IOWA DEPARTMENT OF HEALTH FACILITIES DIVISION

[INSPECTIONSTJNZZFNE S Bt 120 S

Des Moines, TA 50319-0083
(515) 281-4115 Phone
(515) 242-5022 Fax

TERRY E. BRANSTAD i RODNEY A, ROBERTS, DIRECTOR
GOVERNOR

KiM REYNOLDS
LT. GOVERNOR

May 6, 2015

Ms. Paula Padavich, Director
Bryhl Assisted Living

7511 University Avenue
Cedar Falls, IA 50613

RE: Final Recertification Monitoring Evaluation Report — Bryhl Assisted
Living, Cedar Falls, IA

Dear Ms. Padavich:

Enclosed is the Final Recertification Monitoring Evaluation Report completed by the
Department of Inspections and Appeals (DIA) in accordance with Jowa Code chapter 231C and
Towa Administrative Code (IAC) chapters 481—67 and 481—69, following a survey by DIA on
April 27 - 29, 2015. The Report notes Regulatory Insufficiencies in the area(s) of: Food Service.

Each Regulatory Insufficiency requires that the Program submit a written Plan of Correction
(POC).

In preparing the POC, please use the tenant identifiers from the Report, i.e. Tenant #1, when
reference is made to specific tenants. If your response includes a specific tenant’s assessment or
service plan, it is the Program’s responsibility to conceal the tenant’s name in order to maintain
the tenant’s anonymity. Your response shall include the following:

Elements detailing how the Program will correct each regulatory insufficiency.
What measures will be taken to ensure the problem does not recur.

How the Program plans to monitor performance to ensure compliance.

The date by which the regulatory insufficiency will be corrected.

e S

Please note that all regulatory insufficiencies must be corrected within 30 days of the date
of the exit conference; however, there may be situations where the timeframe may be
shortened or lengthened, at the discretion of the department.

The POC must be submitted/emailed to DIA to my attention within ten (10) working days of
receipt of this letter. It may be necessary for DIA to revisit the Program to confirm progress in
fulfilling the POC’s corrective measures.

Telephona Number for the Hearing Impaired: {(515) 242-6515




As provided by IAC rule 481-67.14, you are afforded one opportunity to refute cited
regulatory insufficiencies through the informal conference process. A request for an informal
conference must be made within 20 working days of the notice or service of this letter and the
final report. Please refer to rule 67.14 for more information.

The review of the recertification documents you submitted has been completed and the
documents are accepted. In addition, the State Fire Marshal’s (SFM) inspection report has been
received as well as the Facility Engineer’s approval of the Evacuation Plans for your program.,

Also enclosed you will find the Assisted Living Program Certificate 80251 with
effective dates of February 15, 2015 through February 14, 2017.

If you have any questions in regard to this report, please contact me at 515/281-7039
or Rose.Boccella@dia.iowa.gov

Sincerely,
Fose Boocelll

Rose Bocceella
Program Coordinator
Adult Services Bureau

Enclosure
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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.

General Population Program

Number of tenants without cognitive disorder: 38
Number of tenants with cognitive disorder: 1
Total Population of Program at time of on-site:
39

TOTAL census of Assisted Living Program: 39

The following regulatory insuificiencies were
cited during the recertification visit conducted to
determine compliance with certification for an
Assisted Living Program:

A108| 481-69.28(6)b Food Service A109

481-69.28(231C) Food service.

£9.28(6) Programs engaged in the
preparation and service of meals and snacks
shall meet the standards of state and local health
laws and ordinances pertaining to the preparation
and service of food and shall be licensed
pursuant to lowa Code chapter 137F. The |
department will not require the program to be
licensed as a food establishment if the program
limits food activities to the following:

b. Baked goods that do not require
temperature conirol for safety and single-service
juice or mitk may be stored in the program ' s
kitchen and provided as part of a continental
breakfast.
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This REQUIREMENT is not met as evidenced
by:

Based on observation, review of a Program
document and staff interviews, the Program
failed to limit food activities in a non-licensed
kitchen including food storage, other than baked
goods that did not require temperature control for
safety, and single service juice or milk provided
as part of a continental breakfast. The Program
had two unlicensed kitchens and food items
stored in the kitchens exceeded the limitations
for unlicensed kitchens.

1. According to cbservation on 4-27-15 and
4-28-15, the Program had twe unlicensed
kitchens, one on each floor of the Program. The
kitchen was in the same room as the tenant
dining area on each floor. The kitchens had
appliances including a side by side refrigerator
and freezer. There were aiso cupboards for
storage.

