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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 and interviews, the facility 

failed to assure that privacy was maintained for 1 

of 3 sampled clients (#5).  The finding is:  

Observations at the group home on 2/9/21 from 

6:45 AM - 7:00 AM revealed client #5 to exit the 

bathroom to enter his bedroom, leaving his 

bedroom door open.  Continued observation 

revealed client #5 to begin dressing next to his 

bed with the bedroom door open.  Further 

observation revealed staff D to enter client #5's 

bedroom and provide a verbal directive for client 

#5 to finish getting dressed.  Staff B was then 

observed to exit the client's room leaving the door 

opened. 

Subsequent observation revealed staff E to walk 

by client #5's room to say good morning, standing 

in the doorway with the door opened.  Staff E was 

then observed to provide a verbal directive to 

client #5 to put on his clothes and come to the 

front room. Additional observation revealed staff 

E to walk away from the client #5's doorway to 

assist another client.  At no time was client #5 

provided privacy while dressing in his room.

Interview with the QIDP (qualified intellectual 

developmental professional) on 2/9/21 confirmed 

client #5 should have been provided privacy while 

dressing and when staff entered the bedroom.  

Further interview with the QIDP confirmed staff 
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W 130 Continued From page 1 W 130

should have knocked on client #5's door prior to 

entering then prompted client #5 to close his 

bedroom door or closed it for him.
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