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E 009 | Iniial Comments E 000
An Unannounced Emergency Preparedness
survey was conducted 9/20/22 through 9/21/22
The facility was In substantial compliance with 42
CFR Part 483.73, Reguirement for Long-Term
Care Facilites. No emergency preparedness
complaints wers investigated during the survey,
F 000 | INITIAL COMMENTS F 000
An unannounced Medicare/Medicaid standard
survey was conducted 09/20/20622 through
09/21/2022. Corrections are required for
compliance with 42 CFR Part 483 Federal Long
Term Care requivements. The Life Safety Code
surveyfreport will folow. No complaints were
investigated during the survey.
The census in this 164 certified bed facility was
141 at the time of the survey. The survey sample
consisted of 36 current resicdent reviews and four I e
closed records. : Fs578 . .
F 578 | RequestRefuse/Dsontnue Trmnt;Formite Adv Dir F 578 gg;‘;ﬁg‘;iﬁ;‘;ﬁz:(fn)iimmaﬁOn pasbeen || / f?f/ﬁ;l
§8=D | CFR(s): 483.10(c)(B)(B)(@)(12)()-(v) presented to Resident #R44. That
| information has been reviewed and
§483.10{c)(8) The right to request, refuse, andfor discussed with the resident to ensure that
discontinue Teatment, o participate in or refuse she is able to make an informed choice
to participate in experimenta! research, and to . regarding an advance directive.
formulate an advance directive. ' o
) Ideantification of Deficient Practice(s) &
1 §483.10(c}8) Nothing in this paragraph shouid be } 7+ Corrective Action(s):
construed as the right of the resident to receive [ All Otl?e'r residents may have b.acp
the provision of medical treatment or medical ; pqiemiaﬁy a'fchted'.The AC.ID"SS“.m
: ‘ X Directer and/or Social Services Director
services c?eemed medically unnecessary or : will review all resident’s medicat records
inappropriate. ! to ensure that information has been :
provided to each resident regarding’ '
§483.10(g){12) The facility must comply with the advance directives and information has
requirements specified in 42 CFR part 488, been reviewed and discussed with :
subpart | {Advance Directives). . residents found 1o be at risk. !

MORS OR PRO ISERISUPPLIER REFRESENTATIVE'S SIGNATURE TITLE fﬁ) DATE
_ Qolrniniztlato /299627

Any Jeﬁcaency s emeni ending wﬂh a“: aEtensk {*) denotes a deficiency which the institution may be excused from correcting prowdlng It is determined that
other safeguards provide sufficient protection to the patients . (Sse Insiructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documenis are made avallable to the facifity. if deficiencies are cited, an approvad plan of correction is requisite to continued
program participation,
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[ (i) These requirements include provisions fo

1 inform and provide written information to alt adult
l residents concerning the right to accept or refuse
1 medical or surgical reatment and, at the

i resident's option, formulate an advance direciive.
i (ii} This includes a written description of the
! facility's policies to implement advance directives
and applicable State law,

(iii) Facilities are permitted to contract with other
eniities to furnish this information but are still
jegally responsible for ensuring that the
requirements of this section are met.

{iv) if an adult individual is incapachated at the
. time of admission and is unable 1o receive
information or articulate whether or not he or she
nas executed an advance directive, the facility
may give advance directive information ta the
individual's resident representative in accordance
with State Law,

(v) The facility is not refieved of its obligation to
provide this information to the individual once he
or she is able to receive such information,
Follow-up procedures must be in place to provide
+the information to the Individual directly at the
appropriate time.

This REQUIREMENT is not met as evidenced

by . .

Based on cfinical record review, siaff interview
and facility document review, it was determined
that the facility staff failted to conduct a review of
the advance directive for one of 40 residents in
the survey sample, Resident # 44 (R44).

The findings include:

For (R44) the facility staff failed to evidence
documentation of a discussion regarding advance
directives for Resident # 44,

Systemic Change(s);

The Facility policy and procedurs was
reviewed and no changes are warranted at
this time. The Admissions Director,
Social Worker, and nursing
administration have been inserviced on
the presentation, discussion and review of
advance directive information to residents
or responsible party’s as indicated.

Monitoring:

The Social Services Director is
responsible for maintaining compliance.
The Admissions Director, Social Service
Director will audit all Residents medical
recards monthly fo monitor compliance
for having a current resuscitation arder
and/or advance directive. Anyfall
negative findings will be reported to the
Administrater for immediate corrective
action to include 4n investigation.