There were non-single service items observed in
the refrigerator in the first floor unlicensed
kitchen which included: gallons of milk, juice in
46 fluid ounce (fl oz) containers, botiles of salad
dressing, mustard, chocolate syrup, whipped
topping, syrup, soy sauce, apple juice in a
pitcher, sliced cheese wrapped in plastic (not
individually wrapped), raisins in a plastic bag and
a tub of soft margarine (64 0z). There were
noen-single service items observed in the
cupboards in the first floor kitchen which
included: cereal in plastic containers, a jar of
peanut butter (80 0z) and croutons in a plastic
bag.

There were non-single service items observed in
the refrigerator in the second floor unlicensed
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kitchen which included: mustard, ketchup, soy
sauce, chocolate syrup, whipped topping, cartons
of juice (46 1 0z), two eggs (in the shell) in a
bowl, gaflons of milk, a tub of soft margarine (64
oz), sliced cheese wrapped in plastic (not
individually wrapped), a carfon of a pre-thickened
beverage and a carton of lactose free milk.
There were non-single service items in the
cupboards in the second floor kifchen which
included: cereal in plastic containers and a jar of
peanut bufter (€0 oz).

2. According to an interview with the Director, on
4-27-15 at approximately 2:45 p.m. and 4-28-15
“at 4:10 p.m., three meals per day were provided
at the Program. The food was prepared in the
the main kitchen at the nursing facility and was
brought to the Program. Dry cereals, bread,
condiments, ice cream, mitk, yogurt and pudding
were stored in the kitchens. The ice cream,
yogurt and pudding were single service items.
The extent of the food preparation in the kitchens
was making toast. There were no issues with
food related illnesses.

3. According to an interview with the Dietary
Manager on 4-28-15 at approximately 1:35 p.m.,
gallons of milk, juice, ketchup, mustard, syrup,
dressings and cereal in plastic containers were
stored in the first and second floor kifchens. [ce
cream in single service cups were also stored.

| The extent of the food preparation in the kitchens
was making toasi. There were no issues with
food related illnesses.

4. According to the Program’s policy and
procedure regarding food service, the Program
would provide hot nutritional meals at least three
times a day and substitutions were available
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upon request. Meals and snacks provided by the
Program and offsite should meef the standards
of state and local heaith laws and ordinances
pertaining to the preparafion and serving of food.

A 113 481-69.28(6)f Food Service AM3

481-69.28(231C) Food service.

69.28(6) Programs engaged in the
preparation and service of meals and snacks
shali meet the standards of state and local health
laws and ordinances periaining fo the preparation
and service of food and shall be licensed
pursuant to lowa Code chapter 137F. The
department will not require the program to be
licensed as a food establishment if the program
limits food activities to the following:

f. Warewashing may be done in the
program ' s kitchen as long as the program
utilizes a commercial dishwasher and documents
daily testing of sanitizer chemical ppm and
proper water temperatures. Verification by the
department of these practices may be conducted
during on-site visils.

This REQUHREMENT is not met as evidenced
by:

Based on observation, review of Program
documents and staff inferviews the Program
failed to document daily festing of sanitizer
chemical parts per million (ppm)} and proper
water temperatures for commercial dishwashers
used for warewashing. The Program had two
unlicensed kitchens and warewashing was
completed in each kifchen using a commercial
dishwasher; however, documentation of daily
testing of the sanitizer chemical ppm and proper
water femperatures was not completed.
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1. According to observation on 4-27-15 and
4-28-15, the Program had two unlicensed
kitchens, one on each floor of the Program. The
kitchen was in the same room as the tenant
dining area on each floor. A commercial
dishwasher was observed in both kitchens.

2. According fo an interview with the Director of
Assisted Living on 4-27-15 at approximately 2:45
p.m. and 4-28-15 at 4:10 p.m., three meals per
day were provided at the Program. The food
was prepared in the the main kitchen at the
nursing facility and was brought to the Program.
The clean up was completed af the Program
including washing dishes. There was no
documentaiion regarding the dishwasher checks
prior to 4-28-15; however, in the future it would
be documented afier each meaf. There were no
issues with food related ilinesses.

3. According to an interview with the Dietary
Manager on 4-28-15 at approximately 1:35 p.m.,
there had been no issues with food related
flinesses. There were no other dishwasher
records {(other than those provided) for the past
three monihs.

4. Dishwasher sanitizer records were requested
and the log provided had one completed enfry on
4-28-15 for each unlicensed kitchen.

5. According to the Program's policy and
procedure regarding food service, the Program
would provide hot nutritional meals af least three
times a day and substitutions were available
upon request. Meals and snacks provided by the
Program and offsite should meet the standards
of state and local health laws and ordinances
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pertaining to the preparation and serving of food.
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Assisted Living Programs are defined Dy the type

of poputation served. The census numbers were A109- To remain in compliance with all

prov_tded by the Program at the time of the federal and state regulations, the

on-site. facility has taken or will take the actions

General Population Program set forth in the foliowing Plan of Correction.

