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 A 350Continued From page 1 A 350

Record review on 12/19/23 revealed the most 
recent service plan for Tenant #1 was dated 
8/25/23, Tenant #2 was dated 7/18/23 and Tenant 
#3 was dated 10/2/23. 

Further record review on 12/19/23 revealed no 
evaluations were completed prior to developing 
the service plans for Tenant #1, #2 or #3. 

During the exit on 12/20/23 at 11:00 a.m. the 
administrative staff confirmed the Program failed 
to ensure service plans were based on 
evaluations.

 A 420 481-69.27(1)a Nurse Review

69.27(1) 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:

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

This REQUIREMENT  is not met as evidenced 
by:

 A 420

Based on interview and record review the 
Program failed to complete 90-day nurse reviews 
as required. This pertained to 3 of 3 tenants 
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reviewed (Tenants #1, #2, #3).  Findings follow: 

Record review revealed no 90 day reviews for 
Tenant #1, #2 or #3.  

When interviewed on 12/19/23 the Director or 
Nursing confirmed the Program had not 
completed 90-day reviews.
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