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JOHNSON & JOHNSON HEALTH CARE GROUP

V000 INITIAL COMMENTS V 000

' An annual survey was completed on November
' 19, 2024. Deficiencies were cited. !

| This facility is licensed for the following service
| category: 10A NCAC 27G .5600F Supervised
. Living for Alternative Family Living.

| This facility is licensed for 2 and has a current
census of 1. The survey sample consisted of an
| audit of 1 current client.

V108 27G .0202 (F-1) Personnel Requirements V108

- 10A NCAC 27G .0202 PERSONNEL ,
REQUIREMENTS '
(f) Continuing education shall be documented.

| (9) Employee training programs shall be

| provided and, at a minimum, shall consist of the

| following:

(1) general organizational orientation; !
| (2) training on client rights and confidentiality as ‘
delineated in 10A NCAC 27C, 27D, 27E, 27F and
10A NCAC 26B;

(3) training to meet the mh/dd/sa needs of the

| client as specified in the treatment/habilitation

| plan; and

(4) training in infectious diseases and [

bloodborne pathogens.

(h) Except as permitted under 10a NCAC 27G

.5602(b) of this Subchapter, at least one staff

member shall be available in the facility at all REC E ‘V ED

| times when a client is present. That staff n

| member shall be trained in basic first aid I'JEC 1 6 2021’
including seizure management, currently trained ,
to provide cardiopulmonary resuscitation and DHSR-MH Licensure Sect
trained in the Heimlich maneuver or other first aid

| techniques such as those provided by Red Cross,

| the American Heart Association or their |
| equivalence for relieving airway obstruction.
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V 108 | Continued From page 1 vV 108 /0/7 UC , "J f‘/‘” 44 7’02 (‘rJC.M

i (i) The governing body shall develop and

”

| implement policies and procedures for identifying, r . 12
| reporting, investigating and controlling infectious QUM’“H@" "J( DFCSS 4 tup
and communicable diseases of personnel and 1 79} F ( & e { { ! ,; { J / 17y / 14 FL
lients.
| clents has rgcu ved-their redreshe r
i 1
-%amr in FarstAd and
Lﬁ_yd,{[:) wdm pndrt @80567 -
ot (CPR).hes : ("D%u menls
| This Rule is not met as evidenced by: Yas be@ n ,P laC=d 1 hﬂ
Based on record review and interview, the M CC 6 _C' r'eﬁ MgJ hod S
 facility's Backup Staff and Qualified Professional 2 +
' (QP) had not received their refresher training in -H/\a,{' LLH [ ]’ /Le 9| f‘ié.d 0 i‘/éeb‘gl
| First Aid and Cardiopulmonary Resuscitation -
| (CPR) for 2 of 3 staff. The findings are: 'HA@ ‘(‘( ieJ‘ u*()d;"\/u_t Q\C
| 1 i
' Review on 11/19/24 of the Backup staff's S“ﬁk _g\ 'S
| personnel file revealed: 1T
-Her training certificate in First Aid and CPR Q P O,_r\f ‘._.QO _>
| expired 8/20/23. f
| -No documentation of current training in First Aid g\ﬁpf m:;"[ Dﬂ dﬁd‘Cs LU :
;and CPR. record e_'d iﬂ Q afw["j
| Review on 11/19/24 of the QP's personnel file P lennexs Comp lance.
' revealed: ke, as on N J‘C NEM. kt{_l
-Her training certificate in First Aid and CPR "20[ 2 I52 s, I !Q& (9 r{?&“lqr‘]

| expired in 6/2024.

! Interview on 11/19/24 with the QP revealed:
' -She thought she was current in her First Aid and .
' CPR training.

| -She would look through her files to try and find
| her current certificate. ‘

- Interview on 11/19/24 with the Chief Operations |

‘ Officer /Director/Alternative Family Living Provider .
' (COO/D/AFL) revealed:

| -She had not utilized the Backup staff to provide
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V 108 Continued From page 2 vV 108

| care for Client #1 since his admission on :
10/11/24. ‘
| -She maintained the personnel files for the !
| Backup staff and the QP. - !

