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W 148 483.420(c)(6) COMMUNICATION WITH 

CLIENTS, PARENTS &

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 interview and record review, the facility 

failed to promptly notify the guardian of one 

individual outside of the sample (R5) who had two 

IDPH (Illinois Department of Public Health) 

reportable incidents of peer to peer aggression in 

the past three months.

Findings include:

Review of Facility's incident and injury reports for 

R5 in the past three months include two peer to 

peer incidents of aggression reported to IDPH. 

They were:

1. 3/24/14 incident of R5 yelling at R7. There was 

no notification to R5's guardian (Z1).

2. 5/6/14 incident of R5 shaking his fist at R6. Z1 

was notified on 5/8/14.

Interview with Administrator E3 on 5/12/14 at 

12:30 PM regarding guardian notification of 

incidents reported to IDPH include "if there is any 
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W 148 Continued From page 1 W 148

injury, guardians are notified.  E10, QIDP 

(Qualified Intellectual Disability Professional) 

notifies families(guardian) by phone or email."

Interview with E10 on 5/13/14 at 10:30 AM 

regarding guardian notification of individual's peer 

to peer incidents include "if there is significant 

injury, guardians are notified by E10 or the 

supervisor. Notification occurs on the same day 

or the next, depending on the injury."

W 247 483.440(c)(6)(vi) INDIVIDUAL PROGRAM PLAN

The individual program plan must include 

opportunities for client choice and 

self-management. 

This STANDARD  is not met as evidenced by:

W 247

 Based on observation, interview and record 

review, the facility failed to ensure  there was 

coffee available at breakfast on 5/13/14 for 4 of 4 

individuals in the sample (R1, R2, R3, R4).

Findings include:

Breakfast observation on 5/13/14 from 

approximately 8:38 AM through 9:30 AM include 

an empty coffeepot in the kitchen. None of the 

residents including R1, R2, R3 and R4 had any 

coffee or tea for breakfast on 5/13/14.

Facility's Spring/Summer Week 2 Menu (Rev. 

5/10) validated a Breakfast Menu for 5/13/14 to 

include Orange juice, Cereal, English Muffin with 

margarine and jelly, Skim milk and Coffee/Tea.

Interview with Direct Care Staff E9 on 5/13/14 at 

9:44 AM include "R1 usually makes the coffee."
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Interview with Qualified Intellectual Disability 

Professional on 5/13/14 at 11:38 AM regarding 

who makes coffee/tea at breakfast include "R1 

usually makes the coffee with staff assistance. 

Staff should have made coffee (available) for 

individuals (who may have wanted to drink 

coffee)."
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