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Each resident's drug regimen must be free from
unnecessary drugs. An unnsecessary drug is any
drug when used in excessive dose {including
duplicate therapy), or for excessive duration; or
without adequate monitoring; or without adequate
indications for its use; or in the presence of
adverse consequences which indicate the dose
shouid be reduced or discontinued; or any
combinations of the reasons above.

Based on a comprehensive assessment of a

resident, the facility must ensure that residents

l who have not used antipsychotic drugs are not

| given these drugs unless antipsychotic drug

! therapy is necessary to treat a specific condition

| as diagnosed and documenied in the clinical

| record; and residents who use antipsycholic

| drugs receive gradual dose reductions, and
behavioral interventions, unless clinically

, contraindicated, in an effort to discontinue these

! drugs.

|

‘[ This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, and record
review the facility falled to discontinue the use of
an antipsychotic medication, as ordered by the
physician, for 1 of 10 residents {(Resident #260)
who were reviewed for unnecessary medications.
Findings inctude:

02/05/13 Hospital Discharge Medication
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Resident#260 attending physician
was notified and order was obtained 2-- ’3
to discontinue the Seqoquel 50 mg by
mouth daily on February 21, 2013,
The resident responsible party was
notified on February 21 2013.

The facilities current residents
physicians orders were reviewed for
the last sixty days to ensure that all
physician orders were transcribed,
implemented and/or discontinued as 3-20-3
directed by attending physician on
March 20, 2013 by the Director of
Nursing and unit managers,

The facilities unit managers and/or
weekend supervisor will review the
physician orders from previous day to
for completeness, transeribed to
medication or treatment record and
have been implemented for next
thirty days.

The facilities night nurse will review
each medical record to ensure that
each order that written for the day
has been transcribed, implemented or
discontinued per physician order. The
night nurse will document the review
on the twenty-four hour check sheet
for next thirty days.

LAEORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

- [/

TITLE {X6) DATE

NHA 3-15-13

L ool
Any deficiency staiefnent ending with an astarisk (*) dencies a deficiency which the institution may be excused from correcting providing it is datermined that
other safeguards pravide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plaa of correction is provided. Fer nursing homes, the above findings and plans of cosrection are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of carrection is requisite to continued

program participation,
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instructions documented Resident #2680 was not
receiving any antipsychotic medication at home
priof to his hospital admission. However, the

: resident was placed on Risperdat 0.25 milligrams

; {mg) daily while in the hospital, and was

i discharged to the nursing home on this same

| amount of Risperdal.

i Resident #260 was admitted to the facility on

i 02/05/13 with documented diagnoses which
included dementia with behavioral disturbances,
altered mental status, depression, restless teg

. syndrome, and insomnia.

- A 02/06/13 physician order started Resident #260
on Seroquel {another antipsychotic medication)
50 mg daily.

, A Psychoactive Medication Consent for the

- administration of Risperdal and Seroquel was

' signed by a family member on 02/18/13. The

; form documented the target behaviors for the two

1 antipsychotic medications were

| sundowning/restlessness, mental confusion, and
resistance of care.

02/18/13 Psychoactive Medication Evaluations
documentad Resideni #260 was receiving
Risperdat for dementia with behaviors that
included sundowning and agitation/anxiety. They
+ also documented the resident was receiving
Seroquel for dementia with behaviors that

- included agitation/resttessness.

| On 02/18/13"___ (pame of resident) requires
administration of psychoactive medication due to
! vasc {vascular) dementiia with behaviors and the
mood and behavior indicators of restlessness,

PROVIDER'S PLAN OF CORREGTION
{(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY}

The facility Director of Nursing,
Weekend supervisor and/or Unit
manager will review each new
admitted resident from previous day
to ensure that orders are completed,
transcribed to medication and/or
treatment record and implemented for
next thirty days.

The facilities licensed nurses will be
provided re- education on writing a
complete physician orders,
transcription of order and
discontinuing physician’s order on

March 13, 2013 and completed by

March 20, 2013 the facility Staff
Development Coordinator, Any
facility licensed nurse that does not
receive the re- education will receive
the education prior to working their
next scheduled shift..

The facilities newly hired licensed
nurses will receive the education
during orientation.

The facility Director of Nursing
and/or Assistant Director of Nursing
will complete 1- 2 random audits
Monday- Friday to ensure that
physician orders have been
transcribed, implemented and/or
discontinued per physician orders for
period of thirty days.

