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 South Carolina Department of Disabilities & Special Needs 

Quality Management Bulletin 
May 2022 

 

Stability Surveys for Calendar Year 2021 

The South Carolina Department of Disabilities & Special Needs (DDSN) will participate in the annual Staff Stability 
Survey as a part of the National Core Indicators (NCI) for calendar year 2021.  DDSN has partnered with National 
Association of State Directors of Developmental Disabilities Services (NASDDDS) and Human Services Research 
Institute (HSRI) for the past several years to administer the National Core Indicators (NCI) survey.  This survey has 
provided DDSN with data about the strengths and weaknesses of our system and valuable information about our direct 
support workers. 

Increasing attention has been paid to the role that the Direct Support Professional (DSP) workforce plays in the 
provision of supports for adults aged 18 and over with intellectual and developmental disabilities (ID/DD) and the 
staffing challenges of the past year. The Staff Stability Survey will give us reliable measures for the average length of 
DSP employment, number of DSPs employed by various types of agencies, vacant positions, wages, benefits and 
recruitment and retention strategies. The data gathered through this survey is very important as DDSN and the provider 
network in South Carolina continue to make progress in educating stakeholders about our workforce and the need to 
increase hourly wages. There is also a special section this year to assess the impact of the public health emergency 
of staffing availability. 

Executive Directors for each agency providing direct services to adults have received an email from NCI with 
instructions on how to complete this survey using their online data entry system. Results of the survey will only be 
reported in the aggregate and your organization will not be identified in any way.  The survey should be completed by 
your Human Resources or Payroll offices and reflect DSPs who were on the payroll during any period between January 
1, 2021, and December 31, 2021. This survey must be completed by June 30, 2022. 

DDSN is aware of the many competing interests for staff time and resources.  We appreciate your time and feedback 

as we participate in this statewide survey. 

 

National Core Indicators (NCI) In-Person Surveys 

The National Core Indicators Project (NCI®) is a collaborative effort between the National Association of State Directors 

of Developmental Disabilities Services (NASDDDS) and the Human Services Research Institute (HSRI).  The purpose 

of the program, which began in 1997, is to support NASDDDS member agencies to gather a standard set of 

performance and outcome measures that can be used to track their own performance over time, to compare results 

across states, and to establish national benchmarks. 

DDSN will be participating in the National Core Indicators’ In-Person Adult Surveys in 2022. DDSN is among 45 other 

states participating in this process Alliant staff will begin completing interviews in January 2022. In order for Alliant to 

conduct the in-person survey, a background survey must be completed prior to the visit from Alliant. 

DDSN recognizes the thorough completion of the background survey can take time and there are many competing 

priorities. This year, as an incentive for participation, DDSN will reimburse providers for time spent completing valid 

surveys. The background surveys will be sent to the Case Management provider unless the person receives residential 

habilitation. In that case, the residential provider will receive the background survey. In either case, each provider staff 

will complete the surveys to the best of their abilities. Once all surveys are completed, the provider will submit an 

invoice to DDSN Quality Management for review and payment. 

Each provider agency should expect to receive an approximate 5% sample for adults receiving at least one service in 

addition to case management. There will be maximum of 25 surveys for any one provider agency. The samples will be 

pulled and initial communications with providers will be sent in the coming weeks. Upon receipt of the provider sample, 

each organization will be asked to complete an initial interest survey by the deadline established. Participation interest 

responses will be required for each person in the sample. 

If you have questions, please contact us at Qualitymanagement@ddsn.sc.gov. 
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Incident Management Reporting 

 

The Internal Review Process* 

Administrative Leave Without Pay- The first step after an allegation has been reported is to put the alleged perpetrator(s) on administrative 

leave without pay (ALWOP).  This notification to the alleged perpetrator is given by a member of management.  This action helps protects the 

integrity of the information you will review. 

Gathering Supporting Documentation- This step includes any photographs (if applicable), T-Logs, GER’s, witness statements, daybook 

entries, timesheets, MAR’s, and anything else that would help to piece a puzzle together.  You are trying to recreate a scene that you did not 

witness. 

Interviews- Interviews are crucial in fact finding, but you have to be prepared.  During your gathering of information, write down questions 

where you need clarification.  Make a list of the people you wish to speak with.  Start with the alleged victim and work through all potential 

witnesses. When talking to the people involved, try to include open ended questions, such as, “Tell me how you completed that task,” or “Can 

you tell me what a day at work is like for you?” etc…   

Don’t forget to be an active and good listener.  Engage in the conversation! Don’t just ask questions and write down responses. 

Presenting Findings- Remember you are presenting your findings in the review, but the reader has not been through this process with you.  

