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 A 000 Initial Comments  A 000

Assisted Living Programs for People with 
Dementia are defined by the population served.  
The census numbers were provided by the 
Program at the time of the on-site.

Number of tenants without cognitive impairment: 
17
Number of tenants with cognitive impairment: 13
Total census: 30

The following regulatory insufficiencies were 
cited during the investigation of Incidents 
#129937-I, #130182-I, and Complaints 
#130127-C, #130205-C.

 A 145 481-69.22(3) Evaluation of Tenant

69.22(3) Evaluation annually and with significant 
change. A program shall evaluate each tenant's 
functional, cognitive and health status as needed 
with significant change, but not less than 
annually, to determine the tenant's continued 
eligibility for the program and to determine any 
changes to services needed. 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. A 
licensed practical nurse shall not complete the 
evaluation when the tenant has exhibited a 
significant change.

This REQUIREMENT  is not met as evidenced 
by:

 A 145
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 A 145Continued From page 1 A 145

Based on interview and record review, the 
program failed to complete an evaluation due to 
significant change for 1 of 5 tenants reviewed 
(Tenant #5). Findings follow:

Record review on 9/10/25 indicated Tenant #5 
was admitted to the program on 5/13/25. A 
program nursing note, dated 7/29/25, 
documented a fall incident and included the 
following, "Family states resident is on hospice, 
unable to notify hospice and there is no hospice 
listed in profile. Staff was unaware that resident 
was on hospice." 

A review of the evaluation for Tenant #5, dated 
6/16/25, failed to reflect Tenant #5's hospice 
services. A review of the service plan for Tenant 
#5, signed/dated 7/24/25, failed to reflect Tenant 
#5 required hospice services. No evaluation 
could be located which addressed the significant 
change or start of hospice services.

When questioned on 9/10/25, the Regional 
Clinical Services Coordinator responded via 
email at 1:41pm and confirmed Tenant #5's 
evaluation/s failed to address the significant 
change and start of hospice services and one 
would need to be completed. The Regional 
Clinical Services Coordinator provided a copy at 
2:12pm of the Hospice Admission orders for 
Tenant #5 and confirmed Tenant #5 began 
hospice services on 6/27/25. 

On 9/10/25 at 3:15pm the Executive Director, 
Assistant Director of Wellness, (and Regional 
Clinical Services Coordinator by phone) 
confirmed the above findings.
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 A 350Continued From page 2 A 350

 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 update tenant service plans 
following a significant change for 1 of 5 tenants 
reviewed (Tenant #5). Findings follow:

Record review on 9/10/25 indicated Tenant #5 
was admitted to the program on 5/13/25. A 
program nursing note, dated 7/29/25, 
documented a  fall incident and included the 
following: "Family states resident is on hospice, 
unable to notify hospice and there is no hospice 
listed in profile. Staff was unaware that resident 
was on hospice." 

A review of the evaluation for Tenant #5, dated 
6/16/25, failed to reflect Tenant #5 required 
hospice services. A review of the service plan for 
Tenant #5, signed/dated 7/24/25, failed to reflect 
Tenant 5 required hospice services. No service 
plan could be located which addressed the 
significant change or start of hospice services. 
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 A 350Continued From page 3 A 350

When questioned on 9/10/25, the Regional 
Clinical Services Coordinator responded via 
email at 1:41pm and confirmed the service plan/s 
for Tenant #5 failed to address the significant 
change and start of hospice services and would 
need to be completed. The Regional Clinical 
Services Coordinator provided a copy at 2:12pm 
of the Hospice Admission orders for Tenant #5 
and confirmed Tenant #5 began hospice services 
on 6/27/25.

On 9/10/25 at 3:15pm the Executive Director, 
Assistant Director of Wellness, (and Regional 
Clinical Services Coordinator by phone) 
confirmed the above findings.
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