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~~=4 000: 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: 9
Number of tenants with cognitive disorder: 0
TOTAL census of Assisted Living Program: 9

The following regulatory insufficiencies were cited
during the recertification visit conducted to
determine compliance with certification for an
Assisted Living Program.

A 059 481-67.9(4)b Staffing
-
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:

b. Within 30 days of beginning employment,
all program staff shall receive training by the
program's registered nurse(s).

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the
Program failed to ensure training on all nurse
delegated tasks within 30 days of hire, including
training on the supervision of self-administration
of insulin. This pertained to 4 of 4 direct care

| staff reviewed (Staff A, B, C and D). Findings
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f
When interviewed on 4-10-19 at 9:25 a.m. Staff D 0f }7 W ‘f{
reported staff assisted Tenant #1 with the blood M /( C by 7
glucose check and staff put the needle on the flex M
1 insulin pen, dialed it up and Tenant #1 injected i /ﬁﬁe w / / / 1o w ;; /7~ /,/9
. the insulin. %\
| 5 AVAY g 0 - 5
Record review on 4-10-19 revealed the following: Mg e
a. Staff A's training documents revealed a hire g CCKS’ \/’/)ﬁ
date of 11-27-18. - AletV % 0
b. Staff B's training documents revealed a hire A p&
date of 11-7-18. ens (/‘JZ fo’
y o710
i ¢. Staff C's training documents revealed a hire p f
‘ 6
| date of 8.6-18. AW
| d. Staff D's training documents revealed a hire '?’77 1 9 hz &,/f fol@
date of 5-24-17. 7[//’ & M) - /,/C?
2 g 4
Additional record review revealed nurse / m@ﬂ
delegated training documented for StaffA, B, C, u2€ S Q‘,&he 6;;7
and D failed to include fraining on the supervision / h af y
of self-administration of insulin. ,}0
When interviewed on 4-10-19 at 10:10 a.m. the U \// 9 },)
Nurse confirmed there was no additional nurse W7 / 9., ///q
delegated training for the staff listed above. / éj)
AQ71 481-689.25(1)i Tenant Documents AQ71 W / / <
481-69.25(231C) Tenant documents.
89.25(1) Documentation for each tenant shall
be maintained by the program and shall include:
i. When any personal or health-related care is i
delegated to the program, the medical i
| information sheet; documentation of health :
professionals’ orders, such as those for
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A071| Continued From page 2 AQGTY _..-—#)6 n W ; 'S .}W 4 /’/9
- treatment, therapy, and medication; and nurses' ZL%W &qﬂ 0 W
notes written by exception , / l‘ ) /)& p }7%
%%Qu// )
She (WC &Wc
; This REQUIREMENT is not met as evidenced W % é e X-zb
by:
Based on interview and record review the UZ)& (9 W f
Program failed to document nurses notes by
exception. This pertained to 2 of 2 tenants .,;’]?076 /’) LL/QJ / /7 )7 O \ —}L pr 20—7‘?
reviewed (Tenants #1 and #2). Findings follow: w ( / / }O £ }/e 4
/ )
1. Record review on 4-10-19 of Tenant #1's file h e /r) %Sﬁ 0
revealed Cobble Creek Nurses Notes indicated W 7[&‘(,1,
o Tenant #1 returned from the hospitai on 3-8-19 :

after having his fourth and fifth toes amputated.
Further review failed to provide documentation in
nurses notes regarding when Tenant #1 left the
Program or what precipitated him leaving and
being hospitalized.

2. Record review on 4-10-10 of Tenant #2's file
revealed Cobble Creek Nurses Notes indicated
Tenant #2 returned from the hospital on 2-23-19.
Further review failed to provide documentation in
nurses notes regarding when Tenant #2 left the
Program or what precipitated him leaving and
being hospitalized.

