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CLIENT RECORDS
CFR(s): 483.410(c)(1)

The facility must develop and maintain a
recordkeeping system that documents the client's
health care, active treatment, social information,
and protection of the client's rights.

This STANDARD is not met as evidenced by:
Based on record review and interviews, the
facility failed to ensure record keeping for 1 of 6
clients (#6) was maintained and accurate relative
to behavior management. The finding is:

Review of records for client #6 on 11/25/19
revealed team meeting documentation on
9/19/19. Review of the 9/19/19 team meeting
documentation revealed the current description
details of the client to reflect 1:1 reassigned,
increase in food seeking and toileting incidents.
Further review of the 9/2019 team meeting notes
revealed the recommendation to seek accurate
diagnosis and treatment for ongoing food seeking
and associated aggression. Subsequent review
of team meetings for client #6 revealed no
meeting since 9/19/2019. Additional review of
records for client #6 revealed no documentation
of qualified intellectual disabilities professional
(QIDP) notes relative to intervention progress or
lack of progress since 6/11/2019.

Interview with administration staff on 11/25/19
revealed client #6 was expected to be discharged
from the facility on 11/27/19. Further interview
with facility administration revealed the facility had
determined that it was unable to provide the level
of care needed for client #6. Facility
administration staff identified an increase in
behaviors relative to aggression, food seeking
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and self-injurious behavior as to the facility's
inability to provide the appropriate level of care for
client #6. Subsequent interview with
administration staff verified the guardian of client
#6 had been notified 10/1/19 of the facility's intent
to discharge on 11/27/19. Continued interview
with administration revealed a new placement
had not been located for client #6 and the client
would be taken to the local hospital emergency
room on 11/27/19 and dropped off if placement
had not been located by the identified discharge
date. Facility administration further reported he
was unsure why proper documentation of the
status of client #6 relative to an increase in target
behaviors was not documented in the client's
record. Facility administration additionally
reported he was unsure why there were no QIDP
notes in the record of client #6 since 6/11/19 and
why the planned discharge of client #6 had not
been documented at a team meeting with the
guardian.

PROGRAM DOCUMENTATION

CFR(s): 483.440(e)(1)

Data relative to accomplishment of the criteria
specified in client individual program plan
objectives must be documented in measurable
terms.

This STANDARD is not met as evidenced by:
Based on review of records and interview, the
team failed to ensure data for a behavior
management program listed in the individual
support plan (ISP) for 1 of 6 clients (#6) was
collected as prescribed. The finding is:
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Review of records for client #6 on 11/25/19
revealed an individual support plan (ISP) dated
11/15/18. Review of the 11/2018 ISP revealed a
behavior support plan for target behaviors of: self
injurious behavior, aggression, elopement,
inappropriate toileting, PICA, food seeking and
destruction of clothing. Continued review of the
ISP for client #6 revealed a diagnosis of profound
intellectual disability, Autism and PICA.
Additional record review for client #6 revealed
team meeting documentation on 9/19/19. Review
of the 9/19/19 team meeting documentation
revealed the current description details of the
client to reflect 1:1 reassigned, increase in food
seeking and toileting incidents. Further review of
the 9/2019 team meeting notes revealed the
recommendation to seek accurate diagnosis and
treatment for ongoing food seeking and
associated aggression. Subsequent review of
team meetings for client #6 revealed no meeting
since 9/19/2019. Additional review of records for
client #6 revealed no documentation of qualified
intellectual disabilities professional (QIDP) notes
relative to intervention progress or lack of
progress since 6/11/2019. Subsequent record
review of client #6 revealed no behavior data or
documentation to reflect a recent increase in
target behaviors.

Interview with administration staff on 11/25/19
revealed client #6 was expected to be discharged
from the facility on 11/27/19. Further interview
with facility administration revealed the facility had
determined that it was unable to provide the level
of care needed for client #6. Facility
administration staff identified an increase in
behaviors relative to aggression, food seeking
and self-injurious behavior as to the facility's
inability to provide the appropriate level of care for
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client #6. Subsequent interview with
administration staff verified the guardian of client
#6 had been notified of the facility's intent to
discharge. Continued interview with
administration revealed a new placement had not
been located for client #6 and the client would be
taken to the local hospital emergency room on
11/27/19 and dropped off if placement had not
been located by the identified discharge date.
Facility administration further reported he was
unsure why proper documentation of the status of
client #6 relative to an increase in target
behaviors was not documented in the client's
record. Facility administration additionally
reported he was unsure why there were no QIDP
notes in the record of client #6 since 6/11/19
reflecting an increase in behavioral challenges.
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