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E 000 | Initial Comments E 000

An unannounced Emergency Preparedness
survey was conducted 02/15/22 through
02/24/22. The facility was in substantial
compliance with 42 CFR Part 483.73,
Requirement for Long-Term Care Facilities. No
emergency preparedness complaints were
investigated during the survey.

F 000 | INITIAL COMMENTS F 000

An unannounced Medicare/Medicaid standard
survey was conducted 02/15/22 through
02/24/22. Corrections are required for compliance
with 42 CFR Part 483 Federal Long Term Care
requirements. The Life Safety Code survey/report
will follow. Three complaints were investigated
during the survey. All were substantiated.

The census in this 302 certified bed facility was
274 at the time of the survey. The survey sample
consisted of 35 current Resident reviews and 5
closed record reviews.

F 561 | Self-Determination F 561 3/30/22
SS=D | CFR(s): 483.10(f)(1)-(3)(8)

§483.10(f) Self-determination.

The resident has the right to and the facility must
promote and facilitate resident self-determination
through support of resident choice, including but
not limited to the rights specified in paragraphs (f)
(1) through (11) of this section.

§483.10(f)(1) The resident has a right to choose
activities, schedules (including sleeping and
waking times), health care and providers of health
care services consistent with his or her interests,
assessments, and plan of care and other
applicable provisions of this part.
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§483.10(f)(2) The resident has a right to make
choices about aspects of his or her life in the
facility that are significant to the resident.

§483.10(f)(3) The resident has a right to interact
with members of the community and participate in
community activities both inside and outside the
facility.

§483.10(f)(8) The resident has a right to
participate in other activities, including social,
religious, and community activities that do not
interfere with the rights of other residents in the

facility.
This REQUIREMENT is not met as evidenced
by:

Based on staff interview, family interview, clinical
record review and facility document review and in
the course of a complaint investigation the facility
staff failed to ensure the resident was able to
make choices important to the resident as
evidenced by staff placement of a Wander Guard
device to prevent the resident leaving the nursing
unit for 1 of 40 residents in the survey sample
(Resident #381).

The findings include:

Resident #381 was admitted to the facility with
diagnoses including surgical aftercare, respiratory
failure with hypoxia, cardiopulmonary disease,
malnutrition, bronchitis, intra-abdominal
hemangioma, hypertension, and
gastroesophageal reflux disorder. On the
Minimum Data Set assessment with assessment
reference date 2/4/2022, the resident scored
15/15 on the brief interview for mental status and
was assessed as without signs of delirium,

F Tag 561 Self determination

Corrective Action

received counseling and were

guard on a resident.

Identification

Immediate corrective action was taken by
removing the wander guard within
minutes of the resident(]s request. The
Nursing Manager expressed immediate
apology to the resident upon removal on
2/5/22. On 2/6/22 The unit manager
called the resident and again offered an
apology. The Licensed staff responsible
for the resident and the supervisor

re-educated for procedure for assessing
and MD order retrieval prior to placing the

To ensure that no other residents were
affected, all residents that had a wander
guard in place were re-assessed to

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
495019 B. WING 02/24/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2729 KING ST
WOODBINE REHABILITATION & HEALTHCARE CENTER
ALEXANDRIA, VA 22302
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 561 | Continued From page 1 F 561

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: URQT11

Facility ID: VA0277

If continuation sheet Page 2 of 104




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

PRINTED: 05/03/2022

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

495019

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

C
02/24/2022

NAME OF PROVIDER OR SUPPLIER

WOODBINE REHABILITATION & HEALTHCARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
2729 KING ST
ALEXANDRIA, VA 22302

psychosis, or behaviors affecting care. The face
sheet listed the resident as the responsible
party/resident representative. The resident
intended a short-term stay for skilled services.

The State survey and certification agency
received a complaint concerning violation of the
resident's rights on 2/9/2022. The complainant
alleged the resident's rights had been violated
when facility staff placed a wanderguard on the
resident to prevent the resident from going
outside to smoke.