You have to be clear and not just assume that the reader is familiar with the people you are talking about. Try to give a brief background of the 

alleged victim, include their level of disability, their personality, whether a behavior support plan is in place (or pending development), verbal or 

other communication skills, if there has been a recent trauma, change in routine, and anything to assist the readers to have a picture of who 

they are.  Next, you must present the facts as you found them.  Remember there is a difference between fact and opinion. 

Reaching a Conclusion- This is the culmination of your efforts: reviewing, talking, notes, research, summaries, etc. Reaching a conclusion can 

be difficult because your job is to only look at verifiable Policy and Procedure violations or evidence of misconduct.  This does not necessarily 

mean there were no problems identified, just no violations.  It is sometimes hard to separate the two. Only State Investigative Agencies (SLED, 

Law Enforcement, DSS, Attorney General’s Office, or the Ombudsman’s Office) can investigate and substantiate/un-substantiate abuse. 

*Taken from SCHSPA Presentation: ”Using the Internal Administrative Review Process to Effect Change and Improve Supports” T. Bradford, M. Carter, and A. Dalton, March 8, 2022  

 

Why does Reporting Matter? 

•Federal Requirements for ICFs/IID and Medicaid Home & Community Based Services Waiver Requirements

•States must provide certain assurances to CMS to receive approval for an HCBS waiver, including that necessary safeguards have been taken to 
protect the health and welfare of the beneficiaries of the service (42 CFR § 441.302). DDSN Directives state when determining whether a 
particular event should be reported, the best guidance is “when in doubt, then report.” 

Initial Reports:

•The HCBS waivers require that the service provider make an initial report of an incident within 24 hours or the next business day. 

• ICF/IID and CRCF Regulations require reports within 24 hours.

• The initial report should include a brief description of the incident and provide sufficient details to ensure that any authorized reviewer would have 
a good understanding of the incident, parties involved, and outside medical or law enforcement intervention. 

•When initial reports are late, there is a risk that providers were unable to implement safety plans to protect persons served by the agency. This 
could potentially result in providers continuing to place the health and well-being of individuals at risk of further events.

Administrative/ Management Reviews:

•The provider must then complete an internal review of the incident within 10 working days (5 calendar days for ICFs/IID and CRCFs). 

•During the administrative review process, reviewers are permitted to interview witnesses and collect witness statements as long as they do not 
interfere with the investigation of an allegation of ANE conducted by a State investigative agency. 

•As a result of delays in submitting results of the internal reviews, providers may have continued to place the health and well-being of 
developmentally disabled individuals at risk of further critical incidents, ANE incidents, or death. For example, a delay could result in a staff 
member remaining employed after that member, based on the results of the internal review, should have been received additional training, 
disciplinary action, or perhaps terminated.

Addendum to Administrative/Management Review Report:

• If the disposition of the Administrative/ Management Review changes, or if there is additional information after the Final Report (e.g., the results 
from external agency investigation/review are received, or if upon approval from DDSN the employee is reinstated prior to the completion of a 
state investigative agency’s final report), the Addendum to Administrative/ Management Review Report must be completed and sent to the DDSN 
Quality Management within 24 hours or the next business day of the change.
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Questions to ask prior to submitting the report to DDSN may include any of the following: 

✓ Does the report list all residents and staff who were present at the time of the incident and/or may have knowledge of the incident?  
✓ Were statements collected from all staff with direct knowledge of the event? 
✓ Was a statement collected from the person receiving services? 
✓ Was the family notified of the incident? 
✓ Were the appropriate state agencies informed of the allegations? 
✓ Was a statement collected from other residents that may have witnessed the event? 
✓ Is there a need to re-evaluate a Physical Management Plan? 
✓ Did staff participate in required OJT and/or annual training?  
✓ When were staff last trained on the ANE/CI Policy? 
✓ When were staff last trained on Resident Rights and dignity/respect issues? 
✓ When were staff last trained in Crisis Management?  
✓ Are the Crisis Management techniques effective in redirecting the person’s behavior? 
✓ Was a GER appropriately completed?  
✓ Date of last BSP revision:  
✓ Date of last observation by the Psychologist/plan author: 
✓ Have staff been trained in the use of the BSP?  
✓ Is there a need to re-evaluate a Behavior Support Plan?  
✓ Was the location staffed according to individual plans? 
✓ Did a nurse assess the person or was the person sent for a medical evaluation? 
✓ If the person has a 1:1 staff assigned, who provided training to ensure the staff understood their responsibilities?  
✓ Date of last Management Team on-site review in the location (unannounced quarterly visit to the home): 
✓ Were there any findings during the Management Team On-site Review to be addressed? If so, were those actions completed? 

 
 

 
 
 

 

Monitor 
Hot 
Spot 
Issues

Injuries of Unknown Origin-
How often does this happen? What types of injuries?

