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$8=D | BEFORETRANSFER/DISCHARGE Highiand House Rehabilitation & Healthcare

submits this Pian of Correction (PoC) in

Before a facility transfers or discharges a accordance with the provisions of Health and

-resident, the fac':ility must notify the resident an!:i, Safety Code Section 1280 and C.F R. 405 1907.
if known, a family member or iega.l representative It shall not be construed as an admission of any
of the resident of the transfer or discharge and aileged deficiency cited. The Provider submits
the reasons for the move in writing and ina this PoC with the intention that it be inadmissible
language and manner they understand; record by any third party in any civil or criminat action
the reasons in the resident's clinical record; and against the Provider or any elnpjoyee, agent,
include in the notice the items described in officer, director, or shareholder of the Provider.
paragraph (a){6) of this section. The Provider hereby reserves the right to
challenge the findings of this survey if at any
Except when specified in paragraph (a)(5)(1i) of time the Provider determines that the disputed
this section, the notice of transfer or discharge findings: (1) are relied upon to adversely
required under paragraph (a){4) of this section influence or serve as a basis, in any way, for the
must be made by the facility at ieast 30 days selection and/or imposition of future remedies, or
before the resident is transferred or discharged. for any increase in future remedies, whether such
remedies are imposed by the Centers for
Notice may be made as soon as practicable Medicare and Medicaid Services (CMS), the

State of North Carolina or any other entity; or (2)
serve, in any way, to facilitate or promote action
by any third party against the Provider. Any
changes to Provider policy or procedures should
be considered to be subsequent remedial
measures as that concept is employed in Rule 407
of the Federal Rules of Evidence 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.

before transfer or discharge when the health of
individuals in the facility would be endangered
under (a)}(2Xiv} of this section; the resident’s
health improves sufficiently to allow a more
immediate fransfer or discharge, under paragraph
(a}{2)(i) of this section; an immediate transfer or
discharge is required by the resident's urgent
medical needs, under paragraph (@)(2){ii} of this
section; or a resident has not resided in the

facility for 30 days. Without such remedies, the Provider will not be
granted an appeal before the U.S. Department of

The written notice specified in paragraph (a)(4) of Health and Human Services Departmental

this section must include the reason for transfer Appeals Board to challenge the alleged

or discharge; the effective date of transfer or deficiency cited in the HCFA-2567. Initially the

discharge; the [ocation to which the resident is Provider may exercise its limited rights to

transferred or discharged; a stalement that the challenge the deficiency under the North

resident has the right to appeal the action to the Carolina Inforimal Dispute Resolution {IDR)

State; the name, address and telephone number process,

of the State long term care ombudsman; for

EABORATQRY DIRECTOR'S OR PROVIDER{SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Administrator 07/02/13
on N oA

Any deficlency statement endln‘g_y{n an asterisk {*) denotes a deficlency which the instilution may be excused from correcting providing it Is delermined that
other safeguards provide sufficient protection o the patients . {(See Insfructions.} 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 correction are disclosable 14
days following the date these documents are made avallable to the facikly. [f deficiencies are cited, an approved plan of correction is requisite to continued
program pardicipation,
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nursing facility residents with developmental
disabilities, the mailing address and telephone
number of the agency responsible for the
protection and advocacy of developmentally
disabled individuals established under Pari C of
the Developmental Disabilities Assistance and Bilt
of Rights Act; and for nursing facility residents
who are mentally ili, the mailing address and
telephone number of the agency responsible for
the protection and advocacy of mentally ifl
individuals established under the Protection and
Advocacy for Mentally Il individuals Act.

This REQUIREMENT is not met as evidenced
by:

Based on medical record reviews, interviews with
staff and resident interview, the facitity failed to
give a notice of discharge In writing to the
resident or legal representative prior to discharge
from the facility for 1 of 1 sampled resident who
was discharged to a Motel (Resident# 70). The
findings include:

Resident was admitted to the facility on 3/18/2013
with diagnoses of Anemia, Cerebrovascular
Accident (CVA), Systemic Inflammatory
Response Syndrome (SIRS), Acute Renal
Failure, Dehydration, Nausea, Muscle Weakness
and Difficulty Walking. Minimum Data Set (MDS)
dated 5/14/2013 indicated the resident's cognition
was intact. The resident was independent with
bed mobilily, transfers, locomotion, personal care,
eating and bathing. The MDS also indicated the
resident needed limited assistance with toilsting
use, not steady but able to stabilize without
assist. MDS further indicated the resident used
walker and wheelchair and MDS further indicated
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PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 203 | Continued From page 1 F 203| Tt is the facility's normal practice to begin 07/15/13

discharge planning at the time of admission,
using as a gnideline the prior level of
funetion, rehab potential and, most
importantly, the desires and goals of the
resident and/or their family/responsible party.
Resident #70 was alert and oriented with
excelient therapy potential. Resident #70°s
stated discharge goal upon admission through
discharge was to receive short-term therapy
and then return fo the community. Resident
stated he was not interested in making
arrangements to stay at the facility long-term.
The facility was under the impression a 30-
day notice of discharge was not required
since the resident was indicating a desire to
return to the community upon completion of
therapy.

