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F 000 | Initial Comments | F 000
F 000 - The statements
- An unannounced biennial State Licensure made in the fo!lowing
 Inspection was conducted 8/20/18 through plan of correction are
8/23/18._ The facility was not ir! compliance with not an admission to
‘ tr:le Virginia Rules_and Reg_qlatnon_s for the _ and do not constitute
- Licensure of Nursing Facilities. Six complaints ;
were investigated during the survey. an agreement with the
alleged deficiencies nor
1ng c:atr;]su? in thifstﬁz2 Iicense?_ rI.;':oed facility was the reported
at the time of the survey. The survey sample ;
consisted of 38 current Resident reviews and 4 conversatlons ?nd "
closed record reviews. other |nf0rmat|0n cited
in support of the
F001 Non Compliance F 001 alleged deficiencies.
The facility sets forth
;I'I;Ie facility t:;asi'out of compliance with_ the the following plan of
ollowing state licensure requirements: correction to remain in
This RULE: is not met as evidenced by: compliance with all
12VAC5-371-220 (A) Nursing Services, federal and state
Cross reference to F-550 and F-689. regulations. The facility
12VAC5-371-220 (A) Nursing Services, Nas takerarwill taks
- Cross Reference to F-656. the actions set forth in
' the plan of correction.
12VAC5-371-360 (E) Clinical Records, following plan of
Cross reference to F-842. e -owmg P ?
correction constitutes
12VACS5-371-140 (E.1 .b.) Policies and the facilities allegation
Procedures, of compliance. All
Cross Reference to F-606: alleged deficiencies
12VAC5-371-140 (A) Policies and Procedures. cited have been or will
Cross Reference to F-607. be corrected by the
date or dates indicated.
COV 32.1-126.01 (A)
Cross-Reference to F-606 and F-607.
12 VAC 5-371-210 (B) Nurse Staffing,
Cross Reference to F-726.
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| - | T
| | i |
F 001 | Continued From Page 1 | Foor | Fss0 ._ _ |
‘. l\ 1. Certified Nursing
\ | :
| 12VAC5-371-370 (E) Maintenance and J | Asf:ta"ﬁ‘;t sat °: | |
| Housekeeping, K resident #49's couch | 4
; Cross Refence to F-925. ‘ to complete activity '
i‘ { ' of daily living was f
| | | educated not to |
} | J infringe on resident !
; | | privacy by completing \'
; f | her ADL’s sitting on |
l\' | ' resident couch on |
i - J 8/23/18, 09/26/18
f I‘ ; 2. All residents have the ‘
| - | potential to be
\ \ .

i § affected. On 8/23/18
‘ | rounds were
1 ! conducted on 3|
units. Rounds were
. | conducted on 3|
F ! rooms by Director of
| Nursing to ensure no
J ! Certified Nursing
’ ; Assistants are
completing their
ADL’s
I 3. AllCertified Nursing
j Assistants will be

| educated not to
IJ infringe on resident
| Privacy by completing
| | the ADL’s in resident

STATEFORM

- 7PZS1

021189

If continuation sheet 2 of 2



State of Virginia

PRINTED: 09/05/2018
FORM APPROVED

STATEMENT OF DEFICIENCIES
/AND PLAN OF CORRECTION

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

(X1) PROVIDER/SUPFLIER/CLIA
IDENTIFICATION NUMBER:

495155 B. WING

(X3) DATE SURVEY
COMPLETED

08/23/2018

NAME OF PROVIDER OR SUPPLIER
SLEEPY HOLLOW HEALTHCARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

6700 COLUMBIA PK
ANNANDALE, VA 22003

X4)ID |
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TAG
i

SUMMARY STATEMENT OF DEFICIENCIES [ D

PROVIDER'S PLAN OF CORRECTION

(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX

TAG

(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

F 001 ) Continued From Page 1

! 12VACS5-371-370 (E) Maintenance and
| Housekeeping,
| Cross Refence to F-925.

room by Assistant
Director of Nursing or
designee on or
before 09/26/18.
Unit Manager or
designee will conduct
random rounds
weekly on 5

resident’s room per
unit for compliance.

Any deviation will be
forwarded to the
Director of Nursing
and QAPI (Quality
Assurance
Performance
Improvement)
committee for
recommendations for
monthly x 3.

Date of compliance

09/26/18

F 606

1. Criminal Background

check for Dietary
Aide #1 was
completed on
8/28/18. No

identifiable records

were found.

09/26/18
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prior to hire to
ensure completion of
criminal background
check on or before
09/26/18.
Human Resources
Manager educated
dietary manager on
9/7/18 ensuring
criminal background
checks are completed
prior to hiring dietary
employee.
Human Resources
Manager will conduct
an audit on 50% of all
new dietary hires.
Any deviation will be

State of Virginia FORM APPROVED
TATEMENT OF DEFICIENCIES X1) PROVID [
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F 001 : Continued From Page 1 | Foo1 . 2. All dietary employees ‘
i J | have the potential to {
| 12VAC5-371-370 (E) Maintenance ang | ! be affected. 100% |
| Housekeeping | : i |
: ‘ audit of all current \
' Cross Refence to F-925, f , ; 3
| | . dietary employee’s |
4 i | criminal record were !
f J J= reviewed on 9/7/18. ‘}
: 5 No identifiable |‘
| | | |
| . | records were found. J
| ;‘ |‘ Human Resources |
; f f Manager will review ;
| | | P (
; ; . criminal background |
f f check for all new
" : ,‘ dietary employees 09/26/18
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| PREFIX
| TAG
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f
|
TAG ’
|
[
|

| Housekeeping,

Continued From Page 1

12VAC5-371-370 (E) Maintenance and

Cross Refence to F-925.

|
|

' F 001

forwarded to the
Executive Director or
designee and QAPI
(Quality Assurance
Performance
Improvement)
committee for
recommendations for
monthly x 3.

