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8 000; Opening Comments §000
Rules and Regulations utillzed for this survey are:
Rulas and Regulations for Program
Adminietration of Assistad Living Facilltles,
Chapter 12, effactive 12/12/2007
¢ Rules and Regulatlons for Licansure of Asalsted
. Living Facllities, Chapter 4, affective 06/28/2001
A survey wag conducted by Healthcars Licensing The facllity will identify each resident that
and Surveys g" 1116115 - I 1?/ 1 Bl: 1 5u.éh19;g;v:y requires full asslstance, this will be
was prompted by complaint Intake LIC-15- accompllished by: 03/31/16
| The following common abbreviations are used
i throughout the document:
A RN- Reglstered Nurse An assessment was done an resldent 43.
LPN - Licensed Practical Nurse Resident #3 was found to be nat appropriate
CNA- Certified Nursing Assistant for this facility. A 30 day letter was Issued o
Csh - ﬂ:&‘:"gﬁ:mm Director 11/20/15. Resldent #3 moved to a higher
mg ¢ level of care. T34e7T5
Less commonly used abbravistions will be
annated in each deficiency, Clinical Services Director/Assistant Clinica!
{ Services Director wlll do assessment of
85086 Ch 12 Sec 8 (a)()) Services Which Cannot Be 56085 remaining resldents. The assessment will
 Provided by Level | Identify If a resldent needs continuous
Services which cannot be provided by the Lavel | assistance with transfer and mobllity.
Assisted Living Facllity staff.
, i Any resident that requires continuous
(a) The following services cannot be provided: assistance with transfer and mobility will be
()) Continuous assistance with transfer and issued a 30 day written notice and a meeting
mobility; with POA/famlly will he held to assure that
) . the needs of the resident are met untll
This State Rule and Regulation is not met as resident can be placed to a higher level of
avidenced by: care
| Based on medical record review and staff .
i in(ervlew. the facility falled to ensure residents
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Provided By Level |

1 Services which cannot be praovided by the Leveal |
: Assisted Living Facllity staff.

| (@) The following services cannot be provided:
(vil) Incontinence care by facllity staff;

! This State Rule and Regulation Is not met as

(XD | BUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF CORRECTION (8)
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55095§ Continued From page 1 B5085 Documentation of this meeting will be placed
| were appropriate for the core services level of in the nursing notes.
i care for 1 of 1 sample resident (#3) who required
! conlinuous tranafer asslstance. The findings CSD will conduct tralning with current nursing
were: staff regarding the state regulatlons outlinin
ti Ista Ith transfer and
1. Medical record review showed resident #3 had ::bl;":““s assistance with transter an
an ALF 102 assessment completed on 4/1/15. ¥
The resident was determined to be Independent
and appropriately able to transfer, Review of the A report of this tralning will be placed in the
residents care plan dated 5/20/15 showed the QA state book.
resident was alert and orientad to name, place,
time, date, and family. The following concarns
were Identified: Ongolng monitoring of assessments will be
a. Raview of the list of residents who needed done annually or when a significant change of
. ssistance, provided by the facility on 11/18/16, condition occurs.
* showed the resident required "full assist.
N ]
[ass}:%gcv?gw of an ALF 102 assessment Administrator and CSD will ensure
_complated on 11/18/16 showed the resident was . assessments are completed and any Issues
; completely dlapendent for transfers. " wlill be noted In Quality Assurance Program
¢. Interviaw with the CED and exacutive which will be reviewed quarterly.
! director on 11/18/15 at 2,07 PM revealed the quarterly
fecility was pursulng long tarm care placement
but there was no evidance of communication with
the famlly. Further, the interview revealed the
rasident required sarvices that were no longer
appropriate for (he facillty. The Facllity will Identify each resident that
856101} Ch 12 Sec 6 (@)(vll) Sarvices Which Cannot Be 85101 requires incontinence care by facility staff,

this will be accomplished by: 03/31/16
An assessment was done on resident #3.
Resident #3 was found to be not approprlater
for this facllity. A 30 day letter was Issued or
11/20/15. Resident #3 moved to a higher
level of care,
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evidenced by:

Based on medicel record review and staff
interview, the facllity failed to ensure residents

{ were appropriate for the core eervices fevel of

j care for 1 of 1 sample resldent (#3) who required
‘ Incontinence care by ataff. The findings were:

1. Medical record review showed resident #3 had
; an ALF 102 aszessment completed on 4/1/15,
The resident wae determined to be continent of
bowe! end bladder. Review of the residents care
plan dated 5/20/15 showed the rasident was alert
and orlented to name, place, time, date, and
family. The following concerna wera ldentified:

a, Reviaw of the list of resldents who needed
assistance, provided by the facllity on 11/16/15,
showed the resident raquired “full asslgt."

b. Review of nurging/progress note dated
: 11/2/15 and timed 12:15 PM showed the resident
was alert and oriented times 2 with "periods of
confusion,” Further review showed the rasldent
{ required 1 parson asslst with ADLs and was
" incontinent of bowel and biadder,

; c. Review of an ALF 102 assessment
i completed on 11/18/15 showed the resident was
: occaslonally Incontinent.

d, Intarview with the CSD and execulive
diractor on 11/18/16 at 2:07 PM revealed the
facliity was pursuing leng term care placement
but there was no eviderice of commun]oation with
the family. Further, the interview revealed the
resident required services that were no longer
appropriate for the facility.

Services Director wiil do assessment of
remaining residents. The assessment will
Identify If a resident Incontinence care Is
being done by facllity staff.

Any resident that Incontinence care is being
done by facllity staff will be Issued a 30 day
written notice and a meeting with POA/family
will be held to assure that the needs of the
resident are met until resident can be placed
to a higher level of care. Documentation of
this meeting will be placed in the nursing
notes.

€SD will conduct training with current nursin
staff regarding the state regulations outllnlnj
Incontinence care by facility staff,

A report of this training will be placed In the
QA state book.

Ongoing monitoring of assessments will be
done annually or when a signlficant change o
condition ocrurs.

Administrator and C5D will ensure
assessments are completed and any issues
will be noted in Quality Assurance Program
which will be reviewed quarterly.
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