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V 000/ INITIAL COMMENTS v 000

An annuai

survey was completed tim Cetober 17,
2019 De '

iciencies were cited.

This fac;lny is licensed for the f(aiiowmg Bervice
category: [10A NCAC 27G 5600C; Supervised
Living for Adutts with Developmental Disabilities.

v 638 27E .0107 Client Rights - Training on Alt to Rest. | V 536
Int.

10ANGAL 27E 0107 TRAINING ON MT\"\LVUH? vauw—

ALTERNATIVES TO RESTRICTIVE ‘ﬁf@r&m O U,H' o,b

INTERVENTIONS

(2) Facilifies shall implement poimues and ‘\J\ﬂ,um
practices that emphasize the use of alternatives
to restrictive interventions, : LXJ@QJM
(b} Prior fo providing services {o people with
disabilitie, staff including service providers,

employess, students or volunteers, shall 5% UV\Q\ WLL% \lg)}bﬁ

demonstrq te competence by successfully

completirlg training In communication skills and SL,Q\,Q@MM
2 O gyl

other stralegies for creating an envirenment in

which theltikelihood of imminent danger of abuse % &,UM’\;UU\T} L\}LUI\./

or lruuryt & person with di isabilities or others or

property damage is prevented. | %

(¢) Provifler agencies shall establish training QJMA‘UPM%
based onjstate competencies, mc:rmter for internal CA’M WM
compliange and demonstrate theyl acted on data

 gathered, j M
{d) The training shall be competency-based,

include measurable fearning objectives,
measturable testing (written and by observation of
behavior) on those objectives and measurable
methods o determing passing or failing the
course. | o

{e) Formial refresher training rmust be completed
by each dervice provider periodi ically {minimum
annualy)

{f} Content of the training that the! service
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V 536 | Continued From page 1 ; V 536
provider wishes to employ must be approved by
the Divisign of MH/DD/SAS pursuant {o

Paragraph (g) of this Rule. ;
(g) Staff $hail demonstrate competeace in the

- following tore areas:

\ nowledge and uﬂderstandmg of the
ing served;
yecognizing and anterp%’etmg hurman

n
people b

3 Irecognizing the effect afimtemai and
external diressors that may affect: people with
disabilities;
{4) strategaes for building pdsst ve
relationships with persons with dlsabthtles,
recognizing cultural, envlrcﬂmental and

(&) recogmzmg the smpoﬁance of and
assisting|in the person's involvemment in making
decisions abaut their life;

{7 |skills in assessing indi wpual risk fot

escalating behavior, 1

{8} communication strategies for defusing
and de-epcalating potentially dangerous behavior;
and
(9} | positive behavioral supports (providing
means fgr people with dlsablllt:esito choose
activities|which directly oppose or replace
behaviors which are unsafe).

) Serv[ce providers shalt maént‘lam
documentation of initial and refre:kmer training for
gt least three years.

{h Documentation shail ma:lude

{A) whao participated in the trammg and the
outcomels (pass/Tail),

B) when and where they atteaded and
() instrisctor's name, ;

{2) The Division of MH/{}DISAS may
review/rgquest this d{)cumentatmn al any time.

\Dnal factors that may. affect people with |
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{5
shall incl
(A)
 {B)
course,

(©)

)
(6)
teaching

review b
)

aimed at
need for
annuaily
(8)
instructo

objective$, measurable testing {wiitten and by

n of behavior) on those{objectives and
le methads to determing passing or
course. -:

The content of the instructor training the

service pfovider plans to employ shell be
approved by the Division of MH/OD/SAS pursuant
to Subparagraph (i)(5) of this Rulg.

Acceptable instructor training programs
hde but are not limited to presentation of.
understanding the adultleamer;
methods for teaching content of the

methods for evaluatingitrainee
i

performgnee; and

documentation proc&ﬂuj’es.
Trainers shall have coached experience
a training program aimed at preventing,

reducing|and eliminating the need for restrictive
interventions at least one time, with positive

y the coach. § ‘

Trainers shall teach a training program
preventing, reducing and eliminating the
restrictive interventions at least once

Trainers shall complete a refresher
rtraining at least every ftwo years.

. (j) Servige providers shalt maintgin

1
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V 536 Continueq From page 2 : V 5636
i
(i) Instrudior Qualifications and Training
Requiremenis: i
(N Trainers shall demonstrate competence
by scoring 100% on testing in a training program
aimed at preventing, reducing and eliminating the
need for festrictive interventions. |
V3! rainers shall demonstrate competence
by scoring a passing grade on tes ing in an
instructor|training program. !
3 The training shall be | g
competefcy-based, include measurable learning
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Continued From page 3 |

training fof at least ihree years,

(1) | Documentation shallinciude:

(A ho participated in the traumng and the
outcomes| (pass/fail);

(B) hen and whete attended and

request apd review thi

instructor's name, ;
{2} The Division of MH/DD/S AS may

is documentation any time.

(k) Qualifications of Coaches: 5

all meet all preparat;on

) lcoaches sh
requirements as a frainer.
) |

the cours
(3) {Goaches sh
sompetence by comp
train-the-rainer nstru

() Documentation shall be the sahze preparation

as for trajners.

oaches shall teach at Ieast three times
which is being coached.

all demonstrate
jetion of coaching or
ction. !

