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An Annual and Follow Up Survey was completed

on May 23, 2022, Defislencies ware clied,

The facility is licensad for the following sorvice

category: 10A NCAC 276G 58000 Supervisad

Living For Aduits with Develepmental Disablities, V 112- Client # 4’s PCP was

This facility Is licensed for 8 and currently has a up.) dated ?n 1/17/22 and

census of 5. The survey sample consisted of client # 5's PCP was updated

audits of 3 current clients. 3/3/22. As of 6/3/22, the PCPs

were again reviewed with the
V112 276G 0205 (C-0) V2 clients. All goals and strateples

Asseagmenw raatmani/Habiltation Plan

10A NCAG 27G 0205 ASSESEMENT AND
TREATMENT/HABILITATION OR SERVICE
FLAN

(¢} The plan shall be developed based on the
assessment, and in parinarship with the client or
lagally responsible person or both, within 30 days
of admisslon for clients who are expectad to
raceive services beyond 30 days.

(d} Tha plan shali include:

(1) client cutecome(s) that are anticipated to be
achioved by provision of the service and a
projected date of achigvement;

(2} stratonies;

(3) staff rasponsible;

{(4) aschadile for review of the plan ot jeast
annually in consultetion with the client or legally
responsible persoty or both;

(5) basis for svaluation or assessment of

were reviewed as well. The
reviews included strategies to
address dient’s diabetes
diagnosis, which inciudes
signs and symptoms of
diabetes, practice of heaithy
eating and understanding
diabetes. Going forward the
records will be reviewed
monthly by the administrator
ot designee. This review
shoutd be a cursory review to
ensure that all required
documents are present.
Additionally, the staff will
ensure that all information is
replaced in the records after

outcome achisvement; and appointments,

(&} written consent or agreemant by the client or hospitalizations, crisis

responslble party, or a written statement by the I

provider stating why such congent could not be P

obtained. T
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DESTINY FAMILY CARE HOME 2

v 112' Continued From page 1 V142

This Rule s not mat as avidanced by,
Based on record raview and interview the facility :
failad to asaure treatrment plans were reviewead
annually and in consultation with three of three
audited clients (#2, #4 and #5). In addition, the
facllity fallad o develop and implement strategies
as wall as goals to mest the needs for ene of
i three audited cllents (#5), The findings are: §

i, Raview on 5/18/22 of client #2's record
revesiad:
- Admitted: 10/40M2 !
«  Diagnoses: Arthritis, Mypertension, Mantal ‘
i Retardalion, Coronary Arteries Disease and [
! Hypeipidemia
[ Troatment plan dated 4/4/21 listed goals
[ ratated to the following:
maintain optimal health by cooperating with
‘ systomatic monltoring to promate sarly detection,
! improve sociai skilis and aliminate bahaviors
] so that supervised functioning s pesitive and
mods taken consistantly
develop and demonstrate healthy senge of
respect for social norms
I participate in day program aclivitias
1= No treatment plan updated or reviawed for
2022

- She served as her own guardian, i E

E

{
| Interview on 5/19/22 client #2 stated:

{ - She was not awara of a treatment team
meeting or discussion of goals {
- ‘The Qualified Professlonal (QF) may be abla i ?
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Continued From page 2
to further provide mare information

? Il. Raview on 5/18/22 of cllent #4's record
revealod:
- Admitted: 4/10/12
i -~ Diagnoses: Hyperlipldemia, Anxisty and
U Allergy
+ Treatment plan dated 4/2/21 listed goals
related to the following:

iearn to manage symptoms and identify
; triggers by implementing coping skills In the

homefeommunity
? Improve daily iving/productivity skills by
( following through with appaintments
improve her quality of life by increasing her

f prevocational and employment skills in order to
| obtaln employment
\
i

participate in day program activities
No treatment plan updated or reviewad for

Ima

She served as har own guardian

Intervisw on 5/18/22 client #4 stated:
lthad been "a few years” since she raviewed
ar goals,

|
|
E
[r I, Reviaw on 5/18/22 of cllent #5' record
avealad:
|~ Admitted: 171124
- Diagnoses: Sacrococgygeal Disorder, Typs 2
, Diabates, GERD {Gasiroesophages! Reflux
Diseasa), Allargle Rhinitls, Hyperlipidemia, Down
’ Sy ndroma and Nausea
- Treatment plan dated 2/4/21 listed goals
’ refated to the following:
maintain optimal healthy by moenitoring to
promate early detectlon
Increase Independent living skills via activitles
r {chores, bathing, wearing rmasks, Covid
l pracautions) increase praducﬁvlty and safety

v 112
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DESTINY FAMILY CARE HOME 2

V 112 Continyed From pags 3 g V12

pwarsness by refusing to engage In activities or
wandaring improve decision making abilities with
no more thar ong prompt

behaviors of destroying clothing, cutting hair,
glopemaent, stealing to obtain attention.
‘= Ghe served as her own guardian,

A, Intarview on 5/18/22 client #5 stated:
- "No treatment meeting irt a while. its boen a
year so."

interview on 5/18/22 the QF stated: ,
- Early this year, she had met with the clients : !
- and established goals for treatment plans.

- Sha was not sure why the clients did not
racali the treatment plan meeting, !
«  Bhe could not explaln what happened to the
treatment plans compieted in 2022,

- &he would forward the current treatment ;
plang to Divislon of Health Service Regulation i
{DHSR),

B, Review on 5M8/22 of client #5's record
ravagiad ‘
- Physician's nota dated 5/10/22: !
! "A1C is 11.6 today above her normal 10.3
L from 1US21 visi

’ "...her glucoss has been running around 220 i
| in tha AM fasting.

She is 3 months late on her follow up...
Naads to coma in for reguiar visits as

| directed.

! Glucose has increased significantly and if she
r had come in 3 months earlier as directed this t
| could have tkely been avolded.”  Giucose !
! fingerstick chacked in office -232.

Follow up with BG resuils In 2 weseks,
= Np evidence she had besn assessed :
ragarding her abiiity to check and documant her ; i

! Blood Glucose (BG) readings,
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interview on 5/18/22 cliant #5 stated:

- Bhe used to live at hame with her father pricr
to being admitted o the group home,

- Whilke living at home with her father, her

i physletan taught har how o chack her BG levels,
[ - Her BG levels ran 120, 140 up to 180.

|

|
v 112{ Continued From pags 4
|

She would only tell group home staff the
rwadings "if it was high fike 300."
I The day (5/10/22) she went ta the dootor, her
| BG was high because she had "snacked" prior to
5’ the appolntment.
+ = The doctor increazed her insulin fom 34
} units to 44 units because of the BG and the A1C
i being hlgh.
: She was suppozed to kaep track of her BG
| mmmbers and foliow up with the doctor in a few
| weeks,
I - sha "keep forgetting" to wrlle down her BG
aumbars,
! “Now, | got to figure out the numbers.” Later,
’ she sald she would just tell the doctor she forgot
| to write down the numbers,
I

Review or 5/20/22 of an email correspondence
dated 5/20/22 from the QP rovealed;
- She would not be able to send the copies of
| the treatment plans pricr to the 12 Noan
! requiremient due to a sehaduling conidlict, muitiola
i PHBR surveys at the same tme and an
unexpscted smergency.

