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A000 Inifial Comments A Holland Farms makes its best

Asslsted Living Programs for Paople with
Dementla are defined by the type of population
setved, The census numbers were provided by
the Program at the time of the on-site.

Number of tenants without cognitive disorder; 0
Number of tenants wiih cognitive disorder: 12

TOTAL census of Agslsted Living Program for
People with Dementla: 12

The followlng regulatory insufficlencles were clled
during the Inlila certification vislt conducted io
determine compllance with cerlification of an
Assisted Living .

No regulatory Insufficlencles were cited during the
anslle tnfection control vislt,

481-87.9{4}a Staffing

67.9(4) Nurse delegation procedures, The
program's reglstered nursa shall snsure cortifled
and noncerifled staff are competent to meat the
individual neads of tenants, Nurse delegation
shall, at & minimum, include the following:

a, The program's newly hired reglstered nyrse
shall within 60 days of beginning employmant as
the program's reglstered nurse document a
review to ensure that staff are sufficlenily traned
and compstent In all tasks that are assignad or
delegatead,

This REQUIREMENT Is not met as evidenced
by:
Based on inferview and recard reviaw the

A3

effort to operate in substantial
compliance with both Federal
and State Laws,
Submisslon of this Plan of Correction
{POC) does not constitute an
admission or agreement by any
party, its officers, directors,
employees or agents as to the
truth of the facts alleged
or the validity of the conditions
set forth on the Statement of
Deficlencles. This Plan of Correction
{POC) is prepared and/ or executed
solely because It is required by
Federal and State Laws.

POC

A340 ok 3/8/22

The facility does and will
ensure that certified and
noncertifled staff are
competent to meat the
individual needs of
the tenant,

1. The facility will
conduct an audit
to ensure that all staff
have delegations completed -
by the current DON,

STATE FORM seoe WLCO 14 I contnusflion shagt 1 of &

QN-?SJG OF HEALTH FACILITIES - STATE OF {OWA
LABORATORWDIRECTOR'S OR PRO PPLI REPRES}ZN?’NE'S SIGNATUJEY e a‘l’%ﬁY X8 DATE
<. w ' 3 c‘::?/
- X0a DD 1y s )7 o




PRINTED: 02/08/2022
FORM APPROVED
DEPARTMENT OF INSPECTIONS AND APPEALS
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/CLA (¥2) AUETIPLE GONSTRUGTION (%3) DATE SURVEY
AND PLAN OF CORRECTIGN IDENTIFICATION NUMBER; A BUILDING: COMPLETED
80449 B. WiNG 1170872021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2800 SUNSET DRIVE
MEST| S
HO EADERS AT HOLELAND FARM NORWALIG, 1A 50211
{4 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORREGTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LG IDENTIFYING INFORMATION) TAG GROS8-REFERENCED T0 THE APPROPRIATE DATE
‘ DEFICIENCY)
A 340/ Continued From page 1 A 340 2. Ali newly hired RN’s
Program's reglstered nurse {RN) falled fo will be assigned delegation of
doetment a reviaw within 60 days of hire to staff through Rellas, Once
ensure staff are suffictently trained and delegations are compieted
competentin all tasks that are assigned or the RN will Indicate th
delegated for 1 of 1 staff raviewed that required cate the
RN delegalions (Staff A). Findings follow: task Is completed In
Relias (onllne education
f,
Record review on 6-8-21 of Staif A's file revealed record keeping system)

