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$S=B | ASSESSMENTS I. Correciive action has been
accomptlished for the alleged
The facility must conduct initially and periodically deficient practice in regards to
a comprehensive, accurate, standardized timely comprehensive assessments
reproducible assessment of each resident's related to Resident #154 and #160
functional capacity. by completion of the
o ) comprehensive assessments by the
A facility must make a comprehensive MDS Coordinator on June 15,
assessment of a resident's needs, using Ihl?ﬂ 2011
resident assessment instrument (RAI) specified I .
'by ihe State. The assessrnent must include st 2, Facnht?r residents having the
potential to be affected by the
least the following: hic inf tion: same alleged deficient
Identification and qemograp ¢ information; practice were identified throngh
.| Customary routine; review of the MDS roster
Cognitive pattemns; report, validation transeission
Communication; - reports and a chart audit of
Vision; . - comprehensive assessments
Mood and behavlor pattems; completed since May 1, 2011,
'| Psychosasial well-being; by the Interdisciplinary Team
Physical functloning and structural problems; including the Director of
Continence; Nursing (DON), Assistant
Disease dlagnosis and health conditions; ) Director of Nursing (ADON),
Dental and nutritional stetus; - Unit Managers and MDS
Skin conditions; Coordinater and completed for
Activity puisuﬂ; transmission,
Medlcatlons; « ;
Special treatments and procedures; oapition ndior
: plan o
Discharge potentia; . correction does not constitute
Documentation of summary information admission or agreement by
regarding the additional assessment performed the provider of the truth of
on the care areas triggered by the completion of the facts alleged or
the Minimum Data Set (MDS); and conclusion set forth in the
Documentation of participation in assessment. statement of deficiencies,
. ’ The plan of correction is
prepared and/or executed
solely because it is required
by provisions of federal and {
state law,” [
(XB) DATE

SRy el )

t danotes a lency which the Institution be axcused from cormacting providing X ks determined that other
Mfegmrday mmpmmumﬁ i mr: pwm{‘) . (S: kistnnﬁonam; Except for nursing mayhonm, the find!nga stirted above ara disclosable 90 days following the
a B provided, For nursing homes, the abave findinga and plans of correction are disclosable 14 days following the dat

Of 3 N
mddnum my n:d:duv:m to the facliily. if daficiencias are citsd, an approved plan of comection is raquisite lo continued program participation,
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. 3. Measures put info place to ensure
F 272} Continued From page 1 F 272 that the alleged deticient practice
' : does not recur
‘ : inclnde re-education for
This REQUIREMENT {s not met as evidenced mambejl's.oj'me
by: o Interdisciplinary team,
Based on staff interview and medical record ﬁiﬁi}ffi‘ﬂi?fg}igfﬁlﬁifgi‘ e
review, the facility failed te complete an DON and the Region Care
admisslon minimum data set (MDS) asse ent Management Coordinator. Jdn
glr Z{dufn? ;: gg;ied residents (Resldent #154 and andit of the MDS due rooster
. jresiae will be provided by the Nursing
. Home Administrator (NHA),
Tha ﬁ"d'ngs am' and reviewed and compared to
‘ ‘ the MDS calendar daily for
1. Resldent #154 was admitted on 5/23/11 with comprehensive assessments
d'agnﬁsis lncludlng Diabetes Mellitus Type 1, due, a[,;-o'proy[ded by the NH.A
shronic pain syndrome and a history of falls. fora ;')ermdlof 4 wecks by the
Review of the Cognitlon Assessment completed ll?T ‘mehtdmg! the Director of
by the Soclal Worker on 5/30/11 ravealed the Nursing (DON ) 4s.v:ﬁg:(f) y
resident has moderate cognitive impaiment, 3::’;0{'?:' of N’r’f; f:::g; SIDS' N),
' . it Managers and AD!
Revlew of Resldent #154's medical record i",ﬁ;‘;’é’t’;‘éﬂ?’o’f"cﬁi}i‘é ;:;:::He
;?-::g:-‘(:do: &:rgg;eﬁ ensive Asssssment was nol assessments as well as care ;rca
: assessments. Any identifie
: discrepancies will be
interview with the MDS Cocrdinator on €/9/11 at documented on the MDS due
1‘00 FM mvealad lhm given RBSidam #15‘ was . C'(H'Eﬂdﬂl' a”d ffIE‘ ussessmens
admitted on 5/23/11, her Assessment Referenca will be completed by the DOV,
Date (ARD - the date that is the end of the look ADON, or MDS
back perod) would have been §/30/11 and muselcoordinator upon
6/5/11 would have baan the 14th day, or the day identification.
on which the Comprehenswc‘a Admission MDS “Preparation andfor execution of this
assessment was due to be Slgﬂ&d and. plan of correction does not constitute
completed. The MDS Coordinator Indicated that admission or agreement by the
p
the data to Gﬂmplme all sections of the MDS had provider of the iruth of the facts
been gathered during the look back period but alteged or conclusion set forth in the .
the data had not yet been emered into the MDS statetnent of deficiencies. The Plﬂn 0 |
indicated correction is prepared andior executed
data base and was overdus. He fyrther ndicate Solely becanse ftis required by :
that as a result of the MDS not being completed provisians of federal and state faw.” |
according to the required schedule, the Care
FORM CMS.2567(02-60) Previous Verslons Otmolets Event i YCFU11 Facity I; 923008 IF continuation gheet Page 2 ¢
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F 27 This comparisom will be mnele
2| Gontinued From page 2 ) F272 during the Monday — Friday
Area Assessmanis had also not yet been written. morning meeting to inchede:
Social Services, Rehab
During the interview, the MDS Coordinator Manager, MDS
Indicated that the facility usually has two MDS Nurse/Coordinator, DON,
Coardinators but the other positicn has baen Dietary Manager and Activities
vacant since 5/9/11 and the new MDS . Director.

