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§483.21(b) Comprehensive Care Plans
§483.21 (b)(2) A comprehensive care plan must

be-
(i) Developed within 7 days after completion of

the comprehensive assessment.
(ii) Prepared by an interdisciplinary team, that
includes but is not limited to--
(A) The attending physician.

(B) A registered nurse with responsibility for the
resident.
(C) A nurse aide with responsibility for the
resident.

(D) A member of food and nutrition services staff.
(E) To the extent practicable, the participation of

the resident and the resident's representative(s).
An explanation must be included in a resident's
medical record if the participation of the resident

and their resident representative is determined
not practicable for the development of the
resident's care plan.
(F) Other appropriate staff or professionals in

disciplines as determined by the resident's needs

or as requested by the resident.

(iii)Reviewed and revised by the interdisciplinary
team after each assessment, including both the
comprehensive and quarterly review

assessments.

This REQUIREMENT is not met as evidenced

by:
Based on clinical record review, staff interview

and facility document review, it was determined

that facility staff failed to review or revise the
comprehensive care plan for 2 of 29 residents in

the survey sample, Residents #22 (R22) and

(R29).

The findings include: 
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On 7-28-22, the DON (Director of Nursing) 
(Assistant clarified the order and updated 
the care plan for resident #29 for fluid 
restrictions and monitoring. 
On 8-2-22, the DON completed an audit of 
falls for the past 30 days. This audit is to 
ensure the resident is care plan accurately 
reflects all safety interventions initiated 
following a fall and that safety interventions 
are in place. The Director of Nursing or 
designee will address all concerns identified 
during the audit to include updating care plan 
when indicated. Audit will be completed by 
9-1-22 
On 7-29-22, the ADON initiated an audit of all 
residents for at risk for wandering to ensure 
care plan accurately reflect residents' risk for 
wandering to include interventions in place. 
The Director of Nursing or designee will 
address all concerns identified during the 
audit to include assessment of the resident, 
initiating interventions and updating care plan 
when indicated with changes in resident's 
wandering status. Audit will be completed by 
9-1-22 
On 8-3-22 the Director of Nursing initiated an 
audit of all residents with fluid restriction 
orders. This audit is to ensure resident care 
plan accurately reflects fluid restriction and 
resident monitoring. The Director of Nursing 
or designee will address all concerns 
identified during the audit to include updating 
care plan when indicated. Audit will be 
completed by 9-1-22.On 8-11-22, the ADON 
initiated an in-service with all nurses 
regarding Care Plans. Emphasis is on 
ensuring care plan is updated timely and 
accurately with all aspects of resident care to 
include but not limited to safety interventions 
following a fall and fluid restriction. In-service 
will be completed by 9-1-22. After 9-1-22 any 
nurse who has not completed the in-service 
will complete inservice upon next scheduled 
work shift.
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On 7/28/22 at 7:44 a.m., an interview was 
conducted with ASM #2. ASM #2 stated a 
physical device evaluation should be done on 
admission and quarterly, and if criteria for use is 
met then quarter bed rails can be used. ASM 
stated some of the nurses may not realize quarter 
bed rails are classified as a physical device. ASM 
#2 stated residents should be assessed for other 
alternatives and this is sometimes done by the 
rehab staff (note- a review of R22's rehab 
documentation failed to reveal the rehab staff had 
assessed other alternatives). ASM #2 further 
stated residents should be assessed for the risk 
of entrapment. 

No further information was presented prior to exit. 
F 756 Drug Regimen Review, Report Irregular, Act On 
SS=D CFR(s): 483.45(c)(1)(2)(4)(5} 

§483.45(c) Drug Regimen Review.
§483.45(c)(1) The drug regimen of each resident
must be reviewed at least once a month by a
licensed pharmacist.

§483.45(c)(2) This review must include a review
of the resident's medical chart.

§483.45(c)(4) The pharmacist must report any
irregularities to the attending physician and the
facility's medical director and director of nursing,
and these reports must be acted upon.
(i) Irregularities include, but are not limited to, any

drug that meets the criteria set forth in paragraph
(d) of this section for an unnecessary drug.
(ii) Any irregularities noted by the pharmacist
during this review must be documented on a
separate, written report that is sent to the
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On 4/7/22 and 5-7-22 the DON(Director of 
Nursing) faxed pharmacy review and 
recommendations to the Hospice Physician 
for resident #25 with no change in order On 
8-11-22 the ADON (Assistant Director of 
Nursing) initiated an audit of all pharmacy 
recommendations for the past 60 days. This 
audit is to ensure the Director of Nursing 
(DON) provided the pharmacy 
recommendations to the physician for review 
and a written response documented in the 
electronic record following review. The 
ADON or designee will address all concerns 
identified during the audit to include but not 
limited to assessment of resident when 
indicated, providing pharmacy 
recommendations to the provider for review 
and initiating new orders as directed by the 
physician with documentation in the 
electronic record. Audit will be completed by 
9-1-22
On 7-29-22, the DON initiated an audit of all 
residents receiving psychotropic medication.
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ensure that the bed rails, mattress, and bed 
frame are compatible. 

