DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTIERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/28/2011
FORM APPROVED

OMB NO. 0938-0391

VAT T
STATEMENT OF DEFICIENGIES (1) PROVIDERISUPPLIER/CLIA (2) MULTIPLE consTRUcTION: + & 017 (X3) PATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
C
8. WING
345265 1210212011

NAME OF PROVIDER OR SUPPLIER

BRIAN CENTER HEALTH & REHABIYA

STREET ADDRESS, CHTY, STATE, ZIP CODE
1086 MAIN STREET NORTH

YANCEYVILLE, NC 27379

PROVIDER'S PLAN OF CORREGTION

xa)

The facifity must ensure that it is free of
medication error rates of five percent or greater.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review, and staff
interviews, the facility failed o ensure a
medication error rate less than 5% as evidenced
by 4 errors out of 63 opportunities for error,
resulting in an error rate of 6.3%, for 3 or 10
residents observed during medication pass
{residents #8, #26, #30). Findings include:

1. Resident #26 was admitted to the facility on
9/19/02 with multiple diagnoses including
glaucoma. Review of the resident's clinical record
revealed physician orders dated 9/19/02 for
Levebunolol 0.5% two drops in each eve daily.
Levobunolol is an ophthalmic agent used for the
treatment of glaucoma,

Observation of medication pass on 12/1/11 at
8:10AM revealed nurse #1 administered one drop
of Levobunolol 0.5% solution in each eye,

Review of the resident's current medication
administration record (MAR) revealed instructions
to administer two drops of Levobunolol 0.5%
solution in each eye.

In an interview on 12/1/11 at 2:22PM, nurse #1
stated she received training on medication
administration with other nurses on the floor when
she was hired. She stated the pharmacy
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The facility will continue to ensure
that it is free of medication error
rates of five percent or greater,

Nurse # 1 reviewed current physician
orders for Resident #26 on 12-1-11

to ensure that medication record
reflected correct transcription of
physician orders. Resident #26
altending physician and responsible
party were notified of the

medication variance on 12-1-11 and
documented on a medication
variance repott.

Nurse #1 reviewed current physician
orders for Resident #8 to ensure that
medication record reflected correct
physician orders and don’t crush was
in body of the physician orders on
12-1-11. Resident #8 atlending
physician and responsible party
notified of the medication variance
on 12-1-11 and documented on a
medication variance report,
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wing the date of survey whether or not 3 plan of correction is provided, For nursing homes, the above findings and plans of correction are disclosable 14
$ following the date these documents are made avaltable 1o the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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conducted medication pass abservations at least
every quarter. Nurse #1 reviewed the resident's
MAR and confirmed she had administered one
drop of Levobunolof in each eye instead of two
drops as ordered. Nurse #1 stated she usually
administered two drops but was nervous today.

In an interview on 12/1/11 at 5:15PM, the staff
development coordinator (SDC) stated she
completed medication pass observations on the
nurses during orientation before they were
released to work on the floor. The new staff also
precepted with the other nurses on the floor. The
SDC stated she repeated med pass observations
at least yearly. The pharmacist conducted
quarterly med pass observations. The SDC
stated the staff should triple check the orders
when medications were administered to ensure
the right dosage was given,

In an interview on 12/1/11 at 6:17PM, the Director
of Nursing {DON) stated the staff was trained on
madication administration by the SDC during
orientation. The pharmacist also conducted
training for the nursing staff. The SDC and
pharmacist conducted periodic medication pass
observations. Her expectation was for the staff to
follow the correct procedures and triple check the
MARS and fabels when administering
medications.

2. Resident #8 was admitted to the facility on
6/3/05 with multiple diagnoses including
dysphagia and percutaneous endoscopic
gastrostomy (PEG). Review of the resident's
clinical record revealed physician orders dated
3/26/10 for Omeprazole 20mg (milligram)
capsule, delayed release, one capsule per PEG

Nurse # 2 reviewed current physician
orders for Resident #30 on 12-1-11

to ensure that medication record |
reflected the resident correct / b
medication on medication record.

Resident # 30 attending physician

and responsible parly were notified

of the two medication variance on

12-1-11 and documented on

medication a variance report.

The facility current resident’s
physician orders and medication
record were reviewed to ensure that
orders were transcribed per physician
orders to medication record on Dec

_2- Dee 30, 2011 by Director of
. Nursing, staff development

coordinator, and Administrative
nurses. Bach new admission
‘physician orders will be reviewed in
morning meeting to ensure that
orders have been implemented and
transcribed correctly to including do
not crush medication and eye drops.
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daily, do not crush. Omeprazole is proton pump
inhibitor indicated for treatment and prevention of
ulcers, gastroesophageal reflux disease, and
esophagitis. The delayed release capsules
contain an enteric coated granule formulation of
omeprazole, so that the absorption begins only
after the granules leave the stomach.

Lexicomp's Drug Information Handbook, 14th
edition, stated in part: "Omeprazole -
-Administration: Capsule: do not crush.”

in an observation of medication pass on 12/1/11
at 8:16AM, nurse #1 prepared resident #8's
medications for administration per PEG tube.
Nurse #1 opened the omeprazole capsule and
poured the contents into a plastic sleeve with the
resident's other medications, placed them into a
crushing device, and crushed the medications.
Nurse #1 dissolved the crushed madications with
3C mi (milliliter) of water, The nurse flushad the
PEG tube with 30mi of water and attempted to
administer the medications by gravity flow. The
nurse milked the PEG tube several times but the
medications did not flow freely. Nurse #1
administered the medications by slowly pushing
them through the tubing with a syringe. The fube
was flushed with 30 mi of water after the
medications were given.

