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A 000 Initial Comments | A000 ‘

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 thé on-site. | ‘

Number of tenants without cognitive impairment: | -
18 | ‘

Number of tenants with cognitive impairment: 2

Total census: 20 | ‘

The following regulatory insufficiencies were cited i ‘
during the initial certification visit conducted to . |
determine compliance with certification rules for ‘
an Assisted Living Program. '

| |
A 140 481-69.22(2) Evaluation of Tenant | At40 |

|
69.22(2) Evaluation within|30 days of occupancy. | ‘

A program shall evaluate gach tenant's functional,

The Plan of Correction is attached

cognitive and health status within 30 days of 5
occupancy. The evaluation shall be conducted by |
a health care professional, a human service ' ‘
professional, or a licensed| practical nurse via |
nurse delegation when thef tenant has not | i
exhibited a significant change. |

This REQUIREMENT is npt met as evidenced | |
by: -
Based on interview and re¢ord review the .
Program failed to consistently complete - |
evaluations within 30 days jof occupancy. This - '
pertained to 4 of 4 tenants reviewed (Tenants #1, ,
#2, #3 and #4). Finding follows: ‘
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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 consistently develop service
plans based on evaluations. This pertained to 4 of
4 tenants reviewed (Tenants #1, #2, #3, #4).
Finding follows:

Record review on 12/19/23 revealed no
evaluations for Tenant #1, #2, #3, #4.

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.
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A 140 Continued From page 1 A 140
Record review on 12/19/23 revealed the Program
failed to complete 30-day evaluations for Tenant
#1, #2, #3 and #4.
During the exit on 12/20/23 at 10:30 a.m. the
administrative team confirmed the Program failed
to complete 30-day evaluations for these tenants.
A 350 481-69.26(1) Service Plans A 350
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Risen Son Christian Village Assisted Living

Provider #:50475
Survey Date: 12/13/2023-
Survey Type: Initial Certifi

A140:
Evaluation of Tenant
-failed to complete evalug

Regional Clinical Nurse/De
completing evaluations of
less than one year. Evalua
Assessment, and nursing e
30-day evaluations or ann
evaluations to be complet

Director of Nursing/Desigr
to date.
Results of these audits wil
needed.

A350:
Service plans.

12/20/2023
cation

tions within 30 days of occupation.

signee will educate Director of Nursing and Assisted Living Nurse Manager on
tenants. Complete current evaluations on all residents that have been here

tions include GDS, Fall Risk Assessment, Pain Questionnaire, Elopement Risk

valuation form that includes ADLS and skin assessment. Ensure Everyone has

ual. If less than one year of admission complete review. Then annually
ed.

ee will audit 3 tenants monthly x3 months to ensure that evaluations are up

be presented to the QAPI Committee for review and modifications as

- failed to develop service plans based on evaluations

Regional Clinical Nurse/De
completing evaluations of
evaluations on all resident
Assessment, Pain Question
ADLS and skin assessment.

Director of Nursing/Design
service plans are up to dat
Results of these audits will
needed.

signee will educate Director of Nursing and Assisted Living Nurse Manager on
tenants and updating service plan based on evaluations. Complete current

5 that have been here less than one year. Evaluations include GDS, Fall Risk
naire, Elopement Risk Assessment, and nursing evaluation form that includes
Ensure all service plans are up to date with current evaluations.

ee will audit 3 tenants monthly x3 months to ensure that evaluations and

be presented to the QAPI Committee for review and modifications as
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