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AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street

Waterbury, VT 05671-2306
http://www.dail.vermont.gov

Voice/TTY (802) 871-3317

To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

February 6, 2015

Ms. Meagan Buckley, Administrator
Burlington Health & Rehab

300 Pearl Street

Burlington, VT 05401-8531

Dear Ms. Buckiey:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
January 7, 2015. Please post this document in a prominent place in your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

\pmwula,w\,cu-i-vu@w

Pamela M. Cota, RN
Licensing Chief

PCjl

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIF CODE ’
. 300 PEARL STREET :
BURLINGTON HEALTH & REHAB BURLINGTON, VT 05401
xay i | SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF GORRECTION o)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULO BE COMPLETION
TAG REGULATORY OR LSC (BENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE AFFROPRIATE DATE
. DEFICIENCY)
1 The following constitutes the facility’s response
F 000 | INITIAL COMM;NTS FO00) 15 the findings of the Department of Licensing
An unannounced on-site investigation of 2 entity and Protection and does not canstitute an
self-reports and 2 complaints concerning resident admission of guilt or agreement of the facts
rights and quality of care and was conducted by alleged o :
the Division of Licensing and Protection on ceedore ndu_S'_OnS _SEt forth on the summary
1/8/15-1/7H5. The foliowing regulatory violations’ statement of deficiencies.
were identified: .
F 223 483.13(h), 483.13(c)(1){) FREE FROM F223} ¥223 483.13(b), 483.13(c)(1)(i)
s8=0 | ABUSE/INVOLUNTARY SECLUSION

sexual, physical, and mental abuse, corporal
punishment, and involuntary seclusion.

1 or physical abuse, corporat punishment, or
involuntary seclusion.

by

findings inciude: .
Per 1/6-1/7/15 reviaw of the facility internal
investigation dated 12/15/14, Resident #1

staff Licensed Practica! Nurse (LPN) sald to
{Resident #1], "What the f--- are you doing up

fioor from the 4th floor of the building. This
incident was witnessed by a staff Licensed
Nursing Assistant (LNA) who in a written

statement, wrote that the LPN "repeatedly

1 when [s/he} "pasn't sup

The resident hag the right to be free from verbal,

The facility must not use verbal, mental, sexual,

This REQUIREMENT is not met as evidenced
Bésed on resident and staff interview and record
and facility investigation review, the facility failed

to ensure that 1 of 3 applicable restdents was free |
from verbal and mental abuse (Resident #1).The

reported to an Ombudsman (on 12/10/14) that a

tiere?" relative to the resfdent going up to the 5th

harassed" [Resident #1] sbout being on the floor
to be." The LNA 1

1. Resident #1 is psychosoccialiy stable. The -
employee no longer works in facility as a
result of this alleged deficient practice.

2. Ali Residents have the patential to be
affected by this alleged deficient
practice.

3. All employees receive mandatory
educatian regarding abuse reporting
requirements upon hire.

4. Re-Education will be provided to staff
regarding abuse reporting requirements.

5. Randpm interviews will be conducted
weekly far staff and residents by the
DNS or designee 1o monitor the
effectiveness of the pian,
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Any deficiency statemant ending with an asters

 denotes a daficlency which the Institution may be excused from correcting providing it is determiniad that/
othar safeguards provide sufficient proteetion o ¥he patients. (See Instructlons.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whather apnot & plan'pf correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are mads availabie to the factity. i deficlencies are clted, an approved plan of comection is requlsife to continued

program pariicipation,
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6. The results of the audits will be reported
F 223 | Continued From page 1. F223 g

wrote thaf on 12/4/14, Resident #1 tnld the LPN
that the [Unit Manager] sald that[s/he] was
allowed fo be [on the 5th floor]. After s/he said
that, [the LPN] said to [him/herself] "[s/he's] not
supposed {o f-—ing be up here.” “What [the LPN]
didn't realize is that [s/he] said it loud enough for
me and [Resident #1] both o hear.” When
inferviewed by phone by the Director of Nursing
Bervices {DNS) and the 4th floor UM on 12/11/14,
the [NA staled that it “slipped [histher] mind and
fsfhe] had forgotlen 1o talk to us about this
matter.”

fn an interview-on 1/6/15 at 12:08 PM, Resident
#1 stated that the above LPN "scared the sh-t out
of me." Sfhe "was mean"...would say "go back
downstairs, you don't belong here.” S/he "made
me feel unwanted and bad"...and "more
paranoid.” "I feif scared to come upsiairs”... sthe
[the LPN] “swore when other people could not
hear” ...s/he "was careful.”