RN delegations completed withln 80 days of the

RN's hire date could not be located. and Relias will have a

record of completion,

Tha Adminlstratlve Human Resource Assisiant 3. This will be monitored
conflrmed these findings on 10-27-21 at 10:02 by the RN's direct
am. supervlsor after
A400] 481-67.19(3) Record Ghecks A400 the RN completes
onboarding.
67,19{3) Requirements for employer prior o 4. This insufficiency wil}
employing an Individual, Prior to employmant of a be corrected by March 8th,

person In a program, the program shall request
that the depariment of public safely perform a
criminal history cheak and the department of
human serviees perform child and depandent
adult abuse record checks of the person In this A400

state, The employer does and

This REQUIREMENT Is not met as evidenced will ensure that a

by: criminal history check,
Bagsed on Interview and record review the and a dependent and child abuse
Program falled to complete criminal, child, and record check will be

depandent adult abuse background cheaks prior

to employment for 2 of 12 staff reviewed (Staff A conducted prior to hiring

and Siaff B). Findings follow: , employee,

1. The facility willdo a
1. Raview of Staff A's fila on 10-26-21 revealsd a complete audit on all employee
hire date of 9-25-21, A Single Contact License files to ensure all employees

and Batkground Check was completed 8-28-21.
9 P have completed record checks.

2, Revlew of 8taff B's file on 10-26-21 revealed a
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A400 ued 2 AA4Q0
Conlinued From page 2. The HR assistant or
hire date of 8.21-21, A Single Contact License designee will conduct
and Background Gheck was complated 8.24-21, the n ecessary record
The Adminlstrallve Human Resource Assistant ch‘ecks and document
confirmed these findings on 10-27-21 at 10:02 this on the prehire form.
a.m, 3. The ED or desighee
will sign off on the pre
A140) 481-89,22(2) Evaluation of Tenant A 148 hire form that all
69.22(2) Evaluation within 30 days of occupanay, checks were com.p leted
A program shall evaluate each tenant’s funclicnal, pr iof to the applicant
cognitive and health status within 30 days of stariing.
acoupancy, The evaluation shall be conducted by 4, This will be monitored
a health care professional, a human servige through the QA process.
professlonal, or & licensed practicat nurse via
nurse delegation when the tenant has not
exhibited a signlficant change,
This REQUIREMENT Is not me! as evidenced
by: A140
Based on Interview and record raview the The facllity does and will
Program falled to evaluate tenant's functional, evaluate the tenant’s functional
cognitive, and health status within 30 days of cognitive and health stat !
occupancy for 2 of 3 tenants roviewad (Tenant #2 N atus
and Tenant #3). Findings follow: within 30 days of occupancy,
1. The facility will do a
Record review of tenant files on 11-8-21 revealed complete audi of all tenants
the following: service plans to determine
1, Tenant #2 was admitted on 9-7-21, No Ifthe tenant has a 30 day
funcilonal, cegnitive, or health assessmants assessment on file.
completed withln 30 days of occupancy could be 2, Tenants electronic record
located. of assessment due dates wil!
2. Tenant #3 was adritted on 5-26-21, No b: Updated to reflect when
functionsl, cognitive, or heallh assessments the 30 day assessment is due,
completad within 30 days of oeoupancy could be
located.
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A 140} Confinued From page 3 A140 3. The assessment
The Adminlsirative Executive Director conflrmed completion report wili be
these findings on 11-8-21 at 3:20 p.m. reviewed weekly In the
leadership meeting to ensure
A350) 481-69.26(1) Service Plans A 350 assessments are being done
timely.
89.26(1) A servics plan shall he developad for
egch tenant based on the evaluations conducted 4. The lnsufﬂcietr:.c\r will be
In accordance with subsutes 69,22(1) and corrected by March 8™,
89.22(2) and shall ba designed to mest the
specliic service neads of the individual tenant,
The service plan shall subsequently be updated
atleast annually and whenever changes are A350
nesded.
The facliity does and wilt develop
This REQUIREMENT s not met as evidenced a service plan for each tenant based
gw d on intsrview and racord reviow the on the evaluation conducted by the
asad on ew a Favie!
Program falled to update service plans based on designated professional. The
the required ovaluations within 30 days of service plan reflects the individual
ocoupancy for 2 of 3 tanants reviewed {Tenant #2 needs of each tenant,
and Tenent #3). Findings follow: 1. The DON and or
Racard revlew of tenant files on 14-8-21 revealed dezlignee vﬁ'” conduct an
the following: audit on all tenants to
ensure each tenant has a
1. Tenant #2 was admlited on 8-7-21, No service plan,
functlonal, cognltive, or health assessments 2, Upon completion of
completed within 30 days of cccupancy could ba an assessment the
lacated. The service pian failed to be updated
based on the required assessments, service plan will be
be updated to reflect
2, Tenant #3 was admitted on 5-26-21, No any changes and the u pdated
functional, cognliive, or health assessmants
! 5
coinplated within 30 days of occcupancy could be j ETCT}PI? will be placed
focated. The servica plan falled to be updated n the binder.
based on the required assessments,
The Administrative Exacutive Director confirmad
these findings on 11-8-21 at 3:20 p.n,
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A405 481-60.26(4)c Service Plans A405 3. This will be monltored

