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{ Rules and Regulations utilized for this survay are: |

Rules and Regulations for Prograrm
Administration of Assisted Living Facilities,
| Chapter 12, effective 08/24/2020.

:Rules and Regulations for Licensure of Assisted
: Living Facilities, Chapter 4, effective 06/28/2001.
A complaint survey was conducted by Healthcare
Ltcensmg and Surveys from-7/13/22 to 7/14/22,
“The survey was prompted by complaint intake
LIC-22-034,

55014J Ch 12 Sec 7 (¢) Assisted Living Facility (ALF) 85014
! The resident found to be affected i

'} Care Services

_ ; 1+ by the deficient practice f
i () Resident Rights. The facility shall adoptand  |. ¢ voluntarily moved out of the

.1 follow a written policy of resident rights, The © community as of 7/31/22.

| policy shall be posted.in & conspicuous place,

1 and there shail be documentation in the resident's |

1 recard that the resident read, or management . - .
‘explained, the policy. This policy shall not To prevent ,thls tdeiﬁ(?:]entﬂf:‘ce
exclude, take precedence over, or In any way from recufring, training

abrogate the legal and constitutional rights provided to community

155

enjoyed by all adult citizens and shall include, but employees on resident rights.
{ is not limited to the following: Emphasis placed on privacy,
_ abuse, time considerations for
(i) Be. treated with res;‘iecl anddignlty, meeting/diSCUSEbiDn, privacy and
. . right of resident to choose.
) Privacy, , : Training provided on appropriate
{iii). Free from physical or chemical resiraints . /d\?;izr:g::;g:sf)l?gmegﬁ (Data ]

 not required to treat the resident's medical
symptams No chiemical or physical restraints will
1'be used sxcept by order of a physiclan;

Employees will be trained on
respecting privacy of the
residents: when and where 10

~ {iv). Not to be isolated or kept apart from . discuss resident concerns anc_l
{:other regident's who is involved in the discussion.
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.350'1:{ ontinued From page 1 1 5501:1_ 1 ;" T
! .C .I' From pag ) - This training will be completed
4. {v) Notto be physically, psychologically, by August 26th, 2022,
! ’__;exually. or verbally abused, humilliated,
| intimidated, or punished. This training will/bé continue to
. " hire,
) (vi) Live free from involuntary confinement or be completed Lipon new Nire
| financial exploitation; i and annually via our Oniine
'_ ’ 4 aducation platiorm. The DON
1 (vii) Full use of the facility's common areas; | and ED will be responsible for
ensuring this is completed, by :
{ . (vili)  Voice grievances and recommend running the Online education s
: ch_anges in pp!icias and services, training report. This is monitored 1
. o ) . daily on our daily "Stand-
1 (ix) Communicate privately; including, but not: Up"Form.
| limited to, communicating by mail or telephone
| with anyone,
| (x) Reasonable uge of the telephone, which
includes‘access io operator essistance for
plsicing coliect telephone calls;
(xl) Have visitors, including the right to
| privacy during such visits;
. (xii) Make visits outside the facility. The
facliity manager and the resident shall share
responsibility for communicating with respect to
 scheduling such visits;
(xiiy  Make decisions and choices in the
- managerment of personal affairs, assistance
: plang, funds, or property;
i (A) Including choice of home health
| agencies, pharmacies, personal care providers
| and-any other private pay provider.
(Xiv)  Except the cooperation of the
4| provider in achlaving the maximum degree of
| benefit from those services which are made
g Geptor Hoah: AG DNEOn, Feacare TIcansig and Sueys
STATE FORM onee VKEO If continystion sheet 2
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VAoring DpE of Hes

‘| available by the facility;

: . (xv) Exercise choice in attendinig and
y 1 participating in refigious activities,

; (xvi)  Reimbursad at an appropriate rate

| for work performed on the premises for the

1 benefit of the operator, staff, or other residents, in’
1 accordance with the resldent's assistance plan;

(xvify  Informed by the facility thirty (30)
| days in advance of changes in services or
1 chargas;

| (xviii) Have advocates visit, including
{"members of community erganizations whose
purpuse include rendering assistance to the
residents;

