“onoduill

VILLAGE

February 4, 2023

Wanda Fdwards
NC Department of Health and Human Services
Adult Care Home Survey

RE: Plan of Correction for Croasdaile Village

Ms. Wanda Edwards-

Please see the attached plan of correction response to the revisit survey
that was completed for Croasdaile Village Assisted Living on January
5™ 2023. Statement of Deficiencies was received on Friday, January
20", Plan of Correction is being submitted as of Saturday, February 4,
2023. Audits/Monitoring Tools and Policies are attached to the Plan of
Correction. Please let me know if there are any other items that arc
needed.

Thank you,

Rebecca Marion
Croasdaile Village
RebeccaM ¢ umrh.ory
(919)-384-2304
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Croasdaile Village acknowledges receipt of

The Adult Care Licensure Section conducted a the Statement of Deficiencies and purposes

follow-up survey on January 4-5, 20723, this Plan of Correction to the extent that the

Suimmary of findings is factually correct in
O 253 10ANCAG 13F .0801(a) Resident Assessment  * D253 - order to mainiain comptiance with _

applicabie rules and provisions of Quatity

10A NCAC 13F 0801 Resident Assessment of Care of residents, The Plan of Correction

(a} An adult care homa shal| assure that an [nitial i submitted as a written allegation of

assessment of each resident is completed within compliance, Preparation and submission of

72 hours of admission using the Resident this Plan of Correction is in response to the

Register, DHSR visit from the January 5, 2023 survey,

Croasdaile Village’s response to this
Statement of Deficiencies and Plan of
Correction does not denote agreement with
the Statement of Deficiencies nor does it

This Rule is not met g evidenced by constitute an admission that any deficiency
Based on racord review and interviews, the is accurate, Further, Croasdaile Village
facility failed to ensure an initia assessment of reserves the right (o refute any deficiency
each resident was completed within 72 hours of on this Statement of deficiencies through
admission using the Resident Register document Informal Dispute Resolution, formal appeal

for2 of 5 sampled residents (Resident #1 and
Resident #2).

and/or other administrative or legal

procedures,

The findings are.

mnaings a 4]

1.Review of Resident #1's current FL-2 dateg

10/22/22 revealed diagnoses of Alzheimer's Upon review of the resident records, 2 of § 01/27/2023
disease, ostecarthritic of right knee, macular sampled residents (Resident #1 and #2) did
degeneration, irritable bowel syndrome, syncape, hot have an initial assessment via the Resident

elevated blood pressure and irritable bowel . Register within 72 hours of admission per

syndrome. regulations. Resident Registers were Jocated

for each resident in 2 soft file and scanned into

Record review for Resident #1 revealed the resident record as of 01/27/2023.

. -There was ar admissicn date of 02/10/22.
-There was no initial assessment using the
Resident Register for Resident #7.

Attempted interview with Resident #1 on Q1/04/22
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D 253 Continued From page 1

al 10:40am was unsuccessful,

Refer to interview with the Administrator on
01/05/22 at 4:35pm .

2. Review of Resident #2's current £L.-2 dated
02/09/22 revealed diagnoses of Alzheimer's
disease, disorientation, celiac disease, migraine
headaches and hearing loss.

Record review for Resident #2 revealed:

-There was an admission date of 09/24/21.

-There was no inilial assessment using the
. Resident Register for Resident #2.

Attempled interview with Resident #2 on 01/04/22
at 9:20am was unsuccessfui.

Refer to interview with the Administrator an
01/05/22 at 4:35pm,

Interview with the Administralor on 0105122 at

. 4:35pm revealed;
-The Administrator was respansible for meeting
and assessing a new resident.
-An initial assessment was to be done, within 72
hours, using the Resident Register and was
included in the admission documents ta be
brought back to the facility to be signed by tha
Administrator and scanned into the computer,
-She was currentiy the Acling Administrator and

" was not aware the initial assessments for

" Residenl #1 and #2 were not in thair records.
-The Admiinistrator was responsible for ensuring
the completed initial assessments were in the
records for Resident #1 and Resident #2,

g Director of Profgssional Development

educated Executive Assistant on

01/09/2023 on the regulations related to the
completion of the resident register within 72
hours of admission. It was also reviewed that
‘resident register should be scanned into the
medical record once completed. Executive 02/08/2023
Assistant the completed a 100% audit on
resident registers for all residents in Assisted
Living by 01/27/2023 to identify any other
areas that may need to be addressed. Al
missing resident registers will be completed
by 02/08/2(23.