V 114 27G 0207 Emergency Plans and Supplies

10ANCAC 276G .0207 EMERGENCY PLANS

| AND SUPPLIES

" {8) A wrltten fire plan for each facility and
area-wide disaster plan shall be developad and
: shall be approved by the appropriaie local

J

V112

V114
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v 114! Gontinued From page 5 V14
authority.
(b) The plan shall be mads available to all staff
and evacuation procedures and routes shall be V114 Asof 6/3/22 staff & the
posted in the facility. dministrator inservice
{c) Fire and disaster drills in a 24-hour facility A . we;e ool “;o
shall be held at least quarterly and shall be qn procedures and pratacols for
repeated for each shift. Drills shali be canducted _ conducting fire & disaster drills.
under conditions that simutate fire emergencies, { The residential staff will complete
{d) Each facliity shall have basic firat aid supplies ' the drills on no less than a monthly
accassible for use. basis and will be completed on all
shifts within the quarter. The
administrator will ensure drills
have been completed on a |
This Rule Is not met as avidenced by: monthly basis and will '
faaaiu'ezd l::n reco'-rctl n;view zn;l! inte:rvizv\:"thgt f:acilnty co-sign the form once completed.
S i0 SN IWE aNnd GrasBn anfs o ka3 The drills will be completed by
uarterly and on each shift. The findings are: R
e . direct care staff and will be
Revisw on §/18/22 of the facility's drills sent via monitored by the administrator
email to Divigion of Heatth Service Regulation duting the review at the end of
(DHSR) by the Qualified Professional (QP) each month.
revealed the following documentation between l
January 2022-May 2022: |
‘ - No disaster drills [
I« Fire drills were completed by the Licensee on !
118/22 at 8:00 AM, 2/3/22 at 8:00 PM, 3/2/22 at
7:00 AM, 4/8/22 at 5:02 PM and 5/3/22 at 6:53
PM.
- No avidenca fire drilis were completed by
House Maneger/staff #1 or Former Houss
Meanager/staff #2
inmrview on 5/18/22 the House Manager/staff #1
stated:
- Faciiity operated using one shift.
- She had not been off since she started
working at the facillty.
- She had worked al the faciiity 3 months,
- $he wasa the only staff that worked at the l
Divisian of Health Sefvica Regultion
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0L8L2996T6 XV 60:70 2202/20/80




Division of Haalth Service Ragulation

PRINTED: DB/2/2022
FORM APPROVED

STATEMENT OF DEFICIENCIES {X5) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IRENTIFICATION NUMBER!

MHL052-859

A BUILDING:

B. WING

[X2) MULTIPLE CONSTIRUGTION (X3} DATE SURVEY

SGOMPLETED

R

05/23/2022

NAME OF PROVIDER OR SUPPLIER

1238

DESTINY FAMILY CARE HOME 2

FAIRLANE ROAD

CARY, NG 27511

STREET ADDRESS, CITY, 8TATE, ZiF QODE

X4y 1D
PRERIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACHK DEFICIENCY MUBT BE PRECEDED 8Y FULL
REGULATORY 4R LEC IDENTIFYING INFORMATION)

0
PREFLX
TAU

| PROVIDER'S PLAN OF CORRECTION ey

| CROSS-REFERENCED TO THE APPROPRIATE OATE
! DEFICIENGY)

V4

|
|
|
|
|

Continued From page ©

facllity.

«  Bhe had not been off work since she started
working at this facility.

- 8he had not completed fire or disaster drills
since her employment at this faciily,

- ‘The Licenses Xept the fire and disaster drills
book with her.

intarview on 5/18/22 cliant #4 stated;

"“We don't da fire or disaster drifls.”
- Mfthers was 3 fire, | would meat at the
mailbox at the end of the drivaway. { would go
somewhere with no windows."
- Bormeona had told her bafore what to do in
case of & fire or disaster. Shea did not recall who

| told her.

«  She did not krtow in this house specifically
whare to go in case of disaster or fire drill.

intarview on 8/18/22 client #5 stated!

- "don't remember off hand whan" the last
time = drill was completed. Former House
Manhager worked at the home. It was in 2021 not
2022.

-  For a fire, she would go outside and up the

| hill "so house (fire) would not burn me.”

- 8he recalled practicing a fire drlll only onca

since her 2021 sdmission to the group home,

- She had “not practice tormade” drifl, | would

get under cushlons or in bathroom. But not sure
what | would go in this houss, | don't know,"

- inthe past, during a tornado drill, the clients
got in the bathtub,

Interviews on 5/19/22 and 5/20/22 the QF staled:
- [5/19/22; Tha fire and disaster drills were
maintained by the Litensee. Bhe would abtain the

! grills from the Licenses and emall them to DHER.

