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The Adult Care Licensura Section and Iradslt
| Bounty DS eonducted a folisw-up and complalnt .
| invastication survay on 01/31/23 - D2/02/23. The ‘
1 compleint investigation was inlifated by the [redsll

fadicaton Staff
{a) Adul care home staff who administer
medications, hereafler raforred to a8 metication
aides, and thelr diract supervisors shall complate
fraining, clinfcal skills validation, and pass the
wiliten examination as setforth In G.8.
13101458, Persons autitorized by siata
eccupational Hiearisure Taws to administer
- medicalions are sxampt frem this requirement,

’ Readapled ER, July 1, 2021,

This Rule s not metas evidencad by:
Basad on Intendsws and record reviews, the
facllity falled to ensurs that € of 3 medleation
aldes (Siaff A) who administered medications
ndspendently had compleled the 8-hour
medieation alds fralning.

The findings ara:

Review of Staff A, medication atd {MA) :

D125 Addendum per email wit
" Ms. Jayme Shatley ot 5/23/23]

RO was provided a training check &

; Counly Depariment of Sucia) Services on | ]istlthat must be completed prior {o
| 01712723, chadgle off, Administyator fo QA ampl :yee files
monghly
b 1251 1A NCAG 13F .0403(2) Qualifications Of D125 |
Medication Staff (ﬁ\
T0A NCAC 13F 0403 Qualiiications OF 6 ‘9.

At ol
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The plan of correction with addendums was reviewed and pcknowledged on 06/23/23.
Refer i/ addendums on pages 1, 3, 7, and 14 to add comjletion date of 05/26/23 to all

rule areas of this Statement of Deficiencies. Wﬁmu
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-She was hired on 01/24/23.

-She completed her MA competency validation
clinical skills checklist on 01/24/23.

-She passed the written MA examination on
12/10/2019.

~-There was no documentation of a 5-hour MA
training,

Review of the schedule for January 2023
revealed Staff A worked as a MA on 01/27/23,
01/30/23 and 01/31/23.

Interview with the Business Office Manager
{BOM) on 02/02/23 at 1:19pm revealed:

~The Regional Director and the Resident Care
Coordinator {RCC) were responsible for
scheduling staff training.

~-She was responsible for making sure all staff
records were complete and included training
documentation.

-5he did not have the training form for Staff A's
5-hour MA training.

-She was aware that some training
documentation was missing from staff records.
-She was not aware that Staff A did not have the
5-hour MA fraining completed.

Interview with the RCC on 02/02/23 at 1:00pm
revealed:

-3he was responsible to supervise the MAs in the
facility and ensure fraining requirements were
met.

-She and the Regional Director were responsible
for scheduling staff training.

Telephone interview with the Administrator on
02/02/23 at 1:45pm revealed:

-She was responsible to schedule required MA
training since September 2022,

-The Regional Directar was responsible to ensure
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tralning requirements ware met and te sthedule
WA training going forward.

~The BOM and RCC were responsible for making
. sure all persanne! records were complele, !
-She was naot aware that Staff A dld not have the )
S-hour MA tralning complsted.

Atfempted telephone Interviow on 02/02/23 at
! 110pm with Staff Awas unsuccessfi,

164 10A NCAC 13F ,0505 Tralning On Care Of D184 | .. g‘a@
Diahetlc Resldant AL MT's will have a refresher training.

