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$ 003 Initial Commients

and a complaint/incident investigation survey

(2KJJ11, 02/12/2024) were conducted at this

residence. Deficiencies were idéntified relative to
the State Licensure survey.

§ 365 Residency Requirements 2.4,16.D Residen
Assessment/Service Plans.

- 2.4.16 (d). Resident Assessments and Service
Plans

| D. The assessment shall be reviewed and at
intervals not to exceed twelve (12) months and
each time a resident's condition changes
significantly..

This Requirement is not met as evidenced by:
Based ofi record review and staff interview, it Bas
been determined that the residence failed to »
review the residents' comprehensive assessment |
atintervals not to exceed twelve (12) months and
each time a resident's condition changes
significantly for two of four sample residents
reviewed, Resident ID #s 1 and 2.

Findings are as follows:

1) Resident ID #1 was admitted to the facility in
October of 2018 with a diagnesis including, but
not limited to, vascular dementia. Record review
revealed a psychiatric change in condition in

| January of 2024 which resulted in an emergency
| room visit, police department involvement, and a
facility incident report.

The record revealed ID #2's last comprehensive
assessment fo be dated 2/1/2024, The

| An unannounced biennial State Licensure survey

$003

| 5365

S365 Residency Requirements
Resident Assessment/Service Planis

Resident ID #1 record was updated on 3/7/2024
to reflect the change in condition reported on
1/8/2024.

Resident ID #2 record was updated to refiect a
current comprehensive assessment on
3/7/2024.

The Wellness Coordinator and/or the
Administrator will establish a weekly status.
report to reflect sl resident inciderits foted in
the records which will be circulated ‘with the Per
Diem Nurse both electronically and in person.
Additionally, these reports will be used as part
of the QAPI quarterly reviews. »
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assessment failed to reveal being updated after

| this change in condition relative to "behavioral
information” and the resident's overall psychiatric
functioning. ”

2) Resident 1D #2 was admitted to the facility in
February of 2014 with a diagnosis including, but
_not fimited to, chronic obstructive pulmonary

| disease (COPD). Record review revealed the
resident was admitted to hospice services ori
2/8/2023,

The record revealed ID #2's last comprehensive
- assessment to be completed in 2022. Record
review failed to reveal evidence the resident's
assessment was updated in intervals not to

| exceed twelve months and with the significant
change in condition.

During an interview on 2/12/2024 at
approximately 3:20 PM, the Administrator
acknowledged that the above-mentioned
residents' comprehensive assessments were riot
updated as required.

S 560 Residential Care Services 2.4.24.A3.b | 8560
Medication Services :

2.4.24(A) (3} (b) Medication Services

<

=

b. For assisted living residences licensed at the n
M1 level, licensed employees (registered (N
medicafioh aides, registered nurses, licensed : J
practical nurses) may administer oral or topical
drugs and manitor health indicators. However,

- schedule Il medications shalf only be
administered by licensed personnel. The
physician or nurse supervisor shall conduct and

5560 Residential Care Services
Medication Services

All registered medication aides will have their
quarterly evaluation completed by 28 Mar
2024. The schedule going forward will be to
have the evaluations done iri the 37 month of
the quarter. This will coincide with the schedule

of the quarterly QAP! scheduled meetings.
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- medication aides who are administering drugs
and place a copy in the employee's personnel

| This Requirement is not met as evidenced by:

| medication administration evaluations, in
| accordance with regulations, for 7 of 7 staff
| reviewed, StaffA, B, C, D,E F, and G.

12024

document quarterly evalliations of the registered

record.

Based on record review and staff interview, it has
been determined that the residence failed to
ensure registered medication aides had quarterly

Findings are as follows;

Record review revealed the following &valuations. |
were completed for medication aides in 2023 and

Staff A: 2/9/12023 and 1/24/2024
Staff B: 3/31/2023 and 12/24/2023
Staff G: 313142023 and 12/2412023
Staff D: 1/30/2025 and 1212412023
Staff E: 2/9/2023 and 12/7/2023
Staff F: 12/7/2023

Staff G: 121212023

During an i’nt‘e,tVl'e\A_i on 2/12/2024 at
approximately 3:45 PM, the Administrator
acknowledged the medication aides evaluations
were not completed quarterly, as required.
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