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An unannounced Medicare/Medicaid abbreviated
standard survey was conducted 9l7l22through
918122. Corrections are required for compliance
with 42 CFR Part 483 Federal Long Term Care
requirements. Two complaints,
VA00052202-Substantiated without defi ciency
and VA00054278-Substantiated without
deficiency, were investigated during the survey.

The census in this 80 certified bed facility was 68
at the time of the survey. The survey sample
consisted of 2 resident reviews.

Services Provided Meet Professional $tandards
CFR(s): 483.21(bX3Xi)

5483.21(bX3) Comprehensive Care Plans
The services provided or ananged by the facility,
as outlined by the comprehensive care plan,
must-
(i) Meet professional standards of quality.
This REQUIREMENT is not met as evidenced
by:
Based on interview, clinical record review and

facility documentation and in the course of an

investigtion, the facility staff failed to provide

nursing services that meet with professional

standards of care for 1 Resident (#2) in a survey
sample of 2 Residents.

For Resident #2 the facility staff gave Resident #2
medications that were intended for another
Resident.

On9l7l22 at approximately 2:55 PM a revlew of
the clinical record was conducted and it was

INITIAL COMMENTS

The findings included :

F 000
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Past noncompliance: no plan of
conection required.

REPRESENTATIVE'S S IGNATURE

DEPARTMENT OF HEALTHAND HUMAN SERVICES
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OF DEFICIENCIES

PLAN OF CORRECTION

F 000
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statement an (") denotes a deficiency which the institulion may be excused ftom conectlng providing lt ls

safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disdosable 90 days

wlngthedateofsurveywhstherornotaplanofconectionisprovided. Fornursinghomes,th6abovefindingsandplansofconectionaredisclosablel4
-days following the date these documents are made available to the facility. lf deficiencie$ are cited, an approved plan of corlection is requisits to continued
program participation,
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discovered that on 11125120 Resident #2was
given a dose of Cardizem 60 mg (a calcium
channel blocker used for hypertension). The
reocord stated thatthe nurse assigned to this
Resident became distracted and gave this
medicine to Resident tl2that was intended for
another Resident. The clinical record and facility
documentation shows evidence that the nurse
realized her mistake when she returned to her
medication cart. She then notified the supervisor,
and then the Physician and received an order to
send Resident #2 to the ER for evaluation. She
prepared the Resident to transfer to the ER and
notified the RP of her transfer. The Resident was
admitted to the hospital for observation and

retumed to the facility on 11129120

The facility provided credible evidence showing
that they had addressed this issue with the nurse
in question, gotten a statement from her did an

investigation and addressed this incident in
QAPI. They followed up with medication audits
and training for the nursing staff on the 'Rights of
Medication Administration." TheAOC (allegation
of compllance) date was 1126121. On 918122 al
1:00 PM an interview was conducted with the
DON who stated that they had no turther
medication enors since that time.

COVID-1 9 Testing-Residents & Staff
CFR(s): 483.80 (hXl)-(6)

5483.80 (h) COVID-19 Testing. The LTC facility
must test residents and facility staff , including
individuals providing services under anangement
and volunteers, for COVID-19. At a minimum,
for all residents and facility staff, including
individuals providing services under arrangement
and volunteers, the LTC facility must:
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5483.80 (h)((1 ) Conduct testing based on
parameters set forth by the Secretary, including
but not
Iimited to:
(i) Testing frequency;
(ii) The identification of any individual specified in
this paragraph diagnosed with
COVID-19 in the facility;
(iii) The identification of any individual specified in
this paragraph with symptoms
consistent with COVID-19 or with known or
suspected exposure to COVID-19;
(iv) The criteria for conducting testing of
asymptomatic individuals speciiied in this
paragraph, such as the positivity rate of
COVID-19 in a county;
(v) The response time for test results; and
(vi) Other factors specified by the Secretary that
help identify and prevent the
transmission of COVID-1 9.

S483.80 (h)((2) Conduct testing in a manner that
is consistent with cunent standards of practice for
conducting COVID-1 9 tests;

S483.80 (h)((3) For each instance of testing:
(i) Document that testing was completed and the
results of each staff test; and
(ii) Document in the resident records that testing
was ofiered, completed (as appropriate
to the resident's testing status), and the results of
each test.

