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E 000 | Initinl Comments

An unannounced Emergency Praparadness
survey was conduclad 813/2019 through
8/14/2018, The facify was in substantal
compiiance with 42 CFR Part 483.73,
Requirement for Long-Tarm Care Facilifles.

F 000 | INITIAL COMMENTS

An unannounced MadicareMedicaid standard
survey wes canductad 08/13/19 fhrough
08/14/19. No complaints were Investigated during
this survey. Corrections ar required for
campliance with 42 CFR Pert 483 Federal Long
Term Cara requirements. The Life Safely Code
survayfrapor! will follew.

The census in this 60 cerlified bad facility was 52
at the time of the survay. The survey sample
consisted of 22 current Resident reviews and 3
closed racord raviaws.

Free from Abuse and Maeglact

CFRis): 483.12(a)(7)

F &00
88=D

§483.12 Fresdom from Abuse, Negiest, and
Exploifation

The tesident has the right to be free from abuse,
neglsct, misappropriation of resident property,
and expicitation as defined in this subpart, This
Inchides but is not Fmited to freedom from
corporal punishment, involuntary seclugion and
any physicel or ¢chemical restraint not required to
traat theresident's medical symptoms.

§463.12(a) The faclity must-

§4583.12(2)(1) Not uvsa verbal, mental, sexual, or
physical abuse, carporal punishment, or
Inveluntary sachualon;

E 000

FOong

F 600

reoo

Corrective Action(s):

Resident #28 is no longsr in the facility.
C.M.A. #3 involved in the incident with
resident #28 was terreinated and report to
the Virginia Board of Nursing. This
incident was investigated and reported to
the appropriate state agencics,
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This REQUIREMENT iz nof met as evidenced Ydentifieation of Deficient Practice(s) &
by: - Corrective Action{s)
Bawad on abservation, resident Interview, slaff Ali residents may have potentially been
interview, clinical record review, and facility affected. The last 90 days of Incident
documant review, it was determined tha facility reports and resident council minutes will
staff failed to ensure one of 25 Residonts in tha be reviewed by the administrator to
survay sample was free from physical and varbal identify any residents at rigk. Any/all
abuse, Resident #28. The facility staff failed to residents dentified will immediately be
profact Resident #28 fram baing physicaily and investigated to determine if corrective
verbally abused by CAN {certifiod nursing action is required to prevent and profect
| assistant) #3 On 5/15/19, when LPN (licensed résidents from future verbal or physical
practical nurse) #3 witnassed CNA, (certified abuse. Additionally, any/all negatives
! nursing agelstant) #3 cursing ai the reaident and findings will be reviewed for proper
[ placing his arm around Resident #28's neck In a reporting fo required State Agencics and
"choke hold’ restraining the rasident while ﬂ“g ;m?ef "gf’“'e’:"”}‘”‘w“ © %“:}:“ place
i : and the attending physician, and the
applying the rasidents gown. responsible party will be notified. A
facility incident&accident report will be
The findings Includs: completed for ¢ach negative finding.
Systemic Change(s)
ili j duee &
Resident #28 was admitied {o the faclity on gﬁggggﬂgﬁﬁf;&ﬁf sbuse
E/19/17 with tha d;sagnoses that Included b.ut not has been reviesved and no changes are
limited fo typs 2 diabetes meliitus, hear failura, warranted at this Time. Al staff members
high blood pressure, dementla, majt_&r dapressive will be inserviced and given a copy of the
disorder, and acquired ateenca of right knse. poticy and procedure by the administrator.
The most recent MDS (Minimum Data Sat}, a The in-services will include the procedurc
quariery assesament, with an ARD (Asspeament for reporting incidents of abuse,
reference dals) of 6/26/19, coded the resident as interventions and monitoring for residenis
seoring 2 3 out of 15 on tha BIMS (Brisf Interview who ave aeting out physically and
for Mantal Status) score, indicating the Residant notification to responsible party and
had gavers cognitive impairmant for daily attending physician per policy, E
decizion making. The resident raquired extensive — é
assistance for dressing; was frequantly GEﬂ VE@
incontinent of bladder and occasionally
incontinent of bowel, AUS 2 5 2619
- VBH/QLC
On 5115118 at 10:20 PM, the Virginia Depariment
FORM CMS-2667{02-88) Previous Yeralons Ohsvlels Evand D401 Facliy I0: VAG1EY IF eontiauation shaet Page 2 ot18
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of Health, Offlee of Livengure and Cartification
raceivad a Facility Reported Incidant (FRI) of an
allegation of abusa/migtraat involving Reaident
#28 and CNA (Cartifind Nurse Assistant) #3 on
51519 at approximately 8:40 PM,

