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The finding is:

6:18am.

privacy.

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, record reviews and interviews,
the facility failed to ensure 1 of 5 audit clients (#3)
was afforded privacy during care of his personal needs.

During observations in the home on 4/14/26 from 6:10am
- 6:18am, client #3 was not provided privacy during
bathing and dressing. For example, at 6:10am, client #3
was assisted to bathroom by Staff D for his shower.

Once in the bathroom, the door was left open while

client #3 was naked and as he was assisted to take his
shower. Client #3 was naked and exposed to anyone
entering the hallway. On two separate occasions, client
#1 approached to bathroom door and began talking to the
staff as the staff continued to assist client #3 with

his shower. At 6:16am, client #3 was assisted to his
bedroom and Staff D proceeded to assist the client with
dressing while the bedroom door remained open until

Interview on 4/14/26 with Staff D revealed client #3
can close his bedroom door on his own, however, he
needs assistance to close the bathroom door for

Review on 4/14/26 of client #3's Individual Program
Plan (IPP) dated 4/3/26 revealed the client requires
prompting to close the bathroom door. Additional review
of client #3's Adaptive Behavior Inventory (ABI) dated
3/17/26 revealed he has partial independence with
closing the bathroom door and no independence with
signaling the need to close the door.

Interview on 4/14/26 with the Qualified Intellectual
Disabilities Professional (QIDP) confirmed client #3
needs to be prompted to close the door, however, staff
should ensure the door is closed for privacy.
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CFR(s): 483.440(d)(1)

As soon as the interdisciplinary team has formulated a
client's individual program plan, each client must
receive a continuous active treatment program
consisting of needed interventions and services in
sufficient number and frequency to support the
achievement of the objectives identified in the
individual program plan.

This STANDARD is NOT MET as evidenced by:

Based on observations, record reviews and interviews,
the facility failed to ensure 2 of 5 audit clients (#1

and #2) received a continuous active treatment program
consisting of needed interventions and services as
identified in the Individual Program Plan (IPP) for

food preparation. The finding is:

During morning observations in the home on 4/14/26 from
6:39am - 7:42am, Staff A prepared various food items in
the kitchen without client involvement. For example,

the staff prepared cheese toast, washed and cut

berries, cooked scrambled eggs and obtained containers
of cereal for the breakfast meal. During this time,

client #1 sat on the couch unengaged or walked to
various areas of the home. With the exception of client

#2 making a pot of coffee, no clients were prompted or
assisted to participate with preparing breakfast items.

Interview on 4/14/26 with Staff A revealed client #2
usually makes coffee in the morning while client #1 can
help make toast.

Review on 4/14/26 of client #1's IPP dated 1/13/26
revealed an objective to prepare toast for breakfast

with 75% correct response for 2 out of 4 months.
Additional review of the client's Adaptive Behavior
Inventory (ABI) dated 1/6/26 indicated he can identify
vegetables, dairy products, and meats independently
while he requires partial assistance to identify
breads/cereals, raw food and kitchen equipment. The ABI
noted client #1 can use a knife for cutting and prepare

a supper meal with partial assistance.

Review on 4/14/26 of client #2's IPP dated 3/20/26
revealed an objective to make coffee with 100% correct
response rate for 2 consecutive months. Additional
review the IPP noted he can prepare sandwiches, simple
snacks and beverages with supervision and "meal
preparation is an area where [Client #2] has shown much
improvement and interest."
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Interview on 4/14/26 with the Qualified Intellectual
Disabilities Professional (QIDP) and Home Manager
confirmed clients should be involved with food
preparation tasks as indicated in their program plans.
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