Review of the resident's current MAR revealed
"do not crush” instructions for omeprazole.

In an interview on 12M1/11 at 2:22PM, nurse #1
stated she received training on medication
administration with other nurses on the floor when
she was hired. She stated the pharmacy
conducted medication pass cbservations at least
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The facilities current licensed nurse’s
each have completed a medication | | / :
observation 1"
and medication test on 12/ 12/11,
12/13/11 and 12/22/11 by facility
stafl development coordinator.

The facilities current licensed nurses
wetre provided re- education
regarding medication administration
to include medications that cannot be
crushed, timeliness of medication
and administration of correct dosage
of medication prescribed on
12/12/11, 12/13/11 and 12/22/11 and
completed on 1/06/12 by facility
stalf development coordinator. Any
Nurses that have not been in serviced
Will have the test completed by SDC
Betore going to the {loor and SDC
Will monitor the Medication pass
Observation before Nurse gives
medication by them self.
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every quarer. Nurse #1 acknowledged the report findings of weekly audits to
resident's MAR read "do not crush.” She stated the Q A&A Conmittee Weekly % 4 ]/ C‘;
the omeprazole would not go through the tube . r
unless it was crushed. Nurse #1 chacked the ‘hef‘ bi- monthly x 1. thta ‘MH‘ be
front of her MAR for a "do not crush” list but found ; reviewed and analyzed for patterns
none. i and trends. The QA&A committee

L will evaluate the results and
In an interview on 12/1/11 at 5:15PM, the SDC . g . .
stated she completed medication pass implement additional interventions

observations on the nurses during orientation as needed to ensure continued
before they were released 1o work on the floor, Compliance.

The new staff also precepted with the other
nurses on the floor. The SDC stated she
repeated med pass observations at least yearly.
The pharmacist conducted quarterly med pass
abservations, The SDC stated "do not crush”
lists ware posted in the front of all the MARS.
She stated the staff should be familiar with which
medications not to crush.

In an interview on 12/1/11 at 6:17PM, the DON
stated the staff was trained on medication
administration by the SDC during orientation.
The pharmacist also conducted training for the
nursing staff. The SDC and pharmacist
conducted periodic medication pass
observations. The DON stated the nurses had a
"do not crush” list on each medication cart and
had received in-services on crushing
medications. Her expectation was for the staff to
know which medications could or ¢ould not be
crushed.

3a. Resident #30 was admitted to the facility on
3122197 with mulliple diagnoses including
esophageal reflux. Review of the resident's
clinical record revealed physician orders dated
11/5/10 for omeprazole 20mg tablet delayed
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release one tablet by mouth daily at 8:30AM for
indigestion 30 minutes prior to breakfast.
Omaprazole is proton pump inhibitor indicated for
treatment of gastroesophageal reflux disease.

Lexicomp's Drug Information Handbook, 14th
edition, stated in part; "Omeprazole - Should be
taken on an emply stomach; best if taken before
breakfast."

Observation of medication pass on 12/4/11 at
9:06AM revealed nurse #2 administered one
omeprazole 20mg capsule with applesauce.

Revisw of the resident’s current MAR revealed an
administration time of 8:30AM for omeprazole.

in an interview on 12/1/11 at 1:40PM, Nurse #2
stated she was trained on medication
administration when hired. Her last medication
pass chservation had been conducted in June
2011. She reviewed the MAR and acknowledged
that omeprazole had been given after the meal.
She stated the resident had just finished
breakfast. Nurse #2 stated omeprazole was
supposed to be given 30 minutes before
breakfast but she was running a little {ate today.

In an interview on 12/1/11 at 5:16PM, the SDC
stated she completed medication pass
observations on the nurses during orientation
before they were released to work on the floor,
The new staff also precepted with the ather
nurses on the floor. The SDC stated she
repeated mad pass observations at least yearly,
The pharmacist conducted quarterly med pass
observations. The SDC stated the staff should
friple check the orders when medications were
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administered to ensure they were given at the
right time.

In an interview on 12/1/11 at 6:17PM, the DON
staled the staff was trained on medication
administration by the SDG during orientation.

The pharmacist also conducted training for the
nursing staff. The SDC and pharmacist
conducted periodic medication pass
observations. Her expectation was for the staff to
follow the correct procedures and triple check the
MARS and labels when administering
medications.

3b. Reslident #30 was admitted to the facility on
3/22/07 with multiple diagnoses including benign
prostatic hypertrophy and urinary fraquency.
Review of the resident's clinical record revealed
physiclan orders dated 6/11/10 for oxybuiynin ER
{extended release) 10mg daily. Oxybutyninis a
urinary antispasmodic agent used to freat urinary
frequency.

Lexicomp's Drug Information Handbook, 14th
edition, stated in part: "Oxybutynin -
Administration; Extended release tablets must be
swallowad whole; do not crush.”

