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.| On 04/04/2019 at 11:10 AM, an interview with -
1 CNA L was conducted, When asked aboutthe

there is one scale in the facility and 2 she Is one

| weights on a form that is kept in the back offsce

.| CNA L retrieved a clipboard from the shelf with -
| documents on it entitied "Weekly Weight Tracking

-1 completed by the CNA assigned 1o care for him

‘change, more or §ess, they tell the nurse and the

| On 04/04/2019 8t 11:30 AM, ani interview with

.. jnurse." When asked specifically about Resident
©. - | #45 belng on Lasix and losing 27 pounds in 6

process for weighing residents, CNA L stated

of two CNA's that weigh most of the residents,
CNAL slated that welghts are recorded "in the
weight book.” CNA L stated she writes weekly

CNA L and this surveyor want to that office and -

System.” it contained the weekiy weights for -
residents in the month of March 2019. Resident
#45 was not listed. CNA L stated since Resident -
#45 was scheduled for weekly weights every
Monday instead of Wednesdays; it wouid be

that day. CNA L stated that the CNA would report
to the nurse what the value was and the nurse
would enter it inlo the computer. When asked
about weight changes, CNA L stated they .~
compare weights and if there is a 5 pound weight

QA nurse who is respOHSible for mon:tonng
weights, .

LPN F was conducted. When asked about the
expectation of the nurse' if there was a significant
weight change, LPN F stated it would "depend on
the parameters.” LPN F wentonto say if it .~
exceeded parameters, she would notify the .
physucnan the responsible party, and the QA .

days, she stated, *That's desnrable welghi ioss to

get rid of extra fluid."

FORM CMS-2567(02:99) Previous Versions Obsalete .

e Ev‘em io:strn

" Factity ID: VAD103

“. I continuation shest Page 77 ol 129 0



. DEPARTMENT OF HEALTH AND HUMAN SERVICES -

' PRINTED: 04/16/2019 -

- | On 04/04/2019 &t 12:25 PM; an interview with the

QA nurse was conducted. She confirmed that she

monitors weights on all residents. When asked |
. | about the process for reco;dmg weights, she
‘| stated monthly weights go in the weight book and -

weekly weights go on the weight tracking sheet..
She stated that "no one puts weekly weights in
the compter” because weekly weight sheets in

the weight book eventually go into the hatd charts |

as part of the dlinical record. The QA nurse stated
that daily weights are done by the assigned CNA
and reported to the assigned nurse. When asked
about how she tracks residents’ weights, she
stated she gets a monthly weight tracking form

| from the electronic heatth record and also uses a

Microsoft excel spreadsheet, When asked about

the expectation for weight changes, the QA nurse |
| stated that if there is a weight change 3 pounds,

| more or less, "we notify the doctor and investigate
'| what we need to do.” When asked if she checks

- | for weight values in resident's electronic health -

record, she stated, "No.” The QA nurse and this

surveyor looked at Resident #45's weight values |

in the electronic health record. Whenthe QA
nurse saw the weight values for 03/25/2019 and
04/01/2019, she stated, "That weight (199. 6

- pounds) should've been rechecked .

On 04104f201 9 at 3:40 PM the QA nurse
provided a copy of a clinical note entry dated
04/04/2019 at 3:31 PM: "weighed resident due to
last weekly weight was incorrect; resident currant
weight 235.2#, resident has not lost weight but
has gained 8.8#, nurss practitioner made aware -

| .| and she stated just 10 monitor him and continue
| weekly weights at this time; call placed to {family
‘| member name]; and made aware; [family -

member name] stated *| guess | gotta quit
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o 'bnngmg h;m in all those snacks o

.ln summary, F{esadem #45 had a potenilai!y _
.| significant weight loss that was not ;deniihed or
_ assessed by famlity staff L s

On 64/05[2019 at approximatelyQBOPM the s
“:" | Administrator and the DON were notified of

: fmdmgsandofterednofunhermformattonor S e e
= - { documentation. e E P I
Treatment/Devices to Mamtam Hear;nglemn | - Fees F68S

. _CFR(S} 483 25(3)(1 )(2) - Corrective Action(s):

L ST Resident #57 has been reassessed by his
o -§483 25{&) VIS!GI‘I aﬂd heanng ) RN attending physician for decreased hearing
_ | To:ensure that residents recewe proper ireatment SRR and an appointment has been scheduled
-1 and assistive devices ta maintain vision andlocp for resident #57 to sce the ENT physician
| hearing abilities, the faclhty must 4f necessary, RS N for hearing loss and hearing aid

o :ass|si the res[dent- R s consultation. A facility Incident &
- Accident form has been completed for
this incident.

oy §483 25(3)(1}'in makmg appo!ntmenls,:and B

: ,§483 25(3)(2) By arrangang fctr transportatnon to :
- |-and trom the office of a practitioner specializiig i IB
. the tréatment of vision or haaring amparrment or:
* | the office of a professzonaf specializing in'the
.| provision of vision or hearing assistive, de\nces
.| This REQUIREMENT is not metas evndenced

Resident #35 has an appointment
scheduled for an eye exam and for glasses
fitting. A facility Incident & Accident
form has been completed for this incident

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

y Based on obsewatlon Resujent interview, staff ?ﬂ other migems who lf:lvle ‘i;:isme

- interview, and clinical record review the fac:hty e cvices may have potentially been

: L affected. The Social Services director will
. | staff failed ta provide proper treatment and L complete a 100% audit of all Tesidents

| hearing assistive devices for 2 residents - : b csicen

T S EE with hearing aids and eye glasses to
' :('2;212:1? #57 _and #35) ina sampie si Ze: °f 30 R ensure they are available, functional, and

being used the correct way. Any/all

, SR o negative findings will be corrected at tim
1 For Res:dent #57 the faclluty siaﬁ falled to of%iiscovery. Air‘;{l:identc;:f&cc?d;at )

Lo provide proper treatment and assistive de\ﬂces td:' : form will be completed for each negative
R maantam and!or enhance hls hearing abiilty L finding,

"0“”0“52557{@-99)?“““%0@“6 T Gmoman | remevwem . Newmmeserep o
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| agsist with. procurement of eye glasses as

: . The Fndmgs mcluded

L 'Resndent #5‘? an i 89 year oid maie who was’ S
* " | ‘admitted to the facility on 05/21/12 with dlagnoses o
1o include but not limited to dtabetes, rightleg: -« 7
L amputation, high blood pressure, penpheral
e vascular dlsease, and depressaon

_: Hesndent #57 s

: *:mpatrment He was aiso coded as having: -
o ?moderate hearing dtfﬂcuity _wsth_no haanng a|ds

i On 04/02/2019 at approxsmately o 00 PM an
| interview was conducted with Resident #57 He
¢ I'stated "t | had heating aids, | would usé them...} -
[ had to choose: between teeth or hearmg aids and
| I'chose teeth.;:
- | aids and they don't last long...| don't know what -
o] else to'do”. During the course of the interview,
- .| Resident #57 appeared to have difficulty hearing |~
| by-cupping his right hand around his rightearand | ... -
.| asking for questions to be- repeated frequently. ;.
S jHewas. able to comprehenci the questions and
S was apolcgetec for not bemg abie to hear better

e :On 04/0212019 a réview was conducied of

'2 FofHesudent #35.the famfty siaﬁ falled to -

prescnbed by optemetnst

.F have had two sels of hearing.. -

- - | Resident #57's clinical record Acopy of Res;dent

t Iecent Mmlmum Data Set ' '_ ;
| (MDS).with ‘an Assessment Reference Date .. -
-1 (ARD). of 02/01/2019 was coded as an. Annuai L
"' assessmient. Resident #57 was coded with a Bnef L

: "Enzemew nf Menta] Status (BEMS) score uf 4

: S UL UL7.] T KING GEORGE, VA 22485 7
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fn FBBS Commued me page 79 ' ) F 68,5 Systemic Change(s):

The Social Service Director and the
nursing departments have established a
list of al residents utilizing Assistive
hearing and vision devices which is kept
at each nurse’s station, Instruction for the
use of each device are kept inside the
resident’s closet door. The Social Services
director and/or the DON will inservice all
nursing staff on the usage, care, and
storage of assistive devices and the
process to follow when one is missing,
broken or the resident refuses to wear the
assistive hearing and vision devices,

Monitering:

The Social Services director and the DON
is responsible for maintaining
compliance. The Social Services Director
and for Unit managers will monitor all
residents with assistive hearing and vision
devices daily to ensure they are in use.
Any/all negative findings will be reported
to the administrator for immediate
correction and disciplinary action will be
taken as warranted. All negative findings
will be reported to the Quality Assurance
Committee for review, anatysis, and
recomumendations for change in facility
policy, procedure, and/or practice.
Completion Date: May 20, 2019
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| #57's current Care Plan was requested and

| evidence of ENT consultation was provided..

| On 04/0372019 at approximaely 4:00 PM, an

'| asked if she had professionally assessed him,
{ needs to tell.me if he needs anything...! have

{on 04!041201 9 at apprommatefy 5:30 PM the

- { the tacility on 10/22/2011. Diagnoses include bt -

received {Care Plan was undated}. On page 9 |t
read, "Wears glasses and is HOH [hard of
hearing)....ENT [ear, nose, throat] consult”. No

interview was conducted with the Social Worker
{(Employee G). When asked about Resident #57's
remark with regard to having to choose between
teeth or hearing aids, she replied, "t has not been
brought {0 my attention...| never knew he had

hearing aids, | know he is hard of heating". When

she replied "Nobody has svertold me thathe -
nieeded anything...l do review the MD5 quarterly -
but he only has a moderate hearing loss.. Nursing.

resources avaliable to me to get him hearmg
alds : S

Administrator (Employee A) and Director of
Nursing (DON, Employee B) were notified of the
findings. No further information was received, -
including a policy on Assistive Devices,

2. For Resident #35 ihe facnlﬂy staff ialled to
assist with procurement of eye gIasses as -
prescnbed by optometnst .

Resideni #35 ?D-year famale was admitted to

not fimited to heart failure, hypertenszon morbld
cbes:ty, and muscie weakness '
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.- { Resident #35's most recent Mmlmum Data Set

-1 01/02/2019 and was coded as a significant

(BIMS) score of 15 out of possible 15 indicative of
- | intact cognition. Functional status for bed h

| maobility, dressing, and personal hygiens were all

| coded as requiiring extensive assistance from’

| staff. Vision was coded as adequate - sees fine

' _ newspaperslbooks

- | observed in her bed sleeping with the head of the

On 04/04/2019 at 9:00 AM, Resident #35 was

| elevated approximately 45 degrees. The TV was

. eye * She went on to say that if she ctoses her lett

| she was aware Resident #35 needed glasses and

| process of getting glasses for Resident #35, LF’N

Conﬂnued From page 81

had an Assessment Reference Date (ARD) of -

change.in status assessment. Resident #35 was
eoded with a Brief Interview of Mental Status -

detall, including regular print in

On D4/02/201 9 at12: 51 PM an mterv:ew wnh
Resndent #35 was conducted. When asked if she

‘| had any concemns, Resident #35 stated she had- | - -
| an eye exam last year but neverreceived - . | -
glasses. Resident #35 stated she spoke with LPN |~
B about it. Resident #35 aiso stated she loves to |

read but is unable to do 50 without her reading’
glasses, Resident #35 was not wearmg glasses
at the fime of ma mtemew .

On 04/03/2019 at 9:10 AM, Resident #35 was

bed efevated approximately 30 degrees. - - -

observed in bed, awake, with the head of her bed

on. Fles&dent #35 was not wearing glasses.

eye, every!hmg is blurry. -
On 04/04/2019 at 4:05 PM LPN B was asked If

LPN B stated *Yes.” When asked about the

" Fg8s
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=

{X5)

B stated, "The social workef takés care ot that "

~ |On 04!64/201 9 at approximately 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

.1 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 scheduled

“HHor wsaan services on 04/17/2019

On 04!05/201 Sat9:25 AM‘ Resmient #35 was

observed in her room, in bed, awake. When

- | asked if a social worker had talked with her about

getling giasses and she stated, "No." She went

|on 1o say "! miss beang able 1o read.”

| On 04105/201 9 at approxtmate!y 10:05 AM
| Employée G was interviewed. When asked about

the process if a resident has concemns pertaining

.| to their glasses, she stated if the glassas are

broken, she will try to fix them herself and used
the example of applying superglue to the hinge.
She also stated that if a resident needs reading

| glasses, she has a whole box of them in her

office and will give them 1o the residents that
need them. When asked if she knew why
Resident #35 wanted 10 see the eye doctor, she
stated she élcin't know

The soc;at-service notes ranging from 06/15/2018 |

through 03/18/2019. Of the 15 social services
entries by Emptoyee G, there were no entnes
addressung v&s&on semces

The fac:hty prowded "Summary Ocuiar Progress
Notes" dated 07/13/2018 for Resident #35. An

| optometrist documented the chief complaint, -

| "Blurred vision, hard to see at distance and near;'f
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.‘ 1 documented, "Age-related nuclear cataract,
+ | bifateral - cataracts - OU-Mild/stable - not visually
| significant - monitor 8 mos {(months)." The’

E documented, "OD - (right eye)} -2.75 sph x ,..add
" -1»2 5005 (Ieﬂ eya} -1 25 sph X
- The care plan was reviewed. Aprohiemlneed

N #35] prefers to structure her own day, and stays -

- | listening to gospel music, keeping up with news;
~ | and participating with religious programs in her

| know new people. In past, loved 1o sing. Has dx
| (diagnosis) of DM2 {type 2 diabetes) and severe

| provide writing materials and other materials to
| for resident fo use as requested.” Resident #35's

’ addressed on the care ptan
B In Sectton 4, ﬂ is dccumented "The soc:al

-| Attempts 1o meet the needs of the resident will be

.| to meet the resident’s needs may include:* Under

- adaptwe equipment, cicihmg, and personal

Under "Diagnosis and Treatments”, it was

progress notes also included a glasses
prescription that expires 7/13/19. The prescnptlon

Add +2 50.°

onset dated 04/11/2016 documented, “[Resident

in bed per her choice, enjoys reading Bible,
room, Enjoys reading and ‘writing and getting to
morbid obesity." Approaches associated with this:
focus included bul not imited to "offer and
promote continued independence; provide Bible
vision deficit and her need for glasses was not

The pottcy entttied "Soc:al Semces ihe facnl;ty
stafi provided was reviewed.

the prowsnon of any identified need for - .
medically-ralated social services of the resident.

handled by the appropriate discipline(s). Services

part (d of Section 4, it is documented "Makmg
arrangement for obtaining items, suchas .~

ftems.”
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o in summary, Remdent #35 was exammed by an p o
*| optometrist in July 2018 which includeda "0 |
-1 prescription for giasses Hes:dent #35loves o | T
- Lread but is.unable 10 do so because she did not__ ,
| have glasses and did not receive glasses . - |-
- |Hollowing the exam by tha opiometns! nearly 9
| months ago

. On 04.'0512019 at approx;mateiy 2 30 PM the |
. | DON.and Admlmsirator were notified of find;ngs
i and they offered no further :nformat:on oF i
i :documeniatlon. S RN TR
91 Free of Accident HazardsfSuparwsnonlDewces i,j- . FE88|  yese
CFR(S) 483 25(d)(1 )(2) 2 SR " Corrective Action(s):

Resident #55 has been reassessed for fail

{ prevention by Physical/Occupational

| The fagility must ensure: that ‘ P R " Therapy to determine the appropriate

18483 25{d)(1) The residént enw C nment remains jj simlot o] assistive device to be used to prevent

| as free oi acmctent hazards asis poss:ble and wovleteie ) accidents/injuries related to falls. The
I residents comprehensive care plan has been

'§483 25(d} Acctdents

o _§483 25{d){2)Each reszdent recewes adequate b revised to reflect their current fall prevention

S superv;s:on and asssstance devsces to prevent, ©71:. 71 approaches and interventions. A Risk
- jaccidents, E RIS DT Management I& A form was completed for
i ,Thts ﬂEQUIREMENT is not met a ewdenced this incident.

‘ Based oh staft mterview'.facmty dowmentanon. -
o | review and clinical record review, the. facdaly staff.*;

" | failéd to provide adequate supervision to prevent &
accidents for one resident {Resident #55) ina

Identification of Deficient
Practices/Corrective Action(s):

All other residents at risk for falls may
have been potentially affected. The

al L] facility will conduct 2 100% audit of all
Suwey sampia Oi 30 res:dents R o '-“:'i R resident fall risk assessments to identify
For Resident #55 the factlity stalf fauied to IR B, residents atvisk for falls and the need for

safety/assistive devices and supervision.
Residents identified at risk will be
screened by therapy for fall prevention
needs and have appropriate interventions
incorporated into their plan of care.

' limplement interventions and provide supervision .
o reduce fali risks and hazards fo!lowmg fails on '_
. 2/6!19 and 3!28]19 - i

) The ﬁndzngs mciuded

) FORMCMS%G?(O?—QB}P:&VIUUSVM%M& 07 EvemtU:FXTH . FacByD:VAOWZ- - 7 If continuation shest Page 850f 129
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o PROVIDER'S PLAN OF CORRECTION
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DATE

| Fese

- I Riesident #55, was admiited to the facifityon. .~ 17
-7 | 219, The resident's diagnoses included, but |0 .
" | were not limited to: hypertension, Type 2.~
- | diabetes, and neuromuscular dysfunction of -
|bladder, . R R ¥

* | coded as having a BIMS (Brief Interview for ~ *

-, } Memory. Status) score of 15, indicatingthe -~ |
| resident was cognitively intact.” Functional status | -
| for transters, dressing, loilet usé and personal. | -
.| hygiene, was coded as Resident #55 required .