ER Visits with no admission-
What happened? Are there patterns? 

Behavior Supports and Crisis Management-
Are appropriate supports in place? 

Use of the “Other” category-
Nearly all  Critical Incident Types will fit into a defined category

Mortality Review-
Look at the coordination of care and prevention efforts.

Creating 
Recommendations 

for Change

Training 
(Individual or 
System Wide)

Environmental 
Hazards

Trend Analysis

Staffing 
support

Disciplinary 
Action, when 

needed

Value of team 
meetings

Report Expectations 

• Timeliness of reporting!!  

– Communication is key. Staff must report and get the 

process started. We all have competing priorities,  

but reports must be submitted on time. 

• Know the timeframes for your programs 

– CRCF/ICF reporting timeframes are 5 calendar days, not 

business days! 

• Management actions vs. Disciplinary Action 

– Personnel actions are not your management action. They 

are just the beginning of the process. What will your 

management team do in response to the allegation/event? 
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SCDDSN Incident Management Report 5-year trend data                                                                                              
for Community-Based Services (Includes Residential & Day Service Settings) Thru 3/31/2022 

Allegations of Abuse, Neglect, Exploitation FY17 FY18 FY19 FY20 FY21 5 YEAR 
Average 

FY22 
Annualized 
 (Actual Q3) 

# of Individual ANE Allegations 626 636 620 651 565 620 523 (392) 

# of ANE Incident Reports (One report may involve multiple allegations) 455 450 415 436 388 429 505 (374) 

Rate per 100 10.5 11.9 9.6 11.8 10.9 10.9 9.3 

# ANE Allegations resulting in Criminal Arrest 6 23 8 14 7 11 16 (12) 

# ANE Allegations with Administrative Findings  
from DSS or State Long-Term Care Ombudsman 

162 206 123 182 204 175 148 (111) 

ANE Allegations: Comparison to Arrest Data & Administrative Findings 

 

Critical Incident Reporting FY17 FY18 FY19 FY20 FY21 
5 YEAR 
Average 

FY22 
Annualized  
(Actual Q3) 

# Critical Incidents *** 918 1071 916 982 974 972 1,247 (935) 

Rate per 100 10.5 11.9 9.6 11.8 10.9 10.9 15.4 

# Choking Events  63 58 71 65 57 62 71 (53) 

# Law Enforcement Calls  144 243 311 310 296 261 304 (228) 

# Suicidal Threats  93 116 170 193 251 164 191 (143) 

# Emergency Restraints or Restraints w/ Injury 18 26 47 56 51 40 39 (29) 

5 Year Critical Incident Trend Report- Community Settings 

 
Note: Total CI Reporting numbers for FY17 have been adjusted for comparison due to a change in the criteria for reporting implemented in FY18. 
Major Medical events, hospitalizations related to general health care, and business/operational events are no longer reflected in this data.  
*** Critical Incident totals exclude COVID-19 Reports.                                                                                                                                                                                                                                                               

Death Reporting FY17 FY18 FY19 FY20 FY21 
5 YEAR 
Average 

FY22 
Annualized 
 (Actual Q3) 

# of Deaths Reported- Community Settings  78 73 78 86 130 89 93 (70) 

Rate per 100  1.7 1.6 1.6 1.9 2.8 1.9 1.8 

Report Date 5/6/22 
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SCDDSN Incident Management Report 5-year trend data                                                                                              
for Regional Centers Thru 3/31/2022 

Allegations of Abuse, Neglect, & Exploitation FY17 FY18 FY19 FY20 FY21 5 YEAR 
Average 

FY22 
Annualized  
(Actual Q3) 

# of Individual ANE Allegations 146 135 139 187 187 158 241 (181) 

# of ANE Incident Reports (One report may involve multiple allegations) 104 97 102 136 138 115 154 (116) 

Rate per 100 17.1 19.2 20.9 28.9 27.9 23.4 39.3 

# ANE Allegations resulting in Criminal Arrest 2  2 2 5 18 5.6 1 (1) 

# ANE Allegations with Administrative Findings  
from DSS or State Long-Term Care Ombudsman 

27 34 34 44 43 36 61 (46) 

ANE Allegations: Comparison to Arrest Data & Administrative Findings 

 

Critical Incident Reporting  FY17 FY18 FY19 FY20 FY21 
5 YEAR 
Average 

FY22 
Annualized  
(Actual Q3) 