Coordinator I$ not available until 7/5/11,

Interview with the Regional MDS Coordinator on

| 8/8/111 at 1:15 PM revealed that an action plan 4. Data obtained durine audits wili
was put in place to ensure accurate and timely e, o 1t W]
completion of MDS assessments and that MDS and reporting in Quality
assessments were within the regulatory window. Assessment and Assurance
The Regional MDS Coordinator stated that she (QA&A) meeting, weekiy for a
or staff rom another facility had bean coming to period of 4 wecks, monthly for
this facility 2 - 3 days a weak to help complete a period of 3 months and then
the MDS Assessments. randomly thereafter. The

.- QA&A Committee will

Review of tha (name of facility) MDS Action Plan evaluate the effectiveness of the
dated 6/3/11 revealed, in part: plan and will adjust the plan, as

| * Description of Issue: Lack of timely MDS needed based on trends
assessments, ”  ~ Action items: Audit of new identified to ensure continued

compliance,

admisslons for the fast 30 days (May through
.1 cumrent), Identify MDS assessments that are out

of compliance ~ schedule most out of date MDS
assessments for completion by the IDT
(interdisciplinary team) - schedule MDS 5. Date of Compliance:

assistance from (3 other facillles listed). * The Jubv 1, 2011
completion date for these ltems was 68/10/11.
Interview with the MDS Coordinator on 6/9/11 at “{’rep:}ralion ar'ld/oc; exccution of this
11:38 indicated that there were 4 new admit p an'o .cerrechon 0¢s noi constitute

A adinission or agreement by the
resldents currently in the facility who's provider of the truth of the facts }
Comprehensive Admission MDS assessmems alleged or conclusion set forth in the
were not completed within the 14 day compliance statement of deficiencies, The plan of
period for new Admission MDS assessmants. con;act;qn is prepared and/or executed

solely because it is required by
;F—hw: &gg&gg x?&gﬁﬂzﬁﬁﬁ'ﬁgmmﬁ;nz provisions of federal and state Taw,”
Bvent 1D YEFLA Y Facifity 10: 923005 it continuation sheet Page 3 of
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'F 272] Continued From page 3 F 272

Significant Change MDS assessments that were
overdue; Annual and Quarterly MDS
asgassments were not discussed.

2. Resident #160 was admitted on 56/25/11,
Review of the Cognition Assessment completed
by the Social Worker on 6/30/11 revealed the
resident has severe cognitiva impairment.

Review of Resident #160's medical record
revealed a Comprehensive Assessment was not
present on the chart,

Interview with the MDS Coondinator on 8/8/11 at
1:00 PM revealed that given Resident #16Q was
admitted on 5/25/11, her Assessment Reference
| Date (ARD - the date that is the end of the look
back perfod) would have been 6/2/11 and 6/7/11
wouid have been the 14th day, or the day on
which the Comprehensive Admission MDS
assassment was due to be signed and
completed. The MBS Coordinator indicated that
the data to complete ali sections of the MDS had
been gathered during the look back period but
the data had not yet been entered into the MOS

. | data base and was overdue. He further Indicated
that as a result of the MDS not being completed
‘according to tha required scheduls, the Care
Area Assessments had also not yel been written.

During the Interview, the MDS Coondinator
indicated that the facility usually has two MDS
Coordinators but the other posiion has been
vacant since 5/9/11 and the new MDS
Coordinator Is not available until 7/5/11.

Interview with the Regional MDS Coordinator on

FORM CM3-2567(02-99) Previoua Vorakons Obaolels Event ID:YCFU1{ Facilty ID; 923006 If continuation sheet Page 4 of
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8/8/11 at 1:15 PM revealed that an action pian

'] was put In place to ensure accurate and timefy

- { completion of MDS assessments and that MDS
assessments were within the regulatory window.
The Reglonal MDS Coordinator stated that she
or staff from another facilty had been coming to
this facitity 2 - 3 days a week to help complete
the MDS Assessments.

' | Review of the (name of faciiity) MDS Action Plan

dated 6/3/11 revealed, in part:

" Description of Issue; Lack of timely MDS

| assessments. * " Action ltems; Audit of new

-admisslons for the last 30 days (May through

.| current), ldentify MDS assessments that are out
- | of compliance - schedule most out of date MDS

assessments for completion by the IDT

(interdisciplinary team) - schedule MDS

[ @ssistance from (3 other facilities listed). " The

completion date for these Hems was 8/10/11.