1
on Digbetes with Southern Phanmas:
10ANCAC 13F .0508 ‘Tralning On Cars Of RN, T{alning prior to adminlstering medications.
, Diabslic Residents and gltills checklist to be completed t;. assure
| An adult care home shall assura that {ralning on undefstanding and compliance.
! the care of residents with dlabates ts provided fo
urllcanssl e administration of P
; f.,';un,."asgjffﬁm” e e D164 Addendum per email with
- (1) Tralning shall be provided by a registerad Ms. Jayme Shatley on5/23/23.
nurse, reglatered pharmaclst or prescribing W Fnclor, Y / /éf
practiionar.
(2) Training ehall include at loast he following:
(2) basle facls about diabetes and cars Involved : 1
In the management of diabetas;
(b) Insulin zotion;
{c) insulin storags;
(d} miing, measuring and Injection fechnlques
i for insulin admalnistration:
{e) taatment and prevention of hypogiycemla
and hyperglycenmls, Incluting signs and
symptoms;
* {ft blood glucose monitering; universal
. brecautlons;
{g} universal precautions;
| ) sppropriate adminisiration times: and
{1y sliding seale Insulin administiation, |
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This Rule is not met as evidenced by: _

Based on interviews and record reviews tha ’
facliity falled to ensure that 3 of 3 sampled y
medication afdes (Siaff A, B, and C) had
completed frairing on the care of dizbetic
residents prior {o the administration of Insufls, l

Ths findings are:

1. Review of Staff A, medication aide (MA) i ‘

- personne} record revealed: i

-She was hired on 01/24/23,

-She complated her MA competency validation
i clinica| =kills checklist an 01/24/23.
~She passed the written MA examination on
12/10/2019.
-There was no documentaiion of the 5<hour MA
training.
-There was no documentation of training on the
care of diabetlc residents.

Revisw of the schedule for January 2023 ;
revealed Staif A warked as a MA on 01/27/23,
01/30/23 and 01/31/23.

Attempted telephone inlerview on 02/02/23 at |
1:10pm with Staff A was unsuccessful,

l Reder to interview with the Business Office
| Manager (BOM) on 02/02/23 at 1:19pm,

Refer to interview with the RCC on 02/02/23 at
: 1:00pm.

Refer to telsphona Interview with the

Administrator on 02/02/23 at 1:45pm. ‘
i i
Diislon of Health Service Regulation
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| 2. Review of Staff B, medication aide (MA)
personnel record revealed:
-She was hired on 01/16/23,
- -She completed her MA competency validation
clinical skills checklist on 11/09/22,
-There was no documentation of a medication }
aide test.
-~There was no documnentation of training an the
care of diabetic residents.

I

Review of the schedule for January 2023
revealed Staff B worked as a MA on 01/16/23 to
1 01418123, 01/20/23 to 01/23/23, 01/26/23,
01727128, and 01/30/23.

| Attempted telephone interview on 02/02/23 at
' 1:13pm with Staff B was unsuccessful.

Refer to Interview with the Business Office
Manager (BOM) on 02/02/23 at 1:19pm.

Refer to interview with the RCC on 02/02/23 at
1:00pm, :

Refer ta telaphone interview with the
Adminlstralor on 02/02/23 at 1:45pm.

3, Review of Staff C, medication alde (MA) ‘
personnel record revealed: '
-Shs was hired on 01/05/23.
-She complated her MA competency validation !
clinteal skills checkiist on 01/06/23.

-Thers was no documentation of a medication
alde test.

-Thearo was no documentation of training on the

care of diabatic residents. |

Review of the schedule for January and February
2023 revealed Staff C worked as a MA.on 4
01/2023, 01/29/23, 01/30/23, and 02101423, |
Rivision of Heallh Service Regulation
STATE FORM L] 7DB211 if continuation sheet 80718
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Attempted telephone interview on 02/02/23 at
1:15pm with Staff C was unsuccessful,

Refer to Inferview with the Business Offlce
Manager (BOM) on 82/02/23 at 1:12pm.

| i
* Refer fo interview with the RCC on 02/02/23 at
- 1:00pm.

| Referto telaphone interview with the
i Administrator on 02/02/23 at 1:45pm.

. Interview with the Business Ofiice Manager

| (BOM) on 02/02/23 at 1:19pm revealed: l
| -The Reglonal Director and the Resident Cars

. Coordinator (RCC) ware responsible for

| scheduling staff training.

