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Highland House Rehabilitation &
F 425! 483.60(a).{b) PHARMACEUTICAL SVC - F 425| Yealthcare submits this Plan of

$5=D | ACCURATE PROCEDURES, RPH Correction (PoC) in accordance with the

provisions of Health and Safety Code
Section 1280 and C.F.R. 405 1907. It
shall not be construed as an admission

The facility must provide routine and emergency
drugs and biologicals to its residents, or obtain
them under an agreement described in

§483.75(n) of this part. The facility may permit of any alleged doficiency cited. The

unlicensed personnel to administer drugs if State Provider submits this PoC with the

Jaw permits, but only under the general intention that it be inadmissible by any

supervision of 2 licensed nurse. third party in any civil or criminal
action against the Provider or any

A facility must provide pharmaceutical services employee, agent, officer, director, or

{including procedures that assure the accurate shareholder of the Provider. The

acquiring, receiving, dispensing, and Provider hereby reserves the right to

administering of all drugs and biologicals) to mest challenge the findings of this survey if

the needs of each resident. at any time the Provider determines that

the disputed findings: (1) are relied
upon to adversely influence or serve as
a basis, in any way, for the selection
and/or impaosition of future remedies, or
for any increase in future remedies,
whether such remedies are imposed by
the Centers for Medicare and Medicaid
Services (CMS), the State of North

The facility must employ or obtain the services of
a licensed phamacist who provides consultation
on all aspects of the provision of pharmacy
services in the facility.

This REQUIREMENT is not met as evidenced | Carolina or any other entity; or (2)

by: serve, in any way, to facilitate or

Based on obsarvation, staff intervisws, review of promote action by any third party
facility policy, the facility failed to ensure insufin against the Provider. Any changes to
was dated when opened and discarded after 28 Provider policy or procedures should be
days. considered to be subsequent remedial

. measures as that concept is employed in

Findings include: .| Rule 407 of the Federal Rules of

- Byidence and should be inadmissible in
any proceeding on that basis. The
Provider has not had any remedies
imposed against it as a result of the
alleged deficiencies. Without such
remedies, the Provider will not be

On 5/2312 at 1:30pm the mediation cart for C
hall was reviewed. One Novolog Flexpen prefilled
insulin Syringe was found opened and not dated.
The Novolog Flexpen was filled by the facility * s
contract pharmacy on 3/21/12. In an interview

LABORATORY DIRECTOR'S QR RROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE THLE ’ {X6) DATE

Y, oA LA O (0l 1o

-
Any deficlency statemef-ft/ending with an asterisk {*) denotes a deficiency which the institution may be excused from cosrecting providing it is determined thal
olher safeguards provide sufficient protection to the patients. (See instructions.) Exceptfor nursing homes, the findings slated above are disclosable 0 days
following the date of survey whether or not a plan of corraction is provided. For nursing homes, the above fingings and plans of correction are disclosable 14
days following the date these documents are made available io the faciity. If deficlencies are cited, an appravad pian of corraction is requisite to continued
program participation.
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granted an appeal before the U.S,
F 425 | Continued From page 1 F425] Department of Health and Human
with nurse #3, it was stated that opened insulin Services Departmental Appeals Board
should be discarded in 30 days. to challenge the alleged deficiency cited
in the HCFA-2567. Initially the
A review of the facility poticy titled Southern Provider may exercise its limited rights
Pharmacy Services Medication Suggested Drug to challenge the deficiency under the
Storage and Expiration stated the Novolog Pens North Carolina Informal Dispute
should be discarded after 28 days once the pen is Resolution (IDR) process.
opened and stored at room temperature.
Fd425
In an interview with the Director of Nursing (DON) -
and the Assistant Director of Nursing  (ADON) The facility utilizes a clinical pharmacy
on 5/23/12 at 3:20pm the DON stated that it was to provide the system and services of
the expectation of the facility to date any insulin licensed pharmacists that are in
when opened and be discarded per facility policy. accordance with state and federal
In an interview on 5/23/2012 at 4:45pm with the guidelines related to drugs and
Staff Development Goordinator (SBC) the SDC biologicals, their records, labeling and
stated that newly hired nursing staff is oriented in storage. There are multiple checks and
the expectation of the faclity to date any vial of balances established to monitor the
?;l.g;n when opened and discard per facility various drug and biological systems.
F 431 { 483.60(b}, (d), (&) DRUG RECORDS, F 431
sout | LABEL/STORE DRUGS & BIOLOGICALS 1. Per procedure the referenced Novolog

The facility must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
controlled drugs i sufficient detail to enable an
accurate reconciliation; and determines that drug
tecords are in order and that an account of all
controlled drugs is mainiained and periodically
reconciled. '

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

Flexpen was discarded on 5/23/12. In
conducting a QA investigation, not
dating the flexpen upon initial use was a
result of an isolated hwman error.