. (W) \Wear ciothing of choles unless
 otherwise indicated th the resident's plan, and In
‘accordance with reasonable dress code;

; (xi} Participate in social activities, in
i accordance with the assistance plan; and

xx)  Examine survey resuits,

1 This State Rule and Regulation is not met as
evidenced by .

| Basasd on observation, resldent record review,
resident interviews, staff interviews, review of
personnel files, and review of facility's policies,

1 the fagility failed to ensure residerits were hot
| verbally abused, hurniliated or intimidated for 1 of
1 10-gample residents (#6). The findings were:

-Review-of thes resident record for resident #6

1 occupancy agreement, and resident bill of rights, £
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$60144 Contintied From page 3 | 86014
stiowsll g rmove-in déte of 2110722 with diagnoses:
| that included type I diahetgs, prosthetic teftleg
| withé b&f@W"ﬂiﬁ"kﬁée-éhﬁpuﬁﬁm. depression
| a0 nxiety. The-lastriurse assessment
| corpleted G 6145122 showed the residént was

onented; sosialized to-oters, was safe to lsave: |
|ithe billdiiy unsupsiiisad, yequlied assistarice -
’-'i}&f_lﬁ'méﬂ"fé'a'ﬂdn':-'man'agﬁme:ni;apd tlood sugar

| testing, and smoked without supervision.

Futhier review;showed a role wiitien by the

ditegtorof nrsing (DON) on'l23/22 &t 8:34 AM
indicating thpy spoke with the residerit's son aid
“noified Hirm (the Fesidants) move Out NONCE WS
;.gisiéﬂaaaﬂiar-:mjs-nai:,mh.-af_-td_ {thes tesident) needed] .
fo-Lig moveg out by July: 1.+ Further review of daily
‘progress notes showed nonspecific referencas to
{"heraviors' in the daily progress notes rrixed-with
| docurnentation that noted the resident was
ompliant and doing okay. Review of ihe June
12022 summary veport showed ", feskiont
“contifities to be-hateful tewards:ststf-and refusing
{ meals and medications this month. [S/he] has

1 had gé:ﬁtfﬁn‘g‘é?to [his/her] gondition of changes
to [hiémeﬂ‘i‘nédi_eations this month." '

| Review-of the medication administration record
T (MA ';i'fof?;_f"l@i?z-‘({14&2.s!jpwed' the resident:
iedications Irgenittently. There Wwas no -
] y.as to ihy the:residetit rafused

| megiestions. The physicisn was notnotified

: r@garé“:g-mﬁ:ﬁtﬁééﬁmﬂaﬂﬁ@m‘wﬁmfﬁa_ .
{ ekception of viotifigationt made.or T2 8nd ¢
Figiee; via féx;,ﬂﬁtihsﬂlin;ms;noﬁgimﬁ‘bbeé,use

e redidontrefused the biosd sugar chedk

Raview of facility's occupancy agreement showed |
thes facifity may terminate the oceupancy :
_agreement with a 30 day notice, if the resident is '. ]
_‘_a."danger'tosalforoth_e,rs.;.“- S ST, |
Fyoriig Dept Of Heal, AgmgDVRI0N, Toafcare, LiGERGING B Suveys AU
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85014} Continued From page 4

The following concerns were identified:

1, Interview with resident #6 on 7/13/22 at 10:30
- AM revealed the resident feit like the executive
{ director (ED) spoke fo residents "like children.”
f The resident stated when s/he tried to reply to the {
.ED, the ED "got in my face and put a finger to her |
1 lips and said SHHHHHI" In addition, the resident
4| stated the ED had called him/her 2 "liar"..."B i
i drunk and a druggie” and the resident expressed |
| hisfher bellef "they are trying to force me out” of
1 here: The resident stated this treatment had
caused him/her to isolate in hig/her room to avoid
| further humiliation.