[

This Ruld is not met as evidenced by:

Based or) record reviews and intefviews ihe
facility fafled to ensure 2 of 3 audifed staff (the
Residenﬁ al Services Coordinator [R8C), and the

Qualified|Professiona

received fannual training updates in alternatives fo

YExecutive Director)

restrictive Interventions, The findi‘ngs are:

Review dn 10/17/18 of the RSC'S personnel

| record refvealed:

- Titles of Residential

Services Cmordmator and

Administrative Assistant, hire date 6/30/14.
- Training in North Carolina Interventions {NCI)
Core+/Mbadified Physical Techniques parts A& B,
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v 536 | Continued From page 4 . |V
dated 2/14/18. |
- No documentation of updated training in

alternatives to restrictive interventions.
|

During interview on 10/17/19 the RS stated:
. She wad the RSC for the facility and a sister
facitity. }
- Her resgonsibilities as RSC included
accompahying clients to appointments.
- The Licénsee had a "hands off* policy, no
restrictive interventions were used.
- The cn ts were like siblings, they didn't

W fight, but "get on each others’ narves.”

Review cl 10/16/19 of the Qualified
Professignal/Executive Director's personnel
record reyvealed:

- Title of Executive Director, hire date 10/15/12.
- NCI Core+/Modified Physical Techniques, pars
A & B, completed 2/14/18. 1

- No docimentation of updated fraining in
_alternativies to restrictive interventions,

Duting interviews on 10/16/1¢ and 10/17/19 the
Qualified meessionailExecutivefirector stated:
- 8he was the Residential Services Coordinator
and the X ualified Professional for the facility.

- None of the staff had current trgining in

- The Ligensee had a "hands off"ipolicy and
restrictivk interventions were not used.

- She colid not identify a gualified provider to

! in alternatives to restrictive

I intervengons. ‘%

- She wguld contact an instruc‘{ori and schedule
training for all staff as soon as possible.

V736 276G .0303(c) Facility and Graumfia Maintenance | V738
= ]

|
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1
10ANCAG 276G 0303 LOCATIONIAND
EXTERIOR REQUIREMENTS

' (¢} Each fpcility and its grounds shall be

rnaintaingld in a safe, clean, attractive and orderly
mannet ahd shall be kept free from offensive
odor, 3

s

This Rulel is not met as evidenced by

Based on|observation and interviews the facility
was not naintained in a safe, cledn, attractive
manner. [The findings are: i

Observatjons of the facility on 10/ 17719 between
9:00 am 1 9:20 am revealed:

- Dried tilown liquid stain and particuiate matter in
n drawers baside the sink and stove.
ark staining on the confrol panel of the
coffee maker: the plastic label on'the coffee
maker cdnirol panel was peeling off.

- Cabinet surfaces, particuiarly close to the stove,
were sticky to the touch. 1

- Parficulate matter on the dining reom chairs; the
finish on [the dining table was wor,

-~ Water damage to the side of the vanity in
bathroor #1.

- A dead|'water bug" an the edgeiof the trash can.
- Dingy gray staining in the bathtub; white
powderylsubstance on the bathtub spout.

- Client #4's chest of drawers was missing 9 of 10
drawer pulls; scratches to the finish at the corners
of one dnawer. 1 '
- Damagk to the wooden molding at the corner of
the shower in bathroom #2. :

- Heavy mildew at the base of the shower

- Heavy

- Organi¢ matter that appeared consistent with
dead ingpcts inside the light fixture in the shower
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in bathroom #2. |
- Cobwebg on the exhaust fan.
- Adark r st stain at the drain in the sink, . M -
| - Toilet sents in both bathrooms were 100 sman "X,«@ PO
for the toiets. e : ARELY
- The carpet was wrinkled in piams creat;f;g & m{%
tripping h‘ zard. , Lnsas D

During mt rview on 10/17/18 the Resrdenixal M 3‘4 +m ‘Q)MD— W‘/b
Services Coordinator stated: | ' \ Q\lj{j e V’W
- The Licgnsee had requested the: property owner %%W Jl&f)\,f@]\

to repl acﬁ the carpet in the facility,
- New wirldows had been installed In the fax:;mty to

correct a geficiency cited during aprior survey. ?_SQMW@&Y {l&jw

- She did [not know client #4's chest of drawers.
was missdyng drawer pulls; she di dJ not know how “'wa

to open the drawers. ! W},{’
During inferview on 10/17/19 the Qualified Agor wﬁ-ﬂ‘\m,

measmonai/ExecuTwe Rirector stated:

~ New windows were instatied in the facility to ,
ensure client and staff safety. mem
- Bhe wap not sure how 1o mitigate the mildew in - &
bathroon #2 without causing damage to the walls b

and caulking. A WM L

- She had seen crumbs and otherl particulate %mmmw
matter o the dining room chairs.. ‘ \(\ '
- 8he wolld discuss the issues ciled with staff % W

LN\ Wa

and have the facility cleaned, A

fvislon of Health Service Requlation ’
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204 Faison Hwy.
PO Box 1190 - Inailing
Chinton, NC 28529

910-592-83935
910-596-0005 Yax

duplinsampsonhomes@earthlink-net

9185960085

DS OFFICE

Duplin-Sampson Group

Homes, Inc
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othier party
required by law,

%

nt or mformatnors inside thxs facsimile contains confidential information belonging to

The authanzeci rec;pient of this information is prohibited from disclosing this information to any
qncﬁ i5 required to deatmy the information after #s stated need has veen fulfiled, unless otherwise

if you are nat the intended reeipiertt,ﬁydu are hereby hotified that any disclosure, copying, distribution, or action
taken in relijnce on the contents of these documents is strictly prohibited. Hf you received this transmission in

error, pleasd notify us by telephone and return the original to the above address. Thank you.
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