i
i

-~ 08/20/22: Bhe faxed DHSR the drill
information obtained from the Licenses an

V14

{EAGH GORRECTIVE ACTION SHOULD BE % COMPLETE
i
;
1

l
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V114 Continuad From page 7 V14 ;
| 8/18/22. The Licensee only provided the fire drilt V118 An exten i
: information to be faxed to DHSR, : sive training on i
; diabetes care, management, ;
! interview on 5/20/22 the Licensee stated: documentation, signs/symptoms of |
= Bhe cohductad both fire and disaster drills. hyper and hypoglycemia was
- She was not sure why clients would indicate conducted by the pharmacy RN
no drills wera conducted., between 6/2 a i ;
- Sometimes the clients ware “nervous when : /2 and /9. Additionally, ’
Y the training focused on proper |
interviewed. .
medication storage. QP met with the |
| This deficiancy constiutes & re-citad deficiency staff and administrator to discuss
| and must be corrected within 30 days. : expectations for communication !
! 1 with direct care staff covering in the l
V18 2713 0208 (C) Medication Requirements ? Vg hame upon ciient’s return to the
: }
l . ! group home after appointments.
| ; oﬂ% f}?;gMzETETgQOB MEDICATION i The staff should not assume the
{ (¢) Medication administration: responsibility to make dacisions ‘
(1) Prescription or non-prescription drugs shafl about how and when a client will be |
{ only be administered to a slient on the written | responsible for storing their own ]
! gmar of a pergon authorized by law to prascribe f meds without a Dr's approval and §
rugs. proper medication stor
| (2) Medications shall be self-administered by contalners being in Ia:f s d th
l cliants anly when authorized in writing by the dmini emp , and the
glient's physizian, atrministrator and OP's awareness,
(3) Medications, including injections, shall be he administrator should ensure that
administered only by licensed persans, or by ail paperwork, Dr. orders and
u;dlmmeld persons irained by a registared nuise, outcames of visit are reviewed with
| pharmacist or ather legally qualified person and that staff on duty, If a client has an
privilegad to prapare and administer medications. f order to seif admini icati
(4) A Medication Administration Racord {MAR) of s<!f admimister medicatian,
a2l drugs adminlsterad to aach client must be kept c""d_"ft blood sugar checks and/or
current. Medications administerad shail be . administer insulin, by a licensed
recarded immediately after adminiatration, The professional, all these must he
(rgs?flif:n tt?sh;ziuda the following: completed in the presence of staff
me; i during eve i
{B) name, strength, and quantity of the drug; tﬁesagi d v c;zcic and each time
(C) instructions for administering the drug; e ependent practices are e
(D) date and Yme the drug Is administered; and completed. ;
T A
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V118 Continuad From page 8 V148
{E) name or Initlals of person administering the _"113 {:.“ontmued: s'faff has been
drug, inserviced and advised that
{6) hient requests for medication chenges or completion of MARs at the time
chacks shall be recorded and kept with the MAR medications are administered is
ﬁ?;‘;“;‘:egggnby appelntment or consultation mandatory and not optionat, There
YBHIEn. should be absolutely no delay of
documenting when medications are ‘
given. Medications will be giver only |
as ordered by a licensed prescriber
and at no time wiil any medication
be given to a client, including over
| This Rule is not met as evidenced by: the counter meds without a Dr's
Basad on abservation, record review and order. The facility staff or
intarview the facility failed to ensure MARS were administrator should ensure that the ;
kept current and assure medications were ] | pharmacy is delivering medications 3
administared as written for thrae of three audited on the specific cycle for that groug i
clisnts (#2, ¥4 and #5). The facility failed to home. Staff should always call i ;
assure medications were self administarsd by _— Y5 call in i
clients only when authorized by the clints medications that are not on the
physician for onm of thirse audited clients (#5). tycle at least 7 days in advance of :
The findings are; that particular medication running ;
Lo ) 1A NGAG 276 0300 out. It is the responsibility of the
. 088 roforance H H
. ErSon accom) n
MEDICATION REQUIREMENTS (V120). Based gf,s annt to ot?taa?wd E :::'ent to ;he
on observation, record review and interview the PP I n documentation,
facllity feiled to assure medications refrigerated The m'&d‘m‘_ provider does not
with food flems were kept separate in a locked always provide documentation
compartment or container for one of three audtted | (contrary to what was stated by the
clients {#5), ! practice). If a medication arrives and
there is no order, then the staffis
Ik 7Th i rdi N
diemﬂ;‘gﬂowing are medication issuas regarding not to administer that medication i
unless the order is available and !
Review on 5/18/22 of client #5's record revealed; physically present in the group
= Admitted: 1/1121 home. At no time Is a medication i
- Diagnoses: Sacrococeyges! Disorder, Type 2 given withaut an order being in the ‘
Diabates, GERD (Gastroasophagesi Reflux homa §
Disaass), Allerglc Rhinitis, Hyperiipidemia, Down - o ,
Olvision of Heallh Sarvics Reguistion
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V 118} Continued From page 9 v 18
| Syndrome and Nausea ‘
«  FL-2 signed by physlcian dated 5/6/22 listed

3
@
£
5
5
=
]
=
Ed
=
%
=3
Q.
&
&
&
=3

units subcutaneously at night (Diabates) :
Glyxambi 10 miltigram (mg)-Smg one tablet

+ {tab) daily (Diabetes)
Panhloprazote SOD DR (Sodium Delayed *

j Toujes Max 300 units/Millliter (mi) inject 34
|

H
| Releasa) 20mg ona tab dally (GERD)
! Trazadone 50mg one tab at night (Insomnia)
| Venlafaxine HCL £R (Hydrochioride
Extended-Release) 150mg one tab dally
1 {Antidepressant and Nerve pain}
I Atorvastatin 80mg one tab at night {High
Cholastaral) }
Usinppril 2.5mg ane tab daily {Hypertansion)
Cetirizing 10mg one tab daily (Allergies) )
- Prmary Care Physiclan's (PCR) visit nota
; dated 5/10/22 listad the following changes:
Giyxambl increased to 25mg one tab daily.
i Toujee was increased to 44 unlts at bedtime.
,‘ “Check BG (Biood Glucose) in AM fasting
; dafly X {times) 2 woeks,,.”
, = No physiclan's order to self administer insulin
maedicatian,

j A. No physician's order o self agminister Ingdin,

, Review an 5/20/22 of cllent #5's PGP notes
 signed and malntained by her PGP revealed the
 Tollowing regarding hor June 11, 2021-May 20,
| 2022 visits:
|- She had baen seen 4 times in which her
J Diabetes was addressed.
- The 8/11/21 note reflectsd cliont was seen o
| establish care,
| Her "A1C is 8.9 today...
She is on levemir 34 units ad {daily) but
J states that she sometimss zhanges her doseg
i fromamto pm...
Division of Hlaglth Service Regulatan
STATE FORM 625
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V18| Continued From page 10 V118

-..pt (patient} instructed t nject levemir more
consistently instead of altermating batwean pm
' and ar dosing...

1
i

She iz alsa on |ardiance 10mg gd..."
The PCP "may inc (increase) jardlance to
i 23mg depending on how her renal functionings
f looks,"
Har BG was checked in the PCP's office with
362 reading.
l "Her glucose was high due 1o
| nen-compliance with her levermir..."
J

.

)

The 6/28021 note reflected sho was seen to
address pain due to a fall and a foflow up of
/11721 visit,

"Will check UA (urine analysis) today as she

[ is on $GLT2 {sodium glucoss transport protein 2

| used to treat typa 2 Diabetes) and is a diabstic...

She used to not take her lavemir avery day

| as direcled but now takes it every night.”

{' - The 11/5/21 note reflacted she was seen at a
» Tollow up vistt from 6/28/21.
"..A1C Is 10.3 today which s slightly up..*
and glucose had been running around 110 In the
f AM fasting.
Her BG checked was conductad In the PGP's
J office with a 213 reading.
| Jardiance and Lavemlr were discontinuad.
Glyxambt and Toujeo werae slartad.

The 5/10/22 note reflected a physical axam
| was completad,

Her "A1C s 11.8 today above her normal
10.3 from 115124 visit,..

Glucoss has peen running around 220 in the
AM fasting....
! Giucose has increased significantly.
Her BG check was conducted in the PCP's
' office with & 232 reading.
Diviglon of Health Sarvice Hogufalion
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v 113‘ Continued From page 11

’ Interview on 5/18/22 cliant #5 stated:
- Bhe used to live at home with ker fathar prior
| to being admitted ta the group homae.
] - While living at home with hor father, her
- physician taught her how to admintster insulin.
- 3he estimated she had self administered her
insulin medications for over 4 years.
- Atthe group home, staff did not watch har
agaminister medications.

tinterview on 5/18/22 the House Manager/staff #1

! stated;

| - Bhe started waorking at the faclity 3 months

| ago

f - 8ince her emplaymant, client #5 had always
self administered her insulin.

