
8/1/22, 7:52 PM Search for an Assisted Living Facility - Virginia Department of Social Services

https://www.dss.virginia.gov/facility/search/alf.cgi?rm=Inspection;Inspection=30970;ID=39797;search_keywords_name=FILLMORE 1/13

 | An Agency of the Commonwealth of Virginia Virginia.gov Find an Agency

 Search for an Assisted Living Facility

|Return to Search Results | New Search |

Fillmore Place 
36 West Fillmore Street 
Petersburg, VA 23803 
(804) 732-1327

Current Inspector: Kimberly Davis (804) 662-7578

Inspection Date: May 23, 2022

Complaint Related: No

Areas Reviewed:
22VAC40-73 GENERAL PROVISIONS 

22VAC40-73 ADMINISTRATION AND ADMINISTRATIVE SERVICES 

22VAC40-73 PERSONNEL 

22VAC40-73 STAFFING AND SUPERVISION 

22VAC40-73 ADMISSION, RETENTION AND DISCHARGE OF RESIDENTS 

22VAC40-73 RESIDENT CARE AND RELATED SERVICES 

22VAC40-73 RESIDENT ACCOMMODATIONS AND RELATED PROVISIONS 

22VAC40-73 BUILDINGS AND GROUND 

22VAC40-73 EMERGENCY PREPAREDNESS 

63.2 GENERAL PROVISIONS 

63.2 PROTECTION OF ADULTS AND REPORTING 

63.2 LICENSURE AND REGISTRATION PROCEDURES 

63.2 FACILITIES AND PROGRAMS 

22VAC40-90 BACKGROUND CHECKS FOR ASSISTED LIVING FACILITIES 

22VAC40-90 THE SWORN STATEMENT OR AFFIRMATION 

ABUSE & NEGLECT

ASSISTANCE CHILD SUPPORT COMMUNITY SUPPORT FOSTER CARE & ADOPTION LICENSING

VIRGINIA DEPARTMENT OF
SOCIAL SERVICES SearcGO

https://www.virginia.gov/
https://www.virginia.gov/agencies
https://www.dss.virginia.gov/#email
https://www.dss.virginia.gov/#facebook
https://www.dss.virginia.gov/#twitter
https://www.addtoany.com/share#url=https%3A%2F%2Fwww.dss.virginia.gov%2Ffacility%2Fsearch%2Falf.cgi%3Frm%3DInspection%3BInspection%3D30970%3BID%3D39797%3Bsearch_keywords_name%3DFILLMORE&title=Search%20for%20an%20Assisted%20Living%20Facility%20-%20Virginia%20Department%20of%20Social%20Services
https://www.dss.virginia.gov/facility/search/alf.cgi?rm=Search;search_keywords_name=FILLMORE
https://www.dss.virginia.gov/facility/search/alf.cgi
https://www.dss.virginia.gov/facility/search/alf.cgi?rm=Details;ID=39797
https://www.dss.virginia.gov/abuse/
https://www.dss.virginia.gov/benefit/
https://www.dss.virginia.gov/family/dcse/
https://www.dss.virginia.gov/community/
https://www.dss.virginia.gov/adoption/
https://www.dss.virginia.gov/licensing/index.cgi
http://www.dss.virginia.gov/
https://www.dss.virginia.gov/geninfo/index.cgi
https://www.dss.virginia.gov/geninfo/jobs.cgi
https://www.dss.virginia.gov/contact_us/index.cgi


8/1/22, 7:52 PM Search for an Assisted Living Facility - Virginia Department of Social Services

https://www.dss.virginia.gov/facility/search/alf.cgi?rm=Inspection;Inspection=30970;ID=39797;search_keywords_name=FILLMORE 2/13

22VAC40-90 THE CRIMINAL HISTORY RECORD REPORT 

22VAC40-80 THE LICENSE 

22VAC40-80 THE LICENSING PROCESS

Comments:
Type of inspection: Renewal 
Date(s) of inspection and time the licensing inspector was on-site at the facility for each day of the inspection: 5-23-2022 11:00 a.m. to 5:16 p.m. 
The Acknowledgement of Inspection form was signed and left at the facility for each date of the inspection. 

Number of residents present at the facility at the beginning of the inspection: 77 
The licensing inspector completed a tour of the physical plant that included the building and grounds of the facility. 
Number of resident records reviewed: 16 
Number of staff records reviewed: 4 
Number of interviews conducted with staff: 2 
Observations by licensing inspector: facility postings, facility documentation, tour of the building and grounds, lunch meal/menu, medication pass observation, physician?s orders/Medication Administration
Records (MARs), emergency food/water and �rst aid kit supplies. 
Additional Comments/Discussion: Photo and video evidence was taken during this inspection. 

An exit meeting was conducted to review the inspection �ndings. 

The evidence gathered during the inspection determined non-compliance with applicable standard(s) or law, and violation(s) were documented on the violation notice issued to the facility. The licensee has
the opportunity to submit a plan of correction to indicate how the cited violation(s) will be addressed in order to return the facility to compliance and maintain future compliance with applicable standard(s) or
law. 

If the licensee wishes to provide a plan of correction: (i) type the plan on a separate Word document, (ii) identify the standard violation number being addressed, (iii) include the date the violation will be
corrected, (IV) do not include any names or con�dential information, and (V) return to the licensing inspector by email within �ve (5) business days of the exit interview. 

Compliance with all applicable regulations and law shall be maintained and any areas of noncompliance must be corrected. 

Within 15 calendar days of your receipt of the inspection �ndings (inspection summary, violation notice, and supplemental information), you may request a review and discussion of these �ndings with the
inspector's immediate supervisor. To make a request for review and discussion, you must contact the licensing supervisor at the regional licensing o�ce that serves your geographical area. 

