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E 000 Initial Comments E 000
Preparation and /or execution of thi is plan
An unannounced Emergency Preparedness does not constitute admission or
survey was conducted 1/10/18 through 1/11/18 agreement with the provider of truth of the
and 1/16/18. Corrections are required for facts alleged or conclusion set forth on the
“compliance with 42 CFR Part 483.73, statement of deficiencies. This plan of
Requirement for Long-Term Care Facilities. One correction is prepared and /or executed
complaini{s) was investigated during the survey. solely because itis required by the :
E 035 LTC and ICFAD Sharing Plan with Patients E 035 provisions of federal and state faw, ;
sa=F CFR(s): 483.73(c){8} :
E 035
[{c} The [LTC facility and ICF/IID] must develop
and r‘na*‘*a‘q an emergency prep aredness 1 Emergency Preparedness
communication plan that complies with Federal, Plan o
S} 4 loca! laws and must be reviewed and é “qu”gﬂ‘fﬂhs regarding
ast annually.] The communication evidence of documentation
ude all of the following: that the communication phan
included a method for sharing
m the the information with
ermined residents/clients and their
and the'r families or representatives per
cad regulation 1/22/2018
ad on staif interview and facility documnent 2. Quality review of
review it was determined, the facility staff falled 1o Emergency Preparedness
have a complate emergency preparednass plan. Pianirequiremelm regarding
ridenc " e i
The facility staff falled to provide evidence of fga?;gbe Ofdocu.n‘efm@i?“
documentation that the communication plan ' : ¢ communication plan
included a method for sharing information from mc!.uded a method for sharing
the emergency plan, that the facility had the information with
determined Is appropriate, with residents or residents/clients and their
clients and their families or representatives. families or representatives per
regulation completed by the
The findings include Executive Director (ED)/
On 1/11/18 at approximately 11.00 a.m. a review designee.
of the facility's emergency ueparedness plan was
LASORATRR PRIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE [¥X8; DATE

WD

Exetochive Tivee-toy

Ay deficisncy statemant endin with an asterisk ") danoles a def iency which the institution may be excused from correcting providing it is determined that
Any deficiency ] YV

other safeguards provide sufficient protection to the patients. (Sze
fotio wing the date of survey whether or not a plan of correction is provided
days following the date these decuments are made gvailable to the fac
program participation.
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E 035 Continued From page 1 £ 035 3. ED re-educated by the
conducted. Review of the facility's emergency Regional Vice President of
preparedness plan failed to provide evidence of Operations (RVPO) ensuring
documentation that the communication plan Emereency Preparedness
included a methoed for sharing information from SRR I?C é
the emergency plan, that the facility had Pifm requirements regarding
determined is appropriate with residents or clients evidence of documentation
and their families or represeniatives that the communication plan

' included a method for sharing
On ?/11/1:8 at 535 p.m. an end. qf dag meetxrﬁg the information with
was conducted with ASM (administrative staft residents/clients and their
" o 13 3 & “ i - [% "
member) #1, the administrator, and ASM #2, the famili  enresentatives i
dzr‘cctm of nursing. ASM #1 was asked to provide amtlies or representatives is
evidence that facd ity residents, family members completed annually per
and/or respo sible parties had been provided regulation.
the information .\,gard ing the facility emergency
preparedness pf 4. ED/designee to conduct
, 4 ASM £ quality monitoring of N
1R S,Q = ¥ R L 3ot L ot v
Cr 118018 at 12:20 p.m. ASM #1 stated that she Emergency Preparedness
did f‘em provide any trcf ining to the residents, Plan to en:ure Emeraency
d SHIC : 4
farily members and / or responsible partms > | e
ASM #1 further stated, "l need to work on this Pxepé‘edness Plan
{the Fﬂr ility emergency p; eparedness pl an) = itlls requirements regardmg
more.” evidence of documentation
that the communication plan
Nodfur;?er nformation was obtained prior to the included a method for sharing
end of the survey process. . .
. o1 the survey proc o the information with
FE 0368 EP Training and Testing E 036 /
. 0 residents/clients and the
ss=r CFR{s) 483.73(d) .
' families or 1'epresematwss 15
{d) Tralning and testing. The [facility] must CO‘UP}e‘ied annually per
de evelop and maintain an emergency regulation weekly x 2 weeks,
preparedness training and testing program that monthly x 2 months, then
based on the emergency plan set forth in
paragraph (a) of this section, risk assessment at
paragraph {a)(1) of this section, policies and -
procedures at paragraph (b) of this section, and .
the communication plan at paragraph {c) of this
section. The fraining and testing program must
FORM CMES-Z587{02-89) Previous Varsions Obsolete Event [D:727W1 Facility [T VAGGOS
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be reviewad and updated at least annuall
*EFQr *’“'/ HDs at §483.475(d)] Training and

testing. The ICF/AID must develop and maintain
an emerg«;«;my preparadnass training and testing
program that is based on the emergency plan set
forth inn paragraph (a) of this section, risk
assessment at paragraph (a){1) of this section,
policies and procedures at paragraph (b) of this
section, and the communication plan at
paragraoh (¢} of this section. The traning and
testing Bmgram must be reviewed and updated al
least annually. The ICF/HD must meeat the
requirerments for evacuation drills and trai

fcies ;/{“fe;

'%3} of this section, an d hﬂ communicatior
paragraph (u of hs seclion. Thaira; ning, testing
and arientation program must be reviewed and

updated at least annually. ,
This REQUIREMENT is not met as evidenced
by:

Based on staff interview and facili cument
review it was determined the facility staff failed to
have a complate emeargency preparedness plan,

The faciiity staf
dm umeniat
fraining 2
:eqwrcmc nts ﬂf th
documeniation that the

rovide evidence of
Pide h:x ) \.jf‘(ften
s the

quarterly and PRN and
indicated.

Findings to be reported to
QAP committee mom} ly and
updated as indicated. Quality
monitoring schedule modified
based on findings.

5. Date of Compliance: 3-2-18
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£ 036 Continued From page 3 £ 038
program has been initiated for all stafi in the E036:
facility.
. Emergency Preparedness
he findings include: Plan requirements regarding
Orn 1/11/18 at approximately 11:00 a.m. a review i\f!@ﬁm@ 0fd0cu_m@t9fzon
of the facility's emergency preparedness plan was Fﬂat the communication plaln
conducted. Review of the facility's emergency included a m‘ethoq for sh_a‘m‘xg
preparedness plan falled to provide evidence of the information with facility
documentation that training and testing had been staff annually per regulation
conducted for the facility emergency plan. 1/23/18.
On 1/11/18 2t 5:35 p.m. an end of day meeting Quaiit\} review of
was conducted with ASM (adminisirative staff ; I
member) #1, the administrator, and ASM #2, the Efnergena;y Prepamdnessﬁ
director of nursing. ASM #1 was asked to praw ide Plun requirements regarding
evidence thal training and testing had been evidence of documentation
conducted ’L; the facility for the emergency that the communication plan
preparedness plan. included a method for sharing
116/18 at 12:20 p.m. ASM #1 stated that Ira . the information with fa m;
an testing had not begfﬂ nduméd. ASM # g statf annually per reguizz'{;m
further stated that she did not have a sa%'cy completed by the F\:’maitwe
regarding the emergency preparedress plan. Director (ED)/ designe
No further information was obtained prior fo the 3. ED re-educated by the
end of the survey process. Regional Vice President of
F 000 INITIAL COMMENTS F 000 Operations (RVPO) ensuring
Emergency Preparedness
n ungnmmmed Medicare/Medicaid abbreviated | Plan requirements regarding
C?’;?ﬁlzjzizuiﬁgfss g?i?{ug;? 1(; i 0”55 through evidence of documentation
/1118 an /18. Significant corrections are e o atian
required for compfiancegwith 47 CFR Part 483 «?hat the communication p!a‘n
Federal Long Term Care requirements included 2 method for sh‘a;‘mg
Immediate Jeopardy was identified in the area of the information with facility
Quality of Care at F 689 at a Scope and Severity > staff is completed annually
of pattern, level 4, and which constituted per regulation.
Substandard Quality of Care. Asecond

FORM CIMS-2567(02-99) Previous Varsions Qbsclets Event 1R 727WH1
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sg=g CFR(s): 483.12(a)(3)(4)
§483.12(a) The facility must-

§463.12(a)(3) Not employ or ctherwise engage
individuals who-

(i) Have been found guity of abuse, negiect,
axploltation, misappropriation of proparty, or
mistreatment by a court of law;

(iiy Have had a finding entered into the State
nurse aide registry concerning abuse, neglect,

L

STATE HCIES (1) PROVIDERUSUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3} DATE SU
AND P IDENTIFICATION NUMBER. ABULDING COMPLETE
C
495382 BOWING 01/16/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiF COCE
ASHLAND NURSING AND REHABILITATION 906 THOMPSON STREET
i
T E ASHLAND, VA 23005
SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDE SLAN OF CORRECTION
(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
REGULATORY OR LSC IDENTIFYING INFORMATION] TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICENCY]

F 000 Continued From page 4 F 000 4 ED/designee to conduct
irmmediate jeopardy was identified in the area of quality monitoring of
Nursing Services at F 729 ata Scope and Emergency Preparedness
Severity of patiarn, level 4. CoET o

everly of patiern, level Plan ensuring Emergency

N Ly Yo B ayre § e 3 <
The census in this 190 certified bed facility was Prepareduess Plan
185 at the time of the survey. 1he standard requirements regarding
survey sample consisted of 6 current residen evidence of documentation
reviews (Residents #2 through #5) and 1 closed that the communication plan
record reviews (Resident #1). The expanded included a method for sharing
survey sample consisted of the 5 current residant the information with faciliny
reviews (Residents #2 through #5). P , ’
stalt is completed annually

At the end of the findings!
After accepting the plan for removal of the first
Irmmediate Jeopardy in the arga Quality of Care F
680 from the Administrator, and datermining that e ekl x 2
e Immediate Jeopardy was removed, the per reculation weekly X «
e Immediate Jeopardy was removed, e © hly x 2 the
deficiency was assigned a Scope and Saverity weeks, montiiy X)emf{m 5,
leval of isolated, leve! 3 pattern. After accepting then quarterly and PRN and
the plan for removal of the sacond Immediatg indicated.
:Jeapa‘rcy in tﬁelarea of Nursmg Serj\x}cessr 7’%@ Findings to be repoﬂed to
from the Administrator, and determining that the QAPI committee monthly and
Immediaie Jeopardy was removed, ihe deficiency ' C T

O e Y DVED, I BT updated as indicated. Quality
was assigned a Scope and Severity of . hedul dified

i ‘g sc 5} i
w;despread} laveal 2. monitorng sge wule modiied

£ 06 Not Employ/Engage Staff w/ Adverse Actions F 608 based on findings.

5. Date of Compliance: 3-2-18

FORM CMS-2567(02-63) Previous Varsions Obsolele Event 1D 727W11
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F 606 Continuad From page 5 F 606
expio%ta*im mistreatment of residents or
misappropriation o their property; or F606:
) Have a disciplinary acltion in effect against his
1 her professi ional license by a state licensure 1. Identified Certified Nursing
:}ocy as aresultof a ;nndmg of abuse, neglect, Assistant (C.N.A)’s
f‘xp Op,;r;(;:an?r}sfg dr;n ?gér?tTgfgp(jef?;S - cemﬁcation veriﬁcaﬁ;ion
obtained and placed in the
§483.12(s)4) Report to the State nurse aide employee file 1/11/18.
registry or licensing authorities any knowledge it Idem?ﬁed CNAs pending
has of actions by a court of law against a iolation documents obtained,
* ,» which would indicate unfitness for vahdated!addres;ed and
Q jﬁ;/SEmge;;g’cfzf;Z(;Fgflr;z:ifﬁeu placed in ythe employee file
S S /11/18. Identified C.N.A’s
criminal background
checks/Virginia State Police
" obtained and placed in the
b}‘ faili rU TO iire emp oyee file 1/11/18.
qouto CNAs
e 5
ot Y EX wat €”‘
o r:ai ’Da kground ¢© of
hi
1. The faciiity staff failed {0 obtaln certification
ve rﬂcs tion for saeventean out of 79 currently
employed CNAs (certified nursing assistant).:
Scxmmeen out of the 72 currently emp o;v.—:d
CHAs had expired certifications in their employee
iz, The CNAs included CNA#3, CNA#5, CNA
#7 and CNA#18 through 32.
2. The facility staff failed to obiain certification
verifications prior to hire for thres of 79 currently s
employed CNAs, CNA#3, CNA#10 and CNA
#11. All three CNAs were found to have a
pending violation against their certification and
FORM CMS-2567{02-98) Previous Versions Obsolete Event D:727W11 Facility [0 VADOOS If continuation sheet Pags 6 of 107




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

NTED: 02/02/ :frm;
FO%\M ﬂx” ROVE
OMB NO. 0938 —039%

MENT OF DEFICIENCIES (X1 PROVIDER/SUPPLIER/CLIA

LAM OF CORRECTION IDENTIFICATION NUMBER:

495362

(X2} MULTIELE CONSTRUCTION (X231 DATE SURVEY
A BUILDING COMPLETED
C
\A!‘\G
' 01/16/2018

HAKE OF PROVIDER OR SUPPLIER

ASHLAND NURSING AND REHABILITATION

STREET ADDRESS, CITY, STAT
906 THOMPSON STREET
ASHLAND, VA 23005

E, ZiP CODE

SUMMARY STATEMENT OF DEFICIENCIES

D PROVIDER'S PLAN OF CORRECTION

g
ect

were providing dir are to residents.

3. The facility staff falled to obtain criminal
background checks from the Virginia State Police
within thirty days of hire for two of 79 currently
employed, CNA#3 and CNA #10

The findings include

-

. On 110/18 at 1:15 p.m., survayors entered ths
acility to investigate a two-day c@mpia;r‘ During
h course of investigation, an immediate

ecpardy was identified and a substandard review

8 nd expanded survey was initiated.

ot by

Part of tl“m @ubsfaﬂdas‘d review is to ensure gl
ou tified r'urs'hg
s%snc“ :t*; have Fb”} \try \Jarff‘xz,a nofthe

c A Efat o* currently employed CNAS
/ 5:30

ed F10/718 at approximaialy
helr en mioyee file.

Jn :/T 118 at approximately 9:0 , feview of

CNAempl yee files was ¢ onducted. Less
tnaw 50 percent of the 79 currently employed
CNAs had an up-to-date certification in their
employse fila,

On 11118 at 16:44 a.m., an intervisw was
conducted with OSM {cther slaff member) #2, the
human resources director. When
responsible for ve *'fy‘ng certifications, OSM #2
stated she verified certifications. When asked
about the process foliowad for verifying
certifications, OSM #2 stated when a future
employse fills out an application, she will decide
from the application if they are a good fit for the
company. She will then have the applicant come

asked who was

{EACH DEFICIENCY IMUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 8E FLE
REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEEICIENCY)
F 806 Continuved From page 6 F 606

2. A quality review of current
CNA employee files by the
Human Resources
Coordinator (HRC)
completed to ensure CNA
certification verification is
current, pending violation
documents obtained and
addressed as applicable and
validated by Executive
Director (ED)/Director of
Nursing Services (DON) with
documentation in the
employee file per regulation.
CNA’s without a current
certification and/or pending
vielations to be removed
from the schedule until
certification and/or pending
violation documents obtained
and val lidated by the
ED/DON with documentation
in the employee file per
regulation prior to accepting
an assignment,

FORM CMB-2387

12-99} Previous Versiens Obsclete

Event 1D 727w 11
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(Director of Nursing). OSM #2 stated she vl
then run o background check and if the
background check comes out clean, she will run
their certification. When asked if tnere were any
other times, she would verify certifications, OSM
#2 stated she has a computer Sysvem \QayrciH
program) that alerts her when an empi loyee's
fification neads {o be verifled. When as ked
why certifications need to be verified, OSM #
stated ceriffications need fo be verified to ensure
that certifications are nol e<p§red and o ensure
th@m are no v%@'a‘i'@rm against the certification.
ications should be fi !ea“,
'fi ﬂe*‘fz ications should be filed in the
. OSM 2 dated she would t,ry to

W‘s fination

?eu ot cu;{er“ car ?-etC?i
ep artrent of health professions website. OSM
5 stated if a current ceriification was notin the
employes file o in the stack of paper justgivento
this writer, then she did not have them.

On 1/11/16 at approximately 3:00 p.m., review of
the stack of CNA cerii?icaiioﬂs was conducted.
Seventaen out of the 79 currently employed
CNAS did not have their cerification verffied.
Sev nteen out of the ?‘% current CNAs had
xpired certifications in their employee file. The
CNAQ included CNA ﬁB CNA#5, CNA#7 and
CNA#19 through 32. Review of the as-worked
schedule from the past two weeks pricr to
enfrance, revealed that the 17 CNAs identified

(X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (%3] DATE SURVEY
INEMTIFICATION NUMBER: A BUILDING ' COMPLETED
C
495362 B WING .. 01/16/2018
STREET ADDRESS, CITY, STATE, ZIP CODE
ASHLAND NURSING AND REHABILITATION 906 THOMPSON STREET
e . ' ASHLAND, VA 23005
SUMMARY STATEMENT OF DEFICIENCIES jin] PROVIDER'S PLAN OF CORRECTION
(EACH DEFICIENCY tMUST 8E BRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION 8H HOULD BE
REGULATORY OR LSO IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
F 606 Continued From page 7 F 606
in‘o the facility to infroduce them to the DON

A quality review of current
CNA employee files by the
HRC completed to ensure
criminal background
checks/Virginia State Police
is current, and validated by
ED/DON with documentation
in the employee file within 30
days of hire. CNAs withouta
current criminal background
check to be removed from the
schedule until a background
check is obtained, and
validated by the EID/DON
with documentation in the
employee file prior to
accepting an assignment
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FORM ChAS-2567(02-98) Previous Versions Obsclete

F 8068 Continued From page 8

had been directly working with residents and
providing care.

On 1/41/18 at 4:00 p.m., facility staff presented
current certification verifications of the identified
17 CNAs. The certifications were printed from
the DHP (Departmant of Healin Professions)
website on 1/11118. Al ideniified CNA's had a
current ceriification,

On 1/11/18 at 4:44 p.m, an interview was
conducted with ASM #1, the a ministrator. ASM
#1 gtated the human resources director was
sible for verifying certifications. Wnen

sions should be verie
« :ntand in gl
1 #1 stated cerl i
checked be her interview with the applicant
ASM #1 stated she cannot interview tha applicant
without the employee file and a copy of thelr
current certification. ASM #1 st v all ChAs
should have & current certification in thel
employee file.

On 1/11/18 at 4:44 p.m., ASM {(administrative
staff member) #1, the administrator and ASM#2,
the DON {Director of Nursing) were made aware
of the above concerns.

2. The facility staff falled to obtain certification
verifications prior to hire for three of 7¢ currently
employed CNAs, CNA#3, CNA#10 and CNA
#11. All three CNAs were found to have &
pending violation against their certification that
had not been investigated by administration. Al
three CNAs had directly worked with residents by

© PROVIDER'S PLAN OF CORRECTION
EDED BY FULL PREFI (EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
3. HRC re-educated by the
F 806

ED/DON/designee regarding
ensuring CNA certification
verification is current,
pending violation documents
reviewed/addressed as
applicable and validated by
the ED/DON per regulation
prior to accepting an
assignment ensuring CNAs
are screened for Abuse.
HRC re-educated by the
ED/DON/designee regarding
new CNA applicant’s
certification verification to be
reviewed, pending violation
documents )
reviewed/addressed as
applicable and validated by
the ED/DON per regulation
upon hire and prior to
extending an offer of
employment to ensure
applicants are screened for
abuse.

HRC re-educated by the
ED/DON/designee regarding
ensuring criminal background
checks/Virginia State Police
is ohtained, placed in the

- employee file and validated

by ED/DON within 30 days

s of hire to ensure employees
are screened for abuse.

HRC re-educated by the
ED/DON/Designee regarding

Event 107271
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F 606 Continued From page 9
providing care.

On 1/11/18 at approximately 9:00 a.m., raview of
CNA#3's employee file was conducted. CNA#3
did not have a current certification in her
employee file. CNA#3's hire date was 8/19/17.

