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INITIAL COMMENTS

An annual, complaint and follow up survey was
completed on October 14, 2025. The complaints
were unsubstantiated (Intakes #NC00233305,
#NC00233306, and #NC00233544). Deficiencies
were cited.

This facility is licensed for the following service
category: 10A NCAC .5600C Supervised Living
for Adults with Developmental Disability.

This facility is licensed for 5 and has a current
census of 4. The survey sample consisted of
audits of 4 current clients.

27G .0209 (C) Medication Requirements

10ANCAC 27G .0209 MEDICATION
REQUIREMENTS

(c) Medication administration:

(1) Prescription or non-prescription drugs shall
only be administered to a client on the written
order of a person authorized by law to prescribe
drugs.

(2) Medications shall be self-administered by
clients only when authorized in writing by the
client's physician.

(3) Medications, including injections, shall be
administered only by licensed persons, or by
unlicensed persons trained by a registered nurse,
pharmacist or other legally qualified person and
privileged to prepare and administer medications.
(4) A Medication Administration Record (MAR) of
all drugs administered to each client must be kept
current. Medications administered shall be
recorded immediately after administration. The
MAR is to include the following:

(A) client's name;

(B) name, strength, and quantity of the drug;

(C) instructions for administering the drug;
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(D) date and time the drug is administered; and
(E) name or initials of person administering the
drug.

(5) Client requests for medication changes or
checks shall be recorded and kept with the MAR
file followed up by appointment or consultation
with a physician.

This Rule is not met as evidenced by:

Based on record reviews and interviews, the
facility failed to ensure that medications were
administered by staff trained by a registered
nurse, pharmacist, or other legally qualified
person and privileged to prepare and administer
medications for 2 of 4 audited staff (Staff #1 and
#2). The findings are:

Review on 10/8/25 of Staff #1's personnel record
revealed:

-Job Title: Direct Support Professional

-Date of Hire: 3/20/20

-Date of Medication Training: not provided

Review on 10/8/25 of Staff #2's personnel record
revealed:

-Job Title: Direct Support Professional

-Date of Hire: 12/23/24

-Date of Medication Training: not provided

Interview on 10/8/25 with Staff #2 revealed:
-Had completed medication administration

training.

Training certificates were requested on 10/6/25,
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10/8/25, and 10/9/25 but never provided.
Interviews on 10/9/25 and 10/14/25 with the
Administrator revealed:
-Staff #1 was in a medication recertification class
on 10/9/25.
-All staff were being required to get medication
recertification.
-The staffing coordinator/recruiter was
responsible for certificates for training.
-"If you didn't get anything else from me, it is
because it wasn't sent to me when | asked."
-There was not someone in the role solely for
Human Resources and training documents.
V131 G.S. 131E-256 (D2) HCPR - Prior Employment V131

Verification

G.S. §131E-256 HEALTH CARE PERSONNEL
REGISTRY

(d2) Before hiring health care personnel into a
health care facility or service, every employer at a
health care facility shall access the Health Care
Personnel Registry and shall note each incident
of access in the appropriate business files.

This Rule is not met as evidenced by:

Based on record reviews and interviews, the
facility failed to access the Health Care Personnel
Registry (HCPR) prior to employment for 3 of 4
audited staff (Staff #2 and #3, and the Qualified
Professional (QP)). The findings are:
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Review on 10/8/25 of Staff #2's personnel record
revealed:

-Job Title: Direct Support Professional

-Date of Hire: 12/23/24

-Date of HCPR check: 1/2/25

Review on 10/8/25 of Staff #3's personnel record
revealed:

-Job Title: Direct Support Professional

-Date of Hire: 7/28/25

-Date of HCPR check: not provided

Review on 10/8/25 of QP's personnel record
revealed:

-Job Title: QP

-Date of Hire: 3/17/25

-Date of HCPR check: 4/3/25

Training certificates for Staff #3 were requested
on 10/6/25, 10/8/25, and 10/9/25 but never
provided.

Interviews on 10/9/25 and 10/14/25 with the
Administrator revealed:

-The staffing coordinator/recruiter was
responsible for HCPR checks.

-"If you didn't get anything else from me, it is
because it wasn't sent to me when | asked."
-There was not someone in the role solely for
Human Resources and training documents.

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

10ANCAC 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

V131

V 537
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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
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);
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(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.

(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.
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(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;

(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
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outcome (pass/fail);

(B) when and where they attended; and

(C) instructor's name.

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

revealed:

revealed:

review/request this documentation at any time.
() 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.

This Rule is not met as evidenced by:

Based on record reviews and interviews, the
facility failed to ensure that staff received annual
training in seclusion, physical restraint, and
isolation time out for 2 of 4 audited staff (Staff #1
and #2). The findings are:

Review on 10/8/25 of Staff #1's personnel record

-Job Title: Direct Support Professional

-Date of Hire: 3/20/20

-Date of Training: 12/15/23 with expiration in one
year. No current training provided.

Review on 10/8/25 of Staff #2's personnel record
-Job Title: Direct Support Professional

-Date of Hire: 12/23/24
-Date of Training: not provided
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Interview on 10/8/25 with Staff #2 revealed:
-Had completed the training for restrictive
interventions.

Training certificates were requested on 10/6/25,
10/8/25, and 10/9/25 but never provided.

Interviews on 10/9/25 and 10/14/25 with the
Administrator revealed:

-Staff #1 had been recertified but can't find the
documentation to prove it.

-The staffing coordinator/recruiter was
responsible for certificates for training.

-"If you didn't get anything else from me, it is
because it wasn't sent to me when | asked."
-"l have several people that are helping. When |
request, | am emailing all of those people..."
-There was not someone in the role solely for
Human Resources and training documents.
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