Identified Resident- Resident #70 was
discharged to the location of his choosing on
5/23/13. Also refer to Measures.

Potential Residents- Any facility imitated
discharge has the potential to affect, therefore
the facility Adminisirator will review any
facility initiated discharges for appropriate
planning and documentation prior to the
discharge. Also refer to Measures.

Measures- Since this discharge was a
thought to be a voluntary discharge,
additional steps were implemented to ensure
documentation is completed prior to
discharge on all voluntary discharges
outlining resident and/or responsible party
participation, orientation and planning.
Administrator will monitor process.
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the resideni was continent of bladder and always Clinical Consultant re-addressed with
incontinent of bowel. Administrator, Director of Nursing, Social
. Worker, Admissions/Discharge staff and
Nurse's note dated 5/23/2013 documented other Clinical Care Team members the notice
"Resident left facility in wheelchair {o private requirements found at 483.12 during the
vehicle with taff member.” 07/02/13 Clinical Care Team meeting and
then one-on-one with the Social Worker the
Social services note dated 5/28/2013 same day
documented "Resident was discharged from ’
facility to the Motel on 5/23/2013. Resident is able The Admissions/Discharge staff will track
to make his needs and wants known verbaly. each discharge to determine whether proper
. . . , - notice was given to a resident and/or their
60;;;.?29021 ; ;??B'é?ﬁwgﬁf ?;:l:r;:tsegiattr?;?gsident family/responsible party. Any notice issues
' - i ion of th
was told he owe the facility money but was X:;;E;::;;‘:g‘t to the attention of the
welcomed to stay at the facllity. She further added )
that the resident decided to leave the facility Monitor- Discharge forms/documentation
because i‘ze did not'\{vani tqglve up his thCk and will be audited by the Administrator or her
comply with the facility to give up his retirement designee once per week for three months
check. The Administrator also added the resident Any notice issues will be discussed in tht;;
was not given a 30 days discharge notice . )
because the facility did not ses the reason to give '(g)igué:glﬁféessﬁe?:nd Assurance
one. She further added the resident was €e meeting.
discharged o the Motel because no family
member was willing to take the resident in their
home.
Review of Resident # 70's medical record
revealed the resident did not leave the facility
Against Medical Advice (AMA).
F 204 | 483.12(a)(7) PREPARATION FOR F 204| Tt is the facility's normal practice to begin 07/15/13
s8=p | SAFE/ORDERLY TRANSFER/DISCHRG discharge planning at the time of admission,

A facility must provide sufficient preparation and
orientation to residents to ensure safe and orderly
transfer or discharge from the facility.

using as a guideline the prior level of
function, rehab potential and, most
importantly, the desires and goals of the
resideni and/or their family/responsible party.
Resident #70 was alert and oriented with
excellent therapy poteniial. Resident #70°s
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Based on medical record reviews, interviews with
staff and resident interview, the facility failed to
provide sufficient preparation to the resident prior
to discharge for 1 of 1 sampled resident who was
discharged to a motel (Resident # 70). The
findings include:

Resident # 70 was admitled to the facility on
3/1812013 with diagnoses of Anemia,
Cerebrovascular Accident (CVA), Systemic
Inflammatory Response Syndrome (SIRS), Acute
Renal Failure, Dehydration, Nausea, Muscle
Weakness and Difficulty Walking. The most
current Minimum Data Set (MDS) dated
5/14/2013 indicated the resident's cognition was
intact. The resident was indaependent with bed
mobility, transfers, locomotion, personal care,
eating and hathing. The MDS also indicated the
resident needed limited assistance with toileting
use, not steady but able to stabilize without
assist, MDS further indicated the resident used
walker and wheelchair and MDS further indicated
the resident was continent of bladder and always
incontinent of bowel,

Review of the Social Work's note dated 5/3/2013
revealed the Social Worker (SW) spoke with the
resident's family members on the phone asking if
any of them were willing to take the resident in
their home and none was willing to take the
resident in their home.

Nurse's note dated 5/23/2013 documented
"Resident left facility in wheelchair to private
vehicle with staff member.”
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Eh's REQUIREMENT is not met as evidenced stated discharge goal upon admission through
y:

discharge was to receive short-term therapy
and then return to the community. Resident
stated he was not interested in making
arrangements to stay at the facility long-term.

Identified Resident- Resident #70 was
discharged to a location of his choosing (an
extended stay facility) on 5/23/13, Facility
Social Worker and Admissions/Discharge
Worker attempted to ensure a safe and
orderly transition by assisting Resident #70
with obtaining personal income checks from
former landlord, providing transportation {o
the bank o ensure available cash for self-
care, provided transportation to the extended
stay facility, arranged for meals, and assisted
with contacting brother to pick up
medications at a nearby pharmacy. On
05/28/13 Social Worker made a follow-up
visit at the resident’s location where she
found him well groomed with no stated
needs. On 06/12/13 Admission/Discharge
Worker again followed up with family and
they stated resident had medications, moved
closer to them, had new cell #, and was doing
fine, Family had relocated resident to a place
closer to their home so that they could assist
better with transportation needs. DSS Case
Worker was inadvertently not notified of
resident’s decision until 05/28/13. Also refer
to Measures.