-She and the QP would follow up to make sure i
 the trainings in First Aid and CPR were current for
each staff.
| -She and the QP may have to set up refresher ,
| First Aid and CPR ftraining. ‘

V 112 27G .0205 (C-D) V112 3
| Assessment/Treatment/Habilitation Plan

|
| 10ANCAC 27G .0205  ASSESSMENT AND }
| TREATMENT/HABILITATION OR SERVICE i
PLAN |
(c) The plan shall be developed based on the i
assessment, and in partnership with the client or ’
legally responsible person or both, within 30 days i |
- of admission for clients who are expected to
i receive services beyond 30 days.
. (d) The plan shall include:
(1) client outcome(s) that are anticipated to be
achieved by provision of the service and a
projected date of achievement;
(2) strategies;
(3) staff responsibie;
(4) a schedule for review of the plan at least
annually in consultation with the client or legally |
responsible person or both;
(5) basis for evaluation or assessment of
outcome achievement; and
(6) written consent or agreement by the client or
responsible party, or a written statement by the |
provider stating why such consent could not be
obtained. |
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V112 Continued From page 3

|
|
| This Rule is not met as evidenced by:

Based on record review and interview, the facility
| failed to develop and implement a treatment plan
‘ for 1 of 1 audited client (Client #1). The findings

are:
|
| Review on 11/19/24 of Client #1's record
| revealed:
| -Admission date of 10/11/24.

| -Diagnoses of Congenital Microcephaly,
| Cachexia, Chronic Obstructive Pulmonary

Disease, Colorectal cancer, Aortic

atherosclerosns Seizure, Prostrate cancer, and

| undetermined Individual Developmental Disorder
' (IDD).
| -No documented treatment plan or strategies.
|
: Interview on 11/18/24 with Client #1 revealed:
K don't know what my goals are."

| Interview on 11/19/24 with the Chief Operations

| Officer /Director/Alternative Family Living

(COO/D/AFL) Provider revealed:

-Client #1 did not have a treatment plan because

- she and the Qualified Professional (QP) were
waiting to receive the findings from Client #1's

| psychological evaluation which was scheduled for

12/30/24.

-She had no written strategies in place.

| -She assisted Client #1 with medication

| administration, meal preparation, transportation to

| his day program and supervision when present at

\ the facility.

ASSESSMENT AND Tgmww /
Hﬂrglu TavI0N OR SERVICE
CLIENTS Plan was (o Vo)
ey Hhe BP % Tohnson 3
—\Sc)\m“ao;n Hea Mincarve, |
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Co \aﬂu_ob)f& Las |
on D\léwi»\oef ¥, 202y,
Cliend unll elZive o |
Fé“j})’tal u%lcaJ evod usction
on vecevnloer 20,2024
with The et ll GVO{,LF)
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4’48'0"\‘}1’1(&/(: Qro'a_ MN
Hake Measures | w
Cehuwre. Ry ec[ uesh Mgc
olocume_ma on beld
‘—Hxa Fr-Coo
request &l asswes&m?m
et PRS0 J:}l: ¢ al eeAT
ég : %NS O\Jfg_ C,o eje(f

20 ne 20 doaw ‘
L%£\ @af‘(“ﬁ%;}m cfeftﬁ

Division of Heal!h Service Regulation
STATE FORM

OWXY 11 If continuation sheet 4 of 17




PRINTED: 11/27/2024

1 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: i ; * COMPLETED
. BUILDING:
MHL034-402 B:WING 11/19/2024

NAME OF PROVIDER OR SUPPLIER

JOHNSON & JOHNSON HEALTH CARE GROUP

STREET ADDRESS, CITY, STATE, ZIP CODE

1745 BURTON STREET
WINSTON SALEM, NC 27105

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 review and interview, the facility
| did not access the North Carolina Health Care