Date of compliance
09/26/18.

F 607

1. Criminal Background
check for Dietary
Aide #1 was
completed on
8/28/18. No
identifiable records
were found.

2. All residents have the

potential to be affected
due to not

implementing the
abuse policy and
procedure to obtain a
Criminal Background
Check. 100% audit of
all current dietary
employee’s criminal
record were
reviewed on 9/7/18.
No identifiable
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F 001 l Continued From Page 1 | F 001 records were found. S
|
J ’ | Human Resources |
| 12VAC5-371-370 (E) Maintenance and f 5 Manager will review |
J Housekeeping, | | criminal background |
: Cross Refence to F'925 ; ‘| Check for a" new :
| "
| J | dietary employees f
J' | ] prior to hire to i
;. ; ensure completion of f
! .' criminal background !
f ’ ; check. |
| ! j 3. Human Resources I
| . Manager educated '
dietary manager on 09/26/18

|
| ensuring criminal

! ; ‘ background checks
{ " are completed prior
to hiring dietary !
| ! | employee on 9/7/18. |

. | 4. Human Resources }
J ‘ i Manager will conduct

an audit on 50% of all |
, new dietary hires. .
i Any deviation will be |
forwarded to the |
| Executive Director or

| , designee and QAPI

| | [ (Quality Assurance

| : ' Performance
Improvement)

! committee for

= 5 recommendations for
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ID
PREFIX
TAG
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PROVIDER'S P|
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LAN OF CORRECTION
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NCED TO THE APPROPRIATE

(X5)
COMPLETE
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|
1'
|
|
|
|
|
|

|

|
J
|
|
a
|
:
|

12VAC5-371-370
Housekeeping,
Cross Refence to F-925.

F 001 {' Continued From Page 1

(E) Maintenance and

|
|

f

F 001

5. Date of compliance
09/26/18

F 656

1. Care plan for resident

#162 was revised on
8/19/17 to indicate
elopement history.
All residents have the
potential to be
affected. Care plans
for all current
residents on the
secured dementia
unit will be revised to
include at-risk for
elopement. For al|
new admissions that
are on the locked
dementia unit thejr
care plan will include
an at-risk for
elopement,

All licensed nursing
staff will be educated
on revising and
updating care plan
for residents at-risk
for elopement on the
secured dementia
unit by the Assistant
Director of Nursing

|
| |

|
|
i
[

09/26/18

|
|
|
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F 001 f Continued From Page 1 'Foor | on or betore ;
" | | 09/26/18 =
| . . I
| 12VAC5-371-370 (E) Maintenance and | | % Unit Managers will |
!’ Housekeeping, ‘: audit 10% of care |
| Cross Refence to F-925. plans in locked J
| |
i ! | dementia unit weekly |
| i i for 3 weeks and then ;
4 ‘ monthly. Any !
! | | deviation will be |
| ! | forwarded to the §
| | |
li | !‘ Director of Nursing or 4
, { designee and QAP| .
? | F (Quality Assurance
| { Performance 09/26/18
f Improvement) f
|
. . committee for \i
|
' . | recommendations ;-
| i |‘ monthly x3 and ‘
! .
{ ! ongoing.

|
|
i
|
J

5. Compliance date
09/26/18

F 689
i

For resident #241,
#47, and #28 smoking
Mmaterials were
secured by Executive
Director outside of
the designated
smoking area on
8/22/18.
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CROSS-REFERENCED TO THE APPROPRIATE

PREFIX |

TAG |

DEFICIENCY)

F 001

|
;
|

Continued From Page 1

| 12VAC5-371-370 (E) Maintenance and
Housekeeping,
Cross Refence to F-925.

!
|

2. Al residents have the

potential to be
affected. Smoking
materials for all
current residents
were secured by
Executive Director on
8/22/18. For all new
smokers their
smoking materials
will be secured per
policy.

All staff will be
educated on the
smoking policy by the
Assistant Director of
Nursing or designee
on or before
09/26/18

Executive Director or
designee will conduct
rounds 3 times a
week on residents
that smoke to ensure
that their smoking
materials is secured
for 3 weeks and then
monthly. Any
deviation will be

09/26/18
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ID
PREFIX
| TAG
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CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

(X5)
COMPLETE
DATE

F 001

Housekeeping,

5
l
|
|
|
|
|
|
l

Continued From Page 1

12VAC5-371-370 (E) Maintenance and

| Cross Refence to F-925.

F 001

forwarded to the
Executive Director or
designee and QAPI
(Quality Assurance
Performance
Improvement)
committee for
recommendations for
monthly x 3 and
ongoing.

Compliance date
09/26/18

F 726

1. LPN #1 and Unit
Manager RN #1 were
educated on how to
assess arteriovenous
(AV) fistula
hemodialysis access
site for bruit and
thrill on hemodialysis
resident #67.

2. All residents receiving
dialysis have the

potential to be
affected. All licensed

nursing staff will be
educated on how to

assess arteriovenous
(AV) fistula

STATE FORM
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ID
PREFIX
TAG
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F001|
|
\

Continued From Page 1

| 12VAC5-371-370 (E) Maintenance and
| Housekeeping,
1 Cross Refence to F-925.

! F 001

|
|

IATE

site for bruit and
thrill on all
hemodialysis
residents.

