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An annuai survey was completed on December 5,
2024, Deficiancies were cited,

This facility is licansed for the following service
category. 10ANCAC 27G .5600A Supervised
Living far Aduits with Mental lliness.

This facilty is licensed for6 and has a current }
census of 4, The survay sample consisted of
audits of 3 clients,

V 108 276 0202 (F} Personnel Requirements V108

10ANCAC 276G 0202 PERSONNEL i
REQUIREMENTS ?
{f) Continuing education shall be documented. ;
{§) Employee training programs shall be :
arovided and, at a minimum, shall consist of the

| following:

(1) general organizational orientation;

(2) ‘training on client rights and confidentiality as

delingated ih 10A NCAC 27C, 27D, 27E,.27F and
10A NCAG 288B; g
(3) training to meet the mhiddisa needs of the ! RECEIVED BY

client as specified In the treatment/habilitation MHL & C |

plan; and

{4) fraining in infectious tiseases and 12/16/24
blwodborne pathogens.

{H) Except as permittad under 10a NCAC 276G
.5802(b) of this Subchapter, at least one staff . ;
mamber shall ba available in the facility at all i
times when a cllent is present. That staff f
memier shall betrained in basic first aid
including seizure management, currently tralned
to provide cardiopuimonary resuscitation znd :
trained in the Heimiich maneuver or other first atd ;
techniues such as those provided by Red Cross, '
the Ametican Heart Associstion or their
equivalence for relisving airway abatruction.
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Continued From page 1

{1} The governing bedy shall develap and :
implement policies and procedures for identifying, l
reporting, investigating and controliing infectious
and gommunicable diseases of personnel and
clients,

This Rule is not met as evidenced by: “
Based on record reviews and interviews, the
facility failed to ensure. 1 of 3 staff (#4) was
trained to meet the mh/dd/sa needs of the clients
as specified in the treatment/habilitation plan. The
findings are:

Review on 12/5/24 of Staft #4's personne| record
revealed:

-Date of hire at contracted agency was 11/30/23.
-Date started with provider was 7/22/24,

-She was a Certified Nurss Ald. .
-No evidence of training to maet the mh/dd/sa
neets of clients.

interview on 12/4/24 with the Diractor of Human
Rasources revealad: |
-Staff #4 was a contracted staff through another |
agency. !
-Contracted agency was rasponsible for providing

training to staff #4,
-Pravider did not maintain a personnel record for !
cantracted staff, bul rather the contracied agency !
had all of staff #4's documents with them, '

-if she reeded documents ragarding staff #4, she
would contact them and they would send her the t
information. i

Intarview on 12/4/24 with the Risk |

l V408

!

V 108 Response:

HR Manager and Risk/QA Manager will
coordinate training on Client Li
Population for Staff #4 by 2/3/25, '

21329

HR Manager will maintain personnel '

records for all contracted staff by 12115724
coordinating with Medely-agency and

ensure all training requirementsare < °

met prior to contracted staff members .?f

providing coverage at the facility

beginning 12/16/24. Monitoring will

occur an & monthly basis.
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Continued From page 2 !

~Facility re-opanad in November,

-Staff #4 was a contracted staff.

-Staff #4 had already stayed overnight with the
clients at the facilty.

-Prior to facilty re-opening, staff #4 had

previously worked at sister facilty. !

~Provider only used contracted staff that had

already worked for them to work at this facilty.

~8he confirmed staff #4 did not have

documantation on completing training to meet the

needs of clients as described in their treatment

plans,

Manager/revealad. 3
|

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

10ANCAC 27E 0107  TRAINING ON
ALTERNATIVES TO RESTRICTIVE
INTERVENTIONS
{8) Facilities shall implament policies and
pragtices that emphasize the use of alternatives |
to restriciive interventions. :
(8) Prior ta providing services to peaple with !
i
t

disabilities, staff Including service providers,
employees, students or volunteers, shall
demonstrate competences 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 disabllities or others or l
property damage is prevented.

{¢) Provider agencles shall establish training |
based on state compstencies, monitor for Intarnal |
compliance and damonstrate they acted on data
gathered.

(d) The training shall ba competency-based,
include measurable Jearning cbjectives, !
measurable testing (written and by obsarvation of ;

V108

V 538

Y336 Rasponse:

HR Manager and Risk/QA Manager will . 2/3/26

coordinate training on CPI Non-Violent

Crisis Intervention for Staff #4 by

2/3/25.

HR Manager will maintain personnel  :12/18/24

records for all contracted staff by

coordinating with Medely agency and

ensure all training requirementsare

met prior to contracted staff members
providing coverage at the facility ' ;

beginning 12/16/24. Monitoring willh

occur on a monthly basis. |
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behavlor) on those objectives and measurable
methods o determing passing or falling the
course,

{e) Formal refresher training must be completed
by each service pravider periodically {minimum
annually).

