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R 000. [nitial Comments R 000
, An annual survey was conducted on 08/09/18
through 08/13/18 to determine compliance with
! the Assisted Living Law. The Assisted Living
| Residence (ALR) provided care for eight
residents and employed six personnel to include
professional and administrative staff. The findings
of the survey were based on observations, record
' reviews, and interviews.
Listed below are abbreviations used throughout
the body ‘of this report;
! ALA - Assisted Living Administrator
+ MAR- Medication Administration Record
| ISP - Individualized Service Plan
i H&P - History and Physical
! RN - Registered Nurse
iC -Celsius
R 483’ Sec. 604d Individualized Service Plans R 483 i
— < r L
(d) The ISP shall be reviewed 30 days after ka ¢3 DQfSl PENT # s _LS}D WAS %LZ’%!@
admission and at least every 6 months thereafter. ) oF P o Rt T s M AT
The ISP shall be updated more frequently if there v P:‘_i:)ﬂ. e [E_HK?/['L&‘—:P_' iz O
is a significant change in the resident's condition. CH“*\"Q&‘E,. N e k&‘Si.]& ALLS
The resident and, afnecessar}r. the surrogate CoAPLIOA O Fite Abelys 4
shall be invited to particlpate in each — — A gl
reassessment. The review shall be conducted by 0 B ﬂ‘E)LC_, 1o ADmudIsisd
an interdisciplinary team that includes the N A ULAS !)LL.A il
. resident’s healthcare practitioner, the resident, E)‘J P ,K.\.(\fb (0 ,) "2.‘0 m R ,J
the resident's surrogate, if necessary, and the ) i, — |— =
ALR. , T e A Ui, A
- Based on record review and interview, the ALR 1GAE oD 18 p AND
failed to ensure a resident's ISP was updated with PR :
a significant change in condition for one of three » ,‘_? S ORDER WAS
residents in the sample that had a significant } o P)WHA =
change (Resident #6). jl)?g ‘Pgig\[%ﬂpf TELL_S _
o ! HcLeE T e Do
Findings included: LARTIAVED ) G,Q{'él DFL;’!(?'-
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R 483 Continued From page 1 R 483 QE.CJE..?—{ NG ALA WLl ¥ 2,3 l%g
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Q163 [P P A cANGE oF  pAcmAp
Review of Resident #6's current medical record Co A:]_?_ LI ;0 LSP V1 L2 IAG

on 08/10/18 at 3:00 PM showed that the resident
i started self-administering insulin (Levemir Flex
- Touch 60 units) on 05/08/18. Further review of the
 resident's record revealed ISPs dated 11/01/17 ‘
- and 05/17/18 which lacked documented evidence j
that the ALR staff updated them with the «
significant change of self-administration of insulin,

During an interview on 08/10/18 at 3:45 PM, the
ALA stated that Resident #6's ISP would be

- updated to reflect the significant change of
self-administration of insulin.

At the time of the survey, the ALR failed to update |
Resident #6's ISP with the significant change of
insulin self-administration,

R5613

(3) A physician's statement, including medical R 51 3
orders and rehabilitation plans;
Based on record review, observation, and # |
interview, it was determined that the facility failed
to ensure residents' records included an order to
self-administer insulin for two of two residents in
the sample who were receiving insulin (Residents

#6 and #7).
l‘ Findings included:

! 1. Review of Resident #6's current medical record

' on 08/10/18 at 3:00 PM revealed a MAR dated

. 08/01/18 through 08/31/18 that showed the

. resident was self-administering Levemir (insulin)

- Flex Touch 60 units subcutaneously every

- morning. Continued review of the record revealed
a H&P dated 08/30/15 that showed the staff was
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R 513 Continued From page 2
to administer the resident's medications.

Observation on 08/10/18 at 3:30 PM showed that
all of Resident #6's prescribed medications,
including the Levemir (insulin) Flex Touch pen,
were available in the facility.

