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A 00D 431-69 Initial Comments A Q00

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.

General Population Program

i Number of tenants without cognitive disorder: 10
Number of tenants with cognitive disorder: 0 ) The preparation and execution of
Total Population of Program at time of on-sits: 10 this Plan of Correction does not
constitute admission or
agreement by Halcyon House of

Number of tenants without cognitive discrder: 2 the truth of the facts alleged or
Number of tenants with cognitive disorder: 14 conchusions set forth in this

Total Population of Program at time of on-site: Statement of Insufficiencies.

16

The Plan of Correction is being
TOTAL census of Assisted Living Program; 26 submitted in response to the !
statement, i

Dementia-Specific Program by Dedication

The following regulatory insufficiencies were
clted during the recertification visit conducted to
determine compliance with centification for an
ALP/D program,.

A 092 481-69.26(4)d Service Plans A,OQZ

481-69.26(231C) Service plans.

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

d. For tenants who are unable to plan their
own activities, including tenants.with.dementia, a |._ e .-
list of person-centered planned and spontaneous
activities based on the tenant's abilities and
personal interests.
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481-69.26 (231C) Service Plan.. f

. . ) 1.With respect to Tenants #1, #2,
This REQUIREMENT is not met as evidenced and #3 the Program Director

by: _ . .
Based on record review the Program failed to reviewed and updated their
include a list of person-centered activities in service plans to include planned
service plans for 3 of 3 tenants reviewed (Tenant and spontaneous activities with a
#1, #2, and #3). Findings follow: person-centered focus on

1. Record review revealed Tenant #1 had a November 23, 2016.

diagnosis of dementia with a Global Deteriation

Scale (GDS) of 4.8. Tenant #1's service plan 2.A11 future service plans will
dated 9-11-16 indicated the tenant required staff include planned and spontaneous

assistance to participate in activities and may d activiti
need reminders as to the time and placa of person-centered activities for

activities. The service plan did not include a list of those with a GDS score of 4.0 or
! planned and spontaneous activities based on more upon admission and/or
Tenant #1's abilities and personal interests. upon change in condition
2. Record review revealed Tenant #2 had a . ) )
diagnosis of dementia with a GDS of 6.2. Tenant 3.Compliance will be monitored
#2's service plan dated 8-15-16 indicated Tenant by the Program Director and/or
#1 required staff assistance fo participate in : : .
activities and needed cuing for activities. The Director of Nursmg during
service plan did not include a list of planned and quarterly RUISE TEVIEWS .for each
spontaneous activities based on Tenant #2's fenant and with change in ;
abilities and personal interests. condition. This will also be :
menitored through the

3. Record review revealed Tenant #3 had a
diaghosis of Alzheimers with a GDS of 6.4.
Tenant #1's service plan dated 9-11-16 indicated

community’s QA process,

Tenant #3 requires staff assistance {o participate 4, The Program Director will

in activities, In addition staff would provide cuing review and update the service i
and escort Tenant #3 to activities. The service . i
plan did not include a list of planned and plans of all other Tenants with a f
spontaneous activities based on Tenant #3's GDS of 4 or more by December i
abilities and personal interests. 21, 2016.
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A 121| 481-69.30(1) Dementia Specific Education for | A 121 481-69.30 (231C) Dementia-
Personnel specific education for program
personnel.

481-69.30(231C) Dementia-specific education far
program personnel.

69.30(1) All personnel employed by or 1.With respect to Staff members

contracting with a dementia-specific program A and B, they completed the
shall receive a minimum of eight hours of required 8 hours of dementia-
dementia-specific education and training within specific education on December
30 days of either employment or the beginning 6 2016

date of the contract, as applicable.

. , . 2. For all new employees,
This REQUIREMENT is not met as evidenced orientation will include 8 hours

by: . . .

Based on staff interviews and record review, the of dementia-specific education

Program failed to provid eight hours of within the first thirty days of

dementia-specific education and training within employment, ;

30 days of employment for 2 of 4 employees

i d (Staff . Findi : . . .
reviewed (Staff A and B). Findings follow 3.Compliance will be monitored

Review of Staff A's file revealed a hire 1-18-18. by the Program Director and/or E

Staff A worked in the dementia unit. DUfiI"Ig the Human Resources Director :

interview on 11-!_3-16, _S‘taffA stated sh_e had not for each new employee. This will

had any dementia training since her hire date. Iso b . d through th

Record review revealed that 8 hours of dementia also be monitored through the

training had not been complsted within 30 days community’s QA process. ;

of employment. |
i

4, The Program Director will

i 's fi 17 .
Review of Staff B's file revealed a hire date of audit all other staff member

! 6-17-16. Staff B worked in the dementia unit.

! Record review revealed that 8 hours of dementia personnel files to ensure the 8 i
training had not besn completed within 30 days hour dementia-specific education ‘
of employment. was completed by December 21,
2016
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