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F 000 Inittal Comments F 000
An unannounced Medicare/Medicaid standard and
biennial State Licensure Inspection was
conducted 08/30/16 through 08/01/16.
Corrections are required for compliance with the
following 42 CFR Part 483 Federal Long Term
Care requirements. The Life Safety Code
survey/report will follow. Four Complaints were
investigated during the survey.
The census in this 145 certified bed facility was
116 at the time of the survey. The survey sample
consisted of 20 current resident reviews
{Residents #1 through 20) and 7 closed record
reviews (Residents #21 through 27).
The survey sample consisted of 27 residents, 20 |
current Resident reviews (Resident #1 through 20)
and 7 closed record reviews (Resident #21
through 27). i
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An unannounced Medicare/Medicaid standard
was conducted 08/30/16 through 09/01/16.
Corrections are required for compliance with the
following 42 CFR Part 483 Federal Long Term
Care requirements. The Life Safety Code
survey/report will follow.  Four Complainis were

The census in this 145 certiiied bed facility was
116 at the time of the survey. The survey sample
consisted of 20 current resident reviews
(Residents #1 through 20) and 7 closed record
reviews (Residents #21 through 27).

The survey sample consisted of 27 residents, 20
current Resident reviews (Resident #1 through
20) and 7 closed record reviews (Resident #21

483.10(e), 483.75(1)(4) PERSONAL
PRIVACY/CONFIDENTIALITY OF RECORDS

The resident has the right to personal privacy and
confidentiality of his or her personal and clinical

records.

Personal privacy includes accommodations,
medical treatment, written and telephone
communications, personal care, visits, and
meetings of family and resident groups, but this
does not require the facility to provide a private
room for each resident.

Except as provided in paragraph (e)(3) of this
section, the resident may approve or refuse the
release of personal and clinical records to any
individual outside the facility.

ID
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Corrective Action:
LPN #2 performing the medication pass

F 164 ith ; ; ;

with Resident #16 was inserviced on the

10/ 19/1

facility policy and procedure for
providing privacy when performing
insulin injections during the medication
pass. A Facility Incident and Accident
report was completed for this incident.

Identification of Deficient Practice(s) &
Corrective Action{s):

All residents may have been potentialty
affected. A 100% observation audit of all
nurses administering medications has
been conducted to identify any residents
at risk for the potential unnecessary
exposure of their body parts during the
medication pass. Any negative findings
noted during the audit will be corrected at
time of discovery. A Facility Incident &
Accident Form will be completed for
any/all medical information exposure
during the medication pass.

OTO/M A

M2 9¢ d3s

msom@ijamMovIDERJSUPPL[ER REPRESENTATIVE'S SIGNATURE

(X6} QATE

/12/16

TITLE

A(lh‘m‘t&ﬁhr

Any deﬁafe’ncy statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to 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 correction are disclosable t4
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correctionis requisite to continued

program participation.
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‘contained in the resident's records, regardiess of

The resident’s right to refuse release of personal
and clinical records does not apply when the
resident is transferred to another health care
institution; or record release is required by law.

The facility must keep.confidential all information

the form or storage methods, except when
rélease is required by transfer to another
healthcare institution; law; third party payment
contract; or the resident.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interviews and facility
document review, the facility staff failed to provide
privacy to prevent unnecessary exposure of body
parts during medication administration for 1 of 27
residents in the survey sample, Resident #16.

The findings included:

Resident #16 was admitted to the facility on
8/4/16. Diagnosis for Resident #16 included but
not limited to Diabetes Mellitus. The 14-day
Minimum Data Set {an assessment protocol) with
an assessment reference date of 8/16/16, coded
Resident #16 as having the ability to complete the
Brief Interview for Mental Status with a total score
of 15 out of a possible 15, indicating the
resident’s cognition was intact.

