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C 000' 01 Initial Comments G 000 ‘
This facility receivad a condifionai icense and }
! openad on 4/22/13. The first resident was
admitted on 711/13. ‘
The foilowing deficiancies were cited during the ‘
initial survey conducted {o determine complience I
| with licensing rules for a 3-5 Bed Spedialized
| License Residentia! Care Fagility, :
Besed an the resuits of this survey, the facility will
remain on a conditional license unt! these
defisioncies are corrected.
|
C 205| 50.9(3)b> Background checks C 205

¢ 481-50.9{135C) Cririnal, dependent adult abuse,
ang child abuse record chacks.

50,9(3) Requiremeants for employer pricr to
empioying an individual. Pror to emplayment of 2
person in g facility, the facility shali request that

- the department of pubiic safety petform a criminal
- histary check and the department of hyman
services perfomm child and depengent adult

" abuge recard checks of the parsan in this s1ate.

b. Conducting a background check. The facility
may access the single contact repository {SING)
to perform the required backgraund ¢heck. If the

! BING is used, the facifity shalt submit the persan '
. 8 maiden name, if applicable, with the

: background check request. If the SING is nat
used, the facility must obtain a criminal history
check from the deperiment of public safety and a
check of the ¢hild and dependent adult abuse
registries from the department of human services

Going forward we wili comply with code
50.9 (3)b, enguring ail backgreund

checks and dependent adult abuse

checks are completed pror to the hire

of any new employees. The administrator
will work closely with the human resources
department to ensure that all background
checks and dependent adult abuse |
checks are completed prior to the hiring
any new employees. This will be momtored
by the Administrator upon each new hire.:
This has been cerrerted as of 11/27/2013.
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C 205! Continued From page 1

This REQUIREMENT is not met 23 evidenced
by:

Basad pn interview and record review, the faciity
failed to ensure dependent adult abuse recard
checks were completed on § of 5 staff hired after
tha opening date of 4/22113 (Siaff G, Staff H,

! Staff|, Staff J, Staff K and Staff L), Findings

; include:

A review of persennel files completad on 11/26/13
. revealed the following dates of hire:

i~ Staff G hired B/2713.

;- Staff H hired 8/813.

f-  Staffl hired 1077113,

© - StaffJ hired 10/30113,

+ - Siaff K hired 11/118/13.

‘- Bfaff L hired 11/18/13

ND dependent adult abusa record checks were
located in any of the personnel files listed above.,

- DN 11/26/13 21 3:00 PM, the Adminjstrator
confirmed the above findings.

M 253 §3.11(3} Personnel
' 481-63.11(135C) Personnet.

63.11(3) Employee criminal record checks, child
abuse checks and dependant adult abuse checks
and amp!oyment of individuake who have
commifted a crime pr have a fgunded abuse. The
facility shall camply witht the requirements found
in lowa Code section 135C.33 as amended by
2013 |owa Acts, Senate File 347, and rule
451-50.9(135C) related to completion of criminal
record checks, child abuse checks, and
dependent adulf abuse checks and to
empinyment of individuals who have commitled a
¢rime or have a founded abuse.

C 205

M 253

Going forward we will comply with code
$3.11(3) , ensuring all dependent adult |
abuse checks are completed prior to the
hire of any new employees. The i
administrator will work closely with the
human resources depariment to ensure L
that all dependent adult abuse checks ar
l completed priar to the hiring any new |

employees. This will be monitored by the|
‘ Administrator upon each new hire. This

has been coTeETERAs of 11/27/2013,

fer o~
rard |
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:
|
! I.
1 |
| '
| This REQUIREMENT s not met as evidenced |
: by
_ Based on interview and record review, the facility |
. failed to comply with requirements related to !
; employee background checks found in lowa |
* Administrative Code 481 - chapter 50. Findings |
; Include: |
| Areview of employee files revealed the facility _t
¢ had not completed dependent adult abuse record !
I checks on 5 of 5 employees hired Bfler the
i opening date of 4/22/13 (Staff H threugh L) as
Ii required by lowa Administrative Code rule
| 481-50.9(3)b. ‘
M 307] 83.15(2) Physical examinations M 307 Going forward we will comply with code
i 63.15 (2), ensuring that all clients have
| 481-63.15(135C) Physical axaminations. had a physical examination prior 1o being
i admitted into the program. Appaintments
! 63 15(2) Each resident admittad to a residential have been scheduled with client physicians
: care fadility for the intellectualiy disabled shall currently to secure a physical examination.
f have had a physical examination prior to This will be monitered by the Administratof
* admission. upon each new admission to the program
We will be in compliance with this code ‘
i by 12/26/2013. :
!l ‘
' |
; |
! !
! |
! |
| |
: i
: i |
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Continued From page 3 M 307

. This REQUIREMENT is nal met as avidenced

by '

' Basad on staff interview and resident record

« review, the facility faiied to ensure that 5 out 5

. residents that lived at the home received a

. physicat examihation prior to admission

' (Residents #1. #2, #3, #4 and #5). Findings
inciude;

. Ateview of resident files completed on 11726/13
" rgvealed the following admission dates:

Resident #1 admitted on 7/11/13.
Resident #2 admitted on 7/24/13.
Resident #3 admitted on 7/24/13.
Resident #4 admitted on 9/3/13.

