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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 interview, the facility 
failed to assure privacy was maintained during 
medication/treatment administration for 1 of 3 
sampled clients (#6) and one non-sampled client 
(#4).  The findings are:

Observations in the group home on 2/16/21 
revealed the medication administration/office to 
be located adjacent to the main living area of the 
home.  Further observations on 2/16/21 at 7:23 
AM revealed client #6 to enter the medication 
room for morning medication administration.  The 
door to the medication room remained open 
throughout medication administration.  Staff A 
was observed assisting the client with 
medications, including describing the medications 
being administered.  Staff A could be heard 
talking to client #6 from the living area during 
medication adminstration.  Client 's #2, #3 and #4 
were in the living area during medication 
administration for client #6.

Continued observations on 2/16/21 at 7:28 AM 
revealed client #4 to enter the medication room 
for morning medication adminstration and 
treatments.  The door to the medication room 
remained open throughout medication 
adminstration and treatment administration.  Staff 
B and client #4 were visible from the living area 
as staff B applied medication with a q-tip into the 
client's nostrils and while applying medication to 
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the client's feet.  Client's #2 and #3 were in the 
living area during medication administration for 
client #4.

Interview with the qualified intellectual 
development professional (QIDP) on 2/16/21 
confirmed the door to the medication 
administration room should have been closed 
during  medication administration and treatments 
to assure client rights to privacy.
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