‘ - Bhe did not observe client #5 salf administer
har Insudin,

»  Client #5 Informad staff after the Insulin was

solf administered,

B. Madications adminlstered not recordad
lmmadiately after administration;

| Raview on 5/18/22 of May 2022's MAR PM
deosages on the 17th and AM dosages on the 18th
revealed:

= Neinitials to reflact the medications from tha
BIBI22 Fl-2 and §/10/22 PCP slyned visitation
note warg administered.

J Interview on 5/18/22 client #5 stated:
L= Bhe received ail her medications the past two
| days (17th and 18th),

Interview on 5/18/22 the Houss Manager/staff #1
stated)

|- She had sdministered PM dosages on

} 5/17/22 end AM dosages on 5/18/22 for all

V118

i

|
5
|
|
|
|
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v 118i Continued From page 12

? cliants,
J »  She was "ully aware” tha MARS for cllents
: #2, #4 and #5 had not been initiated Immeadiately
{ after the medication was administered,

- She walted to initial the MARs 2-3 dayg at a
L time.

»  She had been "busy taking care of clients.”

i
§ €. MAR not current for physician's order
’ regatding BG chocks:

Review on 5/18/22 of client #5's racord revealiad:

i~ POPvisit notes dated on 11/5/21 & BI10122
ware signed by her physician. The nates reflected
BG chacks only as fasting in the AM daily. The

( §110/22 note specified "Follow up with BG results
In 2 waaks."

J - March-May 2022 MARs listed pre-typed

i instructions for test strips "Use ag diractad to

; Check blowd sugar thres timas daily."

! Aprll and May reflected staff initjaled BQ was

J checked at 8 PM anly,

,‘ Interview on 5/18/22 cllent #5 stated:

| - She checked her BG levels twice a day,
| "once in the morning and onge at night."

-~ Changes had not been made to her BG
| checks,

f Intarview on 5/18/22 the House Managar/ staff 11
| stateg:

|- She did not cbserve the 8G checks
conducted by client #5

~  Bhe did net document the resuits of the BG
i readings

!
| Interview on 5/19/22 the Qualified Professional
{GP) siated:

| = She thought the facility had obtained a

{ - Cllent #5 would indicate she checked her BG,

Vg

j
|
|
|
|
|
|
|
|
f
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H
i
v *r'laf Contirued From page 13

physiclan's order for cliant #5 to self administer

|
|
|
i‘ medications, l
t-  Bhe last reviewed medications at this location f
| In January 2022. i
- Bha could not racall If she saw the BG i

! readings for client #5 during her January 2022 }
f raview. j
= The January 2022 medication review would ;

i have accurred prior te Moyse Marager/staf #1's |
|

!

. empioyment at this Incation.
- 8he worked with House Manager/staif #1
I prier to her employment at this facility,

= The House Manager/staff #1 had been
i tralned In Medleation Administration,
J - Staff should monitor cllent #5 as she chacked
> har insulin,
= For clients that self administer medications,
both the client and staff should Initial the MAR.
;- BGreadings should be documentsd on the
j reverse of the MAR by staff,

! D. MAR not reflact when medication

| administerad:

’ Observation on 5/18/22 between 10:13-10:30 AM ?

| of client #5's madications revealed: '

" = Nystatin Topical Powder 100,000 unils apply f

| three fmes a day under breast (Artifungal) i

|- Flovant HFA (Hydrofluoroalkana) 44 f
microgram {meg) inhala 2 puffs twice n day

} {Asthrma) !

{ = Ondansetron ODT 4 mg dissolve one tah

! thrae times a day as needed (pm) for nausea ;

f Review on 5/18/22 of a PCP note signed and i
maintained by client #5's PCP dated 5/10/22

’ ravealad: ’

|- "She also states that she has had i

| Intermittent rausea aver the past faw months,

i 3ha has had this In the past but it comes and ’

Diviglan of Health Service Regulation
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V18| Continued From page 14 I V118

goes. She s on protonix for GERD and states l

§ that her GERD is well controllad. She denies
i voniliing, diarchea, constipation.” r ‘

Review on 5/18/22 of clisnt #5's March-May 2022
| MARS revealed:
é - Pre-typed Flovent HFA 44 meg inhale 2 puffs
| Wics a day, Nystatln toplcal powdar 100000 unit :
apply three tmes a day under breast and
Ondansetron ODT 4 mg dissolve one tab TID prn
for nausea.
- Noinifials Flovent, Nystatin Topieal Powder
and Ondansetron were administered.

!
1
! Interviews on 5/18/22 and 5/19/22 the House
Managar/staff #1 stated:
- 5/18/22: Client #5's Ondansetron was In her
badroom. it was in her bedroom because she
/ would have occasions of nausea at night.
| H
J E. Madication not administered per storage ;
‘ instructions; i

FM of client #5's medications revealed 1 opaned
| and 2 unopened boxes of Toujee. Al 3 boxes of
| Tourjeo revealed the following instructions:

l = “Refrigerate unopened cartridges or pens, :
‘ Once In use, do not refrigerats, Store the

; cartrldga or pen in use at room ternparatura
! {below B6) degroes.”

interview on 5/19/22 client #5 stated:
' - Once she opened the Touleo pen for Lse, she
f rlaced the pen in her locked box Inside the
‘ refrigerator,

[ Interview on 5/18/22 the House Manager/staft #1
| stated:

| - The Toujen medication was delivered fram
Division of Health Sarvice Reguiation

STATE FORM i MIVETY If santinuation ahest 15 of 54

|

|

|

|

i

|

i Observation on 5/18/22 between 2:30 PM-2:45 j
§

|

f

i

!

f

i

|

H

i

aTO0 @A AWOH ANTOSQY OLRLZO86T6 XVd €T %0 EZ0E/20/80




Division of Health Sarvice fe ulation

PRINTED; 08/02/2022
FORM APPROVED

STAYEMENY OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIFLE CONSTRUCTION
AND PLAN OF CORRECTION WENTIFICATION NUMBER: A BUILDING:

{X3) DATE BURVEY
COMPLETER

R
Q232022

MHLO92-859 B. WING

NAKE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1238 FAIRLANE ROAD
CARY, NG 27511

DESTINY FAMILY CARE HOME 2

(X4} 1D
PREFIX

SUMMARY STATEMENT OF DEFICIENCIES ! It ! PROVIDER'S PLAN OF SORRESTION (38
{FACH CORRECTIVE ACTION SHOULD BE COMPLETE
CROSE-REFERENCED TO THE APEROPRIATE DATE

(EACH LEPICIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LEC WENTIFYING INFORMATION)

PREFIX
TG

DEFICIENCY) F

TAY 5
|

.

-

-

|

-

"

I

V118! Continued From page 15 V118

{ the pharmacy using a cooling syslemn,
f ;hrmsghout.

E ;o work at the facility three months ago, l
f Toufeo box prier to this Intarview.
f

interview on 5/20/22 tha Pharmacist used by the
| faciity stated:

| administered at raom tamperature.

l
f Increases the risk of the Instdin breaking down
| fasler.

|

disgomfert from the insulin being infected cold
directly from the rafrigerator.

