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-Without admitting or denying the validity or
F DQG INITIAL COMMENTS F 000 existence of the alleged deficiencies,
Highlandspring Heaith Care and Rehab ;
Astandard health survey was conducted on {"Highlandspring”) provides the following !
16/23-25/12. Deficient practice was identified plan of correction. However, the faw }
with the highest scope and severity 5t "E" level, requires us to prepare a pian of correction
F 164 483.10{e), 483.75(1)(4) PERSONAL F 164 for the citation regardless of whether we
38=C | PRIVACY/CONFIDENTIALITY OF RECORDS

The resident has the right to personal privacy and
comfideniiality of his or her personal and dinical
records,

Personal privacy includes accommodations,
medical treatment, written and telephone
communicaions, parsonal cars, visits, and
meetings of famity and resident groups, but this
does not require the facllty to provide a private
room for each resident

Except as provided in paragraph (23(3) of this
secon, the resldent may approve of refuse the
release of personal and dinical records 1o ary
ndiidual cutsids the faciity.

The resident's night fo refuse release of personal
and clinical records does nof apply when the
resident is ransfemred to another health care
institution; ar record reiesse Is required by law,

The facility must kesp confidential all information
contained in the resicent's records, regardless of
fthe form or storage methods, except when
release is required by fransfer 1o another
healthcare insfifution; law; third party payment
contract or the resident.

This REQUIREMENT is not met as svidenced
by

agree with it. This plan of correction is not
meant to establish any standard of care,
contract, objigation, wr pesition and
Highlandpring reserves all rghts to raise all
possible contentions and defenses in any
@l or criminal daim, action or proceeding.

THIS PLAN CGF CORRECTION SERVES AS
HIGHLANDPRING'S CREDIBLE ALLEGATION
OF SUBSTANTIAL CORMPLIANCE AS OF
December 5, 2012,

Elga

Highlandspring has developed and
implemented written poficies and
proeegures that ensure residents rights to
personal privacy and confidentlality of his
orher personal and clinical records.

Random periodic monitoring will ocour
through informal nursing rounds by nursing
management 1o observe

ongoing practices related to confidentiabity
of resident information including MAR and
TAR confidertiality, If concems are noted
during the informal rounds, actions will ba
taken at that time that may inciude
additicnal one-on-one education,

r
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- SUMMARY STATEMENT OF DEFICIENCIES

Based on observation, interview, and review of
facllity palicy, the facility falled to ensure resident
health information was maintained in a private
and confidential manner during medication
administration and when medication carts were
not in use and unsupervised for two sampled
residents (Residents #18 and #3) and five
unsampled residents (Residents B, C, D, F, and
G.} Observation of medication pass on 10/23/12
and 10/24/12 revedled the Medication
Administration Record (MAR) that contained

resident health information was lefi openontop

of the medication cart in the hallway and as a
result, residents’ personal information was
expased 1o fthe public and other residerts.

The findings include:

A review of the faciify's policy iitled Safeguards
for Protectad Health frformation (dated March
2003), revealed facility staff was responsible to
maintain the confidentiality of the residents’
personal and clinical recards, However, the
paticy did nof include specific directions for staff
during medication. administration fo protect
residants’ medical information.

1. Observalion during medication pass on
10/23/12 at 5:00 PM, revealed Licensed Practical
Nurse {LPN} #1 entered Resident B's room to
administer five oral medications and a
subcutaneaus insulin injection to the resident.
Further abservation revealed the MAR, located
on {op of the medication cart in the hallway, was
not covered and residents’ personal and
confidential information was exposed ta anyone
in the area of the halivay where the cart was
focated. The MAR contained & list of Residert

H
1

I PROVIDERS PLAN OF CORRECTON @)
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F 164} Continued From page 1 F164

LPM #1, #2 and RN #1 and #3 were in-
serviced on the imporance of safe guarding
the confidentiality of all resident psrsonal
and dinical information but not limited to
the Medication Administration Record and
the Treatment Administration Record on
10-25-12 by DON.

The Safeguards of Protecied Hea'th
Information policy was revised by the
Regional Medicat Records Director on
Cctober 25, 20132, to spedifically include
confidentiality of the MAR/TAR. A copy of
the policy is attached as EXHIBIT A,

Licensed nursing staff will be in-serviced by
the DON an of confidentlatity of personai
and clinical records Including but not
limited tc the Medication Administration
Record and the Treatment Administration
Recocrd on 11-15-12, 11-19-12 and 11-21-
12

Each MAR and TAR will be supelied witha
faminated cover sheet to ensure
confidentiality of residents personai and
clinical records are maintsined during
medication adrinistration and treatrment
implementation.

