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A000. 481-67 initial Comments A Q00
Assiste%i Living Programs are defined by the type
. of pepulation served. The census numbers were
. provided by the Program at the time of the
- on-site.:
. General Population Program ; f
. Number. of tenants without cognitive disorder: 73 :
. Number of tenants with cognitive disorder: 0
" Total Population of Program at time of on-site: 73
- TOTAL census of Assisted Living Program: 73
" The foiiéwing regulatory insufficiency was cited
- during the Recertification conducted to determing
- compliance with certification for an Assisted
Living Program.
A 089 481-69.26(4)a Service Plans AoBe Bk Daiganad Lo hoing
. ! 2N 1y kS 3&.%‘?‘1& ‘{} S :,“, i i?gﬁ“sﬁ\ﬁ
481-69.26{231C) Service plans. Wy g ARl ek g Bl e .
69,26{4) The service plan shall be T p\ isndad, P s . fge et 5D &,
individuadized and shall indicate, at a minimuim: it nl %:3 o
a. The tenant's identified needs and @& Q@ Lok ekl S oy A ;
- preferences for assistance Sl Sy c Yada, KU Q};«A ek
: ?&f\%ﬁ DA %&“ ey -
s o o S aa b e sa b e A N
1 ‘m\%\; [y “:{m:{;\. sl 1»«:@?‘%&3}35
. Z;us REQU!REMENT ig not mef as evidenced DS deh, s o s e
B : . - K‘ - %_ F!\‘ ‘a :‘L ] . om 5’ ul
Based or record reviews, the Program failed to \”‘;’r“ f"?"‘}‘ f‘f I
. address the tenant's identifisd needs and T -
" preferences for assistance in the service plan for - e v
: 4 of 7 tertants reviewed (Tenant's #1,#2, #3 & B
. #4). Findings include: ) :
" 1. According to Incident Reports dated between :
9-28-16 and 10-27-16, Tenant #1 had four falls. S —
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_Tenant#1 denied any pain or injury. According o %\;«%‘wmx TR f:l‘x Cose BN,

" to an Emergency Department report dated

: 10-24-18, Tenant #1 had a fall, leg pain and hand e S “‘3“* X “&”W"B

. pain. Diagnoses indicated a closed displaced s quna Mw L %mm %&\““\
- fracture of shaft of fifth metacarpal bone of left : TRl Lo
hand and a clased fracture of proximal end of i B "‘?;"
right fibula. According to Clinical Notes dated as% el PP\
| 10-24-16 staff reported Tenant #1 complained of el %ﬁ&

! pain in left hand and rightleg. Family

- transpofiad Tenant #1 to the ER. The tenant

: relurned later in the day wearing a soft caston
left hand and a boot on the right leg. Tenant #1's
service plan was not updated to indicate fall

_interventions, the need for a hand cast and leg e 1% T
; boot or cares refated to the cast and boot. Kma@? # Re Saunc s !

' - h :”‘\‘«;& &13 <£<‘\ f;
' 2. According to Clinical Notes dated 9-6-16, a ‘%\}“3""‘ e SO

tenant reporied Tenant #2 was in the apartment e R
the previous day, sitting in a chalr with closed W““*@g e Do Swvee,
eyes and unresponsive. Tenant #2's hands were Hea ) ke m{ﬁ“&m
; quivering. The episode lasted hetween three and y
* five minutes. Aftar the ingident Tenant #2 e, *w%w:t{i&amm Qo
responded o the other tenant, but their talk was ] )
gibberish, Tenant #2's physician was notifiad. Q’ﬁ‘\m\ Wit GRNENA
According to an Incident Report and clinical { T Dt b X .
; notes dated 10-26-16 at 8:15 a.m. whila in the SV AT W
: whirlpook, Tenant #2 was responding to staff. The TOLS s R
' tenant then closed his/her eves and became (2B il

- nonresponsive, No eye movement or other

. mpetitive:movemient was nofed. The tenant
remained nonverbal for 5-10 minutes. When

. starting to respond, the tenant was unable to

. state place or day. A call was made to 811. The

* tenant was sent to the hospital for assessment,

_ According to an Incident Report dated 10-26-16
at 510 p.m., Tenant #2 was shaldng, did not
appear 1o'be "with It,” did pot understand what

¢ was being said, didn't know the year, day,

’ 50cazmﬂ or son's name and kept pulling at things
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o the table. Tenant #2 was sent to the ER and
admitted to ICU due to having seizure activily,
elevated temperature and a cloudy lung.
According to Clinica! Notes dated 10-31-16,
Tenant #2 had a short hospital stay fora
diagnosis of sefzures. Home heaith aide
services were being provided to maintain safety

- measures and to provide personal hygiene. The
service pian was updated on 10-31-16 indicating
assistance with bathing three imes per week.
The service plan did not indicate services to
maintain safety measures or to provide personal
hygiene. Seizure precautions were not refiected
in the service plan.

3. According to a 80 Day Nurse Review dated
10-5-16, Tenant #3 received housekeeping
weekly, followed a low salt diet to control edema,
was independent in applying support stockings
dally and was aware of leg elevation when sitting,
had ongolng chronic back pain and took pain
rellevers as needed. The service plan was
updated on 10-13-16 reflecting Tenant #3's
admission to hospice. The service plan did not
reflect what services would be provided by the
hospice program, nor did the service plan
indicate a low salt dist {o control edema, the use
of support stockings, the nead to elevate legs
when sitting or the ongoing chronic back pain
and pain medication as ngeded . The 80 day
raview indicated housekeeping weekly, the
service plan indicated light housekeeping every

- pther week.
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4. According to a physician order, Tenant #4
would be undergoing eye surgery on 10-20-18
and was fo use eye drops for at least one month
post-cperatively, three types of eye drops with :
different dosing schedules. According to an Eye i
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' Drop Form, staff assisted Tenant #4 with eye Mo .
* drops from 10-28-16 through 11~18-16. The DB M N RS

. servide plan was not updated to reflect the

‘?_g?\ \ 2 5
additionz] services of Tenant #4's need for W, > o :"“"3"‘?”‘ &M"%\

assistance with eye drops post surgery. The W\m\ R R . o
service plan indicated no medication services
were provided. tz-I-1L
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