Interview with the MDS Coordinator on 6/9/11 at
11:38 indicated that there were 4 new admit
resldents currently in the facility who's
Comprehensive Admission MDS assessments
were not completed within the 14 day compllance
period for new Admission MDS assessments,
Two of these residents were sampia residents.
The MDS Coordinator stated that thera were no

'| Slgnificant Change MDS assessments that were
overdue; Annual and Quartedy MDS

' assessments were not discussed.

F 312 483,25(a)(3) ADL CARE PROVIDED FOR F 312
$S=D | DEPENDENT RESIDENTS

A resident who s unable to carry out activities of
dally living receives the necessary services to
malintain good nutrition, grooming, and personal

FORM QMS-2587{02-99) Pravious Veslons Obaclete Event iD: YCFU11 Faciiity ID: 922005 if condinuiation sheet Page 5 ;f
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. Corrective action has been

| Separate her labia with one hand and wash with

| intestinal organism from contaminating the

and oral hygiene,

This REQUIREMENT is not met as evidenced
by:

Based an record review, observation and staff
Interview, the facility falled to provide proper
Incontinence care to 1 (Resident #29) of 3
sempled rasidents, The finding includes:

The facility's policy on Perineal Care (undated)
was reviewed. The Perineal care policy for the
femate patient read in parl " Ask the patient to
bend her knees slightly and t¢ spread her legs.

the other, using genlle downward strokes from
the front to tha back of the perineum to prevent

urethra or vagina. Avoid the area around the
anus gnd use a clean saction of wash cloth for
edach stroke. by folding each section Inward. This
prevents the spread of contaminated secretions
or discharge. Using a clean washcloth, rinse
thoroughly from front to back because soap
residue can cause skin irvitation. Pat the area
dry with a bath fowel because moisture can also
cause skin Irftation and discomfort. Apply
ordered ointments or creams. Tum the patient on
her side to Sim's position, if possible to expose
the apal area, Clean, rinse and dry the anal
area, starting at the posterior vaginal opening
and wiping from front to back .

Resident # 29 was originally admitted to the
facllily on 08/16/08 with multiple diagnoses
including Osteoarthritis, Aortic Aneurism,
Diabetes Meililus, Anxiety, Hypertension,

resident #29 regarding

June 8, 2011

federal and state law.”

accomptlished for the alleged
deficient practice in regards to

inappropriate incontinent care by
providing one to one returmn
demonstration training with the
identified caregiver by DON on

2. Incontinent residents receiving
incontinent care have the potential
to be affected by the same
deficient practice, Incontinent
residents ave been identified
using the most recent MDS
assessment. Resident Care
Specialist and Licensed Nurses
will be re-educated on proper
incontinent care technique with
return demonstration by the Staff
Development Coordinator, DON
and ADON by July 1, 2011,

“Preparation and/or execution of this plan of
correction does not constitute admission or
agreement by the provider of the truth of the
facts alleged or conclusion set forth in the
stateinent of deficiencies. The plan of
correction is prepared and/or executed solely
because it is required by provisions of |

i
|
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. 3. Measures put into place to ensure
F312 (Cantinued From page 6 F 312 that the alleged deficient practice
Alzheimer's disease, Gastro esophageal Reflux does not recur include random
Disease (GERD) and Depression. The Minimum peri-care audits to be performed
Data Set (MDS) assessment dated 05/07/11 by the Staff Devcioprr]ent Nurse,
(assessment reference date) indicated that DON, ADON and Unit Managers.
Resldent #29 was cognlitively impaired and 10 random incontincn care audits
Wi ¢ conducted weekly 1ora
needed extensive assist with hygiene/grooming. period of 4 weeks, then monthly.
The caro plan dated 06/06/11 was reviewed. i Sits il o o o
One of the appruaches to the care plan was " to oo shi 3 anelits in
i \ second shift and 2 audits o third
Dl’t?VldB incontinent care after each incontinent shift weekly. Residenis will be
9P|§0d9 or per established toileting plan " . chosen according to the last MDS
' . assessment and rotated so that all
On 06/07/11 at 4:09 PM, Resident #29 was residents are observed. Proofof
.ChGCked by NA #1 (nursing assistant) for audirs will be documented on the
incontinent episode. Resident #29 was observed Male/Female Skills Check Qf
{o be soiled with urine and stool. NA #1 was List. Incontinent care education
"] abserved to provide the incontinent care. She has been included in the
brought in two washcloths and one bath towel {o orientation of new licensed staff.
be used during the Incontinent care, She S
prepared a wash basin with water and soap at 4. The DON and ADON will review
bedside, NA #2 came to help NA#1. Na#{ dgta obtafmed dur;ng_mc?npdr:ﬁ tgare
started by cleaning the front part of the parineum O . o r‘;};mﬁngym
and the inner thigh using the washcloth. The ;omhly Quality Assessment and
washcloth was observed to have stool In . She Assurance Committee meeting
discarded the washcloth and continued cleaning weekly for a period of 4 weeks, and
the front area with another washcloth. The then menthly. The above plan will
second washcloth was again observed fo have be adjusted as needed to ensure
stool In It, NA #1 was not cbserved to separate continued compliance.
1he labia to clean it, NA #2 tumed the resident to
her side. NA #1 proceeded to clean the anal 5. Date of compliance:
area using the second washcloth, NA #1 was July 1,201
&DS:‘WG? t:duseglhe same washcloth lo remove “Preparation and/or execution of this plan of
e stool and to clean the anal area, After correction does not constitute admission or
cleaning the area, she used the bath towel {o pat agreement by the provider of e truth of the
the area dry. NA #1 was observed to dry the facts alleged or conclusion sel forth in the
area between the thighs using the towel. NA #1 Statement of g:‘lﬁ::;ﬁi:wgr":\!’e‘::]‘iggSomy
1011 1§ Prepi b 1
was observed to fold the towel several times lo because it is required by provisions of federal |
wipe the area between the rosident’s thighs. The and state faw.” |
FORM CMS-2567(02-59) Previous Verslons Obsolte Evant I0; YCFU11 Facility 10: 923005 I continuation shest Page 7 ¢
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F 312