-She was responsible for making sure all staff
records were complete and Included training
dacumentation.
~She did not have the documentation for the
diabetic care tralning.

-8he was aware that some training
documentation was missing from staff records,
-She was not aware the MAs did not have the
diabetic care training completed.

Interview with the RCC on 02/02/23 at 1:00pm
revealed:

-She was responsible to supervisa the MAs in the
facility and ensure diabatic care training
requirements were met.

~She and the Reglonal Diractor wore rosponsible

for scheduling staff training. |

Telephone Interview with the Administrator on
, D2/02/23 at 1:45pm revealed: ,
-She was responsible to schedule required MA !

Division of Haalth Servics Regulation
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bralning slncs Septamber 2022,
~The Reglonal Diraclar was responsible to ansure
tralning requirements wets miet and fa schedule

; A #raining golng forward,
-The BOM and RCG wera responsible for making
sura efl personnel records wors complete, l
-Shawas not aware that SiaFA did not have the

¢ disbalic care ralning completsd.

i MA trainlng on the ears of digbetin resldants was

: provided by a confracted RN on 12015722,

D338 1DA NCAC 13F .1004{a) Madication D iss
| Administration

10A NCAE 13F 1004 Madicatlon Administration The RCC will be 1o sponsible for
{2} Anadult cars home shall assure that the : education znd tralning withMT.s.

preperation and edminisiration of madications, " a i,

I preseription and non-praseriplion, and treatments geagtasr?:}ggnmegg?i?n:;g:ﬁ%g;:r?aﬁm"'

| by staffare In accordance with: » NEa, org e
all ordered medications, R —FC will monitor

{1} orders by a licensed preseribing practitioner 3 b
2 weekly during cart audits, Jraining shdets
vinlch are maintained in the resldont's record; and will be completed and placed in smplpee

(&) sules In this Section and the faclfty's polisies file and Administrator to feview monihi;.

and prosedurss, '

This Rule Is not metas evidenced hy; 5

Based on ohservations, interviews and racerd I
raviews, the Tacllity fallad to ensure medications D358 Addendum pef! email wi
ware adminlsterad as preseribed for 8 of 7 Ms. Jayme Shatley on 5/23/23.

sampled resldents (45, #7, and #8) related to o
raedicatlon used to contral elevated blaod sugar
(45}, a madication to trent plausoma {47), and a
redication to treat high blood pressure (#8),

Tho findings are;

‘The medication srror iate was 7.149% based on i
the obsarvation of 2 errars out of 28 apporiunitiss
during the 8:00am medication pass on 01/31/23.

i l {
Divislon of Heallh Service Repulalion
STATEFORM N o] THRs4 ircontinunticn sheot 79118
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|

Review the the facility's undated Medication '
; Administration policy revesaled:
. -Btaff were to administer medications according
' to the prestribing praclitioner's ordars.
-Staff were to document medications
administered on the resident's Madication
Administration Record (MAR). .
-Omissions and refusals of medications and th
reason for omissions were to be dosumented on '
the MAR.

1. Raview of Resident #5's current FL.2 dated

01/25/2022 revealed diagrioses included

unspecified dementia, disbetes mellitus, X
hypertension and congestive heart failure, ‘

Review of Resident #5's current signed physiclan
orders dated 12/13/2022 revealed Humalog :

Kwikpen 100 units, check fingerstick blood sugar :

(FSBS) before each meal and at bedtime and t
infect per sliding scale: FSBS: 0-199 = 0 units,
200-250 = 2 units, 251-300 = 4 units, 301-350 =6
units, 351400 = 8 units, 401-450 = 10 units, |
greater than 450 give 12 units repeat in one half
hour and if still above 400, call the medicat
doctor,

Review of Resident #5's December 2022
slectronic Medication Administration Record
{eMAR) revealad: ’

~His FSBS on 12/27/22 at bedtime was 268 and
he received 8 units of Humalog Kwikpen 100
units, when the order stated he should hava
racsived 4 units.