The Plan of Correction constitutes that ali

Number of tenants without cognitive disorder: 38 Deficiencies sited have been or will be 5/26

Number of tenants with cognitive disorder: 1 corrected by May 26%, 2015 for A109. /15

Total Population of Program at time of on-site:

39 The facility will provide individual, single

TOTAL census of Assisted Living Program: 39 service items to be stored in the refrigerator or

cupboards. Items will include but not limited to individual milk,
T_he fo[loyving regulato.r::{ in:?‘uﬁit::ifa_ncies were juice, salad dressing, mustard, chocolate syrup, whipped
oited during the recertification visit conducted to Topping, syrup, soy sauce, apple juice, margarine

determine compliance with certification for an

. . eanut butter, I and raisins. No bulk foods ¢
Assisted Living Program: P r, cerea ulk foods or

drinks will be stored in the Bryhl Assisted Living kitchen

A 109| 481-69.28(B)b Food Service A1og  °reas
481-69.28(231C) Foed service. Meals and snacks provided by the program and offsite
69.28(6) Programs engaged in the will meet that standards of state and local
preparation and service of meals and snacks health laws and ordinances pertaining to the preparation
shall meet the standards of state and local heaith and serving of food.

laws and ordinances pertaining to the preparation
and service of food and shall be licensed ) . . ) . ]
pursuant to lowa Code chapter 137F. The The Bryhl Assisted Living Director will monitor compliance
department will not require the program to be regularly . The CQt Commiitee will meet quarterly to further
licensed as a food establishment if the program ensure compliance with this deficiency.

limits food activities to the following:

b. Baked goods that do not require
temperature conirol for safety and single-service
juice or milk may be stored in the program ' s
kitchen and provided as part of a continental
breakfast.
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Continued From page 1

This REQUIREMENT is not met as evidenced
by:

Based on observation, review of a ngram
document and staff interviews, the Program
failed fo limit food activities in a nen-licensed
kitchen including food storage, other than baked
goods that did nof require temperature control for
safety, and single service juice or milk provided
as part of a continental breakfast. The Program
had two unlicensed kitchens and food items
stored in the kitchens exceeded the itimitations
for unlicensed kitchens.

1. According to observation on 4-27-15 and
4-28-18, the Program had two uniicensed
kitchens, one on each floar of the Program. The |
kitchern was in the same room as the tenant
dining area on each floor. The kitchens had
appliances including a side by side refrigerator
and freezer. There were also cupboards for
storage.

There were non-single service items observed in
the refrigerator in the first floor unlicensed
kitchen which included: gallons of milk, juice in
46 fluid ounce (fl 0z) containers, bottles of salad
dressing, mustard, chocolate syrup, whipped
topping, syrup, soy sauce, apple juice ina
pitcher, sliced cheese wrapped in plastic (not
individually wrapped), raisins in a plastic bag and
a tub of soft margarine (64 cz). There were
noti-singie service items observed in the
cupboards in the first floor kitchen which
included: cereal in plastic containers, a jar of
peanut butter. (80 o0z) and croutons in a plastm
bag.

There were non-single service iterms observed in .
the refrigerator in the second floor unficensed

A109

WIBION OF HEALTH FACILITIES - STATE OF IOWA
TATE FORM

S09C11

¥ continualion sheet 2 of §




PRINTED: 04/30/2015
FORM APPROVED

DEPARTMENT OF INSPECTIONS AND APPEALS

> BTATEMENT OF DEFICIENCIES (1) PROVIDERASUPPLIERICLIA X2) MULTIFLE CONSTRUCTION
AND PLAN CF CORRECTION IDENTIFICATION NUMBER: A BUILDING:

(<3 DATE SURVEY
COMPLETED

—— 2 )

50251 B. WING 04/28/2015

MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

t 7511 UNIVERSITY AVENUE
| BRYHL ASSISTED LIVING FACILITY CEDAR FALLS, IA 50613

P oy D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION 05
" PREFE (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE WPLE

TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE
DEFICEENGY}

A 109! Continued From page 2 A109

kitchen which included: mustard, ketchup, soy
sauce, chocolate syrup, whipped topping, carfons 3
of juice (46 1l oz), two eggs (in the shell) in a : . |
bowl, gallons of milk, a tub of soft margarine (64
oz), sliced cheese wrapped in plastic (not
individually wrapped), a carion of a pre-thickened
beverage and a carton of lactose free milk.
There were non-single service items in the
cupboards in the second floor kitchen which
included: cereal in plastic containers and a jar of
peanut bufter (30 oz).

2. According to an interview with the Director, on
4-27-15 at approximately 2:45 p.m. and 4-28-15
_at 4:10 p.m,, three meals per day were provided
at the Program. The food was prepared in the
the main kitchen at the nursing facility and was
brought to the Program. Dry cereals, bread,
condiments, fce cream, milk, yogurt and pudding
were stored in the kiichens, The ice cream,
yogurt and podding were single service items.
The extent of the food preparation in the kitchens
was making toast. There were no issues with
food related ilinesses.

