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| Assisted Living Programs are defined by the type |
of population served. The census numbers were f
provided by the Program at the time of the |
on-site. [
|

r

J

I

l

|

|

Number of tenants without cognitive disorder. 22
Number of tenants with cognitive disorder: 0
Total census of Assisted Living Program: 22

There were no regulatory insufficiencies cited
during the onsite infection control survey
completed 7-27-2020. |

The following regulatory insufficiencies were

cited during the investigation of Complaint ‘
#89462-C. |
J
|

A 096 481-69.27(1)c Nurse Review A 096

481-69.27(231C) Nurse review. If a tenant does
not receive personal or health-related care, but

an observed significant change in the tenant's
condition occurs, a nurse review shall be
\@\

| conducted. If a tenant receives personal or
| health-related care, the program shall provide for
a registered nurse or a licensed practical nurse
via nurse delegation:
69.27(1)c To assess and document the

health status of each tenant, to make |
| recommendations and referrals as appropriate, - ‘
1 and to monitor progress relating to previous } Qe Hl& ~—
|
1
|
|
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! recommendations at least every 90 days and
| whenever there are changes in the tenant's NS md}

‘ : )

| health status;

|
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l This REQUIREMENT is not met as evidenced
by:

\‘ Based on interview and record review the

' Program failed to assess and document the

| health status of tenants every 90 days as

| required for 1 of 3 tenants reviewed (Tenant #1).

| Findings follow:

| On 7-28-2020 a review of Tenant #1's file

l revealed a Cognitive, Health and Functional

| Evaluation Tool completed 5-24-19. The

| evaluation revealed she required assistance with
ambulation, bathing, dressing, medications, and

| eating due to choking problems.

| The resident discharged from the facility in
| January 2020. Review of Progress Notes
. revealed a 90 day review completed on 8-21-19,

r No further nurse reviews could be located.

| On 7-28-2020 at 2:29 p.m. the Administrator
| confirmed this finding.
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A096- Nurse Review

Accept this as Heritage Court Assisted Living’s credible allegation of compliance.

The Director of Assisted Living or designee is responsible for reviewing the tenant’s personal or
health-related care and update the service plan for any significant changes in condition or at
least every 90 days.

The Director of Assisted Living has created a tenant assessment monitoring tool to ensure

compliance.

The Administrator and/or designee will monitor for compliance and the results will be brought
to the Quality Assurance team at least quarterly for review.

Date of compliance: 07/28/2020
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