N 2 ¢ 2018
PRINTEDUSR222015

DEPARTMENT OF HEALTH AND HUMAN SERVICES

FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMEMT OF DEFICIENGIES {%1) PROVIDERSUPPLIERICLIA (X2} MULTIPLE CONSTRUGTION (%3} DATE SUR'\I'EY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED

¢
345149 B, WING 06/1712016
MNARME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
4911 BRIAN GENTER LANE
BRIAN CTR HEALTH & RETIREMENT WINSTON-SALEM, NC 27106
SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION %5}
%EFI& [EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFI (EACH CORRECTIVE ACTION SHOULD BE M&Egm
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)
F 226 | 483.13(G) ({1101, ()(2) - (4) F 225
58=D | INVESTIGATE/REPORT F225

ALLEGATIONS/INDIVIDUALS

The facliily must not employ individuals who have
keen found gullty of abusing, neglecting, or
mistrealing residents by a court of law; or have
had a finding entered Into the State nurse aide
registry concerning abuse, neglect, mistreatment
of residents or misappropriation of thelr properly;
and reporl any knowledyge it has of actions by a
court of law agalnst an employes, which would
indicate unfitness for service as a nurse aide or
other facillly staff to the State nurse aide registry
or licensing authorities,

The facllity must ensure that all alleged violations
involving mistreatment, neglect, or abuse,
including injuries of unknown source and
tisappropriation of resident property are
repotted immadiately to the administrator of the
facility and to other officials in accordance with
Slate law through established proceduras
{including to the Stale survey and cerlification
agsney).

The facllity must have evidence that all alleged
violations are thoroughly invesligated, and must
prevent further potential abuse while the
investigation is In progress.

The results of all investigations must be reported
to the administrator or his designated
represantalive and to other officials In
accordance with State law (inchuding to the State
survey and certification agency) within 5 working
days of the incldent, and if the allaged viclation Is
verified appropriate corrective action must be

t
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Resldent #1 was discharged to home prior to
the survey.

All residents have the potential to be affected
by the alleged deficient practice.

The Administrator and DON were re-educated
on the Facllity’s Abuse Policy including
requirements to complete a timely 24 hour and
5 day Report to the NC Health Care Personnel
Registry when any allegation of abuse or
neglect is reported. This education was
completed by 6-23-2015. Al allegations will be
reviewed by the Administrator, Director of
Nursing and District Director of Clinlcal Services
weekly for 12 weeks to validate accurate and
timely reporting of allegations of abuse and
neglect to the NC Health Care Personnel
Registry. Opportunities will be corrected as
identified,

The Administrator will present evidence of
compliance to the Quality Assessment and
Performance Improverment Team at all
meetings. The committee will evaluate the
effectiveness of this plan and suggest changes
as needed,
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This REQUIREMENT s not mist as evidenced
b'lj"

Based on record review and staff interviews the
facllity falled to submit a 24 hour and 5 worklng
day repott to the health care personnel registry
for 1 of 1 sampled residents (Resident #1 ) when
an allegation of abuse was reported to the
facility, The facliity also failed to submit a 24 hour
report within the required parameters for 1 of 1
sampled resldents (Resldert #1) when ths
allegation was reported again. Findings
included;

Resident #1 was admilled to the facllity on
05/12/16 with cumulative diagnoses of pressure
uicers, digbetes and anemia,

Resident #1's Admisslon Minimum Data Set
{MDS) daled 06/19/16 indicated Residant #1 was
cognitively aware, Resldant #1 required
exlensive care for hvglene (shaving) and was
dependent on staff for bathing.

Review of the facilily Concern Log daled
05/25/15 revealed a concern had been ralsed
regarding alleged abuse by Resldent #1,
Resldent #1 stated a Regldent Cara Spacialist
(RCS) hit him Inv the face with a washcloth,
Review of the facility Concern Log dated
06/01/15 revealed the same concern had been
raised by Resldent #1 again.

Review of the facilily investigation into the
alleged abuse of 05/25/15 revealed that a 24
hour report and a 5 working day report were not
completed, Review of the facility Investigation
into the alleged abuse of 08/01/15 revealad tha
24 hour and 5 working day reports had been

submilted to the health care personnel registry
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on 060518,

In an Interview on 06/17/15 at 4:51 PM the
Diractor of Mursing (DON) stated she had spoken
to the Administrator on 05/25/15 and was told the
Incldant did not need to be reported as she felt it
was not done purposely, The DON indicated she
had sent the 24 hour report to the heallh care
personnel registry on 06/01/15 but was only able
to show that it was senl on 08/05/15.

