Amended PRINTED: 06/18/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDIC .xE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
DEFICIENCIES AND PLAN OF IDENTIFICATION NUMBER: A BUILBING COMPLETED
CORRECTION .
&
345162 B WING 05/30/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1265 21 ST NE
TRINITY VILLAGE
HICKORY, NC 28601
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (EACH (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
TAG REGULATORY OR LSC IDENTIFYING TAG REFERENCED TO THE APPROPRIATE DATE

INFORMATION)

DEFICIENCY)

reside

and th

becau

would

under

nursin

8 sam

F 201 | 483.12(a)(2) REASONS FOR
ss=B | TRANSFER/DISCHARGE OF
RESIDENT

The facility must permit each resident to remain
in the facility, and not transfer or discharge the

nt from the facility unless the transfer or

discharge is necessary for the resident's welfare

e resident's needs cannot be met in the

facility;

The transfer or discharge is appropriate

se the resident's health has improved

sufficiently so the resident no longer needs the
services provided by the facility;

The safety of individuals in the facility
is endangered,;

The health of individuals in the facility

otherwise be endangered,;

The resident has failed, after reasonable and
appropriate nofice, to pay for (or to have paid

Medicare or Medicaid) a stay at the

facility. For a resident who becomes eligible for
Medicaid after admission to a nursing facility, the

g facility may charge a resident only

allowable charges under Medicaid; or

The facility ceases to operate.

This REQUIREMENT is not met as
evidenced by:

Based on record reviews, family interviews
and staff interviews, the facility discharged 4 of

pled residents to other long term care

facilities when the residents were already
residing in dually certified long term care beds.

F 201'Address how corrective action will be
iaccomplished for each resident found to be
affected by the deficient practice as listed in the;
2567. Specify in detail the corrective action that

ill be accomplished, include dates of correction.

Residents #7, #8, #10 and #11 who wer
transferred to other facilities were offered the
ropportunity to return to the facility by the
| dmission Director on June 18, 2013. The
‘remaining residents identified in the survey
‘have either been discharged home or have

expired.

ddress how corrective action will be
accomplished for those residents having |
potenlla] to be affected by the same deficient
practice. Spemfy in detail the process the faCIM)j'
\MII utilize in identifying those residents and then
how the process will be implemented to protecﬁ
the residents in similar situations. Use details

|
including dates of correction.

IBeginning June 21, 2013, the Medical
IReccmds Director will randomly review
charts and payer source of residents

|
I
currently residing in dually certified beds on|
the rehab unit to determine eligibility before a|
‘dlscharge or transfer notice is issued.
Transfer and discharge notices will only be
‘issued to residents who are eligible fon

transfer/discharge under 42 CFR 483.12(a)(2).
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F 201 | Continued From page 1
#7, #8, #10 and #11.

The findings
included:

1. Resident #7 was admitted to the facility
for rehabilitation on 08/29/12. His
diagnoses included asthma, dementia,
hypotension, obstructive sleep apnea, and a
history of thrombosis.

Social work notes dated 08/29/12 at 9:56 PM
stated in part "Resident admitted to (facility's
initials) for ST (short term) Rehab to return
home with spouse upon discharge from
therapy." and "Spouse states she will need to
apply for Medicaid if resident stays longer than
20 days."

Review of care conference notes dated 09/06/12
at 10:45 AM revealed Resident #7 continued to
make progress in therapy and planned on going
home with his wife. Care Conference notes
dated

09/20/12 at 10:43 AM noted the interdisciplinary
team discussed with the resident and family that
they recommended 24 hours supervision for after
care and that the family was referred to
discharge planning for skilled facilities.

Resident #7's family signed receipt of notice on
10/04/12 that Medicare benefils were ending
10/09/12. Additional information written on this
notice was that the resident met his full
potential and would change payer sources as of
10/10/12 "if still a resident - may be transferred
to another facility for long term placement.”

