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C DEPARTMENT OF ROY COOPER + Govemor
ALTH AND KODY H. KINSLEY + Secretary .

MAN SERV‘CES MARK PAYNE « Director, Division of Health Service Regulation

March 8, 2022

Ms. Tonya Johnson, Director
Miss Daisy's & Associates, inc.
PO Box 1891

Wilgon, NC 27884

Re:  Annual and Follow Up Survey completed February 25, 2022
Miss Daisy's Homesite 1307 Grove Street, Wilson, NC, 27883
MHL # 088-183
£-mail Address: missdaisys@nc.rr.com

Dear Ms. Johnson

Thank you for the cooperation and courtesy extended during the annual and follow up survey completed
Fabruary 28, 2022,

As a result of the follow up survey, It was datermined that seme of the deficiencies are now In
compliance, which is reflected on the enclosed Revisit Report. Additional deficiencies were cited during
the survey.

Enclosed you will find all deficiencies cited listad on the Statement of Deficlencies Form, The purpose of
the Statement of Deficiencies Is to provide you with specific details of tha practice that does not comply
with state regulations. You must develop one Plan of Correction that addresses each deficiency listed on
the State Form, and return it to our office within ten days of recelpt of this lefier. Below you will find
details of the type of deflclencies found, the time frames for compliance plus what to include in the Plan of
Correction.

Iype of Deficiencles Found

»  Re-cited standard leve! deficiencies,

Time Frames for Compliance .
» Re-cited standard level deficiency must be corrected within 20 days from the exit of the survey,
which is March 27, 2022,

What to Include in the Plan of Correction

» Indicate what measures will be put in place to correct the deficient area of practice {i.e. changes
in policy and procadure, staff training, changes in staffing patterns, etc.).
Indicate what measures will be put in piace to prevent the problem from occurring again.
Ingicate who will monltor the situation to ensure it will not occur again.
Indicate how often the monitoting will take place.
Sign and date the bottom of the first page of the State Form.

Make a copy of the Statement of Deficiencies with the Plan of Correction to retain for your records.
Plaase do not include confidential information in your plan of correction and pleasa remember
never to send confidential information {protected health information) via email.

MENTAL HEALTH LICENSURE & GERTIFICATION SECTION
NG DEPARTMENT OF HEALTH AND HUMAN SERVIGES « DIVISION OF HEALTH SERVICE REGULATION

LOGATION: 1800 Umstead Drhive, Willlams Building, Raleigh, NG 27603
MAILING ADDRESS: 2718 Mail Service Center, Raleigh, NG 27699-2718
www.nodhhs.gov/dhsr « TEL: §19-855-3795 » FAX: 919-715-8078

AN BGUAL DPPORTUNITY F AFFIRMATIVE ACTION EMPLOYER
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3/8/22
Miss Daisy’s Homesite
Ms, Tonya Johnson

Send the original completed form to our office at the following address within 10 days of receipt of this
fettar.

Mental Health Licensure and Certification Section
NG Division of Health Service Regulation
2718 Mall Service Center
Raleigh, NC 27659-2718

A follow up visit will be conducted to verify all violations have been corrected. if we can be of further
assistance, please call Ms. Gloria Locklear, Team Leader at (810) 214-0350,

Sincetely,

Fotke> Huont

Latisha Grant
Facility Compliance Consultant |
Mental Health Licensure & Certification Section

Cc: DHSRreports@eastpointe.net
Joy Futrell, CEQ, Trillium Health Resources LMEMCO
Fonda Gonzales, Director of Quality Management, Trillium Health Resources LME/MCO
Pam Pridgen, Administrative Assistant
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INITIAL COMMENTS

An annual and follow up survey was completed
on February 25, 2022. A deficiency was cited,

The faciiity Is lleengad for the follow service
catagory: 10 NCAC 276G .5600C Supervised
Living for Aduits with Developmental Disabilities,

The survay sample conslsted of audits of 3
current clients.

27G 0202 (F+|) Personnel Requirsments

10ANCAC 276G .0202 PERSONNEL
REQUIREMENTS

() Continuing education shall be documented,
(g) Employes training programs shall be
provided and, at a minimum, shalt consist of the
following:

(1) general organizational orientation;

(2) training on client rights and confidentiality as
delineated In 10ANCAC 27C, 27D, 27E, 27F and
10A NCAC 26B;

(3} training to mest the mh/idd/sa needs of the
client as specifled in the treatment/habilitation
plan; and

(4) training In Infectious diseases and
blocdborne pathogens.