During the medication pass observation bn
8/30/16 at 4:30 pm, LPN #2 {licensed practical
nurse) administered Resident #16's insulin
injection without closing the door and pulling the
privacy curtain for resident privacy. LPN #2
exposed the resident’s abdomen in public view
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F 164 | Continuved From page 1 F 164 Systemic Change(s):

The facility policy and procedure has,
been reviewed and no changes are
warranted at this time. All staft will be
inserviced by the DON, and/cr Social
Services director on Resident Rights,
Confidentiality and Persoual Privacy to
include maintaining resident privacy
during medication pass to prevent
unnecessary body exposure during care
and services.

Monitering:

The DON is responsible for compliance.
The DON and/or Unit Managers will
perform two random weekly medication
pass audits on each unit in order to
maintain compliance. Any/fall negative
findings will be corrected immediately
and disciplinary action will be taken as
warranted. Aggregate findings will be
reporied to the Quality Assurance
Commistee for review, analysis, and
recommendations for changes in policy, ;
procedure, and/or facility practice. i
Completion Date: October 14, 2016
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! He added, "They close it during my bath”.

Continued From page 2
and in the presence of a family member.

On 8/31/16 at 3:55 pm, the Director of Nursing
{DON)} provided a copy of the facility policy and
procedure on "Quality of Life - Dignity"”; Nursing
Services Policy and Procedure Manual; 2001
MED-PASS, Inc. {revised October 2009}, as
requested. It is stated in the policy and procedure,
"Staff shalt promote, maintain and protect
resident privacy, including bedily privacy during
assistance with personal care and during
treatment procedures”.

On 8/31/16 at 4:15 pm, Resident #16 was
interviewed and was asked whether the nurse
closed the door or pulled the privacy curtain when
administering his insulin injection and he stated,
"They don't close the door and pull the curtain”.

On 8/31/16 at 4:25 pm, RN (registered nurse}
Unit Manager #1 was interviewed and was asked
about her expectations during insulin
administration by staff nurses and stated, "Pult
the curtain, shut the door”

Cn 8/31/16 at 4:35 pm, LPN #2 was interviewed
and was asked about the facility policy and
procedure for insulin administration and stated,
"For bed A, shut the door and draw the curtain.
For bed B, draw the curtain but per policy, shut
the door for Aand B”. When reviewed with LPN
#2 regarding failure to close the door and pull the
privacy curtain during insulin administrationon |
Resident #16 on 8/30/16 at 4:30 pm and she
stated, "l did not do that. It will not happen again”.

The above findings was shared with the :
Administrator, the DON and the Clinical Services i

F 164
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Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review and staff
interview it was determined for Resident #19, cne
of 27 residents in the survey sample, that facility
staff failed to assure the physician's order to be
notified when the resident’s blood sugar was over
401 milligrams per deciliter {mg/dl} was
completed.

The finding included:

The resident's blood sugar level was documented
on the MAR (medication administration recorded)
as over 401 eight times in August 2018.
Documentation evidenced the physician was
contacted only three of the eight times.

Resident #19 was admitied to the facility on
3/1/13 and at the time of the survey was 72 years
old. Review of the annual 11/13/15 Minimum
Data Set (MDS-an assessment protocol) and the
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F 164 Continued From page 3 F 164 Corrective Action(s):
Director during a pre-exit meeting conducted on Resident #19's attending physicians has
9/1/16 at 2:20 p.m. been notified that the facility staff failed
to notify the physician of a blood glucose
" . . . . level great than 401 5 times in the month
No_ additional information was provided prior to of August. A Facility Incident & Accident
exit. : Form and a medication error form were ‘ s
F 309 483.25 PROVIDE CARE/SERVICES FOR F 309 completed for these incidents. IO/ NG
ss=D | HIGHEST WELL BEING

Identification of Deficient
Practices/Corrective Action(s):

All other residents with Blood Glucose
monitoring orders may have been
potentially affected. The DON, ADON
and/or unit managers will conduct a 100%
audit of all resident physician orders and
MAR s to identify residents at risk.
Residents identified at risk will have the
attending physicians notifled. A facility
Incident & Accident Form & medication
error for will be completed for each
negative finding.