| Personnel Registry (HCPR) prior to the daie of

| hire for 1 of 1 Qualified Professional (QP). The
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V112 | Continued From page 4 V112 C S 13lE 256 (D) FEW'*
-"[Client #1]'s mental and physical health '?p; Tl éﬂ-{ji mpﬂ”" \/@ﬂﬁd@h@n
| information is sketchy and | with my QP are trying
to work with the [DSS (Department of Social ) drv\_-gf)ﬂ z Dohwvison Hf‘ah-ncarg
Services) social worker] to piece information : : i
together ..." &% A avxl Cm/ D/ﬂ{:t}c Di,i
o I
= | (ompleled @ secon
Interview on 11/19/24 with the QI? revealed: "‘\UL-"—/ ‘ ona Sj)fa.(‘.f mé\{‘d'
-She confirmed there were no written treatment A_
strategies or plan for Client #1. ,_C( \{ d wmeﬂ"b:h@? ‘ I
| -"We are waiting for the findings of his (Client ns Opna \eJq
| #1)'s psychological evaluation for his plan.” News Hcp | E ﬁsp h
andl placed (n Lites ©
V 131 G.S. 131E-256 (D2) HCPR - Prior Employment V131

Movem\faf::r“ |4, 2034 |
oncsen 2'30"\’\*“0""' ek
Growp,Cou | D) AFL, oncl
QP wil / addlress d-he methecl
aluw comprenn ca—

I/\m;n gm Lﬁha%m

Theve. will DQQ%LQJ
Check st compkeiaﬂm
e cmck [isf will
aHeehed 1D e sta L85
C{[e with (nihals 4o
(onler m dpotments

(are,

findings are: CL’\C Ld &’es |
| Review on 11/19/24 of the QP's personnel record |
| revealed:
-Hire date of 8/22/23.
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V 131/ Continued From page 5 V131
- -Date HCPR accessed was 5/8/24.

| Interview on 11/19/24 with the QP revealed:
-She started QP services to the facility on
8/22/23.

-The HCPR accessed on 5/8/24 was not related
to her employment with the AFL (Alternative
Family Living) facility.

-She believed the Chief Operating
Officer/Director/AFL Provider (COO/D/AFL)
accessed the HCPR when she started QP work
for the facility.

-Her personnel record was maintained by the
COO/D/AFL Provider.

Interview on 11/19/24 with the COO/D/AFL
Provider revealed:

| -She thought she had accessed the HCPR for the
' QP on or before the QP's hire date.

-She would search for the initial HCPR for the
QP.

V133 G.S. 122C-80 Criminal History Record Check V133

G.S. §122C-80 CRIMINAL HISTORY RECORD
| CHECK REQUIRED FOR CERTAIN
APPLICANTS FOR EMPLOYMENT,
(a) Definition. - As used in this section, the term
"pravider" applies to an area authority/county
program and any provider of mental health,
| developmental disability, and substance abuse
services that is licensable under Article 2 of this
Chapter.
(b) Requirement. - An offer of employment by a
provider licensed under this Chapter to an
- applicant to fill a position that does not require the
applicant to have an occupational license is
conditioned on consent to a State and national
criminal history record check of the applicant. If

Division of Health Service Regulation
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V133 | Continued From page 6 V133

' the applicant has been a resident of this State for

less than five years, then the offer of employment

is conditioned on consent to a State and national

| criminal history record check of the applicant. The

' national criminal history record check shall

| include a check of the applicant's fingerprints. If
the applicant has been a resident of this State for
five years or more, then the offer is conditioned
on consent to a State criminal history record

| check of the applicant. A provider shall not

- employ an applicant who refuses to consent to a

criminal history record check required by this

section. Except as otherwise provided in this

subsection, within five business days of making

the conditional offer of employment, a provider

shall submit a request to the Department of

Justice under G.S. 114-19.10 to conduct a

| criminal history record check required by this

| section or shall submit a request to a private

. entity to conduct a State criminal history record
check required by this section. Notwithstanding

| G.S. 114-19.10, the Department of Justice shall

| return the results of national criminal history

record checks for employment positions not

covered by Public Law 105-277 to the

Department of Health and Human Services,

Criminal Records Check Unit. Within five

business days of receipt of the national criminal

history of the person, the Department of Health

and Human Services, Criminal Records Check

Unit, shall notify the provider as to whether the

information received may affect the employability

| of the applicant. In no case shall the results of the

- national criminal history record check be shared
with the provider. Providers shall make available

| upon request verification that a criminal history
check has been completed on any staff covered
by this section. A county that has adopted an