| She acknowledged that she did not separate the

Continued From page 7
towel was observed to have a yellowish color
every time she wiped the area.

On 06/07/11 at 4:19 PM, NA #2 was interviewed,
NA #2 explained how to do proper incontinence
care to a fomale resident. She emphasized the
importance of separating the Iabia and cleaning
the inside from front to back untii the washeloth
loaks clean. She acknowledged that NA #1 did
not follow the proper procedure for incontinence
care by not separating the labia. She also
acknaowiedged that the residant was not properly
cleaned due to the bath towel used to dry the
resident has yellowish color every time she
wiped {t {o the aren between the resident's thighs.

On 08/07/11 at 4:22 PM, NA #1 was interviewed.

labla but she tried to clean the perineum from the
back. She also acknowiedged that she has to
use only two washcloihs because they ran oul at
ttmes. She agreed that the resident was not
thoroughly cleaned because the bath towel used
to dry tha resident’s skin was yellowish in color
every time she dried the area between the
thighs.

F 312
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PREFIX
TAG SUMMARY STATPMENT OF DEFICIANCIRS
F 230 483.20(dX(3), 483.10(k)(2) RIGHT TO PARTICIPATE FLANNING CARE-REVISE CP

The resident has the right, unfess adjudged incompetent or otherwise found to be incapacitated under the
laws of the State, to participate in planning care and treatment or changes it care and treatment.

A comprehensive care plan must be developed within 7 days after the completion of the comprehensive
includes the attending physician, a registered nurse
with responsibitity for the resident, and other appropriate staff in disciplines ag determined by the resident's
needs, and, to the extent practicable, the participation of the resident, the resident's family or the resident's
legal representative; and periodically seviewed and revised by a team of qualified persons afier each
asseggment,

This REQUIREMENT s ot met as evidenced by:
Based on record review and staff interview, the facility failed to update a care plan for 1 of 15 sampled

residents (Resident #94),

The findings included:

Resident #94 was adinitted to the facility on 2/9/11, The hospital discharge summary dated 2/9/11 revealed
that the resident had fallen at the assisted living facility where she resided and she sustained a wrist

fracture, )

‘The admigsion Minirmm Data Set (MDS) dated 2/16/11 indicated that Resident #94's goal was to be
discharged to the community.

Resident #94's care plan for discharge, dated 3/4/1 1, revealed a goal of progressing towards or reaching
mifestones required for discharge in the next 90 days. Approaches included a home evaluation prior 10

discharge.

Physical Therapy notes dated 4/14/11 - 4/20/11 revealed that Resident #94 had a home visit scheduled for
4/21/11 with a physical therapist and a family member. Physical Therapy notes dated 4/21/11 - 4/27/11
revealed that the resident cancelled the home visit because she had decided to remain at the facility for long

term cate,

Social Progress Notes dated 5/5/11 indicated that Resident #94 and her family decided on permanent
placement at the facility.

MydCﬁc!'ﬂmymMmdirgwim-nm-l.ﬂ:(‘)dmaiddiqu'erhU\cimihximm:ylnunudﬁmmmbgpmidmgilhmmmmdmm&mdmmuﬁm
ty the palionty, {Res imstnctions ) Bxup:rormnimhmm,ﬂnﬁmﬁrpﬂdAbcmwdh;!m-bhquvfolmgmedweo{mﬁrdwwmuplmd‘mwhwhw For ounsiog
homes, the ahove findings xd phars of correetion are discloasble 14 days following the dete these doments acn rade available (o the facility. [ deficiencics we cited, an apgroved pian of carection s

The above isolriod deficiencies pose no actuad farm 1o the readors

i o
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DEPARTMENT OF HEALTH AND HUMAN SERVICES Al
CENTERS FOR MEDICARE & MEDICAID SERVICES *A" FORI

STATEMENT OF ISOLATED DEFICIENCIES WHICH CAUSE PROVIDER # MULTIPLE CONSTRUCTION DATE SURVEY
NO HARM WITH ONLY A POTENTIAL FOR MINIMAL HARM A. BUILDING COMPLETE!
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATR, ZIP CODE
279 BRIAN CENTER DRIVE
BRIAN CENTER NURSING CARE/LEXY LEXINGTON, NC
I3

PREFTX
TAG : SUMMARY STATEMENT OF DEFICIENCIES
¥ 280 Continued From Page 1

Resident #94's quarterly MDS dated 5/8/11 indicated there was xo active discharge plan in place for the

resident to retom to the community and no determination had been made regarding discharge to the

community.

