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An Annual Survey was completed March 27,

2018. A Deficiency was cited. ; QLHDFL W AL AN ofj S et gl
This facility is licensed for the following service "}(} I,gf ﬁ\ fe LS & i_\ p@ﬂ A Q w/(j ba. (

category: 10ANCAC 27G .5600C Supervised

Living for Adults with Developmental Disabilities. /’ZLQ O{j, ‘ cé e
) 1o 1dtie ) Cant Covelunits

V 291 27G .5603 Supervised Living - Operations V 291

10ANCAC 27G .5603 OPERATIONS

(a) Capacity. A facility shall serve no more than
six clients when the clients have mental iliness or
developmental disabilities. Any facility licensed
on June 15, 2001, and providing services to more
than six clients at that time, may continue to
provide services at no more than the facility's

| licensed capacity.

(b) Service Coordination. Coordination shall be
maintained between the facility operator and the
qualified professionals who are responsible for

| treatment/habilitation or case management.

(c) Participation of the Family or Legally
Responsible Person. Each client shall be
provided the opportunity to maintain an ongoing
relationship with her or his family through such
means as visits to the facility and visits outside
the facility. Reports shall be submitted at least
annually to the parent of a minor resident, or the
legally responsible person of an adult resident.
Reports may be in writing or take the form of a
conference and shall focus on the client's
progress toward meeting individual goals. .

(d) Program Activities. Each client shall have
activity opportunities based on her/his choices,
needs and the treatment/habilitation plan.
Activities shall be designed to foster community

| inclusion. Choices may be limited when the court
or legal system is involved or when health or

| safety issues become a primary concern.
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This Rule is not met as evidenced by: @l,l Gji— LL(Q“DK‘D ) \-M‘-v

Based on observation, record review and
O (o Coon -v\f»-\?&o“b

interview, the facility failed to coordinate services
# N\ \
professionals who are responsible for o %\J‘( MUE _iriz . ?LUM fNUCt

between the facility's operator and the qualified
treatment/habilitation or case management for

one of two audited clients (#2). The finding is: N .‘
W ° &r oL PQ(LA JUANSUOA
Review on 03/23/18 of client #2's record %]‘Hof ;‘ e, *f
revealed: M Qg % ' ‘
-admission date: 11/14/17 mj V‘A VUU’,W
-diagnoses which included Autism and severe
Intellectual Developmental Disability flﬁ"ﬂ Wﬁt M

-treatment plan dated 12/01/17 listed must o 3 :
have one on one supervision in order to protect ( megj O/VUI C[va CoMMusn cp o o

himself...evidence client was non verbal and used

a communication board...goal regarding eating Ax (,(,{()/pb{, Ha SUdung
small portions of food due to over cramming food "
in the mouth (ﬁcu Vﬁ 7(

-physician's order dated 11/29/17 chopped o (_}n @/LL/.S %ag [T]l@
diet

Observation on 03/23/18 at 10:00a revealed:
-one staff (#1) at the home and two clients
(#1 and #2).
-within 15-20 minutes, the Qualified
Professional and a second staff (#2) appeared.

During interview on 03/26/18, staff #2 reported:
-client #2 did have one on one services. The

; ELLVB"-‘

morning of 03/23/18, he was in the process of | i e

addressing issues with client #1's day program, @;/{,;( ‘)lCKLW”K i h&/ L{,CLLJ( /fg_j(ﬂ_
therefore, he was not initially at the group home. Lo )

He did not take client #1 with him to the day 041& 7P W,L,ﬁl oy reicd| (0ol a 7
program as staff #2 lived in close proximity to

client #1's day program.

-client #2 needed the one on one services
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because of behavioral concerns with self injurious

' behavior and property destruction. Client #2 had

exhibited those behaviors in January or February
2018.

-client #2's food did not have to be chopped
except for meats....he did cut up the food
because client didn't like to eat vegetables and so
he mixed the food together so client could have
some vegetables too....soft foods like a sandwich
did not need fo be chopped. Client #2 crammed
food in his mouth and needed reminders to slow
down,

During interview on 03/27/18, client #2's mother
reported:

-her son received one on one services at the
group home. Feedback from the group home had
been no incidents

-depending on the food, her son's food may
need to be chopped.

During interview on 03/26/18, client #2's Care

| Coordinator reported:

-it was her understanding, client #2 received
one on one supervision at the group home. The
group home was supposed to request enhanced

| service rate for client #2 to receive one on one

staffing. As of 03/26/18, the paperwork had not
been submitted. Feedback from the group home
indicated no concerns or behavioral episodes
with client #2.

-after reviewing, his treatment plan, the goals
regarding small food portions and realized that
the chopped food component may not be clear to
the reader.

During interview on 03/27/18, the House Manager

| reported:

-client #2 initially had one on one supervision
that ended in March. It was only for the first 90
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days of his admission to the group home. He had
one incident in which he busted television in his
bedroom when redirected but that was when he
first arrived at the group home.

-all staff were aware client #2's food should
have been chopped up.

During interviews on 03/23/18 & 03/26/18, the
Qualified Professional reported:

-none of the clients had a special diet such as
chopped....none of the clients had one on one
supervision. Staff sat near client #2 and made
sure he did not cram food in his mouth and
provided redirection to slow down.

-subsequent interview on 03/26/18, she
clarified, when client #2 was initially admitted to
the group home, he had one one services to help
him adjust to the new setting. The information in
his treatment plan should have been removed to
reflect the changes,per prior conversation with
the Care Coordinator. Overall, client #2 had been
calm with few incidents.
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