Systemic Change(s):

Facility policy and procedures have been
reviewed. No revisions are warranted at
this time. The nursing assessment process
as evidenced by the 24 Hours Report and
documentation in the medical record &
physician orders remains the source
document for the development and
monitoring of the provision of care.
‘Which includes, obtaining, transcribing
and administering physician medication
orders & treatment orders as ordered by
the physician. The DON and/or Regional
nurse consultant will inservice all licensed
staff on the procedure for obtaining,
transcribing and completing physician
medication & treatment orders. As well as
the procedure for proper physician
notification as ordered for medication i
administration of physician ordered
medications and treatments.
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. Monitoring:
F 309 | Continued From page 4 F 309 The DON will be responsible for

8/11/16 quarterly MDS evidenced the resident's
cognition was a 6 of 15 and a 4 of 15 respectively
indicating moderate impairment. The resident's
functional status remained at the |limited
assistance of one person for bed mobility and
transfer. Once up in a wheelchair the resident
required the minimal assistance of one for
locomotion on and off the unit.

Review of the clinical record evidenced a
physician’s order for sliding scale insulin. Sliding
scale ($8) insulin is administered following a
blood sugar {BS) reading usually prior to a meal.
Depending on the reading a prescriped amount of
insulin units is administered, the higher the bloed
sugar reading the more insulin units ordered to be
administered..

The resident's order was for Regular insulin with
BS checks prior to meals at 7:30 am, 11:30a.m.,
and 4:30 p.m. This order was discontinued on
8/24/16. The new SS insulin order was for
Humalog Insulin started on 8/24/16. The morning
BS check was for 6:00 am not 7:30 am.

Both the Regular Insulin and Humalog Insulin had
a top BS value of 401 to 450 mg/dl. The nursing
staff was to administer 12 units of the ordered
insulin and then to notify the physician.

Review of the August 2016 MAR or Medication
Administration Record evidenced eight times that
Resident #12's BS was over 401, only three
events were reported to the physician per his
order to do so. :

The following dates and BS values were recorded.
on the MAR:

mmaintaining compliance. The DON and/or
designee will conduct weekly MAR
audits of all resident with blood glucose
monitoring in order to maintain
compliance. Any/all negative findings
and/or errors will be corrected at time of
discovery, disciplinary action will be
taken as needed and the attending
physician notified of all negative findings.,
Aggregate findings of these audits will be
reported to the Quality Assurance
Committee quarterly for review, analysis,
and recommendations for change in
facility policy, procedure, and/or practice.
Completion Date: October 14, 2016
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Continued From page 5

8/6/16, 4:30 pm BS 538,
8/7/16, 11:30 am BS 525,
8/8/16, 11:30 am BS 525,
8/9/16, 4:30 pm BS 478,
8/23/16 , 11:30 am BS 585,
8/24/16. 11:30 am BS 593,

'8/25/16 11:30 am BS 4786,

8/27/16 11:30 am BS 483.

Review of the nursing note documentation
evidenced of the above eight elevated BS
meeting the physician ordered reportable levels,
only three were reporied to the physician. On
8/6/16, 8/7/16 and 8/23/16 the physician was
documented (in the nursing notes) as being in the
building and he was notified of the elevated BS.

On 8/1/16 at approximately 11:30 am the DON
(Director of Nurses) was notified of the lack of
physician notification documentation., she was
request to provide any additional information.

At 1:13 pm, on 9/1/16 during an interview with the
facility Administrator ne stated, "we don't have
anything else”.

COMPLAINT DEF[QEENCY
483.35(i) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

The facility must -

(1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and

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

309

F 371

19/ 1416

K371

Corrective Action(s):

The Food Service Manager has reviewed
the Federal and State guidelines for
preparing, storing, distributing food under
sanitary conditions, as wall as the policy
and procedure for wearing of hair and
- beard nets while in the kitchen at all
times. A facility Incident & Accident
form has been completed for this incident.

