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A000 Initial Comments A000 Holland Farms makes its best
effort to operate In substantial
Assistad Living Programs are defined by the type compliance with both Federal
of populatian served. The census numbers ware and State Laws.
rovide e Pro e time of th \
gn-s:fe d by the Program at the time of the Submission of this Plan of Correction
{POC} does not constitute an
Number of tenants without cognitive discrder: 34 admilsslon or agreement by any
Number of tenants with cognltive disorder: 5 party, its officers, directors,

employees or agents as to the

TOTAL consus of Assisted Living Program: 39 truth of the facts alleged

The following regulatory insufficlenclas wera cited or the validity of the conditions
durlng the Inliial cerlification visit conducted to sat forth on the Statement of’
determine compliance with certification of an Deficlencles, This Plan of Correction
Asslstad Living .

{POC) s prepared and/ or executed
No regulatory Insufficlencles were olted during the solely because it Is required by
onslte infection control visit. Federal and State Laws,

A140] 481-69.22(2) Evatuatlon of Tenant A td0 POC ok 3/8/22

80.22(2) Evaluation within 30 days of cceupancy.
A program shall evaluate each tenant's functional,
cognitive and health status within 30 days of

oceupaney, The evaluaffon shall he condusted by The faclllty does and will

a health care professional, & human servica avaluate the tenant’s functional,
professlonal, of a llcensed practical nurse via cognitive and health status

nurse delagation whan the tenant has not within 30 days of accupancy.

exhibited a slgnificant change. 1. The facility will do a

This REQUIREMENT Is not met as evidenced complete audit of all tenants

by: setvice plans to determine

Basad on Intarview and record review the if the tenant has a 39 day

Prograrm fallad to evaluate tenant's functional, assessment on flle, .

cognitive, ard healih status wihin 30 days of

aocupancy for 3 of 4 tenants reviewed (Tenant 2. Tenants electranic record

#1, Tonanl #2, and Tenant #3), Findings follow: of assessment due dates will
be updated to reflect when
Racord review of tenant flles on 11-8-21 revesled the 30 day assessment is due.

the following: A
BIVISION OF MEALTH FACILITIES « 5TA ;1}[ WA
SUBPLR:
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69.28(1) A service plan shall be developed for
sach tenant based on the avaluations conduoted
In accordance with subrutes 69.22(1) and
69,22(2) and shali be designed to mast the
specific service needs of the Indlvidual tenant.
The sarvice plan shall subseguently be updated
at least annually and whenever changes are
nesded,

This REQUIREMENT s not met as evidencad
by:

Based on Interview and record revlew the
Pregram fallad to update sarvics plans based on
the required evaluations for 3 of 4 tenants
reviewed (Tenant #1, Tanant #2, and Tenant #3),
Findings follow:

Racord review of tanant files on 11-8-24 revealed

service plan reflects the Individual
needs of each tenant.

1. The DON and or
deslgnee will conduct an
audit on all tenants to
ensure each tenant has a
service plan.

2. Upon completion of
an assessment the
service plan will be
be updated to reflect
any changes and the updated
setvice plan will be placed
in the hinder,

3. This will be monitored
with monthly audits by
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A140| Continved From page 1 A140 3. The assessment
completion report will be
1. Tenant i1 was admiited on 8-14-21, No reviewed weekly In the
functlonal, cognltive, or heaith assessments leadership meeting to ensure
completed within 30 days of ocoupansy could be assessments are being done
focated, « timely.
2, Tenant #2 was admitted on 9-7-21, No 4. The insufficlency will be
functional, cognitive, or health assessments corrected by March 8,
complefed within 30 days of occupancy could be
located,
3. Tenant #3 was admitled on 5-26-21, No
functional, cognilive, or health assessments
completed withln 30 days of oceupancy could be
located. A350
The Adminlstrative Execuiive Direct frmed The facllity does and wiil develop
o Administrative Execulive Diractor canfirme
aserv
these findings on 11-6-21 at 3:20 pum, service plan for each tenant based
on the evaluation conducted by the
A 350 481-69,26(1) Service Plans A350 designated professional. The
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A350| Conilnued From page 2 A 350 the Director designee
the following: to ensure the most recent
service plan 1§ in the binder.
1. Tenant #1 was admitted on 2-14.21. No 4. The insufficieney will be
funclional, cognitive, or health assessments corrected by March gt
completed within 30 days of occupancy could be Lo : )
located. The service plan failed 1o be updated
based on the required assessments,
AdUL
2. Tenant #2 was admitted on 9-7-21. No The faclllty does and will be
functional, cognitive, or heallh assessments :
completed within 30 days of oocupancy could be provide individualized
located. The service plan fallad to be updated service plans that Indicate
based on the required assessmants. additlonal service providers
other than the program.
3. Tenant #3 was admiited on 6-26-21. No
functional, cognltive, or health assessments .
completed within 30 days of occupancy could ba 1. Anaudit will be conducted
located. The service plan falled to be updated on ali service plans to ensure
based on the requlred assessments, additional service providers
The Adminisirafive Exacuive Direct firmed and the service Is listed.,
o Administrative Executive Director confirme '
these findings on 11-8-21 at 3:20 p.m. 2. Each tenant's service
plan will be updated by
A405| 481-69.26(4)o Service Plans A405 the DON or designee when
a new service provider
69,26(4) The service plan shali be Individualized {s added or discharged.
and shall Indloate, at a minfmum: This Includes services
¢. The service provider(s), if oher than the provided by each discipline
program, Including but not limited to providers of to include: therapy
hospica care, home health care, occupalional -services, hosplce,
therapy, and physical therapy _home health, etc.
3. These updates
This REQUIREMENT Is not mef as evidenced will be monitored through
by: the QA pracess by Director
Based on Interview and record review ihe or designee,
Program falled to Include ouiside service 4, This insufficiency .
providers for 4 of 4 tenants reviewed (Tenant #1, will be corrected by March gth.
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the following:

reflect these services.

ravesled she racelved

reflecl these services.

revealed she recelved

refleot these services.

Tenant #2, Tenant #3, and Tenant #4), Findings

Revord revlew of tenant files on 41-8-21 revealsd

1. Tenant #1's Observation Noles dated
10-22-21 revealed she recelved physloal and
occupational therapy (OT/PT) two imas per
week, Tha service plan fallad fo be updated ta

2, Tehant #2's Observation Notes dated 9-9-21

week. Notes dated 10-22-21 rovealad a
discharge from PT, The sarvice plan falled to be
uptiated fo reflect these services,

3. Tenant #13's Observation Noles dated 8-11-21

revealod he recelvad PT sarvices three imes per
waek. Nofes dated 8-30-21 revealad a discharge
from PT. The service plan fafied to be updated o

4, Tenant #¥'s Observation Notes dated 9-1-21
par wesk and OT servlces two time per wask,

Notes datad 10-14-21 reveaisd a discharge from
PT. The service plan falled to be updated to

The Adminlsirative Exgcutive Director conflirmed
these findings on 11-8-21 at 3:20 p.m.

PT services two times per

PT sarvices thros times
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