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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, record review and 
interviews, the facility failed to ensure clients were 
afforded privacy. This affected 1 of 3 audit clients 
(#3). The finding is:

Observations in the home on 12/29/25 at 3:30pm 
client #6 was in the bathroom on the toilet with 
the door closed. Client #3 walked into the 
bathroom without knocking while client #6 was 
sitting on the toilet. Client #3 walked out of the 
bathroom and went to his bedroom. Further 
observation in the home at 3:45pm, client #3 
walked into the bathroom without knocking while 
client #6 continued to sit on the toilet. 

Record review on 12/30/25 of client #3's 
community home life assessment dated 5/1/25 
revealed client #3 need verbal cues to knock on 
doors before entering.

Interview on 12/30/25 with the area supervisor 
confirmed that client #3 needs verbal cues to 
knock on closed doors before entering.

 

W 340 NURSING SERVICES
CFR(s): 483.460(c)(5)(i)

Nursing services must include implementing with 
other members of the interdisciplinary team, 
appropriate protective and preventive health 
measures that include, but are not limited to 
training clients and staff as needed in appropriate 
health and hygiene methods.
This STANDARD  is not met as evidenced by:

W 340
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W 340 Continued From page 1 W 340
 Based on observation s and interview, the facility 
failed to ensure staff were sufficiently trained on 
appropriate protective and preventive health and 
hygiene methods for client care. This affected 1 
of 3 audit clients (#3). The finding is:

Observations of medication administration in the 
home on 12/30/25 at 6:00am, client #3 punched 
out a pill and the pill fell beside the cup on the 
wooden cup holder that was not cleaned between 
usage. The medication technician picked up the 
pill and placed the pill in the pill cup with the other 
medications. Client #3 ingested the pills in the 
medication cup. 

Interview on 12/30/25 with the area supervisor 
confirmed that the nurse should have been called 
and the pill disposed. 

Interview on 12/30/25 with the registered nurse 
confirmed that client #3 should not have ingested 
the pill that fell on the wooden cup holder.

 

W 342 NURSING SERVICES
CFR(s): 483.460(c)(5)(iii)

Nursing services must include implementing with 
other members of the interdisciplinary team, 
appropriate protective and preventive health 
measures that include, but are not limited to 
training direct care staff in detecting signs and 
symptoms of illness or dysfunction, first aid for 
accidents or illness, and basic skills required to 
meet the health needs of the clients.
This STANDARD  is not met as evidenced by:

W 342

 Based on observation, record review and 
interview, the facility failed to ensure staff were 
sufficiently trained in documentation of seizure 
protocol. This affected 1 of 3 audit clients (#3). 
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W 342 Continued From page 2 W 342
The finding is:

Review on 12/30/25 of monthly nursing notes 
revealed no seizure in the month of July 2025, 1 
seizure in the month of August on 8/17/25. There 
was no evidence of any seizure reports being 
completed.  

Review on 12/30/25 of qualified intellectual 
disabilities professional (QIDP) monthly notes 
revealed no seizure in the month of July and 
August 2025.

Review on 12/30/25 of the neurology appointment 
11/17/25 revealed no report of any seizure 
activity. 

Interview on 12/30/25 the area supervisor 
revealed there has been a change in staff and 
she was unsure if seizure reports were 
completed. 

Interview on 12/30/25 with the registered nurse 
confirmed seizure reports should be completed 
each time a seizure occurs.
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