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Davidson . _
2084 US HWY 70 Family @a " Phone: {828) 299~ 1720
SWANNANOA, NC 28778 " Fax: (844) 303 1208

December 3, 2020

Mental Health Licensure and Certification Section
NC Division of Health Service Regulation

2718 Matil Service Center

Raleigh, NC 27699-2718

RE: NCO0168861, NCO0169728 and NC00169894

Enclosed you will find the Plan of Correction and supporting documents. Please let me know if you have
guestions or need any further information

Sincerely,

B Vo iverts

Brian Vickers, Director LINCS Day Program
Davidson Family Services

2084 US HWY 70

Swannanca, NC 28778
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Voo INITIAL COMMENTS vV 00d
A complaint survey was completed on November
3, 2020. The complaints were substantiated
{Intakes # NCOD168861, NC00165728 and
NCO3169894). Deficiencies were vited.
This faciiity is licensed for the following service
categories:
10A NCAC 27G.5400 Day Activity for Individuals
of all Disability Groups
10A NCAC 27(.5100 Community Respite
Services for Individuais of all Disability Groups \fgf 7.
V 12 27G 0208 (C-D) V112 jor NEAC 26 0208 (D)

Assessment/Treatment/Mabilitation Plan

10ANCAC 27G 0208  ASSESSMENT AND
TREATMENT/HABILITATION OR SERVICE
PLAN

{c) The plan shall be developed based on the
assessment, and in partnership with the client or
legally responsibie person of both, within 30 days
of admission for clients who are expected to
receive services beyond 30 days.

(d} The plan shall include:

(1) client outcome(s) that are anticipated to be
achieved by provision of the service and a
projected date of achieverment;

{2) strategies;

(3) staff responsible;

{4) & schedule for review of the plan at least
annualiy in consultation with the client or legally
responsible person or both;

(5) basis for evaluation or assessment of
outcome achievement; and

(6) written consent or agreement by the client or
regponsible party, or a written statement by the
provider stating why such consent could not be
obtained.
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This Rule is not mat as evidenced by:

Rased on obhservation, record reviews and
interviews, the facility falled to develop and
implement stralegies to address the needs and
behaviors for two of two clients audited (Clients
#1and #2). The findings are:

Review on 10/16/20 of Client #1's record
revealed:

-admitted on 7/16/08.

-diagnoses of Profound Intellectua
Developmental Disabiity, Autism Spectrum
Disorder, Seizure Disorder, and Dysphagia.

Revigw on 10/16/20 of Client #1's most recent
assessment dated 5/1/2C revealed:

-he needed one-on-one assistance with toileting
and ambuiating.

Review on "10/16/20 of Client #1's treatment plan
dated 5/1/20 revealed:

-he continued 1o need one-on-one staff dus to his
inability to be safe.

-he had behaviers that included hitting, kicking,
throwing items, and over turn tables and chairs.
e was vary qm'r:i( tn razet aned had endran

erratic behaviors and tried to run.

Review on 10/21/20 of facility incident reports
from July 2020 - September 2020 for Clent #1
revealed:

-8/11/20- client stood up from couch - tock cne
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step and fell face down on ficor.

-he had about a 1-inch cut on the inside and
cuiside of his upper lip.

-taken to emergency room - ne treatment was
provided.

-comments section - client had been unstable on
his feet - he had a "non-fail" to his knees on
8/10/20 and 8/11/20.

-how the incident may be prevented - continue to
monitar his gait.

-8/19/20 .. a chair was heard moving and when
looked the client was seen getting up from the
floor.

-the client had a gash in his forehead and was
taken to the emergency room whare he received
7 stitches.

-how the incident may be prevented - the
assigned staff need to stay with the client at all
timas,

-9/4/20 - the client’s hand was noticed to be
bleeding - between his left thumb and forefinger.
-it was determined he must have been playing
with his gait belt.

-comments section - notified staff to take the
client's gait belt off when he was not being
assisted with ambulating.

Obsarvation on 10/13/20 at approximately 1:15
p.m. of Client #1 revealed:

-he was in a small classroom sitting on the couch.

-Staff #1 was his one-on-one assigned worker for
the day and in the room as well.

-the client's brother and his one-on-one worker
were present as well as the Qualified
Professional (QP).

-the client looked up when his name was called
but he did not respond.

e had his gail beli on wrapped about his upper
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chast area.

Review on 10/21/20 of a Plan of Action signed by
the Director on 8/21/20 for Client #1 revealed:
-staff should always have visibility on the client.
-two staff should help assist the client when
watking.

