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A facility must immediately inform the resident;
consult with the resident's physician; and if
known, notify the resident's legal representative
or an interested family member when there is an
accident involving the resident which results in
injury and has the potential for requiring physician
intervention; a significant change in the resident's
physical, mental, or psychosocial status (i.e., a
deterioration in health, mental, or psychosocial
status in either life threatening conditions or
clinical complications); a need to alter treatment
significantly (i.e., a need to discontinue an
existing form of treatment due to adverse
consequences, or to commence a new form of
treatment); or a decision to transfer or discharge
the resident from the facility as specified in
§483.12(a).

The facility must also promptly notify the resident
and, if known, the resident's legal representative
or interested family member when there is a
change in room or roommate assignment as
specified in §483.15(e)(2); or a change in
resident rights under Federal or State law or
regulations as specified in paragraph (b)(1) of
this section.

The facility must record and periodically update
the address and phone number of the resident's
legal representative or interested family member.
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No deficiencies were cited as a result of CINV
investigation. Event ID #ROX511.
F 157 | 483.10(b)(11) NOTIFY OF CHANGES F 157 F157D 23991

° The family member (son)
for Resident #209 was notified
1/13/2013 of the fall on 1/11/13,
was notified on 1/13/2013 of the
fallon 1/12/2013, and was
notified on 1/13/2013 of the fall
on 1/13/201. The resident
discharged home with family on 2-
1-2013.
o The facility identified other
residents with the potential to be
affected by the alleged deficient
practice by completing an audit for
all incident reports for the last 90
days to ensure there was
documentation of responsible
party notification. All incident
reports had documentation of
responsible party notification. Face
sheets were audited for all
residents and were current and in
place.
° Measures put in place to
ensure that the alleged deficient
practice does not recur include:
The DON will conduct inservices
for Licensed staff to ensure that

per the facility policy for Incident
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This REQUIREMENT is not met as evidenced
by:

Based on observations, record reviews, and
interviews with staff, residents, and families, the
facility failed to notify the family of a resident with
three falls for 1 of 4 sampled residents reviewed
for notification of change (Resident #209).

The findings are:

Resident #209 was admitted on 12/18/12 with
diagnosis including hypertension, dementia, and
diabetes mellitus. An admission Minimum Data
Set (MDS) dated 12/25/12 indicated Resident
#209 was moderately cognitively impaired.

Observation of Resident #209's face sheet on the
front of her chart revealed her responsible party
was a family member.

Review of Resident #209's Interdisciplinary Post
Fall reviews for falls on 01/11/13 at 8:40PM,
01/12/13 at 8:45PM, and 01/13/13 at 7:00PM
revealed Resident #209's responsible party was
not notified after the falls.

Interview with Resident #209's responsible party
on 01/28/13 at 2:45 PM revealed she had not
been called after the 3 falls that had occurred
during the weekend of 01/11/13 through

01/13/13. Resident #209's responsible party
stated she had been told by a nurse that weekend
staff had been unable to locate Resident #209's
face sheet and had not known how to contact
Resident #209's responsible party.

Interview with Nurse #1 on 01/29/13 at 3:45 PM
revealed he had supervised the nurses working
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/Accident Reporting for Residents,
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the responsible party is notified for
all incidents as soon as possible
and that nurse documents the
responsible party notification. The
nurse will document family
notification on the incident report.
The DON/ADON or SDC will check
all incident reports Monday
through Friday to ensure the
documentation of notification of
incidents and chart
review/findings on an
Administrative Nurse Worksheet.
The DON/ADON/SDC will provide
additional 1:1 education for any
ohserved occurrence of failure to
document notification. Medical
Records will conduct an audit to
ensure that a face sheet is in each
medical record.