Observation of medication pass on 12/1/41 at
9:05AM revealed nurse #2 prepared resident
#30's medications for administration. Nurse #2
placed one oxybutynin ER 10mg tabiet into a
plastic sleeve with the resident's other
medications, placed them into a crushing device,
and crushed the medications. The crushed
medications were mixed in applesauce and
administered to the resident.
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in an interview on 12/1/11 at 1:40PM, Nurse #2
stated she was trained on medication
administration when hired. Her last medication
pass observation had been conducted in June
2011, Nurse #2 acknowledged she had crushed
the oxybutynin ER. She was unaware that it
should not be crushed. She reviewed the "do not
crush" fist in the front of her MAR and found the
brand name (Ditropan XL} for oxybutynin listed.

inan interview on 12/1/11 at 5:15PM, the SDC
stated she completed medication pass
observations on the nurses during orientation
before they were released to work on the floor.
The new staff also precepted with the other
nurses on the floor. The SDC stated she
repeated med pass observations at least yearly.
The pharmacist conducted quarterly med pass
observations. The SDC stated "do not crush”
lists were posted in the front of all the MARS.
She stated the staff should be familiar with which
medications not fo crush.

In an interview on 12/1/11 at 6:17PM, the DON
stated the staff was frained on medication
administration by the SDC during orientation.
The phanmacist also conducted tralning for the
nursing staff. The SDC and pharmacist
conducted periodic medication pass
observations. The DON stated the nurses had a
"do not crush” list on each medication cart and
had received in-services on crushing
medications. Her expectation was for the staff to
know which medications could or could not be
crushed.

483.35(j) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

i

F 332

F 371
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The facility must -

(1) Procure food from sources approved or
considered satisfactory by Federal, State or locat
authorities; and

{2} Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Based on observations, staff interviews, and
record reviews, the facility 1) failed to air-dry 30
dome lids, 4 racks {64) of soup/salad bowls and 3
racks (63} of cups.

Findings included:

During kitchen observation on 12/1/11, at
4:30p.m., 30 dome lids were stacked on fop of
each other on the serving line, 4 racks (64) of
soup/salad bowls and 3 racks {63) of cups were
observed stacked on top of each other on a cart
in the dish room. When the dietary manager
lifted the racks with bowls and cup; water ran off
the bowls and cups. The dietary manager
acknowledged the condition of the dome lids,
bowls and cups. The Dietary Manager said that "
they were cleaned, wet, and ready to be used for
the dinner meal.

In an interview with the dietary aide on 12/1/1 1, at
5:05 p.m., she stated, "I do not know who stored
the bowls wet on the cart,"

i

371

The Dictary Manager immediately
removed all dishes to include dome
lids, soup/salad bowls and cups on
[2-1-11 that were observed stored
wet, liach of the items were placed in
the dish machine to completed entire
cycle,

The facility dishes to include dome
lids, soup/salad bowls, cups, glasess
and plates were observed to ensure
that each were stored dry on 12-1-11
by Dietary Manager.

The Dietary Staff were provided re-
education regarding procedures for
unloading dishes, storage of dishes to
include cups, domes / bowls and
dishwasher procedures on 12-1-11
and completed on  12/1/1 1_by
Dictary Manager,

The Dietary Manager or cook will
observed the storage of dishes to
ensure that cach stored dry daily x 30
days and bi monthly times two.
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Dietary manager, she stated, ! cannot say why
the dome lids, bowls and cups were wet. " She
further indicated, " everyone is nervous and
rushes to get things done because the State is in
the building.”
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In an interview on 12/1/11, at 5:190 p.m., with the

The facility Dietary Manager wil}
report Tindings of weekly audits to
the QA&A Commiitee weekly x 4
then bi- monthly x 1. Data will be
reviewed and analyzed for patterns
and trends. The QA&A committee
will evaluate the results and
implement additional interventions
as needed to ensure continued

compliance,
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§8=F o [ e .
o , praclices noted as:
Building canstruction type and height mesls one . Y
of the following. 19.1.6.2, 10.1.6.3, 18.1.6.4, (1) Top layer of sheetrock in attic|
19,351 area over exit corridor has holps
and ponefrations not seated: I
to engage a contractor to remove | / 2
aud replace sections or patch as
This STANDARD 15 not sriet denced b needed fo maintaln required one
5 is not et as evidencad by ela tin r
Based on obsorvallon on Tuesday 12/20/2011 at ggngs TOSISTANCO xaling ove
i ; [ foliowing w o . .
3gtper§:xlmately 8:00 AM orward the following was (2) Ceiling expangion joint
1) The top layer of sheetrock in the atlic area separafed anfi'not properly
above the corridors which is part of the ona hour secured to celling: Is to engage
axit corridor has holes and pengtrations in the top cotractor to yemove and replacd
fay that were not sealed In order to maintaln the or repair section as needed to
! required fire resistance rating of the galling., malntain required one hour fire
2} The calling expanslon jaint lecated near (com : : :
402 I3 separafing from the cefling and is not rei;ﬁunce rating of the corridor
propery secured to the celiing, ole.
3} The calllny radiation damper located in tha (3) Ceiling radiation damyper
laundry room was not maintalned clean and.in locatod iu Jaundry room was xpt
gond condition. maintained clean and in good
42 CFR 483.70(8) condition; I¢ to clean affected
/8 , damper and verify proper
lé gjg NFPA 101 LIFE SAFETY CODE STANDARI} K014 oporation or replace if necessary
Interior finlsh for corrddors and exitways, including . , ,
exposed Interiar surfaces of buildings such &5 The Muiatenance Director will
fixed or movabls walls, parifions, columns, and immediately survey the remaluder of
ceilings has a flame spread rating of Class A ot the building to identify any other like
Class B,  19.3.5.1,19.3.3.2 issues pertaining to the above
mentioned items (1), (2}, (3), then
again once per month for the next 3
months with repair upon discovery of
This STANDARD s not mat as evidenced by, engage contractor 1o perform any
Based on obsarvation on Tuesday 12/20/29.1 al needed repairs or oleaning if needed.
[ABORATORY JMRECTORS ON PROVIDER/SUPPLIEN REPREEHTATIZZS SIGNATURE TTE X BATE

