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An unannocnoed Emergency Preparednass
survay was conducted 017242020 through
D1/23/2020. The faciiity was in substantiai
compliance with 42 CFR Part 483,73,
Requirement for Long-Term Care Facilities. No
camplaints wave investigated during the survey.
£ 000 INITIAL COMMENTS ‘ F 000

i An unannoyunced Medicare/Macditald stendam
] survey was conducied on /212020 through
1/23/2020. No complsints were investigated. r grET
_ Corractions ara reguired for compliance with 42 RFIECEV (=8
| CFR Part 483, tha Federal Long Term Care
i . The Life C SRt o 5 OGS
requiramants Safety Code AN 5 7078

surveyireport will follow. ‘
VEHHOLC ;

i

, 8t the time of the survey. The survey ssmple
consisted of 14 current Resident reviews and
, three closed record reviews,

F 889 : Frae of Actident Hazerdw/SupevisionDevices

F‘!hscem:.tsinmmmiﬁedhsdfadﬂymnﬁe ’
E | plar, Resident #20; ncad ng negativa out-
j
!

FEBB| 1 Dinecior of Nursin mi |%mmedfaimatspercam ’ 024132020
l

§5=0 ; CFR{s): 483.25(d){1}(2} oty
| §483.25(d) Accidents.
i ;"; f;z’(';!;(";";;cm that - 2 Anyroqusen:nas he pctantal o be  etoca
: 3. 1 resigan environmernt remaing mats ars not impimentad par physizian
; . onders, Augit compieted to identify residents with
as frae of accident hazards s¢ is possiie; and : fall raat teders, na other ruidamrhavn been
i identified ta no! have fal mats in place according
§483.25(d)(2)Each residant raveives pdaquate 1a cate piar end physiclan crers.
sup_arvimn and assistynce devices 10 pravent T T S PR U ——
- accidants. angure compiance for all falt mats to be in place as
This REQUIREMENT i not mat as evidenced indicated per the rasidenls care plan.
by: :
Based on chesrvations, dinical record raview, 4.Ditector of nunsing or desgnes will conduct rande
and etaff intarview, the faciiity staff failed w wunds of mud;inu mmh("m?m!;mby
[ provide assistive devices to prevent accidents for B e ey
1 , 0ne of 17 in the survey sampis. Resident $202.
LARDRATORY DIRECTON'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATLRE TME 8 DATE
/3142020

Aenneth M. B. Aot lratae
Atry Sefiriency sptamert anding with an ese (") denites a deficrcy which the inasblutian may be saaused fom comaoing providing it iy celermingd that
other safeguards srovide suficient Droiaction ks the patents . (Sae inatructions ) Extapt fr rursing homes, tha findings staimd sbove are giscioxably 80 days
folloaing the date of Burvey whidver o1 1ot 3 plin oF oirrestion i srovided. For ruriing foengs, he atsove dings and pians of corpeior are dieciosabie 14
dgys following the dase thass docuinsrts ire many svailapie to the faciily. i delichercizs ans CHOd. BN BOIOVIKE PiAN OF GOITACEC™ B FEOUISHE 18 Conting e
program peti<ination.
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F 688 Continuad From page 1 F 639' 5. Diractor of nursing o dosi ! nee will soview audit
; Resident #202 waa observad without fall mats to W"“,;:,::"F‘:r",‘,‘j,‘t&f';?,,ﬁ,s ol
, 8ach sida of tha ber per physitiar arars and racammendationg.
- care plan imterventions.
; The fndings include: |
Resident #202 wag sdrmitted o the facility on J
01/07/2020 with diagroses that inciuded hospica |
: entourar, heart dicegse, hyparlipidemis, ] |
§ congestive heart failure, sleep apnea, chranic | )
* kidney disease - stege 3. and chronic obstructive i !
i

! pulmonary disesse (COPD). i

J The most mecent minimum data et (MDS) datee
| 01/14/2020 which was the admission asseasment }
assessed Resident #202 as modemtely impaired i
,fordaity&mion making with g sccre of 12 out of ! ;
z 15. Under section G, Functional Status of the

I MDS, Rulmﬂ!wumesnd as {otal

| dupendent with twa person physical zesigtance
; for iransfars; extensive assistance with ane

' parson physical assistance for bad mobilty,
dressmg. hygiene, and lacomation.