1L Quality Review Nurses assigned to
each unit re-checked the medication
carts to ensure flexpens and other
opened vials were dated and within the
manufacturers use by date. No
additional undated items were found.

II. Licensed staff were reminded of
policies and procedures regarding
dating of items when opening and the
subsequent monitoring procedures.
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in accordance with State and Federal laws, the
facifity must store all drugs and biologicals in
locked compartments under proper temperature
controls, and permit only authorized personnel to
have access to the keys.

The facility must provide separately locked,
permanently affixed compartments for storage of
controlled drugs listed in Schedule If of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facilily uses single unit
package drug distribution systems in which the
quantity stored is minima! and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interviews, review of
policy and procedures, the facilily failed to ensure
that mult-dose vials of medication were dated
when opened in 3 of 3 medication refrigerators.

Findings include:

1. On 5123112 at 12:45pm the medication room
on A hall was reviewed. One vial of multi-dose
Tuberculin Serum (PPD) used for resident and
staff testing was found to be opened and not
dated. In an interview with nurse #1, it was stated
that any multi-dose vial should be dated when
opened.

in an interview with the Director of Nursing
{DON), the Assistant Director to Nursing (ADON)

checking medication carts. The third
shift nurse on each unit or designee is
responsible for anditing the medication
carts t0 ensure items are dated andfor
monitor expiration dates.

Facility Quality Review Nurses will be
responsible to audit each medication
cart once weekly to ensure compliance.

Licensed Pharmacist will confinue to
audit medication rooms quarterly as an
additional check,

IV. DON or Designes will provide a
report to the facility Quality Assurance
Committee monthly for the next 2
quarters and/or until satisfied that the
desired ontcomes are achieved.

Completion Date: 06/06/12

F431

The facility utilizes a clinical pharmacy .
to provide the system and services of |
licensed pharmacists that are in
accordance with state and federal :
guidelings related to drugs and
biologicals, their records, labeling and ,
storage. There are multiple checks and |
balances to monitor the various drug
and biological systems. -

X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPRUPRIATE DATE
DEFICIENGY)
F 431 | Continued From page 2 F 431! A revised QA tool was implemented for
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F 431} Continued From page 3 F431| 1. Per procedure the referenced vials of
on 5/23/12 at 3:20pm the DON stated that it was multi-dose Tuberculin serum (PPD)
the expectation of the facility to date any were discarded on 5/23/12. In
multi-dose vial of Tuberculin Serum (PPD) when conducting a QA investigation, only
it is opened and discarded in 30 days. one nurse was involved with the

In an interview on 5/23/12 at 4:45pm with the
Staff Development Coordinatar (SDC) the SDC
stated that newly hired nursing staff is oriented in
the expectation of the facility to date any
multi-dose vial of Tuberculin Serum (PPD) when
it is opened and discarded in 30 days.

referenced vials. The nurse’s omission
"1 was accidental. The omission was
addressed and Just Culture counseling
conducted.

II. Quality Review Nurses assigned to

2. On 5/23/12 at 1:20pm the medication room on each umit re-checked the n_ledlcatlon
D hall was reviewed. One vial of mulli-dose rooms to ensure opened vials were
Tuberculin Serum (PPD} used for resident and dated and within the manufacturer’s use .
staff tesfing was found to be opened and not by date. No additional undated items
dated. |n an interview with nurse #2, it was stated were found.
that any multi-dose vial should be dated when
opened. ill. Licensed staff were reminded of
- policies and procedures regarding
In an interview with the Director of Nursing dating of vials when opening and the
(DONY), the Assistant Director to Nursing (ADON}) subsequent monitoring procedures.

on 5/23/12 at 3:20pm the DON stated that it was
the expectation of the facility to date any
multi-dose vial of Tuberculin Serum (PPD) when
it is opened and discarded in 30 days.

in an interview on 5/23/12 at 4:45pm with the

The third shift nurse on each unit or
designee is responsible for auditing the
medication rooms to ensure items are

Staff Development Coordinator (SDC} the SDC dated and/or monitor expiration dates.
stated that newly hired nursing staff is oriented in o .

the expectation of the facility to date any Facility Staff Development Coordinator
multi-dose vial of Tuberculin Serum (PPD) when or Desng;n(‘ae “_"111 be responsible to audit
it is opened and discarded in 30 days. each medication room once weekly to

ensure compliance.
3. On 5/23/M12 at 2:00pm the medication room on -
C hall was reviewed. One vial of multi-dose Licensed Pharmacist will continue 10

Tuberculin Serum (PPD) used for resident and audit medication rooms quarterly as an
staff testing was found to be opened and not additional check.

dated. in an interview with nurse #3, it was stated
that nay multi-dose vial should be dated when
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opened.