Clinical record review revealed no documentation
of safety concerns such as confusion, wandering,
or unsteady gait. A Navigation Planning Update
(care plan) note dated 2/2/2022 at 13:42 did not
mention concerns with the resident's cognitive
status or safety. The resident's care plan (printed
2/16/2022 at 12:54 PM) in the electronic record
did not address concerns with safety regarding
smoking or list concerns that would prohibit the
resident from leaving the building. (Note: After the
surveyor expressed concern that the resident's
care plan did not address smoking, a form titled
Interdisciplinary Careplan Smoking Risk was
uploaded to the resident's closed record under
the miscellaneous tab. This document did not
mention restricting residents to the building or
placing restraints on residents.)

Nursing notes on 2/5/2022 included a Health
Status Note on 2/5/2022 at 7:15 AM "During
morning shift change resident noted sitting at the
lobby area waring a jacket. Writer asked resident
if she is planning to go outside. Resident voiced
wanting to go outside for smoke. Writer
explained to resident about facility protocol and
resident agreed and returned to the room.

ensure that it was appropriate for use, the
Resident Representative consented, and
an MD order was in place. No areas of
non-compliance were identified.

Systemic change

All licensed staff will participate
re-education on administration of wander
guard system with emphasis on
evaluation, consent and MD order and
resident rights. The onsite Unit Manager
or his/her designee must review all
information prior to placing the wander
guard to ensure compliance and place the
information on the 24-hour report.

Monitoring

The ADON (or her designee) will review
all new wander guard orders and the
24-hour report to ensure proper
evaluation, consent and MD order. Any
areas of non-compliance will be corrected
immediately, and the clinician will receive
counseling and re-education. Notifications
made to the MD, resident representative,
and the DON. The ADON will submit a
Quarterly report of any area of
non-compliance to the QAPI Team for
further discussion and recommendations.
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Resident is own RR. Shift supervisor notified." A
second Health Status Note on 2/5/2022 at 11:07
AM "Resident requested to leave against medical
advice> Resident refused to wear Wander Guard
and gave writer her Cigarette lighter. Resident
stated 'my Dr will be here at 2pm to discharge
me'. Resident is self(Responsible party). Will
continue to monitor."

The surveyor interviewed the minimum data set
(MDS) assessment nurse on 2/16/2022. The
MDS nurse indicated that the wander guard was
intended to keep the resident from going outside.
The Smoking risk did not address strategies to
address the resident's desire to smoke other than
to apply nicotine patches and monitor compliance
with nicotine patches. There was no explanation
for lack of interventions to assist the resident in
overcoming the desire to smoke or to safeguard a
resident who wanted to smoke.

The nurse caring for the resident that day stated
during an interview on 2/24/22 that the nursing
supervisor instructed the nurse to put a wander
guard on the resident to keep the resident from
trying to go outside, so the nurse did.

The administrator and director of nursing were
made aware of the concern with resident choice
on 2/16/22 during interviews concerning the
resident's allegations.

This is a complaint deficiency.
F 578 | Request/Refuse/Dscntnue Trmnt;Formlte Adv Dir F 578 3/30/22
SS=D | CFR(s): 483.10(c)(6)(8)(g)(12)(i)-(v)

§483.10(c)(6) The right to request, refuse, and/or
discontinue treatment, to participate in or refuse
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to participate in experimental research, and to
formulate an advance directive.

§483.10(c)(8) Nothing in this paragraph should be
construed as the right of the resident to receive
the provision of medical treatment or medical
services deemed medically unnecessary or
inappropriate.

§483.10(g)(12) The facility must comply with the
requirements specified in 42 CFR part 489,
subpart | (Advance Directives).

(i) These requirements include provisions to
inform and provide written information to all adult
residents concerning the right to accept or refuse
medical or surgical treatment and, at the
resident's option, formulate an advance directive.
(i) This includes a written description of the
facility's policies to implement advance directives
and applicable State law.

(iii) Facilities are permitted to contract with other
entities to furnish this information but are still
legally responsible for ensuring that the
requirements of this section are met.