Regardless of whether a supervisory review has been requested, the results of the inspection will be posted to the DSS public website within 5 business days of your receipt of the Inspection Summary and/
or Violation Notice. 

The department's inspection �ndings are subject to public disclosure. 

Please Note: A copy of the �ndings of the most recent inspection are required to be posted on the premises of the facility. 

For more information about the VDSS Licensing Programs, please visit: www.dss.virginia.gov 

Should you have any questions, please contact Kimberly Davis, Licensing Inspector at (804) 662-7578 or by email at Kimberly.M.Davis@dss.virginia.gov 

Violation Notice Issued: Yes 

A copy of this document will be sent to the licensee/provider for signature.

Violations:
Standard #: 22VAC40-73-310-D

Description: Based on a review of resident records the facility failed to provide written assurance to the resident that the facility has the appropriate license to meet his care needs at the time of
admission and ensure that a copy signed by the resident or his legal representative shall be kept in the resident?s record. 

Evidence: 
The record for Resident # 6 (admit date: 12-6-21) contained a UAI Written Assurance form that did not indicate whether the facility does or does not have the appropriate license to meet
the resident?s care needs. The UAI Written Assurance form contained an area to be checked for ??the results indicate that this facility _____ does______does not have the appropriate
license to meet this person?s Activities of Daily Living (ADLs)?.? that was blank. The form was signed but not dated by the resident and was not signed or dated by the
administrator/designee.
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Plan of Correction: Intake coordinator will assure all paperwork is signed dated and checked off and then handed to the administrator as being complete.

Standard #: 22VAC40-73-320-A

Description: Based on record review and interview with staff, the facility failed to ensure that within 30 days preceding admission, a person shall have a physical examination by an independent
physician.  

Evidence:  
a) Resident # 7 was admitted 12-16-2021; however, the two Reports of Resident Physical Examination on �le were dated 4-28-2021 and 3-02-2022, neither within 30 days preceding
admission. 
b) Resident # 6 was admitted 12-16-2021; however, the Report of Resident Physical Examination was dated 7-01-2021. 
c) Staff #5 stated, ?I was always told to get an annual physical done? when asked why the original was not in the record. No Report of Resident Physical Examination that was completed
upon admission was provided by the facility.

Plan of Correction: The client?s physical examination, on a new client, will be done 30 days prior to admission to the facility, by an independent physician, or physician?s assistant. The intake coordinator will
ensure this is done. The administrator will audit the chart.

Standard #: 22VAC40-73-380-A

Description: Based on a review of the resident?s record the facility failed to ensure that prior to or at the time of admission, personal and social information was obtained. 

Evidence: 
The record for Resident # 4 (admit date: 12-6-16) did not contain a personal and social information form and the administrator was unable to locate it.

Plan of Correction: The intake coordinator will ensure the personal data sheet is completed before handing it to the administrator.

Standard #: 22VAC40-73-390-C

Description: Based on a review of resident records the facility failed to ensure that the original agreement/acknowledgment is updated whenever there are changes to any of the policies or information
referenced or identi�ed in the agreement/acknowledgment and dated and signed by the licensee or administrator and the resident or his legal representative. 

Evidence: 
1) The record for Resident # 4 (date of admission: 12/6/2016) did not contain an original resident agreement/acknowledgement of noti�cation and the administrator was unable to locate it
upon request. 
2) The records for Resident #4 and Resident #9 (date of admission: 4/1/2014) also did not contain any updated resident agreements/acknowledgments re�ecting the change in auxiliary
grant rate for room and board effective January 1, 2021.

Plan of Correction: The intake coordinator will amend the records to keep the agreement up to date and amendments will be edited to the agreement re�ecting grant changes or any other changes.

Standard #: 22VAC40-73-400

Description: Based on a review of resident records the facility failed to ensure that a monthly statement that itemizes any charges made by the facility and any payments received from the resident or
on behalf of the resident during the previous calendar month and shows the balance due or any credits or overpayments is placed in the resident?s record. 

Evidence: 
The records reviewed for 10 of 10 residents did not contain monthly statements and the monthly statements were not on-site. The administrator had to request them from the facility?s
corporate o�ce.

Plan of Correction: The monthly statements will be placed in the client?s records. Licensee will ensure that the bookkeeper will have the statements done for the administrator monthly.

Standard #: 22VAC40-73-410-A

Description: Based on a review of resident records the facility failed to ensure that upon admission, the assisted living facility provided an orientation for new residents and their legal representative and
that acknowledgment of having received the orientation shall be signed and dated by the resident and, as appropriate, his legal representative, and such documentation shall be kept in the
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resident?s record.

Evidence: 
The record for Resident # 6 (admit date: 12-16-21) contained an Acknowledgement of Orientation form that was signed but not dated by the resident and was not signed or dated by a
facility representative to indicate this was completed upon admission.

Plan of Correction: The intake coordinator will assure everything is signed and dated before the administrator signs off.

Standard #: 22VAC40-73-430-H-2

Description: Based on a review of resident records and staff interview the facility failed to ensure that a copy of the written discharge statement was retained in the record. 

Evidence: 
a) The record for discharged Resident # 1 and Resident # 2 did not contain a discharge statement. 
b) Staff # 5 stated that staff was working on getting the discharge statements done.

Plan of Correction: The intake coordinator will assure that the client which has been discharged has a discharge statement in their chart before giving it to the administrator.

Standard #: 22VAC40-73-440-A

Description: Based on record review and interview with staff, the facility failed to ensure the uniform assessment instrument (UAI) was completed at least annually. 

Evidence:  
a) Resident #7 was admitted 12-16-2021. Resident?s most current UAI on �le was dated 3-27-2020.  
b) Resident #6 was admitted 12-16-2021. Resident?s most current UAI on �le was dated 3-27-2020. 
c) The administrator con�rmed that these were the most recent UAIs on �le.

