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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 reviews, observation and
interviews, the facility failed to assure sufficient
direct care staff were available to manage and
supervise 2 of 6 clients in the home (#3 and #4)
in accordance with their individual habilitation
plans (IHPs). The finding is:

Observation at the group home on 5/13/21 at
3:30 PM revealed all clients and two second shift
staff at the home. Continued observations
revealed a first shift staff who assists with drop
offs and pick ups relative to transportation to and
from the day program about to exit the home.

Interview with staff A on 5/13/21 who was about to
exit the group home revealed she assists with
getting all clients on the van, ride to transport to
the day program, and assist with getting clients
off the van. Continued interview with staff A
revealed she then reports to work at the
provider's office until time to transport clients
back to the group home. Once they return to the
group home, she assists with getting all clients off
of the van and inside, then leaves the group
home. Further interview with staff B revealed she
has been working alone with all clients on second
shift until the clients resumed attending the day
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program on 3/21. Subsequent interview with staff
A and B verified staff ratio in the home is one on
one staffing with clients #3 and #4 and two
additional staff work with the other clients.

Review of medical record for client #3 revealed
an individual habilitation plan (IHP) dated 9/16/20
to include the need for one on one staffing due to
behavioral challenges. Continued review of
medical record for client #4 revealed an IHP
dated 9/15/20 to include the need for one on one
staffing due to behavioral and medical
challenges. Further review of the facility schedule
revealed four staff scheduled on first and second
shifts. Additional review of the schedule revealed
two openings for staff on both shifts.

Interview with the facility qualified intellectual
disabilities professional (QIDP) on 5/13/21
verified staff ratio in the group home is one to one
staffing for clients #3 and #4 due to medical and
behavioral challenges. Two additional staff are
scheduled to work and support the other clients.
Further interview with the QIDP revealed the
group home is short staffed. Additional interview
with the QIDP confirmed the facility schedule is
current and short staffed on first and second
shifts since late March. The QIDP further
confirmed the facility is currently working on hiring
for all open shifts but as confirmed by
observations on 5/13/21, the facility has failed to
provide sufficient direct care staff to manage and
supervise the clients according to their needs..
NURSING SERVICES

CFR(s): 483.460(c)(5)(i)

Nursing services must include implementing with
other members of the interdisciplinary team,
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appropriate protective and preventive health
measures that include, but are not limited to
training clients and staff as needed in appropriate
health and hygiene methods.

This STANDARD is not met as evidenced by:
Based on observation and staff interview, the
interdisciplinary team failed to provide staff
training of appropriate health practices to meet
client #5 medical needs relative to a large rash on
the back of her neck. The finding is:

Observation at the day program on 5/13/21 at
1:00 PM revealed client #5 to return from an
outing to enter the bathroom and change into
another pair of pants. Client #5 then exited the
bathroom headed towards her seating area when
surveyor noticed a large red rash covering the
entire back of client's neck below her hairline with
skin peeling in four places.

Interview with the Day Program Clinical Director
on 5/12/21 revealed she had noticed the rash
before but not to that extremity. Continued
interview with another day program staff revealed
the rash has gotten worse during the past two
months. Further interview with staff B revealed
staff had been informed to wash client's hair with
a dandruff shampoo to help with the rash.

Review of medical record for client #5 did not
reveal a physician order, prescribed medication,
psoriasis diagnosis confirmed by a medical
professional, medical consult or evidence of
medical attention relative to the rash on the back
of client #5's neck. Continued review of client
medical record revealed a medical consult on
1/4/21 for an annual exam but does not mention
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a diagnosis or eczema or skin integrity checks.
Further review of 4/21 MAR revealed check for
any skin breakdown two times daily. Report any
breakdown, cracks or abrasions to nurse. MAR
did not reveal an implementation date. Additonal
review of MAR revealed no shampoo listed or
ordered by a physician.

Interview with the facility nurse revealed client #5
sweats and scratches the back of her neck. The
staff have been informed to keep client's hair out
or up off of client's neck to give it time to heal.
Continued interview with the facility nurse
revealed she had visited the group home two
weeks ago and was not made aware of the rash
on the back of client's neck. Further interview
with the facility nurse revealed she had no
knowledge of how it's being tracked.

Interview with the qualified intellectual
developmental professional (QIDP) revealed it
may be psoriasis. Continued interview with the
QIDP revealed team meetings are held every
Thursday and the team decided to use an over
the counter dermatitis shampoo for client's hair
and neck. Further interview with the QIDP
revealed she was not made aware of the severity
of the rash on the back of client's neck. The QIDP
further verified, based on survey observations,
staff needed additional training on how to report
and document to meet the medical needs of
client #5.
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