(iv) If an adult individual is incapacitated at the
time of admission and is unable to receive
information or articulate whether or not he or she
has executed an advance directive, the facility
may give advance directive information to the
individual's resident representative in accordance
with State Law.

(v) The facility is not relieved of its obligation to
provide this information to the individual once he
or she is able to receive such information.
Follow-up procedures must be in place to provide
the information to the individual directly at the
appropriate time.

This REQUIREMENT is not met as evidenced
by:
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Based on staff interview, clinical record review,
and facility document review, the facility staff
failed to address code status for 2 of 40 residents
in the survey sample, Resident #180 and #275.
For Resident #180 and #275, the current
physician's orders did not address code status.

The findings included:

1. Resident #180 diagnosis list indicated
diagnoses, which included, not limited to
Nontraumatic Intracerebral Hemorrhage, Chronic
Respiratory Failure, Dependence on Respirator,
Persistent Vegetative State, Type 2 Diabetes
Mellitus, Muscle Wasting and Atrophy, Major
Depressive Disorder, Dysphagia, Aphonia, and
Malignant Neoplasm of Prostate.

The most recent admission MDS (minimum data
set) with an ARD (assessment reference date) of
1/20/22 coded the resident as being in a
persistent vegetative state.

On 2/16/22, surveyor reviewed Resident #180
clinical record and was unable to locate a current
physician's order regarding the resident's code
status.

Surveyor requested and received the facility
policy entitled "Advanced Directives" which read
in part "20. The director of nursing services or
designee will notify the attending physician of
advance directives so that appropriate orders can
be documented in the resident's medical record
and plan of care. The attending physician will not
be required to write orders for which he or she
has an ethical or conscientious objection".

On 2/16/22 at 4:00 pm, surveyor met with the
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F Tag 578 Request/Refuse/Discontinue
Treatment

Corrective Action

Immediate corrective action was taken by
calling the family and the MD and
receiving orders for code status. Resident
#180 had orders obtained on 2/16/22 and
resident #275 had orders obtained on
2/16/22.

Identification

To ensure that no other residents have
been affected, all residents on the unit in
which residents #180 and #275 reside had
the orders audited to ensure that all
residents had orders for code status. No
other areas of non-compliance were
identified.

Systemic Change

All licensed staff will take part of
re-education on obtaining orders on
admission the facility for Code Status.
The unit manager for the unit which #180
and #275 or his/her designee will review
all admission orders within 24 hours to
ensure that proper orders have been
obtained for Code Status. Any area of
non-compliance will be immediately
corrected by calling the family and the MD
for orders. The nurse that did not obtain
orders on admission will receive
counseling and re-education.
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administrator, assistant administrator, and the
DON (director of nursing) and discussed the

concern of Resident #180 not having a current
physician's order addressing their code status.

No further information regarding this concern was
presented to the survey team prior to the exit
conference on 2/24/22.

2. Resident #275's diagnosis list indicated
diagnoses, which included, but not limited to
Amyotrophic Lateral Sclerosis, Acute and Chronic
Respiratory Failure, Dependence on Respirator
Status, Type 2 Diabetes Mellitus, Epilepsy, Heart
Failure, Severe Protein-Calorie Malnutrition,
Dysphagia, Hypotension, and Sacral Pressure
Ulcer.

The most recent admission MDS (minimum data
set) with an ARD (assessment reference date) of
2/04/22 assigned the resident a BIMS (brief
interview for mental status) summary score of 15
out of 15 indicating the resident was cognitively
intact.

On 2/16/22, surveyor reviewed Resident #275's
clinical record and was unable to locate a current
physician's order regarding the resident's code
status.

Surveyor requested and received the facility
policy entitled "Advanced Directives" which read
in part "20. The director of nursing services or
designee will notify the attending physician of
advance directives so that appropriate orders can
be documented in the resident's medical record
and plan of care. The attending physician will not
be required to write orders for which he or she
has an ethical or conscientious objection".