' On O121/202G ot 10:45 a.m. Residert ¥202 was
| obsarved laying in the bed asissp. No fall mats
wera olbserved at this time. On 012172020 a
1:45 p.m., Resident #202 was cbserved laying i
the bed esleep. No fall mats ware obsarvad al ' QFﬁﬁ:’ "%ﬁ"’b

this time,
|
On 0172212020 a1 7:15 8. m., Resident #202's w4 2020
| i 3

; alectranic clivical record was reviewed. .
Observad on the physician orders wae the ! ; e W L
following order: "Fall mats utized while in bad ) "4 8 h

every shift for Prophylaxie, Order Dats
01/08/2020, 5tart Date 01/08/2020 -

A review of Resident $202's cars plans ;| : }
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| Gacumented the following: “1s at risk for fals;
gecondiioning and general declina dx

| {dlagnoses) ARF (scute renal failuse) with

i hypoxia and COPD - admitted 1o Hoapice

' Sendces ... Intarvantions. ... Fali rmats while i

: bed ... Date Initiated 01/07/2020, Revised

L onsr0z0 ..

: Araviaw of the "Fall Risk Assassment, dated

!’ 01/07/2020" assessed #Regicent #202 a3 2

- moderata fafl fisk. The assessmant documented

- & higtery of 1-2 falig within the lagt six months,
Under the ‘Gait Analyais” section of the
assessmant, Reaident $202 was assessed as
“ungbie to indepandently come to a standing
pasition, exhibits foss of batance while standing,
and reqquines hands-on assistence to move from

_place to place ™

- Cn 81/22/2020 wt 7:45 &.m., Resident #2027 was -
: Obsarved lgving In the bad. No fall mats wera
{ouservadatmstxrm

! On 10:10 mrn.. Resident #202 was ohservex
+ laying sn the bed watehing telavision, with no fgd
| mats in place. Resident #202 was interviewed gt
this tima regarding his stay at the faciily,
{ Resident #207 stated he had besn at the facilty a
« few daya and he was not doing toc wad,
| Residant #202 was asked if te required
| aststance gefting up for tranefars and/or welking.
» Resigant #202 stated he mostly felt weak and
. irad and thet he preferred 1o lay in the bed and
- just rest. Resident #202 continued and statsd the
i "g#is coma in to help me get up and help me
| move eround,”

On 012220620 at 10:30 a.m.. the cartified nursing
asuistance (CNA#1Y who mutinely provided
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F 886 | Continued From page 3
* @ssistance to Resident #202 was intarviewed
ragarding safely interventions including the usa of

! fadl mats. CNA#1 stated he (Resident #202) i
,’onhosptoaandl‘mnotawamo!hospioear

! anyons eise saying he neads fafl mats.” CNA #1
;::ontfnwedand:mu“nadmn'tgemp.mm

" in the bed mos! of the time Decause he is weak."

 On 01/22/2020 st 3:00 p.m., the director of

' nursing (DON) was mtarviewed regarding how it

! was communicatad to staffif a remdant required

' safety devices such as il mats. The DON

 stated tha imtervention woukd ehow on the care

i pian and then transferiorint on the Kardax far the
staft which the GNA reviews for the regident's

1 GRS Neads,

On 0172212020 at 3;35 F-m.. the above findings

~ were discussad with the Tacility administrator the
i dlirector of aursing (DON) and the nurse

. consuttent.
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An unannouncad bignnigl State Liownsung
. nspection was condicted on 1/21/2020 through
{ V22020, The facility was not in comphiance
| with the fellowing Virginia Reguistions for the
f Licensure of Nursing Facilities.
‘Thecenamhihisﬁ@bedfacimymfﬁaim ?
time of the survey, The survey sample consisted !
’ of 14 current Residant reviews and three closed
§ recors revisws, )

F 01| Non Compliance F oo 12VACS.374-220 Nursing Sarvicas 0232020
12VACS-371-220(A) Lrosa Rafarences to F-088
Please crosa seference to Plan of Comection for

The facilty was out of compliance with the
feliowing state licensure requirements:

This RULE: is not me! as evidenced by:

The iaciity was not in compliance with the
following Reguiations for the Licensure of Nursing
! Facilities:

12VACE-371-220 Nuising Senvices
" 12VACS-371-220(A) Cross Referance to F-689

i
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