{.2. Observation on 7/13/22 at 11 AM showed the
| executive director was in @ common area

engaged in a conversation with the DON,

{-assistant director of nursing (ADON}), & medicaid
| waiver case manager and 2-hospice nurses. At
1 Ipast one other resident was In the area. The ED
. was overheard saying the following about

resident#6: .. the resident isn't eating, does not

-participate in activities, will not have laundry done
. or aflow: housekeeping in the room, will not take
‘medications, is dririking alcohol, and getting other
: residents stoned, drove off the premises with

{ another resident that Is not 'his own person’, i

self-neglecting, and hates us"...Wwis-are going to

1 end up getting in trouble," At 11:20 AM, resident

| #6 entered the facility through the front door after
| being oitsidiand was invited to join the group.

1 The EDiwas then overheard repeating the

concerms to the resident she had alfeddy shared

Twithi the group. The régident was pyarfieard

defending him/herself against accusations of

| refusing to eat; not attending activities, refusing
‘housekeéeping, drinking alcohiol, leaving the

s

famene

W Aging DNk, HERIoRre Ligens 15:a0d urvors

J} | premises with another resident, and more.
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{ 3. An additional interview with resident #6 on

{ aware there was to be any group meeting on
{ 713/22, and was caught off guard by it

" had been overheard by people who did not have
‘| nim/herself or others, The ED further verified she

1 resident routinely bought or drank alcohol.
1 6. Review of the facility's Resident Bill of Rights,

| revised 12/2/2015, showed, "1, The right to be
| trested with respect and dignity ..."

1 Core Sevices

1(n) Fumnishings, Buildings, Physical Plant

 lighted, ventilated and equipped in compliance
 with the requirements below,

Continued From page 5

7/14122 at 10:50 AM, verified the resident was not:

4. Interview with resident #2 on 7/13/22 at 12:45
PM confirmed sfhe overheard the ED talking
.gbout and to resident #8 in the common area.
The residsnt verified the ED "yelied” at resident’
“#6 on that day, and stated it had happened

| before.

5. Interview with the ED 7/14/22 at 12:20 PM
canfirmed the conversation regarding resident #5 |-

‘a need to know about these discussions. The ED
ravealed the resident was not a danger to

had been "worried about the resident's drinking”
however, she was unable {o provide evidence the |

Ch 12 Sec 7 (n) Assisted Living Facility (ALF)

(i) Ong half of the licensed beds shall be
private rooms;

() Sleeping rooms shalf be homelike, well

85014

56043

Residents found to be affected by
the deficient practice, #1, 2,5, 6, 7.
8, 9, 10 has been cleaned including
sweeping, vacuuming, dusting
penmanent fixtures, sanitizing
bathroom and fixtures as of
7/29/2022 hy eur full-time
housekeeper.

To prevent the deficient practice
from recurring, ED will develop a
plan to provide housekeeping
services in the absence of an
employed housekeeper: weekly or
as indicated in the service plan.
This plan will be completed by
August 26th, 2022,

gﬁ“g-uf-ﬂ'_é’jq'l'u}; AGing Dwision, Healtacare Liceasing arid Surveys ’:'
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(A) All windows shafl have drapes,
| curtains, shades or blinds to assure privacy;

(B) Beds (if provided by the facility) shall :

| be at least standard size in width (39"). and shall

be equipped with comfortable, clean mattresses
| and plllows. Mattresses shall be professionally
renovated or replaced as needed. Extra long

{ beds shall be used to accommodate tall
| residents. Rollaway-type beds, cots and folding

beds shall not be used unless the resident brings

_ (1) Two residents may, by consent
of both parties, or by approval of the appropriate
responsible party, be permitted to use one bed no
-smaller than double size, and occupy a
 single-hed sleeping room.

(C) Cabinet or bedside table;
(D) Non-combustible wastebasket,

(£) Chair; and

these items from home for personal use; 4

1 55043

for separation of each resident's clothing. All
| closets shall be equipped with doors.

1 Free-standing closets shall be deducted from the |
| square footage in the sleeping room.

() The size-and arrangement of the
residents' beds, furnishings, possession or

{ aquipment shall allow the resident to gain fire

| emergency access to windows and doors, and
-access the toilet room. Multiple-bed rooms shall
‘hzve at least three (3) feet belween beds.

: (F) If common closets are ufilized by two ¢
(2) or more residents, dividers shall be provided |

Assignments made to leadership
group 1o inspect apartments weekly

for cleanliness and provide cleaning

if noeded.

