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F 0655

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Create and put into place a plan for meeting the resident's most immediate needs within 48 hours of being 
admitted

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, staff interviews facility document review and clinical record review, it was determined the 
facility staff failed to develop a baseline care plan for one of six residents in the survey sample, Resident #1 
(R1). The findings include: The facility failed to develop a baseline care plan to include diabetes and 
monitoring of blood sugars for R1. R1 was admitted to the facility on [DATE] with diagnosis that included 
diabetes, acute/chronic respiratory failure and trach (tracheostomy).The most recent MDS (minimum data 
set) assessment, a Medicare 5-day assessment, with an ARD (assessment reference date) of 11/18/25, 
coded the resident as scoring a 15 out of 15 on the BIMS (brief interview for mental status) score, indicating 
the resident was not cognitively impaired. A review of the MDS Section GG-functional abilities and goals 
coded the resident as being dependent for mobility/transfers, dressing, hygiene toileting and set up for 
eating. A review of the baseline care plan dated 11/13/25 revealed, FOCUS: Resident is a new admission 
with discharge potential. Stay projected to be short in duration. INTERVENTIONS: Discuss with rehab 
(rehabilitation) any special equipment needs and facilitate obtaining prior to discharge. Encourage patient 
and family to be involved in planning of care and discharge planning. Make referrals to other community 
agencies as deemed appropriate. Social work and Care Navigator to visit with patient and/or family to 
discuss any concerns regarding potential discharge.A review of the physician order dates 11/17/25 revealed 
Blood sugar checks AC and HS before meals and at bedtime for blood sugar check.There is no evidence of 
the baseline care plan including any focus or interventions related to diabetes or blood sugar monitoring until 
11/20/25.On 12/30/25 at 8:00 an interview was conducted with LPN (licensed practical nurse) #2. Asked 
what the baseline care plan should include, LPN #2 stated, it should include the initial plan of care for the 
resident. When asked if a resident with diabetes should have it on the baseline care plan, LPN #2 stated, 
yes, that should go on the baseline care plan. The blood sugars will pop on the MAR (medication 
administration record), and you document it there.On 12/30/25 at 2:30 PM, ASM (administrative staff 
member) #2, the interim director of nursing and ASM #3 the regional director of operations was made aware 
of the findings. No further information was provided prior to exit.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Provide appropriate treatment and care according to orders, resident’s preferences and goals.

(continued on next page)

32495272

02/25/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

495272 12/30/2025

Canterbury Rehabilitation and Healthcare Center 1776 Cambridge Drive
Richmond, VA 23238