Review of the FRI revesled the following
documentation: Facility Name: (Name of CNA#3)
Report Date: 5/15M19 Incldant Date: 5/15/19.
Rasident Involved Neme of Residant #28.
Injuries; @ bax with an X for No. The box for
Allegalion of abusa/mistreatment contained an X.
Deseribe ncidant location, and action taken: At
approximately 8:40 pm on 51519 nurse (Name
of LPN Jlicansed practical nurse] #3} was alorted
to a residents room and withessed CNA (Name of
CNA#3) placing the resident (Resident #28) in
choka hold and swearing at the residant, Charge
nurse {name of LPN #3) LPN, immediatsly
rermoved CNA #3 (last nama of GNA #3) from
room and off upit, Nama of (Resident #28) wae
assessed and found to have no matks or
bruiging. C.NLA. {nama of CNA#G) was then
ascorted from the building. The MD [medical
dacior], RP [respons(ble party] and local law
anforcement were hotlfisd, and invesligation iz
underway. C.MN.A, (Jast name of CNA #3) has
bean suspended during investigation and
investigation la underway. Final investigation
outcome fo follow. If applicable, date nefification .
provided 10 Responsibla parly $/15/19 Physlelan
SM5M9 APS [aciult proteciive services 5/15/MY
Law enforcement 5/15/19 . Facility internal
investigation: Initiatad 5/15/19 ...Completed [the
hox forl No contained an X ... Wil be
sondusted/Report forwardad to VDM [Virginia
Pepariment of Health{/OLC [Offcs of Licensure
and Carfification] 5/22/19" Tha fax date and time
stamp documerited: May 15, 2519 10:.21PM."

Monitoring:
The Administrator is responsible for
maintaining compliance. Facility
Incident/Accidents Reports will be
reviewed daily by the DON and
Administrator snd initialed ag reviewed.
The Risk management committes witl
review all Incident & Accident reports
weekly for proper monitoring and
invegiigation. All nogative findings will
be reported 10 the administrator for
immediate investigation and disciplinary
action as roquired. All findings from the
risk meeting will be reported the Quality
Assurance Cormmiitee for reviaw,
analysis, and recommendations for
changes in policy, procedure, and/or
facility practice. '
Campletion Daté: 9/18/2019

——— e
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“Final: Durlng the invastigation, local police
vbtained a etatement from Charge nurse (Nama
of LEN #3), LPN who witnessed tha avent and
removed C.N.A. from: area. The police also called
CMLA, [name of CAN #3] and oblained a
statemant from him. Tha adminigtrator also
in{erviawed and obtained a writlen statement
from Charge Nurse [Name of LPN #3] and
abtainad a verbal statement from [Neme of CNA
#3] =z well regarding the incidént. [Name of
Resident #28)'s physician ordered an ultrasound
of the neck area lo rule out any soft tsaue
damage and the ulirasound results were negative
for any injury. She had light brulsing noted the
day afiar the incident in two ereas of the neck that
has since resolved. Based on statements from
staff who witnessed the event, and the brulslng
noted to the residents neck, the allegation of
physical shuse Is substantiated and C.N.A.
[Name of CNA #3] has been terminatad from
emplyyment af neme of Facility and has been
reporied to the Department of Heallh
Professionals {DHP] for physical abuse fowards
resident [Name of Residant #28]. The follow up
tapott documanted the final report was provided
ta the RP, Physician, APS, DHP, Ombudsman on
§/21/19 and Law Enforcement 5/15/19.

