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Anurarrourced Dienmial S:at2 Licensura
Inzpecton was corduct2g on 8:8.17. Correct.ons
ara raguirad for compl arce with e followng with
the Virgma Rules and Ragufations for the
Licensure of Nursing Facikties
Tre census in this 111 bed facility was 101 atthe
time of suriey
F L0 Mor Compiianca E oy

v Fq=agr, > 3 i [}
Tre fazity was out of compiance wan tha

5
falguwirg siam cersure raguiramants 1. Rafaran~ca coacks wers campietad for CNA #1,
TRARUES 8 B8l mal ahavearnse oy who was hired 5/23/13: LPN #1, hirad 6/22/15
12VAC5.371-140 Poicies and Procecuras and CMA A2, hirad 7,21/15. CNA #2 15 no longar
employad a2 the facility.

3
~¢ employee record raview, it was detarmined
=3t the facihity sta¥ faled to foilow the Code of
Virginia for pre-scresnirg prior to hire
raguiraments for six of 23 empioyee record
reviews CNA (certified nursing assistant) #1, LPN -
{icensed practicat nurse) #1, CNA #2, LPN 22, Hased g ndings.
CMNA#3 and RN (registerec nurse) #1.

Basac on s:a¥ interview faciicy document raview,
an
&

"~

Parsonnel filas for currant empigyaas and
contractad amployeas raviewed for completaness
by the HRZ, ED, and/or designee. Follow up

For new hirzs within the past 30 days, the Pre-
1. The facility staff failed to obtain CNA#1's Emgloyment Screening Tool is applied for pre-
refarence checks screenming prior to hire and any requirad

documents nct in file will be completed and
2 The facility staff faiec to obtain LPN #1's

reference checks

g v,
3 The facihty s:af failed to obtain CNA #2's t‘%&(JE'VEM

farence ¢hecks
© ’ SEP 51 2017
4 Thne faclity staff falled to verify LPN #82's licgnse

: to practce as a nursa was ranewed aftar it expired WDL"M%@
on 123115

included. Rafarance checks will he campleted.
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5. The facility staff failed to verify CNA #3's license
to practice as a CNA was renewed afler it expired
on 1/3117.

6. The facility staff failad to verify RN #1's license
to practice as a nurse upen hire on 311717,

The findings include:

1. The facifity staff failed to oStair CNA #1's
reference checks.

CNA #1 was hired on 6/23/16. Review of CNA
#1's employee record ravealed the name of one
reference documentiac by CNA #1. Further review
of the form failed to reveal the reference was
checkead by facility staff; the sections tited:
"SECTION 2: REFERENCE RESPONSES®
"SECTICN 3. TELEPHONE REFERENCE ONLY"
and "SECTION 4: WRITTEN REFERENCE" wera
blank.

On 8/8/17 at 11:10 am. an interview was
conducted with ASM (adminisirative staff member)
#1 (the executive director), OSM (other staff
member) #1 (the human resources director, newly
hired on 6/13/17) and OSM #2 (the assistant
business office manager who had previously
assisted the human resources department). OSM
#1 stated references are checked prior to hiring
employees and before employee orientation.
OSM #1 stated references are checked by calling
the listed references

On 8/8/17 at 12:35 p.m. ASM #1 and ASM #2 (the
directer of clinicai services) were made aware of
the above concern.

The facility policy titled, "Employment Appiication
Procedure” documented, "The human resource
representative or department head will diligentiy

Tke facility Employment Applicaticn Procedura is
followed. For new hiras, the Pre-Employment
Screaning Tocl to be applied by the HRC with
review by ED, or designee, wha will validata for
complataress. Hiring Managars and HRC ta be
educatad regarding employes file compliance
prior to start data.

The ED, or designaa, to complata quaiity reviews
of new hira parsonnel filas for completeness prior
to scheduled orientation, The ED, and/or
designes, to completa a quality review of a 10%
random sampie of empioyee files to he
completed weekly for 4 weaks; then manthly
for 3 months; and then guartarly to ensure
comphiance. Quality Monitoring schedule to be
modified based on findings of Quality

Reviews. The rasults of the Quality Monitoring to
be reviewed at the monthiy Quality Assurance
Parformance Improvemant {QAPI) meetings for
review, analysis, and Further recommendaticns.

