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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 
interview, the facility failed to ensure clients were 
afforded privacy during personal care.  This 
affected 3 of 4 audit clients (#2, #10 and #11).  
The findings are:

A. During observations in the home on 2/6/23 at 
3:50pm, client #11 was observed toileting with the 
door open.

Review on 2/7/23 of client #11's individual 
program plan (IPP) dated 3/29/22 revealed that 
client #11 requires constant supervision while in 
the bathroom to provide safety, sanitation and 
privacy. 

Interview on 2/7/23 with the facility director 
confirmed that when client #11 is in the bathroom 
he requires supervision for privacy and safety.

B. During observations in the home on 2/7/23 at 
6:17am, client #10 was in the bathroom with staff 
A being assisted to shower. Staff B went into the 
bathroom and left the door open when she exited 
the bathroom. At 6:19am staff A pushed the door 
halfway closed. However, client #10 was still 
visible in the shower from the hallway.  

Review on 2/7/23 of client #10's IPP dated 
10/11/22 revealed that client #10 does not 
perform activities of daily living efficiently and 
requires staff assistance.  
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W 130 Continued From page 1 W 130
 Interview on 2/7/23 with the facility director 
revealed that when client #2 is toileting, staff 
should be in the bathroom with her with the door 
closed, or sit outside the bathroom with the door 
closed. The facility director also confirmed that 
when client #10 is showering staff must assist her 
and should be in the bathroom with the door 
closed.

C. During observations in the home on 2/7/23 at 
6:30am, client #2 was observed in the bathroom, 
completely unclothed from the waist down sitting 
on the toilet. Staff  B was in the bathroom with 
her.  The door was open.

Observations on 2/7/23 at 6:35am revealed client 
#2 in another bathroom undressed and staff B 
was assisting her with showering. 

Further observations on 2/7/23 at 6:55 am 
revealed client #2 in her bedroom with staff A 
assisting in getting her dressed with the door 
slightly opened and client was still visible from 
hallway

Review on 2/7/23 of client #2's IPP dated 2/15/22 
revealed client #2 requires staff assistance in 
toileting and showering. 

Interview on 2/7/23 with the facility director 
revealed that anytime a client is in the bathroom 
or in their bedroom for personal care, the door 
should be closed for privacy.  If the client is 
unable to close the door, staff should close it or 
offer verbal prompts to close it.  If the client is 
able to close the door and does not, staff should 
close the door. The facility director confirmed that 
staff should close the door when assisting client's 
with showering, toileting and getting dressed.
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W 454 INFECTION CONTROL
CFR(s): 483.470(l)(1)

The facility must provide a sanitary environment 
to avoid sources and transmission of infections.

This STANDARD  is not met as evidenced by:

W 454

 Based on observations and interviews, the facility 
failed to ensure needed cleaning was completed 
in the facility's bathroom area. The finding is:

During observations in the facility on 2/7/23 at 
6:35am revealed one of the hallway bathrooms 
were observed to have fecal matter on the toilet 
seat. Client's continued to go in and out of the 
bathroom to perform hygiene and use the toilet.

Interview on 2/7/23 with the facility director 
revealed staff are responsible for maintain 
sanitary conditions between each client's use of 
the bathrooms. The facility director confirmed that 
staff should have ensured the bathroom was 
clean at all times.
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