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W 189 W 189

STAFF TRAINING PROGRAM
CFR(s): 483.430(e)(1)

The facility must provide each employee with
initial and continuing training that enables the
employee to perform his or her duties effectively,
efficiently, and competently.

This STANDARD is not met as evidenced by:
Based on observations and interviews, the facility
failed to ensure staff were sufficiently trained in
hygiene methods, specifically, ensuring that
adequate soap and paper products are available
in client bathrooms. The finding is:

Observations in the group home on 1/14/26
between 6:00 AM and 8:15 AM revealed no toilet
paper or paper towels in either of the client
bathrooms and soap in only one of the two
bathrooms. Further observations revealed clients
to go in and out of the bathrooms without
assistance from staff to provide paper products or
soap.

Interview with Staff A on 1/14/26 revealed that he
did not know how to install paper towels in the
holders, nor where bathroom paper products are
stored in the home.

Interview with the qualified intellectual disabilities
professional (QIDP) on 1/14/26 confirmed that
the facility is working on strategies to keep clients
from flushing large amounts of paper down the
toilets, but that adequate paper products and
soap must be made available to clients at all
times.

W 454 | INFECTION CONTROL W 454
CFR(s): 483.470(1)(1)

The facility must provide a sanitary environment
to avoid sources and transmission of infections.
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This STANDARD is not met as evidenced by:
Based on observations and interviews, the facility
failed to ensure it maintained a sanitary
environment to avoid sources and transmissions
of infection and cross-contamination, The finding
is:

Observations in the group home on 1/14/26 at
7:35 AM revealed the toilet in one of the client
bathrooms to be filled to the top with feces.
Further observation revealed that when the
condition was brought to the attention of staff A at
6:10 AM. Staff A flushed the toilet, but did
nothing more to alleviate the situation or prevent
clients from using the bathroom. Continued
observation revealed at least one client to go into
that bathroom without staff assistance.
Subsequent observation revealed the toilet to
remain filled with feces until 8:00 AM when the
surveyor brought the situation to the attention of
the qualified intellectual disabilities professional
{QIDP) who took immediate steps to remove the
clog in the toilet and clean the bathroom.

Interview with the QIDP on 1/14/26 confirmed that
the clog in the toilet created an unsanitary
situation and that staff should have taken steps to
prevent infection and cross-contamination by
cleaning the bathroom immediately or preventing
clients from using the bathroom until it could be
properly cleaned and disinfected.
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Food must be served in a form consistent with the
developmental level of the client.
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This STANDARD is not met as evidenced by:
Based on observations, record review and
interview, the facility failed to ensure that food
served was consistent with the developmental
level of one client (#2). The finding is:

Observations in the group home on 1/13/26 at
5:35 PM revealed client #2 to participate in the
evening meal which consisted of garlic lemon
butter fish fillets, green beans, seasoned fries,
strawberries and beverages. Further observation
revealed client #2 to be served all of his food in
whole form. Continued observation revealed
client #2 to pick up the whole fish fillet and eat it
with his hands and to consume the remainder of
the meal with no intervention from staff to cut the
food into bite size pieces.

Observations in the group home on 1/14/26 at
7.35 AM revealed client #2 to participate in the
breakfast meal which consisted of scrambled
eggs, sausage patties, cheese grits and
beverages. Further observation revealed client #2
to be served a whole sausage patty. Continued
observation revealed client #2 to pick up the
sausage patty and eat it with his hands and to
consume the remainder of the meal with no
intervention from staff to cut the food into bite size
pieces.

Review of records on 1/14/26 revealed a person-
centered plan (PCP) for client #2 dated 1/14/25
and a nutritional evaluation dated 11/13/25 which
both indicate that his food should be cut to bite
size pieces to minimize the risk of choking.

Interview with the qualified intellectual disabilities
professional (QIDP) on 1/14/26 confirmed that
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client #2's diet order is current and that his food

should always be cut to bite size pieces for his
safety.
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BlueWest Opportunities - Kenmore Home
Plan of Correction
Re: Survey Completed 1-13-2026

Please find below our facility’s plan of correction in response to your visit on January 13t
and 14™ 2026. Our plan of correction addresses the W1 89, W454, and W474 citations.

w189 3

The facility must provide each employee with initial and continuing training that
enables the employee to perform his or her duties effectively, efficiently, and
competently.

This STANDARD is not met as evidenced by: Based on observations and interviews,
the facility failed to ensure staff were sufficiently trained in hygiene methods,
specifically, ensuring that adequate soap and paper products are available in client
bathrooms.

The facility must provide a sanitary environment to avoid sources and transmission of
infections. This STANDARD is not met as evidenced by: Based on observations and
interviews, the facility failed to ensure it maintained a sanitary environment to avoid
sources and transmissions of infection and cross-contamination.

The following actions will be taken to address W189 and W454 citations:

1) Staff will receive training in accessing and replenishing essential hygiene supplies,
as well as maintaining expected sanitary standards.

2) Staff will be trained to provide appropriate hygiene support to clients.

3) Ongoing assessments and observations will be conducted to ensure sanitary
conditions are maintained and that clients are receiving proper hygiene support.

Responsible Person(s): QIDP and Site Director
Mechanism to ensure compliance: Face-to-face staff training; routine assessment and

observation in the home.

Frequency of Mechanism: Routine assessment and observation will occur no less than
weekly.




Food must be served in a form consistent with the developmental level of the client.
This STANDARD is not met as evidenced by: Based on observations, record review

and interview, the facility failed to ensure that food served was consistent with the
developmental level of one client (#2).

The following actions will be taken to address this citation:

1) Staff will receive training in prescribed diets for clients and food modifications.

2) Ongoing assessments and observations will be conducted prescribed diets are
being followed to include proper food modifications.

Responsible Person(s): Dietary Manager, Site Director, QIDP
Mechanism to ensure compliance: Face-to-face staff training; routine assessment and

observation in the home.

Frequency of Mechanism: Routine assessment and observation will occur no less than
weekly.



