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. Assisted Living Programs are defined by the type
of population served. The census numbers were A-145: Evaluation of Tenant
. provided by the Program at the time of the - For ail tenants identified during the survey: a
on-site. licensed nurse or qualified professional completed
| ) o , : updated a comprehensive evaluation, addressing
Tenants without cognitive impairment. 8 . physical, cognitive, functional and psychosocial
. Tenants with cognitive impairment: 0 status; Evaluations were dated, sighed, and place
-~ Total census: 8 in the tenant record; service plans were reviewed
; . ) . , and updated, as applicable, to reflect the findings
The following regulatory insufficiencies were cited the evaluation and implemented immediately.
~during the investigation of Incident #131262-1 and The DON or desighee conducted a 100% audit of
Complaint #131167-C. current tenant record to verify: An evaluation was
~ . completed prior to admission or occupancy, as
A145 481-69,22(3) Evaluation of Tenant A 145 required: evaluations are current and reflect the

69.22(3) Evaluation annually and with significant
change. A program shall evaluate each tenant's

with significant change, but not less than
annually, to determine the tenant's continued
eligibility for the program and to determine any

" be conducted by a health care professional, a

" human service professional, or a licensed
practical nurse via nurse delegation when the
tenant has not exhibited a significant change. A
licensed practical nurse shall not complete the
' evaluation when the tenant has exhibited a
significant change.

i This REQUIREMENT is not met as evidenced
by:

' Based on interview and record review the
Program failed to consistently complete

- evaluations with a significant change of condition.
This pertained to 1 of 1 tenants reviewed with a

functional, cognitive and health status as needed

changes {o services needed. The evaluation shall .

|

|
|
I
|
f
]
|

tenant's present condition and needs; avaluations
are completed with significant change in condition
and at required intervals; documentation is compis
signed and dated. : .

The Assisted Living Program implemented the
following sysiemic actions: evaluations. are
completed prior to admission and before final
acceptance and ongoing evaluations occur with
significant change. '

To enusre compliance the DON/ desighee will
perform monthly audits of a minimum of 2 tenant
records x 4 months for the presence of completed
evaluations, timeliness and accuracy of
completeness. Any identified issues will trigger
immediate corrective action and staif re-education
needed.
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A 145 Continued From page 1 A145 i
significant change of condition {Tenant #1).
Finding follows: ]
Record review on 3/23/26 revealed Tenant #1's }
Brief Interview for Mental Status (BIMS) dated | A-390- Service Plans
1/13/26 indicated a significant change of | For all tenants identified during the survey: a
condition due to hospitalization for pneumonia. l licensed nurse reviewed he most recent tenant
, - [ evaluations conducted and individualized service
f “ré?er r?cc\nlrc: repe:v ’%‘z‘:ﬁ_ae'sd T‘;?ea"h and ' plans were updated or developed to accurately
unctional evaluations anti1. - reflect and identified needs and preferences for
When interviewed on 3/23/26 at 5:00 p.m. tha assistance; services provided under the occupandy
 Administrator confirmed the Licensed Practical | ﬁ%ﬁﬁgﬁgEtfg?%ﬁ;giig?\ﬁﬁzep%\fg;ges; and
complote the health and functional svauations f | Updatod servce pians wore reviewed wiih the
" determine Tenant #1's continued eligibility after | tenan: and) OCI Iegac; _reprlesentatlvg and placed in the
her hospitalization and charige of condition. Eﬁ:‘;g (;?\J(;Odreiigge;nggnzpsg’ggi ‘g{‘)”%%?fg‘;‘%’éwe
’ , audit of ali current tenant service plang to ensure
A390 481-69.26(3)e Service Plans ; AS80. compliance for the following: each tenant has a
; . service plan; service plans are based on current
69.26(3) When a tenant neelds personal care or evaluatignS' and planz are updated- at least
heaith-related care, the service plan shall be \ annually Within 30 days of ocoupancy when
- updated within 30 days of the tenant's occupancy ’ : . ' .
and as needed with significant change, but not ' gﬁ;sgig?]lif?c:ahniegg; ; letfﬁdcgiﬁt}ﬁ,?eeded and with
less than annually | The Assisted Living program implemented the
@. The service plan shall be reviewed, updated if | following systemic actions: revised admis.sion and
recosary mdsonadsnd Gty A paienst | S ey pes 5 e ey
east annually. g
Y and service plans are updated within required
This REQUIREMENT is not met as evidenced timeframes. ,
by: : The DON/designee will complete monthly audits ﬂf
Based on interview and record review the a minimum of 2 tenant records x 4 months to
Program failed to consistently update services ensure: service plans are present, current and
plans annually. This pertained to 1 of 2 tenants | individualized; updates occur with significant
* reviewed (Tenants #1). Finding follows: [ change and at least annually and signatures and
! dates are complete.
Record review on 3/23/26 revealed Tenant #1's 1 Compliance date: 04/08/2026
" service plan revised 4/1/23. Further review
iR
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indicated the service plan lacked signatures and
had not baen upsated at least annually. Tenant
i #1 took ooccupancy on 10/30/21 with the Program.

; During the exit on 3/24/26 af 12:45 p.m. the
Administrater cenfirmed the Program providad
Tenant #1's mast recent sarvice plan and the

¢ Program failed to update and oblain signatures at
least annually.
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