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Instaa! Comments

An unannounced btennaal State L:censure '

"{ Inspection was conducted 4/2/19,through 4/5/19.
-] The tacility was not in compliancé with the
-{ Virginia Rules and Regulations for the Licensure
~| of Nursing Facilities. One complaint was

o g:nvestigated during the survey.

| The census in this 130 ficensed bed facility was
-y 102at the time of the survey. The survey sample
ey qgnf_._sl__si_ed of 30 Resident reviews.

Non Compliance

The facllliy was out of compliance with the
foiiowmg state licensure requirements:

Thas RULE is not met as evidenced by:
12 VAC 5-871-370 (A). 'Please cross referance
to F-584

12 VAG 5-371-140 {A). Please Cross ﬂeference
|toF-s07.

- '—12 VAC 5-371-250 (A ) Please Cross Reference
{10 F-636. .

12 VAC 5-371-250 {(A). Piease Cross Reference

-} to F-641.

12 VAC 5-371-250 {G) Please cross reference
to F-656.

<112 VAC 5-371-250 {F). Please Cross Referance
| to F-657.

12 VAG 5-371-200 {B) (1) (u) Piease cross -

-reference to F-B58.

12 VAC 5—371 -360 {E)(ﬂ) Please cross

000

F oot

F oot

12 VAC 5-371-370 (A) Cross References to
F-584

Cross Reference POC for F-584

12 VAC 5-371-140 (A) - Cross Rcfcrcncé to
F-607
Cross Reference POC for F-607

12 VAC 5-371-250 (A) - CI:OSS Reference to
F-636
Cross Reference POC for F-636

12 VAC 5-371-250 (A) - Cross Reference to
F-641
Cross Reference POC for F-641

12 VAC 5-371-250 (G) - Cross Reference to
F-856
Cross Reference POC for F-656

" 12 VAC 371-250 (F) - Cross Reference to
F-657
Cross Reference POC for F-657

12 VAC 371-200 (B) (1} (ii} - Cross
Reference to F-658
Cross Reference POC for F-658

12 VAC 371-360 (E) (11) - Cross Reference
to F-661
Cross Reference POC for F-661
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. raference to F 661

. !reference to’ F-GQO

12VAC 5~37i -260 (F)
- |F780.

* |1zvac 5-371-279 {A).
(R0

12VAG5 5-371 *300 {A)

T1zvac 5-371-340 (A)'
8tz

F-842

.Contlnued From page 1

F 589

12 VAC 5371220 (C) (3) Please cross }" ;

[ 12vac: 5»371-369 (E) Pié_ase cross referenceto|

g -Fj_{im -
SRR I P VAC 5—371—220 {A) Please cross reference to
F-685 . I

12 VAC 5-371-220 @. Please cross reference to S

Pltease_- ca_‘qg_s;tg{a?encé tol .

Pleasa cross raference to o

[ 12vAac3T1220 {A) - Cross Reference to
- F-685
| Cross Reference POC for F-685

"} 12VAC371-220 (A) - Cross Reference to
< | F-689
. Cross Reference POC for F-689

¢ 12 VAC 371-220 (C} (3) - Cross Reference
to F-690 )
Cross Reference POC for F-650

1 12vac3na (¥) - Cross Reference to
F-730
Cross Reference POC for F-730

12 VAC 371-270 {A) - Cross Reference to
F-740

Pié@.s_&, G?éss} referenceto| - Cross Reference POC for F-740 |
F—755 - _
o oon e st s 0 12 VAC 371-300 (A) - Cross Reference to
:12 VACS 371-220 (A) Pie_ea_se cross referenceto| - - | R7s5
. _F ?57 - : L i © Cross Reference POC for F-755
3 12 VAC 5-371-220 {A} © 12 VAC 371-220 (A) - Cross Reference to
'F-?SB o : B757

.}. Cross Reference POC for F-757

12 VAC 371-226 (A) - Cross Reference to
F-758
Cross Reference POC for F-758

12 VAC 371-340 (A) - Cross Reference to
F-812
Cross Reference POC for F-812

12 VAC 371-360 (E) - Cross Reference to
F-g842
Cross Reference POC for F-842
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y An unannounced Emergency Preparedness N IR
: surveywas conducted 4/2/19 through 4/5/19. The | - i

-} facility was in substantial compliance with 42 CFR | *

" | Part 483.73, Requirement fof Long-Term Care -

.. .| Facllities. No emergency preparedness -

B _compiaims were investigated dunng the survey

o B Fjooo INITIAL COMMENTS h

.An unannounced Medlcare!Medsca:d standard

"} survey was, conducted 4/2/19 through 4/5/19.
| Corrections are required for compliance WIth 42
| CFR-Part 483 Federal Long Term Care:*
* | requirements. The Life. Safety Cod_e_su;veyirepoﬂ
-} will follow.. One cornplalnt was mveshgated dunng\
i thesurve A :

The census in thts %30 cemf!ed bed facﬁ:ty was’™
“{ 102 at the time of the survey The survey sampte
| consisted of 30 resident. -
F 558 Reasonable Accommodataons NeedslPr erences

- .CFR(s) 483 10(3)(3) =

F 558| rssg
- 7511 Cerrective Action(s):
Resident #49 & Resident #68 have had
the clocks in their rooms set to the correct
time. A facility Incident & Accident form
was completed for this incident.

,‘ 5§483 10(9)(3} The nght to ;asrde and rece
71 8epvices in the: facalrty wsth reasonable
| accommodation of resident needs and -
{ preferences except when to do'so would -
|- endanger the heaEth or safety af the fesuient or
-2 | other residents: .

[ This RE‘QU!REMENT IS not metas ewdenced -

Identification of Deficient Practices &
Corrective Action(s):

AH other residents may have potentially
been affected. The Maintenance Director
and/or Maintenance Assistant will

Y.
Based on observatnons, staff :nterwews resu:!ent? -

.. "{interviews aind clinical record review, the tacility = | -~ . |- perform 100% review of all resident room
.| staff failed to ensure reasonable accommodatnon miio ) clocks to identify residents at risk. Any/all
.| of resident needs and preferences fortwo . .7} .. .. | Tesidentroom clacks will be will
" | Residents (Resident # 49 and#as) masurvey e comectedatihetime of discovery.
: sampleof30reszdents. ' et f e R AR E

;: LABO A RY- DI OH'S OH PHOVIDSRISUPPUER REPRESENTATWE‘S SIGNATURE A ? ‘{@ : 9‘/5) DATE / : q -
oA Eﬁuency stalement amﬁng wi!h an asterisk (’) deno!es & deﬁciency which the m.shtntlm rsay be excused fmm correcting provn:l:ng 11 is detsrminad thai
., other safeguards provide sufficient protaction to the patients. (See instructions. ) Execept for nursing homes, the findings stated above are disclosable 90 days -

- following the date of survay whether or not a plan of correstion is provided. For nursing homes, the above findings and plans of cofrection ara disclosable 14

days following the date thase documents are made avaiiable o lha fac'ﬁty it deﬁcsenmes are citad, an approvad pEan of coraction is requlske 10 conbnued
program pamupa!lnn o ) . . S Lo -
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SiJMIulARY STATEMENT OF OEFIOIENCIES

D

PHOVIDER‘S PLAN OF CORRECTION ..

et oY For Resident # 49, the faml:ty staﬁ fasied to _
o tmake sure the ctock in hts room was correci P

| o ‘-2 For F{eStdem # 68 ‘the fac:hty staﬂ falled to-
make sure the clockin her room was correet. -

o ) :F'ndfngs :ncluded

- 11 For Resident # 49, the facﬁny staff falled t6 -
: ;make sure the c!ock in hss room was corfect

Besldent # 49 a 9‘& year old male. was admmed

. .| tothe facility on 12/1/2017." Diagnoses included

- - | but were riot limited to: Alzheimer's Disease, j
| Hypertension; Malignant Neoplasrn of Prostate
.| Gastroesophageal Reflux Disease, Demenﬂa

o .Osteoanhntls and Anx:eiy 3

. ; :Reszdent # 49's most recent Minimum Daia Set

.| Assessment Referénce Date (ARD) of 211/2019
- | The MDS coded Resident # 49 with a BIMS (Brief |
« | Interview for Mental Status) score’ of "3*outof15,]. . .-
“ .~} indicating severe cagnrtwe unpairment Resident
7149 was coded as requiring limited to extenswe

. | assistance of one statf person for Activities of -

:  person for bathing.. Resident # 40 was coded as -
= occasuonaily encontlnent of bowei and bladder

“{on 4!2/2019 at 4 13 PM the ciock still had the -
| time of 11:15." Resident # 49 was ebserved Iyang

(MDS) was a quarterly assessment with-an

.Daﬂy Living’ except tota! assistance of ane staff

- Dunng the unmai tolrr of lhe fac:htyon 4!2!2019 at SR
-112:17 PM; the white ciock located above the. |-

- | closet in Resident # 49's room was observed to-.

. | have the tlme “11 15 The second hand was noi :

o mcvmg SR 3

The facility policy and procedure has
been reviewed and no changes are
warranted at this time. All staff will be
inserviced by the Administrator and/or
DON on ensuring that resident room
clocks are set to the correct time and date
(if applicable) for all residents.

Menitoring:

The Unit Managers are responsible for
maintaining compliance. DON and/or
Unit Managers will complete random
daily rounds throughout the day to
monitor resident room clocks for correct
time. Any negative findings wiil be

" cortective at time of discovery and

disciplinary action will be taken as
required. Aggregate findings will be
reported to the QA Committee for review,
analysis, and recommendations of change
in facility policy, procedure, or practice.
Completion Date: May 20, 2019
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BE :n bad

‘lon 4/3/201 9 at 8:30 AM the observed time on
“| the clock was 11: 15

" 1the clock was 11:15. Resident # 49 was

'| Resident # 49 had & diagnosis of Atzheimez‘s
- | Disease and dementia resulting in confusionat
- imes. One of the mtervantlons Ilsted was ¢
1 *Reorient as neaded.” -

O On 4/412019 during the end of day debnetzng, the

' and that clocks were used to help with orientation-

e For Res;dent # 68, the !ac:my staff ia:led to '
o make sure the clock in her room was correci

. Hesndent #68,291 year old female was admitted
to the facility on 12/1/2017. Diagnoses included

| Gastroesophageal Reflux Disease, Dementia,

Continued From page 2

On 4/3/2019 at 2 45 PM, the ubserved time on
the clock was 11: 15. o

On 4!4!2019 at 3'1'5 PM, fhe obéé’r\;ad time on B
ohserved lying i in bed |
A review of Resident # 49's clinical recofd was'.. 3

conducted during the survey.: Resident #49's
care plan, revised on 02/27/2019, read that

Director of Nursing was interviewed. The Director
of Nursing stated Resident # 49 was confused

totime. The Director of Nursing went withthe
surveyor o Resident # 49's room o look at the -
clock. The Director of Nursing stated the clock in

Ressdeni # 49‘s roorn should have been accurate _

but were not limited to: Alzheimer's Disease,
Hypertension, Major Depressive Disorder. oo

" FE558

FORM CMS-2567{02-98) Previous Versions Obsolsts ~ "~ Even lp.::sxm_
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L Card_iom_egaiy, and Anxiety.

‘| Resident # 68's most recent Minimutn Data Set
| (MDS) was a quartetly assessmentwithan
] Assessment Reference Date (ARD) of 2/21/2019.]
"} The MDS coded Resident # 68 with a BIMS (Brief |

.| for Bathing. - Resident # 68 was codedas
frequently incontinent of bowel and biadder

SR ENMLE Hes;dent #68 was observed iyzng in bed.

| On 4312019 at 1:30 PM, Resident # 68 was
' observed lying in bad. Resident # 68 told the o

On 4[4!201 g at 3 15 PM the observed tlme on
.. | the'clock was 11:15. Resident#68was - -
: observed waikang in her room.

Continued From page 3

interview for Mental Status) score of *3" out of 15,
Living except total assistance of one staif person

On 4/2/2019 at 4:13 PM the clock had the time of
On 4!3!2019 at 8; 30 AM the observed time on -

the c!ock was 11 15

surveyor she was wamng to get some pain

.| medicine. The surveyor asked when she last had |
-{ pain medicine. Resident # 68 locked at the clock
- | and stated | don't know but i need somie”
. med:cme

On 4!3/20%9 at 2 45 PM the observed tlme on
the ciock was 11 15 -

Flevuew of the clinical record was conducted on
4/4/2019. Flewew of care p!an revealed

‘1 Page 1 of 8 Hes:dent #68‘5 care plan rewseci on | '

indicating severe cagm!we impalrmem Resident | - .
| # 66 was coded as requiring extensive assistance
| of one to two staff persons for Activities of Daity

- FORM CMs- m?(nzsmpmousmsmnsoasda:o . EvemiD stm ;

" Facility ID: VAD103
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DEF[GIENCY) :

| Foee|

: cogmttvelcommumcatnon deficit’ reiated to S
. ] Alzheimer's Disease; On page d:agnosns of :
L _Aizheamer‘s Disease and dementia resulttng |n :

-1 confusion at times.- One of the: zntenrentlons
o Essted was "Reonent as needed P :

'On 4)’5/2019 durtng the end of day debneﬂng, the SRR
~ | tacility Administrator and Director of Nursing were |.

- {informed.of the fmdmgs. The Director of Nursmg R
.| stated new batteries had been placed i m the clock SR
L and that the cIock should be accura:e

F578
4 ‘Corrective Action(s):

No further information was prov:de | | Residents #63 has had their code status
78 HequastfRefuselecntnue Trmnt;Formite Adv Dtr " "F67g| 2nd DDNR form reviewed by the DON

: e and the attending physician and the
comprehensive care plan and the residents
closet care plan have been updated to
correctly reflect their DNR code status.
An Incident and Accident form was
completed for this incident.

§483 10(0}(6) The ght to request refuse,
“| discontinue treatment 1o pamc:paie inor refi
. ~.| to participate in experimental res 'rch and Q
B _formulate an advance darectw

: 20 Identificati i i
:§483 10(c)(8) Noihmg in thrs paragraph shoutd be s C:,':.;::;:ﬁ ;ncgis(zimmt Practice(s) &

": '_construed as the right of the resident to racéive. | - All other residents may have been
: the | provasaon of medical treatment or medical - [ B 1 potentially affected. The Social Services
| services: deemed medlcally-unnecessary or "l Director and/or Activities Director will

: ;lnap roprlate : - review all resident’s medical records to
R : e ensure the Code status and the DDNR are -
S §433 10{9)(1 2} The facslny must comp!y with the DI accurate and that the DDNR form is
| requiretnents specified in 42 CFR pari 489 S S accurately filled out. Any negative
2. | subpart | (Advance- Dlrectlves) findings with result in the Social Services
1 (i) These requirements include prowsuons to 2. | Director andfor Admission Director to
| inform and provide written information to ali adult L “ |  contact all responsible parties to verify
| esidents concerning the right to° accept or refuse B each resident’s code status and advance
| medical or surgical treatment and, atthe. " |- directives to insure that the proper code
.| resident’s option, formulate an advance dtrect:ve R status has been explained and that written
1 (i1} This includes a written description of the .~ '] | notification has been placed in the

: faccilty's poilcles to 1mpiement advance dtreciwes . - | medical record, comprehensive care plan
T R ; “ i f  and the residents closctcare plan..
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F578 Continued From page F 578 _ Systemic Change(s);
arid applicable State law. - - The Facility policy and procedure was
- | (i) Facilities are permitted to contract w:th other : " reviewed and no changes are warranted at
[-entities 1o fumish this information but are stilf this time. The Admissions Director and
L Iegally responsible for ensuring that the Social Services director have been
;requirements of ihis sectionare met.. | . inserviced on the proper completion of a
-'(w) H an adult individuat i i sncapacntated at the DDNR and Advance Directives when
time of admission and is unable to receive . - required. The Admission Director will
| information. or articulate whether or not heor sh& discuss with each future Admission their
©.71 | has executed an advarnce directive, the fac:ltly advance directors and resuscitation status
- .| may give. advance directive information to the - . o upon admission to the facility. Any/all
| individual's resident represen!atsve (1] accordance o e concerns expressed will be reported fo the
~ | with State Law. S Administrator. The Administrator &
| (vy The tacility is not reileved of :ts obl:gatton to Director of Nursing will speak to those
- | provide this informatiori to the individual once he concerned or with questions about each
.| or she'is able to recsive such information. - - area & foliow through on all concems to
| Follow-up procedures must be in place to provade L CISUTC Proper resuscitation status is
| the information to the i : reflected in the medical record.
| appropriate time.” - SRS | .
| This REQUIHEMENT is not met as evxdenced Monitoring: )
o by' o The Admission Director and Sacial
e Based on obsewahon staff mtervnew c_I_lnEcaI Services Director i.m rcSpT"]’;S"S’le .1:1‘
.| record review, and facility documentation; the - g‘am.ta“m]gg comp agfe' Aduiocis
- [ tacility staff failed to accurately convey Advanced D‘?T?S 1;"16 m:;'f:ﬂ Red P tsm“g. al
‘Directives preferences to the staff résponsible for | reoorde i o vents medi
y to monitor compliance
- _resadent's care for one resrdeq: (Res&dent #63) m for having a current resuscitation order
g ,a sample s*ze Of 30 restdents.: : and/or advance directive Any/all negative
: findings will be reported to the
'The ﬁndlngS lﬂCiUl‘fed Sl T o Administrator for immediate corrective
3 v action to include an investigation.
: Resuient #63 a 68~year o!d femaie was adm;tted Completion Date: May 26, 2019
110 1hefacshtyon 04/02/2015. Dlagnoses include ' [ T
| but not limited t6 Non-ST elevation (NSTEMI): -
-{ myocardial infarction; heart failure, cerebral GREER B
~infarction, hypeﬂens;on. dlabetes and
'hemrptegua ' :
B Resndent #BS's most recent Mm:mum Data Set
- had an Assessment Referance Date (ARD) of
'02/18/2019 and was coded asa quarterly - _ . TR
. FORM cms 2561'(02-99} Prw;aus VmsionsObsoleee L EventiD: stn] v Faclty R VADIOS o
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. aessen

] (X2) MULTIPLE CONSTRUCTION

Al BUELD?NG

B-WWG T P
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COMPLETED
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HERITAGE HALL K[NG GEORGE
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_oalosr019 |

") D
PREFIX
TAG

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

e} s PROVIDER'S PLAN OF CORRECTION y - gXe)

PREFIX _{EACH CORRECTIVE ACTION SHOULD BE ' *| COMPLETION'
TAG ' CROSS-REFERENCED TO THE APPROPRIATE .| OATe

DEF]CEENCY)

F 578

- {coded as requiring exiensive assistance from’

o rec;mrmg supemsron irom staff.

- | were reviewed. A physician's order dated o
{ 11/25/2018 documented, *Resident Hospice ¢ care
'} as of 11/16/18 {hospice company name)."A |

I The care plan in the elactromc health racord Was

| perform AD{.s (Activities of Daily Living)

- documented for thls probfem documented "Fuil

10n 04102/201 Qat 4:40 PM an mtemew wﬁh CNA

| plan® that is posted on the inside of Resident |
~ | #63's closet door. CNA C and this surveyor then -
-} entered Resident#63's room and CNAC. then .

"| included Resident #63's name and room humber

Contanued From page 6 _ :
assessment. Resident #63 was coded with a Brief
Interview of Menta} Status (8¥MS) score of 3 out
of possible 15 indicative of severe cognitive
impairment. Functional status for bed mobility,
transfers, dressmg, and personal hygiens were ali

staff, Functional status for eating was coded as

On 04!02/2019 at 4 15 PM the cufrent
physician's orders in the electronic health record_

physician's order dated 11/26/201 8 documented
"DNR (do not resusc;tate) .

reviewed. A problem onset dated 04/02/2015.
documented, "[Resident #63] has an mabnlxty to

independently secondary to muscle spasms, HTN
(hypertension), CVA (cerebral vascular accident),
hemiparesis, RAKA (right above-the-knee .
amputation), depression, Resident refuses meals
& supplements at time.” (sic) One “approach®

cade
C was conducted. When asked where a CNA -

would find out information about how to care for
Resident #63, she stated she looks at “the care

opened Resident #63's closet door fo show a
document entitled, “CNA Care Plan” which

Es78] -

Fomwms -2557(02-99) PravmusVersmnsObsnlata Coo T EventlDiFeXTH

Facify {0: VAD103 -
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- DEPARTMENT OF HEALTH AND HUMAN SERVICES .+ - o RORM Appcr2019

._CENTERS FOR MEDICARE& MEDICAED SERVICES . - R _ - OMB NO. 0938-0391
. { STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/GLIA - (xzz MULTIPLE cousmuc*non o {X3} DATE SURVEY
| AND PLANOF CORRECTION. - _lDENTIFICAT!ONMUMBEH : 'ABu;u:mG EREA L b coMPLETED
o e 495300. L B-W‘“.‘G — | o4a/05/2019 -
NAME QF PROVIDER OR SUPPLIER - s e |  STREET ADDRESS, cﬁ-\f STATE, ZIP CODE - ; I
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HERITAGE HALL KING GEORGE % . . KING GEORGE VA 22485 ST B
(X4} 1D B SUMMAFIY STATEMENT OF DEFICIENCIES .' S oo PROVIDER'S PLAN OF CORRECTION By
PREFIX - {EACH DEFICIENCY MUST BE PRECEDED BY FULL 1 PREFIX {EACH CORRECTIVE ACTION SHOULD BE - | COMFLETION:
TAG " REGULATORY OR L5C IDENTIFYING iINFORMATION) TAG CHOSS-REFERENCEOTOTHEA?PRDPRIATE . - DATE - -
= B i il - DEFICIENGY)
F 578 Contfnued Frompage? A Fe7gl - oo o R |

. | (handwritten). it also included Resndent #63’

-needs pertaining to ADLs. On the left hand side of
the paper, it was documented, “Information is
current as of this date:.10-31-18." On the top left
side of the CNA Care Plan, it was documented
“Fuli code." CNA C then closed the closet door.
This surveyor then asked CNA C what Resident
#53's code status was and she stated, "Shes a
full code.” A copy of the CNA Care Plan was -
requested and CNAC siated she would have to
ask the nurse.. '

On 04!02!2019 at approx:mateiy 4 45 PM, this
surveyor and CNA C walked to the nurse's
station. After speaking with a nurse, CNA C went
to Resident #63's room to retrieve the CNA Cate-
| Plan on the closet door. The staff nurse got
. Resident #63's hard chart and displayed the -

- | Durable Do Not Resuscitate Order and stated to -
‘| this surveyor, "Do yoll realize this resident is on
hospice and she's a DNR?* CNA C returned with
the CNA Care Plan and handed it to LPN B. LPN
B looked at the document and slated "It (ciosat

care plan) wasn't updated.* ~
‘| A copy of the Durable Do Not Resuscatale order
and the eiectromc care: p!an were requested

On 04/02!201 9 at 4 55 PM, a Durable Do Not
Resuscitate document was provided. it was dated
111/20/18 and signed by physician, responsible
- | party, and a witness. A paper copy of the

'| electronic care plan was provided. Underthe
problem entitled, "[Resident #63] has an inability -
to perform ADLs (Activities of Daily Living)
independently secondary to muscle spasms, HTN
(hypertension), CVA (cerebral vascular accident),
hemiparesis, RAKA (right above-the-knee *
| amputation), depression. Resident refuses meals § -
| & supplements at time." ,"Full Code" was crossed | - -

FORMCMSZSBT(G&-BQ}P;MVsmmesdate T EveetiDoFOXTI. . Facilty 1D: VAOTOR - "I continuation sheel Page 8ol 1207 -
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CpMym
PREFIX
. TAG

SUMMAFW STATEMENT OF DEFEGIENCIES K
{EACH DEFICIENCY MUST BE PRECEDED BY FULL. .
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 PREFIX "{EACH CORRECTIVE ACTION SHOULD BE COMPLEYION
“TAG - | - | CROSS-REFERENCEDTO msappnopams - DATE

- DEFICIENCY)-

Fs78

' | dated or amtlaled) Employee L stated the most

.| intervention either continues or it would be
"| resolved, When asked aboul a resalved

| it.* Employee H stated the paper copy care plans
1 are kept in a book on the unit, updated on the
| paper, and eventually entered into the computer.