Potential Residents- All residents and, if
they choose, their families will be invited to a
planning meeting which typicaily takes place
within 3 days following an admission, The
meeting is designed to further develop an
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Social services note dated 5/28/2013
documented "Resident was discharged from
facifity to the Motel on 6/23/2013. Resident is able
to make his needs and wants known verbally.”

Review of the fax dated 5/29/2013 revealed Adult
Protection Agancy (APS) was notified about the
resident being at the Motel on 5/28/2613.

Social worker (SWY's note dated 5/29/2013
documented "SW spoke with resident on
5/23/2013 in regards to discharged plans.
Resident states he refuses to go to a homeless
shelter. Resident does not have the income to get
an apartment started.”

SW's note dated 5/29/2013 documented "APS
referral was done for resident on 5/28/2013."

During the interview with Administrator on
6/11/2013 at 2:00PM, She reported the resident
was fold he owe the facitity money but was
welcomed to stay at the facility. She further added
that the resident decided to leave the facility
because he did not want to give up his check and
comply with the facility to give up his retirement
check. The Administrator also added the resident
was not given a 30 days discharge notice and
there was no documentation indicating the
resident left the facility Against Medical Advise
(AMA)}. She further added the resident was
discharged to the Molel because no family
member was willing to take the resident in their
home.

During the interview with SW on 6/11/2013 at
2:30 PM, she reported the resident was
discharged to the motel because his brother
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ongoing plan for the resident’s stay. The
meeting will include discharge planning.
Notes on this meeting will be documented by
the Admissions/Discharge staff or Social
Worker. Discharge planning will attempt to
identify any needs or barriers involving a
discharge and will be used to communicate
with any outside agencies needed to provide a
safe and orderly transition (i.e. home health,
DME, etc.).

Administrator will review discharges for
appropriate coordination prior to the
discharge. Also refer to Measures.

Measures- Since this was believed to be a
voluntary discharge, additional steps were
implemented to ensure documentation is
completed priotr to discharge on all voluntary
discharges outlining resident and/or
responsible party participation, orientation
and planning for safe and orderly transition,
Administrator will monitor process,

Each discharge will be discussed at least one
day prior to the discharge to validate if ail
services are set-up and to identify if there are
any additional services for the resident that
might need to be addressed,

Clinical Consultant re-addressed with
Administrator, Director of Nursing, Social
Worker, Admissions/Discharge staff and
other Clinical Care Team members the
sufficient preparation guidelines ontlined for
483.12 during the 07/02/13 Clinical Care
Team meeting and then one-on-one with the
Social Worker.
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refused fo live with him. She added that she and
the Admission Coordinator drove the resident
from the facility to the motel. She further added
that she did not check with the brother to find out
whether he will pick up the prescription for the
resident from the pharmacist since the resident
had no transportation. SW also reported that
Home health agency paper work was faxed from
the facility on 5/28/2013. SW was asked the
reason why the home health notification and APS
notification were faxed after the resident's
discharge on 5/23/2013. The SW answered that
she could not angwer why there was a delay in
faxing the paperwork to home health and Aduit
Protection Agency (APS). She added she was out
of the facility on 5/23/2013 and came back on
5/24/2013.

During the interview with the Business Manager
on 6/12/2013 at 2:00PM, she reported that she
had a discussion with the resident about the
payment at the facility. She stated that she was
wailing to hear from the Department of Social
services in reference to the resident ' s liability
monay before tha resident ' s was discharged to
the Motel. Business Manager also reported the
resident did not want to give up his money. She
further reported that anytime she asked the
resident about the liability money, the resident
would become upset.

During the interview with the Admission
Coordinator on 6/12/2013 at 2:15 PM, she
reported that she and the SW drove the resident
to the Motel on §/23/2013. She added on their
way to the Motel, they stopped al the resident ' s
old atldress to get his check and helped him cash
the check.

All residents and, if they choose, their
families wili be invited to a planning meeting
which typically takes place within 3 days
following an admission, The meeting is
designed to further develop an ongoing plan
for the resident’s stay. The meeting will
include discharge planning, Notes on this
meeting will be documented by the
Admissions/ Discharge staff or Social
Worker. Discharge planning will attempt to
identify any needs or barriers involving a
discharge and will be used to communicate
with any outside agencies needed to ensure a
safe and orderly transition (i.e. home health,
DME, etc.).

If there is a questionable discharge
environment, when possible, the facility wili
utilize agencies that are willing and able to
complete home visits.

Each discharge will be discussed at least one
day prior to the discharge to validate if all
services are set-up and to identify if there are
any additional services for the resident that
might need to be addressed,

Monitor- Corrective actions will be monitored
through the Administrator’s weekly meetings
with the Admission/Discharge staft.

Discharges will be discussed during the
morning Administrative meetings to identify
any additional needs.

Within one to two days following a resident’s
discharge home, the interdisciplinary team will
call the resident and/or family/responsible
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During the interview with Nurse #1 on 6/12/2013
at 3:00 PM, she reported that she called in the
resident’ s medications to the pharmacy on the
day he was discharged on 5/23/2013. She added
she did not confirm with the resident or the family
member fo find out as to whether they will be able
to pick his medication from the pharmacist.

