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Rules and Reguiations utliized for this survey are:

Rules and Regulations for Program
Adminiatration of Assisted Living Faolllties,
Chapter 12, effective 08/24/2020.

Rules and Regulations for Licensure of Assisted
Living Facllities, Chapter 4, affective 06/26/2001.
A complaint survey was conducted by Healthcare
Licansing and Surveys on 10/4/24. The survey
was prompted by complaint Intakes L1C-24-061,
LIC-24-052, LIC-24-068, LIC-24-086, LIC-24-089,
1.1C-24-088, and LIC-25-002.

The follewing cornmon abbreviations are used
throughout this document:

ED: Executive Director
RN: Repgistered Nurse

Less commonly used abbraviations will be.
annotated in each deficlency.

Ch 12 Sec 7 (a) Assisted Living Faellity (ALF)
Cora Services

(2) The assisted living facility core services
include the followlng:

(i) Meals, housekeeping. parsonal and other
laundry servicas.

(A) Provislon of mechanically altered
diets and dietary supplements, if required.

() Asafeand clean environment,

(iiiy Aesistance with losal transpartation;
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(iv) Assistance with obtaining medical,
dental,.and optometric care, in addltion to social
sarvices;

{v) Assistance in adjusting to group llving
activities,

(vi) Maintenance of @ pergonal fund account,
If requested by the resident or resident's
responsible party, showing any-and all deposlts,
vithdrawals, and transactions of the account;

(vif) Provision of appropriate recreational
activities in/out of the assisted living facility;

(vil)  Care of Individuals who raquire any
or all of the following services;

e.0. bathing, shampoos;
(B) Limited assistance with dressing;
(C) Minor non-sterile dressing changes;

(D) Stage | skin care - skin integrity
intact;

(E) Inirequent assistance with mobifity,
The resident may use an assistive device; e.g.,
wheal chalr, welker, cane;

(F) Cuing guldance with ADLs for the
visually Impalred resident, or the intermittently
confused and/or agitated resident requiring
occasional reminders to time, place and parson,

(@) Care of the resident who can

{A) Partial assistance with pereons| care,
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independsntly manage his own cathster or
ostomy, 8.0, resident who ean ¢hange his own
catheter bags, able to clean and care for his
astomy,

(H) Cars of the resident incontinent of

Independently,
Nurse;

every two (2) months or sixty-two (62) days or
whenever new medication is prescribed or the
realdents' medication is changed;

resident.

This State Rule and Regulation i not mstas
evidenced by:

Based on obsarvation, resident record review,
staff intarview, and review of the resident lease
agreement, the facllity falled to provide
assistance with obtalning medical services and

1, Review of resident #4's record showed the
regident had a fall on 7/30/24 after becoming
short of breath. The resident requestad to wear
oxygen on @ continuous basls at that time. On

care provider and an order was placed for
continuous oxygen and a wheelchair. The
following concerns were deritified:

a. Review of an 8/8/24 nurse's note showed

the resldent had "inquired with this RN for the

bowel or bladder If the condltion can be managed
(ix) Aesessments completed by 8. Registered

(A) Regletered Nurse medication review

(x) Twanty-four (24) hour maonitoring of each

failed to provide a safe and clean environment for
1 of 6 residents reviewed (#4). The findings wers:

7/31/24 the resldent was gean by his/her primary

85005

After care conference with resldent and
POA on 10/18/2024 - resident and POA
agreed for facility to contact other
agencies to provide oxygen and
wheelchair for resident.
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update regarding [hisfher] portable oxygen and
Wheelchalr ordered during [his/her] last In-person
visit with [primary care previder] (7/31/2024)".

office manager of the oxygen/medical supply
company to call the facllity on 8/12/24 to diacuss
ths details.

follow-up call was placed o the oxygen/medical
supply company on 8/28/24 and was the facility
was told the company had not received the order.
The RN then contacted the resident's primary
care provider to have the order resent to the
oxygen/medica! supply company. The note

breath).and decreased [oxygen] when walking;
[oxygen st night] only. Uses cane but nesds
wheelchalr. Also needs dluretic & iabs. New

Orders: Portable [oxygen] for activity @ 2 [ilters].
Wheelchalr for use in facility..."

¢. Interview with the resident on 10/4/24 at
10:45 AM revealed s/he uesd oxygen only at
night. Observation of the resident's room showed
no.evidence of a wheelchalr.

d. Interview with the facllity's RN on 10/4/24
at 2:54 PM confirmed the resident had not
received the oxygen of wheelchair es orderad by
the primary care provider.