This will be monitored by the ED.

House keepers will provide a repart

to the ED at the end of each day of
rooms completed. ED will verify
cleaning is completed at the end of
each day by signing off on the form
after inspection.
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$50431: Continued From page? T 55043 S

i (H) Residents shall be encouraged to
|bring personal items and furniture for their rooms,;
1 (e.g., beds, chairs, and plctures), pi

=' (I) There shall be at least one (1)
bedside screen par double room available o
1| provide resident privacy when needed;

I (J) There-shall be an adequate supply of .
| hot and cold water available at each lavatory, ) ;
| bathtub/shower, kitchen sink, dishwasher, and : _ ]
1 laundry equipment. Hot water for bathing, and : .
| resident handwashing, and laundry should be no |
| hotter than one hundred and twenty (120°) ;
-degrees Fahrenheit.

| (K) All plumbing shall be maintained in
1 good repair and according fo the requirements.-of :
{ the Uniform Plumbing Code; ;

| , () Private water systems shall be

{ safe, potable, and have an adequate supply. |
Testing shall be done monthly an records of tests

{ shall-be retained at the facllity. :

() Private water systems shall be
1 tested and found safe and potable before
| Licensure is granted.

(L) Fireplaces shall be securely
screened and glassed In;

(M) The facility shall be maintained so
that it is free of hazards, such as logse or broken
‘window glass, Joose or cracked floors or fioor
- coverings, or cracked or loose plaster on waill or
cellings;

(N} At least one primary grade leve!

g Denor FIEalT, Aging DIVEion. HeaReara Ficersing ana Surveys

STATE FORM 1417 VKEST1 if continuation ghaet
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85043 Continued From page 8 e 55043

-3 entrance: tot he building shalt be freely accessible |
'| for wheeichairs;

i (O) Each resident shall have his
individual comb, toothbrush, towels, and wagh
1 cloths;

(P) Clean drinking glasses.shail be
1 available for the residents, Common drinking
| Glips are prohibited,

_ {Q) Bathrooms shall have soap and toilet

. paper. The facility shall provide paper towels or &
blow dryer for hands, or rack space adequate for
-@ach resident using the hathroom to hang his/her |
persanal towsl. Use of a common towel is
. prohibited;

i (R) Provisions-shall be made for privacy
| i all bath an tollet. rooms;

i (8) Automatic deodorizers or aerosol
| fresheners shall not be used except in
1 bathrooms; and

| : (T) Residents shall riot use a common

} 1 pit 6f sbap. Thefagility shall provide elther soap
1 | dispensars or individual bars of suap foreach :
; resident, :

(U) Housekeeping.

(l) Housekeeping practices and
- procedures shall be emplayed to keep the home
free from offensive odors, accumulations of dirt,
and dust

() Floors shall he maintained and
clean.

AyoHiing Dept of HEaHh,Aging Uivision, FHealthcare Licensing.and Surveys
STATE FORM. el VKFO41
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' nonsslip finish,

{ have a screen door.

| laundering.

{ the laundry area.

Jidensad bed.

1 tesidents! olothing is

1 diyBedii
| necessaly but at least wee
or-gillows shall be provided. Ru

:Continued From page 9
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| proteotive shests shall fie-ised

(1) Polish of floors ghall provide a

(V) Throw or scatter rugs shall not
‘be used. Non-slip mats may be used.

. (V) Covered containers with tight fids
' shall be used for garbage storage.

- (W)yThe faiility shall b maintained free
{ of insects:and radents. All windows shall be
1 screened. All exit doors opening inward shall

{ . (X) Linens and Laundry.
| ) Laundiyseniceforinenand
1 rasldents’:personal clothing shall be provided:

The manager shall take miéasures to-entitire that
6t lostor misplaced while

‘ (1) Alllinep shalf be bagged
| placed In a hamper before being

. (IV) Two (2) completé chianges of
clesin bed finen shall be on tand for each

- (4.} Torn, wom, o unclean bed |
linan shall not'be used.

transported to

erghall be charigedas

eekly: Additional blarikets |
biser o water :

if ndicated.
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