S483.80 (h)((a) Upon the identification of an
indlvidual specified in this paragraph with
symptoms
consistent with COVID-19, or who tests positive

Continued From page 2 F 886

1. Resident #2 no longer resides
in the facility; test results
confirmed as COVID-19 positive.

2. 100 % audit cornpleted has
been conrpleted on all current
residents to ensure COVID-19
testing data ivere properly
documented in the residents'
clinical records. Any identified
discrepancies have been
corrected.

3. The lnfection Control
Preventionist and L4edical
Records has been educated to
ensure that lndlrridual rapid
COVID-'19 test form to be
compl3ted and uploaded in
resident records.

4. The Director of Nursing and/or
designee lvill audit all COVID-19
testing results to ensure
consents and testing fc,rms are
accurate and are uploaded in
residenis' clinical records v,reekly
x 4, bi-weekly x 4 weeks, and
monthly x 1.

5. Data results will be analyzed
and reviev,,ed at monthly Quality
Assurance and Perforfirance
lnrprovement meetings for 3
rnontlrs with revlsions to plan of
ccrrrection as needed.

Event ID:S1'1711 Facility lD: VA0372 lfcontinuation sheot Page 3 ofB
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for COVID-1 9, take actions to prevent the

transmission of COVI D-'l 9.

5483.80 (hX(S) Have procedures for addressing

residents and staff, including individuals providing

services under anangement and volunteers, who

refuse testing or are unable to be tested.

S4S3.80 (h)((6)When necessary, such as in

emergencies due to testing supply shortages,

contact state
and local health departments to assist in testing

efforts, such as obtaining testing supplies or
processing test results.
This REQUIREMENT is not met as evidenced

by:
Based on staff interview, clinical record review,

facility documentation review, and in the course

of a complaint investigation, the facility staff failed

to provide required documentation of COVID-19

testing in 1 out of 2 resident records reviewed,

The facility staff failed to document COVID-19

testing data in the resident clinical records for

Resident #2.

QnQl8l22, an interviewwas conducted with the

Facility Administrator and Director of Nursing

(DON) regarding COVID-19 status for Resident

#2.'fhe Facility Administrator submitted a

COVID-19 resident tracking sheet which listed

Resident #2 as COVID "positive" on 112A122.

The Director of Nursing (DON), verified that

COVID-19 testing occunences and test results

were expected to be documented within each

residents clinical record.

The flndings included
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Clinical record review was performod for Resident
#2 and revealed no documentation of COVID-19
testing occurrences, type of COVID-19 test
utilized, or test results within the residents' clinical
record. An interview was conducted with the DON
who confirmed the findings following her review of
Resident #2's clinical record with her laptop
during the interview. The DON also confirmed
that the facility utilizes the recommendations from
the Centers for Medicare & Medicaid Services
(CMS) for COVID-19 testing guidelines.

The CMS recommendations found in Ref:
QSO-20-38-NH, revised on3l1Ql22, page 11,

revealed, "....the results of tests must be done in
accordance with standards for protected health
information. For residents, the facility must
document ICOVID-19] testing results in the
medical record".

The Facility Administrator and DON were
informed of the findings. No further information
was received.

COVID-19 lmmunization
CFR(s): a83.80(dX3Xi)-(vii)

S483.80(d) (3) COVID-19 immunizations. The
LTC facility must develop and implement policies
and procedures to ensure all the following:
(i)When COVID-19 vaccine is available to the
facility, each resident and staff member
is offered the COVID-l9 vacclne unless the
immunization is medically contraindicated or the
resident or staff member has already been
immunized;
(ii) Before offering COVID-19 vaccine, all staff
members are provided with education

Continued From page 4 F 886
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1. Residerrt #2 no l,irrger resides in the
far:iliV; tert resLllts confirmed as
CCVID-19 positive.

2. 1q, % audit completed has been
completed cn all curreni residents to
ensure COVID-19 t*sting data l,,ere
prcperly documented in the residents'
cliiiirsl 1e-616s. Any idettiified
discrepancies ha'.,e been c,srrectsd.

3. The lnfectisn Preveniic,nist and
Meclical F-ecords has been educated to
ensure tl-rat lndiviCual rapid COVID-19
test forni to be c,lnlpleted and
uploaded in iesiderit rEcords.

