Home 
Supervisor (HS) stated no clients should be 
sitting on washable incontinence pads while 
sitting on furniture or in their wheelchairs.

During an interview on 12/9/25, the Qualified 
Intellectual Disabilities Professional (QIDP) stated 
the washable incontinence pads are being used 
for best practice; which is to prevent toileting 
accidents.

W 189 STAFF TRAINING PROGRAM
CFR(s): 483.430(e)(1)

The facility must provide each employee with 
initial and continuing training that enables the 
employee to  perform his or her duties effectively, 

W 189
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W 189 Continued From page 2 W 189
efficiently, and competently.
This STANDARD  is not met as evidenced by:
 Based on observations and interviews, the facility 
failed to ensure staff were sufficiently trained in 
the usage of client wheelchairs.  This affected 1 
of 6 audit clients (#4). The finding is:

During observations in the home on 12/8/25 at 
6:02pm, Staff B was observed sitting in client #4's 
wheelchair and propelling it with her feet.  Further 
observations revealed Staff B was exiting the 
living room and entering the dining room and 
going around the table and providing hand 
sanitizer to the clients around the table, while still 
sitting in client #4's wheelchair.

During an interview on 12/8/25, Staff B could not 
give any reasons why she was using client #4's 
wheelchair for her own personal use.

During an interview on 12/9/25, the Home 
Supervisor (HS) confirmed there is never a time 
where a staff should be personally using any of 
the clients' wheelchair for their personal use.

During an interview on 12/9/25, the Qualified 
Intellectual Disabilities Professional (QIDP) 
confirmed there is never a time where a staff 
should be personally using any of the clients' 
wheelchair for their personal use.

 

W 249 PROGRAM IMPLEMENTATION
CFR(s): 483.440(d)(1)

As soon as the interdisciplinary team has 
formulated a client's individual program plan, 
each client must receive a continuous active 
treatment program consisting of needed 
interventions and services in sufficient number 

W 249
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W 249 Continued From page 3 W 249
and frequency to support the achievement of the 
objectives identified in the individual program 
plan.

This STANDARD  is not met as evidenced by:
 Based on observations, record reviews and 
interviews, the facility failed to ensure 1 of 6 audit 
clients (#11) received a continuous active 
treatment program consisting of needed 
interventions and services as identified in the 
Individual Program Plan (IPP) in the area of 
wheelchair safety.  The finding is:

During observations during the survey on 12/8 - 
9/25, client #11 was not prompted to use his 
gloves; which are to be used whenever he is self 
propelling his wheelchair.  

Review on 12/8/25 of client #11's IPP dated 
3/18/25 stated, "Gloves worn during times he is 
propelling his wheelchair".  Further review 
revealed client #11's gloves are used for safety 
while in wheelchair.

During an interview on 12/9/25, Staff A confirmed 
client #11 should be prompted to wear his gloves 
whenever he is self propelling his wheelchair.  
Further interview revealed client #11's gloves are 
kept in his bedroom in his drawer.  

During an interview on 12/9/25, the Qualified 
Intellectual Disabilities Professional (QIDP) stated 
client #11 should be wearing his gloves whenever 
he is self propelling his wheelchair.

 

W 383 DRUG STORAGE AND RECORDKEEPING
CFR(s): 483.460(l)(2)

W 383
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W 383 Continued From page 4 W 383

Only authorized persons may have access to the 
keys to the drug storage area.
This STANDARD  is not met as evidenced by:
 Based on observations and interviews, the facility 
failed to ensure only authorized persons have 
access to keys to the drug storage area.  The 
finding is:

During morning observations in the home on 
12/9/25 at 7:26am, the Home Supervisor (HS) 
told Staff A the keys to the medication closet are 
located in a unlocked drawer in the medication 
room.  Further observations revealed the door to 
the medication room was open and unlocked.

During an interview on 12/9/25, Staff A confirmed 
the keys that were in the unlocked drawer were 
the keys to the medication closet.

During an interview on 12/9/25, the HS confirmed 
the medication keys were being kept in an 
unlocked drawer in the medication room.

During an interview on 12/9/25, the facilty's nurse 
stated whomever the medication technician is 
should always have the keys on their person.

 

W 448 EVACUATION DRILLS
CFR(s): 483.470(i)(2)(iv)

The facility must investigate all problems with 
evacuation drills, including accidents.
This STANDARD  is not met as evidenced by:

W 448

 Based on record review and interview, the facility 
failed to investigate any problems with fire 
evacuation drills, including the reason for 
extended times needed for evacuations. The 
finding is:
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W 448 Continued From page 5 W 448

Review on 12/8/25 of the facility's fire evacuation 
drills over the past year revealed several drills 
with extended evacuation times to include: 1/3/25 
(5 minutes), 2/3/25 (7 minutes), 4/1/25 (6 
minutes), 5/5/25 (5 minutes), 7/2/25 (5 minutes), 
8/4/25 (5 minutes), 10/5/25 (5 minutes) and 
12/3/25 (5 minutes).  

During an interview on 12/9/25, the Qualified 
Intellectual Disabilities Professional 
(QIDP)confirmed the drills should have been 
evaluated to determine the issues of the 
extended evacuation times and a plan of 
correction should have been developed.
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