1
3
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A Pl worksheet will be utilized to manitor - :
compliance to ensure resident '
confidenttality during medication i
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#B's medications, dosage and time scheduled fo
be administered, dizgnoses, diet order, allergies,
admission date, resident's name and room ; administration. A copy of the worksheet Is
number, daie of bi.l'th., seX, and the name of the sttached as EXRIBIT B. This Pl worksheet is

resident’s physician, _comgleted by the Unit Manager weekly x 4 Cod '

. ) . then monthiy. If issues are noted the Unit
2. Observation on 10/24/12 at 9:20 AM, revealed Manager will take appropriate action at the

a medication carf was positioned in the hallway o i
‘outside resident room 2308. Further observation a::k::;iux:z::;ﬁ; Ei:{:,?fme P ’
revealed the medication cart was unattended and committee for a detarmination of the need
the MAR had been left open on top of the . for further ongping formal monftoring
medication cart. 1PN #1 was observed to retumn . '
o the medicafion cart and stated shs had
adminisiered medications to Resident F. LPN #1 i
had left the MAR exposed 1o anyene that passed - ' . P
bry.the medication cart positioned in the hallway. _ N
) The Directer of Nurses to monitor for E
Interview conducted on 10/24/12 at 12:40 PM, compliance,
with LPN #1 reveaisd she was knowiedgeable of '
the requirement to keep residents’ personal : : {
information private. LPN #1 stated she shouid ‘ ’ a i
have covered the MAR or closed the book that )
contzined the MARs when leaving the medication 12/6/2012
cart unattended. LPN #1 stated she had rushed . ) ‘ L
to compiete the medication pass and faled to R -
ensure residents’ personat information remained
private.

3. Further observation on 10/24/12 at 10:45 AM,
revealed a medication carf located against a wall
near the entrance of the activity room was nat in
use and was unatiended. The medicafion cart
was unattended by the medication nurse and the |
MAR was open and exposed Resident #3's o
personal and private information fo anvone that , Do
passed by the medicafion cart. Several staff i
members and visifors were observed to walk past
the medication cart while the MAR was left

FORM CMS-2567(02-0¢} Previvus Varsions Obsolaie Ever {[2:JCXG11 Facikty It 100664 If confingation shest Page 3 of 19
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Continued From page 3

exposed, Siaff failed to maintain the
confidentiality of the rasidenis’ personal and
clinical records as mandated by facility policy.

Interview conducted on 10/24/12 at 10:55 AM,
revealed LPW #2 was responsible for medication
administration from the medication cart
positioned in the hallway near the activity room.
LPN #2 stated she had been trained to maintain
corfidentiality of residents’ medical ifformation,
The LPN stated the reskients' personal
information should be kept private in accordance
with faciiity policy and acknowledged the MAR
should not be visible fo the pubiic.

4. Continued observation on 13/24/12 at 6:15
PM, reveated a medication cart was posfiioned
ottside the closed door of resident room 2102,
Further observation revealed the medication cart
was unattended and the MAR that included
restdents’ personal and private information had
been left open on top of the medication cart. RN
#3 was observed o exii Resident G's room ard
proceed io conduct a medication pass. RN #3
failed to foliow faciity policy and failed to ensure
the residents’ private and personal information
contained ont the MAR was kept private and
confidential.

Interview conducted on 10/24/12 at 6:15 PM,
revealed RN #3 was nowledgeabls of the
requirement to keep residents’ personal
information private. RN #3 stated she should
have closed the MAR prior 1o enitering the

resident’s room for the medication administration.

Interview with the Second Floor Unit Manager on
10/26M 2 at 2:45 PM, revealed siaff should

F164

i
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'of the medication cat sitfing in the hattway.

Caontinued From page 4

profect residents’ private information during
medication pass and confirmed the information
on the MAR should be covered during medication
administration and when not in use and
unaitended in the haltway.

5, Observation during a medication pass
conducied on 10/24/12 &t 4:35 PM, revealed
Regisiered Murse {RN) #1 walked away from the
rredication cart to administer medications to
Residents C, D, and #3. Further observation
revezled the MAR which contained residents’
confidential information was left uncoverad on fop

Several staff members and residents were
observed o pass by the medication cart.

imerview conducted with RN #1 on 10/24A12 at
5:15 PM, revsaled the RN had been frained to
cover the MAR during medication administration.
The RN stated she forgot to cover the MAR.

Interview conducted with the Director of Nurses
{DON) on 10£25/12 at 2200 PM, revealed
residents’ personal and confidertial information
identified on the MAR should be protected when
staff administered medications fo the residents.
The DON stated the MAR should be covered or
closed to profect resident information.
483.15(e){1) REASONABLE ACCOMMODATION:
OF NEEDS/PREFERENCES

A resident has the right to reside and receive
services in the facility with reasonabie
accommaodations of individual-needs and

preferences, except when the health or safety of . .

the individual or other residents would be
endangered.

F 154

F 245 R4

would be endangered.

