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V 000 INITIAL COMMENTS V 000

An annual survey was completed on 1/27/2022.
Deficiencies were cited.

This facility is licensed for the following service
category: 10A NCAC 27G .5600A Supervised
Living for Adults with Mental lliness.

The survey sample consisted of audits of 3
current clients.

V105 27G .0201 (A) (1-7) Governing Body Policies V105

10ANCAC 27G .0201 GOVERNING BODY
POLICIES

(a) The governing body responsible for each
facility or service shall develop and implement
written policies for the following:

(1) delegation of management authority for the
operation of the facility and services:

(2) criteria for admission;

(3) criteria for discharge;

(4) admission assessments, including:

(A) who will perform the assessment; and

(B) time frames for completing assessment.

(5) client record management, including:

(A) persons authorized to document:

(B) transporting records:

(C) safeguard of records against loss, tampering,
defacement or use by unauthorized persons;
(D) assurance of record accessibility to
authorized users at all times: and

(E) assurance of confidentiality of records.

(6) screenings, which shall include:

(A) an assessment of the individual's presenting
problem or need;

(B) an assessment of whether or not the facility
can provide services to address the individual's
needs; and

(C) the disposition, including referrals and
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(7) quality assurance and quality improvement
activities, including:

(A) composition and activities of a quality
assurance and quality improvement committee:
(B) written quality assurance and quality
improvement plan;

(C) methods for monitoring and evaluating the
quality and appropriateness of client care,
including delineation of client outcomes and
utilization of services;

(D) professional or clinical supervision, including
a requirement that staff who are not qualified
professionals and provide direct client services
shall be supervised by a qualified professional in
that area of service;

(E) strategies for improving client care;

(F) review of staff qualifications and a
determination made to grant
treatment/habilitation privileges:

(G) review of all fatalities of active clients who
were being served in area-operated or contracted
residential programs at the time of death:;

(H) adoption of standards that assure operational
and programmatic performance meeting
applicable standards of practice. For this
purpose, "applicable standards of practice"
means a level of competence established with
reference to the prevailing and accepted
methods, and the degree of knowledge, skill and
care exercised by other practitioners in the field;
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This Rule is not met as evidenced by:
Based on record reviews and interview, the ’ { [ ’Z”Z’;‘?ﬂu
facility failed to assure operational and . ) HJ’Y] (S Wi
programmatic performance meeting applicable -|\> NN U : Lﬁ /‘LL ¢a)
standards of practice by obtaining a Clinical OLH (T i C
Laboratory Improvement Amendments (CLIA) i It , e HN
waiver for blood sugar monitoring. The findings . fL 4’ "‘ Z . ‘La‘hbé.—f
are: C/(/LQ . o ,l' N ool {
Reviews on 1/26/2022 and 1/27/2022 of Client D\CCO 6 C).Z ‘ /P'I "
#1's record revealed: AD /L/I o Arzun el 3 M"d
- Admission date: 9/1/2020 NI AT s 1e »—va—
- Diagnoses: Schizophrenia, Mild Intellectual ompld wih
Disability (IDD); Diabetes, Type II; Hypertension ’\D ol _ _’\/l/u,_(,[ (OUN
(HTN); and Hyperlipidemia. A ansue
- A physician's order for daily blood sugar testing, ) do ﬂ)
dated 8/19/2020. 6\,1.1{"/[ p nnalle H)M/
T ord W .
Review on 1/26/2022 of Client #1's medication S‘H« . ,{'\Dl(, C/(JH
administration records dated 11/1/2021 to wil ey - ol ood-
1/20/2022 revealed: U.)L 'U e ,R) i ., {‘L
- Blood sugar testing was completed daily. @,L CU( fW W%Y“ gu /,U
Review on 1/25/2022 of Client #3's record W )'?Uw\)f' QU Lnd "
revealed: ood a 5 (s _,[
- Admission date: 12/10/2010 et ot Py
- Diagnoses: Schizophrenia; Mild IDD; HTN: A,(),RM W l
Obesity; Sleep Apnea; Diabetes (type ";\\ y\UM L > C Lj‘ﬂ
unspecified); Asthma; and Hyperlipidemia 0}\5 ;,LJY\ o W 1—\/(/'\
- A physician's order for daily blood sugar testing, O[CC"' i - I ‘h
dated 1/22/2019. fﬁ‘\ it
Review on 1/25/2022 of Client #3's medication
administration records dated 11/1/2021 to
1/20/2022 revealed:
- Blood sugar testing was completed daily.
Review on 1/25/2022 of the facility's license
documents revealed:
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- No CLIA waiver had been obtained.
Interview on 1/27/2022 with the Qualified
Professional/House Manager revealed:
- The facility did not have a CLIA Waiver to
perform brood sugar monitoring with a
glucometer.
- Facility staff did assist Clients #1 and #3 with
testing their blood sugar.
- She had never heard of a CLIA Waiver or that
the facility was required to obtain one.
V' 536/ 27E .0107 Client Rights - Training on Alt to Rest. V 536

Int.