F 201 [‘\ddres_s what measures will be put into place or
systemic changes made to ensure that the
deficient practice will not occur.

Effective June 28, 2013, the Admission
Director will provide additional information inI
the admission packet to include a statement
indicating residents may remain in the facility,
for necessary skilled care and services after

their Medicare benefits have been exhausted.

Along with the room rates, the admission
packet will include a statement noting that if
a resident chooses to remain in the privatﬁ
room after Medicare benefits have been
exhausted, the resident may be charged the
difference between the Medicaid per diem
rate and the private room rate. Otherwise,

the resident will be moved to a semi-private
|rocm in the facility if one is available. If a
I emi-private room is not available, the
resident may remain in the private room at
‘he Medicaid rate until a semi-private room
becomes available.

Further, all admissions, discharge, nursing
!and therapy staff will be instructed of thes
lchanges and that residents are to be offered
[the opportunity to remain in the facility if
|{they require  continued skilled care,
regardless of payer source. Implementation

ill begin immediately and all applicable staff
to be instructed of these changes as of

June 28, 2013.
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Indicate how the facility plans to monitor the
F 201 | Continued From page 2 F 201 Lneasures to make sure that solutions are

. ustained. The facility must develop. a plan fo
reason "Your health has improved sufficiently so 'ensuring that correZtions are ac?lievgd and

that you no longer need the services provided 'sustained. The plan must be implemented and
by this (the rest of the sentence is missing). It the corrective action evaluated for its
was also noted that Resident #7 was being }eﬁectiveness. The POC must integrate into thj
discharged to another long term care facility. iQAPI system of the facility. Include dates when
Icorrective action will be complete. Specify hovs)
Per discharge planning notes dated 10/10/12 the plan will be integrated into the QA system.

Resident #7 was discharged on 10/10/12 to
another nursing home with follow up
physical therapy instructions. f \

‘On June 21, 2013, the facility assigned the
Medical Records Director andl/or Medical
Records Assistant to audit 3 resident

Interview with the Admissions and Marketing Idlscharges a"d. transfer?o. weekly f°"_ one
Director (AMD) on 05/30/13 at 1:09 PM revealed |m0f“h- An audit of 3 resident charts will b
she was responsible for all admissions, reviewing I{:onducted monthly for 3 months, the
the FL2s, doing the admission paper work and 'quarterly for 6 months. The facility will
setting up the first care plan meeting. She also |»Eextend quarterly audits if concerns are
assisted in discharging residents from the identified with the audits as listed above.
designated short term rehab section of the

facility. The AMD stated all the nursing home The Medical Records Director or Medical
beds in the facility were certified for both TRecords Assistant will report to the QAPI
Medicare and Medicaid benefits. She further committee each quarter on the compliance
explained the facility had 32 beds allotted for : with these changes.

short term rehab and the remainder were for long

term care residents. The AMD stated that she Effective June 28, 2013, the plan will include:
explained to residents and families how the

facility designated beds upon admission and that a) Additional and amended information in
if the resident chose or needed to stay long term, the admission packet as previously,
she would try to get them in the designated long mentioned.

term side or assist in placement to another

nursing facility for long term care. Once she was b) All  discharges and transfers will be

udited for compliance on a monthly|
basis by the Medical Records Director or

notified that a resident would be ready for
discharge from the designated short term rehab

area, she would begin to assist residents and Medical Records Assistant, with a report
families with transfers, placements or discharges \given at the quarterly QAPI meeting. The
to home. Medical Records Director will be responsible
She stated that for any resident who needed o notify the Administrator immediately with
continued nursing care, if there were no beds instances of non-compliance.

available in the designated long term area, she
assisted them in transferring to another

“ORM CMS-2567(02-99) Previous Versions Obsolete Evenl ID:5EY611 Facility ID: 923317 If continuation sheet Page 3 of 12




PRINTED: 06/18/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
DEFICIENCIES AND PLAN OF IDENTIFICATION NUMBER: A BUILDING COMPLETED
CORRECTION '
C

