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A 000 Initial Comments A 000
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
Number of tenants without cognitive disorder: 22
Number of tenants with cognitive disorder: 4
Total census of Assisted Living Program: 26
At the time of the recertification survey and
investigation #75352-C, the following regulatory i
insufficiencies were cited. Y21-67.9 ( «-{) a STAPFRIvE A os8
A 058 481-67.9(4)a Staffing A 058

481-67.9(231B,231C,231D) Staffing.

67.9(4) Nurse delegation procedures. The
program's registered nurse shall ensure certified
and noncertified staff are competent to meet the
individual needs of tenants. Nurse delegation
shall, at a minimum, include the following:

a. The program's newly hired registered
nurse shall within 60 days of beginning
employment as the program's registered nurse
document a review to ensure that staff are
sufficiently trained and competent in all tasks that
are assigned or delegated.

This REQUIREMENT is not met as evidenced
by:
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Continued From page 1

Based on interviews and record review the newly
hired Director of Nursing (DON) failed to ensure
4 of 4 staff reviewed were competent to perform
tasks associated with tenants' health and
personal related cares (CNAA, CNAB, CNAC,
CNA D). Findings follow:

When interviewed on 5/21/18 at 12:00 p.m.,
Certified Nursing Assistant (CNA) A reported the
former DON trained her on health and personatl
tasks to meet tenant needs. She had not
received any training from the new DON.

When interviewed on 5/21/18 at 12:40 p.m., CNA
B reported the only training she received on
health and personal related tasks was performed
by CNAA. She said she didn't receive training by
a nurse.

Record review of an employee list revealed the
DON's hire date as 3/5/18.

Record review of employee files on 5/21/18
revealed the following:

a. CNA A completed Registered Nurse (RN)
delegation training on 8/22/16.

b. CNA B completed RN delegation training on
10/27/16.

c. CNA C completed RN deiegation training on
8/31117.

d. CNA D was hired on 3/19/18 and had no
evidence of RN delegation training.

Further review of the files revealed no evidence
the newly hired DON ensured the CNAs were
competent to perform personal and health related
care tasks to the tenants in the Program.

When interviewed on 5/22/18 at 2:15 p.m., the
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A 058 Continued From page 2 A D58
DON confirmed she had not ensured staff were
competent to perform these skills for the tenants
in the Program within 60 days of her H81-67. 2% ( Da

employment.

A 038 481-69.23(1)a Criteria for Admission/Retention of | A038 |70 EAScRE THis CLitl poT RESSOR, THE

Tenants Don Awd OX&vTive Qlascroe EviCu €0

481-69.23(231C) Criteria for admission and Y81-LD.25(1), Priarose RETIREMEST

retention of tenants. Compmrv ot o8 Co FLvers (Cupierep
69.23(1) Persons who may not be admitted e ' e e e ﬂ

or retained. A program shall not knowingly admit PETirTon OF LaweR oF VARIAVCE

or retain a tenant who: Fr e, wor P/ BECAUE 0P it BB,

a. s bed-bound
s oun ST, ™HE Reumnivive 2% L85, 063 ered
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'tl;;\'is REQUIREMENT is not met as evidenced THIS AEGVLATIN. TN Ersee THHS Do &
Based on observation, interview and record Aor REdciur., THE EXEvnve Oigermp Anp
review the Program failed to discharge 1 of 1 Pen v1ee piscuge A Eesosurs wito preE

tenants reviewed who exceeded level of care

(Tenant#1). Findings follow: Crteries cine 4
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When interviewed on 5/21/18 at 12:00 p.m. SERVICES 0 111G

Certified Nursing Assistant (CNA) A reported CUET 4 RE 106wt K3 Gecs 10enirpy As
Tenant #1 had been bed bound for some time. Esovwo, 7HE €D or DeETsoues ret

She also reported Tenant #1 had a 24 hour care Aot ! e

giver from an outside agency who provided cares PY THE DEPerrmevr oF Inspection And
for him/her. CNA A said Program staff took APPEALS Lirma 29 thuns or THE MEST
meals to Tenant #1, and assisted occasionally Buswess OAY. [v Aoo)rro n, At R ? 10T
with repositioning. Program nursing staff v “ ,
administered the tenant's medications. 10 HAUE fetn (ocmriFien “aT g

Wh d /18 at 12:40 p.m., CNA AComroms Crumrin Pt perevpon bre
en interviewed on 5/21/18 at 12:40 p.m,, Be discug
B reported Tenant #1 was bed-bound and Sapery “"-9 A‘l':"t'- M;”rm‘I QAp Avd
received Hospice care at all times. Program staff CunmiEl JmgETNG . TAANILG Poe
only delivered meals to the tenant. AL DipexT CARE STHPS Haz Besn Alosi veD
18 twctvoE THE ABYvE REGUeATII AN A

