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A complaint survey was completed on 5/28/25 for
intake #NCQ0230168. The allegation was
substantiated and deficiencies were cited,
W 186 DIRECT CARE STAFF W 186
CFR(s): 483.430(d)(1-2)

The facility must provide sufficient direct care

staff to manage and supervise clients in w 186 The site supervisor along with the area
supervisor will post the weekly staffing schedule

07-27-2025

accordance with their individual program plans. in the office at the home for the upcoming week.
_ The SS along with the AS will ensure that
Direct care staff are defined as the present there is adequate staff coverage for the home at
on-duty staff calculated over all shifts in a 24-hour ail times. Staff will be re inserviced that they are
period for each defined residential living unit. L%?::;;’;fgg#%gggé‘:ay il
This STANDARD is not met as evidenced by: If at any time the Site Supervisor becomes
Based on observation, record review and aware that there is a need for additional staff
interviews, the facility failed to provide sufficient ;‘gg: gft’r']’: ;%;fg‘?#;;’mﬂngﬁg;&é?; staffing
dt.rect care staff to manage and supervise 5 of 5 contact the Area Supervisor, QP, Program
clients in the home. The finding is: Manager or Executive Director for assistance

in gething additional staff to the home.

Observation in the group home on 5/28/25 at o ; .
10:10 AM revealed the Home Manager (HM) to g g',t;e: ﬁfg'grf;’;ﬁ‘;;aﬁf;efgﬂggjﬁeg
be the only staff present with five clients. Director

Continued observations revealed two clients

sitting in the living room, one client sitting in the

kitchen, one client sitting in the dining room, and

one client in their bedroom. Further observations

revealed the Quality Assurance (QA) Manager to RECE /M
arrive at 10:25 AM. = o

Review of the facility staff schedule on 5/28/25 3
revealed no first shift staff to be scheduled from SR | i
5/27/25 - 6/2/25. -

Interview with the HM on 5/28/25 revealed the
facility is short staffed. Continued interview with
the HM revealed they arrived at the group home
around 7:00 AM, at which time the third shift staff
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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
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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left. Further interview with the HM revealed two
staff are scheduled to work second shift.

Interview with the QA Manager on 5/28/25
revealed they were unaware the facility was short
staffed on first shift. Continued interview with the
QA Manager revealed at least two staff should
always be present on first and second shift.
Further interview with the QA Manager revealed
the HM should have notified their supervisor that
the facility was short staffed.
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