During an interview on 08/10/18 at 3:45 PM, the
ALA/RN stated that Resident #6 started insulin on .
05/05/18. The ALA/RN stated that she provided
instructions for the resident on insulin
administration, and he could safely administer the Rfo/ L3
insulin with some assistance. The ALA indicated ~ y- )
that she assisted the resident with insulin

- administration by adjusting the insulin pen's dial

. ta the correct dose. Additionally, the ALA/RN

! stated that she would administer Resident #6's
insulin untit she could obtain an order from the
physician for the resident to seif-administer
insulin.

2. Review of Resident #7's current medical record
on 08/10/18 at 4:00 PM revealed a MAR dated
08/01/18 through 08/31/18 that showed the
resident was self-administering Novolin Insulin
70/30 16 units subcutaneously every morning and
every night at bedtime. Continued review of the
record revealed a H&P dated 11/20/13 that
showed the staff was to administer the resident's

medications.

- Observation on 08/10/18 at 3:30 PM showed that
all of Resident #7's prescribed medications,
including Novolin Insulin 70/30, were available in
the facility.

During an interview on 08/10/18 at 3:45 PM, the
ALA/RN stated that Resident #7 started insulin on
05/16/18. The ALA/RN stated that she provided
instructions for the resident on insulin
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R 513 Continued From page 3 R 513 See R%Poﬁg,e oA PAC::}:»S
administration, and he could safely administer R 7713 | 9. Az 3 ®F 9
insulin without assistance. Additionally, the ,‘
ALA/RN stated that she would administer . ‘& 3
" Resident #7's insulin until she could obtain an
i order from the physician for the resident to
, self-administer insulin.
" At the time of the survey, the ALR failed to ensure
that the current medical records for Residents #8
and #7 included an order for the residents to
self-administer insulin.
R 588 Sec. 701d11 Staffing Standards. R 598 I JL@
=
: — ’ - . L
(11) Maintain personnel records for each ; R5G% | ALh SoPPed e MRS .«}Lﬁm
employee that include documentation of criminal Houvse Kee Pek 1_&"’" We kAL
background checks, statements of health status, Pﬁ' ADZIAG CRmnfAL bAc KGR oA
and documentation of the employee's S P F:Z’
communicable disease status; CHECH, PH qS1ea L |
- Based on observation, record review and WL NG lt’fcg, SOR @M .
interview, the ALR failed to evidence: (1)
documentation of criminal background checks: o PRed CAT IS DE I:'LCWzDr
(2) a statement of health status; and (3) e 29 =
documentation of employee s communicable PRAC'A'L £ :;S BRE. -L-F AT
- disease status for one of six employees ALA g’d ALL £ L
(Housekeeper). & u, STAFF WO R—t'\l.ﬁ‘)fl AT
e ALK OBTAA .
N incl : .
Findings included Qf_ln111§ﬂb e::ﬁC-KG' ﬁ]
Observations on 08/09/18 and 08/10/18 showed | (_r( 8014 2 = Sy
- that the ALR's Housekeeper was on-duty. It lﬂ'ﬁ h)Q&l 9
' should be noted that seven residents were also - o e Vb‘okﬁ L Hf, Fﬁcll-'“'
" observed to be in the facility at that time, ﬂ
Review of personnel records on 08/10/18 at 9:24 P‘—,l;A CDES (GATED Lji
- AM showed no evidence of a personnel record for STATF SpALL e 55
| the Housekeeper, ALl ALR CORREAT AN
BMS&«: ude, amiu’ et
During an interview on 08/10/18 at 10:50 AM, the W
Ls 1 i oqu.f:n) S
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R 683' Sec. 702d Staff Training.

i
(d) On an annual basis, the ALA shall complete

12 additional hours of training on cognitive

, organization with expertise in dementia such as
the Alzheimer's Disease and Related Disorders
Association.

Based on record review and interview, the ALA

. failed to complete 12 hours of annual training on
cognitive impairment from a nationally recogmzed
organization.

Findings included:

Review of the ALA’s personnel record on
08/10/18 at 9:24 AM failed to evidence the

' completion of 12 hours of cognitive impairment
/ training in 2017.

