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A000 481-67 Initial Comments A 000
Assisted Living Programs are defined by the type
of population served. The census numbers were
provided by the Program at the time of the
on-site.
Dementia-Specific Program by Dedication
| Number of tenants without cognitive disorder: 1
| Number of tenants with cognitive disorder: 19
} Total Population of Program at time of on-site: 20
|
| TOTAL census of Assisted Living Program; 20
THIS IS AN AMENDED STATE FORM 2567.
The following regulatory insufficiency was cited
during the recertification visit conducted to
determine compliance with certification for an
Assisted Living Program:
A 089 481-69.26(4)a Service Plans A 089 The service plan shall be individualized(11/1/2016

481-69.26(231C) Service plans.
69.26(4) The service plan shall be

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

by:

individualized and shall indicate, at a minimum:

This REQUIREMENT is not met as evidenced

and shall indicate, at a minimum: the 4
tenant’s identified needs and
preferences for assistance. The RN will
complete and updated service plan for
Tenant #3. The RN and other nursing
staff responsible for service plan
development will be re-educated on
regulatory requirements for service plan

development. The service plan will be
reviewed during the 90-day nurse
review. This process will include
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A 089| Continued From page 1 Ao0sy  [reviewing interventions for effectiveness
) and making necessary updates and/or
fzﬁsidtm a re‘é‘f[’r"]" of tenant T'esfth‘?; P’ﬁg‘;am t referrals; as well as to ensure the
lled to amend the service pian for 1 of 1 tenanis service plan identifies tenant needs and

g:ﬁ:vgsd ::E :efiletary restriction (Tenant #3). requests for assistance.
Tenant #3 was admitted on 8-12-14. According to
a 90 day nurse review dated 8-8-16, Tenant #3
had a history of constipation. All cow's milk was
to be held for a month, fluids were to be
encouraged and staff were to monitor for
constipation. Tenant#3 was to be accompanied
at all times to the toilet and never left alone in the
bathroom. According to a fax dated 8-8-186, the
physician approved a 30 day trial removal of
cow's milk from the tenant's diet. The service
plan dated 8-8-16 did not reflect the hoiding of
cow's milk from the diet.
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