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F 000| Initial Comments F 000 Ihe Ls;urels t;)f vﬂw"c?wl Cre?k wtsh?ls to
. ave this submitted plan of correction
An unannounced biennial State Licensure stand as its allegation of compllance. Our
Inspection was conducted 3/22/2022 through ggtzezof alleged compliance is April 18,
3/24/2022. Five complaints were investigated Proparation and/or execution of this plan of|
during the survey, VAD0051908- unsubstantieted correction does not constitute admission
without daficiency, VAD0054018- unsubstantiated to, nor agreament with, either the
without deficiency, VAQ0053616- substantiated existence of or the acope and severity of i
with deficiencies, \VAO0052442- substantiated any of the cited deficiencles, or |
with deficiencies and VAO0052374~ substantlated §°?°!“°'°["9 °?5hfl°"h in the statem bl gf, |
without deficiency. Corrections are requlred with e R
the Virginla Rules and Regulations for the i A
compliance with regulatory requirements.
Licensure of Nursing Facllitles,
The census In this 120 bed facllity was 105 at the
lime of the survey. The survey semple consisted
of 41 current Resident reviews and 10 closed
record reviews.
1. CNA #3 no longer works at the facility. | 419122
F 001 Non Gompliance £ 001 RN #5 no longer works at the fecility.
o 2. An audit will be conducted on gurrent
The facllity was out of compliance with the employess to ensure ficense verlfications
following state licensure requirements: in sworln aslaitenl'tlﬁntsI hlas biesn obttt_nined.
ny employes with missing information,
This RULE: is not met as evidenced by: will be obtained.
Based on staff interview and facillty document
L o 3. The Payrall staff member will be
review, it was determined that the faciiity staff re-educatad on ensuring license verlficatio
falled to evidence current sworn statements have been obtained upon hiring the
and/or professional licenses in accordance with employes, Re-sducation will also include
the laws of the State of Virginia, for two of 25 ensuring sworn stalements have been
employse records reviewed, obtained upon hire. l
SO ! 4. ADM/designee will conduct audite on
The findings included: nervlvﬂ en;[ployee records lotenaur? Ilrc",ense
verification and sworn statements have
A. On 3/23/22 et approximately 12:00 PM, the been obtalned, 3 times weekly times 2
employse racords for newly hired employees weeks, weekly times 2 weeks and monthly
within the past two years were reviewed, Review times 2 months to ensure assessments
of the employee records failed to produce are completad, A review of the findings will
evidence of current professional license In be ““:9“ to QA dPl f.ﬁ"fa"mc‘“'hs to‘;nsure
accordance with the laws of the State of Virginia, fgg&';’;%%:aon“:' SHOW om0
for one staff member. During the state licensure i
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F 001

Continued From page 1

task of reviewing employee files hired within the
last two years, the list of 25 employees was
provided to the facility on 3/22/22 at
approximately 1:30 PM.

The employes identified was:

CNA (certifiod nursing assistant) #3's employee
record documented they were hired as a CNA
with the facility on 8/30/20. Further review of
CNA #3's employee record evidenced no primary
source verification from the Virginia Depariment
of Health Professionals for a certified nursing
assistant, There was a copy of the CNA #3's
license. The primary source verification of the
license was pulled from the Department of Health
Professionals web site on 3/23/22,

On 3/23/22 at 2:00 PM, OSM (other staff
member) #8, the payrol/accounts payable
manager reviewed CNA #3's employee record.
When asked if primary source verification was
found, OSM #9 stated, No, there Is only the copy
of the license. We will pull one now. (Primary
source verification of the license was pulled from
the Department of Health Professionals web site
oh 3/23/22 at 2:12 PM),

On 3/23/22 at approximately 4:35 PM, ASM
(administrative staff member) #1, the
Administrator, and ASM #2, the Director of
Nursing and ASM #3, the Reglonal Director of
Ops were made aware of the findings of the
employee record review.

On 3723722 a request was made at 4:45 PM for a
facility policy releted to employee licenses, new
hires or new employee screening.

On 3/24/22 at 11:02 AM, ASM #1 stated, We do
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not have any policy related to employee licenses,
new hires or new empluyee screening.

No further information was provided prior to exit.

