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A 000, 481-67 Initial Comments

| Assisted Living Programs are defined by the type
 of population sgrved. The census numbers were
* provided by the Program at the time of the

! on-site. :

Gen‘eral Population Prdgram :

Number of teriants without cognmue disorder: -20
: : Number of tenants with cognmve disorder: 0
: Total Population of Program at time of on-siter 20

TOTAL census. of Agsisted Liv 'ng Prograri: 20°

The following regulatory insuff clencies were cited
{ during the. initial certification VIPlt conducted fo
! determine compliance with cetification for-an

! | Assisted Living Program:

A08B9 431-69.26(4)a Service Plaris ]

| 481-59.26{231C) Service plank.
‘_ 69.26(4) The seivice planjshall be

! individualized and shall indicate, at a minimum:
; a. The tenant's identified fieeds and
; preferences for assistance

. This REQUIREMENT i riot met as evidenced

:. hy ',

. Based on interview and record review.,the

' Program failed 1o develop service plans that
 indicated tenanits' identified negds for 2 of 3
i tenarit files reviewed (Tenants 1 and #2).
Fmdmgs follow; :

‘ 1 a. Record review of Tenant #1's file revealed
© an initial. assessment, dated- 11 -30-16, indicated
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Tenant #1 had a history of urmary tract infections \LU, m ii’\ ’k & 2 8{-‘/” \h' Cﬁ ).i

(UTIs) and was treated with ar antibiotic for 10
| days. Staff would monitor himfher for signs or d
i symptoms of a UT) and the pnfnary care hﬂ‘ 6\ \,\ \!\!i JL_') \1(7&\6{'%’(
; physnaan would be notified as; needed —~
- L é’\ e MX
A30 day-assessment, dated 12—30-16 indicated ,T v r‘f UL Ct m 1@"“’"
| Tenant #1 had been treated fof-a UTI and Tenant O 'X{ %4 “(7,\’( Hd‘ at 1{/ W,
{ #1 was aware of the symptoms and nofified either V ¢ (/ a_ '\
¢ the Program staff or a family member as Tenant - \' ij, L b(x UL il f
#1 experienced UTls and bronphms frequently. e LLVDPS
(oot T
‘ Tenant #1 was treated for a UT[ Staff would CULI { V\M v ( :
: administer the antiliiotics as ndted on the 0 H,\ ,\/Lrbz
: medication admiinistration reco}d An order for @ }\/.;B ‘(,\G\ Wi

elfex 500 milligram (mg), one *capsule by mouth

hree times every day for 10 ddys was ordered (j\dn\ L/Y\ U\_>\ i% rh (,"f'\ Tt
ated 3-2-17, H { C LID O’]‘/ ;
? Vgl WUIALL

he significant change of cond!tnon assessment
ated 5-26-17 reflected Tenant#1 had a history

: of UTIs. The service plan dated 5-26-17 did not
! reflect the history of UTls and antlblotlc treatment.

Nanatlve documentation, dated 3-2-17 . indicated

: b Tenant #1 had a physnaan o'der far
Nltroglycerm 0.4 mg. The service plan reflected
. staff administered medications! however, did not

. address the administratiori of Nitroglycerin.

1 2. Record review of Ténant #2lfile revealed ;
* Tenant #2 had physician orders for Systane

; Balance, one drop in each eye| Lotemax 0.50 %
_one drop in each eye-and Nitroglycerin 0.4.mg

i onetablet every five minutés as needed for chest
; pain. »

' Ttie service plan, dated 6-17-17, reflected the
i Program administered all.of Te nant #2's
. ‘medications; however, did not address the
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administration of the eye drops and Nitroglycerin. \V\\ ﬂu’r\ﬁ’ ! 0“\
3. Anvinterview with the Nurse on 6-1-17 at. %{,\;’\fh(ﬁ, (#55]\ CU’\& :
 appraximately. 2:10 p.m. indicated that additional ‘ : Sy
 dacumentation for service plafis could not be \,’\_)L !\\ \(\Q 7 C«k OU\\\
| found for any of the listed tenants. . : ) A e .
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