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E 000 | Initinl Comments E 000
An unannounced Emergerjey Preparedness ‘ i
survey was conducted 9/10/19 through 9/12/18. i
Tha facility was in substantjal compliance with 42 |
CFR Pan 483.73, Requirethent for Lang-Term
Care Facilities.
F 00O | INITIAL COMMENTS F Coa
An unannounced MedicargMadicaid standarg
survey was conducted 09/40//19 through
09/12/19. Corrections are rpauired for compliance
: with 42 CFR Pant 483 Feddral Lang Term Care
requirements. The Lite Safety Code
survey/report will folfow. ‘
+ The census in this 180 cerllfied bed facility wae
141 at the tima of the survey. The survey sample
conslsted of 28 current Regldent reviews and 2
! closed record reviews !
F 684 Quality of Care F 684 (F:684 )
§5=p . CFR(s) 483,25 - Corrective Action{s):
| . Residents #98's attending physician was
' § 483.25 Quaiity of care notitted that the facility failed 1o
Quality of care is & fundamantal principle that administer physician ‘?'rdm‘,j Tricor ay
applies to all fraatment and|care provided to ?;Se;'eddb_y ll']u: phyjl.cm’l LEN fJJ
facility residents. Based onlthe comprahensgive obso Vct. o th‘e s l.ca';on p ass
asasssmaent of & resident, the fagility must ensura inscm:c]?:ainaih:lrc:?::e d?:a"ltgn'onc
that residents receive treatrnent and care in I e . e mg‘ 4 the 5 ri ht's 2f
I accordance with profassionpl standards of AEiERTISH adminisrrat!cnsA facility
practca, the comprehensiva person-centered Medication Crror forn was completed for
| care plan, and the resldents choices, this incident
' This REQUIREMENT is ngl met as evidenced
by Tdentification of Defictent
Based on stafl interview, cfinical recard review, | Practices/Corrective Actlon(s):
and during 8 medication pate and pour "All other residents receiving medications
observalion, the faciity staff failed to ensure that 'may have been potentiaily affected. The
& restdent receved raatmept and care by NON, ADON, and/or Unit Managers will
| following physician orders for 1 of 30 Residents, Ltonduct 2 100% audit of all residents l
LABORATURY MREC1OR'S CR PROVIDE Rrsu PLIER REFRESENTATIVE'S SIGNATURE TITLE (X8) DATE

ALV

KO,

Ad mipsstagit.  )6-1-)9

Any geficicncy sBtatement ending wilh an .5'.Bngl\ {
¢ther safeguards provide 1uMcient protoction to th

) Gencies a deficicncy which the Insutution may be excuied from comscung providing it 15 datemined \nat
patlents. (Sce mstructona.) Excepl for nursmng homes, the findings stated sbove are disciosetle 50 daya

fallawing the gats of survey whether or not 3 plan Jf corraction ‘& pravided, For nurang hemes, the above findings and plans of corectinn are disclosabla 14

oBys fallawing the dato these docurents ace rmadd
pragram part&ipation.

available to the taciuty. If deficiencies are eited, an approved plan of comection is raqulsie 1o continued

FORM CM5-2587(02-BB) Prevaus ersians Obeolate

Eveni iD:CHC111

Fauw‘ 10, vAON7

If continuatian shaet Page 1 o1 §




PRINTED: 03/24/2019
FORM APPROVED
OMB NG. 0938-0341

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Resident #98.

The findings inctuded:

The facility staff failed to administer the
| Resident's tricor. The Resident had a physicians
‘g order for this medication to be administered daily.

* A review af the Resident's face sheet revealed
that this Resident had been admitied to the facility

; on 06/14/19. The diagnoses on this face sheet

L included, but were not limited to, chronic kidney

| disease, malignant neoplasm of bladder, type 2

" diabetes, hyperlipidemia, and chronic atrial

:fibbrillation.

Section C {cognitive patterns) of the Residents
admission MDS (Minimum Data Set) assessment
. with an ARD (Assessment Reference Date) of
| 06/21/19 included a BIMS (Brief Interview for
Mental Status) summary score of 15 out of a

! possible 15 points.

