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F 164 | 483.10(e), 483.75{1)(4) PERSONAL F 164 f correcti . .
0 i ficien
ss=5 | PRIVACY/CONFIDENTIALITY OF RECORDS Plan of correction for deficiency
483.10(e)
The resident has the right to personal privacy and . .
confidentiality of his or her personal and clinical Personal Privacy/Confidentiality of
records. Records

Personal privacy includes accommodations,
medical treatment, written and telephone
communications, personal care, visits, and

Corrective action for those residents, 11/14/12
found to have been affected by the

meetings of family and resident groups, but this ' : deficient practice:
does not require the facility to provide a private The nurse caring for
room for each resident. residents # 2, 3,4,5,25,26,

and 30 was informed

E t ided i h {e)(3) of thi . . .
xcept as provided in paragraph (€)(3) of this immediately of the deficient

section, the resident may approve or refuse the

release of personal and clinical records to any practice. Remedial

individual outside the facility. education and counseling
provided to the nurse

The resident's right to refuse release of personal regarding Security ofpatient

and clinical records does not apply when the
resident is transferred to another health care
institution; or record release is required by law.

records, including securing
of the medication
administration record while
The facility must keep confidential all information administering patient
contained in the resident's records, regardiess of medications.

the form or storage methods, except when

releass is required by transfer to another N . . .
healthare institution: law: third party payment Corrective action for those residents.  12/6/12

contract; or the resident. having potential to be affected by
the same deficient practice:

Education provided for all
This REQUIREMENT is not met as evidenced staff on the following

by: c L L,

gased on ohservations, record review, facility pohmes, C.Ol}ﬁdentlaht? and
policy and staff interviews, the facility failed to Confidentiality of Medical
ensure residents ¢ medication administration Records

record (MAR) was secured for 7 of 13 residents
{Resident #2, 3, 4, 6, 25, 26, and 30).

RATORY DIREE'TOR'S QR PROVIDE LPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
At CED (23] 2
[(3,

Any deficlency statement ending with aMedsk {*) denotes a defjeiancy which the institution may be excused from correcting providing It is determined that
other safeguards provide sufficient protection o the patients. {See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of casrection are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program pasticipation.
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and poured the medications for the residents.
The nurse locked the cart and entered each
resident ' s room, leaving the unattended cart with
the resident’ s MAR open and unsecured for
privacy.

Residents:

Room 330 Resident#5 9:40AM and 1:51PM
Room 329 Resident # 26 9:58AM

Room 327 Resident # 25 1:52 PM

Room 324 Resident#2 1:53 Pit

Room 344 Resident #3  1:57PM

Room 321 Resident#4 2:00PM

Room 332 Resident# 30 2:07 PM .

An interview with the Nurse on 11/14/12 at 5:00
PM indicated the resident's medical record or
Medication Administration Record {MAR) should
be kept closed when it is not in use. She
continued the MAR should be kept away from
anyone who is not staff. She further stated that
she forgot to close the book during the
medication passes.

PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTICN SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
, Measures put into place to ensure 12/6/12
F164| Continued From page 1 F164| that the deficient practice will not
oceur:
Findings included: , .
indings include Education and review of thq

A review of the Facility Policy entitlied " Patient process to secure Pf{tlef}f
Related Information (hardcopy of the medicat records during medication
records and electronic medical records) Storage administration by closing
and Security section: records and locking the
_I-fardcopugs of the medical record shall be hoqsed medication cart,
in & physically secure area and protected against Confidentiali £ Medical
loss, defacement, tampering, unauthorized onif en'tla ity o Medica
disclosure and use by an unauthorized person(s). Records included in the

mandatory annual staff
During cbservations of medication administration education.
on 11/14/12 from 9:40 AM to 2:07 PM the nurse :

e | o | .

stood at the medication cart, unlocked the cart Monitoring of performance to make Ongoing

sure the solutions are sustained:
Monitoring of the POC will
be accomplished by
observation of two
medication passes per week
for one month by the unit
coordinator. The unit
coordinator will report
findings to the Director who
in turn will report to the QA
cotmittee during the next
quarterly meeting.
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An Interview with the DON on 11/14/12 at 5:10
PM stated it was her expectation that the MAR
should be closed when it Is not being used or
when the nurse is in a room giving medications or
caring for a resident.
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K 0001 INITIAL COMMENTS K000

This Life Safety Code(L.SC) survey was
conducted as per The Code of Federal Register
at 42CFR 483.70(a); using the Existing Health
Care section of the LSC and its referenced
publications. This bullding is Type | fire resistent
structure, thres story, with a complete automatic
sprinkler system,

The deficiencies determined during the survey _
are as follows: L _
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K 029 Plan of Correction for K029

88=D , . A 45 minute rated door will be 113
One hour fire rated construction (with % hour installed to replace the 20 minute
fire-rated doors) or an approved automatic fire rated door located at the electrical

extinguishing system in acgordance with 8.4.1
and/or 19.3.5.4 protects hazardous areas. When
the approved automatic fire extinguishing systam
option Is used, the areas are separated from A door closer will be installed on 1717113
other spaces by smol;e resisting partitions and the 45 minute rated door located at

doors, Doors are self-closing and non-rated or o

field-applied protective plates that do not exceed tl;e electrical room near the

48 inches from the bottom of the door are clevators,
permitted,  19.3.2.1

room near the elevator,

All fire doors on electrical rooms | 12/4/12
were assessed by manager of
maintenance for 45 minute rating

This STANDARD is not met as evidenced by: or sprinkler coverage.
‘Based on ohservation on Tuesday 12/4/12 at

approximately 9:30 AM onward the following was Al fire doors have been added to | Ongoing

noted: the preventative maintenance

1) The electrical room located near the elevators program list.

dld not have sprinkler coverage or constructed to :

comply with to meet the one hour fire resistance o ,
construction requirements with & 45 minute self All fire doors will be asscssed Ongoing

closing door, ‘ annually by maintenance staff.