Plan of Correction: UAIs will be requested two to three months before due.

Standard #: 22VAC40-73-450-C

Description: Based on record review, the facility failed to ensure the comprehensive individualized service plan (ISP) included a description of identi�ed needs and date identi�ed based upon the (i) UAI;
(ii) admission physical examination; (iii) interview with resident; (iv) fall risk rating, if appropriate; (v) assessment of psychological, behavioral, and emotional functioning, if appropriate; and
(vi) other sources. 

Evidence:  
a) Resident # 4?s ISP with dates of identi�ed need of 12-5-2020 did not address the following needs identi�ed on resident?s Uniform Assessment Instrument (UAI) dated 9-13-21: mental
health/day support services, dressing, stair climbing, mobility, housekeeping, laundry, disorientation to time and date. 
b) Resident # 3?s ISP with dates of identi�ed need of 11-3-21;  
i) The box was checked for the resident is ?able? to bathe independently. However the Services To Be Provided noted: ?Gather necessary supplies. Explain procedure to Resident. Cue
Resident to assist where he/she can. Provide privacy and warmth. Assist in/out of tub/shower. Inspect skin for rashes, wounds, and bruises. Assist Resident with drying, applying lotion and
dressing appropriately? 
ii) The dressing box was checked that the resident is ?able? to dress independently. However, the Services To Be Provided note : ?Assist with appropriate clothing selection allowing
Residents? input and preference. Staff will assist Resident with dressing, allowing maximum participation from Resident.? 
iii) The ISP also notes that the resident is ?able? to toilet independently, however, the Services To Be Provided note: ?Cue resident and direct to bathroom every 2 hours and as needed. Use
proper incontinence products. Maintain privacy and dignity. Monitor resident for cleanliness/appropriate hygiene after toileting. Incontinence products are supplied by Fillmore.? 
iv) Also noted on the ISP is that the resident is ?able? to ambulate independently and ?Staff will monitor Resident?s gait and balance for safety. Staff will also monitor appropriate use and
condition of assistive devices. Staff to assist Resident with all transfers.?  
v) Resident # 3?s UAI dated 6-1-21 documents no assistance is needed for bathing, dressing, toileting, or ambulation.  
c) Resident # 5?s ISP with dates identi�ed as 3-18-2021; 
i) The box was checked that the resident is ?able? to bathe independently. However, the Services To Be Provided noted: ?Gather necessary supplies. Explain procedure to Resident. Cue
Resident to assist where he/she can. Provide privacy and warmth. Assist in/out of tub/shower. Inspect skin for rashes, wounds, and bruises. Assist Resident with drying, applying lotion and
dressing appropriately? 
ii) The box was checked that the resident is ?able? to dress independently. However, The Services To Be Provided notes: ?Assist with appropriate clothing selection allowing Residents?
input and preference. Staff will assist Resident with dressing, allowing maximum participation from Resident.?  
iii) The ISP did not address transferring assistance. 
iv) Resident #5?s UAI dated 7-27-2021 documented, ?mechanical and human help, physical assistance? for bathing, dressing, and transferring. The UAI also documented bowel and
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bladder, ?incontinent weekly or more? that was not addressed on the resident?s ISP. 
d) Resident # 7?s ISP dated 12-27-2021 documented ?Will assist in gather items for shower. Will assist in out of shower will queue to perform daily hygiene rituals will choose clothing and
will assist with dress undress.? (Due to the limited space allowed by the DSS computer licensing system, the remainder of the violation is on a separate document and available upon
request.)

Plan of Correction: ISPs will be done with an easier detailed format by the administrator or by someone certi�ed in ISPs.

Standard #: 22VAC40-73-450-E

Description: Based on record review, the facility failed to ensure the individualized service plan (ISP) was signed and dated by the licensee, administrator, or his designee, (i.e., the person who has
developed the plan), and by the resident or his legal representative.  

Evidence:  
a) Resident # 5 was admitted 7-01-2017. Resident?s ISP with dates identi�ed was 3-18-2021. The ISP was signed by the administrator but not dated, and not signed or dated by the resident
or his legal representative.  
b) Resident # 6 was admitted 12-16-2021. Resident?s ISP was not signed by any facility staff and was signed, but not dated by the resident. 
c) Resident # 3 (admit date: 11-15-05) contained an ISP with a date of identi�ed need of 11-3-21 that was not signed or dated by the administrator or the resident or his legal representative.

Plan of Correction: All ISPs are to be signed by the administrator and the person who developed the plan and the resident.

Standard #: 22VAC40-73-450-F

Description: Based on record review and interview with staff, the facility failed to ensure individualized service plans (ISPs) were reviewed and updated at least once every 12 months and as needed for
a signi�cant change of a resident?s condition.  

Evidence:  
a) Resident # 5 was admitted 7-01-2017. The latest ISP on �le had ?dates identi�ed? as 3-18-2021. 
b) Resident # 8 was admitted 4-03-2019. Resident?s latest ISP on �le had ?dates identi�ed? as 12-05-2020 and was last signed 12-05-2019 by the resident and facility staff. 
c) Resident # 9 was admitted 4-1-14. Resident?s most recent ISP with dates of identi�ed need of 4-1-21 was last signed/dated 4-1-21. 
d) The administrator stated that if they weren?t in the resident record then they weren?t �led or she didn?t have them. The most current ISPs were not provided upon request.

Plan of Correction: ISPs will be reviewed annually or if a change in the resident's condition by a certi�ed ISP staff person or the administrator.

Standard #: 22VAC40-73-460-E

Description: Based on an interview with the administrator the facility failed to ensure that any notable change in a resident?s condition or functioning, or altered behavior, and any corresponding action
taken was documented in the resident?s record. 

