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481-69.27(231C) Nurse review. If a tenant does
not receive personal or health-related care, but
i an observed significant change in the tenant's
condition occurs, a nurse review shall be
conducted. If a tenant receives personal or
health-related care, the program shall provide for
a registered nurse:

69.27(1)a To monitor, at least every 90 days,
or after a significant change in the tenant's
condition, any tenant who receives
program-administered prescription medications
for adverse reactions to the medications and to
make appropriate interventions or referrals, and
to ensure that the prescription medication orders
are current and that the prescription medications
are administered consistent with such orders.
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A 000 Initial Comments A 000
Assisted Living Programs are defined by the type
of population served. The census numbers were
' provided by the Program at the time of the
See  0Mached
General Population Program
Number of tenants without cognitive disorder: 27
Number of tenants with cognitive disorder: 4
Total Population of Program at time of on-site: 31
TOTAL census of Assisted Living Program: 31
The following reguiatory insufficiency was cited
during the recertification visit conducted to
determine compliance with certification for an
Assisted Living Program.
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This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the
Program failed to completed 90 day nurse
reviews as required for 3 of 3 tenants reviewed
who received program-administered prescription
medications (Tenant #1, #2, and #3). Findings
follow:

1. Review of Tenant #1's file revealed the
following:

a. The Service Plan dated 11-3-17 indicated the
Program administered medications as ordered by
the physician.

. b. Review of Health Status Documents dated
11-3-17 and 1-30-18 failed to include a review of
medications as required.

¢. Review of Notes dated 8-15-17 to 4-23-18
failed to include a review of medications as
required.

2. Review of Tenant #2's file revealed the
following:

a. The Service Plan dated 3-29-17 indicated the
Program administered medications as ordered by
the physician.

b. Review of Health Status Documents dated
12-14-17 and 3-5-18 failed to include a review of
medications as required.

¢. Review of Notes dated 9-20-17 to 4-7-18 failed
to include a review of medications as required.

3. Review of Tenant #3's file revealed the
following:
a. The Service Plan dated 12-19-17 indicated the
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Program administered medications as ordered by
the physician.
b. Review of Health Status Documents dated
12-18-17 and 3-16-18 failed to include a review of
medications as required.
¢. Review of Notes dated 12-20-17 to 4-23-18
failed to include a review of medications as
required.
3. Interview with the Administrator on 4-24-18 at
9:56 a.m. confirmed this finding.
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Plan of Correction

A. Nurse Review: 481-69.27(1)a

481-69.27(1)a Nurse Review. If a tenant does not receive personal or health-related
care, but an observed significant change in the tenant’s condition occurs, a nurse review
shall be conducted. If a tenant receives personal or health-related care, the program shall
provide for a registered nurse:

69.27(1)a To monitor, at_least every 90 days, or after a significant change in the
tenant’s condition, any tenant who receives program-administered prescription
medications for adverse reactions to the medications and to make appropriate
interventions or referrals, and to ensure that the prescription medication orders are current
and that the prescription medications are administered consistent with such orders.

Regulatory Insufficiency A 094: This REQUIREMENT is not met as evidenced by:
Based on interview and record review the Program failed to complete 90 day
nurse reviews as required for 3 of 3 tenants reviewed who received program-
administered prescription medications (Tenant #1, #2, and #3). Findings
follow:

1. Review of Tenant #1’s file revealed the following:

a. The Service Plan dated 11-3-17 indicated the Program administered
medications as ordered by the physician.

b. Review of Health Status Documents dated 11-3-17 and 1-30-18 failed to
include a review of medications as ordered.

c. Review of Notes dated 8-15-17 to 4-23-18 failed to include a review of
medications as required.

2. Review of Tenant #2’s file revealed the following:

a. The Service Plan dated 3-29-17 indicated the Program administered
medications as ordered by the physician.

b. Review of Health Status Documents dated 12-14-17 and 3-5-18 failed to
include a review of medications as required.

c. Review of Notes dated 9-20-17 to 4-7-18 failed to include a review of
medications as required.

3. Review of Tenant #3’s file revealed the following:
a. The Service Plan dated 12-19-17 indicated the Program administered
medications as ordered by the physician.



b. Review of Health Status Documents dated 12-18-17 and 3-16-18 failed to
include a review of medications as required.

¢. Review of Notes dated 12-20-17 to 4-23-18 failed to include a review of
medications as required.

4. Interview with the Administrator on 4-24-18 at 9:56 am confirmed this
finding.

Plan of Correction: We have added an additional system check on our Health Status
Document entitled Meds. This is on any tenant receiving program-administered
prescription medications. This will ensure documentation is done by the Delegating RN
with any assessment check point, at the minimum every 90 days or when there is a
significant change in condition.

1. Documentation will include any changes in tenant’s medications, and the teaching
associated with those medication changes.

2. Documentation will include the teaching of, and any note of adverse effects from
medications.

3. Documentation will include any noncompliance issues tenant may be having.

4. Documentation will note any other med related issues, such as allergic reaction,
changes due to ineffectiveness, etc.

5. This revised Health Status form will be used beginning immediately, May 11, 2018
with any RN assessments to ensure proper med review.

6. This will ensure complete medication review as required at minimum of every 90 days
as Health Status document is always completed at this check point.

Please contact me if there is anything further that you need from me.

ng Ko cma’ra

Kelly Heemstra RN
Landsmeer Ridge Retirement Community, Manager