#3

The Administrator wil] conduct weekly audits

for three months to ensure compliance is me*

with Resident Registers post 72 hours of ~ 05/01/2023

admission. (Sce attachment # 1). W
[ate D;/
|7l

Ha

Quality Assurance and Performance
Improvement Committee will review the
audit results and follow up on any action
plans during the Quality Assurance and
Performance Improvement Commitice
meeting. Any items on the action plan will
be completed {o ensure continued
compliance. Quality Assurance and
Performance Improvement Committee
will determine if any further education is
needed based on results of audits. The
Quality Assurance and Performance
Improvement Committee has the right to
discontinue the audits once the committee
determines compliance has been achisved,

ivislon of Health Service Regulation
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Croasdaile Village acknowledges receipt of
10A NCAC 13F 1005 Seif -Administration Ot the Statement of Deficiencies and purposes
Medications this Plan of Correction to the extent that the
(a} An adul care home shail permit residents summary of findings is factually correct in
who are competent and physicaﬂy able to order to maintain compliance with
self-administer their medications if the foliowing applicable rules and provisions of Quality
r?qurllrements are met: of Care of residents. The Plan of Correction
(13t @ sef-administration is ordered by.a is submitted as a written allegation of
physician or other person legally authgrized to lis Pre tio Jsubmissisiot
prescribs medications in North Carolina and emphance. frepara and.submission
documented in the resident's record: ang this P]an. u_f ('T'orrectlon 13 in response to the
{2) specific instructions for administration of ; DHSR visit from the January 5, 2023 survey.
" prescription medications are printed on the
medication fabel. Croasdaile Village’s respense to this
Statement of Deficiencies and Plan of
Correction does not denote agreement with
the Statement of Deficiencies nor does it
' ; . 2onsti dmission that any defici
This Rule is not met as evidenced by: ('m:; mltet:n;u:;fflg;o:: d:irllz V?“:'chy
Based on observations, record reviews and tHAcEhtate. & g £ defici 8
interviews, the facility failed to ensure 1 of 2 FESeEvEs the right to re te’f any deliciency
resident sampled (#4) had a physician's order to on this Statement of deficiencies through
self-administer vitamins. Informal Dispute Resolution, formal appeal
and/or other administrative or legal
The findings are: procedures.
Review of the facility's self-administration of #1
mfiiiif:ggsiogﬁhdea:;:igfﬁioti ‘;:i?ézd: Upon review of the resident records, | of 2
guidelines ta the interdisciplinary team on samnpled residents (Resident #4) did not 01/10/2023

self-administration rights for residents and
establish uniform guidelines concemn the safe
self-administration of drugs,

-The procedure included an assessment by the
resident's Primary Care Provider (PCP) 1o
determine if the resident was capable of safely
administering medications to him or herself.

have a physician’s order to self-administer
vitamins. Resident #4 was evaluated per
policy (Attachment 2) and given an MDD order
to self-administer mediations on 01/10/2023.

Divigion of Health Service Regulation
STATE FORM

8TLIN

¥ continyation sheet 3 of 10



PRINTED: 01/13/2023

o _ _ FORM APPROVED
Division of Health Service Requlation
STATEMENT OF DEFICIENCIES X1 PROVIDER/SUPPLIERICLIA MULTIPLE CONSTRUCTION 3} DATE S Y
AND PLAN OF CORRECTION IDENTIFICATION RUMBER: ﬁ 1 ) ,COMPLEUTF?EVDE
. BUILDING:
R
HALD32020 B. WING 01/05/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, 21P CODE
CROASDAILE VILLAGE 2600 CROASDAILE FARM PARKWAY
DURHAR, NC 27705
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES 1D FROVIDER'S PLAN OF CORRECTION (X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACGH GOARRECTIVE ACTION SHOULD BE COMPLETE
TAS REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRDPRIATE DATE
DEFICIENCY)
D375 Continued From page 3 D 375

-Next, the PCP would provide a signed and dated
order for the self-administration of medications.
-A resident who was deemed appropriate to
seif-administer medications would recaive
medication education from the nursing staff.
-The PCP would document in the resident's care
- plan who was responsible for medication storage.
~The facility had to provide a secured
compartment for the storage of medications.
-The nursing staff documented on the resident's
medication administration record (MAR) after
witnessing the resident self-administering

-This policy was revised on 04/10/08.

12107122 revealed:

-Diagnoses included unspecified dementia

without behavioral disturbances, major

depressive disorder, vitamin D deficiency, and

deficiency of other specified B group vitamins.
. -There was no order to self-administer !

medicaticns.

Review of Resident #4's record revealed there !
was no assessment lo self-administer ’
medications.

