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W 248§ INDIVIDUAL PROGRAM PLAN W 248 Al current Individual Support Plans will be yploaded | 7117724
CFR(S): 483.440(c)(7) in Therap. The Supervisar of Suppont Services wik

be respansible for uploading 1SPE as updated.
The Dlrector of ICE/AID Services will ensure

A copy of each client's individual plan must be completion within & business days.
made availatile to all ralevant staff, including staff
of nther agencies who work with the client, and to
the client, parents (If the client is 2 minor) or legal
guardian,

This STANDARD iz not met ag evidenced by:
Basad on chservations and interviews the facility
failed to assure copies of the most currant
individugl program plans (IPP) were avallable for
staff at the home. This affected 3 of 3 audit
cllents (#1, #2 and #4) The finding is:

Upon arrival to the home on 5r18/2021, there
ware no current IPPs in the home of in the
computer program known as Therap, The stafl
working (staff A and B) and the staff warking on
BooKS of Therap to find the I1PPS it there were
IPPS far them to acoess, No books had them and
Therap did not include them.

Interview on SM8/2021 with the director of ICF
revealad sha would obtain the IPPs as they had
heen done and she indicated the [PPs would be
uploaded into Therap now,

W 263 | PROGRAM MONITORING & CHANGE W aB3 Al,l"%ﬂhag:afsgpmﬂ Plgm uan%ﬂvgls andislgm}tures THTIR1
. 2 abtain g feeged, @ VISOF Q
CFR(s): 483.440(f)(3)(i) VSwuppgrt Sem?c;eg will be respunsibllgenr ensuring

ime gruritter; igformeéi tchons?m éé obtains?fpr!or o

L Mpamantation an & Signec consem 10fms are
The committes should inalire that thess programs uploaded to Therap. The Director will monitor

ara conducted only with the written informed compietion at least quarterly and as plans are revised
consent of the cllent, parents (If the clientis a

minos) or legal guardian,
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Any deficiancy staterment ancing with ar astarlak () denotes o debcivncy which the Insttution may be axcussd from comecting providing it i3 determined that
othar safaguards provide sufficient protection 1o the patients . (See instroctions.) Exoept for nursing homes, (o findings stated above are disclosadls 90 days
foliowing the date of survey whather of not g plan of correction is provided. For nursing homes, the above findings and plars of corredtion are disclosabie 14
days fofipwing the dats these documents are made svallable to the facilty. If deficlencies are citad, an approved plas of corraction ia requisite 1o continued
program participation,
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W 263

Confinued From page 1

Thiz STANDARD iz not met as evidenoed by
Based on obsearvations, record reviews and
imterview the faciity falled to assure that 3 of 3
audit clients {#1,#2 and #4) had consent far their
restrictiva behavior plans prior to implementation
of them, The finging is:

A, Review on 5/19/2021 of client #1's most
current behavior support plan (BSF) undated
indicatad he will reduce hastile Interactions,
property destruction and aggression, The plan
included restriction of knives or sharps and
praseription of modications (Dexedrine, Risperdal
and Tegretol) and isolation, There was a consent

page but it remains unsigned.
£ MRy W D5 1DHAWL T W LERHIL mri 2 ITEL

current BSP undated indicated he will not engage
In pggression and reduce incidents of self-injury,
The goal defined self-injury and aggression,
Naither definition included eating food ¢r raw foad
2% part of the target behavior definitions, In the
higlory and rationsle section, It was noted that
"ood issues are significant.” itwent on to explain
that he was significantly overweight upon
admission and that he was "almost religved when
the refrigarator, freezer and pantry was locked.”
The plan included restrictive componants of
locking the areas for 5 non-target behavier and
included restrictive use of medications (Pralixin
and Depakote) to address other behaviers.

Thare was a consent page but it remains
unsigned.