During the phone interview wilh Pharmacist on
6/13/2013 at 11:00 AM, she stated the medication
was calied in on 5/23/2013 by the facility ' s staff.
The Pharmacist also added the resident ' s
prescription was not filled due to lack of financial
information from the resident or family member.

During the phone interview with APS worker on
6/13/2013 at 11:16 AM, she reported that facility *
s SW nofified her about the resident being at the
motel on 5/28/2013. She added that she visited
the resident on 5/29/2013and found the resident
without medication and had feces in his bed. The
APS worker added that the day he vigited the
resident he had a bad case of diarrhea at the
Motel and the staff at the Motel were asking the
resident to leave. APS worker further reported
that Home Heaith Agency had not visited the
resident as of 5/28/2013. She also stated that her
concern was that she did not understand why she
was not notified about the resident being
discharged to Motel prior to the resident ' s date
of discharge of 5/23/2013. APS worker stated
that the facility * s SW was aware that she was
the resident' s case worker as they had
communicated regularly before the resident ' s
discharge. APS worker also reported currently the
resident is residing at a different Motel and she is
in the process of finding the resident a permanent

F204| Continued from Page 6

party to inquire if the resident needs assistance
with making arrangements for any additional
services,

Any transition issues identified will be
discussed in the next Quality Assessment and
Assurance (QAA) Committee meeting.
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residency.

During a phone interview with the resident on
6/13/2013 at 11:39 AM, he reported that he did
nof want o leave the facility on 5/23/2013. He
added that he was forced to leave by the
Administrator. The resident also reported that the
day he was discharged from the facility he
mentioned to the SW that he had no where o go
and he did nof want to end up in a homeless
shelter. He added that he told the SW that he
would rather die in the streetthangoto a
homeless shelier. The resident further reported
he would have still liked to be at the facility
because at the motel, he did not have his
medicine or place to move to for a permanent
residency. He also reported that the day he was
discharged he had no money in his pocket.
Currently he reported that he is still looking for a
permanent residency as he is still leaving ina
Motel. He also reported that the Home Health
Agency never came to see him at the Mote!
because they told him over the phone that they
couid not see him because he did not have a
permanent address. The resident also added he
had to go to the hospital to get his medication
because he still did not know how to go about
paying for his medication at the pharmacy.

During a phone interview with Home Health
Agency staff on 6/13/2013 at 2; 00PM. She
reported that they received the referral from the
facility to follow up with the resident at the Motel
on 5/28/2013. She further reported that they did
not provide home health services to the resident
hecause he did not have a permanent address or
plans to move to a permanent addrass.

F 204
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D 358 10A NCAC 13F .1004(a) Medication Dooo | Resnonse Preface
Administration The Provider submits this Plan of Ac¢tion (PoA} in
accordance with specific regulatory requirements, The
10A NCAC 13F 1004 Medication Administration Pravider does not denote agreement with the Corrective
(a} An adult care home shall assure that the A']kctioln Repo:;l (QA'R) nor does it constitute an admission
preparation and administration of medications, that the stated cttation is acourate.
prescription and non-prescription, and treatments The Provider submits this PoA with the intention that it be
by staff are in accordance with: inadmissible by any thied party in any civil or criminat
(1) orders by a licensed prescribing practitioner at_:tion against the Provider or any e_mploycc, agent, officer,
which are maintained in the resident's record; and ldlrcctor, orF shareholc!cr of the Provider. The P_mw(?er
o X e s . tercby reserves the right o challenge the findings if at any
{2} rules in this Section and the faciiity's policies time the Provider determines that the findings: (1) are
and procedures. relied upon to adversely influence or serve as a basis, in
any way, for the selection and/or imposition of future
This Rule is not met as evidenced by: remedies, or for any increase in future remedics, whcth.er
B . X # such remedies are imposed by the State of North Carolina
ased on Ob?ewat_'on’ record _rfawe"." and sta or any other entity; or (2) serve, in any way, fo facilitate or
and resident interview, the facility failed to ensure promote action by any third party against the Provider,
that there were no medication errors for one of Any changes to Provider’s poliey or procedures should be
four residents sampled { Res. #1). Findings considered to be subsequent remedial measures as that
included: pled { ) g concept is employed in Rule 407 of the Federal Rules of
Included: Evidence and should be inadmissible in any proceeding on
that basis.
Resident #1 was admitied to the facility in 2006
with diagnoses of vascular dementia, history of lAction Plan
Stroke, anxiety, diabetes, depression with .
psychotic features, and agitation. The admission D388 | Itisalways the goal this facility to maintain error 07/15/13
Minimum Data Set (MDS) noted that Resident #1 free medication administration. The facility had in
was cognitively intact, and independent for b ia::f_: df:vclop e.d P olicies, prqcedures and _audlts. The
activities of dally living (ADLs) facility’s Administrator, Resident Care Director,
Y 9 ‘ pharmacy consultant, and others provide routine
i . . . reviews, documentation monitoring, staff training
On 6_" 13/2013 at 2:00 PM, in an interview, and refresher in-services. Consultant reviews,
Resident #1 stated that on May 4, 2613 a nurse quality assurance monitoring and record audits are
came in her room and told the resident that she some examples of various components utilized to
had her medicine and asked if she were Resident comply with rules concerning medication
#2, Resident #1 replied that she was not, and administration,
gave the nurse her name. The nurse gave her the . . . s
cup with the medicine. Resident #1 stated that Tdentified Residents- Resident #1 and #2°s
she did not think i was her medicine. but the physician was notified on 05/04/13 of the errors.
__ g o . Physician instructed staff to observe and follow-up
nurse satd it was for her and she took it. Resident if necessary. An error investigation was completed
#1 stated that later the nurse came in and said | on 06/26/13. There were no negative outcomes as a
have your medicine, and called Resident #1 by result of these errors. Nurse #1 is a newly licensed
name. Resident #1 told the nurse that she had nurse and this was her first nursing job, Nurse #1
already given the resident her medicine, and that was re-trained on 06/14/13 regarding medication
administration, preventing medication errors and
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D 388| Continued From page 1 D 358 Continued from Page |