F 0684

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on staff 
interview, facility document review and clinical record review, it was determined the facility staff failed to 
provide care and services to promote a resident's highest level of wellbeing for three of six residents, 
Resident #1, #2 and #6. The findings include: 1. The facility failed to monitor blood sugar as ordered for 
Resident #1 (R1). R1 was admitted to the facility on [DATE] with diagnosis that included diabetes, 
acute/chronic respiratory failure and trach(tracheostomy).The most recent MDS (minimum data set) 
assessment, a Medicare 5-day assessment, with an ARD (assessment reference date) of 11/18/25, coded 
the resident as scoring a 15 out of 15 on the BIMS (brief interview for mental status) score, indicating the 
resident was not cognitively impaired. A review of the MDS Section GG-functional abilities and goals coded 
the resident as being dependent for mobility/transfers, dressing, hygiene toileting and set up for eating. A 
review of the baseline care plan dated 11/13/25 revealed, FOCUS: Resident is a new admission with 
discharge potential. Stay projected to be short in duration. INTERVENTIONS: Discuss with rehab any special 
equipment needs and facilitate obtaining prior to discharge. Encourage patient and family to be involved in 
planning of care and discharge planning. Make referrals to other community agencies as deemed 
appropriate. Social work and Care Navigator to visit with patient and/or family to discuss any concerns 
regarding potential discharge.A review of the physician order dates 11/17/25 revealed Blood sugar checks 
AC and HS before meals and at bedtime for blood sugar check.A review of the November 2025 MAR 
(medication administration record) revealed missing evidence of blood sugar checks for 9:00 PM on 11/17, 
11/18 and 11/19.On 12/30/25 at 8:00 an interview was conducted with LPN (licensed practical nurse) #2. 
Asked where blood sugars are documented, LPN #2 stated, the blood sugars will pop on the MAR 
(medication administration record), and you document it there. Asked if there is no documentation of blood 
sugar checks, is there evidence that they were done? LPN #2 stated, no, there is no evidence, if it is not 
documented, it was not done.On 12/30/25 at 2:30 PM, ASM (administrative staff member) #2, the interim 
director of nursing and ASM #3 the regional director of operations was made aware of the findings. A review 
of the facility's Obtaining a Fingerstick Glucose Level policy revealed, ‘The purpose of this procedure is to 
obtain a blood sample to determine the resident's blood glucose level. Verify that there is a physician's order 
for this procedure. No further information was provided prior to exit. 2. The facility failed to monitor neuro 
checks post fall for Resident #2 (R2). R2 was admitted to the facility on [DATE] with diagnosis that included 
CVA (cerebrovascular accident), Atrial fibrillation and NSTEMI (non ST elevation myocardial infarction).The 
most recent MDS (minimum data set) assessment, a discharge return anticipated assessment, with an ARD 
(assessment reference date) of 4/24/25, the resident was not coded on the BIMS (brief interview for mental 
status) score. A review of the MDS Section GG-functional abilities and goals coded the resident as being 
dependent for dressing, hygiene toileting and supervision for bed mobility, transfers and walking 10 feet. A 
review of the baseline care plan dated 4/23/24 revealed, FOCUS: Resident is at risk for falls related to CVA. I 
am on anticoagulation therapy related to atrial fibrillation. INTERVENTIONS: Assist and/ or remind me to 
change position and get up from sitting or lying slowly due to orthostatic blood pressure problems 
(dizziness/fainting with position changes). Be sure call light is within reach and provide reminders to use call 
for assistance as needed. Monitor/record/report PRN(as needed) signs/symptoms of anticoagulant 
complications: blood tinged or frank blood in urine, black tarry stools, dark or bright red blood in stools, 
bruising, sudden severe headaches, nausea, vomiting, muscle joint pain, lethargy, blurred vision, SOB(short 
of breath) loss of appetite, sudden changes in mental status, significant or sudden changes in vital signs.A 
review of the progress note dated 4/24/24 at 5:54 PM revealed, At approximately 1720, this nurse went to 
find resident to give him his medication. Resident was found in room [ROOM NUMBER] on the floor. There 
was blood covering a large portion of the floor and resident was laying in between the two beds in the room. 
There were no other residents or staff around as this was during mealtime. Resident was unable to say what 
happen. I immediately went to get my fellow nurse and a nurse aide to get the resident up off of the floor and 
further assess resident. Resident had a gash/ laceration on the bridge of his nose and a small abrasion in 
between his eyes and was bleeding from the back right side of his head. Resident also had a brush burn on 
his left knee. This nurse and fellow nurse cleaned resident to the best of our ability and called emergency 
services after MD said to send him out since the event was unwitnessed. VS (vital signs) were taken 
139/103, pulse 119, oxygen saturation 98%, respirations 22 and calls were made to the unit manager, ADON 
(assistant director of nursing), and MD (medical doctor). RP (responsible party) made aware. Resident 
transferred to hospital.Facility was asked for evidence of neuro(neurological) checks post fall on 12/29/25 at 
3:30 PM. An interview was conducted on 12/30/25 at 7:20 AM with LPN (licensed practical nurse) #1. Asked 
what measures are implemented for fall preventions, LPN #1 stated, they put a mat for them-it depends on if 
they need one or both sides, educate them to use the call bell, non-skid socks, lower bed as low as possible, 
frequent rounding and make sure there are no spills. Asked what interventions assess them are they 
complaining about pain, call supervisor, physician, get orders then call 911. They use our nursing judgement 
to send resident out. Post fall they assess pain, vital signs, check skin, ROM (range of motion), neuro 
checks-for first hour every 15 minutes, second hour every 30 minutes, then every hour for four hours, then 
every shift. They start neuro checks as soon as the resident has a fall. They document neuro checks on a 
paper flowsheet. They inform the RP (responsible party) as soon as the resident is stable. On 12/30/25 at 
8:00 an interview was conducted with LPN (licensed practical nurse) #2. Asked if she remembered R2, LPN 
#2 stated, Yes, I remember this resident he assigned to room [ROOM NUMBER]. I worked 7-3 and was still 
there charting when the evening nurse came to get me to assist her and the aide. R2 fell in room [ROOM 
NUMBER], he got up out of the wheelchair and was not paying attention, to assist. There was blood on the 
