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W 130 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:

W 130

 Based on observations, record reviews and 
interviews, the facility failed to ensure privacy was 
maintained during personal care.  This affected 5 
of 6 audit clients (#1, #2, #3, #4 and #5).  The 
findings are: 

A. During observations in the home on 4/20/21 at 
3:02pm, Staff E was observed to walk into client 
#1's bedroom.  Client #1 was laying in the bed, 
under his comforter.  Staff E prompted him to get 
up to take his medications.  Client #1 got out of 
bed, and was completely nude.  When client #1 
got out of bed, urine spilled down his legs.  Staff 
E was observed to tell client #1 to go to the 
bathroom to wash off.  Client #1 exited his 
bedroom, walked into the hall and into the 
bathroom located across from his bedroom.  Staff 
E followed client #1 into the bathroom, where he 
assisted him with washing off at the sink, and 
then put on a pair of shorts and a shirt.  The 
bedroom and bathroom door remained open 
during this time and several clients were 
observed in the hallway, and one client tried 
entering the bathroom when client #1 was 
washing off.  At no time during the observation 
did Staff E prompt client #1 to cover up when in 
the bedroom or when walking across the hall to 
the bathroom.  In addition, at no time did Staff E 
prompt client #1 to close the bedroom door or 
bathroom door nor did Staff E close the bedroom 
or bathroom door for him.
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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 
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W 130 Continued From page 1 W 130

Review on 4/20/21 of client #1's Individual 
Program Plan (IPP) dated 1/20/21 revealed a 
service objective to support client #1 with privacy 
guidelines.  Review of the privacy guidelines 
revealed client #1 will receive informal training to 
provide privacy and to increase his privacy, by 
closing the bathroom doors when he has to use 
the bathroom.  

Review on 4/21/21 of client #1's Adaptive 
Behavior Inventory (ABI) dated 9/2/20 revealed in 
the area of closing the door for privacy, client #1 
has partial independence, indicating he can 
perform some but not all of the behavior.  
Additional review of the ABI revealed closing the 
door for privacy as an area of need.  

Interview on 4/21/21 with the Qualified Intellectual 
Disabilities Professional (QIDP) and the facility's 
Quality Assurance (QA)  Coordinator confirmed 
that staff should prompt client #1 to close the 
bedroom and bathroom door for privacy, and if he 
doesn't, staff should close the door for him.  In 
addition, the QIDP confirmed that client #1 should 
be prompted to cover up when leaving his 
bedroom to go to the bathroom.  

B. During observations in the home on 4/20/21 at 
10:15am, client #2 was observed eating her 
morning snack.  When she was done eating,  
client #2 walked out of the dining room and into 
the bathroom.  During this time, two staff were in 
the dining room.  Client #2 was observed sitting 
on the toilet, with her pants down.  At no time 
during the observation did staff follow client #2 to 
the bathroom to prompt her to close the door nor 
did staff close the door for her.  
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W 130 Continued From page 2 W 130

Review on 4/21/21 of client #2's IPP dated 
10/21/20 revealed client #2 is supported with 
privacy guidelines to ensure client #2 closes the 
bathroom door for privacy.  These guidelines 
state client #2 can and will go to the bathroom on 
her own, but staff should remind her to close the 
bathroom door for privacy, and after client #2 
enters the bathroom, staff should check to see if 
she has closed the door for privacy. 

Review on 4/21/21 of client #2's ABI dated 
8/21/20 revealed in the area of closing the door 
for privacy, client #2 has partial independence, 
indicating she can perform some but not all of the 
behavior.  Additional review of the ABI revealed 
closing the door for privacy as an area of need.  

Interview on 4/21/21 with the QIDP and the 
facility's QA Coordinator confirmed that staff 
should prompt client #2 to close the bathroom 
door for privacy, follow her to the bathroom to 
ensure the door is closed and if it isn't, staff 
should close the door for her. 

