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The facility must ensure that all allegations of
mistreatment, neglect or abuse, as well as
injuries of unknown source, are reported
immediately to the administrator or to other
officials in accordance with State law through
established procedures.

This STANDARD is not met as evidenced by:
Based on facility record/document review and
interviews, the facility failed to ensure an injury
was reported to external officials in accordance
with state law for 1 of 1 incident reviewed. The
finding is:

Review of facility incident reports dated
8/21-11/21/21 revealed an incident dated 9/18/21.
Review of the 9/18/21 incident revealed at 7:50
PM while staff were conducting bed checks, staff
found client #1 on his bedroom floor
unresponsive. Further review of the incident
revealed 911 was immediately called and client
#1 was transported and admitted to the local
hospital.

A review of incident notifications revealed the
facility nurse, on call personnel, qualified
intellectual developmental professional (QIDP)
and client #1's guardian were notified on 9/18/21.
Continued review revealed no evidence of a
report completed within the Incident Response
Improvement System (IRIS).

Review of client #1's record on 12/1/21 revealed
an appointment for a CT scan dated 9/17/21.
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Further review revealed a QIDP note to indicate
CT results revealed a hematoma on client #1's
brain had increased in size. Continued review of
the 9/17/21 note revealed the neuro office had
advised that client #1 be admitted to the hospital
on 9/22/21 for observation.

Interview with the QIDP and home manager (HM)
on 12/1/21 verified client #1 had been admitted to
the hospital on 9/18/21 after staff found the client
unresponsive in his room. Continued interview
revealed client #1 was to undergo surgery in the
attempt to drain fluid from his brain because the
hematoma had increased in size. Further
interview with the QIDP revealed the client was
later released to a rehabilitation facility for further
evaluation and services.

Interview with the facility program manager (PM)
revealed conversations with the client's guardian,
the internal interdisciplinary team and hospital
staff relative to the client's level of care was
initiated following his release to the rehabilitation
facility. Continued interview with the PM
confirmed a discharge decision was made due to
the medical attention required on a daily basis for
client #1 with a change in health status resulting
from the brain hematoma.

Additional interview with the QIDP revealed client
#1 had not returned to the group home following
the 9/18/21 incident. Continued interview with the
QIDP revealed a letter of discharge dated
10/4/21. Continued interview with the QIDP
revealed an IRIS report had not been completed
with client #1's incident on 9/18/21 and a report
should have been completed.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: JH3Y 11 Facility ID: 010044 If continuation sheet Page 2 of 2



