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COMMUNICATION WITH CLIENTS, PARENTS
&
CFR(s): 483.420(c)(6)

The facility must notify promptly the client's
parents or guardian of any significant incidents, or
changes in the client's condition including, but not
limited to, serious illness, accident, death, abuse,
or unauthorized absence.

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to assure the guardian was notified of a
significant incident that occurred with client #1
which resulted in an injury. This affected 1 of 2
audit clients. The finding is:

There was no evidence that the guardian had
been notified when client #1 was injured by a
peer.

Review of documentation in client #1's record on
1/3/19 revealed no documentation that the nurse
or any staff had notified the legal guardian.

Interview with the nurse on 1/3/19 revealed she
had not documented any contact with the
guardian about the incident injuring client
#1;however, she stated that she had called and
left voicemail's. The nurse was asked to show a
screen shot of the phone number to the guardian
dialed on her cell phone and she stated she could
not produce that because she used a different
cell phone. The nurse stated she had called
numerous times and that the guardian said there
was a list of other emergency contacts that the
nurse did not know anything about.

An interview with the guardian on 1/3/19 revealed
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she was not contacted nor were there missed
calls or voicemails from the nurse or facility
stating client #1 had been injured.

W 258 | PROGRAM MONITORING & CHANGE
CFR(s): 483.440(f)(1)(iv)

The individual program plan must be reviewed at
least by the qualified mental retardation
professional and revised as necessary, including,
but not limited to situations in which the client is
being considered for training towards new
objectives.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to assure the qualified intellectual disability
professional (QIDP) coordinated the services for
contacting the legal guardian and or family
members when an injury occurs. This affected 1
of 2 audit clients (#1). The finding is:

Client #1's individual program plan (IPP) did not
have a list of emergency contacts for when the
guardian could not be reached in an emergency.

Review of the record on 1/3/19 revealed client
#1's IPP did not include a list of emergency
contacts other than the legal guardian.

Review of documentation in client #1's record on
1/3/19 revealed no documentation that the nurse
had notified the legal guardian of an incident
causing harm to client #1.

Interview with the nurse on 1/3/19 revealed she
had not documented any contact with the
guardian about the incident injuring client
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#1;however, she stated that she had called and
left voicemails. The nurse was asked to show a
screen shot of the phone number to the guardian
dialed on her cell phone and she stated she could
not produce that because she used a different
cell phone. The nurse stated she had called
numerous times and that the guardian said there
was a list of other emergency contacts that the
nurse did not know anything about.

An interview with the guardian on 1/3/19 revealed
she was not contacted nor were there missed
calls or voicemails from the nurse or facility
stating her child had been injured. She stated
that she had relayed to management a list of
emergency contacts. She also indicated that the
group home management was afraid to contact
her because of a medication issue that had
recently happened when staff failed to deliver
meds as directed during a home visit.

An interview on 1/3/19 with the management
confirmed there was no list of family members to
contact in emergency listed in the IPP.
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