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V 000 INITIAL COMMENTS Vv 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: 10ANCAC 27G .5600C Supervised
Living for Adults with Developmental Disabilities. n
V 290 27G 5602 Supervised Living - Staff V20 fipq + ¥ 3 Betond rev 4 le A
10ANCAC 27G 5602  STAFF Thah QA S PP Did Aot eontz)u
(a) Staff-client ratios above the minimum ; L AW
numbers specified in Paragraphs (b), (c) and (d) An % o [’g Mo K"h onN ¥ ‘qu’ (‘L r“;d:
of this Rule shall be determined by the facility to M, 4 4 'S ungy A VI
enable staff to respond to individualized client [\]' it ’ % t 8{ d -H e
needs. Xt e adr vy Siln da,
(b} A minimum of one staff member shall be D S
‘Present at all times when any adult client is on the piern ﬂ ;
premises, except when the client's treatment or Av ‘f—t’ f\/\»( t’-h'n 42 YIRS }”l( fd
habilitation plan documents that the client is A/
ce_n&abl:a of remaining _lr; the’ homhe ;’)rb comn::unitg KN } / 4 Z?g; 1R Jrtr A= H ‘3/ d]
without supervision. The plan shall be reviewe 0y " ' rr e :
as needed but not less than annually to ensure ! 7 Hf e, s +A* 5 o 2 / Am
the client continues to be capable of remaining in 2, ezl a{ N+ r oA, S Fr)n—f 4
the home or community without supervision for F_) - ” I
- specified periods of time. (M +Hhe | 5th S ‘IL ('/’\/m ¥ ol ’
(c) Staff shall be present in a facility in the y 54 . o L i /
following client-staff ratios when more than one [‘ h £ 5’-4 o Wﬁl S L" n f] ”t&’ﬁ C(/' Sty S‘i‘}d
child or adolescent client is present: PV —+ , .
(1) children or adolescents with substance 7 4/: Uu‘ )Oh b +he- r vt s a )
abuse disorders shall be served with a minimum =7 N RS UE | 1 1k '
of one staff present for every five or fewer minor ¥l F §, [? bk ; nsg m‘f)— el &&"
clients present. However, only one s;_aff need be Ut. » Ta. Ch en T # 8Ly
present during sleeping hours if specified by the y
emergency back-up procedures determined by Sv Y N CJA AN AN d
the governing body; or N . - i}
(2) children or adolescents with ﬂ“‘" oy f nral X n (0{3 it h A S
developmental disabilities shall be served with K viog € I“{/Y\/i- il 1 Mt
one staff present for every one to three clients Arx 4 + (‘5/ ﬁ
present and two staff present for every four or %’f 0 ey N Zj_
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V290 Continued From page 1 V 290 Y2 < pf/\ﬂ Si b L(, 107’\, Fannlnz
more clients present. However, only one staff e Chury oh f_/)fc ¥ oan 1S
need be present during sleeping hours if ‘f’ p - ;
specified by the emergency back-up procedures That [ Jr4mnd 3 a4on A<,
determined by the governing body. ; « » ; - .
(d) In facilities which serve clients whose primary The N/ l 'h’tf id S ¥ PVJ s oy
diagnosis is substance abuse dependency: H (i _ ; ; 5 o ,
(1) at least one staff member who is on g (’g/gp NS 1 Fr2. C ( 1-%'7#
duty shall be trained in alcohol and other drug “ 3 B i
withdrawal symptoms and symptoms of o F% Wit gw d"’”‘ £xa /O
secondary complications to alcohol and other ha £ (N4 [Pvi Ce d e
drug addiction; and d _ o e
(2) the services of a certified substance Wry i 9- ¢ h’[/[ rch Céf’? Vi (g4
abuse counselor shall be available on an Tk S L i
as-needed basis for each client. L / VL e 2wl
T spaf Chent g 3 g
Chnveh each Stndy
 This Rule is not met as evidenced by: A 4:%3p Am Wi a’ﬂS R
Based on record review and interviews, the ‘ ; q L ,
facility failed to ensure a clients' treatment or W}/l ! &/h rs w /’W*V\ 6,(1;0; ~ 4| F g
habilitation plan churpented the cliept was é,}ﬂ (_@ H— Z Ceti N 3 'FC Pj cly .
capable of remaining in the community without , /
supervision for specified periods of time affecting n ]3 & LA H3 M m 0’1“#'?’{3’1« )
three of three audited clients (#1, #2 and #3). The Sv Y%
findings are: tviddg - & Py, + .