The facility ensures that the resident has
the right o reside and recelve services in
the facillty with reesonable
accommodations of individual needs znd
preferences, except when the health or
safety of the individual or other residents
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i Resident #3 will be provided an cover bed
F 246 Continued From page 5 F 248 table when he chooses to eat in his room,
Rasident #20 was provided an over bad
table for her water pitcher
. and cther persenal itemns for easy access on
This REQUIREMENT is not met as evidenced 16-25-12. Resldents were assessed based
by: : . upon their current conditions and overbed
Based on observation and interview, it was tables were provided as indicated by the
determined the faciity failed to ensure individual @ssessmenton 11-16-12. I addition
needs weare accommodated for two of twenty-four residents wﬂl‘mntmue to to assessed on a
sampled residents {Residents #9 and #20). quarterly basis.
Observation cfiunng the evening meal on 10!2‘%212 Each nursing staff rmember was in-serviced
revealed Resident #9 was served a meal tray in N ' .
: y the DON or destgnee on the resident’s
the room; however, there was no overbed tzble to Fight to receive services in the faciity with
place the meal tray on. In addifion, Resident #20 reasonab;e accommodation of individual
had rio overbed table in the room, the resident's needs and preferences indluding but not
water pitcher was located across the room ona -,
ightstand, and the resident was unable ‘o reach fimited to ver bed tables on 11-15-1, 13-
glg " "t ch 1812 and 11-21-12. STNA#2,4,5 and 12
e Waler preaer. Induding LPN #3 were in attendance.
The findings inciude: A Pl workshest will be completad for
. accommodation of needs and preferences.
A review of the faciiity’s Resident )nghts (revision Risults will be reported to the Performanca
date 10/3_1!&4) re_vea]efi each resident would be tmprovement Committee for additional
treated‘n.vrlh cor!s:derah.on, respef;t and full comments/interventions and far
_recDg':‘mO" Gf h!S!j frer dignity and Ir!deuam% determination of the need of continued
m'cluding privacy in treatment and in care for formal ongoing monttoring. A copy of
hisfber personat needs, warksheet Is attached as EXHIBIT C. This P}
Observation of the evening meal on 10/23/42 at workshest s completed by the Unit
7:00 PM, revealed Resident #9 received a meal Manager weeklyx 4 then menthly.
tI'EY:;rtl mser?ronr:]' t::eé?dﬁma]rsego overbed The Director of Nurses to menitor for
assistan (o} staff. .
. " compiiance.
fmhle in the resident’s room, and the staff had fo
set the meal fray on the windowsill white holding - -
onto the tray so the Tay would nof spill. The staff 12/6/2012
member sat the tray in the stxff member’s lap to
finish feading the resident.
FORM CMS-2587(02-99) Pravious Versions Dbsolez Event £ $oXGT1 Facility 1D 100664 If continuation sheet Page & of 10
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Confinued From page 6

Observation of Resident #20's room revaaled
there was no overbed fabie in the room. The
resident's water pitcher was observed {o be
located across the rocm an a nightstand ang the
resident was unable ta reach the water pitcher.

Inferview with Resident #20's family revealed the
family member visited the resident an a daily
basis and had never observed an overbed table
in the resident's room. The family member
veoiced concerns aboui the lack of an overbed
tebie and that the resident couid not reach the
water pitcher unassisted. In addition, the family
member stated due to the resident's unsteady
gait it would not be safe for the resident to get out
of bed unassisted to cbtain the water pitcher
Inocated acress the room. ’

interview with Certified Nursa Aide (CNA}#12 on
10/23/12 at 7:00 PM, revealed there were not
encugh overbed fables to accommodate all the
residents.

[nterviews with CNAs #3, #4, and #5, and
Licensed Practical Nurse (LFIN) #3 on 10/24/12 at
2:30-2:45 PM, revealad the facifity did not have
enoligh overbed tables for all residents. The staff
stated the facility encouraged residents to eat in
the dining room; however, if 2 resident received
meals in their room, siaff wouid need to locate an
pverbed table if 3 table wasn' in the room.

intenview with the Administrator on-10/25M12 at
2:25 PM, revealed each resident had a nightstand
and overbed tables were provided based on the
resident's needs and physical abiliies. The
Administrator stated staff assisted residents with

F 246
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Based on the resident's comprehensive
assessment, the facifity must ensure that a
resident who enters the facility without an
indweliing catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary; and a resident
whao is incontinent of bladder receives appropriate
treatment and services o prevent urinary fract
infections and to restore as much normal bladder
function as possible.

This REQUIREMENT is not met as evidenced
by

Based on observations, intendew, and facility
policy, it was determnined the facility fadled fo
provide appropriate treatment and services o
prevent urinary {ract infections for one resident
(Residents #10) in the selected sample of
twenty-four residents, Observations during the
provision of indixvelling catheter care for Resident
#10 revealed Certified Nurse Aide {CNA) #1 failed
to provide eatheter care in a proper manner and
cleansed the indweliing catheter iubing toward
the insertion site of the resident's indwelling
urinary catheter.

The findings include:

& review of the facllity's policy titled Urinary
Catheter Care (revised January 2008} revealed

The fadiity ensures that a resident who
enters the facility without an indwelling
catheter Is not catheterized uniess the
resident’s ¢linical condition demonstrates
that catheterization was necessary, and a
resident who is incontinent of bladder
receives appropriate treatment and services
to prevent urinary Tact Infections and to
restore as much normal bladder function as
possible,

C.N_A. #10 was provided one an one
additional education with the DON on 11-
1-12 on how o properly provide catheter
care in compliance with the fagiity's
policies and procadures.

Resident #10 was assessed for stgns and
symptoms of potential urinary tact
infection on 10-25-12 by the nurse .
Resident #10 has had no symptormns of UT).

Each resident with a catheter was assessed
on by RN staff for signs and symptoms of
LTI, There wers no residents with
catheters that showed slgns or symptoms of
UTL.