the resident thought it was the wrong medicine.
The nurse left the room and Resident #1 stated
that she had not seen her since then.

On 6/13/2013 the Medication Administration
Record (MAR} was reviewed and noted that
Resident #1 had an order for Clonazepam 0.5
milligram (mg) tablet, take one tablet by mouth
twice daily, and scheduled at 9.00 AM, and 9:00
PM. Resident #2 had an order for Clonazepam
0.5mg, take ¥ tab=0.25mg by mouth twice daily,
scheduled at 9:00 AM and 4:00 PM.

A review of the chart for Resident #1 revealed no
documentation of any medication error in the
nurse notes. A review of the facility medication
error report did not have any report for this date
or this resident.

In an interview on 6/14/2013 at 10:15 AM, Nurse
#1 stated that she was the weekend charge nurse
on 5/4/13, and the med tech called out, so she
took the med cart and staried fo pass
medications. Nurse #1 stated that the MAR did
not have pictures of all of the residents, so she
had {o asgk the other nurse who some of the
residents were, Nurse #1 stated that Resident #1
came o the cart and asked for her medicine, and
Nurse #1 asked her name and Resident #1
stated that she was Resident #2. Nurse#1 gave
Resident #1 Resident #2° s medicine and
Resident #1 told her that she had given her the
wrong medicine. Nurse #1 stated that she told
Nurse #2 what had happened, and Nurse #2
called the physician.

medication error docamentation policies and
procedures. Resident #1 and #2°s MAR were
reviewed {o ensure identifying photos were
available, Also see Measures,

Potential Residents- RCD completed a photo
review and chart veview for all remaining residents
on the Adult Care Home unit {(ALF). Any other
errors identified were investigated and documented.
Also see Measures,

Measures- ALF Medication Techs were in-serviced
by senior administrative nursing staff on
“Preventing Medication Errors” on 06/28/13. This
in-service was the first in a series of educational
sessions scheduled for the ALF Medication Techs
and/or ALF licensed nurses on medication
administration and criticat thinking,

The SDC or designee will complete a medication
pass audit and review the med error policy and
procedure with all newly hired medication techs or
licensed nurses during their orientation period.

All Medication Techs or licensed nurses who make
a medication error(s) will receive additional training
from the SDC or her designee on “Preventing
Medication Errors®,