# Critical Incidents *** 108 144 132 135 124 129 132 (99) 

Rate per 100 15.4 20.6 18.6 20.8 19.1 18.9 21.5 

# Choking Events  7 5 6 3 5 5 8 (6) 

# Law Enforcement Calls  9 5 8 9 9 8 20 (10) 

# Suicidal Threats  0 16 60 56 73 41 65 (49) 

# Emergency Restraints or Restraints w/ Injury 17 26 22 24 13 20 13 (10) 

5 Year Critical Incident Trend Report- Regional Centers 

 
Note: Total CI Reporting numbers for FY17 have been adjusted for comparison due to a change in the criteria for reporting implemented in FY18. 
Major Medical events, hospitalizations related to general health care, and business/operational events are no longer reflected in this data.  
*** Critical Incident totals exclude COVID-19 Reports.                                                                                                                                                                                                                                                               

Death Reporting FY17 FY18 FY19 FY20 FY21 
5 YEAR 
Average 

FY22 
Annualized  
(Actual Q3) 

# of Deaths Reported - Regional Centers  24 27 33 22 48 31 17 (13) 

Rate per 100 3.4 3.8 4.6 3.4 7.0 4.4 2.9 

Report Date 5/6/22 
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The Office of Inspector General Investigation in SC 

• The OIG has performed audits in several States in response to a congressional request concerning deaths and abuse of residents 

with developmental disabilities in group homes. This request was made in response to nationwide media coverage of deaths of 

individuals with developmental disabilities involving abuse, neglect, or medical errors. Their objective was to determine whether South 

Carolina complied with Federal Medicaid waiver and State requirements for reporting and monitoring ANE Allegations, Death Reports, 

and Critical Incidents involving Medicaid beneficiaries with developmental disabilities residing in community-based settings. 

• The OIG reviewed South Carolina’s compliance with Intellectually Disabled and 

Related Disabilities (IDRD) waiver requirements for reporting and monitoring 

during our audit period of January 1, 2015, through June 30, 2017.  This included 

over 7,000 adult ID/RD Waiver beneficiaries.  

• SCDDSN and SCDHHS will work together to address findings cited in the report. 

 

Related Reports from the Office of Inspector General  

– California Did Not Fully Comply With Federal and State Requirements for Reporting 

and Monitoring Critical Incidents Involving Medicaid Beneficiaries With Developmental 

Disabilities (9/22/2021) 

– Louisiana Did Not Fully Comply With Federal and State Requirements for Reporting 

and Monitoring Critical Incidents Involving Medicaid Beneficiaries With Developmental 

Disabilities (5/5/2021) 

– New York Did Not Fully Comply With Federal and State Requirements for Reporting 

and Monitoring Critical Incidents Involving Medicaid Beneficiaries With Developmental 

Disabilities (2/16/2021) 

– Texas Did Not Fully Comply With Federal and State Requirements for Reporting and 

Monitoring Critical Incidents Involving Medicaid Beneficiaries With Developmental 

Disabilities (7/9/2020) 

– Iowa Did Not Comply With Federal and State Requirements for Major Incidents 

Involving Medicaid Members With Developmental Disabilities (3/27/2020)  

– Pennsylvania Did Not Fully Comply With Federal and State Requirements for Reporting 

and Monitoring Critical Incidents Involving Medicaid Beneficiaries With Developmental 

Disabilities (1/17/2020) 

– Alaska Did Not Fully Comply With Federal and State Requirements for Reporting and 

Monitoring Critical Incidents Involving Medicaid Beneficiaries With Developmental 

Disabilities (6/11/2019)  

– Maine Did Not Comply With Federal and State Requirements for Critical Incidents 

Involving Medicaid Beneficiaries With Developmental Disabilities (8/9/2017) 

– Massachusetts Did Not Comply With Federal and State Requirements for Critical 

Incidents Involving Developmentally Disabled Medicaid Beneficiaries (7/13/2016) 

– Connecticut Did Not Comply With Federal and State Requirements for Critical Incidents 

Involving Developmentally Disabled Medicaid Beneficiaries (5/25/2016) 

– Review of Intermediate Care Facilities in New York With High Rates of Emergency 

Room Visits by Intellectually Disabled Medicaid Beneficiaries (9/28/2015) 

 

– Joint Report: Ensuring Beneficiary Health and Safety in Group Homes Through State 

Implementation of Comprehensive Compliance Oversight Joint Report* 1/17/2018 * 

This report was jointly prepared by the Department of Health and Human Services, 

Office of Inspector General; the Administration for Community Living; and the Office for 

Civil Rights. 
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Provider Level Risk Management Expectations 
 
DDSN and its provider network have a 
responsibility to prevent, as much as possible, 
the occurrence of unfavorable events in the 
lives of people served. Examples of 
unfavorable events for people supported 
include the following: abuse, mistreatment, 
exploitation, critical incidents, accidents/ 
injuries, medication errors, preventable 
illnesses, preventable restraints, and 
preventable deaths. It is very important that 
service providers have reliable systems for 
reporting, analyzing, and following up on 
unfavorable events for people supported.  
Each of these systems should be governed by 
policies and procedures and have sufficient 
resources at their disposal to assure that 
corrective actions are undertaken to lessen the 
occurrence of unfavorable events in the future. 
 