89.26(4) The sarvice plan shall be individualized
and shall indicate, at a minimum;

G. The service provider(s), If other than the
program, Including but net imited to providers of
hospice care, home health care, occupational
therapy, and physleal therapy

This REQUIREMENT s not met as evidencad
by:

Rased on Interview and record review the
Program falled to update service plans to include
outside service providers for 2 of 3 tenants
raviewed (Tenant #1 and Tenant #3), Findings
follow:

Record review of tenant files on 11-8-21 revesled
the following:

1. Tenant #1's Health and Functional
Assassment dated 11-7-21 revealed an
admission to hospice services. The service plan
falled lo be updated to refiact her hospice
sarvices,

2, Tenant #3's Nursing Notes dated 5-10-21
revealed he would be evaluated by OT/PT upon
admlission, A note on 8-2-21 revealad the OT
evaluation Indicated a irequency of fiva visils per
waek for strengthening, A note dated 8-10-21
revealed he would be discharged from OT
services and recommendsd a one persen asslst
for walking. The service plan dated 5-11-21 fafled
to be updated to reflact his admisslon, discharge,
and recommendallons from OT services.

The Adminlstrative Executive Dirsctor conflrmed
these findings on 11-8-21 at 3:20 p.m.

with monthly audits by
the Director deslgnee
fo ensure the most recant
service plan is in the binder,
4. The insufficiency will be

corrected by March 8th,

A4Q05

The facillty does and will be
provide Individualized
service pians that Indicate
additional service providers
other than the program,

1, Anaudlt will be conducted
on all service plans to ensure
addltional service providers
and the service is listed,

2. [Each tenant’s service
plan wili be updated by
the DON or designee when
a naw service provider
Is added or discharged.

This includes services
provided by each discipline
to include: therapy
services, hospice,

home health, etc,
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A410 481-69.26(4)d Service Flans A4iD 3, The-se updates
will be monitored through
69.26(4) The service plan shall be mdivikiuaiizad the QA process by Director
and shall indfcate, at & minlmum; or designes,

4. This Insufficlency

d. For tenants who are unable to pian thelr own
P will be corrected by March 8™,

acllvifies, including tenants with dementla, a list of
person-centered plannad and spontanecus
activities based on the tenant's abllities and
personal interests,

A 410

The facility does and
ZS'IS REQUIREMENT s no! met as evidenced will ensure that all
Based on Interview and record review the service plans are
Program fafied to Include a list of Individualized,
person-centered planned and spontaneous
actl;itle; fortan'anls ?Jna:;e g;’)pianl ;;11alr agl_i‘v!ﬂes 1. Acomplete
far 2 of 3 tenants reviewed (Tenant #1 and Tonant | audit will be conducted

#2}. Findings follow;
) 9 on all tenant’s service

Record review of tenant flles on 11-8-21 revealed plans have individualized
the following: and one to one activity

1. Tenant #1's Global Deterioration Seale dated for those that are una ble
11-7-21 rovealed she stored a & and Indlcatad to plan their own activities,
meoderately severe dementia, The service plan 2, The Life Enrichment
dated 11-7-21 failad to Include a list of Coordinator will set up
spontansous and planned activities based on her an individualized list

| ls.