Resident #5 admitted on 9/25{13,

None of the files cohtgined a pre-admission
phys:ca[

! On 11/26/13 at 3 PM. the administrator confimmed
i that the facility had not secured a pre-admission
© physicai for any of the residents.

M 314'; 63.15(7) Physical axaminations M 314
481-83.15(136C) Physical axaminations.

 83.15(7) Residents shall be admitted 16 a

| residential care facifity for the inteliectualiy

| disabled only on a wiitten order signed by 8

| physician cerifying that the individual being

i admitted requires nD mare than personal care
and supervision but dogs not reguire nursing
' care,

. This rule is intended fo implement jowa Cpde

Going forward we will comply with code
63.15 {7), ensuring that all clients have |
a written crder signed by a physician !
certifying that the client being admitted .
requires no more than personal care and
supervision but does not require nursing .
care, Client physicians have been contacted
to complete and sign this written order. |
This will be monitored by the Administrator
upon each new potential admission to the)
program.We will be in comptiance with
this code by 12/26/2013. |
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Continued From page 4

© sactions 135C.23(2).

This REQUIREMENT ig not met as evidenced
by:

" Based on interview and record review, the facility

failed to obtain written orders specifying level of

~ care required for 5 of 5 residents of the home
" (Residents #1, #2, #3, #4, #5). Findings include:

. Areview of resident files completed on 11/26/13
: revaaled the following admission datas:

" Resident #1 admitted on 7/1113.
- Residant #2 admitted on 7/24/13.

Resident #£2 admitied on 7/24/13.

" Rasident #4 admitted on 9/3/13.
" Resident #5 admitted on 9/25/13.

- Nene of the files contained a level of care

. certification dotumenting that the individual
_required N mote than personal cara and

- supervision and did not require nursing care,

! On 11/26/13 at 3 PM. the administrator confirmad

that the facility had not secured level of care

- certifications for any of the residents of the home.

63.18(1)b(11) Drugs

© 481--63,18{135C) Drugs.

63, 18{ 1) Drug storage.

b Drug starage for residents who are unable to

" take their own medications and require

M 314

M 372

Going farward we will comply with

code 63.18 (1) b, ensuring thal aur
medication can is inspecied by a
registered phatmacist not kess than once
every three months, The adminisiratnr

with this by 12/18/2013.

will gontaci the Pharmacist every twh months to
schedula an inspection within the first week of the. |
third menth of the gquarter. We will be in compliance,
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M 372 i Continued From page 5

i supervision shall meet the iollowing
' requirements:

,' (14} Inspection of drug storage condition shall be

 made by the administrator and a registerad

I pharmacist nct less than cnca every three
months. The inspection shall be verified by a

. report signed by the administrator and the

| pharmacist and fited with the administrator. The
report shall inciude, but not be limited to,
certifying absence of the following: expired

| drugs, deteriorated drugs, improper labeling,

drugs for which there is no current physician's

order, and drugs improperly stored,

This REQUIREMENT is not met as evidenced
: g)z‘isad on g review of facility records and staff
interview, it was found that the facility had not bad
. a pharmnacy inspaction as of 11/26/13. Findings
. include:
The facility moved its first resident into the home
on 7/11/13 (Resident #1). This resident was on
medications that required storage by the facility.
The facility should have had its lvst pharmacy
inspaction on or around 10/11/13. The
administeator confirmed this finding on 11726113
i at 3 PM stating a pharmacy inspection had not
' yet heen completed/scheduled.