1 The facifity pohcy entitied, "Advanced Darectaves

- | each resident will be consistent with his or her
- | documented treatment preferencas and/or
o advanced drrecltve I :

| regarding Resident #63's Advanced Directives - _
- | preferances on the electronic care plan, the paper| -
- copy care p}an, and the CNA chset care plan. e

| On 04/05/2019 at approximately 2:30 PM, the

Conﬁnued From page 8
out and "DNR" was added (handwritten and not -

updated version of the care plan is on paper kept -
on the unit. Employee L stated electronic care

plans (what is seen on the computer} are updated L

quarterly

On 04/05/19 at 10 10 AM an ;nterwew wrth _
Employee H, the MDS, Care Plan Coordinator
was conducted. When asked about howto - -
determine when an intervention on a care plan
was implemented, Employee H stated, *We don't
date interventions.” She went ontosaythe

enterventton. Employee H stated, "I would delete |

When asked about the CNA {closet) care plans,

Employee H stated closet care plans are also -
updated as needed : AR :

was reviewed. Section 7 documented,
"Information about whether or not the resident.
has executed an advanced directive shall be .
displayed prominently in the medical record”
Section 10 documented, "The planof care for -

in summary, there was confffctmg mformatlon

F578
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i COMPLETED
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NAME OF PROVEDEH OH SU?FLIER

HEFIi'fAGE HALL KING GEOHGE

- 3410512019 S

ST REETADOHESS. C!‘i' Y STATE Z!P CODE

10051 FOXES WAY . RS

i o KING GEORGE VA 22435 i L N

(x4) [V SE :' ] SUMMARYSTATEMENTOF DEFtCIENCIES R R - PROVIDER'S. PLANDFCQRRECTEQN R Ry

SO Premx " (EACH DEFICIENGY MUST BE PREGEDED BY FULL . PHEFIX . (EACH CORRECTIVE ACTION SHOULD BE -~

. L . TAG.. ] .. REGULATORY OR LSC IDENTIFYING INFORMATION) . . "f © TAG- e CROSS—HEFERENCED TGTHEA?PROPFHAT
SRR U I T R R e AR e N - DEFIGIENGY) . -

8 . F;S?a Conﬂnued From page 69 : o
77| DON and Administrator were notmed of fmdmgs :
‘| and they offered no further mformataon or

L | dogUrmentation, Y IR L
-} F 582 | Medicaid/Medicare CeveragelLlablltty Noisce - | F582{  Fs82
: SS:D -CFH(S} 483 19(9)(17)(18)(1) (V) S E w5 |, Corrective Action(s):

_ The Business Office Manager and the
o 453 ‘EO(g)(‘{ ?) The factfﬁy must~~ N Social Services Director have been
- '(e) Inform each Medicaid-gligible resndent an . ye . .| ‘inserviced on the procedure for notifying
| writing, at the time of admission fothe nursing 7} Medicare recipients on the termination of
.| faciity and when 1he ressdenl becomes ehg:b!e forf " . skilled services and that a beneficiary
“| Medicaid of- HERE signature js required to be obtained. A
(A) The iters and services that are inciuded in:f 7| Facility Incident and Accident form was
.| nursing facility services under the State plan and o completed for the incident.
{ for which the. ressdent maynotbe charged; - o 0 s
© | (B) Those other items and services that the-
« | facility offers and for which the resident may be -
.| charged; and the amount of charges for those:
.| services; and
Clan Inferm éach Med;casd-allgzb!e resadem whe :
2’| changes are made to the items and seivices
| specified in §433 10(9}(1 7)(1}{A) and (B) of thls
.| section. ;.

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

All other residents receiving Medicare
Skilled Services may have been
potentially affected. The Business Office
Manager will review all current residents
that have Medicare Skilled Benefits to
insure that the termination of benefits
process has been explained and that
written notification has been or will be
sent to the resident and/or Responsible

§483, 1{}(9)(18) The fac;!nlymust anform gach ]
resident before, or at the time of admission; and - | .

ol oo oo+ 3 Party and that a signature from the
e ,pencdicaliy during the resident's stay, of setvices: | - 'l beneficiary has been obtained to
- -+ | awailable in'the facalsty and of .charges for’ those ' .+ acknowledge that they have received the
-+ | services, including any charges for services not f.0 . e 2] notice of their Medicare benefits will be

7+ |'covered under Medlcaref Med:cand or byth' :
| facility's pet diemrate. < 1 : i SRR
.. |-{iy Where changes in coverage are made 10 |tems R
| and seivices covered by Medicare and/or by | the A
| Medicald State plan, the facility must provide -~ |0
- notice to- resndents of the changa as SO0N a8 |s o

| reasonably possible.” FE R ISR
(i} Where changes are made o charges for other SO
-~ . |items and services that the facility offers, the = |

L .fac:ﬂy mus: mforrn ths ressdent in wntmg at least

terminating,

'rf‘?‘?”‘?“m’(m”wvm%mev -ffve.mr-?s?ﬂ" . FaclyIDVAGI0S " . i continuation shest Pags 1001120 - -
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- { sratemienT oF DEFICIENCIES ©
AND PLAN OF CORRECTION -

(X1} PROVIDER/SUPPLIERIGLIA
|| DENTIFIGATION NUMBER: .

(XZ) RGULTIPLE CONSTRUC‘HE}N

B (xs; BATESURVEY :

 NAME OF PROVIDER OR SUPPLIER REE
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STREET ABDHE&E. cm. STATE' ZiP. CODE -
10081, FONES WAY SR
leNG GEOHGE ‘JA 22485 _

SUMMARY 3T ATEMENT OF DEF!C?ENCIES

B

- deposit or charges already paid, less the faclhtys
* . | per diemi rate, for the days the resident actually .
- reslded or reserved or retamed a bed inthe -~

e dlscharge l’lOtICB requerements ,
1 {iv) The facility must refind to the resadent or-.
| resident representative any and all refunds due

+ | the resident within 30 days from the resrdent'
- ‘date of dlschafge from the faclhty 5 i

s Based on staff mtarwew and facn, B
| documentation review, the facility stalf faaled to
| notify resident/responsible party of terrmnatton oﬁ
;- { Medicare Part A beriefits for one resident:
' (Resndent #77) in a sample of 3 residents.

| 60 days prior to lmplementatlon of the change." S
'(Fil) If a resident dies or is hospltahzed oris:

transferred and does not retum to the fac:iaty, the
facility must refund to the resident, resident -
representative, or estate, as applicable, any

-The f;ndings ciuded

n, and

Set) assessment with an ARD. (assessment

5 ReSIdent 77,4 99—yearold femaie was admlﬁed S
~J1wothe fac;htyon 02/15/2019. D;agnoses included | * ¢

- -1 but not lirited to dlabetes hypertens:o

o hyperilpademla_ w

S Resndent #77's most recent MDS (Mimmum Data_

2 reference date) of 02/22/2018 was coded as an IS
‘| annual assessment: The Brief: intemew for-

o Mental Status (BIMS) was coded as 9 ottof -

(x4} o’ . - PROVIDER'S PLAN OF OOFIREGTION
| PREFIX: (EACH DEFICIENCY MUST BE PRECEDED BY FULL, -+ pﬂeﬂx {7 . (EAGH CORRECTIVE ACTION SHOULD BE =
e REGULATORYORLSGIDENT‘!FYLNG mmﬂmmom SRIEE RO V< T cnoss REFERENCEDTOTHEAPPROPR;ATE'
S osmaii oty _ L S ERRT T DEF!CIENGY} :
T f,_ F 582 Contsnued From page 10 " -F582] Systemic Change(s};

Facility policy and procedure was
reviewed and no changes are warranted at
this time. The Business Office Manager
and/or Social Services Director will
discuss with each future Medicare
recipient the termination of benefits
notification process upon notification that
Medicare skifled services are stopping for
resident. Any/all concerns expressed will
be reported to the Administrator, The
Administrator & Business Office
Manager will investigate & follow
through on all concerns.

'Monitaring:

The Business Office Manager is
responsible for maintaining compliance.
The Business Office Manager will audit
all Medicare recipients monthly to
monitor compliance with the notification
of termination of Medicare Benefits,

Any/all negative findings will be reported

to the Administrator for immediate
corrective action to include an
investigation.

_|.  Completion Date: May 20, 2019

FORMOMS-EW{OE—BQ}PmmusVeIsimsObsom oA
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R I R R S AP B R P DEFfClENGY):;'__._._ ' -
' F 582 Contlnued From pageﬁ RO . -F582"
' possible 15 indicativé of moderate cognmve -
:mpaarmem .

.| Resident #7?'5 Notice of Medecare Non-Covefage
{(NOMNC) and Skilled Nursing Facility Advance -
Benieficiary Notice of Non-Coverage (SNFABN) .
were rewewed Neither form was signed.

On 041031201 9 at 3 00 PM an interview w;th
Employee N was conducted. When asked why
there were no ssgnatures on the forms, Emp!oyee
N provided a copy of a page from a ledger dated .
03/07/2019 . Employee N stated it shows that the
documents were mailed to the responsnble party
-1 on 03/07/2019, When asked how il is verified the
. | recipient received the information, Employee N -
- | stated she knows they were received because
- | they are her relatives. Employee N verified they - -

+ {do not have signed forms as eviderice the
respons;b!e party was not:iaed ' :

i C)n 04/04/2019 at 9:10 AM Employee L

confimed that Resident #77 was admitted lo -

skilled care on 02/15/2018; received physical

.| therapy, and was discharged to Iong—tarm care
§ status eﬁectrve O3I1 5/2019. - .

' The facility pohcy emmed Advance Beneﬂc:afy
Notices was provided by facility staff. Section 5 -

-] documented, "A notice of Medicare non-coverage
- { form CMS 10128, shall be issued to the :
: remdentlreprasentatwe when medicare-covered
services are ending, no matter if resident is
leaving the facility or remaining in the facility, This
informs the resident on how 1o request an appeal
or expedited determination from their quaiity
iimprovement organization.” Section6 .
documented, "To ensure that the resident, or.

-| representative, has enough tlme tomake &

. Fonucms-zss?(omswmusvmmsom;em 7 EventD:FSXTHI . FacliyIDiVAOIGS - If dontinuation sheet Page 120128 - .
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: SR T A; suu.oma '
- | S : i :495309 %.W!!.*,G 04/05/2019
_ mmasrmmmaﬂsupmﬁﬂ SR ' :

COTAG

e SUMM&RY STATEMENTOF DEFfCIENG!ES R

X4} 1D e
;nﬁ}m ' {EAGH DEFICIENCY MUST BE PRECEDED BY FULL -

': REGULATORY OHLSC IDENTIFYIMG INFORMATION) G o

: S ’D e -
PREF!X

TAG il

PROVIDER'S PLAN OF CORRECTION
" (EAGH CORREGTIVE ACTION SHOULD BE
cnmaesan&nc&n TO THE APPROPRIATE
i DEFICIENCY}

{5}
COMPLETION
OATE

o F582 _Conilnued From page 12

- resldent represeritative.”.

- |ang offered no funher informaﬁon or.
| documentation. = -

| sso| oFRis): 43 1001)-7).

_f :'§483 10(1) Safe Env;ronment
‘| The resident has a right fo & safe, clean,

S 'supports tor da|Ey Imng safe!y

'. .The facmty must prowde-' s

possible. -

or thaft

"~ |On 94;9512019 at approximately 2:30 PM, lhe L
e Admlnfszrator and DON were notmed of fmd‘mgs

Safe!CfeanlCdmfonab!e!Homehke Eﬂ\flronment

| comfortable and homelike environment, incliding
| buit not timited to receiving treatment and

| §483.10()(1) A sate, clean, ccéhfonabie and
-1 homelike environment, allowmg the resident to
-l use his or her personal belongmgs io the exient

S B This inc!udes ensurmg that the resndent can
- | receive care and services safely and that the'

*| physical layout of the facility maximizes: resuient
-{ independence and does ot pose a safety risk:
- 1{ii) The facility shall exercise reasonable care for
| the pmtectton of the resu:lent s property from Ioss

U serwces necessaryto mauntam a samtary, orderiy,

F 584

S oFse2
CET T T decision whether or ot to receave the services in f ST )

=70+ question and assuma financial :esponssbriﬂy, the‘:

" | notice shafl be provided within two days of the - —

.| last anticipated covered day,* Section 12 entltled o
| *Delivery Requirements” part (b) documented,

| "The notice shall be hand-delivered as possubla _
~“I{sic) to obtain beneficiary srgnature The fac;isty
"+ | shall retain the originaf ¢ and gwe a copyr to. the

Department.

¥584 .

Corrective Action(s):

Resident #71°s Foot Board on her bed
was replaced and the entire bed was
inspected fo ensure it was in proper
working order.

Identification of Deficient Practice(s)
and Corrective Action(s):

Al other resident beds may have
potentially been affected. A complete
documented Bed review of all facility
beds will be conducted by the
Maintenance Director and/or Maintenance
Assistant to identify resident beds at risk.
All resident beds identified at risk will be
repaired or replaced by the Maintenance

FORM {:Ms-zss?@'SS}F_'mus Va,_rr_am_s' Obsolete’

T
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© - CENTERS FOH MEDICARE & MEDECA!D SERVICES

- | sTaTemenT oF DeficiEncies - Jixs) pROVIDER/SUPPLER/CLIA
| |- IDENTIFICATION NuMBER:

~[ramuneG
b A.- BU!LDIN@ N

INSTRUCTION " :

NAMEOF PROVIDERQRSUPFLEEB STREEl’ADDFlESS cm' STATE znpoooe
' 10051 FOXES WAY
HERITAGE__ALL K!NG GEORGE S KNG GEDRGE VA 22485 :
Oy e summmsmrememomemmmes ORI ";D:-i'.:__: PRDVIDEH’SPLANOFOQRHECTION CE ey e e
PHEF;X - - (EACHDEFICIENGY MUST BE PRECEDED BY FULL. 7 - - | S PREFIX | “(EACH CORRECTIVE ACTION SHOULD BE ™ * | COMPLETION

“TAG"|' " REGULATORY OR LSC IDENTIFYING, INFORMATION) TG b CHOSS-REFERENCED TO THE APPROPRIATE . | ORTE.
R ] R R : SRR T LEOT] JE T SRR DEF!C;EN(:Y) 2 FUREE

- F584] Systemic Change(s}:
) : The facility’s policy & procedure for

3 ':;"1-'__ 584 Contmued From page 13
L e _and comfortabie mtenor

- oL _ . providing a safe, sanitary, and
o §483 10()(3) Clean bed and bath imens lhat are .- 7| comfortable environment has been
o in good condttion : o reviewed. No changes are warranted at
Lo T -.j : i o this time. The Maintenance Director will
| 5483, 10{;)(4) F'nvate closet space ineach . o g;ﬁ;:;zn“ésgzzﬁuﬁ ‘fi sﬁfﬂ‘:; jta:;ﬁe
: _res;dent,;_o_om 28 specmed m §483 90 (e)(2}(§v). 31 S notification system to use when facility
| R . i d repairs are noted and
1 §483.10 dequate and comfortabie i ht | cqupmentandrep ko
T |§ev els En(gl(isa) rl;'aseq . g sng R I needed throughout the facility.
Bt e 0 Monitoring:
.1 §483. iO(E)(G) Comfortab!e and safe temperature onyoTing

The Maintenance Director and the
administrator are responsible for
maintaining compliance, Documented
il . facility rounds will be completed weekly
s Siedl S fF to monitor compliance. The administrator
) §483 10(|}(7) For 1he maantenance of comfortable L] will review the findings of the audits
g sound levels, : . Tononb weekly to ensure negative findings are
being corrected. Cumulative findings will
O S be reported to the Quality Assurance

Based on observaxlon staff mterview and facnixty TR ‘Committee for review, analysis, and

:'| record review the facahty staff failed to ensureone|. .. | recommendations for change in facility
hospﬁal bed was in good repair 1 for.one. resndent {7 7§ policy, procedure, and/or practice
7| {Resident #71) ind survey sampie of 30 SRS B Compietion Date: May 20, 2019
rassdents-w o : . S

levels. Facilities initially certified after October 1, _
Bt 990 must mamtam a temperature range of 71 _’eo i

S fThe factl;ty staﬁ faﬂed to manntaln a hqspltal bed
e tn good repa;r for Ressdent #71 :

The ftnciings mciucied

| Resident #71 ‘a79year old was admltted to the.
" Hacility on 5/ 8/16 ‘Resident #71's dfagnoses
.| included but were not limited to: anspecuf ed
=+ | dementia with behavioral disturbance, -
hypothyroidism, essantial hypeftenszon ma;or '
- | depressive disorder, gastro-esophageai refiux’:
| disease without esophagitis; progresswe bufbar

FORMCMS-256?(02~99)vaiDusVemionsObsalele v EventID:FSXTT - FaclyiD:VAOIO3 o continuation shoet Page 14 of 129
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. B.'W!NG

© X2} MULTIPLE CONSTRUCTION
A BU!LDING

S (X5) DATE SURVEY -
"COMPLETED

NAME QF ?ROVEOER OR SUPPL!ER

HsnrrAGE t-;Au. KING GEBRGE o

STREET Anoness crrv STATE, E CODE
10051 FOXES WAY |
_ KING GEORGE, VA 22485

'_04!95120193 2

(X4) D
TAG

PHEFIX |

SUMMARY STATEMENT OF DEFICIENGIES
(EACH DEFICIENCY MUST BE PREGEDED BY FULL
'REGULATORY OR LSC IDENTIFYING INFORMATION)

o
PREFIX
“TAG -

CROSS HEFEHENCED TG THE APPROPHEATE

PROVIDER'S PLAN OF CORRECTION .~ e}
- [EACH CORRECTIVE ACTION SHOULD BE oou&eﬁrm
. BATE
DEFICIENCY) e S

F 584

Fe07

Contmued From page 14

'palsy, and pseudobulhar afféct

Flesadeni #71 s most recent MDS (mzmmum data
set) (an assessment tool) with an ARD
(assessment reference date) of 2/25/19, was -
coded as an Annual assessmem‘ The resident
was coded of having a BIMS (Brief Interview for

| Mental Status) score of 5, which indicated the

resident’s cognitive functioning was severely
impaired. Resident #71 was coded as requiring
extensive assistance of one staff member for -
dressing and eating; required extensive '

L 'asststance of two staff members for transfers, 1
s tollei use and personal hyg:ene ' '

- | During initiat observation of the facility on 4/2/19

at approximately 2:25pm the foot board of the

- | bed was noted 1o be broken. Fagility rounds on -
- {4/5/19 at 9:25am the footboard was observed to .

remain broken. On 4/5/19 at 9:35am an inlerview

| was conducted with Employee I; he stated, "l

didn't know about this footboard. | can't work on
the bed while the resident is in it, but as sooft as.
she is up i can put a repiacement on.”

On 4!5!1 9 at 12 34pm an interview was SO
conducted with Employee M wha stated, "ali staff
have access to enter work orders. Whoever o
broke that bed and notlced it shuutd have fl!ied

' out a work orc%ar

The Admlmstrator and Dsrector ef Nurs:ng were
informed oi the failure of staff to maintain

e furniture in good repalr dunng end of day meeting

on 4]5!1 L3

No !urther mformailcn was prowded

Deveiopl&mplement AbuselNeg!ect Polac:es S

F584]

. F 807

FORM CMS-2567(02-99) P_rmqus Versms Obsolqza

e Ev_em DFan -
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- Q DEPARTMENT OF HEALTH AND HUMAN ssavnc&s
_ GENTERS FOR MEDICARE & MEDICAID SERVICES

. STATEMENT OF DEFICIENCIES ™ . PROVIDERISUPPLIER/CLUIA (xz) MULTIPLE consmucmn : R (xa) DATESURVEY - |
] AND PLAN OF GORRECTION. . | IDENTIFICATION NUMBER: A.BUN.DING - o] comperen
' R | e
-;-,‘-04105!2019-‘: -

NAME oF Paowesa oR suPPut—:n mnssrmsnsss crrv STATE znp oooe
;' 10051 FOXES WAY, . ‘

By HERHAGE HALL K!NG GEORGE

co L T KING GEOﬁsE, VA 22495 S PR A
(x4) I ' SUMMARY STATEMENTOF DEFECIﬁﬁCIES RN P ) S - PROVIDER'S PLAN OF. oQRREcnoN e
£ PHEF}X (EACH DEFICIENCY MUST BE PRECEDED BY BuLt . | Pnﬁﬁx (EAGH CORRECTIVE ACTION SHOWLD 88 “ | comPLEToN
X TAG HEGULATORY ORLSGiDQNT IFYING !NPOHMATEON For b UTAG CROSS-REFEQENCEDTO THE APPROPRMTE ) warE
S o ERHEAT W ST REREN  DEFICIENCY) - R BRI
F 607 Confinued From page 15 - - Feo7. 2607 o
SS_E 3 12 (3 R orrective Action(s):
' ;CFR(S} 8 {b)(!)( } e R Employee LPN C has had her license
§483 12(b) The facrl;ty musi tievelop and N o verification completed and the findings on

her license have been reviewed by the
DON. C.N.A. E has had her Certification

} | | verified and printed off by the DON. A
§483 12(b){1) th’bn and preven’( abuse T - facility Incident and Accident for has

- | nagiect, and exploitation of residents and oo i been completed for this incident.
m*sappropnatlon of res:dent property, _ S

::] Jmptement wrﬂien pol:cnes and procedures thai

1 Employee D, employee E and CN.A. F

- __ 1 .} haveall had their reference check forms
.m '“"es“Qate a"V SUCh ailegations a“d TR R reviewed by the HR director and all errors

| : and omissions have been corrected. A
S 7§483 12{b)(3) Include trammg as requ:red at R Facility Incident & Accident form has
-| paragraph §483.95, 47741 been completed for this incident.

:Th;s REQUIREMENT :s_not met as evedenced

Identification of Deficient Practices &

;,Based onh staff interwew" facﬂlty:documentatlon ';_ .0 | Corrective Action(s):
review and in'the course of a, complaint ” o ln o ot All other employees may have been
| investigation, the facility staff failed to :mplement “ - . - potentially affected. The Human
- | their abuse and neglect policy for.5 of 25 |0« | Resources department will audit 100% of
amp}oyees {Empioyee D Emp!oyee E LPN C - | allactive employee records to identify
:-, CNAE and CNA F) SRR N ‘|| employees at risk. Any/all negative

PR | findings will be comrected at the time of
| The facriliy staﬁ failed to lmplement thelr abus o discovery. A Facility Incident and

“| and neglect pol[cy by failing fo pre-screen’ - i .. | Accident Report will be completed for
| employess prior to hire by fa;llng to' obtain-_ S S T ] anyan negative findings.

.| reference checks and venfymg ' il e SRR

: hcensesfceﬁ#rcation :

_The ffndmgs mcluded

e A revnew of employee recorﬁs was conducted on’
.| 4319 The facility failed to conduct license -
.| verification prior to hire for 2 of 25 emp&oyees
7 }{employees LPN C and CNAE).. During
.| employee record review, LPN C was hlred 3!5!1 9
S and her nursing license was not verified until
" | 3187119, This nurse did have fmdmgs against her

: -~;ssaeme'ﬁs-_bwzof§- W
“v - FORMAPPROVED . .
: OMB NO. 0938-0391° - .
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[ STATEMENT OF DEFICIENCIES
.| AND PLAN OF CORRECTION

{X1). PROVIDER/SUPPLIER/CLIA
.- IDENTIFICATION NUMBER

1 A BULDING. e ] comrieTen:

{X2) MULTIPLE CONSTRUGTION - _ (xa) DATE SURVEY

o NAME OF FHOVIDEF% OR SUPPi}ER

— I-IERITAGE HALL ch. GEORGE

‘ STREET ADDHESS CITY STATE ZIP CODE
" 10051 FOXES WAY. f', o
" KING GEQRGE, VA 22435. S

(x-mn [ 7. GUMMARY STATEMENT OF DEFICIENGIES . -
"PREFIX | . (EACH DEFICIENGY MUST BE PRECEDED BY FULL 77
TAG . kFlEGl}LAT(_)_R\[’ OR LSC IDENTIFYING INFORMATION) .. -

gl PHEF!X ERTAAS (EACH CORRECTIVE ACTION SHOULD BE”
- TAG: 4

S0 ' PROVIDER'S PLAN OF COHHECTION

..icnoss REFEHENCEﬂTOTHEAPPFIOPRIATE _;’ o DATE
T nEFlcaEch) ERTIEARIIESS oo

Conhnued From page 16

On 4!4/19 al 9 B‘Tam an'interwew was conducted
| with Employee F, when asked’ ‘about the process::
for reference checks she stated, " all the. peopie:
{onthe appi:catson lask the questions on the"
e paper 1 have to. have them before the person

_' ,Flevaew of the facﬂity pohcy titled "Guidefmes for
.. | the prevention of abuise" with a revision dale of -
| 7/12016 states the standard as. “The remdent has

“and mental abuse, corporal pun:shment and
-+ 1 involuntary seclusion.”: The policy reads, “4.- .
* | Careful screening of all employees, physac:ans, b
and contracted professronais Al information -
provided by the app}:cant is ve:med and at least

| ticense fora ‘complaint of misconduct Wh[Ch the -
tacility was not aware of prior to her hire.’ Dunng =
- { an interview with.(Employee F), Human: " :
* | Resources Coordinator, on 4/4/19 at 9:37am, .
- | when asked if this is something thé fagility would

| want to know prior to hire, she replsed would'
assume so, when'| saw that | spoke with ihe :
DON." Review of CNA E's fila revealed no’
S .cemf;catson vermcanon pnor to hire-could be

.| found. On 44419, an interview with Emptoyee F.:
. was conducted and she: stated, 1t‘s not m here, it
o _shouid have been done._. S o

S jfors of 25 empioyees .;Hefarences were not S T
.| checked pr:or:to‘ hire for employees (Emp!oyee D,
2 , s

- | reference checks were not dated as to.when they. | - -
-+ | were obtained. Employee E's reference checks. |~

I were mccmplete the form had multiple - ’
| omissions,: CNAF had a reference check that
had no dat' atoi mdicate when it was obtairied

o F 607 ' Systenuc Change(s}

The facility policy and procedure has
been reviewed and no changes are
warranted at this time. Administrative
Staff, Department Managers and the HR
department will be inserviced on the
policy & procedure regarding abuse
prevention and pre-employment
procedures by the Administrator.
Administrative Staff and Department
Heads extending eroployment without
meeting the requirements of the facility
policy & procedure will receive
disciplinary action. Perspective
employees will not be allowed to work
until all required documentation has been
obtained and reviewed by the appropriate
depariment manager,

Monitoring:
The Human Resources Manager is
responsible for maintaining compliance.
The Human Resources Director and/or
designee will conduct monthly audits of
all new hire employee files for each
month to maintain compliance. The
administrator will review all audits and
.| report aggregate findings to the Quality
“{ Assurance Committee for review,
.} analysis, and recommendations for
.} changes in policy, procedure, and/or
| facility practice.
' Completmn Date: May 20,2019

F(}RM CMS~25B7(02-99} Freviaus Vemlons Obsa!ele
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- CENTERS FOR MEDICARE & MEDICAID SERVICES -

of DEFICFENCIES : (X“} PﬂOVlDEFIfSUPPLEERIGL!A:'

CIDENTIFICATION NUMBE

(xa) DATE suavev .