< | extensivé'assistance of staff.- -

- | Clinical record review

_Revie\.'\ff“of'rfhrsilig:'noﬁ_e_fs, phys&cnan progress. . R
-] notes, physical therapy notes, occupational .~ |-
- | therapy notes, nursing assessments and
“- | that no action or supervision was provided to " -

" {3/28M9. In the nursing notes dated 3/28/19 at -
- | 2:38pm the nurse wrote, “Resident stated that it~ |

Continuod From page 85

{assessment reference date) of 2/8/19 was coded
as an admission assessment. The resident was

linical racord review of nursinig notes dated i
2/1/19-4/3/19, revealed that Resident #55-

| sustained falls on 2/6/19, 2/11/19, and twice on .+ |-
4 3/28/19." During an interview with the Directorof | - -

1 Nursing on 4/5/19 at approximataly Samwhen:. | -~

asked how they define a fall, she stated, "any - 1.7

- “| change in elevation.” When asked i a resident . | .

. ' was assisted or lowsred to the floof by staff,is .| "
© | this-a fall? -She staed, "yes.". When asked how |

| often Fall Risk Assessments are completed, she | -
*| said, "on admission, quarterly and with each fall.*

careplan, all with datés of 21/19-4/3/18, reveal

Resident #55 following his fall on 2/6/19 or. .

| was in his room and ‘while trying to reach over to

Resident #55's most recent MDS withan ARD - |-

| Fesg

FL T DEFIGIENGY) L

Systemic Change(s):

Thff facility policy & procedure has been
reviewed and no revisions are warranted
at this time. Licensed staff will be
mse_rvioed by the DON, ADON and/or
Regional Nurse consultant on the policy
and procedure regarding fall prevention,
the use of assistive devices, adaptive
equipment and supervision for preventing
accidents and falls. The Risk Management
Committee review all of fails weekly and

* provide recommendations for fall and

accident prevention. These
recommendations will be forwarded to the

- interdisciplinary team to be incorporated

in the comprehensive care plan.

Monitoring:

- The DON is responsible for maintaining

compliance. The Risk Management
Program includes a review of all falls
weekly for maintaining compliance. The
DON, ADON and/or QA nurse will
complete the falls tracking audit weekly
to n.zonitor for appropriate safety/assistive
device usage. All negative findings will
be corrected at time of discovery, reported
to the Risk Management Committee
weekly for review and recommendations
and disciplinary action will be taken as
needed. Aggregate findings will be
mport?d to the QA Committee for review,
?na.iyg?,, and recommendations of change
in facility policy, procedure, or practice,
Completion Date: May 20, 2019

 FORM CMS-2667(02-59) Previous Versions Obsolele

0 EventiDiFeXTIf |

. Fatlity I: VAO103 -

~ " lcontinuation sheet Page 860f 129 .

- o '()(5}"‘ R B




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

~ PRINTED: 04/16/2019

" FORMAPPROVED

STATEMENT OF DEFICIENCIES REERR fi %)) PRO‘JEDEWSUPPUEFHCLEA
AND PLAN OF CORRECTION 1 IDENTiFICATIDN NUMBF;R:

4953’05'-.' L

{X2) MULTIPLE CONSTRUCTION

1A BULDING ;

: sme

OMB NO. 0938-0391

(X3} DATE SURVEY
" COMPLETED . :

NAME OF PROVIDER OR SUPFLER L

HERITAGE HALL KING GEORGE . :

STHEET m:t:x:nass'r Y, STATE, 2P cons
10051 FOXES WAY .
KING GEORGE, VA 22485

04/05/2019 -

"o o
' PREFIX
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. SUMMARY STATEMENT OF DEFICIENCIES |
" {EACH DEFICIENCY MUST BE PRECEDED BY FULL -
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PREF!X
- TAG
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: DEFIC%ENCY)

F 689

| incident date of 3/28/19 at 1pm that "grippy

. stated that while attempting 1o turn on the light
{ switch he slld to the fioor because hts socks were

'2/1/18 indicated that Resident #55 was "alert

‘| months.” Repeat Fall Risk Assessments -

"1 indicated that Résident #55 had "no falls in the

_ Revaew of the fac;ilty po[:cy ilt!ed “Falls and Fa!l

_' ;approach remains relevant."

The adm:mstraior am:tI DON were made aware of

Contmued From page 86

turn on his light causing to slip it (reiated tc)
regular sccks with out grips: [sic]: The DON
provided a "post-incident actions® form with an

socks® were provnded to the resident. The .
nursing notes dated 3/28/19 at 11; 36pm ioiiow;ng
his second falfl, the nurse wrote, “Th;s writer went

silppery : _

Review of the *Fall Rtsk Aésessment" datéd
(oriented x 3)” and had *no falls in the past3
completed on 2/7/19, 21519 and 2/22/19 all -

past 3 months” and as a result gave a score of
tess than 10, md:catang he was not at high risk for
falls, : J

Risk, Mariaging" with a revision date of March

Approaches to Managing Falls and Fall Rssk

The staff, with the input of the altending
physician, will mplement a res:dent-centered fa!l
prevention plan to reduce the specific risk
factor(s} of falls for each resident at risk or with a
history of falls, if.falling recurs despite initial
interventions, staff will implement additional or
differant interventions, or indicate why the current

the failure of the facility staff to provide .
supervision to a resident o prevent accldents .

during the end of day meeting on 4/4/19 at

- Fesg

2018 was raviewed and read: "Resident-Centered | - .

FOHMGMS - 25E7{02- 99) Premws Vefs:ons Obso!ela S EventID:IFOXTH .

. Facility 1D: VAOI03
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F 68! ;-:Contmued From page 87
‘530pm T

- 1§4B3.25(e){1) The facshty must ensure that RRERE S
| resident who is continent of bladder and bowal un e
| admission receives services and assistance to
S maintain continence unless his or her clinical .
=~ | condition is or becomes such thai conlmence is:
e hqtl.possib,le to. maintain :

| s483.25(0)(2
. zmconhnence based on the resndent's

" | resident's clinical condmon demonstrates lh
| catheterization was necessary; -
A resident who enters the facailty W|th an
: mdwefhng catheter or subsequently receives one
is assessed for rernovai of the catheteras soon | -
as possible unless the residerit's clinical condltlon
'demonstrates that cathetenzahsn is necessary
andio e
(il A resu:lent who lS mcontment oi bladder , .
" | receives appropnata treatment and services to
~ | prevent urinary tract infections and to restore
‘contlnence to the extent posshie. :

§483 25(e)(3) For a resu:!ent wath fecal

No further Infonnatton was provnded :
Bowel/Bladder incontlnem:e Catheter. UTi
GFH(S) 488 25(&)(1) (3) :

§483. 25(3} tncontmence

)For a res ent wﬁh unna'\

incontinence; based on the resident's BT
comprehensive assessment the facility must -

| ensure that a resident who is incontinent of bowef

. Fego|  F6%0 _
i Corrective Action(s):

Resident #55's Bowel and Bladder status
has been reassessed by the nursing
department. A restorative bowel program
has been established to reestablish bowel
continence and the use of the commode
for all bowel movements. His
comprehensive care plan has been revised
to reflect his current bowel program.

recewes apprOpﬂate treatment and semces to

and bladder.

Systemic Change(s):

Identification of Deficient Practices &
Corrective Action(s):
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 fo meet :
their resident specific needs. The residents - |
comprehensive care plans will be revised
to refiect their current needs to promote or
maintain their current bowel and bladder

. function to promote continence of bowel

The facility policy and procedure has
been reviewed and no changes are
warranted at this time. The DON andfor
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.

FORMCMS 2567{02-993 PravmasVemObsolets - i) Event inFEXTIL
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-] NAME OF PﬁOWDER OR SUPPUER -

_04/05/2019 -

B I TAG

REGULA'FORYOR LSC IDENTIF‘!’iNG iNFORMATlON)

. : DR Lt
“E"“A‘*E “""—L ""“G GE GE TI e P * KING GEORGE; VA 22485;_; SR N

- (}(4) [le SUMMARY STATEMENT OF DEFIC]EN(“ES PR . PROVIDER'S PLAN OF OORHECTFON

L PREFDC - {EACH D’EFICIENCY MUST BE PRECEDED BY FULL {E‘M)H CORRECTIVE ACTION SHOULD BE

CR’DSS—REFERENCED TO THE A?PROPRIATE 1=

-~ Femlc

. {possible. - g
- 7| This. REQUIREMENT as not met as ewdenced
by

;_': - Fresident who was continent of bowei on LU
“ I admission’ feceives services o’ malntam

-_survey sampie of:SO resadents =

| Resident #55, & 55 year old, was admitted 't'c"tiri'*
. | facility on 2/1/19; The resident's dlagnases

‘: :‘ Resudent #55‘5 most recent MDS w:th an AHD L]
T ,(assessment reference date) of 2/8/18 was coded SR
.+ as’'ah admission assessment.: 'fhe resident wes -

< | Memory Status}) score of 15, Indicating the -

-- " | resident was cognitively intact.: Functional status
“|tor transfers dressang, toilet use and personal | . o
- { hygiene, was coded as Resident #55 required O
extenswe ass:slance of staff i

o Revlew of the Nursang Admtss:on Assessment
| dated 2//19 is coded that the Tesident is B

| Resident #55 on 4/5/19 at 9:34am the resident”

Contlnued Ftom page 88 TN
restore as much normal bowel iunctlen s

Basecf en resadent mter\new, staff

| interview.facility record review, and ckmeai record '
| review, the facility staff failed to prov:de L

fecessary care- and services to ensure that a:

continence for one resident (Resudent #55)' iﬁ _e

included, but were not limited to:: hypenenston

AType2 daebetes aﬂd‘ neurcmuscuiar dysfunctlen“ L

coded as having a BIMS (Brief Interview far

continent of bewe! mcvements,_ Interview with ‘

. DEFIGIENCY)

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. Defail findings of these andits

will be reported to the Quality Assurance
Commitice for review, analysis, and

recommendations for changes in facility
policy, procedure, and/or Ppractice,
Completion Date: May 20,2019

FORM cmzss?{az-ss) Prs\nous Vstsmns Ohsoie!e

o £ventlD ngm

T
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SUMMAR? STATEMENT OF DEF!CEENG]ES :
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" PREFIX -

' PROVIDER'S PLAN OF CORRECTION
{EACH CORAECTIVE ACTION SHOULD BE .
CRDS&HEFERENCED TO THE A?PROPHiATE

S | ER

_;Contmued From page 89 i :

| 'stated, "t know when | need to go but ;t makes li
| easierfor everyone i |- use this diaper and let -

o them know when it needs changing. | can geli m

3 carap!an Endlcaies resident requires assistance of
-... | one staff person for transfers and toeietmg and is
. ] continent of bowal.: CNA careplan dated 2!1/19

8 md:cates resndent needs ass1sted tonietmg

Rewew of the "Bowei & Btadder Report“ fmm R
-1 2/2/19-4/411 9 indicates Resident #55 had a bowei i

. - _of those were mcontlnen: usmg an adult bnef

S SurveyorAconducted an mtenn w w;th CNA M
i londfdngat approximately 2pm, - During the -
o _mtennew CNA M stated, *[Resident #55's name}
| is continent, he has & foley, hewillletméknow . | 00 oo
-wher: he needs changed‘ he just uses hls bnef 58 ERRN T (A
The Admm:stra!or and Dtrector af Nursmg wer_e_
made aware of the findings of staff {ailing to
- | provide ADL assistance to maintain bowel. -

'day meetlng on 4!4!1 9

= 'No fmther mformatlon was provuded
} | Nurse Aide Peform, Rev:ew-m hrfyr in—Semce

i §483 35{d)(7} i'-‘\egufar in-service educat:on
| The facility | must corplete a performance re\new
.- | of -every nurse aide at least once every 12 '
. | months, and must provide’ regular m-servme

my chair and go to the bathroom.™ Baseline .

movement on 70 days; Of the 70 occurrences 66

continence for Resident #55 dunng end of the

CFR(s) 483, 35(d)(?)

education based or thé outcome of these

reviews,. In-service training must complywlth the o
R ‘requirements of §483. 95(9} B
~+ | This REQUIREMENT 13 not mat as evsctenceci

F730
Corrective Action(s)

for this incident,

. DEFICIENGY) -

The facility Administrator and HR.
director have reviewed the requirement
for providing CNA staff with at least 12
hours of inservice training per year. An
incident & accident form was completed

Identification of Peficient Practice
& Corrective Action(s):
All CNA staff to include new hires may
have potentially been affected. All CNA
files will be reviewed to establish the
cwrrent number of inservice hours that
have been completed. The findings of this
. review will be reviewed with the

- Administrator and DON to aid in setting

up the appropriate inservice training.

: .F¢BM¢M$4256?(02_-9§}&evmgve;gims Obso!a:s RS

. Event ID.:FQXT_" :

Fadiy ID: VAO103 ~
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_ CENTERS FOR MEDICARE & MEDICAID SERVICES .~
: STATEMENTOF 'DEFICIENCIES: -

. pﬂ PROVIDER/SUPPLERICLIA -'pcz) MULTIPLE consmﬁcnon
- | AND PLAN OF CORRECTION -] IDENTIFICATION NUMBEFR: - f o BUILDING . :
SR L h 0 495300 B. WG 04105120'19 '
~ NAMEG OF PROVIOER OR SUPPLIER .~ R RS s*rnEEragpasss CITY, STATE, ZIP CODE - RS
| ALL K NG GEORGE 10051 FOXES WY1
' HERITAGE H 1 'KING GEQRGE, VA 22435 NI
B ixi}m E SUMMARY STATEMENT OF DEFICIENGIES . D PROVIDER'S PLAN OFCOHREGTE)N o
" FREE (EAGH DEFIGIENGY MUST BE PRECEDED BY FULL - PREFIX {EACH CORRECTIVE ACTION SHOULD BE. -~ _ | COMPLETION
L YAG |0 REGULATORY OR LSC IDENTIFYING INFORMATION; TAG GROSS—REFERENGED TO THE APPROPR!ATE oy Dave
SR S : e OERIGENGYY T,
e Systemic Change(s): 7
B S F;_'(_’BQ Comlnued From page @ 90 F 730 The administrator and DON have
e by revit?wed the inservice schedule for the
Rk Basad on  stalf interview and facility nursing department to ensure all CNA.
- | documentation review the facility failed 1o ensure staff receive at least 12 hours of insevice
- | certitied nurse aides (CNA's) receive regular ﬁnﬁy"'mly' An inservice training
| in-service education for 2 of 5 employees {CNA - calendar has been developed to maintain
S F and CNA H) competence and meet state/federal
it Qo i : requirements for nursing and CNA staff
i The facility staff failed to ensure CNA's receive 12 g;g?ﬁ?;?;ﬁ?ﬁﬁmx .w‘gﬁle the
| hotrs of m-sarvfce tralning amually for CNAF persomnel ile dates in the
o and CNA H. "
Sl A - Monitoring:
F ) The Administrator is responsible for
;The fmdmgs:mciuded 3 maintaining compliance. The
: . i administrater and/or designee will review
on. 4!4!19 a review Qf em loyee records was CNA personnel files quaﬁl;ﬂy to ensure
' conducted and reveaEed that CNA F and CNAH that each CNA is receiving inservices
- I'had o recorded in-service. trammg for2018. An - routinely per the inservice training
-{ interview with Employee F-on 4/4/19 at 10:14am calendar. All files will be reviewed
she stated, "thiey have no trammg on il ": - annually. Aggregate findings of theses
: i : audits will be forwarded to the Quality
i -The Admlntstrater .and Dtrector of Nursmg were Assurance Committee for review,
made aware oi the ftndmgs\on 4/4/19 at 5 St}pm analysis, and recommendations for
. : - change in facility policy, procedure,
SR No fudher mformahon was provide |  and/or practice.
- F 740 | Behavioral Heaith Services F740| Completion Date: May 20, 2019
| 's8-D|CFR(s): 48340 . - S
3 S s F740
- §483 40 Behav:orai health $ervices. Corrective Action(s):
| Each resident must receive anid the facstaty st Resident #6 has been assessed by their
. | provide the necessary behavioral health care and attending physician and a referral to
" | services ta attain or maintain the highest: Brighter Day Behavioral Health Services
'] practicable physical, mental; and psychosoclai has 3;’3“ made to assess their current
| well-being, in-accordance with the ccmpa‘ehenswe psyce ]f’]}‘:glwl and behavioral needs to
- | assessment and plan of care. Behavioral health - :Osmbm ‘i h;ﬂballﬂlpropnatc plan of treatment
‘encompasses a resident's wholg emotional and nee d:CTh chavioral and psychosocial
| mental well-being, which includes; but is not . ¢ comprehensive care plan has
been revised to reflect the current
. 1limited to; the prevention and treatment of mental - approaches and jnt,
; and snbstance uss, disorders : — nterventions in place.
f ffc'mu cMs-zss?(cz'-as; Frevmus Vgrgio'n_s oma'atg. oG EventID:FSXTHS LT FaciyID:VAOIOS i if continuation shest Page 91 of 129
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495300 A WING

mmeospmwnenonswsuea ' e e .| STREETADDRESS, GiTY, STATE, zsmone
' : S R 7] 10051 FOXES WAY
HER!TAGE HALL K!NG GEQRGE I KiNG GEOHGE, VA 22485 | =
<x4)|o T SUMMARY STATEMENT OF DEFIGENGIES N R FROVIDER'S PLAN OF CORRECTION. P &
| PREFIX - (EACH DEFICIENGY MUST BE PRECEDED BY FULL, '] pReFIX | - (EACH CORRECTIVE ACTION SHOULD BE . . | COMPLETION:
“TAG |  REGULATORY OR LSCIDENTIFYING INFORMATION) . ‘| - TAG CROSS-REFERENCED Tomemaopnme S DAIEST CEn
SOV e e s e e T e L T DERIGKENGY) . s L BREIEEE U R
w F74D -Contmued From page 91 BN F?d() Identification of Deficient Practice{s) &
RSN | : ' o Corrective Action(s):
g;ljs HEQUIREMENT_ is not met as ewdenceti R All other residents who display

psychosocial and/or behavioral
needs/difficulties may have been
potentially affected. The Social Service
director will conduct 100% review of all
resident’s records for the last 30 days to

| Based on obsewation resident mtarwew staﬁ
. {interview, clinical record review, and facility .
. Kdocument review, the facility staff failed to pruv:de :
| behavioral health services for 1 res:dent

. (Resident #ﬁ) Oi the 3{3 IQSldenfS in the Suﬂrey : check residents dispiaying any behavioral
- |sample. T 1 health needs or difficulties. Residents
: Ly : R identified at risk will have their current
: Remdent 6's. ckmcal record documented that the J needs and behaviors assessed by their
< . | Resident had anxiety dand.depressionon ... | ¢ S attending physician and/or Behavioral
-+ | admission. : Continued behavioral health services | 1n L Health services to establish appropriate

B :assessment care ptannmg, phys:cnan evaluatson,
-+ { and non-pharmacologic nursing mierventlons e

| were not performed by facmty staff RSP RN R Systemic Change(s):

: pr IR ] The facility policy and procedure has

: ' been reviewed and no changes are
warranted at this time, The DON, Unit
Managers and/or Social Services director
will review the 24-hour report daily to

treatment interventions.