Residant #28, a previous resident at the facillty
and expired on 8/8/19. Therefore, unable to
intarviaw resident.

Araviaw of tha facility's “Incident Witness

Stalement” written by LPN (Licensed Practical -
Nurse) #3, dated 5/15/19, documented in part the
following: “at approx. [sic] 8:40 PM resident wes
yelling “halp" "stop” and could be heard at rursing
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glations, This nurse went to room to check on
resident and obzarvad the following: Resident
was in har wic (wheselchair) very upset walving
her arme around as CNA #3 flast rame] wag
alternpling to put & pown on. As resident
continued to wave her arms, CNA#S3 [last name)
taok hls cight arm and put around resident's neck
in a choke hold (Sic.) and stated, 'Sit still you
[EXPLETIVE] [EXPLETIVE] I'm tirad of your
[EXPLETIVE]L' This nurge immediataly want ovar
to CNA#3 and pulled him off resident. At this
point resident was crying and stated, 'He does
this to me all the time.' CNA#3 was escortad out
of the room. Resident was assessed and no
Injury at inifial incident. ADON [Assistant Director
of Nursing) was called and infermed of incidaent
and instructed nursa to have CNA #3 clock out
and leave facility until further noficed, As CNA#3
[fast name] was escorted out he slated, ¥'m sony
I gof rmad. | gusss | should just quit™

A roview of the thnical record revesled a nurse's
note by LPN #3 dated 5/16/19 st 5:00 AM,
documented in part the following; “Since Incident
from 5/15/18 at 2040 (8:40 PM) rasldent has
been fretyuently assessed throughout 11-7 shift,
Vital signs were obfalned g (svety) 30 mins
{mhutes)...VS (vital sigis) wers WNL {within
normal limils) for resident...Resident has been
reating [ bed wiout (without) complaint, During
hyglens care, af approx 0200 (2:00 AM),
seatiéréd brulsing was ohsarved fo loft side of
resident's neck above her shoulder, Resident
stated her neck was sore but didn't hurt bad
endugh for pain mads imadications]...”

Further revlew of tha clinical record revealad a
nurse’s note by ASM (Administrative Staff
Member) #3, the ADON (assistant dimctor of

F 500
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nursing), dated 5/16/19 at 8:00 AM, documented
In part the following; "This nurse asssssad this
residant neck area and noted 3 psa size areas to
L (left} side of neck red in color, no edema noted.
Denied pain or discomfort. No $/8 (signs er
symploms) difficulty in swallowing. Resident took
sip of H20 (water} with no difficully in swallowing.
No cough or congestion roted, Resident
alett/confused par her notm (normal), No
increase anxiety or agliation noted. No cryving or
tearfulness noted. NP (Nurse Practitiongr} in this
am. Crdered ullrasound (US) of neck tu (follow
up) injury. US to be arranged. No 5/8
disireasidiscomfort noted. Resting auiatly in bad
with resp {respiration) evenfonlabored. Cali belt
within reach.”

The facility's FRI documantation ravealed a noie
dated 516719, that documanted in part the
following "During a phone conversation 548/
betwesn [Name of AGM #1, the Adminisirator],
[name of ASM #3.the assiztan! diractor of
nurging] and [name of CNA #3], [name of CNA
#3] gave a verbal statement that ha had not
placed the resident in a choke hold, but was just
resiraining har arms o he [sic} side to get her
drassed.”

