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A0 il Carments A This Plan of Correction is prepared
Assisted Living Programs are defined by the type | ;Tgmitted as required by law. B 1/12/2024
of population served. The census numbers were | submittin "
provided by the Program at the time of the this Plan %f Correction, Valley
QAR Lodge does not admit that the
Number of tenants without cognitive impairment: gﬁfjtfllizl}g{r:]ls;igst L e
6 o v 1
- Number of tenants with cognitive impairment: 0 | facility admit "
Total census: 6 - ;[jor any statements, findings, facts,
The following regulatory insufficiencies were cited conclusions that form the basis for
during the investigation of Complaint #116985-C: the alleged
; deficiency. The center reserves the
A 150 481-67.2(3) Program Policies and Procedures | A150 gggfl;?]ge in legal and/or regulatory
| 67.2(3) The program shall follow the policies and O;m. istrati di th
procedures established by the program. ‘ geficliréncy i e
statements, facts, and conclusions
This REQUIREMENT is not met as evidenced that form
by: the basis for the deficiency.
Based on interview and record review the
Program failed to follow established policies and A150 Program and Policy
procedures for personal emergency response
and for tenant falls regarding 1 of 1 tenants Tenant 1 is no longer residing at
reviewed who fell and sustained a hip fracture Valley Lodge
(Tenant#1). Findings follow:
) ) Current tenants have the potential
Record review on 11/2/23 revealed an Incident to be affected
Report (IR) for Tenant #1 dated 11/16/23 at 4:00
pm. Tenant #1 was observed on the floor of her Education was provided to nurses
room. Tenant #1 said she crouched to get a on the program and policies of AL
puzzle piece off the floor and lost her balance.
She complained of groin pain and numbness of Weekly audit x 4 will be completed
her leg. Outward rotation of the left foot was to include staff interviews on the
observed. program and where to find policies
When interviewed on 11/28/23 at 9:35 a.m, the fo AL, T PGl WapIe Pepr
: . : ; and injuries
Program's delegating nurse explained she arrived
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A 150

Continued From page 1

to the Program and observed Tenant#1 in a
chair. The nurse from the nursing facility (Nurse
A) was attending to her. She was told Tenant #1
got the attention of other tenants who went to the
nursing facility to inform staff that Tenant #1
needed assistance since no one had answered
her page. The delegating nurse confirmed no one
answered Tenant #1's page/personal emergency
response pendant for at least 25 minutes, '

On 11/25/23 review of pendant data provided
confirmed Tenant #1's pendant alarmed for 28
minutes. The Program's 24 hour Emergency
Response system policy dated 2007 directed all
emargency pages should be answered
immediately by staff.

When interviewed on 11/28/23 at 12:08 p.m.
Nurse A admitted she failed to answer a pager
that continued to alarm while it laid on the
counter. {The pager had been taken to the
nursing facility as the Program staff had to leave.
The delegating nurse was on her way in to work
but had not yet arrived.)

Further record review on 11/28/23 revealed the
Program's Tenant Falls policy. The policy directed
not to move a tenant if their imbs were in an
unnatural position.

During her interview on 11/28/23 Nurse A
admitted she had moved the tenant even though
she complained of groin pain and numbness in
her leg and she observed an outward rotation of
the tenant's leg. The nurse confirmed she was
not trained on the Program's policies and
procedures.
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A 525 Continued From page 2 | A525
A 525 481-69.29(3) Staffing | A525
69.29(3) The owner or management corporation .
of the program is responsible for ensuring that all ASE] Slafting
personnel employed by or contracting with the
program receive training appropriate to assigned y ot
tasks and target population. Tenant 1 is no longer residing at
Valley Lodge |
This REQUIREMENT is not met as evidenced Current tenants have the potential
by: to be affected
Based on interview and record review the . _
Program failed to ensure all personnel including Education was provided to nurses
' contract/agency staff were appropriately trained on the program and policies of AL
to meet the tenant needs regarding 1 of 1 tenants ] :
reviewed who fell and sustained a hip fracture Weekly audit x 4 will be completed
' (Tenant#1). Findings include: to include staff training on the
program and where to find policies
Record review on 11/28/23 revealed no training for AL to include incident reports
documentation for Nurse A (agency staff). When and injuries.
interviewed on 11/28/23 at 12:08 p.m. Nurse A
admitted she had received no training specific to
the Program including policies and procedures.
When interviewed on 11/2/23 at 3:29 a.m. the
traveling administrator confirmed no training
documentation for Nurse A could be located.
v 6/27/24
|
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