3. Assistant Director of
Nursing or designee
will continue to
educate newly hired
licensed nursing staff
on orientation and
annually.

4. Observations will be
done by Unit
Managers 3 times a
week on licensed
nursing staff
assessing
arteriovenous (AV)

fistula hemodialysis
access Site Tor prin

and thrill weekly x3
and then monthly.
Any deviation will be
forwarded to the
Director of Nursing or
designee and QAPI
(Quality Assurance
Performance
Improvement)
committee for
recommendations for
monthly x 3 and

STATE FORM
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Records department
| will ensure that 05/26/18
| medical records are I
| | complete, accurate, |
|‘ ' systematically .
! | organized, and 5

_‘ readily accessible
i , from date of
| ‘ | 5 acquisition — 5/1/17
{ | per policy. !
! | | 3. Assistant Director of |
[ _ | Nursing or designee ?
| - will educate medical

records staff on
having complete,

. accurate,
‘ ; | systematically
f ; ‘ organized, and
I‘ ; readily accessible
. ; ; medical records per
| | policy on or Bgfore |
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' ! ? ngoing. !
F 001 | Continued From Page 1 | Foo1 | Ongoing . !
l[ | 5. Date of compliance ;
| | | 09/26/18 |
l‘ 12VAC5-371-370 (E) Maintenance and I‘ CF 842 l
Housekeeping, ' | )
) Cross Refence to F-925. . ‘: 1. Resident #440 was |
; | discharged 6/1/17. (‘
J - a i
! ! | Resident #240 was |
_\' i‘ ; discharged 5/30/17. |
| |
| | ' 2. Allresidents have the ;
| I f potential to be
f | : affected. Medical i
| | j
|
|

|
f
i
|

i
|
|
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PREFIX
TAG
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SUMMARY STATEMENT OF DEFICIENCIES

MUST BE PRECEDED BY FULL
C IDENTIFYING INFORMATION)

D ‘
PREFIX |

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

DEFICIENCY)

i
i
|
|
Foo1;
|
|

|
|
|
|
|

Continued From Page 1

12VAC5-371-370 (E) Maintenance and
Housekeeping,
Cross Refence to F-925.

|
L
|
|
|

09/26/18.
Assistant Executive

Director or designee
will audit 10% of
discharges weekly x3
and then monthly.
Any deviation will be
forwarded to the

Director of Nursing or
designee and QAPI

(Quality Assurance
Performance
Improvement)
committee for
recommendations for
monthly x 3 and
ongoing.

Date of compliance
09/26/18.

F 925
1. The following rooms

were inspected and
treated by Bay city
pest management on
9/10/2018 - #308,
#300, # 311, # 114
and offices # 324,
#328 #329. The
following room were
inspected and
treated by Bay city

09/26/18

I
e ——————
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walls were sealed on
09/12/18. Trees were
trimmed away from
the building on or
before 09/26/18.
South Kitchen sink
was cleaned on
08/23/18.
All residents have the
potential to be
affected. For all other
resident pest control
services will inspect
rooms of all resident
and treat if needed.

3. Residents and staff

State of Virginia FORM APPROVED
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F 001 Continued From Page 1 J Foo1 | pest management on ’
| | | 9/12/2018 - # 112, |
| 12VAC5-371-370 (E) Maintenance and | | #106, #204, #305, #9, |
i Housekeeping, f ‘ #213, and south '
Cross Refence to F-925. ‘ ini ’
% | , dining room. No ‘
P ? | additional evidence |
r f ! of pest found in the |
; | | rooms. The i
| | Microwave oven was j
f l‘ removed from the ;
' ;= East Unit on }
; # 08/23/18. Holes in
|

09/26/18

|

\
|
J!
|
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|

;
|
4
|

monthly to check
pest control book to
ensure that all rooms
listed in the pest
control book has
been treated by the
pest control
company. Audits will
be brought to the
QAPI monthly x3
months and ongoing.
Date of compliance
09/26/18
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A BUILDING
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ' TAG | CROSS-REFERENCED TO THE APPROPRIATE J DATE
J ; ; DEFICIENCY) !
F 001 ’ Continued From Page 1 | Foo1 | will be in-serviced on f
| ' | the process of f
, .
f :{2VA05-371-370 (E) Maintenance and i 4 reporting pest |
| Housekeeping, | ' .
Cross Refence to F-925, | SAECE'S nends, A |
; | | letter was sent to |
{ ' J resident on the |
| . [
| ; process of reporting !
| | pest sightings. [
| | |
f ' | An audit will be done ;
.! = ; weekly x 3 and then 09/26/18