{f) Content of the training that the service
provider wishes fo employ must bs approved by
the Division of MH/DD/BAS pursuant to
Paragraph {(g) of this Rule.

(g} Staff shall demonsirate competence in the
following core areas:

{n knowledge and undserstanding of the
people being served;

(2) racognizing and interpreting human
hehavior,

{3) recognizing the effect of internal and
external stregsors that may affect people with
disabilitles,

) strateglas for building positive
relationships with persons with disabilities;

(&) recognizing cultural, environmenial and
organizational factors that may affect people with
disabilities:

{8) recognizing the importance of and
assisting in the person's involvement in making
decisions about thelr [fe;

N skills in assessing Individual risk for
escalating behavior;

(8) communication strategies for defusing
and de-escalating potentially dangerous behavior,
and

{9 positive behavieral supports (providing
means for people with disabilities to choose
activities which directly appose or replace
pehaviors which are unsafe),

(h) Bervice providers shall maintain

at least thrae years,

documentation of initlat and refresher training for

.!
i

%
%
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{NH Documentation shall Inchide:

A who participated in tha tralning and the
putcomes (passe/fail);

{B) when and where they attended; and

<) Instructor's name;

{2 Tha Division of MHDD/SAS may
review/request this documentation at any time.

(i Instructor Qualifications and Training
Requiramants:

) Trainers shall demonstrate competence
by gcoring 100% on testing in a training program
aimed at préventing, reducing and eliminating the
need for restrictive interventions.

{2) Trainers shall demonsirate competence
by storing & passing grade on testing in an
instructor training prograrn,

{3) Tha training shali be
competency-based, include measurabie learning
objectives, measurable testing (written and by
observation of behavior) on those objactives and
megsurable methods to determine passing or
falling the course.

{4) The content of the Instructor training the,
service provider plans o employ shall be
approved by the Division of MH/DDISAS pursuant

o Subparagraph (I}(5) of this Rule.

{5) Acceptable Instructor training programs
shall include but are not limited to presentation of:
{A) understanding the adult leamer; ‘
{B) methods for teaching content of the
course;

{C) methods for evaluatling trainee
performance; and

) documentation procedures. j
(8) Trainers shall have cosched axperience

teaching & training program aimed at preventing,
raducing and eliminating the need for restrictive
intarventions at least one time, with positive
review by the ceach.
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i
{7) Trainers shall teach a training program ;
aimed at preventing, reducing and eliminating the
need for restrictive interventions at least once |
annualty,
{8 Trainers shall complete a refresher
instructor training at least every two yeears.
(i} Bervice providers shall maintain !
dotumentation of initiel and refresher Instructor
training for at least three years. :
{1) Documentation shall include: !
{A) who participated in the training and the -
outcomes (paas/fail); |
(B) whan and where gttended, and '
&) instructor's name. !
(2) The Division of MH/DD/SAS may
request and review this documentation any time.
(k) Quslifications of Coaghas: {
{1) Coaches shall mest all preparation ;
reguirements as a trainer,
2 Cosches shall teach &t isast three times
the courge which is being coached. ;
{3) Caaches shall demonstrate |
competence by complstion of coaching or |
train-the-trainer instruction. :
() Documentation shall be the sama preparation i
as for trainers, |
!
1

t
This Rule 18 not met as evidenced by: g
Based on record reviews and inferviews, the
facility falled to ensure 1 of 3 audited staff (#4)
received initlal training in slternatives to restrictive
interventions prior to the provision of sarvices,
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The findings are:

Review on 12/8/24 of Staff #4's peraonne! record
revealed. .
-Date of hire at contracted agency was 11/30/23,
-Date started with provider was 7/22/24.

-She was a Cartified Nurse Aid.

«No documentation of current training in
alternatives 10 restrictive interventions.

interview on 12/4/24 with the Direstor of Human
Resources revesalad:

-Staff #4 was 8 contracted staff through another
agency.

-Contracted agency was responsible for providing

fraining to staff #4.
-Provider did not maintain a personnel record for

contracted staff, but rather the contracted agency

had all of stalf #4's documents with them,

If she needed documents regarding staff #4, she
would contact them and they would send herthe |
- infurmation.

-She believed contracting agency did not require
staff #4 to complete training on alternatives to
rastrictive interventions.

Interviews on 12/4/24 and 12/5/24 with the Risk
Managerirevealed:

~Faclity re-opened in November,

-Staff #4 wag a contracted staff,

-Staff #4 had already stayed overnight with the
clients at the facilty,

-Prior to facility re-opaning, staff #4 had
previously worked at sister facilty.

Provider only used contracted staff that had
already worked for them to work at this faciity.
-Facilty only conducted altarnatives to restrictive
interventions, No hands on clignts!

-8he confirmed staff #4 did not have
documentation on completing fraining on
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