! Interview on 5/20/22 the Licensee statac:

; client #5 to eslf administar medications. |
order In the record,

obtain & new order.

f write down her own BG readings.

| Not be located either by staff or clent #5.

‘ notebook at tha doctor vislt befare the visit 3 few
Ii L\ifg;lfs ago (5/10/22), It was about on the May &

time of the Interview" and did not ahow tha
notebook with her BG,

1. The following are medication issues regarding
, Glient #4.

The Toujwo was malntained in the refrigarator
That was the system In place since she came

She had not noticed the instructions an the

Toujes ance in uss should be kept and

The change in temperatures from hot to onld

Tha client may or may not experisnces

8he used to have the physician's order for
" can't locate” the self administer physician's a
She could go to client #5's POP office and

8he purchased a hotebook for cliant #4 to

She did not know why the notebook coudd

“| have seen the notebook, | last...saw the

She felt mayhe cllent #5 was "nervous at the

e e e e,
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Continued From page 16

Review on 5/18/22 of client #4's record ravealed:
Admittad: 4/10/12
Diagnoses: Hyperlipidemia, Anxiety and
lletgy

FL.2 datad 6/3/21 signed by the physician
lated;

Garsirda Cambogia 300mg one tab dall y
(Walght Loss)

Vitamin D3 one tab dally

Citalopram HBR (Hydrobrom de) 40mg one
tab dally (Anxlaty)

Buspirone HCL (Mydrochloride) 7.5mg ona
tab twice a day (Anxiety)

Sofifenancin 8mg one tab at night
{Incontinence)

Cogentin .5mg onre tab at night
(Anmeiy!Trsmors)

Sirmvastin 20mg one tab datly (I Hlgh

Cholestarof)

Trazadona 50mg one tab at night

Famotidine 20mg one tab every avening
{GERD)

Hydroxyzing HCL 25mg one tab twice & day
{Anxiaty & Allargy)

A. MAR notinitialed to indleate medication
administered:

Raview on 5/18/22 of cllent #4's May 2022 MAR
revaaled:

~no Initials {o indicate the PM dosages on the
17th and the AM dosages on the 18th were
administered of the above medications listed on
the 6/3/21 Fi.2.

Intarview on 5/18/22 client #4 stated:
»  8he recaived all her madications on the 17th

. and the 18th of May.

- She could recell the names of some but ot

v 118
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I
V118! Continued From page 17 V118 '
1 all her medications, ‘

! B. Madications not administored: l

] Observation on 5/18/22 between 10:45 AM and
110G AM of client #4's medications revealed no
!‘ avidence of the medications listed below:

Vitamin D3

= Hydroxyzine 26 mg
Y- Loratadine
{ - Famofidine

Interview on 5/18/22 the House Manager/staff #1
stated:
- She had not given Vitamin D3, Hydroxyzine
i 25 mg and Famotidine in the last faw gays
. because the medications werg sut.
j - She was awaiting the pharmacy to deliver the
madications,

e U

- Observation an 5/18/22 batween 1:15 PM-2:00

| PM of & whits bag handad by the House

| Mansger/staff #1 ta surveyor revesled the
following medicatians for ciient #4 inside:

f - Vitamin D3 dispensed 12/6/21

I - Hydroxyzine 25mg dispensed 5/11/22
= Loratadine disponsed 2/8/22

»  Famofldine dispensed 5/1/22

’ Manager/staff #1 stated:

< Bhadid find the above medications for ciiant
J #4 In the whita bag in the staff room,
|- "itwas an oversight an my part.”

| C. Medication not avallable at the group home to
’ administar:

“ Review on 5/18/22 of client #4's March-May 2022 !
| MARs rovealed the following pra-typod 3

Diviston of Hoglth Servics Ragation
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f Continued From page 18

- medications lsted and not Initisied as

| administared:

= Naphocon A aye drops twice a day prn

! {Allergies)

- Ondansatron OOT 4mg prn one tab three
times a day

= Naproxen 250 mg ane tab twice a day prn
{Pain)

- Immodium AD 2mg one capsule four thmes a
day prm (Pigrrhea)

= Hydroxyzine HCL 10mg one avery § hours

; pn
- Fluticasone 50meg spray 2 sprays per nostril
pm (Asthma)

|
|
|
|
|
|

¢ Observation on 5/18/22 betwsan 10:45 AM and
1 2130 PM revealad the above medications were
not avallable it the home to be administared

interviaw on 5/18/22 the House Manager/staff #1
stated:
|- The pharmacy should be sending some
madicatlons.
- The pharmacist was contacted last weak
‘ after her doctor's visit that she was out of s0me
medlcations.
- "Bhe s out of Flonase, she baan sut 2 days

and ays drops one day”

"I'v@ not seen Naproxen, Zofran
{Ondensetron), Immadium AD (Loratading),
Hydraxyzine 10mg for her,"

Interview an 5/19/22 the House Manager/staff #1
stated:

- She called the pharmacy on §/18/22,

{ -~ The pharmacist explained he nesded to

f follow up on some of the pM madications o vorify
| the medications wera stil neaded as some wero

[ temporary,

|_-___Bhe had been informed by the Pharmacist on

|
|
|
|
|
|

V118

e | CROSS-REFERENCED T THE APPROPRIATE | oarn
1
|
[

f
|
|
i
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v 118i Gontinued From page 18

i §/18/22 client #4's eyedrops and Hydroxyzine

wera on back order,

f - 8he did not see Naproxen, Immodiurm and

} Ondansetron

i = She anticipated some medications not onsite

? on 5/18/22 to be delivered by the pharmacy on

| 5/16422,

) Interview on 5/20/22 the Pharmacist used by tha

| facility stated the fallowing about cifant #4's
medications;
= He could not recall whan medicationg were

: called in for refill,

l - Some medications were requasted for refill
on 5/18/22 but he was not sure which
medications or & spacific time of the call,

- Bye drops usually ware on back order fora
| faw weeks or month.
- Per his records, Ondansetron, “Immodiurm,

. Flonase were sent out* on 5/19/22,
~  "Naproxen, the dr (doctor) sent a new ordar

| today. Loratadine today will be sent out,
Hydroxyzine [ need to chack on that order" and

: sand it out,

D. No Physician's order far Nan-prescription

' medication as well as hot noted on the MAR:

r Obsarvation on 5/18/22 betwasn 10:45 AR-11:00
AM of client #4's medications revealed:

’ = Over the counter {OTC) botile of Ibuprofen
200mg.