345152 B. WING 05/30/2013

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1265 21 ST NE

TRINITY VILLAGE
HICKORY, NC 28601

(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (EACH *5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
TAG REGULATORY OR LSC IDENTIFYING TAG REFERENGCED TO THE APPROPRIATE DATE
INFORMATION) DEFICIENCY)
7-7-13
F 201 | Continued From page 3 F 201 ‘c) The plan will be evaluated by the QAPI‘
facility. According to the AMD, no resident ‘committee to identify potential problems with
ever stayed in the short term area once ‘discharges and transfers, and will suggest
Medicare benefits ended. ‘corrective action and follow up in a timely
manner.
Resident #7's family was interviewed by phone on
05/30/13 at 2:34 PM. Family stated that Resident d) The plan has been implemented as of
#7 was transferred to another facility because June 19, 2013 and will be reviewed
she was told this facility had no available bed quarterly.

after he completed rehabilitation. Family
further stated it would have been her
preference for

Resident #7 to stay at this facility but that was
not an option.

Follow up interview with the AMD on 05/30/13 at
3:49 PM revealed the AMD was aware that
Resident #7's family preferred for the resident

to remain in this facility but because there was
no bed available on the long term care area,

the resident transferred to another facility.

Interview with the Administrator on 05/30/13 at
4:35 PM revealed that when she came to the
facility, the previous administrator had already
designated the short term rehab and the long
term care sections. She further stated all beds
were dually certified for Medicare and
Medicaid but she was unaware the facility
could not designate the beds differently.

2. Resident #10 was admitted to the facility on
04/23/13. Her diagnoses included dementia,
hypertension, diabetes, asthma, aortic valve
disorder, anemia, and esophageal reflux
disease.

Social work notes dated 04/23/13 at 5:38 PM
stated in part "Resident admitted for ST
(short term) rehab and will return home."
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Resident #10's family signed receipt of nolice on
05124113 that Medicare benefits were ending
05/26/13. Addilional informalion hand wrillen on
the notice by the Business Office Manager
(BOM) stated the resident and her family had
decided "she needs a long lerm placement and
has decided lo discharge to anolher facility
Monday

5-27-13 for long lerm placement. Son
understands." This was noted as

being

discussed with the son, BOM and the
Admissions and Markeling Director (AMD).

Review of the Notice of Transfer/Discharge dated
05/22/13 stated Residenl #10 was being
discharged from the facilily on 05/22/13 for the
reason "Your health has improved sufficiently so
that you no longer need the services provided

by this (the rest of the sentence is missing)." It
was also noled that Resident #10 was being
discharged to another long lerm care facility.

Discharge planning notes dated 05/24/13 at 1;52
PM stated the resident was to be discharged

to (name of facilily) with recommendation to
continue skilled occupational therapy.

Per the capilulation of stay, dated 05/27/13 at
10:30 AM, Resident #10 was "admilled lo
facility for supportive nursing services and
rehab due to diagnosis. Resident discharged to
(name of nursing facility) Date 05/27/2013."

Interview with the Admissions and Marketing
Director (AMD) on 05/30/13 at 1:09 PM revealed
she was responsible for all admissions,
reviewing the FL2s, doing the admission paper
work and selting up the first care plan meeting,
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designated shorl term rehab section of the
facilily, The AMD stated all the nursing home
beds in the facilily were cerlified for both
Medicare and Medicaid benefits. She further
explained the facility had 32 beds allolted for
short term rehab and the remainder were for long
term care residents. The AMD sfated that she
explained lo residents and families how the
facility designated beds upon admission and that
if the resident chose or needed o stay long term,
she would try lo gel them in the designated long
term side or assistin placement to another
nursing facility for long term care. Once she was
notified that a resident would be ready for
discharge from the designated shorl term rehab
area, she would begin lo assist residents and
families with transfers, placements or discharges
to home.