A raviaw of the clinical record revesled the
resident was seen prior fo this insident by
peychological services. A psychologleal servicos
progress note dated 3/1219, documented in part
the following

"Does the patient have the capacily to participate
in and beneflt from freatment? Yeg"

Under the section "Mental Status Examination”
documentad the following;

"Judgment: Mod, (moderate) Imp. (Improvement)
Affact: Lathargic.
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insight: Impaired

Crientation: Parson, Place

Mood: Flat”

Under the section "Long Tarm Therapy Goals”
dosumented the following;
"Stabilization/Raduction of affective and/or
cognitive symploms. increase compliance with
treatment plan ... Reduction of behavioral
prohlams.”

Undar the section "Snort Term Therapy Goals"
tocumeniad the following,

“Goal: Reduce heightened ssngilivity to bodlly
distress and reporis of physlcal symptoms due to
masked depression or anxiety. Progress mada:
Moderals,

Goal: Adapt to new living patlerns whils showing
acceplance of the loss. Progress mada:
Modemta”

Areview of the clinical record ravealed
physician's arders revealad an order dated
5/15119; “Uitragound goft tissua neck Foliow up
irjury. Change ropinirola (3) to 0.25 mg iablet by
maouth daily PRN (as naadad) pain/RLS (restless
leg syndgroma) and 1 mg tablat by mouth every
hour of sleep PRN pain/RLS. De not give PRN
doses < 8 hours apart”

A review of the clinical record revealad a
physician’s note dated 5/16M9, dacumented in
pait the following;

"Peychiatiic: Affact: appropriate

Appearancs. appropriate, sndous - valies
Mood: appropriate... Thought process: confused
Judgement: poor

Skin: warm

Color: WNL/Pale

Assessiment and Plan: Plan: 3, Finally sesms well
controfied wilh Methadona [6]...Norco. .. Cymbalta

AUG 2 6 2019
VDH/OLC
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Areview of the clinical racord revealed a
medication administration record (VAR) dated
May 2019, documented in part that the resident
was presoribed and administerad a blood thinner
svary day, [Ellauls (5)]. Pain medications
[Methadans (8), Norco (4) nona on tha dale of the
Incident or afier ihe ingitent on §/15/19),
antianxiety medication [Ativan (7) on 5818 none
on the day of or after tha incident],

A raview of the clinical record ravealed an
ultrasound report dated, 5/2019, documented in
part the following; "Findinga: No ulirasound
abnormality in patient's are of concern. ACT
{computed tomography scan) with IV
{intravenous) conirast could further evaluate if
elinical concern persists for neek pathology.”

A review of the clinical racord revealsd nurse's
notes that revesied the resident exhibited the
behaviors of erying prior to the incident on
multiple dates alnost dally unrelated io the
5/1618 incldent.

A review of the clinlsal resord revealed a
somprehensive care plan which documentod in
part the following; "(Resident #20°s name) ... At
tisk for anxisty/deprossion...abserve for change in
mental status, dated 4/16/19; Fotential for side
effacts related to use of antidepressant and
antlanxialy medications,..monitor resident's
mental statug functioning on ongoing basis, dated
4/24119..."

Araview of CNA #3's perzonnel file revealed a
*Corrective Acion Form” dated 3/5/49. Under the
section, “Level of Corrective Actlon” documented
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in part the following: *Siep 1-Initial Counseling.”
Linder the section, "Nature of Infraction”
documenied in part the following: "Failure to
fotlow proper nursing (CNA} prafocals with
resident and not using good customer service.”
Under the section "Corrective Action Taken”
docurnented In part the following: "Educated, on
pollcy and proceduras on customsr service and
following proper nursing (CNA) protocols.” Under
the section, "1f action is repeated or
improvements ig nat shown” documented In part
the following: "May lead up to further corrective
actions which may lead to
tarmination/auspension.” Under the seclion,
"Employss Commants” documented in patt the
fallowing: * actively demonstrated to her how to
usa the call balf so 'm unsure how she could fail
to have it.” At the bottom, CNA#3, ASM #3, and
ASM 31, signed and dated the dodument on
36419,

On 814719 at 1:03 p.m., an interview with LPN #3
wag conducted via phone. LPN #3 confirmed his
statementi above and confirmed Resldent #28
was inferviewed and her stafement, LPN #3
stated regarding the residont's hehavier and
bruising after the Incidant, " don't recall finding
any - {Resident #28) behavior changes.... She
{Regident #28) had bruising on her neck. It
wasn't- 1 honasily can't remembear if tha bruising
was redated to the incident or from before the
Incident and not ralatad.”