Evidence:  
1) The facility failed to document any actions taken regarding the following residents? consistent refusal of medication in May 2022:  
a) Resident #9 refused medication on the following dates in May 2022 according to the resident?s Medication Administration Record (MAR) : May 1, 5, 8 -10, 15, 18, 20, 21, 22, and 23. 
b) Resident # 1 (med pass) refused medication on the following dates in May 2022 according to the resident?s MAR: May 1, 4, 8-9, 12-17, 21-22.
c) Resident # 3 (med pass) refused medication on the following dates in May 2022 according to the resident?s MAR: May 8, 11, 19. 
d) Resident # 2 (med pass) refused medication on the following dates in May 2022 according to the resident?s MAR: May 4, 10-11, 13-14. 
e) Resident # 4 refused medication on the following dates in May 2022 according to the resident?s MAR: 3, 7, 8-11, 14, 21. 
f) Resident # 6 refused medication on the following dates in May 2022 according to the resident?s MAR: 2, 4, 9, 19, 21.  
g) Resident # 7 refused medication on the following dates in MAY 2022 according to the resident?s MAR: May 1, 5, 7, 10, 12, 16, 19, 20, 22. 
h) Resident # 11 refused medication on the following dates in MAY 2022 according to the resident?s MAR: May 1-23 and 24-31. 
2) The facility also failed to document any actions taken to avoid missing doses regarding the following residents: 
a) Resident # 4 (med pass) missed medication on the following dates in May 2022 according to the resident?s MAR which notes ?Out of facility @ Center?: May 2-6, 9-14, 16-18, 23. 
b) Resident # 7 missed medication on the following dates in May 2022 according to the resident?s MAR which notes ?Out of facility?: May 2-4, 5-7, 9-10, 12-18, 20-21. 
c) Resident # 2 (med pass) missed medication on the following dates in May 2022 according to resident?s MAR which notes ?Out of facility: May 4 and 23, 2022. 
d) Resident # 3 (med pass) missed medication on the following dates in May 2022 according to resident?s MAR which notes ?Out of facility @ Center? on May 2-6, 9-10, 13, 16-19, 20, 23. 
3) The administrator was asked by licensing staff how the prescriber is noti�ed of medication refusals. The administrator stated that the Nurse Practitioner (NP) has access to the system
(electronic Medication Administration Record), that staff tells the NP when on-site and asks if the refusals were seen in the system.

Plan of Correction: Refusal of taking medication not only is recorded in the MARs, but will also be recorded on the progress sheet in the client's chart. Med Tech will ensure this is done.
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Standard #: 22VAC40-73-490-B

Description: Based on a review of facility documentation the facility failed to ensure that healthcare oversight is provided at least every six months by a licensed healthcare professional, or more often if
indicated, based on the judgment of the licensed healthcare professional of the seriousness of a resident?s needs or the stability of a resident?s condition for residents who meet the
criteria for residential living care and at least every three months for residents who meet the criteria for assisted living care. 

Evidence: 
1) The facility?s most recent healthcare oversight was dated 10-25-21 and did not address the following required areas of assessment 
a) Ascertain whether a resident?s service plan appropriately addresses the current health care needs of the resident. 
b) Monitor direct care staff performance of health-related activities. 
c) Evaluate the need for staff training. 
d) Provide consultation and technical assistance to staff as needed. 
e) Review documentation regarding health care- services, including medication and treatment records, to assess that services are being provided in accordance with the physician?s or
other prescriber?s orders. 
f) Monitor conformance to the facility?s medication management plan and the maintenance of required medication reference materials. 
g) Evaluate the ability of residents who self-administer medications to continue to safely do so. 
h) Observe infection control measures and consistency with the infection control program of the facility. 
2) The Administrator stated that she was working with the person that conducts their oversight to make sure the correct form is used (referring to the model form containing the required
components on the VDSS website).

Plan of Correction: The administrator will ensure the facility will �nd appropriate licensed personnel to complete the oversight yearly.

Standard #: 22VAC40-73-550-C

Description: Based on observation, the facility failed to ensure that any resident of an assisted living facility has the Rights and Responsibilities as provided in ?63.2-1808 of the Code of Virginia. 
Evidence: 
1) Rooms 33 and 43 - bathrooms were inaccessible to residents. 
2) Room 33 
a) dresser was in front of the bathroom door 
b) closet door was padlocked and inaccessible. 
3) Room 43 - bathroom door was nailed shut. 
4) Room 44 - bathroom door was nailed shut.

Plan of Correction: The clients have an adequate number of bathrooms that are accessible to them. Maintenance will assure plumbing stays in working order.

Standard #: 22VAC40-73-550-G

Description: Based on a review of resident records the facility failed to ensure that the rights and responsibilities of residents in assisted living facilities shall be reviewed annually with each resident or
his legal representative or responsible individual and each staff person. Evidence of this review shall be the resident?s, his legal representative or responsible individual, or staff person?s
written acknowledgment of having been so informed, which shall include the date of the review and shall be �led on the resident?s record. 

Evidence: 
a) The record for Resident # 3 (admit date: 11-15-05) contained a Resident Rights Review form last dated 1-11-11. 
b) The record for Resident # 4 (admit date: 12-6-16) contained Rights and Responsibilities of Residents of Assisted Living Facilities form that was not signed or dated by the resident or his
legal representative indicating when the annual review had been completed. 
c) The record for Resident # 6 (admit date: 12-16-21) contained a Rights and Responsibilities of Residents of Assisted Living Facilities form that was signed but not dated by the resident
indicating when the annual review had been completed. 
d) The record for Resident # 8 (admit date: 4-3-19) did not contain a signed Resident Rights Review form. 
e) The record for Staff # 3 (date of hire: 2-10-14 ) contained Rights and Responsibilities of Residents of Assisted Living Facilities last dated 4-4-21.

