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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 and interviews, the facility 
failed to ensure privacy during care of personal 
needs for 1 of 4 audit clients (#2). The finding is:

Observation in the home on 6/11 - 6/12/25 
revealed client #2's bedroom to have one large 
window with no blinds, curtains, or covering. The 
window was observed to face the back yard and 
be at ground level. 

Interview on 6/12/25 with the home supervisor 
revealed another client had previously been 
assigned to the bedroom, and the blinds were 
removed. Client #2 has been in the bedroom for 
one week. A work order has been submitted to 
have the window covered. 

Interview on 6/12/25 with the Qualified Intellectual 
Disabilities Professional (QIDP) revealed client #2 
had no covering on his bedroom window. Client 
#2 is undressed in his room at times and should 
have his window covered for privacy.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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