s v::a)wuzt; M ] {73 ! ! il

Any doficloncy slaiement ending with an zsieflak () danotes # doflckeacy which (hy Instiion may b excusad trom correctig providing i is determined that
othor saloguards provids sufficlont proteclion 1o the pallents. [Sew inciwuetions.) Excopl for nursing homes, the findings stalud ubeue Bre disclosgble 0 dayk
follawing the dult ol survey whether or ol a plea af cosrectlon fe provided. For nurgliig homoes, the above findlnps ahd pluns of coruction are disclazeblo 14
days laliowlng the dote these documents sre made avallebia to the fuellty, If deficlenclos afv Giled, un approved plan of cordacion Is coquisite to canthwad

arpiam purlcipation,
W conlinustion shaat P}Qjéﬂ

16+98PCIEE
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DEPARTMENT OF HEALTH AND MUMAN SEHVICES
CENTEAS FOA MEDICARE & MEDICAID SEFRVICES

+Br 31 PAY AIEEGL74TY RDO_AZL50._L

Woobsoip

- PRINTED: " 12/22/2011
H FORM APPROVED
OMB NO. 0938-0391

BTATEMENT UF DERCIENCIER
AND PLAN OF CORRECTION

01} PROVICERZIIPPUERICLA
WENTIAEATICN NUMBER:

Ty

345205

(X2) BEUINPLE CONBTRUCTION
A DDILDING o1 - MAN BUILGIG U1
T, WG,

() IATE SURVEY
COMPLETED

122002011

.| -NAME OF PROVIDER OR SUPPYIER

BRIAN GENTER HEALTH & REHABIYA

STREET ADRERS, CITY, SYATE, 2P CODE
TOBI AN STIREET HOATH
VANCEYVILLE, NG 27979

) o
AREF
A

SUMMAITY STATEMENY OF DEFICENCIES
{FACH DEF{CIENCY MUST BE PRECEDED BY FULL
REQULATORY OR LG IDEHTFYING INFORRATION)

TG

CROBE REFERENLED 70 THE APRDPALNTY,
DEFICIERCY)

o)
COWPLEAON
W

Koi4

Caontihtied From page 1 .

apfmximately 8:00 AM onward the following wes
noted:

1) In tthw 00 hall therg & carpet on the wall aid
the facility at the time of the suivey coud not
provide documentation: that the material has a
flame sprond rating of Glass A or Class 8.

FORM CME-20%7 (02-00) Pogvioln Youmany Olecily

ar/€8  dsvd

Evard (I GoiDzs

BV 1 VL0001 2rMZ0 H 7250 AR [Cantrmd Btschend T

- '“"'"—I_J

X371 ADAIHENNS TS

K4

- discussed in monthly Safety

K012 {cont)

Any negative findings will be )
roported to the facility Administatol
unmediately and alf findings and
results will be reported to and

Conpnittee mectings for the next 3
conseoutive months ond then conting
quarterly thereafter until next annual
survey.

o

Xoi4
Correction for the alleged deficient
practice noted as “Carpet on the wal

flame spread rating of Class A ar

of 500 hall without dooumentation of y
28

Cluss B™:

I3 to engage contractor to remove
carpet {0 expose properly rated 5/8
sheetrock base 1 be finished and
painted, The Maintenance Director
will immedlately survey the remainger
of the building to identify any other
like Justunces and remedy any
additional findings with 500 hall. Ajll
findings will be reported to and
disoussed at the next three consecutive
Ssfety Commitice megtings, then
continuing quarterfy thereafter until
next annual survoy.

_

Furiily {i; 433000

¥ eontinisatinn sheat Paga
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DEPARTMENT OF HEALTH AND HUMAN SERVICES.
CENTERS FOR MEDICAHE & MEOIGAID SERVICES