Plan of Correction: The intake coordinator will make sure that residents? rights are reviewed annually, and they are dated and signed by the client before being given to the administrator to check off.

Standard #: 22VAC40-73-610-B

Description: Based on observation, the facility failed to ensure that the menu for the current week was dated and posted in an area conspicuous to residents. 
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Evidence: 
Two licensing staff observed that the menu posted by the nurses station on the �rst �oor was dated May 10, 2022-May 16, 2022.

Plan of Correction: The dietary aide will ensure a current menu is placed near the nurse?s desk each week.

Standard #: 22VAC40-73-650-A

Description: The facility failed to ensure that no medication, dietary supplement, diet, medical procedure, or treatment is started without a valid order from the physician or other prescriber. 

Evidence: 
During the tour of the building and grounds, two licensing inspectors observed a tube of Itch Stopping Cream and a tube of Clotrimazole Cream USP 1% on Resident #11?s night table in
Room 33. 
Staff #5 left a voicemail for licensing staff stating that it was not cream the physician had prescribed and Staff #5 talked to the resident who told her that it was cream that his boyfriend
gave him to use because it had worked for him.

Plan of Correction: MED Tech, DCA, and Housekeeping will assure no medication, unless approved by a physician, will be in a client's room.

Standard #: 22VAC40-73-650-E

Description: Based on record review and interview with staff, the facility failed to ensure the resident's record contained the physician's or other prescriber's signed written order or a dated notation of
the physician's or other prescriber's oral order. 

Evidence:  
The following resident records did not contain signed physician orders for the listed medications: 
a) Resident # 3: Atorvastatin 40 mg, Amlodipine Besylate 10 mg, Aspirin 325 mg, Divalproex DR 500 mg, Quetiapine Fumarate 100 mg.  
b) Resident # 4: Ferrous Sulfate 325 mg, Folic Acid 1mg, Metoprolol SUCC ER 50 mg, Vitamin D3 2,000 Unit, Aspirin EC 81 mg, Benztropine 1 mg, Clonazepam . 5 mg, Clozapine 25 mg,
Clozapine 100 mg, Levetiracetam 1000 mg, Niacin ER 500 mg, Oxybutynin 5 mg, Paroxetine 20 mg. 
c) Resident # 5: Famotidine 40 mg, Gabapentin 600 mg, Lorazepam .5 mg, Atorvastatin 40 mg, Levothyroxine 0.025 mg, Vitamin D3 2,000 Unit.  
d) Resident # 6: Benztropine 0.5 mg, Divalproex ER 500 mg, Furosemide 40 mg, Haloperidol 5 mg, Hydralazine 50 mg, Hydrochlorothiazide 12.5 mg, Isosorbide Mon ER 30 mg,
Levetiracetam 1000 mg (both doses), Lorazepam 0.5 mg, Losartan Potassium 25 mg, Oxybutynin CL ER 10 mg, Potassium CL ER 20 meq, Tamsulosin 0.4 mg, Vitamin B-6 50 mg, Docusate
50 mg, Senna Conc. Tab, Carvedilol 12.5 mg, Albuterol Suf HFA 90 mcg INH, and Haloperidol DEC 100 mg/ml, Caveilol 12.5 mg and Albuterol SUL HFA 90 mcg Inhaler. 
e) Resident # 7: Amlodipine Besylate 5 mg, Aripiprazole 15 mg, Divalproex DR 500 mg, (both orders), Ferrous Sulfate 325 mg, Metoprolol Tartrate 50 mg, Risperidone 4 mg, Vit D2 1.25 mg,
Lorazepam 1 mg, and Xarelto 20 mg. 
f) Resident # 8: Aspirin 81 mg, Diphenhydramine 50 mg, Divalproex ER 500 mg, Haloperidol 10 mg, Haloperidol 5 mg, Olanzapine 5 mg, Trazadone 50 mg. 
g) Resident # 9: Citalopram HBR 40 mg, Olanzapine 15 mg, Temazepam 30 mg, Haloperidol DEC 100 mg/1ML 
h) Resident # 10: Divalproex SOD DR 250 mg, Quetiapine Fumarate 200 mg, Benztropine .5 mg, Fluphenazine DEC 25mg/ML 
From medication pass: 
a) Resident # 1- Amlodipine Besylate 2.5 mg, Atenolol 50 mg, Bupropion XL 150 mg, Cephalexin 500 mg, Lorazepam 1 mg, Oxybutynin 5 mg, Valproic Acid 250 mg/ 5ML, Vitamin D3 2,000
Unit 
b) Resident #2 ?Novalog 100u, Lantis Solo PFS 5x3ml, Carbamazepine 200 mg, Fluphenazine 10 mg (both doses), Furosemide 20 mg, Metformin HCL 500 mg, Potassium CL ER 20 MEQ,
Simvastatin 20 mg. 
c) Resident #3 ? Urecholine 50 mg, Tamsulosin 0.4 mg, Zyprexa 5mg, Vitamin D3 2000u, Lasix 40mg, Potassium Cl ER 20mEq, Celexa 20mg, Cogentin 1mg, Topamax 25mg, Flucelvax
QUAD 0.5ml, Vitamin C 500mg, Vitamin B12 100mcg.  
d) Resident #4 ? Basaglar 100units, Zocor 5mg, and Vitamin D3 2000u, Aspirin E.C. 81 mg, Ferrous Sulfate 325 mg, Simvastatin 5 mg, Temazepam 15 mg. 
e) Resident # 5: Haldol 5mg, Cogentin 0.5mg, Abilify 15mg, and Remeron 15mg, Omeprazole DR 40 mg, Propranolol 20 mg, Quetiapine Fumarate 300 mg, Ibuprofen 400 mg. 
f) Records for Residents 1-10 and Residents 1-5 Medication Pass contained print-outs from the pharmacy for some or all of the medications listed. The administrator stated she thought
the print outs were electronic physician orders.

