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! PRINTED: 12/05/2018

| An unannounced biennial State Licensure -
' Inspection was conducted 11/27/2018 through provisions of state and federal law and not
11/28/2018. The facility was not in compliance because Petersburg Healthcare Center

: with thel Virginia Rules and Regulations for the admits or denies the validity of the
Lioensulre of Nursing Facilities. No complaints llegati d citati listed on th
} were investigated during the survey. U URUSELRELe ML DU G R © pages
! , of this Statement of Deficiencies.
' The census in this 120 licensed bed facility was CommuniCare-Petersburg Healthcare Center
110 at the time of the survey. The survey sample C lleged deficiencies d
consistéd of 38 resident reviews. maintains that the alleged deficiencies do
! not jeopardize the health and safety of the
F 001| Non Compliance F o residents, nor is of such character as to limit

our capability to render adequate care.
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F 000y Initial C]omments F 000 This plan of correction is prepared and :
executed because it is required by the :
1

The facility was out of compliance with the

following state licensure requirements: .. . .
2 . To remain in compliance with all federal and

This RULE: is not met as evidenced by: state regulations, the facility has taken or
12 VAC 5-371-370 (A). Please cross reference will take the actions set forth in the

to F584, . )
i following plan of correction:

cov 32'.1-1 38.01 (A) (8). Please cross reference

| 1o FBO00. State Tags
! 12 VAC 5-371-140 (A). Please cross reference to. 12 VAC 5-371-370 (A)- see F584 ,
F607. ik |
. ;
12 VAC!5-371-250 (A). Please cross reference to COV 32.1-138.01 (A) (8)- see F600

Fe41. | |

12 VAC'5-371-250 (G). Please cross reference 12 VAC 5-371-140 (A)- see FGO7 .
to F656. | |
i 12 VAC 5-371-250 (A)- see F641 I8:
12 VAC 5-371-220 (A). Please cross reference to I
FB80. '

12 VAC 5-371-300 (A). Please cross reference fo
| F755,
| ; 12 VAC 5-371-220 (A)- see F690

12 VAC 5-371-250 (G)- see F656 | i |
| i

; |

{ 12 VAC,5-371-220 (A). Please cross reference to o f
: 1
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F758.

F760.

L., F761.

!_ F812.

S T T

| COV 32.1-126.01 (A)

Based on staff interview and employee record
review the facility staff failed to obtain a swomn
statement for 1 employee (Employee #20) and a
criminal background check within 30 days for 1
employ?e {Employee #9) of 25 employees.

The findings included:

12 VAC 5-371-220 (B). Please cross reference to

12 VAC 5-371-300 {L}. Please cross reference to

12 VAC 5-371-340 (A). Please cross reference to

Employee #20 did not have a sworn statement in
the employee file.

Employee #9's criminal background check was
requested 57 days after hire.

Employee records were reviewed with Employee
D during the survey. Employee D was the
Human Resources staff from a sister facility. She
was helping out during the survey. During the
review, it was identified that Employee #20 had
not signed a sworn statement. Employee D
stated that she would look into the issue. On
11/20/18 at 2:45 p.m., Employee D determined

&
i 12 VAC 5-371-300 (A})- see F755

| 12 VAC 5-371-220(A)- see F758
- 12 VAC 5-371-220 (B)- see F760
12 VAC 5-371-300 (L)- see F761

' 12 VAC 5-371-340 (A)- see F812

‘_ - : I — -—

COV 32.1- 126.01 (A)

1. Employee #9 had a criminal Virginia
background check completed on
07/05/2017. Employee #20 never had a
sworn statement completed and was
terminated prior to survey.

2. Current employees were audited to
ensure they have a correct Virginia
background check completed by Human
Resources/ designee on 12/14/2018.
Current employees were audited to ensure
they have a sworn statement signed by