Identifying trends in unfavorable events may be developed by focusing on three areas: Variables in the people supported; Staff 

Variables; and External Variables. By focusing methodically on the variables in these three areas, the provider may be able to identify 

trends or patterns between the unfavorable event and one variable or identify more complex patterns between the unfavorable event and 

multiple variables. After trends or patterns have been identified, then through training, policy/procedure changes, staffing changes, 

environmental changes, etc., the provider may be able to reduce the likelihood that that type of unfavorable event will occur in the future. 

 
 
As the agency becomes more and more familiar with any unfavorable event data it has collected, it can add other variables to this listing 
that may assist in understanding, and ultimately in preventing, as much as is humanly possible, unfavorable events for people supported 
by the agency. Each DDSN Regional Center, DSN board or contracted service provider will also utilize their respective risk managers and 
Risk Management Committees to regularly review all critical incidents for trends and to determine if the recommendations made in the 
final written reports were actually implemented and are in effect. The Provider’s Risk Management Committee will also review 
documentation related to reporting trends including falls, choking events, sepsis, aspiration, and bowel obstruction. Trends for injuries 
and illness will be reviewed to determine appropriate individual and systemic responses.          
The Provider Risk Management Committee will review this data at least quarterly. 

 

Variables Among People Supported:

• Age (e.g.; elderly; children)

• Gender

• Medical diagnoses

• Type of disability

• Level of disability

• Communication ability

• Kinds of injuries- (e.g.; fracture; bruise; fall; bed 
sore)

• Involvement or lack of involvement of medical 
specialists

• Cause of death- (e.g.; trauma; dehydration; bowel 
obstruction)

• Location of death- (e.g.; home; work; ER; while a 
hospital in-patient

Staff Variables

• Employee or Contractor

• Length of service- (e.g.; months; years)

• Level or types of training

• Age of employee

• Gender of employee

• Staffing ratio

• Shift and Day of week

• Regular staff or contract staff; “pulls” or 
overtime

• Number of hours worked/ on duty

External Variables

• Specific residence

• Specific day program

• Specific location within the building

• Family Involvement

• Environmental risks- (e.g.; slippery floors; stairs; 
playgrounds; swimming pools; busy street)

• Level/ type of home/ program- (e.g.; ICF/IID; CTH; 
SLP)

• Weather- (e.g.; dark; rainy; windy)

• Season of the year

• Provider

• Region of the state

A broad-based agency Risk Management program should fulfill the following purposes:

Improve the safety and quality of life for 
consumers and employees;

Conserve financial 
resources

Prevent 
litigation

Maintain relationships of trust among 
stakeholders

• Providers have a responsibility 
to monitor risk within their 
agencies. 

• When unfavorable event data 
has been collected and obvious 
trends or patterns have been 
identified, it is important to have 
a strategy to analyze the data 
in a more in-depth fashion to 
identify as many additional 
trends or patterns as possible. 

• As trends or patterns emerge, 
the agency staff can review 
further to develop training and 
prevention efforts.

Definition of Risk1

Risk [noun]
1: possibility of loss or injury
2: someone or something that creates or 
suggests a hazard
3  a: the chance of loss

b: a person or thing that is a specified 
hazard to an insurer

c: an insurance hazard from a specified   
cause or source
4: the chance that an investment will lose 
value 

At risk: in a state or condition marked 
by a high level of risk

Risk [verb]
1: to expose to hazard or danger
2: to incur the risk or danger

“Risk.” Merriam-Webster.com Dictionary, Merriam-Webster, https://www.merriam-webster.com/dictionary/risk. 
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Admission/Discharge/Transfer Process 

The Admission/Discharge/Transfer Form must be completed on the ADT Application by the residential services 

provider proposing to serve the individual. The form must be acknowledged by the individual’s case manager, then 

approved by the appropriate DDSN staff prior to admission. The on-line system will notify the residential provider, the 

individual’s case manager, and appropriate DDSN personnel throughout the process. In addition, there is a central 

email address, ADT@ddsn.sc.gov, for providers to submit any updates or corrections, once the ADT is in progress.  

The ADT Form includes a proposed admission date. The case manager should have the actual move-in date and 

provide this date to DDSN via the ADT@ddsn.sc.gov email address. Submitting this date vis email will save everyone 

several phone calls to obtain the updated information regarding admission dates.  

 

When a Residential Provider submits the ADT form, the Service Coordinator/Case Mgr. must acknowledge the 

submission.  Some are stating that they aren’t receiving the notifications to acknowledge the ADT’s.  The resident’s 

current primary caseworker and their supervisor should receive Emails on Admission and Discharge forms.  For 

Transfers, the sending provider’s users with the role of adt.residential provider-administrator should receive the email.  