' appropriate local ordinance and has access to

Division of Health Service Regulation
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V133 | Continued From page 7 V133

the Division of Criminal Information data bank

may conduct on behalf of a provider a State

criminal history record check required by this

| section without the provider having to submit a

' request to the Department of Justice. In such a
case, the county shall commence with the State
criminal history record check required by this
section within five business days of the
conditional offer of employment by the provider.

| All criminal history information received by the
provider is confidential and may not be disclosed,

- except to the applicant as provided in subsection
(c) of this section. For purposes of this
subsection, the term "private entity” means a
business regularly engaged in conducting

. criminal history record checks utilizing public
records obtained from a State agency.

| (c) Action. - If an applicant's criminal history

' record check reveals one or more convictions of

arelevant offense, the provider shall consider all

of the following factors in determining whether to

hire the applicant:

(1) The level and seriousness of the crime.

(2) The date of the crime.

| (3) The age of the person at the time of the
conviction.

| (4) The circumstances surrounding the

' commission of the crime, if known.

| (5) The nexus between the criminal conduct of

the person and the job duties of the position to be

filled.

(6) The prison, jail, probation, parole,

rehabilitation, and employment records of the

person since the date the crime was committed.

| (7) The subsequent commission by the person of
a relevant offense.

| The fact of conviction of a relevant offense alone
shall not be a bar to employment; however, the

| listed factors shall be considered by the provider.

Division of Health Service Regulation
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V133 Continued From page 8

If the provider disqualifies an applicant after

| consideration of the relevant factors, then the
provider may disclose information contained in

| the criminal history record check that is relevant
to the disqualification, but may not provide a copy

| of the criminal history record check to the
applicant.
(d) Limited Immunity. - A provider and an officer
or employee of a provider that, in good faith,

| complies with this section shall be immune from
civil liability for:
(1) The failure of the provider to employ an
individual on the basis of information provided in
the criminal history record check of the individual.
(2) Failure to check an employee's history of

- criminal offenses if the employee’s criminal

" history record check is requested and received in

| compliance with this section.

| (8) Relevant Offense. - As used in this section,

"relevant offense” means a county, state, or

federal criminal history of conviction or pending

indictment of a crime, whether a misdemeanor or

felony, that bears upon an individual's fitness to

have responsibility for the safety and well-being of

persons needing mental health, developmental

disabilities, or substance abuse services. These

| crimes include the criminal offenses set forth in
any of the following Articles of Chapter 14 of the

' General Statutes: Article 5, Counterfeiting and
Issuing Monetary Substitutes; Article 5A,
Endangering Executive and Legislative Officers;

| Article 6, Homicide; Article 7A, Rape and Other
Sex Offenses; Article 8, Assaults; Article 10,

- Kidnapping and Abduction; Article 13, Malicious
Injury or Damage by Use of Explosive or

| Incendiary Device or Material; Article 14, Burglary
and Other Housebreakings; Article 15, Arson and

| Other Burnings; Article 16, Larceny; Article 17,
Robbery; Article 18, Embezzlement; Article 19,

V133
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False Pretenses and Cheats; Article 19A,
Obtaining Property or Services by False or

| Fraudulent Use of Credit Device or Other Means;

| Article 19B, Financial Transaction Card Crime
Agct; Article 20, Frauds; Article 21, Forgery; Article

| 26, Offenses Against Public Morality and
Decency; Article 26A, Adult Establishments;

| Article 27, Prostitution; Article 28, Perjury; Article

29, Bribery; Article 31, Misconduct in Public

Office; Article 35, Offenses Against the Public

' Peace; Article 36A, Riots and Civil Disorders;

| Article 39, Protection of Minors; Article 40,
Protection of the Family; Article 59, Public
Intoxication; and Article 60, Computer-Related
Crime. These crimes also include possession or
sale of drugs in violation of the North Carolina

| Controlled Substances Act, Article 5 of Chapter

| 90 of the General Statutes, and alcohol-related

offenses such as sale to underage persons in

violation of G.S. 18B-302 or driving while

impaired in violation of G.S. 20-138.1 through

G.S. 20-138.5.

