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PRIMROSE RETIREMENT COMMUNITY OF CA:

$ 000 Opening Comments | 5000
Rules and Regulations utilized for this survey are:

Rules and Regulations for Program
Administration of Assisted Living Facilities,
Chapter 12, effective 12/12/2007

Rules and Regulations for Licensure of Assisted
Living Facllities, Chapter 4, effective 06/28/2001

A survey was conducted by Healthcare Licensing
and Surveys on 8/28/16 through 8/30/16. The
survey was prompted by complaint intakes
LIC-16-039 and LIC-16-040.

£6020, Ch 12 Sec 7 (b)(i)}(A) Assisted Living Facility 85020
{ALF) Core Services

(b) Resident Assessment and Services. The.
staff/contract Registered Nurse (RN) shall
conduct initial and, at & minimum annually, an
accurate, standardized, reproducible assessment
of each resident's functional capacity, physical
assessment and medication review.

(i) The complstion of the ALF 102.

(A) The current version of the ALF 102 is
the designated screening tool. The form may be
updated and/or revised periodically by the
Program Division. Providers will be notified of
changes in the form. The following guidelines
apply to the ALF 102;

() The ALF 102 is only valid if
completed within forly-five (45) days prior to
admigsion and there i no change in the
resident's condition.

() The ALF 102 must be completed .
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and signed by an RN.

(1) The ALF 102 may be completed
telephonically; however, it must be verified in
person by an RN, ‘

(IV) Anew ALF 102 shall be completed
at least annually, and when there is a.change in
the resident's condition.

This State Rute and Regulation is not met as
avidenced by.

Based on medical record review and staff
interview, the facility failed to ensure the ALF 102
was completed in a timely manner for 3 of 7
sample residents (#3, #4, #5). The findings were:

1. Medical record review on 8/29/16 for resident
#4 showed s/he had a completed ALF 102
assessment dated 1/5/15. Complete record
review showed there was no current ALF 102
assessment (1 year, 7 months, and 24 days).

2. Review of the medical record for resident #5
showed an ALF-102 was completed on 1/5/18.
Further raview showed no evidence of a more

recent ALF-102. '

3, Review of the medical record for resident #3

- showed an ALF-102 was completed on 1/5/15.
. Further review showed no evidence of a more
recent ALF-102.

4, Interview with the DON on 8/28/16 at 4:55 PM
confirmed the facility failed to complete an annua
ALF 102 assessment after the 1/56/15
assessment for residents #3, #4, and #5.

$§5020

DON completed ALF102 forms for
residents #3, #4 and #5 and those have
been placed in their charts. :

In addition, DON audited all charts to

ensure every one has a current ALF102.
An additional an audit will be completed
by a designated RN on a monthly basis to
endure continued compliance.
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Ch 12 Sec 9 (a)(i-v) Contractual Sves Provided
Qutside ALF Auth

Contractual Services Provided Outside Assisted
Living Facility Authority. Residents in an
assisted living facility may receive services from

an outside entity for care beyond that provided for

or specified in the Assisted Living Program
Administration Rules. These services must be
arranged by the appropriate professional and be
incorporated Into the resident’s assistance plan.
The resident's choice of providers must be
honored.

(a) Components of the outside service(s)
conhtract:

(i) Who will provide service(s);

(i)y What service(s) will be provided;

(i) When the service(s) will be provided;
(iv) Where the service(s) will be provided;

(v) How the service(s) will be provided,
and

This State Rule and Regulation is not met as
evidenced by: ‘

Based on observation, medical record review,
resident interview, and staff interview, the facility
failed to ensure an outside services contract was
obtained for 1 of 1 resident (#6) who required
those services. The findings were:

Interview with the resident on 8/29/16 at 2:45 PM
revealed s/he was currently receiving physical
therapy at the facility from an outside entify.

85107
858107

In regards to resident #6, an outside
service agreement has been executed with
the agency providing physical therapy.
That agreement has been place in the
resident’s chart.
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Observation ort 8/29/16 showed resident#6 using
a walker with the supervision of a physical
therapy employee, who was not employed at the
facility. Medical record review showed the
resident had an 8/18/16 physician order for
physical therapy to be accomplished on an
outpatient basis. The following concerns were
identified:

a. Review of the entire medical record
showed no contract with the outpatient physical
therapy organization. '

b. Interview with the DON on 8/30/16 at 10:10
AM confirmed the facility failed to individualize
contracts or written agreements between
residents and outpatient entities, which included
resldent #6. She stated the physical therapy
organization had a general contract which
allowed that organization to perform physical
therapy at the facility.
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In addition, all residents’ charts have been
audited to determine whom is receiving
outside services. Any who were identified
received an outside services contract,
where service details were logged and the
instrument was signed by the resident

document).
To ensure ongoing compliance, a log

book of outside services is now kept at the
nurses’ station. Any residents receiving

| services will be recorded, and a signed

contract executed. -

In addition, and audit is to be completed
by designated RN on a monthly basis to
ensure continued ¢compliance.

The resvls gf aufte wil]
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and/or their POA. (Please see attached!
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