On 1/11/18 at 10:44 a.m., an interview was
conducted with OSM (other staff member) #2, the
human resources director. When asked who was
responsible for verifying certifications, OSM #
stated she verified certifications. When aS&éd
about the process followed for verifying
ceriificaﬁ ng, OSM #2 stated when a future
mployee fills out an application, she will decide
f:um the application if they are & good fit for the
company. She will then have the applicant come
into the facllity to infroduce them to the DON
{Director of Nursing). OSM #2 stated she will
E%Cﬁ run a background check and if the
\karou d check comes out ¢lean, she will run
their certification.  VWhen asked why ceriifications
ed to be verified, OSM #2 stal ad certifications
C’ to be verifisd to ensure cerlifications are not
expired and to ensure there are no violations
against the certification. When asked where
certifications should be filed, OSM #2 stated
certificat ons should be filed in the emp?o,feo s
fila. !

On 1/11418 at approximately 3:00 p.m., OSM#2
handed this writer a stack of certifications that
were verified on 9/9/17 through 9/10/17. OSM #2
stated she had realized some CNAs had expired
certifications in thelr employee file and she had
printed out current certifications from the
department of health professions website. CNA
#3's current certification could not be found in the
stack of certifications. OSM #2 stated if a current

F 6086

CNAs whose certification is
due to expire within the
month are to be provided a
letter requiring signature
communicating certification
renewal due date with
documentation in the
employee file. CNA’s
without proof of current
certification to be removed
form the schedule until proof
of current certificatiomnis
provided and validated by the
ED/DON with documentation
in the employee file.
ED/DON to be provided a list
monthly with identified
CNAs.

Human Resources re-
educated by the
ED/DON/designee regarding
responsibility for maintaining
the appropriate
documentation in the CNA
employee file and providing a

_copy of the Quality Monitor

monthly to the DON and ED.
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F 606 Continued From page 10
certification was not in the employee file or in the
stack of paper ju:;t givan to this writer, then she
did not have them

On 1/11/18 &t 4:00 p.m., facility staff presemced
the current certification verification for CNA#
The certification verification was printed from t’ne
Depariment of Heslth Professions Website on
171112018, CNA#3 had a pending violation
against her ceriification that had not been
resolved by the Board of Nursing. The following
yas documented on CNA#3's certification:
*Additional public information: YES."YES”
s that there is information the Department of
make available to the public
54 1-2400. G Tha Code of Virginig,
hat Uz  TizY alse Ingl udz
h s finding of no v

Hestth must
it

olation

‘f«cb made.

On 111116 at 220 p.m., furthar interview was
conducted with >8'1/“ 3‘% 1‘ OSM #1 was asked
about the process followed if she were to verify a
CNA's certification and found a "YES" on their
certification indicating that there may be a
pending violation against their certification. OSM
i1 stated she would not know what to do at that
time. OSM #1 stated she would go to the DON
about the cem%df on. OSM #1 stated the
pending violation may also need to be
investi gatﬂ.a by the administraior. OSM #1 could
ot recall g time when a CNA had a pending
violation against thelr cerlification.

On 1/11/18 at 4:23 p.m., an interview was
conducted with ASM (administrative staff
member) #2, the DON. The DON was asked
about her involvement in the hiring and

F 606

N

'

1. HRC/Designee to conduct
random quality monitoring of
C.N.A employee files to
ensure certification
verification is current, located
in the employee and validated
by the ED/DON upon hire to
ensure employvees are
screened for abuse per
regulation 2 times a week for
4 weeks, weekly x4 weeks
then monthly, PRN and as
indicated.
HRC/Designee to conduct
random quality monitoring of
CN.A employee files to
ensure new CNA applicant’s
ertification verification
reviewed and validated by the
ED/DON upon hire and prior
to extending an offer of
employiment to ensure
employees are screened for
abuse per regulation weekly x
4 weeks, twice monthly x 4
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cerification verification process. ASM #2 stated
after the application was reviewed by human
resources, she would have the applicant come in
for an interview and introduce the applicant to the
administrator. ASM #2 stated if they liked the
applicant, they would run & background check. i
the background check was clean, ther human
resources would verify the certification. ASM #2
stated the administrator would make the final
decision to hire an applicant. ASM #2 was not
aware of a time where they hired an applicant
with a pending violation against their certification,
ASM #2 could not recall verifying CNA #3's
dieation., ASM #2 stated fa CNAhad a
inlation, it would be he zdminisirator's

ensure & cert
good-standing, ASM =1
should be checked befor
applicant. ASM #1 stated she cannot interview
the applicant without the employea file and a copy
of their current certification. ASM #1 stated all
CNAs should have a current certification in their
employse fite. When asked about the process
followed if a CNA had a pending violation against
tneir certification, ASM #1 stated her decision {0
hire an applicant would depsnd on the violation.
ASM #1 stated if the violation were stili pending,
she would not hire that person until she found
additional information from the Board of Nursing.
When asked if she had recently hired a CNA that
had a pending violation against thelir certification,

(EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFI (EACH CORRECTIVE ACTION SHOULD BE

GEGULATORY OR LSBT IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 808 Continued From page 1 805

weeks, then monthly, PRN
and as indicated.
HRC/Designee to conduct
random quality monitoring of
CN.A employee files to
ensure criminal background
checks/Virginia State Police
is obtained, placed in the
employee file and validated
by ED/DON within 30 days
of hire per regulation to
ensure employees are
screened for abuse 2 times a
week for 4 weeks, weekly x4
weeks then monthly, PRN
and as indicated.
HRC/designee to conduct
random quality monitoring
regarding CNAs whose
certification is due for
renewal within the month are
to be provided a letter
requiring signature
communicating certification
renewal due date with
documentation in the

FORM CMS-2567(02-99) Pravious Versions Ohsoigls

Event ID:727WH

A
Im
M

D1 VADOOS




DEPARTA

ENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SER‘\/ CFQ

had worked approximately
providing direct patient care from 10/05/17 until
V11418 (when CNA #3 was suspended). Further
review of the time card revealed CNA#3 was
removed from the schedule on 1/11/18 and
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ﬂSM#? stated, "No, not recently. Not at this job
tall" When ask o s employee file to ensure
Y hen asked what she could recall about .
;,r;ng CNA#3, ASM #1 stated she was not aware employees are screened .t@x
that CNA #3 had g pending viclation against her Abuse per regulation 2 times
certification. ASM #1 stated that CNA#3 will be a week for 4 weeks, weekly
suspended untll she receives additional <4 weeks then monthly
i i ending vial ror .
tzsg;“;s é;?\gigr}ng her pending vilation from and as indicated.
h rEng. HRC/designee to conduct
On 1/11/18 at 525 p.m., the Administrator and random quality monitoring of
DON {Director of Nursing) were able to evidence employee files regarding
thay had suspended f‘NA #3 until further CNA's without proof of
investigatin T‘ e Administrator and DON were current certification to be
to & ztheyre - .
abie to gvidence they re rgﬁf;g?hs (‘N}'} 2(01%]/;? removed form the schedule
dated / rou . . )
J until proof of current
nterview w s certification is provided and
W*}dﬁ asked validated by the EDY/ l}U\
er certification, with documentation in the
o was from employee file to ensure
f“\cf‘f 152 stated employees are screened for
\ 1se per regulation 2 times &
ing v  he wm fe. ASH #2 stated abe h f ks, weekly
Ju(‘ not obtain additional information week for 4 weeks, wee ! 4
ding the violation, AS&/. #2 stated she had weeks then monthly, PRN
also found two additional CNAs who had pending and as indicated.
violations on their certification but they were clsar Findings to be reported to
to work. ASM #2 was asked to provide evidence OAPI committee monthly and
that d no violations - - S
that these CNAs had no viclations on their updated as indicated. Quality
certification. ASM #2 stated she would try fo gat Lonitoring schedule modified
it touch wiin the department of haalth monitor & di o
orofessions. based on findings.
Review of CNA #3's time card ravesled that she ’
70 shifts as a CNA 5. Date of Compliance: 3-2-18

.
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(1T g

s

of level 2 -#30. Employes was told that she
cannot clock in or raturn to work uniil i
investigat *uﬂ is comple za
undgrs" ng and state

n from tha l,mdf'

sne had a

was ‘rv‘ ed that she e suspended pe
investigation. Empl oyee siate she has
herme clearing her. Em
bring in. Emploves “wmm BN ‘
bozrd of nursing for verbal abus
clearad it and said fwcuntg
from the verbal abuse and nothing was on my
certification.” )

2. CNA#11 was hired on 2/2/15 and he:

of her timecard revealad that she had worked
approximately 83 shiftsas a

malr d off the schedule on 1/16/18. Review of
an "Employee Corrective Action Form” for CNA
#3, documented the following: "Embployse was
' 3ubpend@"’ via telephona secondary to violation

e
Emplovee verbalized
letler to bring

he faclity had identified two addfééoma! ChNAs,
: d ‘«A#T‘z :h pending
rc

ity and clearad me

certification was not verifiad until $/9/17. Reaview

CNA providing direct

F 606
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* patient care from 9/27/17 untl 1/12/18 (when she
was removed from the schedule). Further review
of the time card revealed that CNA #10 was
removed from tha schedule on 1/12/18 and
remained off the schedule on 1/16/18. Review of
an "Employze Corrective Action Form” for CNA
#11, documented the following: "Employee was

suspended secondary to level 2 -#30. Employee

stigation. Employee stated she has a letter at
clearing her. Emplovee was informed to

in. BEmployee comments: | wentto the

for having to put a woman down on
asit tc stand because [ went to put
d the chalr moved. And |
i stand before and | was

em ug by mysslf and then go

,aninterview was
( her staff member) #8, the
for ihw Virginia Boeard of
. DSM 16 *‘”"ew that CNA#3, uNmM o,
NA#11 had no violation pending on the
ior. OSM #6 stated when a certifi ed
as a pending violation on their
informal conference with the
sional and board of nursing will
stated that is when the board of
view the case and decided whether
led pro:esaxona* is guil ,\ of a violation or
cleare JbM #6 stated that all CNAs should
have recsived a letter from the board stating that
no viola t} was found. OSM#6 stated it fakes a
while for this informalion to come off the website,
W.P en asked the reason for each CNAto be
presented to the board, OSM #6 stated, "That is
not public information.” OSM #6 could not give
any information of when each CNA was cleared
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F 606 Continued From page 15
from their pending violation

116/18 at 2200 pm. ASM #1, the
were made

Shi!
administrator and ASM #2, the DON
aware of the above findings.

3 The faciiity staff failed to obtain criminal
background checks from the Virginia State Paolice
within thirty days of hire for two of 79 currently
employed, CNA#3 and CNAF10.

ya.m., review of
ed. CNAHS
ackground

ion Lt

On 1111118

i

. nes
da "oworn &

On 11818 &t approxim taly 10:00 am., review
of CNA#10's employee file was condusted. CNA
210 was hired on 8/6/17. Her criminal
packground check was not checked by
administration until 1/13/18 {over 7 menths).
CNA#10 had a dean crimina background check.

urther review of her employes record revealed
she had a signed a "Sworn Dicclosure Statement”
prior fo hire.

-

On 11118 at 10:44 am., an interview was
conducted with OSM {other staff member) #2, the
hurnan resource director. OSM #2 stated when a
future employee fills out an application, she will
decide from the application if they ere & good fit
for the company.
come into the facility

1o introduce them to the

PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE
ENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
F 606

She will then have the applicant

FORM CMS-2567(02-99) Pravicus Versions Obsclete

Event 10 727WHH

1§ continuation sheet Pags 16 of 107

RECEiVi:0




SERVICES

PARTMENT OF HEALTH AND HUBAN
CENTERS FOR MED GARE & MEDICAID SERVICES

PRINTED: 02/02/2018
FORM APPROVED

CMB NO. 0938-0291

DON (Director of Nursing). OSM #2 stated she
witl then run a background check and if the

ba Ckgrour‘d check comes out clean, she will run
their certification. OSM #2 stated a criminal
bcckgmund check must be completed prior (o
hire.

On 1/16/18 at 11:31 a.m., aninterview was
om‘uae" with OSM (Gthw staff member) #7, the

ant business office manager. OSM #7

she was responsible as of 1/11/18, 1o
cartifination verifications and criminal

und checks conducted, OSM#7

/ #1 had walked out during the

. OSM #7 stated that the

iid be done afier

it. When asked
Labkfrwrd

Wears

Vi

On 1/16/18 at 2.00 p.m., an interview was
conducted with ASM (administrative staff
member) #1, the administrator, and ASM #2, the
DON (Director of Nursing). ASM #1 stated
criminal background checks must be done prior
_to the applicant's hire. ASM #2 stated the human
resources director was responsible and now it will
be the assistant business office manager's
responsibi

On 1/16/18 at 2:00 p.m., ASM #1, the
administrator and ASM #2, the DON (Director of
Nursing) were made aware of the above
COTNCEms.
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ARE & MEDICAID SERVICES
X1) PROVIDERSUPPLIERC

(23 MULTIPLE CO

h nd prevent abuse
™

, of residenis 2 L

nt property.

holicies and preceaure:;
legations, and

9l':5

§483.12(0)(3) include training &5 required at
paragraph gm‘%d QS

This REQUIREMENT is nol met s evidenced
by:

Based on siaff interview and facility document
review, it was determined that facility staff failed
to implement abuse policies and screan CNAS
{certified nursing as srams) for abuse by falling

IGERTIFICATION NUR ABULDING
C
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Review of the facil ‘y’e ahuse policy documents in
part, the fcx owing: "Persons aﬁpyngf
employment with the center will be screened for a
history of abuse, r\agseca and exp lojtation, or
mi samofooﬂa‘ Qﬁ of resident property. This
incluces but not limfted to!
- £ ;to\rrm? history
i an ground check
o wu‘. appropriate licensing board
of any disciplinary
1 or registration boards
Fen7
F607:

1. ldentified Certified Nursing
Assistant (C.N.A)'s
certification verification
obtained and placed in the

" employee file 1/11/18.
Identified CNAs pending
violation documents obtained,

validated/addressed and
placed in the employee file
1/11/18. Identified C.N.A’s
criminal background
checks/Virginia State Police
. obtainedandp laced in the
employee ﬂh, V118

FORR CMS-2557(02-98) Praviqus Versions CObsolaie Event I 727W 11

)
<

N
o
&y
f
o

Faciliy |

if continuation sheet Page 18 0f 107




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 02/062
FORM APPROVE

- o] [T %
CENTERS FOR MF:D CARE & MEDICAID SERVICES OME NO. 0938-059
(X1} PROVIDER/SUS (X2} MULTIPLE CONSTRUCTION ) 'X3) DATE SURVEY
ICENTIFICATION NULBER: A BULDNG Y COMPLETED
495362 ¢
b B2 OWING
. ; v ; 01/16/2018
MAKME OF PROVIDER OF SUPPLIEHR STHREET ADDRESS, CITY, 8TATE, 7iP CODE
906 THOM E
ASHLAND NURSING AND REHABILITATION PSON STREET
PO N ASHLAND, VA 23005
) MMARY STATEMENT OF DEFICIENCIES 10 r?ov DER'S PLAN OF CORRECTION .
(fAm DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFEREMCED TO THE APPROPRIATE BAT:
DEFICHENCY)
607 Continued From page 18 F 607 2. A quality review of current
to verify certifications upon hire and certification CNA employee files by the
expiration, and by failing to run criminal Human Resources
background checks within thirty days of hire, Coordinator (HRC)
completed to ensure CNA
1. The facility staff failed to implement abuse migﬂtm verification is
policies and obtain certification verification for e i; DA
seventeen out of 79 currently employed CNAs current, pending violation
(certified nursing assistant). Seventeen out of the documents obtained and
79 currently employed CNAs had expired addressed as applicable and
certifications in their empfoy~e file. The CHAs validated by Executive
included CHA#3, CNA#S, CNAHT and CNA#19 Director (ED)/Director of
through 32. . . DO
ough Nursing Services (DON) with
documentation in the
¥ emplovee file per regulation.
ton CNA's without a current
79 currently & d s certification and/or pending
lwi‘:p\ f\) k/i 3}, Miﬂ Eﬂd CN .,”}1‘ A’I ‘L’VCQ C’ :QS Qlationg {o be I'QH]O\"Cd
i to have a pending violation against : .
no o ‘a“ @penaing vio ation against from the schedule until
n and were providing direct care to : : / :
certification and/or pending
violation documents obtained
taft falad to implement abus and validated by the
s and obtain criminal background meckb ED/DON with documentation
from the Virginia State Police Department within in the employee file per
44 Lo - - ‘ - 4 # .
L.\ariy days cqrhsre for two of 78 currently employed regulation prior to accepting
CNAs, CNA#3 and CNA#10. ac
an assignment.
The findings include A quality review of current

1. On 1/10/18 at 1:15 p.m. surveyors entered the
facility to investigate a two-day complaint. During
the course of investigation an immediale jecpardy
was identified and a substandard review and
expanded survey was initiate

Part of the substandard review is to ensure all
currently employed CNAs {certified nursing
assistants) have registry verification of their

CNA employee files by the
HRC completed to ensure
criminal background
checks/Virginia State Police
is current, and validated by
T the ED/DON with
documentation in the
employee file within 30 days
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F 607 Continued From page 19 F o7
certifications. Alistof currently employed CNAs
was requested on 1/10/18 ai approximately 5:30

p.m. with their employee file
of hire. CNAs without a

On 1/11718 &t approximately 9:00 a.m., review of current criminal background
tfwe e emp.o;ere ;..S was cond ‘med Les‘k, check to be removed from the
t(?iz h pderr“erf O: h:j o cu(repr*:%y eyﬂpf\fﬂ schedule until a background
em‘céz‘v';e TE;;"u rie-aate cerfieation in ther check is obtained, and
B validated by the ED/DON
nterview was with documentation in the

cther staff member) #2, the employee file prior to

ctor, \{ﬁ”@r‘ asked w hg was accepting an assignment.

ations, 0S4 #2 -

tions. When asked

ed for verifying

ad when a fulure
ananpl on, she will

onii thev are a good f
i s E \p;

ne DON
'f: ted she will

to int f&%mi

O\)f\.

ik
eck

round cher < comes out clean, she v
ertification. When asked if there wers any i
rtimes, sne would verify certifications, OSM

tated she has a computer system (payroll

rogram) that alerts her when an employae's

certification needs to be verified. When asked

why certi *ﬁsns need to be verifiad, OSM #2

staled certifications need to be verified to ensure

that ceru’ncatons are not expired and to ensure

there are o violations against the certification.

When asked where ceriifications should be filed,

OSM #2 stated certifications should be filed in the

employee's file. OSM #2 slated she would try fo

find additional cert ications.

“ O

On 1/11/18 ai approximately 3:00 p.m., OSM #2
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4 aoa Hiembimng Hhat
har it: ,,\ g ﬁ; f;}f 7 i é[%(;e wi ftaii%c? ;;feihad 3. HRC re-educated by the
¢ that some CNAs had expired ED/DON/designee regarding
tions in their ermployee fils and she had ensuring CNA certification
ut cu ’it certifications from the verification is current,
tment Of alth professions website. OsM pending violation documents
%Wa cu .Cm Ccri;;,az‘fij"a: m?; {‘i:? . reviewed/addressed as
yee file or in the stack of paper s EEEn * applicable and validated by
the ED/DON prior to
accepting an assignment to
ensure implementation of
Abuse Policy per regulation.
HRC re-educated by the
ED/DON/designee regarding
new CNA applicant’s |
certification verification to be
reviewed, pending violation
documents
reviewed/addressed as
applicable and validated by
On 1744/ . acility staff presented the ED/DON per regulation
eurrent sertification verifications of the identirie upon hire and prior to
17 CNAs. The certifications were printed from extending an offer of
the DH‘P De: artment of Health Professions) employment (o ensure
websits on 17 1/18 Al identified CNA's had a implementation of Abuse
ion. ‘ Policy per regulation.
4 pm., &n intsrview va leC 1‘€-€}du?3§€d by the .
SM #1, the administrator. ASM ED/DON/designee regarding
an resaurces directon was ensuring o criminal background
verifying certifications. When checks Vi irginia State Police
hy certifications should b2 V@‘fwd ASHM is obtained, placed in the
tions should be verified to >
ensure a certification is our rrent a d in
good-standing. ASM #1 stated certifications
should be checked bsfore wr interview with the
acility lw VAGD03 If continuation sheet Page 21 of 107
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applicant. ASM #1 stated she cannotinterview P ithin 30 days
the applicant without the employee file and a copy
of their current certification. ASM #1 stated all

of hire to ensure
implementation of Abuse

CNAs should have a current certification in thelr Policy per regulation.
employee file. HRC re-educated by the

‘ S ED/DON/Designee regarding
On 1/14/18 at 4:44 p.m., ASM (aoministrative CNAs whose certification is

staff member) #1, the administralor and ASM #2,
the DON (Director of Nursing) were made aware

1 foel

due for renewal within the
month are to be provided a
letter requiring signature

of tha above concerms.