FORM CMS-2567(02-09) Pravious Versions Obsclete

Event I0: MRTK11

Facility 10: VAD116

If continuation sheet Page 6 of 10

RECEIVED
SEP 26 201
vOHIOLC



DEPARTMENT OF HEALTHANI{

JMAN SERVICES

CENTERS FOR MEDICARE & MEUICAID SERVICES

PRIN"l;ED: 09/13/20186
{ FORM APPROVED
: OMB NO, 0838-0391

STATEMENT OF OEFICIENCIES (X1) PROVIOER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION ' (X3) DATE SURVEY
AND PLAN OF CORRECTION IOENTIFICATION NUMBER: A BUILOING COMPLETEO
C
495277 B. WING 09/01/2016
NAME OF PROVIOER OR SUPPLIER STREET AODRESS, CITY, STATE, ZIP COOE
HERITAGE HALL NURSING HOME /NA 9468 HOSPITAL ROAD
. NASSAWADOX, VA 23413
(X4) 1D SUMMARY STATEMENT OF OEFICIENCIES o PROVIOER'S PLAN OF CORRECTION x8)
PREFIX (EACH OEFICIENCY MUST BE PRECEOED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULOD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
OEFICIENCY)
; Identification of Deficient Practices &
F 371 Continued From page 6 F 371 Corrective Action(s):
All other residents may have been
potentizlly affected. The Food Service
Manager, and/or Registered Dietician will
This REQUIREMENT is not met as evidenced review the kitchen preparation areé and
: the cleaning of these areas during and
b =)
Y . . . after meals to include hair/beard net use
E.;aSEd on ObS?Nat[Dns' staff mten{lews' tf_le to identify any negative findings. All
 kitchen staff failed to prepare food in a sanitary negative findings will be corrected at time
manner. of discovery. A facility Incident &
During the facility survey, conducted from 8/30/16 Accident form will be completed for each
through 08/01/16, multiple observations were negative finding identified. All negative
made of the kitchen. findings will result in appropriate
On 8/30/16 at approximately 12:45 p.m. Kitchen disciplinary action.
Aide #14 was preparing ice tea glasses and was ) )
observed to not have a hair covering over his gYStZ:t‘;agﬁi;gg%i & orocedure has
beard. The Dietary Manager was interviewed on b;er; eviewed aFr’l 4 ng Cha[;ges are
8/30/16 and aslfed if the aide should have a warranted at this time. The consulting
covering over his beard. The Dietary Manager Registered Dietician will inservice the
stated, "Yes, he should, I'm sorry that I just CDM and dietary staff on the proper
missed it." sanitation, storage, cleaning and
The Food and Drug Administration website {ransportation of dietary products per
http:/iwww.fda.gov/Food/GuidanceRegulation/Ret e:sta_b}ishcd p'ohcy ?md p.rocedure. In
ailFoodProtection/FoodCode/ucm181242 htm#pa addition the inservice will COVZY the
rt2-3 documents: food employees shall wear procedure foi Pi’lotl?cr ha“ﬁ?f:{n gf;
hair restraints such as hats, hair coverings or application at all trmes wile 1n -
beard traints d clothing that kitchen area. The inservice will include
nets, earares raints, and clothing at covers all aspects of infection & sanitation
body hair, that are designed and worn to control measures.
effectively keep their hair from contacting
exposed food; clean'equipment, utensils, and Monitoring:
linens; and unwrapped single-service and The CDM is responsible for maintaining
single-use articles. compliance. The Administrator and/or
Food service manager will complete the
The facility administration was informed of the Dictary Audit Tool weekly fOrTlemtOrlitI;g
findings during a briefing on 9/1/16 at and maintaining compliance. 1he resu
imately 4:00 The facility did not of these audits will be reported to the
approximately 4.0V p.m. - ty . Quality Assurance Commitiee for review,
present any further information about the findings. analysis, & recommendations for change |
F 425 | 483.60(a),(b) PHARMACEUTICAL SVC - F 425 in facility policy, procedure, and/or :
ss= | ACCURATE PROCEDURES, RPH practice. |
Completion Date: October 14, 2016 i
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F 425 | Continued From page 7 F 425 \Q/N]]L
The facility must provide routine and emergency F425
drugs and biologicals io its residents, or obtain Corrective Action(s):
them under an agreement described in The expired insulin that was noted in the
§483.75(h) of this part. The facility may permit Left side and right side medication rooms
unlicensed personnel to administer drugs if State I:;‘T;ffoe"etq a“d].d‘SpOSE%;fa“: A
. ment 1nsulin was o 1ned.
lawepei:gr]cl)ts,ol;ut Fnl); Ugg ?: tl;e general Facility Incident & Accident Report has
supervision of a licens urse. been completed for this incident.
A fac:ili’gy must provide pharmaceutical services Identification of Deficient Practices &
(including procedures that assure the accurate Corrective Action(s):
acquiring, receiving, dispensing, and All other residents may have been
administering of all drugs and biologicals} to meet potentially affected. The DON and/or
the needs of each resident. dlelsignee will Zonduct a 100% review of
all current medication rooms and
The facility must employ or obtain the services of me]d::f;“don CZ‘TS to ‘de“infy oy expired or
a licensed pharmacist who provides consultation unfabeled medications. Any/all negative
0 ts of th L. £ oh findings will be corrected at time of
on all aspects of e provision of pharmacy discovery. A Facility Incident &
services in the facility. Accident Report will be completed for ]
: each incident identified. :
Systemic Change(s): '
. The facility policy and procedure has
This REQUIREMENT is not met as evidenced been TEVIC;?WEd and no CTf}haﬂgFS are
by: : warr_ante at th;s tlmm?. e‘hcenscd
Based on observation, staff interview and facility ?;r?;ﬁglsiff will be ‘{’;;‘;“C‘;‘/j bgg‘;
document review the facility staff failed to £iona’ nursc consuttant ancvor “JUN on
| h tical d £ the policy for monitoring medications to
implement pharmaceutical procedures for include, proper labeling, dating and
dispensing of expired biologicals and labeling of removal of all expired medications to
biologicals on 2 of 3 nursing units. include all biologicals not labeled or dated
when opened.
The findings included:
On 8/31/16 at 12:45 p.m., a medication room .
inspection was conducted on the right hall !
nursing unit. Stored inside the medication 1
refrigerator were medications and biologicals to ;
include several multi-dose vials of insulin. Four of [
the insulin multi-dose vials were expired as i
follows: |
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1. Lantus 100 units/ml {milliliter); open date
7/6/16, expired on 8/3/16.

