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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 observations, record review and 
interviews, the facility failed to ensure 1 of 6 
clients (#1) had the right to dignity and respect 
regarding the use of incontinence pads. The 
finding is:

Observations throughout the 3/11-12/25 survey 
revealed client #1 to ambulate independently in 
his wheelchair. Continued observations revealed 
an incontinence pad in client #1's wheelchair seat 
for both days of survey. 

Review of client #1's record on 3/12/25 revealed 
a Urology Assessment dated 4/1/24 which 
indicated recommendations to "continue condom 
catheter during weekdays." Continued review of 
client #1's records revealed an individual support 
plan dated 12/13/24 which indicated the condom 
catheter is for daily use for the purpose of dignity 
for incontinence.

Interview with the facility nurse on 3/12/25 
confirmed client #1 continues to use the condom 
catheter on weekdays and takes a break on 
weekends. Continued interview with the facility 
nurse confirmed the incontinence pad should not 
be on client #1's wheelchair and constitutes a 
client rights violation with respect to dignity.
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