Each CN_A. wili be reeducated on the
imporance of following the policy tted
Urinary Catheter Care and skilis check off
utilizing proper technique will be completed
on 13-15-12, 11-19-12 and 11-21-1Z.
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F 248| Continued From page 7 F 245
hydration and feeding and acknowledged if there
was nof a iabie in the resident's room staff would
need to find a tabie for that resident to uiilize for
the meal tray or utilize the nightstand.
F 315, 483.25(d) NO CATHETER, PREVENT UTI, F 315 B8
§5=D| RESTORE BLADDER
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catheter care would promote good hygiene as X ) IR
well as reduce rsk of imfection. Thefo[icy The fa.di'w r.nomtors fd.u“tv !nfemons’
) . b including urinary tract infections through
directed staff to provide catheter care in the AM [ thepl of tha Infection Contral
and PM and as needed., The poiicy directed staff prosessoLme on Zomto.
o cleanse the catheter fJubing last while securel Comrmitese and reports such Informatian o
\ . ng . . i" ¥ the P| Committee on at least a quarterly
holding the tubing at the point of insartion, using hasis
friction and twisting motion while proceeding )
down Ee fbing. Unit Managers will assess catheter care to
ensure compliance.
Observation on 10/24/12 at 10:15 AM, reveslad °
CNAH used a wet washcloth and Remedy ACatheter Care Plis being completed by
foaming cleanser to provide catheter care for the Unit Manager on residents who receive
Resident #10. CNA#1 deansed Resident #10's catheter care, weekly X 4 then monthiy.
perineal area using downward strokes; however, Results wili be reported to the Performance
the CNA wiped the catheter tubing foward tha Improvement Commitiee for additional
catheter insertion site when she deansed the tomments/interventions and for
catheter tubing. CNA#1 failed o follow facility determinaticn of the nead of continued
policy and accepted professional standards by format ongaing moritoring. A copy of
falling to cleanse the catheter tubingin a worksheet is atmached as EXHIBIT D.
downward rotior from the catheter insertion site.
) The Director of Nurses o monitor for
An interview on 10/24/12 at 3:00 PM, with CNA - compliance.
#1 reveaied she was knowiedgeable of cleansing
the catheter tubing away from the indwelling 12/5/2012
_catheter inserilon site to' decrease bacteria and
infection. CNA#1 stated she was nervous and
made a misteke by not deansing Resident #10°s
catheter tubing away from the msertion site.
interview on 10/25/12 at 2:45 PM, with the
Second Floor Unit Manager revealed staff should
atways cleanse the catheter fubing by cleansing )
the tubing away from the resident. [=FE)
F 3231 483.25(h) FREE OF ACCIDENT F 323
S&=F HAZARDS/SUPERVISION/DEVICES The faclity ensuras that the resident
' : environment remains as free of accident
The facility must ensure that the resident hazards as possible.
environment remains as free of accident hazards
FORM CMS-2567(02-08) Previous Versions Obsolste Event 10x JOXG 1 Facity 1D: 100664 if confinuation shest Page 9 of 19
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’ Supply closet doors on the 11040 and 2100
F 323 Continved From bage g F 323 haliways were locked immediately and new ~
&s is possible; and sach resident receives door handles with automatic locks were
adequate supervision and assisiance devices o installed on 11-6-12. Each C.N.A. received 3
prevent actidents, key to gain access to the closet. Areas with
supplies are now secured without resident
aCCESss.
Facility wide assessment will be completed
by the Maintenance Director before
This REQUIREMENT is not met as evidenced December 6 10 ensure there are no ather
by : areas with potential unsecured items.
Basad on obhservafion, interviews, and review of
Census and Condifion and Material Safety Data | Nursing staff wilt be In-serviced on the
Sheets (MSDS), it was determined the facility importance of keeping hazardous matertals
failed to ensure residents* enviranmertt remained locked. Ir-senices will be completed by the
as free from accident hazards as possible. DGN and/or Administrator on 11-15-12, 11-
Observation during the envirohmental tour on 15-12, 11-21-12 and 11-29-12,
10/24/ 2 and 10/25/12 revealed the facility falled
to ensure batteries, shaving cream, disposabie The poficy for sfeguarding hazardous
razors, denture cleanser tablsis, nail clippers, and matertals was updated on 11-16-12, x copy
sharp manicure sticks were securedfiocked and of the policy is atteched as Exhibit E.
not accessible o residents. An Evaluating Environmental Safety Pl is
. : ) being completed by the Unit Manager
The findings inciude: weekly x 4 then monthly, Results will be
According to the Assistant Director of Nursing | ported o the Performance improvement
(ADON}, the facility did not have a policy | Commitieeforacitions
- N . comments/interventiors and for
f'egardmg safggur.:irfjmg pqientlaily ha;ardous determinaticn of the need of continued
items and maintaining resident safefy related to formal ) o ;
personaf hygiene iarns. crma ongélng monitaring. A copy o
worksheet is attached as EXHIBITF .
Review of the facility's Census and Condition
Record dated 10/24/12, revealed 69 residents
had a diagnosis of Dementia. The facility Director of Nurses to monitor for
provided a list that revealed four residents wers compliance.
assessed fo exhibit wandering behavicors and
resided on the second floor. Six residents that 12/6/2012
resided on the first floor had been assessed to
exhibit wandering behaviors.
FORM CHS-2557(02-89) Prwious Versions Obsolete Event D1 JCXGT1 Faciity ID: 100664 if confinuafion sheet Page 10 of 49
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Obsarvation on 10/24/12 at 10:50 AM, and on
10/25/12 at 9:50 AM, 1:00 P, and 4:45 P,
revealed a Supply Closet located on the second
floor 2100 Hall was unsecured/unlocked. The
Supply Closet contained the following: &
disposable razors, 6 9-voit batteries, 36 Efferdent
demure cleanser tablats, and 11 rail care kits that
corfained nail clipgers and sharp manicuare
sticks.