Resident #6, was admmed to the'facshty on.

- 7| 12-1B-18.. Diagnoses included; depresswn o ! e ensure that each resident’s current
- | anxiety, heart diseass, diabetes, high blood .| 7 . .|  medicalneedsincluding their behavioral
.| pressure; and. chron:c obstructwe pulmonary " /.. | . healthand psychosocial needs are being
dlsease (COPD) o R R addressed in a timely manner to ensure
T T T o o s that appropriate medical and

psychological interventions are being
obtained as ordered. All negative findings
will be reported to administrator for
immediate corrective action.

.The mast receni _M' 1mum {)ata Set assessment
. | was a'quarterly assessment with an assessrnent
o ,feference date {ARD). of 3-26-19, Resident #6-
- | was coded with a Brief Interview of Mental Status

| (BIMS] score of 13 md;caimg little to no cognitive |7 7.
'| impairment and requiring assistance with physical | = .
~ . | activities of daily living. The full admission MDS
| assessment was also reviewed with an ARD date
.| of 12-25-18 which revealed a BIMS score of 13,
'} and both documents did not code depressmn nor
anxiety as diagnoses to be treateci or care
p!anned for this Resxient B RERE

: An Interview was conducied w;th Hemdent#ﬁ on B _ e T e
FDRMWS—%E?{&-SQ)PWWSV&WM U EventiDIFXTII Ll FacylDIVADIO3 . Ifcontinuation sheetPage 920f 129
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*_GENTERS FOR MEDICARE & MEDICAID SERVICES ~ = - "= " . _OMBNO. 0936-0391, L
_‘: STATEMENTOF DEF!G!_EN_CIES' B ()(1} ?ROWDEWSUPPUEFJCU&‘ E (XE}MULTIPLE CONSTHUCTEON L (xaj DATE SURVEY
' AND PLAN OF CORRECTION f. " IDENTIFICATION NUMBER: " * - ' |- compieren

_-',:*; A_ BU!LQING

_ L s 1495300 . . .. -\'-".02510512“ [2019
NAMEOFPRDVEDEROBSUPPU&H TS sm&mmnaess cm' sm*e,zwoone T

' HEFHTAGE HALL KlNG GEORGE KING GEORGE VA 20485 SelEa A

(7(4; D T SUMMARY STATEMENT OF DEFICENGIES . T o j |5 PROVIDER'S PLAN OF CORRECTION T
" SREF: |* . (EACH DEFIGIENGY MUST BE PRECEDED BY FULL - . a1 (EACH CORRECTIVE ACTION SHOULD oE - | comeLenion
™ neeuuwom oRLsC :osunwwa mx—‘onmmom e  CROSSHEFERENCED TO THE APPROPR’!ATE- |- oATE
i B R ‘ R B ’ o DEFICIENGY). ORI B it
S -_;F:?M_ 'Contmued From page 2 e F740 ﬁi“;‘;‘i‘lﬂﬁ; of Nursing and social
L] 4219, at 1:00 pam, and on4-3:19 at 12 00 P. m L services direcior is responsible for
-1 During the interviews, Resident #6 was tearful.’ S maintaining compliance. The DON,
1 The Resident stated that she did not gét to see’ . Tl ADON and/or Unit Managers will
| hies family often, and had just moved to Virginia perform chart audits weekly coinciding
| from another state, and had no friends here other PR with the Care Plan calendar to monitor for
.| than family. The Residenf went onfosaythe® = | .~ - compliance. Detailed findings of the
. | family members lived quite a distance from the Y R andits will be reported to the Quality
.} facliity, and were busy raising children, and- SRR . Assurance Commitiee for review,
- | working. The Resident was asked if.she’ had ERSN " analysis, and recommendations for
.| ever talked with the social worker about her | -1 change in facility policy, procedure,
| feelings, and she staled "no, | only saw her iwlce oo} andfor practice.

| the first week | came here, and the'day | had fo |
| mové out of ry room becatise my room. mate
~ } was so disruptive.”. " havén't seen her since;"
| When asked if she was interested in talking 1 w:th
| the social worker, Resident #6 stated "no, [ would -
- *|rather see a doctor.” When asked if she meant. a
'psych agist, ora psychlatnst she stated "yes"

Completion Date: May 20, 2019

Res; ent’ #ﬁ‘s cl:mca record was rewewed The
| social services notes indicated that the social - . |
- | services director (SSD) did visit the Resident’ on :
- o112-19-18, and ten’ days later on'12:29- 1Bfor e
S ¥ routing admlssion, and "14 day" follow ap.’ The an
72| 88D did not document seeing the Aesident again |
2| unil 3~1 8—19 to prepare for ihe quarteriy MDS. " -

- "I‘here has baen ho change tothe resndent durmg R
. “:|this quarter in behawors or mood The resadem '
* {appears anxious, nervous in convarsation but i ls

. | very pleasant and nice,” Residents son visits

© | often, but tends-to compiam about Mittle thmgs or
- jthings of ummponance in regards toresidets ] o
overall care and treatment. The resident tends to | B
stay In room and Is socially w:thdrawn by hature.” |-

FORM CMS-2567(02-9) Pieviours Versions Obsolets .~ - EventiD:FeXT1s .. Faclity D:VAG1G3 - . Itcontinuation sheet Page 930f 120 1 .
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X410
- PREFIX
. TAG

SUMMARY STATEMENT OF DEFICIENCIES - . . -
_ {EACH DEFICIENCY MUST BE PRECEOED BY FULL ~
REGULATORY OR LSC IDENTIFYING INFORMATION}

PROVIDER'S PLAN OF ODRRECTK}N O ey

S
- PREFX " {EACH CORRECTIVE ACTION SHOULD BE OOWLE’BQN
TAG : CROSS REFERENCED TO THE APPROPRIATE . - DATE .

'DEFICIENCY) -

F 740

.} On 8-19-189, the Res'kiéht Was moved to another -
" room. Areview of all discipline notes inthe -

-of the reason for the move, or how the Hesuient

1 All behawor documents were rewewed to include

‘medication administration notes, and MDS :

documenis, which revealed that the Hesrdent had

: Ali physnman notes were rewewed %‘rom admissnon

' { the documents revealed the first vns&t asa - -] _

- | *medical history", which was a 3 page formdated |~

" { 12-20-18.. This first visit document described the g

.- | Resident as negative for psychiatric problems,” |
| and went on to document, alert and oriented to -

‘I not included in the diagnoses written on the form.

- | Ong- -7-18, 2-21-19, and 3-26-19 the doactor saw
~ | the Resident and documented the first 2 visits as

' been diagnosed with pnaumoma None of these

s phys:cnan evaiuatmn was, ever conducted

] to the time of survey revealed no assessment or
mterventmns for depressnon or anxiety..’

| Physician's orders, and Medication Administration

Contmued From page 93

clinical record did not revéal any documentation
{esponded to the move.

social work notes, physician notes, nursing notes
no abserrant hehavaors

to the dates of survey. There were 4 visits, and

personlplaceftsme Depression and anxlety were

“recent” visits for skilled care. The final visiton
3-26-18 was a sick visit, as the Resident had

heading on the document, and they were left
blank, as no assessment in this areawas
conducted. All other headings were assessed ..
and documented as such. No psychiatric

Rewew otall nursmg nutes smce adm:ssmn and

F 740

FOFIM CMS-2567(02:99) Previous Versions Obsofele Evont ID:FOXT1Y

" Faciity iD: VAD103
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FORM APPROVED

STHEETADDRESS CITV STATE 2P OQDE .
' 10051 FOXES WAY - L

: . o - OMB NO. 0038-0391.
STATEMENT OF DEFICIENGIES .+ - | D{t) ‘PROVIDER/SUPPLIER/CLIA {X2} MULTIPLE CONSTRUGTION . §{X3) DATE SURVEY
| AND PLAN OF CORRECTION - IDENTIFICATION NUMBER: .} o s - - C o COMPLETED
. 495300 - | B.WING — i 04/05/2019

| following (4) psychoactive medications were

“la. Xanax 0. 5 my everyﬁ hours as needed for '

:| 4. Xanax 0.5 mg evefy day a1 9:00 a.m. for

" | survey.

L behaworai health care needs

‘| of Nursing {DON}) and Administrator were notified
- | that the facility staff were not providing for
1 Resident #6's behavioral health needs. It was -

| interventions.  The administrative staff were -

Records (MAR's) were revrewéd and revealed the

ordered and admmsstered durmg Res:den: #o's
stay,

1. Zoloft 125 milligrams {mg) every day at9: 00 -
a.m. for depression. Ordered 12-19-18, and
contmued thfough survey.

2. Buspar 15 mg three times per day at 10:00° B

a.m., 2:00 p.m., and 9:00 p.m. for anxiety. -
Ordered 12-19-18, and continued through survey

anxiety. Ordered 12-19-18, discontinued
12-23 18, reordared 12—25—1 8 to siop 2-1 5-19.

anxiety. ordered 2- 16-19 and commued through

The_Resideht_s 'c'a're pian anthe computer, and the |

paper copy with revisions from the care plan book
on the nursing unit were reviewed. The 2 care
plans revealed, no baseline initial care plan, nor
comprehensive care plan was ever devised for
the Hesident's depressaon, anxiety, and

Atthe end of day mesting on 4-3 19 the Diractor

reviewed that Resident #6's depressionand -

anxiety were not care planned, nor was_th_ere any

formal psychiatric assessment, nor social work

asked to provide clarification in this matter, and

ERITAGE HALL KING GEORGE
HERITAGE HALL KING GE( . : KING GEORGE VA 22485 B
 (X8)10 "SUMMARY STATEMENT OF DEFICENGES o “PROVIDER'S PLAN OF GORFECTION pss
CPRERX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL |  pREFIX {(EAGH CORRECTIVE AGTION SHOULG BE - COMPLETION.
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CAOSSREFERENCED TO THE APPROPRIATE - OATE
S SRR - R " DEFICIENCY) - '
~F 740 Contmued From page 94 - F 740

FORM CMS-2567(02 99) Previous Verams Obsdata .

they stated they would get back ic the sSUrveyors
~ EventID: FoxT1l

. Faciity 1D: VAD103 .

*7. M continuation sheet Page 950f 120 -




DEPARTMENE‘ OF HEALTH AND HUMAN SERVICES" L

| AND PLAN OF CORRECTION

: A, Bua.ams'

. e FORM APPROVED |
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B (x3) DATESUFWEY

STREET ADDRESS, crw X STATE. ZIP GODE
1&051 FOXES Way . :
KING GEORGE VA 22485 -

. _-SUMMARY STATEMENT OF OEFiCIENGIES

 REGULATORY OR LSG IDENTIFYING INFORMATION)

:ACH DEFICIENCY MUST BE.PRECEDED BY FULL:- - | pf

~ PROVIDER'S PLAN OF GORREGTION _

(EACH CORRECTIVE ACTION SHOULD BE -~

CRDSS—REFE_RENGED YO THE APPROPRIATE - *
s DEFIGIENCY},

COMPLETION -
‘DATE " *

| 88<D

w;th any mforinat:on found .

o §483 45 Pharmacy Servaces.
“{The facli:ty must provide routme and emergency

A a hcensed nurse.:

_§483 45(&) Procedures
pharmaceutical semces (mcludmg procedures 5
£ -] that assuré the accurate : acquiring, recelving, . 1- i
- <] dispensing;
: Tbloiogtc

L :§433 45(b) Seivice Consuliation T he factilty
I must empioy or ebta:re the semces of a ltcansed

. - _The Admlmstrator and DON were notlfleci of the
*| concern again on 4-4-19 at 11:00° am. regardang

Resident #6, and the DON staied * you have

) -3“_ﬁ everything we have.” No iurther mfomtatlon was

able to be provided.”

| Pharmacy Srvcs/Proceduresf?harmac!stfﬁecords

CFFl(s) 483 45(&)(!))(1) (3)

| §483 70(9) " The facility may pemmit unilcensed :

personnel'to _admmister drugs it Slate law -

acility must prowde

nd admmtstenng of all drugs and.
fo meet the needs of each res:dent.

pharmac:st who- :

e §483 45(b)(1) Prowdes consuitat;on on aH
.| aspects of the prov:sion of pharrnacy semces m
| the iacilrty :

'§483 45(b) (2) Establlshes a sy em of records of

receipt and dispasition of all céntrolled drugs in

* "I 'sufficient detail to enable an accurate
. reconcmation _and SR o

E755|  poss

Fis5

Corrective Action(s):

Resident 7’s attending physician has been
notified that the facility failed to provide
2 doses of the physician ordered
Alprazolam (Xanax)} medication because
it was not available from the pharmacy. A
facility Incident and Accident form has
been completed for this incident,

Identification of Deficient Practices &
Corrective Action(s):

All residents may have potentially been
affected. A 100% review of all resident’s
medication regimes has been conducted
by the DON, ADON, QA nurse and/or
Unit managers to identify residents at
risk. Residents found to be at risk due the
medications being unavailable from the
pharmacy will be corrected at time of
discovery and their attending physicians
will be notified. A facility Incident and
Accident form has been completed for
each.

. r-'onm cus-zssme o9} PrwiousVarsmns Obsnleta S

Evant lansxmj

- Fackity IDVAD103
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__CENTERS FOR MEDICARE & MEDICAID SERVICES *__

. STATEMENT OF DEFICEENCIES

PH!NT ED 0411 6!201 9
< FORM APPROVED

R -Based on staﬁ mtemew cllmcal record revnew
-t and facility documentation the facility failed to.” -
- " | provide 2 doses of medication ordered daily for1 | 0.
" | Resident (F{esldent #7) in asurvey sample of 30 S SRR
,Remdenis ; o e

: %ﬁg'fiﬁaiﬁgfsjiﬁdgqé' |

. On 3f301 1 9 the (Medlcatlon Admm:stration

.+ | Record) MAR was marked N which ihd:cates it
I has notbeen glven. Under the comments |t states
R "‘Awailmg Pharrnacy S SR &

E On 3!3?!19 the MAR was marked agam Wlﬂ'l N

) tndlcatmg not gaven and under comments lt states -
- “Eecewed new script from Doctors Oﬁlce ‘

| stated that they needed a new préscription to get

[ 3tst they had gbtained the scnpi but the -

by

_Resadent # 7 isa 78 year oEd woman admuﬂed to I
~| the facility on 5/2/13 with diagrioses of butnot | .
limited to Bipolar Disorder, Acute thney Failur e Slase o

Fiepeated Fails.‘Pac 'm_aker lmpiant Major

missed 2 doses of the Alprazoiam ‘The DON

it from the pharmacy on March 30th, Oni March

- §483.45(b)(3} Determines that drug records are :n ;_;
-+~ | order and that an account of afl controlled drugs - | -
© - Lis maintained and penodically reccnct!ed N
- This HEQUEREMENT lslnct met as ewdenced

: duscovered that Resident #7 had missed 2 dosesi S

7| of a scheduted anti-anxiety medication, - i

S 'A!prazolam {Genenc Xanax) 0.25 MG dasiy‘
. ‘medicanon was scheduied for 9 00 AM

i . ZOn aane the DON was asked whythe Ressdent S

. (m) PROVIDER/SUPPLIER/GUA | x2) MULTIPLE CDNSTHUCTDN (Xs} DATESUHVEY
| AND PLAN OF oonascnon ©; IDENTIFICATION NUMBER: &~ 'BUlLUiNG e e COMPLE?ED
i Y oS
- BW'NG = . : : ; 7...94]05!20’19,?_
NAME OF ?saovmea oa suppt.zeﬁ srnﬁermuness crrv sm‘s ziP coma TR
vl < 10051 FOXES WAY : I
RITAGE HALL KiNG GEORGE . [T
“E o R ] king GEORGE, VA 22485 * P
(,{4; 5 SUMMAav sm’suem oF DEFICIENCIES N © PHOVIDER'S PLAN oF oomscnon - ptmy
. PREFIX: (EACH DEFICIENCY MUST BE PRECEDED BYFULL 5o PRERX {EACH GORRECTIVE ACTION SHOULD BE GOMPLETION
TAG | ' REGULATORY OR LSC IDENTIFYING INFORMATION): L TAG caos&amnmoenromemmommz—: DATE
B A Tt LRI PR RPE IR U DEF!CIENGY) Lo o
_Contmued From page 96 Systemic Changes:

‘The Pharmacy Policy and Procedure has
been reviewed and no changes are
warranted, All licensed nursing staff have
been inserviced on: the Policy and
Procedure for medication administration
to included medications that are
unavaifable or do not arrive at the facility
timely from the pharmacy for
administration. The inservice will include
the steps the nurses should {ake should a
medication not be delivered timely from
the pharmacy.