- Ibuprofen was in the same bin as elient #d's

preseribed medications,

J

i Review on 5/18/22 of client #4's record revealod:
) - No physlician's orders for lbuprofan,

|- March-May 2022 MARS did not list Ibuprofen
[ 85 a medication prescribed or administered,

{

V118

|
|
|
|
|
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v 118f Continued From page 20 V118

f
| Interview on 5/18/22 tha Houss Manager/staff #1 ;
| stated:

? - Client #4 had been administered lbuprofan l
; for minor aches, pains and headaches, |
|- he did not recall when the fast fime she

f administereq cllent #4 medication.

i = She could not recall whan or how ofien client i
| #4 had been administerag {Buprofen,

( »  She was not aware the ibuproten was nat on i
} tha MAR,

! She thought if the doctor varbally indicated |
for her to take Ibuprofen but did not weite an : ;
! order, the client could be administared the f
| medication,

When she started at the facility 3 monthg
' ago, client #4 already had the Ibuprofen.

V. The following are madication
client #2,

is5Ues regarding

J

} Review on 5/18/22 of clisnt #2's record ravealed: I

‘ = Admitted: 10/10/12

| = Diagnoses: Arthritls, Hypertersion, Mantat

Ratardation, Coronary Artery Disease (CAD) and

I Hyporiipidemia

|- Nophysician's orders to self administer

I~ PCP notes signad and mainlained by cllent !

l'#4's PCP dated 4/21/22- she was seen for

| "Rheumatold Arthritis with deformities In hands {

1 and fesl.” Prescribad "MTX (Methotrexate) 15mg '
once 3 waek,,." !

|
[ A No physiclan's orders:

|
; Review on 5/18/22 of client #2's record |
- Maintained by the facliity revealed: ‘
’l !

FL-2 dated 7/20/20 signed hy physician
revaaled Meloxicam 7.5mg one tab daily

[ {Rhaumatoid Arthiritis)

No other updated orders

-
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Continued From page 21

| - March-Aprii 2022 MARs listad Meloxlaam
j 7.5mg one tab dally as nesded

§ Raview on 5/20/22 of client #2's list of
maedications maintained by the pharmagy
revealad:

- Prescription dated 8/1/21 Meloxicam 7.5mg
Qe tab daily as nesdad

Interviews on 5/18/22 and 5/19/22 the House
| Manager/staff #1 stated:

I~ She attempted to locate adoitional physiclan’s

| orders for client #2.

{ - No physician's orders other than the FL-2

{» dated 7/20/22 were ! the group home
Interview on 5/20/22 the FPharmacist stated:

- When changes were made to medications,
he provided copies to the facility,

r: - He was nat surs whan ha ey 81551
| physician's orders to the Taciity,

*
4

B. MAR not current;

Observation on 5/18/22 batwaan 10:30 AM-10:45
AM rovealad eliont #2's MTX was dispensod
' 411122 In a bubble packet,
b= MTX 6 tablats in one compartment
I« Two compartments remained that contained
| 6 tablets sach

! Review on 5118/22 of cllent #9's March-May 2022
| MARS rovealad MTX:

i - Was Initialed as administerad tally opposed

‘ to once a week for all thras rmonths,

r C. No orders to seif administer and no
i dosumentation medicatian administerad:

} Review on 5/18/22 of client #2's record revaaled:

vV 118
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H
Y 118? Continued From paga 22
' No ordars to self administer

§ -
f Review on 5/20/22 of client #2's physician's
ordars maintalned by the pharmacy revesaled:

f Frescription dated 5/20/21 Miracle Rub Ultra
| Btrangth 4%.-530% -10% topical cream apply twice !
' & day PRN (Pain Reliaf)

Frascription 7/19/21 listed Nystatin 100000
unit apply twice a day

-

-

Review on 5/18/22 of cliant #2's March-May 2022
MAR listed:

For Nystatin:

May 1st-13th PM dosages wera not Initialad

| 36 administared.

|
|
|

Lo

wers markad out
i three month time frame,

A A LT

L e a e

4
l May 13th-end of the month PM Posages

f Interview on 5/18/22 the Housa Manager/staff #1
stated:;
f Client #2 did not use Nystatin at ali,
l Clisnt #2 was at her day program at the tima
| of the interview,

She could not iocets olient #2's Miracle Rub
 in the graup home. "l looked in her bedrom,*
f The Miracla Rub must be in client #2'y
pplied it on her fest by

| handbag because she g
| hersslt,
i

R e e et o e

Bhe did not know how olten ar the last time
flant #2 applied the Miracle Rub,

nterview on 5/20/22, the QF stated;
Last reviewed medications at thi
gnuary 2022
Was not aware of the lssuas regarding the
adications

& facility in
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|
|
|
|

|

|
|
|
|
|
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Continued From page 23

g This deficiency constitutes a re-cited deficiency,
H

i £ # Fegouilifs rim L
RO (LY B4 S 2015 B mRed by the
2

reveated:
- "What immediate action will the facility take to
ensure the safaty of the sonsumers in your care?
Staff will recelve immediate fraining, today on

J medication storage. Additionally, the facility whl

; provide ongofng training at least wouakly for the

J hat 30 days and then monthly afterwards on

| medication raquirements to include appropriata

| storage of all types of madications. This will

- continue for & perlod of 90 days. The trairing will

 continue to facus on decumentation on MARs,
medication storage, ensuring that Dr's {doctor)

' ordets are in place and any other area raquiring
fralning to ensure staf compatancy, Staff will
raesive more in depth training by a registored
nurse within the next 23 days, Any future

' daviations from proper medication procaduras wil

result It consequences, up o and including

‘ =" Describe your plans to maks sure the above

| happens,

J The QP or deslgnas will review MARS,
madication administration practices ang

i procedures with the staff at least quarterly and

l

|

]
|
i
|

will alse conduct observations of medication
administration procedures at laast onee maonthly,
The adminlstrator will ensure that af! medications
are stored properly on & weekly basis.”

Review on 5/23/22 of a second plan of protection
dated 5/23/22 submitted by the QP raveated:
- "What immediate action will the facilty taka to

snsure the safaty of the consumars in your care?
! Please refer to Plan of Protection dated

f 5720722 tor addltional plans, The facility
_adminlstrator will engure that MARS for each

;
|
!
|
|
|
|

V118
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v 118i Continyed From page 24

. client are kept current, Staff members are

5 required to sign after administration for each
client Immediately after medications have bean

f ingested. This will be included in the training

 which will be provided by contracted RN by

{ 6/12/22 (23 days from the Initia] POP submitted

on $/20/22). The facitity acminlstrator will contact
tha cliant's nrimarg rsvs MO e abis. -
| Authorization for the client to saif administer her

Insuila,

é - Dascribe vour plans to make sure the above
happans.

| The QP or designae wil review MARs,

i madication administration practices and

j procedures with the staff at least quarterly and
will also conduct abservations of medication

J administration procedures at foast onee monthly,

| The administrator will ensure that all medications

f are stored properly on a weekly basis. After
tralning ls provided contlnued Mmedication
foncems wilt he addressed through disciplinary

) action up to tarmination,*

Clients #2, #4 and #5 i the group home had
clagnoses which included Intalloctual

i Davalopmenta| Disability, Dowr's Syndrome,
Anxiety, GERD, Hypertansion, Diabetas, CAD,
Hyperiipidemia and Allergies, Client #5 saif

l administared Insulin without written authorlystian
PRt o iyl DEIWOSN Jung 20271 and May