B: AL  FAX 336647975 POCQ_I2ET0_ L

.'%loﬂﬂ a/oqlp-

s PRINTED: " 122272011
f PORMAPPROVED
OMB NO. 082380791

STATEMENT OF BEFICIENGIES 1¥Y) PROVIDER/BUPPLIER/CLIA i MULTIPLE CORBTRUCTION Oﬂ)ggm félé\{)ﬁv
ANO PLAKN OF CORRECTION mENTiFICAT(DN NUMBER A BULING 07~ KA BUILGIRGET
346285 B WiNG ¥2/20/2011
RAVE OF PROVIDER OR SUFPUER, BYREEY AUDRESS, QIVY, STATE, P LODE
TR WAIN STREET HORTH
BRIAN GENTER KEALTH & REHABIYA YANCEYVILLE, NC 27379
T SUMNARY GYATEMENT OF DEFIGIENCIES D PROVIFERS PLAN OF COTRECTION )
PR {EACH DEFICIENCY MUBY BE PREGEDED BY FULL . PREFIX (EAGH CORRECTIVE AZTION BHOULD BE COMPLETION
TAG REGULATORY OR LS IDENTIFYING INFORMATION) YAG CHOAS-REFERENCED YO THE APPROPRIATE DATE
. DEFIGIENGY)
' K029
Corrections for the alloged
deficiencies noted #s:
(1) Door to the dry storage room di
not close, lateh and seal, [
(2) Storage raom on 500 hull nour 2. g
nurses station did not close, ateh
and seal.
42 CFR 483.70{a}
K 029 | NFPA 101 LIFE SAFETY CODE STANDARL: K028} Are: Adjust, xepair, or xeplace if
495=D . ' needed to maintain a one hour
l(i)rm hg(‘;g"’ g’)te‘: a‘ﬁ’;i%‘:gﬁgg S’:}Ig‘r:{; 3:?1;9 construction rating for the two
a-rated doors) o
extingulshing sysiam in aocordance with 8.4.1 gaafrgrgous mf)si named. .;Ehe
andfor 19.3.5.4 protects hozardous areas. \When Maintonuncs Dixector wic -+
the approvad autamatic fire extinguishing system nmnecgmfely survey the rerainder of
oplion Is used, tho aress are separaled from the building to identify any other likd
other spacas by smoke resisling paditions ard instances and repair upon discovery g
doors. Doors ar velf-closing and non-rated or + list for ruplacemsent if needed. These
field-appiled proteciive piates that do nef exg:sed hazacdous area door surveys will
48 :”%‘gs rm%‘g‘_’zbfﬂ”m of the door are continue weekly for the next three
perm months with-any negative findings
reported immediately to the
Administrator. All findings will be
reported to and discussed io the next
This STANDARD 1s not mat as evidencad by three consecutive Safety Committeo
Based on t‘;ﬁ’sg‘f{‘;ﬁlmon Tuﬁmt;y ;ozllj 20/2011 al meetings und then continue quarterly
ig{::gx' mately o onward the following was thereafter until next annual survey.
1) The door Io the dry storage room did not olose .
, latch and seal at the bime of the suevey. Koet ‘ _
2) The storaga room on the 580 hall near the Correction for the alleged deficient
nurse statfon did not close, lfch and seal. practice noted as accelerator line valye }
not supervised in 500 wing sprinkier
:!2 CFR 483, ;O(B)AFEIY N wastl O ‘i'ill be to install an fppproved » g
‘;g?{; FPA 101 LIFES CODE STA DARE’ 0w type tamper switch to monitor the sh T
Required avtomallc spinkder systems have off valve. The Maintenance Dircetor J
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BEPARTMENT OF HEALTH AND HUMAN SERVICES
JENTERS FOH MEDICARE & MEDICAID SERVICES

FRY 3366947475 POC_3F:i50_ L
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*fOMB NO. r0938~0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

1) PROVIDER/SUPPLIERICLIA
(DENTIFICATION NUMBER:

345265

(42} MULYPLE CONSTRUGTON

A, BUILDIRG
B, WING

©f - LAIN BUILDING D1

L HRY) DJ\TE SURVEY
COMPLETED

12/20{2011

NAMIE OF PAOVIDER OR SUFPLIER
BRIAN CENTER HEALTH & REHAB/YA

STREQY ADDRESS, CIYY. 8TATE, 2IF CODE
1088 NAIN BTREET NORTH
YANCEYVILLE, NC 27379

b—

g

o) 10 SUMMARY STATEMENY OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION m
FREFIK EACH DEFICIENGY MUSY DE PREGEDED BY FULL PREFIX {EADH CORRECTIVE ACTIGN SHOULD BE COMPLETON
TAG KEGULATORY OR LEC IDENTIRYING INFORMATION) TAG CAOSS-HEFERENGED YO THE APPROPRIATE OAYE
\ OEFICIENCY)
. K061 (cont)

) soves sopendoos o vt st alacm oy || Surey th remainder of he building
will sound when the valves are ¢losed.  NFPA 1o identiﬁ_/ Ay oti_xer liko fnstances ax "
72.8.7.2.4 schedule installation as necded. The

) Maintenance Director will then 2.9
supervise fnstallation and testing of
installed tamper switch to nsure
proper operation and alarm at fire

. § panel. Regular quarterly sprinkler

This STANDARD Is nof mel as evidenced by: : . ; L
Basad on cbservalleh on Tuesday 12120!2(}}; iat inspections includs testing (.)f tamperg
approximalely 8:00 AM onward the following vas and alarm and these tests will be
noted: supervised and verified by

1} The accalerator ine to the dry elde of the Maeintenance Director each quarter.
sprinkler riser has & valve that when closed il All findings will be reported to and
affect the operation of the system Is not equlpped disoussed during the next three

Kﬁth a{r_t alz%tgonltcal[y sgpke?rws;ad tatnyper alarm, monthly Safety Cormmittee meetings
42‘}3‘;’::283‘75’(:)9 sprinkle tlsef Yoo} and then co‘ntin.ue quarterly ufith sach

K 062 NFPA 101 LIFE SAFETY CODE STANDARD Koga] voresponding inspestion until next

§5=D annval survey.