On 11118 at 10:44 a.m., an intervisw was
conducted with OSM (other staff member) #2, the
human resources director. When asked who was

responsitle for verifying certifications, CSM #2

stated she verified certifications. When asked

about the process followed for verifying

certifications, OSM #2 stated when a fulure
- employee fifls out an application, she wili decide

from the application if they are a good fit for the N
“company. She will then have the applicant come

into the facility to introduce them to the DON

(Director of Nursing). OSM #2 stated she will

then run a background chack and if the
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background check comes out clean, she will run
their certification.  When asked why certifications
nead to be verified, OSM #2 stated that
certifications need to be verified (o ensure
certifications are not expired and to ensure there
are no violations against the certification. When
asked where cerifications should be filed, OSM
#2 stated certifications should be filed in the
amployae's fils.

f & at aporoxima @iy 300 p.m, OSM
is writer a stack of ceriifications tha
'cr’ on Y917 through 81017, OSM#

swe h«zd real %ed some "‘Nm harl exa?red
she had

A HD
¢
at

t,

ceriific ;,
ifications. C;osxz! 5
was notin the employes T
rer just given {o this writer, i:?*en she
’man .

On 11118 at 4:00 p m., facility siaff presented
ine current certification verification for CNA#3.
The certification verification was printed from the
Department of Health Professions Website on
1/11/2018. CNA#3 had a pending violation
against her certification that had not been
resolved by the Board of Nursing. The follo
was documented on CNA #3's certification:
"Additional public information: YES. "YES”
means that there is information the Depariment of
Health must make available to the public
pursuant fo 54.1-2400. G The Code of Virginia;
piease npote that this may also include
proceedings in which a finding of "no viclation
was made."

wing

conununicating certification
renewal due date with
documentation in the
employee file. CNA’s
without proof of current
certification to be removed
form the schedule until proof
of current certification is
provided and validated by the
ED/DON with documentation
in the employee file.
ED/DON to be provided a li
monthly with identified
CNAs to ensure
implementation of Abuse
Policy per regulation.
Human Resources re-
educated by the
ED/DON/designee regarding
respopsibility for maintaining
the appropriate
documentation in the CNA
employee file and providing a
copy of the Quality Monitor
monthly to the DON and ED
to ensure implementation of
Abuse Policy per regulation

st
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F 607 Continued From page 2 F 60 4. HRC/designee to conduct
On 11148 at 420 p.m ., further interview was random quality mouitoring of
nAa s 51 ) Lt N e fileg
conducted with OSM #1. OSM #1 was asked C.N.A employee files to
ab@ut he process followsd if she were to verify a ensure certification
MA's certification and found a "YES" on thelr verification is current, located
c@nnwat on indicating that there may be a in the employee and validated
pending vioiation against their certification. (?S.?\fs by the ED/DON upon hire to
would not know what to do at that cnsure implementation of

d go to the DON

| the Abuse Policy per regulation 2
fRery

nmes a week for 4 weeks,
weekly x4 weeks then
monthly, PRN and as
indicated.

HRC/designee to conduct
random quality monitoring of
C.N.A employee files o
ensure new UNA applicant’s
certification verification
reviewed and validated by the
ED/DON upon hire and prior
to extending an offer of
. employment to ensure

£ i
, they wou Ed Tun a Cﬂ‘W"’fO” nd Ch?um If ‘ }" . (o of Abuse
.ground check was clean, then human implementation ol Abuse

<ources would verify the certification. ASM #2 Policy per regulation weekly
tee‘ the adminizirator would make the final, x 4 weeks, twice monthly x 4

ision to r e an anplica SM#2 was no
1& where they hired an appiicant

yin iaz:m against thelr cerm"catioq
ASM#EZ Co i vw*fy o CNA #2s
certificati ; miad il & z ONA hac a
pending violation, it would bs ’m@ adminisirator’s
dacision whether the applicant was hired. .

Orn 111418 at 4:44 pan., an interview was
conducted with ASM #1, the administrator. ASM
#1 stated the human rescurces director was

o
.
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responsible for verifying certifications. When
asked why certifications should be verified, ASM
#1 stated certifications should be verified to
ensure a certification is current and in
good-standing. ASM #1 stated cm‘iffr*

should be checked oefor@ her interview with tne
applicant. ASM #1 stated she cannot interview
the applicant wi fs@ut me employes file and a copy
of their current certification. ASM #1 siated all
CNAs should have a current certification in thel
emp?oyee e, Wnen aka mtm‘ .ge pmws&

at ion, !‘wSM ’f‘ stated her decision to
sdicani would depend on hﬁ* viol aw{m.
—w;@d if the violalicn was m prﬁ ng,

: & found
Nur 23 f’l\)

98 i ﬂg viod
cert fcat,m /&85‘/ #1 stated that CNA
suspended until she receives ada tO"‘zB
1 zfo mation regarding her pending violation from
& Board of Nura,ng,

r‘-'-

On 11118 at 5:25 p.m., the Administrator and
DON (Direcior of Nursi nq) were able to evidence
they had suspended CNA#3 until further
mcestcaf::m The Administrator and DON were
able to evidence they removed this CNA from the
working schedule dated 1/11/18 through 1/16/18.

4

On 1/18/18 at 9:30 a.m., furiher inferview was
conducted with ASM #2, the DON. When asked
what CNA#3's violation was on her certification,
ASM #2 stated her pending violation was from

F 607

weeks, then monthly, PRN
and as indicated.
HRC/designee to conduct
random quality moniwring of

C.N.A employee files to
ensire cr mmmi background

checks/Virginia State Police
is obtained, placed in the
employee file and validated
by ED/DON within 30 days
of hire per regulation to
ensure implementation of
Abuse Policy per rewulanon 2
times a week for 4 week
weekly x4 weeks th@n
monthly, PRN and as
indicated

HRC/designee to conduct
random quality monitoring
regarding CNAs whose
certification is due for
renewal within the month are
to be pi‘@vided a letter
requiring signature
communicating certification
renewal due date with
documentation in the
employee file to ensure
implementation of Abuse
Policy per regulation 2 times
a week for 4 weeks, weekly
x4 weeks then monthly, PRN
and as indicated.

*
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2013 andro \/!ofat on was found. ASM #2 stated
the board of nursing had not yei taken the I
pending vioim ion off the wehsite. ASM #2 stated HRC/designee to conduct
she could not obtaln additional information random quality monitoring of
regarding the violation. ASM #2 stated she had employee files regarding
also found two additional CNAs who had pending CNA’s without proof of
violations on i ,fz.r cerlification but they were clear current certification to be
to work, ASM #2 was asked to provide evidence ) ) )
that these CNAs had no violations on their ten@\'ed form the schedule
certification. ASM #2 stated she would try to get until proof of current
in touch with the department of health certification is provided and
professions. validated by the ED/DON
_ with documentation in the
38 time card revealed that she employee file to ensure
A aiy {? shifts es A CNA’ implementation of Abuse
atcare from 10/05/17 until o e
CONA 52 wa ‘s»:f} Further Policy per regulation 2 times
me card reve @d JN;’} #3 was a week for 4 \;"‘”*:}\S, W *‘6}\
i from the scheduls ur‘ 1111718 and x4 weeks then monthly, PR?\?
] offthe s m :Emsc on 1/16/18. Review of and as indicated.
'HKFD”:‘” for CNA Findings to be reported to
3 =Mpioyee was QAPI committee monthly and
econdary {o violation
’ ~ _ y@t‘ was told that she upda‘tcd.as mdicated. Qufz' ity
cannot clock in oF et rn to work until the monitoring schedule modified
investigation is complets. Employee verbalized based on findings.
understanding and stated she had a letter to bring
in from the board” ;
dso on 111718 at 4:00 pom. the facility staff
pmsentcﬁ documentation evidencing two
additional CNAs, CNA#10 and CNA #1171 had
been identfied as having pending violations on
thelr certifications.
1. CNA#10 was hired on 6/6/17 and her 5. Dete of Compliance: 3-2-18
ceriification was not verified untii 8/10/17. Review
of her time card revealed she had worked
approximately 73 shifts as a CNA providing direct
FORM CMS-2567(02-89) Previous Versicns Obsolete Event ID:727W1H Facility 1D vm:wea If continuation sheet Page 26 of 107




PRINTED: 02/02/201¢8

DEPARTMENT OF HEALTH AND HUMAN SERVIGES FORM APPROVEL
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
‘T OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE COMNSTRUCTION (X3 DATE BURVEY
OF CORRECTION IDENTIFICATION NUMBER A BUILDING COMPLETED
c
495362 B WING 01/16/2018
NAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
906 THOMPSON STF{EET
ASHLAND NURSING AND REHABILITATION
ASHLAND, VA 23005
SUMMARY STATEMENT OF DEFICIENCIES [in] PROVIDER'S PLAN OF CORRECTION
{EA {}r\ DEFICIENCY MUST BE PP’:CEDE:EJ BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
REGULATORY OF LSC IDENTIFYING INFORMATI 1O} TAG CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENGY)

F 607  Continued From page 26 F 607
patient care from 9/21/17 untit 1/12/18 (when
CNA#I0 was suspended). Further review of the
time card revealsd CNA#10 was removed from
the sch e@u ;on 1/12/18 and remained off the
schedule on 1/16/18. Review of an "Employes
Correbtzve \ction Form” for CNA#10,
iocumented the following: "Employae was
CJSD nded QsCQ“daF/ to vpl 24:530 Employes
i nded pending
sjfwe has a lstter at
Lf‘rr;x yea was informed to
:rwn*s fwentto the
& end they
ity and Lfeaf% me

i *i"ﬂP card reve
removed from the scnedve /12/‘83

; =i off the schedule on ~’?6/‘8 Review of
“’Pmp oyee Corrective Action Form” for CNA
211, documented the fo lowing: "Employes was
spended sscondary to level 2 -#30. Employee

Su
was infor mef‘ that she is suspane eﬁ pending
. E’T‘;Ei)]e@ ated s & has a letiar at

home L’; ring . Empi o;em as informed to
Cbring itin Em{hw comments: I went to the

s ate b:\ar s for h;}\“’m o put a woman down on
he floor from a sit to stand because went ’to put
“the ofhe strap ort and the chair moved. And

never h ”f* used a sit to stand before and | was
told | could hook them up by myself and then go

get someone to transfer

o~
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F 807 Continued From page 27

10 am., an interview was

5 M (o;,;@r staff m@mbe:)%, the
iscipline Spéci’ﬂ!}éf for the Virginia Board of
Nursing. OSM#6 stated that CNAE3, CNA#10,
and CNA#11 had no violation pendmﬂ on their
m,at ion. OSM #5 stated when a certified
orofa al has a pending violation on their
certification, an informal conference with the
cerlified prc;‘ma'onc« and board of nursing will

O :ﬁ ated that is when the board of
¥ the cass and GECid%J w ether

COCUr,

TC/18 at 2:00 g, ASM#1 the
trator and ASM #2, the DON were made

f

above findings.

3 & ,ks fram the Vrcz nia Si tg Folic
weithin, thirty days of hire for two of 79 currently
employed, CNA#3 and CNAE10

Cn 1111718 at approximately 10:30 a.m., review of
CNA#Z's employes Tile v /as conductad. CNA#3
was hired on 8/19/17. Her criminal background
check was not checked by administration until
1/10/18 (over 3 months). Review of her criminal
background check revealed that it was clean.

F 607
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F €607 Continued From page 28 £ 607
Further review of her employes record revealed
she had a signed a "Sworn Disclosure Statement”
prior to hire

On 1/16/18 at approximately 10:00 a.m., review
f CNA#10's employee fila was conducted. CNA

#10 was hired on 6/6/17. Her criminal

background check was not checked by

administration until 1/13/18 (over 7 months).

CHA#10 had a clean criminal background chack,
Further review of her ers’*rﬂsvm record revesled
“she had a signed a Swom Disclosure Statement”

prior to hirs

On ’,!‘“1 ” ai
COTIGULH

17 fo tm

come into the fa UGE
DON (D recte rof Murs ng‘ b‘w‘i Z stated shs
will then run a background check and if the
background check comes out clean, she will run
their certification. OSM #2 stated a crimingl
background chack must be completed prior to
hira.

W

On 1/16/18 & 11:31 z.m,, an intervisw was
conducted with OSM {Gtrer staff member) #7, the
assistant business office manager. OSM &7
stated she was rezpcnsfue as of 171118, to
“ensure certification verifications and criminal
background checks were conducted. OSM #7
stated that OSM #1 had walked out during the
survay on 111718, OSM#7 stated that the
criminal background checks should be done after
the job is offerad to the applicant. When asked
why it is impartant to run & criminal background
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T
B
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-

F 607 Continued From page z_
creck QSM #7 stated criminal background
chiecks are done o EﬂSb e that an applicant does

not have & histor & of assault, have =

?‘ff&deme' nor, or s a sex offender efc. OSM #7

, “They havﬁ o be suitable to take care of

16/18 at 2:00 p.m ., an inlerview was
ductsc *vvih ASM aumm istrative staff
V#1, the ammu Lfa’mr and ASI #2, the

- ASMET siated
bw ”S“ne prior

<o
A

restor of Mursin
i FQC)\Q‘“ und Cn\){ﬁ{g st
opli ‘P”“ hire. ASM

foit ilon, ar
evrdrm p c}amry This

ited to:

wpr'\pr ata licensing board

o uL

and other rsg!sma
- information from former employers.
Repaorting of Alleged Violations

el

ons fo;n

F 607

F 609
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CENTERS FOR MEDICARE & MEDICAID SERVICES

§483.12(c) In response o allegations of abuse,
neglect exploitation, or mistreatment, the faciiity
musi;

Sé83 12{c){1) Ensure that all al @gﬂd violations
involving abuse, negl ed; exp ploitation or
mistreatment, including injuries of unknown
source and v QQQOYU;}HQ;!GH of resident property,
are reportad immediately, but not iater than 2
hours aftar the all eg’*t on is made, if the events
that cau th& allegation invelve abuse or result in
serious iy injury, or not later than 24 hours if
the eve t% at cause the allegation do not involve
abuse and do not resull In serious bodily injury, to
ministrator of the facility and to other

ale {including to the St urvey Agency and
vhere state law provides

S
63" it
e
-

] ~larm care facliities) in
accordance with State law through establishe

orocedures.,

Heport the resulis of all

to the administrator or his or her
A&ﬂfrtt'\:’e and to other officials in

iate law, including to the Staae

/, within 5 working days of the

f?he alleged violation is vmriﬂed

correcwﬂ action must be taken.

HREMENT iz not met as evidenced

3

w0
SR
© @ W

‘-«;‘

by:

Based on staff interview and facility document
review, It was determined the facility staff failed to
notify the appropriate slate agency of an Injury of
unknown origin, resutting In serious bodily injury
in & timely manner for one of five residenis in the
survey sample, Resident #1.

MENMNT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA AUNTIPLE CONSTRUCTION IX3) GATE Sufavey
LAN OF CORRECTION IGERTIFICATION NUMBER: A BUILOING COMPLETED
c
495362 B. WG 01/16/2018
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZiP CODE
. 508 THOMPSBON STREET
ASBHLAND MURSING AND REHABILITATION
i vl ASHLAND, VA 23005
SUMMARY STATEMENT OF OEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION 453
{(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE COMPLETION
REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFECEENC‘:’}
F 808 Continued From page 30 F 609
$5=D R(s) 483.12{c)(1){4)

F609: Reporting of Alleged Viglations

1. Resident#1 re-admit
Reported Incident (FRI} submitted 1/ 08/18.
No further evenis requiring a FRI have

oceurred.

!:‘\)

Quality review of event repovts in the fast
30 days by the Executive Director
{ED)E’%}%E‘@C{O{' of Nursing Services (DON)
completed to ensure r*«SideWB with njury

of unknown origin, resulting in serious
hodily injury are reported timely to the
appropriate state agency per regulation.
Follow up based on findings,

D and DON re-cducated by the Regional

vt of Operations (RYPO)

o residents with injury of
ting in serious bedily

Lad

Vige P;ﬁ\iu

injury are ch@ vied t@t e appropriate state

agency timely per regulation.
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TEMENT OF DEFICIENCIES | |(X1) PROVIDER/SUPPLIER/ICLIA {X2) MULTIPLE CONSTREUCTION ' {X3) DATE SURVEY
PLAM OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
. C
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AME OF PROVIDER OR SUPPLIER
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The Tacility staff failed to notify the appropriate
state agency within the two hour required
timeframe following Resident #1's egregious
injury of second and third degree burns to the
face, hand and chest

The findings include:

Pes dent #1 was admitted to the facility on
35 end readmitted on 8/15/17 with dizgnoses
that includad but were not timited to fraumatic
brain injury, dementia and selzures. The mosi
recant MDS (minimum date set) a quartery
mmr with an ARD (assessment reference
10/3/17 coded the ras fcfﬁm 9§ E“w-'
15 o the BIMS (brief
a @;) indicating the

Review of the care plan initlated on 8/21/17 and
revised on r4/%2”7 documented, "Focus. (Name
of Residant #1) has the potentiat for injury r/t

(related to} Confusion, epilepsy (seizures),
Psychoactive drug use, poor safety awareness
and Wandering AEB (as evidenced by) a hx
{(history) of falls. m‘te,ﬂzentians The resident
nceds a safe snvironment with: (even floors free
from spills and/or clutter; adequa tp aiﬂrc-zree
light: 2 working and reachable call light. the bed in
low position at nig H handralls on walls, personal
items within reach.”

Review of the SBAR (situation, background,
assessment and recommendation) dated 1/8/18
at 8:45 am. documented, "BACKGROUND
Resident Description Primary diagnoses TBI

(%4) 1D SUMMARY STATEMENT GF DEFICIENCIES 1o PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIEYING INFORMATION; TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCYS
F 809 Continusd From page 31 F 609

4. ED/DON gneetoc
monitoring through mo
mecting of event reports tJ ensure residents
with injury of unknown origin. resulting in
serious hodily injury are reported to the
"zppgommv state agency thmely per
regulation 3 6 ?;e;. weekly x4 weeks, 2
times weekly, then PRN an as indicated.
ED/DON/de ¢ to conduct quality
i i morning clinical
LT repart (o ensure
nown origin,

G‘i
m

&dm\’ obfhe 2
dents with injury of unk
1‘.11*0 in serious bodily injury are
orted to the appropriat
ely p” regulation 3 times v xaei\i\ x4
2 e weekly, then PRN at as

£ =

¢ stafe agency

pm’a o QAPI ¢ mmx ftee
sdated as indicared. Quality
1edule modified based on

LA
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F 8089 Continued From page 32 F 809

(araun‘anc brain injury), seizures from 1B,
alcohol use. Resident Evaluation: Menta
Status Evaluation (compared to ba eling; check
f Fthat you observe) Decreased level of
nsciousness (sleepy, lethargic) [was checked],
f’uwtmna? Status Evaluation {(compared to
baseling; check all that you observe) Decreassd
momfj Naerﬁ m re aes stence Wﬁ.nADLS

u% (;azwc‘ ”? 1eckeé},
5. e"R 1 side of

Review of the skin evaluation form dated 1/8/18

documented, "Blister - (R) eye/ (R) forehead/ (R)
cheek - (L) 3 (sic) or 4th finger - (R) top of hand -

" Reddened araas - under (R) chest wall, G Open
area - sacrum - unable to assess (L) side of body
due to arrival of EMS {ﬂ"we’ae‘ x{:}/ megm
service) + difficulty {with) positioning.”