(f) Penalty for Furnishing False Information. - Any

applicant for employment who willfully furnishes,

supplies, or otherwise gives false information on

an employment application that is the basis for a

criminal history record check under this section

shall be guilty of a Class A1 misdemeanor.

(g) Conditional Employment. - A provider may

employ an applicant conditionally prior to

obtaining the results of a criminal history record

| check regarding the applicant if both of the

| following requirements are met:
(1) The provider shall not employ an applicant
prior to obtaining the applicant's consent for
criminal history record check as required in

| subsection (b) of this section or the completed

| fingerprint cards as required in G.S. 114-19.10.

| (2) The provider shall submit the request for a

V133 [
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criminal history record check not later than five
business days after the individual begins
conditional employment. (2000-154, s. 4;
2001-155, s. 1; 2004-124, ss. 10.19D(c), (h);
2005-4, ss. 1, 2, 3, 4, 5(a); 2007444, s. 3.)

| ey

This Rule is not met as evidenced by: — T e
Based on record review and interview, the facility .)OV\"‘S o T Jonnson

did not request a State Bureau of Investigation H& Hh CC,LV’C.‘, GIVOL‘L'P

making the conditional offer of employment for 1 -
' of 1 Qualified Professional (QP). The findings purcl Check.
g . i
=hes Jhne P De cenndo=2C
Review on 11/19/24 of the QP's personnel record Zm—u . m | S(Pfﬁ@ed d—hﬂ

-Hire date of 8/22/23.

| requested by an employer unrelated to the AFL
(Alternative Family Living) facility. it

criminal background check.

| AFL Provider (COO/D/AFL) maintained her

' Interview on 11/19/24 with the COO/D/AFL o
Provider revealed:

-The QP had a criminal background check which
could be provided for review.

=

” { » |
-The facility's Chief Operating Officer/Director/ \;___D hL r; f@‘ 4, H‘-»'gg | C‘L&g @3, |

ersonnel record. = [ m_é“?\_f - H I/]D"L' |
; oS HAT Fle 15 coug
1

|

a1 " k

"S' )9‘2\ C‘ZSQ L,f'\mu'n: |
b Recod ChecK. |

| (8BI) national background check within 5 days of C W £e @ 7. Cfﬂ’"ﬂtll Vhl # 5‘}"&
F "DJ

revealed: \gffs ' Cr el che (:k'_JSO |
-1/24/24 criminal background check. —-}O Odd{@_gs d_ h& A4 é\-,l I/foc} !

| Interview on 11/19/24 with the QP revealed: ‘j’m}}' Wi ” b‘e MS(‘;’(ﬁ 1 \;L‘fke
-Her 1/24/24 criminal background check was '42)?‘}’”5?} ’ W1 'a C {T{:}fD/ﬁ’RI' :
(1 comghefe all Crimind

-She would need to visit the facility and locate her P ke 'INOUJ’"(-{ c het k. 'Pf iw

o,
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V 536 27E .0107 Client Rights - Training on Alt to Rest. | v536
| 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