-there were no staff signatives te determine who
was provided this information,

Review of Clinical Supervision Pians from July
2020 - September 2020 revealad:
-Staff #1 - 3/29/20 - Consumer Topics Discussed
- Client #1 was not fisted.
-Btaff #2 - 7/30/20 - Consumer Topic Discussed -
Client #1 needed closer parking due to trouble
walking.

-8/27/20 - Consumer Topic Discussed -
Ciient #1 was being stubborn progressing on his
goals.

Review on 10/21/20 of Client Specific
Competencies for Client #1 with an effective date
of £/1/20 revealed:

-behavior concerns - "Very quick to react and
makes split decisions and actions. Throw things,
over turn tables and chairs and propery
destruction.. daily care...required total assistance
in bathroom...”

-Staff #1 signed 4/22/20.

-Staff #2 signed 4/24/20.

-Staff #3 signed 4/28/20,

-Staff #4 signed 4/21/20.

Revigw on 10/29/20 of an In-Service/ Staff
Mesating dated 10/21/20 revealed:

-gait belt training was covered as an agenda item.
-Staff #1, #2 and #3 signed as being present.

interviews on 10/22/20 and 10/28/20 with Staff #1
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for his brothar.
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help.

ambulating him.

wers neaded to ambulate him.
kterviews an 10/22/20 and 10/28/20 with Staff #2

-she had been assigned Client #1's one-on-one
worker since his last fall on 8/19/20.

-she was present in the room during both falls on
8/11/20 ard B/19/20 as she was the one-on-one

-the first fail his one-on-one worker was in the
room as well - but on the sther side preparing his

-the secand fall his one-on-one worker left the
room and she heard the client fall and cailed for

-she was told he was a fail risk and that 2 gait belt
was needed to assist him in ambulating.

-she learned of changes in his needs verbally,
-she was fold to take off the client’s gait belt when
not assisting to ambulate him.

-she was naver told to use two staff when
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interviews on 10/22/20 and 10/29/20 with Staff #3
ravealed:

-she usually found out about changes to client's
needs verbally,

-we noticed Clent #1's gait was getting "really
bac."

-they applied the gait belt after his first fall on
8/11/20, she was not sure if he had the gait belt
on while in the ¢lassroom.

~she did not remember being told he needed two
people to assist with ambulating.

Interview on 10/29/20 with Staff #4 revealed:

-he was aware Client #1 was at risk for falling and
had not worked with the client since the 8/19/20
faft.

-he did not remember using a gait belt when he
worked with Client #1,

-his ability to walk changed day-to-day;
sometimes he would seem drowsy and off
balance more than other days.

-he remembered being told that someone needed
to help ambulate Client #1 when he was unstable.

Raview on 10/21/20 of Client #2's record
revealed:

-adraitted on 818120,

-diagnoses of Obsessive Compulsive Disorder,
Bipolar Disorder, Psychotic Disorder, Mid
intsllectual Developmental Disability, Neurcleptic,
Tardive Dyskinesia, Obesity, impulse Disorder
Not Otherwise Specified, Anxiety Disorder, and
Gastroesaphageal Reflux Disease.

Review on 10/21/20 of Chent #2's assessment
dated 10/24/19 revealed:

-she had a history of going to Physical Therapy
from falling.

-she caused self-injury by hitting seif on her head.
-her behaviors included verbal escalation, yelliing
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and obsessing loudly, and non-stop talking.

-she had auditory hallucinations and needed
"intense redirection.”

-she watked with her head down and incessant
self-talk interfered with performing all Activities of
Daily Living.

Review on 10/21/20 of Client #2's Plan of Care
dated 12/1/1¢ revealed:

-she was ambulatory but must use a walker due
to poor balance.

-at risk of falling if she stands toc long.

-she must not bend over to pick up objects as she
will fose her balance and rmay fall,

-she required constant prompting to pay attention
and not talk while ambulating.

-...She can't move and talk at the same time.
She tatks incessantly.”

Raview on 10/21/20 of Client #2's treatment pian
dated 6/12/20 revealed:

-continue to observe "._personal health and
safety awareness by requesting staff assistance
with fasks that could put her at risk of injury
(falling)...practice safety when walking by looking
io avoid obstacles, changes in terrain, and refrain
from talking so she will be able to decrease falls.”

Review on 10/21/20 of facility incident reports
from July 2020 - September 2026 for Client #2
revealed,

-8/11/20 - client felt going down the ramp in the
back parking lol.

-her walker went ahead of her while going down
the ramp; she had a small scrape on her knee,
-how the incident may be prevented - cliant needs
to be kept close to her watker and use a different
way 10 go outside the building.