On 814119 at approximataly 3:30 PM and 3:45
PM, facifity staff membars LPN #1, O8M (Other
Staff Mombar) #2, OSM #1, LPN #2, CNA#1,
CNA#2, and OSM #3 were interviewed regarding
suspacted rasident abuse and each responded

by staling to immediately report the Incldent o the
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administrative staff immedistely.

On 8114719 af 4:15 PM, an interview with ASM #3
was conducted. When asked aboul the events
that took place on 511518, ASM #3 stated, " got
phone call fromy LN #3, tolfing me that he
walked In a resident’s room and a CNA, CNA#3
looked llie to him, had her {Resident #28) in a
ohoke hold. | told him (LPN #3) o immediately
sscort him (CNA#3) from the building and | would
call ASM #1, | called AGM #1 and he came to the
buliding. ASM#1 got here approximataly 10
minutes latar. | askad if | nesded to come in and
was fold no sinca ASM #1 was here” When
asked about the avents thal fool place the next
day, 5/16/19, ASM #1 =tated, "The next day |
came 10 work at B:.0D AM and assessed Resident
#28. She danied pain fo ma. Resident #26
sipped water without difficully. | noticed she had
throe little rod paa sized spots on the leff side of
her neck, They were non-tender to touch and no
faclal grimaces. No comptaints of pain. Qur
Nurse practitionsr came in and was informed of
the incigont, and sha ordered an ultrasound of the
nack. Tha razulls were no abnormalities.” When
asked if the ulfrasound conducted In-house, ASM
#3 siated, "In-house. We have a company who
does ullragsounds and x-raye here," Whan asiked
about the follow up investigation by the facility,
ASM #3 stated, ™ know we in-sarvicad the staff .
on abusa, the proper protugol, Vs hava the QE CE EVEE

Facility Reportad Incident mapping al the nurse's

station and in my office, The CNA's hava the

types of abusé written under thair namatags. Aug 2 5 20!&?
GCNA#3 was torminated.” ASM #3 stated, "One ; .
resident loved him and asked for him. But we Vo RICGLC

don't have any documantation of speaking with
the residents. No athar complaints from apealdng
with residents during that tima pariod.”
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A group interviaw was conducted on 08/14/19 at
approximataly 09:56 AM with Five cognlfively
intact residents, (Residerd #41, GR Residents
#15, #21, #24 and #23. Al residents were coded
with a BIMS (breif intendew far mental status)
score of 15 out of 8-15 on the MDS dssassments,
15 meaning cognitively intact), None of the
residents voicad any concerns ragarding staff
treatmant of residents.

Review of the faciity's grievance lngs dated
August 2018 through August 2019 failed o
avidence any concarns regarding resident abuse
from facility staff.

Review of the facility's "Resident Council Meeting
Minutes" dated August 2018 through August 2019
feiled fo-evidence any concerns regarding
resident abuse from facility staff.

Raview of the FRIs {fasilily repotted Incidents)
dated August 2018 through August 2018 failed fo
svidanca any concerns regarding resident abuse
from fadility staff.

