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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. 62
Number of tenants with cognitive disorder: 1
Total census of Assisted Living Program: 63

There were no regulatory insufficiencies
identified in the investigation of Complaint
#82057-C.

The investigation of Complaint #81803-C
resulted in the following regulatory insufficiency.

481-69.26(4)a Service Plans

| 481-60.26(231C) Service plans.

69.26(4) The service plan shall be
individualized and shall indicate, at a minimum:
a. The tenant's identified needs and

: preferences for assistance

: This REQUIREMENT is not met as evidenced
by

Based on interview and record review the
Program failed to develop a service plan that
reflected identified needs for 1 of 1 tenants
reviewed with a managed risk agreement (Tenant
#2). Findings follow:

During an interview on 4-4-19 at 10:18 a.m. the
Home Health Agency Administrator revealed
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 tenants had pendants to call for help for
- emergency situations. For non-emergency
- situations tenants called via the telephone. None

of the tenants had been discouraged from using

- the pendants for emergencies; however,
" inappropriate use of the pendant had been

discussed with Tenant #2. She had used the

_ pendant for non-emergency situations and had a
" managed risk agreement related to the issue.

The Program's policy regarding 24-Hour
Personal Emergency Response System Policy
reflected the pendants were to be used for

. emergency purposes only.

. Record review on 4-3-19 revealed Tenant #2 had
" amanaged risk agreement dated 2-14-19. The

Cause of Concern section indicated Tenant #2

: used her pendant eight times since 2-1-19 to

request non-emergency assistance via the
pendant. Tenant #2 requested assistance with
standing and/or pulling up her pants or retrieving
miscellaneous items. The agreement stated

: Tenant #2 was unsteady and needed

strengthening to achieve her "optimal level of
function to remain safe in her apantiment." Tenant
#2 refused therapy for strengthening. The
Probable Consequence section indicated
continued refusals of physical therapy (despite

« physician recommendation) could result in the

termination of Tenant #2's lease and discharge
from the Program. The Administrator and Home

- Health Agency Administrator signed the

agreement on 2-14-19. Tenant #2 refused to

- sign on 2-14-19 but signed the agreement on
* 3-9-19.

Review of Tenant #2's service plan reflected she
refused therapy; however, it did not reflect the
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" use of the pendant for non-emergency needs and
. the issues with care needs and strengthening as ‘
indicated in the Managed Risk Agreement.
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Response to Statement of Deficiencies - Plan of Correction

Complaint 81803-C
April 29, 2019

481-69.26(4) a Service Plans — shall indicate tenant’s identified needs and preferences for assistance -
conformance with issues and consequences referenced in managed risk agreement.

This deficiency was corrected at time of survey and the corrected service plan was provided to DIA.

Plan of Correction: All requirements have been updated on the service plan. Staff will be oriented and
trained regarding requirement for service plans to conform to pending managed risk agreement and
other documentation bearing on service plans. Date of compliance is May 3, 2019. To avoid recurrence,
two random service plans will be audited monthly for a period of two months for conformance with
patient chart documentation bearing on service plans.
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