- f the nurse's notes dated 1/8/18 at 4:20
D mcumented "Alde informed nurse to come
“to room to check on resident because she
observad resident lying on heater (R) [right] si
of face + hand was on heater noted vellow
- drainage coming from hand, this nurse came in to
rooim to assess resident called residents (sic)
name (no) answer observed (R) side of face +

FORM OM5-2567{02-99) Pravious Versions Dhsolate Event ID; 727W11 Facility ID: VAGQ08 if continuation sheet Page 330f 107
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F 608 Continued From page 33 F 800
(R) hand swollen + discolored yellow substanc .

appeared {o be coming from face. (R) side ‘J‘a@ck
noted leaning to that side resident transferred to
bed, cleaned up vs (vital signs) obtained 80/86
{biood pressure) - 116 {pulse) - 18 (respirations) -
104 (temperature). O (sic) [c-xygen} -893% on 2 L
(liters) 02 (oxygen) 911 callad EMT {emergency
medical transport) arrived resident to (name of
’m ';mifai MFJ {medical doctor) aware at this time

(i’éa ponsible party) notiisd, prior to incident
i@ Quprux (qt approximatel } 815 AM

m;s
&1 L), this writer Q*sf%’ccf resident sitting in
aater + 9ppaare\j (sic) eep @ approx

45 a. m. ) did no ewc

z:s ta! ﬁd w'*

b.,k in any

Review of the facility reported inoi dr; i

i

dire FRI was receivad a

0 13 p.m. approximately

3

Aninterview was conducied on 1/11/18 at 10:50
a.m. with ASM (administrative staff member) %2,
the d"ef‘mf of nursing. When askad who was
respansible to send 2 FRI to the appropriate stale
agency, ASM #2 stated, "For the most part (name
of ASM #1 tlm administrator) and | do the
reporiing. P\n} initial response was to make sure
ma resident is safe and then to report it to (ASM
#1)." When asked when ASM £1 was made
aware of Resident #1's injurfes, ASM #2 stated,
"Maybe about 815 {aun.), 9:30, tan.” When

~asked when a serious injury was to be reported fo
the state agency, ASM #2 stated, "My
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m\ o

understanding is mat abuse and reglect is tw
hours, 1 do know that there have been some

changes in the regs (regulations) on the 28th of
November and I'm not really solid on those
changes.”

Aninterview was conducted on 1/11/18 at 11:40
a.m. with RN (registered nurse) #3, the assistant
director of nursing. When zsked who was
responsible for completing and sending a FR} to
the appropriate state agency, RN #3 stated, "
bcL@\ e the aC'T’Hﬂ!%‘{}'r‘ tor is responsible for
@Eem he FRI but she gets the info
tion) fmm th: a“f*fop*fare dep"‘ .uvm

m’(‘qw ~

K“!l #

When as

ng isi mmea:areu, i
'oufcf gei a f th

e was conducted on 1/11/18 at 2:45
p.m.with ASM (administrative staff member) #1,
the administrator. ASM #1 was asked when a FRI
was sent fo the state agency. ASM #1 siated, "
send g FRI to (office of licensure and cartifie ation)
and the ombudsman, If it's abuse, | start my,
investigation. Well first thing | do Is remove the
resident from harm and then start the
investigation and send it in withiri five days."
When asked when an egregious injury such as
the one Resident #1 sustained would ba reported
to the state agency, ASM #1 stated they had 24
hours. ASM #1 was made aware of the concern
at that time.

Raview of the facility's policy titled, Abuse,
Neglect, Exploitation & Misappropriation”

5 ENT OF DEFICIENCIES X1) PROVIDER/SUSPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AN  OF CORRECTION IDENTIF ICATION NUMBER: A BUILDING COMPLETED
C
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SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION x5
ACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)
F 609 Continued From page 34 F 608
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documenied, "POLICY: It is inherent in the nature
and dignity of each resident at the center that
hefshe be afforded basic human rights, including
the right to be free from abuss, naglect,
mistreatment, exploitationfor misappropriation of

pa'snfﬁrty The manager of the facility recogmzﬁs
thes
‘aaem@rt@ polic

ighis d’"’d thereby esiabéisheg the foliowing
ies end procedures to protect
3 i f ur tinary po z«"y
aly treatment o

e

tad

E C?JE)" [

regu?a?;o inch ld r‘g notification Df
Enforcement if a reasonable susp
“has cccurred. Facilit y i

-and comply with thair in
gsponsibilities forr

requ rmmanta arm

U
fual
as required by law."

‘“!

et Event 130 727W 11

Facility 1D VAODOS
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staff inferview and clinical record

ty staff failed to

nimum data sat)
snits in the survey

e
I

C
it

fE3%

v on
non 31517 with
s that included but were not limited to
multiple sclsrosis WSJ {a progressive disease in
which nerve fibers of fm brain and soinal cord
fose thelr mjﬁ‘c n cover, it progresses slowly with
increasing disabllit v { {19, muscle weakness,
O@ng egia (paralysis cfhc lower limbs (23}, h
cea pressure, depression, dysfunciion of tne
i absence of toe,

Gtcrg.;f!

T, an
nost recent MDS (minimum data set)
mew, a guarterly assessment, with an
ssiment reference date of 11/21/17 coa‘ea the
it as ”mmg a 15 on the BIMS (brief

intarview for mental status) score, indi catug he is

3
»_3

/CL (X2 MULTIPLE CONSTRUCTION (X3} DATE SURVEY
ENTIE S CRT:C’ MK MDK:,\ A BULDING COMPLETED
C
495362 B WG G1/16/2013
PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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F 808 Continued From page 36 F 608
No further information was obtained prior to exit.
F 841 Accuracy of Assessments F 641
s3=p CF 1 483.20(g)

Fo41:

I, Resident #5 Minimum Data
Set (MDS) quar’terl
assessment with a
assessment u&m}ce date
(ARD) of 11/21/17 /modified
and re-submitted.

2. Quality Review of curreht
residents with
indwelling/supra-pubic
catheters completed by the

MDS Coordinater/Director of
Nursing Services

(DON)/designee to ensure the
MD,S is accurately coded in
section H/ Bladder and
Bowel, H 0300 Urinary
[ncontinence is Coded 9,
noted rated within the
specified ARD to include
modifications and re-
submission(s) as indicated
‘based on findings.

5\
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F 641 Continued From page 37 F 64

cognitively intact to make daily decisions. L,
‘Sectzor H - Bladder and Bowel, Resident #5 was
codead as having an indwelling catheter under
"Appliances” and was coded as being "Always
Continent” under urinary inconiinence.

3. MDS Coordinator re-

educated by the
DON/designee regarding
ensuring section H/ Bladder
and Bowel, H 0300 Urinary
Incontinence is accurately
Coded 9, noted rated to,
reflect the resident’s current
status and services provided
for residents with
indwelling/supra-pubic
catheters within the specified
ARD.

: ;}f bladder, AEE (as
gler - per ordar.” 4. MDS
Coordinator/DON/designee to
conduct quality monitoring of
MDS assessments prior to
submitting to ensure accuracy
of section H/ Bladder and

FOT
e

An interview was conductad wit n RN (regs tered
nurse) #3, the MDS nurse, on /1118 at 10: 42
a.rm. RN #? was asked fo re\f:m Sgc? on H of the
qu&rtwv MDS with an zssessment refar
date of 11/21/17. Once reviewsd, RN £3

I

"it's Incorrect, it should be coded as 'not rated. Bowel, H 0300 Urinary

will make the correction.” When asked what Incontinence is accuratelv

reference thay use to complets the MDS Coded 9. noted rated to
) > N ted rate

assessmenis, RN #3 stated, "The RA manual . )
sreflect the resident’s current

Tne RAI (resident assessment instrument) status and services provided
manual from October 2017 documented in part; for residents with
"Section H - Bladder and Bowel. H 0300 - Urinary

FORM CMS-2557(02-99) Previous Versions Obsolele Event D 727Wi1 Facility 10 VAODDS lf continuation sheet Pags 3§ of 107
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be.ng
83 40; and
e required

(xn) ,z.x‘;\y senvic

under §483. ’?4 48’% 2‘3 §483.4O
orovided due to the resident's exerc
under §483.10, including the right to
treatment under §483. 70\0‘( 6).
(i) Any specialized services or specialized
rehabilitative services the nursing facility will

3 of rights

Luse

SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION
(EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE
PEQ{;ATOR;’ OR LBC IDENTIFYING INFORMATION; TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
. indwelling/supra-pubic
F 641 Continued From page 38 F 641 gieupra-p .
e catheters within the specified
Incontinence - Code 9, not rated: If during the ARD 3 times weekly x 4
7-day wo« -back pemﬁ the resident had an : 3 UMIES WEeeKiy X
incdwell ing hladder Cg?r‘.m er, (\ﬁd(\‘y] Calqe ter, ‘NCCkS, 2 fimes ‘&ESM}' X 4
osiomy or no urine gutput (e.q., is on chronle weeks, then weekly and PRN
dialysis with ne urine output) fer the entire 7 as indicated.
days Findings to be reported to
. QAPI commitiee monthly and
The administrator, direstor of nursing and the dated as indicated. Q aliny
re recte services were made tpdated as indicated. Quality
» e oon 1/11/18 2t 532 monitoring schedule modified
based on findings.
Mo further information was provided prior to exit, Date of Compliance: 3-2-18
F 656 De ive C ! Fe56
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findings of the PASARR, it must indicate iis
rationale in the resident's medical record.
{iv)in 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
future discharge. Facilities mu
wheth “the resident's desire t

ist document
return to the
cnr;ia:;f agencies and/or othe
r% rar this purpose.
3@ plans in il

ninec
o rfe i ace

-»;4 forth In ;;:r

\'_')

nce with the
p% {c) of this

idane

i met as evi

J""N
ord rev

i ?‘C‘W}’

the comprehensive care bfan W
for one of 6 residents in the survey sample;
Resident #3.

The facility staff failed to ensure a sa fe
environment for Resident #3 inclt

missing in the middle of the room.

The findings include:

iew, it
i T"fa ed {o ensure
as implemented

l.

b2

¢ and potential for

mmuﬂ ity was assessad and any referrals to
rappropriate

denced

ding even *’vuorb
as per the comprehensive care p%:ﬂ‘ {o prevent
falls. Multiple observations of Resident #3's room
revealed an entire 12-inch by 12-irch floor tile

i SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION
E (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE Ar TION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
[}_,::zc.ew"‘{‘
F 656 Continued From page 39 F 656
provide as a result of PASARR
recommendations. If a facility disagrees with the Fo656:

Resident #3 floor tile in
resident room replaced.

Quality review of resident’s
with falls within the last 30
days completed by MDS
Coordinator/Director of
Nursing Services
{DON)/designee to ensure
care plan intervention(s)
accurately reflect the
residents’ current status and
the comprehensive care plan
was implemented for

esidents with falls. Quality
review of Resident Rooms for

racked or missing floor tiles
completed. Follow up based
on findings

Resident #3 was admitted to the facility on
7/10/15 with the diagnoses of but not limited to
FORM CMS-2557(02-89) Previous Versions Obsolata Event ID:727W11 if continuation shest Fage 40 of 107
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08 THOMPSON STREET

ASHLAND, VA 23005

CUMMARY STATEMEINT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION
(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
REGULATORY OR LG IDENTITYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)
ntinu r page 40 F 85 : N .
Continued From pag { 656 3. MDS Coordinator re-
Hronie kKidney di 3 inh blood prassure, i X
a‘w{uq (“;Qef disaaaexf h&bb blood pressure, educated by the
Aizheimers Disease, diabetas, and psychosis. DON/desi ;%ﬁ reaarding
The most recent MDS (Minimum Data Sety was a SEES gret regarding
quarterly assessment with a1 ARD {Assessment ensuring care plan
Refarence Date) of 10/17/17. Resident #3 was intervention(s) accurately
caded as being severely cognitively im paired in reflect the current status and
ablilty to maxe daily i_éfe decisions, fcormg a ‘a:ou‘z the comprehensive care plan
ofa pcsszbje 15 on the BMS (Bries Interview for was implemented for
Mental Status) exam. Resident#3 was coded as e
o . ST . residents with falls.
otal care for bathing; extensive care 1or Interdiscinli 4 o
ty, dressing, tofleting, and hygiens; nterdisciptinary tean (\ID_T)
n to Iimited assistance for ambulation, re-educated by the Executive
. frequently incontinert of bowel and Director (ED)YMaintenance -
Director to ensure
cracked/missing floor tiles are
M 408 at 2230 pam., 5111 pam. . B
On 1710418 at 2:30 p.m, ,5 H p.m., communicated via Mock
m.; and on 11117 at & Survey rounds and for
, 5 observed urvey rounds and /o1
2006 documented in the
inth maintenance book.
rview with CNA -
AR 4. MDS

she stated the

t iz ambulatory without the use of a

g assuasive device. When asked aboul

ihe missing floor tile, CNA #2 stated she was not

aware It was missing. ¥When asked if the missing

tle would cause a tripping hazard for Resident

#2, ONA #2 stated it would. When asked if she
rlooks at the resident’s care plan, CNA#2

od no. When informed Resident #3's

comprehensive care plan documented the

esident should have an even ficor surface for

safety, and asked if the care plan being followed,

CHNA#2 stated, "No."

_.‘
j94]

On 1/41/18 at 830 a.m., in an interview with LPN
#1 (Licensed Practical Nurse) she stated the
resident is an ambulatory resident. When asked

Coardinator/DON/designee to
conduct, quality monitoring
through morning clinical
meeting to ensure care plan
intervention(s) accurately
reflect the residents current
status and the comprehensive
care plan was implemented
for residents with falls 3
times weekly x 2 weeks,
twice weekly x 4 weeks then
weekly and PRN as
indicated.

ED/Maintenance
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Director/designee to conduct
F 656 Continued From page 41 F 656 quality monitoring through
it the missing floor e In Resident #3's room, Mock Survey rounds to
PN # _stated she was not aware of it. When ensure cracked/missing flo
asked if this would be a tripph ping h azarﬁ for the
resident, LPN #1 stated yes it would be. When tile are communicated via
sked if s erlooks at the reb'd@n"s care Mock Survey rounds and /or
1 LPN .,eb no. When informed Resident documented in the
z plan docwﬂan«aa the maintenance book 5 times
L even m r su—face for weekly x 4 weeks, 3 times
- car weekly x 4 weeks, 2 times
, then PR an as
ted. Cracked or missing
tiles z"“ps' ed as indicated by
; Quality Review find ‘nﬂw
Findin 53 b; re]
QAPLc
j wdai«:d
monitorin
; based on
i

by
© &
3

vy

azgs of
-centered

review
rmined
E nd

nostaff interview, clinical re:ord
ity document review, t\;.cs

ity staff falled to ensure tr ,a%
were provided in accordance wi }

>
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. - F684:
F 684 Continued From page 42 F 684 i
professienal standards of practice, and the 1. Resident #27s received
comprenensive person-centered care plan for two medication treatment for head
- . N . . 121CE & g H &
of siz residents in the survey sample, Resident o - ! -

#4, and #2,

1. The facllity staff failed to obtain Resident #
vital signs every shift per physician’s order.
2. The facility staff failed to administer a
wedicats mpoo to treat head lice as orderad
for Resident #2 on 10/10/17

:
! wrz he

on scoring 00 OU

nterview for P! arn taé Gtatus me
4 was coded as requi ring supervision
with most ADLS (activities of daily livi r‘g}

"“7

ew of Resident #4's physician order sheet
aled the following ﬂrder sigrnied by the
clanon 12/22/17, " Vital signs: (fr requency)
P ( temperature) Q shift ‘e\fcrv shift), Pulse Q
t, Rasp (Respirations) Q shifl, Bicod Pressure
G shsﬂ,"

78
Q“/S
TEM!

ot 'f
shitt

Review of Resident #4's December 2017 and
January 2018 MARS (Medication Administration
Reccrc} and TARS (Treatment Administration

lice per physician order on
and did not suffer any s/s
adverse effects.

Resident #4 Vital Signs
every shift discontinued per
physician order

of

o)

Quality review of current
residents completed by the
Director of Nursing
(DONYUnit Manger (UMD to
ensure medication treatment
for head lice is administérad
per physician order without

omission on the Medication
Adminisiration Record
{ /11',SXF<)

Quality review completed by
the DON/UM/designee to
ensure vital signs obtained
per physician order without
ontission on the MAR.
Follow up based on findings.
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Record) failad to reveal evidence that vital signs

were chacked per physician's order.

FReview of Resideni #4's vilal sign log located in
his clinical record revealed his admission vital
signs on 12/21/17. The following was
documented: BP (blood pressure): "124/84,
Pulse: 80, Respirations: 18, Temp (temperature):
go.1.”

44 ot i’ ,,;,;A Eonye
m' s skilled nursing notes

ns were taken on in@

Raview of Resident
rw»@ ed ‘ha; vital 5

[V N

IR
B

b h o

Sr e e

ey e Y o

R R RS ENE RN
iy i

LSO
e s

Wit h in rorma* I:mns,

Review of Resident #4's care plan dated 12/22/17
and revised 1/10/18, revealed no interventions to
monitor vital signs every shift.

Cn 11118 at 11:15 a.m., an inferview was
conduciad with LPN (licensed practical nurse) #1

and LPN #2. When LPN #1 was asked why vital
. signs would be chacked every shift, LPN #1
stated vital signs would be checked every shift for
any change in concition, if a residentis on a
medication regimen that could aFect vital signs
such as a blood pressure medication, or if there
is a doctor's order in the chart. When asked

3. Licensed Nurses re-educated
by the DON/UM/designee
regarding ensuring vital
signed are obtained per
physician order without
omission on the MAR.
Licensed Nurses re-educated
by the DON/UM/designee
regarding ensuring
medication treatment for head
lice is administered per
physician order without
omission on the MAR.
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where every (Q) - shift vital signs are

dudﬁméﬁfad LPN #1 stated that Q shift vital

signs are documented on the front of the skilled 4. DON/UM/desienee to

ngis ing notes or written in the note, LPN #1 conduct qua?it‘v?and@n

stated there Is also a vita! sign log in the o y

residents’ fharf: where nurses could document mon.ztor{ng to ensure

vital szu \A,: asked who was r"spm“?bis for medication treatment for

i ; LPN %1 stated the CNAS head lice is administered per
st %s;} rzre designated to physician order without
Lrses are responsible omission on the MAR 3 times
fned. LPN#1 weekly x 4 weeks, 3 times
nur~~e LPN§E2 e ) .

5o Wre weekly x 4 weeks, 2 times
weekly, then PRN an as
indicated. Quality monitoring
schedule modified based on

Mh findings. )
e DON/UM/designee to
;:‘3 conduct quality random
monitoring to ensure vital
signs obtained per physician
order without omission on the
MAR 5 times weekly x 4
weeks, 3 times weekly x 4
weeks, 2 times weekly, then
PRN an as indicated. Quality
TH / policy titled, “Physician Orders” did not monitoring scheduled
ad e above concerns. No further modified based on findings.
irs was presented prior fo sxit.
5. Date of Compliance: 3-2-18
2. The facility siaff failed o administer a .
medicated shampoo to treat head lice (finy
insects th«t feed on blood from the human scalp)
[1] as ordered for Residant #2 on 10/10/17. '
Resident #2 was admitted fo the facility on
9/24/16 with diagnoses that included, but were
FORM CMS-25687(02-99) Previous Versions Obsclete Event [D:727W11 Faciliy 1D VADOOS If continuation shest Page 45 of 107
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F 684 Continusd From page 45 F 684
not limited to, dementia, acule kidney fai
dehydration and aphasia (difficutty e‘ i ﬁq worcs)

Resident #2's most recent MDS {(minimum data
set), a quarierly assessment with an ARD
(assessment reference date) of 12/8/17, coded
Resident #2 as being eble to answer the
questions provi ided on her B MS (brief interview
{ a The stz asséssmon; fu

k,, ng phys
oe fre Jfrfﬁn

Areview of Resident #2's nrogress notes
ravealed, in part, the following nursing notes:

- "0/1017. Resrdcmc,susg icy for lice. Found
lice. MD (medical doctor) aware. New order for
Rid X treatment to head. Repeat in 14 days. RP
{rasponsibie party) aware.”

- "10/10/17. Resident was treated w z ric x
reatment. Clothes & (end) room fumigated.
epezi ix {freatment) in 14 days.”

ket

Further review of Resident #2's clinical record did
not reveal any documentation to evidence that
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Rasident ~2 nad recejved follow up treatment 14
days following the initial treatment,

On 11017 at 7.35 pm. aninterview was

conddrterf with CNA (ceriified nursing assitant)
#18. CNA#18 was as&ed why Resident #2 was

o fm; tiorn. CNA#18 stated, "She has head

RN {r@g
T why Re i

P
O, ong

ci ?ursg} %%fii. RM #4

(o]
&
Q
3]
st
SR
By
=

#2 had received the 2nd Rid X

ascrdarad on 10/10/17. RN #4 was
abkeu what should have happened. RN #4
stated, "The order should have been followed as
written.”
On 111118 at 535 par an ay meeting
Was C?J"duu d with ASM ative staff
member) #1 me administ ASM #2, the
"’"eciar of m sing. ASM i #2 were

{ this ti

T
1ade aware of the above fi
a po‘ icy regarding following p
reguestad.

