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W 000 INITIAL COMMENTS W 000

 A complaint survey was completed on 2/16/23 for 
intakes #NC00197117 and #NC00197894. No 
deficiencies were cited as a result of the 
complaint survey, however, a deficency was 
cited.

 

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 observation and interviews, the facility 
failed to ensure sufficient direct care staff to 
manage and supervise clients in accordance with 
their individual program plans. The finding is:

Observations upon arrival to the group home 
upon on 2/16/23 at 10:45 AM revealed the home 
manager (HM) to be the only staff in the home 
with all six clients present. Continued 
observations at 11:45 AM revealed the program 
manager (PM) to arrive at the group home. 

Interview with the HM on 2/16/23 revealed she 
started her shift at 7:00 AM and the 3rd shift staff 
left the home at 8:00 AM. Continued interview 
with the HM revealed the 2nd shift staff is 
schedule to arrive at 3:00 PM. Interview with PM 
on 2/16/23 revealed the staffing ratio for 1st shift 
is 2:6. Continued interview with the PM revealed 
they were unaware there was only one staff on 
1st shift. Further interview with the PM revealed it 
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
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W 186 Continued From page 1 W 186
is agency protocol for staff to call and inform 
management when the home is understaffed.
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