She slated that for any resident who needed
conlinued nursing care, if there were no beds
available on the designated long term area,

she assisted them in transferring to another
nursing facility. According le the AMD, no
resident ever slayed in the short tlerm area

once Medicare benefits ended.

Resident #10's family was interviewed via
lelephone on 05/30/13 at 2:45 PM. Family
staled he was informed by the facility that
Resident #10 had progressed as far as she
could in therapy

and he would either have to take her home or to
another long lerm care facilily. He stated he was
told the facility had no Medicaid bed al this
facilily but they had one al their sister facilily. He
further stated that he would have preferred for
Resident

{110 to stay at this facilily as it was closer to

his home:
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3:50 PM revealed Resident #10 transferred to
anolher nursing facilily because she was
preparing to discharge from lherapy and
there was no long term care bed available at
this facility. Per the AMD she transferred with
remaining Medicare benefils so thal she
could iransition from therapy to being a long
term resident al the new facility.

Interview with the Administrator on 05/30/13 at
4:35 PM revealed that when she came to the
facility, the previous adiministrator had already
designated the short term rehab area and the
long term care seclions. She further siated all
beds were dually cerlified for Medicare and
Medicaid but she was unaware the facilily
couid nol designate lhe beds differently.

3. Resident #8 was admilted lo the facility
for rehabilitation on 03/06/13. Her diagnoses
included a clavicle fracture, humerus
fracture, femur fraciure, and dysphagia.

Social worker notes dated 03/27/13 at 5:19 PM
slaled in part "Resident admitied for St (short
term) rehab and will return to (name of
assisled living center)."

Residen{ #8's family signed receipt of nolice on
05/14/13 that Medicare benefits were ending
05/02/13. Addilional information hand wrillen

on {he nolice stated that on 05/01/13 care plan
discussed discharge to skilled facility for long
term placement with son and resident. A bed
was available now and Resident #8 was lo be
discharged to a skilled facilly (o conlinue her
Medicare A benefils since a long term bed was
available. The note indicaled the resident agreed

F 201
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Continued From page
7 lo transfer on
05/03/13.

Review of the Discharge planning notes dated
05/02/13 af 3:20 PM revealed the resident was
to be discharged o another facilily for long term
care. Required assistance for all self care tasks
and conlinued to be non weight bearing to left
upper extremily.

Review of the Notice of Transfer /Discharge
dated 05/03/13 revealed Residenl #8 was being
discharged frem the facility on 05/03/13 for the
reason "Your health has improved sufficiently so
lhatl you no longer need the services provided
by this (the rest of the sentence is missing)." It
was also noted that Resident #8 was being
discharged to another long term care facilily.

The capitulation of stay note dated 05/03/13 at
7:49 AM slated the resident was admitted to the
facility for supportive nursing services and rehab
due lo diagnosis and the resident was
discharged

05/03/13.

Interview with the Admissions and Marketing
Director (AMD) on 05/30/13 al 1:09 PM revealed
she was responsible for all admissions, reviewing
the FL2s, doing the admission paper work and
selling up the first care plan meeting. She also
assisted in discharging residents from the
designaled short term rehab seclion of the
facility. The AMD stated all the nursing home
beds in the facility were cerlified for both
Medicare and Medicaid benefits. She further
explained the facilily had 32 beds allotied for
short lerm rehab and the remainder were for long
term care residenis. The AMD stated that she

F 201
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beds upon admission and that if the resident -
chose or needed to slay long term, she would
try to get them in the designated long term side
or assist in placement lo another nursing facility
for long term care, Once she was nolified that a
resident would be ready for discharge from the
designated short term rehab area, she would
begin to assist residenis and families with
lransfers, placements or discharges lo home.
She staled that for any resident who needed
continued nursing care, if there were no beds
available on the designated long term area, she
assisted them in transferring to another nursing
facilily. According to the AMD, no resident ever
stayed in the shorf term area once Medicare
henefits ended.

