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Inifial Camments

The Adult Care Licensure Section gonducted an
annual and follow up survey on November 1B~19
2014

104 NCAQ 3F .0407(a)}7) Other Staff
Quatifications

10A NCAC 13F .0407 Othar Staff Qualifications
{a) Each staff person at an adult care heme shall;
{7} have a criminal backgrourd chieck in
accordanca with 3.5, 114-19.10 and 131D-40;

This Rula is nol met as evidenced by:
TYPE B VIOLATION

Based on interview and record raview, the faciltty
failed to assura 1 of § sempled staff (Staff A) had
a crimiinal bagkground check in accordance with
6.5, 114-19.10 a@nd 131040,

The findings are:

Review of Staff A's perzonnel filg on 14/18/14
revealed:

‘| -Staff Awas hired as a Personal Care Aide on

1048114,

“Thera was a signed consent for a orirmins!
background check.

-There was no dosumentation of a ciminal
background check having been.complated.

Intarview with the Special Care Coordinator
{(SCC) on 1171514 at 9:55am revealed:

-t was the facifity's policy fo conduct eriminal
background checks on all new hires before they
started to work.

-The facility contracted a service who performad
urine drug screens and background shecks on all
new hires,

RRLLY)

D129

Faﬁility put in ﬁlace a plén of 11/20/14
protection té.preuent_the.biring
of anyone prior to obtaining a.
full criminal record. All new
hires must ‘be' approved by the
SCC and administrator. A new
policy was written "and put 1n
place on 11/20/2014 '
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<1 don't know if [name of contracted service] did
a background chack [on Staff A], becauss the
dnug test was positive.”

-Aftar 3 brief talephone intarview with the facility's
contracted background chegk service, she stated
"The service is tsiling me {the Administrators
namg] told tham not to do a background check”
on Staff A after the service notified him of the
positive drug seresn rasult.

-She stated she had asked the service to go
ghead and rip 2 background chack on Staff A
when she had spoken with them.

-Thie SCC stated she had spaken with the
Administrator after finding out the drug screen
was positive and had recommended he go ahead
and hire Staff A anyway.

When | talked to [Staff A] sbout it she said she
didn’t do it.”

| did talk to [Administrator's name] about it and
he thought she might have been at the wong
place at the wrong time."” .
-"Administrator's name] toid me to pay close
atternfion to her and terminate her if there were
any problems" and that was why they schedulsd
Staff Ato work on first shift when the SCC would
be onsite,

Irterview with the SCC on 11718114 at 12:20pm

reveslad, -

-The background check on Staft A had been
completed and there were no Significart findings.
-"i¥s hard to find good pecple and she's one of
the best employses we have.”

Interview with e Administrator on 11/18/14 at
12:40pm revealed:

AAnen asked why & criminal background check
had not been obtained for Staff A, he stated "That
wag a decision ] made. Her credentials were
good. Her references were good. Initally we
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weren't going 1o hite her that’s why the
background gheck got missed.”

-He stated he had a hard time getting and
keeaping quality staff for several reasans including
the rural locafion of the faciiity, pay ssale for
perzonal ¢are aides, and the demands placed on
staff working in healthcare,

-"She's an excellent employas.”

The facility provided a plan of prataction on
1/19/14 which included:

-A criminal background chack will be canducted
and requirad hefore hiring employees,

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JANUARY 3,
2014

D 299 10A NCAC 13F .D204{d)(3)(A} Nulrition And Food 299
Sepvice .

10A NCAC 13F .0904 Nutrition Ar Food Servica
{d) Food Requirements in Adult Care Homes:

(3} Daily menus for reguiar diets shail include the
following:

{(A) Homogenized whole milk, fow fat milk, skim
milk or buttermilk: One cup (8 ounces) of
pasteurized mik at |=ast twice a day.
Reconsiituted dry mill or diluted evaporated milk
may be used in cooking only and not for drinking
purposes due to risk of bacterial contarnination
duriig mixing znd the lower nutritonal value of
the product if too much water is used.

This Rul2 18 not msf a5 avidenced by:
Bazed on cheervatlon, interview and record
review the Tacillty falled to serve residents eight

[T
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ounces of pasteurized mik at least twice daily.