NAME OF PROVIDEH OH SUPPLIE‘.?! ST

E HALL KING GE{}RGE_

STREETADDHESS GIT'Y S‘!’ATE ZIP CODE
10051 FQXES WAY

HERITAG : : _3- KING GEGRGE VA 22485 R
(x-u [V SUMMASW STATEMENT OF DEFICIEN@ES SRR I B PROVIDER‘S PLAN OF coanacnon SO o
SlopRERK | (EACH DEFIGIENGY MUST BE PRECEDED BY FULL” o pREFRC U (EACH GORRECTIVE ACTION SHOULD BE: -, | .Gt
. TAG. |’ REGULATORYOR LSC IDENTIFYING lNFORMAﬁON) RN S Y- T R CROSS-FIEFERENCED TOTHE APPROPR!AT R
AN BN : T RO R : i _DEFIC!ENCY)
" F 607 'Contmued me page 17 _ S Feor|
=l twor re!erences are’ contacted WIth documentaiton REERESIE B
© { maintained in'the personnel file. 6. License . S
.} verification performed for all hcensed staff pnor to '
e emp[oymen S
~The Admtmstraior and Dlrector of Nursmg were G|
n _made aware, of tha fmdlngs on 4!4/19 at 5: Sepm
“|No further miormatlon was. prowded : T
F 623 Notice Ftequlrements Before TransfarlDlscharge F623| F613
SS-D CFR(S) 433 15{(:){3) {6)(8) S Corrective Action(s):
s : The state ombudsman office has been
'§483 1 5(0)(3) Notlce before transfer g notified that the facility failed to provide a
| Before a facility transfers or d:scharges a discharge/transfer notice for resident
“| resident, the' facltity must— RAEEEIREE #41's discharges to the hosplt_a} on
| 6y Natify the resident and the res ldent' L S O 02/19/15? and 02/25/19. A facility Incident
represerttative(s) of the transfer or dzscharge nd 1 and Accident form has been completed
| the-reasons for the move in writing andina - | for this incident.
- | language and manner they understand: The e e e .
-t facility must send a copy.of the noticefoa {,de““.ﬁ“}*ém of ?eﬁ‘zﬂt‘f i
| representative of the Office of th Siata ractices/Corrective Action(s): ”
| Long-Term Cara Ombudsman, . AL All other residents discharged and/or
LR e g ; transferred from the facility may have
+1 (i) Record the reasons !or the transfer or. been affected. The Social Services
) discharge in the resident's medical record in - Director will conduct a 100% audit of all
accordance athrparagraph (c)(2} of thls sectson residents who have been discharged
wf . S i s to
1 {iii) Include in the notlce the :tems de__ ,nbed m ?g’:,fﬁ‘fy"f:;ﬁiiff;f‘ :ihs;_{;{aztsi%indgy
o pafagraph (C) (5) Of this Secﬂon Ee identified at risk will be corrected at time
RS 4 : s of discovery and the required notifications
. §483 1 5(3)(4) T;mang Of the nﬂtice ‘ ' to the state cmbudsman will be made. A
[ ) Except as specified in ?aragfaphs {ﬂ){*‘)(u) and I facility Incident & Accident Form will be
| (c3(B) of this section; the'notice of transferor - |~ completed for each negative finding,
.| discharge required underth:s secﬁon must be R AR T S
| made by the facility at least 30 days before the
.| resident is fransferred or dlscharged
. | {ii) Notice must be made as soon as practlcable
"1 | before transfer or discharge when- .
S _(A) The safety of ind‘ v:cfuals :n the facmty wouid
FORMCMS 2557(02-991 Pre\nous Velswm()bsdeie R _Ey_em ID:FEXTH . - Faclity ID:VAGIOZ. . .
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L (X3} DATE SUHVEY
COMPLEI'ED

" DEPARTMENT OF HEALTH AND RUMAN SEFMCES
 _GENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENGIES .~ [{X1) PROVIDERISUPPLIER/CLIA" -
“[AND PLANOF CORRECTION . 1 IDENTIFICATION ‘

(XE) MULTI?LE CONST HUCT O8]
A BU!LDENG

DS I B _odnspois |
: NAMEOFPFEOWDERORSUFPLIEG i » L

. smeennaness cm' STATE ZIP coos e
0051 FoxEs WAy :

: HERITAGE HALL K!NG GEORGE : 'KiNG GEORGE VA 22485

(Xﬂ o) SUMMARY STATEMENT OF OEFECIENCIES

ERCRPUREE I " PROVIDER'S PLANDFOOHHEC’!’ION O s
«|" PREFIX | (EACH DEFICIENGY MUST BE PRECEDED BY FULL - © o4 (EAGH CORRECTIVE ACTION SHOULD BE -] compLemion | .. ..
o SRR Y- B ‘{ “REGULATORY OR LSG IDENTIEYING INFORMATION) 1 . CROSS-REFERENCED TO THE APPROPRIAT! ToDATR
S f R e R T L e D T i uzﬂcmncv; DR PR
o L
- 623 _Cantmued From page 18 : o 31 Systemic Change(s) !
iijbe endangered under PaTaQraPh (03(1)(0 (C) Df s Facility policy and procedures have been
"7 | this section; - » ‘I reviewed. No revisions are warranted at
| (B) The health of mdmduais m the facriﬂy would S |  this time. The Administrator and/or
| be endangered under paragraph (c)(i)(n){D) oi 4. .1 Regional Nurse Consultant will inservice
this section;- 5 the facility’s social worker on the
{C) The ressdent‘s health lmproves sufflcaem!y to |- requirement that the state ombudsman be |
allow a more immediate transfer or discharge, - [ - notified of resident discharges/transfers.
under paragraph (c){1 i)(8) of this section; i R ,
| (D) An immediate transfer or dischargelis . |~ Monitoring: o
L reqmred by the resident's urgent medical needs g o F The Soqlal Semce_s Dl_re:ctor will i?c
2| under paragraph (c)(‘l)m(A) of this section:or . /| |  responsible for maintaining compliance.
S (EYA res:dent has not res;ded in the facahly for Sﬂj . The Social Services Director will review
B days : iR all residents who have been discharged

and/or transferred from the facility

i §483 15(0)(5) Contents of ihe notlce The”wntten ' X;dgl“’ m‘;f'im;f‘:; mel;a“u;' ors
notice specified in paragraph (c)(:’:’) of.this Section - Bt negd “::i neImgs ?é. oy and
must include the following: - : n :f‘ A ‘;.mm“ d at t‘.'ﬁ';)o talismvery an
-{i) The reason for transfer or dlscharg S LA ag:;’; Py dincg ot thove

(i)' The effective daté of transfer or discharge ;

audits will be reported to the Quality
(iil) The location o which the res:dent s As C th arterly f
“| transteried o’ dtscharged o co “Omities quarterly 2o

-_“i(iv) A statemerit of the resmfent S appeaE rlghts L for change in facility policy, procedure,
NI mcludmg the riame, address (mailing and ernani) S e and/or practice.

1 and telephone number of the’ “enfity which. - B _ Completion Date: May 20, 2019
- | receives stich requests; and information. on how S R i B
- to obtain an appeal form: and asszstanca in:
- | completing the form and submimng tha appeal
| hearing request; .
| {v}.The name, address (maziang and emaﬂ) and
" telephone number of the Office of the State
*| Long-Term Care Qmbudsman; - B B
o F i) For nursmg fac;llty resadents w:th mteiiectuai &

gt

review, analysis, and recommendations

i-?;' | the protectlon and advocacy of individiials w:th e
- | developmental disabilities established under Part i
"o Cofthe Devglgpmental, Disabifities Assistance’ -
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- j codified at 42 U.S.C, 15001 et seq.); and -

- | agency responsible for the protection and

| for Meniaﬂy il lnd:vnduals Act.

|| must update the recipients of the notice as soon _

' §483 15(0)(8) Notice in advance of faclhty ciosure

- -| the administrator of the facility must provide
- | written notification prior to the. impending closure

.| State Long-Term Care Ombudsman, residernts of

| well as the plan for the transfer and adequate

1oy

| tailed 1o notify the Ombudsman of a transfer to
~ | the hospital on 2 separate occasions for 1

-| resident (Reszdent #41) m a sample snze of 30
: resndents ' :

and Bill of Rights Act of 2000 {(Pub. L. 106-402
{vii) For nursing facility residents with 2 mental '
disorder or related disabilities, the mailing and
email address and telephone number of the
advocacy of individuals with a mantal disorder
astablishaed under the Pro{ecilon and Advocacy

§483.15(c){6) Changes o the notice.

If the inforrnation in the notice changes prior to -
effecting the transfer or discharge, the facility

as practicable once the updated miormahon '
becomes avaliabfe o

In the case of facility closure, the individual who is

to the State Survey Agency, the Office of the:

the tacility, and the resident representatives, as _
relocation of the residents, as required at§
483.70(). :

This REQUIREMENT |s not met as ewdenced

Baséd on staff mtemew facsiny documentation
review, and clinical record raview, the facility staff

For Resident #41, the fac;irty staff fatted to notity -

the Ombudsman upon transfer to the hospztal on |-

02/19/2019 and 02/25/2019.

_ FORMAPPROVED -
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: The’ Findings inéluded‘ '

- | diagnoses to include but not fimited to dsabetes

1 {ARD) of 03/13/2019 was coded as re-entry from
‘1 an acute hospital. Resident #41 was coded with a
| Brief Interview of Mental Status (BIMS) score of
E |mpa|red cognition.
| On'04/04/2019 at approxim'atély'Q 15 AM,

o quietly in bed. Resident #41 stated that he had

_{ but declined further miemew

E _admtsssons on 02/&9!2019 and 02/25/2018.

1 stated "l send the notmcauons tothe -

| cannot exptasn why (Resident #41) is smssmg
Hrommyfistand| cannot find the forms, he must

-"Traﬂsfer or Dlscharge Notlce (rev:sed

Ressdent #41, a 60 year old male who was
admitted to the facility on 06/19/2018 with -

heart failure, kldney failure requznng dialyses, and
depressmn

Resident #41's most recent Minimurﬁ_ Data Set
{MDS) with an Assessment Reference Date

11" out of possible 15 tndicatmg moderatety

Resident #41 was observed awake and resting

several recent hospitalizations in February 2019

On 04/04!201 9, tha nurse's notes for Februa;y
2019 were reviewed and confirmed 2 hospltal

On 04!04!201 9 a copy of the Ombudsman
Notification for both February hospital admissions
was rexjuested. The Socialt Worker (Empioyee G)

have been overlooked". A copy of the facility ©

policy regarding resident transfers was requested
and provided by the Social Worker (Employee G).
Line item #4 of the facility’s policy entitled :

STATEMENT OF DEFICIENCIES - - |(X1) PROVIDERISUPPLIERICLIA - | (X2) MULTIPLE CONSTRUCTION o pATE SLRVEY
| AND PLAN OF CORRECTION | IDENTIFICATION NUMBER: - -~ | 4 ausmma . COMPLETED . -
R 495300 . B.WING . 04/05/2019 |
N.AME OF PﬂQVfDER oR SUP?{EER - . STREET ADDRESS, CITY, STATE ZEP CODE R ce -
10051 FOXES WAY '
R!’!’A HALL KiN ORGE
HERITAGE @ GE KING GEORGE, VA 22485
L {Xey 1D summav STATEMENT OF DEF!CEENCIES 0 " PROVIDER'S PLAN OF CORRECTION 1 e
‘PREFIX | - (EACH DEFICIENCY MUST BE PRECEDED BY FULL “PREFIX " {EACH CORRECTIVE ACTION SHOULD BE - COMPLETION
" TAG REGULATORY OR LSC IDENTIFYING INFORMATION) -~ TAG caoss AEFERENCED TO THEAPPHOPHIATE ’ - . DATE -
o DR . PR : g ©© . 'DEFICIENGY) - - :
F 623 [ Continued Frompage20 ¢ Fez3
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5 il - . - OMB NO. 09380391 -
[ STATEMENT.OF DEF!CIENCIES {1} PROVIDER/SUPPLIERICUA . {x2) MUE..TIPLE oonsmucrzow LR ey DATE SURVEY.
ANDPLAN OF CORRECTION . * " | IDENTIFICATION NUMBER: A.BUILQ?NG o A SR TR N  COMPLETED- "
BwinG.,

- :odios:ze’is 5

(X4) o] SUMMARY STATEMENT DF DEFlCiENCIES

.'-'ID'::'.

! PROVIDER'S PLAN OF COFIHEGTION

§483 15(6)(1) Nohce before transfer Before a

the resndant or remdent representahve that
_ | specifies- -
| €) The duration -:::f the state bed—hold poltcy, f:
i any, during which the resident is’ permllted to

- preturn and resume resndence in the nursmg
| facility, o :
i) The reserve bed paymem po,lcy in the stat
| plan,. under § '447.40 of this chapter; if any;’
" H{iif) The riursing facility's policies: regarding

| paragraph {e}{1).of this sectzon permltbng a;
. | resident to return: and - -
5| {iv) The mformaﬂon spectfned in paragraph (e){1)

'of lhls sectmn

§433 15(d){2) Bed«hoid notsce upon !ransfer At
. | the'time of fransfer of a residentfor -
hospltaitzatron or therapettic leave, a nursmg
“ 1 facility must provsde to the resident and the:
-~ | resident representative written notice which
" 'specﬁtes the duratlon of the bed hold poﬁcy

'§483 15(d) Notlce of bed-hcld policyand return- 1o

,nursmg facnlrty transfers a r-stdent toa hospatéi oi 1

"I bed-hold periods, which must be consistent wuth 1

.All other residents could potentially be

Resident #41’s and their RP has been
notified that the facility failed to provide
them with the facility Bed-Hold policy
when resident #41 was transferred to the
hospital. Resident #41 and their RP has
had the facility bed-hold policy reviewed
with them by the Social Services Director.
An Incident and Accident form has been
completed for each resident identified in
the review,

Identification of Deficient Practice(s)
and Corrective Action(s):

affected. The Bed-Hold policy and forms
are now kept at the nursing station for
after hour’s transfers to the hospital to be
completed by the charge nurse. The
Social Services director/Admissions
director will be responsible for normal
business hour transfer notification of all
bed-holds to residents and/or Responsible
parties.

FDRM msessr(ae-ss; PrevmusVersionsObsdais S Event : FBXTﬂ :

- FORM APPROVED - -

| S FRERX | . (EACHDEFICIENGY MUST BE PRECEDEDBY FULL | "PrRErix | ©  (EAG GORRECTVE AT ot ON oomgss)nqu Cail
R Y REGULATORYOHLSCEDENTIFYING !NFOFIMATEON) LR UTAG Y CBGSS-HEFERENCEDTOTHEAPPF\OPHIATE DATE B BN
SIS R PENES RN NS I : OISRy Y DEFICIENGY) N ST R
o} F623 Contmued me pagez1 : “Feeal
“.° | December 2016) states that acopyof thenotide | | T
2 will be sent to'the. Oi_f ice of the State Long-Term
B Care Ombudsman" R o
. : On 04104!20‘!9 ai approx1rnately5 30 PM the :
- _Admtmstrator (Employee A} and Directorof
| Nursing (DON, Employee. B) were notified of the
- e s | findings: No further information was received. en b
‘| F 825 Notice of Bed Hold Policy BeforelUpon Tmsfr .. F825! Fexs
788aD CFH(s) 483 15(d)(1)(2) _ Corrective Action(s):

¢ FacRyIDIVAOIOS - . L. if conlinuation sheet Page 220f 120
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.| AND FLAN OF CORRECTION A,BUthNG SRR

o IDENTHRICATION NUMBE

495300,

" COMPLETED: -

NAME OF PROVIDE.R OR SUPPL%ER

HEHITAGE HALL ,.\NG_GEORGE;:_ _._1_['_;;:: |

- bBrwinG T S n4los019

STFIEETADDBESS cmr sm'E, zm oone e
10051 FOXES WA‘I i
KING GEORGE VA 22485

(x«;) [N §
" PREFIX
CTAG:

SUMMARY STATEMENT OF DEFICIENG!ES
FIE.GULATORY OH LSC !DENTiFY &NG }NFORMATR'JN)

{EACH DEFICIENCY MUST BE PRECEDED BY FULL S b

.- . PROVIDERS, PLAN OF CORRECT ION

PREF'X - {EACH CORRECTIVE ACTION SHOULD SE COMP%.EI‘ION e
U TAG S o CROSS—REFERENCED TOTHE APPROFRIATE - D"TE S R

S DEFIC!ENCY)

7 rhis REQUIHEMENT is not met as ev;denced' -
e by' :
' Based on staii anterwew, iacﬁaty documentahon '

. Policy on 2 separate occasions for 1 Tesident - )
(Ressdent #41) ina sample size of 30 resndents .

- For F!es:dent #41 the iaclilty staﬁ fanled ta N
| provide notice of the facility Bed Hold Poiscy upon

: 02/2512019

| admitted to the facility on 06/1 9/2018 with
diagnoses to-include butnot. Elmaled to dlabetes,
- | heart faliure. kldney faliure requmng dialys:s and

G idepress;un

*$1* out of possnble 15 |nd|cahng moderately-
tmpalred cogn:tton. < -

| O 04/04/2019 at approxamateiy 915 AW,
e several recent hospntahzations in February 2019 :
b _but declsned further sntemew E
' 'On 04/04!2019 the nurse's notes for Februafy

P aidmissions on 02/1 9/2019 and 02[25/2019

Con’u ed Frorn page 22 i
descnbed in paragraph (d}(1) of this sectton

review, and clinical record review, the facility staff
falled fo prowde notice of the facillty Bed HoId

‘transfer to the hosp:tal on 02!1 9!201 9 aﬁd k

Heswient #41 a 60 year old ma!e who was

e Hessdent #41 s most recent Mmemum Data Set i SR

.| (MDS) with an Assessment Reference Date | =~
| {ARD) of 03/13/2019 was coded as re-entry from. {1 -

an acute hospital. Resident #41.was coded withal. .~

Brief interview of Mental Status {BiMS) score. oi

Flesrdent #41 was observed awake and resting
quietly in bed. Resident #41 stated that he had

2019 were rewewed and confirmed 2 hospsta!

F 625 Systemic Chaage(s):

Co The facility Policy and Procedure has
been reviewed and no changes are
warranted at this time. The Social
Services Director, Admissions Director
and licensed nursing staff have been
inserviced by the administrator on the
bed-hold requirement and the proper use
and notification of Bed-Heold policy.

Monitoring:
The Admissions Director and Social
Service Director are responsible for
compliance. All transfers/discharges from
the facility will be audited the by the
Social service director and/or Admissions
Director to ensure proper bed-hold
notification was completed at the time of
transfer or therapeutic leave. Any/all
negative findings will be corrected at time
of discovery. The results of these audits
will be forwarded to the Quality
Assurance Committee quarterly for
review, analysis, and recommendations
for change in facility policy, procedure,
and/or practice.

: Completlon Date: May 20,2019
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g ()@319 SUMMARYSTATEMENTDFDEFIC!ENCIES TR OO, - PROWDERSPLANOFCOHRECT!ON R
“*]- PREAX | - (EAGH DEFICIENCY MUST BE PRECEDED BY FULL o o gsmsoonnscrwsacnonsmum BE . |6 T
CiLTAR neauwonvon LSC IDENTIFYING mrosm'nom) e STAG b CBOSS-REFERENCEDTOTHEAPPROPHIATE PR

: Cormnued Frsrn page 23

o ;Cn 04/04!2019 a copyof !he Bed Ho[d MR
© | Notification for both February hospital admissions Do
-} was requested. The Social Worker (Employee G) | -

. | stated "I cannot find any forms ‘they mustnot -~
‘1 have been done”. A copy of the facility policy:,
+ | régarding bed holds was requested and provided
" | by the Director of Nursing (DON, Employee B).
. "| The facility's policy éntitled *Bed-Holds and - L
.- | Returns” (revised 3/17, updated 1/19) states that.. BRI
.| "prior to fransfers and therapeutic leaves, |-
O residents or resident representatives will be
o lnfermsd"n wrmng of the bed hoid and return’

= 04 201Qatapprommateiy5 30 PM the RN ST

'—'VAdmimsirator (Employee A} and DON (Employe L S
.| By were notified of the f&ndmgs No furlher
-} information was’ recewed 1 TN S
83 __CorraprehensweAssessments&Tsmmg iy FB38l Fes6

: CFR(s} 483 20(%3)(1}(2)(:)(;;1} i e e Corrective Action(s):

s : pees o enf L Resident #35 has had 2 modification done

: ldent Assessmeni L. - toher mostrecent MDS to accurately

E _The facztlty must conduct mmaily and penod;caliy © ]! code section B 1000 — Vision to reflect
a comprehenswe, accurate, standardized - <4 . | her current vision status.
reproducible assessment of each resudent‘ PN

: functmnai capaclly Identification of Deficient Practices &

e ' cionf e les) Corrective Action(s):
: 7§433 20“3) Comprehenswa Assassments FETToT R All other residents may have potentially
£ | §483.20(b)(1} ‘Resident Assessment Instrument ‘' | Dbeenaffected. A 100% review of section
.| Afacliity must make a comprehensive’: .o B 1000 - Vision of all residents most
- assessment of a resident's needs, strengths f .| Comrent MDS will be completed by the
| goals; life history and preferences, usingthe = | | RCCtoidentify residents at risk. All
resident assessment instrument (RA) specifred N residents identified will have their current
by CMS. The assessment rust lnc!ude atleast | = MDS assessments modified at the time of
the- follo\mng R : d;scover and their comprehensive care
0] Edentmcat;on and demographlc mformatton s Ei:;fnusﬁf;:d to accurately reflect their
( ') Customary routine. ' ‘ ’

~if'Foamcms-ass7(oa«99}vaersmsomsem G EweetID:FEXTH. . FaslilyiD:VADIG3:. . C..7  |f continuafion sheat Page 24 of 120




 ‘DEPARTMENT OF HEALTH AND HUMAN SERVICES ~

PRINTED Oaricr019
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| STATEMENT OF DEFICIENCIES " | (x1). PROVIDERISUPPLIERICUA (X2) MULTIPLE ccnsraucrm ' : (xa) DATE sunvev
AND PLAN OF CO S| eNTIRGATONNUMSER: 3 puiome - | cowpieTen:
: . TonLITeL v - S . 3 (NG 04’05’2919
NAME oF paownen oR suppuea : : STHEET ADDHESS cm'. STATE, ZIP GODE - T
_ HERITAGE HALL KING GEGRGE :(‘:::(; ZOE):RS ‘;VEAYVA 22 485 '
(x4) D “SUMMARY STATEMENT OF DEFIGIENCIES .- 7| " 4. - " PROVIDER'S PLAN OF CORREGTION | ST
Pnaprx (EACH DEFIGIENGY MUST BE PRECEDED BY FULL - - [ pREFx | - {EAGH GORRECTIVE ACTION SHOULD BE COMPLETION
T HEGULATOHY ORLSC IDENTIFYING !NFORMAT!ON) s TAG : cnoss ﬂﬁ?gaeggggi‘égg%E APFROPH’ATE f-“:-?’-“.e g
1 F 636 Contanued From page 24 . F838| systemic Change(s):
B '(ill) Cognmve patterns j' Hp L The facility policy and procedure was
s vy Commun:catlon L reviewed and no changes are warranted at
oo Wyvision, o s this time. The regional nurse consultant
0 F(vi) Mood and behavmr patterns will inservice the Resident Care
.} {vii) Psychological weil-bemg . Coordinator’s and the interdisciplinary
'| (viii) Physical functlon:ng and s{ructural problerns Care Plan Team on accurately coding alt
{ix) Continence." : sections of the MDS. This will include
(x) Diséase d;agnosns and health condit;ons ~ accurate coding of section B Vision. ;
'| 64) Déntal and nutnt;onat status ' L
(3ii) Skin Conditions. ' Monitoring: . o
{xiil) Activity pursuit. The R(.Z)C is responsible f9r maintaining
| (xiv) Medications, - : _ ST . compham_:c. The RCC w:l} cc‘)xr.lpletc.
_|{xv) Speciat. treatments and procedures e - MDS audit tool weekly coinciding with |
- | xvi) Discharge planning. - e  the MPS caiznfafa;f m";nﬁtor ng 5
| (xvil) Docuimentation of summary mformation . f&’ﬁ;ﬁf‘: iy d);o th:eI%Cg zn dntl;:gSON'
*| regarding the additional assessment performed -  the i o scovery for immediate
| on the care areas triggered by the comp!etton of correction. Aggregate findings will be
| the Minimum Data Set {MDS). : reported t0 the Quality Assurance
| xviii) Docurnentation of pamc:pat:on in Committee for review, analysis, and
assessment. The assessment process must recommendations for changes in policy,
e include direct observatioh and communication - procedure, and/or facility practice.
.. | with the resident, as well as communacatton \mth Completion Date: May 20, 2019
" [ Hicensed and nonticensed dzrect care staff L _ S B
members on ali sh:fts IR
; '§483 20(b)(2) When requnred Sub eci to the
| timeframes prescnbed in §413 343(!3) of this -
chapter a facxhly must conduct a comprehenswe
‘assessment of a ressdent in'accordance with the
timeframes specified in paragraphs dY2) :
. [through (ill) of this section, The timeframes - |
| prescribed in §413 343{!)) of lhis chapter do mt
.1 applyto CAHs. -
1) Within 14 caiendar days after admassnon
-{ excluding readmissions in which there is o o
« | significant change in the resident's physical or -
“" | mental condition, (For purposes of this section,
sl feadmlsswn means a return to the facn!ity
g‘_Foammsfzsama-am P_raviousx’ers_igns Obselete . ' Evort 10:1-79:’«;;- L Fecllyl:vADlos
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| Fe3s ContmuedFrom page25 - - " | Fgas

following a temporaty absence fcr husmtai:zatlon
or therapeutic leave.}

{ili)Not less than once every 12 months . :
This REQUIREMENT is not met as ewdenced
by: :

‘Based on ubservatron. staff :ntervnew, clinical _
| record review, and facility documentation review,
the facility staff failed to conduct accurate =~
assessment of resident's funclional capacity for
one resident (Resident #35) in a sample size of
| 30 residents. For Resident #35, the facility staff
failed o accurately assess her vssua! functeonal
capacity

The' ﬁnding_s included:

" | Resident #35, 70-year female, was admitled to
| the facility on 10/22/2011. Diagnoses include but
not limited to heart failure, hypenensmn morbcd
- obessty, and muscle weakness .

