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W 130 | PROTECTION OF CLIENTS RIGHTS W 130

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:
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:

During observations on 11/9/21 from
6:00am-8:00am client #6 came out of his
bedroom at 6:10am in a t-shirt and underwear
and walked to the bathroom. Staff D verbally
cued him to go to the bathroom and assisted him
in shutting the bathroom door.

Immediate interview with staff D revealed she
was not certain if client #6 has a bathrobe but he
needs frequent reminders to shut the bathroom
door.

During observations on 11/9/21 at 6:12am client
#6 walked out of the bathroom in his underwear
and a t-shirt to his bedroom. Staff D asked him if
he wanted to get dressed. Client #6 walked out in
the hallway wearing underwear and a t-shirt to
look for his ironed clothing. Staff D directed client
#6 back to his bedroom, explaining that his
clothing was in his closet. Staff D then verbally
cued client #6 to get dressed, leaving the
bedroom door open while he changed his
clothing.

During observations on 11/9/21 between
7:30-7:45am client #6 walked to the bathroom
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and pulled his pants down, leaving the bathroom
door open leaving him exposed to anyone who
walked down the hallway.

Review on 11/9/21 of client #6's individual
program plan (IPP) dated 7/20/21 revealed that
he needs frequent reminders to safeguard his
personal privacy during toileting and dressing.

Review on 11/9/21 of his adaptive behavior
checklist dated 7/15/21 revealed "Will just bust in
door when it pertains to bathroom. Needs
reminders to close the bathroom door for
privacy." The assessment on page 3, under #7 :
knocking on bathroom door before entering is
marked, "No independence."

Interviews on 11/9/21 with the qualified intellectual
disabilities professional (QIDP) and the Director
of ICF Services confirmed direct care staff should
give client #6 frequent reminders to wear a
bathrobe to protect his privacy and to close doors
when he is dressing or toileting.
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