Monritoring:
The DON is responsible for maintaining
compliance. The DON, ADON or Unit
manager will conduct weekly audits of
resident MAR’s each week to confirm the
availability of all ordered drugs. All
negative findings will be corrected at the
time of discovery. Results of the reviews
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

FORM CMS»ZSE?(M—BQ} Previms Vels:ans Obscﬂata

o EvemmFmTH
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: STATEMENTOF DEFIC!ENC!EB
*| AND PLAN OF CORRECTION -

_ (xu Pnovlomsuppuemcm*
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(xz) MULTIPLE oonsmucnon

{ BU!LDING

{o.wine.

(X3} DATE SURVEY.
R (:C)MPLETED

NAME OF PFIOViDER OR SUPPL?ER

: HERI‘FAGE HALI. KING GEORGE

STREE’!' ADDRESS CITY STATE, ZIP GOD
m051 FOXES WAY

. §483 45(d) Unnecessary Drugs-Generai

= §483 45(d)(1) in excesswe dose (mciuding
1 duplicate erug therapy) or .

T §483 45(1:*)(3) Wlthout adequate mnn;tonng,,

X §483 45(d)(5) !n the presence ef adverse MBS
|- consequences which mdscate the dose should_ be _
B :reduced or discentlnued or : i

GEuns "§483 45(:1)(6) Any combmat:ons ot the reasone :'_
-1 stated in paragraphs (d){1) through (5) Q‘I this '

o docuimentation the facility failed to ensure

| Resident is free from unnecessary meds fof 1
: Res&dent (#9?) ina survey samp!e of 30

Each resident's drug regimen must be free fromk

'§483 45(d)(4) Wsthout adequate in ‘scataons fer ns "
f use or_ SRR B

section. .
Thas HEQU!REMEN’F ls not met as ewdenced

Based- on clmzcat record rev:ew and iacmty

| unnecessary. drugs An unnecessary drug is any E
S drug when used- s

o I KING GEORGE, VA' 22435
k)1 “SUMMARY STATEMENT OF DEFICIENGIES D .. PROVIDER'S PLAN OF ooaaec*nou R R
 PREFIX - {EACH DEFICIENCY MUST BE PRECEDED BY FULL™ . PHEP!X . {EACH CORRECTIVE AGTION SHOULD BE *: ;' | oomaenou
T AG REGULATOHYOR Lsc:oenmme lNFORMA‘!‘lON) S TAe CHOS&HEFERENCED TO THE APPROPRIATE - * DATE
7 F755 _Ccnt;nued From pageﬂ?- . R F755 L
| pharmiacy was in the process 01 !lllmg it; They 2 T B
- | received the medlcanon on the nlght of the 3 st
'and were able lo gwe lt on Apn! 1st 7 W
' _On 4/4!19 at the end of day meetmg the ol
Administrator was made aware and no fu;ther S R
o oo |information was provided. ' e R TR
~}" F757|Drug Regimen'is Free from Unnecessary Drugs oo F7s7| FIST .
§88=D .CFR(S) 483 45{6)(1) (6) : e : Corrective Action(s):

Resident #97s attending physician was
notified that resident #97 received a
Heparin flush 3 times a day instead of the
physician ordered daily Heparin flush for
their Midline Catheter. Resident #97°s
Heparin Flush order has been clarified
and corrected. A facility Incident &
Accident form and a medication error
form was completed for this incident.

Identification of Deficient Practice(s)
and Corrective Action{s):
All other residents with Heparin Flush
orders may have been potentially affected.
The DON, ADGN and/or QA nurse will
review the medication orders of all
residents to ensure that no unnecessary
administration of Heparin Flushes have
been ordered or administered. Any/all
negative findings will be communicated
to the attending physicians for corrective
action. A Facility Incident & Accident
form will be completed for each negative
finding.

: FOElMGMS 2567(02-99} Pwvlous Vefslurs Obeoieie Y

. Event 5:?9*.’."‘ L

- Facily :vA0103©
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' HERITAG£ HALL x;ua GEOHGE

i ST HEET AE)DRESS CiTY STATE, ZlP GODE
) 10051 FO)(ES WAY SRR o
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_ ~FORMAPPROVED
: CENTERS F()Fl MEDICARE & MEDICAID SERVICES . - 5l : OMB NG, 093&0391 R
.| STATEMENT OF DEFICIENCIES :xa) PROVIDER/SUPPLIERICUIA ™~ exz; MUL'I’!PLE'OONSTRUCTIDN (X3) DATE SURVEY 1|
: _ﬁ\ND PLANOF CO ¥ DE o .. COMPLETED
: : .wosmma e
. NAMEOF PFIOVIDEROHSUPPUER T

o Restdents

| For Hesudent #97 the facrilty siaff faded to follow
- 7. | Physicians Order for Heparin {an antl-cuagulant)
" :|'Flush o be administered daily, but instead,

. .| administered the Hepasin Flush three times per ] . -+
.0 .5} day thus admmlstermg unnecessary amount Gf N
Hepann RO _ RS

' 'The fmdmgs mchde Lo

R Flesudent #97 is an 84 year old woman admttied o
' | to the facility on 6/22/17 with diagnoses of bui not -

| lirnited to Anemia, Hypeﬂensmn Dementia’

: (Alzhe:mer’s*Type) Hi

ﬁOn 4;’5/19 during ¢linical record review it wat _
-{ noted thai Resident #97 had orders for Flushing.
»| Midiine Catheter (Intravenous Line for medication
admlmstratlon ) Tha arders began on'3A 7/18 at

:"T,'hié' ordef,éf'i'eadi o

: ,The order appears on the (Medlcatlon .
I Administration Record) MAR signed off and 1

Ll for 6 30 AM, 2.30 PM and 10 30 PM (3 hmes
b ';daily) S : :

o The ftrst dose was sngned ofi at 2:30 PM on-
'1:3/17M19 and continued 1o be SIgned offas

| administered three (3)timesa day for the

istory of Stroke, Anxlety'and

Normal Sailne QD [Every Day}

, r Milllitet}. [
Flush midline with Hepann [an Ant:—CaaguIant] &:

duration’of the month of March

()(4) 0 SUMMARY STATEMENT OF DEFICIENGIES B T PROVIDER'S PLAN OF GORRECTION . .. | .. e R R
CPREFIX: | (EACH DEFIGIENCY MUST BE PRECEDEDBY FULL: . 1" PRE (Emaconaamweacrlonsuouwae | comeetan |
B B 1.l T - REGULATORY OR LSC IDENTIFVING INFORMATION) * | CF\‘OSS-REFEHENCEDTOTHEAP?ROPR!ATE,,, DATE
el e T e e oo CDEFICIENCY) -
S 5;75_? Oommued From page 98 i F757] Systemic Chaﬂge(5)=

The facility Policy and Procedure has
been reviewed. No revisions are
warranted at this time. All nursing stafl
will be inserviced by the DON and/or
regional nurse consuitant and issued a
copy of the facility policy and procedure
for proper administration and monitoring
of all medications. This includes the
administration of Heparin Flushes per
physician order.

Monitoring:

The DON is responsible for maintaining
compliance, The DON, Unit Manager

and/or designee will complete weekly
physician orders and MAR audits

coinciding with the Care plan calendar to
monitor compliance. All negative findings -
will be corrected immediately and
appropriate disciplinary action will be

taken as necessary. Aggregate findings of
these audits will be provided fo the

Quality Assurance Committee for review, .-
analysis, and recommendations for

change in facility policy, procedure,

and/or practice.

Completion Date: May 206, 2019
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f DEPARTMENT OF HEALTH AND HUMAN SEHVICES e

 PRINTED: 04/16/2019

FORM APPROVED
_CENTERS FOR MEDICARE & MEDICAID SERVIGES : : - OMB NQ. 0938-0351 -
STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPLIERICLIA - (xz) MULT!PLE oo:qsmucnou . |{X3} DATE SURVEY -
AND PLAN OF CORRECTION - IDENTIFICATION NUMBER: . - A BUILDING - : COMPLETED *
© 485300 - B. WING

: NAME OF PHOVIDER GR SUPFL[ER .

. HERiTAGE HALL KiNG GEORGE

STREEI' ADDF!ESS CI‘I‘Y STATE ZlP CODE
- 10051 FOXES WAY :
(KING GEORGE VA 22485

SUMMAHY ST ATEMENT OF DEFICIENCIES -

D

A second order was initiated on 3/17/19 in
addition to t_he original Heparin Flush order.

The order stated

o Normai Saisne Fiush Synnge Fiush Mldilne wzth
. sallne & Heparm QD [Every Day}

_ Dsscontmue Date 3f1 8!1 9 -

That order was nmect for 2:00 PM (daily) and

signed off on 31 7/18 and 371 Bﬁg at 2 00 PM

K then it was dlscon!mueci

A third order was mmated on an 8/19 m addman
to the Hepann Flush order.

That order stated

. : Clanflcation order

Normal Saline Flush Syrmge 10 Mi.

: Fiush Midline with. 10 ML NS [normaf saime} Q

12hours [Every 12 hours]

This order was wntten on the ‘EBth but not -

. {imitated until the 19th and timed for 9:00 AM and
. | 9:00 PM. This order was signed offas - o
| administered tw:ce_daily for the duration of the :

month of March

The Phys:csans ordér shéei fdrApfil 'réad:‘ o

| Heparin flush 10 Units/ML

Flush midline with Hepatin [an Anti-CoaguIant] &

| Normal Saline QD [Every Day]

[Once agaln the Hepann order was timed and

| signed off at 6:30 AM 2:30 PM and 10:30 PM for -

: (x4} u) . PROVIDER'S PLAN OF CORRECTION - ey
" PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTWE ACTION SHOULDBE = | COMPLETION
f TAG REGULATORY OR LSC IDENTIFYING INFORMA‘F!ON) TAG CROSS—F!EFERENCEB TOTHE APPROPHEA‘FE DATE ©
S L S - J . : S . DEFICIENCY) : :
. F 757 | Continued From page 99 F 757
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DEPAHTMENT OF HEALTH AND HUMAN SERVICES:; b

CENTER

- STATEMENT OF DEF!CEENGIES
“lano FLAN OF OORHECTION

' FORM APPROVED.
OMB NO. 0938-0391.°

S FOR MEDICARE & MEDICMD SERVICES_'-Z'-‘

-}{X4} PROVIDERISUPPLIERICLA..
: msmﬁcmoﬁ NUMBER

o ..495'3;9021}'3 «

: ’ (XZ) MULTIPLE CONSTRUGT‘QN

A. BUiLDlNG

(xa; DATE SUFN‘EY

T 'NAMEOF PROVIDER O SUPPLIER

i HERITAGE HALL KING GEUHGE

éﬁmeenbbatss GITY, STATE, ZIP CODE .|
10951 FOXES WAY
K‘NG GEORGE VA 22485

SUMMAHY STATEMENT OF DEFIC!ENC!ES

F 758
S5-E

_Clanfacat;on order

| Frish Midline with 10 ML NS {normaz sahne] Q
' ‘12hours {Every 12 hours] ;

o The Normal Sallne order was sngned off at 9 00
' :AM and Q O{I PM : -

‘No further lnfcrmaﬂon was pro\nded | aau
Free from Unnec Psychotroplc MedslPRN Use 1
_CFH(s} 483, 45(0)(3)(e}{1) (5) SRR

§483 45(9) Psychoiroplc Drugs DRI B
7| §483.45(c)(3) A psychoiropic’ drug |s any drug that S

© | affects brain activities associated with mentat = |-
processes ‘and behavior. Thesadrugs mc!ude

o7 catégories::
© 1 (i) Anti-psychotic;
zon (i) Ant depressant
-] (i) Anti-aidety; and
. (w) Hypnotlc

§483 45(e}(1} Hesidents who have mt used

Aiso an Apni Physnclans Orders was

Normal Sallne Flush Syrmge 10 ML

F On 4!5!19 at 1 45 PM LPN E was asked how R

- I'many timés a day does the Residents Midling get P
=1 | flushed and stated’ that it was done every shift.

71 She then elaborated that "Night shift does itat ™ .| .~

71 6:30 AM, Day shiftat 2: 30 PM and Evemng shaft 4 PR
Ehe does rt at 10 30 PM.“ ‘ ;

but are not !lf;;:ted to, drugs in the foHowmg

=) Based on acomprehensrve assessment_ _of a L
'resndent the facﬂ;ty must ensure that-~ o

T i _PROVIOER'S PLAN OF CORRECTION pes)
e | (EACH DEFICIENGY MUST 85 PRECERED By FULL. PHEFIX . (EACH CORPELTIVE APTION SHOU D BE COMPLETION
L .TAG | .- REGULATORY OR LSCIDENTIFYING INFORMATION) ©~ ].  Tag - caoss REFERENGED romewmomme DATE
RIRRTAP PN Dl IR T T T e T DEFICIENCY) e
<] F7s7 }Contmued From page 100
“Apiil tst-sth} ;

R 78

“medication error form was completed for

¥758

Corrective Action(s):

Resident #24’s attending physician was
notified that resident #24 received PRN
Ativan without an appropriate clinical
indication to support its use and no non-
pharmacological interventions were tried
prior to medication administration. A
facility Incident & Accident form was
completed for this incident.

Resident 86°s attending physician was
notified that resident #86 received
Seroquel without an appropriate medical
diagnosis or clinical indication to support
its use. Resident #86°s physician reviewed
resident #86°s medication regime and
adjusted their psychotropic medications.

A facility Incident & Accident form and a

this incident.

FORM cm&zsa?{ozss) PremousVerstansObso!ats S

g

- Fecifity 1D: VAD103 . -

. 1i confinuation shest Page 101 of 129

'_: v -PHiNL'T'Eﬁtéi 04/16/2019 .




L DEPAHTMENT OF HEALTH AND HUMAN smv&c&s_; o
* CENTERS FOR MEDICARE & MEDICAID SERVICES

o PREN'EED: 0411672019
' FORM APPROVED
OMBNO. 0938. 0391

B 'STATEMENTOF DEFICIENCIES :
. -| AnD PLAN OF cORREGTION. . |

L x5 PROVIDERISUPPLIERICUA -
:, DENTIFICATION NUMBER:

A :(xaj MULTIPLE consmucrlon
‘) _A. BUILDING

B, wme

{X3) DATE SURVEY.

Nﬂ\ME OF PROV!DEH OH S PLIEH

STREET AODHESS crrv STATE Z!F GOOE
10061 FDXES w;w
xma GEORGE VA -22435 '

' (x4} D

" PROVIDER'S PLAN OF COHREC'HDN

.| psychotropic drugs are not gtven these cirugsx-_ o

' | specific condition as duagnosed and documented '
~ofin lhe clinical record SRR o

- 5 ’§483 45(3)(2) Headents who use psychotropec
| drugs receive gradual dose reductions, and
“ . | behavioral interventions, unless chmcally

S drugs

'§483 45(9)(3) Resfdents do not receive -
i psychotroptc drugs pursuant te a PFlN order _
{ unless that'medication is necessary o treat a P
t ed .: SR
_:m the clanlcal record and ;

] §483. 45{9)(5) ‘it the aitendmg physicianor "+
| prescribing practifioner befieves thatitis

unless the medication is necessary to treata -

contfamdscated tn an eifort to dnscontmue these'

dlagnosed specﬁic condmon that is doc m

'§483 45(&)(4) PRN orders for psychotropsc dn gs
are limited to 14 days." Except as provided in

appropriate for the PRN order to be extended

| beyond 14 days, he or she should document thew .
-7 | rationale in the resident's medical record and
s mdacate ihe duratcon for the PRN ozder

R _§483 45{9)(5) PRN crders for anil—psychotxc e
~ I drugs are limited to 14 days and cannot be. -
| renewed unless the attending physician or: .
v prescnbmg practltmner evajuatesthe resndent for
" | the appropriateness of that medlcat:on IR
1 This HEQUIHEMENT is not met as evndenced

by. - :
Based on. staﬂ mtervnew chmcal record review:
and facnltty docurnentation the. facility staff !alied
to ensure freedom from unnecessary
psychotropic medications for 4 Resndents -'

K SUMMARY STATEMENT OF DEF!G!E.NC?ES . 13 BN
- PREFIX | - (EACH DEFICIENCY MUST BE PRECEDED BY FULL EE PREF!X {EACH CORRECTIVE ACTION SHOULD BE
4TTTAG HEGULATQHY OR LSC IDENTIFY QNG INFOBMATION} o L. TAG CHOSS-F\EFERENGED TO THE APPHOFRFATE
Sy o - SRR P : - DEFICIENCY) -+ .
F 753 Contmued Fm’“ page 101 . F 758 Resident 69°s attending physician was

notified that resident #69 received
Seroquel without an appropriate medical
diagnosis or clinical indication to support
its use. Resident #69°s physician reviewed
resident #69°s medication regime and
adjusted their psychetropic medications.
A facility Incident & Accident form and a
medication error form was completed for
this incident.