C. During observations in the home on 4/20/21 at 
10:30am, client #3 was observed to go into the 
bathroom and pull her pants down.  Staff A was 
observed to walk to the bathroom door, and 
verbally prompt client #3 to make sure she pulled 
her pants down all the way.  Staff A walked away 
from the bathroom.  During the observation, the 
bathroom door remained open.  Staff A did not 
prompt client #3 to close the door nor did she 
close the door for her.  

Additional observations in the home on 4/21/21 at 
5:47am, client #2 was observed sitting on the 
toilet, with her nightgown laying on the floor.  
Client #2 got up and put her nightgown back on, 
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W 130 Continued From page 3 W 130

and walked to her bedroom.  Staff F was 
observed to walk back and forth between two 
bedrooms, each time passing the bathroom client 
#3 was in.  The door to the bathroom was open 
for the duration of the observation.  At no time did 
Staff F prompt client #3 to close the bathroom 
door nor did she close the door for her.   

Review on 4/21/21 of client #3's ABI dated 2/8/21 
revealed in the area of closing the door for 
privacy, client #3 has partial independence, 
indicating she can perform some but not all of the 
behavior.  Additional review of the ABI revealed 
closing the door for privacy as an area of need.  

Interview on 4/21/21 with the QIDP and the 
facility's QA Coordinator confirmed that staff 
should prompt client #3 to close the bathroom 
door for privacy and if she doesn't, staff should 
close the door for her.

D. During observations in the home on 4/20/21 at 
3:07pm, Staff A was observed to escort client #4 
to the bathroom.  Once client #4 was seated on 
the toilet, Staff A was observed to stand outside 
of the bathroom in the hallway, with the door of 
the bathroom opened.  Client #4 could be seen 
sitting on the toilet from the hallway.  At no time 
did Staff A prompt client #4 to close the bathroom 
door nor did she close the door for him.  

Review on 4/21/21 of client #4's ABI dated 
12/4/19 revealed in the area of closing the door 
for privacy, client #4 has partial independence, 
indicating she can perform some but not all of the 
behavior.  Additional review of the ABI revealed 
closing the door for privacy as an area strength, 
at potential. 
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W 130 Continued From page 4 W 130

Interview on 4/21/21 with the QIDP and the 
facility's QA Coordinator confirmed that due to 
client #4's regression and disabilities, he has met 
potential for closing the door on his own for 
privacy while in the bathroom.  The QIDP 
confirmed that staff should have closed the 
bathroom door for client #4.  

E.  During observations in the home on 4/21/21 at 
5:47am, client #5 was observed sitting on the 
edge of his bed, wearing nothing but 
underwear/briefs.  Staff F was observed to get 
pants, a shirt, socks and shoes out and assist 
client #5 with getting dressed.  The door to client 
#5's bedroom remained opened halfway during 
the observation.  At no time did Staff F prompt 
client #5 to close his bedroom door nor did she 
close the door for him.  

Review on 4/21/21 revealed client #5's ABI was 
unavailable due to the facility currently updating 
the information.  

Interview on 4/21/21 with the QIDP and the 
facility's QA Coordinator confirmed that staff 
should have closed client #5's bedroom door to 
ensure his privacy.

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 
and frequency to support the achievement of the 
objectives identified in the individual program 
plan.

W 249
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W 249 Continued From page 5 W 249

This STANDARD  is not met as evidenced by:
 Based on observations, record reviews and 
interviews, the facility failed to ensure 4 of 6 audit 
clients (#1, #3, #4 and #5) received a continuous 
active treatment plan consisting of needed 
interventions and services as identified in the 
Individual Program Plan (IPP) in the areas of 
behavior intervention implementation, objective 
implementation, feeding guidelines and use of 
adaptive equipment and devices.  The findings 
are:

A. During observations in the home on 4/20/21 at 
3:28pm, the Home Manager (HM) was observed 
feeding a client a bowl of cut up graham crackers 
in the living room.  Client #1 ran into the living 
room, and grabbed the bowl and spoon out of the 
HM's hands and began eating the graham 
crackers.  Staff E attempted to get the bowl from 
client #1, but the HM stated "He already has them 
now, might as well let him have them."  Client #1 
was observed to use the spoon to scoop the 
graham crackers and eat them.  