Completion Date: §1/5/2022

i
i
|
l

FORM CMS-2567(02-98) Previous Verslons Obsolele

7 Event [D: 47XM11

Facilty ID: VADH15

if continuation sheet Page 2 of 14



' PRINTED: 09/27/2022
DEFARTMENT OF HEALTH AND HUMAN SERVICES

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES _ OMB NO. 0838-0381
STETEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
A, BUILDING
495261 B. WING 09/21/2022
NAIME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
RITAGE HALL LEESBURG 122 MORVEN PARK ROAD NW
HE
LEESBURG, VA 20176
(%4} ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION %5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH.CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR |.SC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY}

F 578 | Continued From page 2 F 578

On the most recent MDS (minimum data set), a
quarterly assessment with an ARD (assessment
reference date)} of 07/12/2022, the resident
scored 15 out of 45 on the BIMS (brief interview
' for mental status), indicating the resident was

| cognitively Intact for making daily decisions.

Review of the facility's "Advance Directive
Acknowledgement” for (R44) dated 08/24/2020
revealed that (R44) executed an advance
directive and provided the facility with a copy of
the advance directive.

The facility's social service note for {R44) dated
(:2/05/2022 documerted in part, "Resident will
remain a DNR code status.” Further review of
the social service note failed to evidence
discussion of an advance directive.

The POS (physician's order sheet) for (R44)
dated "September 2022" documented in part, "0o
Not Resuscitaie (DNR). Order Date: 12/06/20."

| The social service note for (R44) dated
07!18/2022 documented in part, "Resident
rernains & DNR per her choice." Further review
of the note failed to evidence that (R44's)
advance directive was discussed or reviewed.

E On 09/21/22 at approximately 12:28 p.am., an

| inlerview was conducted with OSM (other staff

member) #2, director of Social Services. After

reviewing their notes for (R44} dated 07/18/2022

and the facility's policy for advance directives,

0OSM #2 was asked about the review of (R44's}

advance directive. OSM #2 stated that it was

i discussed, howaver did not have documeniation
of . OSM # 2 furiher siated that if it was not

documented then they coutd not say it was done.
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F 540
55=D

Continued From page 3

The facility's policy "Advance Directives”
documented in part, "18. The interdisciplinary
Team will review annually with the resident his or
her advance directive to ensure that such
diractives are stili the wishes of the resident ...”

On 09/21/2022 at approximately 2:17 p.m., ASM
(administrative staff mermber) # 1, administrator,
and ASM # 2, director of nursing, ASM# 3,
regional VP of operations, ASM # 4, administer in
training and ASM # 5, regional nurse consultant,
were made aware of the above findings.

No further information was provided prior to exit
£ncoding/Transmitting Resident Assessments
CFR(s): 483.20(f)(1}-(4)

§483.20(f) Automated data processing
requirement- B
§483.20(f)(1) Encoding data. Within 7 days after
a facility completes a resident's assessment, a
facility must encode the following information for
sach resident in the facility:

(iy Admission assessment.

{ii) Annual assessment updates. -

(iii) Significant change in staius assessments.
(iv) Quarterly review assessments,

(v} A subset of items upon a resident’s transfer,
reeniry, discharge, and death.

{vi) Background (face-sheet) information, if there
is no admisgion assessment.

§483.20(f)(2) Transmitting data. Within 7 days
after a facility completes a resident's assessment,
a facility must be capable of transmitting to the
CMS System information for each resident
contained in the MDS in a format that conforms to

F 578

F 640

F640

Corrective Action(s):

Resident #2 has had their Discharge MDS
completed to accurately teflect the
resident’s discharge date.

Resident #433 has had their Discharge

" MDS completed to accurately reflect the

resident’s discherge date.

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

All other Tesidents may have potentally
been affected. A review of all current
residents discharged from the facllity in

| the previous 100 days will be completed
" by the MDS$ Coordinator and/or designee

to identify residents af risk. All negative
findings will be reported to the MDS
depariment for immediate correction. A
correction will be completed for each
discrepancy identified on the most cyrrent
MDS. )

ol
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F 640 i Continued From page 4 F 640 Systemic Change(s):
standard record layouts and data dictionaries, The MDS Coordinator has beea H ,5,/ RN
and that passes standardized edits defined by m“gﬁﬁ by Ee Regional Nurse .
CMS and the State. cons on the proper assessment an
coding of afl areas of the MDS to inclode
. . s . the requirements in completing a

