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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 ensure privacy during toileting and 

personal care for 2 of 3 sampled clients (#1, #4).  

The finding is:

Observations in the group home on 1/4/23 at 6:38 

AM revealed client #1 to walk into the hallway 

bathroom.  Continued observation revealed client 

#1 to pull down her pants and sit on the toilet with 

the door open.  Observations revealed several 

clients to walk past the open bathroom door while 

client #1 was toileting. Further observation 

revealed client #1 to pull up her pants and walk 

out of the bathroom without washing her hands.  

Observations at 6:45 AM revealed this surveyor 

to request that staff assist client #1 with washing 

her hands.  At no point during the observation did 

staff prompt client #1 to close the door for 

privacy.  

Subsequent observations at 7:20 AM revealed 

client #4 to enter into the hallway bathroom and 

sit on the toilet with the door open.  Continued 

observation revealed staff to walk past the 

bathroom and prompt client #4 to close the door.  

Further observation at 7:22 AM revealed client #1 

to walk into the open bathroom door while client 

#4 was toileting.  Observations revealed client #1 

to later walk away from the bathroom door as it 

remained open.  

Additional observation at 7:25 AM revealed this 

surveyor to walk past the bathroom door to find 

client #4 unclothed as the bathroom door 
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W 130 Continued From page 1 W 130

remained open.  At no point during the 

observation did staff assist client #4 by closing 

the bathroom door to ensure privacy during 

toileting and grooming.

Interview with the Director of Operations on 

1/4/23 revealed staff should have prompted and 

assisted clients with maintaining privacy during 

toileting and personal care.  Continued interview 

with the Director of Operations revealed staff 

should make sure that all clients receive privacy 

during toileting and grooming.

W 383 DRUG STORAGE AND RECORDKEEPING

CFR(s): 483.460(l)(2)

Only authorized persons may have access to the 

keys to the drug storage area.

This STANDARD  is not met as evidenced by:

W 383

 Based on observations and interviews, the facility 

failed to ensure only authorized persons have 

access to the keys to the medication storage 

area.  The finding is:

Morning observations from 6:30 AM to 7:50 AM 

revealed the medication cart to be placed in the 

hallway.  Continued observations revealed the 

keys to the medication cart to remain on top of 

the cart between the clients' medication 

administration times.  Observations at 7:45 AM 

revealed staff to return the keys to the medication 

cart which was again placed in the hallway.  

Further observations revealed this surveyor to 

alert staff that keys to the medication cart should 

not be placed on the cart to allow access to 

clients and other staff, especially when 

medication is not being administered.  

Observations at 7:50 AM revealed staff to remove 

the keys from the medication cart.  
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Interview with the facility nurse and Director of 

Operations on 1/4/23 revealed staff have been 

trained to keep the medication cart locked and 

keys in a secure place when the medication cart 

is not being used. Interview with the Director of 

Operations on 1/4/23 revealed staff responsible 

for medication administration should keep the 

medication keys in a safe place and not on top of 

the medication cart.
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