; 2022, cliont #5's PCP's offles 86 readings of 362,
213, 232 as well as A1C readings of 9.9, 10,3,

‘ 1.6 resuited in changes ang incresses of her

‘ diabetic medications. At the group home, client

| #5 checked her BG and dig hot decument
reading resuits, Changes made to frequency of
BG checks were not reflected on thg MAR. Client
#5's unopened boxes of Tou)eo was not stored in

J a locked contalner In the refrigeraior accassad by

| alf elients, Clients #2, #4 and #5 MARs wera pot

V118
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V118! Continved Erom bage 25

nitialed Immediately aftar medications wers
administered. The Houss Manager/staff #1
Initialed the MARS 2-3 days at a time afler
medications ware administered. Client #2's
physician's arder for Maloxicam was not in her
racord maintained by the facility. As needed
medications such as Naphoeon sye drops,
Nystatin Powdar, Melaxicam, Muacle Rub and
Ondanseatron ware not available at the aroup
noma ror chients. This deficlency constitutes a

Type A1 rule violation for zarim 1 ronlant and
..Xﬂ.e. SR AR UL \gn;ntn 23 days. An

administrative penally of $2,000.00 is mposed, it
the violation is not corrested within 23 days, an
additional administrative penalty of $500.00 per
day will be imposed for each day the factlity is out
of compllance beyond the 23rd day.

27G 0209 (£) Medication Requirements

10A NCAC 27G 0200 MEDICATION
REQUIREMENTS

(8} Medication Storage;

{1} All medication shaki ba storad:

{Adina securely locked cablet in a clean,
well-lighted, ventilated room batween 58 degrees
and 86 degress Fahrenhalt:

(B) In & refrigerator, If required, between 36
degraes and 46 degrees Fahrenhsit. If the
remgerator is used for foad items, madications
shall be keptin a separate, lockad compariment
or container;

{C) saparataly for each chent;

(D) sspavately for extamai and intarnal use;

(E} In a secure manner if approvad by a physlelan
for a client to self-medicate,

(2} Each faclity that maintalng stocks of
controlied substances shall be currently
registared under the North Caralina Controlied

!
f
r
|
|
f
|

V118

Vi20

V120 All medications will be
stored according to
manufacturars instruction or
Dr’s orders. Any medication
stored outside of the storage
closet/cabinet will be tocked
B3 sl Ay (i IRErATEG ITems
must be locked in a separate
storage container. Staff has
been inserviced on this by the
QP and the contracted RN
between 5/21 and 6/9/232.
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!

Substances Act, 3.5, 90, Article 5, including any
subsequant amendments,

Based on abservation, record raview and

! iﬂtanﬂaw i+ fﬂﬂﬂi’\) Folbeart 4% & m it crn vimom o3 60
D e sy u@mpanmant or container for ong of

f three audited clients (#5), The findings are:;

|
|
|
|
|

|
Thig Rule Is not mot as evidenced by: f
|

i Observation on 5/18/22 betwaen 2:25 PM -2:50 f
‘ PM of the inslde of the facility's refrigerator
(’ ravealed: ;
- Cllents want inside the refrigarator to make f
‘ sandwiches or to obtain & drink of water,
- 1 unapenad box placed in frant of the black ;
‘ box, This box wes labelad "Toujao Max Solostr i
| |
H H
f

300 UnIYME fmillitari ik - ain,
2028128,

|

| - 2 unopened boxes in the back of the

‘ refrigerator, These boxes were labeled "Toujeo |
Max Solostr 300 unitimi) infect 34 ynits

| subcutanaously at bedtime. " One box had a f

,‘ dispense date of 4/28/22 and the second box was

" dispensed /2820,

e s

’ Interview on 5/18/22 client #5 stated:
- Bhe placed all her openad rofrigarated Ingulin

' pens from the rnedication hox inside of the |ocked

( box,

I ,

! Interview on 5/18/22 House Manager/staff #1

| stated:
She started warbina o o L N J

[ -
| ago,
, - Unopened insuiin medication were net stored !

|
|
|
|
|
!
?
]
|
1
|
|
|
J
|
|
I
|
(
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v 120% Continued From page 27 V120

§ In & Jocked box inside the reftigerator,

P Since she atarted, the facillty only had one
< lock box for the refrigerator,

= Client #5 usod that locked box to store her

!

* insulin in the refrigeratar.

|
|
i
| |
| Interview on 5/10/22 the Qualified Profassional |
5 stated: I
: January 2022 was the last time she reviewed :
| medications at this facliity, I
! Prior to this Interview, sha was nat awerg the f
. facility did not have & system to lock unapened j

§

C o
-

J refrigerated medications.

‘ = She would discuss the process with the
! Licenses,

l

i

j Hads | b oo s
Intarview,on /o022 the | daos the

{ medications,”

"1 only have one lock box" for the refrigerator,
! "tam 5o shocked 1o hear this that the meds

[ wara not in tha tocked box,”

reffigerated

I

| This deficiency is cross referenced Ints 10A

| NCAG 27G .0209 Madleation Retuirements (Tag
V118) for a Type A1 rule violation and must be

! corrected within 23 days,

l
V291 27G 5608 Supervised Living - Operations

V291

i

|

' 10A NCAG 27G 8603 DPERATIONS

! (a) Capacity. A faciiity shall serve no more than

six clients when the cfients have mental lnase or

developmental disabilities. Any facliity licensaed

’, on June 18, 2001, and providing services to rmore

! than six cliants at that tims, may continle to

l provide services at no more than the faclity's
likensed tapacity,

f (b) Service Coordination, Goordinatinm shail

S e S
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Continued From page 28

maintainad botween the facility operator and the
qualified profassionals who are responsible for
treatmant/habllitation or case managerent.

(¢} Paniclpation of the Famlly or Legally
Responsible Person. Each ollent shall be
providad the opportunity to maintain an argoing
refationship with her or his family through such

fachliv med ulaite Aoteika
mea'gg"?gyi‘s"gsl-‘ig‘tahg iﬂl‘: LS SUREIRMG 2t 2ast

annualiy to the parent of a minor resident, or the
lagatly responsible person of an adult resident.
Reports may be In writing or take the form of a
conferance and shall focus on the client's
progress toward msaling individual goals,

(d) Program Activities, Each cllent ghall have
activity opportunities based on her/his choices,
needs and the treatment/habllitation plan.
Aciivitles shall be designed to fostar community
inclusion. Choices may be fimitad when the court
or {agal syatam Is Involvad or when health or
safaly issuas become a primary concem.