STATEFORM

7Pzt

"~ If continuation sheet 2 of 2



DEPARTMENT OF HEALTH.AND HUMAN SERVICES PRI%E&APPRO\E"S

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUP| CONS
AND PLAN OF CORRECTION i mmmm?tfm“fe? Ktzl;m i
485155 B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SLEEPY HOLLOW HEALTHCARE CENTER SHIR SOLUMSIN PR
ANNANDALE, VA 22003
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D H PROVIDER'S PLAN
PREFIX (EAGH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE A%F#::::gm“ e
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG |  CROSSREFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
E 000 Initial Comments L 000: The statements made in the
Pr— Em ¢y Prepar | following plan c'uf r..:orrectlon
survey was conducted 8/20/18 through B/23/18 | AmnccaatmsEns e
Corrections are required for compliance with 42 1 do not constitute an
g:R lP;art.I‘iam:s.Ti Requirement for Long-Term ‘ agreement with the alleged !
re Faciities. No emergency preparedness 5 ienci h |
complaints were investigated during the survey. ! ceficlencies nor & ° |
E 004 | Develop EP Plan, Review and Update Annually °  E 004/ reportid comtiatians and i
§8=C | CFR(s): 483.73(a) other information cited in
[The (facility] must comply with i : 5 support of the alleged
ity] must comply with all applicable apes ili
3 |, State and local emerg : ?eﬁ:le;m?sl.l Thtle fat:llhtv scfats
preparedness requirements. The [facility] must i . b
develop establish and maintain a comprehensive ; correction to remain in
emergency prepargdnese_; program that meets the : r compliance with all federal
requirements of this section.) and state regulations. The
* [For hospitals at §482.15 and CAHs at | facility has taken or will take
| §485.625(a):] The [hospital or CAH] must comply ; the actions set forth in the
| with all applicable Federal, State, and local | plan of correction. The
| emergency preparedness requirements. The | | following plan of correctio
| [hospital or CAH) must develop and maintain a '@ | Cep ha t Itr =
comprehensive emergency preparedness :- ; constitutes the facilities ;
program that meets the requirements of this | : allegation of compliance. All '
section, utilizing an all-hazards approach. | i alleged deficiencies cited
! ‘ have been or will be
The emergency preparedness program must : ; :
include, but not be limited to, the following | | camvensed by tedateor i
elements:] ‘ | dates indicated. i
| (a) Emergency Plan. The [facility] must develop !
| and maintain an emergency preparedness plan ? o N pe—
| that must be [reviewed), and updated at least | : ReECEIVED !
| annually. !
f f SEP 24 2018
| [For ESRD Faciliies at §484.62(a):] Emergency | ot 24 2018
| Plan. The ESRD fadility must develop and v LI/Ni
| maintain an emergency preparedness plan that ' Di VLG
l must be [evaluated], and updated at least

LABOR? DWWENTWVES SIGNATURE TITLE (X8) DATE
o) Exe  DIRE T e vl (8

ent endin %&ﬂ denotes a deficiency which the institution may be excused from comecting providing & is determined that

Any

other safeg e e to the palients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the d r a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

m following the li?:nm these documents &te made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
ram participation.
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(%4) ID SUMMARY STATEMENT OF DEFICIENGIES : D | PROVIDER'S PLAN OF CORRECTION o)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX | (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) LA | CROSS-REFERENCED TO THE APPROPRIATE DATE
i | DEFICIENCY) _
| E004 |
E 004 | Continued From page 1 E 004 | 1.  The facility risk assessment
annually. ! will be completed on or 09/26/18
th-ls REQUIREMENT is not met as evidenced : before 09/26/18. !
Bésed on record review, and staff interview, the i 2. The facility risk assessment !

facility staff failed to have documentation of the
facilities Emergency Preparedness Plan identified
risk assessment.

i will be completed on or
? before 09/26/18.
{ 3. Assistant Executive Director
{ or designee will in-service

! all staff on the facility risk
During an interview on 06/22/18 at 11:40 A M. assessment on or before
with the Administrator, he was asked for 09/26/18.
documentation of the facilities community-based . .
risk assessments that will assist the facility in 4. The risk assessment will be
addressing the needs of their patients. The reviewed bi-annually or as

necessary and updates will

The findings included:

Administrator stated the facility had not
conducted a risk assessment of it's emergency

preparedness plan. The Administrator presented be madetotherisk
a summary of a Hurricane Evacuation Pian which assessment. Any deviation
he stated was the result of a workshop. will be forwarded to the

_ | I Executive Director or
The facility staff failed to have documentation of | |

identified risk ts of the emergency ; i designee and QAPI (Quality
preparedness plan. ' i Assurance Performance
E 006 | Plan Based on All Hazards Risk Assessment E 006 Improvement) committee
8s=C | CFR(s): 483.73(a)(1)-(2) ; , for recommendations for 1
! monthly x 3 and ongoing. :
[(a) Emergency Plan. The [facility] must develop | f )
and ma:'\rt%in‘;s;\ emergency preparedness plan | . 5. Compliance date 09/26/18 09/26/18

that must be reviewed, and updated at least !
annually. The plan must do the following:] E

(1) Be based on and include a documented,
facility-based and community-based risk ‘ %
assessment, utilizing an all-hazards approach.* | j

“[For LTC facilities at §483.73(a)(1):] (1) Be based 5
on and include a documented, facility-based and | |

i i
FORM CMS-2667(02-99) Previous Versions Obsolete Event ID:4E4011 Facility ID: VAO227 If continuation sheet Page 2 of 77
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER COMPLETED
A BUILDING
o
495185 B. WING 08/23/2018
NAME OF PROVIDER OR SUPPLIER