-His FSBS an 12/30/22 befors funch was 260 and
; he received 2 units of Humalog Kwikpen 100
units, when the order stated he should have
raceived 4 units,

Interview with the medication aide (MA) on
Division of Heallh Service Regulation
STATE FORM €590 7hB2H1 Ifcontfnuation sheet 8 of 18
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02/02/23 at 1:19pm revealed:

-She always looked at the sliding scale order
. written abovs the screen on the computer
: because the order was always there,
~-All staif should be doing the same thing but we
had agency in here and they may not have been
paying attention,
-If you checked the sliding scale order each fime
you put the FSBS in the computer you would not
make an efror.

Interviow with the Resldent Care Coordinator
{RCC) an 02/02/23 at 1:31pm revealad:

-Shg did not have the time to review the eMAR's,
~Her goal was to review the eMAR's dally.

-She did not know there were errors in Resident
#5's sliding scale insulin,

Review with the Administrator on 02/02/23 at

1:45pm revaaled:

~She did not know there ware atrors on Resident

#5's sliding scals insulin.

-She did not look at the eMAR's.

-She expected the RCC to be auditing the

eMAR's on Monday, Wednesday and Friday.

-If there was a medication error, the process was

to make the RCC aware, make the Administrator
aware and the medical doctor would be notified,

Attempted interview with Reslident #5's primary
care provider (PCP) on (:2/02/23 at 1:00pm was
unsuccessaful.

2. Review of Resident #7's current FL2 dated
12/20/22 revealed:

-Diagnoses included Alzhelmer's Disease,
restlassness and agitation, and colon cancer,
~There was an order for dorzolamide/timolol
22.3-6.8 mg/m, one drop twice daily to the right
eye.

Division of Health Bervice Regulation
STATE FORM
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Observation during the medicalion pass on
01/31/23 at 9:36am revealed dozolamideftimolo!
22.3-6.8 mgiml one drop was administerad to
both eyes of Resident #7.

[nterview with the MA on 01/31/23 at 9;36am
revealed:

~She placed one drop of the eye medication in
both eyes of Resident #7.

-Bhe was not paying attention and shoutd have
only placed one drop in Resident #7's right eye.

Telephone interview with a pharmacist from the
facility's confracted pharmacy on 02/01/23 at
3:26pm revealed:

-Darzelamide/timelo! eye drops were used o freat
glaucoma.

-Resldent #7 was to be administered
dorzolamide/timolol eye drops, cne drop to the
right eye twice dally.

. «If the medication was placed in a non-affected
" eye it could cause blurred vision, burning of the
" ays, or changes in the sense of taste,

Based on chservations, intervlews, and racord
reviews it was determined Resident #7 was not
interviewable.

Internview with the RCC on 02/02/23 at 10:56am

, revealed:

- -She expacted the MAg to notify her of any
medication errors when they occurred.

~The MAs wera responsible to notify the RGC and
the resident’s PCP of medicalion errors.

Refer to the telephone inferview with the
Administrator on 02/02/23 at 1:45pm.

3. Review of Resident #8's current FL2 dated

STATE FORM
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01/10/23 revealed:

dementia,

listnopril 10mg.

pharmacy.

- Resident #8.

revealed:
#8's lisinopril 10mg.

. delivered yet.

3:34pm revealed:

| tablet daily,

' -Diagnoses Included primary hypertenston and

~There was an order for lisinopril (2 madication to
treat high blood pressure) 10mg, one tahlet daily.

Obsarvation during the medication pass on
01/31/23 at 9:50am revealed:

-Each resident had a deslgnated location in the
cart for their medications.

~The MA pulled the blister packs of medications
for Resldent's #8 from the cart.

