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iNITIAL COMMENTS

An annual and follow up 5

Urvey was completed

on January 10, 2019, A deficiency was cited,

This facility is licensed for
category: 10ANCAC 2703
Living for Adults with Devel

Z7E .0107 Client Rights - 1
Int.

10ANCAC 27E .0107

the following service
.5800C Supervised
opmental Disabilities.

raining on Alf to Rest.

TRAINING ON

ALTERNATIVES TO RESTRICTIVE
INTERVENTIONS
(a} Facilities shall implemdgnt policies and
practices that emphasize the use of alternatives
to restrictive interventians.
(b} Prior to providing serviges o pecple with
disabilities, staff including dervice providers,
employees, students or vol nteers, shall
demonstrate competence successfully
completing training in comrunication skills and
other strategies for creating an environment in
which the likefihood of imminent danger of abuse
or injury to a person with digabilities or others or
property damage is prevented.

{c} Pravider agencies shalllestablish training
based on state competencigs, monitor for internatl
compliance and demonsirate they acted on data
gathared.

() The training shall be col petency-based.
include measurable learnin objectives,
measurable testing (written pnd by observation of
betavicr) on those objectivas and measurable
methods to determine passing or failing the
course.
(e) Formal refresher training must be completed

by each service provider perLodically {minimum

annuaily).

{f) Content of the training thpt the service
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provider wishes to employ must be approved by
the Division of MH/DD/SAS pursuant to

Paragraph {g) of this Rule.
(@) Staff shall demonstratd competence in the
fallowing core areas:

{1} knowledge and upderstanding of the
people being served:;

(2} recognizing and ipterpreting human
behavior;

(3 recognizing the eFect of internal and
external stressors that may| affect people with
disabilities;

{4} strategies for builling positive
refationships with persons with disabilities;

(5) recognizing culturzl, environmental and

organizational factors that may affect pecple with
disabilities;
(6) recognizing the importance of and
assisting in the person's inviolvernent in making
decisions about their life;
(7] skills in assessin
escalating behavior;

(8) communication stiategies for defusing
and de-escalating potential dangerous behavior;
and
{9) positive behaviord supporis {providing
means for people with disabjilities to choose
activities which directly oppgse or replacs
behaviors which are unsafe).
() Service providers shall
documeniation of initial and refresher training for
at least three years.
(1) Documentation shall include:

{A) whe pariicipated infthe training and the
outcomes {pass/fail);
(B} when and where they attended; and
{C) instructors name;
(2) The Division of MH/DD/SAS may
review/request this documentation at any time.

individual risk for
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(i} Instructor Qualifications and Training
Requirements:
(1) Trainers shall defricnstrate competence
by scoring 100% on testing in a training program
aimed at preventing, redy ing and eliminating the
need for restrictive intervemtions.

(@) Trainers shall demeonstrate competence
by scaring a passing gradg on testing in an
instructor training program
(3 The training shalf be
competency-based, include measurable learning
chjectives, measurable tes ing (written and by
ohservation of behavior) orf those objectives and
measurable methods to defermine passing or
failing the course.
{4) The content of the instructor training the
service provider plans to e ploy shall be
approved by the Division off MH/DDISAS pursuant
to Subparagraph {i){5) of th|s Rule.

(5} Acceptable instrugtor training programs
shall include but are nat limjted to presentation of;
{A} understanding the|adult learner;

(B) methods for teaching content of the
course;

(C) methods for evallating trainee
performance; and

{3}] documentation procedures.

(6) Trainers shall havé coached experience

teaching a training program [gimed at preventing,
reducing and efiminating thd need for restrictive
interventions at least one time. with posifive
review by the coach.
{7) Trainers shall teach a training program
aimed at preventing, reduci g and eiiminating the
need for restrictive interventions at least once
annually.
(8} Trainers shall complete a refresher
instructor training at least eviery two years.
{} Service providers shall rmaintain
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dacumentation of initial 2nd refresher instructor

| training for at least three yaars.

