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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 
on-site.

Number of tenants without cognitive impairment: 
4
Number of tenants with cognitive impairment: 0
Total census: 4

The following regulatory insufficiency was cited 
during the investigation of Complaints 
#118867-C, #120455-C, and Complaint 
#120630-C.

 

 A 160 481-67.3(2) Tenant Rights

481-67.3 Tenant rights. All tenants have the 
following rights:

67.3(2)  To receive care, treatment and services 
which are adequate and appropriate.

This REQUIREMENT  is not met as evidenced 
by:

 A 160

Based on interview and record review, the 
program failed to ensure bathing services were 
provided for 1 of 4 discharged tenants reviewed 
(Tenant C1). Findings include:

Record review on 10/31/24 at 10:23 am revealed 
Tenant C1 admitted to the program on 11/17/23. 
A review of Point of Care Audit Reports instructed 
staff to assist Tenant C1 with bathing one time 
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 A 160Continued From page 1 A 160

per week on Thursday afternoons. Review of the 
Point of Care Audit Report for the timeframe 
4/1/24 through 5/31/24 revealed no baths were 
provided for the entire month of April 2024 and no 
baths were provided on dates 5/9/24, 5/16/24, 
and 5/23/24. Review of the Point of Care Audit 
Report for the timeframe 6/1/24 through 7/10/24 
revealed no baths were provided on dates 
6/20/24 and 6/27/24.

On 10/31/24 at 10:40 am the Travel Director of 
Nursing confirmed the above findings.

DIVISION OF HEALTH FACILITIES - STATE OF IOWA
If continuation sheet  2 of 26899STATE FORM YGQF11