-comments - will use a different door to exit and
have the car closer to'the door.

LINCS
SWANNANOA, NC 28778
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-8/14/20 - client fell outside the back door as she
was walking to the car.

-she was shuffiing her feet as she walked and
then pushed her walker out in front of her,

-she had a scrape on hear gibow and her knee.
-how the incident may be preventad - to shorten
the distance and have her walk on a flat surface -
take her out the front entrance.

-staff will be informed and management will
monitor.

-8/ 8/20 - client sitting in chair and leaned over to
get a cracker she dropped and fell out of the
chair.

-now the incident may be prevented - staff can
monitor her behavior.

-B720/20 - client was walking through classroom -
she pushed her walker in front of her and fell on
her right side. the client was obsessing about
coloring - staff asked her to wait.

-how the incident may have been prevented -
continue to monitor behaviors and attempt to
deter them for happening.

-comments - Client was taken to the emergency
room, has a broken hip and will need to have
surgery.

Review of Clinical Supervisicn Plans from July
2020 - September 2020 revesled:

-Staff #3 - 7/30/20 - Planned Performance
Objectives - staff will learn about Client #2.

Review on 10/21/20 of Client Specific
Competencies for Client #2 with an effective date
of 6/15/120 revealed:

-behavior concerns - "Behavior plan in place o
redirect fiom behaviors of concemn.. Medical
Concerns - Often makes quick moves that are

V112
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unsafe and needs reminders to utilize walker,, "
-Staff #1 signed 6/18/20.

-Staff #2 signed 6/25/20.

-Staff #3 signed 8/18720.

-Staff #4 signed 7/1/20.

Interview on 10/29/20 with Staff #1 revealed:
-5he was providing assistance when Client #2 il
on 8/11/20 and 8/14/20.

-during both falls the client pushed her walker out
in front of her and fell.

-both falls occurred while going out the back door
as she was going down the ramp.

-she did not remember being told not to take
Client #2 out the back door unth afier the second
fall.

-she was aware the client had attention-seeking
type of behaviors but did not know to what extent.
-she was told about de-escalation strategies - but
could not remember what they were now.

interviews on 10/22/20 and 10/29/20 with Staf #3
revealed:

-she was pressnt during all of Client #2's falis.
-after the first fall we tried to make sure someone
was right beside her as she walked.

-she would push her watker out in front of her
instead of walking up to it.

~sometimes she found out what a client's needs
were when she was given a "Hot Sheet" which
gave a snap shot of the individual.

-she remembared being given a "Hot Sheet” for
Client #2 and was told "she was pretty good” af
har previous day care center.

-there may have been a misunderstanding on
which door ta take her out when leaving the
building.

-she believed she was told after the second fall to
{ake the client out a different door.

-the QP and the Director will go over "Client
Division of Health Service Regulation
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Specifics” with her - we don't always get all the
information.

-she was told Client #2 had some yalling, but not
to the extent we experienced.

-usually if a client had changes in their needs they
were varbally notified by the QP or Director,

interview on 10/29/20 with Staff #4 revealed:

-he was not present during any of the client's
falls, but he remembered being toid verbally she
had a lot of falis.

-he remembered being told verbaliy to not take
Client #2 out the back door because of the ramp.
-Client #2 had never fallen when he transported
her.

Interview on 10/23/20 with the QP ravealed:

-he noticed the gait belt was on Client #1 during
observation on 10/13/20.

~the gait belt should not have been on the dlient -
he had noet had a chance fo say anything to staff,
-when asked how Clent #1 was able to rub his
hand raw with the gait beit on 9/4/20 - he replied
"that was a good quastion.”

-the staff should have intervened earlier - they
probably did not think it was going to cause a
sare.

-Client #2 - the measures put in place after her
first fall on 8/11/20 were general type of
re-directions - i.e. be closer to her when
ambulating, be aware of when she was upset,
remind her {o pick up her feet, and remind her 1o
keep her walker closer to har.

-he or the Director would go over "Client
Specifics” fo inform staff of client's needs,

Interviews on 10/27/20 and 10/30720 with the
Director revealed:

-he or the QP would notify staff what the clients’
needs were prior to coming to the day program.
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-he did this via "Supervisions" or by going over
"Client Specifics.”

-Client #1 falfing was something new - he had
never faller in the past.

-he verbally told the one-or-one staff that they
should always have visibifity on the client, to use
a gait belt when ambulating him and take it off
when not ambulating him, and that two people
should assist him when ambulating,

-Client #2 was new to the program as of June
2020

-they went over with staff sbout her attention
sesking behaviors and that she had a tendency to
fall.