The findings are: )

Facility is a special care unit 11/20/14

The facility is licersed as an Alzheimer's /
catering only to residents with

Dementia special care unit with a capacify of 40

rasidants. memory impairments, therefore,
from time to time it deems to

The facility cznsus on 11/18/14 angd 11719114 was alter the food menu based on

documented as 37. resident's preference in order

- - o to obtain maximum consumption,

The: facility had two dining araas, the dining room ) ? .
where milk could be served duringt.

and day room. _ .
snack times., Effective 11/20/2014

a policy has been put in place to

Review of the facilily’s regufar diet menu revealsed
prevent the alteration of all

milk was i be served with breakfast, lunch and
dinner meals on 11184 and 111914, foods and adhere only to the
menu prescribed.

Interview with the Gook on 11/19/14 at 8:10am
revealed,

-Milk is not served io every resident.

“Not svery resident wants milk"™.

At brealdast two residents were servad milk in
the dining reom and thiee residents get mitk "on
the cart” (the cart was used to fransport meals
from the kitchen fo the day room dining area and
i resident's eating in their roorn).

-He stated there iz usually around 10 galions of
tnilk In the refrigeraior and that milk was delivered
orica each weak.

Observation on 1119/14 at 8:50am revaaled 7
galions of whole milk and 1 gallon of fat free milk
In the kilchen refrigerator,

Observation of the lunch meal on 11/18/14 from
11:46am fo 12:30pm revealsd:

-0Ong, six-ounce glass of milk on the cart.

-Table settings included one, six-punce glass of
water and one, twalve-ounce glass of a beverage
Division of Mealth Service Regulation ,
STATE FORM b RAHE1 | contiruation shaet #of 11
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of the-residents’ choice.
-All beversges were on the {able before the
rasidenis entered both dining areas.

“There was he obaetvation of milk being offered *

or servad {o the residents.

Obzervation of the dfnner trieal on 11/18/14 at
4:55pm revealed:

~Table setfings included ong, she-ounce glass of
water and one, fwelva-ounce glass of a bevarags -

of the residents’ choice.
-There was no ohservation of mik baing offered
or servad to the residents.

Observation of the dining areas on 11/19/14 at
8:15am revealed; ‘

-The breakfast meat was completed and

residents were being assisted out of the rooms by
staff. ' )
-Table =ettings included one, sbe-ounce glass and
ong, twelve-ounce glass.

-In fhe dining room one, twelve-ounce ‘glass and
three, six-ounce glasges had a smal amount of
milk ramaining In the bottam of tha glass.

Intenview with two Personal Cars Aides (StaiTA
and Staff G) on 11119714 at 8:00am revealed:
~They assist faeding residants at breakfast and
lunch. :
~They would sk rasidents if they wanted milk.
"Usually we will serve everyone milk so they get
their calcium®, -

Interview with Medication Aide (Staff F) on
1119/14 at 8:40=m mvealed;
-She mssists with the lupch meal,

| -Staff will "offer” milk to the residents, "wa wilf agk

if they want milk".
-Staff will not force rasidents to drink milk
becauze "we don't want fo upset” the reaidents.

~D299
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-About 10-12 residents regularly drink milk.
-Staff know what residents drink milk.

Intenigw with the Resident Care Coordinator on
11719M4 gt 9:55am revealed;

-Sha assists with serving the residents ai meal
fimas.

MAfe know our residents and who wants milk".
-She verbally indlated which residents were
served milk, which meal they received milk and
the amount of milk they wara served.

-She stated not all of tha residents want milk and
that the facility dosan't want to “pour out” the
unused milk

-Staff wilt ask each resident if they want miik at
each meal.

“We know olir residents, what they like and don't
fika and they wilf tell you what thay don't like™.

Intervigw with the Special Gare Coordinator
{SCC) on 1171914 at 10:45am revealed:

Milk is "offered” to the residants.

~They used to give all the residents milk and
wauld heve to pour out a lot of milk and they did
nof want to waste it.

-There were no resident's with special die{ arders
for withholding milk ar iactesa intolerant
residents.’

interview with SCC on 11/19/14 at 11:25am
revegled:

-8he had spoken with the Administrator and they
"will now put milkc out at ach meal for each
resident”.

Exch resident will be served a six-ounce glass of
mitk at each meal.

-She Indicated the Administrator said they would
durap out the unused milk,

Ohbservation of the lunch meal at on 11/18/14 at

D 299
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11:45am revaaisd;
—Five, six-ounce glass of milk on the cart.

-A} each table setiing there was one, si-otnce
glass of water, and one, twaive-ounce glass ofa
beverage of the residents’ choice and one,
six-ounce glass of milk.

