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PROTECTION OF CLIENTS RIGHTS
CFR(s): 483.420(a)(7)

The facility must ensure the rights of all clients.
Therefore, the facility must ensure privacy during
treatment and care of personal needs.

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to assure that privacy was maintained for 1
of 3 (#1) sampled clients while toileting. The

finding is:

Observations in the group home on 10/14/20
from 6:30 AM to 8:15 AM revealed client #1 to
participate in various activities during the
observation period. Further observations at 8:05
AM revealed staff E to follow client #1 into the
bathroom, leaving the bathroom door ajar.
Continued observations revealed staff A to assist
client #1 in the bathroom, which could be seen
and heard from the opening of the door to the
hallway. Staff E was observed to assist client #1
with washing his hands and following him to the
table to participate in the breakfast meal.

Interview with the qualified intellectual disabilities
professional (QIDP) verified that client #1 wears
adult briefs and requires staff assistance with
toileting. Further interview with the QIDP verified
that staff should have ensured that the bathroom
door was closed prior to assisting client #1 with
his toileting needs. Continued interview with the
QIDP confirmed that all clients should receive
privacy when toileting or receiving assistance with
their toileting needs.
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The individual program plan states the specific
objectives necessary to meet the client's needs,
as identified by the comprehensive assessment
required by paragraph (c)(3) of this section.

This STANDARD is not met as evidenced by:
Based on observations, record review, and
interviews the person-centered plan (PCP) failed
to include sufficient training objectives or
interventions relative to behavior management for
1 of 3 sampled clients (#4). The finding is:

Observations in the group home on 10/13/20
from 4:00 PM to 6:00 PM revealed client #4 to
participate in various activities including a game
activity with staff, medication administration,
assist with dinner prepartation and to participate
in the dinner meal. Observations at 5:35 PM
revealed client #4 to stand in his bedroom with no
pants on and an adult brief in his hands while
other clients and staff were going in and out of
the laundry room adjacent to his room. Further
observations revealed client #4 was without pants
and undergarments and visible from the hallway.
Further observations at 5:40 PM revealed staff A
to witness client #4 to stand in the doorway and to
rush into his room closing the door behind her.
Continued observations at 6:15 PM revealed
client #4 to come out of his room with a clean
t-shirt and shorts and to choose a game activity
with staff assistance.

Review of the record for client #4 revealed a
person centered plan (PCP) dated 2/28/20 which
includes the following program goals: request
that staff participate in an activity with him, exhibit
less than 35 incidents of target behaviors for six
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months, use picture symbols, participate in
community outings, work a puzzle, and use
proper etiquette during meals. Further review of
the record did not include training objectives or
interventions relative to inappropriate toileting.
Review of the behavior support plan (BSP) dated
10/15/19 states that client #4 exhibits the
following target behaviors: kicks walls, doors,
self-injurious behaviors, (SIBs), and physical
aggression towards staff. Further review of the
BSP did not include interventions relative to
inappropriate toileting.

Interview with staff A on 10/13/20 verified that
client #4 often soils his clothes and does not
consistently alert staff when he needs assistance
in using the bathroom. Further interview with
staff A verified that client #4 will often take off his
adult briefs and soil on the floor. Staff A
confirmed during the interview on 10/13/20 that
client #4 took off his adult briefs and urinated
while standing in front of his bed. Interview with
the qualified intellectual disabilities professional
(QIDP) verified that client #4 has a history of
soiling his clothes and thought that client #4's
toileting accidents had improved. QIDP
confirmed during the interview that client #4's
goals were current. Continued interview with the
QIDP confirmed that client #4 could benefit from
training objectives relative to inappropriate
toileting.

W 475 | MEAL SERVICES W 475
CFR(s): 483.480(b)(2)(iv)

Food must be served with appropriate utensils.

This STANDARD is not met as evidenced by:
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Based on observation, record review, and
interview, the facility failed to assure 1 of 3
sampled clients (#2) were provided with utensils
and adaptive equipment to enable them to eat as
independently as possible according to their
highest functioning level. The finding is:

Afternoon observations in the group home on
10/13/20 at 4:50 PM revealed client #2 to wash
his hands with staff assistance and prepare for
the dinner meal. Observations revealed client #2
to have the following utensils during the dinner
meal: a plate, fork, spoon, knife, and two regular
cups. Continued observations revealed client #2
to eat the following menu items: sausage, egg
and cheese casserole, hash browns, cut up
banana pieces, milk, and a sugar free beverage.
At no point during the dinner meal did staff offer
client #2 a cup with a lid and a straw.

Morning observations in the group home on
10/14/20 at 8:00 AM revealed client #2 to
participate in the breakfast meal. Further
observations revealed client #2 to have the
following utensils during the breakfast meal: a
plate, fork, spoon, knife, and two regular cups
with no lid or straw. Observations revealed client
#2 to eat the following menu items: stewed
apples with cinnamon, french toast, bacon, milk
and water to drink. Continued observations
revealed client #2 to drink a cup of milk with his
hand trembling and milk spilling on the table.
Observations revealed staff to assist client #4
with cleaning the spillage off of the table. At no
point during the breakfast meal did staff offer
client #2 a cup with a lid and a straw.

Review of the record for client #2 revealed a
person-centered plan (PCP) dated 8/27/20.
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Further review of the PCP revealed that client #2
should have the following utensils during meals:
regular plate, magic cup and a cup with lid and
straw as recommended due to tremors. Review
of the nutritional evaluation dated 6/30/20
recommended that client #4 should have a
regular plate, regular utensils, and a cup with a lid
and straw.

Interview with the qualified intellectual disabilities
professional (QIDP) on 10/14/20 verified that
client #2 should have had a cup with a lid and
straw during mealtimes. QIDP confirmed during
the inteview that all of client #2's goals are
current. QIDP also confirmed during the
interview that client #2 needs access to a cup
with a lid and straw during meals due to his hand
tremors.
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