With staff changes, it is essential to make sure these duties are passed on to the new staff and communication amongst 

staff exists. 

The ADT Coordinator will update and approve the ADT may be placed on hold.   

An ADT may be placed on hold in the following situations:  

1) The facility is at full capacity and no other ADT 

is submitted transferring or discharging 

someone out of that facility – no vacancy. 

2) Waiting on Funding;  

3) Waiver Enrollment;  

4) Waiver slot request;  

5) HRC Approval 

6) SLP I Assessment not attached 

7) Not on the Critical Needs List (CNL) 

8) Other

 

All individuals that are discharged due to death or relocating out of the state of South Carolina must be 

closed out in CDSS and the Case Manager must complete this process.   

Please have all Deaths closed out within a month of the individual’s passing.   

Please submit an email to ADT@ddsn.sc.gov with the actual move date for any person being admitted, or transferred 

in order to update STS/CDSS and SPM with the correct admission date. The ADT Coordinator will process the 

allowable Discharges using the Date of Proposed Action on the ADT to Discharge the individual.  If there are any 

updates after the ADT is submitted, please email the details to ADT@ddsn.sc.gov. 

 

Health & Sanitation Inspections 

The South Carolina Department of Disabilities & Special Needs (DDSN) contracts with the State Fire Marshal’s Office 

(OSFM), a division of SC Labor, Licensing, & Regulation, for Fire/Safety Inspections of CTH Is, CTH II, SLP IIs, and Day 

Programs. In 2019, the OSFM also began completing Health and Sanitation inspections for CTH Is and CTH IIs 

supporting persons under the age of 21. This change was beneficial to providers, as both inspections could be 

accomplished in a single visit and no additional fees were required.  

As we move forward, the OSFM is further streamlining their efforts and will include the Health and Sanitation inspection 

as a part of all regularly scheduled CTH I and CTH II Fire/Safety inspections. This will facilitate a more efficient admission 

for persons under age 21. The Health and Sanitation Inspection includes basic operating expectations, so there is no 

negative impact to providers, other than the purchase of a refrigerator thermometer, if the current unit does not include 

a digital temperature display.  

An Office of State Fire Marshal Informational Bulletin has been attached for provider reference.  

ADT 
Submissions 

Case Manager 
Acknowledgement 

Program 
Approval 

Cost Analysis 
Approval

STS/CDSS/SPM 
are updated and 
ADT is complete

mailto:ADT@ddsn.sc.gov
mailto:ADT@ddsn.sc.gov
mailto:ADT@ddsn.sc.gov
mailto:ADT@ddsn.sc.gov
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Reporting Requirements for ICF/IID and CRCF Locations 

SC DHEC has recently communicated to DDSN that CRCF programs and ICF/IID are inconsistently following 
incident reporting and notification deadlines as outlined in regulations.   As such, facilities can expect to receive 
citations for non-compliances in this area.  The regulations related to incident reports are 61-84: 601  for CRCF 
facilities and 61-13:701 for ICF/IID facilities.  In addition, DDSN Directives 100-09-DD and 534-02-DD outline 
incident management requirements.   
 
ICF/IID and CRCF facilities must follow regulatory requirements and use the deadlines below in order to remain 
compliant with SC DHEC regulations.   
 
As DDSN directives 100-09-DD and 534-02-DD do not contain the exact language below, this memo serves as 
an addendum to directives 100-09-DD and 534-02-DD until such a time they are revised to include this guidance.  
 
 

 
 

 

 

 

 

 

Training Offered through SC LLR 

The Training Division of the South Carolina Department of Labor Licensing and Regulation's Office of Outreach 

and Training provides a variety of programs designed to reduce or eliminate safety and health hazards in general 

industry, construction and the public sector. These programs are presented by trained personnel at convenient 

locations around the state. Most courses last about 1-2 hours and use a variety of audio-visual aids.  

