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. , . 12VAC5-371 110 B.2. Management and |
{ An unsnnounced biennlal State licensure ! Administration i
| Inspection was conducted 3/7/18 through 3/8/18. | i - e
! Carrections are required for compliance with the | i THE fagility aaniinistrative: wam sholl
 Virginia Rules and Regulations for the Licensure 1 ! repart o county APS and state
, f"g o Bl ¢ censu | | VDH-QLC whenever there is
i of Nursing Faciities. \ ~ suspected abuse, neglect, or exploitation
o o - | " as per Code of Virginia 63.2-1603
The census in this 48 non-participating bed facility [ through 1610,
i was 24 at the time of the survey. The survey ! |
sample consisted of 3 current Resident reviews.. - ! Prior to the survey, a staff in-service E
: |  had been conducted by a county APS :
‘ official entitied, "Mandated Reportin ,
F001| Non Compliance ; F 001 poriing

The facility was out of compliance with the
following state llcensure requirements:

This RULE: is not met ag evidenced by:
1. 12VAC5-371 110.8.2. Management and
; Administration.

: Based on staff interview, clinical record review and
facility document review it was determined that the
" Management and

. Administration falled to follow applicable faderal,

* state or local laws and regulations for 1 of 3

. Resident in the sample survey, Resident #3.

The facility staif failed 1o report sexual abuse
perpetrated by Resident #3 to the local Adult
. Protective Agency (APS) and the State Agsncy.

" The Findings Includad:

Resident #3 was an 81 year old male who was
admittad on D4125/15. Admitting diagnoses
included, but were nat limited to: adema, muscle

- weakness, lack of coordination, abnormalities of

_ the galt, major depression, alcohelic cirrhesis of

. the liver, ascites, alcoholic abuse, cersbrovascular
| accident, hypartension, and dementia with

—

Practices.” Facility staff is more keenly
aware of their individual responsibility
to report suspected abuse, neglect, or
exploitation to county APS office and
state VDH-OLC.

An evaluation of all residents
has been made by the Administrative
Team to determine those vuinerable to
abuse, neglect and exploitation,

The administrative team has
determined better approaches {0
protect all facility residents from abuss,
neglect or exploitation. On March 28,
2018, a retired CNA was hired to
visually monitor common araas
occupied by residents. The monitor
wears a security guard uniform and
as such, has eliminated reports of
suspected abuse, neglect, or
exploitation of residents.

Male and female residents are no

5 longer permitted 0 sit on multi-seat

E sofas at the same time. Nursing shift

! reports continue to provide information
of any incidents of suspected abuse,
neglect or exploitation.
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Alzheimer's,
On March 7, 2018 at 1:15 p.m., the surveyor Each resident evaluated to be at
reviewed Rasident #3's clinical record. Review of risk of perpetrating or being a victim
the clinical record produced Nursing Progress of suspected abuse, negtect or
Notes. The Nursing Progress Notes were dated exploitation will be closely monitored
8/29/17, 12/11/17 and 2/12/18. The Nursing by ali facility staff.
Progress Notes read ...
Piease refer to the enclosed articles
812917 {11-7) (the 11 p.m. to 7 a.m. shift) on “9 Ways to Handle Alzheimer's and
Resident observed touching female Sexually Inappropriate Behavior” and
inapproprately this morning-grabbing female "Sexual Aggressml: between Residents
residents breast-rubbing on them and then as I Nursmg Homes." BoU qf_these
C.N.A. (cetified nursing assistant) was walking ?ﬁIC|6§ shall be used for facilfty staff
over to them he had his hand on female residents i it i tg be conducted by the
; y administrative team, on or by 08-31-18.
private area. Female resident was removed from
this residents waly. C.h_I.A. told resider?l not to Ali above completed on 08-31-18
touch female resident in that way, resident
became angry, stcod up and got in residents face
yeiling "'m insane that's why 'm here.” "l am not
in my right mind, my wife won't have anything to
do with me." " can do anything | want cause |'m
not in my right mind." C.N.A. walked away as not
to argue with resident, res (resident) went and sat
down on the couch.” (sic)
"12/11/17 7am 11-7 nurse {name of nurse
withheld) reported pt (patient) was using
inappropriate language ¢ (with) a female resident
this am. Was telling the female resident (wha has
Alzheimers) that "you have really pretty breasts,
. why don't you pull up your shirt and show them to
everybodyl? 11-7 removed female resident from
lobby and reminded pt that his behavior and
verbal comments were inappropriate.” {(sic)
*2/12/18 Rsd ({resident) was reported by nurse in
prior shift to be sexually inappropriate with other
female rsds (residents). Rsd (resident) was
redirected and became aggressive toward nursing
staff; rsd was monitored for remaindar of shift.”
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On March 7, 2018 at 1:45 p.m., the surveyor sat
down with the Director of Nursing (DON) and

. asked if she or the facility had reported Resident

- #3's sexuat abuse to the Adult Protective Service

: {APS) or to the State Agency. The DON stated

_ that she had not known she had to report anything
" to APS or the State Agency. The surveycr notified

the DON that Resident #3 had sexually abused
afthe female resident(s) of the facility. The
surveyor and DON reviewed Resident #3's clinical
record. The surveyor specifically reviewed
Resident #3's nursing progress notes that
documented that Resident #3 had made sexually
inappropriate comments to the female residents.
The DON stated that she had not reported
anything to APS or the State Agency. The DON
stated that she began warking at the facility in July
of 2017,

On March 7, 2018 at 4:10 p.mn. the survey team
met with the Administrator (Adm} and DON. The
surveyor notified the Administrative Team (AT) that
Resident #3 had sexually abused a/the female
rasident(s) of the facility. The surveyor asked the
Adm if he had reported the sexual abuse to APS
cr the State Agency. The Adm stated that he had
not reported the incidents to APS or the State
Agency. The Adm stated that if he had to report
issues like this he would be continually making
reports to APS and the State Agency. The Adm
stated that Resident #3 had behaviors and that
was all. The surveyor informed the Adm that she,

: the surveyor, was worried about the female

residents of the facility. The surveyor notified the
AT that Resident #3 stating to a female patient
that she had pretty breasts and for her to expose
her breasts to Resident #3 was coercion. The
surveyor natified the AT that they had to report any
and all allegations of abuse to APS and the State
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. Agency. The surveyor also alerted the AT thata 5

. day follow up of the investigation aiso had ta be ;
- sent to the State Agency as well. The surveyor '
requested the facility policy and procedure for

* abuse and reporting abuse,

Code of Virginia, §§ 63.2-1603 through 1610.
Summarizes that all licensed and certified roles in
public health are required to report or cause a
report to be made to Virginia Adult Protective

. Services (APS) either by calling the APS Hotline
(1-888-83-ADULT) or the appropriate local
department of social services whenever they have
reasonable cause to suspect that an adult aged
60 or over or an incapacilated adult aged 18 and

+ over and who is known to them in their
professional or official capacity may be abused,
neglected, or exploited.