(%8} DATE

LAB TORY DiﬁECTOR'S OR PROVIDE PLIER REPRESENTATIVE'S SIGNATURE d TITLE
b »
AT (B rioe0HED [2-[tq)2s1 e

Any deficlency statement ending with an ii{:e/sk (*) denotes a deficlency which the instlution may be excused from corracting providing illis determined that
olher safeguards provide sufficient protadod to the patients, (See instruciions.) Excapt for nursing homes, the findings stated above are disclosable 80 days
following the date of stivey whether or not & plan of corractlon Is provided. For nursing homes, lhe above findlngs and plans of correction are disclosable 14
days lotlowing the date these decuments are made avallable to the facillty. it deficlenciss are clted, an approved plan of corraciion is requisite to continusd ﬂf ‘

program participation,
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K 028 Continued From page 1 K029
42 CFR 483.70{a)
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K038 - ]
S8=E Plan of Correction for K038
Exit access Is arranged so that exits are readily Installation of concrete sidewalk 1/17/13
accessible at all times in accordance with section and retaining wail leading from
7.1, 19241 stairwell #5 exit stairs to the public
parking area.
All exit pathways monitored daily | Ongoing
. o L by security staff to assure means of
This STANDARD is ot met as evidenced by: egress.
Based on observation on Tuesday 12/4/12 at
approximately 9:30 AM onward the following was
noted: :
1) The exit access were observed as
noncompliant: specific findings include exit
access was not a solid path (easily maintained in
inclament weather) to a public way (exit from’
stairwall #5 exit stairs)
42 CFR 483.70(a) o ;
K 067 | NFPA 101 LIFE SAFETY CODE STANDARD K 067 Plan of Cprrection for K067
88=D Accéss door installed in room 352 | 12/18/12
Heating, ventilating, and air conditioning comply to provide access to-the smoke duct
wlth the provisions of sectio_n 9.2 an‘q are ins_talied detecior in the exhaust system.
in-accordance with the manufacturer's =~
specifications,  19.5.2.1, 9.2, NFPA 90A,
13,5_2,2 Access to all smoke detectors on 12/18/12
- and surrounding the unit has been
assessed by the maintenance
_ , manager.
This STANDARD Is not met as evidenced by:
Based onh observation on Tuesday 12/4/12 at
approximately 9:30 AM onward the following was
noted:

FORM CMS$-2667(02-99) Previous Varslons Obsolels

Event 1D; SMTH2S

Facllity ID; 853376 -. .- - " -

“if-conlinuation sheet Page 2 of 3




PRINTED: 12/10/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM AFPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES QOMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {(%1) PROVIDERISUPPLIER/CLIA £X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
A BULDING 01 - MAIN BUILDING 01
345278 B.WinG 12/04/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP GODE
530 ROCKFORD STREET
NORTHERN SURRY $NF MOUNT AIRY, NG 27030
X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION )
PREFIX {(EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE GOMBLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 067 | Continued From page 2 K 0687
1) An access door was not provided for the ’
smoke duct detector located in the HVAC unit
above the celling patient room 352 in order to
aliow for inspection and service.
42 CFR 483.70(a)
K 072 | NFPA 104 LIFE SAFETY CODE STANDARD K072y Plan of Correction for K072

58=E

Means of egress are continuously maintained free
of all obstructions or Impediments lo{ull instant
use in the case of fire or other emergency. No
furnishings, decorations, or other objects cbstruct
exits, access to, egress from; or visibliity of exits.-
7110

This STANDARD is not met as evidanced by
Based on observation on Tuesday 12/4/12 at
approximately 3:30 AM onward the following was
notad:
1} The wall charling table located next to patient
room 324 did not reiract and when left down
would bleck the corridor greater than 7.5 inches.
2} The Janitor closet located on the corrddor
opened into the corridor less than 180 degrees as
there were handralls installed.  With this
conditicn the doors must have a device installed
to bring the door back to the closed and latched
position after belng opened.

CFR#: 42 CFR 483.70 (a)

Replaced the closer on the wall 12/18/12

charting table located at room 324.
Wall charting tables are included | Ongoing
on a semi-annual preventative
maintenance program.

Nursing staff educated to inform | Ongoing
maintenance of any delayed or
faulty closers of wall charting
tables.

Iistalled dooi closer on janitor 12/18/12

dlo‘set‘_dOOf‘loéated' on the cotridor.

Maintenance manager assessed all
unit doors for proper closure in
means of egress hallways.

12/18/12
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