Areview of the facility policy titled "Physician
Orders" revealed, in part, the following
documentation; "ROUTINE ORDERS. A Nurse
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may & rcep?t a te¥9pk:cne der from the Physician
Physician Assistant or Murse Practitioner. The
order "haéi bs repeated back {o the physician for
his/ier verbal confirmation. The nurse sh«l sign
off the orders upon completion or verification of
transcription.”
|
§ F689: Free of Accident
! Hazards/Supervision/Devices
g4 1.
Th
84
as
Foom re;“ .
DEO\“‘E mIS: ng tiles H
PTAC Units model n mh
AZ22EO9DIBM2 in resident rooms
Lcmr eted by a certified cutside ve
VG9/18. Identified PTAC units mwhd cal
thermostat stop adjusted to the lowest
‘ V rd © position in order to prevent the thermostat
recurd review, it was deter mined that staff failed from allowing the air to rise 0 2 higher
to ensure adecuate supervision and an lmfa’f? temperature ensuring resident’s
. ' safety.
environment free from aoc den hazards for thres -
of six residents in the survey sample, (Resident
3 acility 1D VAGOCS i continuation shest Page 48 of 107
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F 689 Continued From page 48 :
#1, Resident #3 and Resident #5). Rasident #1
tained third and second degree burns on

<
&
4

i

50118 to the rignt side of the face, back of the
I'it; i
LFCOnScio

wn ¢t ,ogi and !eff s‘r-f)umer aiter becoming
mping over onto the PTAC

air conditionsr [ wa!l

! cooiing vmtj)

g\w
)

staff member) #4, the maintenance nician,
using a facility la:er thermometer, fo wing the

it ‘~g e ‘z:u,.e being set o high hm L OSM #4
CAunit to high heat and the high
e PTCA unit was easily

efo rf:‘*danr to adjust. The

ure was 133 degrees Faﬂrerzrait (F}

Ihc surveyor's held the back of thelr hands
to the unil, within 30 seconds it was oo hot to
keep the hand on the unit. The facility currently
had 37 model number AZ22EOQSD5BM2 PTAD
units in resident rooms, accessible to residents.
Random observation and ambient air

ifste

|y
)

femp
‘fi‘&in \j

b

»*m rooms with
I number

Quality review of s
idc:mi‘"zca; Pl Al m
5

$iiN]
od

U‘ color/ '

nee Direclor/desie
floor 4

1':15%(%@;11 §
find .
review of resident bathrog
i Director/de

THIUTE b
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F 683 Continued From page 49 F 880
temperature checks of PTAC units in resident
rooms, revealed PTCA units with ambient air

temperatures ranging from 118 to 165 degrees 3, Maintenance Director re-educatad by the
Fahrennelt (F), temperatures sufficient to cause Executive Director (ED) regarding

suring PTAC model numbe
tissue injury, resulting in the identification of Cliybflsi%g?; AC ;mod nu ﬁf r S
immediale jeopardy at & pattern. After receipt and - AZ22EO9D3BM2 mechanical thermostat

stop adjusted to the lowest position whe
in heat mode in order to prevent the
hermostat fr'oﬂ fzihw?w the a?r oriscica

verification of the facility plan of correction, the
immediate j@agardy was abated and the
deficiency was assignad a level {1 isolated.

alled to ensure a safe

rfem #3 including even floors
nsiv re plan {o prevwn
r%e lent #3's room
2—.%}* fioor tile

;aiﬂ[cﬁ nee Director re-educated
ED regarding ensuring resi

hathroom are free from

d o ensurs a safe

s bathroom for one of

nts in ’f{s» S sample, Rasidant #5. heat mo
ion of Resident #5's bathroom revealed m:;msmt
nd missing fles. The brokern tles had
inted edges and some tles pushad inlo

= bfﬁ(*\ d* iring t bruary
and Mareh regarding risk of injury when
using PTAC units when in heat mode.

o #1 wasa mitted to the facility on
itted on 8/1 NW' daan%es

gexenﬂ/ upd(red cog“z %x'e!g, The res
coded as completing activities of daily living
iﬂdependen'ﬂy.
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8338 Continued From page 50

Review of the care plan init
revised on 9/12/17 documented, "Foo
of Resident #1) has the polent! ! for injury rit
refated to) Confusion, epilepsy (seizures),
syc‘ma ctive drug use, poor N‘“ty a\ rareness

anc W erirzg AED {as evéw:!
(histo

nescs mwrr‘m R

from nd/or f‘i:j:e

aseling; chack o
avel g t(OﬂSCEC}d%'ﬁcuu vgep

o
)
D
&
=
(44
[
a
—J‘
5 C
ot
e
fansd
)
]
Q)-‘
o3
fu”
[
Y
‘T
Cu

ad on /2117 and
s. (Name

} TAC mode Imn
units mechanice

M risir
higharu ansuy
residents s

Mamté’%

dior un

win a BIMS |
medel m

Lmoe

compiete rand

som are free from
e\m ’Lﬂ&*d til

eek:y \i W ecks tf‘sfn monthly and

API

ndings.

A9 .
5. Date of Compliance 3-2-18.

imtc& to the

ahi

rding efsuring resident roon

d as indicated. Quality
toring schcdu%e modified based on

ng f)&
‘n"

sde in order

u;‘ﬂ[:

commi
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- Weakness (general) [were all chacked], 8. Skin
Eva%ua"an Abrasion. Burn. Discoloration Wound
(were all checked). Describe symptoms or signs.

(R} fright] side of face + (R) hand noted with

. edema (swelling), burn d/t (due ta) resident layed
(sic) on heatar. 10. Neurological Evaluation.
Decreasad level of consciousness. Weakness or
hemiparesis (were all cheP <ad). APPEARANCE
Summarize your observations and evaluations.

Resident appearad to have burns to (R} side of
face + (R) hand also appeared to have had
stroke very weak + lethargic (with) vellow
drainage loface.”

fuation form ds
J_za: {R;} ,Q(Q“"‘Qd/ (P)
- (R} i:m of hand -

Review of Resident #1's emergency dapariment
visit dated 1/8/18 at 912 a.m. documented in
part, "History of Present lliness. The patient
presents with major trauma. The onset was jus!
prior to arrival. The course of cym ptoms is
- constant. Type of injury: burn. Tha location where

the incident ocourred was at hf“’me The character:
of symiptoms s redness and swealling. Associated -
ST zD‘tO‘

s attered level of so;;eowsn&s 57 v.o

{y=ar old) DNR (do not resuscitate) male with
PiiHx (orior medical history) seizures, TBI who
prasented to fnm kD {(emergency department) via
EMS as DELTATTA {frauma team activ ’ﬂtfon)
aftar be;ng found a:;f—*c,D faving on top of a haater
for unknown length of time. Noted to have 3rd

- degree burns (1) burns to R (right) side of face
and back of R hand, 2nd (2) degree burps to

SUMMARY BTATEMENT OF DEFICIENCIES i : PROVIGER'S PLAN OF CORRECTION 5}
(EACH DEFICIENCY !"UCT BE PRECEDED BY FULL PREFI (EACH CORRECTIVE ACTION SHOULD BE COMF’L“‘{
REGULATORY OR LEC IDENTIFYING INFORMATION) TAL ctz()ss REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 688 Continued From page 51 F 689
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F 689 Continued From page 52 F 689
chest and L {left) shoulder. R eve is swollen shut.
Estimate 10% TBSA (total burn surface area)
affected.”

Review of the hospital's admission history and
physical dated 1/8/18 documented, "HISTORY
OF PRESENT ILLNESS: The patientis a
57-year-old patient at a nursing home who wa
found over a space heater. He was responsive to
questions by blinking. PHYSICAL EXAMINATION:
His vital signs on arrival here are blood pressure
106/81(3), heart rate of 140 (4}, respiratory rate of
27 (5}, 02 (oxygen) sal (saturation) 84% (8) on a
nor-rebreather (7}, The right phpn is obscured
due to significant edema around the right orbit
‘xs“%"; It {0 open the aye. The lefi pupil is 4

. Trﬂ m ht side of

HES)
'fm:\a {9} nsm ﬁ’FaJ,J g

anar eminence {1 0‘ with
some surrounding ervthema (redness).”

Review of the nurse’s notes dated 1/8/18 at 4:20
p.m. documented, "Aide informed nurse to come
- to room fo check on resident because she
observed resident lying on heater (R) [right] side
of face + (and) hand was on heater notad yellow
- drainage coming from hand, this nurse cama in to
room o assess resident calied residents (sic)
name (no} answer observad (R) side of face +
(R) hand swollen + discolored vellow substance
appeared {0 be coming from face. () side weak
neted leaning to that side resident transferred to
bed, clsaned up vs (vital signs) obtained 90/88
(blood pressure) - 116 (pulse)j - 18 {respirati ons) -
104 (temperature). O (sic) [oxygen] - 3% on 2 L
( iters) O2 (oxygen) 911 called EMT (emergency
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medical fransport) arrived resident to (name of
hospital) MD (medizal dactar) awsre at this time
RP (responsible party) notified, prior o Incident
this AM @ approx (al approximately) 815 AM
(8:15 am.), this writer observed resident sitting i

445 AM (4:45 2.m.) did net appear to be In any
residents (sie) condition RP states she fs aware

frying o rule: out bleeding of brairrand or stroke
will keap s updated +will be in tawn tonight bt
will go to kospiial to se& resident In AN

Review of the PTAC vendor's letter to the facility
datad 1/9/18 documented In part, “{Name of
vendar compeiy) was askod o chigak ot GE
(General Electriz) PTAC Modal
HEF22E0805BM2 in Room 815 (Resident 21's

oltand feund to 5a In good working arder o the
CGE [Gearieral Electric) Manufacturer
Spacifications. (Name of vender company) is an
authorized sarvicer for Amana PTAC Uniis, but
we also service 2ll other brands of PTAC unjis.*

A facility tour was conducted on 1710/18 at 1:15.
p.m. by five surveyors Each resident room was

types of FTACs observed A old modal unit
{mods! FAZ22EQIDSBM2] with a plastic grill on

wire mesh behind the grill. Thers were two dizls
heat, low heat, stap, low fan, high fan, low cocl,
high cool.® The left dial had markings for, "High

right. The dials on ths PTAC unit were easily _

n

chair by heater + appeared slsep (skc) @ approx
distress @ the time, talked (with) RP in regards to-

that resident has had a deciine, states hospital is

raoes aumber). The unit was thoroughly checked

entarad. During the tour, thars were two different -

the frontwith 1 to 1 and 1/2 inch openings with a
on the unit. The right dial had markings for "High

neat" when the dial was turned all the way to the
I=fl and "High cool” when tumned ali the way to the -
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TO
E

F 689 Continued From page 54 F 659
turned and accessible to residents to adjust
t*“‘w per a:' re settings. The other newer made!
had a digital display and the plastic grill openings
were one inch w de No paortable space heaters
re mmd nany resident rooms.

An observation of Resident #1's roem was made
noA0n 8 245 p.m. with OSM {other
& mal intenance techni c‘an f*e S
¥ar'¢ in th@ foc; n. Resident
iee I. There was &
from of the

u ax ﬂ,m the PTAC
e FTAC units
”justed the unit

tice and the
s rechecked.
F.\When the
the back fthe r hanus to the unit
nds it was too hot to keep the
it v.fhari OSUI ;&4 was asked o
coming from the unit with his
L didd not have a rasponse When
> tharmostat was set at on the unit,
"t would have to look it up.” OSM
e (PTAC) vendor had been in and
that {ha Lnit wus opsrating COF"GC'(”{ When
Tiany dr’* em types of PTAC units
$ d, OSM #4 stated that there were
a d t%t as tﬂ older units (as in
's room) broke down the newer digital
ut in place When asked how many of
nits were still in use in resident rooms
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F 688 Continued From page 55 F 689
in the facility, OSM #4 stated he thought the
s

were 24 of the old uniis remaining.

Aninterview was conducted on 1/10/18 at 2:55
p.m. with OSM #3, the director of maintenance
and /‘xSM( dministrative staff me”ﬂb&r) #1, the
afﬁm nistrator. When asked how cften

anialive mainiznance was done on the PTAC

th
O::fvl #3 stated, "Theyre o ea%f’ c ce
1. We don't pn}s cav:«, sarvice ther 'ﬁ
""m &n asked o
= of tr“»e: unit with their
awire
fed, “‘r’%b Ve

i

”:fd% : Hor approximately five
mirtes, The surface mp@faure check was 80
degrees. The grill {o the unit was warm 1o the

touch. When ask«ﬂ d how mm; of the older units

were In the facility, OSM #3 stated there were 37.

Atele *ssnw interview was conducted on 1/10/18
m. with OSM# &, the PTAC vendor,

st ated he had checkad the unit in

's room on 1/8/18. O5M #5 stated the
unit was cgserw g correcily and that the
temperaiure r*ommg out of the unit was 123
degrees F when ha checked it. Whan told
informed of the units 133-degree F surface
temperature obtained by OSM #3 earlier this day,
OSM#5 stated, "The laser is picking up heat on

—
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lhe *ﬁem‘ojm will shut off &t 138
asked if a S’téﬁar would cook on

u.as s of the PTAC unit this

e, O':‘fw #5 staled | twau d but it would

hw asked If skin would burn if it

twith the PTAC unit's grill S\ﬁ

? told you steak would coo.«z‘

5t rﬁ‘a«:e

u

st

W

of correction.

Vdocumeniad in

& -
cepled and
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sy

A eyea cfosef?
am alerted by CNA
come fo room to

PR N 5 B

e LY

o

o9

s )

-

t plan of correction

d the pian was incompleie and did not
mitigate the concern for immediate jeopardy. The
four-point plan of correction provided
documentad, "A complete review has been done
cn afl the PlAC in current resident rooms to

-
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- in the facility

Continued From page 57
ensure they are in proper working order.
Education has been provided to current residents
on ihe rmportanbe of not being in
?aae proximity of the PTAC when in haat med
he plan did not address how the PTAC u
temperatures would be confrolled to prev{: t
future burns to other residents. in addition, only
twsnty-three residents had signed that they had
received education.

§at 4:37 p.m. the superviso
sariment of Heaith, Offrr‘e

on (ULC% wers contacte
sacond and third dQQ’

i1
rimmadiale .
pwzhi‘( uniis bain

/ e; ay 4:40 pon. ASM#1, tha
zdminisirator, ASM #2 the cirector of nursing and
ASM ?«-fi were made aware of the above concern
esident #1 having sustained second and third
m injuries on an older model PTAC
hf: concern of older model FTAC units,
ssible to residents with ambient
are‘ s sufficient fo cause lissue m'ary,
nimmediate Jeopardy. ASM #1, ASM
a ASM #8 werg made aware that the
immediate Jeopardy Sf rted on 1/8/18 at 8:25
a.m. when Resident #1 was found unconscious
wiih burng to the face, CheSt and hands. All
agreed that although the unit (in Resident #1's
room) had been checked by the PTAC vendor
and found fo be working correcily the issue was
the temperature of the surface of the unit leading

¥
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unsafe environment.

Random PTAC unit checks were conducted on
1/10/18 starting at 4:51 p.m. with OSM #3 and
another stirveyor. At 4:51 p.m., in Room 328,
upon entering room, The PTAC unit heat was on
almost all the way on high heat. OSM #3
obtained tha ambient air lemperalure coming
from the unit with a facility infrared/laser
emperature reader. When asked if the
thermomeier had been calibrated, OSM stated it
nad besn. The tamperature reading was 133
degrees F. The temperaiure on the unit was
turnad #ihe way. At4:55pm., the

i tem ading afier 4 minutes on high was
fiuct g between 135 and 140 degrees F.

457 o.m., in Ro

on high ucen e
temperatura

temperature reader.
the thermometer was
~and 150 degrees F.

by

luctuating batwseen 144

£5:07 p.m., in Room 308, upon entering the room,
the PTAC heat was tumned off. OSM #3, the
maintenance director turned the heat up to high
at 5:08 pm. AT15:10 p.m., the ambient air
temiperature coming from the unit was tested by
OSM #3 using the infrared/laser temperature
reader. The temperature reading was 146
degrees F,

5111 p.m., in Room 308, upon entering the room,
the PTAC heat was running on high. The
ambient air temperature coming from the unit was
tested by OSM #3 with the facility infrared/laser

to the risk of burns to other residents, creating an
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F 689 Continued From page 59 F 689
temperature reader. The temperature was 165
degrees F.

5:18 p.m., in Room 305, upon ent tering the room,
the PTAC heating unit was off, OSM #3 the
maintenance direct O“ was not able fo get the unit
to turn on. The PTAC unit was not funcfzomnn

8119 pamy, in Room 501, upon entering the room,
the PTAC uni\f,aq off., OJMB the maintenance
director, w'u;q the PTM’“ heat fo high. At 5:22
g.m., OSM#3 tested the ambient air temperature
ﬁg fm it t. = u'z m the fasility infrarad/laser
= ztzm,;efatdre was 150

5:32 p.m., in Room 236, on en tcmr the room the
PTAC unit was running on low fan, no heat,
Ambient alr temperature com;ng from the unit
was tested by OSM #3 with the facility
infrarediizser temperature reader, Tha
femperatre was 73 degreas F. OSM #3 turnad
the heatto high at 5:32 p.rn. ALB:25 pm, the
tamperature reading was 116 degrees F. A 5:36
p.r., the temperature reading was 130 degress
F.

An additional cbservation was made of Residant
#1's unit with another surveyor on 1/10/18 at
approximately 5:15 p.an. The red nylon camper
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chair was measured to be 14 and 1/2 inches off
the floor. The seat of the chair came up to the
bottom of the grill on the unit. When Reasident
was sitting in the chair next to the heater and
when he slumped over, his cheek would be
d' cily over the grill. The grill on the PTAC

was observed to contain four fixed sections
rangi m frnm one to onz and ong half inches

#1

wide. There was a dried ysliow substance on the-
left iower grill of the unit. Tha sur —fe;ors wers abla
to touch the wire mesh with their fingertips

through the grf’ The unit was placed on ’n%gh heat
and high fan ings. The sir rs could not
hold the back_ of thef unit for fonger
than 30 secon s too hotto
touch.

de who workad v it #9 was
asked to en z@ Res com and {o touch
the units g ﬂnd the wire mesh. CNA#9 stated,

YCEURE h@ "When asked what room
termn perawre the resident iiked, CNA #9 stated,
"The (Resident #1 and the roommate) loved to
keep it warm . If's actually a little cooler than
normal.”
D0 1/10/18 at 8145 pm., arequast was made
from ASM # 1 I to have the surveyors come to
Resident #1 Qroorr ASM#1, the administrator,
ASM #2, the director o fwrsma ASM #8, the
regional director of clinical services, ASM #7, the
sorporate director of nursing services, ASM #8,
the regional diractor of maintenance, OSM #3,
the director of maintenance and OSM #5, the
PTAC vendor were all present. ASM #6, the
corporate director of maintenance stated, "We've
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F 689 Continued From page 61
adjusted the temperature so the residents can't
put it on high." OSM #5, the PTAC vendor stated,
"Thatlaser thermometer must have measured
fhe element temperature.” OSM #5 was askad to
measure the unit's surface temreralure with his
squipment. The temperature registered at 136
degrees F. When asked what the room
temperature was, OSM #5 stated, "About 90
degrees." Whan asked when the heater would
turn off uS‘ #5 stated, "IUH turn off when the
room gets to temperature but with the door open
I”“ go m; 0 s{@ep runni *‘zg " OSM #5 asked OSM
; bz sﬁ tut:n calibratad,
tr% surface
amain as hot,
soli will ~hul down
sked to check
% and hwo
itfeli hotto the

Qow #3 siated
femperature
OSM#5 st

3;- “ f)(; {;,A -

temperalure again by pls netal

tha tamperature dial prey 3 the dia n

being turned to the high'| selting M #5

tated, "It's set for 72 to 74 degrees.” A recheck
of the unit's surface temperature by OSM #5,

- three minutes later showsd the temperature to
range between 77 4 degrees fo 104 degrees F.

O
(72N

1}

On 110/18 at 9:51 p.m., ASM#1 provided &
four-peint plan of correction that documentad the
following:
"Resident found slumped aver PTACS unit at
approximalely 8:25 am. The Resident was
provided treatment and sent to the ER
(emeargency room) for further evaluation and
treatment. The PTAC unit was locked out and
tagged out and place out of use pending an
outside verdor's inspection. The resident's
roommate was voluntarily moved to another room

F €89
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pending PTAC's inspection.
2. A quality review of identified PT, C Units in
resident rooms ¢ amp leted by a certified outside
vendor on 1/10/18. ldentified £ TAV units
mechznical tnermos.at stop adjusted to the
cw:ﬁ positicn in order to prevent the thermostat
om ailowing the alr to rise to a higher unsa‘e

N

=

smperaiure ensuring res! ceﬂ% s safety.