SLEEPY HOLLOW HEALTHCARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
€700 COLUMBIA PIKE
ANNANDALE, VA 22003

oy | SUMMARY STATEMENT OF DEFICIENCIES i ) PROVIDER'S PLAN OF CORRECTION o)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREF | {EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG |  CROSS-REFERENCED TO THE APPROPRIATE DATE
I | DEFICIENCY)
. . E006 l
E 006 Contmue‘d From page Z o E008. 1  The hazard risk assessment will
community-based risk assessment, utilizing an i b e it 09/26/18
all-hazards approach, including missing residents. e used to develop the
strategies in determining the
1Fot ICF/IIDs at §483.475(a)(1):] (1) Be based on needs of the facility population.
and lnclu_de 8 docm:nenlied. facillty-bm and 2. The hazard risk assessment will
community-based risk assessment, utilizing an '
all-hazards approach, including missing clients. . be used to develop the
! strategies in determining the
(2) Include strategies for addressing emergency | needs of the facility population.
events identified by the risk assessment. : 3. Assistant Executive Director or
* [For Hospices at §418.113(a)(2):] (2) Include ! designee will in-service all staff
strategies for addressing emergency events ; on the strategies for the risks
identified by the risk assessment, including the : and strategies identified on or
management of the consequences of power ‘ before 09/26/18
failures, natural disasters, and other emergencies ] )
that would affect the hospice's ability to provide 4. The hazard risk assessment will
care. be reviewed monthly x3 and
Th.ls REQUIREMENT is not met as evidenced updates will be made to the risk
B' - | review, and staff interview, the assessment. Any deviation \.mll
facility staff failed to have documentation of the be forwarded to the Executive
facilities Emergency Preparedness Plan identified Director or designee and QAPI
risk assessment and associated strategies. (Quality Assurance Performance
The findings included: Improvement) committee for
recommendations for monthly x
During an interview on 08/22/18 at 11:05 A M. 3 and ongoing.
with the Administrator, he was asked for 5. Compliance date 09/26/18 09/26/18
documentation of the facilities community-based |
| risk assessments and strategies that will assist
| the facility in addressing the needs of their :
' patients. The administrator stated the facility had
. not conducted a risk assessment of it's !
| emergency preparedness plan.
I The facility staff failed to have documentation of
| identified risk assessments and strategies of the
| emergency preparedness plan. ;
FORM CMS-2567(02-89) Previous Versions Obsolete Event 1D:4E4011 Facility ID: VA0227 If continuation sheet Page 3 of 77



DEPARTMENT OF HEALTH AND HUMAN SERVICES

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 09/04/2018
FORM APPROVED

) (X2) MULTIPLE CONSTRUCTION
IDENTIFICATION NUMBER: A BUILDING
495185 B. WING

NAME OF PROVIDER OR SUPPLIER
SLEEPY HOLLOW HEALTHCARE CENTER

STREET ADDRESS, CITY, STATE. ZIP CODE
6700 COLUMBIA PIKE
ANNANDALE, VA 22003

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
E 007 | EP Program Patient Population E 007! E007
ss=C | CFR(s): 483.73(a)(3) i 1. Facility will 5 09/26/18
. Facility will conduct a
Eﬂ&i’:‘m’m zﬂmmhgm&"ﬁa:m | | meeting to determine
that must be reviewed, and updated at least | | delegation of authority on or
annually. The plan must do the following:] ! before 09/26/18
(3) Address patienticlient population, including, | 4 Facitywileanduetz
but not limited to, persons at-risk; the type of | meeting to determine
:ﬁ"e":"s the “‘;‘ggtglom;t?;zﬂy to P,"’r‘:'sde " ; delegation of authority on or
including delegations of authority and succession ' j before 09/26/18
plans.*™ _ } 3. Assistant Executive Director
“Note: ['Persons at risk” does not apply to: ASC, i ‘ or designee will m-?erwce all
| hospice, PACE, HHA, CORF, CMCH, RHC, ‘ staff on the strategies for the
| FQHC, or ESRD facilities.] i risks identified.
] . . -
; I\r;ls REQUIREMENT is not met as evidenced | 4. The delegation of authority
Based on record review, and staff interview, the | i will be reviewed monthly x3
facility staff falled to have documentation of the | ; nd updat ;
facilities identified population at risk during an e AN upcatis will e mads th
emergency and delegation of authority during an 5 the Emergency Preparedness
| emergency. ' Manual. Any deviation will
| The findings included: | ! - fonoyardt?d to the
| ! { Executive Director or
| documentation of the facilities identified Assurance Performance
| population at risk during an emergency and , Improvement) committee for
| delegation of authority during an emergency. The ;
| administrator stated the faclity had not conducted GRS e Beoris fon
| & risk assessment of it's resident populationat | monthly x 3 and ongoing.
g;s: 2‘:’&?" ;," o) He stated.Tge would be : 5. Compliance date 09/26/18 09/26/18
j ority during an emergency. The - ‘ :
; Administrator stated, all Supervisors had ;
| delegated authority during an emergency. Unit |
| Managers on various units and during the g 1
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 4E4011 Faclity ID VA0227 If continuation sheet Page 4 of 77
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CFR(s): 483.73(b)(1)

[{b) Policies and procedures. [Facilities] must
develop and implement emergency preparedness
policies and procedures, based on the emergency
plan set forth in paragraph (a) of this section, risk
assessment at paragraph (a){1) of this section,
and the communication plan at paragraph (c) of
this section. The policies and procedures must be

documentation and a
contracted agreement for
the provision of water,
food, fuel, and sewage
disposal on or before
09/26/18.

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
‘ SERVICES ;
STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULONG
495155 B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
i 6700 COLUMBIA PIKE
SLEEPY HOLLOW HEALTHCARE CENTER ANNANDALE, VA 22003 _
o) i0 | SUMMARY STATEMENT OF DEFICIENCIES o ! PROVIDER'S PLAN OF CORRECTION |
PREFIX |  (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG |  CROSS-REFERENCED TO THE APPROPRIATE ' DATE
l DEFICIENCY) !
E 007 | Continued From page 4 E 007/ |
moming and evening shifts were asked if they | E015 '
had the authority to act during an emergency and | ie . 09/26/18
received training for acting during an emergency ; 1. Facility will have ;
and they all stated "No." The facility did not have 5 documentation and a ‘
. A : ; , _
documentation of delegation of authority during | contracted agreement for
an emergency. i o
| the provision of water,
The facility staff failed to have documentation of food, fuel, and sewage
the facilities identified population at risk and dis |
documentation of delegation of authority during ; Posal on or before i
an emergency. ! 09/26/18. |
E 015 | Subsistence Needs for Staff and Patients E 015 2. Facility will have '

