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W 268 483.450(a)(1)(i) CONDUCT TOWARD CLIENT

These policies and procedures must promote the 
growth, development and independence of the 
client.

This STANDARD  is not met as evidenced by:

W 268

 Based on observations and interviews the facility 
failed to ensure that 1 of 1 client outside the 
sample, (R5),  maintained his dignity when he 
went out in public sitting on a chucks absorbent 
pad.

Findings include:

According to the May 12, 2016 Inspection of Care 
form, it states that R5 is a 77 year old man who 
has moderate intellectual disability and whose 
diagnosis includes seizure disorder.  

During observations on 10-3-16 at 3:07pm when 
R5 returned from his workshop and on 10-4-16 at 
8:20am when he got on his bus to go to work for 
the day, R5 was sitting on a chucks absorbent 
pad that was visible.  On 10-4 the pad was tucked 
in more than it was on the previous day, but it 
could still be seen at the corners of the cushion 
he was sitting on in his wheelchair.   

During an interview on 10-4-16 at 3:30pm Facility 
Representative E2 acknowledged that R5's 
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W 268 Continued From page 1 W 268

chucks absorbent pad should not have been 
visible and E2 said that she would fix this 
situation.

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 record review and interview the facility 
failed to ensure for one of four in the sample (R4) 
that a comprehensive dental diagnostic service 
included periodic examination and diagnosis 
performed at least annually.

Findings include:

Per record review of the Individual Service Plan 
dated 7-12-16, R4 functions in the Profound 
range of Intellectual Disability. R4's diagnosis 
includes Cerebral Palsy.  

Per record review of the Individual Service Plan 
dated 7-12-16 is written dental exam was 
completed on 8-25-14. She was noted as having 
moderate plaque and calculus. The concurrent 
services for R4 is to have annual dental exams. 

Per record review of the Physician Order Sheet 
dated 9-1-16 through 9-30-16 is written dental 
check up yearly.  

Per record review of the General Notes dated 
8-20-15 is written due to no dental consent her 
dental appointment was canceled. 
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Per interview with E3 (QIDP) on 10-4-16 at 11:50 
A.M. acknowledged that the last dental exam for 
R4 was on 8-25-14.
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