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The statements made on this plan of |
1

F 000 ' INITIAL COMMENTS | F 000!
‘ !

o . ; ' correction are not an admission to
An unannounced MedicareMedicaid abbreviated i
standard survey was conducted 12/30/2019. ; and do not constitute an agreement |

Three complaints [VADD047387, VADODA7472 ‘ with the alleged deficiencies herein.
and VA00047328] were investigated during the To remain in compliance with all

survey and unsubstantiated. Corrections are ; .
required for compliance with 42 CFR Part 483 - federal and state regulations, the
center has taken or is planning to

Federat Long Term Care requirement(s).

The cansus in this 180 certified bed facility was take the actions set forth in the
161 at the time of the survey. The survey sampla | following plan of correction. The
consisted of six current resident reviews 1 - following plan of correction
{Residents #1 through #4, #6, and #7) and one i
closed record review (Resident #5). | ' ) L.
F 607 | Develop/implement Abuse/Neglect Policies Feo7, compliance. All atieged deficiencies
55=£ | CFR(s): 483.12(b){1)-{3} cited have been or are to be

corrected by the date or dates

constitutes the center’s allegation of

§483.12(b} The facility must develop and

implement written policies and procedures that; ) + indicated.

i |
§483.12(b)X 1) Prohibit and prevant abuse, ; F607
neglect, and exploitation of residents and : : 1/25/2020
misappropriation of resident property, 1. Facility will modify current policy :

. to emphasize immediate (or within 2
§483.12({b}(2) Establish policles and procedures " . J
to investigate any such allegations, and hours) reporting of allegation of i
abuse according to regulations. ;
§483.12(b)}(3) Include training as required at |
|

paragraph §483.95, . 2. Each resident has the potential of
This REQUIREMENT is not met as evidenced : being affected
by: | )

Based on observation, staff interview, facility

document review, and clinical record review, it i | . . ) )
was determined the facility staff failed to | '+ reporting allegations involving abuse
implement an accurate policy for the immediate " or result in serious bodily injury no
reporting of all allegations of abuse for two of
sevan residents, Resident #1 and Resident #7.
The facility falied to ensura the abuse policy was
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Any deficiancy statement ending with an asterisk (*) denotes a deficiency which the instiution may be excused from corracting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
folowing the date of survey whather or not a plan of correction is provided. For nursing homes, the above findings and pians of correction are disclosable 14
days following the date these documents ars made avaitabla 1o the facility. If deficiencies are cited, an approved plan of correction s requisite 16 continued
pragram participation.

3. Staff will be re-educated on

later than 2 hours after the allegation ‘

if continuation sheet Page 1of 4

FORM CMS-2567(02-811) Previous Viersions Obsolate Event [D:656V11 Faclity [D: WAQ083




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/14/2020
FORM APPROVED
OMB NO. 0938-0381

deveioped and implemented to include immediate
(or within two hours), reporting of all allegations of
abuse according to regulations. A facility
reported incident documented Resident #1
pushed Resident #7 to the floor and documented
the incident as occurring on 9/20/19 at 1G:00 PM.
The facility fax documented reporting of the

! incident to VDH-OLC (Virginia Department of

Health-Office of Licensure / Certifications) on
9/21/19 at 2:41 PM.

The findings include:

Resident #1, the aggressor, was admitted to the
facility on 10/5/18 with diagnosis that included but
wers not limited to: tachycardia [abnormally rapid
heart rate. (1)]; dementia [progressive state of
menial decline, often accompanied by
disorientation (2)], and mitral valve prolapse
[mitral valve Isaflets bulge into the left atrium
when tha left ventricle contracts, sometimes
allowing leakage of small arnounts of blood into
the atrium (3)). Resident #1's most recent MDS
{minimum data set) assessment, a quarterly
assessment, with an ARD (assessment reference
date) of 11/4/19, coded the resident as scoring a
13 out of 15 on the BIMS {brief interview for
maental status) score, indicating the resident was

. cognitively intact.

Resident #7, the recipient, was admitted to the
facility on 8/3/18 with diagnosis that included but
were not limited to: bipolar (mental disorder
characterized by periods of mania and
depression} (4), dementia (progressive state of
mental decline, often accompanied by
disorientation) {5), and Hypertension {high blood
pressure) (6). Resident #7's most recent MOS
{minimum data set) assessment, a quarterly
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F 607 | Continued From page 1 Fgo7 is made, or no later than 24 hours if

the events that cause the allegation |
do not involve abuse and do not |
| result in serious bodily injury to the
. administrator of the facility and
| other officials.

4. Audits will be conducted to ensure
allegations involving abuse or result
in serious bodily injury will be ‘
reported no later than 2 hours after
. the allegation is made, or no later
. than 24 hours if the events that
cause the allegation do not involve
abuse and do not result in serious
bodily injury to the administrator of
the facility and other officials weekly
times 10 weeks. Results of the audits
| will be reviewed at the monthly QAP
" meeting for three months to ensure
compliance.
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assessment, with an ARD (assessment reference
date) of 9/30/19, coded the resident as scoring an
8 out of 15 on the BIMS (brief interview for mental
status) score, indicating the resident was
moderatety impaired cognitively.

The facility policy dated 2/2017, titied "Resident
Abuse-Resident to Restdent" documants abuse
as "willful infliction of injury, unreasonable
confinement, intimidation, or punishment with
resuiting physical harm, or pain, or mental
anguish." The Elder Justice Act portion {dated
1/2017) of the facility's abuse policy documents,
“If the reportabla event results in serious bodlly
injury, the staff member shall report the suspicion
immediately, but not later than two hours after
forming the suspicion. If the reportable event
does not resull in serious bodily injury, the staff
member shall report the suspicion immediately,
but not later than 24 hours after forming the
suspicion.”

The facility's final investigation, dated 9/21/19, of
the abuse / mistreatment regarding Resident #1
and Resident #7 concludes, "Based on the
investigation, it Is confirmed that '‘Resident #1'
pushed 'Resident #7' to the floor substantiating
the allegation of abuse/mistreatment.”

An interview was conducted on 12/30/19 at 2:15
PM with ASM {administrative staff member) #2,
the director of nursing, regarding abuse. ASM #2
stated, "If there is physical emotional or sexual
touching or intimidation, that's abuse." When
asked if one resident pushing another resident
was abuse, ASM #2 staled, *Yes, that is abuse.”
When asked about the required reporting for
allegations of abuse, ASM #2 stated,
"Immediately report to the physician, nurse

!
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the time frame for reporting allegations of abuse,
ASM #2 stated, "I beliava within 24 hours if no
serious injury.”

1 APS (aduit protective services).” When asked ‘

Administrative staff members (ASM) # 1, the |
administrator and (ASM) # 2, the director of :
nursing, were made aware of the above concermns ‘
on 12/30/19 at 4:20 PM. ASM #1 stated, "We
follow our policy for reporting and | believe we
have 24 hours to report If there is no injury.” !

No further information was provided prior to exit.
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