Monitor- The SDC, RCD, DoN or pharmacy
consuftant will conduct at least ten medication
administration observation/audits per month with
ALF medication staff for the next 3 months, Any
identified errors will be addressed and reported to
the Quality Assessment and Assurance (QAA)
Committee.
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(%4} Ip SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION xy
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE AGTION Si{OULD BE COMPLETIOR
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO YHE APPROFRIATE DATE
DERCIENCY)
| Prefeee
K 000§ INITIAL COMMENTS Kooo Highlxed Houve RefablHation and Healthosre rubmils, thin Plan of
Corrocticn (PeC) Is accardance whh lpco'iﬁ:;:;u[mxy .
. reqoi 1. Tt shall not bo sonyinied &8 an admission of wn
This Life Safety Cade (LSC) survey was Eieged deficiency cied. Tho Provider bl his POC wih tho
conductad as per The Code of Federal Raglstar intention that il be imdrzlagﬁlo ]t;y anyhird puiwln eny oivil or
' crimiost aetion againgl (ha Provider of sny smployca, eyenl,
ut42 CFR 483'70(8)‘ using the 2000 Exfsting affices, direczor, oF ahareholder ofthe Provider, The Provider
Health Care section of the LSC snd its referencad beraby renarves the righi to ohallangs the Gndings of thig survoy if
: L any e the Provider determinos tht the divputed findings: (1)
publica!!ons. T!‘]S‘ facil[ly le Wpe i protected wro reliad upon to sdvarsely influcnec or l;'W 2a & haaiv, (o any
constriction and is equippsd with a complete way, for tha solectlon and/or imposition of furwe romedien, or far
automnatic sprinkler system. any fncronse In futdre rémediey, whethur vuch romedios ars
impousd by 1he Ceators (or Medioaro and Medicaid Sexvites
(CMS), the Stste of Notth Carolina oruny other enlity; or {2)
CFR# 42 CFR 483.70 {a) “TI irt any way, ta fcilitate orp:omnta;uifon ?'y sny ‘hﬁiﬂ""
against the Provider, Any changes to Provider pollay or prosedurcy
K026 | NFPA 10T LIFE SAFETY CODE STANDARD shauld bo comidu:ed 19 be subrcquent remedial measures as that
58D tancepl i+ smployed in Rule 407 of the Federi] Rules of Evidznoo
Smoke barders ara constructad o provide at and should ba tnadmivsiblo in wny procceding on they basty,
feast a one half hour fire reslstancs ratlng in
X K251 The pravider strives Lo snsurs ponotrations in any smoke 0771013
ﬂcco,rdance with 8.3, Smoke barriers may barrior are sealed with fire ratcd materisf to snsure smoke
tarminate at an abtrlum wall, Windows are 1eaistance, The facilicy has policles and procedurcs
protected by fire-rated glaring or by wirad glass dosigniod 10 maintaln these gosls, Rousine rmuintensnce
panels and steel frames. A minlmum of iwo °’*°‘;“l; aefuty commition audits and "}“ﬁﬂfsl;» and various
guulity avsurance measures are exarmpfes of the many
separate compartmants ara.prov!dad on each somponents utilized, Smoke barvfars arve Inspected ot foust
floor. Dampara are not required In duct quirisrly for non-yealed penstrations a5 part of ths Quality
penatrations of smoke barriers In fully ducted Assomment & Aseurance (QAA) Progrem and safery
heeting, ventilating, and alr conditioning syatems. lnspections.
18.3.7.3,18.3.7.5,16.1.6.3,19.1.6.4 Corrective Action- Maintenance uged firg refed cavlk lo
ol the hole st the sprinklur pipe at the crogs corrldor
doors ey xoom 115 on OT/10713,
Ydentifieation of Others- Malntenance ye-checked on
. . , 07/10/13 the remaining ynoke barvier wails for other
This STANDARD s not met as evidenced by: poientla) non-sculed ponotrations, No additiona non-
Based onthe ohsaivations and staff Inferview souled stoas wers found. The hols wound the sprinkley
during the tour on 7/68/2013 the following ltem plps was an Isolated oversight,
was observed ss noncompllant, specific findings ,
) Meggures- Malntenance will asgoss bl aroas aftar any
Include: There were unsealed penetrations n the outsldc survice/rophirs 10 onsuro penetrations ar scaled,
rated wall pbove the cross corridor doors near
room 11§ at the sprinkler piping. Monitor- Smoke barier peneirations aro monitored at
feast quartenly ns part of the fecliity safety Inspootions
CFR#: 42 CFR 483.70 (ﬂ) conducted by the Malntensnog Direetor or dG’iITlOO.
K076 | NFPA 101 LIFE SAFETY CODE STANDARD The QAA Committes reviews facllity eafety Inspeetions
88=E monthly.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S S3IGNATURE TITLE (x8; DATE
7 : Administrator 07/31/13

no, ANHA

any deflclency staloment &pding with a

n astensk () denofes e deficlancy which the Instiullon may be excused from comeciing providing {tis delommined ihal

aslher safeguands provide sufficlant proteciion to ina pailents. (See inslrucllons.) Excaptfor nurslng homas, the Andings ataled abova are disciosable 80 days
‘oliowing the daie of survey whelher or nol & plan of corraction is provided, Forpursing bomas, the abova findings and plens of comeclion are disclosable 14
1ays Tollowing the dale these dotumants are made avallable (o the faclily, ifdeficlendes are ¢lted, an approvad plan of corracilon Is reguisits 1o continued

srogram partlcipation,
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| Madlcal gas storage end sdminlstration areas are

(b} Locatians for supply systems of greater than

protectad Inaccordance with NFPA 88,
Standards Yor Health Care Facilities,

{a) Oxygen storage locatlons of greater than
3,000 cu.ft. are enclosed by a one-hour
separation.

3,600 cu.ft, are vented {o the outslda, INFPA 98

43112, 18324

This STANDARD I8 not met as evidenced by:
Basaod oh the observations and staff Intervlew
during the tour on 7/8/2013 the following itam
was observed as nongomplfant, specliic fihdlngs
Include: The "A" hall oxygen sforage rocom
empty cylinder saction |aaves the cylinders
unsacured condition.