(X5)
COMPLETION
DATE

3-20-\%
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unsafe movements, sadness, and flat affecl” was
identified as a problem on the resident’s care

i plan. Approaches to this problem included

I "Periodic reviews of medications by
interdisciplinary team fo determine potential dose
reductions.”

A 02/18/13 physician order documented Resident
#260's Seroquel was to be discontinued.

A review of the resident's February 2013
Medication Administration Record {MAR)
documented Resident #260 continued to recsive
Seroquel on 02/18/13, 02/19/13, and 02/20/13,
. Behavior Monitoring Forms wera initiated for the
resident on 02/19/13, and documented Risperdal
was being administered for the target behavior of
combativeness, with no episodes documentead,

At 11:21 AM on 02/18/13 Resident #260 was in
bed, introducad himself, and reported he had not
been in the nursing homa for very long. The

1 resident was alert and conversational.

! AL 2:13 P on 02/21/13 Nursing Assistant (NA)

i #1, who cared for Resident #2680 on first shift,

| stated the resident presented with mild confusion,
: was cooperative with care, and exhibited no
behaviors or anxiety/aggression.

At 2:17 PM on 02/21/13 Nurse #1, who cared for
Resident #260 on first shift, stated the resident
was alert and oriented x 1 (knew himself), but
exhibited no behaviors. She reported the
resident had a pleasant disposition, and liked to
joke with the staff. This nurse commented the
resident did not resist care for the hall staff, but
she heard the resident's participation in therapy
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The Director of Nursing will report
findings of weekly audits to the
Quality Assurance Committee weekly
x 4 then bi- monthly x 2. 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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was not always good.

At 3:10 PM on 02/21/13, after reviewing Resident
#260's February 2013 MAR, Nurse #1 stated

since admission on 02/05/13 a couple of |
medications were added to the resident's
regimen, but none of the resident’s medications i
had been discontinued.

At 3:18 PM on 02/21/13 a famity member was

. removing Resident #260 from his room via

; wheelchair. The resident spoke to staff, including
i Nurse #1, as he was wheeled down the hall,

At 3:22 PM on 02/21/13 NA #2, who cared for
Resident #260 on second shift, stated the
resident was a litlle confused at times, but was
alert and oriented x 2 {to person and place). She
reported the resident was very patient, positive,
and pleasant. According to NA #2, Resident
#260 did not exhibit any behaviors other than
occasionally failing to call for assistance when
transferring.

' At 3:40 PM on 02/21/13 Nurse #2, who cared for !

Resident #260 on second shift, stated the !
resident was confused at times, but the only
behavior the resident exhibited was trying o get
out of bed unassisted. She reported the resident
was a short-term stay resident who would
probably go home once he completing his
prescribed therapy regimen.

| At 4:12 PM on 02/21/13 the acting Director of !
Nursing {DON]) stated she had somea concerns
about all the medications Resident #260 was
raceiving nightly at 9:00 PM which included
Risperdal 0.25 mg, Seroquel 50 mg, Benadyl
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{antihistamine which causes sedation) 25 mg,
Requip (anti-Parkinson's agent ofien used to treat
restless feg syndreme} 0.25 mg, and Trazadone
{antidepressant with sedative properties) 100 mg.
She reported {he best she could remember, since
the consultant pharmacist reviewed medications
in the facility on 02/01/13 and 02/02/13 prior to
Resident #260's admission on 02/05/13, she, the
interim DON, two unit managers, and the
Administrator reviewed Resident #260's
medications during morning meetings. She
commented they decided the first step in |
adjusting the medications was to discontinue one :
of the antipsychotics. According to the acting
DON, in discussions with a family member she

- found out the resident had never been on
antipsychotic medications prior to being

! hospitalized. The family member stated she
thought the resident was placed on the Risperdal
in the hospital because he was experiencing
some anxiousness and falls in the late