.
Ed

"’* ,~r0v ded to the Maintenance
rdisci mmr; team) and facility
ortanice of ensuring resi ”!em
f\x’;‘ is sr L.se bt ods and

i the

1
\.
0

; veel for 4
¢ then s monthi \, “ﬁd FRN
ure PT’ C umtﬁ ﬂic"haﬂ al
ia ;u: te”i to the lowast pasition in ;
oraer to prevent the irfrom risingto a htg
u"safe temperatur {‘S‘q"m’_}‘ rmxden /
Quality monitaring scheduls to b f d bass
o1 ,;:ff‘li"go

-Results to E:e c‘ scussse du'vrs:; QAP (quality
crovement).

thermosia

m CD
m

On 'U"WM’Q at 8:15 a.m., a repeat request for the
PTAC unit manufacturer's manual io was made to
CASM #1, the administrator.

Event ID:727W1nt Facility 1D VALOO8 If continuation shest Pags B3 of 107

KECEIViL:w

FORM CMS-2587(02-88) Pravipus V;




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

PRINTED: 02/02/2018
FORM APPROVED
OMB NO. 0938-0391

On 11118 at 8:30 a.m., the manufacturer's
rmanual was recej ved Rﬂmm“ of the manual did
not document information regarding the surface
temperature of the unit.

Aninterview was conducted on 1/11/18 at 8:48
a.m. with CNA {certified nursing assistant) #8,
Resident #1's aide on 1/8/18. ‘Nnen a%’ﬁd what
mzma stz s‘h.ry\"vf}ﬁ 1 thay come on duty, CNA
treport and | go walk '““r*; ﬁ”a
e tha resideniz a

d wnat Gocu rred on

T sked

= nalr, ONA

st y Nia righs

a oor by the
al unususl

5y d, "Moo it

]

<
Lo

At
¥

dric tm the D
was brought in, C;\jr\ #6 s?a* xd, "Around &
lam.).” u.ian asked wha‘ she saw, CNA#6

lister on his hand.”

;

: ai@é, I see this giganiic

Wher ask,c sbout Resident #1's face, CNA #6
stated, "Al that point | didn't (890 his face)
because I'm standing behind him in the chair

When asked what she did next, CNA #6 state
flew out, went, and got the nurse. | told the nurse

ad, "l

MENT OF DEFIC : (X1} F’S’,G"IDEQ’QUP"‘L ER/CLIA {(X2) MULTIPLE CONSTRUCTION (A3 DATE SURVEY
LAM GF CORRECTION IDEMTIFICATION HUMBER: A BULDING COMPLETED
C
495362 BWING 01/16/2018
HAKME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STA TE, ZIF CODE
906 THOMPSON STREET
ASHLAND NURSING AND REHABILITATION
ASHLAND, VA 23005
SUMMARY STATEMENT OF DEFICIENCIES fin] PROVIDERS PLAN OF CORRECTION
(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
REGULATORY OR LSS IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE A APPROPRIATE
DEFICIENCY)
F 682 Continued From page 63 F 689

FORM CMS-2587(02-89] Previous Versions Obsolets

Event ID1727W 1

Facility 1D VAGOOE If continuation sheet Pags 64 of 107

RECEIViEU




Tf‘ :'NT OF% A! TH AND HUMAN SERVICES

& MEDICAID SERVICES

PRINTED: 02/02/2018

FORN

OMB NO, 0938-039

ASHLAND NURSING AND REHABILITATION

806 THOMPSON STREET
ASHLAND, VA 23005

(X1} PROVIDER/SUPPLIER/CLIA (X2} PULTIPLE CONSTRUCTION (X3} DATE
IDENTIFICATION NUMBER: ABULDWNG COoMP
C
495362 B WING 01/16/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP 0ODC

APE W‘Q‘V’L }

SUMMARY STATEMENT OF DEFICIENCIES
CIENCY MUST BE PPCPECFD BY Fi
C RY DR LSC IDENTIFYING INFORMAT

ULL PRE
ON} TA

PROVIDERS PLAN OF CORRECTION
{(EACH CORRECTIVE ACTION SHOULD B
CROBE REFERENCED TO THE APPROPRIATE B
DEEICIENCY)

Continued From page 64 F &89
you gotto see (name of Resident #1) he's got a

blister on his hand. I{'s the size of a grapefruit”

When asked what happenad after next, CNA #6

statad, "The nurse came in, We siraightened him

up and then we saw the rmhf dsﬂ of his face was

swolien = fd there was dried yellow substance

i i of his face and mouéh and nose.”

if Resident#1 was responsive, CNA

He was sorta kinda unfajpm» ve"
Fabout the temperature in the room,
te“’ "He loved that room boiling hot”
ked if she had ever touched the é“e“a.r?r
;’A‘f»o a,cted o, didn't think
oito burn, ‘»!nm awked if sh
an .y educat

urned it on.
minuiss was ailawﬂc {o pass and tne h
temperature was chackad by OSM #3. If the unit
dy on and running upon entering the
4

reom per resident preference, the lemperature
~was checked immediately. The ambient
" temperatures of the air &.m;ng from the PTAC

unit was oblained with the same infrared laser
temperature reader previously used. The
temperature range of PTAC units was 63 degrees
to 157 degress F, aepeud ng on if the unit had
already been running and was up {o temperature,
or had to be turned on from cold. [n every case,

67(02-99} Previous Varsions Obsoletls

Event 1D:727W1TH Facility 1D VAGCOS If continuation shest Page

6!

g

o

£
i

107




IrheEQ

L e}

DEPARTMENT OF HEALTH AND HUMAN SERW
CENTERS FOR MED!CARE & MEDICAID SERVICES

PRI \ETED' 02/02/2048
RMAPPROVED
OFv"EB NO, 0338-03‘31_

MENT OF DEFICIENCIES 12(1 PROVI f‘xFRSJPP' IER/CLIA

BLAN OF COR REC‘IGN IDENTIFICATION NUMBER:

495362

(2 MULTIPLE CONSTRY
A BU

LD

JCTION (X2} DATE SURVEY

COMPLETED

C

G

01/16/2018

NAME OF PROVIDER OR SUPPLIER

ASHLAND NURSING AND REHABILITATION

STREET ADDRESS, CIT TAT
806 THOMPSON STREET
ASHLAND, VA 23005

ZiF CODE

St
(EACH DEF
REGULATO

!Ar«"r’ STATEP« ENT OF BEFICIENCIES
Ft ¥ MUST BE FREC DBY FULL
& HFOR

HER

‘Y’ O LSC DENTIFYIN RMATION)

18]

PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFEREMNCED TO THE APPROPRIATE
DEFICIENCY:

Continued From page 65

the PTAC units turned off autom
unit ran for approximately 1 to
zurface tamperature of he T
too hot to fouch at any 4

3 mi

ACu

{
P

Vinterview was conducted with two residents on
H& betwaen §:40 a.m. and 9:45 s.m. When
if they had
t—rs Lm ar the windoy,
JOtﬂ resi
on, ihcn ioh thel
on of 5

received education regarding
n their rooms in
stated they had
names wers

b o
(28

any er}‘;c

sheeal Tha one

T

[

o)

(€3]
Sa

P
<O Eees
s (0

el
o
3]

ed. ASM

;’s VY

to be educat
ware that
> education forny that
utthe PTAC units,

(o)

Artinterview was conducted on 1/11/18 at
approximately 9:45 a.m. with RN {registered

nurse} #1, Resident #1's nurse on 1/8/18. When
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askad what had occurred on 1/8/18, RN #1 stated
she was the night shift suyerwsgr that night. RN
#1 stated, "' went in there and | seen him
(rées ident #1) sitting in his chalr with his head

owr towards his chest and his arms were on the
arms of the chalr.” When asked wha! time that
was, RN #1 staxed, "That was about 4:45-ish
(a.m.)." When asked if there was anything
unusual about Residant #1 at *r*a‘ t;mc RN ;fﬂ
, st*i 4, "Moo ”’iacr , hot '“i i

ﬁOW
1t P\Hs]av; t

w she though
tf‘ his hand, RN #1 statad

did not know. ﬁ han asked how Resident #1
looked, R'{\? #1 “futaa, "it looked like he might
have had a stroke because he was wesk on that
{the right} side.” Whea isked if she was fHo nurse
at the time tha alde camsto ¢
stated she was, When aske
Pesrjssm -:’;'1 since 4 ~.~5

rere}vﬂd inrepo ab
#1 stated, "l hdd Tis
Thay told me he was rmse'f 4 he was sleeping
in tre chair."

Aninterview was conducted on 1/11/18 at 10:30
a.m. with LPN (licensed practical nurse) #4, tha
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F 689 Continued From page 67 F 688

resident’s night nurse, When askad what raut
staff follow when they arrive on duty, LPN #

stated, "I started my shift abgm 5:30 {p.m. } to Six
¢'clock. | counted out my cart (checked the
medications) and | made rounds on all my
esidents.” When asked when she had seen
Resident #1 on her shift, LPN #4 stated, "l saw
{name of Resident #1) a ccr;spir2 times." Wh
asked what the resident was deing, LPN ,L,f
stated, "At nine p.am. he was sitting straight up (in
f;} vAith his arms folded . His bazeline at
s that h”-\ s up and down. He never slaeps,”

sked when was the fast Ume she saw

{ prior to coing E‘cﬂe LPN #4 stated,

LPN #4

} Smhe Wo w;d b aw him siumpe i

Common
over on the radiator | wou p sition him.
When asked if she was aware tha t‘xu PTAC

units go hotic touch, LPN #4 stated, "No mag'am.
tvene iomned them at all." When asked if

sha had fﬂcetve I any education since the

incident, LPN # ia.e , "My education was to

make sure pati anf:s aren't sitting too close to the

radiators. Ask them tc move. Make sure there are

no cups or anvih r’g n the radiator.”

Aninterview was conducted on 1/11/18 at 11:40
a.m. with RN #3, the assistant director of nursing.
Whean asked the routine nursas follow when
coming onto thelr shift, RN #3 stated, "They make
sure staffing is appropriate and have them lay
eyes on the patients. Make contact. Get report

Apas
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then they make a quick round. Then they come

back and Getfher {medication) cart.” When

asked the rouline CNAs follow when coming onto

their shifl, RN £3 staled, "They don't have to wait

for fhez assignment to check on the residenis.”

When asked how ofien residenis were c‘necked,

RN #3 stated, "Every two hours siff

nuise or the CN 1A." When asked Wat s*afr qhould
i resident in a slumped position,
I'would expect them {o kinda
1o r‘: 1ake sure hie 1o up. Cfnc ok
gon” When

Wbeq

fo the !:»:»fz Qh;—si and sho
did ni¢ tkr aow and had no
how Resident #1°

stated it was an axii
armplt) on the left side. RN #
point something and itwas

r

T
AR

[f]
]

asked if Resident #1 was
ted, “He was rnoaning.” Whe:
resident kept the door fo his room open or oi sed
RN #3 @za{ec Resident#1 kept the door oper

When asked if the room was hot when she went

ﬂ)
12
v

sia
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" Continued From page 69
i, RN #3 stated it was, When askad i she knew
‘e 12 PTAC heaters got hot to the fouch, RN #3
stated, "No | didr't know how hot they got.”

ninterview was conducted on 1/11/18 at 10:50
a.m. with ASM #2, the director of nursing. When
asked what the CN A's routing was when they
arrived on duty, ASM #2 stated, "My expectation
s that they should round. They shouid get report.
Answer any I'czhts and attend to any patient need
at that moment. W‘*: 21 2 3!’&”1{ what the nurse's
rot "ne was, ASM #2 staled, hey should receive
O at the CNA
ah

=

<2

wow the residant to
nt eye was kinda ol
tead the area around

“Mhu. \rﬁj‘:‘ an

thinking ne hacé

r,dni cww) was blistered. j was
a seizure, He had yellow sub ia
(indicating the right cheek). It was crystallized.
When we the hospital they th uc*“ it was
coming from his mouth which cg\O Ied us to
believe that he had a possible aspiration (11) if he
had had a seizure " When asked if a resident was
slumped over should the staff assess them, ASM
#2 stated, "Absolutely,” When asked about the
education provided {o the slaff, ASM #2 stated,
"ty thought process was making sure wa're
rounding. Like my mother sald, ‘'svery eye closed
Soesn't mean you're asleep'. Staff are checking
on the residents, We also started educating ihe
residents. | want them to be

aware of the risk of
being too close (to the heater). We fried to pin

ce on here

el
caled

i 7

al

point (residents) who really like their room reall ly

F 689
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F 889 Coptinued From page 70 F 685
hot bacause | know (name of Resident #1ydid™

On 11118 at 11112 am., an updated plan of
correction was received. The changes to the plan
were as follc ows: 3)...Facility staff to recejve
education prior to accepting an assignment
and/or i ba removed from the schedule unti
education is provided. Education providad to
current res (fems who are ambulatory and have a
BiMS rﬁ 13- 15 on the risks of "”»jury whef* using
TAC sy : i d the

d, "Undar 15
n ofe back of OLE"
he had ssen pecpl

the beanbag hpaf'ﬂg

e for 30 seconds. ASM
ident #£1 would have a

36, ASM #4 stated "He
the radialor”

Atelephona interview was conducted on 1/11/18
GEZ'ZOMT‘ with ASM #5, Resident #1's
hysician. When asked If there had been any
recent changes In ths resident, ASM #5 stated

there was not. When asked what he thought

)]

"O
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1818, ASM #5

s atihe %‘asp tal) think

happened to Res

it may have been H‘* was weaned off
the Keppra (12) by than :urmog&st in November.
He had to be unconscious (to not move away
from the heat). This just happened out of the
blue”

safety in regardv o
importance of mmds

ayery two hours,
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F €88 Continued From F 689

! {
s the 300 pom to i L Bhift All
couid verbelize education mmg, received re jafu ng
patient safely in regards to the PTAC units and
ih-c i ,xpogtance of round and assessing residents
o ho
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F 689 Continued From page 72 F 689
On 11118 &i 3:40 pan., interviews were
conducted wr‘ﬁn one resident from each of the
ding PTAC unit education. All the
‘%i,v“ of 15 and ware able to
ucation regarding ¢ a,eu and the
i
i
COMPLAINT DEFICIENCY
irn -~ Third-degree burns cocour
is lost with damage to the
Burn victims will exhibit
damage of the epi d@fﬂ“'
d eschar will be present. Thss
obtained from:
im.nih.gov/pmc/ariiclas/PMC 29
2. Second dagree bum - Secon d -degree burns
manifes! as erythema with superficial bl ister'ng of
the skin, involving the superficial (p:a lar y
dermis and may also involve the deep (reticular)
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COMPL
DATE

Continuad From page 73

dermis layer. This information was obtaned from:
ipsfwww. nebinim.nih.gov/pmc/articles/PMC 29
25808/

3. Blood pressure -- Normal blood pressure for

is defined as a systolic pressure below 120
and a diastolic pressure D@IOW 80 mmHg.
ormation was obtained fro

Sy i !m.ﬂE‘ﬂ‘gav{ha,.alth«iop%cs[high—biood

[

o~
wt
=

T
ity

i
e

btained from:
ningovibooks/NBK365/

o

the oxygen saturation of arterial b ac)d ina s"b ec
by utilizing a sensor ¢ %t{ﬂ ed typicallyto a f‘,age,,
toe, orear o dB rmine me percentage of
oxynemogiobin Ppulsating through a

ne wam cap’f i"h%s nformation was
chtained from:
https: fuvww.m

ster.com/dictionary/puls
e%z00ximeler

7. Mon-rebreather mask - an apparatus with face
mask and gas <up;4 y forming a closed system
from which one can breathe as long as the
concenirations of oxygen and carbon dioxide
remain within tol ﬂrabs& limits. This information

was obtained from:

F6

9
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- €89
bster.comidictionarylrebr
8. Maxlla — An upper jaw espacially of humans
and other mammals in which the bany elements
are closely fused. This infermation was obtained
from
hms"/» rvw merriam-webster.com/fdictionary/max
ila
i
i
|
5
I
j
1
aryr Qma or
ory tract is
and can
(«f on
onia in
aadmg
rmation
pmc/articles/PM
ra -- KEPPRA s indicated as adjunctive
py in the treatment of pertial onsst seizures
in adulis and children 1 month of age and oldar
with epilepsy. This information was obtained
from: N
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F 688 Continued From page 75

httpsi/dailymed .nlm.nih.gov/dailymedidruginfo.ci
m7selid=3ca8df05-a506-4ec8-a4f2-320f1219ah2

1

2. The facilily staff failed to ensure a safe

environment for Resident #3 including even floors -

as per the comprenens ive care plan to prevent

falls. Multiplz observations of Resident #3's room

revealed an ﬂ"‘tsre 12-inch by 12-inch floor tile

missing in the middle of the room.

-On 111018 at 2:30 pm., 5:11 pm, 8:10 pam,
and 73\,p m.; and on *’*1/1:‘ at 8 30 am,
Rus o»rh #3's room was observed. During each
servation an entire 12 Inch by 12-inch floor tile
WES observ!sc? m .W'zng in the middle of the room.

On 1/11/18 31 8:25 z.m ., in an intarview with C

#2 (Certifiad Nursing Asasstam, she stated he
resident is ambulatory without the use of 2
walking assuasive device. When asked about
the missing floor tile, CNA#2 stated she was not
aware it was missing. When asked if the missing

F 689
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CNA#2stated i
fOO;«:Q at

. Wh
comp'
resident shou
safely, a
CMNA#2, stated, "No.®

t
e T’crm >d Resident #3's
hensive care plan documented the

woulld be a
#3 stated th (tma intenance does
identify these concerns and it had not been

should also be documenting any issuss in
residant's rcoms in the m
informed that he was in the room with the
heating unit. and asked if he notj r*ed the miss

get to the
not.

heating unit

- Areview of

Id have an even floor surface for
and asked if the care plan being followed,

/11 ,in an interview with O
#3 {ﬁf er SZQ:’ i‘wmb@f -the Director of
Maintenance) he stated that the missing tile

sur ve,mz on 1/10/18 at 5:11 p.m., to check t’im

tite wov'd cause a tripping hazard for the resident,
{ would, When asked if she ever
he resident’s care plan, CNA#2 stated
nin

Cn 11118 2t 8:30 a.m., In an interview with LPN
#1 (Licensed Practical Nurse) she stated that the
is 1] v res . When asked

S
tripping hazard for the resident. OSM
& daily round to
noticed. He stated that the nursing and aid staff

aintenance log. When

g

12-inch oy 12-inch til fte that he walked past/over to
, OSM #3 stated that he «

did

the maintenance log failed to reveal
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repair neads.

Areview of the facil atfpo; ¢y, "Maintenance Log"
domrrer*teﬂ that the logs should be completed

mmedciately upon performing the work. The
policy did not document any guidance for nursing
staff and aid Qldu o complete a requast or
notification of needed repars identified in the
residents’ rooms,

ninistrator was

urther
information was p end of the
survey.

p pol nt
into the wall

Reslident #5 was admitted to the facility on
6/26/12 with a recent readmission on 3/15/17 wit
diagnoses that included but were not limited to:

(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {~AﬁH CORRECTIVE ACTION SHOULD 52
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APEROPRIATE
DEFICIENCY)
F 689 Continued From page 77 F 889
“any concerns having been identified with
Resident #3's room as r Jﬁsz- any maintenance
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{EACH CORPECTIVE A
CROSS-RE

ORRECTION
TION SHOULD BE
NCED TO THE APPROPRI
DEFICIENCY)

F €89 Continued From page 78 Fgaa
multiple sclerosis [MS \; (a progressive disease in

,M ch nerve fibers of the brain and spinal cord

lose their myslin mver, it progresses Iow‘y with

increasing disability (1 }) muscle weakness,

pa;a:} Qiu( arazy s of the lower limbs (2)} iigh

blood pressure, depression, dysfurniction of the
b dder, and abserice of toe,

eniwas co B

ésk eit r nis upper or lowear
ce Du*. ng

as coﬁd
vithout

e in movi ing from eeaied
fT*ﬂg; Hoﬁon walking, turning arou
ity the opposite direction whils walking and
surface-to-sirface trans

Observation was made during the initial tour on
11018 at 1:30 p.m. of Resident #5's bathroom.
There were bromu tiles on the lower part of the
bathroom wall. There were missing tiles and tiles
broken with shjrp pointed edges and tile pushed
into the wall.

h Resident #5 on

Aninterview was conducted wit
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F €89 - Continued From page 79 F 689
1/10/18 2t 8:58 p.m. When asked if he walks in
the bathroom, Ree.aent #5 stated that he
sometimes » afrcw inthe bathroom. When asked
it he uses nis hand crutches to ambulate into the
bathroom, Resident #5 acknowledged that he
indeed did ambulate with his hand crutches into
the bathroom. The wall in the bathroom was
again chserved. There was an area 26 inches
wide by i z; tifu:i gER F gf‘ with five broken tiles,
saveral with loose tiles and an
asuring 8.5 inches

On 1/11/18 &t 8:40 a m. the maintenance logs, for
the unit on which Resident #5 resided, were
reviewed. There was no documentation mga'dmg
the brokan, missing or loose tiles in Resident #5's
bathroom documented.

