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 V 000 INITIAL COMMENTS  V 000

An annual survey was completed on 9/7/23. 

Deficiencies were cited.

This facility is licensed for the following service 

category: 10A NCAC 27G .5600F Supervised 

Living: Alternative Family Living.

This facility is licensed for 2 and currently has a 

census of 2. The survey sample consisted of 

audits of 2 current clients.

 

 V 536 27E .0107 Client Rights - Training on Alt to Rest. 

Int.

10A NCAC 27E .0107        TRAINING ON 

ALTERNATIVES TO RESTRICTIVE 

INTERVENTIONS 

(a)  Facilities shall implement policies and 

practices that emphasize the use of alternatives 

to restrictive interventions.

(b)  Prior to providing services to people with 

disabilities, staff including service providers, 

employees, students or volunteers, shall 

demonstrate competence by successfully 

completing training in communication skills and 

other strategies for creating an environment in 

which the likelihood of imminent danger of abuse 

or injury to a person with disabilities or others or 

property damage is prevented.

(c)  Provider agencies shall establish training 

based on state competencies, monitor for internal 

compliance and demonstrate they acted on data 

gathered.

(d) The training shall be competency-based, 

include measurable learning objectives, 

measurable testing (written and by observation of 

behavior) on those objectives and measurable 

methods to determine passing or failing the 

course.
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(e)  Formal refresher training must be completed 

by each service provider periodically (minimum 

annually).

(f)  Content of the training that the service 

provider wishes to employ must be approved by 

the Division of MH/DD/SAS pursuant to 

Paragraph (g) of this Rule.

(g)  Staff shall demonstrate competence in the 

following core areas:

(1)           knowledge and understanding of the 

people being served;

(2)           recognizing and interpreting human 

behavior;

(3)           recognizing the effect of internal and 

external stressors that may affect people with 

disabilities;

(4)           strategies for building positive 

relationships with persons with disabilities;

(5)           recognizing cultural, environmental and 

organizational factors that may affect people with 

disabilities;

(6)           recognizing the importance of and 

assisting in the person's involvement in making 

decisions about their life;

(7)           skills in assessing individual risk for 

escalating behavior;

(8)           communication strategies for defusing 

and de-escalating potentially dangerous behavior; 

and

(9)           positive behavioral supports (providing 

means for people with disabilities to choose 

activities which directly oppose or replace 

behaviors which are unsafe).

(h)  Service providers shall maintain 

documentation of initial and refresher training for 

at least three years.

(1)           Documentation shall include:

(A)          who participated in the training and the 

outcomes (pass/fail);
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(B)           when and where they attended; and

(C)           instructor's name;

(2)           The Division of MH/DD/SAS may 

review/request this documentation at any time.

(i)  Instructor Qualifications and Training 

Requirements:

(1)           Trainers shall demonstrate competence 

by scoring 100% on testing in a training program 

aimed at preventing, reducing and eliminating the 

need for restrictive interventions.

(2)           Trainers shall demonstrate competence 

by scoring a passing grade on testing in an 

instructor training program.

(3)           The training shall be 

competency-based, include measurable learning 

objectives, measurable testing (written and by 

observation of behavior) on those objectives and 

measurable methods to determine passing or 

failing the course.

(4)           The content of the instructor training the 

service provider plans to employ shall be 

approved by the Division of MH/DD/SAS pursuant 

to Subparagraph (i)(5) of this Rule.

(5)           Acceptable instructor training programs 

shall include but are not limited to presentation of:

(A)          understanding the adult learner;

(B)           methods for teaching content of the 

course;

(C)           methods for evaluating trainee 

performance; and 

(D)          documentation procedures.

(6)           Trainers shall have coached experience 

teaching a training program aimed at preventing, 

reducing and eliminating the need for restrictive 

interventions at least one time, with positive 

review by the coach.

(7)           Trainers shall teach a training program 

aimed at preventing, reducing and eliminating the 

need for restrictive interventions at least once 
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annually.

(8)           Trainers shall complete a refresher 

instructor training at least every two years.

(j)  Service providers shall maintain 

documentation of initial and refresher instructor 

training for at least three years.

(1)                 Documentation shall include:

(A)          who participated in the training and the 

outcomes (pass/fail);

(B)           when and where attended; and

(C)           instructor's name.

(2)           The Division of MH/DD/SAS may 

request and review this documentation any time.

(k)  Qualifications of Coaches:

(1)           Coaches shall meet all preparation 

requirements as a trainer.

(2)           Coaches shall teach at least three times 

the course which is being coached.

(3)           Coaches shall demonstrate 

competence by completion of coaching or 

train-the-trainer instruction.

(l)  Documentation shall be the same preparation 

as for trainers.

