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Initial Comments

Assisted Living Programs for People with
Dementia are defined by the population served.
The census numbers were provided by the
Program at the time of the on-site.

Number of tenants without cognitive impairment::
12

Number of tenants with cognitive impairment:: 8
Total census: 20

No regulatory insufficiencies were cited during the
investigation of Complaints #111738-C,
#112596-C, and #113634-C.

The following regulatory insufficiencies were cited
during the investigation of Complaints #112787-C
and #113694-C.

481-67.2(3) Program Policies and Procedures

67.2(3) The program shall follow the policies and
procedures established by the program.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the
Program failed to follow its policy on disposal of
sharps for 1 of 1 tenant reviewed who received
insulin injections (Tenant #4). Findings follow:

Review of Tenant #4's Medication Administration
Record for June 2023 revealed he received
insulin injections daily.

Review of the Medication Administration
procedure for insulin injections confirmed used
needles were to be disposed of in a sharps
container.
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On 6/1%/23 at 5:11 p.m. Si=ff A siated she - : .
disposed of used needles in a pee container and o1 proper poliey and PRCediLy,
then put the cup into the garbage becausa a ov 'SrhflE.P‘Sn d«i%{m{":ﬂ_;\ 223
biohazard sharps contalner was not avallabla.
. [ 4] N H
On 819723 at 5:30 p.m. Staff B reported a | *Ehors Conrdatnet proidec)
bioh=azard sharps container was not available to to enorvt B4, lp~24-2.3
dizpose of the used needles, She =aid she saw a
urine cup In the cupboard and was not sure what | st el
it was for and wrapped the used needles In her *Heatth and WEUWE}&S bivecror
gloves and disposed of them in the reqular frash. _ Uﬁh‘.\,\ red Q.‘i:f:ro. Shcurpﬁ
‘ o .
On 6/19/23 at 6:29 p.m. the Health Care Cortadness 4o have en hond.
Consultant confirmmed Tenant #4 received insulin a4 : .
Injections. She stated she provided a urine Wil awdat Sharps Inveriory 71903
sar&mgle ct;p:‘:c;gl?taﬁ ta put‘t}ﬁi-ezi uaadbr;eﬁdles c;nto Weekh toe. H weeks | b'\*\NEQU\
and Torgd ow LR on gal ng a blohazZar R
sharpa container. foe. 2 momths And +Hen
Monthiy thaeafiee .
A 1680 481-87.3(2) Tenant Rights A 160 . .
* Wil audit residents
481673 Tenant rights. All tenants have the Rm{é_ﬂﬁn@ ust o sharpS
following rights: tontounge fhe proper use
67.3(2) To recelve cars, treatment and services WeEKN Y weaks \Oi"'WQﬁKl\[
which are adeguaie and approptlate. ] ’F&R '2. o m‘(*hS A Mo Tﬂ-NL(
thueafter.
Reaults of ol gudils il
'tl)";l.ia REGUIREMENT is not met as evidenced ce brougint G APT For. Reviews
Based on Interview and reord review the _ Q"E_ﬂ Qc’wihﬁh Plon dﬁVﬂlDPE‘CJ )
Program falled to provide adequaté and I tngdi codked .
approptiate care, treatment, and servicas to 3 of
B tenants revlewed {Tenant #1, Tenant #2, and
Tenant #5). Findings follow:
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On 6/20/23 at 11:45 a.m. Tenant #1 and Tenant
#2 raported they racaived thelt 8 p.m,
medications after 10 p.m. &n several cocasions
the past few months. They said only 2 staff
worked the entira building and falt that was not
snough eapecially slnce madleatlons were
adminletered (ate several imas. Tenant #1 stated
she took pain madication for kicney spasms and
had none available ovar the weekend. She ratad
her pain arcund an 8§ and was not habpy sho had
to suffer over the weeakend until the prascription
was refilled.

On 6/19/23 at 5:11 p.m. Staff A confirmed she
administered medications late on several
oceasions. She stated there usually waa only 2
staff working in the evenings and k was vary
difficult fo assist with showers, get everyone
ready for bed, and administer madications by 8
p.m,

On 6/19/23 et 4:48 p.m. Staff C reported tenants
had complained about late medications but she
was busy assisting someone elze and no othar
staff was avallable to administer medications.

raquested pain imadlsaflon and none was
avallable until the refill came several days later.

On 6/19/23 at 12:41 p.m. Staff E stated she
administered medications late 1-2 timea a week

cares and also get the medications done by the
requlred tima, Lo L

On 8/21/23 at 10:24 a.m. the Health Care
Coardinater (HGG) stated ahe sent in the rafill for
Tenant #1 when there wara 4 pllls remalning and
should have dona it sooner, She conflrmed

On 6/19/23 at 1:05 p.m. Siaff D stated Tonant #1

due fo not enough staff to do showers and other
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Tanant #5 raquired an Inhaler for COPD and went
§ days without it. The HCC aeknowladged sha
neaded to improve on her follow up regarding
medications so that the refllls are done timely and
not at the last minute.

On 8/19/23 at 6:53 p.m. the Assistant Director
confirmed thay required more staff to ensure
tenants recaived the required services and
freaiment they desetved, Sha reported more staif
have besn hired and waiting for others to confirm
their affer of employment.
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