An interview was completed on 4-10-10 with the
Nurse and Director. it was reported Tenant #1
was gone for eight weeks for a foot issue and
Tenant #2 was in the hospital for less than two
weeks for behavior. There were no additional
nurses notes documented for the tenants noted
above.
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A 086 481-69.26(3)a Service Plans AQ086 w I' / / m %
481-69.26(231C) Service plans. L COIE MGG T '7

69.26(3) When a tenant needs personal care or ¢
» o ' eﬂl//ﬂ) o7

health-related care, the service plan shall be

dated within 30 days of the tenant ; WM 07[ 5
updated within 30 days of the tenant's occupancy M»/hl m/ C/’?aﬁgg :

and as needed with significant change, but not ]’l/

less than annually. (/(ﬂ 7 m

a. If a significant change triggers the review and 0 : / ﬁ /‘6 0()

update of the service plan, the updated service r 6 U s

plan shall be signed and dated by ail parties. - )Qh {W]C@j L }7_ /‘_,/(

* plhn eI e
WQL D ‘

i b g

This REQUIREMENT is not met as evidenced

by:
Based on interview and record review the

Program failed to develop service plans to reflect J ’/Lﬂv /?
the identified needs of the tenants. This - W ) )’
i

D
]
&
3y
~)

pertained fo 2 of 2 tenant files reviewed (Tenants U }( [/d
#1 and #2). Findings follow: S@VV 7 [@ /M

1. Record review of Tenant #1's file on 4-10-19 O f OJ@?’)

revealed a diagnosis of diabetes mellitus, type ! }’) W . Z(QJL/CV S

insulin dependent.

When interviewed on 4-10-19 at 9:25 a.m. Staff D ,_W E )\] v (/L(/
reported staff assisted Tenant #1 with the blood an of a/(/(/
glucose check, and also put the needle on the }’ @(] / € C() ﬂ w/ / /

flex insulin pen, dialed it up and Tenant #1 {f
! injected the insulin.

: Continued record review revealed the March )/)f €
2019 medication administration records reflected
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Continued From page 4

staff initialed for blood glucose checks four times
daily and assistance with insulin administration
four times per day. The service plan reviewed on
3-11-19 failed to reflect staff assistance with
blood glucose monitoring or supervision of
self-administration of insulin.

2. Record review revealed Cobble Creek Nurses
Notes indicated Tenant #1 returmned from the
hospital on 3-8-19 after having his fourth and fifth
toes amputated. Hospital discharge orders dated
3-11-18 reflected Tenant #1 had amputation of
the right fifth toe. History included: right foot
osteomyelitis/gangrens/Methicillin-resistant

! Staphylococceus aureus (MRSA). The foot was to

be left open to air. No further intervention was
needed and Tenant #1 wouid foliow up with his
primary care physician.

Continued record review revealed Tenant #1's
service plan was reviewed post hospitalization;
however, failed to reflect the toe amputation,
current treatment of the area and history
indicated on the orders including right foot
osteomyslitis/gangrene/MRSA or precautions with
cares.

3. Record review of Tenant #2's file on 4-10-19
revealed diagnoses included: dementia and
generalized convulsive epilepsy.

Continued record review revealed Cobble Creek
Nurses Notes indicated the following:

£ a. On 2-23-19 it was noted Tenant #2 retumed

from the hospital.

b. On 3-14-19 Tenant #2 was seen in the
emergency room (ER) for an unresponsive

A086

2
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A 086 Continued From page 5 A086 !
-regip— !
episode and was started on Keppra. ;
!
¢. On 3-28-19 Tenant #2 was redirected easily ;
when he became argumentative. ;
When interviewed on 4-10-19 the Nurse and
Director reported Tenant #2 was hospitalized in
February for behavior, as he had previously
displayed anger and had medication changes.
He was seen in the ER {in March) for seizures in
his sleep.
Continued record review revealed Tenant #2's
service plan, reviewed 2-23-19, failed to reflect
Tenant #2's behavior and interventions. The
service plan also failed to reflect Tenant #2 had
seizures and treatment.
BN o

i
'
H

When interviewed on 4-11-19 the Nurse and
Director reported all service plan documents were
provided for the tenants listed above.
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