Reguired adtomatic sprinkler systems are

continuously maintained in roliable operaling. K062

oon‘dlﬁon and are Inspacled and testod Correotion for the alleped deficient

periodically.  19.7.8, 4.6.12, NFPA 13, NFBA practices noted 4s:

25,9.7.5 (1) No “¥DC” sign at Siauese {
conncction- will be to install a ) g
sign in location as needed. The

This STANDARD [s not met as evidenced by. Maintenance Director will survely

Based on observation on Tussiay 12/20/2011 at ths remainder of the building to

apfrgximately §:00 Al onward the following \Was identify any other like instances

noted; i T

1) The facllty did not have a Fire Departrnan and romedy upoa discovery. TS

Connection "FDC" Sign at the Slamsse PR

connaction at the right side parking ot locatly 1, visibility durlag each quarterly

2) Upon review of the spnnﬁ[er ingpection sprinkler inspection ongoing.

documentation It was noted thal a 5 year Intecnal {2) “5 year sprinkler systexm

inspaction is dus and the facllity at the time of the interaal fuspection is due and

FORM CMS-280 780209 Favious Vacsions Jbeolula Evunt 1 308023 Fucity 107 023000 If continustlan ehaol Page 3ol 4°
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1273072011 Fux B:3Z FBX 336G947475 ®»DC_H2Gke_1 . &Iow/oxq
DERARTMENT OF MEALTH AND HUMAN SEAVICES; ]
CENTERS FOR MED|CARE & MEDICAID SERVICES: i
STATEMENT OF DEFICIENCIES e lg}éuvmrswsuwua:f%gm- (x2) MULTIPLE CONSTRUCTION N
AND PLAN OF CORRECHON NTIFIGATION NUMBER: AGUKDING 01 MAIN BULDING 01
345268 o WING 1212072011
NAME OF PAOVIDER OR SUPPLIER STREET AUDRESS, CiTY, STATE, ZiP CODE
1088 WAIN 8TREEY NORYH
BRIAN CENTER HEALTH & REHAB/YA YANGEYVILLE, KO 27879
o SUMMARY STAYEMENT OF QEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION x5)
PREFIK (EAGH BEFICIENCY MUST BE PRECEOED Y FULL - PREFIX {EACH CORRECTIVE AGTION SHOULD BE GOMPLESION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} YAG CAOBS-REFERENCED TO THE APFROPRIATE DATE
‘ DEFICIENGY)
" K082} Continued From page 3 Kusz| K062 (cont)
inspaciion could not provide documantation ut the Kacility could not provide
work has een complated, documentation the work had been
completed- is to engage sprinkler *
CFR#: 42 CFR 483.70 (a) contractor to inspect Systom us
K 144 ] NFPA 101 LIFE SAFETY CODE STANDARD K 144 NECESSary 1o insure proper opufgtion.
§5=p .
Generators are inspeoted weekly and sxerclyed .
under foad for 3Q minutes per month in Results of both (1.) Bmi ,(2). will be
sccordancd with NFPA 98, 3.4.4.1. IE])Ofted to and discussoed in the next
: threo Safely Copumittee meetings with
contractor sprinkler inspeetion
dootimentation presented and
discussed during each quarterly
corresponding month until next aonugl
survey.
. X144
This STANDARD is not met as evidenced by Correctians for the alleged deficient
Basad on obsarvation on Tussday 1222072411 al practices noted as: (1) Xndicator
approximately 8:00 AM onward the followlng was lights for transter switch in 500 \ ’
noted; - ;
1) Tha indleater lighte for the transfer switch ;:;e;l;umcft':u:oom ‘m(;,(? péneratay / 7 9
loeated In the 500 wing mechanical room wre HnuGCHTor panel at nursey
rot operation 8l the time of the survey. ptation did not operate are:
2) The genarator annunclator panel for genceator
#1 located at the hurse station did not opergle at Contasting the generator service
the time of the survey, contractor to ropair indjcator lights
and mmunciator panel as needed for
42 CFR 483.70(a) propér operation, The Maintenance
Director will fest and observe cach off
these for proper function during cach
weekly generator tst. All findings
will bs reported at the monthly Safety)
Coramiriee meetings for the next threp
months with continuigg roports
quarterly thereafter until next apnual
FORK OME-2987(02-00) Previows Varslons Obicltle Bvanl [L; PEND2!

B42¥ 11304000301 2/30/2071 7:26:47 At jGentral 6Tandwrd Time)

B1/98 35Vd

237 390GTHENNS 715

Facilyy YYD If contihuaton sheet Page 4 of 4!
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; PRINTED; 1272212011
QﬁDEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG, 0938-0381
SYATEMENY OF DEFICIENCIES (1) PROVIER/SUPPLIERIOLIA {¥2) MULSIPLE CONSTRUGTION w9} gg&ﬁ nggJDEY i
ANO PLAN OF CORHEOTION IOENTIFICATION NUMBER! ABULONG 62~ BLDG 02 OF 02 3
345265 B.WING 1242012011
NAME OF PROVIDER CR SUPPLIGR SYREEY ADDRESS, CITY, STAYE. 2IP CODE .
1088 MAIN STREET NORTH !
BRIAN CENTER HEALTH & REHAB/YA YANGEYVILLE, NC 27378 !
(X4) 1D SULMARY BTATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 1)
PREFIX {EACH DEFICIENCY MUST BE PREGEOED BY FULL PREFIX {ERCH CORRECTIVE ACYIDN SHOULD BE COMPLETION
TAG REGULATORY OR LEC DENTIFYING INFORMATION) TAG CROSS-REFERENGED TQ THE APPROPRIATE OATE
. EFICIENGY)
)
i . Building 2
¥ 012 [ NFPA 101 LIFE SAFETY CODE STANDARD K012 K012 £
. 58=D Fiala
Building construction type and height maets one Correctlon fox the alleged deficient
of the following; 18.1.6.2, 18,1.6,3, 18.2.5,1 practice noted as top layer of |
shestrock in the attio area with holes g
and pepetrations not maintaining 2
required resistance rafing: Is to