Human Resources/ designee on 12/14/2018.
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[NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE N
, Y M
EPETERSBURG HEALTHCARE CENTER 257 BAST SOUTH BOULEVARD A
PETERSBURG, VA 23308 S E K |
[ x40 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION Dos il
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETS !
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE !}
DEFICIENCY) . ; | l
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F 001 Continued From page 2 F o 3. Administrator/ designee educated Human l
that Employee #20 did not have a swom | Resources/ designee on proper completion ; .
statement. of Virginia background checks and sworn il ‘
Employee #9 was hired on 7/3/17. The criminal statements on 12/07/2018. S
background check was requested on 8/28/17, 4. A Virginia background check/ sworn S
' which was not within the allowable 30 day time it wi i
' . n will be conducted on a :
[' period. Employee D was asked to look into the statement ?Udlt © co t "I
i issue. She could not locate any other information weekly basis for 12 weeks completed by the S )
| in the employee file regarding a criminal Human Resources/designee on new hires. | ! l i _
!r background check. Results from audits will be forwarded to the | . S|
; ] . O
On 11/2818 at 3:30 p.m., the issues were Quality Assurance/ Performance | i | il
r;vieyved with the Administrator and Director of Improvement committee to ensure | ik
ursing. compliance and the need for further I 1 !
monitoring for three (3} months. L id 'h
o1/o7/2019
12 VAC §- 371-210 (F)(1) |- |
Based on staff interview and employee record —— T e W
: review the facility staff failed to verify certification 12 VAC 5-371-210 (F’m MY
| of nursing_assistants with the State nurse aide 1. Employee #13 certification was completed ! |
!; registry prior to hire for 4 nursing assistants. on 12/07/18. Employee # 16 certification ; ;i 1
] It was identified during the employee record was completed on 12/07/2018. Employee ]
F review that the credentials of a total of 4 certified #17 certification was completed on I | |
i nursing staff were not verified prior to hire. 12/07/2018. Employee #19 certificationwas™ | ([ |
j The findings included: completed on 12/07/2018. SN
. 2. Current Certified Nursing Assistants : |
Employee records were reviewed during the certification were verified by Human | if
survey.' The following issues were identified . i 't
when reviewing employee records: Resources/ designee by 12/14/2018. 2 | -
3. Administrator/ designee educated Human =~ ] !
:iusm;':::;ﬁ :::a:g’:: f';;s%ﬁ,mﬁ::r Resources/ designee on proper validating | | [f |
: certification was verified after hire on 6/29/18. certifications prior to hire on 12/07/2018. |l
| ] . - [
5. > e . 4. Avalidation of Certified Nursing Assistants || | I
i . “’:2“‘:":::: S:ﬂ::;‘m::i;%:gl‘:gﬁ; s certification audit will be conducted on a L
[} ! | weekly basis for 12 weeks completed by the AL
; | o . 01/07/2019
,ﬂ Human Resources/designee on new hirés. _
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3. Employee #17 was hired as a CNA on 5/9/17, ;B }

Her certification was verified after hire on 8/7/17. L |

f 4. Employee #19 was hired as a CNA on 6/28/17. o
Her certification was verified after hire on 31

11728118, i

. L |
i On 11/29/18 at 3.30 p.m., the Administrator and :' |
‘5 | Director of Nursing were provided the names of : o
' the staff that had a iate certification verification . A i
b ! i i
i —— . s o [P 5 E
% - 12 VAC 5-371-210 (E) M
12 VAC 5- 371-210 (E) e it

Based on staff interview and employee record 1. Employee #4’s license was validated on f F
review the facility staff failed to verify licensure 12/07/2018. Employee #3's license was 4l If

with the State licensing board prior to hire for 2 \validated on 12/07/2018 M

: licensed nurses. . o |
! 2. Current licensed nurses licenses were ) !
' It was identified during the employee record verified by Human Resources/ designee by 1 ! . i
review that the credentials of a total of 2 licensed I T A |

i nursing staff were not verified prior to hire or 12/14/ _2918' . I | !
: verified at all. 3. Administrator/ designee educated Human = i1 |
. || Resources/ designee on proper validating ! il }

| The findings included: licenses prior to hire on 12/07/2018. i X
:. Employee records were reviewed during the 4. A validation of licensed nurses’ licenses ' f i l ‘

: : :uhwey. 1i'he followinIg issues wedre identified audit will be conducted on a weekly basis for j ' i |
' Sh (Sviewing employss recards: 12 weeks completed by the Human i l
1. Employee #4 was hired as a Licensed Resources/designee on new hires. ’ ‘ E i

Practical Nurse (LPN) on 4/21/17. The license 01/07/2019

was verified after hire on 7/21/17. BT
2. Employee #3 was hired as a Registered Nurse il I

(RN) on 3/13/17. Her license was never verified. A

On 11729/18 at 3:30 p.m., the Administrator and S

: Director of Nursing were provided the names of Rt

! the nurses that had a late licensure verification. St
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