?i&d&zo(ﬂf({?)) Trfanirmttal rec]u,a;rements:d Wat‘fhln discharge MDS, Al discharged residents

ays afiera EIC‘:i‘I'[y compietes a r.e5| eni’s . w.ﬂl be reviewed monthly to ensure that a
assessment, a facility must slectronically transmit discharge MDD has been completed.
encoded, accurate, and complete MDS data to
the CMS System, including the following: Monitoring:
{iadmission assessment. The DON and RCC are responsible for
(i} Annual assessment, monitoring compliance. The MDS
(i} Significant change in status assessment. assessment audit will be completed
(iv) Significant correction of prior full assessment. gzigy_tzm;‘”dmg "“I';th theALAleS calendar

o . . nitor for compliance, negative
gvgszg;snrf::{m correction of prior quarterly findings from the andits will be rcT)ortad

. to the DON and RCC at the time of

{vi} Quarterly review.
{vii} A subset of items upcn a resident's transfer,
reentry, discharge, and death.

discovery for immediate correction.
Aggrepate findings will be reported to the
Quality Assurance Commitiee monthly

(viil) Background (face-sheet) information, for an for review, analysis, and
; initial fransmission of MDS data on regident that recommendations for change in facility
: does nct have an admission assessment. policy, procedure, and/or practice.

! H
| §483.20(f)(4) Data format. The facility must ‘ |
transmit data in the format specified by CMS or, Completion Date: 11/5/2022
for'a State which has an aiternate RA| approved )
by CMS, In the format specified by the State and -
i approved by CMS.
% This REQUIREMENT is not met as evidenced
by:
Based on staff interview, clinical record review,
and facility document review, it was determined
the facility staff failed to accurately code an MDS
(Minimum Data Set) assessment far two of 40
residents, Resident #2 and Resident #433.

The facility staff failed 1o code an MDS (minimum
data set) discharge assessment for Resident #2
i and Resident #433.
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The findings include:

1, Resident #2 was admitted te the faciiity on
4121122 and discharged home on 4/27/22.

The most recent MDS (minimum data set)
assessment; a 5 day Medicare assessment, with
an ARD {assessment reference date) of 4/27/22,
coded the resident as scoring a 10 outof 15 on

" the BIMS (brief Interview for mental status) score,
indicating the resident was moderately cognitively
impaired.

Further review of Resident #2's MDS dated
4427122, the last MDS done for this resident
revealed Section AD310 Type of Assessment: £
Entry/Discharge Reporting: revealed coding of 89
(none of the above). MDS Section AZ000
Discharge Date: reveaied no discharge date
entered.

A review of the nursing progress note dated
A127122, revealsd, "Resident discharge home with
family "

An interview was conducted on 9/21/22 at 1:25
PM with RN (registered nurse) #2, the MDS
coordinator. When asked fo review Resident #2's
MDS dated 4/27/22 Section A2000, RN #2 stated,
i yes, there should have been a discharge date
entered there. When asked what standard is
followed for MDS completion, RN #2 stated, we
follow the RAI (resident assessment instrument).

On 821/22 at 2:15 PM, ASM {administrative staff
member) #1, the administrator, ASM #2, the
director of nursing, ASM #3, the regicnai vice
president of cperations and ASM #4, the

i administrator in training.

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
F 640 ! Continued From page 5 F 840
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!
H

Continued From page 6

Areview of the RAl included: "Assessment Types
and Definitions: In order to understand the
requirements for conducting assessments of
nursing home residents, it is first important to
understand some of the concepts and definitions
associaied with MDS assessments. Concepts
and definitions for assessments are only
introduced in this section. Discharge Assessment
refers to an assessment required on resident
discharge from the facility, or when a resident's
Medicare Part A stay ends, but the resident
remains in the facility..."

Ne further information was provided prior to exit.

2. Resident #433 was admitted fo the faciiity on
4/15/22 and discharged on 5/16/22.

The most recent MDS {minimum data sef)
assessment, a 5 day Medicare assessment, with
an ARD (assessment reference date) of 5/16/22,
coded the resident as scoring a2 15 out of 15 on
the BIMS (brief interview for mental status) score,
indicating the resident was not cognitively
impaired.

Further review of Resident #433's MDS dated
5/16/22, the last MDS done for this resident
revealed Section A0310 Type of Assessment: F.
Entry/Discharge Reporting: revealed coding of 89
(none of the above). MDS Secticn A2000
Discharge Date: revealed no discharge date
entered. ~

Areview of the nursing progress hote dated
5/16/22, revealed, "Resident discharge to
assisted living facility.”