-She did not have a blister pack for Resldent #8's

-She checked the order history on Resident #8's
electronic Medication Administration Record
{eMAR) to determine If it was on arder from the
-She did not lnok in other locations of the

' madication cart for the lisinapril,

. =She did not administer fisinopril 10mg to

-5She documented the resident’s lisinopril was not
administered on the eMAR,

Interview with the MA on 01/31/23 at 3:50am

-It was reordered on 01/29/23 and was not
Telephone interview with a pharmacist from the
facllity's contracted pharmacy on 01/31/23 at
-Resident #8 had an erder for lisinopril 10myg, one

-Lisingprit 10mg, 28 tablets was dispensed for
Resident #38 on 01/13/23.

D 358

-She checked the reorder history for Resident

|
l
|
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|

Qbservation with the RCC of the medication cait

an 01/31/23 at 3:47pm revealed there was a new
blister pack of Resldent #8's lisinopril 10mg Ih the
bottom drawer of the medication cart, 1

Intarview with the RCC on 02/02/23 at 10:56am
revealed:

-If a resident had more than ane bllster pack of a
medication, it was to be either tumad backwards

| In the resident's dedicated focation or placed in 4
back-up location in the bokom drawer of the
medication cart.

-Resldent medications sometimes weare

; misplaced in another resident's group of
medications.

«If a resident's medication was not available in the
dedicated location, she expected the MA to |
search the cart In other locations.

-She was unstre why the MA had not searched in
| other localions of the medication cart for Resident

#8's lisinopril 10mg.

Refer to the telephone interview with the
" Administratar on 02/02/23 at 1:45pm,

. Telephone interview with the Administrator on
| 02/02/23 at 1:45pm revealed:
=The MAs were responsible to notify the RCC of
aill medleation errors, :
-The RCC or the MA was responsible to notify the : !
resident's PCP and the Administrator when a | '
medication error oceurred.
. ~The nurse was responsible to provide follow-up ‘
| training after any medication emor.

-She expected the MAs to check in all madication

back-up locatlons before dotumenting a
1 madication was not available to administer. I

[
i
Divislon of Heaith Service Regulation
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D 387! Continued From page 12

D 357 10A NCAC 13F .1004(j) Medication
Adminisiration

T0A NCAC 13F 1004 Medication Administration
{f} The resident's medication administration
record (MAR) shall be accurate and include the
- following:
(1} resident's name;
- {2) name of the medication or treatment order;
, (3) strength and dosage or quantity of medication
administered;
{4) Instructions for administering the medication
or treatment;
| (5) reason or jusiification for the administration of
medications or treatments as needed (PRN} and
; documenting the resulting effect on the resident;
{B) date and time of administration;
l {7} documentation of any omission of
| madications or treatments and the raason for the
' omlssion, including refusals; and,
(8) name or initials of the person administering
- the medication or treatment. ¥f initials are used, a
| ignature equivalent to those initials is to be
documented and malntainsd with the madication
administration record (MAR).

This Rule is not met as evidenced by:
Basad on record raviews and inferviews the
facllity failed to ensure the electronic Medication
Administrator Recards (eMAR) were accurate for
! 2 of 5 sampled residents (#4 and #5) related to
the documenistion of finger stick blood sugers
_ (FSBS) (#4 and #5}, documentation of
" administration of a medication to lower

i cholesterol , two medications to lower blood
sugar levels, a medication to increase blood

pressure, gnd an {ron supplemant (#4).

1. Review ¢f Resident #9's current FL2 dated
01/25/2022 ravealed diagnoses included

D367
D 357

f
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| unspacified domentia, diabetes melitus,
hiypariension end congestive heart faliura, \
t
Reviaw of Resident #5's cument signed physicien 5 ’
arders dated 12/13/2022 ravealed Hunalog REL will assure all MT"s are re-trained
¥wikpen 100 units, cheskt finger stiok blood sugar wiilt RN from Southern Fharmacy on
(FSBS) befora aach mea! and at bedtime and Digipetes and will weekly shadoly a MT
Inject par sliding scate: FEES: 0-189 =0units, for| fnedication and documentatibn compliarTee
200-250 = 2 units, 281-300 =4 unils, 301-360 = 6 anf for teaching opportunities. $igned
|. ;pits{agwﬂ%-; ﬁiuglgsém:;ﬁ!fa‘lgnugﬁh " iﬁa‘ ing sheets will be placed In Emplovee.
‘2 n 450 give 12 ualts repe B filg pn reviewed monthly by Auministrator.
« hour and if stil} shove 400, ¢all the madieal yoy
docton i@
! Ravlaw of Resident #5's Becember 2022 5 ] a‘[ﬂ