During an interview on 08/10/18 at 10:30 AM
when asked about completion of the required
training, the ALA stated, "I have it, | will print it and
have it for you tomorrow."

. At the time of the survey, the ALA failed to provide

RES

. impairments approved by a nationally recogmzed !

evidence of the completion of 12 hours of annual

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D
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R598 Continued From page 4 Ress [ARe UPRAT E:P %\3’3? B[w/ltfé
— A AP
ALA stated that the Housekeeper was only hired K‘aﬁ% Cﬁm?tﬁ”& PMC‘E b ACDL
in March 2018 to clean the facility. Surveyors IW LS REV Ct?ﬁ ! A’
redirected the ALA to the personnel requirements M eV P-PJ»A‘L) &n
listed in the Assisted Living Law. MO AL BASLS
. At the time of the survey, the ALR failed to
« maintain a personnel record for the Housekeeper
 that included documentation of a criminal
" background check, a statement of heaith status,
' and evidence of the employee's communicable
, disease status,
R 683
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" During an interview on 08/09/18 at 11:16 AM, the

- facility's House Manager stated that some of the
residents take food to their individual bedrooms.
Continued interview with the House Manager
revealed that the exterminator comes to the
facility at least once per month.

During the survey on 08/10/18, the exterminator
was called to the facility by the ALA to address the
fruit fly sanitation issue. The exterminiator was

- observed providing pre-treatment cleaning

" instructions to the ALA and ALR staff. The ALA

é arranged for the exterminator to return to the ALR
on 08/11/18 to perform a fumigation subsequent

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES
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R 683 Continued From page 5 R 683
' training on cagnitive impairment for 2017.
R 981 Sec. 1004a General Building Interior R 981
(a) An ALR shall ensure that the interior of its
facility including walls, ceilings, doors, windows,
equipment, and fixtures are maintained
structurally sound, sanitary, and in good repair.
Based on observation and interview, the ALR
failed to ensure the facility interior was maintained
in sanitary condition and all equipment was in
good repair.
- Findings included: = &1zl 4
A€ | Tk L™ AAD
1. Observations on 08/09/18 at 9:49 AM during _@, I VIS‘-;?S ER .Ln”g’ mﬁ 3;1 OAGHN
an environmental walk-through of the ALR ' — EXA _,"’“ '
showed an abundance of flying bugs (later [ R 3 (T LS Av
|delnt|ﬁed as fruit ﬂfe_s} throughout Besrdent THE Co ;\)m‘m %':ﬂ. | _(M ) A
#4's bedroom. Continued observations showed . .
- fruit flies on the resident's bedroom ceiling and PesT CONTROL CIm A
~bedroom walls. Additionally, the fruit flies were wWHILE . AL 1 :;ra’b 5
" observed in the ALR's first and second floor W/(E/K& S\I ACYATED e
bathrooms. — -
g Syt ity

