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A 000 481-69 Initisal Comments A 000

- Agsisted Living Programs are defined by the type
- of population served. The census numbers were

 provided by the Program at the time of the The facility denies that the facts set forth
| on-site. constitute a deficiency under interpretation
of Federal and State law. The preparation
General Population Program of the following plan of correction doeg not
constitute and should not be interpreted as an
Number of tenants without cognitive disorder: 9 admission nor an agreament by the facility
Number of tenants with cognitive disorder: 2 of the truth of the facls alleged or congiusions
Total Population of Program at time of on-site; 11 set forth in the statement of deficiencigs.
The plan of correction prepared was
TOTAL census of Assisted Living Program: 11 executed solely because the provision

. , . , of State and Federal law required it.
The following regulatory insufficiency was cited

during the initial visit conducted to determine
compliance with certification of an Assisted Living
Program.

A094 481-89.27(1)a Nurse Review AD94

A084-481-69.27(1)a-Nurse Review i
481-69.27(231C) Nurse review. If a tenant does

not receive personai or health-related care, but The facility has updaled its tenant review
an observed significant change in the tenant's form to include more specific verbiage,
condition accurs, & nurse review shall be to cue for notation of adverse reactions

conducted. If a tenant receives personal or
health-related care, the program shall provide for
a registered nurse;

69.27(1)a To monitor, at least every 90 days,
or after a significant change in the tenant's
condition, any tenant who receives
program-administered prescription medications

for program-administered prescription
medications.

Facility has set an agreement with
consuiting pharmacy for 90 day review
of medications by a licensed pharmacist
in addition to above.

for adverse reactions to the medications and to Both items above were complete as of
- make appropriate interventions or referrals, and 03-21-17 and 03-31-2017.

to ensure that the prescription medication orders The Program Director will monitor

are current and that the prescription medications quarterly for continued compliance.

are administered consistent with such orders.
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This REQUIREMENT s not met as evidenced
by:

Based on inferview and record review the
Program failed to complete 90 day nurse reviews
as required for 2 of 2 tenants reviewed who
received program-administered prescription
medications (Tenant #1 and #2). Findings follow:

1. Review of Tenant #1's file revealad the
following:

&, The Service Plan dated 2-24-17 indicated the
Program administered medications as ordered by
the physician. .

b. Nurse's Notes dated 2-24-17 indicated a 90
day review was completed and referred to the
nurse review under the evaluation tab. The entry
did not include a review of the tenant's
medications. ;

¢. The 90 day Nurse Review dated 2-24-17 did
not include a review of medications administered
by the program. ,

2. Review of Tenant #2's file revealed the
following:

a. The Service Plan dated 12-22-16 indicated
i the Program administered medications at the
prescribed times,

b. Nurse's Notes dated 12-22-16 indicated a 90
i day review was completed and referred to the
written report under the evaluation tab. The entry
did not include a review of the tenant's
medications.

¢. The 90 day Nurse Review dated 12-22-18 did
not include a review of medications administerad
by the program.
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3. Interview with the Corporate Compliance
Nurse on 3-20-17 at 1:12 p.m. confirmed a
review of medications was not completed for
either tenant and the nurse responsible for
completing the reviews was no longer employed
with the Program.
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