Per 1/6-1/7/15 review, Resident #1 was
interviewed by a Resident and Family Services
staff member on 12/10/14 and reported faeling
“fearful and intimidated” by the above LPN and
described himfher as having a "bad temper with 2
boesy and controliing approach” and generally
makes [him/her] "feel uncomfortable” ...S/he
"does not feel comfortable having [him/er] as
[his/her] nurse.”

Per review of the facility policy, Reporting Abuse
to Facility Management (Revised June 2004),
page B-20, section 7. b. states "Verbal abuse Is
defined as any use of oral, written or gestured
language that willfully includes disparaging and
darogatory terms to residents or thelr families, or
within thelr hearing distance, 1o describe
residents, regardless of their age, ability fo
comprehend, or disability.”

On 1/6/15 at approximately 2:54 PM, the facllity

to the QAA committee by the DNS or
designee monthly x3 months at which
time the OAA committee will determine
further frequency of the audits,

7. Cauorrective action to be complete by
2/3/2015.
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SUMMARY STATEMENT DF DEFICIENCIES

PROVIDER'S PLAN OF CORRECTION
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} T
F 223 | Continued From page 2 F 223
assistant administrator confirmed the above
information from the investigative report and
confirmed the definition of verbat abuse from the
facility policy. On 1/6/15 af an interview beginning
at 8:40 AM, the faciiity Director of Nursing (DNS) |
confirmed that the above mentioned LPN was
suspended followitig the abuse allegations and
his/her employment was terminated once the
investigation was completed. S/he reported that
the {aciiity plans to report the LPN to the Board of
Nursing.
: {Refer F225)
F 225 483.13(c)( 1)(i)-{(), (c)(2) - (4) F225) £225 483.13(cHAXii)(iii), (c)(2)-(4)
ss=0/| INVEST iGATE!REPORT (eHHH
ALLEGATIONS/INDIVIDUALS 1. Resident #1is psychosocially stable. The
The facifity must not employ individualis who have employee no longer works in facility as a
been found guilty of abusing, neglecting, or - icient oractic
mistreating residents by a court of faw; or have result of the alleged deficien .p e
had a finding entered into the State nurse aide 2. All Residents have the potential to be
registry concerning abuse, neglect, mistreatment llezed deficient
of residents or misappropriation of their property; affeci.:ed by the aliege
and report any knowledge It has of actions by a practice.
court of law against an employee, which would 3. Al employees receive mandatory
ihdicate unfitness for service as 2 nurse aide or ] . b
other facility staff to the State nurse aide reglstry education regarding Abuse and Abuse
or licensing authorities. Reporting upon hire.
The facility must ensure that all alleged violations 4. Re-Education on abuse and abuse
invalving mistreatment, neglect, or abuse, reporting requirements will be provided
including injuries of unknown source and - ‘
misappropriation of restdent propetrty are reporied to all staff,
immediately to the administrator of the facility and 5. Random interviews will be conducted

to other officials in accordance with State law
through established procedures (inctuding fo the
State survey and certification agency).

The facility must have evidence that al! alleged

—t

weekly for staff and residents by DNS pr
designee to evaluate the effectiveness
of the plan. i J
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! ‘ - BEFICIENCY)
K K
F 225 | Continued From page 3 F 225 6. The results of the audit will be reported f
violations are thoroughly investigated, and must : X '
prevent further potential abuse while the to the QAA co.mm{ttee meonthly X3 .
investigation is in prograss. months at which time the QAA j
. L committee will determine the frequenc ;
The results of alt investigations must be repotted L. d y
to the administrator or his designated of further auditing.
representative and to other officials in accordance 7. Corrective action wiil be complete by

with State law (Including to the Stale survey and

certification agency) within & working days of the 2/3/15. ' ‘
incident, and if the afleged violation is verified , ‘
appropriate corrective action must be taken. Faas eoL aCLq)l'tel —51[5 ‘ 15 $Dennn AP |'Pm{,

This REQUIREMENT s not met as evidenced
by:

Based on staff mterwew and record-and facility
investigation review, the facility fafied to ensure
that alt alleged violations involving mistreatment,
neglect or abuse are reperied immediately to the
facility administrator for 1 of 3 applicable
residents (Resident #1}. The findings include:
Per 1/8-1/7/15 review of the facility internal

| investigation dated 12/15/14, Resident #1
reporied to an Ombudsman (on 12/10/14) that a
staft Licensed Practical Nurse (LPN) said fo -
[Resident #1], "What the f--- are you doing up .