e The Administrator and
DON review the findings on an
Administrative Nurse Worksheet,
will monitor the effectiveness of
the above action plan for
notification of change in the
monthly QAP meeting beginning
2-14-2013 for 3 months and will
adjust the plan as indicated in the
QAPI meeting monthly.
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with Resident #2009 during the weekend of
01/11/13 through 01/13/13. Nurse #1 stated they
had not been able to locate Resident #209's face
sheet and therefore did not have contact
information for Resident #209's responsible party.
The interview further revealed Resident #209's 170. /7
responsible party was not contacted after any of : ; 5- ;‘? i
the 3 falls that had occurred during the weekend. The US Post Officerof Llnt-:o'lnton
has reported to the Administrator
Interview with the Director of Nursing on 01/31/13 that mail has not ever been
at 1:27 PM revealed her expectation was that delivered to the facility and that
nurses would notify the physician and the s . i .
responsible person of a resident who falls within mail defivery to the facility will
v Fsiite of aah fall star't Monday through Saturday
F 170 | 483.10(i)(1) RIGHT TO PRIVACY - F 170 beginning Tuesday 2-20-13. The
$S=C | SEND/RECEIVE UNOPENED MAIL Post Master also stated that
T it effective August 5th, 2013, mail
e resident has the right to privacy in written j . e
communications, including the right to send and will only be dellvere:'d to the facility
promptly receive mail that is unopened. Monday through Friday as the US
Postal Service is canceling all
Saturday mail delivery on said
date. It sho
This REQUIREMENT is not met as evidenced uld be noted that
by: newspapers are delivered to the
Based on resident and staff interviews, the facility seven days a week and are
facility failed to deliver mail on Saturday for delivered every day to the
residents in the facility. residents with newspaper
The findings are: Wibseriptians. . )
e The facility met with the
Resident #84 was admitted to the facility Resident Council on 1/29/2013 for
09/13/2006. The latest Minimum Data Set dated their regular monthly meeting. The
01/02/2013 assessed the resident with no short - . ;
SF TG IEFHT Sty proBles: Actll\nty Dlrlector .revrevwl.red of _
Resident Rights, including mail
On 01/29/2013 at 9:15 AM during an interview the delivery, with the residents in
Resident Council President, Resident #84,
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| The facility must conduct initially and periodically

a comprehensive, accurate, standardized
reproducible assessment of each resident's
functional capacity.

A facility must make a comprehensive
assessment of a resident's needs, using the
resident assessment instrument (RAI) specified
by the State. The assessment must include at
least the following:

the QAPI meeting monthly for 3
months.

F272

Corrective action was accomplished
for the alleged deficient practice in
regards to cognitive assessments by
completing modification of the MDS
assessments for Residents #31, # 85,
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. ed F attendance. There were no
Com"l‘”: ronr?lpageds g hgeiasin F 170 identified concerns of residents
revealed no mail was delivered at the facility on . ;
Saturdays as that department didn't work on netreckiving mall on S.aturdays.
Saturdays. Resident #84 further stated it would ° Measures put in place to
be nice to get mail on Saturdays especially ensure that the alleged deficient
around the holidays when she gets cards in the practice does not recur include:
mail, Activity Director will work every
On 01/29/2013 at 3:30 PM the Activity Manager Saturday to ensure that mail is
revealed one of her responsibilities was to deliver delivered. The Administrator will
mail to the residents. She confirmed her check with Resident Council
department carried out mail delivery to the members monthlv to ens ;
: ure thei
residents Monday through Friday. She stated no continued satisf yt. ith . '
one from the facility went to collect the mait from . ued satis '?‘_c']on \_"”t mail
the main post office on Saturdays. delivery. The Activity Director will
document residents’ satisfaction
On 01/30/2013 at 11:00 AM in an interview the to mail delivery in the Resident
Administrator revealed there was no mail delivery C T
o}
to the residents on Saturdays. She noted there el mlnutes.. .
was a mailbox present at the facility however the ° The Administrator and
Postal Service delivered the mail to the facility Activity Director will review the
post office box with occasional items coming to findings of the monthly Resident
the facility mailbox. The Administrator confirmed C : ‘ . ;
ouncil mee
there was no designated staff member in place to h ;’:f : HRE mimiias, monltor
collect mail from the Post Office and bring it to the eftectiveness of the above
the facility on Saturdays. action plan for the right to receive
F 272 | 483.20(b)(1) COMPREHENSIVE F 272 mail in the monthly QAPI meeting
$5=D | ASSESSMENTS and adjust the plan as indicated in

