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V 000 INITIAL COMMENTS V 000
An annual and follow up survey was completed

on January 6, 2020. A deficiency was cited.

This facility is licensed for the following service
category: 10A NCAC 27G .5600C Supervised
Living for Adults with Developmental Disabilities.

V 290 27G .5602 Supervised Living - Staff V290
10A NCAC 27G .5602 STAFF

(a) Staff-client ratios above the minimum
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
present 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
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
present during sleeping hours if specified by the
emergency back-up procedures determined by
the governing body; or

(2) children or adolescents with
developmental disabilities shall be served with
one staff present for every one to three clients
present and two staff present for every four or
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more clients present. However, only one staff
need be present during sleeping hours if
specified by the emergency back-up procedures
determined by the governing body.

(d) In facilities which serve clients whose primary
diagnosis is substance abuse dependency:

(1) at least one staff member who is on
duty shall be trained in alcohol and other drug
withdrawal symptoms and symptoms of
secondary complications to alcohol and other
drug addiction; and

(2) the services of a certified substance
abuse counselor shall be available on an
as-needed basis for each client.

1-8-2020
This Rule is not met as evidenced by: All consumers that are supported and work
Bae_;_ed on record reviews a_nd l‘nterwews the in the community without a job coach
facility failed to ensure a client's treatment or . ; '

habilitation plan documented the client was will have unsupervised time goal added

capable of remaining in the home or community to their person centered plan. Their
without supervision for specified periods of time unsupervised time assessment and
affecting 2 of 3 audited clients (#2 and #5). The

person centered plan will be

updated reflecting the hours per week
Review on 1/03/20 of client #2's record revealed: they are capable being in the community
- 37 year old male admitted 8/11/11.

- Diagnosis of Intellectual/Developmental
Disability, moderate.

- "Assessment for Unsupervised Time" dated
8/01/19 included statement that client #2 was
capable of remaining in the home and community
without supervision, but included no specified
periods of time.

- Person Centered Plan dated 6/13/19 with a goal
to "remain safe during unsupervised time," with
no specified periods of time for unsupervised
time.
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Client #2 was not available for interview.

Review on 1/03/20 of client #5's record revealed:
- 21 year old male admitted 7/16/18.

- Diagnoses included Autism Spectrum Disorder,
Attention Deficit Hyperactivity Disorder,
Oppositional Defiant Disorder, and Borderline
Intellectual Functioning.

- Person Centered Plan dated 5/01/19 with no
documentation of client's capability of remaining
in the community without supervision for specified
periods of time.

Observation on 1/03/20 at approximately 11:30
am of client #5 revealed him to be dressed, in a
uniform with a name tag, for work at at local
grocery store,

During interview on 1/03/20 client #5 stated:

- He was a cashier at a local grocery store.

- He worked up to 10 hours each day with no
supervision by facility staff.

- He did not have a job coach.

- He did not have any unsupervised time in the
home or community.

- He hoped to leave the group home for a "one on
one situation.”

During interview on 1/03/20 the Group Home
Manager/Qualified Professional stated client #5
worked at a local grocery store; the staff at the
grocery store "watched" client #5 and would call
the facility if he had any issues at work.

During interview on 1/03/20 the Residential
Director stated:

- Client #5 worked up to 10 hours each week, as
a cashier and stocker, at the grocery store, .

- He did not have a job coach and no facility staff
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supervised him while he worked.

- Grocery store staff knew to contact the facility if
needed.

- She understood the requirement for clients’
unsupervised time in the home or community, for
specified periods of time, to be documented in
the treatment or habilitation plan.
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