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W 130 | PROTECTION OF CLIENTS RIGHTS W 130

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 observations and interviews, the facility
failed to ensure privacy during medication
administration for 3 of 5 clients (#2, #3, #4). The
finding is:

Observations in the group home on 12/14/21 at
7:15 AM revealed client #3 to enter into the staff
office area to participate in medication
administration. Continued observations revealed
staff A to administer medications to client #3 in
the staff office area with no door or privacy
screen. Further observations revealed client #1
to enter into the staff office area and to talk to
staff A and this surveyor while client #3 was
receiving the medication administration.
Observations revealed client #4 to enter the staff
office area and talk to staff A during the
medication administration for client #3. At no
point during the observation did staff offer privacy
to client #3 during medication administration.

Observations in the group home at 8:00 AM
revealed client #2 to participate in medication
administration with staff assistance. Continued
observations revealed staff A to administer
medications to client #2 in the staff office area
with no door or privacy screen. Further
observations revealed client #1 to enter into the
staff office area multiple times and staff A to
redirect client #1 back to the kitchen area. At no
point during the observation did staff offer privacy
to client #2 during medication administration.
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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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Observations in the group home at 8:55 AM
revealed client #4 to participate in medication
administration with staff assistance. Continued
observations revealed staff A to administer
medications to client #4 in the staff office area
with no door or privacy screen. Further
observations revealed client #1 and client #5 to
enter into the staff office area multiple times and
staff A to redirect both clients to the living room
area. Observations revealed two staff to enter
into the medication area while client #4 was
receiving medication administration. At no point
during the observation did staff offer privacy to
client #4 during medication administration.

Interview with the facility nurse on 12/14/21
verified that the staff office area previously had a
privacy screen that could not be located at the
time of the survey. Interview with the qualified
intellectual disabilities professional (QIDP) and
nurse confirmed that all clients should be offered
privacy during medication administration.
Interview with the QIDP on 12/14/21 verified that
all staff have been trained to respect the privacy
of all clients during medication administration.
The QIDP also verified that client #5 destroyed
the previous privacy screen for the medication
area during a tantrum behavior. Further interview
with the QIDP confirmed that a new privacy
screen will be ordered and staff will receive
in-service training on respecting the privacy of
clients at all times.

W 436 | SPACE AND EQUIPMENT W 436
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,
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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:
Based on observations, record review and
interview, the facility failed to assure that clients
use and make informed choices relative to
adaptive equipment as prescribed for 1 non
sampled client (#4). The finding is:

Afternoon observations in the group home on
12/13/21 from 4:30 PM to 6:30 PM revealed client
#4 to participate in various activities including to
transfer from sofa to wheelchair, to assist staff
with meal preparation and to participate in the
dinner meal. At no point during the observation
period was client #4 offered to wear a gait belt.

Morning observations in the group home on
12/14/21 from 7:00 AM to 9:15 AM revealed client
#4 to participate in various activities including to
complete morning hygiene, to assist in the
kitchen with meal preparation, to participate in the
breakfast meal and to participate in medication
administration. At no point during the observation
period was client #4 offered to wear a gait belt.

Review of the record for client #4 on 12/14/21
revealed a person-centered plan (PCP) dated
5/13/21. Review of the physical therapy (PT)
evaluation dated 1/8/20 indicated that client #4
has the following adaptive equipment:
wheelchair, walker, gait belt and cup with a lid.
Review of the PT evaluation indicated that client
#4 should wear a gait belt during waking hours.
Review of the record did not reveal
discontinuation of the gait belt by a medical
professional.
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Interview with the qualified intellectual disabilities
professional (QIDP) verified that client #4's gait
belt should have been worn during the day and to
assist with transfers. Continued interview with the
facility nurse and QIDP confirmed that client #4's
goals and interventions are current. Further
interview with the QIDP confirmed that client #4
should wear her gait belt as prescribed. The
QIDP verified that the interdiscipinary team will
consider discontinuation of client #4's gait belt.
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