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INITIAL COMMENTS

A complaint survey was completed 7/10/20. The
complaint (Intake # NC00165897) was
unsubstantiated.

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

27E .0101 Client Rights - Least Restictive
Alternative

10ANCAC 27E .0101
ALTERNATIVE

(a) Each facility shall provide services/supports
that promote a safe and respectful environment.
These include:

(1) using the least restrictive and most
appropriate settings and methods;

(2) promoting coping and engagement
skills that are alternatives to injurious behavior to
self or others;

(3) providing choices of activities
meaningful to the clients served/supported; and
(4) sharing of control over decisions with
the client/legally responsible person and staff.
(b) The use of a restrictive intervention
procedure designed to reduce a behavior shall
always be accompanied by actions designed to
insure dignity and respect during and after the
intervention. These include:

(1) using the intervention as a last resort;
and

(2) employing the intervention by people
trained in its use.

LEAST RESTRICTIVE

This Rule is not met as evidenced by:
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Based on interviews, the governing body failed to
assure the home promoted a respectful
environment and used the least restrictive setting
and methods for 6 of 6 clients (#1 - #6). The
findings are:

During interviews on 7/7/20, 3 of 3 clients
interviewed reported:

- the refrigerator was locked all day and all
night

- they had to get permission before going into
the kitchen,

- when asked, staff would get them things
from the refrigerator

During an interview on 7/7/20 staff #2 reported:

-she was a relief staff and had worked for the
agency for approximately 9 years

-the lock on the refrigerator was locked all
day and all night because clients would eat all the
food if it was left open

- clients could get ice and water from the door
of the refrigerator, otherwise they asked staff if
they wanted something.

- there was one client who ordered out
anytime he wanted something to eat

During an interview on 7/10/20, staff #1 reported:

- the refrigerator wasn't always locked, mostly
it was done at night to prevent clients from eating
throughout the night

- they were trying to limit sugar and keep the
refrigerator as sanitized as possible.

- she was not sure why it was locked but it
had been since she started working there
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