-All beverages were on the tabla before the
residents entered both dining areas,

-Staff were absarvad setving and coaxing the
residents to drink milk,

912 G.5. 1310-21¢2) Declaration of Residens' Rights Daiz

(.5. 131D0-21 Declaration of Residents’ Rights
Every resident shall have the foilowing rights;
2. To racaive care and services which are
adequate, appropriate, and in compliance with
relevant faderal and state laws and rules and
regulations.

This Rule is net met ag avidencad by:

Bazed on record raview, observations and
interviews, the facility failed to assure residents
received care and services which are adequate,
eppropriate, and in compliance with ralevant
federal and state laws and rules and regulations
releted to criminal hackground checks and
confrolisd substance examinations and

SCrEanings,

The findings are; Facility put a é_oli_cy in place té_ 11/20/14
' obtain criminal.backgroupd gheck S

A, Based on interview and récord review, the i * | drug test. results simultaneously

facility failed 1o assure 1 of 5 sampled staff (Staff - prior to hiring new employees.

A) had a criminal batkground check in This will be monitored by SCC and

accordance with 6.5, 114.19.10 and 131D-40. administrator directly effective -

| {Refer to Tag 0139, 10ANCAC F :0407(a)(7)

| Other staft Qusifications (Type B Violation)], bt

" Division of Health Service Regulation
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B. Based on record review and interview, the
facility failled to assure 1 of 1 sampled staff (Staff
A)who had tested positiva for the presence of a

.confrolied substanes an the pre-amployment drug

scresning had obtained written verification from
the applicant’s prescribing physician that the
controlied substance ldentified by the
examination and scteening was prescribed by
that physician {o fraat the applicant’s medical or
psychological condition. [Refer to Tag 992, G.8.
131D-45 Examination and Scréening (Type B
Violation}],

5.5.5 131D-45 Examnination and screening

(3.5, § 131D-45. Examination and screaning for
the prasence of confralled substances required
for applicants for employment in adult care
homes.

{a) An offer of employment by an adult cara home
ticensed under this Article to an applicant is
conditioned on the applicant's conzent fo an
axamination and screening for controlizd
substances. The examination and sereening shall
be conducted in accordance with Adicle 20 of
Chapter 95 of the General Stafutes. A screening
procadure that utilizes a single-use tost device
may be used for the examination and screening
of appficants and may be adminhistered on-site. If
the results of the applicant's examination and
sereening indicate the prasence of a controlled
substance, the adult care home shall not employ
the applicent unless the applicant first provides o
the adult eare home written verification from the
applicant's prescribing physician that every
controlled substance identified by the
examination and screening is prescribed by thet

Dg12

Dog2
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-| whysician to freat the spplicant’s medical or

psychological condifion, The verification from the
physician shall inciuda the name of tha confrolled |
substanca, the prescribed dasage and fraquency,
and the sondition for which {ha substance is
prescribed. If the resulk of an applicant's or
employee's examination and screening indicates
the prezenca of 3 controlled substance, the adult
care home may require a second examination
and screening to verify the results of the prior
examination and sareening,-

This Rule is ot met as evidenesd by:
TYPE B VIOLATION

Based on recond review and intendew, the facility
failed to assure 1 of 1 samplad staff (Staff A) who
had tested positiva for the presence of 3
contrulied substance on the pre-employment drug
screening had obiatned written verification from-
the applicant's prescribing physician thaf the
controlled substance idantified by the
examination and screening was prescribed by
that physician 6 treat the applicant's medical or
psychological condition.

The findings are:

Review of Staff A's personne! file on 11/19/14
revealad;

~5taff Awas hirad as a Personal Gars Aide on
10/8/14.

-A confrofled substances exam was performed on
10/8/14 documented &s “non-negative for THE,"

interview with the Special Care Goordinadar
{SCC}on 11/18/14 at 5:55am revealed:
-t waz the facility's policy to perform urine drug

A plan of protection was put in
place on 11/19/2014 where
facility will conduct drug:

of all applicants.
Shopl.ci facility receive a

positive test result, it will ®
reguire a physician oxder to

screenings prior to the hiring = ¢

determine the legitimacy of .the

11/19/14 .

a

STATE FORM
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screens on all new hires before they started fo
WOrK,

-The faciiity contracted a servica wha performed
urine drug sereens on all new hires.