This Rule s not met as evidenced by:

Based on record review and interviaw the facility
falled to coordinate services batween the
operator and qualified professionals responsibie
for treatment/hablitation of two of three audited
clients (#4 and #5). The findings are:

A. Raview on 5/18/22 of client #4's record
revealed;

- Admitied; 41012

- Disgnoses: Hyperlipidemia, Anxisty and
Allargy

«  Pamphist for 1500 Calorie dist

Interviews on 5/18/22 and 5/23/22 the Office
Manager at client #4's primary care physician

V261

V291 The administrator is
responsible for making sure
that any orders given by a

rmidalmn e

staff and monitored
appropriately. The QP and staff
have gone through each client’s
orders to determine afl who are
on specialized diets, That
information is stored in the
MAR book. The administrator
and direct care staff will ensyre
that the information is shared
during shift exchange and hiring
of new staff,

Tisr e wwiniy wiNT
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§
v 291 § Continusd Frem pags 20

(PLPYs office stated;

- Bhe was familiar with clignt #4 as the elient
had been a patient for years

«  She spoke with cllent #4's PCP,

- Tha PCP varified ollent #4 shouidbaona
1800 calerie diat sinea 7/10/17 .

«  The PCP discussed welght loss and cliant #4
belng on a diet during the Aprli 25, 2022
appointmant,

3
|
|

§

§ Per thalr agency's records client #4's weights
é ranged as follows:

f April 26, 2022...221 pounds {Ibs)

{ October 5, 2021...2221bs

|

Averitomd B Mo -

AUgust 9, 2027...223ibe

i Interview on 5/18/22 the House Marager/staff #1
T stated:

- Started working at the facility 3 ronths ago
I - Nong of the cilents at the faciiity wers on a

; diat unless by cholee

| - She was not aware client #4 had dietary

| concems or restrictions.

,‘ Intarview on 5/18/22 client #4 stated:

J' - Mer physician talked with her about a dlat.
= "thad to give up white bread.

f = Atthe group hame, she naver saw calorie
| meal plan or anything regarding a diat,

{ - Did not recaii anyone at the group home

J telling her about a dist o Iosing weight

‘ interview on 5/19/22 the Qualifiad Professional

stated:
F 4 H e W WL Y a2 B OISt

| and shared tha informetion with staff as wall as
| herself
; - Prior to this interview, shs was not aware of

client #4 being on a diet or a meal plan being
| recommended.
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|- She suggested the Licenses would have
[ maore information.

 Interview on 5/20/22 the Licensee stated:

- Cllent #4 told the doctor she wanted to lose
welght,
- "hwas not aware she was {0 be on g et

" 2 gh Arte fo o frelnp
| 8T AUPIR SRS WA g

! acommended the diet”

] She did not take client #4 to her last doctor's
: appointmant,

|- The Mouse Manager/staff #1 accompanled
I cllant #4 to har April 2022 appointment,

- 13

L]

B. Review on 5/18/22 of cliant #5's record

raveaiad:

i = Admitted: 1/11/21

i = Diagnoses: Sacrococcygeal Disorder, Typa 2

J Diabetes, GERD {Gastrossophageal Reflux
Diseasa), Allergic Rhinitls, Hyperlipidemia, Down

J Byndrome and Nauses

f - PCP note dated 6/29/21 reflectad a follow up
visit and address complaint of pain due to fah,

l "Will check UA (urine analysis) today as she

[ AL s - Y T SN WiWwwoL QDRI RS £
used to treat type 2 Diabetes) and Is &
diabatic.,.Bhe used to nat tgke her lavemir avary

; cay as directed but now takes It svery night.*

l Folfow up In 2 monihs,
= PCP note dated 11/5/21 reflected = follow up

visit.

" A1G s 10,3 today which is shghtly up...

her glucose has been running around 110 in
the AM fasting.”

Glucose fingerstick checked In office 213

Placontinug {D/C) insulin medisations

Jardiance and Levemir,

Start Glyxambi and Toujeo. D/C BG checks
thrag times a day.
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Check BG once in the AM fasting.

Follow up in 3 months,
«  PQP nota dated 5/10/22 reflacted a physloe!
axam was complatad and madiceid paeket
reviewed,

In addition to change Increases In Glyxambi,
Toljeo:

"A1C is 11.8 today above her normial 10.3
from 11/5/21 visit,

*...her glucose has besn tunning around 220
in the AM fasting.

She Is 3 months late on her follow up...

Needs to come in for ragular visits as
dirocted,
| Glucose has Increased significantly and i she
 had come in 3 months earller as diracted this
f could have likalv bean avnidad ¥ Ok oaen

Interviow on 5/18/22 the Qualified Protessional
statad:

Tha Licensee and her husband provided
transportation and coordinated all medical
appointments for the cliants.

-

V 736!

| Interview on 5/20/22 the Liconsee statad:

- She was not sware cllent #5 had mizsed a
few follow up appointments.

276G .0303(c) Facility and Grounds Maintenance

TR IDAG ETW a0 L AAE N ML)

EXTERIOR REQUIREMENTS
(¢} Each facility and its grounds shall be

maintained In a safe, claan, attractive and arderly
manner and shall be kept free from offensive
odar.

vam

[ ———

V73a

V736 Facllity & Grounds
Maintenance

The administrator conducted an
inspection of the facllity, Al
blown bulbs have been .
replaced. The molding in the |
| bathroom has been repalred,
No leakage was noted. The area
has been cleaned, scraped and |
painted.
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| |
| |
= |
| |

V736 Cnntiruard Eemm P L] v

|
‘,

| |
| This Rule Is not met as evidenced by: f
. Based on record review, observation and

f interview the facility was not maimtained in a safe, z
| clsan, atiractive and orderly manner, The findings

. are. ) I
|
|
!

?

|

| Review an 5/18/22 of tha faclllty's public file

} maintained by Diviston of Health Service

| Regulation (DHSR) of & lpca! Health Dapartrmant

i Sanitation report dated 10/27/21 ravealed the
fallowing:

. 12 total demerits issued,

" = 1ptdeduction: "Ceiling In living reom near
brick fireplace I8 peeling paint and stained,

f Appears to have had water damage. No sign of
leaking, Walls angd celling should be kept clean
and In good repalr. Repalr caifing."

I Obsarvation on 5/18/22 batween 2:45 PM- 318
! FM revesied:

J - Qverhead light bulb blown in client #5's
ﬁ bedraom,.

l

F

- Blsins on ceiling located in livirg reom and
front entrance to the home near the brick
fireplace.

- Both bathrooms had blown or missine linkt
DUDS N the vanity ight Bxtures.

Molding around the bottom of bathtub nat
BEHra Mnldins o weos et o 1o o s -

|
!
| & 2"
l Batweaa the molding materla! and the base of the
f bathtub,

|‘

= She just needed to replace the buibs In the
bathroom,

- Sha dld nat recall how Iong the bathroom
Divigion of Haalth Seryics Regulation
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- Interview on 5/18/22 client #5 stated: {’
f
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bulbs ware elther misaling or blown
Interview on 5/18/22 the Mouse Manager/staff #1
stated:
- = Noons had Informed her of the blown light §
bulb in clients bedroom, missing/iows bulb in the
bathrooms light fixtures and molding not secure
Ins the bathroom.
- Bhe was not aware of the specifics ragarding
the cause of the brown stains In the celiing
- She would notify management.
1
i
i
!
| :
| |
[ !
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