; afternoons. The acting DON reported she talked
| to Nurse #1 in person about discontinuing the use
of Resident #260's Seroquel. She was unable to
explain why Nurse #1 had continued to provide
ihe resident with Seroquel after their discussion.
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K 000 | INITIAL COMMENTS K 600
This Life Safety Code(LSC) survey was ' Ka18 ¢ das:
conducted as per The Code of Federal Reglster Correction for the deflclency noted as:
at 42CFR 483.70(a); using the 2000 Existing double doors from corridor into main
Health Care section of the LSC and its referenced dining room not positive fatching - top
publications, This buliding Is Type I strike plates have been removed: was
cons!ruqtion, ona story, with @ complete to contract local locksmith to Inspect
autoatic sprinkler system. and replace needed parts to Ihsure
positive latching, The Maintenance
g?:gﬁg’ﬁggﬁ?s determined during the SUrvVey Director will survey the remainder of
« 018 | NEPA 101 LIFE SAFETY CODE STANDARD (ofa| the bullding to identify any other ks
655D ) instances and make necessary repalrs if
Doors protecting corridor openings i other then needed upon discovery. weekly checks
required enclosures of vertical openings, exis, o will continue for the next three months
hazardous areas are substantial doors, such as and any negative findings will he
those constructed of 1% Inch soliti-bonded core reported to the facility Administrator
wood, of capable of resisting fire for at least 20 Immediately. A summary ofalf findings
minutes. Doors In sprinklered buildings are only will be presented to and discussed at
required to resist the passage of smoke, Therels " the next three monthly Safet
no impediment to the closing of the doors. Doors . Committ .y Y Y
aro provided with a means sutable for keoping - Commitiee Tes ngs. Reviews will
the door closed. Dutch doors meeting 19.3.6.3.6 ' then be conducted quarterly thereafter
are permitted. 10.3.8.3 untll next annyal survey.
Roller latches are prohibited by CMS ragulations
in all health care faclities.
This STANDARD is not met as avidenced by:
42 CFR 483.70(2)
) SRt
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Heating, ventilating, and air conditloning comply
with the provisions of section 9.2 and are insfalled

in accordance with the manufacturer's
specifications.  18.6.2,1, 8.2, NFPA 80A,

18.5.2.2

This STANDARD Is not met as evidenced by.

42 CFR 483.70(a) ,
By observation on 3/19/13 at approximately.noon

the following Heating, Ventilating, and Air
Conditloning system (HVAC) was non-compliant;

specific findings inctude;

A: The HVAC system did not shut down with fire
alafm activation. Return located outside the

adminisirator's office.

B. The etergency shut down switch did not shui
down the HVAC unit. Return located outside the

administrator's office.

BRIAN GE
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORREGTION {5)
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K 0181 Continued From page 1 K018
Ry observalion on 3/18/13 at approxXimately noon N
the following corridor door was non-compliant;
spacific findings Include, double doors from the
corridor to the main dining did not have positive
latching. The top strike piates had been
removed. . _
K 067 | NFPA 101 LIFE SAFETY CODE STANDARD K 687 Koe? : 5 ,3,\ 3
§8=D Correctlon for the alleged deficient

© systems will be rechecked during the

practice noted as HVAC unlt with
return outside Administrator’s office N
did not shut down during fire alarm
was: to engage contractor to
troubleshoot and repalr system to shut
down as needed,

The Malntenance Diractor and
contractor will test the remalning
systems to verlfy proper shut down
during fire alarm activation and

next three monthiy fire drills. Any
negative findings will be immediately
reported to the facility Administrator
and a summary of all findings will be
presented to and discussed during the
next three monthly Safety Committee
meetings. System checks and Safety

Committea reviews will continue
quarterly thereafter untit next annual
survey, '
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This Life Safety Code(LSC) stvey was
conducted as per The Code of Federal Register
at 42CFR 483,70(a); using the 2000 Existing
Health Care section of the LSC and its referenced
publications. This bullding is Type Il construction,
one story, with a complete automatic sprinkler
system.
The deficlencies determined during the survey v
are as follows:
There were no life safety code deficiencies noted
at time of survey.
[ABORATORY DIRECTOR'SOR Pwppugn REPRESENTATIVE'S SIGNATURE TTLE X6 om;
-
vy 7/ Nu y-3-).3