2. Observation of resident #4's apartmsnt on
10/4/24 at 10:46' AM with the facllity's RN and
again at 3:07 PM with the ED showed the
resident's room was cluttered throughout the
entlre apartment with miscelfanaous tems and
the kitchen counter and sink was plled with dirty
dishes, The following concerns wers identifiad:

a. Review of the reeident's Master Care Plan,
dated 4/17/24, showed "...[ndependent Living -
‘Housekeaping - Recalves housekeaping once a
week, no additional services

Healtheare Licensing and Supveys = TS
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Further review showed & message was left for the

b. Review of a 8/29/24 nurse's note showed 2

further showed "Problems with SOB (shortnass of

C8D will contact different agancies to
ensure that resident recelvas oxygen
and whaalchalr as ordered and. needed. 1M

CSD will follow up on all residents
pending orders to ensure that no
orders are over 72 hours old.

CSD will add reminders to EHR for
nurses to follow-up on orders
in a timely manner.

A full building audit was done to
ensure all resident rooms are safe
and meeting the lease agreement
criteria.

Will audit quarterly x1 year:

Education to staff will be given at Lpenees

next all-staff meetings.
November 28th & December 3rd.  [12/3/24

EDand C3SD help care conferance with
resident and POA on 10/16/2024 and
informed both resident and POA that | 4 624
tasidents room did not meet the /OM
raquirements as stated In the Resldent
Lease Agreement,

Resident and POA understand that her
apartment needs to be cleaned,
decluttered and well kept.
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required...Indepandent Living - Manage
Environment - Can manage environment
Independently..."

b. Raview of the Resident Lease Agraement

showad "24, APARTMENT UPKEEP. Resldent s

responsible for meintaining & clean; aitractive
environment by keeping a neat apariment and
using proper disposal receptacles throughout the
Community, Resident shall assume responsibllity
for the cleanliness and upkeep of all belongings
brought into the Community. Landlord will
evaluate the need for cleaning and repalr of
belongings. If it is necessary for Landlord to
perform cleaning or repair of personal befongings
for health or safety reasong, Rasident will be
billed for these services, If furniture or furnishings
are a health hazard or safety risk, Resident wili be
required to immediately remove those itema.”

c. Interview with the ED on 10/4/24 at 3:.07
PM revesled she was unaware of the etata of the
resident's apartment.

Ch 12 Sec 7 (b)(i) Asalsted Living Facillty (ALF)
Core Services

(b) Resident Assesament and Ssrvices, The
staffleontract Registered Nurse (RN) shall
canduct initiel and, at the minimum annuslly, and
acourats, standardized, reproducible assessment
of each resident's functional capaclty, physlical
assessment and medication review.

(i) The compietion of the ALF 102.

(A) The current version of the ALF 10218
the designated screening tool. The form may be
updated and /or revised periodically by the
Program Dlylsion. Providers wili be notified of
changes in the form. The following guidslines

§5008

85008

Resident and POA agreed to follow

what iz In Resldent Lease Agreemant
for apartment upkeep.

Resident and POA agreed to have
apariment met to requirements by
1111512024,

5

ED and CSD will monitor progress of
resldents apattment to ensure that the
apartment meete the requirements of
the Resident Leass Agreement x1
;ngnthly for 8 months, then quartery to
oliow. '
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apply to the ALF 102:

rasldant's condition,

and eigned by an BN,

person by an RN.

chenge n the residant's. condition,

This Stats Ruls.and Reguiation is not
avidenced by:

findings ware;

most recent ALF 102 was completed o

() TheALF 102 is only valid If
completed within forty-five (45) days prior to
admiselon and there Is no change in the

{1y The ALF 102 must be completed

(1) The ALF 102 may be completed
talephonically; however, it must be verified in

(IV) A new ALF 102 shall be
completed at jeast annually, and when there Is a

met as

Besed on review of resident records, review of
the resident agresment, and staff Inerview, the
facllity falled to conduct, at& minlimum;,
assassment of each resident's functional
capacity, physical assessment, and madication
review (ALF 102) for4 of (#1, #2, #3, #4)
residents reviewed for timely assessmants, The

1. Review of resident #1's record showed the
most recent ALF 102 was completed on 6/16/23,

2 Review of resident #2's record ghowed the

n 5/2/23.

a_Review of resident #3's record showed the
most recent ALF 102 wag completed on 7/17/23.

an-annual

| es008

CSD wili review and complete all
overdua assessments\ALF 102 to meet
States Rules and Regulations.

11/15/24
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4, Review of resident #4's record showed the monthly going forward to ensure that all
rmost recent ALF 102 was completed on 9/13/23. assessments\ALF102 are current and

up to date.
6. Interview with the facllity RN on 10/4/24 at 2:54
EM confirmed the ALF '1!02 dassessments had not 68D h died R

gen completed as requirad. as update asid

p " ol 43 ALE 102's, ent#1,#2. 111/1/24

8. Revlew of the Resldent Agreement showed
"...A Registered Nurse Wil avaluate Resldent's
health and safety needs on an ongoing basis to
help determine if they can continue to be metin
an assisted living setting. The Community 1s
committed to providing safe and appropriate care
to all residents within our regulatory scope, and
will assist In finding necessary altsrnate

lacement If warranted besed upon Resldents
overall hegith and condition. Additlonal clinical
evaluations will be completed according to state
regulations.”
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