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W 323 483.460(a)(3)(i) PHYSICIAN SERVICES

The facility must provide or obtain annual physical 
examinations of each client that at a minimum 
includes an evaluation of vision and hearing.

This STANDARD  is not met as evidenced by:

W 323

 Based  on interview and record review, the 
facility failed to ensure vision and or hearing 
evaluations are conducted at least annually for 2 
of 4 clients in the sample (R2 and R3).  

Findings include:

1)  R2's medical record was reviewed.  R2's last 
vision examination was completed on 3/12/13.  
This examination notes that R2 should return in 1 
year.  
R2 does not have an annual vision evaluation.  

R2's last hearing evaluation was completed on 
3/18/15.  This evaluation notes that R2's bilateral 
responses fall below the standard and R2 has a 
previous diagnosis of bilateral hearing loss.  It is 
recommended that R2 be re-evaluated in 6 
months.  
R2 does not have a current hearing evaluation 
and R2 was not re-evaluated in 6 months.  

E1 (Director) was interviewed on 3/23/16 at 
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W 323 Continued From page 1 W 323

1:10pm.  E1 verified that R2 does not have 
current annual vision and hearing evaluations.  
E1 also verified that the facility did not re-evaluate 
R2's hearing as recommended.  

2)  R3's medical record was reviewed.  R3's last 
hearing examination was completed on 12/10/14.  
This evaluation notes that R3 has a documented 
history of hearing loss.  This evaluation notes that 
R3 should be re-evaluated in 1 year.  
R3 does not have a current annual hearing 
evaluation.  

E1 was interviewed on 3/23/16 at 1:10pm.  E1 
verified that R3 does not have a current annual 
hearing evaluation.

W 352 483.460(f)(2) COMPREHENSIVE DENTAL 
DIAGNOSTIC SERVICE

Comprehensive dental diagnostic services 
include periodic examination and diagnosis 
performed at least annually.

This STANDARD  is not met as evidenced by:

W 352

 Based on interview and record review, the facility 
failed to ensure an annual comprehensive dental 
examination was completed for 1 of 1 client in the 
sample (R4) who is edentulous.  

Findings include:

R4's medical record was reviewed and R4 does 
not have a current dental examination.  There is a 
document, dated 10/30/14, that notes "Cont 
(continue) routine oral care.  Ok to D/C 
(discontinue) dental appts (appointments) as pt 
(patient) is edentulous."  This document is signed 
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by a Nurse Practitioner.  
R4 does not have a current extraoral and intraoral 
examination that was completed by a dental 
professional.  

 E1 (Director) was interviewed on 3/23/16 at 
1:10pm.  E1 reviewed the document (10/30/14) in 
R4's medical record and verified that R4 does not 
have a current annual dental examination.

W 369 483.460(k)(2) DRUG ADMINISTRATION

The system for drug administration must assure 
that all drugs, including those that are 
self-administered, are administered without error.

This STANDARD  is not met as evidenced by:

W 369

 Based on observation, interview and record 
review, the facility failed to ensure that all 
medications are administered without error 
affecting 1 of 4 clients (R5)  observed during the 
morning medication administration.  

Findings include:

The morning medication pass was observed on 
3/23/16.  E3 (DSP - Direct Support Person) was 
observed to assist R5 with his morning 
medications.  At approximately 8:10am R5 was 
observed to take 1 tablet of Vitamin D 1000IU.  
R5's MAR (Medication Administration Record) 
was reviewed.  R5's MAR notes that R5 is to 
receive - Vitamin D 2000 Unit tab, 1 tablet at 
8am.  
R5's 3/10/16 to 4/8/16 POS (Physician's Order 
Sheet) was reviewed.  R5 has the following order:  
"Vitamin D 2000 Unit tab - take 1 tablet by mouth 
every morning - 8am"  
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E3 was interviewed, on 3/23/16 at 8:15am.  E3 
reviewed R5's bottle of Vitamin D tablets and 
verified that R5 received 1 tablet of Vitamin D 
1000IU.  E3 also reviewed R5's order for Vitamin 
D tablets and verified the order is for 1 tablet of 
Vitamin D 2000IU.  E3 stated that she would 
notify the Supervisor of the medication error.  
On 3/23/16 at 8:52am E4 (Supervisor) was in the 
home and E3 told E4 of R5's medication error.
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