Resadem #35‘3 most recent Mmsmum {)ata Set

| had an Assessment Reference Date {ARD) of ©
‘| 01/02/2018 and was coded as a significant -

_ | change in status assessment. Resident #35 was

1 ceded with g Brief Interview of Mental Status :

(BIMS) score of 15 out of possible 15 indicative of

intact cognition. Functional status forbed

mobility, dressing, and personal hygiene were all

coded as requiring extensive assistance from

staff, Vision was coded as’ adequate - sses fine

detail, including regular print i in -

newspapers/books. - '

T On 04102;‘201Qat 12 51 PM, an intervsew with
Resident #35 was conducted. When asked if she
had any concems, Resident #35 stated she had
an eye exam last year but never received
glasses. Resident #35 stated she spoke with LPN

Foamcus-m(aess)PmmstemsMa U EventI:FSXTN - Faolity ID: VAO102 . Hcontinuation sheet Page 260f 129
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FORM APPROVED -
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X410
PREFIX
TAG -

SUMMARY STATEMENT OF DEFICIENCIES
(EAGH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o oo PROVIDERS PLAN OF GORRECT ON S R .-
PREFIX © o {EACH CORRECTIVE ACTION SHOULD BE . | COMPLETION
TAG . {1 CROSS REFERENCED TO THE APPROPRIATE L

- DEFICIENCY)

F 636

: On 04!03/201 Sato: 10 AM, Flesndent #35 was

*{ observed in bed, awake, with the head of her bad

on: Residen{ #35 was not Wea'ﬁng glasses.

on 04!04/201 9 at 4:05 F‘M LPN B was asked if
- 1 she was aware Residem #35 needed glasses and

" | process of getting glasses for Resident #35, LPN
- | B stated, "The social worker takes care of that "

-{on 04/04!20‘! 9 at approxlmately 4 40 PM -
‘| Employee G, a social worker, was asked about

- Hor v1sson semces on 04!1 7'12019

Contanuad F rom page 26

B about it. Resident #35 aiso stated she loves to
read but is unable 1o do so without her reading
glasses. Resident #35 was not weanng glasses
atthe tlme of the mterwew '

observed in her bed sleeping with the head of the
bed elevated apprqximat_e!y_ﬁﬁ degrees.

On 04!04!201 9 at 9:00 AM, Resident #35 was
elevated approximately 45 degrees. The TV was
Res:dent #35 stated, "my lsft eve is my good

eye.” She went on to say that if she closes her Ieﬁ
eye, everythmg is b!urfy

LPN B stated, "Yes." When asked about the

the process for vision services and Employee G
stated she visits with residents and asks them if
they want to see the eye doctor and if sg, their

name is put on a list. Employee G then provided

a list to show that Resident #35 was scheduled

On 04.’05!2019 at o 25 AM F{esrdent #35 was.
observed in her room, in bed, awake. When
asked if a social worker had talked with her about
geiting g!asses and she stated, "No." She went..
on to say "E mzss bemg abte to read v

On 04/05f2019 at approximaiety 10: 05 AM

F 636
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-| the example of applying superglue to the hinge.
- { office and will give them to the residents that

SN stated she didn't know.
| On 04/05/2019 at approxarﬁateiy 'm' 115 AM, the

*1 MDS coordinator, Employee H, confirmed that

| Vision was coded as "Adequate sees fine detail,

o addressmg vision sarvtces

" optomemst dccumented the chief complaint,

- | documented, "Age-related nuclear cataract,
~ | bilateral - cataracts - OU-Mild/stable - not visually

| +2.50 08 {left aye) -1.25 sph X ..Add+2.50."

i summary. Resndent #35 was examined by an
| optomnetrist in July 2018 which included a

Contmued From page 27

Employee G was mterwewad When asked about
the process if a resident has concerns pertaining
{o their glasses, she stated if the glasses are
broken; she will try to fix them herself and used.

She also stated that if a resident needs reading
glasses, she has a whole box of them in her

need them. When asked i she knew why -
Resident #35 wanted 1o see 1he eye doctor, she

Social Services completes Part Bofthe MDS
assessment and then it is signed off by the nurse.

such as regular pnn! :n newspapers!books

’l"he social service notes rangmg from 06!1 5/201_ 8
through 03/18/2019. Of the 15 social services
entries by Employee G, there were no entnes

The facx[aty prowded "Summary Ocular Progress
Notes" dated 0713/2018 for Resident #35. An

*Blurred vision, hard to see at distance and near.”
Under "Diagnosis and Treatments”, it was

significant - monitor 6 mos (months)." The
progress notes also inciuded a glasses :
prescription that expires 7/13/19. The prescnptron
documented, “OD {right eye) -2.75 sph x ..add

Fomcms-zssnoz -59) Pmsoss\arazsims Obsu[em T Event BD:FOXTI
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SUMMARY STATEMENT OF OEF!GIENC!ES

. PROVIDER'S PLAN OF GOHREGT lON

.. | months ago. The most recent MDS assessment
R documented ReSideni #35‘5 vzsson was adequate

* {and they offered no further mformatlan or-
‘| documentation.” = N

C :cm@ 483. 20(g)

Based on rssudent mtemew staﬁ mtemew, e

facmty documentation review and clinical. record el

| raview, the facility staff failed fo ensure the = - {7

-| assessment of the resident accurately reflected | - -

77 Ihe resident's status for one resident. {Resmient e
. _#55} in a survey sample of 30. resrdants

prescnptsnn for gtasses Res:dem #35 Ioves Io

| read but is unable todo so because she dld not

have glasses and did not receive glasses
foﬂow;ng the exam by the optometnst nearly 9

- On 04/05/2019 at approxamateiyE 30 F’M the

DON and Administrator were notified of. !Imdlngs . Y

| Accuracy of Asseésnﬁents i

- accurately code the MDS (Mummum Data Set) (ah
: _assessment tool).. , A

) | ‘ﬁesm!ent #55 a 55 yaar old, was admat{ed o the
- | tacility on 2/1/19.- The résident's diagrioses

included, but were not limited to: hypertension, -

Wl Type 2. d;abetes, and neuromuscuiar dysfunctlon
'ofbiadder ' RIS S

xa) 1] N REE
- p(-ﬂEan - (EAGH DEFICIENGY MUST BE FRECEDED BY FULL .~ - | -~ pREFX: . (EACH CORRECTIVE AGTION SHOULD BE - e
" TAG | " REGULATORY ORLSG IDENTIFYING INFORMATION) |- TAG CROSS—REFERENGEDTO THEAPPROPRIATE | © DATE
R A S . _ ) o ot : N DEF‘C!ENCY) il ' R
A F636 Contlnued From | page o8 e F636]

F641

Corrective Action{s):

Resident #535 has had their most recent
MDS modified to accurately code section
HO100 A for the presence of a Foley
Catheter. Resident #55°s comprehensive
care plan has been reviewed and revised
to include the use of a Foley catheter and
the Foley catheter care 1o be completed
each shift. A facility Incident & Accident
form was completed for this incident.

Identification of Deficient Practice(s)

;and Corrective Action(s):

' All other residents with a Foley Catheter
may have potentially been affected. A
100% audit of all residents current MDS
assessments will be completed by the
RCC and/or designee to ensure that
sections HO100 A of the MDS are coded -
cormrectly. All negative findings will be
reported to the MDS department for
immediate correction. A Modification
will be completed for each discrepancy
identifiedon the most current MDS.

. FORM CMS-2567(02-99) Previous Versions Cbsaleta ™ -

© EventID:FEXTIL - .

FacillyID:vAOIO3. .
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ABULDING -
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(x.«,; o P SUMMARYSTATEMENTOF DEFICIENG!ES m" V;f ;' - PROVIDER'S PLAN OF CORHECTEGN -

. PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL'  © | “PREFIX | {(EACH CORRECTIVE ACTION SHOULD BE. -

A REGULATORYOHLSCIOENT!FYENG :NFORMAT;ON) NETE PR £V GROS&REFERENCEE)TOTHEAPPROPH!ATE SN A
s E ORI ER R IRCE TR IRt : DEFIC%ENCY) AL

HEHiTAGE HALL KlNG GEOHGE

1 F641 Contlnued From'page 29 o F641 Systemie Change(sk ?
% | Resident #55's most recent MDS with 2 an ARD ..+ | TheResident Interdisciplinary Care Team

| (assessment reference date) of 2/8/19 was coded O has been inserviced by the Regional
- | as.an admission assessment. The'resident was | - Nurse consultant on the proper
.| coded as having 'a BIMS (Brief Interview for- ol assessment and coding of all sections of
.-~ | Memory Status) score of 15, indicatingthe . -~ |- .~ |  theMDS. All comprehensive MDS’s and
| tesident was cognitively intact,’ Functional status | _ quarterly MDS’s will now be reviewed

cach week according to the MIDS
schedule by the RCC and/or DON to
ensure the accuracy and integrity of
resident data.

. | fortransfers, dressing, toilet use and personal
L _hygiene was coded as Remdent #55 reqmred
¢ iextensme ass:stance ;

o Revsew of the Nursmg Adm:ss;on Assessment 5

| dated 2/1/19 revesled the resident had'an % |

SR mdwelimg catheter on admission: The hosp:ta! E
S d;scharge Summary dated 1!31!19 mdlcated the i

Monitoring:
The DON and RCC are responsible for -
" monitoring compliance. The MD$S

assessment audit will be completed o
weekly coinciding with the MDS calendar | -
to monitor for compliance. All negative |
findings from the audits will be reported
to the DON and RCC at the time of
discovery for immediate correction.
Aggregate findings will be reported to the
Quality Assurance Committes monthly
for review, analysis, andrecommendations -
for change in facility policy, procedure,
and/or practice.

Completion Date: May 20, 2019

;that the resident hadafoley Gatheter.  Review of |
.| the Treatment Adtinistration Record sndlcated c
. Resudent #55. recewed foley cath (catheter) care |-

e .ﬂewew f Resident #55‘5 imost recent MDS ith. |
*|'an ARD of '4/3/19 was coded on séction HD1 6o A |
Indwelimg cathetef as a cathefer not beiny

,';:- An mtemew was'conducted wﬁh Rssrdeni #55 on_

L hestated 'i‘v‘ had that'thmg smcelwa's in ihe

n The MDS with an'ARD of 2!8/19 was coded - s
~ | indicating the resident was incontinerit of bowel S

" 1 Review of the Nursmg Admission Asssssment

| dated 2/1/19 is coded that the resident is -
~ | continent of bowel movements. "Review uf Fall
| Risk Assessments with dates of 2/1/19, 2718
1 2/15/18, and 2/22/19 stated that Resident #55 - - {

Foamcusmgoe—sswm\fammsmmm e Evemsn stm i Faclity ID;VAO103: “ - 4f continuation shest paga_ago_f_jégf'_'__f"
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= 10_._

s ;No further mformatton was prowded

L was ambu!atory and comlnent"; :

|m an Intemew wﬁh ﬂes:dent #55 on 4!5,’1 9 at ,

‘| 9:34am the resident siated " know when | rteed
“ .| to go but it makes it easier for everyone if | use -
.| this.diaper and lét them know when it needs

. bathroom

: :Suweyor A conducted an mtervaew wnh CNA M
-|'on 4/3/18 at approximately 2pm,- During the . f 'i :
interview, CNA M stated, “[Resident #55's name}
| is:continent, he has a foley, he will letme know.. | = .-}
s _when ha needs ehaﬂged‘ he ]ust_uses hls bnef R S

CFR(S} 433'20(;()(1) (3. s
- 4§483 26(k) F’readrmss:on Screemng for

individuals with a mental d!sordef and ind'
s :wﬂh mtel[ectual dlsab;ii .

: peﬁormed by apersonor entsty other than the
| State mental health authority, prmr to admtssacm

o : ccmdmcm of the mdmdual the mdmdual requlres

changing.: | can get in my chalr an(i go io the

ERa 'The Admzmstrator and Dlrector of Nursing were j: B
~" { notified of the findings of facility staff failing to™
)accurate y code an assessmem on 4!4!19‘at
g .5:_30 :

independent physical and mental evahxahon

1 Fess

S §483 20(k)(1) A nursang facfllty must not adm:t. on
.| orafter January 1, 1989, any new fesidents with:..
) Mental disorder as defined in paragraph. (k)(:a)
"1 (i) of this section; unless the State mental hea!th
- = | authority.-has determined; based on ani." A

(x.s) I O . 4 w7 - PROVIDER'S PLAN OF- CORREGTION
" PREFIX © (EACH DEFIGIENCY MUST BE PRECEDED BY FULL. PREFIX e (EACH CORRECTIVE AGTION SHOULD BE "
o Y R HEGUU\TORY OH Lse ‘DENT!FY?NG lNFOﬂMATlUN) ] e TAE -+ CROSS- REFERENCED TOTHE A??HOPRIATE
RIS O N : - : SRR TN Lo s DEFEGENCY)""' San
F 641 _Contmued Fr'o'hi'paga 30 SUFB4l] Lol

F645
Corrective Action(s)

Resident #7°s attending physician and
responsible party have been notified that
the facility failed to obtain a PASARR for
the resident prior to their admission. A
facility Incident & Accident form has
been completed for this incident.

Resident #28’s attending physician and
responsible party have been notified that
the facility failed to obtain a PASARR for
the resident prior to their admission. A
facility Incident & Accident form has
been completed for this incident.

' FOHMCM&ZW{OZ—SS}FWSW&&UMO@MI&& it E:yen!:!t_!:FEXTﬂ, Rt
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R 1Y WtNG
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'---_ABUILD:NG SN @ Lo

o i) DATE SURVEY -
-k compLETED L
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SUMMARY ST ATEME}\!T OF DEFICIENGIES

Tt

. PROVIDER'S PLAN OF CORRECTION ~

" |'specialized services; or. B

o {ii} Intellectual dlsahlmy. as deimed in paragraph

© | {k){8)ii) of this section, unless the State -~
1 intellectual disability or developmentai dlsabzluty

conditlono(the mdmdual the individual requires |
=i the !evei of semces prowded hya nurssng faclisty

services; whether the individual requires :-

-;l- §483 20{[:)(2) Excaptions For purposes of thzs'
- | section-i ;

...} paragraph(Kk}(1) of this section need not pro\nde
| fof determinations in the case of the readmlssmn
110 a nursing facility of an individual who, after AF
| being admitted to the nursing facahty was. o
| transferred for care in‘a hospital. :
| (i) The State may. choose not to apply th
| preadmission screening program under-
i paragraph {k)(1) of this section to the admlss;on
toa nursmg fadility of an individual-~ . :

- hospital after recetvmg acute mpatlent care at the

1 {ByWho raqunres nursmg famhty services for the
| condition for. which the mdi\ndual recewed care in-
.| the hospital, and -

1{C) Whose. attendmg phys:c&an has certmed
.. | before admission to the facility that the lndmdua!
o is I:keiy to requlre less than 30 days af nursang

setvices, whether the' mdlwduat requ:res

‘authority has determined prior to admisston- -

(A} That, because of the physical and mental :

and
{8) I the indmdua! requlres such Ievet oi

(i)The. preadrﬁussson screenmg program under

{A) Who'is admitted to the facility dnectfy from a.

hospital, .

: | the Eevel of services provnded by a n'ursmg facdﬂy: G
L jand R I
EH(BY if the mduwduai requares such Ievel of

Ha} 1D : 1. (%5}
]gF!E}Fix . (EAGH DEFICIENCY MUST BE PRECEDED BYFULL - .~ | - PREFIX’ * (EACH CORREGTIVE AGTION SHOULD BE
TAG | HEGULATOHY QR Lsc Inzm‘vama aNFORMAmN) : R 7Y 1 CﬂOSS-REFERENCED TO THE APPRO?H!ATE BATE
2 o a8 SRR R 2 . DEFIGIENGY). -
: F 645 Contmued me page 31 ‘E 845 Resident #97°s attending physiciaﬂ and

- Identification of Deficient Practices

" director and/or Admissions director will

responsible party have been notified that
the facility failed to obtain a PASARR for
the resident prior to their admission.. A
facility Incident & Accident form has
been cornpleted for this incident.

Resident #49°s attending physician and
responsible party have been notified that
the facility failed to obtain a PASARR for
the resident prior to their admission. A
facility Incident & Accident form has
been completed for this incident.

Resident #68s attending physician and
responsible party have been notified that
the facility failed to obtain a PASARR for
the resident prior to their admission. A
facility Incident & Accident form has
been completed for this incident.

& Corrective Action(s):

All other residents who were required to
have a PASARR prior to admission may
have been affected. The social services

complete a 100% review of all residents
to identify residents who needed a
PASARR completed prior to admission
but did not have one. All negative
findings will be corrected at the time of
discovery by notifying the attending
physician and responsible party. A
facility Incident & Accident form has
been completed for cach incident,

" FORM bms-gssr(oz-gs} r-p_wiu@:s Vézg'mns Cbsolete -
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. (xa; DATE SUFIVEY
COMPLETED

| DEPARTMENTOF HEALTMANDWUMANSERVICES
“ - CENTERS FOR MEDICARE & MEDICAID SERVICES - - = =i - 7i )
' STATEMENT OF DEFICIENGIES . em) PROVIDER/SUPPLIER/CLIA 7 gxgmummz cousrnuc"ncm

| ND PLANOF CORREGTION . | DENTIFCATIONNUMBER: . . | & Lo

Csssae - |mwe, . .

S TTTT] STREET ADDRESS, CITY, STATE, ZIF'CODE P
10051 FOXES WAY. -

- KING GEORGE, VA 22485 .

‘:. NAME OF PROVIDER OR SUPPLIER V

HERITAGE HALL KiNG GEORQE

' '(x«l) 10 SUMMAaYSTAreuEN?OFDEFIc;EthES C ,7 STt RO PROWDER‘SPLANOF GORRECTION - B SRVt R
| PRERIX. {EACH DEFICIENCY MUST BE PRECEDED BY FUU. <1 PRERX . (EAGH CORREGTVE AGTION SHOULD BE | Compegrion -~ =
CoTA@ -] REGULATORY OR LSC IDENTIFYING INFORMATIONY '@ utae - | |- GHOSS-REFEHENCEDTO THE APPROPRIATE. | " DAVE “f -

T B e I Tl R . . DEFIGIENCY)” .~ i & " IR ¢
o :-FNG{}S Contmued From page 32 L |: 345 Systémic Change(s):
S faclltty ser\ﬂces R S The facility policy and procedure has
| S IS S ‘I been reviewed and no changes are
§483 20(k)(3) Defmauon. For purposes of thls"' K8 B warranted at this time. The admission
‘sectionis B R director, social worker, DON, and
HAn 1ndmduai is conmdered to havea menta! o administrator have been inserviced by the
.| disorder i the individua! has a serious mental .. |. -~ . | Teglonal nuse consultant on the ol
. | disorder defined in 483-102(0)(1). .. | requirement that residents with a men
{ii) An individuat is considered tohavean - | disorder have a PASARR be completed
intellectual disability if the individuathasan - | prior to admission
‘intellectual disabiiity as defined in §483. 182(b){3) L Monitoring:
w2 lorisa person with a related ‘condition’ as L o onitoring: . .
| described in 4351010 of this chapter. .~ | - | Thesocial worker and admissions director
O e : st | will be responsible for maintaining
| E::_IS REQSIHEMENT & 'm met as ev:denced & :' B compliance. Potential new residents will
e Based on staﬁ ;niervsew, fac:lsty docﬁmentatlon e zgsf::;gd a%j:g t,,oRchg;iI:;zswn ©
-1 and clinical record review the facility failed ensure | ..

completed if indicated. Negative findings
. will be cotrected at the time of discovery.

Aggregate findings will be reported to the
QA Committee for review, analysis and

recommendation for changes in facility
policy, procedure and/or practice.
Completion Date: May 20, 2619

" Residents had {Pre Adruission- Screanmg And
_Resudant Revnew} PASARR ‘screening prior to
"1 admission for five restdents Residents (#7; #28,

| #97, #49; and #88) in a survey sample of 30
res:dents T el

i Ei For Resedent # ? the iacnilty staﬂ faﬂed to"
S obtaznaPASARFi rtor te adm;ssnon ts the g
. ,taclhty

‘_ ;2 Fﬁr Flemdent # 28 the fac:taty staff failed to
- | obtaina PASAHR pnor to admtssmn tothe
- :facihty

{8 For Resadent # 97 the facll:ty staff fa:ted'to S
. Yobtaina PASARFI pnor to admlssmn tc the SR b
e '_facliny ,

“la. Fornesment##s thefacnnystafffagedm” e
obtain a PASARR sc:eemng pnor to admlssmn to U
’the faciiuty :

" 5. ForRes:dent#SB thefactiﬁysta!ffalledto ) D A R
FORMCMS-ESS?(OZ—BQ)PrewousVemesoEe&a Fv_‘enﬂD:FQ_XTn_ . Faciy ID:VAOI03
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" | STATEMENT OF DEFIGIENCIES | (X1} PROVIDEA/SUPPLIERICUIA - tx2) MUL‘EIPLE OONSTRUCTEON ) LR © HX3) DATE SURVEY - |-
janp ?LANGF coaaecnon . IDENTIFICATION NUMBER: - © - aumma e R 1. |- COMPLETED
R . 495:_!00_ o B-WNG - I e : “| ' o4/osi2019 .
NAME OF Paowaeaoasuppuen I S smeenomess CITY, STATE, zmcoos R

HERITAGE HALL KING GEORGE - 10051 FOXES WAY

: " KING GEOHGE VA 22485 :
an | SUMMARY STATEMENT OF DEFICIENGIES o | "PROVIDER'S PLAN OF CORRECTION

. PREFIX | | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX U {EACH CORREGTIVE AGTION SHOULDBE couPLEneN
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION} ™we o GROS&REFEHENC‘ED TO THE APPROPRIATE |~ DATE
o : S . U R . DEFICIENGCY} " © - - o AT
- Fed5 _Cont:nued From pageas R o Fe45|
C obtain a PASARR screenang pnor to admtss:on o]
| the facility. - :
| The findings include:

| 1. For Resident # 7 the facility staff failed to .
- ‘| obtain a PASARR pnor to admission to the
o faeliliy .