10ANCAC 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

’P.'ﬂhatu ”

L e
Sj:{wnm Y “i‘“’rw‘
Q> 19

JOA NOAC
Pl ,\t’\(i(w- Hd\fl(,_)

d NC
OL\W HX(U'{"L |-ad -3

Hoﬂﬂfb

Ul "

|-
[+

Division of Health Service Regulation
STATE FORM

6899

0J4711

If continuation sheet 4 of 10




PRINTED: 01/31/2022

FORM APPROVED
Division of Health Service Requlation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: % BUICH, COMPLETED
MHL085-028 B WING 01/27/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1173 PERCH ROAD
PINNACLE HOMES I
PINNACLE, NC 27043
(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (Xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
V 536 | Continued From page 4 V 536
course.

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

() 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.

(9) 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
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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 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
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instructor training at least every two years.

{i) 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.

(I} 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 3 of 3 audited staff
(#1, #2 & the Qualified Professional/House
Manager (QP/HM) received training on
alternatives to restrictive interventions at least
annually. The findings are:
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need for restrictive interventions at least once
annually.
(8) Trainers shall complete a refresher
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Review on 1/26/2022 of Staff #1's employee
record revealed:

- Hire date: 7/31/2011

- Training on NCI+ (the training curriculum used
by the facility for training on alternatives to
restrictive interventions) had expired on
"M1/2021."

- Recertification training on NCI+ had been
completed on 1/24/2022.

Review on 1/26/2022 of Staff #2's employee
record revealed:

- Hire date: 3/24/2013

- Training on NCI+ had expired on "11/2021."
- Recertification training on NCI+ had been
completed on 1/24/2022.

Reviews on 1/20/2022 & 1/26/2022 of the
QP/HM's employee record revealed:

- Hire date: 6/17/2010

- Training on NCI+ had expired on "11/2021."
- Recertification training on NCI+ had been
completed on 1/24/2022.

Interview on 1/25/2022 with Staff #1 revealed:
- There had been a lapse in her training
certification in NCI+ prior to the training she
completed on 1/24/2022,

- The QP/HM usually scheduled recertification
trainings.

Interview on 1/25/2022 with Staff #2 revealed:

- She had just received recertification training in
NCI+ on 1/24/2022.

- Her previous training in NCI+ had expired.

- The QP/HM scheduled staff trainings.

Interview on 1/25/2022 with the QP/HM revealed:
- Recertification training for NCI+ had been
scheduled before the before NCI+ training
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certifications had expired for all staff.

- The recertification trainings had to be canceled
due to Covid-19 pandemic exposures, the NC|+
Trainer having been on vacation, and facility staff
having taken vacation days.

- She tried to schedule trainings for all facility staff
at the same time in order to simplify tracking
when recertification was due.

- Usually, the facility did not have any problems
with recertification trainings being completed on
time.

V752 27G .0304(b)(4) Hot Water Temperatures V752

10A NCAC 27G .0304 FACILITY DESIGN AND
EQUIPMENT

(b) Safety: Each facility shall be designed,
constructed and equipped in a manner that
ensures the physical safety of clients, staff and
visitors.

4) In areas of the facility where clients are
exposed to hot water, the temperature of the
water shall be maintained between 100-116
degrees Fahrenheit.

This Rule is not met as evidenced by:

Based on observation and interviews, the facility
failed to maintain the hot water temperature
between 100-116 degrees Fahrenheit (F). The
findings are:

Observation of the facility's hot water
temperatures from approximately 10:05 am -
10:30am on 1/26/2022 revealed:

- At the kitchen sink: 124 degrees F.

- At the Laundry room utility tub: 120 degrees F.
- At the sinks in the ladies' bathroom: 120
degrees F.
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L
- At the shower in the ladies' bathroom: 118 ‘ ) H}f”ﬁ w ”
degrees F. P’ nﬂad’t ' I L{ LL
unc %
Interview on 1/25/2022 with Staff #1 revealed: hav L0
. . 1 I
- She was not aware of any issues with the hot y O\ ; ‘
. b Junn (L W
water temperature in the facility. ‘ p\ NnYa

Interview on 1/25/2022 with Staff #2 revealed:
- The hot water in the facility was "good."

Interview on 1/27/2022 with the Qualified
Professional/House Manager revealed:

- There had not been any problems with the hot
water temperature in the facility.

- The facility had two water heaters.

- All of the clients in the facility were capable of
adjusting the water temperature in crder to avoid
scalds.

- None of the clients had been injured by hot
water.
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