CFR# 42 CFR 483.70 (a)

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CUA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECYION IDENTIFICATION NUMBER: A BUILDING 0f - MAIN BUILDING 01 COMPLETED
345353 B.WING 07/09/2013
NAME OF PROVIDER OR SUPPLIER GTREET ADDRESS, CITY, STATE, ZIP CODE
1700 PAMALEE DR PO BOX 35881
HIGHLAND HO I 0 D AR
USE REHABILITATION AND HEALTHCARE FAYETTEVILLE, NC 28301
(X4)iD SUMMARY STATEMENT OF DEFIGIENCIES ) PROVIDER'S PLAN OF GDRAEGYION e}
PREFIX (EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSB-REFERENCED TO THE APPROPRIATE vATE
DEFICIENCY)
K (76| Conflnued From page 1 KO'78| It has always been the gal wnd practice of tho facility 1o 0/1/13

storo full wnd sropty oxygen oylinders per NPPA,
guldellnes, The faellity has policics and procedures
designed 1o meintain this practice. The faciflly hes an
oxtablished Quality Assessment & Assurance (QAA}
Progeam which includes the monitoring of envlroumental
and phyafcal plarg areas, Oxygen oylinder storags b
evaluated at leart monthly as par of the QAAS Safety
ingpections.

Correztive Aetlon- Maintenance secured the empty E Lype
oylinders {observed [n the A-Hall Oxygon Storsgs Room)
on 071 0/13. ’

TdentlAcatlon of Others- Mainicnanca evalusted
Temuining oxygon cylinders in the olher storago arcas on
0770913 o ensure thoy were slored por guidetlnes, All
cylindors were found in a secure eandition,

Measures- Cylinder atorage arcas &r¢ chicckod monthly ay
part of the fecility safoty inspactions condusted by the
Muintenance Dlrector or his dosignos,

Moulior- Malntenence Direetor or his designee will
routintly monitor cylinder gtorage areas lo ayyurg that
cylinders axs belng stored securely,

The QAA Commitise reviews facllity safety inspections
monthly,

FORM CMB-2567(02-66) Previous Verslons Obsolete

Evant ID;QGURZY

Feelily [D: 923256

1 continuetion sheet Pege 2 uf 2




08/01:2013  13:09 HIGHLAND HOUSE (FAX)9104840776 P.00%5/006
PRINTED: 07/30/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0381
STATEMENT OF DEFIGIENCIES (%1} PROVIDER/SUPPLIER/CUA (X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 02 ~ BUILDING 02 COMPLETED
345353 B.WiNg 07/09/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
HIGHLAND HOUSE REMAGI TION AND HE 1700 PAMALEE DR PO BOX 35081
° ABILITATION ALTHCARE FAYETTEVILLE, NC 28304
x4y 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF GORRECTION (9
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DEFICIENCY)
K 000] INITIAL COMMENTS KOO0 |prefaee -
Hightand Houao Hehabilinien and Boalthoars submits thin Plan o
This LIf ) Comectlon (EoIC) ;nlrmr::nco with ;pwlﬂc Eo.rul:!!oq-t
his Ufe Safsty Code (LSC) survey was ' raquirernents, [ shall not be cansiruad 43 wn edmivalon of any
allegad daffofency oited, The Provider submlls this PoC with th
conducted as per The C?de aof Federal Register lm:?\:fnnihrl it b); imdmim?blo by :ly third pariy In 1ay o(vit:r
at42 CER 483,70(a); using the 2000 Exlating crér'ninﬂd:cuon ew‘n;« Ih; l;éovid;; nr?ws:’* c;\pi;;u. h-xﬂ.
olilcer, reoiOF, Or aharcholder o 0 Frovigdr, L] o
Health (_3are sactlon of the L.BC and its referenced horebs seserves o ight 16 ohallmtge the fndings oF 1 survoy if
publications. This facllity Is Typs I protected st a2y Umo the Provifc]l:r dolormines tha the nndg.p; ) b relied
i upsn {6 adversely influcnice or aorve za x basly, In uny way, for the
conslruction and is Bquipp ed with & complate ulmiol: snd/or Impotition of fuvmra rorcudle, of Ry any imerense
automatle sprinkler system. in future remedies, Whethnr pooh ramedion wre impoed by the

Comeru for Modieare and Modicwid Sorvices (M), the stato of
Worth Carolinn or sy et exilly; or (2) ¥orve, in any way, io

CFR#: 42 CFR 463.70 (8) Faollltata or promiots action by any thind party xgainat the Provider,
K 062{ NFPA 101 LIFE SAFETY CODE STANDARD Any chunges (o Provider pelicy of procedures shoald be
corsidored to be vubroquent remedial movaures ux that concop! 1y
SS=D omplayed in Rulo 407 of ths Feders] Rulex of Evidence and should

be inodmirrible in any procesding on that basis,

KO52{ The provider strivea to cnsuro proper funotlondog of ihe firg 08 / 05/13

A fire slarm system required for Jife safoty is elemm syatom. Tho facii:izy has poﬁcicsumd pr;)ccdurcs

i desigried 1o malntain thosa goals. Roulng meintenance
tqstallqd, tested, and maintelned [n accordarice oheeks, sufoty commiitee sudits wid mostings, flre marghal
with NFPA 70 National Electrical Code and NFPA inspoctions and varlous quality aysurance measuros aro
72, The system has an spprovad malntenance examples of tho meny compohents utilizod, The firs alarm
end testing program complying with applicable rystem i3 ehocked monthly by the maintanance s(aff ind

quarterly by an outside contraot vendor s pert of the

requirements of NFPA70and 72, 8.6.1.4 Quality Assessment & Assuranco (QAA) Program und

safety Ingpecilons,

The overglght on the pull station holght has boen missed
ilnte the construction of B-Heil and the instaliatlon of the
fire starm equipment in the 19805,

