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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.

General Population Program

Number of tenants without cognitive disorder:  11
Number of tenants with cognitive disorder:  0
Total Population of Program at time of on-site:  11

TOTAL census of Assisted Living Program:  11

The following regulatory insufficiencies were cited 
during the recertification visit conducted to 
determine compliance with certification of an 
Assisted Living Program.

No regulatory insufficiences  were cited during the 
onsite infection control survey.

 

 A 270 481-67.5(2)f(1) Medications

67.5(2) Each program shall follow its own written 
medication policy, which shall include the 
following:

f.  When medications are administered 
traditionally by the program:

(1) The administration of medications shall be 
provided by a registered nurse, licensed practical 
nurse or advanced registered nurse practitioner 
registered in Iowa, by an individual who has 
successfully completed a department-approved 
medication aide or medication manager course 
and passed the respective department-approved 
medication aide or manager examination, or by a 
physician assistant (PA) in accordance with 
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 A 270Continued From page 1 A 270

645-Chapter 327. Injectable medications shall be 
administered as permitted by Iowa law by a 
registered nurse, licensed practical nurse, 
advanced registered nurse practitioner, physician, 
pharmacist, or physician assistant (PA).

This REQUIREMENT  is not met as evidenced 
by:
Based on interview and record review the 
Program failed to ensure staff passed a 
department approved medication aide course 
prior to passing medications. This pertained to 4 
of 4 staff reviewed (Staff A, Staff B, Staff C, and 
Staff D). Findings follow:

A review of staff files revealed the following:
-Staff A was hired 12-6-19 and no medication 

manager training could be located.
-Staff B was hired 10-28-2020 and no 

medication manager training could be located.
-Staff C was hired 1-4-21 and no medication 

manager training could be located.
-Staff D was hired 2-25-21 and no medication 

manager training could be located.

The Administrator confirmed these findings on 
3-24-21 at 2:48 p.m.

 

DIVISION OF HEALTH FACILITIES - STATE OF IOWA
If continuation sheet  2 of 26899STATE FORM 2N0N11