Plan of Correction: The Med Tech will assure all orders contain a physician's signature. The administrator will audit once a month.

Standard #: 22VAC40-73-680-D

Description: Based on a review of facility records, the facility failed to ensure that medications were administered in accordance with the physician's or other prescriber's instructions and consistent
with the standards of practice outlined in the current registered medication aide curriculum approved by the Virginia Board of Nursing stating that all medications administered or omitted
should be documented. 

Evidence: 
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Resident # 8?s Medication Administration Record (MAR) for May 14, 2022 did not contain the initials indicating that direct care staff had administered 
Diphenhydramine 50 mg, Divalproex ER 500 mg, Haloperidol 10 mg, Haloperidol 5 mg, Olanzapine 5 mg, Trazadone 50 mg and no exception notes were documented on the MAR. The boxes
on the MAR for staff to initial were blank.

Plan of Correction: The medication technician will ensure any medication not given will be initialed and state the reason why. The administrator will audit once a month.

Standard #: 22VAC40-73-680-E

Description: Based on a review of resident records the facility failed to ensure that medical procedures or treatments ordered by a physician or other prescriber shall be provided according to his
instructions and documented. 

Evidence: 
The May 2022 Medication Administration Record (MAR) for Resident # 4 (med pass) indicated ?Blood Sugar Check- check blood sugar 3 times a day before meals.? No blood sugar level
was documented on the MAR for 11:30 a.m. for the following dates: May 11-13, 16-18, 23.

Plan of Correction: The Med Tech will verify and ensure all blood sugar levels are taken and documented as prescribed. The administrator will audit once a month.

Standard #: 22VAC40-73-680-I

Description: Based on a review of resident records the facility failed to ensure that each Medication Administration Record (MAR) included a diagnosis, condition, or speci�c indications for
administering the drug or supplement. 

Evidence: 
1) The following resident?s May 2022 MARs did not contain a diagnosis, conditions, or speci�c indications for administering the drug or supplement: 
a) Resident # 1 (med pass observation): Cephalexin 500 mg 
b) Resident # 2 (med pass observation): Novolog 100 units/ML 
c) Resident # 3(med pass observation): Ascorbic Acid 500 mg, Bethanechol 50 mg, Furosemide 40mg, Potassium CL ER MEQ, Tamsulosin .4 mg 
d) Resident # 4 (med pass observation): Novolin R 100 Unit/ML 
Record review sample:
a) Resident # 4: Levetiracetam 1000 mg, Niacin ER 500 MG, Oxybutynin 5 mg.
b) Resident # 6: Levetiracetam 1000 mg (both doses) 
c) Resident # 8: Divalproex ER 500 mg, Olanzapine 5 mg, Trazadone 50 mg 
d) Resident # 9: Haloperidol DEC 100 mg /1ML

Plan of Correction: Med Tech will assure all medication contains a diagnosis for the condition that is given. The administrator will audit once a month.

Standard #: 22VAC40-73-690-A

Description: 690.A (Risk rating: B2) 
Based on an interview with the administrator the facility failed to ensure that for each resident assessed for residential living care, except for those who self-administer all of their
medications, a licensed healthcare professional, practicing within the scope of his profession, shall perform an annual review of all the medications of the resident.

Evidence: 
The administrator stated that a pharmacy review had not been conducted by a licensed healthcare professional since 2019 due to COVID-19.

Plan of Correction: The administrator will ensure that an annual review by the pharmacy will be done yearly.

Standard #: 22VAC40-73-690-B

Description: Based on an interview with the administrator the facility failed to ensure that for each resident assessed for assisted living care, except for those who self-administer all of their
medications, a licensed healthcare professional, practicing within the scope of his profession, shall perform a review every six months of all the medications of the resident. 

Evidence: 
The administrator stated that a pharmacy review had not been conducted by a licensed health care professional since 2019 due to COVID-19.

Plan of Correction: The administrator ensures that a licensed health care professional prescribing medications review the medications of the resident every six months. The Administrator will audit twice a
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year.

Standard #: 22VAC40-73-750-B

Description: Based on observation, the facility failed to ensure that bedrooms contained a pillow, a table or its equivalent, an operable bed lamp for each resident, and window coverings for privacy. 
Evidence: 
1) Room 3 - lamp did not contain a lightbulb. 
2) Room 36 - the bed by the far right wall, did not contain a pillow or a lamp. 
3) Room 16 - the bed by the window did not contain a pillow, there was one nightstand and no bedside lamp for the two beds on the left side of the room. 
4) Room 33 - The bed entering the room on the left did not have a bedside lamp. 
5) Room 41 - There was no bedside table for either bed. There was one lamp on the left side of the room on a dresser but it did not contain a lightbulb. There was no pillow on the bed to the
right when entering the room. 
6) Room 43 - did not have pillows on either bed. 
7)Room 44- No bedside lamp by either bed and no pillow on the bed by the window. No table for the bed by the door.

Plan of Correction: The licensee will assure the administrator has all that is needed to complete each room with a pillow, table, lamp, and window coverings.

Standard #: 22VAC40-73-750-E

Description: Based on observation, the facility failed to ensure that su�cient bed and bath linens are in good repair so that the residents always have clean sheets, pillow cases, blankets, and
bedspreads. 

Evidence: 
1) Room 8: blue bed comforter was soiled with what appeared to be dirt. 
2) Room 36: the bed comforter on the far right bed was soiled with what appeared to be dirt. 
3) Room 16: back right bed pillow was stained and did not have a pillow case.  
4) Room 33: The sheets on the bed by the window were soiled with what appeared to be dirt. The waterproof mattress cover on the bed on the right was torn. 
5) Room 41 did not have any linen on the bed closest to the window. The linen on the bed to the right appeared soiled with dirt at the foot of the bed. 
6) Room 43: The waterproof mattress cover on the box spring on the bed on the left was torn and severely soiled with dirt.  
7) Room 44: Pillow case appeared soiled with dirt.

