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W 000 INITIAL COMMENTS W 000

 Intakes #NC00209235 ns #NC00208677 were 
unsubstantiated.  However, intake #NC00208502 
was substantiated with a deficiency cited.

 

W 148 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:

W 148

 Based on record review and interview the facility 
failed to assure the guardian was notified of any 
significant incidents, or changes in the clients 
condition. This affected 1 of 2 audit clients (#1). 
The finding is:

Review on 11/2/23 of client #1's record revealed 
correspondence from the guardian where she 
had requested to be informed of all issues or 
concerns for client #1 dated 11/15/16. The 
correspondence was attached to the inside front 
of the binder when opening the chart. However, 
there was no documentation that client #1's 
guardian had been notified of the surgery.

Interview on 11/2/23 the Licensed professional 
nurse confirmed she was trained that the 
guardian should be contacted with all concerns of 
client #1. 

Interview on 11/2/23 the Assistant Program 
Director verified that the qualified intellectual 
developmental professional (QP) should contact 
the guardian/parent during the hours of 
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W 148 Continued From page 1 W 148
8:00am-5:00pm, Nursing staff should contact 
parent/guardian any time after 5pm and before 
8am, also on weekends and holidays. She further 
confirmed there was no documentation that client 
#1's guardian had been notified.
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