Resident #94'a care plan for discharge included a statement dated 5/12/11 to continue plan of care and did

not reflect the resident's decision to permanently reside at the facility.

* _{ During an interview on 6/9/11 at 8:45 AM, the Sociatl Worker (SW) acknowledged that Resident #94's care
.+ | pian did not reflect the resident’s cuxrent plan to live at the facility. The SW indicated that she herself did
| not update care plins; mther she discussed residents with the MDS nurses who in turn updated the cate

plans,

During an interview on 6/9/11 at 9:30 AM, the MDS nurse indicated that he was not aware that Resident

#94 had decided to permanently reside at the facility, The MDS nurse added that care plans could be

updated by other staff members, not just MDS nurses.
fex 122 1If coathsuation stheet 2
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K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K oe2 K062 rlg‘(?)\\
55=D o . : TP,

Required automatic sprinkler systems are CO}?‘;:?“’“ t;o(; n_fe‘tt‘;?’c;?gedﬁzc:; '(;Oded

continuously maintained in reliable operating Zpll'f’ ﬁerts ;lflb o kra a \Eﬁi b clegnin

condition and are inspected and tested e sorikd o toeted 50 that &

periodically.  19.7.6, 4.6.12, NFPA 13, NFPA of tho spribxiers atieo ;

temperature sensing clement will be clean

25,8.7:5 and readily visible as to tempstaiure color
and reliability. The Maintenance director
will survey the remainder of the canopies
and clean any additional sprinklers upon
discovery with any negative findings
reporied fo the Administrator
immediately. The Maintenance Direclor
will continue weekly observations of
sprinklers for the next three months with
42 CFR 483.70(a) monthly insp.ections continuing thereafter.
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147/ All results will be reported toand
S8=F dzscqssed at monthly Safefy committes
Electrical wiring and equipment is in accordance meetings for the next three months and
with NFPA 70, National Electrical Code. 9.1.2 continue quarterly thereafter until next
annual survey, Completion date of July

28,2011

This STANDARD s not met as evidenced by
Based on observation, on July 1, 2011 at
approximately 1:00pm, there are corroded
sprinklers underneath canopy - located behind
staff breakroom.

This STANDARD Is not met as evidenced by:
Based on observation, on July 1, 2011 at
approximately 8:00am onward, the eleclrical
system is noncompilant due to the following:

1, unsecurad emergency receptacle - corridor ' Tod e
wall between room 202, and unit coordinator ﬁ? @ @ @HW@
office. T @
2. loss of normal power o automalic transfer JUL 1 8 2011
switch number one did not cause activation of the C

generator power indicator, located on the ONWON SE
annunciator panel, with transfer switch in “**MMQII_ON

emergency mode.

{YBOﬁQ:CR%EECjPROZ@??Z?R REP%E‘S TATIVE'S SIGNATURE A dm )‘I/l /%@ ‘r/ 7(/(;:2‘1\7/

ac——— A
Any deficiency slatement ending with an aslerisy (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that

other safeguards provide sufficlent pretectign {¢f the patients. (See instructions.) Except for pursing homes, the findings staled ahove are discfosable 80 days
following the date of survey whether of not & plan of correction Is provided, For nursing homes, the above findings and plans of correclion are disclosable 14
days following the date these documents are made available lo the facifily. If deficloncies are cited, an approved plan of cortaction is requisite fo continued

program paricipation.
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) A. BUILDING 01 - MAIN BUILDING 01
8. WING
345011 07/01/2011 }
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
279 BRIAN CENTER DRIVE
BRIAN CENTER NURSING CARE/LEXI
LEXINGTON, NC 27292
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION £X5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
K 147 | Continued From page 1 K 147 K147 , . g,%;\\
42 CER 483.70( Correction for the item noted as ‘
70(a) (1)*unsecured emergency receptacle

between room 202 and Unit manager
office™ was to immediately tighten and
secure as needed.