! elactronio Medization Administration Record
. (eMAR) revealed there was no dovurmentstion &

FSBS was completad on 12/27/22 hafors P367 Addendum per email with

broakfast, Ms. Jayme Shatley on 5/23/23.
Review of Resldent #5's January 2023 eMAR W Poldtuttrd, 7Y
revealad:

=Thera was ng documentation an the AR a
FSBS was sompleled an 81/17/23 before I
brealkfast,
~Tétere wes np dogumentation onthe eliAR &
FSBS was complefed on 01/20/23 before .
broalfast.
~Thera was no documentation on the elfAR a
FSBS was completed on 01/23/23 hefors
' brealdaat,

~There Yes no docurnantation anthe eMAR a
I FSBE was camplated on 81/23/23 bafora dinner.

Roeview with the medication aids (MA) on
| 92182123 at 1:18pm revesled:
! .She was not sure how a MA had forgotten to do

! a FEBS on Resldent #5,

; “Sometimes Resident #5 would refuse but thare
' Was a $pace on fhe eMAR fo documant his
Dhvislon of Heaflh Sorviea Regulation
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refusal.
~Bhe folt staff were careless at times and forgot to
document,

Aftempted Interview with Resldent #5's primary
cara physician on 02/02/23 at 1:00pm was
unsuccessful.

Refer fo the interview with the Resldent Care
; Coordinator (RCC) on 02/02/23 at 1:34pm.

Refer o the interview with the Administrator on
02/03/23 at 1:45pm.
| 2., Review of Resldent #4's currant FL.2 dated
' 11/28/22 revealed:
-Diagnoses included E, Coli septicemia (a blood
infection} and type I diabefes.
~Thera was an order to check Resident #4's
FSBS before meals and at bediims,
~There was an order for atorvastatin 20mg (a
madication to lower cholesterol levels) one tablet
. inthe evening. ;
~Thare was an crder for metformin 560mg (a : |
" medication o decrease bload sugar levels) two
tablets twice daily. I

~There was an order for novolin Insulin (used to
decrease blood sugar levels) 5 units three times
daily before meals.

-There was an order for midodrine (a medication
to increase blood prassure) Smg one tablat avery |
8 haurs.
-There was an order for ferraus sulfata (an iron i

| supplement) 325mg, one tablet bafore suppar.

Review of Resident #4's signed physician orders
| dated 12/13/22 revealed:
! -There wag an order ta check Residant #4's ”
. FSBS befora meals and at bedtime,
-There was an order for atorvastatin 20mg one
tablst in the avening.
Division of Health Sepvice Regulation
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~There was an order for metformin 500mg two
tablets twice dally. ‘

~There was an order for fovolin insulin & units
before each meal.

-There was an order for midodrine 5myg one tablst
every 8 hours,

~There was an order for ferrous sulfate 325mg, }
one lablet before supper. i

Review of Resldent #4's December 2022
alactronic Medicafion Administration Record |
{eMAR) revealed:
«Thare was no documantation metformin 500mg
two tablels was administered on 12/27/22 at
. 7:30am.
-There was documentation Resident #4's FSBS
' was checked on 12/27/22 at 6:00am with a result
of 168.
-There was no documentation novelin insulin 5
unils was adminlstered to the resident on
- 12/27/22 gt 7:302m,
i

| Review of Resident#4's January 2023 sMAR

revealed;