F 640
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An interview was conducted on 9/21/22 at 1:25
P with RN (registered nurse) #2, the MDS
coordinator. When asked to review Resident
#433's MDS dated 5/16/22 Section A2000, RN #2
stated, yes, the resident came off of skilled
services on 5/16/22 and transferred to an ALF
(assisted living facility) and there shouid there
nave been a discharge assessment completed
return not anticipated, there shouid have been a
discharge date entered there. When asked what
standard is followed for MDS completion, RN #2
stated, we foliow the RA} (resident assessment
instrument).

On 9/21/22 at 2:15 PM, ASM (administrative staff
member) #1, the administrator, ASM #2, the
director of nursing, ASM #3, the regional vice
president of operations and ASM #4, the
administrator in training.

Areview of the RA! included: "Assessment Types
and Definitions: In order to understand the
requirements for conducting assessments of
nursing home residents, it is first important to
understand some of the concepts"and definitions
associated with MDS assessments. Concepts
and definitions for assessments are only
introduced in this section. Discharge Assessment .
refers to an assessment required on resident
discharge from the facility, or when a resident's
Medicare Part A stay ends, but the resident
remains in the facility...”

Na further information was provided prior to exit.

F 656 | Develop/implement Comprehensive Care Plan F 656
55=D | CFR{s): 483.21(b)}{1)

F636
Corrective Action(s):
Resident #§°s attending physician has

been notified that facility staff fafled to . |1/ / 5// A3
§483.24(b) Comprehensive Care Plans follow the comprehensive eare plan fot

oxygen administration.
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§483.21(b)(1) The facility must develop and
implement & comprehensive perscn-centered
care pian for each resident, consistent with the
resident rights set forth at §483.10(c)(2) and
§483.10(c)(3), that includes measurable
objectives and imeframes to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment. The comprehensive care plan must
describe the foliowing -

(i} The services that are to be furnished to aftain
or maintain the resident’s highest praciicable
physical, mental, and psychoscciat well-being as
required under §483.24, §483.25 or §483.40; and
(i) Any services that would ctherwise be required
under §483.24, §483.25 or §483.40 but are not
provided due to the resident's exercise of rights
under §483.10, including the right to refuse
treatment under §483.10{(c}{5).

{iii) Any specialized services or specizlized
rehabilitative services the nursing faciiity will
provide as a resuif of PASARR
recommendations. If a.fachity disagrees with the
findings of the PASARR, it must indicale its
rationale in the resident's medical record.

(iv)ln consultation with the resident and the
resident's representative(s)-

(A) The resident's goals for admission and
desired outcomes,

(B) The resident's preference and patential for
future discharge. Faclities must document
whether the resident's desire to retumn fo the
community was assessed and any referrals to
locai contact agencies and/or other appropriate
entities, for this purpose.

(C) Discharge plans in the compréhensive care
plan, as appropriate, in accordance with the
requirements set forth in paragraph {c} of this

Identification of Deficient Practices

& Corrective Action(s):

Al residents may have potentially been
affected. A 100% review of all
comprehensive care plans will be
conducted by the DON /desigaes to
identify residents with interventions that
have not been implemented. Negative
findings will be addressed 2t the time of
discovery. .

i Systemic Changes:

The facility Policy and Procedure has
i been reviewed and no changes are
| warranted at this time. The nursing
i assessment process as evidenced by the
¢ 24 Hours Report and documentation i
: the medical record and physician orders
\ } will bo used to develop and revise
| comprehensive plans of care, The RCC,
| IDT and the DON will be inserviced by
| the regional nurse consultant on the
| development, revision and
! implementation process of individualized
care plans.
Monitering:
The RCC and DON are responsible for
maintaining compliance. The DON and/or
RCC will perform care plan andits weekly
coinciding with the care plan calendar to
monitor for compliance. Any/all negative
findings will be reported to the DON/
RCC for immediate correction. Detailed
findings of the interdisciplinary team’s
audit will be reported to the Quality
Assurance Committee for review,
analysis, and recommendations for
change in facility policy, procedure,
and/or practice. )

Completion Date:11/5/2022
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section.

This REQUIREMENT is not met as evidenced
by:

Based on observaiion, staff interview, clinical
record review, and facility document review, it

i was determined that the facility staff falled to

follow the comprehensive care plan for one of 40
residents in the survey sampie; Resident #6.