Resident 39°s attending physician was
notified that resident #39 received
Seroquel without an appropriate medical
diagnosis or clinical indication to support
its use. Resident #39°s physician reviewed
resident #39°s medication regime and
adjusted their psychotropic medications.
A facility Incident & Accident form and a
medication error form was completed for
this incident.

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

All other residents receiving antipsychotic
medications may have been potentially
affected. The DON, ADON, and/or
Pharmacy consultant will review the
medication orders of all residents
receiving psychotropic/antipsychotic.
medications to ensure that no unnecessary
medications have been ordered and that
all antipsychotic medications have an
appropriate medical diagnosis and/or
clinical indication for their use. Any/all
negative findings will be communicated
to the attending physicians for corrective
action. A Facility Incident & Accident
form will be completed for cach negative

| (Resident #24, Residert # 86, #69, and #39')_ma' finding,
: - | survey sample of 30 Residents, o Lo
) FDRMGMS—W{OE@S}PMV&:&MM&!B o EyentlD_:fs_XTH_-: U FackiyliVARIOR
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P BEPARTMENT oF HEALTH AND HUMAN SERVICES_J L
| CENTERS FOR MEDICARE & MEDICAID SERVICES

Pﬁimén Q4162018 ...
- FORM APPROVED: ©°

" | STATEMENT OF DEFictsncaEs
| AND PLAN OF CORRECTION ..

m) PROVIDERISUPPLIERICLIA -
IDENTIFICATION NUMBE

: VOMB NO. 0938-9391-"

: gxa} DATE SURVEY
‘COMPLETED

NAME BF PROV!DER OR SLFPPLEEH

HERITAGE HALL KING GEQHGE

" 10051 FOXES WAY -
. KING GEORGE, VA 22485

SUMMARY STATEMENT OF DEFIC!ENCIES

i o PROVIDER'S PLAN OF CORRECTION

- 1. For Resudent #24 the faclltty doctur gave
+. " L orders for Ativan 0.5 (Milligrams) MG every6
L 'hours (as neaded} ?RN for g0 days at a tlme.':_ﬁ--'

; -2 FOf Hes;dent #86 the fac:luy s:aﬁ gave : e
.. | anti-psychotic medicationtoa Demenha Resudent S
S wnthout a proper dnagnoms for use.- o

. | antipsychotic) which is not lndlcated ior usa'm
' remcients wﬁh_ demen'ua AR

= a; For F{essdent #39 the fac;lity staﬁ fa:led

- antipsychottc which is not mdicated fcr'u e :n
S resudents with- demantta '_ :

~ 1 4. For Resident #24 lhe facri:ty d
i+ | orders for Ativan 0.5 (Milligrams) MG every6’
. hours (as needed) PRN for 90 days at ati

- History of Aortocoronary Bypass. Graftand -
'Chronlc Obstructave Pulmonary Disaase :

3 For Resndent #69 the faclhty staff faﬁed to: S

ensure he was free from Seroquiel {an = *.

The iindmgs mciude

tor gave -

Res:dent #247san 81 year old woman admitted e

to facility on 8/1/16 with diagrioses of but not
fimited to- Ma;or i}epressive Disorder, Damantla

' .} withaut Behavioral Disturbance,; Anxsezy Dlsorder

Diabetes Type I, Congestive Heart Faslure

_ Her mos’t recent (Mm:mum Data Set) ME)S coded o
as a Quarterly with an (Assessment Reference |

Date) ARD of 1/10/19 codes Resident as hamng

| a {Briet Interview of Mental Status) BIMS score of 7'?' e

15 :ndacatlng no cognitive impairment, She is”

‘The facility Policy and Procedure has
been reviewed. No revisions are
warranted at this time. All nursing staff
will be inserviced by the DON and/or
regional nurse consultant on the facility
policy and procedure for proper
administration and monitoring of
psychotropic medication to include
antipsychotic medications. This includes
having an appropriate medical diagnosis
or clinical indication for its use,
addressing required gradual dosage
reductions and the use of non-
pharmacological interventions prior to
using medication.

Monitoring:

The DON is responsible for maintaining
compliance. The DON, Unit Manager
and/or designee will complete monthly
chart audits coinciding with the Care plan
calendar to monitor compliance. AR
negative findings will be corrected
immediately and appropriate disciplinary
action will be taken as necessary.
Aggregate findings of these audits will be
provided to the Quality Assurance
Committee for review, analysis, and
recommendations for change in facility
policy, procedure, and/or practice.
Completion Date: May 20, 2019

ey R £ s ey oo
1: éﬁgﬁx {EAGH DEFICIENCY MUST BE PRECEDED BY FULL - .1 " pRERIX - (EAGH GORRECTIVE ACTION SHOULD BE * . _coumsnon SIS
. UTAG |~ REGULATORY ORLSC IDENTIFYING ENFORMATFON} R TAG (EJOSSREFEHENCEDTOTHEAPPROPHMTE o pAre”
TR R , _ : : : . DEFIGIENGY} s RN
1 : F?SB _Ccntmued From page fﬂa F 758 Systemic Change(s):

' Fomacms 2557(02-99; Previous Verstons Obsolete " 7.
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\DEPARTMENT OF HEALTHAND HUMAN SERVICES -~ o PRICEN e -

_CENTERS FOR MEDICARE & MEDICAID SERVICES e - OMBNO.09380391
STATEMENT OF DEFICIENCIES * ]{X1) PROVIDER/SUPPLIERICLIA ] (X2} MULTIPLE CONSTRUGTION o (xs}DATESURVEY :
[AMDPLANOF GORRECTION . . | - IDENTIFIGATION NUMBER: A BUILDING ____ ' L L COMPLETED -
o . 495300 8. WING SER ' _|_- oamsreo19
" NAME OF PROVIDER OR SUPPLIER S R ~ STREET ADDRESS, cmr STATE, ZIP CODE - e

10051 FOXES WAY

' HERWAGE HALL KING GECRGE KING GEORGE, VA 22485

TXa D " SUMMARY STATEMENT OF DEFIGIENCIES ) . PROVIDER'S PLAN OF CORRECTION . | %
~'PREFIX -~ {EACH DEFICEENCY MUST BE PRECEDEDBYFULL PREFix - (EACH CORRECTIVE AGTION SHOULD BE COMPLETION |-
U taG REGULATORY ORLSG IDENTIFYING INFGRMATION) TAG (GROSS-REFERENCED TO THE APPROPRIATE DATE . -
L . . _ s Lo I o ' : DEF'C‘ENCY) : L
- F 758 Continued From page 103 IR T - F 758

- also coded as needing 1 person physnca! '
| assistance with most of her (Activities of Daily
" Living) ADL's and she usas a whealcha:r for

- | locomotion on unit. :

On 4/3/19 during a clinical record review, it was
noted that Resident #24 was recelving 2

"1 psychotropic medications concomutanﬂy :nciudzng
a PRN antn-anxnety med;catlon

The Physiman Order Sheets are as faliows

Serraline (genenc Zoloft) 150 MG

[Anti-Depressant] -

. { Lorazepam {generic Atwan) 0 5 MG _
[Antl»Anxiety] X 30 days -

Review of care pian mdicaied Psych consult
PRN. Review of Physmians Orders state Psych :
Consult PHN ' '

On 4/4/19 at'2 40 PM any Psychtatry or

| Psychology notes for the Resident was - :
requested. The DON stated she doesn't see a
psychiatrist or psychologist she went on to say
the facility Physician andfor Nurse Practitioner .
prescribes the Resident's psychotropic . .
medlcatlons ' o e

According 1o the Pharmacy Consuil dated Jan 1st
-Jan 11th 2018-
[Resident Name Fiedacted} has a PRN order for :
an anxiclytic, which has been in place for greater
.| than 14 days without a stop date;

Lorazepam g

Recommendation:
If the medication cannot be dfscon!:nued at thas
| time, current regulations reguire that the

FORMCMS %ﬁ?msaPmmesomtem O EventiDiPeXTIT - Faciity:VAO103 . . . i continuation sheet Page 104.of 129



- DEPARTMENT OF HEALTH AND HUMAN SERVICES |
" CENTERS FOR MEDICARE & MEDICAID SERVICES

--'-PH!NTED: 04/16/2018
FORM APPROVED

| prescriber document the indication for use, tha
| intended duration of therapy, and the rationale for
: the extended time period, Thank You :

_ Response Ftequlred -
" [Box marked with X] | declme the

- Ratlonale .
Pt is very anxious.

|| 8/25/19 under Assessmen! & Flan lhe NP wrote

1. Chronlc Anxuety- Patleni \mth a history of
-Dementia, however does contribiite ta exam.

-| Patient with occasional episodes where she

-| becomes anxious and staff are unable to calm
: pat;ent or redirect. Pat%ent requires the use of.

B Administration Record) MAR the Resident -

-1 March and out of those 34 times,. 19 weie
-} documented on the MAR under behawor as O
_ md:catmg no behavaors

. : .The Admmlstrator was made aware of thlé 'o'n .
"1 Al4/12 at the end of day conference No further

recommendations above and do not wish to

implement any changes due to the reason belew 1

DON pmwded the last Physman note dated

Ativan for chronic anxiety. Will continue the

- | current dose of Ativan 0.5 MG 1 1ablet {by mouth)
| PO (Every) Q6 hours PRN X 90 DAYS. MD/NP ta

re-evaluate for continued need in 90 days.
It should be nc’;ted’that on the (Medica'tion' '

received the PRN dose 34 times in the month of .

In addition, the care plan cf d not address
Non~pharmacologscai sntervermons

mformatlon was prewded

STATEMENT OF DEFICIENCIES - | (X3} PROVIDER/SUPPLIERICLIA | (X2) MULTIPLE cons*mucnou S - (X3} DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | BUILDING o : GOMPLETED
SR I _ _ 495300 B-“_‘""G 04/05/2019
NAME OF PROVIDER OR SUPPLER - STREET ADDRESS, CITY, STATE, ZIP coos s o
o - " : 10051 FOXESWAY o
ERITAGE HALL KING GEORGE L
: HE RS L A e _ _KI_NG GEORGE VA_ 22485 - .

. (g | - SUMMARY STATEMENT OF DEFICIENCIES ~ . DS} . PROVIDER'S PLAN OF CORRECTION s |
1 preEfX . {EACH DEFICIENGY MUST BE PRECEDEDBYFULL .~ . - PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TTAG REGULATORY OR LSC IDENTIFYING INFORMATION) © - - TAG 'CROSS-REFERENCED TO THE APPROPRIATE DATE
g R IR PR . . " DEFICIENCY)Y e

F.758 .Contmued From page 104 " F758
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" Event ID:FEXTH
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DEPAHTMENT OF HEALTH AND HUMAN SERVICES

. PRINTED: 04/16/2019 -

- FORMAPPROVED

't nol lirmited to Cardiac Arrhythmia, I-iyper!ensmn

.] Resident's most recent (Mlmmum Data Set) MDS

- anti-psychotac med:catmns

: Quetlapme Fumarate 25 MG Give 3 tabs Po'{b_y )

10n 4[4!19 at 3:00 PM an amemew was

~ | Resident # 89 has been on Seroquel for a while

2. For Flemdent #86 the facmty staff gave
anlt-psychotlc medication to a Dementia Res;dent
wilhout a proper dnagnosis for use

Res;denl # 86 is an 89 year old woman adm:tted
to the facility on 12/29/17 with diagnoses of but

Myacardiai Infarction (heart attack}, and
Dementia with behaworal dasturbance. and
Dysphas:a

coded as a significant change coded Resident as
having & BIMS of 3 indicating severe cognitive

impairment,” Resident was also coded as needing{-

physical assist of 1 for ADL activities and | is uses -
a wheelchalr for Iecomotlon on umt

On 4/4/18, a cismcal racord review was conducted

and it was noted that Resident # 86 had a
dlagnosm of Dementia and fecewed

The Phys:ctans Orders read

Quetiapine Fumarate [genenc Seroquel] 100 MG

by mouth evety mommg for Dement:a with
Eehavnors _ : . :

mouth} to equal 75 MG Q {every] Eventng for
t)emanila wlth Behawors o

conducted with the DON who stated that

because of har behaviors. When asked about

.| Pharmacy Reviews and recommendalmns she |

. CENTERS FOR MEDICARE & MEDICAID SERV%CES : —OMB NO. D838-0391
"I STATEMENT OF DEFICIENCIES. . [{(X1) PROVIDERISUPPLIERICLIA . [ (%2) MULTIPLE CONSTRUGTION - " |{x3) DATE suAvEy
AND PLAN OF CORRECTION .. - IDENTIFICATION NUMBER: - - | BULDING . -COMPLETED ..
4853007 B._WING - Q4/obf2018 -
NAME OF PROVIDER OR SUPPLIER o R L  STREET ADDRESS, CITY, S?ATE ZiP CODE BRI S
| 10051 FOXES WAY - B
"E“’T“GE HALL K'"G GEO“GE o 'KING GEORGE, VA 22485 _
- -(x-@) s} - SUMMARY STATEMENT OF DEF:cuEucaEs D, ... PROVIDER'S PLAN OF CORRECTION sy
- PREFIX . {EACH DEFICIENCY MUST BE PRECEDED BY FULL. . Pnemx - {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION :
CTAG HEGULATORY OHLSC!DENTIFYENG INFORMATION) - TAG CROSS-HEFERENCED TOTHEAPPROPHIATE . DATE" - [
SR AR TR . S DEFICIENCY) - :
.;F-_7‘58 Contmuad me page 1 05  F7s8|
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o -_ Evenuwsxm
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DEPAHTMENT OF HEALTH AND ﬁUMAN SERV!CES :
CENTERS FOR MEDICAFIE & MEDICAID SERVICES

PRINTED: 04/16/2019 .

- FORMAPPROVED -

STATEMENT OF DEFICIENGIES. - [{X(1) PROVIDERUSUPPLIER/CLIA
: AND PEAN OFGORREGT lON S iDENTIFIGATION NUMBEH :

o .4953.00

. A BUILD!NG

8. WlNG

__ OMBNO. 0938- 0391 :

S X2 MULTIPLE CONSTHUCTION )

" (X3} DATE SURVEY -

- COMPLETED
.04/05/2019

- NAME OF PROV!DEH OR SUPPLIER

HERITAGE HALL KENG GEOHGE

smee*f ADDRESS CITY, STATE, 2P COOE
‘10059 FOXES WAY _' '
x;MG.GEOHGE VA 22485 -

—F K(xa; u_:-
| PREFIX.
CUTAG

: SUMM&R\' STATEMENT OF DEFICIENC%ES o
" {EACH DEFICIENCY MUST BE PRECEDED BY FULL, .
REGULATOR_\_’ OR LEG IDENTIFYING INFORMATION)

o
PREFIX
o TAG -

" PROVIDERS PLANOFCORRECTION T ©{xs)
‘COMPLETION

'{EACH CORRECTIVE ACTION SHOULD BE - | ‘co )
- CROSS REFERENCED TO THE APPROPRIATE . DATE

DEFEGIENCY}

F _758

;Cont:nued From page 106 o :

" | provided some from 2018 through 201 9.

“{The Pharmacy Rewew addressmg Seroquel from

- -] ayear ago {dated 4/1/2018) showed the attending
+ | physician agreed with Gradual Dose Reduction

' The Pharmactst Hecommendanon was as
a foE[ows

" | twice daily for demenua wcth Behaworal

1 if clinically appropriate ptease attempt a Graduat

- | for re-emargence of target behaviors and or
_ withdrawai symptoms Thank You -

) Ratlona!e for Hecommendatnon
The FDA has issued a black box warning for

-{ dementia due to increased risk for stroke and

. .ducumemed asa threat to self or others

{Ressdeni name redacted] has demenﬂa and
receives Quetiapine Fumarate 100 MG by rnouth

Dlsturbances. .
Recammendat:on

Dose Reduction of Quetiapine Fumarate perhaps
100 MG g am{100 MG every morrning] and 75 q
pm [75 MG every Evening] with the eventual goal
of discontinuation, while concurrently monitoring

anti-psychotics posing and increased risk of -
moftality in élderly individuals with dementia *. -
retaliated psychosis. The Beers crileria - .
recommends avoiding anti-psychotics forthe =
behavioral or psychological symptoms of

mortality unless non-phama logical options have
failed and the residents behaviors are -

bea valid therapeutic intervention. and bj The

-'F 753

For Antipsychotic therapy, itis recommended that S
{a) The prescriber docurment an assessment of.
{ risk verses benefit indicating that it continues to

FOF\M CMS- 2587!&2 98} P:e\mus Vsmns Obsolete -~ . Event_ D:FEXTH

Facillty ID: VAD103

if continuation sheel Page 107 of 129 -




. DEPAF{TMENT OF HEALTH AND HUMAN SERVICES ..
_GENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/16/2019

- FORMAPPROVED
_OMB NO. 0938-0391 -

.| facitity Interdisciplinary Team ensures ongomg
. .| monitoring of | specific target behaviors .
| documentation of 1) a danger to self.or others

| fThe box was checked} | accept the

-| the following moditications

~INo GDR has been attempted since April 2(}1 8

: Accordmg 16 e (Medncailon Administration ol
Record} MAR for February 2019 under the nurses’

| marked 0 mdlcatmg no behavmrs for 1he entire -
: month :

S Accordmg to the {Mecilcatlon Administration
1 Record) MAR for March 2019 under the nurses

| initiats there is a line for Behaviors they are -

| The MDS dated 333}1 9 reads: |

including indications of resident distress 2) -
desired outcome " 3) the efficacy of individuatized,
non-pharmacological approaches 4) potential
adverse cbnseQuences and 5) History and
outcome of previous attempts '

recommendations above please implement W|th

{Physician wrote]. Reduce from 100 MG BID -
itwace a day} to 50 MG BID {twice daily]

initials there is a fine for Behaviors they are

initials there is a line for Behaviors they are - -
marked 0 :ndicatmg no behavrors for the entire -
month .