Monitoring

The ADON or his/her designee will audit
20% of all new admissions monthly on the
unit in which resident #180 and #275
resided to ensure that code status orders
were obtained for all new admissions.
Any area of non-compliance will be
immediately corrected by obtaining
orders. The clinician and the Unit
Manager will receive counseling and
re-education. The ADON will submit a
Quarterly report of any area of
non-compliance to the QAPI Team for
further discussion and recommendations.
This will continue for a minimum of 3
months and thereafter until 100%
compliance is achieved; The QAPI Team
will make a formal recommendation when
the monitoring can conclude based on
100% compliance.
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On 2/16/22 at 4:00 pm, surveyor met with the
administrator, assistant administrator, and the
DON (director of nursing) and discussed the
concern of Resident #275 not having a current
physician's order addressing their code status.

On 2/23/22, the DON provided surveyor with a
copy of a physician's order for Resident #275
dated 2/16/22 at 4:57 pm stating "Full Code".

No further information regarding this concern was
presented to the survey team prior to the exit
conference on 2/24/22.

F 580 | Notify of Changes (Injury/Decline/Room, etc.)
SS=D | CFR(s): 483.10(g)(14)(i)-(iv)(15)

§483.10(g)(14) Notification of Changes.

(i) A facility must immediately inform the resident;
consult with the resident's physician; and notify,
consistent with his or her authority, the resident
representative(s) when there is-

(A) An accident involving the resident which
results in injury and has the potential for requiring
physician intervention;

(B) A significant change in the resident's physical,
mental, or psychosocial status (that is, a
deterioration in health, mental, or psychosocial
status in either life-threatening conditions or
clinical complications);

(C) A need to alter treatment significantly (that is,
a need to discontinue an existing form of
treatment due to adverse consequences, or to
commence a new form of treatment); or

(D) A decision to transfer or discharge the
resident from the facility as specified in
§483.15(c)(1)(ii).

(ii) When making notification under paragraph (g)

F 578

F 580

3/30/22
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(14)(i) of this section, the facility must ensure that
all pertinent information specified in §483.15(c)(2)
is available and provided upon request to the
physician.

(iii) The facility must also promptly notify the
resident and the resident representative, if any,
when there is-

(A) A change in room or roommate assignment
as specified in §483.10(e)(6); or

(B) A change in resident rights under Federal or
State law or regulations as specified in paragraph
(e)(10) of this section.

(iv) The facility must record and periodically
update the address (mailing and email) and
phone number of the resident

representative(s).

§483.10(g)(15)

Admission to a composite distinct part. A facility
that is a composite distinct part (as defined in

§483.5) must disclose in its admission agreement
its physical configuration, including the various
locations that comprise the composite distinct
part, and must specify the policies that apply to
room changes between its different locations
under §483.15(c)(9).

This REQUIREMENT is not met as evidenced
by:

Based on staff interview, clinical record review,
and facility document review, the facility staff
failed to promptly consult the provider and inform
the resident representative of a significant change
in the resident's physical status for 1 of 40

Corrective Action

F Tag 580 Notification of Change

Immediate corrective action was taken
prior to the survey by which on 1/26/22
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residents in the survey sample, Resident #8.
The findings include:

For Resident #8, the facility staff failed to

promptly notify the provider and RR (resident

facility staff communicated to the resident
representative and MD and documented
in the resident chart that both parties were
notified of the significant weight loss.

Identification
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representative) of a significant weight loss. A
21.8 pound weight loss was identified on 1/07/22,
however, the provider and RR were not notified
until 1/26/22.

Resident #8's diagnosis list indicated diagnoses,
which included, but not limited to Muscle Wasting
and Atrophy, Respiratory Failure, Essential
Hypertension, Anoxic Brain Damage, Persistent
Vegetative State, Protein-Calorie Malnutrition,
Osteomyelitis, Acute Kidney Failure, and
Unstageable Pressure Ulcer of Sacral Region.