F-AF1Z
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. and # 218 for the identified MDSs.
F 272 Conu'nuecf From page 4 N - F272 Corrective action was also
Identification and d.emographlc information; accomplished for the alleged deficient
Customary routine; L )
Cognitive patterns; pralctllce.e in regards CAAs by completing
Communication; a significant change in status
Vision; assessment MDS for Residents
Mood and behavior patterns; #141.
Psychosocial well-being; I i
Physical functioning and structural problems; . ) The. fac'l'ty |dent|f|ed other
Continence: residents with the potential to be
Disease diagnosis and health conditions; affected by the alleged deficient
De.ntal anc.i.nulrltlonal status; practice for Comprehensive
i‘;‘t:‘w‘igr;‘:;:'s"ur:f Assessments by completing the
Medications: ' following: The Resident Care
Special treatments and procedures; Management Director (RCMD)
Discharge potential; . ' . conducted an audit of all
Documgptauon of summary information regarding assessments including admission and
the additional assessment performed on the care h . :
areas triggered by the completion of the Minimum comprenensive MDSs for active
Data Set (MDS); and resident. MDSs identified with
Documentation of participation in assessment. incomplete cognitive assessments
will have a modification of the MDS
completed based on the CMS
Correction guidelines and record on
worksheet all modifications
completed. The Resident Care
. Management Di i
This REQUIREMENT is not met as evidenced € t Dllrector g
by conduct an audit of the CAAs on all
Based on record review and staff interviews, the admission and comprehensive MDS
facility failed to complete cognitive assessments completed in the past 12 months on
included in admission comprehensive anlmum all active resident. Resident Care
Data Sets (MDS) for 3 of 24 sampled residents. Management Direct MDS
(Residents #31, #85, and #218) The facility also & STSEIRE OF it
failed to complete Care Area Assessments Coordinator will correct identified by
included in an annual comprehensive MDS for 1 adding a late entry to the CAAs to
of 24 sampled residents. (Resident #141) provide the omitted assessment data
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: ROX511 Facility ID: 922998 If continuation sheet Page 5 of 9
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- g . and will record on worksheet for all
Continied From.pags 5 F272|  CAAs that had a late entry
. ted.
The findings were: — .
° Measures put in place to
1. Resident #31 was admitted to the facility ensure that the alleged deficient
12/18/12 with diagnoses including Alzheimer's practice does not recur include:
dementia and depression. A review of the Th :
esiden
admission MDS dated 12/25/12 revealed section Di e R RCt Care !\ifllanagfament
C0100 indicated a Brief Interview for Mental WERLOD (RCMD) will provide
Stalus (BIMS) should be conducted. Further education to the nurses that
MDS review revealed no rating in BIMS sections completed the cognitive
C0200 thrudCO4OO wtrege. codecti‘ angggosoummary assessments and CAAs that were
score was documented in section : . —_— 4 .
Section C0600 that asked should a staff identified in the audit. This
assessment for mental status be conducted was education will be based on the
not coded. Sections C0O700 through C1000 were CMS criteria, for the accurate
also left blank. Continued MDS review revealed completion of cognitive
sechor) Z0500 was signed b){ the _MDs assessments and CAAs. The
Coordinator verifying all sections in this MDS .
were complete. Rt::-srdent Care Management
Director (RCMD) will spot-check
An interview with the MDS Coordinator was MDSs weekly for the completeness
conducted on 01131.:"13 at 11:10 AM. She . of cognitive assessments and CAAs
confirmed the cognitive assessment for Resident and record the findi h
#31 was not complete. She stated if a BIMS e findings on the
score could not be determined in sections C0200 calendar.
through C0500, a staff assessment for mental ° The Administrator and
status should have been completed in sections Resident Care M
. anagement
CO0600 through C1000. The MDS Coordinator Director (RCMD) .”g itor th
stated her signature in section Z0500 designated _ willroagiter e
the MDS was complete. She explained the effectiveness of the above action
computer system used to document MDS plan for Comprehensive
assessments indicated the entire cognitive Assessments in the monthly QAPI
section was complete. She stated sh.e depen‘ded meeting and will adjust the plan as
on the computer to relate the correct information indi di ;
and did not realize this section was incomplete. Indicated in the QAPI meeting
monthly for 3 months.
An interview with the Director of Nursing on
01/31/13 at 1:59 PM revealed her expectation
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:ROX511 Facility ID: ©22998 If continuation sheet Page 6 of 9
Prep- daue . anclor execsvon of s plan
of correcticn Gees not constitie tdmiss:
ion or agreement by 1o i der of_ the
truth of fie fenis A% 2 on CONCIISIAS
set fori g ~hclEn

Thie i e 0o  HOREGE BN

SR T R0 Fre3 it s o g allenie

the provisitlis

[Cuarai ene siaic oy




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

PRINTED: 03/26/2013

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

345250

(X2) MULTIPLE CONSTRUCTION

A BUILDING

FORM APPROVED

OMB NO. 0938-0391

B. WING

(X3) DATE SURVEY

COMPLETED

C
01/31/2013

NAME OF PROVIDER OR SUPPLIER

BRIAN CTR HLTH & RET/LINCOLNTON

STREET ADDRESS, CITY, STATE, ZIP CODE
516 S GENERALS BLVD

LINCOLNTON, NC 28093

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN CF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

F 272

%

Continued From page 6

was for all MDS assessments to be complete and
correct.

