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V 000 INITIAL COMMENTS V 000
An annual and follow-up survey was completed
on November 7, 2018. A deficiency was cited.
This facility is licensed for the following service . ‘
category: 10A NCAC 27G .5600C Supervised LIC - ol
Living for Adults with Developmental Disabilities.
V 290 27G 5602 Supervised Living - Staff vaoo | Clrent L Repord 1y, elar]
10ANCAC 27G 5602  STAFF thd I’V/L Pep chd Npt |
(a) Staff—client_ ratiqs above the minimum L‘ Ot N aAn Dl liﬁ’Jvh!i’K,
numbers specified in Paragraphs (b), (c) and (d) ‘

 of this Rule shall be determined by the facility to
enable staff to respond to individualized client
needs.

| (b)- A minimum of one staff member shall be
"ﬁ?esent at all times when any adult client is on the
| premises, except when the client's treatment or

| habilitation plan documents that the client is

‘ capable of remaining in the home or community

| without supervision. The plan shall be reviewed

| as needed but not less than annually to ensure

1 the client continues to be capable of remaining in
- the home or community without supervision for
_specified periods of time.

(c) Staff shall be present in a facility in the

| following client-staff ratios when more than one
child or adolescent client is present:

(1) children or adolescents with substance
abuse disorders shall be served with a minimum
of one staff present for every five or fewer minor

| clients present. However, only one staff need be
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| present during sleeping hours if specified by the YOI N4, ‘
emergency back-up procedures determined by i o H v Atar al Su Pf’l . /’\2?
the governing body; or % ; v
| (2) children or adolescents with Kngwa Ol ynt A Ao nd ,
developmental disabilities shall be served with M A NS Ho An (,.f,w ! i
| one staff present for every one to three clients r{<pm <i'h Le “Fn 2
| present and two staff present for every four or l Cnn, ”0] L
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more clients present. However, only one staff ¥ N 4 Adg A AL
need be present during sleeping hours if ) ' _
specified by the emergency back-up procedures /\/l’p ?M J M SMF P N4~ wiJJ
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s be Tspmsibl Ao Provid.
primary yy Lol )
diagnosis is substance abuse dependency: 4 ’{%PM Qb LL F)"L/
@) at least one staff member who is on 1 Cif / '
duty shall be trained in alcohol and other drug CL’W + ’ St F}ﬂ’] visy CI’V“’? ng
withdrawal symptoms and symptoms of T Nnsiu AU (|
secondary complications to alcohol and other [ £l {9‘6 1<¢ d ’L( Vs (4’(,1 Hpn
drug addiction; and hnrohn LA viICeS, ¥ o
(2) the services of a certified substance : SQ i 7 =
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This Rule is not met as evidenced by: Rt 1z J 5,9 ‘gj_ﬂpﬁ H —_
Based on record review and interviews, the < fx ' =
facility failed to ensure a clients' treatment or RTARL ¢ =g Wwill Fyg U o +p
habilitation plan documented the client was TV : ; _
capable of remaining in the community without Q‘f’" K h;) A LY H ! J_D
supervision for specified periods of time affecting e \ " R / P
three of three audited clients (#1, #2 and #3). The H’ﬁ s+ Hededv Crou y
findings are: mA J
Review on 11/07/18 of client #1's record revealed: _’jl\ﬁ < willa [<o Catni—olN We d”ﬂﬂS(L
- 71 year old female. j ¥ . d s ey .
- Admission date of 10/09/13. W4 h"t‘s‘ Wit n Hwre e Ay CAf
- Diagnoses of Moderate Intellectual ek aA—tru s C At °
2 . - /
Diag : Stwices Attt hWu ren . SHe £F
Developmental Disability {IDD), Unspecified ' )
Schizophrenia, and History of Breast cancer. £\ i LW | Fan Sff)r\ + 04 Lo
- Person-Centered Profile (PCP) dated 05/23/18. : i ] I -
- The PCP did not contain any documentation ) +> +he i ‘I’UM 4 (j/l’? be / Pm
regarding client #1's unsupervised time at church un ( g 7P W hc " 514‘(&,;:"’; adl |
on Sunday mornings. f /
< yirns Fo inspn bidi
Review on 11/07/18 of client #2's record revealed: _ _
- 53 year old female. —I0 A«.r',-p“ ;2 He i Vi =] 6’1["}:\ £~
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- Admission date of 12/07/09.

- Diagnoses of Moderate IDD, Sleep Apnea and
Congestive Heart failure.

- PCP dated 06/20/18.

- The PCP did not contain any documentation
regarding client #2's unsupervised time at church
on Sunday mornings.

Review on 11/07/18 of client #3's record revealed:
- 60 year old male.

- Admission date of 09/24/81.

- Diagnoses of Severe IDD, Autism Spectrum
Disorder and Seizure Disorder.

- PCP dated 08/31/18.

- The PCP did not contain any documentation
regarding client #3's unsupervised time at church
on Sunday mornings.

Interview on 11/06/18 client #1 stated:

- She had lived at the facility for 5 years.

- She attended Church every Sunday morning.

- Staff would take her and some of her peers to a
local Church. The staff would drop off her and her
peers and pick them up after the service.

- Staff did not stay with clients at the Church
Service.

Interview on 11/06/18 client #2 stated:

- She went with some peers to a local Church on
Sundays.

- Staff dropped the clients off at Church and
picked them up later after the service.

Interview on 11/07/18 staff #1 stated:

- She had worked at the facility since 1998.

- She took some of the clients to a local Church
on Sunday mornings.

- She dropped them off with someone who is
familiar with the clients and she picked them up
after the service.
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Interview on 11/06/18 staff #2 stated: e & / -
- She had worked at the facility for 2 years. > Y
. = P %
- Client #1, #2 and #3 attended a local Church 1;?, PUF u h+ 1 )/U] ( PC ) J
every Sunday. .
ry y Wayjzeig— 3 -0 %

- She would take the 3 clients to Church on
Sunday mornings. She would pick the clients up

after approximately 2 hours. A _Tt—”ﬂ/}ﬂ /V\,(/( ‘f}f\% halil /D{_

Lr;:i;\g?w on 11/07/18 the Qualified professional l’u ) CJ ﬁ]& J/L(_{(\{{ 60 - j’\fﬂ n /(1/ 'Hf(,( <

- Client #1, #2 and #3 went to a local church.

Someone familiar with the clients provided bt" lm% (\AAJ/) 6,(5 /1'77 U '(3 (Iﬁ Lf 5
supervision while at Church. 1y 14 (J ﬂ )L(

- She understood the client's treatment plans £, L2 B
needed to indicate the specified periods of time eyl di qasss
clients cold be left unsupervised in the ﬁ,,ﬂ (,J f}"/{,/(L ’}"pu,. e K i
community. ‘ It g
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