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A 000 Initial Comments

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.

Number of tenants without cognitive disorder: 17
Number of tenants with cognitive disorder: 4
TOTAL census of Assisted Living Program: 21

The following regulatory insufficiency was cited
during the investigation of Complaint #71199-C.

A 083 481-69.26(1) Service Plans
481-69.26(231C) Service plans.

69.26(1) A service plan shall be developed
for each tenant based on the evaluations
conducted in accordance with subrules 69.22(1)
and 69.22(2) and shall be designed to meet the
specific service needs of the individual tenant.
The service plan shall subsequently be updated
at least annually and whenever changes are
needed.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the
Program failed to complete a comprehensive
assessment and to update the service plan
following a change in condition for 1 of 2 tenants
reviewed (Tenant #1). Findings include:
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A 083 Continued From page 1 A 083

On 12/12/17 at 10:00 a.m. record review
revealed Tenant #1 was admitted to the Program
on 6/11/14 with a diagnosis of Alzheimer's
disease. Tenant #1's most recent service plan
revealed he/she had fallen one time in the past
year prior to the development of the plan on
2/10/17.

A review of nurses' notes and incident reports
revealed the tenant fell on 2/26/17, 3/01/17,
3/02/17, 3/13/17, 3/17/17 and 3/21/17. A nurse
review was completed by the Director of Nursing
on 3/24/17 to address the falls. The nurse review
revealed some of the falls occurred when the
tenant was returning from the bathroom between
6:30 p.m. and 7:00 p.m. Staff already assisted
the tenant with ambulation to and from the
bathroom and would be instructed to be with the
tenant during that time frame to assist and
prevent attempts at independent ambulation.
Orders for PT/OT services were also obtained
from the tenant's physician which were expected
to be short term in nature.

A comprehensive evaluation of Tenant #1's
health, cognitive and functional status was not
completed following the 3/24/17 nurse review
even though the tenant had experienced a
significant change. Tenant #1's service plan
dated 2/10/17 was not revised to include the
mobility management interventions noted in the
nurse review.

On 12/12/17 at 12:53 p.m. the Executive Director
and the Director of Nursing confirmed a
comprehensive evaluation had not been
completed following a significant change and the
service plan was not modified to include mobility
management interventions.
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