3. According to an interview with the Dietary
Manager on 4-28-15 at approximately 1:35 p.m.,
gallons of milk, juice, ketchup, mustard, syrup,
dressings and cereal in plastic containers were
stored in the first and second floor kitchens. lce
cream in single service cups were aiso stored.

| The extent of the focd preparation in the kitchens
was making toast. There were no issues with
food related itlnesses.

4. According to the Program’s policy and
procedure regarding food service, the Program X
would provide hot nutritional meals at least three N
times a day and substitutions were available .

T
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upon request. Meals and snacks provided by the 4
Program and offsite should meef the siandards
of staie and local heaith laws and ordinances
pertaining to the preparafion and serving of food.
A 113 481-69.28(6)f Food Service A3
481-89.28(231C) Food service. a/28/15 |
69,28(6) Programs engaged in the 1
preparation and service of meals and snacks 1

shall meet the standards of state and fecal health
laws and ordinances periaining fo the preparafion
and service of food and shall be licensed
pursuant fo lowa Code chapler 137F. The
depariment will not require the program to be
licensed as a food establishment if the program
fimits food activities o the folfowing:

f. Warewashing may be done in the
program " 5 kifchen as long as the program
utilizes a commerciat dishwasher and documents
daily testing of sanitizer chemical ppm and
proper water iemperatures. Verification by the
depariment of these practices may be conducted
during on-site visits. .

This REQUIREMENT is not met as evidenced
by:

Based on observation, review of Program
documents and staff interviews the Program
failed to documnent daily festing of sanitizer
chemical parts per million: {ppm} and proper
water femperatures for commercial dishwashers
used for warewashing. The Program had two
unlicensed kifehens and warewashing was
completed in each kitchen using a commercial
dishwasher; however, documentafion of daily
testing of the sanifizer chemical ppm and proper
water femperatures was not compisted.

Al13- To remain in compliance with all
federal and state reguiations, the

facility has taken or will take the actions
set forth in the foliowing Plan of Correction.

Water temperature and sanitizer

f:hemical checks will be done daily and recorded
in a log located in each kitchen area. ;
This deficiency was corrected as of 4/28/15.

Meals and snacks provided by the program and offsite
will meet that standards of state and local

health laws and ordinances pertaining to the preparation
and serving of food.

The Bryhi Assisted Living Director will monitor compliance
regularly. The CQI Committae will meet guarterly to
further ensure compliance with this deficlency.

RASION OF HEALTH FAGILITIES - STATE OF I0WA F
STATE FORM .

GOacH if scontinuation sheet 40f 6




D OF INSPECTIONS AND APPEALS

PRINTED: 0443012015
FORM APPROVED

p  STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIERICUIA
AND Fi AN OF CORRECTION IDENTIFICATION NUMBER:

50251

52) MULTIPLE CONSTRUCTION (X3 DATE SURVEY

A BUILDING:

B. WING

COMPLETED

84/28/2015

NAME OF PRCVIDER OR SUPPLIER
BRYHL ASSISTED LIVING FACILITY

STREET ADDRESS, GITY, STATE, ZIP CODE
75141 UNIVERSITY AVENUE
CEDAR FALLS, 1A 50613

5D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACF DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTICN o
(EACH CORRECTME ACTION SHOULD BE COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

A3

Continued From page 4

1. According to observation on 4-27-15 and
4-28-15, the Program haed iwo unlicensed
kitchens, cne on each floor of the Program. The
kitchen was in the same room as the tenant
dining area en each floor. A commercial
dishwashey was observed in both kitchens.

2. According to an inferview with the Director of
Assisted Living on 4-27-15 at approximately 2:45
p.m. and 4-28-15 af 4:10 p.m., three meals per
day were provided at the Program. The food
was prepared in the the main kitchen at the
nursing facility end was brought to the Program.
The clean up was completed af the Program
Including washing dishes. There was no
documentation regarding the dishwashar checks
prios fo 4-28-15; however, in the future it would
be documented affer each meal. There were no
issues with food related inesses.

3. According fo an inferview with the Diefary
Manager on 4-28-15 at approximately 1:35 p.m.,
there had bees no issues with food relafed
liinesses. There were no other dishwasher
records (other than those provided) for the past
three months.

4. Dishwasher sanitizer reconds were requested .
and the log provided had one completetf enfry on
4-28-15 for each unlicensed kitchen.

5. Accerding to the Program's policy and
procedure regarding food service, the Program
would provide hot nutritionaf meals at least three
times a day and substitutions were available
upor request. Meais and snacks provided by the
Program and offsite should meet the standards
of state and local health laws and ordinances
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