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A000| 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.
Number of tenants without cognitive disorder. 0 3
Number of tenants with cognitive disorder: ki ;
TOTAL census of Assisted Living Program: 11
The following reguiatory insufficiencies were cited
during the investigation of complaint #77095-C:
A003 | 481-87.2 Program policies and procedures A 003
481-67.2(2318,231C,231D) Program policies /
and procedures, including those for incident 77% [1/ { lf €( 71?72 [ /U/ /
reports. A program's policies and procedures T //( /
must meet the minimum standards set by /Q[l( )
applicable requirements. The program shall ( € C(/{ L Lf‘
follow the policies and procedures established by }/C
a program. All programs shall have policies and [l ( / C ({ (Q’Qfﬂ'/’\fm
procedures related to the reporting of incidents S/ 7L/?€ PIEIS,
indluding allegations of dependent adult abuse. }’ fﬁﬂ( £' j )
WMM # eﬁv @
B A
(G e, o
Uhat+hey DavEree
This Requirement is not met as evidenced by: _ M b [/ / , ‘
Based on interview and record review the \7%1 l‘“-y { '
Program staff failed to consistently follow policy ) P - J\ M {7 )/f /)(_
and procedures as outiined in the Program’s (’ ( ) ]4 / . e e . } 7
Policy Manual. This affected 1 of 3 tenants <57 T an % _/ Vi calt
reviewed as a result of Complaint 77095-C and 7L [ A{ 7['% //}/) - p g
potentially affected all tenants. Finding follows: \S 7/ ﬂ 7[) ’/‘ ['L > b //)W{f
When interviewed on 8/6/18 at 12:47 p.m. the Al [Z/”( o4 //Z /[ }’)f[(,/
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A003| Continued From Page 1 A003 ; fj,%AI /{/)7//
Director confirmed a staff member brought her € cCom /(’ /(’ 7 b(/
child to the Program on two to three occasions - Y \7f £
when she was scheduled to work. According to / [7 "_\% / - [j ’ 3 /0
the Director the staff person could not secure child T - Y
care so she and an assistant said she could bring D{ ¥ & 87%2 ["(" / / % i
her child to the Program while she worked. (, / 7/) /Q ’/-[) m 717L JM
Record review on 8/6/18 revealed the Program's 7{) C. //f[‘ g \5/{(/; o
House Rules from the Policy Manual. The rules . W Ve
were noted to apply to staff and tenants and b€‘jé{//€ (/; ' /
included the following: "An adult must always L1
supervise children while visiting the facility.” 79‘ / / DZ/L)/ ' %} ’ //) {
s
When interviewed on 8/7/18 at 10:45 a.m. the P )/0[ f{’ (T(F
Director confirmed a staff member had brought
her child to work with approval and/or
authorization of her supervisor. She
acknowledged that staff having a child at work
could interfere with the care provided to tenants.
A014 | 481-87.3(3) Tenant Rights AO14 \7%6’ (1/ LV E (37% // (ALY / /
481.67.3 Tenant rights. Alltenants have the ‘ 9[{ 7 . /7() 17¢11S
following rights: [,( / ’ !
67.3(3) To receive respect and privacy in the ' 7Lf f’)a Vi
tenant's medical care program. Personal and
medical records shall be confidential, and the
written consent of the tenant shall be obtained
for the records’ release to any individual,
including family members, except as needed in
case of the tenant's transfer to a health care
facility or as required by law or a third-party . ‘
payment contract. . , .
ﬁ%f m Mﬂ’J et
Dhsas wells
This Requirement is not met as evidenced by: Ied, o {:(
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A014| Continued From Page 2 A014 [’ 7&) (
Based on observation and interview the Program L(} / / /
staff failed to consistently respect tenants privacy.
This affected 1 of 1 tenant (Tenant #3) who had a INec / /7(
physician’s appointment they day of observations. d /. J Ve ( S
Finding follows: [,( 1€ (R

g;;ewaﬁmsoneleﬂsat 11:30 a.m. revealed \J/){j { / /’( y /((:)d
A administered ication to Ten . / -~
Tenammngz:csetawmmxsumyt:r;asa:n?smm D{[f( ﬁh’e (7! fg@ n 7721?
ol o o e fo CIC,,

administration Stafl A held a phone conversation /i e Lt &
with the Director who was not on-site, regarding nzp %) i1 b [)//C/
the complaint. She made several comments \H/)f"

about a former tenant. At 12:34 p.m. StaffA f

L }
~ e ( LRE
talked o other tenants about Tenant #3's medical £ P)T((}[{ﬂ L/Qﬂ{

appointment earlier that moming for her back. % J [ ’(,77 Z [ b( (’0 4
When interviewed on 8/7/18 at the Director 71 : /»37’/ﬁ' '
acknowledged that Program staff shouid not /D(/ /D '
discuss tenant private matters/medical issues with
other tenants.

