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. Prapatation ans/or execution of this plan of
A000| Inittal Comments A 000 correction does not consistute admispslon or
g;reemanl by the ’)rov!dar of the trulh of the facts
! . ’ alleged or conclusions set forth in the statement
Assisted Living Programs are defined by the type of insuficlencles, The pian of carrotjon Is prepared
of population served. The census numbers were provision of state + e e IEQUIECBYRe
prov!ded by the Program at the time of the EVALUATION OF TENANT
on-site. 1. Elements delallsn%how the program will correct
Iaaci? ragulatory insufficlency, including at the system
evel
General Population Program ;;\ lﬁ hg?\!'tlfllfu%]ctlon!a}/;%ognltwe evaluation will be completed
vy lhe or Tenan
B, IThIB!" RN W]ﬁ be e(?ucha!aidhon ir;gger_?hllhat nl'\a}y be (i:iolnsl!dgred
; s : . a significant change in haaith status. Thls training will Include
Number of tenanis w!thout cqgmtwg disorder: 15 review of regulatory requirements for Evaluation of Tenant.
Number of tenants with cognitive disorder: 1 2. What measures will be {aken to ensure the problem does
Total Population of Program at time of on-site: 16 not rectir, P
A. The RN or designee will ba educated on triggers that may
. . be considered a significant change in health status, This
TOTAL census of Assisted Living Program: 16 téalr}lngt_will |rf1€1:_!ude rteview of regulatory requirements for
valilaion of renant.
. . . . . B. The RN will review staff communlcalion, progress notes,
The following regulatory insufficiencies were cited ﬁﬁgn%gvslclan communication to meniter for tenant status
during the recertification visit conducted to ’
determine compliance with certification of an ot tho progran plans to monilor performance (o ensure
i ivi A. The RN of designee will audit tenant charls, at least eve
Assisted lemg Program. 6 months, to ensur% compliance, o
; e H i I 4. The date by which the regulatory Insufficiency will be corrected
NO reQUIa.tory msufﬂcaer;c;es were cited during t_he A. The regulas{ory insufficiency wilﬁ)e correcledyon or bafore
invesligation of Complaint #94392-C or the onsite Novemeber 15, 2021,
infection control survey. 1SEEIWCE PLdANsl how |
ements delaling how the program will correct each
regulatery Insufficlency, includiﬁg at the system level.
A145 481-69.22(3) Evaluation of Tenant A 145 A, The seyvice plan will be updated for Tenant #2.
Breléa': ;ggggt{gfglg;as grz:ggwlli ldentify {enant needs and
69.22(3) Evaluation annually and with significant .
change. A program shail evaluate each tenant's ﬁblvr\:;rl\:e:’trmeasures will be {aken to ensure the problem does
functional, cognitive and health status as needed A, The RN or designee will be educated on service planning.
with significant char)ge, but not less tha.n 3. How lhe program ptans 1o monitor performance fo ensure
annually, to determine the tenant's continued compliance,
. s s A A. The RN or Dasignes will audit enant charts, at least every
eligibility for the program and to determine any B months, 1o ensure compliance.
Ghanges to services needed. The evai'jiation shall 4, The date by which the regulatory Insufficlency wilt be
be conducted by a heaith care professional, a Zﬂffgﬁlefé latory insuffic - od be
+ 1 ' . (1] LG0Ty INsSUiciency wil be corragcled on o [a]
human service professional, or a licensed November 18, 2021, y norbelare
practical nurse via nurse delegation when the
tenant has not exhibited a significant change. A
licensed practical nurse shall not complete the
evaluation when the tenant has exhibited a
significant change.
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Continued From page 1

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the
Program failed to complete a functional,
cognitive, and health assessment for 1 of 1
tenants reviewed with a significant change in
heaith status (Tenant #1). Findings follow:

On 9-16-21 review of Tenant #1's Nurse Review
dated 2-14-21 reveaied increased incontinence
required tolleting assistance to be completed at
10 p.m., midnight, and as needed. The Program
updated her service plan to reflect the increased
need for assistance with toileting. No functional,
cognitive, or health evaluation could be located
for the significant change in health status.

On 9-16-21 at 2:18 p.m. the Director confirmed
these findings.

481-69.26{4)a Service Plans

69.26(4) The service plan shall be individualized
and shall indicaie, at a minimum:

a. The tenant's identified needs and preferences
for assistance

This REQUIREMENT Is not met as evidenced
by:

Based on interview and record review the
Program failed to ensure service plans addressed
identified needs for 1 of 1 tenants reviewed with
food allergies {Tenant #2). Findings follow:

On 9-16-21 review of Tenant #2's face sheet
noted allergies to milk and fruit. The Program
failed to include these allergies in the service

A145

A 395
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plan.

On 6-16-21 at 2:16 p.m. the Director confirmed
these findings.
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