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481-50.7(10A,135C) Additional notification. The
director or the director's designee shall he
notified within 24 hours, or the next business day,
by the most expeditious means available:

50.7(4) When a resident elopes from a facility.
For the purposes of this subrule, "elopes”
means when a resident who has impaired
decision-making ability leaves the facility without
the knowledge or authorization of staff.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the facility
failed to report an elopement to the Department
within 24 hours or the next business day as
reguired for 1 of 3 residents reviewed {(Resident
#3). Findings include:

A review of incident reports on 5/15/18 revealed
Resident #3 left the facility on 4/6/18 without
teiling staff or signing out in the log book, The
resident left the premises to walk to the hospital
several blocks away to be evaluated. The
resident was admitted for a mental health
evaiuation and discharged back to the facility on
4/9/18. Further review revealed the facility did
not report the elopement to the Department.
Resident # 3's diagnoses included
schizoaffective disorder, a history of alcohol
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C 000 Initial Comments C 000
The following deficiencies were cited during the
survey conducted to determine compliance with
licensing rules for a Residential Care Facility for
Persons with Mental liiness.
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abuse and seizure disorder.

An interview with the Administrator on 5/15/18 at
2:00 p.m. confirmed this finding.

| 168, 62.8(1}b Administration 1168

481-62.8(135C) Administration.
62.8{1} The licensee shall:

b. Be responsible for compliance with all
applicable faws and with the rules of the
department.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the facility
failed to comply with requirements related to
notifications to the Department found in lowa
Administrative Code 481-chapter 50. Findings
include:

A review of incident reports revealed the facility
failed to notify the Department of an elopement
as required by lowa Administrative Code rule
50.7{4). The administrator confirmed this finding.
See deficiency under 50.7(4) for details.

1174 62.9(1)b Personnel 1174
481-62.9(135C) Personnell

62.9(1) The personnel policies and procedures
shall include the following requirements:

b. Annual performance evaluation of all
DIVISION OF HEALTH FACILITIES - STATE OF IOWA
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employees and consultants which is dated and
signed by the employee or consultant and the
supervisor.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the facility
failed to ensure annual evaluations were
competed annually for 2 of 2 staff reviewed
employed over a year (the Administrator and
Staff F). Findings include:

A review of the Administrator's personnel file
revealed a hire date of 11/3/14. The
Administrator's record revealed the last annual
performance evaluation was in 2015. No
performance evaluation was completed in 2018
or 2017.

Areview of Staff F's personnel file revealed a hire
date of 12/27/16. Staff F's record revealed the
[ast annual performance evaluation was in March
of 2017. No performance evaluation was
completed in March of 2018.

On 5/15/18 at 10:45 AM, the Administrator
confirmed the finding.

62.11(5) Evaluation services
481--62 11(135C) Evaluation services.

62.11(5) A narrative social history shall be
completed for each resident within 30 days of
admission and approved by the qualified mental
health professional prior to the development of
the IPP.
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This REQUIREMENT is not met as evidenced
by:

Based on record reviews and interview the facility
failed to ensure social histaries were completed
and approved by a qualified mental health
professional (QMHP) within 30 days after
admission for 2 of 3 residents reviewed (Resident
#1 and Resident #3). Findings include:

A review of Resident #1's record revealed an
admission date of 12/11/17. A soclal history was
completed on the day of admission by a staff
member. There was no indication the social
history had been reviewed or approved by a
QMHP.

A review of Resident #3's record revealed an
admission date of 1/16/18. A social history was
completed 7/29/17 by a staff member during a
previous admission. There was no indication the
social history had been reviewed or approved by
a QMHP. In addition, no updated social history
completed within 30 days of admission in_
January could be located.

On 5:15 PM at 2:15 PM, the Administrator
confirmed these findings.
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DATE: June 11, 2018

To: towa Department of Inspections and Appeals

From: North lowa Transition Center, Inc.
Provider ID 170501
408 First Street NW
Mason city, 1A 50401

RE: Corrective Action Plan for Survey completed 5/16/18

DEFICIENCIES

C 147 50.7{4)

Additional Notification. The director or directors
designee shall be notified within 24 hours, or the
next business day, by the most expeditious
means available.

1 168 62.8(1)b Administration
481-62.8(135C) Administration

62.8(1) The licensee shall:

b. be responsible for compliance will all
applicable laws and with the rules of the
department.

1174 62.9(1)b Personnel

481-62.9(135C) Personnel

62.9(1) The personnel policies and procedures
shall include the following requirements:

b. Annual performance evaluation of all
employees and consultants which is dated and
signed by the employee or consultant and the
supervisor,

{ 245 62.11(5) Evaluation Services.
481-62.11(135C) Evaluation Services

62.11(5) A narrative social history shall be
completed for each resident within 30 days of
admission and approved by the qualified mental
health professional prior to the development of
the IPP.

PLAN OF ACTION OF CORRECTION

NITC policies and procedures for reporting
incidents were reviewed by management and
determined to include the appropriate criteria
and timelines. Leadership has conducted
additional education and training of personnel to
ensure that incidents are correctly identified and
reported in a timely manner. Completed
5/23/18.

In addition, the Quality Improvement team will
annually conduct a written analysis of all critical
incidents to address causes, trends, actions for
improvement, prevention of recurrence, staff
training needs and internal/external reporting
requirements. Completion date 7/15/18.

The Human Resource Assistant will conduct a
review of personnel files by 6/15/18 to ensure
that all personnel have received an annual
performance review. Management will complete
all outdated performance reviews, including the
RCF Administrator, by 7/1/18.

It is the policy of NITC to complete all social
histories within 30 days after admission with
approval from the QMHP. A record review was
completed by 6/1/18 to ensure that ali files
include current social histories that are
completed in a timely manner and approved by
the QMHP.
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