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The QIDP will provide training related Client #1's use

o . . of protective footwear for all staff who provide care
The facility must provide each employee with to Client#1. The team will assure staffs

initial and continuing training that enables the understanding of the training by review and questions

employee to perform his or her duties effectively, {e{atedtgo recent “ai”i”? :”d m°”“°; “:roggh

. nteraction/Engagement Assessments to be
efficiently, and competently. completed 3 times a week for a period of one month,
then on a routine basis thereafter. In the future, the
QIDP will ensure all staff are trained to perform his or
This STANDARD is not met as evidenced by: her job duties effectively, efficiently and competently.

Complaint Intake #: NC00137861

Based on observation, review of facility records
and interviews, the facility failed to provide each
employee with training related to the needs of 1 of
1 client reviewed during the complaint
investigation (client #1). The finding is:

Observations conducted in the facility on 4/24/18
at 1:45 PM, during a complaint investigation,
revealed client #1 was sitting in her wheelchair in
the common room area of her unit with staff
supervision. Client#1 was observed to be
wearing bilateral foot booties.

Review of the facility's investigation for client #1, «:/C‘.J‘"“é]"a'&",;;\\
dated 4/3/18, revealed this client had sustained @ . /!/o‘*

an injury of unknown origin on or about 4/3/18 o Recelved 4.’2”
resulting in a fracture to the 2nd toe of her left = )
foot. Included in the facility's investigation was a 4 AR A Yot 2
physical therapy consultation dated 4/10/18 3] S F
documenting client #1 should wear bilateral % 60
protective footwear described as thickly padded \ by:

booties or multi-podus boots with a hard back and SHEH

hard foot plate. Further review of the 4/3/18 \;@-‘{”/

investigation revealed the facility concluded the
investigation on 4/11/18 with recommendations
for all staff involved in the care of client #1 to
receive training related to the use of protective
footwear for client #1. Review of an in-service

LABORATORY DIRECTOR'S OR PROVIBER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
“Fhcelote. . = AMA_ Administrator 5/2/18

Any deficiency statement ending with an i{sterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencles are cited, an approved plan of correction is requisite to continued
program participation.
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training conducted by the unit qualified intellectual
disabilities professional (QIDP) dated 4/6/18
revealed guidelines for the use of protective
footwear (booties) for client #1 indicating:
"Booties should be put on the client before
transferring her to her wheelchair, to prevent
injury to her feet. Booties are to be worn at all
times during the day and in bed at night, and
should only be removed during her shower".
Additional review of the in-service training
revealed no staff signatures verifying third shift
staff had been provided with the training, and no
signature from 3 of 4 staff identified by the
facility's investigation as having provided care for
client #1 during the 24 hours prior to client #1's
injury being identified.

Interview with the unit QIDP on 4/24/18 revealed
a new pair of booties for client #1, referenced in
the 4/10/18 physical therapy evaluation, had been
ordered, however they were not available for use
at this time. Further interview with the QIDP
verified current guidelines for the client's booties
remain as indicated in the in-service to staff on
4/6/18. Interview with staff assigned to client #1
on 4/24/18 at 1:50 pm revealed the staff to report
the client should wear booties at all times while in
her wheelchair but not while in bed or in the
shower. Interview with the QIDP verified the
staff's understanding of the client's guidelines for
wearing booties was incorrect and the client
should wear her booties while in bed. Additional
interview with two other unit staff also revealed
incorrect understanding of the client's current
guidelines relative to the prescribed booties.
Subsequent inferview with the unit QIDP revealed
he was unsure why no staff on third shift had
signed the in-service training of 4/6/18 relative to
guidelines for client #1's booties. The QIDP
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indicated the training of third shift staff should
have been provided by the lead staff of that shift.
Therefore, the facility failed to provide training for
all staff providing care for client #1 related to the
use of protective footwear and failed to assure
staff's accurate understanding of training
provided.
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