-after the first falt he told staff varbally to not take
her out the back daor since she fell the first time
going down the ramp.

-after Client #1 and Client #2 feli there were o
treatment team meetings held to discuss
Lpdating the plan with new/different strategies to
help prevent falls.

Review on 10/30/20 and 11/02/20 ef a Plan of
Protection dated 10/30/20 and 11/2/20 signed by
the Director revealed:

"What immediate action will the facility take to
ensure the safely of the consumers in your care?
A. After [Client #1's}, | have created my own Plan
of Action on 8/21/20. 1) Staff should always have
visibitity on their own members, 2} Staff needs to
find someone to cover their member before
leaving for any reason. 3) If staff cannot find
artyone fo cover for them, they should contact
their supervisor for coverage. 4) Using two staffto
walk with: {Client #1] while he is walking unless
the feam agrees that one person is sufficient
while utilizing a gait belt. 5 Training with all staff
the importance of having visua! sight on their 111,
8} Disciplinary action will be made if failure to

LINCS
SWANNANGA, NC 28778
(Xas 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION %)
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follow safety procedures.

8. Any new information regarding the health or
safety of the member will be written on a dlient
specific signed by the staff {o ensure clear
communicaticn.

C. if [Client #2] return back to LINCS, a plan
meeting will be put in place to go over the
importance of how 1o provide the best quality of
care for the benefit of her health and safety.

Describe your plans to make sure the above
happened.

A, 1} Supervisors, [Director and QP), will take
time out of their day to walk around the facitity
avery day to ensure that every staff has visibility
on their own members. 2 and 3) Supervisors,
[Director and/or QP will monitor and go over in
supervision with staff about covering their
member before lgaving and if the staff does not
have coverage to contact their supervisor. This
training wilf be completed by November 20th,
2020. 4) Supervisors, [Director andior QP], will
menitor and indicate on the client specific about
the new information about having two staff
walking with [Chient #1] while he is walking and
update it i the team agrees with just having one
staff walk with him while utilizing a gait belt.
Update client specifics wili be completed by
November 6th, 2020. Gait Belt training trainad for
alt staff was completed during LINCS staff
Meeting on October, 21st, 2020 and aiso went
over during each staff supervision that was
completed by October 30th, 2020. 5) Training
with the staff regarding having visual sight on
their 1.1 wili be recorded on their supervision.
This training will be covered in thelr supervision
will ba compieted by November 20th, 2020. 6)
Supervisors, [Director andfor QP], will monitor for
safety and health of the member and if they see
Division of Health Service Regulation
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an issue, disciplinary action or necessary training
will ba made. This will be discussed with the sta#f
on their Supervision which will be completad by
Novernber 20th, 2020.

B. Any new information regarding the health and
safety of the member will be updated on the client
specific by the supervisor and reviewed and
signed by the supervisor and staff for effective
communication. This process is starting now,
November 2nd, 2020 and wil be an ongeing
procedure.

C. if [Client #2] team agrees to have her retumn to
LINCS, a team meeting will be addressed and
have a discussion on ter behaviors, on her safety
needs, and on her health needs. Supervisors,
[Director andfor QP will update [Client #2] client
specifics regarding exiting out of the front,
recognizing her behaviors, and having a staff help
her while moving which wilt be completed by
November &th, 2020."

Clients #1 and #2 attended this day activity
program Monday through Friday for clients whose
primary diagnosis was Inteflectual Development
Disability. Client #1 had a one-on-ons worker in
place due to his inability to be safs. He had
increased instability and required use of a gait
belt. He had two falis within 8 days while staff
were not with him. On the second fall he suffered
injury to his head which required 7 stitches.

CHient #1 also had a separate injury resulting from
repeatedly rubbing his hand on his gait belt,
causing bleeding between his first finger and
thumb. His one-on-one worker did not see the
injury until after the fact. Measures to prevent
this situation from recurring were conveyed fo the
staft verbally. Upan Interviewing the staff they
ware not consistent in what they were told
regarding the changes put in place after Client

LINCS
SWANNANOA, NC 28778
X410 SUMMARY STATEMENT OF DERICIENCIES 0 PROVIDER'S PLAN OF CORRECTION s
PRER {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
V 112} Continued Fram page 12 V112

Division of Heaith Service Ragulation

STATE FORM

ez 1]