The findings include:

For Resident #6, the facility staff failed to
implement the comprehensive care plan for
administering oxygen at the ordered rate.

Resident #6 was admitted to the facility on 3/5/20,
On the most recent MDS (Minimum Data Set), a
quarterly assessment dated 9/21/22, the resident
was coded as being cognitively intact in ability to
make daily decisions. The resident was coded as
being on oxygen therapy.

On 9/20/22 at 12:30 PM and $/21/22 at 8:05 AM,
Resident #6 was observed in bed; wearing the
nasal cannula for the oxygen. The oxygen
concentrator was set for 2.5 liters per minute.

Areview of the comprehensive care pian
revealed one dated 3/5/20 for "At risk for
respiratory/cardiac compiications...." This care
plan included an intervention dated 12/12/21 for
"02 per order.”

A review of the clinical record revealed a
physician's crder dated 12/21/21 for "02 (oxygen)
on 2L (two liters) via NC (nasal cannula) cont
{continuous).”

On 9/21/22 at 8:10 AM an inierview was

F 656
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conducted with 1PN #3 (Licensed Practicai
Nurse). She stated that the resident's oxygen
rate shouid be at 2 liters. She observed the
oxygen concentrator and verified it was set at 2.5
liters. She adjusted the rate. When asked if the
care pian for administering oxygeh at the
physician ordered rate was heing followed, she
stated that it was not.

The facility policy "Care Plans, Comprehensive
Person-Centered" was reviewed. This policy
documented, "A comprehensive, person-centered
care plan that includes measurable objectives
and timetahles to meet the resident's physical,
psychosocial and functionat needs is developed
and impiemented for each resident,

0On 9/21/22 at 1:05 PM, ASM #1 (Adminisirative
Staff Member) was rmade aware of the findings.
No further information was provided by the end of
the survey.

Respiratory/Tracheostomy Care and Sucticning
CFR{s); 483.25(i)

§ 483.25(i) Respiratory care, including
tracheostomy care and trachea! suctioning.
The facility must ensure that a resident who
needs respiratory care, including tracheostomy
care and tracheal suctioning, is provided such
care, consistent with professional standards of
practice, the comprehensive persen-centered
care plan, the residents’ goals and preferences,
and 483.65 of this subpart.

This REQUIREMENT is nof met as evidenced
by:

Based on observation, staff interview, clinical
record raview, and facility document review, it
was determined that the facility staff failed to

F 656

Fegs

F695

Corrective Action(s): -
Resident #6°¢ attending phyéician has
been notified that the facility staff failed

to prm_rz'dc oxygen to the resident at the
preseribed flow rate,

! i[s'];@\

Identification of Deficient Practices &
Corrective Action(s):

All residents receiving oxygen therapy may
ha\l.c petentially been affected. A 100%
review of all resident’s oxygen orders wiil
?)e conducted by the DON/designee to
identify residents at risk. Residents found 1o

bf: at risk will be corrected at the time of
discovery. o

FORM CMS-2567{02-89) Previous Versions Obsolete

Event [D:47XM11

Faclity ID: VADH15

If continuation sheet Page 11 of 14,



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/27/2022

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ] OMRB NO. D838-0381
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIERICLIA (%2) MULTIPLE CONSTRUCTION _ {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFIGATICN NUMBER: A BUILDING COMPLETED
495261 B WING 09/21/2022
NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, CITY, STATE, ZIP CODE
AGE HA URG 122 MORVEN PARK ROAD NW
HERITAG LL LEESB
; {EESBURG, VA 20178
X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETICN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY) :
F 895 | Continued From page 11 F 895

administer oxygen at the physician ordered rate
for 1 of 40 residents in the survey sampie;
Resident #6.

The findings include:

For Resident #5, the facility staff falled to
administer oxygen at the physician ordered rate,

Resident #5 was admitied to the facility on 3/5/20.
On the most recent MDS {(Minimum Data Seti), a
guarterly assessment dated 9/21/22, ihe resident
was coded as being cognitively intact in abiiity 1o
make daily decisions. The resident was coded as
being on oxygen therapy.

A review of the clinical record revealed a
physician's order dated 12/21/21 for "02 {oxygen)
on ZL (iwo liters) via NC (nasal cannula) cont
{confinuous).”

On 9/20{22 at 12:30 PM and 9/21/22 at 8:05 AM,
Resident #6 was observed in bed, wearing the
nasal cannula for the oxygen. The oxygen
concentrator was set for 2.5 liters per minute.

