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BROOKDALE REIDSVILLE

000 Inifial Comments D 00D

The Adult Care Licensure Section conducted an
annual survey on 12/2/15 and 12/3/15 with an exit
conference via telephone on 12/4/15.

D 263 10A NCAC 13F .0802 (s) Resident Care Plan D263
10A NCAC 13F .0802 Resident Care Plan

{e) The facllity shall assure that the resident's
physician authorizes personal care services and
cortifies the following by signing and dating the
care plan within 15 calendar days of completion
of the assessment:

(1) the resident is under the physician's care;
and

(2} the resident has a medical diagnosls with
associated physical or mental limitations that
Justify the personal care services specified in the
care plan.

This Ruls is not met as evidencad by:

Based on record review and interview, the facility
falled to assure the resident’s physiclan certified
the care by signing and dating within 15 days of
assessment completion for 1 of 5 sampled
residents (#2).

The findings are:

Review of Resident #2's current FL2 dated
12/0115 revealed:

-Diagneses included chronic obstructive
pulmonary disease with afrial fibrillation, acute
chronic respiratory failure, hypertension,
cerebrovascular disease, hyperiipidemia, and
degenerative joint disease.

-Resident #2 was incontinent of bowsi and
bladder.

-Resldent #2 was totally dependent for
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ambulation and needed extensive assistance with
toileting, transfers, dressing, and bathing,

Review of the Resident Register revealed an
admission date of 03/18/15.

Review of Resident #2's record revealed;

-A Personal Service Plan (PSP) completed on
04/24/15,

-Resldent # 2 required oxygen at 2 liters per
minute continuously, assistance with showers,
loileting, and two person assist with transfer.
-There was no signature by the person
complefing the PSP.

-There was no signature by the attending
physician.

Further review of Resident #2's record revealed;
-A second PSP completed on 09/16/15.
-Resident #2 required physical assistance with
the use of oxygen equipment, verbal prompts for
dressing, physical assistance with showering,
tolleting, and assistance with going to and from
the dining room and activities.

-There was no signature by the person
completing the PSP, '

-There was no signature by the attending
physician,

Interview with Resident #2 on 12/02/15 at 10:23
am revealed:

-Resident resting in bad with oxygen via nasal
cannuia applied.

-Resident appsared weak and speach was slow.
-Resident stated she had been in the hospital and
had recently returned.

-"She thought she wore her oxygen at night.”
-Staff helped her with her bathing, dressing, and
toileting.

~3he could not recall when she returned from the
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hospital.

Intarview with the Health and Weliness Diractor
on 12/03/15 at 2:32 pm revealed:

-The Healih and Weliness Director was
responsible for the completion of the PSP and
obtaining the physician's signature,

-She was hot employed at the facility when the
first PSP was completed on 04/24/15.

-She did not know why the PSP completed by the
pravious HWD on 04/24/156 was not signed by the
physician,

-She completed an updated PSP on 08/16/15,
because Resident #2's health care and personal
care needs had improved.

-She was rasponsible for obtaining the
physician's signature for the PSP that was
completed on 09/16/185.

-Shs thought she had sent the PSP to the
physician to be signed, but could not locate the
signature page.

-She would request the physician's signature
today.

-Resident #2 had just refurned from the hospitat
last night and she may need to re-assess her
current personal care needs.

Interview with the Administrator on 12/03/15 at
6:10 pm revealed:

-Sha was not aware the PSPs, dated 04/24/15
and 09/16/15, had not been signad by the
physician,

-The Health and Wallness Director was
responsible for obtaining physician signatures on
PSPs.
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The following is a summary of the Plan of Correction for Brookdale Reidsville. This Plan of Correction is in
regards to the Corrective Action Report dated December 14, 2015, This Plan of Cottection is not to be
construed as an admission of or agreement with the findings and conclusions in the Statement of Deficiencies,
or any related sanction or fine. Rather, it is submitted as confirmation of our ongoing efforts to comply with
statutory and regulatory requirements. In this document, we have outlined specific actions in response to
identified issues, We have not provided a detailed response to each allegation or finding, nor have we identified
mitigating factors,

10A NCAC 13F ,0802 Resident Care Plan
(e) The facility shall assure that the resident’s physician authorizes personal care services and certifies
the following by signing and dating the care plan within 15 calendar days of completion of the
assessment,
(1) the resident is under the physician's care; and
(2) the resident has a medical diagnosis with associated physical or mental limitations that justify the
personal care services specified in the care plan,
* Resident care plans will be completed and sent out to physicians for their review/signature within 15
days of completion of the assessment.
*  Charts will be reviewed for the presence of a MD signature, and dated care plan no later than 1/15/16.
Those found to be missing will be followed up on immediately.
* A tracking system will be developed to track care plans that have been completed, sent out for signature,
and received.
» The Executive Director/Health and Wellness Ditector/Resident Care Coordinator/Designee will review
the tracker on a weekly basis for compliance for 4 weeks, and then randomly there after, but at least on a
monthly basis.
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