Additional observations in the home on 4/21/21 at 
6:55am revealed client #1 eating breakfast.  At 
7:02am, client #1 got up from the dining room 
table, and ran into the kitchen.  Staff E and Staff 
G followed client #1 into the kitchen, where he 
grabbed and opened a can of Coca-Cola soda.  
Client #1 ran into the living room with the soda, 
and Staff E and Staff G followed him.  Client #1 
was observed to stand in the corner of the living 
room and drink the can of soda.  

Review on 4/20/21 of client #1's Individual 
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W 249 Continued From page 6 W 249

Program Plan (IPP) dated 1/20/21 revealed a 
training objective for client #1 to display 10 or 
fewer behaviors per month.  

Review on 4/21/21 of client #1's record revealed 
a Behavior Support Plan (BSP) dated 11/5/20 
with identified target behaviors that consists of 
severe disruption, property damage, self-injurious 
behavior, physical aggression, unsanitary 
behavior, Pica, and taking food/beverages not 
served for him.  The BSP provides responses for 
staff to implement when client #1 exhibits the 
identified target behavior of taking 
food/beverages not served for him.  The 
response consists of "If client #1 takes food not 
prepared for him or not consistent with his dietary 
guidelines, he should be asked to please stop 
and staff should physically prevent him from 
taking more."

Interview on 4/21/21 with the facility's Quality 
Assurance (QA) Coordinator confirmed that staff 
should have followed the BSP as written and 
physically prevented client #1 from taking the 
food and soda.  

B. During observations in the home on 4/20/21 at 
10:26am, client #3 was observed to bang her 
head on the wall four times.  Staff B was 
observed to tell client #3 to "Calm down."  At 
11:09am, client #3 was observed to repeatedly hit 
her hands and arms against the wall.  Staff A was 
observed to simply call client #3's name once.  At 
12:13pm, client #3 was observed in the 
bathroom, banging on hands and arms on the 
wall.  Staff were sitting in the living room, and 
Staff B asked Staff A what the noise was, and 
Staff A responded "It's just [client #1] hitting the 
walls."  At 12:18pm, client #3 was observed 
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W 249 Continued From page 7 W 249

sitting at the dining table eating lunch.  She 
slapped herself on the head two times.  Four staff 
were located in the dining room with her, and all 
staff ignored the behavior.  At 4:21pm, client #3 
was observed to run to her bedroom, where she 
banged her head on the wall two times.  The 
Home Manager was standing in the doorway and 
called her name.  At 4:28pm, client #3 was 
observed standing in the hallway, slapping her 
legs.  She then ran into the bathroom where she 
banged her head on the wall.  Staff B was 
observed to call client #3's name from the living 
room.  At 5:30pm, client #3 was observed sitting 
on the back patio of the home with Staff A.  Client 
#3 picked up a box of gloves off of the ground 
and hit herself in the face two times.  Staff A 
ignored the behavior.  

Additional observations in the home on 4/21/21 at 
7:42am revealed client #3 sitting at the table in 
the living room.  She was observed to bang and 
slap the table with her hands four times.  Staff, 
located in the living room with her but with their 
back turned to her, stated "[Client #1], stop."  
Client #3 was then observed to pick up the 
remote control and hit herself, and staff stated, 
"No, not with the remote."

Review on 4/21/21 of client #3's IPP dated 5/7/20 
revealed a training objective to exhibit 30 or fewer 
target behaviors per month.

