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V 000 INITIAL COMMENTS

A complaint and follow-up survey was completed
on May 16, 2023, The complaint (intake
#NCOO200645) was substantlated.and complaint
{intake #NC00176186) was unsubstantiated.
Deficisncies sited.

This facility is llcensed for the following service
catagory: 10A NCAC 277G, 5600C

Superviged Living for Adulls with Devetopmental
Disabllities

The facllity is licensed for 8 and currently has &
cansus of 5,

The survery sample congisted of audits of 3
currant cliants.

V13 276G 0205 (C-D)
Assessment/Traatmant/Habllitation Plan

10ANCAC 27G .0205  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 responsible person or both, within 30 days
of admigslon for cliants wheo are expected to
recelve services beyond 30 days,

() The plan shall include:

{1) client outcome(s) that are antlcipated to be
achisvead by provislon of the service and a
projacted date of achievement;

{2) stratagies;

(3) staff responsible;

{4) a schedula for raview of the plan at least
annually in consultation with the cliant or lagally
responsible peraon or both;

(5) basis for avaluation or assessment of
outcome achisvamant, and

(6) written sonzent ar agreement by the cllent or
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respons|ble parly, or a written statement by the
provider stating why such consant coufd not bo
ablalned,

Thiz Rule |z not met as evidenced by:

Baszed an record review and intervlews the facillty
falled o develop and implement goals ancd
strategios to addrass one of three audited client's
(#1) hehaviors without the use of physlcal and
chemical restraints. The findings are:

Reviaw on 5/16/23 of Cliant #1's record ravealed:
-Admission Date of 11/22/21.

-Diaghoses of Traumatic Brain Injury, Saizure
Disordar, Hypathyraldism, Hypertriglyceridemia,
Slnus Tachyeardia, Vitamin D Insufficiency.
-Ausesemant dated 8/30/21 ravealad:

*This Is & 38-year-old-male with a higtary of
severe traumatic brain injury and 10 prior state
hospitalizations who appears to have had some
dagren of dacompensation this year in 2021,
[Cllent #1] has admitted under Involuntary
cormmitment for a cavaraly aggrassive assault on
his group home worker. Records indicate that
[FS#1] hit the back of thelr head muitipla times
and attempiad to strangle them, stating that he
was going to kil them. [Cliont #1] was taken to
the amergency room under petition and admitted

1o the hospital where [Client #1] continued o

axhibit intarmittant severe aggressive behavior
and sometimes threatened suicide... Records
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indicate that [Client #1] did not have any state
paychiatric hospitalization from 2013 until this
year, Prior to [Client #1'5] inltial hospltalization
hare this year on April 215t [Client #1] had at least
4 gr & different cormmunity hospitalizations”
-Bahavioral support plan by the psychaologist
dated 11/21/21 Included the followlng:

“'[Client #1] has a levet 4 restraint plan that
utllizes physical and chemical restralnts when
needed. Al prlor placement [Client #11 responds
nagatively whan [Client #1] iz yelled at or forced
to do something... Physical restraints such as
arm and lag rastraints have provan to ba
ineffective in the past with restraining [Client #1]..,
Chemical restraints have also shown
effectiveness in the past."

-The assesament did not recommend chamical or
physical rastralnts as a form of treatment.

Interview on 5/M16/23 with the Qualified
Professional ravealed:

=Client #1 was verbal and physically aggressive
towards staff and othar clients.

~Cliant #1 faked selzures.

«Cliant #1 was flagged at the hospital and they
waon't take him anymora,

=Cliant 1 did not do well with personal
houndaries with staff.

-Tha person-cenierod plan was dizcussed with
the team and gusrdian.

«Behavioral completed by the paychologlst
annuyally.

sHa met with the Local Managemant
EntityManaged Care QOrganization
reprazantative,

«LME audil started 3/9/23 through 5/11/23.
-LME/MCO had a problem with the tarminolagy
used in the behavicral support plan regarding
chemical and physical resiraints,
-LME/MCO reportad chamical restraints wara

Dpvaloped and implemented goals
nd strategies that address the
client's behaviors without the use of
chemical restraints. Physical restrair
using the EBPI method remains per
IPB psychologist due to the necassigl

—

t
for safety. The Quallfied Profession
reached out to the Psychologist and
e is updating the Behaviaral Suppo
lan to remove the term chemical
restraints. The Behavioral Support
Plan states that the client will recelve
rleeded rmedication for behaviors, no
i ‘jactinna and the staff will uae
avidence basad protective
interventions (EBP) training only to
rastrain clients as a |ast resort,
The Baehavioral Plan will be signed
by the Psychologist and placed in
the client's file, This plan will be
raviewad
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_ quarterly as changes occur by the 06/30/202B
controlling the person by Injections. Cualifled Professional and updated
-LME/MCO informed him that chamical and

physical restraints were an Incorrect use of term
and should be revised.

-Glient #1 received as needed medication for
behaviars, no injections.

-8iaff uzed evidanca-based prolactive
intervantlons (EBPH training only to restrain
clients.

-The psychelogist had not been avallable to
revise the language in the behavioral support plan
since meeting with LME/MCO.

bi-annually by the psychologist. Any other
adjustments will be communicated to the
Psychologist and an updated Behavioral
Plan will be sent to the LME/MCO.
There: ware naver any chamical Injection
and the MCO knew the chemical restraint
referred to the use of prescribed PRN
medication. The consumer wasn't
admldistered any PRNs during this pering
gither. The MCO was informed on what
was meant by chemilcal restraint on this
form and we  Instructed them that this
term would be removed. However, the
wording chemical restraints will be
removed as we already Informed the
MCO/from the plan and signed by the
Psychologist by within 30 days.
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