This REQUIREMENT is not met as evidenced 

by: 
Based on observation, staff interview, facility 

document review, and clinical record review, it 

was determined that the facility staff failed to 

evidence documentation of current bed/side rail 
inspection for 4 of 29 residents in the survey 

sample, Residents #43 (R43), #22 (R22), #35 
(R35), and #13 (R13). 

The findings include: 

1. (R43) was observed lying in bed with the right

and left upper bed rails raised on 07126122 at 2:28
p.m. and on 07/27/22 at 8:45 a.m.

(R43) was admitted to the facility with diagnosis 
that included but was not limited to: a history of 

falls. 

(R43's) most recent MDS (minimum data set), an 

admission assessment with an ARD (assessment 

reference date) of 06/27/2022, coded (R43) as 
scoring a 14 out of 15 on the brief interview for 

mental status (SIMS) which indicated the resident 

was cognitively intact for making daily decisions. 

On 7/27/22 at 12:23 p.m., an interview was 

conducted with OSM (other staff member) #5, 
maintenance director. OSM #5 presented a work 

history report that documented monthly bed 
inspections; the last inspection was done on 

7/4/22. OSM #5 stated he conducts a monthly 

inspection of all beds that consists of making sure 

the electrical portion of the head and foot works, 
checking to see if the mattress needs to be 

replaced, inspecting the frames and making sure 
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On 7-28-22, the Maintenance Director 
completed a maintenance inspection of 
resident# 35 bed frames, mattresses and 
bed rails to identify any areas of possible 
entrapment. There were no concerns 
identified. 
On 7-28-22, the Maintenance Director 
completed a maintenance inspection of 
resident# 13 bed frames, mattresses and 
bed rails to identify any areas of possible 
entrapment. There were no concerns 
identified. 
On 8-11-22, the Maintenance Director 
initiated an audit of all resident's bed frames, 
mattresses and bed rails if any to identify any 
areas of possible entrapment. The 
Maintenance staff will address all concerns 
identified during the audit. Audit will be 
completed by 9-1-22 
On 8-11-22 the Administrator in-serviced the 
Maintenance staff regarding Routine 
Inspection of Beds with emphasis on 
routinely inspecting bed frames, mattresses 
and bed rails if any to identify any areas of 
possible entrapment. The in-service will be 
completed by 9-1-22. All newly hired 
Maintenance staff will be in-serviced during 
orientation regarding Routine Inspection of 
Beds. 
The Administrator will audit Maintenance 
records weekly x 4 weeks then monthly x 1 
month utilizing TELs report to ensure 
maintenance staff are routinely inspecting 
routinely inspecting bed frames, mattresses 
and bed rails if any to identify any areas of 
possible entrapment and corrective 
measures have been initiated for all concerns 
identified. The Administrator will address all 
concerns identified during the Audit. The 
Administrator will review the TE Ls report 
weekly x 4 weeks then monthly x 1 month to 
ensure all concerns were addressed. 
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the rails move up. OSM #5 stated he does not 

inspect the beds for any possible areas of 

entrapment. OSM #5 stated an outside company 

inspects the beds and completes a report every 

six months but he did not know if the company 

inspects the beds for possible areas of 

entrapment. A copy of the most recent report 

was requested. 

On 7/27/22 at 1:20 p.m., ASM (administrative 

staff member) #2, director of nursing, provided a 

copy of the bed inspection report from the outside 

company. The report was dated 2/26/19 and did 

not contain documentation that the company 

inspected any beds for possible areas of 

entrapment. 

On 07/28/2022 at approximately 11:00 a.m., ASM 

# 1, administrator and ASM # 2, were made 

aware of the findings. 

No further information was provided prior to exit. 

2. (R22) was observed lying in bed with the right

and left upper bed rails raised on 07/26/22 at 2:02

p.m. and on 07/27/22 at 8:50 a.m.

(R22) was admitted to the facility with diagnosis 

that included but was not limited to: a history of 

falls. 

(R22's) most recent MOS (minimum data set), a 

quarterly assessment with an ARD (assessment 

reference date) of 06/02/2022, coded (R22) as 

scoring a 13 out of 15 on the brief interview for 

mental status (BIMS) which indicated the resident 

was cognitively intact for making daily decisions. 

On 7/27/22 at 12:23 p.m., an interview was 
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The Administrator will present the findings of 
F 909 the TELs Report to the Executive Quality 

Assurance Performance Improvement 
(QAPI) committee monthly for 2 months. The 
Executive QAPI Committee will meet monthly 
for 2 months and review the TELs Report to 
determine trends and/or issues that may 
need further interventions put into place and 
to determine the need for further frequency 
of monitoring 
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staff member) #2, director of nursing, provided a 
copy of the bed inspection report from the outside 
company. The report was dated 2/26/19 and did 
not contain documentation that the company 
inspected any beds for possible areas of 
entrapment. 

