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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 and interviews, the facility 

failed to assure privacy was maintained for 6 of 6 

clients (#1, #2, #3, #4, #5 and #6) during 

medication administration.  The findings are:  

Observations in the group home on 7/13/21 at 

7:05 AM revealed client #2 to transition to the 

medication room to prepare for medication 

administration.  Further observations revealed 

staff G to dispense client #2's medication, offer 

medication education and place the medication in 

a cup as the client stood in the open entryway 

with no door for privacy.  Continued observations 

revealed client #2 to take her medication as other 

clients stood in the hallway and entered their 

bedrooms.   At no point during the observation 

was client #2 offered privacy during medication 

administration.

Observations in the group home at 7:15 AM 

revealed client #5 to transition to the medication 

room via wheelchair.  Observations revealed staff 

G to administer medications to client #5 with the 

door ajar to an adjacent bedroom and an open 

entryway with no door for privacy.  Further 

observations revealed two clients to stand in the 

hallway facing the medication room while client 

#5 received her medication.  At no point during 

the observation did staff prompt the clients to 

move away from the entryway nor did she offer 

privacy to client #5 by closing the adjoining door 
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W 130 Continued From page 1 W 130

to a client's bedroom.  

Observations at 7:30 AM revealed client #4 to 

transition to the medication room with staff 

assistance.  Further observation revealed staff G 

to administer client #4's medication while staff 

and clients were walking down the hallway.  At no 

point during the observation did staff offer client 

#4 privacy during medication administration.

Observations at 7:45 AM revealed client #6 to 

enter the medication room with staff assistance.  

Further observations revealed client #6 to take 

her medications while standing which could be 

seen from the hallway.  At no point during the 

observation period was client #6 offered privacy 

during medication administration.  

Observations at 8:00 AM revealed client #1 to 

transition to the medication room for medication 

administration.  Further observations revealed 

client #1 take her medications while standing in 

the open entryway of the medication room which 

could be viewed from the hallway. Observations 

did not reveal client #1 to be offered privacy 

during medication administration.  

Observations at 8:15 AM revealed client #3 to 

transition to the medication room via wheelchair.  

Further observations revealed client #3 to receive 

her medication administration without being 

offered privacy.  It is important to mention that the 

entryway to the medication room did not have a 

privacy screen or door installed to ensure privacy 

during medication administration.  
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W 130 Continued From page 2 W 130

Interview with staff G on 7/13/21 at 8:00 AM 

revealed that she keeps the adjoining door ajar 

between client #6's room and the medication 

room just in case the client has a fall, seizure or 

needs assistance.  Further interview with staff G 

verified that the entryway to the medication room 

has not had a privacy screen or door for quite 

some time.  Continued interview with staff G 

confirmed that all clients should be offered 

privacy during medication administration.  

Interview with the qualified intellectual disabilities 

professional (QIDP) on 7/13/21 verified that the 

entry way to the medication room does not have a 

privacy screen or door to ensure privacy during 

medication administration.  Further interview with 

the QIDP confirmed that all clients have a right to 

privacy during medication administration.

W 436 SPACE AND EQUIPMENT

CFR(s): 483.470(g)(2)

The facility must furnish, maintain in good repair, 

and teach clients to use and to make informed 

choices about the use of dentures, eyeglasses, 

hearing and other communications aids, braces, 

and other devices identified by the 

interdisciplinary team as needed by the client.

This STANDARD  is not met as evidenced by:

W 436

 Based on observations, record review and 

interview, the facility failed to assure that clients 

use and make informed choices relative to 

adaptive equipment as recommended for 2 

sampled clients (#5 and #6).  The findings are: 
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W 436 Continued From page 3 W 436

A.  The facility failed to ensure that adaptive 

equipment was offered to client #5 as prescribed.  

For example:

1.  The facility failed to provide client #5 a dycem 

mat as prescribed during meals. 

Afternoon observations in the group home on 

7/12/21 at 6:00 PM revealed client #5 to 

participate in the dinner meal.  The dinner meal 

consisted of the following:  lasagna, garden 

salad, sliced apples, garlic toast and sugar free 

beverage.  Further observation revealed client #5 

to participate in the dinner meal using the 

following adaptive equipment: built up long handle 

spoon, high sided sectional plate, a shirt protector 

and 2 handle cups with straws. At no point during 

the dinner meal was client #5 offered a dycem 

mat.  

Morning observations in the group home on 

7/13/21 at 8:15 AM revealed client #5 to 

participate in the breakfast meal.  The meal 

consisted of the following:  4 French toast slices, 

2 hard boiled eggs, water and sugar free 

beverage.  At no point during the breakfast meal 

was client #5 offered a dycem mat.