\ On 09/11/19 at 8:27 a.m., the surveyor observed
: LPN {licensed practical nurse) #3 prepare and
administer Resident #98's morning medications.

, After the medication administration, the surveyor

| reviewed the Res:dents clinical record. The

| clinical record included "Physicians Orders” for
the month of September 2018. Page 2 of & of

| these orders included the arder "TRICOR 145

: MG TABLET 1 tab p.o. (by mouth) QD (everyday}

‘ Dx (diagnosis) hyperipidemia." The surveyor did
not observe LPN #3 prepare and/or administer

. this medication to Resident #98.

|

, On09/11/19 at 927 a.m., LPN #3 and the
surveyor checked the medication cart and this

F684‘
:

Residents identified at risk will be
corrected at time of discovery and their
attending physicians will be notified of
cach negative finding and a facility
Incident & Accident Fonm will be
completed for each negative finding.

Systemic Change(s):

The facility policy and procedures have
been reviewed and no revisions are
warranted at this time. The nursing
assessment process as evidenced by the
24 Hour Report and documentation in the
medical record /physician orders remains
the source document for the development
and monitoring of the provision of care,
which inciudes following and
administering medications per physician
orders. The DON and/or Regional nurse
consultant will inservice all licensed
nursing staff on the procedure for
following and administering medications
per physician order.

Monitoring:

The DON will be responsible for
mainlaining compliance. The
DON,ADON and/or Unit Managers will
audit resident MAR's weekly to manitor
for compliance. Any/all negative findings
and or errors will be corrected at time of
discovery and disciplinary action will be
taken as needed. Aggregate findings of
these audits will be reported te the
Quality Assurance Committee quarterly
for review, analysis, and
recommendaticns for change in facility
palicy, procedure, and/or practice.
Completion Date: 10-25-19
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55=D | CFR(s): 483.45(g)(h)(1)(2)

§483.45(g) Labeling of Drugs and Biologicals
Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professicnal principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

§483.45(n) Storage of Drugs and Biclogicals

§483.45(h)}{1) In accordance with State and
Federal laws, the facility must store alt drugs and
biologicals in locked compartments under preper
i temperature controls, and permit anly authorized
personnel 1o have access to the keys.

§483.45(h)(2) The facility must provide separately
locked, permanently affixed compariments for
storage of controlled drugs iisted in Schedule Il of
the Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
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F 684 | Continued From page 2 F 684
medication was available for administration. LPN
#3 verbalized to the surveyor that she did not i
usually work this station {unit) and stated she
eould not confirm that she gave this medication.
| On 09/19/14 at 3:34 p.m., during a meeting with
_the survey team the administrator and nurse
consultant were made aware that LPN #3 did not
administer the Residents tricor per the physician
order.
No further information regarding this issue was
provided to the survey team prior to the exit
conference on 09/12/18.
F 761 Label/Store Drugs and Biologicals F 761 61

Corrective Action(s):

The unlabeied Tresiba flex touch pen in
the medication cart on unit #1 was
removed and discarded and an new
Tresiba flex touch pen with the
appropriate labeling information was
obtained from the pharmacy. A Facility
Incident & Accident form has been
completed for this incident.

Identification of Deficient Practices &
Corrective Action(s):

All unit medication rooms, medication
refrigerators and medication carts used for
the storage Insulin flex pens may have
been potentially affected. The DON,
ADON and/or Unit Manager will conduct
a 100% review of the medication roems,
medication carts, and medication
refrigerators to identifyy any inappropriate
or mislabeled labeled insuiin pens and/or
medication. Any/all negative findings will
be corrected at time of discovery. A
Facility Incident and Accident Form will
be completed for each incident identified.
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abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

" This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, clinical
record review, and facility document review, the
facility staff failed to ensure a medication was

. labeled per their policy and procedure on 1 of 4
‘ station's, station #1.

The findings included:

The medication administration cart on siation #1
included a Tresiba flex touch pen (insulin) that
was not labeled with a Residents name or any
identifying information.