O” 11118 at 10:45 2a.m. an interview was
rauc‘” with R sident #5. Whean asked how
!C:WG the tiles on the bathroom wall have been
: brm,,,, Resident #5 stated, "Along time.” Whan
clari flbd trz it didn't happen yesterday, Resident
#5 stated, "Oh no, it's been there for a Litle while

n

FiowW,

On 1/11/18 at 10:50 a.m. an interview was
" conducted with CNA#12. When asked what she |
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Jin tru"On ce. | cancall
there was

them {maintenance staff
over the loud sgeaker " W%em asked i

book she could write her concern in, CNA#12
ef‘ "Nr) but | car

nleave a note al the nurse’
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F 689 - Continued From page 80 F 689
does when she finds something broken in a
resident's room or a resident area, CNA#17
stated, "l et the Chf rge nurse know. Orlgofind

212018
~; JSED

= N 02
N SERVICES Wj{%% Nt
SERV!CES MB NO. 0938-0391

st have i his whee ;

ted, "This should "xaue bﬂ & pie
during morning survey rounds.”
Resident #5's comprehensive care plan dated
Y7, documentad in part, "Focus: ide;
#5) has the potential for injury r/t (related to) A
(as evidenced by) dac reased mobility, aliergy,
deconditioning, di '.s {impaired vision and
hearing), dwa@e pr 55 {MS, spasms,
incontinence).” The " ne(vcnmns documented
inpart, ‘Emure that the rasident Is wearing
zppropriate footwear when ambul af ing. Maintain
a clear pathway, free of obstacles "
The administrator, director of nursing and the

s Obs

solete Event [D: 727w/ 11
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“regional director of clinical services were made
aware of the above concern on 1/11/18 at 5:32

DT

Resident #5 was observed walking in the hallway

with his hand crulches with the restorative aide on
1/16/18 &1 10:00 a.m.

Mo further Information was provided prior to exit

aonarg ag Medical Terms for the
i edition Pa henberg and

ierms for the
£ ?}emerg and

1N

&

(RN g Dy 1 e
i SUEiring b L8

™

requirements u
{1) The indiv oml is

i

a full-time enployee ina
training and competency evaluation program
approved by the State; or
{mn»ﬂ individual can prove that he or she has

¥ successfully completed a training and
ency e evaluation pwqram or competency
evalu ’>t on program approved by the State and
has not yel been included in the registry.

rece

Facilities must follow up to ensure that such an
- individual ac Eiy becomes registered.

§483.35(d)(5) Multi-State registry verification.
Before allowing an individual to serve as a nurse
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F 729 Continued From page 83 729

the immeciale ;eo})drc‘y was abated and the
daficiency was assigned a level [l patiern.

[

HRC re-educated by the ED/DON/designee
regarding ensuring ‘UNA certification
verification is current, pending violation
documents reviewed/addressed as applicable and

The findings include: validated by the ED/DON per regulation prior o
accepting an ftsﬂgnmen‘ par regulation.
. R z / /
On 1/10/15 at e '! 5 pum. surveyors enterad the iémgiﬁ‘f?ﬁ A applicants ce
far\"z‘ e e @ Em"““} day complaint. During verification {o be reviewed, pending violation
the course of invastigation an immediate jc’?Dpd,”Gy’ documents {e\:igy\'ed/ﬁdd;‘esgeb a5 applicable and
was calied and a substandard review and validated by the ED/DON i
A initiated. hire and prior to e,\;tending an

1a
@

employmcm per regul
HRC re-educated by the ED/DON/desi

10T

on

rd,ré\’!i@;"f is tc ensure al regarding ensuring criminal a,xfkﬁmw;
As (certified nursin ; checks/Virginia State Police is obtainéd. placed
ry verif raf ion of thei in the emplovee file and validated by ED/DON
! oloye d ChiAs within 30 days of hire per regulation.
"G ot d }@(C‘( mately 5:30 HRC re- cdt{uiyud bythe E e@@?\{@gsignee
ce file regarding Cvs\As whose certification s due to
’ expire within the month are to be provided a

18 a‘i 10:44 a.m., aninterview was

letior requiring signature communicating

o CNA's
tion tu bs

documentation in the employe

without proef of current certift
kmmed f*fsv the schedule wi E gmoz

0 in mc en p
ed a list month l

F ‘T;( Q\\it‘m documen
file. ED/DON to be pro
identificd CNAs.

rducted with, OSM P
CURCUCED OSM (other Sia' member) #2, the Human Resources re-educated by the
human r so.nc” director. ‘»A:é“e asked who was EDDON/designee regarding responsibility for
responsible for vertying certifications, OSM #2 mxmmmmﬂ the appropriate documentation in
tad s i Wﬂm asked the CNA employee file and providing a capy of
: vur;fy,ng 2;5 Ql atity Monitor monthly to the PON and

whpm afutura

F

*;pwee fills out a fion, sne mt dm ide
frorm the applic s
company.
into the facility is introduce tnem to ’me DON \
{Director of Nursing). OSM #2 stated she will
then run a background check and if the
backgrou d check comes out clean, she will run
their certification. When asked If there were any
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aide, a facility must seek information from every
State reg’atry established under sections 1819(e) F7219: Nurse Aide: Registry Verification,
I2)A) or MG(e)( 23(A) of the Act that the facility Retraining
believes will include information on the individual.
1, Kentified Certified
§4g3 35( ‘(j 5) Raq qu virad retraénmg. certification veri I&.
If - il il strecert completion of Uu gmp;mwr f
f, since an individua :S mostire vilj. ompiet fation documents ohlained,
a training and compelency evaluation program, \;u:‘éﬂsfd and i,!a»ed in the employ
thera ms i’}ae a continuous pariod of 24 ad C ;\ As Uéunmf
*“ntﬁa dt 'r ing nons of whick
2 ew of current CNA Lr‘plan lles
man Resources ( oordinator (1R
o ensure CNA certification
TENL, PEn iolation
i d and ad ed as applicable
| alidated by L\uu tve D rector
to
ments ot
{with
docur mn!ct o in the en nployee file per
rwuhﬂa)r prior to ac uptmu an assignment.
ow up based on fin
A quality review of C!mcrf CNA employee files
nursing assistant 5) CN;\#B CNA E ¢ ““‘“”“"“._
Fr 15
#5, "vz:i CNA#1S through 32, that been o »
| nr roct care to residents. Review of the soume ’ion in th cmpk ﬂ}e \\ith‘ 30
! as i schedule from the past two weeks days of kire. CNAs without a eurrent erintinal
i trance. ravealed the 17 CNAs idantified background check 10 be removed from the
. ' chedule untit a backeroun is ohtaine
had been directly working \quh residenis and schedule until &D?d\ rmr d\ihvg? is obtained,
providing care, and the facility staff failed to verify and validated by the ED/DON with
provia oo N = he facility Y documentation in the employee file prior to
CNA#3's certification prior to hff@ Gf"' 9’ 1917, accepting an assignment. Follow up based on
who was found to have a pending violation on her findings.
certification. T Is resutfied in the ldaﬂtf&at fon of

immediate jeopardy at a patlern. After a plan of
correction was presented, verifiad and vcepted,
(02-58) Previous Versions Obsolete Event ID:727W11 Faﬂ!ry 1D: VAGDO3 If continuation sheat Page 83 of 107

FORM CM3-2567




D"F}A TMENT OF HEALT H AND HUMAN SERVICES

RINTED: 02/02/2015
FORMAPPROVED

ENTERS FOR MEDICARE & MEDICAID SSR\J’iCE& OMB NQ. 0938-0391
STATEMENT OF DEFICIENCES {31} PROVIDE {X2) MULTIPLE CONSTRUCTION 3 DATE § N
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
906 THOMPSON EET
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_ BUMMARY STATFMENT OF 1o PROVIDERS PLAN OF CORRECTION
(EACH DEFICIENCY MUST BE PREFIX frﬁx!f‘%‘i mm”zmw: Ai?ﬂi) ; w%u DBE
PEGULATORY ORLEC IDEN TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
H RUDmams to conduct random quaiity
F 722 Continued From pags 84 F 729G Acmpiosa files to ensure
other times she would verily certifications, OSM eertification verification
#7 stated she nas 2 computer systam ( avroll employee and validated b
#2 staled sh e system (payroll hire per regulation 2 times a weck for 4 wecks,
program) that elerts her when an employes's weekly x4 weeks then monthly, PRN and as
ceriification needs to be veri f:ec ;’2" n asked indicated.
why certifications need to be verif d OSM #2 HRC/Designee to conduct random quality
_stated certifi Jatfona need to be verified to ensure "10’}2?\‘;‘113 of CNA ‘fmp;‘;‘“‘“ files to ensure
i fie N new UNA appht ertification verification i
that certificatons are not expi feg an f; ensure reviewed and d by the ED/DON upon
there are no violations ara nst the certification. h re and prior to extending an offer of
When asked where certificaticns should be fsfed emplo i 4
OS5M #2 siated cerli wc» s shou d be ﬁ‘ed inthe fwice me
emsloyes's file teted she would try fo and as m:*n,”n d
find additione HRC
monitor
criminal background J,Ld\x ‘x’ rginia Stélu
Police is obtained, placed in the employee file
ad validated by ED/DON within 30 days of hire
per regulation 2 times o week for 4 weeks,
Jdy vt weeks ther monthly, PRN and &y
! comm
with
Kt“\’zwif‘ 2 ti
» ) o weeks dlm monthiy
On 111718 at approxd m;«ae“' 3:60 p.m., review of HRC/designee to conduct mndom quality
the stzack of ONA certifications was CO“}dUCGZed monitoring of empioyee files regarding CNA's
Seventeen out of the 79 currently employed without p{@@f@fcazrre:}t ctftiﬁc?:téon taq‘ae
CNAs did not have their certification sarified.. removed form the schedule until p{‘()Of of
Savenizen out of the 70 f‘urmr‘“ CNAS had current certitication is provided and
. validated by the ED/DON with
explred certifications in their employse file, The izlj ?g“ub:-(m h.hDO {,,:]}Lem ;
documentation in the employvee file per
C included GNA#3, 5, CHA#T anvd o ;E " PR P
CNA #10 throuah 32, Review of the as-worked regulation 2 times a week for 4 wee
- r.“, g s v UL e Ee \xeek y x4 weeks then monthly, PRN and
schedule from the past two weeks prior to as indicated.
entrance, revealec ! hf‘t the 17 CNAs :denf;f?d Findings to be reported to QAP commitiee
riad peen directly working with residents and monthly and updated as indicated. Quality
providing care. monitoring schedule modified based on
' findings.
On 14118 at 3:13 p.m., The Office of Licensure
and Certification long term care division director Date of Comnliznce 3-2-18.
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F 729 Continued From page 85 F 729
was nolified of the above findings and concerns.
s%‘ supervisor confirmed that the facility was in 2
second immediate jeopardy.

On Y1118 at 3:27 p.m., the facility staff
{Admén':tra‘m and DON (Director of Nursing)
were notified that the facility was in a second
immediate jsopardy starting on 1/11/18 at 313

p.m.
The fachity staff presented a POC (p'm of
correction) on 1/11/18 at 400 p.m. The plan
documsniad the following:

art
a

HD!O“::‘VW 118, ntitie .

the fi% CN, \
ation to be removed fror schedule Umi a
certification is obla'ned, validated, and placed in
thelr employse file prior to ucgept:ng an ’
assignment.
3. HRC re-educatad by the Executive diractor
(EDj), to ensure C.NA's certifications are current
and located in the employee file prior to accepting
an assignment. HRC re-sducated by the ED to
ensure CNAs without 2 current certification are
removed frorn the schedule until & certification is
b‘a?nod validated and placed in their employze
file prior to accept ng an assignment.
4. HRC/Designee to conduct random quality .
monitoring of C.N.A employes files 5 times a
week for 4 weeks, waekly x 4 weaks then manthly
and PRN. Findings to be reported ta QAP
commiitee monthly and updated as indicated.
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F 729 Continued From pags 86

Quality monitoring schedule modified basad on
findings.

Resulis to be discussed during QAP

5. Completion date: 1/11/2018.

On /11718 at 4:00 p.m., facility staff presented
current ceriification vmmcatfons of the identified
17 CNAs. The certifications were printed from
the DHP (Uﬁpaﬂr’s nto Health Profess?orzsj
psife on /11718, All identifiad ONA's had &
i :.,amﬂ. CNAEZ ghe was hired on
1a pending vio i -
on that had not mz

13
23

"Yi«\ meons f? ?ere is

RoTs

On 111/ 3 at £:20 pur - further inderview was
”’“d ucted with 0% /’E?' When asked the
process f she wers to verify a CN’%S certification
and found a2 "YES" on ihwr e,crfrf n indicating
that Ei“ere may be a pending violation a gazmt their
certification, OSM ¢ Ista‘c d ‘hs‘ she wo ld not
know what to do at that time. OSM #1 siated that
she w,:m;ugf‘ to the DON about the ce mf» cation.
OSM#1 stated that the pending violation Lmay
a;SU nfer ;o be investigated by t he cdm nistrato
ould not recall a time when a CNA R

lation against their (‘Prm‘ ation.

On

member) #2, ‘mc DON, V\«hen aSned me DON
about her involvement in the hiring and

F729
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certification vv ification nrocess, ASM £2 stated
pliczdion was reviewed b/ human

he would have the appli

after the
resources

for arz wte
ad,“

4.
stra

ASM #2 stated if they liked the

at

, they would run a background check. ¥
b4

lezn, then human
certification. ASM #2
d make tha f.:}d

mund check wat

u;}?
tm@ where the
;d*ng violatios

¢ directar was

SATY
15, VVhEen

r
verified, ASM

¥ £
ns should be verified to
ensure th ariffication s curre *’;* anu in
good-standing. ASM +1 stated certifications
shouid be checked befors her in te—"v w with {he

apo)mam ASM #1 stated she cannot interview
tha cpp ficant without the employes

of ineir current cert rcamﬂ. AS!/‘ £

1 stated 8l

WS #1 stated her

would depend on the violation. ASM #1 stated
that if tnﬁ \/1Oau0’1 wasg still peﬂomg, F.e would
not hire that person until she found additional

informal onfrom the Bua!’d of Nursmg( When
asked if she had recently hired a CNA that had a
pending violation against their certification, ASM

.5 cant come in
riiew and introduce the applicant to the
or.

lzand a or“-pv

ot E,L«q should havh h:,a.%l i their
arnployee file. W ! pro ssif a CNA
had a pe ramg wofa?.ie;; i lr certification,
. e .

F 728
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Continued From page 88 E 729
#1 stated, "No, not recently. Not at this job at all.”

When asked wﬁat she could recall about hiring

ONA#3, ASM #1 stated that she was not aware

that CNA#4 n'gd a pending violation against her

certification. ASM #1 stated she would suspend

CNA#3 until she receives additional information

regarding her pending viclation from the Board of -

Nursing.

. On 1’41’[ ga “sz'f“‘ﬂ 2 Administrator and

DON (Director of Nursing) were able to evidence

CNA#L h;ad been suspended untl further

investigation. The Adrmir .*“L.mr and DON were
nce ths *t"rfe\c this CNAfrom the

1118 through 1/168/18

iy was accenled }Oﬂ,

*U =8 »ﬁ\‘:\i

?7

~
A

?

18 aurisig
“'ﬁf@" a
ocumenis

haa maiﬁe@ nut of t
the middle of survey.
revised POC. The folic

"Removal of Immediacy Plan of Correction- C.N.A
licenses- 1/11/18

1 ifled C.NLA's certification obtained and
placed in t‘re e?rr ployee fila /1118, Identified
i t & current licenss rwmoved from

2. Aqualily review of current GNA employee files

- completed by the Assistant Business Office

Mawager to ensure licenses are current and

located in the file. CNA's without a current license
to be removed from schedule until a license is
obtained, validated, and placea in their employee
file prior to accepting an assignment.
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<

) ! ted b/ﬁ*ﬁ Executive
direclor (ED), to ensure CN A s licenses are
| e e p'o}eef e pf or to

l sense ’—w: remwen from tn
icense is o?“"'nafj, velidated
fite prior to w:,ep;mg an

ndom qua all fj

5times a

Fweeks then monthly
sried *0 QKP*

hew viouch v par m%mi
of heallh gro fssfons‘

Review of CNA#3's employes file revealed she

had signed a sworn szdremem on 9/12/17,
Event D0 727wW11 Facility 107 VATO08 if conlinuation sheat Page 900of 107
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F 729 Continued From page 90
indicating that she had not been convicted of or
currently pending charges of murder, a bducuan
for immoral purposes, assaulis , robbery, sexual
assault, arson, pandering, crimes against nature
f'nvolv,ng children, taking indecent liberties with
children, abuse or neglect with children, failure to
securs medical attention for an injured child,
a%.;s;ceni:,/ m.cmeg or abuse or neglect ?gn

t Further raview of her

aal efi that CNA#3's background

/‘?Gf( OVEO (Qvé! ggfnb*‘

,; ired;. PN.‘*‘\?&\)S

0
<
:5(.)

HE
check was noi
m {,E?Luj L‘Te K3

,hsm ,\,umau{y to ation
: :ﬂ’" Employee was told that
kin or return to work until the
tion is complete. mpk}vee verbalized

i
us‘:ders a*‘; ling and stated she had a letter to bring
rom the board.”

[ R

Further review of the POC revealed that the
facility had ;r!emx. ied two additional CNAs, CNA

#10 and CNA#11 who had pending violations on
M ir Ca-;ft"ea ons,

1. CNA#10 was hired on 6/6/17 and her
certification was not verified until 8/10/17. CNA
#10's background check was not completed until
1/13/18. CNA#10's backgrounc check was
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clean. Review of her time card revealsd she had
worked approximately 73 shifts 2s a CNA
prmf’dlng direct patient care from 9/21/17 untii
1/12/18 {when CNA #10 was suspeanded).
Further review of the time card revealed that CNA
#1 O was remﬂvacﬁ from the schedule on 1/‘ 2/18
and remained off the schedule on 1/16/1
Review o ? an "Empioyee Corrective Action Farm "
for CHA#¥1G, documentad the fofuwx
"Employee was suspended ssoonda
@ was informed that s
d ing invesiigation. Er
aletier af i*ama cieafﬁg ne
sEﬂQ in, En“;:u yes
f nursing for

dsaid fw:

Lo

patient care from 9;’27/?7 untif 1/12/ (nhen she
was removed from the schedulg). Further review
o’ the time card revealed tha tC?\ A#10 was
removed from the schedule on 1 th and
rermained off tha schadule on 1/? 6/18. Review of
qf* "Employee Corrective Action Srorm for CNA

1, documented the z’oi%owing' "Emiployse was
suapﬂﬂcd scm}ndaw 5 level 2 -#30. Employe
was informed that she is suspended pending
investigation. _,nployee stated she has a letter at
heme dlearing her. Employee was informed to
bring itin. Employse comments: | went to the
state boards for having to put a wornan down on
the floor from a sit to stand becauss | went to put

1
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ASHLAND NURSING AND REHABILITATION

F 729 Continued From page 82
the other strep on and the chair moved. And |
never had uscd a sitto stand Hefara anj | was
told Fcould hook them up by myself and then go
get someone (o transfar”

Tt

729

On 1/18/18 at 11:1 O a.m., an interview was
con r‘ casc M»M“ O f

\«*1'1 C “10
f‘a»ﬂa on thair

o
[

On 1/16/18 a

11:
conducted with O

w
..
w
©
=
e
@
=
ff
(—
Wl

Oniens st 120 pom., 1/18/18 at 4 A;prr the
immediate jespardy was abat@( and ASM
{adminigtrative staff membaer) #1, the
administrator and ASM #2, the DON were made
aware of the abatement.
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ASHLAMD HNURSING AND REHABILITATION

STREET ADDRE

L

S, CITY, BTATE, ZIF CODE

906 THOMPSON STREET

A

SHLAND, VA 23005

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECE BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION;

D
PREFIX
T}\&f&

F’QO"J';EP‘Q
{EACHC
CROSSE-T

F 730 Nurse ,3 d@ Pefom. Rc\f.::w a h /y ? 85, rvice
as=£ CFR(s) 483.35(d)(7)
§4.83.35(d)(7) Regular in-service education
The fac Ity must cot ﬂpl tea prrormaﬁce review
Gf evary nurse aide atleast once every 12

onths, and must provide regular in-service
ation hasad on the Gdf&f} z;e of these

training must comply with the
3.9«5(, ).
T is not et as evidenced

approximately 9:.00 a.m_ g review
d cf 79 CNA employes records.
ords were el current CNAS who were
working in the *;x::f, woaks prior to this

survey. Tk e was no evidence inall 78 CHA
employse records that performance review
avaluations had been conducted on an ennua!
basis

an en

day meeting
wWas acnducted W ﬁL\ ASM (am*‘; retive staff
member) #1, the adminisiralor, and ASM #2, the
direcior of nursing. ASM #1 and ASM #2 were
asked who conducted employse performance

pm

o)
nstr

F72¢

F 730

F730: Nurse Aide Perform Review 12hrivr.

