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INITIAL COMMENTS

An annual survey was completed on December
11, 2019. A deficiency was cited.

This facility is licensed for the following service
category: 10ANCAC 27G .5600A, Supervised
Living for Adults with Mental lliness.

A sister facility is identified in this report. The
sister facility will be identified as sister facility A.
The sister facility A client will be identified as
client A1.

27G .0208 Client Services

10ANCAC 27G .0208 CLIENT SERVICES

(a) Facilities that provide activities for clients shall
assure that:

(1) space and supervision is provided to ensure
the safety and welfare of the clients;

(2) activities are suitable for the ages, interests,
and treatment/habilitation needs of the clients
served; and

(3) clients participate in planning or determining
activities.

(h) Facilities or programs designated or described
in these Rules as "24-hour" shall make services
available 24 hours a day, every day in the year.
unless otherwise specified in the rule.

(c) Facilities that serve or prepare meals for
clients shall ensure that the meals are nutritious.
(d) When clients who have a physical handicap
are transported, the vehicle shall be equipped
with secure adaptive equipment.

(e) When two or more preschool children who
require special assistance with boarding or riding
in a vehicle are transported in the same vehicle,
there shall be one adult, other than the driver, to
assist in supervision of the children.
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This Rule is not met as evidenced by:

Based on observation, record reviews, and
interviews the facility failed to ensure services
were available 24 hours a day for 2 of 2 audited
clients (#1 and #2). The findings are:

Observation of sister facility A between
approximately 11:30 am and 3:30 pm on 12/11/19
revealed 3 clients (#1, #2 and client A1) present
at the facility; during the survey process all three
clients were provided lunch by staff 1. All three
clients moved freely around the facility, including
sitting outside on the porches.

Observation of the facility at approximately 3:45
pm on 12/11/19 revealed the inside temperature
to be cold as if the heat had not been turned on
for a period of time.

Review on 12/11/19 of client #1's record revealed:
- 64 year old male admitted 2/1/12.

- Diagnoses included Schizophrenia, paranoid
type, Alcohol Dependence, in remission, and
Intellectual/Developmental Disability, mild.

During interview at sister facility A on 12/11/19
client #1 stated:

- He had lived at the facility for a couple of years
and had previously lived at different group homes.
- He liked the facility because the staff knew him.
- He sometimes stayed at "the other" facility.

During interview during the facility tour on
12/11/19 when asked "Is this your room?" client
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#1 stated "When I'm here it is."

Review on 12/11/19 of client #2's record revealed:
- 34 year old male admitted 10/16/14.

- Diagnoses included Schizophrenia, paranoid
type, Cocaine Use Disorder, moderate, Cannabis
Use Disorder, moderate, and Nicotine
Dependence.

During interview at sister facility A on 12/11/19
client #2 stated he had lived at the facility "a little
while" and they spent time at sister facility A.

During interview on 12/11/19 staff #1 stated the
clients sometimes spent the night at sister facility
A

During interview on 12/11/19 the
Administrator/Director/Qualified Professional
stated:

- She only employed 3 staff, including herself, and
had 3 clients between two facilities.

- Clients were sometimes taken to sister facility A
to make it easier to manage.

- She knew she needed to hire additional staff.

- The clients of the two facilities got along.

- She understood the requirement for services in
a 24 hour residential facility to be available 24
hours a day, every day in the year.
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