On 09/11/19 at 8:27 a.m., during a medication
pass and pour pbservation on station #1 LPN #3
removed a Tresiba flex touch pen from the
medication cart. This Tresiba flex touch pen was
| not labeled with any identifying information to
indicate whom this medication was for.

t When asked how you would know wha this
medication was for LPN #3 verbalized 1o the
surveyor that since it was not labeled she did not

“ know for sure who it was for and stated this was

*‘ not the medication cart she usually worked.

| The faciity policy/procedure titled, "Labeling of
Medication Containers" read in part, *...Labels for

i individual drug containers shall-include all

! necessary information, such as... The Resident's

" hame..."

. On 09/11/18 at 3:34 p.m., during a meeting with

Systemic Changes):

Facility policy and procedure for
medicatior and biological storage have
been reviewed and no changes are
warranted at this time. All licensed
nursing staff will be inserviced on the
Medication Administration Policy and
Procedure to include weekly review of all
Medication rooms, medication
refrigerators and medication carts for
medications to include injectable
medications and biologicals that may not
be labeled with the correct resident
information or medication instructions. In
addition, The Pharmacy consuitant will
cheek cach medication room and each
medication cart for improper labeling of
medications during scheduled monthly
VISI{S,

Monitoring:

The DON is responsible for maintaining
compliance. The DON, ADON and/or
unit manager will perform weekly
Medication room and Medication cart
audits to monitor for compliance. All
discrepancies found in these audits will be
corrected at the time of discovery, Resulis
of these audits will be reported to the
Quality Assurance Committee for review,
analvsis, and recommendations for
change in facility policy, procedure,
and/or practice.
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the survey team the administrator and nurse
consultant were made aware that the medicatian
cart on station #1 included a Tresiba flex touch
pen that was not labeled with any identifying
information to include a Resident's name.

On 09/12/19 at 10:30 a.m., guring an interview
with the unit manager on station #1. The unit

{ manager stated he had discarded the urlabeled
Tresiba.

| On 99/12/15 at 11:10 a.m., surveyor #2 checked

the medication carts on station #1, station #4, and
the middle cart. Surveyor #2 also checked the

" medication rooms on station #1 and #4 with no
further issues identified.

No further information regarding this issue was
provided to the survey team prior to the exit

conference on 09/12/19.

(X4)10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5
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
DEFICIENCY) H
£ 761 | Continued From page 4 F 761

y1oMaA
SETNEREL

FORM CKMS-2557(02-88) Previous Versions Obsaiete

Event ID: OHC111

Fadility 127 VAD117

If continuation sheet Page 5of &



PRINTED: 08/24/2018

FORM APPROVED
State of Virginia
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: RGBT COMPLETED
VA0117 EIMING 09/12/2019
NAME OF PROVIDER R SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
HERITAGE HALL TAZEWELL e
TAZEWELL, VA 24651
X410 | SUMMARY STATEMENT OF DEFICIENCIES | D | PROVIDER'S PLAN OF CORRECTION i x5
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORREGTIVE ACTION SHOULD BE | COMPLETE
6 | REGULATORY OR LSC {DENTIFYiNG INFORMATION) TAG CRO$S-REFERENCED TO THE APPROPRIATE | DATE
: | DEFICIENCY] ;
F 000 Initial Comments F 000
- An unannounced Medicare/Medicaid standard ‘
survey and biennial State Licensure Inspection E
was conducted 09/10//18 through 09/12/19, |
i Corrections are required for compliance with 42 ‘
CFR Part 483 Federal Long Term Care
. requirements and Virginia Rules and Regulations {
for the Licensure of Nursing Facilities. The Life ‘
Safety Code survey/report will follow.
|
The census in this 180 certified bed facility was :
141 at the time of the survey. The survey sample
consisted of “28 current Resident reviews and 2
closed record reviews, .
|
F 001| Non Compliance F 001

The facility was out of compliance with the
. following state licensure requirements:

This RULE: is not met as evidenced by:

- The facility was not in compliance with the
following Virginia Rules and Regulations far
Licensure of Nursing Facilities

| Nursing Services
12 VAC-5-371-220 (A,B, C)cross reference to
| FEB4

Pharmacy Services
i 12 VAC-5-371-300-cross reference to F761
|
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