Review on 4/21/21 of client #3's record revealed 
a BSP dated 8/18/20 with identified target 
behaviors which includes aggression, property 
destruction, severe disruption, leaving assigned 
area/attempting to hide, self-injurious behavior 
(SIB), taking food/beverages not served to her, 
and taking items that don't belong to her.  
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W 249 Continued From page 8 W 249

Additional review of the BSP describes SIB as 
"any self-inflicted behavior that causes, or is likely 
to cause, tissue damage or trauma if not stopped.  
Although typically mild, at times she is at risk of 
inflicting bodily injury.  More serious incidents 
involves scratching herself, slapping herself and 
hitting herself with a clipboard."  Further review of 
the BSP revealed guidelines for staff to 
implement when client #3 is exhibiting SIB.  
These guidelines state that staff should physically 
block client #3 from the SIB, using either a 
protective device, such as a pillow, or staff can 
use their hands to block her."  

Interview on 4/21/21 with the Qualified Intellectual 
Disabilities Professional (QIDP) and QA 
Coordinator confirmed that staff should have 
verbally redirected client #3, and physically 
blocked her when head banging, slapping or 
hitting herself, as the BSP indicates.   

C. During observations in the home on 4/20/21 at 
10:08am, client #5 was observed eating snack.  
During the observations, staff were observed to 
put client #5's sippy cup to his mouth and tell him 
to take a drink.  At no time during the observation 
were staff observed to physically prompt client #5 
to get his cup and drink from it.  

During observations in the home on 4/20/21 at 
12:18pm, client #5 was observed eating lunch.  
During the observations, Staff E was observed to 
put client #5's sippy cup to his mouth and tell him 
to take a drink, or ask him if he wanted some 
drink and would then bring his cup to his mouth.  
At no time during the observation were staff 
observed to physically prompt client #5 to get his 
cup and drink from it.
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Additional observations in the home on 4/20/21 at 
6:05pm revealed client #5 eating dinner.  During 
the observations, Staff E was observed to put 
client #5's sippy cup to his mouth and tell him to 
take a drink, or ask him if he wanted some drink 
and would then bring his cup to his mouth.  At no 
time during the observation were staff observed 
to physically prompt client #5 to get his cup and 
drink from it.

Further observations in the home on 4/21/21 at 
6:55am revealed client #5 eating breakfast.  
During the observations, Staff F was observed to 
consistently assist client #5 with getting his cup 
by physically guiding his hands to the cup and 
saying "let's get your cup" or "time to drink."  
Additional observations on 4/21/21 at 7:16am 
revealed Staff G physically guiding client #5 to get 
his cup and drink from it.  

Review on 4/20/21 of client #5's IPP dated 5/7/20 
revealed client #5 is supported by training to 
increase his self-help skills, which states "By 
January 30, 2022, client #5 will retrieve his own 
cup from table, during each meal, with guidance, 
with 85% verbal prompts for two consecutive 
review periods."  Further review of this training 
revealed that client #5 will need staff guidance to 
his cup, with use of verbal prompts.  

Interview on 4/21/21 with the QIDP confirmed 
staff should be allowing client #5 to get his own 
cup from the table by physically guiding his hands 
to his cup and verbally prompting him to drink.  

D. During observations in the home on 4/20/21 
during morning snack, lunch, and dinner and 
additional observations in the home on 4/21/21 
during breakfast, client #5 was observed to sit in 
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his wheelchair at the dining room table.  
Throughout the observations, client #5 was 
observed to lean forward in his wheelchair or lean 
to the left side, over the arm of the wheelchair.  

Review on 4/21/21 of client #5's IPP dated 5/7/20 
revealed client #5 is supported with feeding 
guidelines.  Review of these guidelines revealed 
client #5 is to be upright at 90 degrees in his chair 
for all meals and snacks.  

Interview on 4/21/21 with the QIDP confirmed 
client #5 should have been sitting upright at 90 
degrees, and staff should consistently prompt him 
to sit upright.

