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W 192 STAFF TRAINING PROGRAM
CFR(s): 483.430(e)(2)

For employees who work with clients, training 
must focus on skills and competencies directed 
toward clients' health needs.

This STANDARD  is not met as evidenced by:

W 192

 Based on interviews and document/record 
reviews, the facility failed to ensure staff were 
sufficiently trained on competencies directed 
towards client's health needs.  This affected 1 of 
2 audit clients (#4). The finding is:

Nursing staff was not informed of client #4 
missing a bowel movement for more than 3 days.

Review of client #4's individual program plan 
(IPP) revealed a need to monitor for constipation.

Review on 7/2/19 of client #5's physician's order 
dated 5/1/19 revealed an order: "Ducolax Supp. 
@ 3rd day prn (as needed) and prn if no BM with 
Milk of magnesium."  Further review of 
medication adminstration record (MAR) revealed 
no Milk of Magnesium or Dulcolax was 
adminstered in the month of June 2019.

Review on 2/25/19 of the client 45's 2019 bowel 
movement record revealed the client had no 
bowel movements recorded on 6/4-11/19.

Interview on 7/2/19 with the qualified intellectual 
disabilities professional (QIDP) confirmed she 
was not aware client #4's bowel movements were 
not regular and staff were suppose to 
communicate with the nurse if there is no bowel 
movement in 3 days.
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Interview on 7/2/19 with the facility nurse 
confirmes client #4 bowel movement were not 
regular and staff were suppose to communicate 
with her if there was no bowel movement in 3 
days.
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