This Rule  is not met as evidenced by:

Based on record review and interview, the facility 

failed to ensure formal refresher training on 

alternatives to restrictive interventions was 

completed at least annually affecting 1 of 3 

audited staff (the Qualified Professional (QP)). 

The findings are:
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Review on 9/7/23 of the QP's record revealed:

-A hire date of 9/5/11

-A job description of QP

-Annual training on alternatives to restrictive 

interventions expired on 3/22/23

-No current annual training on alternatives to 

restrictive interventions

Interview on 9/7/23 with the QP revealed:

-Was aware that her annual training on 

alternatives to restrictive interventions had 

expired on 3/22/23

-Planned to complete the required training by the 

end of September 2023

 V 537 27E .0108 Client Rights - Training in Sec Rest & 

ITO

10A NCAC 27E .0108        TRAINING IN 

SECLUSION, PHYSICAL RESTRAINT AND 

ISOLATION TIME-OUT

(a)  Seclusion, physical restraint and isolation 

time-out may be employed only by staff who have 

been trained and have demonstrated 

competence in the proper use of and alternatives 

to these procedures.  Facilities shall ensure that 

staff authorized to employ and terminate these 

procedures are retrained and have demonstrated 

competence at least annually.

(b) Prior to providing direct care to people with 

disabilities whose treatment/habilitation plan 

includes restrictive interventions, staff including 

service providers, employees, students or 

volunteers shall complete training in the use of 

seclusion, physical restraint and isolation time-out 

and shall not use these interventions until the 

training is completed and competence is 

demonstrated. 

(c)  A pre-requisite for taking this training is 

 V 537
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demonstrating competence by completion of 

training in preventing, reducing and eliminating 

the need for restrictive interventions.

(d) The training shall be competency-based, 

include measurable learning objectives, 

measurable testing (written and by observation of 

behavior) on those objectives and measurable 

methods to determine passing or failing the 

course.

(e)  Formal refresher training must be completed 

by each service provider periodically (minimum 

annually).

(f)  Content of the training that the service 

provider plans to employ must be approved by 

the Division of MH/DD/SAS pursuant to 

Paragraph (g) of this Rule.

(g)  Acceptable training programs shall include, 

but are not limited to, presentation of:

(1)           refresher information on alternatives to 

the use of restrictive interventions;

(2)           guidelines on when to intervene 

(understanding imminent danger to self and 

others);

(3)           emphasis on safety and respect for the 

rights and dignity of all persons involved (using 

concepts of least restrictive interventions and 

incremental steps in an intervention);

(4)           strategies for the safe implementation 

of restrictive interventions;

(5)           the use of emergency safety 

interventions which include continuous 

assessment and monitoring of the physical and 

psychological well-being of the client and the safe 

use of restraint throughout the duration of the 

restrictive intervention;

(6)           prohibited procedures;

(7)           debriefing strategies, including their 

importance and purpose; and

(8)           documentation methods/procedures.
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(h) Service providers shall maintain 

documentation of initial and refresher training for 

at least three years. 

(1)           Documentation shall include:

(A)          who participated in the training and the 

outcomes (pass/fail);

(B)           when and where they attended; and

(C)           instructor's name.

(2)           The Division of MH/DD/SAS may 

review/request this documentation at any time.

(i)  Instructor Qualification and Training 

Requirements: 

(1)           Trainers shall demonstrate competence 

by scoring 100% on testing in a training program 

aimed at preventing, reducing and eliminating the 

need for restrictive interventions.

(2)           Trainers shall demonstrate competence 

by scoring 100% on testing in a training program 

teaching the use of seclusion, physical restraint 

and isolation time-out.

(3)           Trainers shall demonstrate competence 

by scoring a passing grade on testing in an 

instructor training program.

(4)           The training shall be 

competency-based, include measurable learning 

objectives, measurable testing (written and by 

observation of behavior) on those objectives and 

measurable methods to determine passing or 

failing the course.

(5)           The content of the instructor training the 

service provider plans to employ shall be 

approved by the Division of MH/DD/SAS pursuant 

to Subparagraph (j)(6) of this Rule.

(6)           Acceptable instructor training programs 

shall include, but not be limited to, presentation 

of:

(A)          understanding the adult learner;

(B)           methods for teaching content of the 

course;
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(C)           evaluation of trainee performance; and

(D)          documentation procedures.

(7)           Trainers shall be retrained at least 

annually and demonstrate competence in the use 

of seclusion, physical restraint and isolation 

time-out, as specified in Paragraph (a) of this 

Rule.

(8)           Trainers shall be currently trained in 

CPR.

(9)           Trainers shall have coached experience 

in teaching the use of restrictive interventions at 

least two times with a positive review by the 

coach.