reviewed and updated at least annually.] At a 3. Assistant Executive
:!Jggl;n&nﬂ?o m and procedures must | Director or designee will
' | in-service all staff on
(1) The provision of subsistence needs for staff contracted emergency
and patients whether they evacuate or shelter in ; providers
place, include, but are not limited to the following: ; J )
(i) Food, water, medical and pharmaceutical . 4 The contracts will be _
supplies _ reviewed monthly x3.
g}ma e sources of energy to maintain the | Any deviation will be |
(A) Temperatures to protect patient health and ; forwarded to the ]
- safely and for the safe and sanitary storage of j
provisions. 1‘
(B) Emergency lighting. ) |
(C) Fire detection, extinguishing, and alarm
FORM CMS-2667(02.99) Previous Versions Obsolete Event 1D: 4E4011 Facility ID. VAQ227 If continuation sheet Page 5 of 77
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PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) W | CROSS-REFERENCED TO THE APPROPRIATE DATE
i DEFICIENCY)
| a
E 015 Continued From page 5 | E015|
(D) Sewage and waste disposal. : 4 Executive Director or
; | designee and QAPI
*[For Inpatient Hospice at §418.113(b)(B)ii)] | - o
Policies and procedures. ; (Quality Assurance
(6) Tpo following are additional requirements for i Performance
hrg?m inpatie i ’:L?;:‘zmgé f Improvement) committee
following; | for recommendations for
(i) TI': mhbﬂ ‘:f::i::;f:f: r:he:;:%\ey % monthly x 3 and ongoing.
evacuate or shelter in place, include, but are not | 3. Compliance date 09/26/18
limited to the following: i ' 09/26/18
(A) Food, water, medical, and pharmaceutical |
supplies, ;‘ 5
(B) Alternate sources of energy to maintain the | 1
ing: & .‘
(1) Temperatures to protect patient health | ;
and safety and for the safe and sanitary storage ; !
of provisions. i i

(2) Emergency lighting. |
(3) Fire detection, extinguishing, and alarm |
systems. i
(C) Sewage and waste disposal. j
This REQUIREMENT is not met as evidenced g
by: !
Based on record review and staff interview, the | ;
facility staff failed to provide documentation that !
the emergency preparedness plan addressed ;
provisions of subsistence including food and i i
water and sewage disposal services.

The findings included: ; 5

The facility emergency preparedness plan failed |
to have documentation for the provision of food, |
water, and fuel during an emergency. The facility |
also failed to have a plan for sewage disposal I
services. i
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| , DEFICIENCY)
{ |
E 015 Continued From page 6 EO015 026
; Dl:ringi ; rﬂt:view of ":: ernergﬂvan;,:}f2 lzx'eparedness ? 1. Facility will have 09/26/18
plan e administrator an /18 at 11:30 ; i
AM. he was asked for documentation for vendor ! d: c:m,e," tation d,e soing !
contracts for food, water, fuel, and | the fciity's role I i
disposal services. The administrator and the | providing care off-site on or
Division Director of Facility Maintenance stated, | before 09/26/18. ‘
- they would provided contracts for the food, ; 2. Facility will have
: water, and fuel. No contracts were provided | ' . . |
 during the survey. The Regional Director of | documentation describing
. Operations's provided this surveyor on 8/23/18 at | the facility’s role in ‘
| 2:15 P.M. during the exit conference with a I providing care off-site on or |
i o SLECH 0 e A cho 1) | before 09/26/18 |
E 0261 Roles Under a Waiver Declared by Secretary E 025i 3. Assistant Executive Director
§8=C! CFR(s): 483.73(b)(8) f or designee will in-service
i i all staff on describing the
; [(b) Policies and procedures. The [facilities] must ? faciliti : -
' p and implement emergency prepared ; aci |t:$fs r.ole in prt:)w?mg
| policies and procedures, based on the emergency care oft-site on or before
plan set forth in paragraph (a) of this section, risk g 09/26/18.
assessment at paragraph (a)(1) of this section, 3 4. The document describing
and the communication plan at paragraph (c) of ] thie faciity's role fn
this section. The policies and procedures must be | > :
reviewed and updated at least annually. At a g providing care will be
minimum, the policies and procedures must ; reviewed monthly x3. Any
address the following:) 1‘ deviation will be forwarded
: | t E ive Di
(8) [(6), (6)(C)(iv), (7), or (8)] Thie role of the | o
[facility] under a waiver declared by the b | designee and QAPI (Quality
in accordance with section 1135 of the Act, in the | Assurance Performance
pTOViSI_onlof care and treatment at an alternate | Improvement) committee
care site identified by emergency management | for recommendations for
' ' monthly x 3 and ongoing.
*[For RNHCls at §403.748(b):] Policies and | 5. Compliance date 09/26/18 ~ 09/26/18
' procedures. (8) The role of the RNHC) under a !
waiver declared by the Secretary, in accordance '
with section 1135 of Act, in the provision of care 3
|
FORM CMS-2567(02-89) Previous Versions Obsolete Event ID: 4E4011 Faciity I0: VAD227 I continuation sheet Page 7 of 77
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E 026

E 033
88=C

Continued From page 7 ! E 026

at an alternative care site identified by emergency ‘
management officials. 5
This REQUIREMENT is not met as evidenced

by:

Based on record review and staff interview the
facility staff failed to have documentation ;
describing the facilities role in providing care in an ‘;
alternate care site. [

The findings included: '

During an interview with the administrator on
08/22/18 at 11:57 a.m. the administrator was
asked for documentation describing the facilities
role in providing care in an alternate care site.