Requirements of the State Agency: Incidences of
mistreatment, abuse, neglect, and

_ misappropriaticn of resident personal praperty are
to be reported to the Adult Protective Services Unit
of the Va. Department of Aging and Rehabilitative
Services (DARS) as required by § 51.5-148 of the
Code of Virginia. All alleged violations involving
mistreatment, neglect or abuse, including injuries

- of unknown source and misappropriate of resident

" property are reporied immediately to the OLC
(Office of Licensure and Certification} as required
by 42 CFR § 483.15.

On March 8, 2018 at 8:15 a.m,, the surveyor

. asked the DON for the copies of Resident #3's
clinical record that had been requested on 3/7/18.
The DON hand delivered the requested copies of
Resident #3's clinical record. The surveyor
reviewed the copies of Resident #3's clinical
record and reviewed the copies with the DON.
The surveyor spetifically pointed out the Nursing
Progress Note dated 8/29/17 that documented
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! that Resident #3 was rubbing on a female
resident's breasts and touched her "private area."
Again, the surveyor notified the DON that the
female resident(s) had been abuse and that na
one had reported the sexual abuse to APS or to

| the State Agency.

On March 8, 2018 at 10 a.m., the surveyor once
again asked the Adm for a capy of the facility
policy and procedure for Abuse and Negiect. The

. Adm stated that he did not have a specific policy

- and procedure that addressed abuse and neglect.
The surveyor informed the Adm that she had

. reviewed the white binder that had been left in the

- gconference room as labeled as survey ready
book. The surveyor informed the Adm that the
facility staff had included a copy of the Code of
Virginia in the survey ready book. The surveyor
also stated that several papers were comingled in
the Code of Virginia and under Resident Rights.
The surveyor asked if these documents wereg his
policies and he stated, "Yes." The surveyor
netified the Adm that one of the "policies” was
titted "Resident Behavior and Facilities Practices
Policy."

The policy read in part ... "Abuse, Residents shali
be free from verbal, sexual, physical, and mental
abuse, corporal punishment, and involuntary
seclusion. ... The facility shall ensure that alt
alieged violations regarding mistreatment, negiect,

. gbuse, or injuries of unknown source and
misappropriation of resident's property are
reported immediately to the administrator and the
State survey and certification agency.”

On March 8, 2018 at 1:15 p.m., the surveyor
notified the AT that Resident #3 had not only made
verbal sexual suggestive comments to a female
resident, but, Resident #3 had also rubbed on a
female residents breasts and her "private area.”

STATE FORM wim 8I2Z11
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The surveyar notified the AT that the sexual abuse
should have been reported to APS and the State
Agency.

- No additional infermation was provided prior o

; exiting the facility as to why Management and

© Administration failed to follow applicable federal,
state or local laws and regulations for Resident #3.
The facility staff failed to report sexual abuse to

. the Adult Protective Services and to the State

Agency,

. For additional information regarding Resident #3
refer to 12VAC5-371-220.B., 12VAC5-371-240.E.
and 12VAC5-371-300-A.

12VACE-371-150. Resident Rights

Based on staff interview and facility document
review, it was determined that the facility staff
failed to implement policies and procedures
regarding Resident Rights in the facility.

The facility staff failed to implement a facility policy
and procedure for Resident Rights. The facility
failed to implement its own palicy and procedure
o ensure that the previous survey results were
accessible to the residents,

The Findings Included:

On March 7, 2018 at 11:45 a.m. the survey team

entered the locked facility and was escorted in the

building and through a locked door into the

administrative suite of the facility. The survey

- team observed a white binder titled "Survey
Results" iocated on a small table in the hallway of
the administrative suite. The surveyor picked up
the binder and reviewed the previous surveys
dated 7/29/15, 12/17/10 and 12/27/10,
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12VAC5-371-150. Resident Rights

Upon admission, residents and their
legal representatives are notified and
shown by the administrative team
where previous survey results are
made accessible. The previous
survey results were from the 7/26/15
survey. This represents the mest
recent conducted survey by state
VDH-OLC.

Al residents are notified and
shown by the administrative team
where previous survey resuits are
made accessible.

A second binder entitled “Surveys”
has been placed in the resident living
room.

The “Surveys” binder will be
weekly monitored by the administrative
team.

All above completed on 03-31-18
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: On March 7, 2018 at 1 p.m, the surveyor reviewed

a white binder that had placed in the conference
room and labeled as a survey ready book. The
surveyor noted that the binder contained facility
labeled documents along with a copy of the Code

+ of Virginia. The surveyor noted that a document
| intermingled in the State Code of Virginia and
. under the heading of Resident Rights read ...

. "Resident Rights ... Examination of survey
- resulis. Each resident shall have the right to

examine the results of the most recent facility
survey conducted by Federal or State surveyars.
Residents may also examine any plan of
correction in effect in the facllity.”

- On March 8, 2018 at 10 a.m, the surveyor asked

the Adm for the several policies and procedures,
The Adm stated that he did not have specific
poiicy's for certain areas. The surveyor identified
that the AT had placed facility labeled documents
in the white binder labeled as a survey ready
binder. The surveyor asked the Adm if the
documents were the facility's pclicy's and
procedures. The Adm: stated yes that was part of

. their procedures.

: On March 8, 2018 at 12:15 p.m. the surveyar

informed the Administrative Team (AT) that the
survey ready white binder that had been left in the
conference room had been reviewed, The
surveyor notified the AT that the binder included a
copy of the Code of Virginia and also included a
document under Resident Rights that stated that
the residents wouid have access to the survey

¢ results, The surveyor notified the AT that the
i survey results were not available for the Residents
' to review. The surveyor notified the AT that the

survey results were behind a lecked door and not
easily accessible to the residents to review. The

- F 001
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Adm stated that that the Code of Virginia did not
say that the survey resuits had to be available to
the residents. The surveyor acknowledged that
the Code of Virginia did not mandate that the
survey results had to be accessible to the

" residents, however, the facility policy stated that

the survey results would be accessible. The

; surveyor notified the AT that the results were not

i accessible, The Adm stated if he put the survey
results out in the facility they would disappear.

No additional information was provided to the
survey team prior to exiting the facility as to why
the facility staff failed to implement their own
policy and procedure related to Resident Rights.

. 2. 12VACS5-371 220.B. and F. Nursing Services

Based on staff interview and clinical record review
it was determined that the facility staff failed to
implement written resident care policies and
procedures which support an active program of
nursing care directed toward assisting all
residents to achieve autcomes consistent with
their highest level of seif-care and independence
for 2 of 3 Residents in the sample survey,
Resident #3 and Resident #1.

1. For Resident #3 the facility staff failed to follow
physician orders to obtain a BMP every 3 months
(April, July, October and January).

2 .For Resident #1 the facility staff failed to
provide showers/tub baths twice a week.

" The Findings Included:

1. Resident #3 was an 81-year-oid maie who was
admitted on 4/26/15. Admitting diagnoses
included, but were not limited to; edema, muscle
weakness, lack of coordination, abnormalities of
the gait, major depression, alcoholic cirrhosis of

12VAC5-371 220.B.
Nursing Services

A discrepancy was noted between
physician telephone order of 04-10-2017
and current physician's orders obtained
monthly from consulting pharmacy. A
new physician order was cbtained on
07-20-2018.