& 7_ Review on 11/07/18 of client #1's record revealed: h Cﬁrmr 5% : ji}/j L 1 ]V, S'
- 71 year old female. Ohnren €S L0 huld on
- Admission date of 10/09/13. ' A : i E
- Diagnoses of Moderate Intellectual e d A -Sd A . Mz s F7/'77’| 7@7 5f
gev_elopmen_tai Disability (IDD), Unspecified St | Y= w,ll o Jsp
chizophrenia, and History of Breast cancer.
- Person-Centered Profile (PCP) dated 05/23/18. e /um_{,.fr"ﬁ CliinwA-+ 2 /
- The PCP did not contain any documentation A . , - Ny
regarding client #1's unsupervised time at church 5 FA 1 K 1P ] am A & w ‘
on Sunday mornings. ) <n £ Y viD NIAA, A
s / 5, }
% =| Review on 11/07/18 of client #2's record revealed: \51,1(’ f /?45 p" ISm TS5 A Juv &L}f ]
| - 53 year old female. 1N [))&1 s ‘f"’() ALl }"in 1P ]’,(L
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V290 Continued From page 2 V 290 j S NAHr oo S PP
- Admission date of 12/07/09. Wrindg ing NP LS &
- Diagnoses of Moderate DD, Sleep Apnea and /ﬁ -y, %} o J ,L rCJ
Congestive Heart failure. e nn pa Ay 0 i )
- PCP dated 06/20/18. ) ) Q
= | - The PCP did not contain any documentation ‘bf;’p 77U S W@ ML S Hho
regarding client #2's unsupervised time at church p -~ i 2
on Sunday mornings. YW 4 §(§ ! f\/ﬂ/}'n ral i ;
énppmﬁ Wil le < pri$s e
¥ = | Review on 11 107/18 of client #3's record revealed: )
- 60 year old male. —}’0 ¢ AU C,—,/ 2 P /-1— & My, H‘_L
- Admission date of 09/24/81. _
- Diagnoses of Severe IDD, Autism Spectrum 3 '}’A H‘i H N. ﬁ’aﬂ -}"D T ﬁ,-,) i
Disorder and Seizure Disorder. 1 4 =
- PCP dated 08/31/18. +Fhoem That She wi /) e
- The PCP did not contain any documentation (/L i _, )
| regarding client #3's unsupervised time at church NAVY (] }ﬁ, (9178 " o) Nlie+ 1| AN
| on Sunday mornings. {l ’ /}/\_ , /
| ar s yy 7 L e g
Interview on 11/06/18 client #1 stated: ¢ ,_ H J\W/(/ Seyvi g &
- She had lived at the facility for 5 years. }’\f }L{/n«(’,-\( L ’H’M S Op ks
| - She attended Church every Sunday morning. B ‘ ) h AU
- Staff would take her and some of her peers to a N !54/)(\,4‘ H#3 Wi) Y ””L"h/(-/
local Church. The staff would drop off her and her _ ;
peers and pick them up after the service. D P—H n ’ll’ [ {_,4»{—ML N ‘JL N umj(
- Staff did not stay with clients at the Church ) -
| Service. Sur Vi C-—IZ—% . SFALE o L
Interview on 11/06/18 client #2 stated: il S5 wth ANA-HF
- She went with some peers to a local Church on = ; i ‘
Sundays. hr — v i the Sor Ve AS
Staff dropped the clients off at Church and ‘ : )
picked them up later after the service. ‘dHu/‘ r T’U"rl bf/ {\_!_D 1ng pl P,o] U g{ 0(
\, | Interview on 11/07/18 staff #1 stated: ﬁ’rru/ b

- 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 ﬂ&ﬂ S Aty MNAA fﬁ' WL év. /]
familiar with the clients and she picked them up n B - , ‘
after the service. 0 il N A Afiend

%‘ an Lb" e N
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clients cold be left unsupervised in the
community.
- She would follow up on the client's PCPs.
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V Te oot '
Interview on 11/06/18 staff #2 stated: - , {V\x/g Hng Wl
- She had worked at the facility for 2 years. [::ae, J/u l J 0 < na d.r A ‘
- Client #1, #2 and #3 attended a local Church Aiicd i J 4 O)
every Sunday. A4 £} _ _
- She would take the 3 clients to Church on . P = When i Vo B
Sunday mornings. She would pick the clients up ] W A4Ze. Gm P ¢ d
after approximately 2 hours. . i J e (’(]L' M’M/('M &(’ T
- A / /
Interview on 11/07/18 the Qualified professional o ' 4 2 SI/l VI L <)7
stated: _ g f ’ )
- Client #1, #2 and #3 went to a local church. T_SW/ {7’1’ W 0/1 J—eq A H \:?
Someone familiar with the clients provided T ha- CY\ )
supervision while at Church. i 5:’ In'd +He _
- She understood the client's treatment plans T2 am U _ P -
| needed to indicate the specified periods of time y (7{4/] (J,(, G 1J«~0’Vl/”
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