(h) Excapt as permitted under 10a NCAC 27G
.5602(b} of this Subchapter, at least one staff
member shall be avaliable in the faciiity at all
times when a client Is present. That staff
member shall be trained in baslc first ald
inciuding selzure management, currently trained
to provide cardiopulmonary resuscitation and
tralned in the Heimlich maneuver or ather first aid
tachnlgues such as thoge provided by Red Cross,
the Ametlcan Heart Assaciatian or their
equivalence for relieving airway obstruction.
()_The governing body shall develop and

Vv 000

V108

Miss Daisy’'s &
Associates Inc.
will ensure
that all staff
are trained
on sleep
apnea, CPAP,
CPAP
cleaning &
sanitizing
machine.

ulation
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TITLE {X8) DATE

3/ 22

&

VHR211 if cofinuntfn sheat 1 of 3




31872028 08147 HMiss Daisy {FhR 2022518062 P a4/ 006
PRINTED: 03/04/2022
FORM APPROVED
Diviston of Health Service Requlation
BYATEMENT OF DEFIDIENCIES (X1} PROVIDERSBUPPLIERICLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A BUILDING: COMPLETED
' R
MHL098-163 B. WING 02/25/2022
MAME OF PROVIDER OR SUPPLIER BTREET ADDRESSE, CITY, 8TATE, 2ip CODE
1307 GROVE STREET
MiSS DAISY'S HOMESITE WILEON, NG 27853
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implement policles and proceduras for identifying,
reporting, investigating and controlling Infectious
and communicable diseases of parsonnei and
cllants.

This Rulo I8 not mel as avidenced by:

Basad on record raviews, obsarvations and
Interviews, the facility failed to provide tralning to
mest the neads of the cllents for 2 of 2 direct care
staff audited (Staff #2, Staff #3). The findings are:

Review on 2/25/22 of client #3's record revealed:
-52 year old femals

~Adission date 12/23/03

-Diagnoses included mild intellectual disabilities,
unspacifisd mood disorder, ungpecified
psychological condition, unspecified psychosis,
cerebral palgy, seizure disorder, hypertension,
hyperlipidemia, gastroesophageal reflux disease
(GERD), hiztory of head injury as a child,
-Continuous pusitive alrway pressure {CPAP)
maching uged at night due to sleap apnea in
treatment plan dated 8/1/21.

Review on 2/25/22 of staff #3's personnel fils
revaalad:

-Hire date, 5/7/97.

~No documentation of fraining on sleep apnsaa,
CPAP, or the CPAR cieanser and sanifizer
machine,

Review on 2/25/22 of staff #2's personnel file
revealad:

~Hire deta, 2/25/02.

~Ng documentation of tralning on sleep apnes,

To prevent the
problem from
occurring again,
the QP will
monitor and
ensure that CPAP
training is included
in the annual
training. The
monitoring will
occur quarterly
during employee
record reviews.

m
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GPAP, or the GPAP cleaner and sanitizer Miss Daisy's &
machine,
Interview on 2/26/22 the Assistant Director stated: Associates Inc.
~Btafl had been traired on the uso of sleap apnes
the CPAP, CPAF cieaner and sanltizer machine. ®
-A copy of the training had not bean placed in the Wi l l ensure
staff personnel files,
-Ha could not locate the documentation of the h ' l f f
training for sleap apnes, the CGPAP, CPAP cleaner
ant sanliizer machine, t at a Sta
-Thare had been no adverse Incidents with the .
use of the CPAP machine with cllent #3. a re t r a I ned
Thia deficiency constitutes a re-cited deficiency
and mugt be corrected within 30 days. o) n Sl ee p
apnea, CPAP,
cleaning &
] ] w
sanitizing ;lﬁ[
[ ]
machine. 902*
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MULTIFLE CONSTRUCTION
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212612022 vi

NAME QF FACILITY

MISS DAISY'S HOMESITE

1307 GROVE STREET
WILSON, NC 27883

STREET ADDRESE, QITY, STATE, 2IF CODE

This raport is completed by a State surveyor o show thoss deficlencies previously reported that have been corrected and the date such
corractive action was accomplished, Each deficiency should be fully identifiad using sither the regulafion or LSC provision number and the
identification prefix code praviously shown on the Btate Survey Report {prefix codes shown to the teft of sach reguinament on the survey

report form},
ITEM DATE TEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5

D Prefix v0105 Corraction | iD Prafix v118 ~Correction | 1D Prefix v0201 Carrection
Rag. # 276 .0201 (A} (1-7) Completed | Reg. # 776 .0209 (C) Completed | Reg.# 276 603 Complated
L8C _ o2sRoez  |LSC YER022 | LSC 021252002
1D Profix Correction | 1D Prafix Corraction | 10 Prefix Corractlon
Reg. # Completed |Reg # Completed | Reg. # Completed
L3C _ L8C L&C o )

10 Prafix Corraction | 1D Prefix Correction | 1D Prefix Cotraction
Reg. # Complated [Reg. # Complated | Reg. # o __ Completed
LsC LsC L3C

iD Prefix Corrsction 110 Prafix Corraction | 1D Prafix Corraction
Reg. # Completed | FReg # Completed | Reg. # Completed
L3C L5850 L3G

D Profix Corraction | i0 Prefix Corraction | 1D Prefix Corraction
Reg. # Completed |[Reg. # Completed | Reg. # Completed
LEC LSC LSGC
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FOLLOWUP TO SURVEY COMPLETED ON [T GHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF

/1812019 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TQ THE FACILITY? Cves 3 nNo

STATE FORM: REVISIT REPORT (11/06)
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