(Observation of the first floor 1100 Hail on intdal
tour on 10/23/12 at 11:00 AM, and on 10/2512 at
18:00 AM, 11:00 AM, and 4.20 PM, revealed the
Supply Closet was unsecuredfuniocked. The
Supply Closet contzined 12 disposable rarors, 7
manicure kits that contained nafl clippers and
sharp manicure sticks, 20 Efferdent denture
cleanser fablets, and 6 cans of shaving cream
and were easily accessible to residents.

Comiinued observafion of the 1100 Hal on
10/25/12 at 4:25 PM, revealed a resident in a
wheelchair had wandered irto resident room
1308 and aftempted o abtain gn tem {candy)
from a resident's bedside table. Staff was
observed ta redirect the resident and stated the
wandering resident resided in room 1314, '

Review of the MSDS for Efferdent Denture
Cleaner revesled misuss of the denture cleanser
couid cause eye, skin, respiratory iract, and
gastrointestinal bums. The MSDS directed siaff
to contact the Poison Control Center and seek
medicai aiteption Immediately if the denture
cleanser fablets were ingested or inbaled.

Interview on 10/24/12 at 10:45 AM, with CNA #2

H
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F 323

F 371
38=D

1 %o not ensure residents did not have access io the

-persenal hygiene items should be jocked and not

Continued From page 1

assigned {o the second floor, revealed the Supply
Cioset was never locked. CNA#2 stated he had
naver seen any resident attempt to obtain tems
stored in the Supply Closet, and scknowtedged
itams stored in the Supply Closet could harm
residents if ihe items were swallowsd.

interview on 10/25/12 at 4:20 PM, with CNA #11,
assigned fo the first floor, revealed resident

accessible to residernts. CNA#11 stated
residerts could cut themselves or athers i they
had access fo dispesable razors or clippers and
stated the denture tablets could cause an upset
stomach if swallowad. CNA#11 stated residents
should not have access to the items stored in the
closet.

Interview on 10/25/12 at §:15 PM, with the ADON
revealed resident personal care items used by
the CNAs had been moved to the halt supply
rooms a few months earlier for easier access by
the CNAs fhat provided personal care to the
residents, The ADON stated it was an oversight

harmful terns. The ADON acknowledged the
#ems in the Supply Closet should not be
accessibie to residents and the door should be
iocked at all fimes.

4383.35(i) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

The Tacility must -

{1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authoritles; and o

{2) Store, prepare, distribute and serve food
under sanitary conditions

F 323

F 371

F371

The facility stores, prepares, distributes and
serves food under sanitary conditions,

The gas range top and grease trap were
deaned Immediately.
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-t were broken. :

This REQUIREMENT is not met as svidericed
by:

The facility failed to store and prepare food under
sanitary conditions. The grease fray underneath
the gas range fop had a heavy buildup of a black
substancs (burned food) and food debris. In
additian, two of four ingredient storage bins lids

The findings include:

Review af the policy/procedure (dated April 2003)
for cleaning the gas range revealed the range
iops wers to be removed and cleaned with an
all-purpose solution with 2 wire brush if needed,

1. During the initial tour of the kitchen conducted
at 12:85 PM on 10/23/12, the grease tray
urdemeath the gas range top was cbserved o be
heavily sofled. The grease trep had a heavy .
buildup of = black substance (bumed foods and
grease) and fooed debris. In addition, two
ingredient storage bin lids were observed to be
broken.

Review of the weekly cleaning schedule for the
gas range revealed the gas rengs was scheduled
0 be cleaned on Fridays.

Interview with the Dietary Supervisor at 2:10 PM
on 10/25/12, revealed the gas range was cleaned
ance each month, and the range was due at the
end of the month.

F 374

Replacament bin lids were ardered on 10-
23-12 and lid was labeled. Replacerment lids
instalied and labeled an 11-12-12.

Dietary staff wera in-serviced on dleaning
Ing, cleaning sckedule, storage of food
including but not Jimited to storage bins,
range top and grease trap by Dietary
Manageron 11/13/12, 11/14/12 and
11/15/12

Kitchen Equipment Cleaning Schedule
Exhibit G and Kitchen Daily Check Log
Exhibit H were updated by the Dietary
Manager on 11-13-12.

Dietary Supenvisor will audit kitchen 1o
indude but nat limited to dean equipment
and proper food storage containers weekly
x 4 then monthly. Monthly the Facility
Diatican wifl audit to ensure foed is
prepared and stored under sanitary
conditions.Resuits will be reported tc the
Ferfarmarice impravement Committee for
additional comments/irterventons and for
determination of the need of continued
formal cngoing monitaring. A copy of
worksheet is attached as EXHIBIT I

Dietary Manager to monitor for compliance

12/6/2012
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The facility must employ or obtain the services of
a licensed pharmacist who estabiishes a sysiem
of records of receipt and disposition of all
controfied diugs in sufficient detaif to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of ail
controfled dnigs is maintained and periadically
reconciled,

Drugs and biologicals used in the facility must be
lzbeled in accordance with currentty accepted
professional principles, and indjude the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

In accomdance with Siate and Federal laws, the
faciiity must store all drugs and biologicats in
tocked compartments under proper temperature
conirols, and permit only authorized personnel 1o
have access o the keys.