2. Resident #85 was admitted to the facility
12/15/M12 with diagnoses including dementia. A
review of the admission MDS dated 12/22/12
revealed section C0100 indicated a Brief
Interview for Mental Status (BIMS) should be
conducted. Further MDS review revealed no
rating in BIMS sections C0200 thru C0400 were
coded and no summary score was documented
in section C0500. Section C0600 that asked
should a staff assessment for mental status be
conducted was not coded. Sections C0700
through C1000 were also left blank. Continued
MDS review revealed section Z0500 was signed
by the MDS Coordinator on 12/27/12 verifying all
sections in this MDS were complete.

An interview with the MDS Coordinator was
conducted on 01/31/13 at 11:10 AM. She
confirmed the cognitive assessment for Resident
#85 was not complete. She stated if a BIMS
score could not be determined in sections C0200
through C0500, a staff assessment for mental
status should have been completed in sections
C0800 through C1000. The MDS Coordinator
stated her signature in section Z0500 designated
the MDS was complete. She explained the
computer system used to document MDS
assessments indicated the entire cognitive
section was complete. She stated she depended
on the computer to relate the correct information
and did not realize this section was not complete.

An interview with the Director of Nursing on
01/31/13 at 1:59 PM revealed her expectation

F 272
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F 272 | Continued From page 7

was for all MDS assessments to be complete and
correct.

3. Resident #218 was admitted to the facility
12/18/12 with diagnoses including history of a
stroke. A review of an admission MDS dated
12/25/12 revealed section C0100 indicated a
Brief Interview for Mental Status (BIMS) should
be conducted. Further MDS review revealed no
rating in BIMS sections C0200 thru C0400 were
coded and no summary score was documented
in section C0500. Section C0600 that asked
should a staff assessment for mental status be
conducted was not coded. Sections C0700
through C1000 were also left blank. Continued
MDS review revealed section Z0500 was signed
by the MDS Coordinator on 12/31/12 verifying all
assessments in this MDS were complete.

An interview with the MDS Coordinator was
conducted on 01/31/13 at 11:10 AM. She
confirmed the cognitive assessment for Resident
#218 was not complete, She stated if a BIMS
score could not be determined in sections C0200
through C0500, a staff assessment for mental
status should have been completed in sections
C0600 through C1000. The MDS Coordinator
stated her signature in section Z0500 designated
i the MDS was complete. She explained the

| computer system used to document MDS
assessments indicated the entire cognitive
section was complete. She stated she depended
on the computer to relate the correct information
and did not realize this section was incomplete.

An interview with the Director of Nursing on
01/31/13 at 1:59 PM revealed her expectation

F 272
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was for all MDS assessments to be complete and
correct,

4. Resident #141 was admitted to the facility
09/05/10 with diagnoses including mood disorder,
psychosis, and depression. A review of an
annual MDS dated 07/12/12 revealed 9 of 20
care areas triggered as prohlematic for the
resident. A review of the 9 triggered Care Area
Assessments (CAA) revealed insufficient
documentation to explain the basis for decisions
regarding the residents care plan. Seven of
these care areas were designated as carried to
care plan. Two of them were designated as not
carried to care plan. A review of the Care Area
Assessments (CAA) revealed no documentation
indicating the basis for these decisions.

An interview with the MDS Coordinator was
conducted on 01/31/13 at 11:10 AM. She
confirmed the CAAs were incomplete. She stated
the CAAs should contain information related to
the resident's condition and needs. She added
Resident #141's CAAs did not contain the
required information. The MDS Coordinator
stated a nurse assisted with the MDS process
during the summer months. She was unaware of
this nurse's lack of efficiency with completion of
CAAs.

An interview with the Director of Nursing on
01/31/13 at 1:59 PM revealed her expectation
was for all MDS assessments to be complete and
correct.
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