In-service

2. iew vompleted by the Luman
oordinator (HRC)
CHSUTE seeive their pf‘fiiuiﬂ i
aluation presented to them by the
csignee daring the month of thei
{hire dat placed in the
2. Follow up based og
3. Director of Nut

v

the Executiv
ensuring CNAS o receive thelr ann

red to them

per& evaluation p
during the month of their annual date of
hire.

HRC re-educated by the EDDON
regardin ensuring the HRC develops
:ﬂutmg the DCS of annual perform
reviews due monthly.
HRC re-educated by the ED/DON
regarding the responsibility for maintaining
the appropriate documeniation in the
cmployes file.

a file

e

avious Versions Obsolets Event 12 727Wit
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FORMAPPRO
OMB NO. 0938-039

i
(S

at was all.

months ago but

On 116718 at 1:40 pm. an interview was
conducted with ASM #1 and ASM #£2. ASM #1

e

and ASM #2 were asked to explain the process of
conducting performance review evaluzations.
ASM #2 stated, "Performance evaluations should
be done by the unit manager, charge nurse and
Cor myself. Our HR daparin i

=Yatl
1ent

is responsible lo
let the staff know when the performance
evalugtion is o be done. HR advises the
supervisor the evaluation is dus to be done.”
ASH #2 was askad who checks that i

atine
performance evaluations are done. ASM#2
stated, "It would have been HR. We have a
broken system, we have had a lot of turnover in
our HR department and our current HR person
walked out last week.”

FMENT OF DEFICIENCIES [X1) PROVIDER/SUPPLIER/CLIA [X2§ MULTIPLE CONSTRUCTION (X3} DATE SURVEY
) BLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
495362 B VING . 01/16/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
‘ 808 THOMPSON STREET
ASHLAND HNURSING AND REHABILITATION
ASHLAND, VA 23005
SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (5
(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 730 Continued From page 94 F730
review evaluations. ASM #2 stated itwas a 4 HRCidesic nduet
collzborative effort between the team members S ;?‘”gn“ o conduct ra
s s B I it Tonmnor
and deparimsant supervisor. ASM #2 further o ?;“ valuati o 1o 1]
_ B 3 RIGNCE evamualion presentea o them
stated, "It is a gray area between HR (human peppTmance svatualion presented to iem
resources) and nursing staff. We have had a by the DCS/designee during the month of
- 0 ;‘u ,‘aw e : _la »;\A N - v - ’ : their annual date of hire date and placed in
arge urnover. 11s a work In process. the employee file 2 times weekly x 4 weeks
PR o L then monthly and PR as indicated.
On 1/ 16/18 at 1(’2:25 g.m. an I?te'x\nE“N Was - Findings to be reported to QAP commiitee
CQRGUC'@d w*ﬁé 1 CNA #?*7‘ CNA#1T was asked if nonthly and updated as indicated. Quality
she had received a performance raview monitoring schedule modified based on
ion on the anniversary of her employment findings.
gvery year, UNA#17 stated that she had
received a performance review evaluation a few 3. Date of Compliance 3-2-18.

L
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STATERENT OF DEFICIENCIES X1 PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CON “‘J DTHON (X3} DATE SURVEY
AND PLAM OF CORRECTION : IDENTIFICATION NUMBER: A Bl o COMPLETED
CBUILDING -
C
495362 B WiNG 01/16/2018
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE

806 THOMPSON STREET
ASHLAND, VA 23005

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

ASHLAND HURSING AND REHABILITATION

SUMMARY STATEMENT OF DEFICIENCIES
{CACH DEFICIENCY MUST BE PRECEDED BY E-ULL
R: ULATORY OR LEC IDENTIFYING INFORMATION;

F 730 Continued From page 85 F 730
Mo further information was providaed prior to the
end of the survey process.

F 840 Use of Outside Resources F 840

s8=0 CFR(s) 483.70(gi{1)(2}

,}

8§483.70{g) Use of vuiside resources.
“4& TG\g U 1

s
& Tacility does not employ a
nio furman as

F840: Use of Quiside Resources

1. 1 \ni)um‘ are physic
: 2, completed by the
| ecior (EDY/ designee to
e vendors requiring o
is and aceessible Fellow up based
¢
: 3. s the Regional Vie
ent of d erat J“;S (R
4. ED/RVPO/designee E\- Mmz
naliness o . ‘Sqm ring g xclzuc'“i ensuring con s are
U REME tas evidenced current and accessible weekly x2iweeks,
menthly x 2 months, and fue}ﬁrjrﬁ‘y and
fl interview and facility document PRN as indicated, , _
s . 5 > renoried 1o (1 ommitiee
was determinad the facility sta# failed o Pmdm}:s mdbL r’i ;:n; ed o 3) APT con mitiee
p Seniod o mo updated as indicased. Bty
ob ain aCOiai ract wﬁr‘ an OUZSﬁdc‘ provider who is ' ¥ and updated as indicated. Qualig
e e monitoring schedule modified hs don
; Servioas in the far - o F
findings.
d 1o obtain a coniract with < . : T 1a
. - i 5. Date of Compliance 3-2-18.
re physician group prior o providing
Serf":ess i th facilit .
The findings include
FOReA CMS-2567(02-89) Previous Versions Obsolete Event I 727W 11 Facliity 1D VACOOZ If continuation sheet Page 96 of 107
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C
495382 BWING 01/16/2018
STREET ADDRESS, CITY. STATL, ZIP CODE
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SUMMARY STATEMENT OF DEFICIENGIES [ PROVIDERS PLAN OF CORRECTION
M DEFIGIE Y MUST BE PRECEDED BY FULL PREFIX ACTHON SHOULD BE
LATORY ORLSCIDENTIFVING INFORMATION) TAG O THE APPROPRIATE

Continued From page 96 F &40

On 1/11/18, the contract itsi

requa\tmf from the gdmims ator. On 1/11/18 at
30 p.m. the administrator, ad ;‘.mzstrsuve staff
mamber (ASBM) #1, stated she did not have a

contract for (name of wourd care specialisi),

de DI'CN ars was

Aith ASM #1 on
ked about tha
contracis are
f«mes in the bullding,
ompany, we get
morate wfrc gnc‘
clowith any
hen confer

Arintervi
111

W et

11718 at 5:32
n confracts was

ne wound care
vices in the facility.

-

M #1 presented a

; a{ﬁ Management.” The
"Policy: All contacts
ciiities Shdui'i be routad

“ ‘}F‘

o bv Fac

i%\ro f*k e contract managsment software to
nsure they receive appropriate approval prior to

execution and are m’*pmi; stored. Procedure: 1.

At centracts should be submitied via the contract
management software. .2, Tme contract system
can be accessed on the (corporation network)
....3. Once a request is submitted through the

FORK CMS-2887(02-99) Pravious Versions Obsoleis

o
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A BUILDING

E CONSTRUCTION

B, WING

{X3} DATE SBURVEY
COMPLETED

C
01/16/2018

MAME OF

PROVIDER OR SUPPLIER

ASHLAND HURSING AND REHABILITATION

STREETADDRESS, CITY, STATE, ZIP CODE
906 THOMPSON STREET
ASHLAND, VA 23005

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

0 PROVIDER'S PLAN OF CORRECTION

PREFIX

TAG CROSS-REFERENCED TO THE APPROPR
DEFICIENGY)

(EACH CORRECTIVE ACTION SHOULD BE

(%353

DATE

ATE

COMPLETION

F 840 Continued From page 97
contract management system, it will be rou
the appropriate operational and financial
parsonnel for review and approval. Tha confract
will also be reviewad by the lega! department. a.
Al contracts should be submittad as soon as
possible so proper approval can be received prior
to entering a contract. 4, Comraﬂ.ta should not be
executed untll the requestor receives a clear
email nstruction to do so. 5. Fully exacute
coniracts should be emalled to (email of

- corporate legal team) or faxed o the lagal
Ouaararrmni 'mm“diata’\” on s

Q

tad o

wPrevan ion & ilr:r rol
483.80(2)(1)(2)(2)(e)(7)

f ci my must establish and maintain an

infection prevention a.;d conirol program

“designed to p.ov a safe, sanitary and
comfortable environment and to help prevent the
development and trarsm!:s ion of communicable
diseases and infection

§483.80(a) Infection prevention and control
program.

The facility must establish an infec
and control program (IPCP) ti at mu

imum, the following elements:

i prevention
t inciude, at
a min
§483.80(2)(1) A system for prevanting, identifying,
reporting, investigating, and controlling infections

F 840

T
)
©o

=
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STATEMENT OF DE?ICI?\JCEES ) K1 ?ROVED\E?{;SUPPL'EPJCLS.-’X, (X2} MULTIPLE CDNS‘TRUCTEON 33 DATE SURYEY
AN PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
405362 B WING 01/16/2018
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
ASHLAND HURSING AND REHABILITATION 906 THOMPSON STREET
ASHLAND, VA 23005
» SUMMARY STATEMENT OF DEFICIENCIESV ‘ o PROVIDER'S PLAN OF CORRECTION (X5
{EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DaTE
DEFICIENCY)
F 880 Contnued From page 98 e 880’ ¥880: Infection Control
and communicable diseases for all res idents, 1. Linen cartremoved from resident 3's room
staff, volunieers, visitors, and other mci viduals on /10718
providing services under a contractual Resident # 2 did not suffer and s/s of
arrangement hased upon the facili ;y &as g:gm rt physical or psye chosocial adverse effects.
conducted according to §483. 7G(e) and following Nurse aide who cared for resident #2 re-
accepted national standards; educated regarding Infection Control
practices /t residents on Isolation
§483.80(a){2) Written standards, policies, and precautions,
procedures for the program, which musti ﬂCf“d(s\ .
ik 2 vt - 2. Quality review by the Director of Nursing
; (DO Staff Education Nurse/designee
completed regar (i ng residents on Isolation
precautions to ensure Infection Control
pradues are o per professional
g Feli w up bage
(EDYD
being ste
brsed on rdmgx
3. -educated by the D(}
Nurse?
n isoladon precuut
fection Control practices are
per pmfm onai standards.
Current staff re-educated by f
Staft Ldm.duo; Nurse/design
inen carts are not being
rOOImSs.
4, o

disesse or fnfeci
:*La

ang
ida tfcd under the facility's IPCP and

carrective actions taken by the facifity.

Ha)(4) A system for recording incidents

tha

ved

quality mgmtux mg rcgmdmg r;s!du‘b on
Isofation precautions to ensure Infection
Control practices is followed per
profossional standards 4 times weekly x 4
3, nes weekly » 4 weeks then
twize weekly and PR s mdlwicd.
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MEDICARE & MEDICAID SERVICES

DEPA
NTERS FOR N

CEN

ST OF DEFICIENCIES
OF CORRECTION

(X1} PROVIDERSUPPLI
IDENTIFICATION NUMBE

485362

HANE OF PROVIDE RO,\SU PLIER

ASHLAND HURSING AND REHABILITATION

TREET ADDRESS,
906 THOMPSON STREET
ASHLAND, VA 23005

CTY, STATE, ZiF CUDFE

§483.80 ’e) Linens.

Personnel must handle, store, precess, and
transport linens so as to prevent the spread of
infection.

oy
A
T
58
= E
B et
-
o
ﬁl}
-
o
(
- @
Z

.fﬁﬁt:NT s no n‘efas 5\3:1@175&31:%
staff inte

‘,f do u’ﬁmf reviem H

riate

appro

13 Resident #2's

The findings inciude: ;
1. The inen cart for the cnt,re dementia uny,
cmt]m ing clean linens for afl the residents, was

stored in Resident #3's room.

ident #3 was admittad to the facility on
10715 with the d fagnoses of but not limited to
chrenic Kidney disezse, high blood pressure,
Alzheimer's Dlsewe dizbetes, and psychosis.

monti

moni “'m

findings.
5. Date

and updated as indicatec

{Compliance

SUMMARY STATEMENT OF DEFICIENCIE 0 PROVIDER'S PLAN OF CORRECTION
BEFL CH DEFICIENCY MUST BE PJ \L‘:CEFLD BY FULx PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
SFICIENCY)
F 880 Continued From page 99 F 880

1 rooms 4 tim

5 weekly > X 4w
and PRN as indicated.

be n.;utcf o QAP] camm‘t'ﬁ

d. Quality

schedule moditied bused on

3-2-18.

The mostrecent MDS (Minirmum Data Set) was a
quaeter y assessment with an ARD (Assassm
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PRINTED: 02/02/2018
FORM APPROVED
OMB NO, 0938-0351 X

- Reference Date) of 10/17/17. Resident #3 was

- woded as being severely cogn'ﬁv@y impaired in
wb lity to rake daily life decisions, scoring a 1 out

& possible 15 on the BIMS (Brief Interview for

Men%al Status) exam. Resident #3 was coded
requiring total care for baf*h'ng‘ extensive care for
bed mobility, dressing, toileting, and hygiene:
Supervision to limited assistance for ambulation;
and as frequently incontinent of bowe! and

bladder.

On ‘%f‘i!’)z”'&i at 31t g, 610 pany, and 7:35
pam., 2n ation was rmads of R‘eﬁc:'*sn* #3's
TOOM. -eovered linen ca:-‘ for the unit

| 'fO Is, wgsk

HACA 5;:‘.;@, inan interview with CNA
! {Camze Nursing Assistant) sshe% stated that
the linen cart was bemg stored in resident rooms
("fs just Resident #3, but at any g ntime may
be in any other resident’s room) beu use the fire
marshal said the cart could not be stored in the
storage room; and, that there was a resident on
the unit that would take items from the cart, so
they could notleave it in the hallway. CNA#1 did
not recognize that this was an infection control
jssua.

gmt.

ot

Areview of the facility policy, "Exposure Control
Plan: Linen Handling” documented, "... .Clean
linen to be stored in a closed doset or a covered
linen cart....Clean linen from the Laundry
Department to the care areas should be
transported to linen storage areas using a

- covered cart...” The policy did not indicate that

STATEMENT OF DEFICIENCIES { VIDER/SUPPLIER/CLIA 2} MULTIPLE CONSTRUCTION [X3) DATE BURVEY
AHD PLAN OF GORQES L] IDENTIFICATION NUMBER; A BULDING COMPLETED
C
455362 B. WING 01/16/2018
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
908 THOMPSON STREE
ASHLAND NURSING AND REHABILITATION ' T
) ASHLAND, VA 23005
SUMMARY STATEMENT OF DEFICIENCIES i FPROVIDER'S PLAN OF CORRBECTION %5
PREED (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 880 Continued From page 100 F 880
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CENTERS FOP\ MEDICARE & MEDICAID SERVICE
I("im’\lt”" S (X1} PROVIDER/SUPPLI C% CLIA (K25 MULTIPLE COMSTRU(
TIOM IDENTIFICATION NUMBE P. S0P

A BULDING

DEPARTMENT OF HEALTH AND HUMAN SERVICES
S

485362 B WING 0
STREET ADDRESS, CITY. 8TATE, 2IP CODE

4906 THOMPSON STREET

2 OF PROVIDER OR SUPPLIER

ASHLAND NURSING AND REHABILITATION
ASHLAND, VA 23005
SUMMARY STATEMENT OF DEFICIENCIES o PROVIDERS PLAN OF CORRECTION
(EACH DETICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
REGULATGRY OR LSC IDENTIFYING INFORMATION) TAG CROSSf erm(“m TO THE APPROPRIATE
DEFICIZNGY)
F 880 Centinued From page 101 E 880

nen carts should not be stored in 2 resident's

(S IniRY]

Gn 11916 &t 5:33 pom., the Administrator was

made aware of the findings. The !‘dm inistrator
ted th hel never said the liren cart

storage room. No
rovided by the end of the

e Ro
P AN

b
questinns provided on he it ;tewiew
for mental st he staff assessmant for
dent ;

3
3

@

[t1)
TRAY )

g

g

3

2

=
3

i

=

2's room was

r containing
yandas ““”‘
tact

iat

fecauiio* . Rm den‘ “”2 was cbserved baing
zsisted with ambulaticn to har room by a CNA.

On entering the room CNA (certified nursing

nsheet Pags 102 of 107
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ASHLAND NURSING AND REHABILITATION

ASHLAND, VA 23005

906 THOMPSON STREET

AENT OF DEFICIENCES (%) (X2) MULTIPLE CONSTRUCTION DATE SURVEY
PLAN OF CORRECTION A BLILOING COMPLETED
C
4553672 BWING 01/16/2018
i
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE. ZIP CODE -

assistay .t} #18 did not don any of the PPE. CNA
#18 assisted Residant #2 to sit on her bed and
began helping her with her meal. CNA #18 was
observed touc! Hing Resident #2's meal tray with
bare hands and cutiing Resident #2's food. CNA
#18 was then remos /DO an envelope from

Resident #2's bedside table and begin fanning
hersell ,sia.mg trats?‘ W as hot. f,t6 55 p.n

CMAH d not
wash Psolution,
CNAH 21 1 2 cart and
entered cther reside ooms to remove dinnsr

olation for.
? efed ”She haa wad lice, and it can
be spfcw.d " CY»A #18 was asked what should
she do to protact other residents from belng
infacted, CNA#18 stated, " should have washed
v hands, did not do it that time, | should have
done i, justdidn't do it

J
& st

Or 14118 at 2:18 p.m. an interview was
conducted with RN (registered nurse) #4. RN #4
was askad what should happen for a resi dert is
on isolation. RN #4 stated, "Always do the PPE,
gown and gloves, before entering the room.” RN

~#4 was asked what should be done differently if

CIES PROVIDER'S PLAN OF CORRECTION
BY FULL (EACH CORRECTIVE ACTION SHOULD BE
ERATION) CROSS-REFERENCED TO THE APPRUPRIATE
DEFICIENGY)
F 880 Continued From page 102 F 880
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SMENT OF DEFICIENCIES [X1) PROVIDERSUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION
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485362 B. WING

C

coM DLETED

01/16/2018

ASHLAND NURSING AND REHABILITATION

STREET ADDRESS, CITY, STATE, ZIP CODE
906 THOMPSON STREET
ASHLAND, VA 23005

SUMMARY STATEMENT OF DEFICIENCIES o
(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX

REGULATORY OR LEC IDENTIFYING INFORMATION) TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENDY]

F 880

Continued From page 103 F 880
he resident was known to have head lice. RN #4

stated, "The staff should pfcf* a shower cam on

their head before entering.”

On 1/11/18 at 5:35 p.m. an end of day meeting
was conducted with ASM (administrative staff
member) #1, the administrator, and ASM #2, the
director of nursing. ASM #1 and ASM #2 were
rade aware of the above findings at this tme and
a policy regarding infection control was
raqgfestcb

=, “isolation -
ased Precautions
locumentation;
ion to Standard
Pracautions for
be infectad w

y non-s .
room. c. Remwe !cwes before le ? ing the
rocm and perform hand hygiene. 5. Gown. a
Waear a disposable gown upon er*eri g the
Contact Precautions room or cubic

No further information was provided prior o the

end of the survey process.

Required In-Service Training for Nurss Aldes F 947
CFR{s} 483.85(g)(1)-(4}

§483.95(g) Required in-service training for nurse

aides.

In-seivice training must-

§483.95(g){1) Be sufficient to ensure the

ﬂ
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