A review of the facilify's pollcy "Abuse, Naglact
and Exploitation Prevention and Reporting”
documenied in part the followlng; "Pelicy: Each
resident has the right t6 be froe from abuse

... Thls [nciudss but is not limitad to freedom from
soeparal punishment ... any physical ._restraint not
regifired to treat tha rasident's madical
symptoms. Resident must not be subject to
abuse by anyons, including, but not imited to;
facilily staff ...7. Investigation of Alleged Abuaa,
Naglec and Explofalion: Whan suspicion of
shusa ...ofr reports of abuge ...accur, an
investigation ig immediately warrantad. Once the
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rosident is eared for and initia] reporting has
occurrad, an investigetion should be conducted.
Componenizs of an investigation may inclutie: a.
Interview the involved resident...b. If there & no
diacaernible response from the resident, or if the
resident's response in incongrueni with that of a
reaaonable person, interview the ragident's
tamily, responsible parties ...c. Intarview all
witnesses separately. Include roommates,
residents in adjoining rooms, staff members in
the ares, and visifors in the area. Oblain winess
staterrents ... Dosument the entire investigation
chronologleally ..."

On 8114719 at 4:57 PM. ASM #1 and ASM #2, the
Regional Vica Prasident of Dparations, were
made awars of the findings. ASM #1 was
requested to provide any additonal psychiatric
documentation and any datailad notes for skin
agsosgments.

On 8/14/19 at 6:30 PM, ASM#1 stated, “There
are no other psychiafric notes.”

On 8/M14/19 at 5:35 PM, ASM #3 stated, "The Skin
inspection Report documents options for the
nurse lo choose skin is intact or not intact. The
shin not intact - exlating is documenting the
wound fram a recent surgical Incislon of her right
lsg." - SR

No further information was provided by tha and of
the survey.

Rafarences:
{1) Cipro: Used to treat bacterial infactions in

many diffarant parts of the body. This informefion
was obfained from the following website:

RECEIVED
AU 2 6 2019
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hitps:/www.mayoclinic,org/drugs-supplements/ci
profioxacin-oral-route’description/drg=20072266

{2) Bactim DS: Sulfamethoxazole and
trimethoprim cembination: Used lo treat infections
such as wrinary fract infections. This informafion
was obtainad fram ihe following website:
hitps:/Avww. mayoclinic.org/drugs-supplemenis/suy
Hamethoxazole-trimethoprim-orabroute/descrptio
n/drg-20071888

{3) Ropinircla: Uzed alone or with other
madications to treat the symptoms of Parkinson's
disaass (PD; a disarder of the nervous system
thal causes difficullies wilth movement, musgcle
control, and belance), inchuding shaking of parts
of the body, stiffress, slowed movements, and
problems with balance, Roplnirole is also usad to
treat resfless legs syndrome (RLS or Ekbom
syndrome; & condition that causes discomfort in
the legs and a sirong urge to mova the Jags,
espacially at night and when sitting or lying
down). Ropinirole is in a class of madications
called depamine aganists, It works by acling in
place of dopamine, & natural substance in the
prain that is nesdad to control movement. This
informalion was abtained from the following
wabsile:

nttps:medilinephis gov/druginfo/meds/a606013.h
tmi

{4) Norco: Hydrocodons and acetaminephen
combination & usad to relievs pain severe
enough {o reguire opioid reatment and when
other pain medicines did not work well enough or
cannoi be tolerated. This information was
obtained from the following websile:

hitps:/Avww mayoclinic.org/drugs-supplements/hy
drocodone-and-acetaminophen-oral-route/descrip

RECEIVED
AV 26 2019
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{B) Ellquig: Usad to treat deep vein thrombus
{DVT) (bicod clot) or pulmanary embolism (PE),
and to lower your risk of having a repeat DVT ar
PE. This informalion was obfained from the
following website:

https/Avww.ndist. com/eliquis-drug/patient-images
-gida-effects. him

{6) Methadons HCL: Used fo treat modarate o
severe pain when arcund-the-clock pain refisf is
needed for a long perlod of time, This
nformation was obtalned from the following
wabsgila:

hipe: v mayaclinic.org/drugs-supplementsim
aihadone-oral-roufe/dezcription/drg-200T5806

{7) Ativary:. Usad to traat arxdety disorders. itis
sho uged for short-tarm reflet of the symptoms of
anxlsty &r ardety caused by deprassion, This
information was obtained from the following
websits:

https:/Anvay. mayoelinie, org/drugs-supplamentafor
azapam-oral-route/description/drg-20072298

