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§ 000 Opening Comments § 000
Rules and Regulations utilized for this survey are:

Rules and Regulations for Program
Administration of Asslsted Living Facllities,
Chapter 12, effective 12/12/2007

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

A complaint survay was conducted by Healthcare
Licenslng and Surveys on 5/29/18 to 5/30/18. The
survey was prompted by complaint Intakes
L1C-18-018 and LIC-18-030.

55027| Ch 12 Sec 7 (b)(vill) Assisted Llving Facllity (ALF) | 85027
Core Services

(b) Resident Assessment and Services. The
stafficontract Reglstered Nurse (RN) shall
conduct Initia! and, at a minimum annually, an
accurate, standardized, reproduclible assessment
of each resldent's functional capacity, physical
asgassment and medication review,

(viii) The RN shall periodically evaluate
results of the plan. The plan shall reflact
assessed needs and resident decisions {Including
resldent'a level of Involvement), support principles
or dignity, privacy, cholce, individuallty,
Independence, and home-like environment, and
shall include significant others who may
particlpate In the delivery of services.

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

Based on medical record review and ataff
Intarview, the facility falled to ensure care plans
were evaluated to reflect current resident status
for 3 of O sample residents (#1, #2, #5), The
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Continued From page 1 ‘
findings were:

1. Review of the nurse's notes dated 1/24/18 and
3/21/18 showed resldent #1 had falls. Review of
the care plan showed It was dated 2/7/18 and
there was no documentation the residerit was &t a
risk for or had falls.

2. Review of the nurse's notes dated 3/2/18 at 3
AM and 3/17/18 at 2 PM showed resldent #2 had
fallen in the bathroom while self-transferring.
Revisw of the 1/17/18 care plan showed a "fall
reduddon protocol’ was marked with a niite
“resldeht hadl fall 1/15/18 Please remind rasident
to-wear non-slip footaar," There was no
documentation of the mdre recent falls or
evidence the care plan had been re-evaluated
relatéd to falls.

3. Review of the fall risk evmuatlons dated
4/20/18 arid 6/8/18 showad resident #5 was at
“High Risk for potentlal falls" with & score of 15.
The 4/20/18 gévaluation note showsd *Resldent
fell oh Guting", and the care plan was updated.
Additionally, ttie evaluation note from 5/6/18
showed "the rasidant has fallen in the Jaat 3
months, will continue to monitar.” This note also
showad the care plan was updated, Review of the
5/8/18 oaré plan showed there was no

docurnentstion regarding the falls or patential risk
for falls.

4. Interviaw with the dlrector of nursing (DON)
and the adminlstrator on 5/30/18 at 12:12 PM
ravealed the caré plans were only updated If
there was a significant change In condition. The
DON then verified fall status should be accurately
docurnerited on resldent care plans,

85027
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Continuad From page 2
Ch 12 Se¢ 10 (e)(ll) Secure Dementia Units

Secure Dementla Unite, Level 2 assisted Jiving
facliities require adherence to all Level |
requirements with the following additional criteria
for & Level 2 Assisted Living Facllity License.

(d) Level 2 additional core services. in
addliion to the previously isted Core Services
increased assistance may be requlred with
activities of daily living depending upon assessed
resident functional and cognitive abliity:

(Il) Asslstance Plans for residents of

secure units must, at a minimum, address the
followlng:

(A) Memory;

(B) Judgement,

(C) Self-care abliity;

(D) Ability to solva problems;

(E) Mood and character changes;
(F) Behavioral patterns;

(G) Wandering; and

(H) Dletary needs.

This State Rule and Regulation s not met as
evidenced by:

Based on observation, staff interview, medical
record review, and polloy and procedure review,
the facillty failed to ensure a safsty assessmant

85134
55134
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and plan was developed related to smoking for 1

of 1 seéimple residents (#9) who smoked. The
findings ware:

Qbservation on 6/30/18 at 8:62 AM in the #1
Memory Care Unit showed resident #9 was let
outside to a courtyard area by licensed practical
nurse #1. Further observation showed the
resident was unsupervised while smioking a
cigaretts. Revlew of a hurse's note datad 12/317
showed the nurae was Informed thé resident was
now allowed to smoke. The followlng coricerns
were ldentified:

a. Review of the "Reeldent Care Plan," dated
6/29/18, showed the resident had dlagnoses that
Includad Korsakoff syndtome, cognilive
communication deficit, and alcohol Induced
amnesia. Further review showed the resident was
independent with walking, was disoriented, and
"wangders throughout the facllity without rational
purposé to another area- is oblivious to safaty or
neads," and was easlly redirected. There was no
avldérica the resldent's smokiny status was
included.

b. Interviaw with the administrator and

dirsctar of nursing on 5/30/18 at 12:10 PM
confirmed lhe resident was alléwed to smoke
unsupervised. Théy stated the resident's fighter
and clgarettes wera kept at the nursé's station.
They further verlfled the resident did not have a
sinoking assessment completed, and the
resldent's smoking status was not Included on the
care plan. -

c. Review of & blank "Smoking Assessment"
form showed factors used to deétsirnine If a
resident was safe tb smoke without supervislon
Included being able to smoke safely ahd
comimurilcate undarstanding of policles for
smoking.
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Plan of Correction for Meadow Wind Assisted Living, May 30, 2018 survey date. e . 6/73/-/7

Tag #55027

Resident #1, 2, & 5 fall risk assessment and care plans were all updated on 6/19/18, going forward with
any fall, a fall risk assessment will be updated. Care plan will be updated and any Interventions will be
documented on care plan. Clinical Services Director was educated on process and expectations by QA
nurse and Executive Director. Executive Director will review incident reports w/falls weekly to ensure fall
risk assessment and care plan have been updated x 1 month and monthly x 2 weeks. An audit of the last
6 months of falls will be completed by Executive Director, QA Nurse, and Clinical Services Director to
determine what residents care plans and fall risk assessments need updated.

Complete date 7/27/2018

Tag #55134

Resident #9 smoking assessment was completed on 5/31/18. Care Plan updated 6/19/18, going forward
smoking assessment will be completed upon admission or on day resident starts smoking. Care plan to
be done on admission or updated when resldent starts smoking to include individualized plan for each
resident. Clinical Services Director was educated on process and expectations. Executive Director and
Clinical Services Director completed audit of other smoker In the bullding to ensure smoking assessment
was In place. Executive Director will audit on weekly basis x 1 month then monthly x 3 months to ensure
that smoking plan is being followed.

Complete date 7/27/2018
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