| course.
(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;
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| (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);
(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
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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
| 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.
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el TO RES i
' (k) Qualifications of Coaches:
(1) Coaches shall meet all preparation E]\.\Tl Or s !
| requirements as a trainer. c B ¥ has l
' (2) Coaches shall teach at least three times Oh‘ﬂ-)oy‘ 2 JQhnnsen R |
| the course which is being coached. } H‘!Cﬁk e é]VOU«f
(3) Coaches shall demonstrate [
| competence by completion of coaching or dOJ“'eC‘ ATLLLL ‘MC' |
| train-the-trainer instruction. ’ v h 17l
' (1) Documentation shall be the same preparation CL[ ﬂ[ 4 : % ‘
as for trainers. C Ool p L"J Qw)i .ped i
i
Y o&(‘sq [ra E arcl
|
boc kP Stk Traun g
wos comp lejed 61 |
M,
/\)@ngk)er 2520
Johnson * Schysen H:’aﬁJ h-
 This Rule is not met as evidenced by: il
Based on record review and interview, the Chief Ca){ e Q](DLLP L @dd'ﬁ%
| Operations Officer /Director/Alternative Family m @L\'\ng"l'o ﬁ’\ar\ﬁ-ow
| Living Provider (COO/D/AFL), the Backup Staff £ ‘:_ \_q w{
' and the Qualified Professional (QP) had not Clieny and S Yo
received refresher training on Alternatives to QH{
' Restrictive Interventions. The findings are: C‘OO D / A\"L‘ i | J Cor F
| ia!
' Review on 11/19/24 of the COO/DIAFL Provider's ‘-{v’fﬁ.? Vv V5 %r NCI 3?@ \3‘)
| personnel record revealed: b,l Q LQ
| -Her National Crisis Intervention in Prevention V[Jl;\t.. Nj'OY ‘
| ??ﬂ ggfenswe (NCi+-) dated 7/11/22 expired W\gﬁ 6 I )J\C( &Mi.so dPJQJ
| ! - ra N
| -No documentation of current training on r:f /'d RN ,‘)’ ‘/‘ 1/ |
| Alternatives to Restrictive Interventions. n _‘H“\ Q C OD D, / AFL f P g4
| Review on 11/19/24 of the Backup staff's [‘ ¥y } M me // ﬁl
| personnel file revealed: QCOA J@ ’"31 I Lot A W
-Her NCI +- training certificate dated 8/4/22 S L5 on oy e i SrllAers
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| hnsom € Johnson |
| Review on 11/19/24 of the QP's personnel file }_} {:ﬁ, '
‘I revealed: ’ ir 'j@ h(‘&f = {JL} \
' -Her NCI +- training certificate dated 6/1/22 J-CC &ﬁ “%f (ﬁ
expired 6/2023. i-
| -No documentation of current training on kJ’!DLE 65’1 i )J ‘-E' 5 C“IG LQ (J
| Alternatives to Restrictive Interventions. CW j OV, a i“fzkl,.?fj @Lff} .‘;-he’
‘ Interview on 11/19/24 with the QP revealed: b *‘g%/}g” ]:”M 10 f /‘ﬁ_jf‘ {f;ﬂ\-‘
-She thought her training in NCI+- was current. é a |
| -She planned to look through her personnel file to b i W y? %’ { ;_ iU{ 3
| try and find her current training certificate. ' ; i on
| new 1aht lad® |
‘ Interview on 11/19/24 with the COO/D/AFL 9 O
|
Provider revealed: \[Q Y\h bé v 8\ ’if ? q l"
| -She thought her training in NCl+- was up to date. T‘I 1 { ’1:‘.\01’1 -H@L"]' -
| -She would make sure all staff received refresher V1on J ® ! )
training. i : re. G”?(DLL 10 Lo U-'Pd
V736 OJ.( YW\ ou h“{”aﬂ(\'g—o’

V736 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.

| This Rule is not met as evidenced by:

' Based on observation and interview, the facility
was not maintained in a safe and attractive

| manner. The findings are:

Observation on 11/19/24 between 11:27 am and
12:00 noon of the facility revealed:
-A control knob was missing from the stove for

re@irs |Nside arc
wf,j.h;h L reoXonh P

S

affor e nqb rtow‘ﬂgf‘d

e ?vo Jem

Division of Health Service Regulation
STATE FORM

6899

OWXY 11 If continuation sheet 16 of 17




PRINTED: 11/27/2024

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: B COMPLETED
MHL034-402 BrinG 11/19/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1745 BURTON STREET
JOHNSON & JOHNSON HEALTH CARE GROUP
WINSTON SALEM, NC 27105
(X4)ID | SUMMARY STATEMENT OF DEFICIENCIES f D ‘ PROVIDER'S PLAN OF CORRECTION | (X5)
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 736 | Continued From page 16 V736

the left rear burner.
-Light bulbs were not working over the bathroom
sink vanity.

Interview on 11/18/24 with Client #1 revealed:
-He did not know of any repairs needed at the
facility.

Interview on 11/19/24 with the Chief Operations
Officer /Director/ Alternative Family Living
Provider (COO/D/AFL) revealed:

-She ordered a new control dial for the stove.
-She thought only 1 light bulb had burned out |
over the bathroom sink vanity. '
-She would check the light bulbs and replace any
of the bulbs that were not working.
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