This service is provided free of charge!    http://osha.llr.sc.gov/pdfs/CourseList.2.5.20.pdf 

 
• Bloodborne Pathogens Confined Space – 

General Industry  

• Electrical Safety Work Practices (General 
Industry)  

• Emergency Action Plans/Means of Egress 
(Exits)  

• Fall Protection (General Industry or 
Construction)  

• Hazard Communication  

• Hazard Recognition for Maintenance 
Personnel or Construction  

• Heat Stress  

• Office Safety  

• OSHA Inspection Process  

• OSHA Injury & Illness Record Keeping  

• Personal Protective Equipment  

• Power and Portable Hand Tools  

• Respiratory Protection  

• Storage of Flammable Liquids  

• Violence in the Workplace  

• Walking and Working Surfaces  

  

ICF/IID and CRCF Incident Report Entry and DHEC Notification Deadlines 

Provider Type Initial Report Due Final Report with Review/Findings Due 

ICF/IID 24 Hours  Five (5) Calendar Days from the Incident 

CRCF 24 Hours Five (5) Calendar Days from the Incident 

https://scdhec.gov/sites/default/files/Library/Regulations/R.61-84.pdf
https://scdhec.gov/sites/default/files/Library/Regulations/R.61-13.pdf
https://ddsn.sc.gov/sites/default/files/Documents/Quality%20Management/Current%20Directives/100-09-DD%20-%20Revised%20%28110117%29.pdf
https://ddsn.sc.gov/sites/default/files/Documents/Quality%20Management/Current%20Directives/534-02-DD%20-%20Revised%20%28012615%29.pdf
http://osha.llr.sc.gov/pdfs/CourseList.2.5.20.pdf
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South Carolina Department of Disabilities and Special Needs 
Providers must submit an acceptable plan of correction (POC) for non-compliances identified during review/ 

monitoring activities. The POC is one of the most important parts of the review/monitoring process. Good POCs are 

the key to promoting the health, safety, and rights of people. This quick guide will help you produce effective plans. 

 

Key Steps to Developing a Good Plan of Correction 

 

How to use Key Steps to Analyze an Issue 

Why is the 
standard 

important? 

What Should You Do?   

Read the standard and ask yourself: Why does this standard exist? How does it protect people? 
 

Example Standard-Hot water temperature in CTH sites: 

a) Shall be no less than 100 degrees F. 

b) Shall never be more than 120 degrees F in a home where an individual lives who is incapable 
of regulating water temperature. 

c) Shall never be more than 130 degrees F. 
 

Answer-This standard is important because it protects people from accidental scalding, which could lead to 

serious injury or death. 

What happened? 
Review the specific non-compliance to determine exactly what happened. 

 
Answer-The shower’s water temperature in Individual #1’s bathroom was 135°F. 

 
Why did this 

happen? 

Conduct an analysis to find out why the non-compliance occurred. 
 

Answer-The anti-scald protective device on the shower was malfunctioning. 

What do we do 
right now? 

Take necessary steps to correct the specific problem. Identify others who may be affected. 
 

Answer-The anti-scald protective device on the shower was repaired immediately. The water temperature 
was tested      three times and did not exceed 120°F. 

How do we 
prevent this from 
happening again? 

Make a plan to prevent the conditions that led to the non-compliance from happening again. 
 
Answer-All anti-scald protective devices will be checked for functionality upon installation and monthly 
thereafter. 
 
 

Understand 
the Rule

•Why is this 
important?

Review the 
Non-

Compliance

•What happened?

Determine 
Why the Non-

Compliance 
Occurred

•Why did this 
happen?

Fix the 
Immediate 

Problem

•What can we do 
right now?

Prevent 
Recurrence

•How can we 
Prevent this from 

happening 
again?
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                Do’s       Don’ts 
• Be specific in your description of what was/will be done 

immediately. 
Example: The anti-scald protective device on the shower was 

repaired immediately. The water temperature was tested three 
times and did not exceed 120°F. 

• Be vague in your description of what was/ will be done 
immediately. 

Example: Water temperature was lowered. 

• Include actions to identify identical non-compliances 
elsewhere. 

Example: All other anti-scald devices used in other homes were 
checked for functionality and were in good repair. 

• Ignore the possibility of identical non-compliances 
elsewhere. 

Example: Water temperature was lowered. 

• Be specific in your description of the actions that will 
be taken to prevent recurrence. 

Example: All anti-scald protective devices will be checked for 
functionality upon installation and monthly thereafter. 

• Be vague in your description of the actions that will be 
taken to prevent recurrence. 

Example: Water temperature will be monitored. 

• Designate a person who is responsible for enacting the 
plan. 

Example: Anti-scald devices will be checked by the Agency 
Maintenance Supervisor. 

• Write a general statement that doesn’t clearly establish 
who is responsible. 

Example: Water temperature will be lowered and monitored. 

• Include specific dates or time periods by which 
corrections were/will be accomplished. 

Example: July 20, 2018 - The anti-scald protective device on the 
shower was repaired immediately. The water temperature was 
tested three times and did not exceed 120°F. 

• Omit dates or timeframes for when corrections       were/ 
will be accomplished. 

Example: Water temperature will be monitored. 

▪ All other anti-scald devices used in other homes were checked and were in good repair. 
▪ When new anti-scald protective devices are installed - Devices will be checked for functionality before any individual uses the sink. 
▪ On the First Day of Every Month - All anti-scald protective devices will be checked for functionality monthly.  

