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W 000 INITIAL COMMENTS W 000
A foliow-up survey survey was completed on 2/11/2021
127212020 for recertification survey completed ) y
10/13/2020. A deficiencies cited were corrected, ' A
New deficiency was cited and the facility is not in This deficiency will ba corrected by the following actions: -
compliance. ‘ ‘
W 186 | DIRECT CARE STAFF W 186, A.  The Site Supenisor will ensurg to scheduling !
‘ CFR(s): 483.430(d){1-2) : staffing to meet the needs of the hofre to
inclute the proper staff/ resident ratio on each
The facility must provide sufficient direct care ‘shift.
staff to manage and supervige clients in B, The Area Supervisor will monitor and ensure that
accordance with their individual program plans. thizis being done by reviewlng the weekly :
staffing sehedule in gdvance of each week to
Direct care staff are defined as the present " identify any additional staffing needs.
on-duty staff caleulated over all shifte in g 24-hour , ‘ :
period for each defined residential living unit.
- | This STANDARD is not met as evidenced by: ‘ .
“ e | Based on observations, record review and . 27 A ' R
interviews, the facility failed to ensure sufficient | .+’ h . & N P
+1.staff were provided to supervise clients and ! : : N A
provide services in aceordance with their
govesning body, This potentially affected all the
clients residing in the facilify. The finding is:
‘Upon arrival at the group home on 12/2/2020 at
11:27am-12:30pmi, Staff A was warking in the
home alone with six clients. The staff stood at
the door as the home was on 14 days quarantine
since the clients had refurned from home visit.
The staff was only able to carry a conversation at
the door as she kept going bargk to the client and R E CEI VE D
to the door since she was the r.m!y staff w&rking By DHSR Mental Health Licensure & Certification at 9:20 am, Dec 29, 2020
that shift.
Interview on 12/2/20 with Staff A, who is the
Home Manager (HM), revealed she had worked
(%8} OATE
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Any géficiefcy statement endi g with an aglerisk (%) denotes a deficiency which the instilufion may be excused fom correcfing providing it is determined that
othgr safegdards provide sufficientpeotection to the patients, (See instructions.} Except for nursing homes, the findings stated above ars disciosabls 90 days
falloging the date of survey whether or not a plan of cortection is provided, For nursing homee, the above findings and plans of corection are displosable 14
days Tollowing the date these documents are made available o the facility. If deficiencles are vited, an approved plan of correction is requisite ta continued

program partivipation.
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