Review of Resident #4's care plan dated 12/08/22
revealed there was no dogumentation concerning
Resident #4 self-administering medication. i

2. Review of Resident #4's current FL-2 dated
12/07/22 revealed there was an order for vitamin
B (used to prevent and treat vitamin B deficiency)
1000mcg daily. ;

Observation of Resident #4's dining room tablet
on 01/04/23 at 10:15am reveaied -There was one
apened over the counter bottle of vitamin B12

medications. :

1. Review of Resident #4's current FL-2 dated :

#2

Administrator provided Self

Administration of Medication policy to

Clinical Supervisor for education. A 100%

audit of all ?esident rooms was completed t 01/24/2023
01/24/2023. There was one identified issue o1
non-compliance which was corrected on

01/24/2023.

#3

The Clinical Supervisor will conduct weekly
audits for three months to ensure
compliance is met with regulations
tegarding Self~Administration Policy (See
attachrment #3).

05/01/2G23

Tk
#4 | l ¢ l 2%
Quality Assurance and Performance

Improvement Committee will review the

audit results and follow up on any action

plans during the Quality Assurance and

Performnance Improvement Committee

meeting. Any items on the action plan will

be completed to ensure continued

compliance. Quality Assurance and

Performance Improvement Committec

will determine if any further education is

needed based on results of audits. The

Quality Assurance and Performance

[mprovement Committee has the right to

discontinue the audits once the committee

determines compliance has been achieved.

Division of Health Service Regulation
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1000mcg tablets.

Review of Resident #4's December 2022 and

i January 2023 electronic medication
administration record (eMAR) revealeg:
-There was an entry for vitamin 842 1,000mcg
one soft get daily, scheduled for 9:00am.
-There was documentation of administration of
vitamin B12 from 12/08/22 to 01/04/23.

Observatior of Resident #4's medication on hand ;
an 01/05/23 at 10:30 am revealed. i
-There was a bottle of over the caunter vitamin i
812 containing 16 of 90 tablets.

-There was no documentation of the date the
boltle was opened.

Interview with Resident #4 on 01/04/23 at
10:10am revealed:

-She had a bottle of vitamin B12 on her dining
foom table.

-She took the vitamin B12 occasionally.

Refer to the interview with Resident #4 on . :
- 01704723 at 10:10am. :

Refer to the telephone interview with Resident

#4's Primary Care Provider {PCP) on 01/05/23 at

7:00pm. ;

Refer to the interview with a licensed practical {
nurse {LPN) on 01/05/23 at 4:46pm.

Refer to the interview with the Resident Care
Coordinator (RCC) on 01/05/22 at &:52pm.

Refer to the interview with the Administratar on
01/05/23 at 6:50pm.

b. Review of Resident #4's current FL-2 dated
ivigion of Heafth Senice Regulation
STATE FORM azEn
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12/07122 revealed there was an order for
multivitamin 50 plus tablet daily.

Observation of Resident #4's dining room tablet
on 01/04/23 at 10:15am revealed there was an

openad white bottle of 50 plus multi-vitamins with '
a few tablets. :

Review of Resident #4's Degember 2022 and ]
January 2023 slectronic medication !
administration recard (eMAR) revealed: i
-There was an entry for multi-vitarnin 50 plus |
lablet one tabie daily, scheduled for 9:00am.

-There was documentation of administration of .‘
multi-vitamin 50 plus fram 12/08/22 to 01/04/23. '

Qbservation of Resident #4's medication an hand !
on 01/05/23 at 10:30 am revealed there was one
bubble package of multivitamins dispensed on
12/28/22 and containing 29 of 30 tablets.

Interview with Resident #4 on 01/04/23 at
10:10am revealed: : '
-She had a bottle of 50 plus muHivitamins on her
dining room table.

-She took the vitamins every other day or
occasionally, but not daily.

-Her bottle of multi-vitamins was almost empty.

Refer to the interview with Resident #4 on
01/04/23 at 10:10am.

Refer to the telephone interview with Resident
#4's Primary Care Provider {PCP} on 01/05123 at
7.00pm.

Refer to the intarview with a licensed practical
nurse (LPN) on 01/05/23 at 4:46pm_

Refer to the interview with the Resident Care
Divigion of Health Service Regufation
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Coordinator (RCC) on 01/05/23 at 5:52pm.

Refer to the interview with the Administrator on
01/05/23 at 6:50pm.

c. Review of Resident #4's current FL-2 dated
12/07122 revealed there was no order for vitarmin
D3.

Cbservation of Resident #4's dining room tablet
on 01/04723 at 10:15am revealed there was one
opened over the counter bottle of vitamin D3
125mcyg with severat tablets.

Interview with Resident #4 on 01/04/23 at
10:10am revealed:

~She had a bottle of vitamin D on her dining room
table.

-She did not take the vitamin daily.

Refer o the interview with Resident #4 on
01/04/23 at 10:10am.