here?" relative to the resident going up to the Sth
floor irom the 4th floor of the building. This
incident was witnessed by a staff Licensed
Nursing Assistant (LNA) who in a written
statement, wrote that the LPN “repeatediy
harassed” {Resident #1] about belng on the floor
when [s/he] "wasn't supposed to be.” The LNA
wrote thaton 12/4/14, Resident #1 told the LPN
that the [Unit Manager] said that [s/he] was
allowed to be [on the 6th floor). After s/he said
that, {the LPN] said to'[him/herself] ‘[sfhe'sjnot |
| supposed to §-—-ing be up here.” "What [the LPN]

FORM CMS-2567(02.89) Rrevious Versions Obsolele L Event 10:2GJLD Facility ID: 475014 : If continuation sheet Page 4 of 14
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PREFIX
TAG

" SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

: -DEFICIENCY) .

x5
COMPLETION
. DATE

F 226

F 241
33=D

Continued From page 4

( didn't realize is that [sthe] said it loud encugh for
me and [Resident #1] both {0 hear.” When
interviewed by phone by the Director of Nursing
Services (DNS) and the 4th floor UM on 12141714,
the LNA stated that it "slipped fhisther] mind and

| Is/he] had forgotten to talk to us about this

matter."
Per raview of the facility policy, Reporting Abuse

| to Facility Management {Revised June 2004), "it

is the responsibility of our employees, facility
consultants, aftending physicians, family
members, visitors, stc., to promptly réport any
incident or suspected incident of neglect or
resident abuse, including injuries of an unknown
sotirce, and theft or misappropriation of resident
property to facifity management.”

On 1/6/15 at approximately 2:54 PM, the facility
assistant administrator confirmed the above
information from the investigative report and
policy and stated that the LNA should have .
reported the incident between the staff LPN and
Resident #1 immediately to the facility

: administration. Sthe reported that the LNA was

| disciplined and reeducated about Abuse and

; Neglect and repotting requirements once the

| facillty became aware of the allegations.

{Refer F 223}

483.15(a) DIGNITY AND RESPECT OF
INDIVIDUALITY

The facilily must promote care for residents ina -
manner and in an environment that maintains or
enhances sach resident's dignity and respect in
full recognition of his or her individuality.

This REQUIREMENT s not met as evidenced
by: : )

F 225

F 241

F241% 483.15(a)

1. Resident #1 is psychosbcially stable and
the employee no longer works in the
facility as a resuit of this alleged
deficient practice.

2. Al Resideats have the potential to be
affected by the alleged deficient
practice.

i

i
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LAN OF CORREGTIGN IDENTIFICATION NUMBER; . A BUILDING ‘ COMPLETED
e
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(%4 ID j SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION o5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L8C DENTIFYING INFORMATION] TAG CROSS-REFERENCED TC THE APPROPRIATE DATE
. DEFIGIENCY] )
F 241{ Continued From page 5 3. Al employees received mandatory

Based on resident and staff interview and record
and Investigative report review, the faciity falled
to promote cara for 1 of 3 applicable residents in
the sample in a manner and environment that
maintains or enhances each resident's dignity
and respect in full recognition of his or her
individuality {Resident #1). The findings include:

Per 1/6-1/7/15 review of the facifity internal
investigation dated 12/15/14, Resident #1

| reparted to an Ombudsman {on 12/10/14) that a

staff Licentsed Practical Nurse (LPN) said to
[Resident #1), "What the {--- are you doing up
here?" relative to the resident going up to the 5th
floor from the 4th floor of the building. This
incident was witne$sed by a staff Licensed
Nursing Assistant {LNA) who in a written
statement, wrote that the LPN "repeatedly

1 harassed" {Resident #1] about being on the floor

when [s/he] "wasn't supposed {0 be.* The LNA
wrote that on 12/4/14, Resident #1 fofd the LPN
that the {Unit Manager} said that [s/he} was
altowed to be Jon the 5th floor). After sihe said
that, [the LPN]J said to [him/herself] “[sfhe’s] not
supposed to f—ing be up here." "What [the LPN]
didn't realize is that [s/he] said it loud enough for
me and [Resident #1] both to hear.” When

limtenviewsd by phone by the Director of Nursing

Services (DNS) and the 4th floor UM on 12/71/14,
the LNA stated that it "slipped thisther] mind and
[sthe] had forgoiten to talk to us about thrs
matter.”