In an interview with the Director of Nursing
{DON}, the Assistant Director to Nursing (ADON)
on 5/23/12 at 3:20pm the DON stated that it was
the expectation of the facility to date any
multi-dose vial of Tuberculin Serum {(PPD) when
it is opened and discarded in 30 days.

In an interview on 5/23/12 at 4:45pm with the
Staff Development Coordinator (SDC) the SDC
stated that newly hired nursing staff is oriented in
the expactation of the facility {o date any
multi-dose vial of Tuberculin Serum (PPD} when
it is opened and discarded in 30 days,

X4 ID SUMMARY STATEMENT OF DEFICIENCIES 2} PROVIDER'S PLAN OF CORRECTION o)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F431| Conlinued From page 4 F431] 1V, DoN or Designee will provide a

report to the facility Quality Assurance
Committee monthly for the next 2
quarters and/or until satisfied that the
desired outcomes are achieved. :

Completion Date: 06/06/12
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‘ Highluad Housa Rehohilitation &
K 028 | NFPA 101 LIFE SAFETY CODE STANDARD K029]  Hculthesre submits this Plan of Correation
8S=D . (PoC) in accordanca with the provisions of
Orte howr fire rated construction (with % hour Heslth wad Safety Code Section 1280 ung
fire-raled doors) or an approved automalic fire CER. ‘_‘Gf 190;!- Ik B:ﬁl“ng‘;-‘;% i?;‘;mﬂ as
extinguishing system {n zecordance with 8.4.1 . an adraisslon of auy ulloged deficioncy
' i i cited. The Provider submits this PoC with
andlor 19,3.5.4 protects hazardous areas. When the Intention that it be inadmissible by any
the approved automatic fire extinguishing system 1hixd porty in a0y Givil or criminal action
option Is used, the areas are saparaled from agninst o Provider or any employco, sgent,

.| .other spaces by.smoke resisting.paritions.and . .| ...........|. . officcn.director, oxsharchalder.oCiha..... . RSP W
doors. Doors are self-closing and non-rated or Provider, The Provider hercby rescrved tho
field-applled protective plates that do not exceed right to challenge the findings of this survcy
48 inches from the bottom of the door are if'at any thne the Provider delgrmines that
permitted.  18.3.2.1 the disputcd findingy: (1) we relted upon to

adverscly luflucnca or Sorve 65 6 basis, in
’ any way, for the selection and/or imposition
" of luturc remedies, or forony increass jn
. hture remedies, whether sueh remedics uro
. o {mposcd by the Centers for Medicare nnd
This STANDARD is not met as evidenced by, Medleald Scrvices (CMS), thy State of
A. Based on observation on 06/08/2012, the large North Carolina or any ather entity; or (2)
Mad. storage room In the basement near the : serve, Inany wey, to fucilitnte or promote
Maintinance office has two doaors that do nat. . astion by any third pirly ngninst the
close and latch. : Provider. Any thanges to Provider policy or
B. Based on observation on 06/06/2012 the Med, pricadusts ﬁfﬂ‘;‘;‘ﬁ;"’“‘dﬁ"g‘&:ﬁ
Supply room on A Hall did not close and latch ( oot 16 employed In Rule 407 of the
room is greater than 100 sq. feet). Federal Rules of Evidence nnd should ba
The soiled linen room and the shower roorm neay inadmissiblc in any procerding en that basis,
roon 21 failed to Jatch when closed. The Provider hias not hud any nemedies
) 42 OFR 483.70 (a) ‘ ) fmposcd against it a3 o revult of the alleged
K 038 | NFPA101 LIFE SAFETY CODE STANDARD . Ko38|  deficiencics. Withour such remedies, the
$s=0| . Provider will not be granted a? ﬁszd? .
Exit access is arranged so that exits are readlly before the U.S, Deportment o L
: Flaman Services Dopartnental Appeals
gq‘cessjltgezat]l all imes In accordance with section Board to challcnge the wleged siciency
s o ' cited in the HCFA-2567. Initlally the
Provider may exeroizo {1$ limiled rights to
challenge the defisiency under the North
Carolinn boformul Dispute Resotution (1DR)
pmccu
This STANDARD s not met as evidenced by