The factity must provide separataly locked,
permanently affixed compartments for sforage of
controlled drugs listed in Schedule ]| of the
Comprehensive Drug Abuse Prevention and

The facitity fabels drugs and biologicals used
In the fadility in accordance with ci.'xrrently
accepted professional principles, and
include the appropriate accessory and
caltiorary instructions, and expiration date
when applicable,

Expired Phenargan Suppositories were
removed immediately.

Rrefrigerated medications were audited for
expiration dates on October ?jﬁ', 2012 by
licensed nursas. Al stored medications
were audited for expivation dates on 10-31-
12 by licensed nurses,

Unit Managers are auditing medications for
explration dates and medications not
utikized by residents in fast 60 days to
assure that they are promptly removed
from the active medication supply.

This zudit wil be done weekly for 4 weeks
and then menthly. Pharmacy comtinues to
conduct monthly medication storage area
gudits, Results will be reported to the

STATEMENT OF DEFIGIENCIES {013 PROVIDER/SUPPLIER/CLIA {42) MULTIPLE CORSTRUCTION (3} DATE SURVEY
AND PLAN OF CORRECTION MENTIFICATION NUMBER: COMPLETED
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DEFICIENCY)

F 371 Continved+rom page 13 F a7

2. Further observation in the kiichen revealed

fwo ingredient storage bins {ids wera observed fo

be broken allowing the contents to be partially

| exposed to debris in the kitchen area.

Interview with the Dietary Supervisor at 215 PM

on 10/25/12, revealed he had identified that the

ingredient siorage bins needed to be ordered.
F 431 483.60{b), (d), (e) DRUG RECORDS, F 431 431
55=D [ LABEL/STORE DRUGS & BIOLOGICALS
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Confral Act of 1976 and other drugs subject fo
abuse, except when the facility uses single unit
package drug distribytion systems in which the
quantity stored is minimal and a rissing dose can
be readity detected.

This REQUIREMENT is nat met as evidenced
by: .

Rased on observation, interview, and review of
facility policies/procedures, it was determined the
facility failed to ensure expired medications were
not available for resident use. Observation of the
second floor medication room revealed
Promethegan (Phenergan) Rectal Supposifories
had an expiration date of September 2012 and
remained available for resident use.

The findings include:

Review of the facility policy fitied Drug Storage
{updated October 2010} revealed discontinued
and expired medications should be removed from
medication caris, refrigerators, and cupboards
promptly. The policy directed staff to return or
destroy the drugs according to pharmacy and
facility policies. :

Observation of the medicaiion room refrigerator
jocated on the second foor an 10/25/12 at 4:50
PM, revealed an opened box of Promethegan
{Phenergan)} Rectal Suppositorses {used to
telieve nausea and vomiting). The
manufacturer's expiration date on the box of
Promethegan {Phenergan) Rectal Suppositories
was September 2012. Review of the pharmacy
label revealed the last time the medication had

Ferformance improvement Committee for
additional comments/intervention and for
determination of continued formal angoing
monitering. A copy of worksheet Is
attached as EXHIBIT J.

The Director of Nurses to monitor for
compliance.

|
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| resident in accordance with acoepted professional

preadmission screening conducted by the State;

Continued From page 15

been dispensed was for unsampled Resident £
on 03/28/10.

Interview on "10/25M 2 at 5:00 PM, with Licensed
Practical Nurse (EPN) #11, assigned to
administer medications, revealed staff did not
have a schedule to monitor expired medications,
LPN #11 stated someone from the pharmacy
came once a month and checked the medication
rooms hut was not sure if the refrigerators were
checked.

Irterview with the Director of Nursing {DON) on
10/25/12 at 5:35 PM, acknowledged the facility
did not have a system/schedule in place to
ensure expired medicafions were not avaitabie for
resident use., The DON stated nurses should
check the medication expiration dafes prior fo
giving medications. The DON also stated she
thought the pharrnacy conducied drug storage
audits every six months, and was unaware
expired medicat:ons were available for resident
use.

483.75(1{1) RES
RECORDS-COMPLETE/ACCURATE/ACCESSIE
LE

The faciiity must maintain dinical records on each

standards and practices that are complete:
accurately documented; readily accessible; and
systematically organized.

The clinical record musi cantain sufficisnt
information to identify the resident; a record of the
resident's assessmenis, the plan of care and
services provided; the results of any

F 431

F514

514

The facility maintains dinical records on
each residert in accordance with actepted
professional standards and practices that
are complete; accurately documentad;
readily accassible; and systematically
organized,

Resident #13's chinical record was
corrected immediately on Dctober Z'Sm,
20132. Physician was notified and
medication was stopped,
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and progress notes.

