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W 125 | PROTECTION OF CLIENTS RIGHTS W 125

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:
Based on observations, record reviews and
interviews, the facility failed to ensure the rights of
2 of 4 audit clients (#3 and #10) by failing to
assure client dignity related to the use of
incontinence padding. The findings are:

During observations in the home throughout the
survey on 4/7 - 4/8/25, client #3 was positioned in
her wheelchair. The client was noted to have an
incontinence pad positioned underneath her and
covering the seat of her wheelchair. The
incontinence pad was visible to anyone in the
home.

During observations in the home on 4/8/25, client
#10 was positioned in his wheelchair. The client
was also noted to have an incontinence pad
positioned underneath him and covering the seat
of his wheelchair. The incontinence pad was
visible to anyone in the home.

Interview on 4/8/25 with Staff A revealed the pads
are positioned across the seats of any wheelchair
just in case the client has a toileting accident.
Additional interview indicated the wheelchair seat
covers for the clients were being washed.

Review on 4/8/25 of client #3's Individual
Program Plan (IPP) dated 10/22/24 revealed she
requires assistance with making choices to
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ensure her rights and the majority of her rights
are assured by her guardian and staff that
advocate on her behalf.

Review on 4/8/25 of client #10's IPP dated
5/24/24 revealed client #10 learns about his rights
during a self-advocacy program. Additional
interview indicated he will require guardian and
team assistance in exercising his rights.

Interview on 4/8/25 with the Director indicated the
incontinence pads were likely used temporaily
while client #3 and client #10's wheelchair seat
covers were being washed. She noted additional
seat covers may need to be ordered.

SPACE AND EQUIPMENT

CFR(s): 483.470(g)(2)

The facility must furnish, maintain in good repair,
and teach clients to use and to make informed
choices about the use of dentures, eyeglasses,
hearing and other communications aids, braces,
and other devices identified by the
interdisciplinary team as needed by the client.
This STANDARD is not met as evidenced by:
Based on observations, record review and
interviews, the facility failed to ensure client #3
was furnished eye glasses and taught to make
informed choices about their use. This affected 1
of 4 audit clients. The finding is:

During observations throughout the survey on 4/7
- 4/8/25, client #3 did not wear eye glasses. The
client was not prompted or assisted to wear eye
glasses.

Interview on 4/8/25 with Staff B revealed she had
not seen client #3 wearing eye glasses since her
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admission to the home in October.

Review on 4/8/25 of client #3's Individual
Program Plan (IPP) dated 10/22/24 revealed she
has glasses but doesn't always wear them.

Interview on 4/8/25 with the Director indicated she
did not recall client #3 having eye glasses at her
admission, however, the Qualified Intellectual
Disabilities Professional (QIDP) did remember
the client having eye glasses when she first
arrived at the facility.
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