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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 observations, record review and 

interviews, the facility failed to ensure privacy for 

1 of 4 audit clients (#6) residing in the home.  The 

finding is:

Client #6 was not afforded privacy while in the 

home.

During evening observations in the home on 

10/26/20 at 4:09pm, client #6 was observed 

standing in the bathroom without any clothes on.  

Further observations revealed the door to the 

bathroom was open.  Additional observations 

revealed Staff B coming out of another clients 

bedroom at 4:10pm.  Staff B noticed the open 

bathroom door, went inside the bathroom and told 

client #6 "Let's shut the door."

During morning observations in the home on 

10/27/20 at 7:59am, client #6 was observed 

sitting on his bed without any clothes on and the 

door was open.  Further observations revealed 

there was a staff person in the room with client #6 

and when she saw the surveyor she shut his 

bedroom door.

During an interview on 10/26/20, Staff B stated, 

client #6 shuts the door on his own, but 

sometimes he does need verbal reminders.

During an interview on 10/26/2020, the qualified 
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W 130 Continued From page 1 W 130

intellectual disabilities professional (QIDP #2) 

reported there are times when client #6 has to be 

verbally prompted to shut the bathroom door.

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:

W 189

 Based on observations, documentation review 

and interview, the facility failed to ensure all staff 

were sufficiently trained to perform their duties 

efficiently.  This affected all the clients residing in 

the home.  The finding is:

Staff was observed looking at their personal cell 

phone while on duty.

During morning observations in the home on 

10/27/20 at 6:38am, Staff A was observed 

standing in the kitchen looking at his personal cell 

phone.  Further observations revealed at least 2 

clients where up, dressed and walking around in 

the home.

During an interview on 10/27/20, Staff A stated he 

really was not suppose to be on his cell phone 

while on duty.

Review on 10/27/20 of the facility's policy, Use of 

Cell Phone/Personal Electronic Device (revised 

3/1/17) stated, "Personal use of cell 

phones/personal electronic devices while directly 

assigned to client coverage is incompatible with 
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W 189 Continued From page 2 W 189

performing these duties adequately.  Use of these 

devices while assigned clients not only reduces 

the quality of care received bust increases the 

chance of the violation of a resident's rights."  

Further review revealed, "Phones should not be 

checked or used for any personal purpose when 

on client coverage...."

During an interview on 10/27/20, the facilty's 

nurse stated all staff know they are not suppose 

to be on their personal cell phones while on duty.

W 263 PROGRAM MONITORING & CHANGE

CFR(s): 483.440(f)(3)(ii)

The committee should insure that these programs 

are conducted only with the written informed 

consent of the client, parents (if the client is a 

minor) or legal guardian.

This STANDARD  is not met as evidenced by:

W 263

 Based on record review and staff interviews, the 

facility failed to obtain written consents from the 

legal guardians for 2 of 4 audit clients (#11 and 

#13) before implementing their behavior support 

plans (BSP). The findings are: 

BSP Consents were not signed by the legal 

guardians for client #11 and #13. 

A. Review on 10/26/20 of client #11's record 

revealed an amended  BSP dated 8/26/20. 

Further review of psychological review on 

10/10/20 revealed client #11 recently had 11 

threatening others (no contact made) incidents in 

a month. Additional review of client #11's record 

revealed he does not have a current behavior 

consent signed by his legal guardian. 
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W 263 Continued From page 3 W 263

B. Review on 10/26/20 of client #13's record 

revealed a BSP dated 5/1/20. Further review 

revealed client #13's behavior medications are: 

Lamictal and Risperidone. Additional review of 

client #13's record revealed he does not have a 

current behavior consent signed by his legal 

guardians. 

During an interview on 10/27/20, the qualified 

intellectual disabilities professional (QIDP #1) 

acknowledged client #11 and #13's plan were 

mailed out to their guardians, but the signed 

plans were not returned. The QIDP #1 could not 

indicate if there had been any follow up attempts 

with the guardians to secure the consents. 

During an interview on 10/27/20, the director 

indicated that if the client's record does not 

contain a signed consent, then the record should 

have documentation of contact staff has made 

with the guardian.
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