Maintenance director will survey the
remainder of the building to determine
any like instances and repair upon
discovery. Maintenance director will
continue weekly checks during normal
rounds ongoing. Any negative findings
will be reported to the Administrator
immediately and all findings will be
reported to and discussed during menthly
Safety Commitice meetings for the next
thiree months and continue quarterly
thereafier until next annual survey.
Completion date of July 1, 2011,

@

Correction for item noted as “fransfer
switch nomber one did not cause
activation of generator power indicator™:
was to hnmediately confact generator
contractor to Inspect system and
determine alt lighting functioning
properly. All systems functioned properly
and additional label was added to existing
panels to clarify proper lighting, The
Matntenance Director will observe proper
function of all lighting during weekly
generator testing and report fo
Administrator,

All findings to the monthly Safety
Commitiee meetings for the nexi three
months and continue quarterly thereafier
until next annual survey, Completion date
of July 8, 2011,

FORM CMS-2667(02-09) Previous Varslons Obsolale Event ID: YCFU21 Facility 1D: 923005 {f continuation sheel Page 2 of 2
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oo | SUMMARY STATEMENT OF DEFICIENCIES ' D PROVIDER'S PLAN OF CORRECTION %51
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE

DEFICIENCY)

Preparation and / or execution of this

K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K 025] plan of correction does not constitute
58=D admission or agreement by the provider
Smoke barriers are constructed to provide at of the truth of the facts alleged or

concuonst forth n the satnentof
_terminate at an atrium wall. Windows are ' deficiencies. The plan of correction is
protected by fire-rated glazing or by wired glass . prepared and / or executed solely
panels in approved frames. A minimum of o because it Is required by provisions of
separate compaitments are provided on each | state and federal law.

floor. Dampers are not reguired in duct ;

penetrations of smoke barriers in fully ducted i ‘
heating, veniiiating, and air conditioning systems. K025 '

. |
18.3.7.3, &3 [r=B (18 115, Mo residents were adversely affected by
- ﬁz @@ @ QWE [[D the alleged deficient practice.

JUL 18 201 All residents residing within the facility
have the potential to be affected by the
CONSTRUCTION SECTION alleged deficient practice. Al smoke
: This STANDARD is not met as evidenced by. walls within the facility attic area were
Based on observation on Thursday 6/30/2011 inspected to identify if there were any
between 8:30 AM and 1:00 PM the following was other PVC pipes penetrating the smoke
noted: wall and not equipped with a UL rated

1) The smoke wali located in the attic area on 300
hatt has PVG pipe penetrating the smoke wall that
are nol equipped with an UL rated fire stop

fire stop assembly, '

assembly. | Any pipe that penetrates the smoke
42 CFR 483.70 wall not having UL rated fire stop
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD KO056| assembly will have the assembly
58=D . . s
| There is an automatic sprinkler system, installed installed by our Maintenance Director.
i in accordance with NFPA 13, Standard for the ‘ ) .
» Instaltation of Sprinkler Systems, with approved The Malntenance Director will inspect
. components, devices, and equipment, to provide Jaudit the fire walls monthly X 3
i complete coverage of all portions of the facility. months to ensure that all PVC pipes !
The system is maintained in accordance with penetrating the smoke walls are

NFPA 25, Standard for the Inspaction, Testing, ) . fi bli
and Maintenance of Water-Based Fire Protection equipped with the fire stop assemblies.
Syslems. There is a refiable, adequate water This audit will be brought to the 08/05/11
| monthly QA meeting for 3 months.

LAB%]Z‘R; DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TIFLE {K8) DAFE
bré AdmintsFrg ol 2-15- 1]

hy
Any def\ciency stalement ending wilh an asterisk (*) denotes a deficlency which the institutlon may be excusad from correcting providing it is determined thal
other safeguards provide sufficient protection fo the patients. (See inslructions.} Excepl for nursing homes, the findings stated above are disclosable 90 days
following the data 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 lollowing the date these documents are made available lo the fagility. If deliclencles are cited, an approvad plan of cosrection is requisite to conlinued

program pardicipation. 7
£
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 07/05/2011
FORM APPROVED
OMB NQG. 0938-03H1

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

{X2) MULTIPLE CONSTRUCTION

(X3} DATE SURVEY
COMPLETED

between 9:30 AM and 1:00 PM the following was
noted:

1) The two sprinkler riser systems are equipped
with accelerators that have gate valves between it
and the riser that are not equipped with an
elecironically supervised tamper alarm,

42 CFR 483,70

!

A BULDING  01- MAIN BLDG
345549 B - 06/30/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, ZiP CODE
1070 OLD OCEAN HIGHWAY
UNIVERS EALTHC CK
| AL HEALTH CARE !/ BRUNSW] BOLIVIA, NC 28422
x| SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORREGTION o
PREFIX ' (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETICH
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
; ‘ DEFICIENCY)
’ K 056
K056 | Continued From page 1 K 056| No residents were adversely affected by
supply for the system. The system is equipped the alleged deficient practice.
with waterflow and tamper switches which are
connected lo the fire alarm system.  18.3.5. All residents have the potential to be
affected by the alleged deficient
practice. All sprinkler escutcheon plates
around the sprinkler heads were
inspected to be sure they were sealed
DT - Hing. Al that were found to not
| This STANDARD is not met as evidenced by: LO the ;:e(;]mg Are sired 1o ensure there
| Based on observation on Thursday 6/30/2011 e sealeq were 1ep : \
 belween 9:30 AM and 1:00 PM the following was | were no openings between [t and the
i noled: ¢ ceiling,
13} Throughout the facility the sprinkler
esoutcheon around the sprinkler heads were not The Maintenance Director will inspect
ﬁe;r:gt?hglzecjﬁ;:glg ‘0 seal off all openings betwos! all sprinkier heads on a monthly basis
42 CFR 483,70 l throughout the bL{iEding to ensure that
K 0611 NFPA 101 LIFE SAFETY CODE STANDARD K0g1| there are noopenings between the
S8=F ceiling and the escutcheon plate. Ifany
Required automatic sprinkler systems have repairs need to be made, the
valves supervised so that at least a local alarm Maintenance Director will complete at
* will sound when the valves are closed.  NFPA that time
L 72,9.7.2.4 : a '
The results of the Maintenance
This STANDARD is not met as evidenced by: Director’s inspection will be brought to
Based on observation on Thursday 6/30/2011 the monthly QA meeting for 3 months. | ga/05/11

