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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 observation and staff interview, the 
facility failed to assure privacy during care of 1 
sampled client (#6).
The finding is:

Client #6 was not afforded privacy during care of 
personal needs.

Observations in the group home on 1/14/20 at 
7:40 am revealed staff member F and client #6 in 
her bedroom with the door open.  Further 
observation revealed staff member F obtain an 
incontinent brief from the bureau and walk over to 
client #6 and change her.  Record review on 
1/14/20 of client #6's plan of care dated 2/16/19 
revealed she is nonverbal and nonambulatory 
and relies on staff to provide privacy. 
 
Immediate interview on 1/14/20 with staff 
member F revealed she was changing client #6's 
diaper but made no move to close the door.  
Interview on 1/14/20 with the home manager and 
qualified individual disabilities professional (QIDP) 
revealed staff member F should have closed 
client #6's bedroom door prior to changing her 
diaper.  Further interview with the home manager 
revealed all staff should provide privacy during 
personal care for all clients.
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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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