Plan of Correction: The licensee will ensure that the facility has adequate linen for bath and bedding with pillowcases, blankets, and bedspreads. The administrator will tell licensee if more is needed each
month.

Standard #: 22VAC40-73-870-A

Description: Based on observation by two licensing staff during a tour of the facility, the facility failed to ensure that the interior and exterior shall be maintained in good repair and kept clean and free of
rubbish. 

Evidence: 
Two licensing staff observed the following: 
1) Rooms 5 and 6  
a) commode in the bathroom between rooms was broken and appeared to have a thick layer of dirt on the bottom of the toilet seat and at the base of the commode. 
b) interior of the bowl of the commode appeared to have rust and staining. 
2) Room 6  
a) ceiling tiles falling down  
b) liquid that appeared to be urine on the �oor. 
3) Room 16  
a) wall behind the front right bed and front left bed contained peeling paint 
b) ceiling had stained and falling ceiling tiles. 
4) Room 33 
a) walls, �oor and pipes were severely soiled with dirt. 
b) ceiling had drywall damage and water stains. 
c) closet door was soiled with what appeared to be dirt. 
d) pieces of the wall to the left of the window were missing and peeling paint on the wall to the right of the window. 
e) bedside table on the left entering the room contained a broken drawer. 
f) baseboard, �oor, and wall behind the bed on the left entering the room was soiled with what appeared to be dirt. 
5) Room 36  
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a) walls on the far back right side had what appeared to be a thick layer of dirt. 
6) Room 40  
a) closet �oor contained pieces of dirt and the shelf in the closet contained trash, a Styrofoam cup and plastic silverware 
b) entrance door to the room had broken wood, no door knob, and no latch to lock the door. 
7) Room 41 
a) �oor had pieces of �oor tile missing and cracked throughout the room. 
b) baseboard on the interior of the room near the entrance door was soiled with what appeared to be dirt and had chipping paint. 
c) wall behind the head of the bed on the right side of the room appeared to have built up dirt and chipping paint on the wall to the right of the bed.  
8) Room 42  
a) door frame on the entrance door contained gray tape, the wood door was cracked. Plywood nailed to room entrance door. 
9) Room 43  
a) bathroom door did not have a door knob 
b) the wall behind the bed on the left and the wall and radiator below the window were soiled with what appeared to be dirt. 
10) Room 44 
a) trash bags of clothes on the �oor in front of the bathroom door 
b) walls behind the bed by the door were soiled with what appeared to be dirt 
c) window covered with plywood around the air conditioning unit. 
d) closet cluttered with resident belongings 
e) door to the closet was soiled with what appeared to be dirt.  
f) cracks in ceiling and chipped paint 
g) wood frame below the window behind the radiator had peeling/chipped paint 
h) nail sticking out of closet door 
11) First �oor common bathroom  
a) the ceiling and the ceiling vent appeared to be covered with a thick layer of dirt and dust 
b) the wall behind the paper towel dispenser contained �ve holes and peeling paint 
c) the left side of the sink appeared to have disintegrated plywood on the �oor 
d) the bottom of the plastic mirror frame was missing 
e) caulk in the corner of the wall to the left of the commode was falling off 
f) plaster on the walls was peeling off 
g) the plastic material covering the wall to the right upon entering the common bathroom was not secured 
h) the window sill had paint chipping and the window frame was cracked 
i) the �oor tile entering the bathroom was missing pieces of tile 
(Due to the limited space allowed by the DSS computer licensing system, the remainder of the violation is on a separate document and available upon request.)

Plan of Correction: The maintenance man will assure that the outside of the building along with the inside of the building will be in good repair and kept clean and free of rubbish. The administrator will audit
weekly.

Standard #: 22VAC40-73-870-B

Description: Based on observation by two licensing staff the facility failed to ensure that it was free from foul, stale, musty odors.

Evidence: 
Two licensing staff experienced an overpowering chemical smell upon entering the 3rd �oor.

Plan of Correction: Due to construction, strong odors are in the building. The maintenance will be aware of opening windows and doors to create fresh air they keep the odors. The administrator will audit
rooms weekly.

Standard #: 22VAC40-73-870-D

Description: Based on observation by licensing staff the facility failed to keep the building free of infestations of insects. 

Evidence: 
Four licensing staff observed the following: 
a) Active bed bugs crawling on the wall in the 1st �oor seating area at the end of the hallway 
b) Bugs crawling on the �oor and wall and insects �ying in the administrator?s o�ce 
Two licensing staff observed the following: 
a) Rooms 16, 36, 41, and 44: Insects �ying around the room. 
b) Room 33: The sink in the corner of the room contained dead bugs.
c) Room 43: Insects �ying around one of the bed mattresses.
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Plan of Correction: The pest control company services have increased in the number of times treatment in the building. Also, maintenance is spraying at the alternate time of pest company. The maintenance
will ensure housekeeping keeps the building free of pests. The administrator will review rooms once a week.

Standard #: 22VAC40-73-870-E

Description: Based on observation by two licensing staff the facility failed to keep all furnishings, �xtures, and equipment, including furniture clean and in good repair and condition. 