FORM CMS-2567(02-99) Previous Varsions Obsolole Event 10 380121

Facility 10: 050806
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {(X1) PROVIDERISUPPLIER/CLIA {X2) MULTIPLE COMSTRUCTION {X3) DATE SURVEY
AMD PLAN CF CORRECTION IDENTIFICATION NUMBER: COMPLETED
, ) A BUILDING 01 - MAIN BLDG
B. WING
345548 06/30/2011
MAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, CiTY, STATE, ZiP CODE
1076 QLD OCEAN HIGHWAY
UNIVERS EALTH CARE  BRUNSWICK
RSALH R BOLIVIA, NC 28422
(X4 1D SUNMARY STATEMENT OF DEFICIENCIES ! i) : PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX . {EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX {EACH CORRECTIVE ACTION SHOULD BE ; COMPLETION
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K 061

No restdents were adversely affected by
the alleged deficient practice.

All residents have the potential to be
affected by the alleged deficient
practice. BEPE fnternational has been
contracted to install two ball type
supervisory switches focated on two
Dry System Accelerators on the
isolation control valves. BFPE will add
two additional menitoring modules to
the fire alarm system for monitoring of
the supervisory switches.

The Maintenance Direcior will inspect
the risers weekly, BFPE will inspect the
sprinkler system quarterly and annually
BFPE will inspect the fire alarm pane! to
ensure compliance with our fire alarm
sprinkler and monlitoring systems.

The Maintenance Director will bring the
results of his inspection and the
inspections by BFPE to the menthly QA

meeting for 3 months, 08/05/11_‘

Any deficiency stalemant ending with an asterisk {*) denotes a deficiency which the instilution may be excused from correcting providiag it is determined that
other safeguards provide sufficient protection te the patients. (See instructions.} Excepl for nursing homes, the findings stated above are disclogable 20 days
following the date of survey whether or not a plan of corraclion is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the daie these documents are made avallable to the facility. If deficiencies are clied, an approved plan of correction is requisite to continued

program parlicipalion. Py
i

FORM CMS-2667{02-98) Previous Versions Obsoletle Evant 16 380121 Facility [D. 050838 . i continuation sheet Page 3 af g




Brian Center
Nursing Care / Lexington

July 14,2011

Jeffrey Waddell, Engineer

NC Department of Health and Human Services
Division of Health Service Regulation
Construction Section

Re: Brian Center Nursing Care/Lexington
Plan of Correction, Credible Allegation of
Compliance, and Request for Re-survey

Dear Mr. Waddell,

On July 1, 201}, surveyor from NC Department of Health and Human Services
Division of Health Service Regulation Construction Section completed an inspection at
Brian Center Nursing Care/Lexington. As a result of the inspection, the surveyor alleged
that the Facility was nof in substantial compliance with certain Medicare apd Medicaid
certification requirements. Enclosed you will find the Statement of Deficiencies (CMS-
2567) with the Facility’s Plan of Corvection for the alleged deficiencies. Preparation of
the Plan of Correction does not constitute an admission by the Facility of the validity of
the cited deficiencies or of the facts alleged to support the citation of the deficiencies,

Please also consider this letter and the Plan of Correction to be the Facility’s
credible allegation of compliance. The facility will achieve (or has achieved) substantial
compliance with the applicable certification requirements on or before August 15, 2011.
Please notify me immediately if you do not find the Plan of Correction to be written
eredible evidence of the Facility’s substantial compliance with the applicable
requirements as of this date. In that event, ] wil] be happy to provide you with additional
evidence of compliance so that you may certify that the facility is in substantial
compliance with the applicable requirements.

This letter is also our request for re-survey, if one is necessary, to verify that the
Facility achieved substantial compliance with the applicable requirements as of the dates
set forth in the Plan of Correotion and credible aliegation of compliance.

Thank you for your assistance with this matter. Please call me if you have any
questions.

v00/200 B

Shonda Wingate
Administrator

279 Brian Center Drive M Lexington, North Carolina 27292 m 336-249-7521 m Fax: 336-249-3645
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EPARTMENY OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
T STYATEMENY OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE EUTF:EVEY
AND PLAN OF GORREGTION IDENTIFIGAYION NUMBER,; A, UILDING 01 - MAIN BUILDING 01 COMPLETED
345011 B, e o7/01/2011 |

i

NAME OF PROVIDER OR SUPPLIER

BRIAN CENTER NURSING CARE/LEX}

STREET ADDRESS, CITY, STATE, ZiP CODE
279 BRIAN CENTER DRIVE
LEXINGTON, NC 27282

Eleclricat wiring and equipment is In accordance
with NFPA 70, National Electrical Code. 9.1.2

This STANDARD is nat met as evidenced by:
Based an observation, on July 1, 2011 at
approximately 8:00am onward, the elactrical

system s noncompliant due to the following:

1. unsecured emergency receptacle - corridor
wall hetween room 202, and unlt coordinater
office,

2. loss of nermal power to automatic transfer
switch number onhe did nat cause aclivalion of the
generator power indicator, localed on the
annunciator. panel, with transfer switch in
ameargency mode.