Resident # 7 is a 78 year old woman acfrnltted to
| the facility on 5/2/13 with diagnoses of but not - -
limited to Bipolar Disorder, Acute Kidney Fatture,
“| Repeatsd Falls, Pacermaker implant, Major '
' Depresszve Dlsorder and Selzure Dlsorder

L On 4f2n9 a cfsmcal recard remew was done and
| no PASARR Level 1 was found in hard copy of

+ - | chart or electronic medical record. A request then
made for PASARR Level | and or 1l depending on
what the Resident's dlagnoses requ;red

On 4/3H g at 11: 30 AM an anterv;ew was _
- | conducted with the Social Worker who stated that |
| the ysual process for obtaining a PASARH is that

.1 {he Resident comes in and is admitted and the
PASARR is 2 part of the admissions process.. |
During end of day conference on 4/3/19the
Administrator was made aware of the issue of

obtaining a PASARR prior to admlss:on no fur:her
information was pmwded N

K 2 For Resident # 28 the facﬂlty staff fat[ed to
abtain a PASARFI pnor o adm:ssnon io the
facility. :

Re'sident #2865 yea"r.c}id mart, adniﬁtéd té fhe

' FORM CMS-2567(02-95) Previous Versions Obsoléte ° T Event ID:FOXTTE - FaciiyID:VAOI0Z o ticontmualion sheot F’age 340: 129 e
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STATEMENT OF DEFICIENGIES {X1} PROVIDER/SUPPLIERICLIA 1o MULTIPLE cousmucnon B {X3) DATE SURVEY
AND PLAN OF CORRECTION . - - | - IDENTIFICATION NUMBER: o - COMPLETED
o R FHRAT A. BUILDING. . :
495300 - B. WING 04/05/2019 -

sy

* { and Hemiparesis following cerebral infarction,

: On 4/2/19 a clinicé! record review was dohe and

~ | | screening signed by facility Social Worker and |
.- | dated 5/11/18, The PASAHR was compteted after |
: admlssmn

- mfom‘natnon was provided.
.| 3. For Resident # 97 the facility staff failed to

- | obtain a PASAFIH prlor to adrmsmon to the

| limited to Anemia, Hypertension, Dementia

' Dapress:on

facility on 1/23/18 with diagnoses of but not
limited to Unspecitied Psychosis, Altered Mental
Status, CerebraE infarction (stroke), Hemiplegia

Maljor Depressive Disorder and Diabetes Type Il.

no PASARR Level 1 was found in hard copy of

chart or electronic medical record. A request then |

made for PASARR Level { and or || depending on
what the Hesadeni s dtagnoses required.

On 413119 facmly staff submitted PASARR LEVEL

On 4/3119 at 11 30 AM, an tmemew was

conducted with the Social Worker who stafed that '

the usual process for obtaining a PASARR is that
the Resident comes in and is admitted and the
PASAH_H isa pa_ﬂ__g_f the admissions process.

During end of'day conference on 4/3/19the
Administrator was made aware of the issue of

obtaining a PASARR prior to admission no further | -

facmty

Hes:dent #97 is an 84 year ald woman admmed
to the facility on 6/22/17 with diagnoses of but not

{Aizheimer's Type) History of. Stroke Anx;ety and

. {)(4} I - SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION
- PREFIX . {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX . (EACH CORRECTIVE ACTION SHOULD BE ¢ COMPLETION
CUTAG .REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-HEFEHENGED TO THE APPROPRIATE . bATE.
- - S . R o . DEFICIENCY)
F 645 Contmued Frorn page 34 - F 645
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- | chart or electronic medical record. A request then

what the Resud&nt‘s dlagnoses required.

'. adm:ss:on

| On 4/3/19 at 11:30 AM an interview was

-] conducted with the Social Worker who stated that
| the usual process for obtaining a PASARR is that

| PASARR is a part of the admissions process.
-1 During: end of day conference on 4/3/19 the

_Resident Review) prior to admis’sio'r't io' lhe' iaciii'ty

- Hes:dem #49,a 91 year old male was admitted

3 Hypentension, Malignant Neoplasm of Prostate, -

‘1 Residant #.'49."3 most rec’e’nt Minimum Data Set

| Assessment Reference Date (ARD) of 2/1/2019.

Oontmued From page 35

On 4/2/19 a clinica! record review was done and
no PASARR Level 1 was found in hard copy of

made for PASARR Level | and or il depending on
On 4!3;'1 9 facrmy staff submitted PASARR LEVEL

I screening signed by facility Social Worker and
dated 6/8/18. The PASARR was completed a?ter

the Hesudent comes in and is admitted and the

Administrator was made aware of the issue of
obtaining a PASARR prior 1o admission no iunher
information’ was prowded :

4. For F{ésident ¥ 45, the | facilit'y staff failedto
obtain a PASARR {Preadmission Screening and

to the facility on 12/1/2017. Diagnoses included
but were not limited to: Alzheimer's Diseasa, -

Gastroesophageal Reflux Disease, Dementaa
Osteoarthyitis, and Anxlety :
(MDS) was a quarterly assessment with an

The MDS coded Resident # 43 with a BIMS {Brief
Interview for Mental Status) score of 3" out of 15,

indicating severe cognitive impairment. Resident -

F 645
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Daily Living except total assistance of one staff
person for bathing. Resident # 49 was coded as

| occasionatly incontin'eht of bowel 'and bladder. -

On 04/04/2019 at 2:30 PM, review of the chmcal
N a‘ecurd was conducted

BE Review of the clinical record revealed there was

no PASARR Leve! 1 Screening in the electromc

tor paper cllmcal record.

1 0n 04/4/2019 at 11 08 AM, an’ mierwew was
| conducted with the Social Worker who stated the

facility process was for the PASARR tobe -~
completed by the Social Worker on the day of -
admission.” The Sacaal Worker stated she did not
see a PASARR screemng in the clinical Record
for Resident # 49, The Social Worker stated she

| was aware that the PASARR should be done prior

to admission but stated * am not a part of the
admission team. | don't see them (residents} until

| they get here.” The Social Worker stated the -

Admissions Cor_n_mlit_ee at the 1ac|_|tt_y was

B responsible for seelng residents prior to
© 7 ] admission and the Social Workerwas < -
1] responsible for the PASAHR on the day of

admismon

On 4/4/2019 &t 11:55 AM; the Social Worker
stated that she reviewed the record and talked

| with the Admissions staff.  The Social Worker -

stated she was told a PASARR screening was not
done for Resident # 49 because he had been
admitted to the facility as a private pay resident -

.- | and a PASARR screening was not required for - .
"L him." The Social Worker was advised that '

* | # 49 was coded as requiring limited 1o extensive |
.. | assistance of one staff person for Activities of

| residents must have a Level 1 PASARR
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Continued From page 37 .
screenmg done pr:or 1o admiss;on

| On 0410412019, dunng the end of day debnefmg, '

the Administrator and the Director of Nursing
were informed of the findings of no PASARR for.
Resident # 49. The Administrator and the
Director of ‘Nursing were advised that residents
admitted to nursing facilities must have a Level 1

. | screening prior to admission.  The Administrator
| stated the facility stalf would ensure all future
g admmsmns had a PASAHR prior to admission,

No fufther |nformanon was provzded :

.' 15, For Resadent # 68, the facility staff failed to _
... ] obtain a FASARR {Pl'eadﬂ'IISS!On Screening and
S Ressdent Rewew) prtor to adrmssmn 10 the facmty

Resident # 68, a 81 year old femate was admatted _

-ito the iacmty on 121/2017. Diagnoses included

but were not limited to: Alzheimer's Disease, .~ .
Hypertension, Major Depressive Disorder, .
Gastroesophageal Reflux Disease, Dementla, '
Cardiomegaly, and Anx:ety :

Resident # 68's most recent Mlmmum Data Set

| (MDS) was a quarlerly assessment with an

Assessment Reference Date (ARD) of 2/21/2019.
The MDS coded Resident # 68 with a BIMS (Brief

| nterview for Mental Status) score of "3" out of 15,
' | indicating severe cogmlwe impairment. Resident - _
# 68 was coded as requiring extensive assistance |

of one to two staff persons for Activities of Daily -
Living except total assistance of one staff person
for Bathing. ' Resident # 68 was coded as

- frequently lncontlnent of bowei and biadder. '

| Review of the clmucai record was conducted on .

| F&4s
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. | Mental Retardation/Intellectual Disabiiity, or

| facility process was for the PASARR to be

-admission. The Social Worker stated there was -
-a PASARR screening in the clinical Record for

| stated *] am not a part of the admission team. b

| don't see them (residents) until they get here

| The Social Worker stated the Admissions -

| Committee at the tacility was responsible for . -

| Worker was responsible for the PASARR on the -
: day of admlss:on L

't Resident # 49. The Administrator and Director of'

) prior to admission. The Administrator stated the -

Review of the Scréenihg for Mental Hiness,

Related Conditions, PASARR {Preadmission
Scresning and Resident Review) form revealed a
signature and a date of 5/11/2018. - The spaces
for "Screenmg Comm;ﬁee Telephone number.
and Street Address" were left blank.

On 04/4i201 Dat 1] 08 AM an mlerwew was
conducted with the Social Worker who stated the

completed by the Social Worker on the day of

Resident # 68 that was dated on 5/11/2018. The’
Social Worker stated the signature on the form

was hers and she had completed the PASARR on |

s11/2018 because she noticed one was not |n :
the racord.

The Sacial Worker stated she was aware that the
PASARR shotlid be done prior to admission but

seeing resndents prior to admission and the Social

On 04/04!2019 duﬂng the end of day debnefmg,
the Administrator and Director of Nursing were
informed of the findings of no PASARR for -

Nursmg were advised that residents admitted to
nursing facilities must have a Level 1 screening -
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.j' '§483 2 Comprehenswe Person—Cenlered Care 1
- |Planning . ,
1 §483.21(a) Baseime Care Plans

W §483.21{a)(1) The fac:my must develup and

B implement a baseline care pEan for each resndent
| that includes the instructions needed to provide - -

-] effective and person-centered care of the resndent Z

o hat meet prcfessnonai siandards of quah!y care:

"'} 'The baseline care plan must- A
B0 Be developed w:thm 48 hours of a s:dent'

i) Include: _the mmnmu bsatthcare
‘| necessary to properly care fora resx!ent
-| including, but not limited to=. . ¢

1 (A) Initial goats based on: admassmn order

- {C} Dietary orders: -
- HDY Therapy services
.- 't {E} Social services

Ll (F} PASARR recommendataon,

B §433 21 (a)(2) The faci :ty may deveiop a

(B) Physician erders'

- 'comprehenswe care plan in place of the baselme

| care plan if the comprehensive'care plan- -~
A s, developed wathm 4 hours of the resndem'

admission.

. I (ily Meets the‘ requnrements set forth m paragraph
-7 1{b) of this sectton (excepimg paragraph (b}(a)(l) of
S this sectlon)

_ §483 21 (a)(S) The facmty must provzde the

diagnosis of Depression and Anxiety.

. have an accurate baseline care plan

. | STATEMENT OF DEFICIENCIES . 2 MULT!PLE consraucnon R il ocs} DATE SURVEY *
| AND PLAN OF CORREC ENT!FICAT!ON NUMBER:© | A euawws : R i com.ewe
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_Fﬁ45 Cantmued From page 39 sl Feds[o o
- factiltystaﬁ would ensure all futureadmzssmn SRR T
had a PASAHR pnor to admussson S
. 'No further mfonnat:enwas provaded B [
-| - F 655 | Baseline Care Plan - 1. F.B655] ' Fes5
1 “ 88=b CFR(S) 483 21(a)(1} (3) - s Corrective Action(s): o

Resident #6’s Attending physician and RP
have been notified that the facility did not
address the residents Behavioral Health
Needs on the Base line care plan,

Resident #6’s medical record and
Comprehensive care plan has been

reviewed and revised fo reflect her
behavioral health needs and her current

Identification of Deficient Practices

& Corrective Action{s):

All residents may have potentially been
affected. A 100% review of all new
admissions in the last 30 days wiil be
conducted by the DON, RCC and/or
designee to identify residents who did not

compieted to address any behavior health
needs identified. All residents identified
will have their comprehensive care plan
reviewed and updated to reflect their
current Behavior health needs and the
Resident and RP’s will be notified of |
any/all changes to the current
comprehensive care plan. A Facility
Incident & Accident Form will be
completed for each incident identified. .
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1 :7 F555 -Contmued From page 40 . . ii] Fess| . Systemic Changes:
o7 | resident and their representatwe w:th a summarv ok Ehe facility i‘i’i“”é and imccd““" has
| of the basei;ne care pian that mciudes but isnot - : EER TEVISWEC and no Ehanges are
 imited to: 7 o N R ; warranted af this time. 'I‘i_le nursing
~1{i) The Inﬂ:al goals of the resadenf SORCIRE ] S RS S ;iseésmenlt{proccss ;sdewdenced by the -
7 : : . ours Report and documentation in
gn) tA summary of the restdents med;catlons and the medcal record and physician orders
| dietary instructions: - : will be used to develop and revise base
"1 i) Any services and lfeatments to be

: li lans within 48 h
7| administered by the fac:llty and personnel actmg a';;;:;;g to ﬂ'lglfaclﬁity m‘;“f:fi tten
| oft behalf of the facility.

- ; S summary will be gi i
| (iv)y Any. updated mfom\atscn basad on the cieta:is S | and Rpm:y'rhe R‘ggg—?:;:;ﬁ?g;iﬂ;
- | of the comprehensive care plan, as necessary. . be inserviced by the regidnal nurse
5 This ﬂEQUIREMENT is not met as ewdenced _ | consultant on the development,
- by - : S " { implementation of the baseline as well as
: Based on observateon, res:dent mtennew staff . .} ensuring that the baseline care plan is
g mtervrew, clinical record review, and facmty .| accurate prior to providing the base line

© | docuirient review; the. facility staff failedto -
| complete a baseline care plan to provide -
-1 behavioral healthservices for 1 resident. SRS VAN

B :(Flesident #6) of the 30 res:dents in the survey {0 Monitoring:

: sampie : . 0 The RCC and DON are responsible for

| : EUREY I maintaining compliance. The DON and/or
| For Res;dent 6 ihe facsl:ty slalf faaled to devekop al - | RCCwill perform care plan audits on all
lan for hehavzarai health semces © 7 .} new admissions 48 hours after admission
b s to ensure a base line care plan has been
completed accurately and timely and that
a written summary has been completed

o Remdent %6, was admitted o the facllﬁy Oft" i - :‘f ;:;;iewed_with the resident and/or RP.
+'{12-18-18." Diagnoses included;’ r.iepress:on o R B : Rg%g?"“? fmgé‘.‘gs will be reported
| anxisty, heart disease, diabetes, high blood - ' o the or immediate correction.

| o Detailed findings of the Care Plan audit
r [mona ; .
g g.sees::; e('caggg;'m”'c °bs“'_”°“"e i 'y 7} | will be reported to the Quality Assurance

Committee for review, analysis, and
recommendations for change in facility
policy, precedure, and/or practice.
Completion Date: May 20, 2019

care plan summary 10 the residents and
RP’s.

o The find;ngs mciuded

The mcsi reeeni Minimum Data Set assessment
| was:a quarterly assessment with an assessment
- { reference date {ARD) of 3-26-19; Resident #6
| was coded wlth a Brief Interview of Meéntal Status |
o (BIMS) score of 13 lndlcaung fitthe to rio cognitive -} - -

L ;mpa;rment and requinng assistance with physzca| S
' activities of datly living. The full adm;ssron MDS
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'| anxiely as diagnoses fo be treated or care

| Aninterview was conducled with Restdeni #6 on

‘| During.the interviews, Resident #6 was tearful.
'| The Residant stated that she did not get to see -

] from another state, and had no friends here olher'
| than family. The Resident went on to saythe - -

facility, and were busy raising children, and

‘move out of my room because my room mate

.| services director (SSD) did visit the Resident on
"1 12-18-18, and ten days later on' 12-28-18 for = -

: submlsswn

Cont:nued From page 41

assessment was also reviewed with an ARD date '

ot 12-25-18 which revealed a BIMS score of 13, -
and both documents did not code depression nor

pIanned for lhls ﬁesmient
4-2-19, at 1:00 p.m., and on 4-3-19 at 12:00 p.m.
her tamily often, and had just moved to Virginia

family membefs lived qulte a distance from the

working. “The Resident was asked if she had
ever talked with the social worker about her | -
feetings, and she stated "no, | only saw her twice -
the first week | came here, and the day | had to

was so disruptive.” *{ haven't seen her since.”
When asked if she was interested in taking with
the social worker, Resident #6 stated "no, [ would
rather se@ a doctor.” When asked if she meant a

Resuient #6‘5 clinical re'cc;d was reviewed. .The :" |

social services notes indicated that the sociat

routine admission, and "14 day” follow up, The

SSD did not document seeing the Resident again |

until 3-18-18to prepare for the qaazterly MDS

The SSD documenfed the foilowmg entfy on-
3 18 19

'There has been no change to the fessdent dunng

F 655
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this quarter in behaviors or mood, The resident -
appears anxious, fiervous in conversation but is
~very pleasant and nice. Residents son visits -
“often, but tends to complam about Tittle things" or
- | things of unimportance in regards to residents

| overall care and treatment, The resident tends to’
stayi in room and is socnaliy w:lhdrawn hy nature

o On 3~_i9_-1 9, the ﬂesuient w_as rnoved {o another

_1 room. A review of all discipline notes in the
clinical record did not reveal any documentation
| of the reason for the move, or.how the Resident
_ responded to the move.

All behavior docu'ments ware raviewed, to include
social work nofes, physician notes, nursing notes,
medication administration notes, and MDS

{ documents, which revealed that the Flessdent had
no aberrant behawors

All physi_cian not‘es were raviswed from admission o S o [EREERS R
to the dates of survey, There were 4 visits, and : s : .
the documents revealed the first visitas a

"medical hisiory", which was a 3 page form dated

12-20-18. This first visit document described the
.| Resident as negatuve for psychiatric problems;

‘| and went on 1o document, alert and oriented to
person/placeftime. | Depression and anxiety were
| notincluded in the diagnoses written on the form.

1 On 2-7-19, 2-21-19, and 3-26-19 the doctor saw -
_the Resident and documented the first 2 vasrls as

"recent” visits for skilled care. The final visit on -
| 3-26-19 was a sick visit, as the Resident had -

" ¢ been diagnosed with pneumonia. None of these
visits have any documentation under the "psyche"
heading on the document, and they were left
- | blank, as no assessment in this area was -

| conducted. All other headings were’ assessed
and documented as such. No psychzatnc o
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Contmued From page 43
physu:nan eva!uatlon was eves' conducted

| Review of aii nursing notes since admlssmn and

1o the time of survey revealed no assessment or
interventions for depress:on or anxiety. :

F’hyslcsan s orders and. Medmatnon Admamstrataon
Records (MAR's) were reviewed and revealed the
following (4) psychoactive medications were
ordered and admmlstered dunng Resndent #6'
slay.

1. Zoloﬁ 125 malltgrams (mg) every day atg: 00
a.m. for depression. Ordered 12-1 9-18 and

conimued tha’ough survey

2. Buspaf 15 mg" three tlmes per day at10:00
a.m., 2:00 p.m., and 9:00 p.m. for anxiety.

Ordered 12-19-18, and continued through survey. '

3. Xanax 0.5 myg every 6 hours as nee_ded for
anxiaty. Ordered 12-19-18, discontinued .
12-23-18, reordered i2-25-1810 stup 2-15-1 9

4. Xanax 0.5 mg every day at 9:00 a.m. for
anxiety. ordered 2-16-19 and continued through

| survey.

The _Res_idénts ca're'blan'in' ihe cdmpiiter, and the
paper copy with revisions from the care plan book

- | on the nursing unit were reviewed, The 2 care .

pians revealed, no baseline initial care plan, nor.
comprehensive care plan was ever devised for

' the Resident's depression, anxsety and

behavsoral heatth care needs

On 04/05/18 at 1 0:10 AM an mtemew w:th
Empiloyee H, the MDS/ Care Plan Coordinator

: was conducted, When asked about how to

F 655
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- F 655 Contmued From page 44 R ool F 655
] determing when an mterventlon on the cafe was T
| implerented, Employee H stated, "We donl date__ S
' |interventions.” She' wentontosaythe ' . | '
_Lintervention either continues or it would be C
| resolved. Whén asked about a resolved < ol
- L intervention, Employeei-istated % woutd delete - '{ -
N A A Employee H stated the paper copy care pians- i
. larekeptina book on the unit, updated onthe . |
- ‘paper and eventually enlered mto the camputer U

T TA lhe end of day meetmg on 4-3 19 the Darector;- R
“ | of Nuirsing: (DON) and Administrator were not:ﬁed Ao
that it did niot appear that the facmty staff were :
providing for Resident #6's behavioral health * © |

‘needs. It was reviewed:that it did not appear that
- | Besident #8's depressron and anxiety | were ever
| care planned, nor was there any formal -
Ry ychlatnc assessment; rior social work :
“- | interventions._ ‘The administrative staff were
- |'asked o provade clarification in: th;s matter an
| they slated they would get back fo the' surveyors
o :wdh any anformai:on found e g

S .‘i‘he Adm:mstrator and DON were notahed of the
i § concem agatn on 4-4-19 at 11:00 a.m, regardmg
| Resident #8, ‘and the DON stated "you have S
- | everything we have.” No furthef mfermatmn wa 'i' SR

‘able to-be provided. .. A

556 | Develop/implement Comprehenswe Care Pian .- F656].  res6

: _CFR(S) 483 21(h)(1) e T R S R Corrective Action(s):

: Resident #63’s comprehensive care plan

§483.21 (b} Comprehenswa Care Plans S

B FE SR - has been reviewed and revised to reflect
.- 1§483.21(b)(1) The facility must developand - - |~ . .|  appropriate goals with measurable time
[ implement a comprehenswe person-centered i EARE frames and interventions and approaches
- | care plan for each resident, consistent with the 0L o} with dates they were initiated and/or
-+ | resident rights set forth at §483,10(c}(2) and oo 1 discontinued or changed. A Facility
| §488.10{c)(3), that includes measurable - o Sk - Incident & Accident Form was completed
o _obgectwes and tlmeframes to meet a res:dent’ - for this incident.

_;'Fomcms‘zssr(ne-sa),smvmsoyﬂemj S Evem_fp:faxm - FackylD:VAGIOS . .7 if continuation sheet Page 45 of 128




‘ DEPARTMENT OF HEALTH AND HUMAN SERVICES'E‘

PRINTED; 04/1512019' S

FORM APPROVED

_“CENTERS FOR MEDICARE & MEDICAID SERVICES - .
" -STATEMENT OF DEFICIENCIES

(XZ) MULTIPLE ODNSTRUCTEON

R _medlcal nursmg, ancf mental and psychosuctal
* I needs that are identified iri the comprehensive -
| assessment. The comprehenssve care p!an m;zst
.| describe the following - -

1 (i) The services thatare to be !umsshed to attam _

‘| recommendations. If afam!ity dlsagrees W|th the
1 findings of the PASARR, it must indicate ns
.| rationale in‘the resident’s médical record. .
“.| (W)IA consultation with the reside tand the

| resident's representatwe{s)-~

| {A) The resident’s goais for admissmn and
~'| desired outcomes.. -

| (B} Thie resident's

R ‘residents (Resident #63, #35 #6} in'a sample

or maintain the resident's mghest praci:cable _
physical, mental, and psychosocial well-being as

o required under §483 24, §483.25 or §483.4G; ‘and |-
“ | (ii) Any services that would otherwise be requ:red '
-:| under §483. 24, §483.25 or §483 40 but are not
. | provided dus to the resident's exercise of nghts .
< | under §483.10, including the ﬂght to refuse e
. | treatment under §483. 10{c)e). .
=) Gy Any speczahzed services or specnaiized
| réhabifitative services the- nursing fac:lny wm

provide as a result of PASARR -

comprehensive resident-centered care plan for 3.

. pre’ierence and pnientiai for Lnh

* | future dzscharge. Facflities must document

- whether the rasadent's desire to retum to the

" | community was assessed and any referralsto - .

. .| local contact agericies and!or other appropnate_f'lj_ e

.+ | entities, for this purpose.” e

S HG) Discharge plans in the comprehenswe care e
*{ plan, as appropriate, in accordance with the= | .

o ,reqmrements set forth m paragraph {c) of th:s

" - section, g

| This REQUIREMENT is no’t met as‘ewdenced -
Slby e

1 Based on staff mtemew and clm:cal record
review, the facility staff failed to develop a -

treatment needs to include her vision

i deficits and the need for glasses. A

‘I: . Facility Incident & Accident Form was
, completed for this incident.

