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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 insufficiencies were 
cited during the recertification visit conducted to 
determine compliance with certification rules for 
an Assisted Living Program.

 A 350 481-69.26(1) Service Plans

69.26(1) A service plan shall be developed for 
each tenant based on the evaluations conducted 
in accordance with subrules 69.22(1) and 
69.22(2) and shall be designed to meet the 
specific service needs of the individual tenant. 
The service plan shall subsequently be updated 
at least annually and whenever changes are 
needed.

This REQUIREMENT  is not met as evidenced 
by:

 A 350

Based on interview and record review the 
program failed to develop and implement service 
plans based on assessments to meet their 
individual needs for 1 of 2 tenants reviewed 
(Tenant #2). Finding follows:
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 A 350Continued From page 1 A 350

Record review on 7/15/25 revealed incident 
reports (IRs) for Tenant #2 regarding five falls 
between 5/08/25 and 7/12/25. Three of the five 
IRs indicated Tenant #2 reported her knee(s) 
gave out, causing the fall. 

During interview on 7/15/25 at 10:40 a.m., the 
Universal Worker said Tenant #2 had a history of 
falls, which had recently increased. 

Tenant #2's most recent functional and 
health/nursing assessment dated 5/30/25 
contained no information regarding fall risk or 
frequency of falls. 

Tenant #2's current service plan dated 7/08/25, 
failed to indicate whether Tenant #2 was a fall 
risk or list any interventions to prevent falls. 

During interview on 7/15/25 at 2:15 p.m. the 
Administrator and Assisted Living Program (ALP) 
Manager confirmed Tenant #2's current service 
plan was completed without corresponding 
evaluations and it failed to include information 
regarding fall risk and fall prevention. The 
Administrator noted Tenant #2 had declined 
physical therapy in the past, but verified this 
information was not included in her most recent 
assessments or service plan.
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