This REQUIREMENT is not met as evidenced
by: '
Based on interview, and record review, it was
determined the facility falled to ensure accurzie
clinical racords were maintained for one of
twenty-four sampled residenfs {Resident #13).
Although staff had identified and documenied in
Resident #13's medical record the resident had
an allergy to ACE {angiotensin-converting
enzyme, used for the freatment of high bicod
pressure) inhibitors, Resident #13's physician
prescribed and facility staff administered Lisinoprll
{an ACE inhibitor} to Resident #13 on a daily
basis from 10/13/11 through 10/25/12,

The findings include:

A review of the policy for Allergies (dated April
2004) revealed allergies were to be listed on an
aliergy sticker in the resident's medical record
and any new aliergies wera {0 be added to the
sticker. The physician and pharmacy were io be
notified of any allergy changes.

A review of a discharge summary from a hospital
{dictated 10/13/11) revealed Resident #13 '
deveioped an angioedema reaction ta the
medication Lisinopril which resolved when the
ACE inhibitor (Iisinopril) was withheld. A review
of the medical record for Resident #13 rovealed
an allergy sticker located on the front cover of the
medical record that identified Resident £13 as
having an "Allergy to ACE inhibitors.” However,
even though the hasgpital discharge summary
dated 10/13/11 and the allergy sticker on the front

Highiandspring compieted audit of resident
medica! records to ensure accuracy for
ideniification and compliance with resident
allergies on Qctober 29™, 2012

New Admission/Readmission medical
records will be audited weekly for accuracy
related to resident allergies,

A Medical Record P s being completed by
the Unit Manager weekly x4 and then
menthly. Results will be reported to the
Performance improvement Committee far
additional comments/interventons and for
determination of the need of continued
formal ongoing monitoring. A copy of the
worksheet is attached as EXHIBIT K.

The Director of Nurses to manitor for
compliance.
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of the resident's medical record indicated the
resident had a reaction/allergy to ACE inhibitors,
a review of the Medication Administration Record
(MAR} and the physician's orders for October
2012 revealed Resident #13 had no known ‘
allergies. [n addition, a review of the MAR and :
physiclan's orders revealed Lisinapril (an ACE
inhibitor} had been initially prescribed for :
Residert #13 on 10/13/11 and the prescription t . .
had been reordered on a monthly basis through ‘ !
October 2012. A review of the October 2012 L
MAR reveaied Resident #13 had received 40 Loy
milligrams (mg) of Lisinoptil every morning from b :
Ocfober 2012 through the day of the review ‘
(10/25/12). I o '

i
1
i
i

An interview with the Charge Nurse (CN) on
10/25/12 at 9:25 AM, revealed the facility was
unaware of the allergy sticker on the cover of . E
Residenit #13's medical record that indicated | !
Resident #13 had an allergy to ACE inhibitars, i :
The CN acknowledged the MARSs and the _
physician's orders for Resident #13 did not ' !
identify the residert had any drug allergies. The
CN stafed although documentation in the mediczi . . i
| record revealed Resident #13 had received the _
medication, there was no documentation N
Resident #13 had experienced any signs and .k
symptoms of distress at the facility and facility
staff had decumented the resident's vital signs
were within normat Emits for the resident.

An irterview with the consultant pharmacist on
10/25M12 at 8:25 AM, revealed the pharmacisi
conducied a drug review of medications
prescribed for Resident #13 avery month and was ) _ :
uraware of an allergy sticker on the cover of the .
resident's medical record that indicated the i
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‘resident had not experienced any side effects

Coniinued From page 18

resident had drug allergies. The phamacist .
stated that based on documentation in Resident
#13's medical record the resident had received .
the medication and there was no indication the
resident had experienced any signs or symptoms ;
of distress. i

An interview with Resident #13's primary care
physician on 1025/ 2 at 1:15 PM, revealed the

from the administration of Lisinopril. The
physiclan stated the allergy sficker, the MARs,
and the physician's orders needed o be updated
on Resident #13's medical record.

Interview with the Director of Nursing (DON) on
10/25/12 at 1:30 PM, stated when a resident
returns te the facitity foilowing haspitafization the
nurse admitting the resident back o the Taciitty
shoiild update the resident's medical record,
including the MARs and phiysician's orders, with
any new information; e.q., medications,
diasgrnoses, allergies. In addition, according to the
DON, faciiity staff should contact the resident's
phiysician and the pharmacy to inform them of
any changes in the resident's
condition/medications, including allergies. The
DON acknowiedged staff had fafled to update all
of Resident #13's medical record, including the
physician's orders and MARS to reflect the
resideni’s alergy to Lisinopril.

F 514
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CFR: 42 CFR 483.70(a)

Building: 01

Plan Approval. 1992, 2006

Survey under: 2000 existing

Facility type: SINF :
Type of structure: Two (2) stories Type [t {(222)
with parifal basement.

Smoke Compartment: Fifteen {15) smoke
compartrents

Fire Alarm: Manual initiating devices located at
exits, Smoke detectors iocated in alf corjdors
and resident rooms. Haat deteciors located in
boilar rcom, laundry/wash room, and kitchen.
Sprinkler Systern: Complete automatic {dry and
wet) sprinkler system.

