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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 observation, record review and 

interview the facility failed to assure the right to 

privacy during the provision of personal care for 1 

of 4 sampled clients (#2).  The finding is:

Observation throughout the 7/6/21 afternoon 

observations in the group home revealed a video 

monitor to be on and to sit underneath the 

television in the living room of the group home.  

Continued observation of the video feed revealed 

the monitor to be fed from client #2's bedroom 

and positioned to receive from an angle of the 

client's bed.  Further observation revealed an 

audio monitor to also be on and sitting near the 

video monitor.  

Observation in the group home on 7/7/21 at 5:25 

AM revealed client #2 to be up, dressed and 

participating in the breakfast meal at the kitchen 

table.  Continued observation in the group home 

revealed the video monitor for client #2 to remain 

on in the living room throughout morning 

observations.  Further observation at 5:55 AM 

revealed the facility qualified intellectual 

disabilities professional (QIDP) to take client #2 to 

his room for personal care that involved changing 

the client's colostomy bag as the client laid on his 

bed.  The video monitor in the living room was 

observed to provide a live feed from client #2's 

room during personal care while client #1 and 

client #3 were also in the living room and the feed 
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W 130 Continued From page 1 W 130

was visible to any other passerby.  The video 

monitor was also observed to have a audio 

feature that provided audio to all video feed from 

client #2's bedroom.  

Interview with the facility QIDP on 7/7/21 revealed 

client #2's guidelines relative to the audio monitor 

for the client specified that the monitor should 

only be on when the client is asleep.  Continued 

interview with the QIDP verified the audio monitor 

for client #2 should have been off during survey 

observations on 7/6/21 as the client was up and 

engaged in various activities outside his room 

and turned off after the client was up on 7/7/21.  

Subsequent interview with the QIDP verified client 

#2's right to privacy during care and treatment 

was violated by not ensuring the video monitor 

was off prior to taking the client to his room for 

personal care.

W 192 STAFF TRAINING PROGRAM

CFR(s): 483.430(e)(2)

For employees who work with clients, training 

must focus on skills and competencies directed 

toward clients' health needs.

This STANDARD  is not met as evidenced by:

W 192

 Based on observation and interview, the facility 

failed to ensure staff were sufficiently trained 

relative to monitoring food/dairy expiration dates. 

The finding is:  

Observation in the group home on 7/6/21 

revealed the kitchen refrigerator to contain (2) 

gallon containers of milk with an expiration date 

of 7/4/21.  Observation on 7/7/21 at 5:30 AM 

revealed the refrigerator of the group home to 
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W 192 Continued From page 2 W 192

contain (1) gallon of milk with an expiration date 

of 7/4/21.  

Interview with staff A on 7/7/21 at 5:30 AM 

revealed a gallon of milk from the refrigerator of 

the group home had been taken to another group 

home.  Continued interview with staff A revealed 

she had not checked the expiration date on the 

milk that was taken to the other group home.   It 

should be noted upon knowledge the additional 

gallon of milk was taken to another group home, 

the surveyor had the facility home manager to 

contact the other group home regarding the 

expired milk.  

Interview with the qualified intellectual disabilities 

professional (QIDP) on 7/7/21 revealed expired 

milk should not be in the group home.  Further 

interview with the QIDP revealed staff should 

verify the date on food and dairy items daily to 

ensure expired items are not served to clients in 

the group home.

W 371 DRUG ADMINISTRATION

CFR(s): 483.460(k)(4)

The system for drug administration must assure 

that clients are taught to administer their own 

medications if the interdisciplinary team 

determines that self-administration of medications 

is an appropriate objective, and if the physician 

does not specify otherwise.

This STANDARD  is not met as evidenced by:

W 371

 Based on observations and interviews, the 

system for drug administration failed to assure 1 

of 3 clients (#1) observed during medication 

administration was provided the opportunity to 
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W 371 Continued From page 3 W 371

participate in medication self-administration or 

provided teaching related to name, purpose and 

side effects of medications administered.  The 

finding is:

Observation in the group home on 7/7/21 at 5:35 

AM revealed staff A to verbally prompt client #1 to 

the medication room.  Continued observation of 

the medication pass for client #1 revealed the 

client to enter the medication room, to sit in a 

chair and for staff A to feed the client a cup of 

prepared medications that were crushed and 

mixed with yogurt.  Subsequent observation at 

5:40 AM revealed client #1 to exit the medication 

room after being fed medications by staff A.  

Observation of the medication pass for client #1 

revealed no client participation by the client 

except to allow staff A to spoon feed the client all 

crushed medications.  Continued observation of 

client #1's medication administration revealed no 

teaching related to name, purpose or side effects 

of medications administered.

Review of records for client #1 on 7/7/21 revealed 

an individual support plan (ISP) dated 5/13/21.  

Review of the 5/13/21 ISP for client #1 revealed 

training objectives to get a cup, load the 

dishwasher, take out the trash, chore completion, 

leisure activity participation, open closet and a 

meal time routine.  Continued review of records 

for client #1 revealed a procedure to increase fine 

motor skills by offering various opportunities 

within a structured environment.  

Interview with staff A on 7/7/21 verified she had 

prepared all of client #1's medications before 

prompting the client to the medication room.  

Interview with the facility qualified intellectual 
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W 371 Continued From page 4 W 371

disabilities professional (QIDP) on 7/7/21 

revealed staff A should not have prepared client 

#1's medications before prompting the client to 

the medication room.  Continued interview with 

the QIDP verified client #1 had the ability to assist 

staff with punching medications from the bubble 

packs and various other tasks involved with 

medication administration such as: accessing the 

yogurt to mix with medications and accessing a 

spoon to take medications with.  Additional 

interview with the QIDP verified staff A also 

should have provided education to client #1 

relative to the name, purpose or side effects of 

medications administered.

W 440 EVACUATION DRILLS

CFR(s): 483.470(i)(1)

The facility must hold evacuation drills at least 

quarterly for each shift of personnel.

This STANDARD  is not met as evidenced by:

W 440

 Based on record review and interview, the facility 

failed to ensure quarterly fire drills were 

conducted for each shift of personnel.  The 

finding is:

Review of the facility fire drill reports for the 12 

month review year from 7/2020 through 6/2021 

revealed a total of 8 fire drills were conducted.  

Review of completed fire drills revealed the last 

documented fire drill was completed 2/26/21.  

Continued review of completed fire drills revealed 

no fire drill, for any shift, for the last quarter of the 

review year from 3/2021 through 6/2021.

Interview with the facility qualified intellectual 

disabilities professional (QIDP) on 7/7/21 verified 
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W 440 Continued From page 5 W 440

the facility should have conducted a fire drill for 

each shift of personnel during each quarter of the 

review year.  Continued interview with the QIDP 

revealed the facility had experienced staffing 

changes that had caused fire drills to not be 

conducted as required.  Subsequent interview 

with the QIDP verified the facility had not 

conducted a fire drill for any shift of personnel 

during 3/2021, 4/2021, 5/2021 or 6/2021.
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