Evidence: 
Two licensing staff observed the following: 
1) The �rst �oor common bathroom toilet and the bathroom wall heater appeared to have rust on it 
2) The �rst �oor utility closet door was not secured and did not contain a door knob.  
3) The �rst �oor hallway contained a wire running across the ceiling that was secured with a stationary ceiling mounted light �xture. 
4) One of the bathtubs in the third �oor common bathroom did not have a cold water knob. Both bathtubs contained staining, paint, hard residue, and what appeared to be dirt. The door
entering the bathroom did not contain a latch in order to lock the door.  
5) The bed on the far wall in Room 36 had purple foam tubes covering all four metal posts of the bed. 
6) The bed on the left side of Room 41 had pink foam tubes covering all four metal posts of the bed. The dresser beside the bed on the left was a drawer handle. 
7) The drawers to the dresser in Room 36 were broken. 
8) Room 16 
a) the bed frame had sharp metal and springs exposed at the foot of the bed 
b) furniture used as a closet on the left side of the room had a curtain used as a covering 
c) the dresser on the left entering the room was missing drawer handles 
d) the �rst bed on the left entering the room contained pink foam covering the bed posts at the foot of the bed 
9) Room 44 The bed by the window contained an unprotected metal post at the foot of the bed.

Plan of Correction: The maintenance personnel and licensee will assure the furnishings and �xtures are in good repair and condition. Housekeeping will assure all items are kept clean. The administrator will
check once a week.

Standard #: 22VAC40-73-925-A

Description: Based on observation by two licensing staff the facility failed to ensure that soap was accessible to each face/hand washing sink and toilet tissue accessible to each commode. 

Evidence: 
1) The third �oor common bathroom did not contain soap. 
2) The bathroom between Rooms 3 and 4 did not contain toilet tissue.

Plan of Correction: All bathrooms will contain toilet paper and soap dispensers at each one. Maintenance and DCA will assure that they are �lled everyday. Administrator will check every week.

Standard #: 22VAC40-73-925-B

Description: Based on observation by two licensing inspectors the facility failed to ensure that common face/hand washing sinks had paper towels or an air dryer.  

Evidence: 
1) The �rst and third �oor common bathroom did not contain paper towels. 
2) The shared bathroom between Rooms 3 and 4 and between Rooms 5 and 6 did not contain paper towels or an air dyer.

Plan of Correction: All bathrooms will contain paper towels, toilet paper, soap dispensers at each one. Maintenance and DCA will assure that they are �lled everyday. Administrator will check every week.

Standard #: 22VAC40-73-925-C

Description: Based on observation by two licensing staff the facility failed to ensure that residents may not share bar soap. 

Evidence: 
Two licensing staff observed bar soap in the Jack and Jill bathroom between Rooms 5 and 6 and in the Jack and Jill bathroom between Rooms 7 and 8.

Plan of Correction: Bar soap is not allowed in the facility. If housekeeping or/and DCA are attending to the client in the room they will check for this and assure any bar soap found will be trashed.
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Standard #: 22VAC40-73-960-B

Description: Based on observation, the facility failed to ensure that the �re and emergency evacuation drawing contained all of the required items. 

Evidence: 
The third �oor evacuation plan did not contain a secondary escape route, areas of refuge, assembly areas, telephones, �re alarm boxes and �re extinguishers.

Plan of Correction: Licensee and maintenance will assure that evacuation maps are put back on the wall when repairs have been done.

Standard #: 22VAC40-73-970-E

Description: Based on a review of facility documentation and interview with the administrator, the facility failed to keep a record of the required �re and emergency evacuation drills. 

Evidence: 
1) The facility did not provide documentation of �re and emergency evacuation drills. 
2) Staff # 5 stated that the facility had not documented it but conducted recent drills on 4-15-22, 5-16-22, and 5-22-22.

Plan of Correction: The administrator will ensure �re drills are done monthly.

Standard #: 22VAC40-73-990-C

Description: Based on a review of facility documentation and interview with the administrator the facility failed to ensure that at least once every six months, all staff currently on duty on each shift shall
participate in an exercise in which the procedures for resident emergencies are practiced. 

Evidence: 
A request was made to the facility to provide documentation of the most recent practice for resident emergencies and Staff #5 stated that the facility had no documentation of staff
signatures but they had practiced ?tornado drills?.

Plan of Correction: Due to the pandemic, some of the emergency exercises were on hold, however, administrator will assure exercises will continue every six months for major disasters.

Standard #: 22VAC40-80-120-E-1

Description: Based on observation the facility failed to post the most recently issued license. 

Evidence: The facility had the license posted that was issued on 3/26/2022 and not the current license issued on 5/3/2022.

Plan of Correction: The administrator will post the license issued when it has been received.

Standard #: 22VAC40-80-120-E-2

Description: Based on observation of the facility?s postings the facility failed to ensure that the most recent violation notice was posted. 

Evidence: Licensing staff observed that the violation notice posted was from August 2021 and was not the most recent violation notice issued in October 2021.

Plan of Correction: The administrator will ensure that the latest violation is put on the bulletin board that has been received.

Standard #: 22VAC40-90-40-B

Description: Based on a review of staff records the facility failed to ensure that a criminal history report was obtained on or prior to the 30th day of employment for each employee. 

Evidence: 
The record for Staff # 2 (date of hire: 4-18-18) did not contain a criminal history report. The Virginia Criminal History Record/Sex Offender and Crimes Against Minors Registry Search Form
was requested by the facility?s corporate o�ce on 3-3-22. The administrator stated that Staff #2?s criminal history report had come back but she could not �nd it.
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Plan of Correction: Background on staff will be obtained on or prior to the 30th day of employment. The employee registry search will be done prior to being hired. The main o�ce will do the background
checks and provide a copy to the administrator.

Disclaimer: 
A compliance history is in no way a rating for a facility++.  

The online compliance history includes only information after July 1, 2003. In addition, the online compliance history includes information regarding adverse actions that may be the subject of a pending appeal.
An adverse action is not �nal until a provider has exhausted or waived all due process rights. For compliance history prior to July 1, 2003, or information regarding the status of pending adverse actions, please
contact the Licensing Inspector listed in the facility's information. The Virginia Department of Social Services (VDSS) is not responsible for any errors in or omissions from the compliance history information.
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