engage contraotor to remove and
replace, repair or patoh os needed to

This STANDARD Is not mel as avidenced by: maintin the required 1 hour

Based on observalion on Tuesday 12/20/2011 at

approximately 8:00 AM onward the followlng vas resistance rating over the corridor - ‘
noted: area. The Maintenaace Director wil
1) The top layer of sheatrock in the aliic area survey the remainder of the building
above the coiridars which is part of the one hour to identify any othec areas requiring
oxlt coridor has hcleis and anatraIlonis in‘th\; {op attention and engage contractor or
o o el e ol U opaic upn discovery. Opce répes
4 9 ' are madeo the Muintenunce Director
1 42 GFRA483.70 . will survey the attic arcas mopthly for
K 029 NFPA 101 LIFE SAFETY CODE STANDARD K09{ the next three months to insure proper
§8oE coverage and continuity, Any
Hazardous areas are prolected in accordance negative findings will be immediately
}}mh Bi‘;j ghgla:eiztﬁregigc?ﬁdﬁgﬁ; > gnc?;fgur * reported to tho Administrator aad thea
Ine-raled harrier, With a a/4 nour e~ o monthly at Safety Committes
whtnout windows {in accordance with 8.4). Doars P i A
ate solf-cloding. or autometic closing in meui_mga, S“”,’"Y Of.th# attic will then
accordance with 7.2.1.8.  10.3.2.1 continuoe monthly with quar‘terly
- reports to the Safety Committes
ongoing until next annual survey.
This STANDARD {s not met as avidenced by. K029
Based on f’?ﬁgf‘ég““&“” Tuagr[igy :21{ 20‘;20” at Correction for the alluged defioient
ﬁg{;\erg?uma ely 8,00 AM onwiard the folowing v,rafs practice noted as door to clean lnen / )
1) The cartdor door to the clesn iinen room did room did not latoh duc to asock /2. 4
ot latoh due to a sock jammad into the door jammed into the door strike plate; i
shike plate. the Maintengnce Director to verlfy
proper door close, latch and seal.
{ABQRATORY OIREGTORS OR PROVIOERISUPPLER REPRESENTATIVE'S SIBHATURE TE y(o e
. -
Cﬁ«d’f»@x 2 2 s A 3 / Il

T
Any deticlancy statoment ending wilh en aslarisk (%) duncies a deficency vihich the Instilutlon may ba excussd fram cotmaling providing It Is doterminad that

olhet sufapuards provide sufflclant proteclion to the paliants, (Seo Inslwctons.) Excipt for nursing homaa, the findings slated above bie diaclesabls 90 days I
followlng \he daté of survoy whuther of nol o plan of corgetion je provkiad, For nursing homea, he above Pradigs and pfany of corraclion am disclosabla 14 |
dayse fullowing ihe date these docutnents fro mado avaliable o Whe facikty, [f deficlencivs are citod, an appraved plan of cornecion ts raguishe fo conlinugd
program pantclpation. .

¥
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. . PRINTED: 1222212011
DEPARTMENT OF HEALTH AND HUMAN SERVICER T ED: gzt
_ GENTERS FOR WEDICARE & MEDICAID SERVICES - M NO. 08380391
STATEMENT OF DERCIENCIES 1) PROVIDERISUPPLIERISLIA £t BULTIPLE CONSTRUCTION “fohave lag%er
ARD PLAN OF CORRECTION mznmmvm‘o{umm ADULDHG G LG ROP 2 ) _wupﬁ )
ses |Me S PP
WAME DF PROVIDER OR SUFPLER ' BHEEY ADDRESS, OITY, BTATG, DR GOoE I
: v 10055 KAIN STHEET NORTTH oo '
RRIAN CENTER HEALTH & REHRBIYA - o, % YANCEYVILLE, NG 21370 ,
P D SURDARY RYATERENT OF DEFICERGED m PROGICEIFS PUAN OF CORRECYION 06
PREFIX :gguw DEFICIENEY RUST BE PREGEDED BY FULL PREFI (EAGK CORRECYIVE ACXIOH THOULD BE COHLETD
YAG LAYORY (4 L2C DENTIFYING INFIORMAYION) ™S GRUSS-REFERZMCED YO YHE APFROPRIATE DAYE
DERCENGY)
; . i X029 (cont)
K02y i i;“gg;ﬂ j{g‘;'; page 1 o The Maintenance Diractor will survdy
K 061 | NFPA 101 LIFE SAFETY CODE STANDARD kogy| e remaindor of the building at a
S50 minimum of weekly, during regular

Reguired automatic sprinkler aystems have
valvos supervised so that af [east a local atany)
will sound when the valves are closed,  NFRA
72,9121

Thiz STANDARD s not et as evidenced by,
Basad on observetion on Tuesgay 12200201 at

approximalaely 8:00 AN uriwerd te following was

ot

1) The axcelerator Ine to the dry shie of the

sprinkler niser Has a valve haf wheh dosed will

offest lhe operation of the system is not eguipped

vijth en elactronlcally supervised tarmpat alans;,

{Lnaction G600 wing sprinkiar risar room)

42 GFR 483.70{a)

e

* will be immediately reported to the

rounds, for three months, (o identify
any like instances and rernedy upon
discovery. Any negative outcomes

Administrator and then a sunumary o
all weekly outcomes will be reportec
to and discussed at the next three
raonthly Safety Committee meetings
These reports will then continue
quarterly watil next annual survey.

