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The facllity 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, sericus lliness, accident, death, abuse,
or unauthorized absence,

This STANDARD 13 not met as evidenced hy:
Based on interviaw and record review, the facility
failad to assure the guardian was notified of a
signi ificont insldant thal sooummsd with clisnt i1
which resulted In an Injury. This affacted 1 of 2
audit clients. The finding fs:

There was no avidence that the guardian had
been notifiad when client #1 was injured by a
peer,

Raview of documentation in ¢lient #1's record on
1/3/18 revealed no documentation that the nurse
or any staff had notifled the lsgal guardian.

Intarview with the nurse on 1/3/19 revealed she
had not documented any contact with the
guardian about the incident injuring cllent
#1.however, she stated that she had called and
left voicemall's. The nurse was asked to show a
acreen shot of the phone number to the guardian
dialed on her call phone and she stated ghe could
not produce that bacause she used a different
call phone. The nurse stated she had called
numerous times and that the guardian said thare
was a list of other amergency contacts that the
nurse dld not know anything about.

An lnte ith the guardian on 1/3/18 revealed
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The facliity must provide each employee with
initial and continuing training that enablas the
empioyes to perform his or her duties effectively,
afficiently, and compatently.

This STANDARD is not met as evidencad by;

Based on cbaarvations and interviews, the facility
failed to assure staff received ongeing tralning to
assure competancy in behavior management,
medication administration and interactions. This
potentially affected all clients residing In the
facility. The findings are:

1. Staif were not trained not to mark the
medication administration recard when the
medication was not provided.

During medication administration observations on
12/18/18 at 8:00am, cllent #3 was not provided
with any topical medication.

Review on 12/18/18 of ciient #3's physician
orders dated 11/14/18 revealed an order for
Triamcinolons Aceton 0.25% Apply on skin three
times a day."

Interview on 12/18/18 with the management
woniinmed el e imedicaiion s not being given.
The manager indicated she "knows for a fact" it is
net being given because they have not had it,

Further review on 12/18/18 revealed the
madication administration record for the entire
month of December is marked as glving the
med|ecation.
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GFR(s). 483.440()(1)(Iv}

The individual program plan must be reviewed at
{east by the qualified mental retardation
professlonal and revised as necessary, including,
but not limited to situations in which the cllent is
being consldered for training towards naw
objectives,

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

Client #1's individual program plan (IPF} did not
have a list of emergency contacts for when the
guardian could not be reached In an emeargency.

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

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

Interview with the nurse on 1/3/18 revealed she
had not documanted any contact with the
guardian about the Incident injuring cllent
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she was nof contacted nor wera there missed

calls or voicemails from the nurse or facility

stating client #1 had been injured, !/ % / 19
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#1;howaver, she stated that she had called and
laft voicernalls. Tha nuree was asked to show s
screen shot of the phone number to the guardian
dialed on her call phana and she stated she could
not produce that bacause she used a different
cell phone. Tha nurse stated she had called
numerous times and that the guardian said there
was a list of other emergency contacts that the
nursa did not know anything about.

An intarview with the guardian on 1/3/18 reveaied
she was not contacted nor wera thers missad
calls or voicemails from the nurse or facility
stating her child had been Injured, Sha stated
that she had relayed to managemant 3 list of
emergency contacts. She also Indicated that the
group home management was afraid to contact
her because of a medication issue that had
recantly happensd when staff failed to deliver
meds as diractad during a home visit,

An interview on 1/3/18 with the management
confirmad there was no list of farmily members to
contact in emergency listed in the IPP,
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