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' The Adult Care Licensure Section conducted an Qa M C"é /1 ;’UQJJLQ py
| annual survey on 04/11/23. \ & ( é}\/
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| H-A amo\ CONL 2bun datap.
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(b) The facility shall assure an assessment of ‘
each resident is completed within 30 days M ’YW,EVM’Q’% k/[O P
following admission and at least annually ; /

thereafter using an assessment instrument ' Q
established by the Department or an instrument ‘ ka\"O /Y\,LO_CiO on W
approved by the Department based on it m Wu on if(— g C@/LQ

containing at least the same information as
required on the established instrument. The QCUY\ )
assessment to be completed within 30 days P

following admission and annually thereafter shall

be a functional assessment to determine a

resident's level of functioning to include \J-)‘—Mjh & Conl g,QO/YW 5\_(1\ -0
psychosocial well-being, cognitive status and . W ki

physical functioning in activities of daily living. RY) 'kb 'L}\O Ot@dm o

Activities of daily living are bathing, dressing, ‘ < ’ . -0

personal hygiene, ambulation or locomotion, G:Cﬂ" L)\}«\E&C IV)VQ/ZQ

transferring, toileting and eating. The j o
assessmenl shall indicate if the resident requires Q mﬁ \;tC d\‘a/ek k
referral to the resident's physician or other ‘ ; Olm

licensed health care professional, a provider of ‘Witﬂ\ A O#Q/l a

mental health, developmental disabilities or

| B
substance abuse services or a community (/@LL/ZQH C(mao ﬂﬁ A L{f; ‘U\O
ey -2 o cond lon _hane
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‘ -
This Rule is not met as evidenced by: M/V‘ u{k)-uﬂ—d) (Q,LCL

j Based on record reviews and interviews, the ;
facility failed to ensure 1 of 3 sampled residents '
(#2) had an assessment and care plan updated '
annually. ’
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' Review of Resident #2's current FL-2 dated

| 10/17/22 revealed diagnoses included type ||

| diabetes, chronic obstructive pulmonary disease
l‘ (COPD) and hypertension.

Review of Resident #2's record revealed there
was a care plan dated 11/15/21 that was signed
- by Resident #2's primary care provider (PCP).

Interview with Resident #2 on 04/11/23 at 4:50pm
revealed:

-He was independent with personal care needs.
-He was last seen by his PCP on 03/20/23.

Interview with the Supervisor-in-charge (SIC) on

04/11/23 at 3:45pm revealed:

-She was aware that resident care plans must be

completed annually.

-She was not aware that Resident #2's care plan

was outdated.

-She thought the Administrator was responsible to

ensure resident care plans were completed
annually.

J Telephone interview with the Administrator on

| 04/11/23 at 4.53pm revealed:

| -She was aware that Resident #2's care plan was
outdated.

-She thought that Resident #2's care plan was up
to date.

-She took Resident #2's care plan to the PCP's
office to sign, but the PCP's office never faxed

J the care plan back to the facility.

| -She forgot to follow up to ensure that the care

' plan was completed.

-She was responsible to ensure resident care

| plans were completed annually.
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