-There was no documentation atorvastatin 20mg

was administered on 01/23/23, ‘

-There was no documentation ferrous sulfate

325mg was administered on 01/23/23 at 5:00pm,

-There was no decumentation metformin 500mg, |

two tablets was adminlster on 01/17/23 at 7:30am

and on 01/23/23 at 4:30pm. | |

~There was no documentation midodrine 5mg

! was administarad on 01/16/23 at 2:00pm
-There was documentation Resident #4's FSBS l

was checked on 01/17/23 at 8:00am with a result

' of 208,

1 “There was ho documentation novolia insulin & i

| units was administered to the rasident on !
0171723 at 7:30am. 4
~There was documentation Resident #4's FSBS .

Diviston of Health Service Regulation
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was chackad on 01/20/23 at 6:00am with a result
of 220.

-There was no documentiztion novalin insulin 5
units was administered on 01/20/23 at 7:30am.
~There was documentation Resident #4's FSBS
was checked on 01/23/23 at 6:00am with a resuit
of 241.

; “Thare was no documentation novolin insulln 5
units was administerad on 01/23/23 at 7:30am.
~There was no documentation Residant #4's

| FSBS was chacked on 01/23/23 at 4:30pm,

- =There was rio documentation novolin Insulin 5
units was adminlstered on 01/23/23 at 4:30pm,

Refer to the Interviaw with the Resident Care
| Coordinator (RCC) on 02/02/23 at 1:34pm.

{ Refer to tha telephone interview with the
Administrator on 02/02/23 at 1:48pm.

interview with the RCC on 02/02/23 at 1:34pm
revealed:

| “She thought the blank boxes on the residents’

' eMARSs were due to human error,

! _Shs thought the Ma falled to scan a medication
or chacl it off manuaily.
-She wag unsure if a medicatien was given when
there was a blank box for a madication
administration time.

i <t was her responsibility to audit the eMARs for

+ any medications not administered or other
discrapancies.
-Her goal was io audit the eMARs daily but she
did not always have the time.

' Telophene interview with the Administrater cn

{ 02702123 at 1:45pm revealed:

| -She was unsure why a medication administration
| ime would appear blank on a resident's eMAR.

* -It was possibla the MA did not click on the
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medication when adntinistering it
~The RCC was responsible to audit residents’
eMARs for discrepancies on Mondays,

i Wednesdays, and Fridays. '
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tHEALTH AN

D% I AND KODY H. KINSLEY -« Se
< 7 HUMARN SERVICES MARK PAYNE - Dlrecto[
Electronic Mail
February 20, 2023
Syed Husain, Director
Heritage Place Business LLC, Licensee
Heritage Place
1372 Eufola Road
Statesville, NC 28677

email address: liizerO@gmail.com

Re:  Follow-up Survey and Complaint Investigation completed February 2

(ASPEN Event ID 7DB211 / Complaint Intake Reference NC00196761

Facility:
Licensure Number:
County:

Heritage Place
HAL-449-036
Tredel

Dear Mr. Husain:

Thank you for the cooperation and courtesy extended during the survey completed }
Care Licensure Section and fredell County DSS.

Asaresult of the follow up survey, it was determined that some of the deficiencies 2|
on the enclosed Revisit Report. Additional deficiencies were cited during the surve

The Type B Violations in the rule arcas of 104 NCAC 13F .0902(b) Health Care
Administration, and 104 NCAC 13F .1265 Health Care Personnel Registry
December 25, 2022. Therefore, penalties will not be recommended,

Based on survey findings, the complaint allegations werc not substantiated.

i

r

2023

february 2, 2023, by staff with the Adult

re now in compliance, which is reflected
y.

10A NCAC 13F .1004(2) Medication
were abated as of the correction date,

Enclosed you will find all deficiencies cited listed on the Statement of Deficienci
Deficiencies is to provide you with specific details of the practice that does not co
provide an acceptable Plan of Correction for each deficiency cited in the left col
state your plan for correcting the problem and the completion date by which you
return it to our office within 15 working days of receipt of this letter. Below you
Correction for all deficiencies; and, if violations were identified, details of the fype
compliance are also provided below.