Corrective Actfon- Fire systemn contract veador fs
scheduled fo velocata the referenced B-Hall pull siaclon to
AB inches above the finished floor by 08/05/13,

This STANDARD s not met as evidenced by:

Based on the observations and steff interview Maintenance removed the duat ang Iint from the sempling
during the tour on  7/8/2013 the following item tube on the D-Hall nrechanical room duct defoctor on
was observed as noncompllant, speciflc findings J 07709183,
Include: 1dendteatlon ol Oihers- Maintenance cheeked
. remaining pull statlons on 07/10/13 50 ensure a helght

1. The pull station for tha fire alarm system on within the outlinad NFPA helght range. All were within
the "B" hall is above 48 inches abova tha finlshed placomont height.
Roor. - | Mesurcy- Tho romabning duct detcetors were Inspoeted

an for duss or lint by Meintenance on 07/10/13, No olhicr
2, Tha"D" Hall mechanical room duct detector ssmpling tubes woro found dusty.

LABORATORY DIRGCTOR'S OR PRQVIDER/SUPPLIER REPRESENTATIVE'S BIGNATURE TME (7&&0#\}‘;
&'Y] . Administrator 07/31/13

dhG d Maly

donolesadoflclono

other sufeguards provide sufiiclent prolectlon to the pallents. (See Instructions,) Excapt for nursiag homes, the findings stated above are disclosabls 90 days
following the dala of survey whether or not a plan of correction Is provided. For nursing iomes, the above findings and plans of cormaction ere disclozable 14
days faflowing the dale thoso documents are mede avasliable to [he facility, Ifdeficlencles are cllod, an appravad plan of corraction g requlsite (o conllnued
progrerm parlelpallon,
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NANE OF P

ROVIDER OR SUPPLIER

STREET ACDRESE, CITY, STATE, ZiP CODE
1700 PAMALEE DR FO BOX 36881

by a light fixture.

Ifthere is an automatic sprinkler system, jtia
installed In accordance with NFPA 13, Standard
for the Installatlon of Sprinkiar Systems, to
provide complete coverage for all portlons of the
bullding. The system Js properly malntained In
accordancs with NFPA 25, Stendard for the
Inapection, Tesling, and Malntenance of
Water-Based Fire Protaction Systems, 1tis fully
suparvised, There is a rellsble, adequate water
supply for the system. Rearuired sprinkier
syslems are equipped with water flow and tamper
switches, which are alecirically connected to the
buliding fire alamm gystem,  18.3.5

This STANDARD s not mel as evidencad by:
Baged on the observations and staff interview
during the tour on 7/8/2013 the followlng ltem
was observed as noncomphiant, specific findlngs
Include: The "D" hall Lift Room across from the
"D* hall nurses statlon has an sprinkler obstructad

CFR#. 42 GFR 483.70 (a)

melntenance chigek, vafely committed audits and meotingy,
fire marshal inspeotions, contract vendor inspections and
varlous quality assuranco mesdures are examplus of tho many
components utifized, The sprinkicy systom ls checked monthly
by the maintenance staff and quanerly by an outsids contret
vondor A3 part of routine safely inspoctions end the Quality
Agsesgment & Assurance (QAA) Program.

Corréctlve Action~ Although the facllity hed beon informed
by the sprinkler system fustatlor, Fire Murshal and DHSR
inspector that tha systcm was in complinace upon completion
fn 0872012, the light fixture on D-Hall wes reloosted on
07/3113 by Meiatenance to avolid a potential obstruction,

Ydentication of Ofhers- The sprinkies wert ro-reviowad by
Mauintsnance on 7/31/13 for plucament 10 ensura the standard
fs bolng met. Mo other arcas required reloomlon.

Measures- The muintenence staff will contdnue to check the
sprinklcr yystom monthly,

A liccnyed inypastor with the outside conmracior wilk lnzpeet
the sprinkier systom at loast quarterdy.

Monitor- Inspoction reports will be reviewed by the
Adminizwator. Arces requiring corsection witt be reviewed a
the noxt QAA Comminse.

G D HOU
HIGHLAN SE REHABILITATION AND HEALTHCARE FAYETTEVILLE, NG 28301
X4y I SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (EACH 7.5} =
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CORREGTIVE ACTION BHOULD BE COMPLEYION
TAQ REGULATORY OR LG IDENTIFYING INFORMAYION) TAG CROSE-REFERENCED TO YHE APPROPRIATE paTE
DEFICIENCY)
K 052| Continued From page 1 K052} Continuad from Page 1
has dust In and (Int on the sampling tube holes, Monltor- Monihly faeillty asfety and quurterly vendor
. lnspeotlons are reviewod monthly by the QAA Commities,
CFR#. 42 CFR 483.70 (&) . :
K 056| NFPA 101 LIFE SAFETY CODE STANDARD KOo5g| The provider Atrives to onsure proper functloning and lasting 0753113
SSaE of the sprinkler system. The facility has policiss and
procedures dasigned to maintaln these goals, Routine
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