Any deficlency ﬁgle'n‘\%nt anding with an asterisk (*) denolee a deficlancy which the institution may be excused from corraciing providing [t Is dele b

other safeguards provide sufficlent protection to ihe paflents. {Soe Instructions.) Excapt for nursing hames, the findlngs ataieg gbo\m 2?3 dlsclosaﬁengg c‘ti;its
followlng tha date of survey whelher or not a plan of correction s provided, For nurslng homes, the above findings and plans of correction are digciosable i4
days following the date thogse dogumenis ere made avallable to the facitity. if daflolenalas ara clted, an approved plan of correction I8 reguisite to continued

program participation.
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K 000 | INITIAL COMMENTS K 000
This Life Safety Code(LSC) survey was
conducted as per The Code of Federal Register
at 42CFR 483.70(a); using the 2000 Existing
Health Care section of the LSC and its referenced
publications. This building is Type V construction,
one story, with a complete automatic sprinkler
system.
The deficiencies determined during the survey
are as follows:
There were no life safety code deficiencies noted
at time of suirvey.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patlents. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 000 | INITIAL COMMENTS . K000
This Life Safety Code(LSC) survey was
conducted as per The Code of Federal Register
at 42CFR 483.70(a); using the 2000 New Health
-| Care section of the LSC and its referenced
publications. This building is Type V construction,
one story, with a complete automatic sprinkier
system.
The deficiencies determined during the survey
are as follows:
There were no life safety code deficiencies noted
at time of survey.
LABORATORY DIREGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it Is determined that
other safeguards provide sufficient protection to the patients. {See instructions.} Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days folfowing the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED

SURVEY TEAM COMPOSITION AND WORKLOAD REPORT

Public reporting burden for this colection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information, Send comments regarding this burden estimate or any other aspect of this collection of information,
including suggestions for reducing the burden, fo Office of Financial Management, HCFA, P.O. Box 26684, Baliimere, MD 21207; or fo the Office of Management and Budget, Paperwork

Reduction Project(0338-0583), Washington, D.C. 20503.

Provider/Suppiier Number

345343

Provider/Supplier Name

BRIAN CENTER HEALTH AND REHABILITATION/GOLDSBORO

Type of Survey (select all that apply)

Al LT

Extent of Survey (select all that apply)

af [ ][]

Federal Monitoring

A Complaint Investigation
B Dumping Investigation
C
D

Follow-up Visit

=4

Other

E
F
G
H

Initial Certification

Inspection of Care
Validation
Life Safety Code

A Routine/Standard Survey {all providers/suppliers)

B Extended Survey (HHA or Long Term Care Facility)
C Partial Extended Survey {HI1A)
D Other Survey

1
J
K
L

Recertification
Sanctions/Hearing
State License
CHOW

SURVEY TEAM AND WORKLOAD DATA

Please enter the workload information for each surveyor. Use the surveyor's identification number.

Surveyor 7D Number Firsi Last Pre-Survey On-Site On-Site On-Site Travel Off-Site Report
(A) Date Date Preparation Hours Hours Honrs Hours Preparation
Arrived Departed Hours 12am-8am 8am-6pm Gpm-i2am Hours
(B) <) )] (E) ) Q@ H) n
Team Leader ID
1. 20019 02/18/2013 |02/21/2013 0.50 0.25 8.00 0.50 175 8.50
2, 18975 02/18/2013 |02/21/2013 0.25 0.25 8.00 .50 L.75 9.50
3. 26970 02/18/2013 ]02/21/2013 0.25 0.25 4.00 0.25 1.50 0.50
4, 29131 02/18/2013 | 02/21/2013 0.25 0.25 4.00 0.25 1.00 0.50
5.
6.
7.
8
9.
16.
il
12.
13.
14.

Total SA Supervisory Review Hours..... 1.00 Total RO Supervisory Review Hours.... 0.00
Total SA Clerical/Data Entry Iours.... 0.50 Total RO Clerical/Data Entry Hours..... 0.00
Was Statement of Deficiencies given to the provider on-site at completion of the survey?.... No
FORM CMS-670 (12-51) 102000 Evenild: y13yTI1 Facility ID: 932084 Page 1




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

FORM APPROVED

SURVEY TEAM COMPOSITION AND WORKIOAD REPORT

Public reporting burden for this colleclion of information is estimated to avers,
maintaining data needed, and completing and reviewing the collection of info
inctuding sugpestions for reducing the burden, to Office of Financial Managet

ge 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
miation. Send comments regarding this burden estimate or any other aspeet of this collection of information,
ment, HCFA, P.O. Box 26684, Baltimore, MD 21207; or{o the Office of Management and Budget, Paperwork

Reduction Project{0838-0583), Washington, D.C. 20503,
Provider/Supplier Number Provider/Supplier Name
345343 BRIAN CENTER HEALTH AND REHABILITATION/GOLDSBORO
Type of Survey (select all that apply) A Complaint Investigation E  Initial Certification I Recertification
B Dumping Investigation F  Inspection of Care ] Sanctions/Hearing
[ I I l ' Ij € Federal Monitoring G Validation K  State License
D Follow-up Visit H  Life Safety Code L CHOW
M Other

Extent of Survey (select all that apply)

NENEN

A Routine/Standard Survey (all providers/suppliers)

B Extended Survey (HHA or Long Term Care Facility)
C Partial Extended Survey (HHA)
D Other Survey

SURVEY TEAM AND WORKILOAD DATA

Please enter the workload information for each surveyor. Use the surveyor's identification number.

