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June ALP Survey Update & Rule Review 

by Kellie Van Ree, Vice President of Clinical Services & Education Strategy 

Survey activity: 

• 6 initial and recertification visits were available for review. 2 of the 6 (33%) received 

insufficiencies with an average of 2.5 insufficiencies. No fines were issued based on 

recertifications.  4 (67%) were insufficiency free.  

• 8 complaint and incident visits were available for review. 2 (25%) didn’t result in 

insufficiencies cited and 6 resulted in insufficiencies. The programs with insufficiencies 

averaged 3.2 per program. No fines were issued based on complaint or incident surveys.   

• 68 AL Providers are currently more than 24 months from their last recertification visit with 

the longest being 38 months since their last recertification. This number increased over 

the last couple months with fewer recertification visits being conducted.  

 
 
 

Congratulations to Brio at Johnston on an 

insufficiency free survey! 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
You can access previous rule review articles as well as additional assisted living                 
specific resources on our Assisted Living Resource page.   
 
 
 
 
 

https://leadingagemidwest.org/news/assisted-living-iowa
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Insufficiencies 
 
Program Policies & Procedures (481-67.2) 
 
The policy and procedure for incident reports lacked information on record retention as required.  
 
The program failed to have policies and procedures for narcotic reconciliation or destruction.  
 
The program staff failed to notify the program RN of a new medication brought in by the tenant's 
family.  
 
Tenant Rights (481-67.3) 
 
The staff failed to treat the tenants with respect and dignity based on the theft of tenant's personal 
items. During investigation it was identified by the police department that Staff A pawned 
approximately 35 jewelry or coins suspected to have been stolen from tenants of the programs at 
various locations over multiple days.  
 
A medication fell on the floor and staff placed it in the tenant’s hand without making them aware 
the medication had rolled on the floor.  
 
Medications (481-67.5) 
 
Staff administered eye drops into one eye instead of both eyes as ordered and failed to wait 3-5 
minutes between eye drops as prescribed. Staff administered morphine every 4 hours instead of 
every 6. Additionally, as needed lorazepam and morphine were administered to a resident after 
the medications had been discontinued and staff failed to notify the primary care provider of blood 
sugars greater than 500 as indicated in their order.  
 
Staffing (481-67.9) 
 
The program didn't ensure that care indicated in the service plan was provided including safety 
checks, medication administration, and blood pressure monitoring.  
 
The staff failed to follow dementia education practices for reapproaching a resident when they 
were combative and agitated. Instead, they would use 2 staff to assist with changing their 
incontinent product. Additionally, as needed medication prescribed prior to showers or personal 
care for severe agitation was not administered during the same review period.  
 
Criminal, Dependent Adult Abuse, and Child Abuse Record Checks (481-67.18) 
 
Staff A and B had possible criminal histories that weren't present in their employee file, nor were 
they evaluated by DHS. Staff C and D only had national criminal abuse histories and didn't have 
a state child or dependent adult abuse check completed.  
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Evaluation of Tenant (481-69.22) 
 
Evaluations weren't completed for significant change in condition including acute behavior 
changes, changes to ADL assistance, physical aggression, loss of independent ambulation, 
somnolence and pain, weight loss, loss of verbal communication, severe pain during 
repositioning, specialized hospital bed, and discontinuation of routine medications.  
 
Involuntary Transfer from the Program (481-69.24) 
 
The involuntary discharge notice had incorrect contact information for the LTC ombudsman.  
 
The program didn't provide immediate notification to the LTC Ombudsman for an involuntary 
discharge.  
 
Tenant Documents (481-69.25) 
 

Documentation wasn't completed for visual checks and staff signed out medication on the MAR 
that was not available to be administered.  
 
Incident reports weren't maintained for separate incidents when the tenant was physically 
aggressive with staff 
 
Staff signed out tasks prior to their completion.  
 
Service Plans (481-69.26) 
 
The service plan wasn't updated within 30 days of admission for 1 tenant.  
 
Tenant's needs weren't all identified in the service plan including changes in confusion and 
behaviors, and daily bathroom housekeeping due to visual impairments.  
 
Incident reports weren't created for separate incidents when the tenant was physically aggressive 
with staff.  
 
Tenant #1's power of attorney didn't sign the service plan.  
 
Dementia Specific Education for Program Personnel (481-69.30) 
 
8 hours of dementia education wasn't completed within 30 days of hire for 1 staff member.  
 
Staff failed to complete at least 8 hours of dementia education annually as required for 4 staff 
reviewed.  
 
 
 

For comments or questions related to the AL Survey Trends Report, please contact Kellie Van Ree, LAI’s Vice 

President of Clinical Services and Education Strategy.  

mailto:kvanree@leadingageiowa.org