LABORATORY DIRECTOR'S OR PR VTWSUPPLIER REPRESENTATIVES SIGNATURE TITLE ) DATE
Y N¢A ¢/39/))
M Vi __p)ay)la

Any deflclency stalement endihg/with an aslerlsk () donolos a doflclency which the inslltutior may be excused from corvecling groviding it Is determined that
ather safeguards provido sufficiont protection to the patlents, {See instructions.) Excepl for nursing homes, the findlngs stoled above are disclosabla 90 days
foltowing tha dale of survey wheiher or not a plan of coneciion Is provided, For nurslng homas, thes sbove findings and plans of correclon ave disclosable 14
days followlng the dale these documants ace medo avallable to tho facllity, |f deficlencies are cited, an approved plan of corroclion 1s reguisite to continued
program particlpation. ('/49
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K029
K036  Continued From page _1 Koas The provider strives to onsure all doors that
A. Based on observation on 06/08/2012 there should larch 1o cnsure s ymoke vight seal do
was a barrel bolt on the Dining room doors on A 30. The favilily has poticics and procedurcy
Hall. designed (o maintain these poals, Routine
+ |42 CFR483.70(e) .- . . maintcenaoe  checks, s;fct:d conmul[(t:cf
audits wod meelings, and vadous quality
I; g;rs NFPA 101 LIFE SAFETYY CODE STANDARD Kop72 ASsurince measwes ure cximples of the
C 13 utilized.
Means of egress are.continuously maintained free | moay componers ¥
-1 of all obstructions. or. Impediments.to-full-instant - }. - - On 619/12; molotcomnce wdjusted-the A-Hall = - -
use in the case of fire or other emergency. No solled lincn roots. shower room ond medical
furnishings, decorations, or other cbjects obsfruct supply doors 1 ensure latching sufficicat to
exits, access 1o, egress from, or visibility of exits. provide o light seal.
7.1.10
On 6/9/]2, malntcnance sdjvsted tho
basement medical storage room doors 1o
engure latching suffioiont to provide aright
seal,
This STANDARD s not met as evidenced by: Other fiwility smoke barrier doors woro e~
A Based an obsevation on 06/08/2012 the door chooked 10 ensure posidve latching.
to the utility closet near room #8 apened Into the Adjustments were made where necdod,
corridor [ess than 180 degrees and did not have a
closer.on it Doar inspections for positive laching arc a
42 CFr 483.70 {a) part of the monlhly QAA  Duilding
Tnspection Chocklist,
K076 | NFPA 101 LIFE SAFETY CODE STANDARD Kore
58<D . The Muinlenanes Divester or designos will
Medical gas starage and agimfnistratlon areas are cheek doocs for positive latehing weokly for
protected in accordance with NFPA 99, 1he next month and then monthly with the
Standards for Heallh Care Facilities. QAA Bullding Inspcction,
(a) Oxygen storage lacatlons of greater than The Maintenanco Direutor will report o the
3,000 cu.ft. are enclosed by a one-hour QAA Commitico his findings,
separafion. Completion Dute: 6/9/2012
{b) Locations for supply systems of graater than K038
3,000 cu.ft are vented fo the outside. NFPA 89
43.1,1.2, 19.3.2.4 ‘The provider strives to cnsure nll exit eccess
Is arranged so that cxits are accessibie ot all
fimes, The fucility hos policies ond
procedures designed (0 anintzin thesc goals.
Routine  mainfenonce  chocks,  safety
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. committce audits and meetings, and various
K078 | Continued From page 2 K 078 yualigflassumncs measures are cxan:\p!es of

the many components ytlized.

The provider believes this standard wag

This STANDARD is not met as evidenced by: . | being mer on 06/08/12. The deor reforcnced
A, Basad on obsewvation on.08/08/2012 there , | .| was not utilized a3 or dedlgniied as v oxit
were full and empty 02 cylinders mixed near room access for tho kitchon, There are (wo other
23, o . doors that we dosignuled wd serve wy the
42 GFR 483,70 (a) ) oxils thol wers rendily naccessible on

06/08/12. However, on 6/9/12 mainwmanes
..removed the hamel lock from the kirchen |
door leading into the A-Hall dining room

door.

Other exit doors were re-ohetked 10 endure
that fire exits arc rendily necossible.