SO

I corlisuation sheat 13 of 14



3-Dec-2020 12:38 Fax

18443831298

p-16

FRINTED: 1171972020

FORM APPROVED

Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X8 PROVIDER/SUPPLIERICLIA X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
C
MHED11-247 B WING 11/03/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
LINGS 6 BYAS LANEMB0 BUCKEYE COVE ROAD
SWANNANOA, NC 28778
(XA SUMMARY STATEMENT OF DEFICIENCIES 93 PROVIDER'S PLAN OF CORRBECTION (Y]
PREFIK (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERFNCED TO THE APPROPRIATE DATE
DEFICIENGY)
V 112 Continued From pagea 13 v iz

#1's falls and injury, Client #2 had a history of
falls and feli four times in one month. Mer lagt fali
resultad in a fractured hip that reguired surgery.
Staff were told verbally to not take the client out
the hack door where the ramp was after she felt
there the first time. Staff took her out the same
back door when she foll the second time. Staff
were not aware of the extent of the client's
behaviors of yelling and using the walker
inappropriately when she was angry until they
experienced it. No strategies were updated io
address the extent of the client's behavior. The
faciity used "Supervisions” and "Client Specifics”
to communicate with staff about the clients
needs, however they were not updated after
Client #1 and Client #2 started having falis. The
treatment plans were not updated to reflect the
changes in their needs and strategies to help
prevent future falls and injuries. There was no
docurmentation to indicate when specific training
was done. This deficiency constitutes & Type A4
rule violation for serfous neglect and must be
corrected within 23 days. An administrative
penalty of $1,500 will be imposed for each day
the facility is out of compliance beyond the 23rd
day,

Division of Heaith Service Regulation

STATE FORM

il

GOIU1s

i comtinuation shest 14 of 14



3-Dec-Z820 1Z:39 Fax 18443831298

LINCS Plan of Action for ROOJA Incident on 8/19/20

The incident:

On 8/19/20 at 11:30AM, ROOSH staff was in the same room as the twins preparing their lunch. ROOJA
staff was with the twins. Another staff came into the middle room asking ROOJA staff for help. ROOJA
left the room. ROOJA got up from the couch and he fell. ROOSH staff heard the chair move and quickly
came to his aid. ROOJA got himself up and he had a gash above his left eye. ROOSH staff got out the first
aid kit and started to put pressure and clean off the blgod from the gash. Another staff and ROOJA staff
came in for assistance. Supervisors arrived to assist as well. ROOJA and ROOSH staff took ROOJA to the

ER.

Plan of Action:

Staff should always have visibility on the twins.
Staff needs to find someone to cover before leaving the classroom for a short period of time.
If staff does not have another staff to cover for them, they should contact a supervisor.

Two staff should be helping to assist ROOJA when he walks.

Microwave will he maved ta the fwind cida nf tha ramee
ROOJA staff and ROOSH staff will be trained on always having visual sight with their one on

ones.
Disciplinary action will be made to ROOJA staff.

%“’_’L [D:\’\aquﬂ <?/u]2,o
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LINCS Coverage Training

DFS internal Policy dictates that when you are working with a member or a group of members, it is your
responsibility fo;

Ensure that the member or members get the hest quality of care.

When you are needing to leave the member to go use the restroom, take an emergency call, get
somathing out of your vehicle, talk to anather staff in another room or talk te your supervisor,
then you need to have coverage for your member.

Ask an available staff if they can watch your member or members before leaving.

if there is not an available staff present who can help cover your member or members, then
contact your supervisor for assistance.

Never leave your member until you have the coverage.

Leaving your member without having another staff watching your member ar members can
result in endangerment to the member’'s or members’ health or safety.

Falfure to get coverage for the member or members will result in an internal investigation and
disciplinary action will be administered based on the result of the investigation.

Usual NC state and CMS federal policies and procedures indicate that the following should also be
considered and implemented:

1.

Client’s Rights Consideration. Every member has the right to move about freely according to
thelr own abilities. Every member has the right to the expectancy of safety and heaith.
Supervising the transitions of every member to ensure these rights Is paramount and must be
completed every day.

The 7 Competencies must be in full consideration and implementation for every staff person
working with IDD members to ensure angaing, high guality safety and health:

technical knowledge, cultural awareness, analytical skills, decision making, interpersonal skills,
communication skills and clinicatl skilis,

Staff to member ratios for proper safety are to be adhered to at all times.

Staff Directors, Supervisors and QPs should check on staff on a regular, rotating basis to ensure
member safety.

Staff should check on members on a reguiar, rotating bases to ensure their safety.

Use of internal facility communication systems (walkie talkies, intercoms, PA systems) should be
implemented to avoid having to physically leave a member.