In an interview on 1/6/15 af 12:08 PM, Resident
#1 stated that the above LPN "scared the sh-t out
of me." Sthe "was mean" ..would say "go back
downstairs, you don't belong here." Sthe "made
me feel unwanted and bad”...and "more
parancid." "t felt scared to come upstairs”... sthe
{the LPN} "swore when other people could not

F 241

education regarding Resident Rights
upon hire.

4, Re-Education will be provided to staff
regarding Resident’s Rights.

5. Random interviews will be conducted for
staff and residents by DNS or designee
1o evaluate the effectiveness of the plan.

6. The results of the audit will he reported
to the QAA committee monthly X3
months at which time the QAA
committee will determine the frequency
of further auditing.

7. Corrective action will be complete by
2/3/15.

PO f0C awephed Astis SDemals Areth] it

FORM CMS-2567(02-99) Pravious Versions Cbsolete

Event 10: 2CJL 11

Facility iD: 478014

if continuation sheet Page 6of 14







{
1
I
]
|
{
i
]
\
)
i
i
1
{
!
)
'
|
:
1
!
!
\
|
I
i
'
1

e

PRINIEL Uusweu o

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
~TNTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
. HENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {£2) MULTIPLE CONSTRUGTION - X3} DATE SBURVEY
5‘\,_ AN OF CORRECTION 'DENTIFICATION NUMBER: A. BUILDING - COMPLETED
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F 241 | Continued From page 6 F 241

| not do well with the relocation to the 4tk floor and

hear” .. s/he "was careful.”

Resident #1 aiso reparted that sihe preferred {o
spend ime on the 5th floor where s/he felt morg
comfortable as sthe had been temporarily
ralocated to the 4th floor while histher room on
the Sth floor was being renovated.

Per interview on 1/6/15 at approxxmateiy 10:40
AM, the 5tk floor UM confirmed Resident #1 hked
bemg on the bth fivor and confirmed that s’he had
told Resident #1 that s/he could come up b the
unit to watch TV, The UM also reported that
Resident #1 was relocated back to the 5th fioor
sooner than arlginally planned as the resident did

repoited weight loss. The UM reporied that sthe
did not witness the LPN act in a way that was
disrespectful of residents, but stated that this LPN
“followed the rules ...cid not bend them for
anyone."

Per 1/8-1/7115 review, the facility's Nursing Home
Residant's Rights states that "Residents have the
right fo a dignified existence, self-determination
and communmnication with and access to persons
and services inside and outside the facility."
Additionally, You [the resident] have the right to
be treated with dignity and respect. The facility
has an obligation to treat [you as] an individual
and consider your individual needs and
preferences and make reasonable
accommuodations of these needs and
preferences.”

On 1/7/15 during an interview at approximatety
12:25 P, the SBocial Services supervisor
canfimed the Resident Rights information listed
above and confirmed that the comments by the
LPN [related jo Resident #1 being on the 5th floor

FORM CMS-2557 (02-59) Provious Versions Dbeciele
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F 241 | Continued From page 7 F 241
unit) could be a dignity issue for Resident #1.
(Refer F223, F225)
F 329 | 483.25{/} DRUG REGIMEN 1S FREE FROM F 329 F329483.25()
s5=p | UNNECESSARY DRUGS i :

Each resigent's drug regimen must be free from
unnecessary drugs. An uhnecessary drug is any
drug when used in excessive dose (including
duplicate therapy); or for excessive duration, or
without adeguate manitoring; or without adequate
indications for its use; or in the presence of
adverse consequences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above.

Based on a comprenensive assessment of @
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unfess antipsychatic drug
therapy is necessary to freat a specific condition
as diagnosed and documented in the clinical
record; and resldents who use antipsychotic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically

contraindicated, in an effort to discontinue these

drugs.

This REQUIREMENT is not met as evidenced
by: ‘ '
Based on staff interview and record review, the
facility falled to ensure that 1 of 4 applicable
residents in the survey sample was free from
unnecessary drigs (Resident #2). Findings

i

|
;

F394 00C accepted Alslis Memsapen | pa

1. Resident #2 was not affected by the
alieged deficient practice.

2. Residents receiving medication have the
potential to be affected by the alleged
deficient practice.

3. Education will be provided to licensed

nurses regarding follow up process for

recommendations made by referred
physicians.

Random weekly auditing will be

conducted by DINS or designee to

evaluate the effectiveness of the pian.