Accordmg to the {Medlcallon Admumstraum
Record) MAR for Aprif 2019 under the nurses

marked G snd!catmg no behavnors thus far th;s
month

Section E Behavaoral Symptorns

STATEMENT OF DEFIGIENCIES * - | (X1) PROVIDER/SUPPLIER/CLIA x2) muum&co&smucnou (X3) DATE SURVEY
| AND PLAN OF CORREGTION - |" " IDENTIFICATION NUMBER: A BUILDING ___--_ “§ COMPLETED
- ;_:-._495306 o B. WING - 04/05/2018
NAME OF PROVIDER OR SUPPLIER _ S e STREET ADDRESS, CITY, sm's ZPCODE -~ R
10051 FOXES way '
HITAGE Kl GGEOHG X
He HALL KIN e | KING GEORGE, VA 22485 - - -
(x_4) D " SUMMARY STATEMENT OF DEFICIENCIES . - o PROVIDER'S PLAN OF CORRECTION e
PREFIX - (EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX - {EACH CORREGTIVE ACTION SHOULD BE - .| COMPLETION
CTAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG  CROSS-AEFERENCED TO THE APPROPRIATE .DATE -
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' DEPARTMENT OF HEALTH AND HUMAN SERVICES

 PRINTED: 04/16/2019

B toward others {e.g. hitting Kicking, pushing, -

- j coded O Behavior was not exhibited -
| € 0200 - B Verbal behavioral symptoms directed

'| E 0200- C other behavioral symploms not
' d:rected toward others

| for physicat illness or :n;ury?
- | Coded No -

" . { Did the resident reject evaluation or care (eg o
| bloadwork, taking medicine, ADL assistance) that |

-{ Has the Resident Wandered? ;
-+ | 2- Behavior of this type occurred 46 days a week
o .but iess than daily.

| E 1000 does the waftdeang 'ptabe"th'e 'Rés.ldehi' at

E 0200- A Physical Behavioral symptoms directed

scratching grabbing abusing others sexualiy)

toward others (threatenmg others, screaming at
others, cursing at others) .

E 0500 - Impaci on Resment
Did any identified behaviors put re51dent atrisk

E 0800 Rejectlon of care

is necessary 1o achieve the resident's goals for
health and well- bemg’? Do not mc!ude behawors
that have already .

Been addressed =

(- Behavior ﬂOl exirub:ted

E 0900 Wanderfng Presence and Frequency 5

significant risk of getling into a potentially
dangerous place?

E 1100 - Does the wandering significantly intrude
on the privacy and activities of others?

0-No

o _ Lo ... FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ~._OMB NO. 0938-0301
| STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICUA * ' (xz) MULTIPLE OONSTRUCTEON S (xs) DATE SURVEY
ANDPLANOF CORRECTION . | - IDENTIFICATIONNUMBER: | 5 gurome _ + | COMPLETED.
e : - 495300 - BWING_ 04/05!2019 -
NAME OF PROVIDER OR SUPPLIER | -STREETADDRESS, CITY, STATE, ZIP CODE RN
- 10051 FOXES WAY D
HEHEAGE HALL KING GEORGE KIN G GEORGE, \IA 22485 o
p(g) B ; summnvs*wemew OF DEFIC!ENCIES Y07 PROVIDER'S PLAN OF CORRECTION - T )
FREFIX " (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREF% " (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CTAG -REGULATORY OR LSC IDENTIFYING INFORMATION) - TAG |  CROSS-REFERENGED TO THE APPROPRIATE PATE
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F _758 'Commued From: page 108 : ‘F758|
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STATEMENT OF DEFICIENCIES f}ﬁ} PROVIDER/SUPPLIERICLIA =
AND PLAN OF CORRECTION - - | - IDENTIFICATION NUMBER:

‘18 WINB

{xa) MULT!PLECONSTHQCHON :
VY BUILDING '

(X3) DATE SURVEY .
. COMPLETED

. cl

"NAME OF PROVIDER OR SUPPLIER

' HERITAGE HALL KING GEORGE - .

smegmnnnsss crrv STATE P coos :
10051 FOXES WAY .
KING GEORGE, VA 22485

_ 04/05/2019

O ID
- PREFIX
} e

| SUMMARY STATEMENT OF DEFICIENCIES -
*~ {EACH DEFICIENCY MUST BE PRECEDED BY FULL
. REGULATORY OR LSC IDENTIFYING INFORMATION}

o T PROVIDER'S PLAN OF GORREGTION 1 s
PREFIX | (EACHCORRECTIVEACTION SHOULB BE | COMPLETION
TAG | ' CROSSAEFERENCED TO THEAPPROPRIATE | ~DATE

| Frse

" | Score was 00 and there were no behaviors

| on 04fo2r2019 at 12: 25 PM. Remdem #69was

| wheelchair watchmg TV. Resident #69 appeared
-~ | calm 3nd neat in appearance .

Continued Frcm page 109 -

It should be noted that wandering was the only
behavior listed for this Reszdent on the MDS

The Admm;strator was made aware of thrs on _
4/4/19 at the end of day conference. No fvrther
mformatlon was prov;ded '

3. For F.es:dent #69, the facnlety staff failed to
ensure hie was free from Seroquel! (an
antipsychotic) which is not lndtcated for usein
resndents wﬁh dementta

He&dent #69 E: 59—year old male was admitted
to the facility on 08/30/2013. Diagnoses fisted on
Resident #69's facility face sheet included but not
limited fo cerebral infarction, major depressive - -
disorder {recurrent, severe with psych

symptoms); unspecified psychosis not dus to a
substance or known physical condltlon and .
vascular dememla . o

Restdent #69'5 most recent MDS assessment
with an ARD date of 02/22/2019 was coded as a’
quarterly review. The Brief interview for Mental
Status was coded as 15 out of possible 15
indicative of intact cognition. The Mood Severity

doc'umented in MQS Section E - Behaviors.

observed in his room, fully dressed, seated in-

On 04/03!201 9 at 9:00 AM, Fiesldent #69 was
observed resting in bed with the head of the bed

up approximately 80 degrees. .

F 758
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- | AND PLAN OF CORRECTION mssztcmou NUMBER; . ABUILDING

_PRINTED: 04/16/2019 -

FORMAPPROVED ~

Coo 0 aesane

L (X2) MULTIFLEGONSTHUC'HON

_OMB NO. 0938-0391

(X3} DATE SURVEY
. COMPLETED

._ 64105120%9 _

- NAME QF PROVIDEFI OH SUPPUER - -

HERITAGﬁ HALL KiMG GEOHGE

smesranoness CiTY, smz-: zp CODE
- 10051 FOXES WAY &
KING GEORGE VA 22485

- (H4) 1D
- PREFIX

f'_TAG '

SUMMARY STATEMENT OF DEFIGIENGIES
- {EACH DEFICIENCY MUST BE PRECEDED BY FULL .. .
© ' REGULATORY OR LSC IDENTIFYING INFORMATION) -~ -

e
- PREFIX
S TAE

' PROVIDER'S PLAN OF OOHRECT ]
{EACH CORREGTIVE ACTION SHOULD BE

CFIOSS-REFERENCED TOTHE APPHOPHMTE i

e
COMPLETION ©
BATE

“F758

| "Quetiapine {Seroquel, an antipsychotic} 25 mg - |
by mouth at bedtime, dx {diagnosis) psychosis."

: - was signed off as administered each evening in-
| February. Pre-administration behavior count,

| behavior types, and pre-and-post admin of -

B “None ko

- 'The Medscatson Admmlstratton Hecord for March
'1 2019 was reviewed. Quetiapine 25 mg was

-} those days, pre- adm:msiratlon behavior count -

. On 04/03/201 9 at 1:565 PM an ;nterwew w:th a
‘CNA familiar with Res;dent #69, CNA D, was

- | behaviors, she stated, "No, he's a nice guy.” She
| then went on to say “but he can be cranky '

10n 04!0442019 at 9 00 AM, ‘Resident #69 was

Continuied Fromi page 110

The current physician's orders were reviewed. An
active entry dated 04/19/2018 documented,

According to the National Institute of Mental -

Health, “The word psychosis is used to describe
conditions that affect the mind, where there has '
been some ioss of contact with realrty '

The Medication Administration Record i‘or S
February 2019 was reviewed. Quetiapine 25 :ng _

antipsychotic sude eﬂects all documented

ssgned off as administered at 8:00 PM each
evening. Pre-administration behavior types and
pre-and-post anapsychouc side effects were -~ -
documented as "nione” for March 2018 with the
exception of March 3, 21, and 28. For each of -

documented "1 but no further mformat:on was
documented

conducted. When asked if Resident #69 had any
sometimes.”

chserved ealing breakfast in his room. He:

appeared calm.

e

" DEFICIENGY) -
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NAME OF PHOVIDEB OR SUF‘PL!ER
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FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES __OME NO. 0938-0391
STATEMENT OF DEFICIENCIES -~ - {X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE OONSTRUCTION S : lXS] DATE SURVEY
ASD PLAN OF CORRECTION -~ .7 |DENT!F!CAHON NUMBE.R. o ﬂ. BWLDING - : J GDMPLETED
405300  {e.wing_ 04/05/2019

" STREET ADDRESS, CITY, STATE, ZIP GODE R
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CKING GEORGE, VA 22485 -

- PROVIDER'S PLAN OF CORRECTION .. . sy

| The nurse's notes ranging from 01/31/2019
- | through 03/21/2019 were reviewed. An entry -
‘| dated 01/21/2019 at 10:14 PM documented, -

| and is currently receiving psychotropic meds and

| with this problam documented “{Resndent #69} will
| Monitor for adverse reactions. Notify MD/NP as-

| med pass and PRN (as needed) for types of
behaviors, frequency, response to interventions

| validation, toileting, outside consultation, calm
1A probiem area {undated) documented

| "[Resident # 69] will be receiving long-term care'

depressive disarder recurrent, severe with psych

"Resident was cussing at aides and refusing
shower. He stated that he had a shower oh
7-3(shift), this was not true. His shower is 3-11_
(shift). Resident continued to yell and cuss at staff
and insist on being put fo bed. Resident was put
to bed and showst was refused.” There were’ no
entnes associated with psychottc behavlors

The care p!an was rewewed An undated probiem
area documented, {Resudent #691 hasa .
duagnosns of psychosns, insomnia and depression

is at risk for complications,” The goal associated

be on therapeutic dose through next review."
Approaches associated with this problem
included but not limited to "Meds as ordersd.

needed. Labs as ordered. Results to MD/NP.
Allow [Resident #69] to verbalize
thoughtsfeelings. Monitor for behaviors dunng

and notify MD/NP if occur. Non-pharmacologic
interventions will be attempted by staff with
resident to attempt lo alleviate any negative
behaviors/emotions. Diversion, right direction,

approach ailow 10 vent feelmg

services, He has the diagnosis of major: -

symptoms and psychoszs He can state his own

"4} 1D SUMMARY STATEMENT OF DEFICIENGIES N T _
PREFIX *{EACH DEFICIENCY MUST BE PRECEDED BY FULL . - . PREFIX (EACH CORRECTIVE ACTION SHOULD BE - | COMPLETION-
TUUTAG REGULATORY OR LSC IDENTIFYING INFORMATION) -~ - | TAG . CROSS-REFERENGED TO THE APPROPRIATE DATE -
_ : T e A IR _ [DEFICIENGY) . -
- 'F 758 | Continued From page 111 F 758
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- DEPARTMENT OF HEALTH AND HUMAN SERVICES =~ -~ o - .. = " FORMAPPROVED -

__CENTERS FOR MEDICARE & MEDICAID SERVICES - . OMBNO.0938-0391
[starement oF pEFICIENGIES - |(X1) PROVIDERISUPRLIERIGUIA | 0(2) MULTIPLE CONSTRUGTION O {¥3) DATE SURVEY
[ANOPLANOF CoRRECTION | IDENTIFICATIONNUMBER: | o siLoinG ‘COMPLETED
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(x4) o | scmmavsm"fememomemencses R oo " PROVIDERS PLAN OF CORREGTION - | gy .- 4.
:PREFIX {EACH DEFICIENCY MUST BE PRECEDED BYFULL ©. . | . PREFIX . (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG ©]  REGULATORY OR LSCIDENTIFYING INFORMATION) | TAG : CHOSS-REFERENCEDTOTHEAPPRDPRIATE . DATE
R S : TEETEYE AL B DEFICIENCY) - :

3F758 Continued From page 112~~~ ol - F758

goals and structures. his own days Prefers o
have an unrestricted diet.” Approaches: ,
- | associated with this problem included but not
limited to "Mental health referrals as needed,
| redirect from unsafe practices as needed,
educate on possible consequences for
non-compliance behaviors when dealing with
perscnal carelhygsene issues as needed, rednrect
1and help identify triggers from periods of agitation
‘as neaded.” "Directly engage with [Resident #69]
. | and seek positive resolutions during periods of
.| emotional distress as needed.” There were no _
- - psychotic symptoms ortrlggers listed on the care | -
- pfan R

: Sac&a! Semces notss. ranglng from 9:0412013
through 1/10/2019 were reviewed, An entry dated
9-4-2018 at 11:54 a.m. documented "Quarterly:
| There has been no change to the resident during
this. quaﬂer in behaviors or mood the resident
continues to participate in selected activities and- -
socialize with cthers at times. The residents
| family is actively involved in visits the residence |~ -
" | on a regular basis. Social Services will continue -
to provide 1.1 visits and complete referrals as
- | neaded for the resident. SSD {Social Services
| Department) will continue to monitor the resident
for changes in behaviors or mood on a daily basus
.| and will make staff aware to notify Social
" | Services if any should occur, An entry dated
12-3-2018 at 10:48 a.m. documented "Annual; -

. | There has been no change to the resident dunng

| this quarter in behaviors or mood duiring a look
1back over the past year. The resideént has
remained consistent/stable for behaviors and o
mood. The resident continues to participate and |
selected activities and socialize with others at.
times, The resident's family is actlvely involved
and visits the resident on a regular bas:s The .
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resident is' pleasant with SSD in mteractzon
Resident is very close with his sister fname].
Social Services will continue to provide oneto
one visits and complete referrals as needed for
the resident. Social Services will continug to
monitor the resident for changes in behaviors aré’
mood on a daily basis and will make statf aware |
to nottfy Social Services if any should occur."

{An entry dated 1 h 0/201 9 4:43 PM documented
"SSD and unit manager met with resident and =~
discussed his alcohol orders. Resident ¢an have
- - | alcohol per orders but SSD will moniter his

" | behavior on aicohol from staff reporttng!feedback
88D explained to resident the policies and rights
| of pattents and staff. Resident stated that he will

| try to not get angry at CNAs and staff and work
on his anger control in a more healthy way.”

A pharmacy consultation report dated 9-19-2018

documented in the "Comments” section - o
| "[Resident 69] has received Seroquel 50 mg qd

{daily), Sertraline 50 mg qd (daily), Temazepam
30 mg at bedtime, and irazodone 100 milligrams.
for depression insomnia. CMS regulations require
penodlc antipsychotic evaluation for clinical -
appropriateness of a gradual dose reduction.”
Under the section entitled, “Recommendatson it
was documented,” if appropriate, please consider
a gradual dose reduction {perhaps Seroquel 37.5
mg at bedtime, and/or Temazepam 15 mgat
bedtime, and/or Serfraline 25 mg dailyand/for * /| . . . S
| razodone 75 mg at bedtime), while monltoring for | _ SR U

symptoms Thank you.

For antapsychobc iherapy. |t s recommEnded that
a) the prescriber document and assessment of
risk vs benefit, indicating that it continues to be a.
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oa0s/2019 |

x4y 1D
PAEFIX
CTAG

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

0
PREFIX .
| TAa

PROVIDER'S PLAN OF CORRECTION
{EACH CORREGTIVE ACTION SHOULD BE -

- CROSS-REFERENCED TO THE APPROPRIATE

)
pate. |

- 75

| Update and adapt the care plan as needed to
prowde person centered care.”

| target symptoms returned or worsened after the

.| GDR attempt at this time is likely to impair this

. | Atime line was requested pertammg to ihe use of

| DON provided a timeline on 04/04/2019at .~

| on 09/2018 due to behaviors, The time fine also

Contanued From pags 114 BE S

vallid therapeutic intervention for this lndwldual
and b} the facility dinner dnsclplmary team ensure
that the care pian includes ongoing monitor of -
specific target behaviors; documentation of 1) a .
danger to self or others 2) desired outcome 3} the
efficacy of individualized non-pharmacologic -
approaches for potential adverse consequences.