Monthly physician's orders from
consulting pharmacy shall reflect
attending physician's most recent
orders for laboratory work.

The monthly pharmacy printouts
will be reviewed by 2 staff nurses for
accuracy. Discrepancies will be
corrected by facility nurses and faxed
to phamacy for revision.

All above completed on 07-31-18
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the liver, ascites, alcoholic abuse, cerebrovascular
accident, hypertension, and dementia with
Alzheimer's.

On March 7, 2018 at 1:15 p.m., the surveyor
reviewed Resident #3's clinical record. Review of
the clinical record produced signed physician
orders dated 3/4/18. Signed physician orders
included, but were not limited to: "BMP every three
months-Apr (April)/, Jul (July), Oct (October)/, Jan
{January) - On Lasix and Spironoiactone.
Spironolactone F/C 25mg tablet for> Aldactone
F/C take 4 tab (tablet) (12.5mg) by mouth every
day for edema. Furcsemide 20mg tablet for>
Lasix take 2 tab (10mg) by mouth twice daily for
edema." (sic) Both the Spironolactone and Lasix
were initiated on 4/26/16.

Continued review of the clinical record produced
" the results of a BMP that had been obtain in July
2017 and January 2018.

On March 7, 2018 at 1:45 p.m., the surveyor
notified the Director of Nursing (DON) that
Resident #3's physician had written an order for 2
BMP to be obtained every 3 months (April, July,
October and January). The surveyor netified the
DON that the BMP had been obtained in July 2017
and January 2018. The surveyor nolified the DON
that review of the clinical record failed to produce
the BMP results for April and October 2017, The
surveyor reviewed the clinical record with the
DON. The surveyor specifically reviewed the
signed physician orders and the BMP results
" dated 7/11/17 and 1/23/18. The DON said she : !
" thought a physician's order had been obtained to

discontinue the BMP every three months, The

surveyor and DON reviewed Resident #3's clinical

record. The DON and surveyor were unable to

locate a physician order to discontinue the BMP's

evary three months,

ST;ﬂ:E FORM e ) 3]2211 o If continuation sheet 9 af 31
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. On March 7, 2018 at 4:10 p.m, the survey team

- met with the Administrator (Adm) and DON. The
surveyor notified the Administrative Team {AT) that
Resident #3 had a physician order to obtain a
BMP every three months. The surveyor notified
the AT that review of Resident #3's clinical record
failed to produce the resuits of the BMP for April
and October 2017.

No additional information was provided prior to
exiting the facility as to why the facility staff failed
to follow physician orders, to obtain a BMP every
three months, for Resident #3.

For additional information regarding Resident #3
refer to 12VAC5-371-110.B., 12VAC5-371-240.E.
and 12VACS5-371-300-A,

3. 12VACS5-371 240.E. Physician Services

Based on staff interview and clinical record review
it was determined that the physician failed to write
a Physician Prograss Note with each visit for 2 of
3 Residents in the sample survey, Resident #3
and Resident #1.

The Findings Included:

1. Resident #3 was an 81 vear old male who was
admitted on 4/26/15. Admitting diagnoses
. included, but were not limited to: edema, muscle
: weakness, lack of coordination, abnormaiities of
the gait, major depression, alcoholic cirrhosis of
the liver, ascites, alcoholic abuse, cerebrovascular
accident, hypertension, and dementia with
: Alzheimer's.

" OnMarch 7, 2018 at 1:15 p.m., the surveyor
reviewed Resident #3's clinical record, Review of

12VACS5-371-240.E. Physician Services

The administrative team shall notify in writing
that alt attending physicians shall comply with
+12VACSE-371-240. Attending physician’s
progress notes are to be contained in each
resident’s ¢linical record.

On March 8, 2018 the attending physician’'s
progress notes were downloaded into the
resident's clinical records from physician’s
email to the facility administrator.

A new procedure is now in place so to
minimize future non-compliance. The medical
- director has developed a form template to be
' used by attending physicians to document
physician's orders, treatments and medical
care to comply with 12VAC5-371-240.

i The administrative team shall monitor
i compliance of attending physicians on
! a monthly basis.

All above completed on 07-31-18
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the clinical recerd failed to produce Physician

_ Progress Notes. The last Physician Progress Note

that could be located in the clinical record was
dated 11/7M16.

On March 7, 2018 at 1:45 p.m,, the surveyor sat
down with the Director of Nursing (DON) and
reviewed Resident #3's clinicail record. The
surveyor asked the DON how often the physician
came and saw Resident #3. The DON stated that
the physician came to see Resident #3 about
every two months. The surveyor notified the DON
that the surveyor was unable to locate any
Physician Progress Notes in Resident #3's clinicat
recard. The surveyor reviewed Resident #3's

~ clinical record with the DON. The surveyor

pointed cut the most current Physician Progress
Note located in the clinical record was dated
11/7/16. The DON stated that Resident #3's
physician was supposed to bring a flash drive to
the facility and have all of the Physician Progress
Nates printed. The DON stated that she would let
the surveyor lock at her, the DON's, phone o see
the text messages between the DON and the
physician. The surveyor declined to review the
text messages between the DON and the
physician.

On March 7, 2018 at 4:10 p.m. the survey team
met with the Administrator (Adm) and DON. The
surveyor notified the Administrative Team (AT) that
Resident #3's clinical record did not contain any
Physician Progress Notes. The surveyor notified
the AT that the most current Physician Progress
Note tocated in the clinical record was dated
11/7/16. The DON reiterated that the physician

" had stated he was going to bring a flash drive to

the facility and print alt of his progress notes. The
DON once again stated that the surveyor could
look at the text messages between her, the DON,
and the physician on her phone.

* F oot
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No additional information was provided prior to 12VAC5-371-300.B.
- exiting the facility as to why the physician failed to PRa S EEIEE | Sarcas
. write a Physician Progress Note with every visit for
» Resident #3. Self-administration of drugs was not
- consented to by the Resident #3's POA.
. For additional information regarding Resident #3
refer to 12VACS5-371-110.B., 12VAC5-371-220.B. For most residents at this facility, legal
and 12VACS5-371-300-A. representatives do not consent to
self-administration of drugs. However,
4. 12VACS5-371-300.B. Pharmaceutical Services the faCIlltV has policies and procedures
for evaluating residents fpr self-
- Based on observation, staff interview, clinical administration of drugs.
record review and facility document review it was
. determined that the facility staff failed to In this case, the resident knows that he
E implement policies and procedures related to the may not self-administer drugs, although
administration of medications for 1 of 3 Residents he tells you that he doesn’t like it,
in the sample survey, Resident #3. and that he is capable of taking his
medicine. He wauld be dismissive not
The Findings Included: being compliant. Heis alert and can
be argumentative, and he is a vocal
Resident #3 was an 81-year-old male who was complainer about many aspects of his
admitted on 4/26/15. Admitting diagnoses care and current life situation. He
included, but were not limited to: edemna, muscle prefars being in control as noted in tha
weakness, lack of coordination, abnormalities of findings contained in this report.
the gait, major depression, alcoholic cirrhosis of
the liver, ascites, alccholic abuse, cerebrovascular The LPN administering medications for
accident, hypertension, and dementia with Resident #3 did not follow the consent.
Alzheimer's. Instead she used her nursing judgment
based on her knowledge of the resident’s
On March 7, 2018 at.1:15 p.m., the surveyor wishes, and accordingly used a different
reviewed Resident #3's clinical record. Review of approach,
the clinical record produced signed physician
orders dated 3/4/18. Signed physician orders The resident occupies a bed in a shared
included, but were not limited to: "Furosemide room. Since his admission, he has long
. 20mg tablet for> Lasix take % tab (10mg) by been the sole occupant in the room,
1 mouth twice daily for edema.” (sic)
| The LPN agreed to aitow the resident
i Continued review of the clinical record produced some independence in taking this
| Resident #3's Care Plan. Review of the Care Plan particular medication.
identified the following “Problem™ and
STATE FORM o 021189 ﬂré|72721 1 If continuation sheet 12 of 3t
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“Interventions/Services." "Problem Medication
+ Administration-Resident is dependent in
" medications administration. He frequently decides
he isr't going to be medication compliant and
refuses medicines if he thinks they are not given
. at the very minute he wants thermn.
Interventions/Services All medications are
administered by licensed nursing staff. Madication
: reviews will be conducted by pharmacy & M.D,, as
. required by regulations, Resident will be
; encouraged to remain medication compliant.” (sic)