-5ha had been aware Staff A's wrine drug scresn
had come bagk positive for THC (the main
ingredient found in the cannabis plant),

-The SCC stated she had spoken with the
Administrator after finding out the drug sereen
wais positive and had recoimmended he go ahead
and hire Staif A enyway.

=“When | tzlked to [Staff A} about it she said she
didn't do it

-1 it talk to [Administrator's name] sbout if and
he thought she might have been at the wrong
place at the wrong fims.”

~JAdministrator's nama] told me to pay close
attention to her and terminate her if thers were
any problems.”

" wouldn't pictare her deing that.”

"I have never picked up on anything sinca she
started working.”

-She stated she had planned o pedform another
random drug screen, but she hadn't gotten it yet
since the employee had just starled working on
10/8/14.

Intervisw with the SCC on 11/19/114 at 12:20om
ravealed:

-“It's hard fo find good people. She's one of the
best employees we hawe."

-She had been unaware of the general statute
passed in Octobar 2013 which would not allow

" hiring an individual who had tested positive on

pre-employment drug screen without a physician
stating the drug was prescribed for the person.
-She stated if sha had been aware of the genetal
statute sha would nevar hava asked the
Administrator to hire Staff A,

2 just dign't know.”

Do9z

or a prescription for the drug
tested positive. This policy
will be supervised directly by
the administrator. .
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Interview with the Administrator on 11/19/14 at
12:40pm revealed: :

-He was unaware of the general statute passed
which would nat aliow hiring an individual who
had tesfed positive on pre-omployment drug
screen,

“"Her credentials were gond. Har refarences were
goad, Initially we weren't gaing fo hive her_..”

-He stated ha had a hard fime getiing and
keeping quality staff for saveral reasons including
- the rurat lacation of the facility, pay seale for
personal ¢are aides, and the demands placad on
staff working in hoalthoars.

~He stated he had asked the SCC to make sure
Staff A worked on day shift, 50 the SCC could
monior ker performance,

-There had been na problem with Staff A's
parformanca,

-"She's an excellent employes.”

| Aplan of profecfion wag obisined from the faciiity

on 11/18/14 and included:. |

-The fagility will conduct drug screening prior to
hiring of all applicants.

-Should facility receive a positive test result will
require a physician order fo determine legitimacy
of the test or a prescription for the drug tested
positive.

CORRECTION DATE FOR THE TYPE.B
VIOLATION SHALL NOT EXCEED JANUARY 3,
2014 :
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December 22, 2014

Ms. Charity Norville BSN RN, Licensure Consultant
Adult Care Licensure Section

Division of Health Service Regulation

12 Barbetta Drive

Asheville, NC 28806

Re; Plan of Corrective Action

Dear Ms. Norville,

Thank you for your survey of November 19, 2014. Please find our response and plan of correction for
the violations cited. | hope that our corrective action plan will be satisfactory, as we have addressed all
deficiencies.

Should you have any questions, please feel free to contact me at 336-209-4000.

Sincerely,

Nick Nikouyeh
Administrator

PO. BOX 903 . 1372 EUFOLA ROAD . STATESVILLE, NORTH CAROLINA . 28687

S

704-528-4568 e FAX 704-528-9844 < RESIDENT PRIVATE LINE 704-528-4601




Shook, Linda

]
From: Norville, Charity P
Sent: Tuesday, January 06, 2015 3:38 PM
To: Johnson, Jimmianne
Cc: Shook, Linda; Penland, Beverly D; Burns, Pam S
Subject: Heritage Place Adult Living Center-Iredell County
Attachments: Heritage Place Adult Living Center 2014-12-22 POC R9H811.pdf

Please find attached copy of the approved Plan of Correction (POC) for the above
referenced facility.

Thank you,

Charity Norville BSN, RN

NC Department of Health and Human Services
Division of Health Service Regulation

Nurse Consultant-Adult Care Licensure Section
12 Barbetta Drive, Asheville, NC 28806

Phone: (828) 670-3391

Fax: (828) 670-5040

charity. norville@dhhs.nc.gov

www.ncdhhs.nc.gov/dhsr

Email correspondence to and from this address is subject to the North Carelina Public Records Law and may be disclosed {o third parties by an authorized State
official. Unauthorized disclosure of juvenile, health, legally priveleged, or otherwise confidential information, including confidential information relating to an
ongolng State procurement effort, is prohibited by law. [f you have received this 2-mail in error, please notify the sender immediately and delete all records of this
e-mall.