5. The resuits of the audit will be reported
to the QAA committee monthly X3
months at which time the QAA
committee will determine the frequency
of further auditing.

6. Corrective action will be complete by
2/3/15.
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Per 1/8-1/7115 medical record review, Resident
#2 wag seen by an oulpatient psychiatrist on
12/1/14; at the visit, the psychiatrist gave the
resideni a handwritten copy of medical
recommendaiions {o give to the facility. On
12/4114 the psychiatrist faxed the compleied
12/1114 consuii note to the facility. On the consult
| note, the psychialrist wrote an orderio

-‘ "Discontinue AW Seroquel [an anti-psychotic

. medication] and if tolerated B/C Seroguelin 2

| weeks." On 12/30/14, Resident #2 was seen for
hisfher next psychiatric consult visit and the
psychiatrist wrote "uncertain why dose [Seroquel]
was not reduced tast month" and under plan,
repeated recommendation 10 "D/C AM Seroquel
[~ and if tolerated, D/C HS Seroguel in 2 weeks."

| Per interview with the 5th floor Unit Manager

l (UM) on 1/6/15 between 3-4 PM, sihe reported

5 that when residents are seen in consult or when a
i | consuli note is received per fax, the note is
broughi to the attenfion of the nurse on the

_ resident's unit. The nurse reads the note, signs to
! indicate that it was read; if there are

; recommendations, the nurse is expected io call
the attending physician to see if s/he agrees with
! the consult recommendaions; if the physician

‘_ agrees, new orders are wriiten for physician

! signature and ihe new order is implemented. -

- The UM confirmed that a staff nurse signed the
| faxed 12/1/14 psychialric consult note but there is
no evidence that the primary physician was
notified of the recommendation for a gradual
! dose reduction (GDR) of the resident's Seroquel

] until 12/30/14 when the physician was contacted -
[ by a staff Registered Nurse; the physician then | |
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Continued From page 9

approved the GDR. The UM confirmed that
Resident #2's physician was not notified in a
timely manner about the psychiattist's
recommendation and his/her Seroquel dose was
notreduced for approximately 1 month from the
time of the psychiatrist's recommendation.
(Refer F428) N
483.60(c) DRUG REGIMEN REVIEW, REPORT
IRREGULAR, ACT ON :

The drug regimen of each resident must be
reviewed at least once a month by a licensed
pharmacist. .

The pharmacist must report any irregularities to
the attending phiysician; and the director of -
nursing, and these reports must be acted upon.

This REQUIREMENT is not met as evidenced
by

Based on record review and interview, the facility
failed to assure that the consultant phameacist

reports any Irregularities to the attending
physician and Director of Nursing for 1 of 4
applicable residents reviewed during the survey
{Resident #2). Findings include: :

Per 1/5-1/7/15 medical record review, for
Resident #2 there is no evidence a medication
irregularity was reported by the pharmacist to the
physician or to the Director of Nursing (DNS)
regarding the facility acting on the
recommendation made by a psychiatrist
consultant on December 1, 2014 that Resident #2

F 328

F428| F428 483.60(c)

1. Resident #2 was not affected by the
alleged deficient practice.

2. Residents receiving medications have
the potential te be affected by the
alleged deficient practice.

3. Review requirements of Drug Regimen
Review with pharmacist consultant.

4. Randem weekly auditing will be
conducted by DNS or designee tp
evaluate the effectiveness of the plan,

5. The results of the audit will be reported
to the QAA committee monthly X3
months at which time the QAA
committee will determine the frequency
of further auditing.

6. Corrective action will be complete by
2/3/15.

HN} PoL areepked aistis SDmv\lV’(?P“‘q
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Continued From page 10

trial @ Graduai Dose Reduction (GDR) of histher
anti-psychotic medication.

Per inferview with the 5th floor Unit Manager
(Ui} on 1/6/15 at approximately 3:09 PM,
Resident #2 was seen by an outpatient
psychiatrist on 12/1/14. The psychiatrist gave the
resident a handwritten copy of medical

recommendations to give to the facility on 12/1/14 |

and on 12/4/14 faxed the completed 12/1/14
consult note to the facility. On the consult note, -
the psychiatrist wrote an order to "Discontinue AM
Serogquel [an anti-psychotic medication] and If
tolerated D/C [discontinue] Seroquel in 2 weeks."
Pharmacy notes indicate that the pharmacist
reviewed the resident's medical record on
12/28/14 and failed to alert the facility that the
psychiatrist's recommendation to reduce the
Seroquel dose had riot heen acted on.

| Resident #2 was seen for hisfher next psychiatnc

consult visit on 12/30/14 and the psychiatrist
wrote. "uncertain why dose [Seroquel] was not
reduced last month” and under plan, repeated
recommendation to "D/C AM Seroquel and if
tolerated, D/C HS [bedtime] Seroquel in 2
weeks.”