. On March 8, 2018 at 8 a.m., the surveyor stepped
into Resident #3's room to see how he had slept.

- Resident #3 stated he had not siept well. The

. surveyor noted a plastic medication cup on
Resident #3's dresser. The surveyor looked into
the plastic medication cup and observed a smali

. white pill that had beert broken in half. The

. surveyor picked up the plastic medication cup and

- exited Resident #3's room.

. On March 8, 2018 at 8:05 a.m., the surveyor
stepped out of Resident #3's room and cbserved
a Licensed Practical Nurse (LPN) standing at the
medication cart. The surveyor stepped over to the

~ medication cart and informed the LPN that the

* plastic medication cup, containing a white pill that
had been broken in half, was located in Resident

- #3's room. The surveyor asked the LPN if she

! knew what the name cof the medication was. The
LPN yelled, "I know exactly what it is." The LPN

. then yelled, "It's his Lasix." The LPN then yelled

: that she had left the Lasix in Resident #3's room

. for him to take. The surveyor asked if Resident

| #3 had been assessed to self-administer his own

' medications. LPN yelled, "No" to the surveyor.

i LPN then yelled at the surveyor and stated, "l was

! trying to treat him fike an aduit."

. On March 8, 2018 at 9:15 a.m,, the surveyor

The surveyor interfered with resident
care by taking the resident’s medicine
from his bedside while the resident
watched her. Rather, the surveyor
should have approached the nurse first
about the medicine. The LPN could have
then explained her approach to the
suveyor. The surveyor's questions
could have been answered by the
nurse regarding consents and
protocols, etc. without involving

the resident.

On March 8, 2018, the resident
complained to the LPN about being
treated like a baby. The LPN then
called the resident’s physician, and
ohtained a telephone order
permitting the nurse to leave the
resident’s medicine at the
ragident’s bedside.

Within a few days, a new resident
was admitted to a room 10, now
shared by Resident #3. The DON
obtained a ghysician’s order to
rescind the order permitting
medicine to be left at the
resident’s bedside.

The DON and LPN have explained
to Resident #3 with an emphasis
an safety for him and other
residents, that medicines must
he taken by him as nurses
chserve him doing so.
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| notified the Directar of Nursing (DON) that a " ?
| plastic medication cup containing medication had | |
| been found in Resident #3's room. The surveyor i The nurse(s) administering drugs ;
" notified the DON that the LPN working the ' have been instructed by the DON i
; - ; : _—
. rned_lcatlon c':art hgd identifled the medl'c'atlon as j that medications may oniy be feft :
| Resident #3's Lasix. The surveyor notified the i at resident’s bedside when so 3
t DON that the LPN had stated that she, the LPN, i ordered by the attending g
. had left the Lasix in Resident #3's raom for hirm to ' o — |
| take. The surveyor also notified the DON that of the residents’ legal
' Resident #3's care plan documented that Resident representative.
| #3 was dependent on the nursing staff for
: med.ication administration. The surveyor asked if The DON shall monitor compliance
¢ Resident #3 had been assessed for manthly.
self-administration of medications and the DON
- stated, "No." Lastly, the surveyor asked for the All above completed on 07-31-18

facifity policy and procedure for medication

i administration. The DON stated that the

. Administrator {(Adm) had all the poligies and that

' she would get the policy when the Adm came into
work.

* On March 8, 2018 at :30 a.m., the SUrVeyor was
sitting at the nurses' station and observed the
Pharmacy Pelicy and Procedure manual, The
surveyor read the palicy and procedure titled, "6.0
General Dose Preparation and Medication

; Administration.” The policy and procedure read in
part ... "3.9 Facility staff should not leave

, medications or chemicals unattended.”

! On March 8, 2018 at 9:35 a.m., the surveyor

notified the Adm that the LPN working the

medication cart had left Resident #3's medications

in his room. The Adm stated, “She shouldn't have

left them in there." The surveyor asked if

| Resident #3 had been assessed to self-administer

I his own medications and the Adm stated he did

J not think so.

| On March 8, 2018 at 10 a.m., the Adm
approached the surveyor and hand delivered a
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document titled, "Motifications and Consents."
i The Adm pointed out that the document identified
! that on 5/1/16 that Resident #3's wife had
documented that she did not want her husband,
Resident #3, to be assessed for
. self-administration on medications.

- On March 7, 2018 at 4:10 p.m, the survey team
met with the Administrator (Adm) and DON. The
surveyor notified the Administrative Team (AT) that
the LPN working the medication cart had not
implemented pharmacy policies and procedures
for medication administration. The surveyor
notified the AT that the LPN had left Resident #3's
medications in his rcom for him to self-administer

: the medications.

No additional information was provided prior to
exiting the facility as fo why the facility staff failed
to implement pharmacy pelicies and procedures.
The LPN had left Resident #3's medications in his
room for his to self-administer. The medications
were unattended.

For additional information regarding Rasident #3
refer to 12VAC5-371-110.B., 12VAC5-371-220.B.
and 12VACS5-371-240-E.

