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W 125 PROTECTION OF CLIENTS RIGHTS
CFR(s): 483.420(a)(3)

The facility must ensure the rights of all clients.  
Therefore, the facility must allow and encourage 
individual clients to exercise their rights as clients 
of the facility, and as citizens of the United States,  
including the right to file complaints, and the right 
to due process.
This STANDARD  is not met as evidenced by:

W 125

 Based on interview, the facility failed to ensure 
client's#3 right to a legal guardian appointted by 
the court. This affected 1 of 4 audit clients. The 
finding is:

Interview on 2/10/25 at 5:00pm revealed, client #3 
was unable to name his medications and 
medication purpose. Client #3 was also unable to 
name the side effects of the medication. Further 
interview on 2/11/25 at 6:50am at morning 
medication pass client #3 was unable to name 
medications and purpose of medication. 

Interview on 2/11/25 with the program manager 
revealed client #3 came into the facility as his 
own guardian and had not been reassessed to 
being competent to be his own guardian. The 
program manager confirmed they should have 
filed for client #3 to have a  state appointed 
guardian.

 

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, record review and 
interview, the facility failed to ensure 1 of 4 audits 
(#2 and #3) were afforded privacy during personal 
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W 130 Continued From page 1 W 130
care and toileting. The findings are:

During observations in the home on on 2/10/25 at 
3:45pm, client #3 opened the hallway bathroom 
door without knocking and client #2 was sitting on 
the toilet with his pants down. Client #3 opened 
the cabinet and got himself a pair of gloves then 
closed the door behind him. Further observation 
in the home on 2/11/25 at 6:00am, client #2 was 
in the hallway bathroom sitting on the toilet with 
his pants down and the bathroom door was open. 

Review on 2/11/24 of client #2 community home 
life assessment dated 9/1/24 revealed client #2 
requires verbal cues to close door when exercise 
and respect privacy.

Review on 2/11/25 of client #3 community home 
life assessment dated 1/30/24 revealed client #3 
knocks on doors before entering independently. 

Interview on 2/11/25 with staff A confirmed that 
client #2 does need verbal cues to close the door 
when using the bathroom. Staff A also revealed 
she was not aware that client #3 walked in on 
another client while they were using the 
bathroom.

W 262 PROGRAM MONITORING & CHANGE
CFR(s): 483.440(f)(3)(i)

The committee should review, approve, and 
monitor individual programs designed to manage 
inappropriate behavior and other programs that, 
in the opinion of the committee, involve risks to 
client protection and rights.
This STANDARD  is not met as evidenced by:

W 262

 Based on record review and interview, the facility 
failed to ensure the restrictive behavior 
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W 262 Continued From page 2 W 262
techniques for 2 of 4 audit clients (#3 and #5) 
were reviewed and monitored by the human 
rights committee (HRC). The findings are:

A. Review on 2/10/25 of client #3's Behavior 
Support Plan (BSP) dated 1/30/24 revealed target 
behaviors of property destruction and elopement. 
The BSP revealed no written consent by the HRC 
for the medications Aripiprazole, Invega, 
Buspirone. 

B Review on 2/10/25 of client #5's BSP dated 
5/2/24 revealed target behaviors of anxiety. The 
BSP revealed no written consent by the HRC for 
the medications Sertraline and Clonazepam.

Interview on 2/11/25 with the program manager 
confirmed the facility had not obtained HRC 
consents.

W 460 FOOD AND NUTRITION SERVICES
CFR(s): 483.480(a)(1)

Each client must receive a nourishing, 
well-balanced diet including modified and 
specially-prescribed diets.

This STANDARD  is not met as evidenced by:

W 460

 Based on observations, record review and 
interviews, the facility failed to ensure clients 
received the specially prescribed diet as 
indicated. This affected 1 of 4 audit clients (#4). 
The finding is:

Observation in the home on 2/10/25 at 4:45pm , 
client #4 sat down at the table for dinner. Client 
#4 received meatballs in gravy, pinto beans, 
string beans and mandarin oranges. Client #4 
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W 460 Continued From page 3 W 460
meatballs were whole not cut. 

Record review on 2/11/25 of client #4's nutritional 
evaluation dated 2/11/24 revealed a prescribed 
client of regular diet, cut up meats. 

Interview on 2/11/25 with staff B revealed client 
#4 should receive cut up meats as his prescribed 
diet.
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