A033! 481-69.21(3) Occupancy Agreement A033

£

481-69.21(231C) Occupancy agreement. ? - . ﬁ /
69.21(3) The occupancy agreement shall be £ d { lfe (~ f‘ (/(f/ /
reviewed and updated as necessary to refiect :

any change in services or financial

arrangements,

This Requirement is not met as evidenced by:
Based on interview and record review the
Program failed to review and update the
Occupancy Agreement (OA) as needed to
incorporate changes to criteria for
admission/retention. This affected 7 of 11 tenants
currently residing at the Program and 1 tenant
who moved from the Program. (Tenants #1-#6
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A033 | Continued From Page 3 A033 b( / [) _ 3 } / f;) % e
and #8-#10. Finding follows: / /
- Al Fector unllioe
Record review on 8/7/18 revealed the Program OA é Z M
and supporting documents failed to include all J( /( r € 7‘1:“ F p A )
criteria for admission/retention of tenants. S / Z //) € [ U /\ f‘
When interviewed on 8/7/18 at 10:10 a.m. the m dﬁ% M b (ﬁ//
Director confirmed the Program failed to update N /,9
current tenant OAs when program rules changed }
to include an additional admission/retention
criteria. She said she updated the OA for new
tenants after a complaint investigation in March
but did not notify/update cumrent tenants of the :
change in admission/retention criteria.
AD37| 481-69.22(2) Evaluation of Tenant A037 F# C G 7Z7 Vf / /77/ 7/7{77[// Zld ‘/ )
481-69.22(231C) Evaluation of tenant ‘7'//’)6 { [ // / / 71{ /) ( (€}
69.22(2) Evaluation within 30 days of
occupancy and with significant change. A A / / r
program shall evaluate each tenant's functional, Y ¥/,
cognitive and health status within 30 days of //)/ 7/7 V7 é € ‘ﬁ LA)/)
occupancy. A program shall also evaluate each M A (l / \7%€ |
tenant's functional, cognitive and health status as P i
needed with significant change, but not less than h p [Z ( ( /7(%7 m
annuaily, to determine the tenant's continued ﬂ //) o
eligibility for the program and to determine any f/(,f@% {t (Z. 7L7Ci 77 ‘?J
changes to services needed. The evaluation
shall be conducted by a health care professional ﬁﬁ [76 72‘//{\ / /27# C[/(}O 7%’;/
or human service professional. A licensed / [s k 7% O/ A 7
practical nurse may compiete the evaluation via m BJ
nurse delegation when the tenant has not /f)C‘\j}(Q/ b fyr
exhibited a significant change. % J [l J 74 W/L ( 4
e ALE k’ S
Do all
This Requirement is not met as evidenced by: /
Based on interview and record review the [ /hﬂ J /) /7 (éi’
E o _ _ %Shf (L / 0 € L
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A 037 Continued From Page 4 A 037 »;ﬁ
: L MMori 70 +o %{f
Program failed to complete cognitive evaluations J [ L i/ ﬁ\%})ﬂ'// [Z / (
when tenants experienced a significant change. laY,
This affected 2 of 3 current and former tenants / b( /N J / [\ / 1 f(;‘
(Tenants #4 and #10) reviewed. Findings follow: \7%{; //? [ ) //) ( { // 6
L2 5/ / C
Record review on 8/7/18 revealed Tenant #4 [{ 716([
returned to the Program from a hospital stay on [ ,(_ ] / / / f C /_9
9/8/17. The Program's Nurse completed a tenant & ( }/)g ) C///][ b\//gff
re-assessment on 9/8/17. Review of the f 7/7 /7 / (%[ /
re-assessment revealed the Program Nurse g
completed functional and health evaluations, but \—///'[(% ) /)/}ﬂé/ (\(V
failed to complete a cognitive evaluation.
Record review on 8/7/18 revealed Tenant #10
retumed to the Program from hospital stay on :
4/30/18. The Program's Nurse completed a
tenant re-assessment on 4/30/18. Review of the
re-assessment revealed the Program Nurse
completed functional and health evaluations, but
failed to complete a cognitive evaluation,
When interviewed on 8/7/18 at 10:30 a.m. the
Director confirmed the only evaluations she could
locate were the functional and health evaluations.
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