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F 000 initial Comments F 000
F001
An unannounced biennial State Licensure :,zr:isdcuf;: 75;1:3&?};3_‘;:::‘;;;; d
Inspection was conducted 8/4/19 through B/8/19. ’
Corrections are required to be in compliance with Cross Reference to POC for F625
the Virginia Rules and Regulations for the
Licensuse of Nursing Facilities. Three complaints 12 VAC 5-371-140 (E). Policies and
were investigated during survey. An extended Procedures. Cross Reference to F&07
survey was conducted on B/6/19. The Life Safety
Code surveyfreport will follow. Cross Reference to POC for F607
The census in this 145 certified bed faciity was 12 VAC 5-371-150 (A) Resident Rights.
134 at the time of the survey. The standard Cross Reference to F583 & F584
survey sample consisted of 48 current resident
reviews and B closed recard reviews. Cross Reference to POC for F583 & F584
F 001 Non Compliance F 001 HimsEB ling

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

This RULE: is not met as evidenced by
12VAGS5-371-140 (D) (2) Policies and
Procedures. Cross referenceto F-625.

12VACS5-371-140 (E). Policies and Procedures.
Cross reference to F-807..

12VACS-371-150 {A) Resident Rights. Cross
reference to F-583 and F-584

12VACS5-371-150 (B.1). Resident Rights. Cross
reference ta F-622 & F-625

12VAC5-371-180 (A). Infection Control. Cross
reference to F-880.

12VAC5-371-220 (A). Nursing Services. Cross.
references to F-757 & F-760.

MVACﬁ -371-220 )N sing Services. Cross

12 VAC 5-371-150 (B.1) Resident Rights.
Cross Reference to F622 & F625

Cross Reference to POC for F622 & F625

12 VAC 5-371-180 (A) Infection Control.
Cross Reference 10 F830

Cross Reference to POC for F880

12 VAC 371-220 (A} Nursing Services.
Cross Reference to F757 & F7668

Cross Reference to POC for F757 & F760

12 VAC 371-220 (C) Nursing Services.
Cross Reference to F686

Cross Reference to POC for F686

12 VAC 371-250 (C) Resident Assessment
Cross Reference to F638

Cross Reference to POC for FG38
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reference to F-686.

12VAC5-371-250 (C). Resident Assessment
Cross reference to F-638

12VACS-371-250 (A..G) Resident Assessment.
Cross reference to F-622 & F-657.

12WAC5-371-250 (A F) Resident Assessment &
Care Plan. Cross reference lo F-641 and F-657

12VAC5-374-340 (A) Dietary and Food Service
Program. Cross reference to F-812 and F-814.

Code of Virginia
Title 18.2. Criminal Procedure
Chapter 23. Central Criminal Records Exchange

Based on staff interview and facility record
review, it was determined thal the facility failed to
implement required reguiatory policy to conduct a
criminal background check for one (1)
prospective employee out of 25 personnel
records reviewad.

Review of personnel records obtained from
facility revealed that a criminal background check
was not performed for one statf member,
Licensed Practical Nurse (LPN) #12, hired on
212212018,

On 8/8/2019 at approximately 1:20 p.m.. the
Human Resource Director was asked to provide
evidence that a criminal background check was
conducted for Licensed Practicat Nurse (LPN):
statf #12, and stated, "i wasn't here then. That's
all we have™.

Facility policy an Abuse Prevention Pragram
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12 VAC 371-250 (A, G) Resident
Assessment Cross Reference to F622 &
F657

Cross Reference to POC for F622 & F657

12 YAC 375-250 (A, F) Resident
Assessment & Care Plan Cross Reference
to F641 & F657

Cross Reference to POC for F641 & F6357

12VAC 371-340 (A) Dictary and Food
Service Program. Cross reference to F812
& F814

Cross Reference to POC for FB12 & F814

Code of Virginia

Title 19.2 Criminal Procedure
Chapter23. Central Criminal Records
Exchange

Corrective Action{s):

A criminal Background check has been
completed through the Virgima State
Palice per policy and is on site at the
facility for LPN #12. A facility Incident
and Accident for has been completed for
this incident.

1dentification of Deficient Practices &
Corrective Action(s):

All other employees may have been
potentially affected. The Human
Resoutces department will audit 100% of
all active employee records to include
contract employees to identify employees
at risk. Any/all negative findings will be
corrected at the time of discovery. A
Facility Incident and Accident Report witl
be completed for any/all negative
findings.
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states:

2. Condu’ct employee background checks and
will not knowingly employ or otherwise engage
any individual who has:

a. Have been found guilty of abuse, neglect,
exploitation, misappropriatian of property, o
mistreatment by a court of law,

b. Have had a finding entered into the State
nurse aide registry conceming abuse, neglect,
expioitation, mistreatment of residents or
misappropriation of their property; or

¢. Have a disciplinary action in effect against his
or her professiorial license by a state licensure
bodyas a result of a finding of abuse, neglect, or
exploitation, mistreatment of residents or
misappropriation of resident property,

The facility policy and procedure has
been reviewed and no changes are
warranted at this time. Administrative
Staff, Department Managers and the HR
department will be inserviced and issued a
copy of the policy & procedure regarding
abuse prevention and pre-employment
procedures by the Administrator.
Administrative Staff and Department
Heads extending employment without
meeting the requirements of the
established facility policy & procedure
will receive disciplinary action.
Perspective employces will not be
allowed to work until all required
documentation has been obtained.

Monitoring:

The Human Resources Manager is
tesponsible for maintaining compliance.
‘The Human Resources Director and/or
designee will conduct monthly audits of
all new hire employee files for each
mouth to maintain compliance. The
administrator will review all audits and
report aggregate findings to the Quality
Assurance Committee for review,
analysis, and recommendations for
changes in policy, procedure, and/or
facility practice.

Completion Date: %/20/2019
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