; k812
F 812 | Food Procurement, Store/Prepare/Serve-Sanitary Fai2 Corrective Action(s):
55=0 | CFR{s): 483.60{){1}(2) osM# mvoivgd with :ﬂm lonch pass and
. . handling prepared food without changing
§483.60(i) Food safety requiramants. gloves between handling multiple items
The facility must - have received one-on-ove in-service
. training from the Dictary Menager on
§483.60(i)(1) - Procurs food from sources proper infection conirol practices and the
approved or considerad saiisfactory by federal, proper handling of prepared food when
state or local suthorities. plating food for the residents during the
(i) This may include food iterns obfained directly mesl service. A Facility Incident &
from local producers, subject to applicabis State Accident form has been completed for
and local laws or reguiafions. this incident.
{ii) This provizion dogs not prohiblt or pravent . R
FORM GM3-2667(02-46] Previous Versions Olisciste Event ID: %B4011 Fadity ID: YAGHH If continuation shaet Page 14 of 18
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facilifies from using produce grown in facility
gardens, subjeci to compliance with applicable
safe growing and food-handling practices.

{iil) This provision dnas not preciude residents
from consuming feods not procured by the facilily.

§483.60(D(Y) - Store, prepare, distributs and
serve food in accordance with professional
standards for foud service safaty.

Thiz REQUIREMENT is not mat as evidenced
by:

Based on obsarvation, staff interview, and faciiity
documentation raviaw, it was determined the
fachiiy staff fajled to prepare and serve food in
accordanes with professional standards for food
service safaly.

The faciliy staff falled to prepars and serva meals
iy 2 sanitary manner during an obaervation of the
lurich, meal tray ine in the kilchen. OSM (other
staff member #6) was obzerved wearlng the
gama gloves throughout the maal tray ne
fouching hotdog and hamburger bunsa placed on
meal plates for residents afier touching the
pushoart, microwave and other items,

The findings include:

On 8713718 between 11:50 AM and 12:18 PM, Bn
abservation of the junch, meai fray-line I the
kitchan was conductad. O8M (Other Staff
Membar) #8, the AM Cook, was ohserved
preparing and sarving meals durlng the lunch,
meal-tray- line, OSM #6 was obhserved a6 she
preparad each plate for the dining room and frays
of resldents pating in thelr rooms. OSM#6 was
observed waaring the same gloves for preparing
the plates and bowis,

Corrective Action{s):

The Dictary Manager andfor DON will
monitor three separate meal passes 1o
identify any negative findings with the
platmg of residént food and mesi set up.
All negative findings will be corvected at
time of discovery and disciplinary action
will be taken s indicated. A facility
Incident and Aceident form will be
completed for cach negative finding
identified,

Systemic Change(s):

Current facility policy & procedure has
been reviewed and no changes are
warraied at this time. The Dictary
Managér will in-service the dictary staff
on the proper preparing, storing and
distribution of food unglex sanitary
conditions, 1o inclade proper glove usaze
and hand washing when proparing and
plating resident food while on the meal
tray lins,

Munitoring:

‘The Distary Manager is responsiblc for
maintaining compliance. The Dietary
manager wili complete 3 random mest
tray line passes a week fo manitor for
compliance. Any negative findings will be
corrected at time of discovery and
disciplinary action will be taken as
warranted, The results of these audits will
be reported to the Quality Assurance
Committee for review, analysis, &
recommendations for change in facility
policy, procedure, endfor praciics.
Completion Date: 9/18/2019

—
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OSM #56 waz abserved to handling serving spoon
handles, fongs, pushing a cart, touching the
microwave, and other Hemas potentially
contaminating her gloves before handling the
plates and bowls for resldents’ meals. OSM #6
was observed liffing each plate and bowl with her
gloved hand observed touching othar items, with
her thurnh on the food contact surfaca. OSM #5
was also obgserved to fouching hotdog buns and
hamburger buns when placing them onto the
residents’ meal platas with the same-gloved
hands throughout the lunch, meal tray-line
senvica,

OSM #6 was observed picking up & hotdog bun
that containad a mechanical soft hotdog meat
from ona plate to another plate with the
sama-gloved hands.