(10)         Trainers shall teach a program on the 

use of restrictive interventions at least once 

annually.

(11)         Trainers shall complete a refresher 

instructor training at least every two years.

(k)  Service providers shall maintain 

documentation of initial and refresher instructor 

training for at least three years.

(1)           Documentation shall include:

(A)          who participated in the training and the 

outcome (pass/fail);

(B)           when and where they attended; and

(C)           instructor's name.

(2)           The Division of MH/DD/SAS may 

review/request this documentation at any time.

(l)  Qualifications of Coaches:

(1)           Coaches shall meet all preparation 

requirements as a trainer.

(2)           Coaches shall teach at least three 

times, the course which is being coached.

(3)           Coaches shall demonstrate 

competence by completion of coaching or 

train-the-trainer instruction. 

(m)  Documentation shall be the same 

preparation as for trainers. 
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This Rule  is not met as evidenced by:

Based on record review and interview, the facility 

failed to ensure former refresher training in 

seclusion, physical restraint, and isolation 

time-out was completed at least annually 

affecting 1 of 3 audited staff (the Qualified 

Professional (QP)). The findings are:

Review on 9/7/23 of the QP's record revealed:

-A hire date of 9/5/11

-A job description of QP

-Annual training in seclusion, physical restraint 

and isolation time-out expired on 3/22/23

-No current annual training in seclusion, physical 

restraint, and isolation time-out

Interview on 9/7/23 with the QP revealed:

- "We haven't restrained the clients, but we are 

required to have both parts of the training."

-Was aware that her annual training on 

alternatives to restrictive intervention had expired 

on 3/22/23

-Planned to complete the required training by the 

end of September 2023

 

 V 736 27G .0303(c) Facility and Grounds Maintenance

10A NCAC 27G .0303 LOCATION AND 

EXTERIOR REQUIREMENTS

(c) Each facility and its grounds shall be 

maintained in a safe, clean, attractive and orderly 

manner and shall be kept free from offensive 

odor.

 V 736
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This Rule  is not met as evidenced by:

Based on observations and interviews, the facility 

and its grounds were not maintained in a safe, 

clean, and attractive manner. The findings are:  

Observations on 8/7/23 at 9:38am of the outside 

of the facility revealed:

-The back door's screen was torn 2 inches on the 

left side, that caused the screen to become 

unsecured on the door frame

-There was a green like substance on the vinyl 

siding outside of the facility approximately 4 feet 

in length, 2 feet in width on the left side of the 

facility 

Further observations on 9/7/23 at 8:18am of the 

inside of the facility revealed:

-The facility was a split-level home with 7 stairs 

leading to the upstairs and 7 stairs leading to the 

downstairs

-The handrail that led to the downstairs was loose

-The 1st step which lead to the downstairs was 

missing a 12-inch by 4-inch section of carpet 

-The 6 panel closet door downstairs had 4 

different cracked areas, which ranged in sizes 

from 1 inch in diameter and 2 inches in length, in 

the upper left panel  

-In client #1's bedroom, the upper top left area of 

the 6-panel door had a 2 inch by 3 inch crack

-To the right of client #1's light switch, there were 

3 dried reddish streaks that ranged in size from 2 

inches long to 1 inch wide

-The door frame to client #1's bedroom was 

separated from the door which created a 

one-inch gap 

-In client's #2's bedroom, on the inside of one of 

the windows, there were spider webs, dust and 

several dried broken leaves

-One of the sliding doors to client #2's closet was 

missing, and the other sliding door was off track
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-The clients' downstairs' bathroom vanity had 4 

lights, 2 of which were missing lightbulbs

Attempted interviews on 9/7/23 with client #1 and 

client #2 were not successful due to their inability 

to answer questions.

Interview on 9/7/23 with the Qualified 

Professional revealed:

 -"I can remember mentioning to her (the 

Licensee) some tree limbs needed to be picked 

up and some needed to be trimmed back. She is 

constantly having to make repairs to the house. 

The clients' behaviors include property 

destruction. One client picks at things and the 

other client kicks and punches holes in the walls."

-Was not aware one of client #2's closet doors 

was missing

Interview on 9/7/23 with the Licensee revealed:

-She was aware of some issues inside and 

outside of the facility

- "I know the doors downstairs need to be 

replaced. I have been fixing the holes and 

patching them." 

-Concerning the handrail, "Yea, I need to tighten 

that up. I just put new brackets on the upstairs 

rails a couple of months ago as they (the clients) 

put their weight on it. They (clients) will hold onto 

it and swing their way upstairs. I can fix that."

-Would start making the repairs to the facility 

immediately

Division of Health Service Regulation

If continuation sheet  11 of 116899STATE FORM C1V111