{%4}10 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION x5)
PREFI {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE coMrLEYON
I TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
: DEFICIENCY) ,
1
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD Ko62 K062 q’aq;\
88=D . N 4
Required automatic sprinkler systems are C"?i‘;ﬁ;"ﬁ;et:’nce:glg::‘;jz . :::;"d“
' conlituously malntained in 1o lable oparating behind stalL breokoom™ il bo closning
condition and afe Inspectad and Josted o? tl:l; a:r?nklcrs affected 50 that
Sg"gdf; Uy, 19.7.6,4.6.12. NFPA 13, NFPA temperature sensing ¢lement witl be clean
Y and readily visible 83 ro temperature color
and reliability. ‘The Maintenance dirgotor
will survey the remainder of the canopies
This STANDARD (s not met as evidenced by: a;'ad clean any additional sprinklers npon
Based on observation, ot July 1, 2041 at disoovery with any negative findings
approximately 1:00pm, there are corfoded reported to the Administrator
sprinklars underneath canopy - located behind immadiately. The Mointenance Director
siaff breakroom, will coutinue weekly observations of
sprinklers for the next three months with
42 CFR 483.70(a) monthly inspections continuing thereafter,
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147| Al results will be reported to and ‘
§8=F discussed at monthly Safety commitice

meetings for the next three months and
continue quarterly thereafter until next
annual survey. Completion date of July
28,2011,

WRV DERECTZ?PROZZE?SUPPUER REPRESjVTATIVE'S SIGNATURE
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Any daficloncy alstement anding with an seferisfl "} denoles u deliciency which tha instilutlon moy ba exoused from corracting providing it is determinad thad
ather saleguards provide sulficient protectiyn J# the palionts. {See instruciions.} Except for nursing homes, the tindings slalad abova are disclosable 20 days
following tha date of survey whethes or not a plan of cotrection 15 provided, Fof nursing homes, (he above findings and plans of cornechion are disclosablo 14
days lolluwing the date these documenis are mads available lo the facillty, It deticiencies are cued, an approvad plan of costection is requisite o continved
program participalion,

Facilty 10: 923005
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STATEMENT OF DEFICIENGIES
AND PLAN OF CORREQTION

(x1) PROVIDER/ISUPPLIER/CLIA
IDENTIFICATION NUMBER,

34501

B, WING

{X2) MULTIPLE CONSTRUCTION
A. BUILDING

01~ MAIN BUILDING 01

07/01/2011

{XJ) DATE SURVEY
COMPLETED

—d

NAME OF PROVIGER OR SUFPLIER

BRIAN CENTER NURSING CARE/LEXI

STREEY ADDRESS, QITY, STATE, ZIP CODE
279 BRIAN CENTER DRIVE
LEXINGTON, NC 27282

(X4} 1D
PREF1X
TAG

SUMMARY STATEMENT QF DEFICIENCIES
{FACH DEFICIENQY MUST BE PRECEDED BY FULL
REGULAYORY OR LSG IDENTIFYING INFORMATION}

D
PREFIX
YAG

PROVIDER'S PLAN OF GORRELTION
{EACH CORREGTIVE AGTION SHOULD BE
GRDSS-REFERENCED YO THE APPROPRIATE
DEFICIENCY)

€K5é
COMPLETION
DATE

K 147

Continued From paga 1
42 CFR 483,70(a)

K 147

K147

Correetlon for the item noted as
(1)"'unsecured emsrgency recoptaclo
between room 202 and Unit manager
offlce” wos to immediately tighten and
seoure as needed,

Maintenance direotor will survey the
remainder of the building to determine
any like instances and répair upon,
discovery. Maintenance director will
continue weakly checks during normai
rounds oagoing. Any negativs finclings
will be reparted to the Administrator
immedintely and sil findings will be
reported to and discussed during monthly
Safsty Commiitee meetings for the next
three months and continue quarterly
thereafler until noxt annual survey,
Completion date of July 1, 2011,

(2)

Correction for item noted az “irasfer
switch number ons did not cause
activation of generator power indleator':
wag to immediately contact generator
contraclor to inspect system and
determine all lighting Amctioning
properly, All systems functioned properly
and additonal labe} was added {o existing
panels (o clarify proper lighting. The
Maintenance Director will observe proper
funation of all {ighting during weeldy
generator testing and report 1o
Adminisuator,

All findings to the monthly Safety
Committee méetings for the next three
months and continue quarterly thereafier
untif next annue] survey, Completion dats
of July 8,201}
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