5. 12VAC5-371-370.A. Maintenance and
Housekeeping

Based on observation and staff interview it was

determined that the facility fafled to provide a

sanitary, safe, and comfortable environment for
* the facility Residents".

| The Findings Included:

|
1 On March 7, 2018 at 11:50 a.m.,, the surveyor
| made an initial tour of the facility. The surveyor

12VACS-371-370-A.
Maintenance and Housekeeping

Several items observed in the
findings contained in this
report were corrected on or

by end of survey date 03-08-18,
completed by facility
maintenance staff.
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. made the following observations: . N
‘ i All residents rooms identified
Front lobby heavy accumulation of dust on the in the findings of tr;sf re;:rrrt
three air vents located in the ceiling. are being evaluated for tile
i repair/replacements, ceiling
« Dining room heavy accumulation of dust on the ? pa‘mt.ir‘\g ar‘xd replacements
| three air vents located in the ceiling. ; % of ceiling tiles.
* In the haliway near room, ' f ;
1 ’ ; ! a All repairs shall be completed :
" In the haltway near room, the front lobby on the ' by facility maintenance staff. :
i left hand side of the haltway the surveyor ; _ ———
observed a sharp pipe that extended into the path E Arbobikior [ pals s
of the haliway ' at the facility utitity room and
. : each day facility maintenance
A i inat :
Room #1- three soiled ceiling tiles. In the staff.rey:jewtapddtlger};gﬁ:dma =
bathroom, the tub had been disconnected from re";'rs' E; s By, ¥ '
the water supply. It appeared that the water lines St e mERls,
_ had beern cut. The water pipes were exposed. —— RO -~
! Sharp water pipes were observed where the water rovfl :g t;al :ae nVirr:;ment is
© supply had been disconnected from the tub. w9 ,a i
an ongoing demand for facility
; G o i f.
#2- four soiled ceiling tiles. Plaster was broken maintenance staf
away from the wall exposing a sharp jagged edge
) ts and ance
at about 2 waist lavel. In the bathroom, the tub lr?::ivni:‘;:& * :r;a:iiz‘r'y st
had been disconnected from the water supply, It zn q comfortagble environjm it
appeared that the water pipes had been cut. The k| e PR by thE
sharp waier pipes were exposed whers the watar scebaloodin: VORI Y Y
. had been disconnectad from the tub, Large il nmrseetiiar conplReE
:Jrl'ecesl?f the wallpaper were peeling away from with iy mai ARETEE
| e wall, housekeeping staff.
5 Rpom #3- 1 soiled ceiling tile. Broken heat register All above completed on . 08-31-18
- with sharp edges exposed. |
!
| Room #4- In the bathroom 1 broken tile at the
" shower, The broken tile was located at the shower 1\
. and was at ankle lavel. The broken tile had sharp
| and jagged edges.
|
Room #6- six sciled ceiling tiles. In the bathroem
. the ceiling had two large areas were the paint had
|
STATE FORM . 812711 1f cantinuation sheet 16 of 31
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a bubbling effect. The bathroom also had

. wallpaper that was peeling away from the wall.

. The bathroom also had five broken tiles. One of
i the tiles was at the shower and at the ankle level.
| The braken tile had sharp and jagged edges.

in the Hallway at room #6 were three soiled ceiling
tiles.

Room #7 had one soiled ceiiing tile,
Room #8 the bathroom had peeling wallpaper.

Room #9 the bathroom had two broken tiles at the
shower. The tiles were at the knee lavel near the

. shower. Tne broken tiles had sharp and jagged

edges.

Room #10 had large areas of peeling walipaper at
the closet. The bathroom also had peeling
wallpaper. The bathroom had one broken tile that
had sharp and jagged edges. The broken lile was
at the knee Jevel.

In the hallway near room #10, the surveyor
observed three areas where the wallpaper was

. lifting/peeling away from the wall. The surveyor

. noted that one of the areas had scoich tape

" applied in an attempt to reattach the wallpaper to
- the wall.

Roam #11 the bathroom had an area of bubbling
paint on the ceiling. The shower did not have a
shower head/nozzle.

| Room #12 had one soiled ceiling tile.

In the hallway near Room #12 had one sailed

ceiling tile.

\ In Room #13, the wallpaper at the window was

F 001
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peeling away from the wall. Approximately 1 1%
feet of wallpaper had lifted/peeled away from the
wall. The surveyor observed 2 soiled ceiling tiles in
the room. In the bathroom, the bathtub had been
disconnected from the water supply. It appeared
that the pipes had been cut. The disconnected
water pipes were sharp and jagged on the edges.
~ The surveyor noted that the pipes were stili

leaking and that someone had rolled up 1 i
- approximately eight balls of toilet paper and paper

towels and placed them in the water that was

leaking from the pipes.

On March 8, 2018 at 8:10 a.m., the surveyor
. made a tour of the facility with one of the
. Maintenance Men (MM). The surveyor noted that
several of the resident rooms had the doors
closed indicating that staff were providing care in
* those rooms. The surveyor made a sporadic tour
of the facility with the Maintenance Man (MM).
The surveyor pointed out the soiled ceiling tiles,
exposed sharp water pipes that had been cut
away from the tubs, the broken ceiting tiles, the
bubbling paint on the bathroom ceilings and the
peeling wallpaper to the MM. The MM stated that
alt of the bathtubs had been disconnected from
the water supply a long time ago. The MM stated
that they were slowly making repairs and fixing
everything. The surveyor asked when the repairs
. had been started. The MM stated he did not
 know. The surveyor asked if the facility had a
time line as to when all of the repairs would be
completed and the MM stated, "No." The MM
stated that the facility had two part time MM. The
: MM stated he worked on Thursdays and Fridays.

On March 8, 2018 at 1:15 p.m., the surveyor
notified the Administrator (Adm) and Director of
Nursing (DON]) that the facility staff failed to
ensure an environment that was sanitary, safe,
and comfortabie for the facility Residents'. The
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surveyor notified the Administrative Team (AT) of
. the concemns that she had identified during her
' tour of the facility. !
. No additicnal information was provided prior to
1 exiting the facility as to why the facility staff failed
* fo ensure a sanitary, safe and comfortable
environment for the Residents' of the facility. .
6. 12VAC5371-190 Safety and Emergency 12VAC5-371-190 Safety
: Procedures ' and Emergency Procedures
Based on staff interview, facility document review, The findings in this report
and clinical record review, the facility staff failed to were based on hearsay
implement safety and emergency procedures for 1 which was not factually
, of 3 residents in the survey sample. Resident # 1. sceurgte:
The findings included Resident #1 was out of
facility with a family
© The facility staff failed to notify the Office of member. There was no
Licensure and Certification when Resident # 1 restriction on visitation or of
was kidnapped from the facility. taking resident out of faciiity
Reasident # 1 is an 80-year-oid female who was indicated on the consent
originally admitted to the facility on 12-18-17. form signed by the resident’s
Diagnoses included but were not limited to: sacral legal representative at time
pressure ulcer, hypertension, prassure ulcer of of the resident’s admission.
sacral region, malignant breast cancer, and type 2
diabetes mellitus. The administrative team
determined that there was
The clinical record for Restdent #1 was reviewed no emergent danger that
© on 3/7/18 at 12:20 pm. While reviewing the nurses would require notifying the
notes the surveyor observed a note that was OLC as per regulation.
. written on 12/23/17 at 1:00 pm that stated
| "Resident out with niece for lunch."
A nurse's note written on 12/23/17 at 6:00 pm
! stated "Received a call from niece that resident
had family coming to her house and would like (o
stay the night and would return resident to WHN
first thing in the moming. This nurse voiced
concemns that resident wouid be missing her meds
1 as this was a |last minute discussion. Niece stated
STATE FORM ) oar1om 812211 " If continuation sheet 19 of 31
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| that.slhe still hac.t meds from when resnldent was at The administrative team, |
. {facility name withheld) where she resided before during the admission process, ‘
| WNH." now redoubles efforts to E
; _ understand family wishes,
i Anurse's note written on 12/24/17 at 8:30 am and consents of the residents’ ’;
| stated, "This nurse called niece (niece name legal representative, !
: withheld) asking what time she planned to bring E
: resident back to the facility as her 9am meds were A signin log sheet is now kept !
soon due. Niece stated that resident was doing at the main entrance of facility, ;
¢ well, had woken around 5 am and at that time showing date, visitor name,
. niece changed wound dressing stating, "The Dr, resident name, reason for
: (doctor) at {facility name withheld) had shown her visit, and time in and out.
. how and what to use." Niece stated mora family The agministrative team shall
was due from out of town and resident wishes to keep log sheet for review by
stay to visit til around lunchtime. This nurse asked OLC.
niece to piease advise WNH as to a time frame of
arrival and voiced concern of resident being new All above corrected on 04-26-18

1o the facility and us not knowing much about her.