On 07/28/2022 at approximately 11 :00 a.m., ASM 
# 1, administrator and ASM # 2, were made 
aware of the findings. 

No further information was provided prior to exit. 

F 947 Required In-Service Training for Nurse Aides 
SS=D CFR(s): 483.95(g)(1 )-(4) 

§483.95(g) Required in-service training for nurse
aides.
In-service training must-

§483.95(g)(1) Be sufficient to ensure the
continuing competence of nurse aides, but must

be no less than 12 hours per year.

§483.95(g)(2) Include dementia management
training and resident abuse prevention training.

§483.95(g)(3) Address areas of weakness as

determined in nurse aides' performance reviews
and facility assessment at§ 483.70(e) and may
address the special needs of residents as
determined by the facility staff.

§483.95(g)(4) For nurse aides providing services

to individuals with cognitive impairments, also
address the care of the cognitively impaired.

This REQUIREMENT is not met as evidenced
by:
Based on staff interview, facility document review
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F 947  9/01/2022 On 8-2-22 the DON initiated an audit of training 
hours for all nursing assistants to include NA 
#1. This audit is to ensure the all nursing 
assistants completed no less than 12 training 
hours per year to include but not limited to 
abuse, neglect and dementia training. The DON 
will address all concerns identified during the 
audit to include providing required training to 
identified staff. Audit will be completed by 9-1-22 
On 8-11-22 the Administrator initiated an in
service with the Director of Nursing, Assistant 
Director of Nursing and Staff Facilitator 
regarding Training Hours for Nursing Assistants 
with emphasis on the training of nursing 
assistants with no less than 12 hours of training 
time to include but not limited to abuse, neglect 
and dementia. The in-service will be completed 
by 9-1-22. All newly hired Director of Nursing, 
Assistant Director of Nursing and Staff Facilitator 
will be inserviced during orientation regarding 
Training Hours for Nursing Assistants. 
he DON,ADON(Assistant Director of Nursing) 
QA(Quality Assurance ) nurse or designee will 
review training records for 5 nursing assistants 
weekly x 4 weeks then monthly x 1 month to 
utilizing the Training Hours for Nursing 
Assistants Audit Tool. 
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and employee record review, it was determined 

that the facility staff failed to provide annual 

required training for one of one CNAs (certified 

nursing assistants). 

The facility staff failed to provide the required 

mandatory training for abuse, neglect, and 

dementia training for CNA #1. 

The findings include: 

On 7/27/22 at approximately 12:00 PM, ASM 

(administrative staff member #1, the 

administrator and OSM (other staff member) #4 

the personnel/payroll manager stated that the 

facility has only one CNA that has been employed 

greater than one year, CNA #1. 

A request was made for CNA #1's performance 

evaluation/annual review, CNA license and 

mandatory required education (abuse, neglect 

and dementia training). 

On 7/27/22 at approximately 3:00 PM, ASM #2, 

the director of nursing provided CNA #1's 

performance review dated 2/24/22, education 

record and CNA certificate. In a review of the 

records for CNA #1, there were 1.50 hours of 

education from 11/22/21 through 4/20/22. There 

was no evidence of abuse, neglect and dementia 

training. 

ASM #2 stated on 7/27/22 at approximately 3:00 

PM, she (CNA #1) is behind on her education. 

She does not have those courses. 

On 7/28/22 at 11 :50 AM, ASM #1, the 

administrator, ASM #2, the director of nursing, 

ASM #3, the assistant director of nursing, ASM 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:XEE411 

PRINTED: 08/03/2022 
FORM APPROVED 

0MB NO 0938-0391 

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

COMPLETED 
A. BUILDING _______ _ 

B.WING ________ _ 
07/28/2022 

ID 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

730 LUNENBURG HIGHW 

KEYSVILLE, VA 23947 

F 947 

PROVIDER'S PLAN OF CORRECTION 

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY) 

This audit is to ensure the all nursing 
assistants completed no less than 12 training 
hours per year to include but not limited to 
abuse, neglect and dementia training. The 
DON or designee will address all concerns 
identified during the audit to include providing 
required training to identified staff. The 
Director of Nursing will review the Training 
Hours for Nursing Assistants Audit Tool 
weekly x 4 weeks then monthly x 1 month to 
ensure all concerns were addressed. 
The Director of Nursing will present the 
findings of the Training Hours for Nursing 
Assistants Audit Tool to the Executive Quality 
Assurance Performance Improvement (QAPI) 
committee monthly for 2 months. The 
Executive QAPI Committee will meet monthly 
for 2 months and review the Training Hours 
for Nursing Assistants Audit Tool to determine 
trends and/or issues that may need further 
interventions put into place and to determine 
the need for further frequency of monitoring. 
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