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Non Compliance

The facility was out of compliance with the
following state licensure requirements:

This RULE: is not met as evidenced by:
12VACS5-371-140. Policies and procedures
Cross reference to F880

12VACS5-371-180. Infection control

Cross reference to FB80

Nursing Services

12VAC5-371-220 A, C.1 cross reference to F686

F558 cross referenced to state regs, no
crosswalk found.

F-695 cross reference to state reg 12 VAC
5-371-220 (D) .

£ 001

A. Address how comection action will ba d for thosa
found to have been affacted by the deficiant practice:

= Upon receipt of the concern by survey leam, residenl #33 was assasseft
and has since been monilored for any signs or symptoms of infaction
No signs or symploms reported or idenlified at this time.

- Upen recaipt of the concem by survey team, community's DNS provige!
immediate corrective education for LPN 82 regarding infection control
measyures while administering medication.

B. Address how the facility will idenlify other resid

having the p

1o be aflected by the same deficient praciice:

- The team member identiied {LPN #2) was individusally educated on
infection control measures ralaled lo administering medicalion, intluding
hand hygiene and disinfacting of surfaces.

~ The leam mamber (LPN #2) also wenl lhrough additional medication
administration observation wilh facility's DNS to confirm understanding
and complkance with infection control after the education on
08/24/21 and she passed.

C. Address what measures will be put into place or systemic changes
made 10 ensure thal the deficiant practice will not recur:

- Rool Cause Analysis (RCA) was conducted on 8/24/21 with assislance
from facility's Infaction Preventionist and QAP) Commiltee along with
front ine nurses. The RCA came up with the following intervention plans.
= DNS and/or designee will educale all nurses on proper intection controf
maasures while administering medication, including hand hygiene and
disinfecling of surfaces.
- All nursas will go Ihrough medication administration obsarvation by DN$
and/or designee Lo confirm undarstanding and compliance with proper
control while ing madication.
= Medicalion adminislration observation for 8l new hires {regardlass of
their experience) prior ta working on the floor as a part of orientation
program.
- The new hires will also go through random madication adminisiration
observation during their 90 day period to confinn tha compliance.

D. Indicalte how the {acility plans to monitor its performance to make surg
that solutions are sustained:

- DNS and/or designea will cond! dom medicalion observation
beginning week of 08/23/21 weekly for 3 months 1o confirm madications

Issues identified will be addressed and resolved along with rafresher
training as needsd

- Administralor and/or designee will report resulls of the audits al the
Quality Assurance and Performanca Improvement (QAPI) Commilles
for the next 3 months.

- Duwring and st Lhe conclusion of the 3 months, the QAPI Commilles will
ra-gvaluale and iniliale the nacessary aclion or extend the review period
~ The Administrator andfor designee is responsibla for confirming

impl ion and ongoing plisnce with the componants of the
Plan of Correction and addressing and resolving variances that may
aceur

ara administerad in accordance wilh appropriate infection control maasufes.
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