The administrator stated, he did not have any |
documentation describing the facilities role or the |
care that would be provided at an alternate care |
site. =
During interviews with various nursing staff on |
several units, they were asked if they had training |
on providing care at alternate care sites during an |
emergency. The staff responded they had not ;
had training nor had they been provided with what |
roles they would carry out during an emergency.

|
l
The facility staff failed to heve documentation |
describing the facilities role in providing care in an |
alternate care site. !
Methods for Sharing Information ;’
CFR(s): 483.73(c)(4)-(6) 3
[{c) The [facility] must develop and maintain an |
emergency preparedness communication plan ‘\
that complies with Federal, State and local laws |
and must be reviewed and updated at least |
annually.] The communication plan must include

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID 4E4011
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E 033 | Continued From page 8 I 033{ E033
all of the following: ' i 1. The facility will add 09/26/18
@Am for shadngin T — | facility communication
documentation for patients under the [facilty's] | | plan to the Emergency
care, as necessary, with other health providers to | : Preparedness Manual on
maintain the continuity of care. 1 1

or before 09/26/18
2. Facility will add facility ‘
communication plan to
the Emergency
Preparedness Manual on

(5) Ameans, in the event of an evacuation, to ' a
release patient information as permitied under 45 | |
CFR 164.510(b)(1)(ii). [This provision is not j ;
f
4

required for HHAs under §484.22(c), CORFs
under §485.68(c), and RHCs/FQHCs under

|

|

| 491:121c)] or before 09/26/18 |

! (6) [(4) or (5)}A means of providing information . 3. Assistant Executive

 about the g:neuri ??anql"tnti;n]and location o_ftted - ] Director or designee will |
patients under cility's] care as permi f TR

under 45 CFR 164.510(b)(d). ! | in-service all staff on |

5 1 | facility communication

| *[For RNHCls at §403.748(c):] (4) Amethod for | " plan on or before !

sharing information and care documentation for j i
patients under the RNHCI's care, as necessary, ! 09/26/18 ,
with care providers to maintain the continuity of f 4. The facility {
méﬁﬁﬂmmﬁ :lre;?nleglemem - i communication plan will |
representative. ! i be reviewed monthly x3.

Any deviation will be

“IFor RHCs/FQHCs at §491.12(c):} {4) Ameans ? forwarded to the

| of providing information about the general

! This REQUIREMENT is not met as evidenced

. Based on record review and staff interview, the |

-‘ facility staff failed to have documentation that the i
communication plan included a method for J
sharing information and medical documentation |