B. On 3/23/22 at approximately 12:00 PM, the
employee records for newly hired employees
within the past two years were reviewed. Review
of the employee records failed to produce
evidence of a sworn statement for one staff
member. During the state licensure task of
raviewing employee files hired within the last two
years, the list of 25 employees was provided to
the facility on 3/22/22 at approximately 1:30 PM.

The employes identified was:

RN (registered nurse) #5's employee record
documented they were hired as a RN with the
facility on ©/15/20. Further review of RN #5's
employee record evidenced no swom statement.

On 3/23/22 at 2:00 PM, OSM (ather staff
member) #8, ihe payrollfaccounts payable
manager reviewed RN #5's employee record.
When asked if a sworn statement was found,
OSM #9 stated, No, there is no sworn statement.
We will see if we can find the one for her record,

On 3/23/22 at approximately 4;35 PM, ASM
(administrative staff member) #1, the
Administrator, and ASM #2, the Director of
Nursing and ASM #3, the Regional Director of
Ops were made aware of the findings of the
employee record review.

On 3/23/22 a request was made at 4:45 PM for a
facilily policy related to employee licenses, new
hiras or new smpicyee screening.
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On 3/24/22 et 9:00 AM, OSM #5 was asked if the
sworn statement for RN #5 had been located.
OSM #8 stated, No, we have not found one.
On 3/24/22 at 11:02 AM, ASM #1 staled, 'We do
not have any policy related {o employee licenses,
new hires or new employee screening.
No further informatlon was provided prior to exit.
Nursing Services Nursing Serv
o ursing Services
|‘I: %};205471 220 A, B, C.1 cross refarence to 12VALE271.920 A, B, C.1 cross reference to
Fe6e
Clinical records Clinical records
12VACS-371-360 E.9 cross reference to F842 12VACS3-371-360 E.8 cross reference to F842
12VAC 5-371-210 A - 3 - cross references lo F 12 VAC 6-371- 210 A - 3 - cross references
857 to FB57
12VAC5-371-140. Policies and procedures 12VAC6-371-140. Policles and procedures
Cross reference to F550, F804, FB812 Cross reference to F550, FB04, FB12
Cross reference to F550 éﬂ’;ﬁﬁmm to F‘Z%oe“ rights
12VACS5-371-180, Infection ¢ontrol
12VACS5-371-180. Infection control
Cross reference to F812 Cross reference to F812
12VAC5-371-200. Director of nursing 12VACS5-371-200. Director of nursing
Cross reference to F858 Cross reference to F§58
. 12VACS5-371-210. Nurse staffing
12VACS5-371-210, Nurse staffing Cross reference toF857
Cross reference to F657
. \ -22Q. Nural ]
12VAC5-371-220. Nursing services v acndces
Cross reference to F684
12VACS-371-250, Resident assessment and
12VAC5-371-250, Resident assessment and care care
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planning planning
Cross reference to F856, F857, Cross reference Cross reference to F858, F857, Cross reference
to F8B4
to Fes4
12VAC5-371-340. Dletary and food service
-340. i rogram

13: ?gni_ 371-340. Dietary and food service %ross reference o FB804 and F812

prog Residant Assessment and Care Plannlng

Cross reference to FB04 and F812 12VACS-271-260G cross reference to FB56

Resident Assessment and Care Planning

12VACS5-271-250G ¢ross reference to F856 Nursing Services

12VAC5-271-220B cross reference to F884,

Nursing Services F@835, F757, 780

12VACS-271-220B cross reference to F684, 112VA3:5-371 -250. Resident assessment and cage
F685, F757, 760 planning

12VAC5-371-250. Resident assessment and care ik Ll L

planning
cross reference to F641,

F-8. 2 VAC 5-371- G
F-666 cross referenced to 12 VAC 5-371-250 (G) 58 cross referenced (o 12 VAC 5-371-250 ()

F-884 cross referenced to 12 VAC 5-371-220 (A) F-684 cross referenced to 12 VAC 5-371-220 (A)
& (B) & (D)

& (B) & (D)

F-842 cross referenced to 12 VAC 5-371-360 (H) F-842 cross referenced to 12 VAC 5-371-360 (Hf
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