In a telephone interview on 06/17/16 at 6:21 PM
the Administrator slated that although she did not
read the RCS written statements of 05/25/15 until
a later dale she did not feel the allegations made
on 05/25/15 constitluted abuse, She stated the
aceysed RCS had bean an aide for along time
and felt if she was abusive other residents would
have reported her. The Administrator ndicated
that when Resldent #1 again alleged the abuse
of 06/26/15 on 06/01/15 the Assistant DON sent
the 24 hour repor,

In an interview on 06/18/15 at 9:35 AM the
healthcare personnel reglstry verifisd the 24 hour
report for the Investigation begun 06/01/15 was
not received untif 08/06/15,

483.13(c) DEVELOP/IMPLMENT
ABUSE/NEGLECT, ETC POLICIES

The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of residant propery.

I;.‘ES REQUIREMENT is not met as evidenced

B&sad on record review and staff Interviews the
facility falled to Implement thelr policy in the
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for 1 of 1 sampled resldants (Resident #1) when
an allegation of abuse was reported o the ‘
facility. Findings Included:

Areview of the facllily Abuse & Neglect
Prohibition revised 06/13 showed undar
Investigation, " The facility will conduct an
investigation of any alleged abuseineglect,
injuries of unknown origin, or misappropriation of
resident property In accordance with state law.
Any employee alleged to be Involvad In an
Instance of abuse and/or neglect will be
suspended immediately and will not be permitted
to return to work unless and until such allegations
of abuse/neglect are unsubstantiated. * The
policy showed under Reporiing and Response, "
The facllity will report all allegations and
substantiated occurrences of abuse, neglect,
injuries of unknown origin, and misappropriation
of property to the state agency and law
enforcement officlals as deslgnated by state law.
" The policy listed under Protection, " The
facliity will protect residents from harm during the
Investigation. "

Resident #1 was admitted to the facility on
051215 with cumulative diagnoses of pressure
ulcers, diabetes and anemia.

Resident #1 ' s Admisslon Minimum Data Set
(MDS) dated 05/19/15 indicated Resident #1 was
cognitively aware, Resident #1 required
extensive care for hyglene (shaving) and was
dependent on staff for bathing.

Review of the facility Concern Log dated
05/25/15 revealed a concern had been ralsed
regarding alleged abuse by Resident #1,
Resident #1 staled a Resident Care Speclalist
{(RCS) hit him in the face with a washcloth,
Review of the Daily Staffing Shests showed the

 Resident #1 was discharged to home prior to

the survey.

All other residents have the potential to be
affected by this alleged deficient practice.

The Administrator and DOM were re-educated
on the Facility's Abuse Policy including
requirements to complete a timely 24 hour and
5 day Report to the NC Health Care Personnel
Registry when any allegation of abuse or
neglect is reported, providing Immediate
protection to all residents following the
reporting of an allegation, and the completion
of an accurate investigation. This education was
completed by 6-23-2015. All allegations will be
reviewed with the Administrator, Director of
Mursing and District Director of Clinical Services
weekly for 12 weeks to validate accurate and
timely reporting of allegations of abuse and
neglect to the NC Health Care Personnel
Registry, immediate protection provided to alf

_ residents following the report of an allegation

and completion of an accurate investigation.
Opportunities will be corrected as identified,
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RCS aceused of alleged abuse worked on
O5/28/15, 05/28/16, 05/27M5 and 05/28/15.
Review of the facility Concern Log dated
08/01/15 revealed the same concern had been
raised by Resident #1 again,

Review of the Dally Staffing Sheets showed ihe
RCS accused of alleged abuse worked on
06/02M15, 08/03/16, and 06/04/15,

Review of the facllity investigation Into the
alleged abuse of 05/25M5 revesled that a 24
hour report and a 5 working day report were not
completed. Review of the facllity Invastigation
into the elieged abuse of 08/01/15 revealad the
24 hour and § working day reports had been
submitted to the health care personnel registry
on 0B/06/15,

In an interview on 08/17/16 at 4:51 PM the

Director of Nursing (DON) staled she had spoken
lo the Administrator on 05/25M15 and was told the

Incident did not need to be reported as she felt it
was nol done purposely. The DON indicated she
had sent the 24 hour report to the health care
personnel registry on 06/0115 bul was only able
to show thal it was sent on 068/05/15.

in a telephone interview on 06/17/15 at 5:21 PM

the Administrator stated that although she did not
read the RCS wriltlen stalements of 08/25/15 until

a later date she did not feel the allegations made
on 05/25/15 constituted abuses, Sha stated the
accused RCS had been an alde for a long lime
and felt if she was abusive other residants would
have raported her, The Adminlstrator Indicated
that when Resident #1 again alleged the abuse
of 05/25/15 on 08/01/15 the Assistant DON sent
the 24 hour repon,

In an interview on 06/17/15 at 6:30 PM the DON
staled a thorough Investigation into the alleged
abuse should have been completed and the
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The Administrator will report findings to the
Quality Assurance and Performance
Improvement Committee at every meeting. The
committee will review and recommend changes
as needed.
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facility policy should have baen followed,
In an interview on 06/18/15 at 9:35 AM the
healthcare personnel registry verified the 24 hour
repor! for the investigation begun 06/01/15 was
nol recelved until 0&/06/15,
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