Compliance date: 32117 ”"ZECEIVEI)
SEP 01 2017
ANROLE
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attempt to contact all references listed by the
applicant. using the telephone and written
reference check forms HR-205 Attachments D
and E. The representative must make contact
with and receive a favorable or neutral reference
from at least two of the references listed prior to
an offer of emptoyment being extended to the
applicant. Records of all reference checks.
whether successful or not. must be retained with
the empioyment application...”

No further information was presented prior to exit,

2. The fauility staff failed to obtain LPN #1's
reference checks,

LPN #1 was hired ar 7/21/16. Review of LPN #1's
employee record revealed the names of two
references documented by LPN #1. Further
review of the form failed to reveal the references
were checked by facility staff; the sections titled:
"SECTION 2: REFERENCE RESPONSES"
"SECTION 3. TELEPHONE REFERENCE ONLY"
and "SECTION 4 WRITTEN REFERENCE" were
biank.

On 8/8/17 at 11:10 a.m. an interview was
conducted with ASM (administrative staff member)
#1 (the executive directar). OSM {cther staff
member) #1 (the human resources director, newly
hired on 6/13/17) and OSM #2 (the assistant
business office manager who had previously
assisted the human resources department). OSM
#1 stated references are checked prior to hiring
employees and before empioyee orientation.
OSM #1 stated references are checked by calling
the listed references.

On 8817 at 12:.35 p.m. ASM #1 and ASM #2 (the
director of climical services) were made aware of
the above concern.

STATE FORM s R75511 fzoruruanen sheet 3 of 3
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No further information was presented prior to exit.

3. The facility staff failed to obtain CNA #2's

1. Llicenses for LPN #2, CNA #3, and RN #1 were
reference checks.

verified and are in good standing.
Documentation of license verification was placed
in employees’ personnel files.

CNA #2 was hired on 7/21/18. Review of CNA
#2's employee record revealed the names of two
references documented by CNA#2. Further
review of the form failed to reveal the references
were checked by facility staff. the sections titted:
"SECTION 2: REFERENCE RESPONSES"

“SECTION 3- TELEPHONE REFERENCE ONLY" 2. The ED will develop a Personnel File Monitoring

and "SECTION 4: WRITTEN REFERENCE" were Tool, which will be applied to current licansed

blank. staff to ensure that licenses are verified and filed
properly.

On 8/8/17 at 11:10 a.m. an interview was

conducted with ASM (administrative staff member)

#1 (the executive diractor). OSM (other staff

member) #1 (the human resources director, newly

hired on 6/13/17) and OSM #2 (the assistant

business office manager who had previously

assisted the human resources department). OSM

#1 stated references are checked prior to hiring 3. HRC, DCS, or designee, will take the results from

employees and before employee onentation. the Menitaring Tool process and develop a

OSM #1 stated references are checked by calling
the listed references.

On 8/8/17 at 12:35 p.m. ASM #1 and ASM #2 (the
director of clinical services) were made aware of
the above concern.

No further information was presented prior to exit.

4. The facility staff failed to verify LPN #2's license
to practice as a nurse was renewed after it expired
on 12/31/186.

LPN #2 was hired on 9/29/16. Review of LPN #2's
employee record revealed a nursing "License _
Lookup™ obtained on 10/4/16. The license expirad

monthly license verification system, which wili be
validated by the ED, or designee. ED, DCS, and
HRC will be educated on proper documentation
required for license verification.

RECEIVEL
SEP 31 201
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on 12/31/16. Further review of LPN #2's

employee record failed to reveal an additional

"License Lookup™ to evidence verification that the

LPN's nursfng license was renewed. 4. ThaED, ar designee, will conduct random
observaticn of licensed employee files and a
Quality Monitaring process wil! be
performed weekly for 4 weaks to ensure
compliarnce; then monthly for 3 manths: and

On 8/8/17 at 11:10 a.m. an interview was
conductea with ASM (administrative staff mem ber)
#1 (the executive director), OSM (other staff
member) #1 (the human resources director, newly

) : : then quartarly thereafar, li itars
hired on 6/13,17) and OSM #2 (the assistant oo ¥ eARER, QualityRinainsting
e Mgt manager who had previously schetuie to be modified basad on findings of
assisted the human resources department). OSM Quaiity Reviews. The resiilts of the Quality