2. Humulin Regular 100 units/ml; open date
7/6/16, expired on 8/6/16.

3. Humalog 100 units/ml; open date 6/30/186,
expired on 7/28/16. -

4. Humaleg 100 units/ml; open date 7/23/16,
expired on 8/20/16.

The right side hall Registered Nurse (RN) unit
manager was in the medication room at this time,
She was asked who is responsible for discarding
outdated insulin, she stated, "l personally think
everybody using the insulin should be checking.”

On 8/31/16 at 1:15 p.m, the left side nursing unit
medication room was inspected. One multi-dose
vial of Novolog insulin 100 units/ml was dated as
opened on 8/2/16, expired on 8/30/16. One
opened multi-dose vial of Humaleg 100 units/ml|
insulin was not labeled when opened.

The left side hall RN unit manager accompanied
the inspectors during the medication room
inspection. She stated her expectation is that
every nurse should be checking the dates opened
on the insulin vials prior to use.

Review of the facility's pharmacy guidelines titled
'Insulin Storage Recommendations’ posted on the
medication refrigerators revised 3/31/16 read, in
part: Opened refrigerated Humalog, Lantus and
Novolog insulin vials expire 28 days after
opening. Opened refrigerated Humulin Regular
insulin vials expire 31 days after opening.

The above findings was shared with the
Administrator, the Director of Nursing and the
Clinical Services Director during a pre-exit

Monitoring:

The DON is responsible for maintaining
compliance. The DON, and/or designee
will perform weekly audits of all
medication carts and the medication
rooms to ensure that medications are
being labeled and dated appropriately and
that all expired medications are being
remmoved per protocol. Detail findings of
this audit will be reported to the Quality
Assurance Committee for review,
analysis, and recommendations for
change in facility policy, procedure,
and/or practice.

Completion Date: October 14, 2016
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meeting conducted on 9/1/16 at 2:20 p.m.
No additional information was provided prior to
exit.
|
|
.=
|
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