The most recent quarterly MDS (minimum data
set) with an ARD (assessment reference date) of
11/12/21 coded the resident as being severely
impaired in cognitive skills for daily decision
making. Resident #8 was coded as requiring
extensive assistance with personal hygiene and
being totally dependent on staff for bed mobility,
transfers, dressing, eating, toileting, and bathing.
The resident was coded for the presence of a
feeding tube in which they received 51% or more
of total calories and 501 cc/day or more average
fluid intake.

Resident #8's current comprehensive
person-centered plan of care included a focus
area initiated 5/27/21 stating "Resident is at risk
for nutritional decline related to multiple wounds,
NPO (nothing by mouth) status, recurring
hospitalizations, and unplanned wt. (weight) loss.
Resident receives 100% of estimated nutritional
needs via enteral nutrition". Current interventions
include in part "Monitor & evaluate weight/weight
changes" and "Notify RD (registered dietician),
family, and physician of significant weight
changes".

To ensure that no other residents were
affected, all residents with significant
weight loss (planned or unplanned) were
reviewed to ensure that the resident, the
resident representative, and the MD had
been notified. No other areas of
non-compliance were identified.

Systemic Change

All registered dieticians and licensed staff
were re-educated to ensure
understanding that any significant weight
loss (planned or unplanned) must be
shared with the resident, the resident
representative and the MD within 24 hours
and documented in the resident chart.
The Unit Manager of the unit where
resident #8 resides (or designee) will audit
all significant weight changes within 24
hours to ensure that if a planned or
unplanned significant weight loss is
identified, the MD and Resident
Representative was notified and that it is
documented in the chart. Any areas of
non-compliance will be resolved, and the
RD and Nurse will be subject to
counseling and re-education.

Monitoring

The ADON or designee will audit 20% of
all significant weight losses (planned or
unplanned) per month to ensure that the
Resident Representative and MD were
notified and documentation in the medical
record. Any area of non-compliance will
be immediately corrected by notification of
the Resident Representative and the MD.
The clinician and the Unit Manager will
receive counseling and re. The ADON wiill
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Resident #8's current physician's orders included
an order dated 11/09/21 for Jevity 1.5 (tube
feeding formula) at 65 ml/hour for 20 hours, up at
12:00 pm and down at 8:00 am. Order states
"provides 1300 ml total volume / 1950 kcals/ 88 g
pro (protein) / 988 ml H20 (water)".

On 2/15/22 at 3:04 pm, surveyor observed
Resident #8 in bed receiving Jevity 1.5 via tube
feeding pump at 65 ml/hour. Resident did not
respond to the surveyor's presence in the room.

Surveyor reviewed Resident #8's documented
weights in the clinical record and noted a
significant weight loss of 21.8 pounds which
occurred in a 5 day span from 1/02/22 to 1/07/22.
On 1/02/22 the resident weighed 133.8 pounds
and on 1/07/22 the resident weighed 112 pounds.
Documented weights surrounding the loss were:
12/13/21 135.8, 1/01/22 133.8, 1/02/22 133.8,
1/07/22 112, 1/19/22 114.7. Resident #8's current
weight of 113.4 was obtained on 2/23/22.

Surveyor was unable to locate documentation of
provider or RR notification of the significant
weight loss.

A RD progress note dated 1/13/22 states in part
"Resident triggers for an unplanned significant
weight loss. Appears weight mostly stable at 134
- 136 # (pounds) since 11/24 (x approximately 1.5
months), now with a sig (significant) weight loss
of -21.8 # in 5 days which is unlikely. Order
reweight to confirm weight loss. RD to continue
POC (plan of care)". The next documented
weight following this RD note was obtained on
1/19/22 and was 114.7 pounds.

The RD next addressed Resident #8's weight on

submit a Quarterly report of any area of
non-compliance to the QAPI Team for
further discussion and recommendations.
This will continue for a minimum of 3
months and thereafter until 100%
compliance is achieved; The QAPI Team
will make a formal recommendation when
the monitoring can conclude based on
100% compliance.
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1/26/22, the progress note states in part "CBW
(current body weight) 114.7 #, BMI (body mass
index) 18.0 (underweight). Resident triggers for
significant weight loss x 1 month and 6 months
(unfavorable). Currently with favorable 2.7 #
weight gain x 2 weeks. Resident noted with
weight fluctuations. Resident at risk for weight
fluctuations r/t enteral nutrition" ...."RD recs
(recommendations): continue enteral as ordered,
continue active protein r/t (related to) wound
healing and weight stability/gain".