4. The Direcior of Nursing an,llor
de;ignee v,rill audit all COViD-l9
te;tir-rg results to ensure ,-:onsents and
tesling forms are accurate and are
riploaded in residenls' clinical recoi'ds
',,;eekly x 4, bi-weelJy x 4',veel,.:s, and
morrthly x 1.

5. Date results ivill be arraiyzed and
revie',ved at centers mcntltly Quali!
Assurance and Periormarrce
lr,rprov*ri-rent meetings lor 3 months
i'v'i,.n revisions to plan of cr.rreclion as
nee,ied.

Continued From page 5

regarding the benefits and risks and potential side
effecls associated with the vaccine;
(iii) Before offering COVID-19 vaccine, each
resident or the resident representative
receives education regarding the beneflts and
risks and potential side effects associated with
the COVID-19 vaccine;
(iv) ln situations where COVID-19 vaccination
requires multiple doses, the resident,
resident representative, or staff member is
provided with current information regarding those
additional doses, including any changes in the
benefits or risks and potential side effects
associated with the COVID-19 vaccine, before
requesting consent for administration of any
additional doses;
(v) The resident or resident representative, has
the opportunity to accept or refuse a COVID-19
vaccine, and change their decision;
Note: States that are not subject to the lnterim
Final Rule - 6 [CMS-341s-lFC], must comply with
requirements of 483.80(dX3Xv) that apply to staff
under IFC-S [CMS-3414-lFC]
and
(vi) fhe resident's medical record includes
documentation that indicates, at a minimum,
the following:
(A) That the resident or resident representative
was provided education regarding the
benefits and potential risks associated with
COVID-19 vaccine; and
(B) Each dose of COVID-19 vaccine administered
to the resident; or
(C) lf the resident did not receive the COVID-19
vaccine due to medical
contraindications or refusal; and
(vii) The facility maintains documentation related
to staff COVID-l9 vaccination that

Event ID:511711 Facility lD: VA0372 lf continuation sheet Page 6 of 8
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includes at a minimum, the following:
(A) That staff were provided education regarding
the benelits and potential risks
associated with COVID-19 vaccine;
(B) Staff were offered the COVID-19 vaccine or
information on obtaining COVID-19 vaccine; and
(C) The COVID-19 vaccine status of staff and
related information as indicated by the Centers for
Disease Control and Prevention's National
Healthcare Safety Network (NHSN).
This REQUIREMENT is not met as evidenced
by;
Based on staff intervlew, clinical record review,

facility documentation review, and in the course
of a complaint investigation, facility staff failed to
provide COVID-19 immunization for 1 resident,
Resident #2, in a survey sample of 2 residents.

The facility staff failed to provide COVID-19
immunization for Resident #2.

On 91 8l 22, clinical record review was performed
for Resident #2 and revealed no documentation
of COVID-'19 immunization. Resident #2was
admitted to the facility on 1119121.

An interview was conducted with the Director of
Nursing (DON)who verified the flnding while
reviewing the clinical record of Resident #2 on
her laptop. The DON stated, "l know [name
redacted, Resident #21 is unvaccinated [for
COVID-I91, however it does not appear that it [a
COVID-19 vaccinel was discussed with her or
offered to her, I cannot flnd any notes or
declination form".

Review of the facility policy entitled, 'COVID-l9

The findings included:

F 887
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Vaccinatin for Residents", subtitle, "Policy", read,
"ln order to protect residents and staff from
COVID-19, the facility will develop and implement
policies and procedures that meet each
residenfs, resident representatives, and staff
members lnformation needs and will offer

vaccines to all residents and staff". Also, subtitle
"Specific Procedures/Guidance", item 2 read,
"ResidenUresident representatives will be

educated on: (a) risks/benefits of COVID-19
vaccination. The education will be specific to
vaccine being offerediadministered and; (b)

current CDC guidelines for vaccination of
residents for COVID-'19 and; (c) symptoms, risks
and benefits associated with the COVID-19 virus"

and item 3 read, 'Residents will be encouraged to
accept COVID-19 vaccinations in accordance
with CDC guidance".

The Facility Administrator and Director of Nursing
informed of the findings. No further information
was provided.
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