K061

Correction for the alieged deficient
practice noted as accelerator Jine val
not supervised la H00 wing sprinkle.
riser room will be to install approvey
type tamper switeh to monitor the sh
off valve. The Maintenance Directo
will survey the remainder of the
building to identify any other fike
instances and schedule installation a
needed. The Maintenance Dicector
will then supetvise installation and
testing of instafled taraper switch to
insure proper operation and alarm at
fire panel. Regular quartexly sprinky
inspections include testing of tampe)
and alaye, and these tests will be
observed and verified by the
Maintenance. Direotor each quartfer,

b

e

e

A

/]
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{085 NAIN STREET NOtTH R

OEPARTMENT OF HEALTH AND HUMAN SERVICES P
_GENTERS FOR MEDIGARE & MEDICAID SERVICES ' -OMB NO. 0938-0201
SYATEMENY OF DERCIENCIES. | (K1) PROVIDERBUPPLIERICIA 42} MULYIPLE CORETRUCTION * |pcpAYE survey
AND PLAR OF CORRECTION IDEHYHMW“H‘MER: : " ‘ U BLDG D2 OF B F Wﬂm

| aszes B VNG ]
NAWIE OF PROVIIER OH BUPPLIER STREET ADORSS, 1Y, BTATE 219 Gone - %

. . 4
BRIAN CENTER HEALTH & HEHARIYA ' {\“\

YANCEYVILLE, NC 21379

T

- Lor frash collaction receptacien with capacities :

Soifed linen or trash callection recaptacles ¢ aot
oxceed 32 ga) {121 L) in capadlly. The avegage
densgily of pontainer capaclty in 8 room oF Spae
doas pot axcesd .5 gavsg, {204 Usqrm). A
capeity of 32 gal {121 L) Is not excoaded within
any B84 5q % (5.9 5q. mf aren. Mobile saed: ligen

groater hah 32 ge! (121 L) are Incated in 2 ream
protootiad as o hazardous area when taol ’
aftencied. 18755
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TAG REGULATORY GRS INERTIFTING IRFORMANON)! s CRORS REFEREHCED YO THE APROPUATE pare
: E i K061 (cont)
K . i ,
028 i;"g;;aza};n;z poge 1 : K02 an findings wil} bo reported to and /\
. : : discussed during the mext thres Safety
K061 NEPA 10 LIFE; SAFETY CODE STANDARD KO8T o meotings and thon &
' Requlred automatic sprinkiar systeina have . continu quarterly with cach
valves supervisad so that at past a focal sl corresponding inspeciion unti) next
will sound wher the valves ara closed.  NEPA annual survey,
72,9.7.24 r '
K075
Tis STANDARD b not met s ovidencod by, Corceation for the alleged daflolent.
Based on ohzervation on Teosday 122002011 at | practice noted as soiled linen wb lu ‘
approximately 8:00 AM prward the following was in corridor unattended at resident \
noted: ' - coorn 618: Was o remove tub and ) g
1) Thi sccelarator line to the dry side of the store in proper hazardous storage
1 6prinklor iser hias a valve trot when dosed Mkl location. The Maintenance Direetor
&f[ft;c]ct unufl OBBYB[ m;&m&%mﬂﬂqm and Eavironmental Services Direotoy
Loacilon 800 - T will survey the n‘ama.indur of the
e eyta Toey e fsorroom) building to identify any otber like
K 075} NFPA 101 LIFE SAFETY CODE STANDARDY Kozg|  Situations and remedy upon discovely.

These surveys will continue, for fouy
weeks during normal daily rounds 1¢
provide consistency, snd a}l results
will b reported weekly at morning
stand pp meeting, thea change to
monthly during Safety Committee
meotings. These xeports will continjie
for three consecutive months and thin
quartex]y thereafter wafil next aanua
survey.
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K104
K 075 | Continued From page 2 K 075" Correotion for the afleged doficient
ool o Fuastay 1302001 i practios nofod as: “smoke damper 1) )
i0 15 : :
: altic near resident yoom 601 was not
:00 - . .
3ggg:xlmate!y 8:00 Al onward tha lollowing was operational during survey.™ is to %g
1) A solled linad Wb was lsft unatianded and engage 1 mechanioal contraotor to taft
found stored In the corridor next lo resldent foo and dlagnosc funotions of affeoted
618 and was not propetly stared. » - damper and ropair or replace as
needed, The Maiatensnce Direotor
42 CFR 483,70 will survey the remainder of the
KS;Oé NEPA 101 LIFE SAFETY CODE STANDARD K 104 building for other sooke davapers and
Panatralons of smoke barders by ducts arg ;"mf)f proper ii\ilmotmln, Wmﬁ&me“
protacted in acgordance with 8.3,6, ocation on & floor plan or huture
reference. These surveys for proper
operation of smoke dempurs will
continue monthly during regular
This STANDARD is niot met es svidanced by: scheduled fire drills with a summary
Based on oii)sgrlvaumon Tuegcti:y ‘?21{20’.20"" 2 of results presented to and disoussed
gggg?cima:e y 8:00 AM onward tha following sias Jduring monthly Safety Coramittee
1) The smoXe damper located In the attic in e meatings for the noxt three moaths
| smoke wall near resldient room 601 was riot and then continue quarter fy thereaftar
operational at the lime of the survey. until next annuul survey, .
42 CFR 483.70
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