On B/13/19 =t 12:18 PM, an Interview with OSM
#5 was conducted. When asked the concem of
wearing the same gloves throughout the meal
tray fine and touching hatdog end hamburger
buns with the gloved hands sffer touching the
pushecart and mierowave, OSM #6 stated,
"Contamingtion.”

On 8.13.1% at 12:21 PM, an Inferviaw with GSM
#5 was conducted. Whan asked about that
above identified concern of wearing tha same
gloves throughout the meal lray line fouching
hotdog and hamburger bune placed on meal
plates for residents after touching the push cart,
ticrowave and other ileme. DSM#S stated,
“Those are things that she should have changed
her giovas and washed her hands. Then puton a
naw pair of gloves. She should have not touched
tha microwava and the cart handles and theh
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toucehed food without changing her gloves and
washing her hands. It is an infection contrel and
gerving food in & sanitary manner.”

A review of the facifity policy, “Safaty ang
Sanitation - Saclion E” documented in part the
following;

"Policy: Gloves will he worn to maintzin aafe and
sanitary food preparation and service.

Procadure; 3. Proper use of gloves; a. Wash
hands thoroughly befora and after wearing or
changing gloves, Bacteria will build up under
gloves and should be washed away after wearing
gloves. . Change gloves periodically lo minimize
tha buildup of perspiraticn and bacteria, d.
Changa gioves whenever you change an astvity,
the type of fond being worked with, or whenever
you leave the work station.

Further review of the facility pollcles, "Praveniing
Foodbamie lliness - Food Handling® documented
in part the following: "Policy Statement: Food will
be stored, prepared, handled and served go that
the rigk of foodbomne iliness 18 minimized, Policy
interpretation and Implementation: 3. Al
employees who handle, prapare or serva food will
be fralned in the practices of safe food handlzng
and preventing foodbome illnass,"”

According to the FDA (Food and Drug
Adminisiration) 2017 Food Gode: "3-304,16 RE
Gloves, Use Limitation,

CEIVED

(A} F used, SINGLE-USE gloves shal ba usad for

only one task such as working with A G 2 8 25 ig
READY-TO-EAT FOOD or with raw animal —

FOOD, used for no other purpose, and discarded v Hi 0!.0

when dameged or sodad, of whan intarruptions
occut in the operation,”
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AND PLAN OF GORREGTION IDENTIFICATION NUMBER:

496301

(X2) MULYIPLE GONBTRUGTION £X3) DATE SURVEY

A, BULDING

B.WiNG

COMPLETED

0811472019

NAME OF PROVIDER OR SUPPLIER

HERITAGE HALL FRONT ROYAL

STREET ADDREES. CITY. STATE, Zif GODE
400 WEST STRASBURG ROAD
FRONT ROYAL, VA 22630

{X4) 0
PRERX
TAG

QUMMARY STATEMENT OF DEFICIENGIES
(EAGH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDERTIFYING INFORMATION]

D PROVIDER'S PLAN 0OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY}

&)
COMPLETION
. DATE

Fa12

Continved From page 17

Excapt whan APPROVAL is cbtained from the
REGULATORY AUTHORITY az spedified in
3-301.11(E), EMPLOYEES are preventing
cross-cantamination of READY-TQ-EAT FOQD
with bare hands by properly using sultable
UTENSILS such as dali lissue, spatulas, tongs,
single-use gloves,..."”

On 8114716 o 4:57 PM, ASM (Administrative Staff
Member) #1, the Administrator, and ASM #2, the
Regional Vice Presidant of Operations, wera
made awars of the findings.

No further information was provided by the and of
the survey. :
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