Never work with & member while distracted. Cell phones and other electronic devices should be
put away out of sight. Follow Celi phone policy regarding taking emergency calls.

Update members’ behavior and safety plans to meet their changing health and safety needs,
Meet regularly as a care team to discuss and plan changes, improvements to a member’s plans
1o their highest quality health and safety.

i0. Include the member in having input in the necessary changes to those health and safety plans.

httos//www.ncdhhs sov/

httos://files.nc.gov/ncdhhs/documents/files/apsm30-1 11-11.pdf
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LINCS One on One Visual Contact Training

If you are assigned to a member that is required one on one, it is your responsibility to ensure
the safety and provide the best quality of care for what that member needs throughout the
day. You need to make sure that you always have visual contact with your member. A few
examples what to watch for while working with a one on one member: behaviors that could
lead to harm to themselves and others, falls, wandering off or elopement, ambulatory issues,
stealing items, help assist in any physical imitations that they might have, health issues like
seizures, wheelchair transfers, etc. Never leave your one on one member. Get coverage before
you leave, Failure to keep an eye on the member may resuit in the endangerment of the
member’s safety and health. Endangerment of a member’s safety and health will result in an
internal investigation and disciplinary action will be decided depending on the outcome of the
investigation.

Trainer Print Name: __ Bo 1 P s ansly ng—gﬂ?//\

. {:
Trainer Signature: afgﬁmﬂoﬁ’ﬂ;}:?g‘@f Date: /////E;;/E’-m
/‘I/e’?@/ﬂd
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LINCS Fatl Prevention Training

While working with a member, itis important that we provide the best quality of care byensuringthat
theyare safeand healthy by learning about fall prevention. When it comesta taking care of your
member, you should know your memberverywel! and know if they have any difficulties while wa fking
or transitioning from sitting to standing up. Ongoing continuing education and researchin Fall
Prevention also helps us be more aware of keeping ourmembers safe atall times. The NCDHHS,
NCOHSR and the NCFalls Prevention Coalition are al state resources forthis purpose. Resource links
usedare below.

Relevantto DFS Internaland NC state policy, here are some pointsto recognize about fall prevention:

1. Knowyour member. Know ngyourmember will help you identify whatkind ofcare that they
needwhile they are ambulatory orgettang up or sitting down. if the member’s record show that
they have difficulties walking up or down the steps, then you should be right there to assist the i
memberwhen theyapproach steps. :

2. Beaware ofyour surroundmgs Remind the member(s)whxie theyare waikmg to watch their
surroundmgs to ensure thatthey don’ttrip over objects in their pathway, losing their balance on
uneven terrains, or running into furniture or Eandscapmg

3, WeatherSafety. The weatherhas an affect on the person’s ability to waik safely. The member
should watch and would need yourassistance for ice, slipperyrainy conditions; snow, water
puddles, and going through a dense fog.

4. Medication Side Effects. There are some medicationsthata member could take that has side
effects of causinga membertobe drowsy, loss of muscle tone, dizziness, or confusion. Make
surethat if you see yourmember losing their balance or notatert due to medication to contact
the doctor and let them know what side effects thal they are experiencing. |

5. Decline in health. Know what health conditions that your member hasto help assist therm with
mobility. Certain health conditions like osteoporosis could make it difficult for the memberta
walk. Someone with 2 lot of seizures would need to be monitored while they are walking to
ensure thatthey have the supportif a seizure occurs while walking. If the membe rinjuredtheir
leg or strained their ankle, would make walking difficult and need yourassista nee. If your
memberhasbalance issues due to healthissueslike vertigo, confusion, cerebral palsy, dizziness
migraines, etc, then they would need youto monitor and assist them to ensure theydon't fall
down.

6. BecamingElderly. Your memberwould needyour assistance with walking or getting up from a
chair dueto getting old. The older youget the more your bones and muscles gets weaker. With
getting older, your eyesight starts to lose its strength with age. If your memberis gettingolder,
watch and assist them with difficulties that they face daily when walking and getting up.

7. Vision impairment. Your member would need your assistance while ambulatory due to vision
impairment. Vision impairment could be blindness, blurry vision, or losing the strengthin your
vision. Hf your member has vision impairment, then assist themto ensure that theyare walking
and transferring safely.

8. Behaviors Antecedentsand Triggers. Know your member’s behavior. If they have abehavior
plan, make sure that youread it carefully. Your member could be falling on purpose far
attention seeking orjust acting out in defiance. Be sure to be by your memberwhen theyare
watking or transferring to ensure theirsafety when abehavior does occur. Monitor and report

?
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any falls that occurs during a behavior so that the team to help put prevention measuresin
nlace for thatmember.

