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A 000 Initial Comments

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: 8
Number of tenants with cognitive disorder: 0
Total Population of Program at time of on-site: 8

TOTAL census of Assisted Living Program: 8

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

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

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:

Based on interview and record review the
Program's registered nurse (RN) failed to
document a review within 60 days of hire to
ensure staff are sufficiently trained and
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69.22(2) Evaluation within 30 days of occupancy.
A program shall evaluate each tenant's functional,
cognitive and health status within 30 days of
occupancy. The evaluation shall be conducted by
a health care professional, a human service
professional, or a licensed practical nurse via
nurse delegation when the tenant has not
exhibited a significant change.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the
Program failed to evaluate tenant's functional,
cognitive, and health status within 30 days of
occupancy for 1 of 2 tenants reviewed (Tenant
#1). Findings follow:

Record review on 6-9-21 of Tenant #1's file
revealed he was admitted on 2-1-21. No
functional, cognitive, or health assessments
completed within 30 days of occupancy could be
located.

The Director of Nursing confirmed these finding
on 6-9-21 at 1:13 p.m.
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competent in all tasks assigned or delegated.
This pertained to 1 of 1 staff reviewed requiring
RN delegations (Staff A). Findings follow:
Record review on 6-9-21 of Staff A's file revealed
a hire date of 9/4/19. RN delegations could not
be located.
The Director of Nursing confirmed these findings
on 6-9-21 at 10:10 a.m.
A 140 481-69.22(2) Evaluation of Tenant A 140
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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:

Based on interview and record review the
Program failed to update service plans based on
the required evaluations within 30 days of
occupancy for 1 of 2 tenants reviewed (Tenant
#1). Findings follow:

Record review on 6-9-21 of Tenant #1's file
revealed he was admitted on 2-1-21. No
functional, cognitive, or health assessments
completed within 30 days of occupancy could be
located. The program failed to update the service
plan based on the required assessments.

The Director of Nursing confirmed these finding
on 6-9-21 at 1:13 p.m.

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
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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:

Based on interview and record review the
Program failed to complete a nurse review as
required at least every 90 days for 1 of 2 tenants
reviewed (Tenant #2). Findings follow:

Record review of Tenant #2's file revealed an
annual comprehensive assessment and updated
service plan completed 1-21-21. Further review
revealed a 90 day nurse review completed
5-14-21.

The Director of Nursing confirmed on 6-9-21 at
1:49 p.m. she failed to complete the 90 day nurse
review on time.
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