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F 000| Initial Comments F 000
An unannounced biennial State Licensure
Inspection was conducted 07/20/21 through
07/21/21. Corrections were required for
compliance with the Virginia Rules and
Regulations for the Licensure of Nursing
Facilities.
The census in this 120 bed facility was 93 at the
time of the survey. The survey sample consisted
of 19 current resident reviews and three closed
record reviews.
F 001) Non Compliance F 001 8/20/21
The facility was out of compliance with the
following state licensure requirements:
This RULE: is not met as evidenced by:
The facility was not in compliance with the 1. The medical records for residents #37
following Virginia Rules and Regulations for the and #287 was updated to ensure that the
Licensure of Nursing Facilities. C.N.A. task to document fluid intake is
triggered, according to the MD orders.
12VAC5-371-220 A., B. 2. The DON or designee will audit the
Cross reference to F684 medical records of any resident with a MD
order to document fluid intake to ensure
appropriate trigger for the documentation
is activated and reflected in the medical
record.
3. The DON or designee will provide
education to nursing staff on how to
activate a trigger according to the MD
orders so that fluid documentation will flow
to the C.N.A. task list and ensure the MD
orders are followed for fluid intake
documentation. DON or designee will
educate the C.N.A.s on completing fluid
documentation for residents with fluid
intake assigned as a task.
4. The DON or designee will audit the
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medical records of all residents with MD
orders to document fluid intake weekly for
4 weeks to ensure compliance with
following the MD order. Findings will be
reported to the QAPI Committee.

STATE FORM

6899 TU9I11

If continuation sheet 2 of 2