AU CTATE AND Recmsdie
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R 981 Continued From page 6 Rog1 | GATIAED tom PG ofgq Qliz|1¥
tothet location of all residents e oWD 1A fye {‘)-5513’@‘3 'ﬁ's it
to the temporary relocation o e : , ‘DM .S‘HT'JLP g @/‘)Gﬂ?ﬂi
At the time of the survey, the ALR failed to ensure ; AR LACED 1D A&A
- that the facility was maintained in a sanitary i ]f-}f ?&) K. s
condition free of fruit flies. . e MCI Llﬁ A Rg,,_;g,;) 2
,.--)
2. Observation on 08/09/18 at 10:05 AM showed ‘%‘L‘:ﬂ @ﬁi,ﬁ ‘E‘?_{"g (,'1 PRAcTice.
that the ALR's refrigerator temperature was 58 G I ), &Cb/ Jﬁqc‘, 1R |
degrees Fahrenheit. Continued observation of the Ay 0 £ ALL S’hftl
facility's refrigerator showed a notice posted to, HALL 9 e lere m Eﬂ%
"Always Remember, Keep Cold Foods Cold!, g,,.“ l_-f;ia- .-I-a P AT
Maintain cold foads at a temperature of 41 <2 RB‘(J' i <
d Fahrenheit (5 degrees C) or less." (v £ OF P 1Tem
egrees Fahrenheit (5 degrees C) IR THE RODms ¢ 78
~ During an interview on 08/09/18 at 10:09 AM, the f_"l:LL /szfSH CAAS (1A “IHE
- facility's House Manager stated that the food -|—A'(:_'__[. LT Sﬁf\’LL ﬁﬁ_—)
' stored in the refrigerator was just purchased. The ! t\jf P 9 '
| ALA chose to discard all of the food inside the £ N % -3 ;ppr,L;f g'ﬁ_rf'
refrigerator and cease using the unit. @
9 g gg-’o 9{{0 Lt' 7} IIS:D PfS
During an interview on 08/09/18 at 11:40 AM, the LG k o
| ALA stated that the refrigerator would be repaired Pe s e % A J’A}%& 55 :Uw
- or replaced. In the interim, arrangements would M Jﬁ‘l({, £ iﬂ’S 0 4\’
: be made to purchase lunch and dinner for the AN A}x\:—t’? PER MR M%‘r}’g, Asp
residents. . % Lx
| 5;}? U STAETE Jeca¥EDd TRamais ©ACH
- Follow-up observations on 08/10/18 at 9:26 AM . BA CJ‘I’ECKJ o TE ﬂ ” TORKE
; revealed that the refrigerator was replaced and ) F’ e 721 ;:pd,lg Pek. i F’T
. the reading was at 40 degrees Fahrenheit. NP THE A £6> K—'DBK’ 1% 'lﬁﬂ'%ﬁﬂm
At the time of the survey, the ALR failed to ensure 5@” m o
equipment was maintained in good repair. 'N@CDM s ’ ﬁ
R1017 Sec. 1007c4 Health, Light, and Ventiation R1017 %i ADVAG | ‘*\' 5 T"E’ £ofm é’gﬂ%
' e ' STATE 19 /\Wllﬂ A LA 9{:‘»
(4) When inside temperature exceeds 85 A A ) = ALPYNCT
degrees Fahrenheit, mechanically cooled air shall Fo R— "HM‘E@)‘_@ 1% !_J_A-, Re /,l,am B
be used in areas of the building used by residents DESCAf2 p F‘r'% LD = 1<
with no inside area used by the residents allowed %}1{;‘%&@’% E»%i KecCeman f—%
i
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R1017 Continued From page 7 ! R1017

to exceed 90 degrees Fahrenheit,

Based on observation and interview, the ALR
failed to ensure inside temperatures did not
exceed 85 degrees Fahrenheit for eight of eight
residents residing in the facility (Residents #1, #2,
#3, #4, #5, #6, #7 and #8).

Findings included:

Upon entrance to the dining area of the ALR on
08/09/18 at 9:15 AM, surveyors observed the
facility's ambient temperature to feel warm.
Immediate subsequent observation of the
thermostat showed that the air conditioner
temperature was set for 83 degrees Fahrenheit,

During an interview on 08/09/18 at 11:16 AM, the
ALA stated that an air conditioner/heating
contractor was called to address the issue and

: was expected to arrive at the facility that
. afternoon.

: On 08/09/18 at 2:23 PM, the contractor was
. observed on-site at the ALR to assess the

facility's air conditioner. According to the
contractor, the ambient temperature in the
common areas (living room, dinning room,
kitchen) showed a reading of 85 degrees
Fahrenheit, and a temperature reading of 87
degrees Fahrenheit was recorded in the
bedrooms of Residents #3 and #8. The back of
the ALR was not affected, with ambient

' temperature readings between 62 and 65
' degrees Fahrenheit.

- During an interview on 08/09/18 at 3:30 PM, the
" contractor indicated that the air conditioner's

~ condensing unit outside of the Facility was not
working and a new motor for the unit was
' needed.
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