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F 000| Initial Comments F 000
An unannounced biennial State Licensure
Inspection was conducted 06/04/19 through
06/05/19. The facility was not in compliance with
the Virginia Rules and Regulations for the
Licensure of Nursing Facilities. No complaints
were investigated during the survey.
The census in this 18 bed facility was 18 at the
time of the survey. The survey sample consisted
of 8 current resident reviews and two closed
record reviews.
F 001) Non Compliance F 001 6/20/19
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 Plan of Correction for F641
following Regulations for the Licensure of Nursing 1. Residents of Summit Square were not
Facilities: directly affected.
2. Residents of Summit Square did not
12 VAC 5-371-250 (A.) Resident Assessment suffer a negative outcome.
and Care Planning 3. A. The Social Worker received
Cross Reference to F-641 additional training regarding accurately
completing assessments.
12 VAC 5-371-250 (F.) (G.) Resident B. The MDS Coordinator will review all
Assessment and Care Planning assessments for correlation/accuracy
Cross Reference to F-744 based on resident's condition.
4. The Clinical Coordinator and the
Director of Nursing will provide quarterly
oversight of the MDS's for the next twelve
months to assure accuracy.
5. The Director of Nursing will forward
results of compliance to the Administrator
and the QA Committee will monitor
quarterly for one year.
Plan of Correction for F744
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F 001 | Continued From page 1 F 001
1. Residents of Summit Square were not
directly affected.
2. Residents of Summit Square did not
suffer a negative outcome.
3. The MDS Coordinator will conduct a
care plan audit and develop the care plan
to address the dementia diagnosis.
4. The Clinical Coordinator and the
Director of Nursing will provide quarterly
oversight of the MDS's for the next twelve
months to assure accuracy.
5. The Director of Nursing will forward
results of compliance to the Administrator
and the QA Committee will monitor
quarterly for one year.
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