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W 129 PROTECTION OF CLIENTS RIGHTS

CFR(s): 483.420(a)(7)

The facility must ensure the rights of all clients.  

Therefore, the facility must provide each client 

with the opportunity for personal privacy.

This STANDARD  is not met as evidenced by:

W 129

 Based on observation, record review and 

interview, the facility failed to ensure client #4 was 

provided privacy while using the restroom.    The 

finding is:

Morning Observations on 9/25/24 at 8:30 AM 

revealed client #4 to be taken to the bathroom by 

staff as part of his morning routine after his 

breakfast  meal. Continued observations at 

8:33AM revealed client #4 sitting on the bathroom 

toilet from the hallway with the bathroom door 

wide open.  Further observation at 8:34AM 

revealed staff  to walk into the bathroom to check 

on client #4 then exit closing the bathroom door.  

Review of records on 9/25/2024 revealed a 

person-centered plan (PCP) dated 08/12/2024. 

Continued review of the PCP revealed the 

following diagnosis:  Profound IDD, Mood DO, 

Depression, Severe Hearing Impairment, 

Esophageal Reflux, Cerebral Palsy, Bilateral 

Knee Contraption, Arthritis, Diabetes Type II, 

Chronic Constipation, Dyslipidemia and Benin 

Prostate Hyperplasia.  Further review of his PCP 

revealed due client #4 being blind, staff need to 

ensure his privacy. 

Interview on 9/25/24 with the Qualified Intellectual 

Disabilities Professional (QIDP) verified that client 

#4's PCP is current.  Continued interview with the 

QIDP verified staff are to always ensure client 

#4's privacy as he is unable to do so for himself.
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