_Resident #6’s comprehensive care plan

_ (xn PnovaﬁfsuPPuEwcuai L "{(x3) DATE SURVEY" -
AND PLAN OF CORRECTION - *IDENTIFICATION NUMBER: - - S | comPLETED
U “BU""D’NG : Tt
_ e .”4953_001:- [oivma - 04/05/2019 1
. “AMEGF PHOWDE*‘ORSU"P'—’E“ S I STREETAODﬂEss C!TY STATE. apcooe RN
-] 10051 FOXES WAY.
o GE :

T HERITAGE HALL x:NG GEOR > | xine GEORGE, VA 2485 : 3 S
()(4) o SUMMARYSTATEMENT OFDEFICtENCIES ERREAE SERPSN - SO PROVIDER'S PLAN OFCORHEGTION U ey
“PREFIX: _(EACH DEFICIENCY MUST BE PRECEDED BY FULL ' | Paenx . {EACH CORRECTIVE ACTION SHOULD BE . | comPLETIGN
TG REGUI.ATOFIYORLSCIDENHFYENG INFORMATIONY ~ | ‘1aG " | CHOSS-HEFERENCEDTDTHEAPPRD?HIATE__ | oave.

e A O R RN - o7 DEFICIENGY) © P
-";: F556 Conimued From page 45 . FB658| Resident #35’s comprehensive care plan

has been reviewed and revised to reflect
appropriate measurable goals and
interventions and approaches to address
the resident’s specific medical and

has been reviewed and revised to reflect
appropriate goals, imterventions and
approaches to address the resident’s
specific medical and treatment needs to
include the care and treatment needed to
manage the Resident #6°s behavioral
health needs and her current diagnosis of
Depression and Anxiety.

Identification of Deficient Practices

& Corrective Action(s):

All residents may have potentially been
affected. A 100% review of all
comprehensive care plans will be
conducted by the DON, ADON, RCC
and/or designee to identify residents with
inaccurate or incomplete comprehensive
care plans. Resident identified with
inaccurate or incomplete care plans will
have their care plan reviewed and updated
to reflect their current interventions and
appropriate approaches to address their
medical and treatment needs. A Facility
Incident & Accident Form will be
compieted for each incident identified.
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_OMBNO. 0036.0391

' ‘(XZ}MULTIPLECONSTRUGHON e A

‘- s:ze of 30 res:dents

: The ilndmgs sncluded

“ | orderto estabigsh t|me frames and measurabie -
’ objectwes

; 2. f—'or ‘r‘iesuient #35 the facshty staff faaled to o
mclude wsmn semceslneeds on the care pian F

3 For Heszdenl 46, the facliaty siaff falled to.’
: deve{op a comprehenswe careg’ pian forthe .

_ abjeciwes

Res:dent #633 most recent Mm:mum Data Set _
- . | had an Assessment Reference Date (ARD} of
71 02/48/2019 and was coded as a quarterly -

< | Interview of Mental Status (BIMS) score.of 3 out
o lof poss;bie 15 indicative of severe cognitive- -

1. For Resadent #63 the facnlaty staﬁ fatled to L

date interventions and goals on the care plan.in

health: semces needs, of depressmn

.1 For Remdent #63 the facalﬂy staﬂ fat!ed to Sl
-| date interventions and goals on the care plan in L

order to estabt:sh time frarnes and measurable

v .Resndent #63 a68~year old femaie. was admltted S

# | to the facility on 04/02/2015. Diagnoses include
- { but not fimited 1o Non-ST elevation. (NSTEM!) :
| myocardial infarction, heart failure, cerebral "
w2 infarction, hypenens:en. dlabetes and '
i hem:pleg;a\ O

assessment. Resident #63 was coded with a Bnei

.| impairment. Functional status for bed mob;!xty

- STATEMENTOF nerncasuc&es - Hxi)’ PROVIDER/SUPPLIERICLIA (xa) DATE SURVEY - {
R e ags300. . fBiwwe. : 04!05!2019
NAME OF mowoesc oa suppuea R STREETADDHESS cm' STATE ) CDDE '.
o . 10051 FOXES WAY '~ - Dl
_ ”E“'TAGE Hm' K'NGG KING GEORGE, VA 22485 © ~ .
)(4) D . SUMMARYSTATEMENTOFDEFICIENCIES K oo Lol PROVIDER'S FLAN OF CORRECTION | FZ R R
" -PREFIX | - - (EACH DEFICIENGY MUST BE PRECEDED BY FULL. - - PREFIX .’ (EACH CORRECTIVE AGTION SHOULD BE - - | compLeman | - -
" ya@. | = REGULATORY ORLSC IDENTIFYING INFORMATION) | TAG ' | CROSS—HEFEHENCEDTOTREAPPHOPRIATE. R R
S ST e T SR e " DEFICIENGY) ; Lo
FBSS 'Contmued From page 46 - . Fe56 ' Systemic Changes:

The facility Policy and Procedure has
been reviewed and no changes are
warranted at this time. The nursing
assessment process as evidenced by the
24 Hours Report and documentation in
the medical record and physician orders
will be used to develop and revise
comprehensive plans of care, The RCC,
IDT and the DON will be inserviced by
the regional nurse consultant on the
development, revision and
implernentation process of individualized
care plans.

Moniforing:

The RCC and DON are responsible for
maintaining compliance. The DON and/or
RCC will perform care plan audits weekly
coinciding with the care plan calendar to
monitor for compliance, Any/all negative
findings will be reported to the DON/
RCC for immediate correction. Detailed
findings of the interdisciplinary team’s
andit will be reported to the Quality
Assurance Committee for review,
analysis, and recommendations for
change in facility policy, procedure,
and/or practice.

Completion Date: May 20, 2619
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transfers, dress:ng. and personal hyg:ene wers aﬂ
coded as requiring extensive assistance from -

staff. Functional status for eating was coded as -
requmng supemsnon from staff :

The care ptan in the e!ectronlc health record was
reviewed. There were 12 problem areas. The
interventions associated with each problem did
not include dates of initiation and revision. Under
Z “Goai and Target Date”, each goal would end with

.through next review." There were no :
_ measuzable tlmeframes initiation, or target dates
_anctuded

On 04!02/2019 at 4 55 PM, the taclhty prowded a

.. | paper copy of. the care plan. ‘Employee L stated

-| the most updated version of the care plan is on’
| paper copy kept on the unit. Emptoyee L stated

{ electronic care plans (what is seen on the
computer} are updated quarterly Both the
electronic and paper versions of the care plan did
not have dates assotiated with interventions with
| the exception of ohe which documented
{handwritten), "Hospice as of $1/16/18" and an
intervention that was crossed out and
documented “BIC (dlscont:nued) 115/19. ’

On 04!05/19 at 10.10 AM, an_znterwew_ wsth
Employee H, the MDS/Care Plan Coordinator
was conducted, When asked about how to
‘determine when an intervention on a care plan
-.| was implamented, Employee H stated, "We don't
date interventions.* She went on to say the '
intervention either continues of it would be
. | resolved, When asked about a resolved
intervention, Employee H stated, *I would delete
1t Employee H stated the paper copy care plans
- | are kept in a book on the unit, updated on the
| paper, and eventually entered into the computer.
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| When asked about the CNA (cioset) care pians
| updated as needed. - _ _
1 0On 04!05/2019 at appfox;mate!y 2:30 PM, the

‘| and they offered no further ;nformat:on or

| 2. For Resident #35, the facility staft failed o

| Resident #35, 70-yaar femaie was acfmmed to .

- | not limited to hean failure, hypertensnon mofbld
: obestty, and rnuscie weakness S

- ; .Resident #35 3 most recent thmum Data Set
e change in status assessment, Resident #35 was
- | coded with a Brief Interview of Mental Status -

-| {BIMS} score of 15 out of possible 15 indicative of

- | mobility, dressing, and personal hygiene were all

| On 04/02/2019 &t 12:51 PM, an interview wnh
.| had any concemns, Resident #35 stated she had_
.| glasses. Rasident #35 stated she spoke with LPN

-| B about it. Resident #35 also stated she loves to
read but is unable to do so without her reading -

Contmued F rom page 48

Employee H stated closet care ptans are aiso o

DON and Administrator were notified of findings '

documemataon

inctude vision serviCeSIne'eds on 1he care pian

the facility on 10/22/2011. Diagnoses inclide but .. _

had an Assessment Reference Date {ARD) of
01/02/2019 and was coded as a significant

intact cognition. Functional status for bed .

coded as requiring extensive assistance from.
staff. Vision was coded as adequate sees fme
detail, including regular print i in S
newspapers!books :

Resident #35 was conducted. When asked if she

an eye exam last year but never received

glasses. Resident #35 was not wearing glasses

F 656
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at the time of the m:ervaew

On 04/03/2019 at 9:10 AM, Resident #35 was
observed in her bed sleeping with the head of the
1 bed e!evated approxzmately 30 degrees

On 04/04/2019 at 9:00 AM Flesadent #35 was
observed in bed, awake, with the head of her bed
elevated approximately 45 degrees The TV was
on, Resident #35 was not weanﬂg glasses,
Resident #35 stated, *my left eye is my good

eye." She went on 1o say. that if she closes her left
eye, everything is biurry .

On 04/041201 9 at 4: 05 PM LPN B was asked if
she was aware Resident #35 needed glasses and
~ | LPN B stated, "Yes." When asked about the
- | process of getting glasses for Resident #35, LPN_
B stated, "The soclal worker takes care of ih'at."...

Oh 04/04/201 9 at approx:maiely 4:40 PM,
Employee G, a social worker, was asked about
the process for vision services and Employee G
stated she visits with residents and asks them if
they want to see the eye doctor and if so, their -
name is put on'a list. Employee G then provided.
a list to show that Resident #35 was schedled
for vision sannces on 04!17!2019 L

On 04/05!201 9 at 9 25 AM, Res:dent #35 was
observed in her room, in bed, awake, When -
asked if a social worker had talked with her about o
getling g!asses and she stated, “No." She went

.on o say "E miss belng able to raad " o

- ;The facﬁny provided 'Summary Ocular ?rogress
| Notes" dated 07/13/2018 for Resident #35. An
optometnst documented the chief complaint,
“Blurrad vision, hard to see at distance and near.”
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| bilateral - cataracts - OU-Mild/stable - not visually
-1 significant - monitor 6 mos {months).” The '

: -#35} prefers to structure her own day, and stays .
_ -1 in bed per her choice, en]oys reading Bible,

| listening to-gospel music, keeping up with news,
_*{ and participafing with refigious programs in her -
- { room, Enjoys reading and writing and getting to

1in summary, Resedent #35 was exammed by an
- | optometrist in July 2018 which included a -
| prescription for glasses. Resident #35 ioves to
| read but is unable to do so becaiise she did not
- | have glasses and did not receive glasses -~
| following the exam by the optometrist neariy 9
months ago. Vision needs are not mcluded in the
care plan.

-’ DON and Administrator were notified of findings
.| and they offered no further mformahon or
- | documentation,

Under "Diagnosas and Treatments®, it was
documented, “Age-related nuclear cataract,

progress notes also included a glasses '

‘1 prescription that expires 7/13/19. The prascrlptlon '
| documented, "0OD (right eye} -2.75 sph x ...add

+2 50 OS (Ieﬂ eye) -1.26 sph x ...Add +2 50 "
The care plan was rev:ewed A problemlneed
onset dated 04/11/2016 documented, ’[Res:dem

know new people. In past, loved to sing: Has dx
(diagnosis) of BM2 (type 2 diabstes) and severe. -
morbid obesity." Approaches associated with this
focus included but not limited to "offer and
provide wiiting materials and other materials to -
promote continued independence; provide Bible
for resident to use as requested.” Resident #35's .
vision deficit and her need for giasses was not
addressed on ihe care plan

On 04!05/2019 at approxamateiy 2 30 PM the

N {)(4} ;p : SUMMAHY STATEMENT OF DEFICIENCIES 10
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CCYAG - 1 HEGULATORY OoR LSC !DENT lFYENG INFORM&TIDN} oo TAG CHOSS-REFERENCED TCO THE APPHOPRIATE . ‘DATE
o B e . B : DEF!CEENCY) . o
F 656 Contnnued From page 50 F 656
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.3. For Resident #6, the facility staff {aited to
develop a comprehenssve care plan for the

.| behavioral health services needs of depressnon :
and anxlety '

. Fles:dent #6, wa's admitted to the facility on
12-18-18, Diagnoses included;. depression, .
1anxiety, heart disease, diabetes, high blood

{ pressure, and chronic obsiruchve pulmonary
dlsease (COPD).

. The mosi recent Mlmmurn Data Set assessment
-t was a quarterly assessment with.an assessmient
.| reference date (ARD) of 3-26-18. Hesident #6 -

| 'was coded with a Brief interview of Mental Status'
(BIMS) score of 13 indicating little to no cognitive -
impairment and requiring assistance with physical
activities of daily living. - The full admission MDS .
- . | assessment was also reviewed with an ARD date

" lof 12-25-18 which revealed a BIMS score of 13,
and both documents did not code depression nor,
;1 anxiely as diagnoses to be treated or care

o pianned forthisResident.. -~ 0 o T e b Tt e
1An mtemew was conducted wilh Resident #6 on
4-2-19, at 1:00 p.m., and on 4-3-19 at 12:00 p.m.
| During the interviews, Resident #6 was tearful. -

~:| The Resident stated that she did not get 1o see
her family often, and had just moved to Virginia
| trom another state, and had no friends here other.
than family. The Resident went on to say the
.| family members lived quite a distance from the

| tacility, and were busy raising childrer; and.

working. The Resident was asked if she had
ever lalked with the soc:al worker about her--
feelings, and. she stated "no; 1 only saw her twice

FORM OMS-2567(02-89) Provious Versions Cosalele ‘EvenlD:FSXTIH  FaclityD:VAOIO3 - Ifconlinuation sheot Page 520f 129
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" PRINTED: 04/16/2019

"' | the sociat worker, Resident #6 stated "no, | would
| rather see a doctor.” When asked if she meant a

| rottine admission, and *14 day” iollow up. The .

L “There has' been no change to the resident during

.| overall care and treatment. The resident tends to
| stayi in room andis somally wlthdrawn by nature.”

- | and nervousness (which had not been - S
documented before) without assessing fora -

"{ as unimportant, and, without any psychological
.| assessmemt, or physicians evaluation, descfibes
' Ihe Fiesudent as. "scczaﬂy w:thdrawn by nature.”

On 3-1 9-19 the Resident was moved 10 another
room. A review of all discipline notesinthe

the first week | came here, and the day | had to
move out of my room because my room ma!e
was so disruptive.” "I haven't seen her since."
When asked if she was interested in talking with

psycho?og:st or a psychiatrist, she stated “yes". .

F{asideni #6 (] chmcai record was rev&ewed The
social services notes indicated that the social
services director (SSD) did visit the Resident on
12.19-18, and ten days later on 12-29-18 for

55D did not document seeing the Resident again.
until 3-18-19 to prepare for the quarterly MDS
submnssmn

The SSD documented the fo!lownng entry on _' o
3-18-19; .

this quarter in behaviors or mood. The resident
appesars anxious, nervous in conversation but is
very pleasant and nice. ‘Residents son visils |
often, but tends to complam about "little things" or.
things of unimportance in regards to residents

The SSD stated no change, yel describes anxneiy

reason.. She also describes the family complaints

o ST FORM APPROVED
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 COMPLETED
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. 04/05/2018

oD
PREFIX
TAG -

- SUMMARY STATEMENT OF DEFICIENCIES
' (EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

/2]
. PREFiX
TAG

- PROVIDER'S PLAN OF CORRECTION . .. (8}

{EACH CORRECTIVE ACTION SHOULD

 CROSS-REFERENCED 7O THE APPROPRIATE | DATE -

DEFICIENC\’) :

BE . - | COMPLEYION

- Fes6

HAll behavior.documents were reviawed, 10 include

E documents, which :'evealed that the Res:dent had

| to tha dates of survey. . There were 4 visits, and

_'{ been diagnosed with pneumonia. None of these

| conducted. - All other headings were assessed

Contmued Frorn page 53

clinicat recard did not reveal any documentatlon :
of the reason for the move, of how the Res;dent
responded to the move.

social work riotes, physician notes, nursing notes,
medication administration notes, and MDS '

no aberrant beha\nors
All physac*an notes were rewewed from admass:on

the documents revealed the first visit as’a =~
*medical history®, which was a 3 page form dated
12-20-18, This first visit document described the
Residenl as negative for psychiatric probtems '
and went on to document, alert and oriented to
person/placeftime, -Depression and anxiety were
not included in the diagnoses written on the form,
On 2-7-18, 2-21-19, and 3-26-19 the doctor saw
the Resident and documented the first 2 visits as
“recert" visits for skilled care. The final visit on
3-26-19 was a sick visit, as the Resident had

visits have any documentation under the "psyche"
heading on the document, and they were left
blank, as no assessment in this areawas . |

and documented as such. No psychiatric
physician evatuanon was ever cenducted

Review of alt nursmg notes smce admlssmn, and
to the time of survey revealed no assessment or
mterventlons for depress;on or anxlety

Physeclan s orders and Medicatlon Admmts’(ratlon

Records (MAR's) were reviewed and revealed the|
i followmg {4) psychoactive medications were

ordered and administered dunng Resident #8's

F 656
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- 1. Zoloft 125 mi'llig'rams (mg) every day at 9:00

12, BuspaE 15 mg three fimes per day at 10:00
| a.m.,, 2:00 p.m., and 9:00 p.m. for anxiety.
' Ordered 12-19-18, and continued through suwey

| anxiety. ordered 2-16-19, and contmued through
survey. -

{The ﬂes:dents care pian in the computer, and the
‘{ papar copy with revisions from the care p!an bnok
| on the nursing unit were reviewed. The 2 care

-1 ever davised for the Resident's depression,

1 On 04/05/19 at 10:10 AM, an interview with -
.| Employee H, the MDS/ Care Plan Coordinator

| was conducted. When asked about how to
‘determine when an intervention on the care was

| interventions.” She went on to say the
"] intervention either continues or it would be -

a.m, for depression. Ordered 12-19-18, and
continued through survey

3. Xanax 0.5 r’ng 'e'very 6 hoi.ir's és r':eeded fer
anxiety. Ordered 12-19-18, discontinued
?2-23-1 8, reordered 12-25-18 to stop 2- 1 5-18.

4. Xanax 0 5 mg every day at 8:00 a.m. for

plans revealed no comprehensive care plan was

anxiety, and behavioral health care needs.

implemented, Employee H stated, "We don't date.

resolved When asked about a resoived

- | intervention, Employee H stated, ) would delete -
i Employee H stated the paper copy care pfans_

are kept in a book on the unit, updated on the
paper, and eventua![y entered mto me computer. .

At Ihe end of day rneetmg on &3—19 the Director

_ KING GEORGE, VA 2_2435 _
1 e ~ SUMMARY STATEMENT OF DEFIGIENCIES © - " " PROVIDER'S PLAN OF CORRECTION sy
.- PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL paesm ‘(EACH CORREGTIVE ACTION SHOULD BE .| .| COMPLETION
D TAG 'REGULATORY OR LSC IDENTIFYING INFORMATION) TAG * CROSS-REFERENCED TO THE APPROPRIATE - | . .DATE
: R N R : _ B DEFICIENCY) S
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{xq D
“ PREFIX

TAe

SUMMARV STATEMENT OF DEFEC!ENCIES
" {EACH DEFICIENGY MUST BE PRECEDED BY FULL .
REGULA'EORY OR LSC EDENTEFY!NG iNFORMATlDN} R

o
PREFIX -
TAG .

“ PROVIDER'S PLAN OF WRHECIION
(EACH CORRECTIVE ACTION SHOULD SE
CHOSS—BEFERENCED TOTHE APPHOPH!ATE

Pl c .
"+ | of Nursing (DONY and Adrmnlstrator wers notzfied
| that it did not appear that the facallly staff were

1 asked to provide clarification in this maiter, and
- with any :nformatmn found.

- The Adrnmestrator and DON were notrtled o! the
.| concem again on 4-4-19 at.11:00 a.m. regardmg
:"{ Resident #6, and the DON stated "you have:
P everythlng we have” No further mformaﬂon was
. - | able to'be provided. ... o R

7.| Cate Plan Timing and Rewsuorz

: §483 21 (b) Comprehenssve Care P!ans

Tlipel
SN ()] Developed wnthan ? days aﬂer completton ot
T | the comprehenswe assessment, :
“ | i) Prepared by an mterdtscnpltnary team that
“’lincludes but is not limited to--

. - | {C) Ahurse aide Ithh respons:blltty for the
| resident.” 5

< { the resident and the resident's representaﬁve{s)

Contlnued F rnm page 55

providing for Resident #6's behavioral health -
needs. It was reviewed that it did not appear that-

| Aesident #6's deprassion. ahd anxiety were ever - | .
care planned, nor was there any formal
| psychiatric assessment, nor social work

interventions. The adm:mstratwe staff were g

they stated they would get back o the surveyors

| CER(s): 483:21(b)(2)(0-Gi) -

§483, 21 (b){2) A comprehenswe cafe pian must

{D)A membef d‘ food and nutrltton semces staﬁ
{E) To the extent practlcabie the participation of .

An explanation must be included in & resident's
medical record it the particwpatton of the resident .
and their resident representative is determined’

o ‘ "__F 656 N

o F 657

-] {A) The attending physician. = - S discontinued or changed. A Facility
e L)) iﬁ retglstered nurse. wuth respons;b:ltty for tha Incident & Accident Form was completed
] resiaen . - .

~ for this incident.

: DEFIC!ENCY}

F657

Corrective Action(s):

Resident #63°s comprehensive care plan
and C.N.A. closet care plan has been
reviewed and revised to reflect Resident
63°s current Code status. A Facility
Incident & Accident Form was completed
for this incident.

Resident #49°s comprehensive care plan
has been reviewed and revised to reflect
appropriate goals with measurable time
frames and interventions and approaches
with dates they were initiated and/or

for this incident.

Resident #68’s comprehensive care plan
has been reviewed and revised to reflect
appropriate goals with measurable time
frames and interventions and approaches
with dates they were initiated and/or
discontinned or changed. A Facility
Incident & Accident Form was completed

- FORM OMS-2567(02-95) Pravious Varsions Obsolete
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- | STATEMENT OF DEFICIENGIES - - §(X1) PROVIDERISUPPLERICLIA gxzmumm—:consmucnon R U :xs} DATE SURVEY.

| resident's caré plan.” - -+ e
“{ (F) Other appropriate: staff or professsonafs in
'd:sc;plmes as determined by the res:cient‘s needs

o ‘(:u)Rewewed and revesed by the- lmercitsczpiinary
© | team after each-assessment, including both the

'-j 1 assessmends. - - . B
- ‘This REQUIREMENT |s not met as ewdenced

e Based an observation staﬁ mtemeWS ciimcal .
| recoid reviews, and famhiy documentation, the |-
S famhty staff failed o revise remdent-centered care i
i+ | plans for 3 residents (Resident #63, Hesrdent
-1 #49, Resldent #68) masample s:ze ofsa
resudents e &

o -The imdings inciuded

| AND PLAN OF CORRECTION - - - | * * IDENTIFICATION NUMBER: . Aawmms“."it.:.: D e AR T GOMPLETEb
A o . A3 1 oansroie |
T NAMEOF PROVIDEHOH suppusa S sm&:—:‘muoness CITY, STATE zm coue T
HERITAGE HAi.L KING GEORGE 10051 FOXES WAY |
' ] B N - ~KING’ GEORGE, VA 22485 TR
)y ID . , SUMMARYSTATEMENT OF uemcmzes b D ;- " -, . PROVIDER'S PLAN OF CORRECTION, N e
" PREFIX |, (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX - (EACH CORRECTIVE ACTION SHOULD BE .- | COMPLET®N
U TRG nesum‘ronv oa LSC ;nepm::vmc mmnmmom : TUTAG CROSS-HEFERENCEDTOTHEAPPROPﬂiATE - DATE:
Ll B U A T EREREREES s * . DEFICIENCY) . T IR
F 657 Connnued From page 56 -

not practtcable for the development of ihe

or as requested by the resident.

comprehenssve and quaneﬂy review

: '3 For Resndem # 68 ihe face[‘ty staﬁ fa;led o
| document the dates of problems and: i
o ::ntervenhons itsted on the careplan when rev:sed

o Res:dent #63 a GB-year oid iemate was admmed L
. to the facility oiv 04/02/2015. Diagnoses include .
| but not limited to Non-ST elevation (NSTEMI} -
| myocardial infarction, heart failure, cerebral R

infarction, hypertensnon, d!abetes, and
hemiplegia,

F 657 Identification of Deficient Practices
- -} & Corrective Action(s):

Any/all residents may have potentially
been affected. A 100% review of all
resident comprehensive care plans will be
conducted by the RCC and/or designee to
identify residents at risk. Residents _
identified at risk as having an inaccurate .
comprehensive care plan with no
measurable goals or dated interventions
will be corrected at time of discovery and
a Risk Management Incident & Accident
Form will be completed for each incident
identified.

Systemic Changes:

The assessment process will continue to
be utilized as the primary tool for
developing comprehensive plans of care.
The RCC is responsible for implementing
the RAI Process. The nursing assessment
process as evidenced by the 24 Hours
Report and documentation in the medical
record/physician orders will be used to
develop and revise comprehensive plans
of care. The Regional Nurse Consultant
will provide in-service fraining to the
interdisciplinary care plan team on the
mandate to develop individualized care
plans within 7 days of the completion of
the comprehensive assessment and/or
revisions 1o the comprehensive care plan
as indicated with any changes in resident
condition.