floor and blood on him, fell between A and B bed. There was blood on right side of front of head. He was 
alert and oriented to name. The nurse did vital signs and the neuro check sheet should be filled out. Neuro 
checks should be started right away. I left soon after, they had called an ambulance, and he was sent out to 
the hospital because he hit his head. You have to do neuro checks if they hit they hit their head and if they 
are on anticoagulants and send them out for further evaluation.An interview was conducted on 12/30/25 at 
8:30 AM with ASM (administrative staff member) #2, the interim DON (director of nursing). Asked when 
neuro checks are initiated post fall, ASM #2 stated, the nurse does the neuro checks as part of the initial 
assessment. When asked if neuro checks for R2 requested on 12/29/25 at 3:30 PM had not been provided 
with the rest of the information, was there evidence of neuro checks for R2, ASM #2 stated, no, there is not. 
He went out to the hospital. Asked about the SBAR (situation, background, assessment, recommendation) 
form dated 4/24/25 with documented Resident/patient is on other anticoagulant (direct thrombin inhibitor or 
platelet inhibitor). Neurological Evaluation- Not clinically applicable to the change in condition being reported.
, ASM #2 stated, yes, we discussed last evening, what is the first thing you think about when someone hits 
their head and especially if they are on anticoagulants- to initiate neuro checks.R2 had fall on 4/24/25 at 5:20 
PM and was transferred to the hospital on 4/24/25 at 6:08 PM.On 12/30/25 at 2:30 PM, ASM (administrative 
staff member) #2, the interim director of nursing and ASM #3 the regional director of operations was made 
aware of the findings. A review of the facility's Falls and Fall Risk, Managing policy revealed, Based on 
previous evaluations and current data, the staff will identify interventions related to the resident's specific 
risks and causes to try to prevent the resident from falling and to try to minimize complications from falling. A 
review of the facility's Nursing Services Policy and Procedure Manual policy revealed, Services provided to 
our residents are performed in accordance with current acceptable standards of clinical practice. No further 
information was provided prior to exit. 3. The facility failed to monitor neuro checks post fall for Resident #6 
(R6). R6 was admitted to the facility on [DATE] with diagnosis that included diabetes, acute/chronic 
respiratory failure, CHF (congestive heart failure), subdural hemorrhage and trach.The most recent MDS 
(minimum data set) assessment, a modification of admission day assessment, with an ARD (assessment 
reference date) of 12/3/25, coded the resident as scoring a 14 out of 15 on the BIMS (brief interview for 
mental status) score, indicating the resident was not cognitively impaired. A review of the MDS Section 
GG-functional abilities and goals coded the resident as being dependent for mobility/transfers, dressing, 
hygiene toileting and eating. A review of the baseline care plan dated 11/28/25 revealed, FOCUS: Resident 
is at risk for falls r/t impaired mobility, CHF and weakness. INTERVENTIONS: Assist and/ or remind me to 
change position and get up from sitting or lying slowly due to orthostatic blood pressure problems 
(dizziness/fainting with position changes). I am taking anti-anxiety medication which is associated with an 
increased risk of falls, confusion, loss of balance, and cognitive impairment. Monitor for safety, Report 
abnormal finding to Practitioner and document findings.A review of the progress note dated 11/29/25 at 8:47 
PM revealed, Resident was found face down on a prone position on the floor. When Resident asked about 
what happened resident stated he was trying to get up and walk. resident stated he made two steps and fell 
on his face and had laceration to forehead. DON, MD, RP all notified. Resident transferred to acute care 
hospital.A review of the progress note dated 11/19/25 at 9:47 PM revealed, Approximately 1922 (7:22 PM), 
RT (respiratory therapy) walked passed patient room and found patient with RN in the room, on the floor with 
a pool of blood. RT assessed pt; oxygen saturation 97%, pulse 81. RT remained in room with patient until 
EMS arrived.An interview was conducted on 12/30/25 at 7:20 AM with LPN (licensed practical nurse) #1. 
Asked what measures are implemented for fall preventions, LPN #1 stated, We put a mat for them-it 
depends on if they need one or both sides, educate them to use the call bell, non-skid socks, lower bed as 
low as possible, frequent rounding and make sure there are no spills. Asked what interventions assess them 
are they complaining about pain, call supervisor, physician, get orders then call 911. We use our nursing 
judgement to send resident out. Post fall we assess pain, vital signs, check skin, ROM (range of motion), 
neuro checks-for first hour every 15 minutes, second hour every 30 minutes, then every hour for four hours, 
then every shift. We start neuro checks as soon as the resident has a fall. We document neuro checks on a 
paper flowsheet. We inform the RP (responsible party) as soon as the resident is stable. An interview was 
conducted on 12/30/25 at 8:30 AM with ASM (administrative staff member) #2, the interim DON (director of 
nursing). Asked when neuro checks are initiated post fall, ASM #2 stated, the nurse does the neuro checks 
as part of the initial assessment. When asked if neuro checks for R6 requested on 12/29/25 at 3:30 PM had 
not been provided with the rest of the information, was there evidence of neuro checks for R6, ASM #2 
stated, no, there is not. He went out to the hospital. Asked about the SBAR (situation, background, 
assessment, recommendation) form dated 11/29/25 with documented Neurological Evaluation- Not clinically 
applicable to the change in condition being reported., ASM #2 stated, yes, we discussed last evening, what 
is the first thing you think about when someone hits their head - to initiate neuro checks.R6 had fall on 
11/29/25 at 7:22 PM and was transferred to the hospital on [DATE] at 7:50 PM.On 12/30/25 at 2:30 PM, 
ASM (administrative staff member) #2, the interim director of nursing and ASM #3 the regional director of 
operations was made aware of the findings.A review of the facility's Falls and Fall Risk, Managing policy 
revealed, Based on previous evaluations and current data, the staff will identify interventions related to the 
resident's specific risks and causes to try to prevent the resident from falling and to try to minimize 
complications from falling.A review of the facility's Nursing Services Policy and Procedure Manual policy 
revealed, Services provided to our residents are performed in accordance with current acceptable standards 
of clinical practice. No further information was provided prior to exit.
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