Was Statement of Deficiencies given to the provider on-site at completion of the survey?.... No

FORM CMS-670 (12-91)

102000

EventlD: ypyT1]

Facility I 922984

Surveyor 1D Number First Last Pre-Survey On-Site On-Site On-Site Travel Off-Site Report
(A) Date Date Preparation Hours Hours Hours Hours Preparation
Atrrived Departed Hours 12am-8am Sam-6pm 6pm-12am Hours
(B) © ©) (B) @ (6] an Y
Team Leader ID
1. 20019 02/18/2013 §02/21/2013 0.75 0.50 25.00 0.50 2.50 0.50
2, 18975 02/18/2013 | 02/21/2013 0.25 0.50 25.00 .50 2.50 3.50
3. 26970 02/18/2013 {02/21/2013 0.25 0.50 29.00 0.75 3.75 0.50
4, 29131 02/18/2013 | 02/21/2013 0.25 0.50 29.00 0.75 3.25 0.50
5.
6.
7.
8.
9.
10,
11,
12,
13,
14.
Total SA Supervisory Review Hours..... 4.00 Total RO Supervisory Review Hours.... 0.00
Total SA Clerical/Data Eniry Hours.,.. 1.50 Total RO Clerical/Data Entry Hours..... 0.00

Page 1




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

FORM AFPROVED

SURVEY TEAM COMPOSITION AND WORKLOAD REPORT

Public 1eporting burdsn for this collection of information is eslimaled 10 average 10 minules per response, including time for reviewing instrustions, searching existing data sources, gathering and

maintaining data needed, and completing and reviewing the collection of in
including suggestions for reducing the burden, to Office of Financial Mana

Reduction Profect{0838-0583), Washington, D.C. 20503,

formatlon. Send comments regarding this burden cstimate or any other aspect of this colleetion of information,
gemenl, HCFA, P.O. Box 26684, Baltimore, MD 21207; or fo the Office of Management and Budget, Paperwork

Pravider/Supplier Number

345343

Provider/Supplier Name
BRIAN CENTER HEALTH AND REHABILITATION/GOLDSBORO

Type of Survey (select all that apply)

HEONEN

Extent of Survey (select all that apply)

Al [ [ 1]

Federal Monitoring

Follow-up Visit

=

Other

A Complalnt Invesligation
B Dumping Investigation
c
D

C Partial Extended Survey (HHA)
D Gther Survey

E
F

A Routine/Standard Survey (all providersisuppHers)
B Extended Survey (HHA or Long Term Care Facility)

Initial Certification
Inspection of Care

G Validation
H Life Safety Code

I
J
K
L

Recertification
Sanctions/Heating
State License
CHOW

SURVEY TEAM AND WORKLOAD DATA

Please enter the workload informatfon for each surveyor. Use the surveyor's identification number,

Surveyor ID Number First Last Pre-Survey On-Site Cn-Site On-Site Travel Of-8ite Report
(A) Date Pale Preparation Hours Hours Hours Hours Preparation
Arrived Departed Hours 12am-8am 8am-6pm 6pm-12am Heurs
(B) © (D) ®) (¥} © ) U

1. 08661 03/19/2013 [ 03/19/2013 0.50 0.00 3.00 0.00 2,00 2.00

2,

3.

4,

s -

6.

7.

8,

3,

10,

i1

12, ¥

13,

i4.

Total SA Supervisory Review Hours..... 0.50 Total RO Supervisory Review Hours... 0.06
Total SA Clerfeal/Data Entry Hours.... 0.50 Total RO Clerical/Data Entry Howrs,.... 0.00

Was Statement of Deficiencies glven to the provider on-site at completion of the survey?.., No

FORM CMS-670 (12-91)

103000

EventD: vijyT9 1

Facility 1D 922084

Page 1