; ; . RELIRTING GUIDEINET . L ILL AE CokhECTED
When interviewed on 5/21/18 at 2:30 p.m., BY: 9/13/,8.
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A038| Continued From page 3 A038 el ~(7.2¢ () a Service Peaws AoB(,
Licensed Practical Nurse (LPN) A confirmed N RE 5 P
Tenant #1 did not get out of bed and he/she had - LECARD 1O SEVICE Plav i
a sitter from an outside agency 24 hours per day. TCumnrs &) puo 2 , A worse RV (68 (s
LPN A said Program staff assisted Tenant #1 and ComprLersn ow VA /u
the sitter with repositioning occasionally. LPN A Chrnis 1m0 co [ 18 (worcarive A
thought Tenant #1 had been bed-bound for seven . Va8 (T70M AURSucan 1S
to eight months. bmﬁvfﬁ‘o . Ba TEVANT psy€ssmerny
CLE VPPATTY
When interviewed on 5/22/18 at 2:15 p.m., the c T8 REFLECT THE [ervTiPel
Director of Nursing conﬁrn'_\ed Tenant #1 did not Htvoes w Mhae SERVICE Llav . A NVRSC
get out of bed and had a sitter 24 hours per day. Revicw
] OF AU Revipens CtTH CviRdbaT
?bser:/zt‘:c;n‘on .5123;‘18 a.i %:goda.mi'revealed i:'" Cov0rrrons AV/s 2 TREATAMENT AT
enan ying in a hospital bed eating ARANAT
breakfast. A care giver sat at his/her bedside. WEne A CHM GE oF Cowointon| g couinty
The care giver reported the outside agency she (DepriFien aws AT [0 scarevh
. N o
worked for provided 24 hour care for Tenant #1, TS Cuswee were
assisting with bathing, grooming, incontinence Pian AdeY 1 e Servies
care, and repositioning. She reported Program « B EVSLA® it poey ot Reo
staff delivered mga!s, emptied g_arpage, did Rn Has Rercwen s ﬁ. Ly
Jaundry, and administered medications for Tenant v, TGV CATI0 v
#1. . ™ ADON it EQucamion [PRoVIOE
o
Review of Tenant #1's file revealed an age of 101 /2 / 18 13 A Dkoce CARE STAPF
with diagnosgs_s of dizziness., anxi_ety, pain, Reé GAROIN G (v €S OF enoirion.
nausea, vomiting, and cardiac failure. Tenant #1 7% €xs
was admitted to Hospice on 1/14/17. Tenant #1 ORE  ComprianceE Uyt (VP T
had a Global Deterioration Scale score of 3 as of OATE SCERVICE Plavs
2/22/18. The service plan stated all care was ; RN Avp foc
provided by private companion. The file did not DCSIG NEC Qe MiviroR Ary | CHAVGEL
contain any plans or notice of discharge from the —
Program due to level of care. Refokren By [/RECT CtRE StAFE For
A MG Ercanr CHAVGE,
6 .
A 086, 481-69.26(3)a Service Plans A 086 bite ge co By 7 /' 3 /’ 2
481-69.26(231C) Service plans.
69.26(3) When a tenant needs personal care or
health-related care, the service plan shall be
updated within 30 days of the tenant’s occupancy
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Continued From page 4

and as needed with significant change, but not
less than annually.

a. If a significant change triggers the review and
update of the service plan, the updated service
plan shall be signed and dated by all parties.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, the
Program Registered Nurse (RN) failed to update
tenant service plans with change of condition.
This affected 2 of 3 tenants reviewed (Tenant #1,
Tenant #2). Findings follow:

1. Record review of Tenant #1's nurses notes
revealed entries from 2/25/18 through 3/16/18
noting reddened groin area and treatment
completed. Review of the tenant's service plan
dated 2/22/18 and signed 3/26/18 revealed no
information about the change in skin condition
and treatment.

Record review of Tenant #2's nurses notes
revealed entries from 4/18/18 through 5/15/18
noting an open and reddened area on abdomen
with treatments completed. Review of the
tenant’s service plan dated 4/24/18 revealed no
information regarding the change in the tenant's
skin condition or treatments applied to the
abdomen.

When interviewed on 5/22/18 at 2:15 p.m., the
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Continued From page 5

Director of Nursing confirmed Tenant #1's and
#2's service plans contained no information about
the changes in skin condition or treatment for
either tenant.

2. When interviewed on 5/21/18 at 12:00 p.m.
Certified Nursing Assistant (CNA) A reported
Tenant #1 had been bed bound for some time.
She also reported Tenant #1 had a 24 hour care
giver from an outside agency who provided cares
for him/her. CNA A said the Program staff took
meals to Tenant #1 and assisted occasionally
with repositioning. Program nursing staff
administered the tenant's medications.

When interviewed on 5/21/18 at 12:40 p.m., CNA
B reported Tenant #1 was bed-bound and
received Hospice care at all times. Program staff
only delivered meals to the tenant.

When interviewed on 5/21/18 at 2:30 p.m.,
Licensed Practical Nurse (LPN) A confirmed
Tenant #1 did not get out of bed and had a sitter
from an outside agency 24 hours per day. LPNA
said Program staff assisted Tenant #1 and the
sitter with repositioning occasionally. LPN A
thought Tenant #1 had been bed-bound for seven
to eight months.

When interviewed on 5/22/18 at 2:15 p.m., the
Director of Nursing (DON) confirmed Tenant #1
did not get out of bed and had a sitter 24 hours
per day.

Review of Tenant #1's service plan dated
2/22/218 revealed he/she was independent with
all dressing and grooming tasks, bathed
independently, and was independent with
mobility with a manual wheelchair. The service
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plan did not reflect changes in Tenant #1's
condition regarding being bed-bound, needing
assistance with dressing, grooming, and
incontinence care.

When interviewed on 5/22/18 at 2:15 p.m. the
DON confirmed Tenant #1's service plan did not
reflect his/her actual needs for services because
the Program didn't provide the cares. If the
service plan reflected Tenant #1's abilities
accurately regarding the need for assistance and
being bed-bound, the fees for services would
increase even though Program staff didn't
provide those services.
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