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W 186 DIRECT CARE STAFF

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:

W 186

 Based on record review and interview, the facility 

failed to assure sufficient direct care staff were 

available to manage and supervise 6 of 6 clients 

in the home (#1, #2, #3, #4, #5 and #6) in 

accordance with their individual habilitation plans 

(IHP).  The finding is:

A review of facility incident reports on 7/15/21 

from 1/1/21 through 7/15/21 revealed an incident 

report dated 6/26/21. Review of the 6/26/21 

incident report revealed at 7:30 PM client #1 

barricaded himself in client #5's bedroom, then 

entered client #3's bedroom and hit the client with 

a belt.  Continued review of the incident report 

revealed client #1 to assault a staff member and 

the police to be called.  Further review revealed 

client #5 to wake up the morning of 6/27/21 with a 

swollen black eye and a swollen right hand on 

6/28/21.  Subsequent review revealed the facility 

nurse was contacted on 6/27/21 and 6/28/21 

regarding the identified injuries.  Additional review 

revealed it was recommended client #5 be 

transported to the emergency room (ER) on 

6/28/21 where it was determined the client had a 

fractured right thumb.  

Review of an internal investigation summary 
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W 186 Continued From page 1 W 186

completed on 7/12/21, relative to the 6/26/21 

incident report, revealed there were two staff on 

shift at the time of the incident. Review of the 

facility staffing schedule for May 2021 and June 

2021 revealed three staff were scheduled for first 

and second shift.  Continued review of the facility 

staffing schedule verified two staff worked on 

third shift on the evening of the incident.  

Interview with the qualified intellectual 

developmental professional (QIDP) and Home 

Manager (HM) on 7/15/21 verified the staff to 

client ratio in the group home is 3 staff to 6 clients 

during first and second shift and 2 staff to 6 

clients on third shift.  Continued interview with the 

QIDP verified there were three staff scheduled for 

second shift on 6/26/21, however one staff did not 

show up.  Further interview with the QIDP and 

HM verified management was not made aware, 

until after the incident occurred on 6/26/21, that a 

staff scheduled for second shift did not show up 

for work. Additional interview with the QIDP and 

HM confirmed the group home was not within the 

appropriate staff to client ratio based on identified 

needs of the facility during the 6/26/21 behavioral 

incident of client #1.
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