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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 disorder: 27
Number of tenants with cognitive disorder: 12 _
Total Population of Program at time of on-site: 39 ;
No regulatory insufficiences were cited during the
investigation of Complaints #100936-C or
#101304-C. '
The following regulatory insufficiencies were cited
during the recertification visit conducted to | .
determine compliance with certification of an |
Assisted Living Program.
A 340| 481-67.9(4)a Staffing A340 |G '
On 8/7/22, Care Services Manager, Registered Nurse {RN) (CSM) and/or designee I 9/1/2022
. ‘» dand a review ensuring staff were competent in their duties and |
67'9(4) Nurse delegatlon procedures' The sDun";c/Izeg/l‘zvzf'C‘gr‘;‘:é::ii::?’e’dﬁ:‘:ﬂi‘l’t’:;‘cduf::f:ti.ta"recordswhorequlredRNdelega\lons |
program's registered nurse shall ensure certified R b s et e R
and noncertified staff are competent to meet the o an el St oot Setgrot v s ocvataonof s docuroant |
individual needs of tenants. Nurse delegation e e
Sha”, at a m|n|mum, "’]Clude the fo”ow"’]g. ?n Sezten[\)l:er f, 22}::), Rezlg;\;l 0Irectdt7lrol"(‘:are Selrvlces (:{fDCS) prr:‘:'ldf\tli e:\:‘cr:t:’onlto’ I
xecutive rector an regardin, e requirement for a ne re eginning
as the prog: Rng ; n re\?law within sodavsovfl?lreensuringstaﬁg
a. The program's newly hired registered nurse o b poeuile for sestmed amyaroce, THEED ancfor devoree wit st the
. . . . records of curren! ployees files to ensure a review Is n
Sha” Wlthln 60 dayS Of beglnn'ng emp'oyment aS dacvs::hlrecer:su:lngslaffaresI\IA"l:Ientlvtrainedandcompe'tewntllnthelrdutle:’lfg:'lt::se
the program's registered nurse document a , T one month. Rese of he s i e dicussd dring 1 mestings e 1 Corminee |
review to ensure that staff are sufficiently trained | oo el e e
and competent in all tasks that are assigned or | SRL IS
delegated. f ‘
i :
| .
This REQUIREMENT is not met as evidenced !
by: {
Based on interview and record review the | ]
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A 340/ Continued From page 1 ‘ A 340
Program's registered nurse (RN) failed to | !
document a review within 60 days of hire
ensuring staff were competent regarding 3 of 3
staff reviewed who required RN delegations (Staff |
A, Staff B, and Staff C). Findings follow: I
|
| The current RN was hired 4-18-22. |
Review of staff files on 7-18-22 revealed the i
following: ,
- Staff Awas hired on 10-6-21. |
- Staff B was hired on 1-26-21. f
- Staff C was hired on 1-22-22. i
No documented review completed by the new RN
within 60 days ensuring staff were sufficiently
trained and competent in their duties could be
located.
The RN confirmed these findings on 7-19-22 at
10:23 a.m. [
A 380| 481-67.9(6) Staffing NS |
gnsiﬁfsfazl;j;:;?;ded and completed the 2 hours of dependent adult abuse training 9/1 /2022
67.9(6) Dependent adult abuse training. Program o e oy of oonct Ak Ao g . comratot 1oty |
staff shall receive training relating to the e
|dent|f|cat|on and reporﬂng of dependent adult Tf'\e €D and/or deslgnee will ensure newly hired staff will complete the required 2 hours | |
. . of Dependent Adult abuse training within 6 months of employment. A copy of the
abuse as requn‘ed by lowa Code section completions will be pfaced in the employee education file. .
235B.16 oot 3 e o apandens st thoss oiing it & mansreet emporment, [
' ’ The €D wilt be r for The ED and/or deslgnee wiIIauJIlS i
employees files weekly for four weeks, biweekty for four weeks, then monthly for one
. . . month to ensure the required 2 hours of dependent adult abuse training is completed. |
ThIS REQUIREM ENT |S nOt met aS eVIdenCBd Resu‘lls‘ollhe audl!l wlllqbe dlsczussed duvlnglzll mee‘llngs.‘T:e Ql :?Dmrlnlflee \leIp ! |
b . determine if continued auditing Is necessary based on three consecutive months of
Y. compliance. Monitoring will be on-going |
Based on interview and record review the R i
Program failed to provide the required 2 hours of | i
dependent adult abuse training within 6 months of |
employment for 2 of 4 staff reviewed (Staff Aand |
Staff D). Findings follow: {-
Review of staff files on 7-18-22 revealed the ’
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A 380/ Continued From page 2 | A380 |
following:
- Staff Awas hired 10-6-21. No dependent adult
abuse training could be located.
- Staff D was hired 9-15-21. No dependent adult
abuse training could be located.
The Executive Director confirmed these findings
on 7-19-22 at 12:23 p.m.
|
. . |
A 145| 481-69.22(3) Evaluation of Tenant i A 145 e | e
i On 8/7/22, CSM) updated plan of care to reflect the
69.22(3) Evaluation annually and with significant | current health, functional, and cognitive status of
change. A program shall evaluate each tenant's | Tenant #1, Tenant #2 and Tenant #3. ;
functional, cognitive and health status as needed By 8/15/22, CSM and/or designee will completean
th Si niﬁcant Chan e bUt nOt Iess than audit of current tenant service pIans to ensure
Wi g . ge, . . functional, cognitive and health status evaluations are
aljn.ug!ly, to determine the tenant's cont!nued completed with changes to service plans that are
eligibility for the program and to determine any identified as significant change. If discrepancies are
changes to services needed. The evaluation shall ‘ noted then they will be rectified..
be conducted by a health care professional, a | RDCS provided education to CSM on the requirement
f . . ! | to evaluate functional, cognitive and health status as
huma,n service p'rofessmnal, or a, licensed | warranted by a change of condition and need for
practical nurse via nurse delegation when the services.).
tenant has not exhibited a significant change. A The CSM will be responsible for sustained compliance. ||
licensed practical nurse shall not complete the ’ CSM will audit 4 tenant charts weekly for four weeks, ||
evaluation when the tenant has exhibited a biweekly for four weeks, then monthly for one month ||
P for significant changes that warrant evaluation of i
Slgmflcant Change' functional, cognitive and health status and need for !
. . . services. Results of the audit will be discussed during Ql ||
This REQUIREMENT is not met as evidenced meetings. The QI committee will determine if ‘
by: continued auditing is necessary based on 3 consecutive
Based on |nterv|ew and record rev|eW the months of compliance. Monitoring will be on-going
| Program failed to evaluate functional, cognitive, St
[ and health status as warranted by a change of |
condition and need for services for 3 of 4 tenants | '
reviewed (Tenant #1, Tenant #2, and Tenant #3). |
Findings follow: !
1
Review of tenant files on 7-19-22 revealed the |
following: )
- Tenant #1's Resident Service Notes dated |
10-24-21 revealed the family asked the Program |
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