(1) Documentati
(A} who participated i
outcomes (passifail);

(B) when and where attanded; and
{(C) instructors name
{2) The Division of MB/DD/SAS may

request and review this doclmentation any time.
(k) Qualifications of Coaches:
{1} Coaches shall mept all preparation
requirements as a trainer,

shall include:
the training and the

(2 Coaches shall teagh at least three times

the course which is being cgached.

(3} Coaches shall demhonstrate
competence by completion §f coaching or
train-the-trainer instruction.
{l) Documentation shall be
as for trainers,

£ same preparation

This Rule is not met as evidenced by

Based on recard review, obsarvation and
intenvisws, the facility failed o ensure three of
thrae audited staff (#1, #2 anjd Licensee/Qualified
Professional (QP)) received annual fraining
updates in alternatives to restrictive intarventions,
The findings are;

Review on 01/08/19 of staff #1's record revealeg:
- Date of Hire: 04/04/12
- Jab Title: Paraprofessional.
- North Carciina Interventions {NC1) fraining in
alternatives to restrictive intetventions expired
effective 12/29/18.
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- No current training updafes in alternatives to

restrictive interventions.

Review cn 01/09/19 of the staff #2's record

reveated:
~ Date of hire: 01411710

- Job Title: Paraprofessional.

- NCl training in alternativds te restrictive
interventions expired effective 12/03/18,
- No current training updatpes in allernatives to

restrictive interventions.

Review on 01/09/19 of Licénsee/QP's record

revealed:
-NC! training in alternativi

to restrictive

interventions expired effective 12/0218.
- No current training updatés in alternatives to

restrictive interventions.

Interview on 01/09/19 the Licensea/QP revealed:
-3he was aware all staff needed to have current
training in altemative to restrictive interventions.
-She had been unable to Igcate a trainer and had
been continuing to try and find someone to

provide the training.

This deficiency constitutas

re-cited deficiency

and must be corrected within 30 days.
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725 Luther Drive

Goldsboro, NC 27534 Howell & Howell’'s, LLC
919-751-0031

aX

T Emiy Stanidy From:  Gven Howell Adair

Fax: 8919-715-8078 Pages: 7

Phone: Date: 1-30-2019

Re: i~ H

{7 Urgent O ForiReview [ Please Comment Please Reply 1 Please Recycle

Enclosed you will find dommected action

If you have any guestign please call Gwen Adair at this number 919-641-2825
or{howelandhowel@Hhotrail.com.

Thanks Gwen Adair

RECEIVED

By DHSR-Mental Health Licensure at 8:25 am, Jan 30, 2019

CONFIDENTIALITY NOTICE: The information contained in this message is legally privileged and confidential
information intended only for the use of the named recipient. If the reader of this message is not the intended
recipient, you are now notified thdt any review, retransmission, dissemination or other use of, or taking any action in
reliance upon, this message is strictly prohibited. If you have received this email an error, please notify me
immediately by return email, delete afl copies of this email from all computers, and destroy any printed copies of this
email.

Thank You
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Facility Survey Consulf

Howell & Howell's Grg
725 Luther Drive
Goldsboro, NC, 27534

ant |

up Home

Dear Ms. Stanley,

Enclosed you will find a copy o

deficient area.

f the plan of correction that address issues that were founded on the Statement of
Deficiencies form dated 1/15/2019. This plan will explain the measures that will be put in place to cerrect the

Deficiency Plan of Correction Complete _|
Date
V 536-27£.0107 Employeq training will be provided to all staff on Alternatives to 2/15/19

Clients Rights-
Training on
Alternative to
Restrictive
Interventions {NCI)

Restrictive Interventions training by a knowledgeable trainer and
documentation may be added to the personnel records.
Residential manager and QP will arrange for training for all staff to
receive trpining on Alternatives to Restrictive Interventions, and

will review personnel files quarterly and make sure each new staff
receive trpining before hiring and annually. }

If there are any questions or copcerns, please contact Gwen Adair at: 919-641-2825.

Thank You
Gwen-Adaiv

Gwen Adair MS, QP