E. During observations in the home on 4/20/21, 
client #1 was observed to be barefoot or at times, 
wearing shoes with no socks.  Additional 
observations in the home on 4/21/21 at 6:27am 
revealed Staff E and client #1 in the bathroom, 
taking a shower. Staff E and client #1 went to 
client #1's bedroom, where client #1 was assisted 
with putting on shorts, a shirt and shoes.  Client 
#1 was not prompted to put on socks. 

Review on 4/20/21 of client #1's IPP dated 
1/20/21 revealed client #1 is supported by 
wearing support socks, to be worn daily, on in the 
morning and taken off in the evening.  

Interview on 4/21/21 with the QIDP revealed 
client #1 has a behavior of removing all of his 
clothes, including socks.  The QIDP revealed that 
most times client #1 will refuse to wear his 
support socks.  The QIDP confirmed staff should 
prompt client #1 to put the socks on, even if he 
removes them. 
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F. During observations in the home on 4/20/21 at 
10:08am, client #5 was observed eating his 
snack.  He had yogurt in a small glass bowl and 
Gatorade in a sippy cup.  

During observations in the home on 4/20/21 at 
12:18pm, client #5 was observed eating lunch.  
His juice was served in a sippy cup. 

During observations in the home on 4/20/21 at 
3:26pm revealed client #5 sitting in his wheelchair 
in the living room, eating in afternoon snack 
which consisted of a small glass bowl of chopped 
graham crackers and juice served in a sippy cup.  

Further observations in the home on 4/20/21 at 
6:05pm revealed client #5 sitting at the table 
eating dinner.  Client #5's tea was served to him 
in a sippy cup. 

Review on 4/20/21 of client #5's IPP dated 5/7/20 
revealed client #5 is supported with the use of 
adaptive equipment, which consists of a high 
sided plate and Provale cup. 

Interview on 4/21/21 with the QIDP and QA 
Coordinator confirmed client #5's yogurt and 
graham crackers should have been served on his 
high sided plate and his beverages served in the 
Provale cup.  

G. During observations in the home on 4/20/21 at 
10:08am, client #1 was observed eating his 
morning snack which consisted of yogurt, served 
in a small glass bowl.  

Review on 4/20/21 of client #1's IPP dated 
1/20/21 revealed client #1 is supported by 
adaptive equipment which consists of a high 
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sided plate.  

Interview on 4/21/21 with the QIDP and QA 
Coordinator confirmed client #1's yogurt should 
have been served on his high sided plate.

H. During observations in the home on 4/20/21 at 
10:08am, client #4 was observed eating his 
morning snack which consisted of yogurt, served 
in a small glass bowl. 

Review on 4/21/21 of client #4's IPP dated 
6/10/20 revealed client #4 is supported by 
adaptive equipment, which consists of a inner lip 
plate.

Interview on 4/21/21 with the QIDP and QA 
Coordinator confirmed client #4's yogurt should 
have been served on his inner lip plate.

W 460 FOOD AND NUTRITION SERVICES
CFR(s): 483.480(a)(1)

Each client must receive a nourishing, 
well-balanced diet including modified and 
specially-prescribed diets.

This STANDARD  is not met as evidenced by:

W 460

 Based on observations, record reviews and 
interviews, the facility failed to ensure modified 
diets for 3 of 6 audit clients (#1, #2 and #5) were 
followed as indicated.  The findings are:

A. During observations in the home on 4/20/21 at 
6:05pm, client #2 was observed eating dinner.  
Her dinner consisted of one taco and rice.  Client 
#2's taco was served whole.  During the 
observation, client #2 was observed to use a 
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spoon to cut the taco into two half pieces, larger 
than 1/4 inches.  Client #2 was observed to pick 
the pieces up and eat them.  Client #2 was not 
prompted to cut the taco into smaller pieces.    

