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exceed .Seven (7) gays, the A{fmlmsvatqr shall be For Resident 1D 81 The Resident moved back to 971412023
responsible for the developrent of a written Catifornia on 9/14/2023.
service plan based on the initial assessment The
service plan shall include at least: The Community wilf Insenvice Nursing Staff on 110/2024
Residency Requiremenis 2.4,16.G.1 Resideat
a. The services and Interventions needed, (@\ ; Assesaments/Service Flan
including ali services provided by cutside &
healthcare agencies {e.¢., home nursing care, .\\ !
hosplce), Mursing Staff wilt audit ail new and current residents
services plans documentation on fhe resident's 2112024
b. Description, frequency, duration refating to record o accurately reflect the dascription of services
the service of intervention, including personal and Interveations needed on an ongoing basls.
assistance, medicaton, special diets, recreational |
activities, and other similar services rendered, Resident Services Dwector and Executive Director 33412024
) will review compliance at the Quarterly Quality
¢, Party responsible for arranging and/or Assurance Meelings
providing the service; and
d. The resident’s requesied and/or
therapeutically needed recreational and social
activities. JAN 2 2024
This Requirement is not met as evidenced by,
Based on record review and staff Interview, it has .
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of wo sample residents reviewed refative io
behaviors, 1D #1,

Findings are as follows:

Record review revealed Resident 1D #1 was
admitted in August of 2023 with a diagnosis of
Alzheimer's disease.

Review of an additional "Assisted Living
Residence Required Incident Reporting” form
dated 09/04/2023 indicates Resident ID #1 had a
physical aliercation with another resident and
continued to "punchikick siaf and EMT

Review of an "Assisted Living Residence
Required - Five (§) Day Investigation Reporl”
form dated 09/08/2023 revealed Resident 1D #1
*was evaluated by psychiatry and started on new
medication related to behavior, Resident returned
after no behaviors were observed at the hospital
Resident has a one to one companion in place
until further notice 1o observe siable behavicrs.”

Resident HD #1's service plan daled 07/25/2023
failed to reveal being updated {o include
interventions and services needed related to the
return of the resident from the hospital, such as
the requirernent for a one-to-one companicn for
safely.

During an interview on 11/28/2023 at
approximatety 12:25 PM, the Direclor of Wellness
acknowledged Resident 1D #1's service plan does
not accurately reflect their behavioral needs and
required interventions.
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G. The residence shall maintain evidence that all
reportable incidents have been thoroughly _ )
investigated and that actions have been taken to fhf :gzil?segg grfgr-ofjhg ﬁii’ggﬂ:gag'fe‘i’;?\mgm
prevent further incidents while the investigation is any injury(ies) {e,aﬁvegm the abﬁse ncigent 1iea2u24
in progress. Appropriate corrective action shall be Eha‘ldoa;uigd on 914{2{923 ?gcumegi;e;ﬁ% ;he
H neident. Bocumentation 0: an ass
‘taken" as ,nec‘essary‘ The results of said licensed staff and decumented follow-up regarding
investigation shall be reported to the Department, ,@\ this Incident
within five (5) business days, on forms supplied \}\\\
The Community will Inservice Nursing Staff on
by the Depariment. \' Residency Requiraments 2.4 17 (G} Resideni 11012024
Reporing Requirsments
This Reguirement is not met as evidenced by
Based on record review and siaff interview, it has
been determined the residence failed to
tharoughly investigate and document an incident
relative to any injury{ies} {0 a resident for one of Hursing Staff will audit all new and current residents
two residents reviewed refative to abuse, D #2. dgocumentation for the resulls of a thorough 21112024
! investigation relative 1o any repartable Incident.
) Documentation of the Incidenl, Bocumentation of
Findings are as follows: an assessment bylicansed staff and documented
foliow-up
Record review revealed Resident I #2 was fesidont Sorviss O 4 Exeoutive Direct
: i ; i ; asident Senvices Director and Executive Dirgcter 373112024
admst@ed ﬁ:‘ Optcber of 2022 with a diagnosis of wili review compliance al the Quaderdy Quality
Alzheimer's disease, Asgurance Meetings
Reviaw of an "Agsisted Living Residence
Required Incident Reporting” form dated
00/04/202 3 revealed Resident 1D #2 was the
alleged victim of a resident-to-resident abuse
incident,
Review of Resident (D #2's record falled fo reveal
decumentation of the incident, an assessment of
the resident by licensed staff, and documented
follow-up regarding this incident.
Buring an interview on 11/28/2023 at
approximately 12:25 PM, the Direclor of Wellness
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acknowledged Resident 1D 22's record did not
appropriately document the incident and a
tharough investigation info the incident.
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