FOHMCMS 2567:&@9)Pmﬁousvﬂsmomdm L _._Evga_nn_i_}:mi_cm:;
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| ee

- | impaimient. Functional status for bed mobility, - -
+| transfers, dressmg, and personai hyglene were all |~
- -] coded as requiring extensive assistance from
- { staff. Functional status for eating was coded as.
: requmng supemsmn from s%aﬁ : .

o "ReSldent #63'5 most recent Mmlmum Data Sei
‘| had-an Assessment Referénce Date (ARD) of
1 02/18/2019 and was coded as a quarierly - N
" | assessment, Resident #63 was' coded with a Bnef

| On 04/02/2019 at 4:15 P, the current
L -physlc;an S orders in the electronic heaith record
o Were reviewed: A physician's order dated -

Interview of Mental Status {BIMS) score of 3 out
of poss:bie 15 indicative of severe cognitive’

o '11/25/2018 documented; "Resident i-losplce care —

: as of 11/16/18 [hospice company-name].* A - R
_ ;7. | physician's-arder dated 11126!201Bdocumented RN |
Lo ."DNR (do not resuscitate) " T N I

:  plan” that is posted on the inside of Resident: - -
7 | #63's closet door. CNA C and thls surveyor then

Nt The care plan in the e{ectromc healih record was

-] reviewed. A problem onset dated 04/02/2015 -

-+ | documented, “{Resident #63] has an lnabihty to
- | pertorm ADLs {Activities of Daily Living)

o mdependently secondary to muscle’ spasms HTN E
-+ I'(hypertension), GVA (cerebral vascular acc:tdent), :
- | hemiparesis; RAKA (right abiove-the-knee -

~. | amputation), depressian Resident refuses meals -

% : ‘documented forthns problem documented "Fu!l
i code : ; :

& supplements at time.* (sic) One “approach” : .-

Resident #8583, she stated she i00ks at "the care

B On 0410212019 at 4:40 PM, an nterview withONA|
“| C was condutted. When asked wherea CNA .
'} would find out information about how to care for

Monitoring:

The RCC and DON are responsible for
maintaining compliance. The
interdisciplinary team will audit alf
comprehensive care plans prior to
finalization coinciding with the care plan
calendar to monitor for compliance.
Any/all negative findings will be reported
to the DON and RCC for immediate
comection. Detailed findings of the
interdisciplinary team’s 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: May 20, 2019
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| entered Resident#63's room and CNA C then _
- { opened Fesident #63's closet door to showa -
| document entitled, “CNA Care Plan" which
included Resident #63's name and room number
(handwritten). it also included Resident #63's
| needs pertaining to ADLs. On the left hand side of
| the paper, it was documented, "Information is -
| current as of this date: 10-31-18." On the fop left
side of the CNA Care Plan, it was documented
“Full code.” CNA C then closed the closet door.
" 1 This surveyor then asked CNA C what Resident
#63's code status was and she stated, "She'sa
+ | full code.” A copy of the CNA Care Plan was
: requested and CNAG stated she would-have to
‘{askthenurse, .

On 04!0212019 at apprommateiy 4:45 PM, thls L
-1 surveyor.and CNA C walked to the nurse's. .. -
| station.” After speaking with a nurse, CNAC went_
o F{esudent #63's room to retrieve the CNA Care’
-| Plan on the closet door, The staff nurse got
Resident #63's hard chart and displayed the-
Durable Do Not Resuscitate Order and stated to
" | this surveyor, "Do you realize this residentis on -
.| hospice and she's a DNR?" CNA C retumed with
| the CNA Care Plan and handed it to LPNB. LPN .
B looked at the document and stated, 'it (closet
-| care plan) wasn't updated.® - :
A copy of the Durable Do Not Resuscltate ordef
L and the electronic c.are p!an were requested

On 04/02/2019 at 4:55 PM a Durab!e Do Not
| Resuscitate document was provided. it was dated
11/20/18 and signed by physician, responsible - -
{ party, and a witness. A paper copy of the - :
elecironic care plan was provided. Under the
| problem entitled, "Resident #63] has an inability

~{ 1o perform ADLs (Activities of Daily Living)
indepandently secondary 1o muscie spasms HTN
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STATEMENT OF DEFICIENCIES - - | | {X1) PROVIDER/SUPPLIER/CLIA (@ MULTIPLE CONSTRUCTION . .~ . ° 7 H{Xd) DATE SuRvEY
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NAME OF PROVIDER ORSUPPUER -~ [ N STREET ADDRESS, CITY, STATE, ZIP CODE I
- o TR IR P : - - | - 10051 FOXES Way
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e " SUMMARY STATEMENT OF DEFICIENCIES . .. - .} = .ID ". PROVIDER'S PLAN OF CORRECTION S
" PREFIX : (EACH DEFICIENCY MUST BE PRECEDEDBY FULL - ~| PREFIX {EACH CORRECTIVE ACTION SHOULD BE . COMPLETION -
TAG | - REGULATORY OR LSC IDENTIFYING INFORMATION) _ TAG CHOSS-REFERENGCED TO THE APPROPRIATE - | - . DATE
T B R CoL T . TR . - DEFIGIENCY} :
F 657 | Continued Frompage 56~ . . F 657

‘| {hyperiension), CVA (cerebral vascular accldent),
| hemiparesis, RAKA (right above-the-knee
amputation), depression. Resident refuses meals
& supplements at time.” ,"Fult Code” was crossed
out and "DNR” was added (handwritten and not
dated or smtlalad) Employee L stated the most

| updated version of the carae plan is on paper kept:
on ihe unit. Employee L stated electronic care
plans (what is seen on the computer} are updated
quarteﬂy .

-1 On 04105/1 9 at 10: 10 AM, an anterv:ew w:th

Employee H, the MDS, Care Plan Coordinator

{ was conducted. When asked about how to

determine when an intervention on a care plan

“{ was implemented, Empioye'e H stated, "We don't

| date interventions.” She went on to say the -

| intervention sither eontmues or it would be

| resclved. When asked about a resolved - - -

.| intervention, Employee H stated, "l would defete
it Employee H stated the paper copy care plans

are kept in a book on the unit, updated on the -

" {paper, and evenijually entered into ths'.conmuter.
| When asked about the CNA (closet) care plans,
Employee H stated closet care plans are also.’

“t updated as needed .

: The facllaty pohcy entﬂled "Advanced Directives”
was reviewed. Section 7 docurmnented,
"Information about whether or not the resudent
has executed an advanced directive shall be - - -
displayed prommently in the medical record." -
- | Section 10 documented, *The plan of care for

o each res:dent w;il be cons:steni With hss or her

K j advanced directwe

- | In'summary, there was conihctmg information
- | regarding Advanced Directives on the electronic
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12, For Flesudent # 49, the fac:llty staff failed to B

- | Resident # 49, a 91 year oEd male, was adm;ued

| Hypenension, Malignant Neoplasm of Pmsiate”
. | Gastroesophageal Reflux Disease; [ Demen:ua

| assistance of one staff person for Activities of

| person for bathing. Resident # 49 was coded as
s occasnonally incontinent of bowel and bladder.-

1 Cn 04!04!201 9 at 2 30 PM, reveaw of the clmlcal
: reeord was conducted

: ._ Hesndent #49 was admltted to the famlny on -

| Resident #49's care plan, revised on 02!27/2019

care plan, the paper copy cére ptan. and the CNA
closet care plan for Resident #63 N

On 04/05!2019 at apprcx:mately 2:30 PM, the
DON and Administrator were notified of findings
and they offered no further information or
documentatiori.

document the dates of problems and
interventions £|sted on the careplan when re\nsed

fo the facility on 12/1/2017. Diagnoses included
but were not limited to: Alzheimer's Disease,

Osteoarthritis, and Anxlety

Resident # 49's most r_ec'ent_Minimum Data Set
{MDS) was a quarterly assessment with an
Assessment Reference Date (ARD) of 2/1/2019.
The MDS coded Resident # 49 with a BIMS (Brief
interview for Mentaf Status) score of "3* oud of 15,
mdlcatlng severe cognittve impairment, Resident
# 49 was coded as requiring limited to extensive

Daily Living except total assistance of one staff -

12/1/2017. A review of Resident # 49's’ clinical -
record was. conducted during the survey.

STATEMENT OF DEFICIENCIES . - {(X1) PROVIDER/SUPPLIER/CLIA ** " | (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY :
AND PLAN OF CORRECTION + IDENTIFICATION NUMBER: |  BULDING. COMPLETED
495300 B. W.’NG ' ' . 0A4/05/2049 -
NAME OF Paownsaoasumsﬁa ' ' STREET ADDRESS, GITY, STATE, ZIP CODE o .
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HERITAGE HAL ORGE. KING GEORGE, VA 22485 : |
Y " SUMMARY STATEMENT OF DEFICIENCIES - D - PROVIDER'S PLAN OF CORREGTION e
PREFIX | . (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX '{EACH CORRECTIVE AGTION SHOULD 8E COMPLETION
' TAG  REGULATORY OR LSC IDENTIFYING INFORMATION} - TAG  CROSS-REFERENCED TO THE APPROPRIATE DATE

B L = R DEFICIENCY) -
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STREET ADDRESS, CITY, STATE, 2iF CODE TR

DEPARTMENT OF HEALTH AND HUMAN SERVICES  FORM APPROVED
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495300 B.WING 04/05/2018

" SUMMARY STATEMENT OF DEFIGIENGIES

D

 PROVIDER'S PLAN OF CORRECTION

{ listed was “Reorient as needed.” -
: Under the problem “Has mabiﬁty to per?orm |

.| secondary to Alzheimer's disease, dementia...

| agitated and at times aggressive, There was no

: There were other mterventaons handwntten on the

| Employee H, the MDS/ Care Plan Coordinator -

- linterventions.” Employee H state the mtervenkon
" | would gither continue or it would be resolved. -

Employee H stated, "t would delete it.* Emp[oyee

++ | interventions were added to the care pian or i the
- | care plan needed fo be rev;sed o

read that Resident # 49 had a d;agneszs of _
Alzheimer's Disease and dementia resulting n
confusion at times.  One of the mlerventlons

ADLS (Activities of Daily Living) mdependently

there was a problem added by handwriting:
‘occasionally reluses scheduled shower, become

date of when that handwritten noie was added
There were interventions that Were handwritte’ni '.

*Encourage res {resident) to take showers.
App:oach Hes (Ressden!) ina calm manner "

care plan under other problems. There were no

dates of when the problems or mtarventtons were |.
| added. -

On 04/05/19 at 10:10 AM an interview wuth S
was conducted. When asked about how to _
determine when an intervention on the care was
implemeéntad, Employee H stated, "We don't date’
When asked about a resolved intervention,

H stated the paper copy care plans were kept in a
book on the unit, updated on the paper, and
eventuaily entereﬂ mto the computer

There was no way to de%enmns when

X4} 1D S sum . ; D . s
F('REFIX " (EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX - {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
"7AG | ~ REGULATORY ORLSC IDENTIFYING INFORMATION) ™6 OROSS-REFERENGED TO THE APPROPRIATE DATE
Sy T DEFIGENCY) - - -
ZfFB_S'? Con'ﬂnued From page 61 . F 657
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NAME OF FHOVJE)EH OR SUPPLIER

HEHiTAGE HALL KING GEORGE '
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i SUMMAHY STATEMENT OF DEFIC!ENCiES

PROWDER'S PLAN OF CORRECTION

| On 4/5/2018 during the end of day debnehng, the

facility Administrator and the Director of Nursing
wers informed of the findings. The Directarof

- Nursmg stated the interventions and revisions

should be daied

E No further mformallon was provnded

a, For Resident #68; the iamhty staff failed to -

' - | document the dates of problems and -

snterventlons §|stec§ on the carepian when revnsed

: Resndent # 68 a 91 year oid temale was admatted

to the facility on 12/1/2017. Diagnoses included
but were not limited to; Aizheimer's Diseasse, "

| Hypertension; Major Depressive Disorder, - j-
‘| Gastroesophageal Refiux: Dasease Dementaa

Card:omegaly, and Anx&ety

: Flesidant'# 68's 'most re‘cent Mini'mdm Data Set -

(MDS) was a quarterly assessment with an

|| Assessment Reference Date (ARD) of 2/21/2019.

The MDS coded Resident # 68 with a BIMS (Brief
Interview for Menial Status) score of "3" out of 15,
indicating severs cognitive impairment, Resident -

- .| # 88 was coded as requiring extensive assistance
.| of one 1o two staff persons for Activities of Daily - -
- "t Living except total assistance of one staff person’
- | for Bathing. Resident # 68 was coded as
: frequentty incontinent.of bowei and bladder.

Review of the can:cal :ecord was conducted on
4!4/2019 ' . :

1 A review of Resident # Sﬁ's clinical record was
| conducted during the survey. ‘Resident #68's

care plan, revised on 02/27/2019, read that

‘Resident # 68 had a diagnosis of Alzhe:mer's

X4} 1D o Y
;gng)ﬁx {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX. _{EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CTAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS—REFGHﬁNCEDTDTHEAPPROPFHATE OATE -
S e S SR IR ' DEFICIENCY) - :
- F657 Contlnued From page 62 - F657
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_ ()(4) w0 "SUMMARY STATEMENT. OF DEFICIENCIES i j “PROVIDER'S PLAN OF CORRECTION |

HERITAGE HALL KING GEORGE

Uk
- PREFIX. {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX | . (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
OTAG - REGULATOR\‘ OR LSC IDENTEFYING 1NFORMATION) . . TAG | CROSS*REFEHENCEDTOTHEAPPROPREATE - BATE
Py R R S ¥ Lo L "DEFICIENGY) - . - o ISR
- F 857 Contmued From page 63 SRR F857)

Disease and dementia resuttmg in conius;on at
times. One of the interventions fisted was
"Reorient as needed.”

Another prob!em listed was: "Bunion to nght inner
foot” and " (L) (left) foot skin integrity” -

.| "Treat as ordered to bunion on right i inner foot.

| Ted hose per order, treat as ordered fo left foot to
maintain skin integrity, weekly weights, ‘Aquaphor
to BLE {Bllaterai Lower Exlremlties) every other -
day." .

: There wés no documentataen of when'the
| problems or mteruentlons were added to the _
carepian :

There were other mterventsons handwritten on the.
care plan under other problems. There were no. *
dates of when tha probfems or mtervemaons were
added : .

On 04!05[19 at 10:10 AM, an mtervsew wnh S
Employee H, the MDS/ Care Plan Coordinator

" | ,was condticted. When asked aboif howto

| determine when an intervention on the care was
implemented, Empleyee H stated, "We don't date
. | interventions,” Employee H state the intarvention '
"*.| would either continue or it would be resolved.
When asked abott a resolved intervention, .
Employes H stated, "l would delete it." Employee S
H stated the paper copy care plans were kaptina|
book on the unit, updated on the paper, and '
‘ eventgaiiy ar_'\tere_d into the co_mputer.

| There was no way to determme when. .
interventions were added to the ca:e ptan orif the
care pEan needed fo be rewsed

On 4!5!2019 dunng the end of day debneﬂng, the
facility Administrator and Strector of Nursing were
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STATEMENT OF DEFICIENCIES 8 (xn‘movmenlsuppuﬁnfcgw S ﬂ(xz) MULTIPLECONSTRUCTION - [ oATE suavev ’

DEMTIF!CAT?ON NEMBE

AND PLANOF GOHH?Q“QN i GDMPEETED RN
IO e e :C-. -

- oalosizore |

: : “NANE OF Pnov:nen on suemsa

) : STREE?ADDRESS e S‘FATE th cone
I HERHAGE HALL KiNG GEORGE

?0051 FOXES ‘WAY Sl
KiNG GEOHGE VA 22485

S AT PROVIDER'S Pmuoeconnscnoﬂ

(X4) ID I.: - SUMMARY STATEMENT DF DEFIGIENC!ES

- (EACH DEFICIENCY MUST BE PRECEDED BY FULL . ) ?REFIX B S (EACH CORRECTIVE ACTION SHOULD BE 5 ] commETEN

| REGULATORY ORLSC IDENTIFYING INFORMAT!ON) S T CROSS—REFERENCEDTOTHEAPPROPRIATE | oA
e o R RN IR L -;;_DEﬁcuENGY) : b R

1 Fesz Cormnued From page e 64 | Fes7|.
. =i | informed of the findings. Tha Dlrecter of Nursmg SR B
- /| stated the mtervennons and revisions shouid be § I

dated.

R .The facshty prowded nofurther mfo:mat;on R ‘-:i_i':,- IR
F 658 [ Sewices Provided Meet meesswna! Standards | " Fess] F658

S e CFR A 483 21 b}{(3¥i ST o { Corrective Action{s):
SS*D : ( } ( )( }“ S e s 7 o 'Resident #97°s Heparin and Saline
- §483,21{b)(3) Comprehenswe Cere Ptans S0 oo midline flush orders have been reviewed |

by the Nurse Practitioner and clarified. A
Facility Incident & Accident Form was
completed for these incidents.

4 (i) Mest profess&onal standards of quaisty O IO | P .
| oo ot Identification of Deficient
. ;Z;xls REQUIHEMENT as not met_as ewdenced 57| PracticesiCorrective Action(s):
g SRR All other residents with Heparin and
1 ‘Based on observatlon staff ervsew and cltnical | -] Saline flush orders may have potentially
- | record review the  facility staﬁ failed to maintain “ -1 been affected. The DON. ADON and/or
professional standards when admmlstering e ) 3

s : designee witl conduct a 100% review of
- | medications for ¥ Hes'dem (#97)1'" a survey' all resident’s medication orders to identify
sample of 30 Res:dents

any residents at risk for inaccurate heparin
and saline flush orders, All residents
identified at risk will be corrected at time
of discovery and the attending physician
will be notified of each error, An Incident -
& Accident form will be completed for
cacil negatlve ﬁndmg

e iFor'Ressdent #97 the faclhty staff fatled to-
| administer Heparin (an’ antzicoagulant) Daliy
erdered by the Phys:man )

: Tﬂﬁé..ﬁﬁdinsé_;@;;;q

‘ ;Flesndent #97 ts an 84 year old woman admltted e
-1 to the facility on 6/22/17 with diagnoses of but not

" limited to Anemia, Hypertension, Dementia~ . = * |
2] (Alzheimers ?ype) H:story of Stfeke Anxuaty and S
Depressson L R

=0 The most recent Mammum Data Set assessment R
.| was a PPI 5 Day assessment with an assessment R
*. | reference date (ARD) of 3/12/19 Resident #97 b
1| 'was coded ag having a (Brief Interview of Mental
R Status) BiMS score ef 3 lndtcatang severe
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. CENTERS FOR MEDICARE & MEDICAID SERVICES . f" B R

PRIN’FED 04!‘i 6/2019 :
- FORM APPROVED -

-, § STATEMENT OF DEFICIENCIES
- | AND.PLAN OF. COHRECTIDN

4(X1) PROVIDERISUBFLIERICLIA:
* IDENTIFICATION NUMBER: -

g {x2) MULTIPLE consmucmm b

: OMB NO. 0938-0391
sy DATE SURVEY

NAME OF PROVIDER OH SUPPL!ER

HERffAGE HALL KING GEORGE

: '10051 FOXES WA\'

~ .| "KING GEORGE, VA 22485

STBEETADDR&S GI'W STATE Z%PCODE T

: (;«) i | . SUMMARY STATENENT OF DEFICIENCIES

. PREFIX : {BAGH DEFIGIENCY MUST BE PRECEDED BY ST

S vl B aEemTonv_oaLscaowlFme INFORMATION) :

& '*’:D" -:_j._j'i PHOVIDERSPLANOFGORRECHGN
- PHEFEX

" {EAGH GORRECTIVE AGTION SHOULD BE
GRDSS»REFERENCEDTOTHEAPPHOPREATE
oo DEFICIENCYY. . .

TAG N R

b ey
: GOMPLETION :

Come .

) for transfers

| 2:30 PM.

S :The orders read

- da*ly)

| Aseccnd order_ vas in
" add:t:on to the ongm

o 1 B The order siatad

R F658 :Contmued From page 65 ' :
el ccgnmve lmpalrment Ramdent 497 ‘was codeci

as requiring 1 person physical assistance for all*:

aspects of ADL's and a physucal asssst of 2 staﬂ .

{on 4/5/1& dunng-c!mica! recnrd: ?eview it Wi'a'_s'_" e
noted that Resident #97 had ordérs for Flushing +
Midiine Cathater {Infravenous Line for medlcatlon
: -admmtstratton ) The orders began on 311 7/18 at

TrE The ferst dose was s:gned off at 2 30 PM on
| 317/19-and continued tobe signedoff as

| administered three (3} imes a day f_o_r\thje { _
-;durai:on of the month of March i

. Normal Sai‘ne Flush Synnge Fiush Mldhne wzth
. saime & Hepann QD [Every Day} —

L _ Dascontmue i}ate 3!181'19 -

' That order was umed for 2 00 PM (da:[y) and
signed off on 3117119 and 3/1819 at 2:00 PM

. 1 10 Units/ML [0 Units per Mmmzer] -
il Fiush midilne ‘with Heparin fan Anti~Coaguiant] :
) Normat Salme QD [Every Day] B

Admlmstraslon Record) MAR slgned off and: t;med [t L
“1for 6:30 AM 2 30 PM and 10: 30 PM_(S times:

"F658]  Systemic Change(s):

L The facility policy and procedure has
been reviewed and no revisions are
‘warranted at this time. The nursing
assessment process as evidenced by the
24 Howrs Report, documentation in the
medical record and physician orders
* remains the source document for the
- development and monitoring of care

© which includes, obtaining, transcribing
_{ and administering physician ordered
" § medications per physician order. Licensed |
¢ staff will be inserviced by the DON
and/or regional nurse consultant on the
policy & procedure for medication
administration to include administering
Heparin and Saline Flush orders as
ordered.

Monitoring:

The DON is responsible for maintaining
compliance. The DON and/or ADON will .
feview medication orders weekly
coinciding with the care plan calendar in
order to maintain compliance. Any/all
negative findings will be corrected at time
of discovery and disciplinary action will

be taken as needed. Aggregate findings

of these audits will be reported to the
Quahty Assurance Committee quarterly

for review, analysis, and

recommendations for change in facility
policy, procedure, and/or practice.
Completion Date: May 20, 2019
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__(x4) D | SUMMARY STATEMENT OF DEFICENGIES S " PROVIDER'S PLAN OF CORREGTION | 0@
PREFIX . {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8E -~ - compieTion

. TG | . REGULATORY OR LSC IDENTIFYING INFORMATION) CTAG CROSS-REFERENCED TO THE APPROPRIATE | = DATE
S B o o ; - . DEFICIENGY) . N R

- F 658 Continued Frompage 66 . - . o F 658

then it was dascommued

. { Athird order was initiated on 3/1 3!19 in addmon '
"t the Hepa_nn Flush order.

That order stated

' Clanf:catlon orc!er : '
Normal Saline Flush Syringe 10 ML
Flush Midline with 10 ML NS {nom‘nal saime} Q12
hours {Every 12 hours}

This order was written on tha 18th but not _
- | imitated uniif the 19th and timed for 9: 00 AM and :
| 9:00PM. This order wassignedoffas™ ~ =~ "~
.| administered twice datiy far the duration of the '
month of March : S

The Phys;c:ans order sheet for Aprlt read

Heparm fush iO UmtslML : :
Flush midline with Heparin [an Antn—Coaguiant} &
Normal Saime QD [Every Day] '

[Once again the  Heparin order was timed and
: signed off at 6: 30 AM 2 30 PM and 10:30 PM for
| April 1st~5th] .

B Afso onApnl Physicians Orders was: |
Clﬂriﬁcation'ordar -

Normal Saline Fiush Synnge 10 ML ]

Flush Midfine with 10 ML NS {normal sahne} Q 12

hours {Every 12 hours}

- 7| The Normal Salme orderwas s:'g'ne'd 6ﬁ at9:00 e T
-~ |AMand9:00 PM. - - B o
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. DEPARTMENT OF HEALTH AND HUMAN SERVICES
_GENTERS FOR MEDICARE & MEDICAID SERVICES

PRENTED omafzmg}' :
- FORMAPPROVED -~ -
'OMBNO 0938-0391 -

| STATEMENT OF DEFICIENGIES - (xn PROVIDER/SUPPLIER/CLIA
| AND PLAN OF CORRECTION - " . | .. IDENTIFICATION NUMBE!

“NAME OF PROVIDER OR supmén :

S '(xE} MULTIPLE oowsmuc:non
. _A. BUILDING:, -

1a w:NG

(%3) DATESURVEY | -
. GOMPLETED .