On 2/24/22 at 2:50 pm, surveyor met with the
DON (director of nursing) and DON provided
surveyor with a late entry nursing progress note
created on 2/23/22 at 2:14 pm for the effective
date of 1/26/22 2:11 pm stating "Resident was
noted with a significant weight lose [sp]. MD and
RR made aware of the above".

On 2/24/22 at 2:58 pm, surveyor spoke with RD
#1 who stated Resident #8 was being weighed
weekly and weights were stable. RD #1 also
stated the resident was tolerating tube feedings
well.

Surveyor requested and received the facility
policy entitied "Change in a Resident's Condition
or Status" which read in part:

1. The nurse will notify the resident's attending
physician or physician on call when there has
been a(an):

d. significant change in the resident's
physical/emotional/mental condition;

4. Unless otherwise instructed by the resident, a
nurse will notify the resident's representative
when:

b. there is a significant change in the resident's

physical, mental, or psychosocial status;
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5. Except in medical emergencies, notifications
will be made within twenty-four (24) hours of a
change occurring in the resident's medical/mental
condition or status.

On 2/24/22 at 4:35 pm, survey team met with the
administrator, assistant administrator, and DON
and discussed the concern of the delay in
notifications regarding of Resident #8's significant
weight loss.

No further information regarding this concern was
presented to the survey team prior to the exit
conference on 2/24/22.

F 584 | Safe/Clean/Comfortable/Homelike Environment
SS=E | CFR(s): 483.10(i)(1)-(7)

§483.10(i) Safe Environment.

The resident has a right to a safe, clean,
comfortable and homelike environment, including
but not limited to receiving treatment and
supports for daily living safely.

The facility must provide-

§483.10(i)(1) A safe, clean, comfortable, and
homelike environment, allowing the resident to
use his or her personal belongings to the extent
possible.

(i) This includes ensuring that the resident can
receive care and services safely and that the
physical layout of the facility maximizes resident
independence and does not pose a safety risk.
(i) The facility shall exercise reasonable care for
the protection of the resident's property from loss
or theft.

§483.10(i)(2) Housekeeping and maintenance
services necessary to maintain a sanitary, orderly,

F 580

F 584
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and comfortable interior;

§483.10(i)(3) Clean bed and bath linens that are
in good condition;

§483.10(i)(4) Private closet space in each
resident room, as specified in §483.90 (e)(2)(iv);

§483.10(i)(5) Adequate and comfortable lighting
levels in all areas;

§483.10(i)(6) Comfortable and safe temperature
levels. Facilities initially certified after October 1,
1990 must maintain a temperature range of 71 to
81°F; and

§483.10(i)(7) For the maintenance of comfortable
sound levels.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, and facility
document review, the facility staff failed to ensure
a clean environment for 3 of 40 residents in the
survey sample (Resident #8, #62, and #143)
whose rooms had a dried, light brown substance
visible on multiple surfaces in their rooms.

For Resident #8, #62, and #143, a dried, light
brown substance was visible on multiple surfaces
in their rooms.

The findings included:

1. Resident #8's diagnosis list indicated
diagnoses, which included, but not limited to
Muscle Wasting and Atrophy, Respiratory Failure,
Essential Hypertension, Anoxic Brain Damage,

Corrective Action

rooms #8, #62 and #143. The

Identification

cleaned.

Systemic Change

F Tag 584 Safe and Clean Environment

Immediate corrective action was taken by
intense cleaning of the areas of resident

indicated that it looked fantastic.

To ensure that no other residents were
affected, a survey of all rooms that tube
feeding is in use were inspected. Any
room that was identified of spattered tube
feeding or uncleanliness in any way were
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