What to Submit with your Plan of Correction? 

DDSN takes steps to verify whether an acceptable plan of correction has been implemented as part of deciding 

on whether the non-compliances has been corrected or if additional steps are needed to resolve the issue(s). 

Submitting evidence of plan implementation along with the plan of correction can expedite the review process and 

may minimize the number of times staff return to the homes to verify compliance. The more evidence a setting 

submits, the easier it will be to determine compliance. Some types of evidence are very useful to determine 

compliance; other types are not useful at all. 

 

           Useful Evidence Evidence that is not Useful 

Documentation produced by the provider.  

• This evidence type includes updated policies, 
documentation of staff-specific training, updated 
assessments and support plans, maintenance logs, 
and any other internal documents. 

 
Documentation produced by an external source.  

• This evidence type is extremely reliable, as it is 
generated by impartial third parties. 
Examples include bills and invoices for equipment, materials, or 
labor; written statements or letters from professionals who 
participated in the plan’s implementation (such as fire-safety 
experts or outside training sources); and documents confirming 
future appointments (such as medical appointments or on-site 
repair work). 

 

Photographic and video evidence.  

• Pictures and videos are good sources of evidence 

that the setting has made repairs or improvements 

to the physical site and grounds. 

Statements of support from individuals, 
family members, or public officials. 

• While feedback from the community may be 
valuable to the setting, it does not serve as 
evidence of compliance. 

 
Promises to comply.  

• Written statements from the setting where 
a promise is made to comply with the 
regulation is not factual evidence. 
 
The plan of correction alone.  

• Some providers believe that submitting a plan 
to correct non-compliances is sufficient to 
demonstrate compliance. This is not the 
case. Following the plan leads to compliance, 
so evidence of following the plan is required. 
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Corrective Action Plan Tips 

 
DDSN has received and reviewed thousands of plans of correction. DDSN recognizes that provider agencies 
are structured differently and manage operations in different ways. There is no “standard” plan of correction 
that’s effective for all providers; what works for one provider may not always work for another provider. DDSN 
wants you to succeed, so don’t hesitate to ask us for technical assistance with developing a plan or submitting 
evidence! You may ask for help at any time, but it’s extremely beneficial to seek assistance before submitting 
your plans of correction for review. This will minimize ongoing back-and-forth correspondence and will lead to 
quicker POC approvals. 

DDSN has identified several recurring elements in providers’ plans of corrections that have shown to be 

ineffective to achieve and maintain compliance. Consider the following when creating and implementing POCs. 

 

Overreliance on Policy and Procedures for Corrective Action. Policies and procedures can be effective 

components of a plan of correction, but they shouldn’t be the primary solution. In some cases, creating additional 

policies sets the provider up for failure, because they create additional (self-imposed) standards that must be 

adhered to above and beyond DDSN requirements. Specific actions are much more effective than written 

policies. If a new policy or procedure is necessary to prevent recurrence of non-compliance, make sure it fits into 

your existing policies and operations. 

 

 

New Checklists, Forms, and “Tickler Files.” Many providers elect to create new forms and tracking 

mechanisms to monitor ongoing compliance with a requirement. Creating additional document beyond DDSN 

requirements may result in unnecessary administrative burdens for the provider. Before creating new forms and 

tracking mechanisms, ask yourself: Are we really going to do this in the long term? Will it really help? If additional 

documentation is required, make it as simple and as operationally feasible as possible. Whenever possible, 

incorporate forms and tracking systems into documents or systems that already exist. 

 

Nonspecific Staff Trainings and Training Plans. Staff training is usually necessary to prevent recurrence of a 

non-compliance, but such trainings must be targeted to the staff who need them. A plan reading “All staff will be 

trained” implies that every staff person will receive the same training, even if the training doesn’t relate to their 

job duties. For example, non-compliances relating to record content may require staff training, but only for staff 

who manage records. Also, when training staff on a new requirement or procedure, it’s a good idea to have a 

training specific to the topic as opposed to incorporating it into a regularly occurring staff meeting where other 

topics will be discussed. 

 

Not Considering the Non-Compliances in Totality when Developing the Plan. Plans of correction almost 

always address each non-compliance individually, even when different non-compliances result from the same 

root cause. If multiple physical site non-compliances are found during an inspection, it’s likely the result of 

operational gaps in physical site maintenance, so one long-term plan to prevent recurrence – such as hiring a 

physical plant manager or clarifying his duties – may be sufficient to prevent all types of physical site non-

compliances in the future. This is especially important when non-compliances for failure to meet individuals’ needs 

are found for multiple individuals. While person-centered responses are very important, providers should always 

be mindful of potential systematic issues that could compromise 

individuals’ health and safety. 
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