- Niece assured the nurse that resident was doing
well and enjoying the family visits and that she

- waould call to notify us of a time. This nurse stated,
"You do plan en bringing her back today correct 7'
Niece assured this nurse she would and would call
later with a time.”

A nurse's note written on 12/24/17 at 1pm stated,
"Received a call from niece stating resident was
doing well and they had found out more family
was coming for a party later in the evening. This
! nurse stated, "' getting a little concerned about
: her medications and that she has been gone so
i long." Niece again assured me that it was only
| because resident had not seen those family
members in so long. This nurse asked if POA was
i aware of resident being with niece. The niece
| assured this nurse he was and she would call
. again with a time of arrival.”

A nursa's note written on 12/24/17 at 1:20 pm
. stated, "This nurse called (POA name withheld)
. and discovered he was not in fact aware of the
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situation. He tald this nurse that (niece's name
withheld) is in fact not a niece and has no rights to
take resident anywhere. He asked me to call niece
and tell her to bring resident back immediately and
for this nurse ta call police to send someone to
resident’s home where niece had been staying.
This nurse called niece and got voicemail, Left

i message stating POA was unaware she had

resident and she needed to bring resident back

. Immediately and that law enforcement would be
~ called. This nurse called police to apprise of

; situation. They transferred me to Bedford police

. and they said they would send an officer to WNH
: to get a repart.”

- Anurse's note written on 12/24/17 at 1:40 pm,

stated, "(sheriff deputy name withheld ) was given
info on the situation. He asked for administration
to be called in. This nurse tried to call DON and
notify her of the situation. DON said she was on
her was. Alerted (sheriff deputy name withheld ) of
this,” DON arrived at WNH and conferred with
(sheriff deputy name withheld) of situation. This
nurse went to resident's room with CMA fo see if
resident's clothes had been taken as well. This
nurse found an envelope with (POA name
withheld) name on it, cpened it up and realized it
was a letter explaining that {niece's name
withheld) had intended to remove rasident from

« the Tacility. This nurse took the letter to DON and

(sheriff deputy name withheid)."

A nurse's nate written on 12/24/17 at 9:30 pm,

stated "Received a call from (empioyee name

. withheld) at {facility name withheld) that resident

has been brought in by law enfarcement in
Tennessee and was aware of the situation and
was asked to call for resident's med list. She
states that transport will not be available back to
WRNH until probably after Christmas but that POA

i has been notified and wishes her returned to

' F oot
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. WNH., This nurse called DON to make her aware
resident is now safe."

A nurse’s note written on 12/26/18 at 6:00pm

stated, "Resident has returned to WNH via

Tennessee EMS transport. Resident accompanied

by POA. (FOA name withheld) who reiterated to

staff that only he and his wife or his son and his

wife and their attorney are the only ones to receive
i information on the resident or have contact with
resident, POA stated that if {(niece's name
withhald) calls or attempts to come to the facility
that she is not to be let in and to notify him and the
law enforcement immediately. No signs or
symptoms of discomfort or distress from resident
at this time. VS 97.8,68,16.117/62,95 R/A. No
signs or symptoms of injury. Will continue to
moniter and provide support.”

On 3/7/18 at 2:08 pm, the surveyor spoke with the
director of nursing about the incident as written
above, The surveyor asked the director of nursing
if she felt that the Resident # 1 had been
kidnapped. The director of nursing stated "Oh
yes." The surveyor then asked if she had reported
this ingident to the Office of Licensure and
Certification. The director of nursing stated that
she reported the incident to adult protective
services, local law enforcement, and the
ombudsman, but had not reported the incident to
the Office of Licensure and Certification and ¢id
not know that she had to.

On 3/8/18 at 9:20 am, the surveyor requested a
policy for kidnapping. The administrator provided
the surveyor with a copy on the palicy for
elopement and stated that the facility would utilize
this policy in the event of a kidnapping as well.
According to the facility policy under "responding
to an actual elopement, section 4 has a hullet
point that includes but is not limited to "report the

' Foo1

STATE FORM ) T o

812211

If continuation sheet 22 of 31



PRINTED: 07/11/2018

FORM APPRCVED
State of \Virginia
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
A. BUILCING
NP13055 B, WING 03/08/2018
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
WOODHAVEN NURSING HOME 13055 WEST LYNCHBURG/SALEM PIKE
MONTVALE, VA 24122
i | SUMMARY STATEMENT OF DEFICIENCIES ‘ iD i PROVIDER'S PLAN OF CORRECTION ¢X5)
PREFIX ! (EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFX | {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) i TAG CROSS-REFERENCED TQ THE APPROPRIATE BDATE
; ! : DEFICIENCY)
F 001 ‘ Continued From Page 22 i F oo |
| incident to the state authorities as required.” | ‘.
| ; i
! According to 12VACS5-371-190, Section E. states . ‘
i "In the event of a disaster, fire, emergency or any ; |
| other condition that may jeopardize the health, }
: safety and well-being of residents. The : :
i organization shall notify the OLC of the conditions } ;
| and status of the residents and the licensed facility ?
| as soon as possible.” |
, On 3/8/18 at 11:20 am, the director of nursing and
i administrator were made aware of the findings as
| stated above. i ;
i No further information regarding this issue was
¢ provided to the survey team prior to the exit
. conference on 3/8/18.
' ;
7. 12VACSE-371 220 Nursing Services 12VAC5-371T220. |
Nursing Services
Based on staff interview, facility document review, ) ) . ,
and clinical record review, the facility staff failed to Res;dent #.1 |dent1ﬁ§d A e ;
implement written care policies and procedures findings of this report is a Hospice
hP h g i B i RERE patient, in which the Hospice agency
WHIET BUPPOF ] ag '\'fe ‘””‘f‘ra”.’ o numlnghqare is responsible for the patient’s plan
directed toward. assnstlrlzg al rgs@ents to achieve of care. The facility nursing staff
autcomes conls:stent with their highest Ieyei of coordinates with the Hospice nursing
self-care and independence for 1 of 3 residents in staff to provide the patient’s with
the survey sample Resicent # 1. highest practicable physical, mental,
and psychosocial well-being.
The findings included:
: : The facility agrees to notify Fhe
' The facility staff failed to notify the attending i Hospice agency when there is a
| physician and/or responsible party of changes in :  significant change in the Hospice
| condition for Resident # 1. ; patients physical, mental, social, or
; i emotional status. None of the |
Resident # 1 is an 80-year-oid female who was | findings in this report show a i
- : i 5 significant change in the Hospice ;
originally admitted to the facility on 12-18-17. . : atient's physical, mental, social or
Diagnoses included but were not limited to: sacral i PAMEHLs © ' ' i
: : ! emotional status. ;
pressure ulcer, hypertension, pressure ulcer of i | |
sacral region, matignant breast cancer, and type 2 i }
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- aware of the fall as written above.