ERERL O

HEmTAGE HALL xma GEORGE

AT 0410512019 [ R
. STREETADDBESS CITY STATE ZIP CODE : S
10051 FOXES WAY

: KING GEORGE VA 22435

qu o
" PREFIX
LOTAG

SUMMARY STATEMENT OF OEFEEENC!ES S
{EACHDEFIC[ENCY MUST BE PRECEDED BY FULL RETEE
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L O 4/5!19 at 1:45 PM LPN Ewas asked how :
-| many times a day does the Residents Midiine get

- She theri elaborated that *Night shift does it at
B 'does ﬂ at 10 30 PM o

- The. facsilty cuted Lappmcott as the resource used e
for professional nursing standards. Guidance was
_{-given from Lippincott, Fundamentais oi Nursmg,

o 'whmh reads, -

. To prevent rned:canon errors fo!low the Six ﬂghls
. -of medication administration conmstenﬂy every
oo | time you admmlster medrcanons Many

‘ an ancans;stency :n adhenng to these nghts

T INo further lnfarmatscn was pm\nded
61 | Discharge Summary .
p | CFR(s): 483.21(0)2)()- (ev) |

§483. 21(0)(2) Dlscharge Summary s e T
When the facility: antscnpates dlscharge. a resadent

; but is not limited to, the following: -
LA recap:tulat:on of the resident's stay that _
‘- includes, but is not Emited to, dlagnoses course -

| radiology, and consultation results. -
E '_ (il) Afinal summary of the resudents status to

Contsnued Frorn page 67

flushed and stated that it was done ¢ every shift.

6:30 AM, ‘Day shift at 2; 30 PM and Ever:mg sh:ﬂ

. ;;_ The nght medmatlon
), The right dose ‘
.~ Theright pat;ent

_ The right route -

.. The righttime
\ -‘The nght documentatlon

must have a discharge summary that mciudes

of ilinessfreatment or therapy, and pertment Iab

1 Feot| ma

DEF!C-!ENGY)

. Corrective Action(s):

* . Resident #104’s attending physician has
been notified that the facility staff failed
to accurately complete a discharge
summary and recapitulation of Resident

* '#104 stay at the facility. Facility Incident

& Accident Form was completed for this
incident.

Foamcms-aemz-aswms\fmmomaam ; - EventiiFexTn -
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ougsizons

PROVIDER'S PLAN OF CORRECT!ON

| include items in paragraph (b)(1) of §483.20, at

F jrelease to authorized persons and agenmes with

. I medications with the resident's post-dascharge
.| medications (both prescrtbed and "

: {iv) A posi-discharge plan of care that is

_{.and, with the residént's consent; the resident

o representatwe(s) which will assist the resident to
“l'adjust to his or her new !wmg emnronment The
| post-discharge plan of care must indicate where

* I'thét have been made for the resident's follow up
| care and any post-_ IS
| nan-medical services

ey
clinical record review, the facility failed to.

“{ complete a discharge summary that mciuded a /
_recapltuiatuon of the resxdent's stay.-i :

" | described the clinical status of the restdent and a
T recapttulatlon of the resldant E:

The{nry;:l_nngs;;qc}udqd.- =

: F!essctent #104 59 year ord admltted to:the :
facility on 11/1 /18 and dlscharged on /1 0/19.:

- | limited to; legal blindness, muscle weakness, -

the time of the discharge that is avaifable for
the consent of the resident or resident TR
representative. :
{iiiy Reconcifjation of all pre-discharge

over-ﬂle-counter)

developed with the pamc;patlon of the resident

the individual plans fo reside any arrangements

harge medical and .

This REQUIREMEN

: Based on-facsirly documentation ‘review and

For Ressdent #1 04 the fac:hty siaﬂ fatied o
compléte a dlscharge summatry that' accurately

The resident's diagnoses included but were not

encephaiopathy, dysphagia, cognit:ve

. p@}m " SUMMARY STATEMENT OF DEFIGIENGIES L
'PREFX ‘| ' {EACH DEFICIENGY MUST BE PRECEDED BY FULL - PREFIX - " (EACH CORRECTIVE ACTION SHOULD BE -
+ 7A@ [" . REGULATORY ORLSC IDENTIFYING INFORMATION) TAG . CROSS-REFERENCED TO THE APPROPRIATE |
SRy ' : DEFICEE!\ECY} :
a5 FBG'E Contmued From page 68 F 661 I&entifcﬁti'é-n of Deficient

Practices/Corrective Action{s):
All other discharged residents may have

- been potentially affected. The DON,

ADON and/or Medical Records Clerk
will review the last 30 days of discharge
residents to identify residents at risk. All
residents identified at risk will be
corrected at time of discovery and an
Incident & Accident form will be

. completed for each negative finding. The
; attending physician will be notified of
° each inaccurate discharge summary.

5 Systemic Change(s):

The facility policy and procedure has
been reviewed and no revisions are
warranted at this time. Al Department
managers and Medical Records will be
inserviced on the Policy and Procedure
for completion of Discharge Summaries
and the need for an accurate recapitulation
of the residents stay.

: Monitoring:
The DON is responsible for maintaining
‘compliance. The DON, ADON and/or

Medical Records will perform discharge

-1 chart audits weekly of discharge

summaries and recapitulation of the

residents stay. Any/all negative findings

| from these andits will be corrected at time

of discovery and disciplinary action will

't be taken as needed. 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: May 20, 2019
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NAME OF PROVIDER ORSUPPLIER - - STREET ADDRESS, CITY, STATE 2 CODE L T
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Cpeo | SUMMARYSTATEMENTOFDEFICFENGIES iD ... PROVIDER'S PLANOF CORRECTION -~ | . pwy- -
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE . 7 | compLETION
LTAG * AEGULATORY OR LSG IDENTIFYING INEORMATION) | TAG " ;. CROSS-REFERENCED TO THEAPPROPRIATE | OATE |
S o S IR | . ' DEFiGIENCY) - R
. F 861 Continued From pageé9 = . . 0 -Fest|
B communication def;cn and athscl [sac} heart : : o
dsseasa o

Flesndent #1 04's most recent MDS (M:mmum
Data Set) (an assessment tool) with an ARD
{assessmaent reforence date) of 1/1/18 was coded
as g 80 day assessment, Resident #104 was
coded as having a BIMS (brief interview for
memory stalus) score of 4, indicating severe
cognitive impairment. ‘Functional status for
Residant #104 was coded as being fotally
dependent on staff for transfers, Iccomotfcm,

. eatmg. toilet use and personai hygtene

Review of tha Recapﬂuiataon of resident stay
dated 1/10/18 by various members of the .
interdisciplinary team to include, social services
director, director of nursing and certified dietary
rianager wds incomplete. The fo!lowmg ltems N
had no response written: -

1. the reason for admission -

2, treatment prowded

| 3. progress ‘

4. reason for duscharge!dsscharge dlagnosss

5. mental and psychosocial stalus :

6. cognitive stalus : s

7. clinical lab values or daagnostlc tests

8. weight trend -

8. eatmg hab:tsipreferences

Drug therapy requsred had “P O S {physnc:ans- _
order sheei) noted on tha fine. g )

Review of the dtscharge summary scgned by the :
physician on 115/19 and signed by the director of | -
nursing on 1/10/19 revealed the fo[iowmg

1. functional status: "alert to self“ RRRDO

-} 2. dental condition; blank - o '
3. cognitive status: "i:mlied" wlth no explanation

FORM GMS-2567(02:99) Previous Versions Obsolele CEventIDIFSXTHY 7 FackiyID:VADIO3© " if continuation sheet Page 70 0f 129
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{4y 10
PREFIX
- TAG

| SUMMARY STATEMENT OF DEFICIENCIES -
- (EACH DEFICIENCY MUST BE PRECEDED BY FULL
© REGULATORY OR LSC [DENTIFYING INFORMATION) -

D " _PROVIDER'S PLAN OF CORREGTION o) .

PREFIX - | {EACH CORRECTIVE ACTION SHOULD BE . | COMPLETION.
STAG - cnoss—namaewcenmmemmomms : DATE

- DEFICIENCY) -

_-3 F 661

156, drug therapy L P, O 8." [sm] {physnc:an s order
1 6. Condition at the tlme of discharge: blank
; Review' of the facility poticy titted,"Discha rge
‘| Summary and Plan® revised Decéember 2016,
-and a final summary of the resident's status at the

fime of discharge in accordance with established

1 information and as permitted by the resident. The

therapy since entered the facility, d. current

- | treatments or procedures, j. mental and -

heaithcare decisions, and indicators of resident

maintain or improve physical, mental, and

- [functional status through restorative care
| programs); o. cognitive status {the ability to

. | ever-the-counter medications taken by the.

Contmued From page 70 -

4. activities poientlal "llmlted“ w;lh no
explanation

shest)

read: *The discharge summary will include a
recapitulation of the resident’s stay at this facility

regulations governing release of resident -
discharge summary shall include a description of
the resident’s: a. current diagnosis, b. medical -
history; ¢. course of iliness, treatment and/for

laboratory, radiology, consultation, and diagnostic
test results; e. physical and mental functional

| status, 1. ability to perform activities of daily living,
-| 0. sensory and physical impairments, h. )

nutritional status and requirements, i. special

psychosocial status (ability to deal with life,
interpersonal relationships and goals, make

behavior and mood); k. discharge potential, I,

dental condition, m; activities potential {the ability 1

and desire to take part in aclivity pursuits which

psychosocial well—being) n. rehabilitation
potential (the ability to improve independence i in

problem solve, decide, remember, and be aware
of and respond to safety hazards) and p. -
medication therapy (all prescription and -

Fest]

FORM CMS-2567(02-99) Provious Versions Obsolete '+~ Event ID: FoxT11
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(X#) 0
L PREFEX
TG

SUMMARY STATEMENT OF DEFICIENCIES. —©
(EAGH DEFIGIENCY MUST BE PRECEDED BY FULL -~
- REGULATORY OR LSC IDENTIFYING mfonmnou; R

S
?REFIX

G TAGH

CROS&HEF_E_-ZRENCEDTOTHEr\FPHOPRIATE cef e

- PROVIDER'S PLAN OF CORRECTION . | |

. XS]
" (EACH CORRECTIVE ACTION SHOULD BE

DEFiCIENCY)

Fam
- -88=D

.Contmued From page ?'1 ‘ :

" | resident includirig dosage, ftequency of o
| administration, and recognition.of szgnmcant sade

7| effects that would be most Ilkeiyto oceur m tha .

e resudent) R P

5 :The Admanlslraior and Dlrector of Nurs;ng were
- finformed of the facility staff to completea .
“ " | discharge summary that accurately descnbes the:

R recapitulation of the resuient‘s stay on 4/4/19 af '
| 5:30pm. - ' ' :

; assessment of a remdent and consistent with the

- | resident's needs and choices; the. facal:ty must
‘provide the necessary care and servicesto’

.| 'ensiire that.a resident's abilities in activities of

“l'of the individual's clinical condition demonstrate
‘that such diminution was- unavosdable Th;s v
; lnciudes the faclilty ensurmg that P

§483 24{a)(_1) A resudent is gtven the appropnate
-} treatment and ‘services to maintain or improve hls
| or her ability 1o carry out the activities of daily

] }wmg, ;ncludmg thcse specnf:ed in paragraph (b)
i of thls sectson‘ -

| The facility must provide care and serwces m

. actwmes uf daﬂy I:vmg

) .§483 24(b){1) Hyglene -bathmg, dresszng. )

current clinical status of the residentand’a

No fuﬂher unformatlon was. provtded

'Activmes oany_ Living (ADLS)Mintn Abiltis ]
4( (ﬂ(b fi L

daily fiving do hiot diminish unless circumstances

§483 24(b) Acttwtles oi daﬂy lmng

Fe76

‘ has been established to reestablish bowel

' Ydentification of Deficient Practices &
- Corrective Action(s):

F676

Corrective Action(s):

Resident #55's Bowel and Bladder status
has been reassessed by the nursing
depariment. A restorative bowel program

continence and the use of the commode
for all bowel movements. His
comprehensive care plan has been revised
to reflect his current bowel program.

All other residents requiring toileting
assistance may have potentially been
affected. The DON, ADON and/or Unit
Managers will review each resident’s
current bowel and Bladder status to
include appropriate interventions to meet
their resident specific needs. The residents
comprehensive care plans will be revised
to reflect their current needs to promote or
maintain their current bowel and bladder
function to promote continence of bowel
and bladder.

FOHM CMS 2567(02-99) Pre\nous Verslons Obsolate

Even! ED FQXTH .

. Facilify 1D: VAD103 -
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- DEPARTMENT OF HEALTH AND HUMAN ssnwces* S
_ CENTERS FOR MEDICARE & MEDICAID SERVICES -

PF.IINTEDT 041162018
'FORMAPPROVED
OMB NO.0938-0391

: _- §483 24(b)(2) Moblhty transfar and ambulatlon
' mclud:ng walmng, :

: §483 24(b)(3) El;mmat:on—tol!et:ng, _
: '§483 24(b)(4} Dming-eatlng. inciudmg meals and
o 7§483.24(b){5) Commumcatlen mciudmg FE
.1} Speech, -
S i) Language

- () Other functlorial i:nmmumcatm ystems _
| This REQUEREMENT_ is not met as evidenced

' 'The facil
P86

s The findmgs |nciuded

o Resadent #55 355 year old was admﬂted to the
-+ | facility on 2/1/19." The resident's dlagnoses
“{included, but were not fimited to: hypenensxon
T Type 2 dlabeies and neuremuscuiar dysfunctnon R
oo qof bladder _

1 Resndeni #55’5 most recent MDS w:th an ARD

'snacks

resident's abnhttes in actsvntreé of daily !:vmg de nol
. | diminish for one resident {Flesuiant #55) ina-
- -survey sampte of-30 ressdents :

ity staﬁ I‘a‘led to provude care and
_assastanca inADL's. (Activities of daliy Ilvmg) to : '_
mam_tam a reSIdeni contmence for Resident " -

B | {assessment reference date} of 2/8/19 was ooded SR

* [sTaTemenT OF DEFICIENCIES ¢ o] 'PROVIDER/SUPPLERICLIA -~ | p2) MULT:PLE cousmucwou . Hx3) DATE SURVEY "
.| AND PLAN OF CORRECTION IDENTIFICATIDNNUMBER: A BUILDING S | coMpLeTED o o
R B N 1498360 - BWING i I 04105!2019
. ;NAME DF PROVIDEH OR SUPPUER R STREETADBRESS CITY STATE z;p oogr—_' S
aE ' 10051 FOXES WAY. * -
. Rﬂ'ﬁ E Ai..l. KING GEORGE :
"'E G HAl i o . KING GEORGE, VA 22485 L
{X4) i - " SUMMARY STATEMENT OF DEFICIENGIES .~ | " PROVIDER'S PLAN OF CORRECTION. - | .- x5
| preRX | (EACH DEFICIENCY MUST BE PREGEDED BY FULL < . ‘(EACH CORRECTIVE ACTION SHOULD BE - | COMPLATIN
1 rae REGULATORY ORLSC IDENTIFYING INFonuA'ﬁou; g . cmss-ﬂ&#&agucaaronm APPROPRIATE | . DATE
-,_Zji‘ . : e e e e et DEFIC!ENGY) S
o F _‘_J"_Zﬁ fConlmued From Page 72 " F676| Systemic Cha:ng'é(é):”
- 'groomlng, a d Oral care ' The facility policy and procedure has

been reviewed and no changes are
warranted at this time. The DON and/or
designee will provide ongoing inservice
‘training to the licensed staff and CNA
staff to address the importance of
providing assistance to residents during
‘bowel and bladder care and accurately

.following and maintaining a Bowel and
Bladder continence program.

Monitoring:

The DON is responsible for maintaining
compliance. The DON and/or designee
will perform weekly audits to ensure that
their bowel and bladder needs are being
addressed. Any/all negative findings will
be reported to the DON for immediate
correction. Detail findings of these audits
will be reported to the Quality Assurance
Commiittee for review, analysis, and
recommendations for changes in facility
policy, procedure, and/or practice.
Completion Date: May 290, 2019
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| FacliyDivADS' . - if continuation sheet Page. 73 of 129



- DEPARTMENT OF HEALTH AND HUMAN SERVICES P A . FORMA%‘;TR%EVDQS

_CENTERS FOR MEDICARE & MEDICAIDSERVICES =~ e OMBNO.0938-0391 -
STATEMENT OF DEFICIENCIES | (X1} PROVIDER/SUPPLIBRICLIA © ~ '()(2) MumPLEcousmucnoN L o -Jixai pATE suRVEY'
AND PLAN OF CORRECTION . .| IDENTIFICATION NUMBER: .A- BUILOING ___ R COMPLETED -

ol o 4esse0 - o [BWNG.. 1 o4l0spoe
NAME ou= Paowaen OR supmen o ST STHEEI‘ADDRESS Ty, STATE ZIFCODE .

30051 FOXES WAY
KING GEORGE VA 22485

X4 IO T SUMMARY STATEMENT OF DEFICIENCIES. - |10 . ] PROVIDER'S PLAN OF CORRECTION

HER!TAGE HALL KiNG GEORGE

ox5)
PREFIX | - (EACH DEFICIENCY MUST BE PRECEDED BY FULL - PREFIX | - (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
T TaG REGULATORY OR LSC IDENTIFYING INFORMATION) = | . 7AG GROSS-AEFERENGED TO THE APPROPRIATE OATE .
U I L : L RN " DEFICIENCY)
F676 Conhnued From page 78 . Fers

_{ as an admission assessment. The remdent was
| coded as having a BIMS (Brief Interview for
Memory Status) score of 15, indicating the
resident was cognitively intact. Functional status | -
- for transfers, dressing, toilet use and parsonal:
.1 hygiene, was coded as Resident #55 requsred
extenswa ass,lstance of staff. :

" | Review of the Nursmg Adn'IISSIOI'! Assessment
:| dated 21119 is coded that the resident is
continent of bowel movements.’ In an interview
with Resident #55 on 4/5/19 at 9:34am the
resident stated, “| know when | need to'go but it~
makes it easier for everyone if | use this diaper
and let them know when it needs changing: 1can
get in my chair and go fo the bathroom.” The:
baseline careptan indicates resident requires
assistance of one staff person for transfers and
-1 toifeting @nd is continent of bowel. The CNA _
" | careplan dated 2/1!19 mélcates resndent naeds :
assasted to:ietmg : :

Bev_tew of the_"'Bowel & Biadder Report” from
2/2/19-4/4119 showed Resident #55 had a bowel |
movement on 70 of those days. Of the 70 .
occuirences 66 of those were mcantment usmg
an adult bnef '

Surveyor A conducted an mtemew w:th CNA M
on 4/3/18 at approximately 2pm. During the:
| interview, CNA M stated, "[Hesident #55's name]
is continent, he has a foley, he will let me know
when 'he‘ needs 'changed he just uses his brief "

| The Administrator and D:recto;' of Nursmg wers

made aware of the findings of staff failing to

| provide ADL assistance to maintain bowel -

.| continence for Resident #55 dunng end of the
day meeting on 4/4/19.

Fomcmszser{uem) Previous Versions Obsolets ; _Evan!lD:stTﬁ ' Facly@D:VAMO3 - [fcontinualion thest Page 74 0 129 ©.



: PRINTED: 041162018
-FORM APPROVED | "~

 DEPARTMENT OF HEALTH AND HUMAN SERVICES ..
o OMBNO. 09380391

CENTERS FOF! MEDICARE & MEDICAID SERVICES

'STATEMENT OF DEFICIENCIES -~ (xt) "PROVIDER/SUPPLIERICUIA
AND PLAN OF CORRECTION ,

':()(23 MULTIPLE GONS'FRUGT ION:

7 IDENTIFICATION NUMBE

B NAME OF PRO\FIDEH RSUPPUE : : STREETADDHESS CITY STATE ZfP CDDE

10351 FOXES WAY
B KINGGEORGE VA 22485 R T
B PBDVIDEHSPLANOFCOHRECTION R e
PREF]x (EACH CORRECTIVE ACTION SHOULD BE S| COMPLETION
e CHOSS-REFERENCEDWTHEAPPRQPHEATE SpTU pAE
R DEFECEENCY) ' P I

5 '- HERITAGE HALL KING GEORGE

(Xﬂ 0| 0E SUMMARY “STATEMENT OF EiEFlC!ENCIES
| prEE |- (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL -
" .Ta@ .| REGULATORY ORLSC IDENTIFYING INFORMATION)

| F o8| contnod rom page7s

B R "chuﬂhennformatson was pmwded S : e
| F684|QualityofCare = T ot FE84| F684

T 88=D CFR{S) 483 25.. Corrective Action(s):
R R SRS B Residents #45°s attending physician was
§ 483 25 Quaizty of care A R Y & | notified that the facility failed to identify
: Quahty of caréis a fundamental pr;nclple that 1 .| apotentially significant weight loss that
| applies 1o all treatment and care providedto... . - . was transcribed incorrectly on the weekly
* - facility residents. Based on the comprehensuve 1 - | weight sheet. Resident #45 was
| assessment of a resident, the facility fust enisure .. . | reweighed and there was no significant

that residents receive treatment and care in. - weight loss noted. A facility Incident &
: | accordance with professional standards of = |’ Accident form was completed for this 1
| practice, the comprehensive personvcentered } | ncident R S

“.. | care-plan, and the residents" choices. - i - Identification of Deficient
.:{ This. REQUiREMENT snot met as ewdenced e entilzcation o1 Deticien

s byn..f- B S PractzcesIC(')rrectw? Actlon_{s_):

‘Based an o servatson remdent mtefwew. sl fi ﬁl;e;iﬂ;e;?;ldt:n Ifa;”g]; ‘ihgg't‘;ﬁ?a?lr; ered
| e chvielseond v nd ety benlficie. The DON. O e

;| documentalion review, andin the course ofa..* - 1% and/or Unit Manager will conduct a 100%
; com‘pEaint irvestigation, the facmty staﬂ fa:ted to e audit of all resident’s physician ordered

- | provide needed care and services for ong

T weekly weights to identify resident at
: ressdent (Hesedent #45) m a sampie s:ze of 30 S risk. Igeside%a}tls idmﬁﬁcdfyat risk will be

corrected at time of discovery and their
attending physicians will be notified of

o+ - .| eachnegative finding and a facility
assess, and notify prowder fora potentlal change ‘:fw. - | Incident & Accident Form will be

L condition. it was documented in the clinical completed for cach negative finding,

record Resident #45 ‘weighed 226.4 pounds t on.. e e
7| 03/25/2018 and 199.6. pounds on B4f0112019
o .(11 84% wenght loss in6é days}

The fmdmgs mclude. _ 7:' Y

o Flesadent #45 a76 year old male, was admmed U
+ 7 o the facility on 05/21/2018. Diagnioses included | =

.| but not limited to atherosclerotic heart disease, |
SR -'clsabetes oerebral mfarchon, hypertensnon atnal
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. PROVIDER'S PLAN OF GORHECT!ON

T ey

ﬁf[bnllation. and dementra

=l Restdeni #45‘5 most recent MDS (memmum data
L set) with an ARD (assessrnent reference date) of |
1 01/25/2018 was coded -as a quarterly review: The |-

1 out of poss;bfe 15 indicative of moderate 7 1.
o cognitive impairment. Weight gain or weight. iass
.| of morethan 10% in the past 6 months was ©
: 'coded as “No or unknown e L

lon 04/03/2019 &t 9.-10 AM, Hesident #45 as
| observed in his room seated in his wheelchalr -
. watchmg TV tn no appareni dlstress ' :

1on 0410312019 at 11:43 AM;
dated 03/25!2019 at1 49 PM documented the 1" -
- | valie 226.4° pounds. An entry dated 04/01/2019

.| at 11:32 AM documented the value 199.6 pounds |
'mdlcatwe of an 11 84% welght Ioss in 6 days.' S

fThere was nu docurnentauon addressmg_ OF .

‘|a prov;der‘s visit dated 03!1 4!201 9 under the

4 they bottom of the form under the section
P “Diagriosis part (2) documented, “Bilateral Ieg

Brief Interview for Mental Status was coded as9g -

'-lhe eiectrontc chnlcal
record was reviewed for weight status. An entry

The nurse's notes for 04[01!201_9 were-rewewed.;}'_ 5

;The actwe physuman S orders were rewewed An o

"+ | entry dated 03/18/2019 ducumentad “Weight .|

/| monitor week[y An entry dated 0314/2019 7 -1
i ducumented "Las:x 40 mg by mouth B[D (hmce a'
day) S ; : |

4sect|on “Subjectzve documented "Left ax:llary
3x3 cm mass with pain; bilateral leg edema " Qn

edema.” Under the section *Plan" part (2)
documented, "Lasix 40 myg po BID (by mouth

The facility policy and procedures have

been reviewed and no revisions are
warranted at this time. The nursing
assessmaent 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 includes, obtaining accurate
weights per MD order. The DON and/or
Regional nurse consultant will inservice
all licensed nursing staff and CN.A. staff
on the procedure for obtaining physician
ordered weights and the review process
by the QA nurse for physician notification
weight changes.

Monitoring:

The DON will be responsible for
maintaining compliance. The DON and/or
QA nurse will perform weekly review of
all weekly weights to monitor 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 to the
Quality Assurance Commitiee quarterly
for review, analysis, and
recommendations for change in facility
policy, procedure, and/or practice.
Completion Date: May 20, 2019
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