Follow up interview with the AMD on 05/30/13 at
3:50 PM revealed Resident #8 was not
progressing in therapy. The family was called
and because there was no bed available in

the

designated long term care area, the family
agreed lo move her to another skilled nursing
facilily.

Interview with the Administrator on 05/30/13 at
4:35 PM revealed that when she came to the
facility, the previous administrator had already
designated the short term rehab area and the
fong term care seclions. She further stated all
beds were dually certified for Medicare and
Medicaid but she was unaware the facility
could not designate the beds differently.

Several altempted phone calls lo Resident
#8's responsible parly were unsuccessful.

4. Resident #11 was admilted to the facilily on

F 201
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a recent stroke and fractured femur.

Social service noles dated 04/10/13 at 9:35
AM stated in part "Resident admilted for ST
(short term) Rehab and will return home.”

Social service notes dated 05/24/13 at 10:30 AM
slated the facllity called to speak with the
responsible parly regarding long term care
placement. The responsible parly was noled {o
be in agreemerit and resident will move
05/28/13.

Resident #11's responsible parly signed receipt
of notice on 05/27/13 that Medicare benefils were
ending 05/27/13. Additionalinformation hand
written on the notice stated on 05/24/13 the
Admissions and Markeling Director (AMD) talked
with the resident's son and explained the long
{erm care bed availabilily al the sister facilily.
The nole stated {he son requesied the resident
be transferred lo the sister facility on 05/28/13 to
canlinue Med A treatment and transitiocning to
long term care,

Discharge Planning notes daled 05/27/13 at 6:31
PM indicated Resident #11 was nonweight
bearing through lower extremily. Resident
needed support for safely with fransfers and
should not walk because he was

noncompliant with non weight bearing status.

He should continue leg exercises.

The Notice of Transfer/Discharge dated
05/28/13 staled Resident #11 was being
discharged from the facility on 10/10/12 for the
reasan "Your health has improved sufficiently so
that you no

longer need the services provided by this (the
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that Resident #11 was being discharged
to another long {erm care facllity for care.

The capitulation of stay dated 05/28/13 at 7:56
AM slated Resident #11 was admilled lo the
facility for supportive nursing services and
rehab due to diagnoses and he was discharged
on

05/28/13.

Interview with the Admissions and Markeling
Director (AMD) on 05/30/13 at 1:09 PM revealed
she was responsible for all admissions, reviewing
ihe FL2s, doing the admission paper work and
selling up the first care plan meeting. She also
assisted in discharging residents from the
designated short term rehab seclion of the
facility. The AMD slated all the hursing home
beds in the facility were certified for both
Medicare and Medicald benefils, She further
explained the facility had 32 beds allotted for
short term rehab and the remainder were for long
term care residents. The AMD stated that she
explained to residents and families how the
facility designated beds upon admission and that
if the resident chose or needed lo stay long term,
she would try to get them in the designated long
term side or assistin placement to another
nursing facility for long lerm care, Once she was
noftified that a resident would be ready for
discharge from the designated short term rehab
area, she would begin to assis! residents and
families with transfers, placements or discharges
to home.,

She stated that for any resident who needed
contfinued nursing care, if there were no beds
available on the designated long term area,

she assisted them in transferring to another
nursing facility, According to the AMD, no
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Follow up interview with the AMD on 05/30/13 at
3:49 PM revealed Resident #11's intent was to
discharge home after rehab but he was not
able fo return home, The AMD stated there
was no

available bed in the long term designaled area
so while on Medicare A he moved to another
facility to transition {o long term care. She
further stated the resident nor the family
expressed anylhing about remaining in this
facilily.

Interview with the Administrator on 05/30/13 al
4:35 PM revealed thal when she came to the
facility, the previous administrator had already
designated the short term rehab area and the
long term care sections. She further stated all
beds were dually certified for Medicare and
Medicaid but she was unaware the facilily
could not designate the beds differently.

Several atlempted phone calls to Resident
{18's responsible pary were unsuccessful,
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