NG DEFARTMENT OF HEALTH AND HUMAN SERVICES - DIVISION OF HEAL |

ADULT CARE LICENSURE SECTION

LOCATION: B0 Biggs Drive, Brown Bullding, Ralelgh, NG 27
MAILING ADDRESS: 2708 Mall Service Centet, Raleigh, NG 2768

https:/finfo.ncdhhs.govidhsiy « TEL: 919-855-3765 » FAX: 919-7;

AN EQUAL OPPORTUNITY } AFFIRMATIVE ACTION EMPLOYER

Form. The purpose of the Statement of
Ly with the state regulations. You must
. In the spaces to the right of the forns,

correct each deficiency identified and

vill find what to include in the Plan of

bf violation(s) and the time frame(s) for

[ SERVICE REGULATICN

03
p-2708
3-9379
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Heritage Placs
HAL-049-036
Eebruary 20, 2023

Enclosures: Statement of Deficiencies
Revisit Report

ce: Blondzella Harris, Administrator w/Enclosuzes
JimmiAnne Johnson, Supervizor/Designes, Iredell County DSS
Kim Ruppel, Branch Manager, Western Region, Adult Care Licensure Section
Mary Agena, Team Supervisor, West 2 Region, Adult Care Licensure Section
Victor Orija, State LTC Ombudsman, Division of Aging and Adult Services
Star Rating, Adult Care Licensure Section
Quaslity and Compliance Unit, Adult Care Licensure Section
Facility File

NC DEPARTHMENT OF HEALTH AND HUMAN SERVICES - DIVISION OF HEAL
ADULT CARE LICENSURE SECTION

LOCATION: 801 Bigys Drive, Brown Bulldlng, Ralelgh, NC 2
MAILING ADDRESS: 2708 Mail Sevice Center, Raleigh, NC 276
hitps:/info.ncdhhs.govidhst! « TEL: 819-865-3765 « FAX: 9187

AN EQUAL OPPORTUNITY / AFFIRMATIVE ACTION EMPLOYER

FH SERVICE REGULATION

03
-2708
13-8379
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report form).
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Reg. # NCAGHE (e) Completed Reg. # ) () Complated Reg. # @ (0) Completad
Lsc 02/02/2023 LSC 0210212023 LSC 02/02/2023
ID Prefix  DOA10 Comection ID Prefix  D0338 Correction ID Prefix  Do392 Correction
ANGAC 13F .0804(g) 10A NCAC 13F 0809 10ANCAG 13F .1008 (o)
Reg. # {1:) Iel Completed Reg. # Completad Reg.# / Complated
LSC 02/02/2023 LsC Q20212023 LsC 020272023
1D Prefix  D0433 Cairactian iD Prefix  Do43a Carrection 1D Prefix  Do451 Corraclion
i 10ANCAC 13F 1208 10ANCAC 13F 1212{2
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Reg. # Completed Reg, # Completed Reg. # Completed
LSC 02/02/2023 LsC Lsc
REVIEWER BY REVIEWED BY DATE SI,G*TURE OF SURVEYOR, N E RATE
STATE AGENCY 31 (NmaLs) L\ Mmﬁﬂﬁ/ 6 . p _,E."“ﬂ dﬂ’,\b 02/20/2023
REVIEWED 8Y REVIEWED BY DATE ‘m'@’é Y DATE
CMS RO £33 | (nimaLs)
FOLLOWUP TO SURVEY COMPLETED ON [T cHECK FOR ANY UNCORRECTED DEFICIENCIES| WAS A SUMMARY OF
11/10/2022 UNCORRECTED DEFIGIENCIES (CMS-2667) SENY TO THE FACILITY? _ Tves 1 wo
Pape 1 of1 EVENT ib: FIM112
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