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$ 003 Initial Comments S 003 R
An unannounced complaint/incident investigation writd
survey, ACTS reference number 98565, was N B LW
conducted at this residence on 12/08/2024 to Wit #
determine compliance with state regulations, A
deficiency was identified,
§ 385 Residency Requirements 2.4.16.D Resident S 365 S 365 Residency Requirements
Assessment/Service Plans 2.4.16.D Resident Assessment/
Service Plans
2.4.16 {d) Resident Assessmenis and Service
Plans
D. The assessment shall be reviewed and at Resident [D #1 is no longer a resident
nervelsnot o exceed v (12) monihs and Rt I0 s oo o cesesemel
] e_act;ﬁtlme a residents condition changes has baen updated to reflect the resident's |
significantly. change in condition for ADL's. 12110/2024
Resident ID #2's comprehensive assessment
. L ! ‘has been updated to document that the  [12/10/2024
This Requirement is not met as evidenced by: resident is receiving skilled nursing service
Based on record review and staff interview it has with a start of care date of 10/28/2024.
been determined that the residence failed fo . .
update the comprehensive assessment each time All residents had potential to be
a resident's condition changed significantly for 1 {T,fﬁ‘iﬁg ggg‘:ﬂ‘:i’?ﬁ‘f‘&?gg‘gﬁb;rfegaf”’e
of 3 residents reviewed for activities of daily living the Resident Care Director has been | 12/26/24
(AULs), Resident 1D #1 and 1 of 1 resident re-inserviced on the State regulations
reviewed for outside services, Resident ID #2. pertaining o 2.4.16 (d) Resident Assessmdnts
and Service Plans.
Findings are as follows: The Resident Care Director will continue to
meet weekly with the Executive Director to
1. Record review revealed Resident ID #1 moved discuss all rgs_idarétg_tr_ecei;_ing outside st
; ; : services, and in addition, discuss any residents
[n"to the res_idenct-a n Autgust ‘?f 2.’02(‘4tw'ﬁ1 displaying a significant change of condition
diagnoses including, but not limited to, Nurse reviews will be audited on
Alzheimer's disease, hypertension, and a regular basis by the Executive Director for 12/26/24
osteoporosis, continued compliance,
Quag‘terly audits of nurse reviews by the
Record review of the resident's comprehensive Regional Dirsctor of Operations will be
assessment dated 7/25/2024 falled to reveal the completed to ensure continued compliance 12/26/24
assessment was updated to accurately dosument
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Continued From page 1
the resident's change in condition for ADLs.

Further review of the assessment dated
7125/2024 revealed the resident is continent of
bladder and bowels. Additionally, it reveals the
resident Is independent for tollefing and dressing,
and a minimum assist for hyglene (requires
¢using), and a moderate assist for hathing
{requires stand-by assis).

Review of a quarterly nursing assessment dated
11/5/2024, reveals that the resident is inconiinent
of bladder and bowels.

Reviaw of a document titled, "Resident Level of
Care” dated 11/5/2024, revealed that the resident
had declined in ADLs now requiring 1-person fofal
assistance for bathing, dressing, grooming, and
toileting,

During a surveyor intarview with the Director of
Wellness (DOW) at approximately 12:30 PM, she
could not provide evidence that the
comprehensive assessment was updated to
refiect the resident's decline in ADLs,

2. Record review revealed Resident D #2 moved
into the residence in January of 2024 with
diagneses including, but not imited to, dementia
and hypertension.

Record review of the resident's comprehensive
assessment last updated on 10/22/2024 falled o
reveal the assessment was updated to document
that the resident is receiving skilled nursing (SN)
services with a start of care date of 10/29/2024.

During a surveyor interview with the DOW at
approximately 12:30 PM, she could not provide
evidence that the resident's comprehensive

§ 365
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assessment accurately reflected the resident's
receipt of SN services,
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