A nhurse's note written on 2/12/18 at 2:30 am
. stated, "During ADL care CNA noted bruising to
. right foot, notified this nurse. This nurse assessed
resident's right leg and foot and noted top of right
foot, into ankie and pinky toe and toe next to it to
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. diabetes mellitus.
i The clinical record for Resident #1 was reviewed L
| on 3/7/18 at 12:20 prn. A nurse's note written on There are ne incident reports on
| 12/18/17 at 5:15 pm stated, "CNA (certified record regarding any of the ﬂ”d'fr‘fs
nursing assistant) notified me of skin tear upon contame(‘:l in this report. Althoug'
: . § 2 abservations were made by facility
i transferring red. (resident) to w/c {wheelchair) for CNAs and reported to the facility
! dinner. Smalt 1.5 cm (cenfimeter) area cleaned nurse, and that medical treatment
. and covered with band-aid. Will continue to was provided Resident #1 there
! monitor. V/S {vital signs) 98.0-108.20-107/63-96% was na notification made to the
. O2 RA (room air)." This surveyor did not locate attending physician or Hospice
documentation that the physician or responsible physician made by facility nurses.
i party had been notified about the incident as The legal representative was not
. written above, notified as the observations made
i were within scope of murses’
. Anurse's note written on 1/15/18 at 12:30 am judgment.
. stated, "During ADL (activities of daily living) CNA . » .
. noticed redness to laft hip and called this nurse to In sach finding, the facility nursing
residents room, This nurse noted redress and StaﬁgotlﬁEd thedHosptce nutrsmlg staff,
- very light blue coler around redness on resident's gf;ii dgﬁlt?ﬁgtglin?:;f ?: Cg?des“']ne S
left hip and another area of redness with very light finding, appropriate nursing &:are was
blue color on pelvis bone. Provon applied to both providéd to Resident #1 by facility
argas. Will pass on to 7-3 nurse to notify hospice nursing staff and by Hospice nursing
in the moming. Resident turned and repositioned. staff.
Will continue to monitor." This surveyor did not
locats any documentation in the clinical record There are no reports of a need to
that the physician or responsible party had been aiter treatment significantly to the
- notified of the area as stated above. Hospice patient's plan of care.
- Anurse's note written on 2/3/18 at 6:45 pm stated The administrative team and
. "Resident slid out of chair to floor at dinnertime. facility medicat director shall revise
¢ No injuries noted. VIS 97 .4-80-18-128/68-94% ; policy a{\d proci_durfa regfart;lll]ng the
02, No cfo (carmplaints of} pain POA notified.” i taopgg?#g::;etgﬁt'z'\?:téo;;? 10_ 22eorSH
- This surveyor did not locate any documentation in i o
the clinical record that the physician was made 5 All above complated on  08-31-18
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| have yellow/greenish color bruising. Also right foot
and halfway up resident's leg ta be edematous,
Resident had two falls one on 2/3/18 and one on
1/29/18. Will pass on for 7-3 to notify hospice of
bruising and swelling to right leg and foot." This
surveyor did not locate any documentation in the
clinical record that the physician and responsible
party had been made aware of the incident as
written above,

On 3/7/18 at 1:00 pm, the surveyor spoke with the
. Director of nursing about the information as stated
above and requested feedback about physician
_ and responsible party notification. The Director of
nursing stated that she wouid check into it.

On 3/8/18 at 9:10 am, the surveyor spoke with the
director of nursing about notification of the
physician and responsible party for Resident # 1.

. The director of nursing stated that if the

" documentation is not thers than she does not

. have any.

. According to the facility policy on notification of

" changes that was provided to the survey team by

. the facility. "The facility wiil immediately inform the

" resident and consult with the resident's physician,
if appropriate, when changes oceur. | unknown,

. the facility should also notify the resident's legal
representative or interested family member.”

- "Notification of changes shall include:
1. An incident involving the resident which

_ results in injury and the potential for requiring
physician intervention;

- 2. Asignificant charge in the resident’s physical,

| mental, or psychological status, such as a

1 deterioration in heaith, mental, or psychosocial

| status, in life-threatening conditions or clinical

i complications;

1 3.  Aneed to alter treatment significantly;”
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| On 3/8/18 at 12:10 pm, the survey team met with y ‘
' the administrator and the director of nursing and [1\1211\:'2595 E‘?;rligggj:.
' made them aware of the findings as written above. i
1 Upon review of resident #1's ADL i
. No further information was presented to the i sheet for bathing, it is documented that !
| survey team prior to the exit conference on3/8/18. i Resident # 1 receive daily total sponge i
| {bed) baths due to her medical condition. .
| Both Hospice nursing staff and facility
. The facility staff failed to ensure that Resident # 1 nursing staff provided appropriate
received tub or shower baths at least twice bathing for the resident. The resident
- weekly, plan of care reflects the bathing protocol
for this resident.
e sy o Al esidns are vt b fchy
o ; G : nurses upon admission to determine
; Diagnoses included but were not limited to: sacral their ability to tolerate tub or shower
. pressure ulcer, hypertension, pressure ulcer of baths, or whether the resident shall
- sacral region, malignant breast cancer, and type 2 receive dally sponge (bed) baths.
+ diabetes mellitus, These protocols will be addressed in
- The clinical record for Resident #1 was reviewed each residents’ plan of care.
. on 3/7/18 at 12:20 pm. The facility ADL flow record
. for December 2017, January 2018 and February Documentation will be monitored
. 2018 was reviewed for Resident #1. According to by facility nursing staff on ADL sheets
the clinical record, the only date that Resident # 1 for each resident,
received a shower was 12/19/17.
All above completed on 07-31-18
On 3/7/18, at 12:4C pm the surveyor spoke with
the director of nursing regarding the showers for
Reasident # 1. After raviewing the documentation in
the clinical record along with the surveyor, the
- director of nursing agreed that documentation in
' the clinical record did not reflect that Resident # 1
* had received at ieast 2 tub baths or showers
1 weekly since her admission on 12/18/17. :
I No further information was provided to the survey 1
| team prior to the exit conference on 3/8/18. ;
| 8. 12 VACS5-371 240 Physician Services : I
Based on staff interview, facility document review, ; '
STATE FORM REED 812211 If continuation sheet 26 of 31
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and clinical record review, the facility staff faited to
- ensure that the physician progress notes were in
the clinical record for 1 of 3 residents within the
survey sample Resident #1 .

The findings inciuded:
The facility staff failed to ensure that physician

| progress notes were in the clinical record for
Resident#1.