Generator: Type |l diesel instailed 1992

ECEIVE

MOV 19 201

Bivision of Health Care
Snuthern Erforcement Branch

R Ao T APAORREIE

Astandard Life Safety Code survey was
conducted on 11/07/2012. Highlandspring of Fart
Thomas was found not ta be in compliznce with
the requirements for participation in Medicare and
Medicaid. The census the day of the survey was
one hundred twenty-six (128). The facility is
lcensed for one hundred forty (140).

o The findings that foflow demonstrate
noncompliance with Title 42, Code of Federal
Regulations, 483.70(a) et seq. (Life Safety from
Fire). The highest s/s was at "D" level.
K 038 | NFPA 101 LIFE SAFETY CODE STAMDARD K38 :

=D Exit access is arranged so that exits are readity
Exit acoess is amanged so that exiis are readily
accessible at afl fimes in accardance with section
7.1, 18.219

K038

accessible at all times in accordance with section 7.1

Mt B ILFTE

Any deﬁcian sia it enr.img with an ast k (*) denctes 2 deficiency whlc-.h the msfitufion may be excused rom comecting providing it is detennmed that
other safeguards de sufficieni proteciion o the patients. (See instructions.} Except for nursing homes, the findings stated above are disdosable 50 days
foflowing the date ey whether or niot a plan af comection is provided. For nursing homes, the above findings and plans of correction are discosable 14
days following the date these decuments are made evailebie to the fadility. If defidendies are cited, an appmved plan of correction is reguisite to continued
program participation.
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This STANDARD is not met as evidenced by:
Based on observation and mnterview, it was
determined the Tacility fafled to ensure the exits
were maintained in accordance with NFPA .
standards. The deficiency hiad the potential to : . P
affect one (1) of fifteen (15) smoke ' ‘ i |
compartments, twenty-seven (27) residents, staff, ;
and visitors. The facility is licensed for one : : |
hundred forty {140) certified beds with 2 census
of one hundred twenty-six {126) on the day of the
strvey.

The findings include:

Observation, on 1107/12 between €:30 AM and The exit from the 1100 corvidor to the
1:30 PK4, with the Maintenance Director and : concrete patic will have  path
Administrator revealed walkways leading away |- - constructed of asphalt using 448 Type 1 . |
from the 1100 Hall Exit Doar and Stairway Exit asphatt, having an average 2.0” average b
Door were graveled and did not have a durable - compacted thickness to provide an exit :
surface fo.the public way. 10 @ public way that will be usable P
under alf condftions to he condudve to ; i
Interview, on 11/07/12 at 11:55 AM, with the evacuating residents. The Construction !
Maintenance Director and Administrator revealed will be completed by 11/19/2012. '
the walkway has atways been gravel for years : : . .
and thought this was acceptable. Maintenance Directorto montor for campliance.  12/6/2012 ]

Reference: NFPA 101 (2000 egiion) . _

7.1.10.1% Means of egress shall be confinuousiy
mairtained

free of all ohsfructions or impadiments to full
instant use in
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K038

Continued From page 2

the case of fire or other emergency.

7.5.1.1 Euxiis shall be Jocated and exit access
shall be arranged

50 that exits are readily accessible at all times,
7.7.1* Exits shall terminate directly at a public -
way or at an

exierlor exit discharge, Yards, courts, open
spaces, or other

pertions of the exit discharge shall be of required
width and )

size fo provide all ocoupants with a safe access
o 2 public way,

Exception No. 1: This requirement shali not apply
to interior exit discharge

as otherwise provided in 7.7.2

Exception No. 2: This requirement shall not apply
to roofiop exit discharge

as otherwise provided in 7.7.6.

Exception No. 3. Means of egress shall be
permitted fo terminate in an

extenor area of reflge as prowded in Chapters 22
and 23,

Reference: CMS S&C lelter 5-38

Q2: Are exit discharges required fo have a hard
surface pathway to the public way? This is in
reference ta tag K-38 and previous guidance.
A2: Pravious interpretive guidance on this subject
dated 07/07/93 {under tag K-32} is stii
acceptable, In that guidance we stated that our
response to the question was " Yes, fthere is
much m=&in or snow and | patients are expected to
exit or be evacuated in wheelchalrs or beds. ™
This would include residents using walkers.
Grass or scil may be acceptable if weather
conditions permit. This determination is left up to
the judgment of the surveyor as to the jocal
weather conditions and the difficulty thata

K038
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.| movement in the means of egress.

resident or patient may encounter while fraversing
between the building and the public way.

Section 7.7.1 NFPA 101 of the LSC (2000 edition)
requires that " Exits shall terminate directly at

a public way or at an exterior exii discharge, .
Yards, courts, open spaces, or other portions of
the :

exit discharge shall be of required width and size
to provide all occupants with a safe access to a
public way, * An appendix note to 7.7.1 stztes
that the exit discharge is nol required to be paved
but that it must give safe access to 2 public way
and references section 7.1.10.

Section 7.1.10 of NFPA 101 of the LSC {2000
edition) requires that the means of egress be
continuously malntained free of all abstructions or
impediments to full and instant use in the case

af fire or emergency. An appendix note to 7.1.10
specifically poinis out that accumulations of

snow and ice are an impediment to free

CMS befieves that a usable exit discharge is a
fundamental and important iife safety feature and
contributes to the safety of staff and residenis in
an emergency. The use of the Fire Safety
Evatuation Systern (FSES) s inappropriate as
there is no equivalent to being able to exit the
buiiding at all times in an emergency.
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