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W 129 | PROTECTION OF CLIENTS RIGHTS W 129

CFR(s): 483.420(a)(7)

The facility must ensure the rights of all clients.
Therefore, the facility must provide each client
with the opportunity for personal privacy.

This STANDARD is not met as evidenced by:
Based on observation, review of records and
interview, the facility failed to assure the right to
privacy for 1 of 4 sampled clients (#3) related to
the use of a sound monitor. The finding is:

Observation in the group home throughout the
12/13-14/21 survey revealed an audio monitor to
sit on a side table in the living room. Continued
observation revealed the audio monitor to remain
on while all clients were engaged in various
leisure activities in the common areas of the
group home on both days of survey. Further
observation revealed the audio monitor was
related to seizure monitoring for client #3.

Review of records for client #3 on 12/14/21
revealed an IPP dated 5/26/21. Review of the
IPP for client #3 revealed a diagnosis of severe
intellectual disability, autism and seizure disorder.
Continued review of records for client #3 revealed
a consent for a rights restriction with the use of a
monitor/intercom in the bedroom during sleep
hours for seizure precaution. Additional review of
records for client #3 revealed no guidelines for
use of the audio monitor for client #3 with
exception of the consent for a rights restriction.

Interview with the facility qualified intellectual
disabilities professional (QIDP) on 12/14/21
verified client #3 has an audio monitor due to
seizures. Continued interview with the QIDP
revealed client #3's audio monitor should be
turned off when the client is not in his room.
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Subsequent interview with the QIDP verified client
#3 did not have guidelines to address the use of
the sound monitor and he was unsure of the last
time staff had been provided training regarding
the use of client #3's audio monitor to ensure
client #3's privacy during awake hours.

W 242 | INDIVIDUAL PROGRAM PLAN

CFR(s): 483.440(c)(6)(iii)

The individual program plan must include, for
those clients who lack them, training in personal
skills essential for privacy and independence
(including, but not limited to, toilet training,
personal hygiene, dental hygiene, self-feeding,
bathing, dressing, grooming, and communication
of basic needs), until it has been demonstrated
that the client is developmentally incapable of
acquiring them.

This STANDARD is not met as evidenced by:
Based on observation, record review and
interview, the team failed to ensure the individual
program plan (IPP) for 1 of 4 sampled clients (#4)
included objective training to address observed
needs relative to getting dressed. The finding is:

Observation in the group home on 12/14/21 at
8:18 AM revealed client #4 to exit a hallway
bathroom and to walk to the kitchen. Continued
observation revealed client #4's underwear to be
pulled up above the waistline of the client's pants
and for the underwear to be backwards.
Interview with staff C on 12/14/21 revealed client
#4 always wears his underwear backwards and
will not allow staff assistance with properly
wearing his underwear.

Review of records for client #4 on 12/14/21
revealed an IPP dated 5/13/21. Review of the
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IPP for client #4 revealed training objectives to
address household chores, cleaning his grooming
basket, eating, oral hygiene, laundry skills,
unpack lunch, exercise and gait safety.
Continued review of client #4's IPP revealed no
training objectives relative to getting dressed.

Subsequent review of records for client #4
revealed a skill assessment dated 3/21/21 to
indicate minimal independence with dressing.
Additional review of the 3/2021 skill assessment
revealed client #4 to have minimal independence
with putting on and taking off underwear with the
ability to perform some but not all of the task,
needs prompting.

Interview with the qualified intellectual disabilities
professional (QIDP) on 12/14/21 verified client #4
had no objective training to address the need for
support with getting dressed. Interview with the
habilitation specialist on 12/14/21 verified client
#4 is able to get dressed with some
independence and needs prompts from staff to
ensure clothing is worn properly. Continued
interview with the QIDP and habilitation specialist
verified client #4 could benefit from training to
address independence with getting dressed as
they did not know the client prefers to wear his
underwear backwards.

INDIVIDUAL PROGRAM PLAN

CFR(s): 483.440(c)(6)(vi)

The individual program plan must include
opportunities for client choice and
self-management.

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to provide opportunities for choice and
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self-management for 1 of 4 sampled clients (#4)
residing in the home relative to leisure choice.
The finding is:

Observation in the group home on 12/13/21 at
5:08 PM revealed client #4 to exit his bedroom
holding a music CD that the client walked down
the hallway and brought to the surveyor.
Continued observation revealed the client to
stand in the living room of the group home
holding the music CD. Further observation
revealed staff to address client #4 with "I know
you like your CD, but your music player is
broken".

Review of records for client #4 on 12/14/21
revealed an individual program plan dated
5/13/21. Continued review of records for client #4
revealed a clinical note by the qualified intellectual
disabilities professional (QIDP) dated review
period 10/1/20-1/1/21. Review of the QIDP
review revealed the note to reference client #4
continues to enjoy his favorite activities in the
home that includes listening to music in his room.

Interview with staff A on 12/13/21 revealed client
#4 likes to listen to music in his room and his CD
player was broken and had been for about 6
months. Continued interview with staff A revealed
client #4 broke his CD player one night when he
fell out of bed. Interview with the QIDP on
12/14/21 verified client #4 enjoys listening to
music in his room and a 6 month delay in
replacing the client's preferred leisure item, after
it was broke, was untimely.
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