| to maintain continuity of care. f

FORM CMS-2587(02-99) Previous Versions Obsolete Eveni ID: 484011 Facility ID VAO227 It continuation sheet Page 9 of 77
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condition and location of patients under the | i Executive Director or
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|
E 033 | Continued From page 9 Eoss| 5 Compliance date
! 09/26/18 ~09/26/18
The findings included: . . i
| E034 !
During an interview on 08/22/18 at 12:08 p.m. = 1. The facility will provide '
with the administrator, he was asked for evidence | | T entt‘;tionr;nd —
that the facility had a method for sharing J - '
information and medical care for residents with ; means of providing J
other health care providers to maintain continuity ; information about facilities |
of care. The administrator s‘ated. he did not have i needs and ou ability t !
documentation for sharing information and | rovide gss| st;n ; \:1 0 i
medical care needs for residents in an alternate | P FR |
care site. before 09/26/18The facility
! will utilize Virginia Hospital i
The facility staff failed to have documentation that ' Alert and Status System and :
the communication plan included methods for ; walkie-talkie’s to provid }
sharing information and medical care with other | EDELY |
health care providers. : information about facilities }
E 034 | Information on Occupancy/Needs E034 needs and our ability to ;
§8=C | CFR(s). 483.73(c)(7) g ? provide assistance on or
" o i ef 5
[{c) The [facility] must develop and maintainan ! e 9.9/26./ 1% ' ’
emergency preparedness communication plan ! 2. The facility will provide J
that complies with Federal, State and local laws ! documentation and have I
and must be reviewed and updated at least 5 means of providing i
:;;waﬂ‘gm?;f‘munmm plan must include ‘ information about facilities ;
; ; needs and our ability to 1
(7) [(5) or (8)] /A means of providing Informa@ion ' provide assistance on or l
m ge [facility's) tﬁtcaupanctg. trr'a:?;ﬁ anntt:ly its before 10/2/18. The facility |
provide assistance, 0 S i ;
having jurisdiction, the Incident Command ; will utilize Virginia Hospital l
Center, or designee. Alert and Status System and ,
; walkie-talkie’s to provide :
| “IFor ASCs at 416.54(c)]: (7) A means of information about facilities |
providing information about the ASC's needs, and | needs and our abiliy & ;
its ability to provide assistance, to the authority N ; |
having jurisdiction, the Incident Command f provide assistance on or
Center, or designee. ! before 09/26/18 I
| |
FORM CMS-2587(02-09) Previous Versions Obsolete Event ID 4E4011 Facility ID: VAD227 i continuation sheet Page 10of 77
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!
E 034 | Continued From page 10 E 034;
; 3. Facility will participate in
*[For Inpatient Hospice at §418.113:) (7) A means | regular system testing of
inpatient occupancy, needs, and its ability to ‘, — \fir i(::a Hos :’tal m
provide assistance, to the authority having , £ Virg p
Jurisdiction, the Incident Command Center, or Alert and Status System.
designee. | Assistant Executive Director
T!'!is REQUIREMENT is not met as evidenced | or designee will in-service
bgésed on record review and staff interview, the all staff on documentation
facility staff failed to have documentation about and means of providing
the facility’s.oowpancy needs and its ability to ' information about facilities
provide assistance. | needs and our ability to
The findings included: provide assistance plan on
or before 09/26/18
During an interview on 08/22/18 at 12:16 P.M. i
with the administrator, he was asked for 4. The facility will check the
documentation for identifying the needs of the | effectiveness of the
facility, including the residents as wegoas‘;ha I | emergency alert system
facility's ability to provide assistance i ; 5 iati i
Incident Command Center. The administrator | "‘_""‘h': - :V::""ah"’" |
stated, the facility had not identified the needs of | will be forwarded to the
the residents nor had the facllity identified how | Executive Director or
g:e facility eould pro;ido ?:sishnee. Th:aut:mess a‘ designee and QAPI (Quality
r communicating the information was i Perf &
okl e achy's lan. g it
|
The facility staff failed to provide documentation | | for recommendations for
and have means of providing information about | | monthly x 3 and ongoing.
the facility's needs and its ability to provide 1
Ui, Date of compliance i
E 036 | EP Training and Testing E 036 5. Dateof comp 1
ss=c | CFR(s}): 483.73(d) ; 09/26/18 ?9/ 2
(d) Training and testing. The [facility] must ‘ I
develop and maintain an emergency g |
preparedness training and testing program that is 5‘ i
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E 036 | Continued From page 11 | EO036| EO036
based on the emergency plan set forth in | 1. The facility will develop ~ 09/26/18
paragraph (a) of this section, risk assessment at |
paragraph (e)(1) of ths section, policies and | i an emergency
g‘r:wdures at paragraph (b) of this section, and | f preparedness training
communication plan at paragraph (c) of this | ;
section. The training and testing program must | | and testing program on
be reviewed and updated at least annuaily. 11 or before 09/26/18
2. The facility will develo
“[For ICF/IDs at §483.475(d)] Trainingand | b P
testing. The ICF/IID must develop and maintain | Eency
an emergency preparedness training and testing j Preparedness training
program that is based on the emergency plan set | and testi
forth in paragraph (a) of this section, risk ' esting program on
| assessment at paragraph (a)(1) of this section, or before 09/26/18
| policies and procedures at paragraph {b) of this 3. Assistant Executive
section, and the communication plan at . : :
i paragraph (c) of this section. The trainingand | g ,D'remfr or designee will
| testing program must be reviewed and updated at f In-service all staff on
| least annually. The ICF/IID must meet the i eémergency preparedness
| requirements for evacuation drills and training at | traini d .
; §483.470(h) ; i aining and testing
| ; f program on or before
| ‘[For ESRD Facilities at §494.62(d)] Training, | | 09/26/18
i testing, and orientation. The dialysis facility must , . )
| develop and maintain an emergency | ; 4. Assistant Executive
5 prg‘aredness training, testing and patient 1 Director or designee will
| orientation program that is based on the : : .
g;emergency plan set forth in paragraph (a) of this | monitor compliance with
| section, risk assessment at paragraph (a)(1) of | | the emergency
| this section, policies and procedures at paragraph ’ preparedness training
i' (b) of this section, and the communication plan at 5 ‘ d tesii
| paragraph (c) of this section. The training, testing | , and testing program
| and orientation program must be reviewed and ; monthly x3. Any
| updated at least annually. { iadi .
| This REQUIREMENT is not met as evidenced § deviation will be
' by: i forwarded to the
| Based on record review and staff interview the !
! staff failed o have an emergency
l
| preparedness training and testing program. | |
FORM CMS-2587(02-00) Previous Versions Obsolete Event ID 4E4011 Facility ID: VA0Z27 If continuation sheet Page 12 of 77
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TAG
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TAG CROSS-REFERENCED TO THE APPROPRIATE
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|
REGULATORY OR LSC IDENTIFYING INFORMATION) J
|

E 036 | Continued From page 12

The findings included: J

During an interview on 08/22/18 at 12: 27 p.m.

with the administrator, he was asked for '
documentation of the facility's training and testing |
program. The administrator stated the facility had |
a training and testing program however, no |
evidence was presented during the surveyofa |
Emergency Preparedness Test or Staff Training. |

The facility staff failed to have a training and

testing program.
E 037 | EP Training Program i
§S=C l CFR(s): 483.73(d)(1) i

(1) Training program. The [facility, except CAHs, |
ASCs, PACE organizations, PRTFs, Hospices, |
and dialysis facilities] must do all of the following: |

(i) Initial training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing services under
arrangement, and volunteers, consistent with their
expected role.

(i) Provide emergency preparedness training at i
least annually. {
(iii) Maintain documentation of the training.

(iv) Demonstrate staff knowledge of emergency

procedures.

*{For Hospitals at §482.15(d) and RHCs/FQHCs
at §491.12:] (1) Training program. The [Hospital
or RHC/FQKC] must do all of the following: ‘
(i) Initial training in emergency preparedness !
policies and procedures to all new and existing
staff. individuals providing on-site services under
arrangement, and volunteers, consistent with their
expected roles.

i

E 036 Executive Director or

designee and QAPI
(Quality Assurance
Performance
Improvement) committee
for recommendations for
monthly x 3 and ongoing.

5. Date of compliance
09/26/18.

E oari

09/26/18
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