Resident # 1 is an 80-year-old female who was

- originally admitted to the facility on 12-18-17.
Diagnoses included but were not limited to: sacral

. pressure ulcer, hypertension, pressure uicer of

; sacral region, malignant breast cancer, and type 2

i diabetes msllitus.

The clinical record for Resident # 1 was reviewed
on 3/7/18 at 12:20 pm. This surveyor could not
locate any physician progress notes in the clinical
record, which would indicate that the physician
had seen Resident # 1 since her admission on

- 12-18-17.

On 3/7/18 at 12,20 pm, the surveyor spoke with
the director of nursing regarding no physician
progress notes since admission for Resident # 1.
The director of nursing stated that the facility has
recently changed medical directors and the facility
has been having a difficult time getting the

© On 3/8/18 at 9:23 am, the administrator made the
survey team aware that the physician had emailed
a large file of progress notes to the facility on the
morning of 3/8/18,

On 3/8/18 at 12:10 pm, the administrator and
director of nursing was made aware of the findings
as stated above. No further information was

. physician to send the progress notes to the facility.

+ 12VAC5-371-240. Physician Services :

. The administrative team shall notify in writing
i to all attending physicians to comply with alf |
| elements contained in 12VACS-371-240. i

The administrative team shall monitor
compliance of attending physicians on
a menthly basis.

| All above completed on . 08-17-18
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- provided to the survey team prior {o the exit
conference on 3/8/18,

| Based on observation and staff interview, facility

| staff failed to ensure that dietary staff failed to

© ensure sanitary kitchen conditions as applied ta
12VACS-421.

The findings included

i The facility staff failed to ensure that hair restraints

i were applied appropriately on two employees that
were serving food on the tray line for lunch, failed
to ensure that pans for food storage and
preparation was air dried, a sciled paper towe!
was observed in clean pans, the facility can
opener was dirty, and a soiled chux pad was

. observed in the kitchen floor near the dishwasher

On 3/7/18 at 11:50 am, during the initial tour of the

. kitchen this surveyor observed a soiled chux pad
on the floor in the kitchen near the dishwasher.
The surveyor asked a kitchen employee where the
dried pans were stored. The kitchen employee
showed the surveyor a rack in the kitchen were
several silver pans were store. The surveyor

. asked the kitchen employee if she could lift the

pans. When the kitchen employse lifted the

. second and third pan, a copious amount of water

 fell from each pan

- On 3/7/18 at 11:55 am, a kitchen employee lifted
the dried pans at the request of the surveyor.
When the kitchen employee lifted the pan on the
top and removed it from the shelf a soiled white
paper towel was observed in the pan. The kitchen
employee removed the soiled paper towel and put
the paper towel in the trash and replaced the pan
on the shelf.

On 3/7/18 at 12:03 pm, the surveyor observed the
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i facility can opener with dried brown and red
substances on it and white hair like particles on
the can opener. The surveyor brought the soiled
can opener to the attention of the kitchen
employee.

On 3/8/18 at 11:27 am, the surveyor observed 2
kitchen staff members placing food on the
resident trays from the tray line. Both employees
were wearing hairmets however all hair was not
secured in the hair heat and hair was observed
coming from the front, sides and back of the
hairnets.

. On 3/8/18 at 11:35 am, the surveyor made the

. facility administrator aware of the observation as
stated above. The administrator agreed with the

. surveyor that all hair should be secured In a
hairnet while serving food for the residents. The
administrator stated that he will conduct and
in-service on the proper application of hairnets.
The administrator also told the surveyor that the
chux pad was used last week because the grease
trap had broken and the chux pads were used to
soak up the grease and stated "But that was last
week it should not be there now."

Mo further information was provided to the survey
team prior to the exit conference on 3/8/18.

9. 12VACS-371-140 (A, E - 3. a,b) as referenced
. by § 32.1-126.01 of the State Code of Virginia.

. Based on staff interview and facility document
review the facility staff failed to ensure that
background checks were obtained in 30 days and
sworn statement or affirmations disclosing any
criminal convictions or pending charges for 10 of
11 employee records reviewed.

CFoo1 |

12VACS-421. Food Regulations

The findings contained in this
_ report have been addressed by
| the administrative team with
‘ the dietary staff on 03-08-18.

On 06-12-18 an annual survey
was conducted by the Bedford
Department of Health. Thera

; were no deficient practices

} noted during this survey.

; Manthly, the consulting
' dietitian reviews all aspects of !
the residents’ dietary needs :
as related to their medical care. i

The dietitian shall review the
findings of this report and
conduct an in-service with
dietary staff on or before
August 31, 2018.

All above completed on
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* The findings included 12VAC5-371-140 (A, E, -3. a,b)
| i : Policies and Procedures
| The facility staff failed to have background checks !
| completed within 30 days of hire for 10 of 11 : ; The VDH-OLC conducted the last
| employees and 1 of 11 employee records did not i i unannounced survey on 07-14/15-15,
! : i ;
| have a sworn statement or affirmation of 5 ! The facility was in compliance with the
disclosure. ' ' Virginia Rules and Regulations for the
Licensure of Nursing Facilities.
On 3/8/17 at 10:20 am, the surveyor reviewead
1 employee records that were provided by the ; A change was made effective 07-01-16
facility. Upon review of the employee records, the to Title 32.1-Chapter 5-32.1-126.01.
surveyor cbserved that the background checks
i had not been compieted within 30 days of hire. The administrative team was not made
aware to obtain background checks
Employee #1 hire date 9/30/17. Background within 30 days of employment.
: check completed 1/25/18.
d The administrative team is now aware
- Employee #2 hirg date 10/13/16. Background : of this requirement and shall put it into
i check completed 7/13/17. i practice.
Employee # 3 hire date 11/10/17. Background All documents set forth as required by
check completed 1/25/18. the Code of Virginia shall be contained
in facility employee records for review
Employee #4 hire date 10/27/17. Background by VDH-OLC surveyors.
check completed 1/25/18.
: All above completed on 07-31-18
- Employee #5 hire date 8/14/17. Background
check completed 1/25/18.
| Employee # 6 hire date 6/15/16. Background ‘
- check completed 3/31/17.
! Employee # 7 hire date 7/24/17. Background
check completed 9/1/17.
i Employee #9 hire date 6/15/16. Background
' check completed 3/31/17. i
| Employee #10 hire date 5/4/16. Background ; |
' check completed 3/31/17. L | |
| ; I
‘ g
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l Employee #11 hire date 1/19/17. Background
I check completed 3/31/17.

While reviewing Employee # 8's record this
surveyor could not locate a sworn staternent in the
employee file.

! On 3/8/18 at 10:45 am, the surveyor spoke with
the administrator regarding employee background

The administrator stated to the surveyor "All that
the health department requires is that criminal

i record checks are in the chart." "We try to get

" them as socon as possible that is the difference
from Medicare and Medicaid.”

. On 3/8/18 at 10:51 am, the surveyor asked the
administrator about the missing sworn disclosure
statement for Empioyee #8, The administrator
reviewed the file for Employee # 8 and stated, "|

| believe you are right, it's not there.”

No further information was provided to the survey
team prior to the exit conference on 3/8/18.

checks not being completed within 30 days of hire.
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