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CFR(s): 483.430(d)(1-2)

The facility must provide sufficient direct care
staff to manage and supervise clients in
accordance with their individual program plans.

Direct care staff are defined as the present
on-duty staff calculated over all shifts in a 24-hour
period for each defined residential living unit.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to have sufficient staff to address the
identified needs of 1 of 6 clients (#6). The finding
is:

Record review for client #6 on 12/13/18 revealed
a Habilitation Plan dated 11/15/18. Further
review of the Habilitation Plan revealed an
updated behavioral support plan (BSP) dated
10/25/18. Review of client #6's BSP revealed an
interdisciplinary team's decision (IDT) on 10/9/18
which stated: the purpose is to revise and update
plan and add inappropriate behaviors of entering
others rooms, pica, inappropriate toileting, food
seeking, grabbing others food, and keep client #6
safe. A one to one staff member will be
assigned during all waking hours for client #6.
Further review of the updated BSP revealed
guidelines for the one to one staff of "keeping
client #6 in eye sight at all times, being
responsible for engaging client #6 in treatment/
leisure activities, and providing protective seating
for all clients by seating himself (one to one staff
) between client #6 during all meal times."

Interview with the facility qualified inteflectual
dlsabmtles professional (QIDP) on 12/13/18
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confirmed the team recommendation was made
on 10/9/18 for client #6 to have a one to one staff
assigned. Continued interview with the QIDP
revealed a one on one staff has not been hired q ‘ ‘

for client #6 as of the current survey date. su M
Further interview with the QIDP confirmed there
is currently insufficient staff to provide for the
identified needs of client #6. Therefore, the
facility failed to have sufficient staff available to
effectively implement the active treatment

programs as defined in the Habilitation Plan to
meet the specific needs of client #6.
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LIFSPAN Plan of Correction — Bon Rea Survey 12-13-2018
Complaint Intake #NC00145916, NC00146165, NCO0146175, NCO0146089

What will you immediately do to correct the above rule violations in order to protect clients from
further risk or additional harm?

W 186

Joyce Robinson (Qualified Professional) and Emily Meinertzhagen (Residential

Manager) will facilitate the hiring process-immediately. atthe-pointofreceiving-the
recommendatioen. A staff will be hired prior to officially documenting_a staffing change

within an individual's plan, -a-staffing-change.

The professional staff will additionally y; be-sure-te-have ensure that the needed
strategies_are in place prior to implementing a strategy in an individual’s plan.

Describe your plans to make sure the above happens.

The Qualified Professional and Residential Manager will coordinate interviews immediately. Joyce

Robinson and Emily Meinertzhagen will ensure all objectives are completed and in place no later than 2-
13-19.



