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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 disorder:
17

Number of tenants with cognitive disorder:  1
Total census of Assisted Living Program:  18

The following regulatory insufficiencies were cited 
during the investigation of complaint #98127-C 
and the recertification visit conducted to 
determine compliance with certification rules for 
an Assisted Living Program.

 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 tenants received care, 
treatment and services which were adequate and 
appropriate affecting 1 of 3 tenants reviewed 
(Tenant #1). Finding follows:  

Record review on 6/21/22 revealed an Incident 
Report (IR) for Tenant #1 dated 6/15/22. 
According to the IR, Tylenol 3 doses scheduled 
for 2200/10:00 p.m. were missed on 6/3/22, 
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The Plan of Correction is attached.
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 A 160Continued From page 1 A 160

6/4/22, 6/6/22, 6/7/22 and 6/8/22.  Program staff 
missed an additional dose at 1400/2:00 p.m. on 
6/5/22. The Program used the nursing staff from 
the affiliated nursing facility to administer 
narcotics and medications after 8:00 p.m.  

Further record review revealed Tenant #1 had a 
diagnosis of chronic pain due to trauma, low back 
pain and pain in unspecified joints.  

When interviewed on 6/21/22 at 11:55 a.m. the 
delegating nurse confirmed the Program failed to 
administer Tenant #1's Tylenol 3 on the above 
dates.

 A 345 481-67.9(4)b Staffing

67.9(4) Nurse delegation procedures. The 
program's registered nurse shall ensure certified 
and noncertified staff are competent to meet the 
individual needs of tenants. Nurse delegation 
shall, at a minimum, include the following:

b. Within 30 days of beginning employment, all
program staff shall receive training by the
program's registered nurse(s).

This REQUIREMENT  is not met as evidenced 
by:

 A 345

Based on interview and record review the 
Program failed to consistently ensure staff 
received training/delegation within 30 days of 
employment affecting 2 of 2 staff reviewed (Staff 
B and C)  Finding follows:  

Record review on 6/21/22 revealed Staff B's 
delegations were completed on 3/2/22. The 
Program listed Staff B's date of hire as 11/4/21. 
Further review revealed Staff C's delegations 
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 A 345Continued From page 2 A 345

were completed on 3/6/22. The Program listed 
Staff C's date of hire as 1/13/22. When 
interviewed the delegating nurse and Director 
confirmed the Program failed to ensure 
delegations were completed within 30 days of 
employment for Staff B and C.
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