ierests. of spontaneous and

2. Tenant #2's Global Daterloration Scale daled planned activitles based
9-2-21 revesled he scored & & and indloated on the tenant's

moderately severe dementla, The service plan preference, This list

dated 10-5-21 falled to Include a list of
spontenecus and planned activilies based on her
interosts,

of activities will be
malntained with each
tenant’s Service plan fn

The Administrative Executive Director confirmed the service plan binder.,
these findings on 11-8-21 at 3:20 p.m.
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A465 461-69,28(5) Food Service A 485 3. This list will be updated
prn by the Life Enrlchment

68.28(B) Personnel who are employed by or
contract wlith the program and who are coordinator and reviewed
respongtble for food preparation or service, or with each assessment,

both food preparation and service, shall have an 4. This will be monhtored
orientation on sanitation and safe food handling through the QA process.

priar fo handiing foed and shall have annual
In-sarvice training on food protestion,

This REQUIREMENT s not met as evidenced
by:

Based on inferview and record review the
Program fallad to provide {raining on safs food
handling prior to handling food for 6 of 12 staff
reviewed (Staff A, Staff B, and Staff C), Findings

follow:
Record revlew of stalf files on 10-26-21 revealed A545
the following: The facllity does and will
, o ensure that all staff employed
1. Staff Awas hired 9-26-21, No tratning on safe by or contracted to work

food handling could bs located.
will receive or have

8 hours of dementia specific
tralning,

2. Staff B was hlred 9-21-21. No tralning on safe
food handling could be Jocated.

3. Btaff C was hirad §-28-21. No tralning on safe
food handiing could ba located, 1. An audit will be conducted

The Administrative Human Resource Assistant by facility staff to ensu re that all

confrmed thess findings on 10-27-21 at 10:02 employees have completed 8 hours
anh of dementia training,
2. Empl i
A B4 481.69,30{1) Dementia Specific Educsation for AB4b Mployees noted in the
Personnel survey report have completed

thelr assigned dementia

69.30(1) All persornel employed by or contracting tralning. All other staff will be

with a dementia-spacliic program shall receive a
mintmum of elght hours of dementia-specific assigned 8 hours of dementla
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A648| Continued From page 7 A 645 tralning upon hire to be

educatlon and tralning within 30 days of elther completed within 30 days

employment or the baginning date of the contract, startlng 3/7/2022.

as applioable. Training will be conducted

through Rellas and Inhouse,

This REQUIREMENT Is not met as evidenced 3. This will be monitored

by: ' ‘

Based on interview and record review the through the OA process. .

Pragram failed to provide 8 hours of dementia 4. The Insufficiency will be

training withln 30 days of employment for 6 of 12 corrected by March 8,

slaff roviewed (Staff A, Staff B, Staff C, Staff D,
Stalf F, and Staff @), Findings follow:

Record review of staff files an 10-26-21 revealed
tha following:

1. Blalf A wag hirad 9-25-21. No dementla fraining
within 30 days of employment could be iccated,

2. Btaff B was hirad -21-21, No dementla
tralning within 30 days of employment could be
located.

3. Staff C was hirad 5-28-21, SIx hours of
demontla tralning was completed by 81721, No
further dementia training witivih 30 days of
employment could ba located,

4, Staff D was hired 6-28-21, Seven hours of
demenila fralning was completed by 7-12-21, No
further demantfa fralning withlh 30 days of
employment could be located.

5. Staff F was hired 8-30-21, Seven hours of
dementia tralning was completed by 9-29-21 . No
further demantia training withln 30 days of
efmpleyment could be Jocated,

8. Staff G was hired 5-18-21, 6.25 hours of
dementla lralning was completed by 6-17-21, No
DIVISION OF HEALTH FAGILITIES - GTATE OF [OWA
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AG45 | Continuad From page 8 A 545
further dementia training within 30 days of

employment could be jocated.

The Adminlstrative Human Resource Asslstant
confirmed these findings on 10-27-21 at 10:02
am.
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