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INITIAL COMMENTS

An annual and follow up survey was completed
on August 2, 2024. Deficiencies were cited.

This facility is licensed for the following service
category: T0ANCAC 27G .5600F Supervised
Living for Alternative Family Living.

This facility is licensed for 3 and has a current
census of 3. The survey sample consisted of
audits of 3 current clients.

27G .5602 Supervised Living - Staff

10ANCAC 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
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(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
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.

This Rule is not met as evidenced by:

Based on record review and interview the facility
failed to ensure the client's treatment or
habilitation plan documented that the client could
remain in the home or community without
supervision for specified periods of time for 1 of 3
audited clients (#2). The findings are:

Review on 8/2/24 of client #2's record revealed:

- admitted 3/1/04

- diagnoses: Schizophrenia, Moderate
Intellectual Developmental Disorder &
Hypertension

- atreatment plan dated 6/10/24: goal: will alert
staff when he is going into the community ...."

During interview on 7/19/24 client #2 reported:
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Alternative

10A NCAC 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
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- when asked if he still walked in the
community "yeah...too hot"
During interview on 8/2/24 the Licensee reported:
- client #2 does not go many places anymore
- had 5 hours of unsupervised time in the
home and community
- would have the Qualified Professional add
period of times in the home and community
V 513 27E .0101 Client Rights - Least Restrictive V513
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This Rule is not met as evidenced by:

Based on observation and interview the facility
failed to promote a safe and respectful
environment for 3 of 3 clients (#1, #2 & #3). The
findings are:

Observation and interview on 7/31/24 at 5:18pm
of the facility revealed:
- top portion of the freezer on refrigerator was
locked with a padlock

During interview on 7/31/24 the Licensee
reported:

- awhile ago had a client with pica

- the client no longer resided at the facility
- it was a habit to keep the freezer portion
locked

- would keep the refrigerator unlocked
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