M 667 63.33(6)d Residents' rights in general
| 481-63.33(135C) Residenis' rights in general
! B3.36) Policies and procadyres shall mclude a

| provision that easch resident shall be fully

M 372

I BG7

Moving forward we will comply with code |
63.33 (B)d, snsuring that the Resident |
Rights remain posted within the residencj.
This will be monitored by the Administratgr
on a monthly basis to ensure the |
Residential Rights remain posted, The

DIVISION OF HEALTH FACILITIES - STATE QF IQWA
STATE FORM
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M 667 Continued From page 6

| informed of the resident* & rights and

’5 responsibiiities as a residant and of all ruies

I goveming resident canduct and responsibilities.
; The information must be provided upon

i admission or in the case of residents airgzady in
| the facility upon the facility ' s adoption or

! amendment of resident right policies,

d. In order to ensure that residents continue to
be aware of these righis and responsibilities
during their stay, a written copy shall be

" prominently posted In a location that is available
to all residents,

| This REQUIREMENT is not met as evidenoed
by

| Based on observation and interview the facility

‘ failed to ensure a copy of the Resident Rights
wag posted in a prominent location readily

| available tp residentsfamilies. Findings include:

i During the environmental tour on 11/2643 at 8:45
i AM, it was discovered that the facility had not

i posted a copy of the Resident Righis, The
administrator confirmed this finding on 11/26/13

- at 9:29 AM

M 723 §3.35(3) Residen rights

. 481—63.35(135C) Resident rights. Each resident
shall be encouraged and assisted throughout

hisfher pered of stay, to exercise his/her rights as

+ aresident and as a citizen and may voice

" grievances and recommend changes in policias

- and setvices o administrative staff or to outside

i representatives of hisfhar cheoice, free from

i imterference, coercian, discrimination, or reprisal.

|

M 567 ‘

M 723 Maving forward we will comply with cade
£3.35 (3), ensuring that the text of section
138 G .48 of the lowa Code regarding |
retaliation is prominently ppsted within
the facility. This will be monitored by the |
Administrator manthly to ensure this

remains posted within the facility. The

P |
!

1 |

Q_O'W\Pu\'@%) {

administrator sesrectedThis as of 1 1!‘26!2?13.
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- B3.35(3) The facikty shall post in & prominent

i area the name, phone number, and address of

| the ambudsman, survey agency, local law

! enforcement agency, care review committee

i members, the text of section 135C.46, The Code,
| etc., to provide to residents a further course pf i
| radress. !

i i
|

| This REQUIREMENT is not met ag evidenced
i by: i
i Based on cbservations and staff interview, the .
: facility failed to prominently past the text of ;
i section 135C.46 of the lowa Code regarding ; ‘

! retafiation, Findings include:

- During the environmental tour on 11/26/13 at 8:45 :
AM, it was discovered that the facility had not :

* posted a copy of the statement of retaliation as

. autlined in lowa Code Section 135C.45. Tha
administrator confirmed this finding on 11/26/13
at 9:29 AM,

M308A 481--83.15(2)c Physical Examinations M300A Moving forward we will comply with cpde

, 63.15(2)c, ensuring all new potential

i 48163, 15(1356C) Physical examinations. clients are assessed and tested either pno

i to admission or within 72 hours of their

‘ 63.15(2) Each resident admitted to a resicential admission to the program. Appointments

i care facility for the Intellectually disabled shall have been scheduled to conduct TB tests

have had a physical exarmination prior to for al eurrett clients. This will be monitered

admission, by the Administrator upon each new

i ' admission into the program. We will be in

: ¢. Screening and testing for tuberculosis shall be compiiance with this as of 12/26/2013.
conducted pursuant to 481-Chapter 59.

=

i

] This REQUIREMENT is not met as evidented
| by : :|
! :

|
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Based on interview and racord review the faciity
failed to screen and test for tuberculosis {TB) as I
required by Lpwa Administrative Code 481 -

chapter 59 for § of 5 residents living in the home
 (Residents #1, #2, #3, #4 and #5). Findings f
include: :

lowa Adminisirative Code ruie 481-38.8(2) states
that: "All residents shall be assessed for curvent
symptoms of active TB disease upon admisgsion.
Within 72 hours of a resident's admigssion,
baseline TB testing for infection shakl be initiated
unlass baseiing TB testing ¢ocyrred within three
months prior to the resident admission.”

- Areview of resident files completed on 11/26/13
. tevealed the following admission dates;

. Resident #1 admitted on 7/11/13,

. Resident #2 admitted on 7/24/13,

. Resident #3 admitted on 7/24/13. ;
| Resident #4 admitted on 2/3/13. :
| Resident #5 admitted on 9/25/13. ‘

| None of the resident files contained an |
assassment of TE status at admission or baseling |
TB testing within 72 hours of admission. There

' was no indication any of the residents had been

tested for TB withjn 3 months prior to admission.

: On 11/26/13 at 3 PM, the administrator confinmed

* that the facility had not assessed any of the :

. residents at admission, end had not completed /

T testing within 72 hours of admission .

L
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