9. Exercise. Exercisingis importantto helpstrengthen muscles forthe memberand keepthem
heaithy. Example of exercise would be fike walking, raising hands and feet, performingwith an
exercise video, dancing, throwinga ball, stretching, etc. Having a daily exercise in pface for the
rembercan help improve theirbalance while walking or dealing with transfers.

10. Adaptive equipment. If approve by the dactorand the member’steam, using an adaptive
equipmentcan helpkeep the member safe white ambulatory. Adaptive equipmentiike
wheelchairs, crutches, canes, gait belts, handicap bars, armchairs, etc. Utilizing adaptive
equipment can help support the memberto ensure that they are safe and healthy.

11, The7 Competenctes mustbein full conside ration a nd implementation forevery staff person
working with IDD members to ensure ongoing, h;gh quality safetyand health:

techmcaiknowiedge cultwa!awareness analytical skills, decisian making, interpersonal skills,

communication skifis and clinical skils.

12. Client’s Rights Consideration. Every member hasthe right to move about freely according to
their own abilities. Every memberhasthe right to the expec’tancy of safety and health.
Superwsmgthe tranéitions of every memberto ensure these nghts is paramount and must he
comp[eted every day.

Recognizing and applyirig these points will help preventfalisfor the membersthatwe serve. Itis our
sole responsibility to ensure that they are safe and healthy.

https://hcfa.!iisp_reveniion.qrﬁ/falis—data/ -

https://www.injuryfreenc.ncdhhs.gov/DataSurveillance/FallsData.hitm

https://_files.nc.gov/ncdhhs/dotuments/ﬁ!es/apsmB{}—l 11-11 pdf

hitp:// nCruIéé.él'aws; us/code/10ancac27g.0204

Trainer Print Name: E%M—'Pr mﬂ,w(lﬂv fi'?g @ﬁ

Trainer Signature: __ ,«g/ﬂv’“ @;ﬂfj‘g# Egﬁf’ Date: ;54% /g’_ZZ "}

(//;’cé 20
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DAVIDSON FAMILY SERVICES - CLIENT SPECIEIC COMPETENCIES

inmovations {l/DD}!State Funded/Private Pay/Foster Care Client Specific Competencies - Indicale competencies to be frained
as detarmined by the individual's treatment planning team and the date each training ocours, The following must be
reviewed and.signed before beginning work,
C {i{r‘\'{"ﬁ' b
-

Print Staff Name: ‘S’va Name on ”H\"—' _ZD"LC[‘C

Type of Service: [ AFL Service ] Foster Care L] Periodics  Effective Date: 9/1/20
Reason for Training: [ Annuai Plan 1 Plan Update [ New Client [] New Staff

Client Name:

. SeNice:__DSi NOT 1o ef:er:;c;jrsigf;ais per ivik_ Location LINCS
+ Service: DSG NOT {o excasd f’_m hrs/days perfffi_ Location LINCS
+ Service; B NOT to exceed o Arsldays par _ location
+ Service: NOT o exceed _ hrsfdays par __ iceation

Administration: [ CopyloPayrol [JEntered  Cost Center: odHt Osmc Joc [IFC [ Charltte Piedmaont

Diagnosis/Neads- Medications-

Autistic Disorder, Profound 1DD, Seizure Disorder, Incentinence 2PM Cionazepam, Phenytoin, and Gabapentin
Appraved Physleat Interventions- Medication Administration-

NCI Medication mix with applesauce

Goals/Outcomas- 0 Assistance with Self-Administration-

See Data Sheets N/A

Behavior Concems/Behavior Pian/Crisis Pian- Routines-

Very quick lo reacl and makes spiit decisians and actions. Throw things, over twrn labies and suting o anges if infon
chairs, and praperly desiuclion. Wears a special sult ta prevent him from taking his clothes off. Ruutine orlented, abie to handie ch 988 It informed early of the change.

Enjoys playing with puzzies and blocks. Behavior data sheets.

Communication Techniques- {1 Daily Care-

N on-Verhal Total assistance in the bathroom (inciuding wiping, and changing pull-yp),

Medical Concerns- Use of Adaptive Equipment-

See Diagnosis. Uses Thick it in their liquids. i%’;;?fn}‘f&i&%‘fﬁi‘éﬂ&‘S&?ii&’ﬁﬁeﬂ“é‘i!:ﬁﬂé’?ﬁg e Cal o % g o wak
avallabla.