Additional observations in the home on 4/21/21 at 
6:58am revealed client #2 eating breakfast.  Her 
breakfast consisted of pancakes, scrambled 
eggs, orange juice and water.  Staff E was 
observed to put one whole pancake onto client 
#2's plate, then use hand-over-hand assistance 
to cut the pancake into 4 pieces.  The pieces 
were larger than 1/4 inches.  Client #2 was not 
prompted to cut the pieces smaller, nor did staff 
assist with cutting them into smaller pieces. 

Review of 4/21/21 of client #2's Individual 
Program Plan (IPP) dated 10/21/20 revealed 
client #2's diet is 1500 calorie, weight loss, 1/4 
inch chopped, thin liquids.  

Interview on 4/21/21 with the facility's Quality 
Assurance (QA) Coordinator confirmed client #2's 
diet should have been followed, and the taco and 
pancake should have been chopped into 1/4" 
pieces as her diet indicates.  

B. During observations in the home on 4/20/21 at 
3:25pm, client #1 was observed eating his 
afternoon snack.  The snack consisted of 
pudding and juice/water.  Additional observations 
on 4/20/21 at 6:05pm revealed client #1 eating 
dinner which consisted of tacos and rice.  

Review of client #1's IPP dated 1/20/21 revealed 
a diet that consists of a meat sandwich to be 
consumed daily at 4pm.  

Interview on 4/21/21 with Staff A revealed client 
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#1 did not receive his meat sandwich on 4/20/21 
at 4:00pm.

Interview on 4/21/21 with the QIDP and QA 
Coordinator confirmed that client #1 should have 
received his meat sandwich as his diet indicates. 

C. During observations in the home on 4/20/21 at 
10:08am, client #5 was observed eating his 
morning snack.  His snack consisted of a small 
bowl of yogurt and Gatorade.  Staff A was 
observed to pour the Gatorade into a sippy cup.  
Client #5 was observed to drink his Gatorade 
from the sippy cup, without his liquids being 
thickened.     

Additional observations on 4/20/21 at 12:24pm 
revealed client #5 eating lunch.  Staff A was 
observed to pour juice into a sippy cup.  Client #5 
was observed to drink his juice from the sippy 
cup, without his liquids being thickened.     

Additional observations on 4/20/21 at 3:26pm 
revealed client #5 eating his afternoon snack.  
Client #5 was provided a sippy cup with juice in it.  
Client #5 was observed to drink his juice from the 
sippy cup, without his liquids being thickened.       

Further observations on 4/20/21 at 6:05pm 
revealed client #5 eating dinner.  Staff E was 
observed to pour tea into a sippy cup for client #5.  
Client #5 was observed to drink his tea from the 
sippy cup, without his liquids being thickened.       

During observations in the home on 4/21/21 at 
6:58am revealed client #5 eating breakfast.  The 
Home Manager (HM) was observed to pour juice 
into an adaptive Provale cup.  Client #5 was 
observed to drink his liquids from the Provale 
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cup.

Review on 4/20/21 of client #5's IPP dated 5/7/20 
revealed client #5's diet consists of nectar 
thickened liquids, may have thin liquids with 
Provale cup.  Additional review of client #5's IPP 
revealed he is supported with feeding guidelines.  
These guidelines indicate client #5 cannot safely 
drink thin liquids (water, juice, milk, etc.) and all 
liquids should be nectar thick.  

Review on 4/21/21 of client #5's nutritional 
evaluation dated 4/3/21 revealed a diet that 
consists of nectar thickened liquids, may have 
thin liquids with Provale cup.  

Interview on 4/21/21 with the Home Manager 
revealed client #5's liquids are only thickened if 
he uses the Provale cup, and can have thin 
liquids when he uses the sippy cup.  

Interview on 4/21/21 with the QIDP confirmed that 
client #5's liquids should have been served in the 
Provale cup for all snacks and meals, not a sippy 
cup, and if he doesn't use the Provale cup, his 
liquids should be thickened to a nectar 
consistency.
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