On 9/21/22 at 8:10 AM an interview was
conducted with LPN #3 (Licensed Practical
Nurss). She stated that the resident's oxygen
rate should be at 2 liters. She observed the
oxygen concentrator and verified it was setat 2.5
lters. She adjusted the rate. When asked how is
the rate read, she stated that the ball is set at the
line for the ordered rate, with the line crossing
through the center of the ball. When asked if
physician's orders for oxygen being followed, she
stated it was not. i

Areview of the comprehensive care plan

Systemic Change(s):

The facility policy and procedure for
Osygen administration and
documentation of oxygen administration
have been reviewed and no changes were
warranted at this time. All licensed
nursing staff will be inserviced on the
faciiity policy and procedure for accurate
oxygen administration and documentation
per physician order.

Monitoring:

The DON is responsible for maintaining
compliance. The DON/designee will
perform daily andits of al} residents using
oxygen (o monitor for compliance. All
negative findings will be corrected at time
of discovery and appropriate disciplinary
action will be taken as needed. Alj
negative findings will reported to the
Quality Assurance Committee for review,
analysis, and recommendations for
change in facility policy, procedure,
and/or practice.

Completion Date: 11/5/2022
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revealed one dated 3/5/20 for "At risk for
respiratory/cardiac complications...." This care
plan included an intervention dated 12/12/21 for
“O2 per order.”
The faciiity policy "Oxygen Administration” was
reviewad. This policy documented, "1, Verify that
+here is & physician’s arder for this procadurs, |
i Review the physician's orders of facifity protocol !
for oxygen administration.”
On 9721122 at 1:05 PM, ASM #1 (Administrative
Staft Member) was made aware of the findings. - 1
No further information was provided by the end of
the survey.
F 812 | Food Procurement, Store/Prepare/Serve-Sanitary F8i2
838=E { CFR(s): 483.80()(1)(2}

§483.50(1) Food safety requirements.
The facility must -

§483.680(i)(1) - Procure food from sources
approved or considered salisfactory by federal,
state or local authorities.

(i} This may inciude food iterns cbtained directly
from iocal producers, subject to dpplicable State
and jocal laws or reguiations.

{ii) This provision does not prohibit or prevent
facilities from using produce grown in facility
gardens, subject to compliance with applicable
safe growing and food-handling practices.

(iii) This pravision does not preclude residents

£483.60(1}2) - Store, prepare, distribute and
serve food in accordance with professional
standards for food service safely.

This REQUIREMENT is not met as evidenced

|

from consuming foods not procuréd by the facility,

E812

Corrective Action(s):

The open box of dinner rolls was
discarded by staff during the survey.

Idertification of Deficient Practices &
Corrective Action(s):

The food service manager will inservice
dietary staff on the safe and sanitary
handling of food to inciude the
appropriate storage of bulk boxes of food
that have been opened.

Systemic Change(s):

Current facility policy & procedure has
been revigwed and no changes are
warranted at this time. The consuiting
Registered Dietician and/or Dietary
manager will inservice the dietary staff on
the proper preparing, storing and
distribution of food under sanitary
conditions.
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by:

Based on observation, staff interview, and facility
documenit review, it was determined that the
facility staff failed to sfore food in a sanitary
manner in 1 of 1 facility kitchens.

The findings include:

On 9/20/22 at 12:15 PM, a tour of the facility
kiichen was conducted with OSM #1 (Other Staif
Member) the Dietary Manager. In the walk-in
freezar, a box of dinner roils was noted to have
bean opened, and the bag inside with the dinner
rolls was left open o air, exposing the tolls to the
freezer environment. When asked if the box
should be left open, OSM #1 stated that it should
be closed and sealed. He removed the box and
discarded it.

The facility policy, "Cost Containment - Food
Storage: General” was reviewed. This policy
documented, "8. All foods that hatve been opened
and partially used shal be dated and sealed
before retumning to 2 storage area.”

On 9/21/22 at 1:05 PM, ASM #1 (Administrative
Staff Member) was made aware of the findings.
No further infommation was provided by the end of
the survey.

The Dietary Manager is responsibie for
maintaining compliance. The Foed
service manager/designee will complete
random reviews of food storage in the
dietary department not less than 3 times
weekly to monitor for compliance, The
results of these audits will be reported to
the Qualily Assurance Committec for
review, nnalysis, & recommendations for
change in facility policy, procedure,
and/or practice.

Completion Date: 11/5/2022
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