Seizures- [ Transfars/Carrics-
N/A

1 Altergies/Dietary Restrictions- [ Other- (e.g. Cultural Accomodations}

N/A

Service Definition{s) Reviewed

The signatires below very that training in the elements indicated above has been completed and the dirsct care staff understands
his/her responsibilities ratating to the aelements and that additionat training materials have bsen provided (e.g. ISP, datashests, plans)

S’I-“("F 5;§”d e o La,cfd— of /) A e u&""ﬂ/ﬂm‘-’aé S5 i jg/ﬂ&

Signature of Direct Care Staff Date Signature of Trainer Date

Additional Training Needs {completed within 90 days or as specified)

Fax 18443831298 p.25
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PRINT NAME SIGNATURE DATE
Tesse Hocue vt Joy  Dop, — -2~z
yu*z"chmF Dovrec K’k’imm rﬂv\.&V \|mt-zc
e \bxa. \x PO &\&m M%&v\* L-5-2)
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DAVIDSON FAMILY SERVICES - CLIENT SPECIFIC COMPETENCIES

Innovations (DDY/State Funded/Private Pay/Foster Care Clent Specific Coempcetondles - Indicate compstencies to be trained
as datermined by the individual's treatment planning team and the date 2ach training ocours. The following must be

reviewed and signed befare beginning work,
é ((ﬁh J\"ﬂ“’?—)

Print Staff Name: ST‘CE; Mame- cin ’}’LKV é‘-LK"

Type of Service: [[1 AFL Service [ Foster Care Periodics  Effective Date: 11/2/2020
Reason for Tralning: [ Annual Plan Plan Update [ New Client [7] New Staff

Client Name: SSEEEETINEN

» Service: DSG ] NOT to eizr:écgﬂfjr:r‘:ﬁea:s per j}gli Location LINCS
« Service: NOT 1o excesd ___ hrs/days per . Location
« Service: NOT to exceed ___ hrs/days per__  location
s Service_ . NOT to excesd ____ hrsidays per ... Location

Administration; {7 CopytoPayroll [JEntered  Cost Center: IoHl Osvc doc [IFC [ Charolis Clriedmont

Diagnosis/Nesds- Medications-
ikt D0 Obsessive Gomptisive DIO; Bi-Polar IO NOS; Anxlety DIC; impulse Conliaf D40 NOS: Tardive

Byslinesla; Obesity; Siaep Apraa; GERD; InconBnance; Vit D & Calsiom Deficiencies: Hx of Bioast | M ed icat[ ons given at AF L_

Cancer: K defliclancy. Seasonal shargies; Water Relention

Approved Physical Interventions- Medication Administration-

NA- no physical interventions needed N/A

[¥] Goals/Outcomes- Assislance with Self-Administration-
See provider plan provided & data sheets. N/A

Behavior Concems/Behavior Plan/Crisis Pian- [} Routines-

posie st e o s ey Enjoys coloring and socializing
Communication Techniques- Daily Care-

Verbal; needs reminders to control volume of voice ‘amms requires assistance with personal care routine

Medical Concerng- Use of Adaptive Equipment-
. " it Watker. 51 na8d Io ba next o har when she is walking. Do not lesave her side. Usa Bullding 2 front dao:
Cften ma kes quzck moves that are unsafe and needs reminders to whilize for arriving and exiing. #she i faving dificulty walking whether s bahaviaral o medical, s!gp wealkitg ar,\d
walker redivet Lidvaviar, # aended sask sssistance from ofer stafimanagemant,
Selzures- Transfers/Carries-

Ne seizure disorder indicated ) .
© Requires walker and reminders for safe transfers

Ablergies/Dietary Restrictions- [1 Other- (e.g. Cuitural Accomodations)
None known; swallow study completed

Service Definition{s) Reviewed

The signatures below verify that tralning in the slements indicated ahove has been completed and the direct care staff understands
hisfher responsibilities reiatiag to the elements and that additional teaining materials have been provided (e.g. ISP, datashests, plans)

SafF Sqpahure o ek of Reye &/ﬁ,ié’gg/ﬂ ’t 3?/30

Signature of Direct Care Staff Date Signature of Trainer Date

Additional Training Needs (completed within 90 days or as specified)

Davidsen Family Services. Client Specific Competzagies, STATE. Revision 007, Revision Data 12/20/2017 DEPARTMENTS\Forms\OF _Paparwork
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PRINT NAME SIGNATURE DATE
_:JFCSSC_, HOCM/ (& e OZ@)JXL Q;:%rga»-——’ / / -2~ 20
%mmuma Pacrec %@MM Mﬂm fl-2-zC
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