Or 1/6/15 at approximately 3:08 PM, the UM
confirmed the above information and confirmed
that the consultant pharmacist would be expected
to identify and report medication irregularities fo
the facility and primary physician to act upon and
thig had net happened.

{Refer F320)
483.75(1)(3), 483.20(f){5) RELEASE RES INFO,
SAFEGUARD CLINICAL RECORDS

Afacility may not release information that is
resident-identifiabie to the public.

F 428

F 516

F516 483.75(1){3), 48320(f){5)

1. No Resident was affected by the alleged

deficient practice.

[
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On 1/7115 at approximately-1:34 PM, a Unit 5
staff LPN reported thal residents residing on the
unit use the "Cubby Room" ta make phone calls
in privacy and/or to have a space for private
visits. The nurse reported that there are no
restrictions on the use of the room by the
residents who wish to access the unit's portable
phone (which is stored and charged in the room)
or use the space for visits. Per interviews during
the survey, both Resident #1 and Resident #2
reparted using the space for private phone calis
or visits without a staff person present in the
room.

Per observation with the 5th ficor Unit Manager
{UM) on 1/7/15 at approximately 1:47 PM, the
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TAG REGULATORY OR LSC IDENTIFYING INFORMATIDN) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
‘ DEFIGIENCY)
F 516 Continuad ” E 515 2. All Residents have the potential to be
ontinued From page _
pag affected by the alleged deficient
The facilily may release information that is practice.
resident-identifiabie to an agent only in 3. Medical records were removed from the
accordance with a contract under which the agent " .
agrees not fo use or disclose the information cubby”.
except to the extent the facility itself is permitied 4. Education will be provided to staff and
b dp so. o . .
‘ medical record personne! regarding
The facility must safeguard clinical record safeguarding of clinical records.
inforrmation against loss, destruction, or . A
unatthorized use. 5. Random weekly observations will be
' conducted by DNS or designee to
This REQUIREMENT is not met as evidenced evaluate the effectiveness of the plan.
by: : . 6. The results of the observations will be
Based on observation and staff interview, the reported to the QAA committee month
faclity failed to assure that resident clinical g QAA onthly
records were stored in safe and secure manner X3 months at which time the QAA
o that prevented unauthorized access. This had the committee will determine the frequency
potential to affect the confidentialify of medical .
information for residents living on the 5th floor of further auditing.
unit. Findings include: 7. Corrective action will be complete by

2/3/15.
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cubby room {a space that is not within direct view
from the nurse's station) contained 2 unlocked file
cabinets and 9 unsecured cardboard storage
boxes. Per gbservation and confirmed by the UM,
thinned, pverflow and past medical records for
the resident's living on the unit that did not fit in
their medica! binders was stored in the
files/boxes. The medical recards were not
secured and the rcom was unlocked.

Per 1/7115 review, the facility’s poiicy titled,
Reiease of Information (revised April 2010) states
under Pelicy Interpretatich and lmplementation,
section 5. "Access 10 the resident's medical
records will be limited to the staff and consultants
providing services to the resident. 8. Resident
records, whether medical, financial, or sociai in
nafure, are safeguarded to protect the
confidentiality of the information... 7. Closed or
thinnad medical records are maintained in the
Medical Records Department and are available
only fo authorized personnel. Authorized
personnel include, but are not necessarily limited
fo: a. Nursing Personnel; b. Physicians; c.
Consultants; d. Suppott Services {i.e., Dietary,
Activities, Social, efc.); e. Administration; f.
Government Agencies,; and/or g.
Resident/Representative (Sponsor).

1

! The policy titled Location of Medical Records

{Revised April 2010) states under Policy
interpretation and Implementation, section 2.
"Medical records are stored in a locked room and
protected from fire, water damage, insects and
theft."

| On 117115 at approximately 3:05 PM, the facility's

assistant adminisirator confirmed that the above
are the current policies re medical record storage

F §16
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and safekeeping. On 1/7/15 at approximately
1:47 PM, the 5th floor UM confirmed that the
Cubby Room was unlocked and records in the
room were not stored in a secure manner that
prevented access by unauthorized personnel.
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