Refer to the telephone interview with Resident
#4's Primary Care Provider {PCP) on 01/05/23 at :
7:00pm. .

. Refer to the interview with a licensed practical
nurse (LPN) on 01/05/23 at 4:46pm.

Refer to the interview with the Resident Care :
Coordinator (RCC) on 01/05/23 at 5:52pm.

Refer to the interview with the Administrator on
01/05/23 at 6:50pm.

interview with Resident #4 on 01/04/23 at

10:10am revealed:

-She kept medications in her room.

-She planned to begin taking the vitamins daily in
Division of Health Senvice Regulation
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hopes to do better for the new year.

-She had not told her PCP that she was
self-administering vitamins.

-She was told by an “aide" yesterday, 01/03/23,
that she was not supposed to have medications
in her room. i
-She thought ail was well because the aide did
not remove the medicaltions.
-8he purchased the vitamins.

Telephone interview with Resident #4's PCP on

01/05/23 at 7:00pm revealed:

-She had not written a self-administration of !'
medications order for Resident #4. :
-She last saw Resident #4 on 12/16/22 and there :
was ho discussion concerning self-administering

medications.

Interview with a licensed practical nurse {LPN) on
01/05/23 at 4:48pm revealed:

-She worked on the 100 hall of the Assisted

Living unit during the second shift.

-She knew residents needed g self-administer of
medications arder in order to seff-administer
medications. |
-She administered medications to Resident #4,
and she did not know of a seif-administration of
medication order for Resident #4.

-She had not seen any medications in Resident
#4's room.

-in the past, she had seen any medications in a
resident raom she removed the medications and
looked to determine if the resident had an order
to self-administer medications. '
-She knew an assessment had to be completed
to determine if a resident could self-administer '
medications. ; '
-She did not knaw if Resident #4 had an

assessment completad for seff-administration of
medications.

Division of Heafth Service Regulation
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Interview with the Resident Care Coordinator
(RGC) on 01/05/23 at 5.52pm revealeg:
-Resident #4 did not have a self-adminisier order
for any medications.

-8he did not know Resident #4 had vitamins in
her raom and was self-administering the vitamins. .
-Residents needed an order from the physician to
self-administer medications,

-The PCP also completed an assessment to
determine if the resident was capable of
seif-administering medications.

-The nurse had to complate a quarterly
assessmert for residents with an orger to
self-administer medications

-Resident #4 did not have an assessmant for
self-admintstering medications.

-She was responsible for obtsining a
self-administration of medication order if needed
for residents.

-She expected siaff to notify her if medications
were found in a resident room so that she could
discuss the issue with the resident, farnily
member and the PCP.

Interview with the Administrator on 01 05723 at

6:50pm reveaied;

-She did not know Resident #4 had vitarmins in

her room,

-Residents had to have an order to administer

their own medication.

-She expected all staff to tell the RCC that

Resident #4 had vitamins in her room.

-She held all staff responsible for notifying the !
RCC that a resident had medications in their

room, |

Attempted telephone interview with the facility's
contract phamacy on 01/05/23 at 7:05pm was
unsuccessful,

Division of Hoalth Service Regulation
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Edwards, Wanda A

From: Rebecca Marion <RebeccaM@umrh.org>

Sent: Saturday, February 4, 2023 2:50 PM

To: Edwards, Wanda A

Cc Decn K Simpson

Subject: ([External] Croasdaile Village Revisit Plan of Correction 01.05.2023
Attachments: CV Revisit PoC 01.05.2023.pdf

LCAUT!ON: External email. Do not click links or open attachments unless you verify. $end all suspicious email as an attachment to
Report Spam.

Ms. Edwards-

Please see the attached response to the revisit for Croasdaile Village Assisted Living that took
piace on 01.05.2023. Please let me know if you have any further request or needs.

Thank you,
Rebecca

Rebecca Marion-Grady, LNHA
Associate Executive Director
Croasdaile Village
RebeccaMdumrh.ory
919-384-2304

CONFIDENTIALITY NOTICE: This clectronic mail transmission, and any documents accompanying this
clectronic mail transmission, is intended by the Croasdaile Village Retirement Community for the use of the
named addressee(s) to which it is directed and may contain information that is privileged, or otherwise
confidential. It is not intended for transmission 1o, or receipt by, anyonc other than the named addressce(s) or a
person authorized to deliver it to the named addressee(s). 1t should not be copicd or forwarded to any
unauthorized persons. If you have received this electronic mail transmission in crror, please delete it from your
system without copying or forwarding it, and notify the sender ol the error by reply e~mail or by calling the
Croasdaile Village Retirement Community, (919) 384-2000, so our address record can be corrected.