Under the section *Physicians response”, the .
following response was selected: "l decline the
recommendation above because GDR (gradual
dose reduction) is clinically contraindicated for .
this individual as indicated below." Part two was -
selected which documented, *The residents

most recent GDR anempt within the facility and a

individual's function or cause psychiatric instability
by exacerbating an nderlying medical condition
or psychiatric disorder as documented below.” In
the space provided, it was handwnnen. "Pt
(patlent) got Slg (sugmhcanﬂy) worse "

Seroquel and Resident #569's behaviors. The

approximately 5:00 PM. The time line indicated
that on 04/18/2018, Seroquel was reduced from
50 mg to 25 mg at bedtime. A GDR was declined

documented a statement at the bottom of the
page: "Behaviors: yells, curses, hits staff,
znsomma Dx (diagnosrs) Psychoms

in summary, Resident #69 does not have a
diagnosis or behaviors to support the use of an

antipsychotic.

F 758

DEFICIENCY)

- FORM CMS-2567(02-99) Previous Versions Obsclate —~ ~ Event ID:FOXT1]

- Faefity ID: VADI03

.. Ifcontinuation sheet Page 11501129




R B L T B TR L . PRINTED: canéro
DEPARTMENT OF HEALTH AND HUMAN SERVICES - SRR < PRINTED: APPRONVED:

__CENTERS FOR MEDICARE & MEDICAID SERVICES ~ U OMBING.0938-0301
STATEMENT OF DEFICIENCIES  ° {{X1} PROVIDER/SUPPLIERICLIA (X?}MULTEPLE cousmucmn L o (X3 DATE SURVEY * | -
AND PLAN OF CORRECTION . | " IDENTIFICATION NUMBER: ~~ { , BUILDING : '} COMPLETED . .
R __asswn  Jewns il 04/05/2019 _

| NAME OF PROVIDERORSUPPLIER -~ . STAEET ADDRESS, GITY, STATE, ZiP coua - A
e T C : .1 10051 FOXES WAY - : .
HERITAGE HALL KING GEORGE .| KING GEORGE, VA 22485 _ _
el " SUMMARY STATEMENT OF mzﬁczencz&‘s R . - PROVIDER'S PLAN OFCORHECTFON o s}

1 pREFIX " {EACH DEFICIENGY MUST BE PRECEDED BY FULL: PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION

1 taa -REGULATORY OR LSG IDENTIFYING INFORMATION} TAG . CROSS-REFERENCED TO THE APPROPRIATE. OATE

| E R SR . _ DEFIGIENCY} - : -
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On 04/05/2019 at approximately 2,30 PM, the

Administrator and DON were notified of findings
and they offered no further information or : : : L AR
documenzat:on o o - - . ' ' R

4. For Resident #39, the facility staff failed to
ensure she was free from Seroquel, an
antipsychotic, which is not indicated in resrcients
_wuth the dzagnos:s of dementla

'Hesudem #39. an ao-year oid Iemale, was
. | admitied to the facility on. 12/12/2014. Diagnoses
| listed on the face sheet were silent myocardial
| ischemia, adutt failure to thrive, unspecliled

- ['dementia with behawaral dasturbance and
hypokatem!a

Resident #39 S most recent MDS (Mlmmum Data
. 1 Set) with an ARD {assessment reference date) of
101/21/2019 was coded as a quarterly review. The
Brief Interview for Mental Status was not coded’
but cognitive skills for daily decision-making was
coded as severely impaired. Mood Severity score
was coded as 00 indicative of no depressive - -
| symptoms. Psychosis and other behavioral -
symptoms were coded as not'exhibiled :

The current phys;cnan s orders were reviewed. An ;
- | entry dated 04/30/2018 documented, "Qustiapine | -
- | furnarate 12.5 mg by mouth every oiher day at
: bedtlme for dementla!psychosns

The Medtcaifon Admmustration Recnrd for March
2019 was reviewed. Quet:apme 125mgby .
mouth every other day at bedtime was signed off
| administered as ordered. Pre-administration -
behavior counts and types were documented at
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0" mean:ng none

A pharmacy conSuEtaﬁoh repdn dated 2/11/2019°

-| documented in the Commeénts section, *{Resident
| #39 has dementia and receives an '

anti-psychotic Quetiapine 12.5 mg QOD {very
other day).” Under the header
“Recommendation”, it was documented, i
clinically appropr:ate please consider a trial
discontinuation, while concurrently monitoring for
re-emergence of target and/or withdrawal
symptoms. Thank you.”

Under the header “Railonale for :
recommendation”, it was documented *An FDA_

-{ box warning tdentsfues an increased risk of
.| mortality and elderly individuals receiving an
‘| anti-psychotic for behavior or psychiatric - -
" | symptoms of dementia (BFSD). The 2012 Beers

Criteria recommend avoiding antipsychotics for
BPSD due to an increase-risk for stroke and

‘| mortality unless non-pharrnacnioglcai options

have failed and the patient's behaviors are

o documentad as a threat to self or others.”

'Under the header *Physician's Response it was

documented, ¥l decline the recommendation

| above and do not wssh to implement any changes

due to the reasons below.” In the space provided,
a handwritten note documented, Pt stable at.
present dose” signed by physaczan dated

02/1 2/20?9

o _: On 04/04/2019 at 10: a5 AM’ 'Re”s’sdeht #'39 was

| was shghily tlpped to one side. An interviewwith |~
| Employee J i Activities was conducted. When -

| asked about activities for Restdent #39

STATEMENT OF DEFIGIENCIES - |{X1) PROVIDERVSUPPLIERICLIA -~ izxzj MULTIPLE CONSTRUCTION - (X3) DATE SURVEY - -
AND FLAN OF CORRECTION " . |', | IDENTIFICATIONNUMBER: - - -] A BUILDING __. -. COMPLETED . 1 .-
- S 485300 B.WING. 04/05/2018 |
NAMEOF Paowaaa ORSUPRLER - " STREET ADDRESS, CITY, STATE, ZiP CODE T
10051 FOXES WAY
RITA E HALL GEORGE :
. HERITAG KING _ - | KING GEORGE, VA 22485 S
1o SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S FLAN OF CORBECTION | (xs) .
1 PreEFX © {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX - (EACH CORRECTIVE ACTION SHOULD BE . | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | . GROSS-REFERENCEDTO THEAPPROPRIATE | .. DATE
L : _ SN DEFICIENCY) : :
_F___YSB Contrm.zed From page 116 ' F758

FOHM CMS 2567(02-99) Previous Vmsms Obsolele

Event ID:FOXT11

" Facility ID: VAG103
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STATEMENT OF DEFIZIENCIES ' . "] (X1} PROVIDER/SUPPLIERICLIA (xa) MULTIPLE CONSTRUCTION. '~ - = - | pave suRvey.
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NAMEOF PHOWDEH ORSUPPLER - - § : . IR STHEETADDRESS CiTy, STATE ZEPGODE : -

10051 FOXES WAY -
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X0 | . SUMMARY STATEMENT OF DEFICENGES 1. 1o, _PROVIDER'S PLAN OF CORRECTION

. . sy oo
_PREFIX | ° {EACH DEFICIENCY MUST BEPRECEDEDBY FULL . | pREFIX | = {EAGH GORRECTIVE ACTION SHOULD BE COMPLETION
T TAGT .| . REGULATORY OR LSC IDENTIFYING INFORMATION) - - . -1 - TAG | CROSS-REFERENCED TO THE APPROPRIATE | .~ DATE -
ST B e e oersc;encv; IR
“F 758] Continued Frompage 117~~~ -~~~ | - F758

Employee J stated Resident #39 does small

“group activities, listens to music; sensory -

. }stimulation, and “one-on-ones.” She also stated it

| is usual that Resident #38 would sleep during: -
activity time like she is sleeping now. CNAJ
entered the Actmty room joined the conversatlon

and staled she was familiar with Resident #39. .

- | When asked if she usuaﬂy sleeps like this, CNAJ.
- | stated, "No, not really. Her eyes are bright and™
| she 'will talk to.you.” When asked if Resident #30

.| had any behaviors, she stated Resident #39 had

.| "no acting out.” Employee J added "[Resident -

#39] is funny.” CNA J attempted to talk with -

| Resident #39, held her hand, and attempted to~

-] wake her up but was unable to do so. Emiployee J

~told CNAJ to "take her back to her room so she

can rest " :

10n 04/04/2019 at apprommatefy ‘EO 40 AM, CNA .
14 retumned Resident #39 to her room. An interview |
{in'the hall near Resident #39's room with LPNE
.. | was conducted. LPN E stated she was familiar.

- | with Resident #39. When asked about behaviors,
© '1'she stated Resident #39 does not have behaviors
and stated, "She sleeps a'lot.” LPN E also stated
that years ago, Resident #39 had toweara - |
{ helmet because she would *bang her head.on -
- ..1things" but "not deliberately,” LPN E stated = .

- Resident #39 no longer dogs thal. When asked
what medications Resident #39 had recently, LPN
E and this surveyor looked at the Medication
Administration Record. Resident #39 had
received two anti-hypertensives, a supplement, a
proton pump inhibitor, and a laxative this A.M.
~. 1 and Resident #39 received Seroquel 12 5 mg by

:mouth at bedtime last evening. =

- | On 04/04/2019 at 10:50 AM, CNA J exited
Reszdent #39's room and stated that Resudent
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_'emsmb19 )
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PREFIX

SUMMAHY STATEMENT OF DEFfCIENCIES
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Ny
PREFIX

TAG

PROVIDER'S PLANOFGORHEGT!ON S x5
(EACH CORBECTIVE ACTION SHOULD BE coMPLETION | -
CROSS-HEFEHENCED TO THE APPHOPRIATE . DaTE -
DEF!CIENC\‘) o

'F 7’53

Contnnued Frorn page 118

| #39 woke up a bit when' sha transferred her back

to bed and went back to sleep again. LPN Eand .
this surveyor entered Resident #39's room, =
Resident #39 was sleeping supine with head of
bed elevated approximately 30 degrees. LPN E
was unable to wake Resident #3% up. LPN E
stated, "'l check her vital signs." LPN E took .
Resident #39's blood pressure and puise {123/75,
50, respectively). When asked i Resident #39 is
sometimes dsfﬁcult to wake up like this, she

: ': stated "Yas.*

On 04!041’2019 at 3 30 PM, an interview with the
DON was conducted. When asked if Resident
#39 exhibited. any behaviors, she stated thatin -
the past, Resident #39 had to wear a helmet -
becausa she would hit her head on the wall. She

-1 also wore elbow pads and knee pads. When -

asked about current behaviors, she stated that
Resident #39 can be "combative” and "refuses
care.” R T AEIEREE

A medical management note completed by a
nurse practitioner dated 3/30/2019 documented

under "Mental status exam", "Upon arrival, patient| -
* | sitting upright in wheselchair upon arrival, Patient |~ -

has eyes closed but appedrs awake with body
mavements, Patient dressed appropriately and

" { eppears hygienically clean. Has flat appearing
‘1 mood demeanor. Patient engaged in
- | conversation with soft irrelevant mumbling that is
- | mostly not understandable Patient did. prowde a
| few one word answers. Orlented to seff only.

insight limited judgment is impaired thought

- | process he's a logical rambling unable to focus or

follow mterwew effect flat no evidence of
abnormal or psychotic thinking, perceptual
disturbances, suicidal, violent or homicidal

| thoughts" Under the header 'Pian of care”, itwas

F 758
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PROVIDER'S PLAN OF conr—zecnon )

NA, OF PROVED 'OR SUPFUER

'j HERITAGE HALL K:NG GEORGE Fa

SUMMAHYSTATEMENTOFDEFEEENCIES FERRERRU TS S

Spdjip e N . R
igﬁE}Fix AT (EACH DEFICIENCY MUST BE PRECEDED BY FULL - -+ (EAGH CORRECTIVE ACTION SHOULD BE - COMPLETIOR: |
i CROSS-REFERENCEDTO“I'HEAPPROPRMTE ;. '_‘.,PA_‘FE\ :

TAG | = REGULATORY OR LSG IDENTIFYING INFORMATION)

L DEFIC!ENCY}

Contmued Frorn page 119 Hoa i :

" { documented; *Please see G_E.)R_ _rec-ommendatson
+ | Please continue to monitor patient. Suggest
.- | assisting patient with good sleep hygiene
-+ | practices. For example, try to keep patient -
mentally occupaed during the day, it here to a
| structured daily schedle, and provide - - |
s oppoﬁunmes for physical exercise. Also suggest
A assmtmg patient and physical needs, addressing
pam, constipation, and other phys:ca! dlscomfort
;" {is crucial In preventing agitation, confusion, and: | =~ .
«-| other behavioral disturbances.* Under the header s
-+ {"GDA Ratfonale®, it was documented “Pi htstory =
"1 of psychotic: symptoms that are difficulty to
‘control, Pt seem stable af this time.-GDR are not
i :tecommended  Under the header "Threat

F812

Corrective Action(s):

C.N.A. A & CN.A. B involved with the :

lunch pass and handling prepared food

without gloves have received one-on-one

& R SELLTE E Bt inservice training from the DON on

Ik ocd Procuremem Stor e!?re e Sanitary. | F iz proper mfect}on control practices and the
CFR(S}' 483 60(!)(1) : RN e proper hand!mg ofp!'epared food when *

. assisting residents with their meals. A

Facility Incident & Accident form has

been completed for this incident.

10n 04105!2019 at approxlmately 2:30 PM; arb
Admrmstrator and DON were: notmed of cancems a8 P

;The faclllty musi

e '§483 60(’)(3) Procure foud from sources’ -"Z' . ' ?:ﬂ;gﬁ:?fcﬁﬁf(:ﬁdm Practices &
approved or considered sansfactory by federal e The DON and/or ADON will monitor th
state or local authorities. : ontify ane

lunch meal pass for 3 days to identify any
negative findings with the tray pass or
meal set up. All negative findings will be
corrected at time of discovery. A facility

" 1 (i) This may include food slems obtained dlrectly
from focal producers, subject to apphcab!e State
and local laws or regulations: -

(ii) This ' provision does not prohibat or prevent = a2 Incident and Accident form will be
| facilities from using produce grown in facility . . { "o completed for each negative finding
| gardens, subject to compliance with apphcable oo identified.

safe | growmg and food handlmg practices

mnucmszssnoaes)mwmwmomm f-_ eVanuD:Eaxrﬁ“i?'- © FacliylD:VADI03 ... ifcontuation sheet Pags. 120011297 . |
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A BU!LDING :

| oe
| ownsoois |

B 1S WING

i NAME OF PROViDEFI OR SUPPUER STREET ADDFIESS GITY STATE, ZiP COD
" 10051 FOXES WAY A
K!NG GEORGE, VA 22485

(x‘) |D E SUMMAHY STATEMENTOF DEFEC!ENGIES R B I i i ‘PROVIDER'S PLAN QF CQRRECTK}N . (XSV

HEHITAGE HALL KlNG GEORGE

1 PREFIX’ . (EACH DEFICIENGY MUST BE FRECEDED BY FULL | ‘PREFX’ | . (EACH CORRECTIVE ACTION SHOULD BE oow-uému | B
- TAG" | REGULATORY ORLSCDENTIFYING INFORMATION). | _TAG | ' CROSS-REFERENCED TO.THEAPPROPRIATE |  DATE.
; F812 'Continued From page 120 fﬂ'-i '_I;’-;:81_'2_ Systemzc Change(s)
| (i) This provision does not praciude res&ctenis o R Current facility policy & procedure has
| from. consummg foods not procured by the facmty e been reviewed and no changes are
| IR - warranted at this time. All nursing staff
§483 60(!)(2) Store p;’epare distrabute and I D will be inserviced on th:al policy and ]
.. | setve food in accordarice with professtonal }. |, procedure for 1?"01]’6;’“ m{lpags an
. | standards for food service safety.. B TR ;SS’.smncc‘ ;ll‘o Inclu efmper an "
| This REQUIREMENT s not met as ewdenced R . Dygien® and wearing groves prior io
by e touching resident food items.

- Based on staﬁ tmemew and observat:on the
facility staff failed to.serve food in accordance
with professaonal standards for food service
- | satety, for two residents (Resident #63, Res&dent

#98) in asuwey sampla of 30 remdents _—

Monitoring:
The DON, ADON or Unit Manager will
moenitor 3 random meal passes a week to
monitor for compliance. Any negative
e findings will be corrected at time of
g i isciplinary action wil] be
o 1 For Res:dent #63 the facmty staff falled to b f;kszﬁvgﬁ::dfp%gmm of these
‘serve iuod ina samtary manner. o :_ s LT T andits will be reported to the Quality
: Ch o e e Assurance Committee for review,
analysis, & recommendations for change
in facility policy, procedure, and/or
practice.
Completion Date: May 20,2019

'senie fcod in a samtary manner

Tha flndings ;nciuded.