£2 statad "wa" get an alert that provides Monitering will be raviewad at tha monthiy
notification of when an empioyes’s license is Quality Assurance Performance Improvement
about to expira. OSM £2 starad the alert was {QAPI} maatings for raview, analysis, and further
received "maybe” 30 days prior to the license recammandations.

expiration. OSM #2 stated she toid the staff
coorcinator when emplayess licenses were about
to expire and the staff coordinator contacted the
employees. OSM #2 stated she used to check to
make sure the employees renewed therr licenses
and would put the licensa checksin a separate
boak,

5. Compliance date: 9;21/17

On 8/8/17 at 11:55 a.m. ASM 42 (the director of
clinical services) stated no further information
could be proviced.

On 8/8/17 at 12:35 p.m. ASM #1 and ASM #2
were made aware of the abave concern.

The facility poficy titled, "Licensure and
Certfication Verification” documented, "A copy of
the individual's current license/certification will be

made on or prior to the date of hire and placed in {&CE'V ‘--."I.'lJ|
the individual's personref file. In addition, a copy

of the electronic version stating the license is in SEP 51 2017
good standing will also be maintained in the =
perscnnel file . At the beginning of each month, ’_"‘Hﬂq\l,m

the facility human resources representative will
generate a report from the payroll system to

\TATE FORM 125 R7S511 i zontruanon sreet 5 5149
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cetermine which licenses/certificatians will expire
the following month. Employees whose license
will expire the next month will be notified a
minimum of @ month prior to expiration. As the
license or certification is renewed the facility
human rescurces representative will add a copy of
the new license/certification to the empioyee's
personnel file. In acdition, an updated coy (sic) of
the electronic verificatior of the
license/certification from the state's Board of
Nursing wilt be printed and placed in the personnal
file "

Mo further information was presented prior to exit,

5 The facility staff failed to varify CNA #3's license
to practice as a CNA was rerewed after it expired
on 1/31117.

CNA #3 was hired on 1/5/17. Review of CNA #3's
empioyee record revealed a nursing "License
Lookup” obtained on 12/12/16. The license
expired on 1/31/17. Further review of CNA #3's
employee record failed to reveal an additional
“License Lookup” to avidence verification that the
CNA's license was renewed.

On 8/8/17 at 11:10 a.m. an interview was
conducted with ASM (administrative staff member)
#1 (the executive director), OSM (other staff
member) #1 (the human resources director, newly
hired on 6/13/17) and OSM #2 (the assistant
business office manager who had previously
assisted the human resources department). OSM
#2 stated "we” get an alert that provides
notification of when an employee’s license is
about to expire. OSM #2 stated the alert was
received "maybe” 30 days prior to the license
expiration. OSM #2 stated she told the staff

l
!

coordinator when employees licenses were about
to expire ard the staff coordinator contacted the

ECEIVEwY
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employees. OSM #2 stated she used to check to
make sure the employees renewed their licenses
and would put the license checks in a separate
book.

On 8/8/17 at 11:55 a.m. ASM #2 (the director of
clinical services) stated no further information
could be provided.

On 8817 at 12.35p m. ASM #1 and ASM #2
were made aware of the above concern.

No further information was presented prior to exit.

6. The facility staff faiied to verify RN #1's license
to practice as a nurse ugon hire on 3/17/17.

Review of RN #1's empioyee record failed to
reveal a "License lookup” to evicence verification
of the RN's nursing license.

On 8/8/17 at 11:10 a.m. an interview was
conducted with ASM (administrative staff member)
#1 (the executive director). OSM {other staff
member) #1 (the human resources director, newly
hired on 6/13/17) and OSM #2 {the assistant
business office manager who had previously
assisted the human resources depariment). OSM
#1 stated she obtains the license lookups before
emptoyees begin orientation to ensure their
licenses are not expired.

On 8/8/17 at 11:55 a.m ASM #2 (the director of

clinical services) stated no further information = et
could be provided. E:CE'VLI-

Epone .

On 8/8/17 at 12:35 p.m  ASM #1 and ASM #2 SEP % 207

were made aware of the abave concern. 7
AT

No further information was presented prior to exit.
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