C. Review on 5872021 of client #4's most
current BSP undated indicated he will not engage
in attempts to unfaston his seatbelt and his

misieinnl amosrooeinn anlt dorroacs Tho nban
Mt [ H

| included restrictive components of locking the

Vv 263
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(M) 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF SORRECTION (45}
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W263  Continued From page 2 W 2B3

nreaks on his whaglchair, isalation. secondary
SEHDEIL an WWHTHNRLGT OF T3% COITHTILRY

outinas. There was a consent pags but it
ramans unsigneda,

Interviaw with the gualified Intellectual disability
professlonat (CGIDP) on 5M92021 revealed the
BSPs are current and implemented without

consant.
W2EE  MGMT OF INAPPROPRIATE CLIENT W 2BB ! Behavior support plan will be reviewed ang revised

BEHAVICR 10 ensurs alf teehnlques o manage the Individuals m
behavior (food issues contributing to unsafe behavior)

CFR{s): 483.450{b)(% are incorporated. Definitiions, hislory.and current
guiciedings will be reviewsd and ravised as neoded

\ . . . withins the plan. The Supervisor of Support Services

Techniques to manage inappropriate client will be responsibie for completion, cbtaining informed

behavior must never be used as & substitute for ?é%gfﬁgﬁg% ii‘;::l‘;%‘l m%z&ef’fn %l;% ttgt?on The

an active treatrent program. Dlrestor of ICFIIIB Sarvices will be rasponsible for

menitoring compietion,

This STANDARD is not met as evidenced by
pasad on observations, recond reviews and
interviews, the facility falled to assure al
techniques to manage behavior were
incorporated Into & plan to reduce the behavior,
This affected 1 of 3 audit clients (£2). The finding
is:

During cbsarvations on 5/18 and 5M18/2021, the
rafrigerator wasz focked with & chain and pad lock
and the pantry was locked. This was locked and
utilocked by staff when the individuals were
working [n the kitchen,

interview with gtaff C and the qualified intellectual
disability professional {QIDF) on 5/18/2027
reveaiad the aress are locked due fo client #2's

o 4 . .5 - ‘s ] -
P LR D W e T (R Ty B RSSO LAY Ty

Raview of client #2's most current and active
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W 288 | Continued From page 3 w288

behavior stpport plan {BSF), not dated, revesaied

a Amal fe anssms in lace ineidante of aasroccing

and less iIncidents of seif - Inury. 1he goat
dafined self-injury and aggression, Neither
dafiniion included eating food or raw food as part
of the target behavior definitions. In the history
and rationale sectlon, it was noted that “food
lssties are significant.” it went on 1o explain that

e wese eimmificantiy suoonsainbt neees ormiceice
and that he was "almost relisved whan the
refrigerator, freezer and pantry was locked.”
Howevar, it did not address orliteria to mest
improved *food 1ssues.” It alse did not address
the reduction of the need for the rights restriction
of locking up the areas.

Interview with the QIDP on 5118/2021 confirmed
this is the current behavior plan that is being
Implemented without consent and that it did net
address the food lssues in the target behaviors of
the goal.
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Residential Services, Inc
111 Providence Road FAX
"~ Chapel Hill, NC 27514 COVER
Phone: (919) 942-7391 SHEET
_—— Fax: (919) 933-4490

www. s oy

To: Mental Health Licesnsure and Certification Section

Fax Number: {919} 715-8078

From: Debbie Klein -~ Director of ICFAID Services

Date: 617121

Pages {including cover sheet): 5

Message:

Plan of Correction for Silo Group Home. Please let me know if there is anything else you need from us,

Thanks,

Debbie Klgin

Director of ICFMHD Services
dklein@rsi-nc.org

{919) 368-1293

The information contained in this facsimile message is Residential Service inc.'s privileged and confidential
information intended only for the use of the individual or entity namad above. |f the reader of this message

Is not the intended recipient, you are hereby notified that any dissemination, distdbution, or copy of this
communication is strictly prohibited. If you have received this communication In error, please Immediately
notify us by telephone and return the original message to us at the above address via the U.3, Postal Service,
Thank you,

RSI-ADMIN 05-02