Review of the record for client #5 on 7/13/21 

revealed a person centered plan (PCP) dated 

4/9/21.  Further review of the record revealed an 

occupational therapy (OT) assessment dated 

3/20/19 which indicates that client #5 has the 

following adaptive equipment to minimize choking 

risk:  T-rocker knife, dycem mat, lap tray, built up 

handle spoon, high sided sectional plate and 

handle cup with straw. Continued review of the 

record revealed that client #5 has a history of 
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W 436 Continued From page 4 W 436

choking.  

Interview with the qualified intellectual disabilities 

professional (QIDP) verified that client #5 should 

have had a dycem mat for all meals to minimize 

plate slippage.  Further interview with the QIDP 

confirmed that client #5 should have access to all 

adaptive equipment as prescribed.  

2.  The facility failed to provide a lap tray to client 

#5 as prescribed during meals. 

Observations during the survey period from 

7/12/21 - 7/13/21 revealed client #5 to participate 

in the dinner and breakfast meals.  At no point 

during the observation period did staff provide or 

offer client #5 a lap tray.  

Review of the record for client #5 revealed a PCP 

dated 4/9/21.  Further review of the record for 

client #5 revealed an OT assessment dated 

3/20/19 which indicates that the client should use 

a lap tray to assist with promoting independence 

during meals.  

Interview with the QIDP on 7/13/21 verified that 

client #5 does not like her lap tray and prefers to 

eat directly from the dining table.  Further 

interview with the QIDP verified that the facility 

discontinued client #5's lap tray in November 

2020.  Continued interview with the QIDP 

confirmed that all of client #5's interventions are 

current.  Additionally, the QIDP confirmed that 

staff must continued to supply adaptive 

equipment for client #5 as prescribed until it has 

been discontinued by an OT professional. 

3.  The facility failed to consistently utilize 

interventions and adaptive equipment as 
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W 436 Continued From page 5 W 436

prescribed to minimize choking during meals for 

client #5. 

Observations in the group home on 7/13/21 at 

8:15 AM revealed client #5 to transition to the 

dining table to prepare for the breakfast meal. 

The breakfast meal consisted of the following: 4 

French toast sticks, 2 hard boiled eggs, sugar 

free drink and water.  Further observation at 8:37 

AM revealed client #5 to pick up the French toast 

and hard boiled eggs with difficulty.  At no point 

during the breakfast meal did staff offer to cut up 

client #5's breakfast items using a T-rocker knife 

into ¼ inch pieces. 

Review of the record for client #5 revealed a PCP 

dated 4/9/21.   Further review of the record 

revealed a choking risk assessment dated 3/3/21 

which indicates that client #5 must have her meal 

cut up into ¼ inch consistency with staff 

assistance.  Review of the OT assessment dated 

3/20/19 revealed that staff should follow diet 

consistencies as prescribed for client #5 to avoid 

choking risks.  

Interview with the QIDP on 7/13/21 verified that 

although the t-rocker knife was available, staff did 

not use the t-rocker knife to cut up the client #5's 

food into ¼ inch consistency as prescribed.  

Further interview with the QIDP confirmed that all 

of client #5's goals and interventions are current.  

The QIDP also confirmed during the interview 

that staff should cut client #5's food into ¼ inch 

consistency using a t-rocker knife during all 

meals as prescribed.  
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W 436 Continued From page 6 W 436

B.  The facility failed to furnish eyeglasses to 

client #6. For example:

Observation in the group home throughout the 

7/12-13/21 survey revealed client #6 to participate 

in various activities, including playing a game with 

staff, watching television, setting the table and 

eating without access to her eyeglasses. 

Continued observation throughout the survey 

revealed no prompts or directions from staff for 

client #6 to wear eyeglasses.

 

Review of records for client #6 on 7/13/21 

revealed a person-centered plan (PCP) dated 

10/30/20. Further review of client #6's record 

revealed an eyeglasses prescription dated 

10/16/19. Continued review of client #6's PCP 

indicated she wears eyeglasses daily during 

waking hours.

Interview with the qualified intellectual disabilities 

professional (QIDP) on 7/13/21 verified that an 

appointment to obtain client #6's eyeglasses was 

never made prior to the COVID-19 pandemic. 

Continued interview with the QIDP verified client 

#6 had an appointment scheduled for 4/28/21, but 

that appointment was canceled for unknown 

reasons. Client #6 now has an appointment to 

obtain her eyeglasses on 10/19/21. Further 

interview with the QIDP confirmed client #6 

should wear and have access to her eyeglasses 

during waking hours as prescribed.
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