; ‘1 For Remdent #63 the faczilty staif faﬂed to i
.| serve iood ina samlary manne SR

e _Restdent #63 aﬁB—year old was admnted to the
-] facility on 04/02/2015: Diagnoses included but -
. | were not fimited to Non-ST elevation (NSTEM[}
g 'myocardlal mfarctlom heart failure, cerebral:
infarction, hypertensmn dzabetes, and
: 'hem;plegla.; - ; _

ReSident #63 s most recent Mlmmum Data Set
.7 I had an Assessment Reférenca Dats (AR Dy of
.| 02/18/2019 and was coded as a guiarterly - e
- | assessment. Resident #63 was coded with a Bnef o
" | Interview-of Mental Status (BIMS) score of 3 out '
of possible 15 indicative of severe cognitive -

Foamms-aﬁsr{oz-gswmmsvmomm s EvenliDFSXTH U U FaokyID:VAGIO3 © . . If continuation shest Page 12100120 . -
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| .wing.

NAME OF F‘HOWDER DR SUPPLIEH B
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04/05/2019
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. (X4} ID
: PR_EFIX
TAG

'SUMMARY STATEMENT OF DEF!CIENCIES o
. {EACH DEFICIENCY MUST BE PRECEDED RY FULL
REGULATORY OR LSC IDENTIFYING INFGRMATION) -

PREFIX
TAG

- PROVIDEE'S PLAN DFCORREGHON : (%5) .
' {EACH CORRECTIVE ACTION SHOULD BE - | COMPLETION

e CHOSS»REFERENCEDTOTHEAPPROPH!ATE BATE
: DEFIC;ENCY} : : LT

L EBi2

"I service in the dining room, CNA A removed

o Employee C stated " told her to dump the bread
|out, we dont touch the:r food SR

On 4/4/1 9 at 3 Mpm an mtemew was conducted
| "staff wash their hands and put gloves on if they

- jare going to touch food :
N The Administrator and DON were made aware of
- | the facility staff failing to serve food in a sanitary -
" { manner during the end of day meettng held on.
4/4119 at 5:30pm. .

| No iun‘.he; _informa_ﬁdn_was p#ovided;_". .

| Resident #98 ‘was admitted to the facility on

' depressron

Continued From page 121 - - :
impairment. Functional status for bed miobifity, . .

| ransfers, dresssng and personal hygiene were all | -

coded as requiring extensive assistance from -
stafl. Functional status for eating was coded as -
requmng supervtsron from staff. o =

On 4/3/19 at 11 SBPm dunng obsetrvation. of Iunch
Resident #63's sandwich from the bag with her -
ungloved hands. Employse C, Dietary Manager

then walked over fo CNA A and talked to her,
When Employee C was asked what she told her,

with the Director of Nursing regarding meal
service and she stated her expectation is that

2. For Fiesmiant #98 the facnlzty staff falled to
serve icod in a sanitary manner.

2/1519. The resident's diagnoses included but:
were not limited to: heart failure, diabetes, CVA -
(card:ovascular acc:dent) demenﬂa and

Resmﬁant #98‘5 most recent MDS (manlmum data

Fei|

FOFIM GMS 256?(02&9) PrewousVe:sioﬂs Obsolate - 70 - __Evaﬂt_t_D:FBXTﬁ :
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Z(Xz)MULﬂPLECONSTRUG‘I‘iON IR
A BUFLDING '
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F NAMEOFPHOV!DERORSUPPLIER B

. . HER!TAGE HAL!. KING Gsoaas

STREETADDRESS o ISTATE ZIP CODE -
10051 FOXES Wav: .
XiNG GEOBGE VA 22435 Sl

;«) D-
?REFIX

L mae

< BUMMARY STATEMENT QOF [)EFECIENCIES

REGULATGRY OR LSC IDENT IF‘ﬁNG 1NFORMATION) :

{EACH DEFICIENCY MUST BE PRECEDED BY FULL . - '}

PFIEFIX

T.AG__'

. PROV!DER'SPLANOFOORREG‘I‘:ON
{EACH CORRECTIVE AGTION SHOULD BE -

CROSS-REFERENCEDTOTHEAPPFIGPRIATE [ DATE

< - DEFICIENCY) - : SR

1 ff%‘féi?

| Fee
588=D

1+ -I'set) (an assessment tool) w;lh anARD SRR IR
(assessment reference date) of 2/221‘19 was SRS R
codedasan admtssaon assessment The )

-remove Resident #08's plate from the tray with

_iocated R
~{on: 4/4!1 a3 44pm an interview was conducted
wsth o Dlrector of Nursing regarding meal

0 ‘service and 'she stated her expectation is that

: are go:ng to touch food *

- :The Admlmstrator and DON were made aware of

.| manner during the end of day meetmg held on
: 4!4[1 9 at 5: 30prn. L

:No further lnformation was prowded
‘GFR(s): 483.20()(5) 483.70()1)-5)

1 _§483 20(f){5} Resrdent-ldent;f‘ able mformat:on
. I'(i) Afacilty may notrelease mformatton ihat is:
-1 resident-identifiable to the pubfic.’ :
S The facility may release mfoa'matton that ls
- 1 resident-identifiable to an agent only in - I
.| accordance with a contract under which the agent

except to the extent the faczlrty ltSElf |s perrmttad

Coni;nued From page 122

resident was, coded as requiring fimited.
assistance with transfers and personaf hyg;ene
Resident #98 was coded as requiring extensive .
assistance for toiietmg and iota!ly dependeni on.
siaﬁ for bathzng A

On 4/3/19 at 11: 41am durmg observatton of

| Feizl

linch in-the dining room, CNA B was observedto | <

her thumb on ihe top of the plate, where food was

"staff wash their hands and put g!oves on if they

1he facility staff Tailing to serve food in a sanitary

Ras:dent Hecm’ds - Identahabie !nformatzon .

agrees not to use or disclose the information -

L E842

F842

Corrective Action(s):

Resident #63°s Code status has been
clarified and her medical record,
comprehensive care and closet care plan
was comected to reflect her DNR code
status. A facility incident and accident ]
form has been completed for this incident,

. F’ORM CMS-?SBT(OZ 99) Pravm Varsms Obsuie!s S
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| STAT EMENTOF DEF!CIENC!ES (X!) PROVIDERISUPPUEBICLIA RS '(XZ) MULT!PLE CONSTRUCTION . (X3j DATE SURVEY

ANDPIJWOF DORHECTION f‘ T e
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- 04/05/2019

SUMMAHY STATEMENT OF DE?ICIENGiES

“7o1 iy Complete; . v
- (#Hy Accurately | documented

.| (i) Readily accessible; and i
: (lv} Systematlcaliy orgamzed

| (i) For treatment, payment or health care"'

| with 45 CFR 164.506: B R
Lol (i) For pubilc health aetw:tses reportmg of abuse '
o inaglect of domesﬂc vnolence health cwers:ghi

- '.'.:‘§483 70(')(2) The facsllty must keep confldentlal S
I all information contained in the resident's records o
+| regardtess of the form or ‘storage. method of the

‘records, excepl when release is:

HTo the Individual, or thelr res;dent

(i) Required by Law; -

Py

aw enforcement purposes. organ dana’aon
.| purposes, research puitposes, or to coroners, S
| medical examinars, funeral directars, and to avert S
-1 a serious threat to health or safely as pefmztted
by and in comphance with 45 CFF! 164 512

l-j _§483 70{:)(3) Tha fac:iity must safeguard medlca! SR

- {'record mformatmn agamst loss, destrucuon, oF:
" _unauthonzed uset L L

v .§483 70(|)(4) Medicai reccrds must be retaaned

for- - -

s {s) The penod of tifie required by State iaw or

;representatzve where: permntted by appllcabie an o

record filing and missing or inaccurate
code statos documentation. All negative
findings will be clarified and/or corrected
at time of discovery and the aftending
" physician notified of the incident. A
facility Incident & Accident form will be
" completed for each negative finding.

. Systemic Change(s):
The facility policy and procedure has
been reviewed and no changes are
warronted at this time. All licensed
nursing staff and Medical Records clerk
will be inserviced by the DON or regional
nurse consultant on the clinical
documentation standards per facility
policy and procedure. This training will
include the standards for maintaining

" accurate medical records and clinical

documentation to inchide accurate
docurentation of medical information in

- the appropriate medical record and

" maintaining DNR forms and advance

directives in the resident medical record. .

- (xa)m - " " PROVIDER'S PLAN OF CORRECTION -~ |~ piel ..
‘PREFIX | " {EACH DEFICIENCY MUST BE PRECEDED BY Fus | paERx (EACH CORRECTIVE AGTION SHOULD BE . - * “couaenm =
TAG |- REGULATORY ORLSC DENTIFYING WFORMATION) " | ThS CROSS-REFERENCED TO THE APPROPRIATE . |~ DATE. " |
: R R R SR R DEFICIENCY) '
-;F_§42 Conimued From page 123 B ©Fa4g| Ide(tiﬁcatioa of Deficient Practices &
AR to do s0. ‘ “ |, Corrective Action(s):
: R R TR " All other residents may have potentially
- §483 70(1} Medlcal records e s been affected. A 100% audit of ail
1 §483.70(1)(1) In accordance with accepted o resident medical records will be
| professional standards and practices, the facility: | = conducted by the DON, ADON and/or
-{ must maintain medlcal records on each resident- | - Medical Records clerk to identify
thatare- = Rt A A o : residents at sisk for an Inaccurate medical
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. fo PR . . e ) DIRTERTERI Y ENEI R . DEF[CIEM(:Y)--.H R _ :

- HEF!ITAGE HALL KING GEOHGE

. F842 . Monitoring:

R E() Flve years from the date of drscharge when B A | The DON is responsible for maintaining
~{thereis no requirement in State law, or - compliance. The DON, ADON and/or
: (i} For a minor, 3 years after a’ restdent reaches R ~ desigoes will perform weekly chart audits
e Iegal age under Sta{e law. ‘ JUC B coinciding with the care plan calendar to
j : _ S monitor for cornpliance. Any/all negative
= §483 70(0{5} The medecal record must contaln- § '_ S g;‘i“;%sd‘lzm be clarified and corrected at
| (i), Sufficient information to identify the resmient L covery and disciplinary action

will be taken as needed. The results of
this andit will be provided to the Quality
Assurance Committee for analysis and
recommendations for change in facility
policy, procedure, and/or Ppractice,
Completmn ])ate May 20 2819

" | (i) Arecord of the resident's assessments; - R
S| (i) The comprehenswe plan of care and sewtces o
.| provided; - : :

i {iv) The results of any preadmtssuon screenmg
‘|:and résident review evaluations and
| determinations ccnducted by the State R
.71.(v) Physician's, nurse's, and other, lscensed

+| professional's progress notes; and -
| ) Laboratory, radiology and other dlagnnsuc
-+ | services reports as: requ;red under §483.50.
'Thls REQUIREMENT not met as evsdenced

) Based on observa on; staff interview, clemcai
reoord rewew and face!;ty documenlatton the
| record for one resident (Resaden{ #63} ln a.
- sampie saze of 30 remdent' o

jgThez Fiesmlent #63 s 'DNR status was :naccurate

E -The f:n : sngs 1nciuded .

_ Ressdent #63 asa-year old female, was admmed

+ i 1o the facility on 04/02/2015. Diagrioses: mclude | S

.. but not limited to Non-ST efevation (NSTEM%) RO I

myocardtal infarction, heast failure, cerebral SR

-] infarction, hypertensaon daabetes and
] hemlp!egsa. ‘

| Resident #63'5 friost recent Minimurm Data Set
| had an Assessment Reference Date {ARD) ct
| 02/18/2012 and was- codad as a quarterly
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assessment. Resident #63 was coded wnh a Brief
Interview of Mental Status (BIMS) score of 3 out
of possible 15 indicative of severe cognitive
impairment. Functional status for bed mobility, -
| transfers, dressing, and personal hygiene were all
coded as requiring extensive assistance from

| staff. Functional status for eating was coded as

. requanng supetvision from staff. B

On 04!02/2019 at 4 15 PM, the current
physician's orders in the electronic health record
- | were reviewed. - A physician's order dated

- 111/25/2018 documented “F%essdent Hospice care
as of 11/16/18 thospice company name]." A
physician's order dated 11/26/2018 documented
“DNR (do not resuscstate) R
The care pian in the electron:c hea#th record was
reviewed. A problem onsel dated 04/02/2015
documented, "[Resident #63] has an anabsl:ty 10
.1 perform ADLs (Activities of Daily Living) .

" independently secondary to muscle spasms, HTN
{(hypertension), CVA (cerebral vascular accident),

‘| hemiparesis, RAKA {right above-the-knee
amputation}, depressmn Resident refuses meals:
.| &supplements at time.” {sic) One approach"

-t documented for thls problem dacumented “Full
code Y SR

On 04!02!2019 at 4:40 PM an interwew with CNA
C was conducted. When asked where a CNA -
would find out information about how to care for
ﬂesrdent #63, she stated she looks at “the care -
. { plan” that is posted on the inside of Resident

-1 #63's closet door. CNA C and this surveyor then
| entered Resident#63’s room and CNA C then -

* | opened Resident #63's closet door 10 show a.

document entitled, "CNA Care Plan" which
1 included Resident #53's name and room number
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-+ current as of this date: 10-31-18." On the top left

i “Full code.” CNA C then closed the closet door.
" i requested and CNA C stated she would have t'o _

-+ surveyor and CNA C walked to the nurse's
| station. After speaking with a nurse, CNAC went
"'t to Resident #83's room 1o retrieve the' GNA Care

-} Durable Do Not Resuscitate Order and stated to
this surveyor, “Do you realize this resident is on

- | care plan) wasn't updated.”

L and the eiectromc care plan were requested

{ to perform ADLs (Activities of Datly Living)

(handwritter). It also included Resident #63's
needs pertaining to ADLs. On the left hand side of
the paper, it was documented, “information is

side of the CNA Care Plan, it was documented

This surveyor then asked CNA C what Resident
#83's code status was and she stated, "She's a
fuli code.” A copy of the CNA Care Plan was

ask the nurse.

On 04!82/201 9 at approxnmately 4 45 PM this

Plan on the closat door. The staff nurse got
Resident #63's hard chart and displayed the

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 stated, "It {closet

A copy of the Durable Do Not Resuscltate order

On 04102:’201 9 at 4:55 PM, a Durable Do Not .
Resuscitate document was provided. It was dated
11/20/18 and signed by physician, responsible
parly, and a witness. A paper copy of the _
electronic care plan was provided. Undet the
pmblem entitled, "Resident #63] has an inabifity

independently secondary fo muscie 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

. ‘DE - FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIGES . o OMB NO. 0938- 0391
STATEMENT OF DEFICIENGIES . (X1) PROVIDER/SUPPLIER/CLIA . . | (X2) MULTIPLE CONSTRUCTION © - - - {(x3) DATE SURVEY.
] AND PLAN OF CORRECTION : IDENTIFICATION NUMBER: A aumna : | | COMPLETED -
S ST 495300 B-_WiNG 0470572019 .
NAME OF PROVIDER OR SUPPLIER R S smsﬁ'rmness cm' STATE ZIPOODE LT
' T 10051 FOXES WAY
HERITAGE HALL KING GEORGE - : _ KING GEORGE, VA 22485 s .
(4) 15 . SUMMARY STATEMENT GF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION .- | . ey -
PREFIX [EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX . {EACH CORRECTIVE ACTION SHOULD BE - COMPLETION
TAG | BEGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO TI-IEAPPROPHIATE DATE. . -
B BRI oo P, Ll : DEF;CIENCY]
| F 842! Continued From page 126  Fa42

FORM CMS-2567(02-99) Previous Versions Obsolete -

© Evenl I:FXTIS -

Faclity ID: VAQ103

-+ If continuation sheet Page 127 of 129




. DEPARTMENT OF HEALTH AND HUMAN SERVICES' D

" PRINTED: 04/16/2019 -

‘FORM APPROVED. -

CENTERS FOR MEDICARE & MEDtCAlD SERVICES OMB NO, 0938-0391 o
STATEMENT OF DEFICIENGIES - [(X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUGTION (X3} DATE SURVEY " |~
AND PLAN OF CORRECTION - DENTEFICATION NUMBER: A, Buu.ame : COMPLETED -

495300 . . - 1 B. WiNG : :04]05!2019"' B

NAME OF PROWDEH OR SUPPLIER

1085‘[ FOXES WAY

STREET ADDRESS, CITY, srare ZiP oooe B

out and "DNR" was added (handwmten and not
dated or mltlaied) Employee L stated the most

updated version of the care plan is on paper kept |

on the unit, Emp(oyee L stated electronic care
plans (what is seen on the comptster) are updated

- qua;ter[y

On 04!05!19 at 10:10 AM, an snterwew w:th
Employee H, the MDS/Care Plan Coordmator
was conducted. When asked about how to
determine when an intervention on & care plan :
was amplemen%ed Empicyee H stated, “We don't
date interventions.” She went on to say the
intervention either continues or it would be

resolved, When asked about a resolved

| intervention, Employee H stated, "l would delete

" Emptoyee 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,

| When asked abouit the CNA (closet) care plans,

Employee H stated closet care pEans are also
updated as needed

| The facility poilcy entitted “Advanced Directwes
. | was reviewed. Section 7 documented, '

“Information about whether or not the resident

{ has executed an advanced directive shallbe *

displayed prominently in the medical record.”
Section 10 documented, “The plan of care for

. .| each resident will be consistent with his or her

documented treatment preferences and!or
advanced directwe '

In summa;y, there was confEtctmg :nformat:on :
regarding Advanced Directives on the electronic .

care plan, the paper copy cara plan, and :he CNA S

closet care plan for Resident #63.

On 04!05!2019 at approxnmateiy 2:30 PM, the
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