Door ingpections to enswre ready access to
tire extits ore a part of the monthly QAA
Tnilding Inspection Checklist

The Muintenanco Dircetor or designes will
cheek dours for rendy access 1o firg exits
weekly for the next month wd then monthly
with the QAA Building Inspection,

The Maintenance Dirertor will report 1o the
QAA Commilttee his findings,

Conoplction Date: 6/9/12
Kon2

The Facility stives to muintain obstruction-
frec means of vgress in cose of fire or other
cuergency, The facility has policies and
procedures designed (o maintain these goals,
Routine maintcannce checks, safely
committee audits und meetings, and various
quality assurance measures we examples of
: the many components utilizal.

On 6/9712, maintesance instolled a clover (o
the viility closet door near room B,

FORM CMS-2507{02-69) Prevlous Yerslons Obsalels Evenl ID; EWYE2$ Facilly i0: 923765 If continustion shoat Page 3 ofs™
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DEFICIENGY)

Othex fusility doors were re-choeked to

)| ensurc menns of cgresy wore maintained free
from impedimenls. There wexe no other
impediments.

Toypections 1o wmsure that doors used for
means of ogress are froo of obsmuctions or
impediments are a part of the monthly QAA
Buildiag Ynspection Cheeklist

b “The Muintenaeo Directorordosigneewilk- - 4 - - » =
check doors wekly for the next month wnd
then monthly with the QAA Building
Inspection.

The Muintenance Dircolor will report 10 the
QAA Commirteo his findings.

Completion Dates 6/9/12

K076 i

The Pacility strives 10 enpurs tht all oxygen
s slored in o safe and readily necessible :
mianacr, Rouline muintenance cheeks, safkly
committos sudlts and mectings, wad vatous
quaolity A3SUMACE MNEOSUIES AIC examples of
the many componemts uiilized

The identified 02 cylindors  woo
upproprintcly placed in full/cmpty 's!ols '
immedintely upon identification of the issus ‘.
on 6/8/12.

Other oxygen sloroge mress were also
audilzd on 6/4/12 1o cosure proper oxygen
Storoge.

Nursing stfl and oxygen supply compray
Jelivery driver wore provided refreshor |
tminjag regarding proper OXYgM florugs !
during the week of 6/25/17 10 asure that
thay can assist with the monitoring of

oxygen storge.
LABORATORY DIRECTOR'S OR PROVIDER/SUPFLIER REPRESENTATIVE'S SIGNATURE TITLE

(X0} DATE

R

Any deficlency stalament ending with an asterisk {*) donotes n deflclency which the Instiullon may be excused from corracting providing It ls dotermined that
other saleguards provido sufficlent proteciion o the patlants. (See inatruetions.) Except far nursing horries, the findings slstod above are disclosable 80 days
fallowlng the date of survoy whather or not a glan of correciion I8 provided. For nursing hemes, the ehove findings and plans of corraction ara disclosable 14

days following the date those documents are mede avallable to the faclllty. if deficlenclos are cited, an upprovad plan of correction is requishe to continved
program participation.
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A BUILDING » BUILDING
345353 B. WING 06/08/2012
NANE OF PROVIDER OR SUPPLIER i STREEY ADDRESS, CITY, $TATE, ZIP CODE
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D HOUS B c
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Inspections (o ensure that oxygoen cylinders
we properly stored we u park of the daily
rouling rounds made by the maintcnancs
department. In addition fo this daily sweep,
’ the Maintcnance Director or deslgnec will |
oxygen storogs weekly for the moxl month
ond then monthly with the QAA Building
Inspeetion. h
Tha Maintenanse Director will report to the E
1 fa —-QKA-Com’ni“egmsﬁndinm:_.. ram sew su.:‘ wr o e
Completion Date: 6/27/12
LABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE

Any deficloncy statement endlng with an asterlsk (*) donoles a deficlency which the Instuntion may bo excused fram comecling providing it is determined that
alher safeguerds provide sufficlent protection lo the patlents. {Soo Instruclions,) Except for nursing tromas, the Mhdings slated sbova aro disclosable 80 days
followlng the date of survoy whethar or not a plan of correction Is provided. For nuisihg homes, ihe above findings and plans of correctlon afe disclosable 14

days follewing the date these documents are mado avallable to Whe Tacillty, If doflolancles are cllod, ar approved plan of correction 1s requisite ta continued
program patticipation,

FORM CMS-2587{02-39) Previous Verslons Obsolels Event |D; EWYE21 Focillly {D; 623255

If cortinuution sheet Page < afs™



