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July 23, 2015
Complaint Intake #: 53301-C

Ms. Alberta Nedved, RN Administrator
Summit House Assisted Living

600 1st Street NW

Britt, IA 50423

RE: Final Complaint Investigation & Recertification Monitoring Evaluation
Report — Summit House Assisted Living, Britt, IA

Dear Ms. Nedved:

Enclosed is the Final Complaint Investigation & Recertification Monitoring Evaluation
Report completed by the Department of Inspections and Appeals (DIA) in accordance with Iowa
Code chapter 231C and Iowa Administrative Code (IAC) chapters 481—67 and 481—69. The
following allegations were investigated in regards to Complaint #53301-C: medications and
staffing. Based on observations, staff interviews, review of tenant files, discharged files, incident
reports, and staff training, the following areas were unsubstantiated:

1. Allegation —Medications-it was alleged physician’s orders were not followed which
resulted in a negative outcome.

Findings- Not Substantiated

Comments — Tenant files were reviewed including files for tenants who had been
discharged. The files contained documentation of communication between physician,
family, and program detailing changes in tenant condition. There was no evidence that
failure to follow orders resulted in a negative outcome.

2. Allegation — Staffing — it was alleged unlicensed personnel were not trained to administer
insulin.

Findings — Not Substantiated

Comments — Assisted living regulations allow for unlicensed personnel to administer
medications including insulin following appropriate training from the Program’s
registered nurse. Training files for six employees were reviewed. All files contained
documented training from the Program’s registered nurse to allow the unlicensed
personnel to administer medications. Tenant files were reviewed to confirm that only
trained staff had been administering insulin.

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



No Regulatory Insufficiencies were found during this evaluation.

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.

Enclosed you will find the Assisted Living Program Certificate S0336 with effective
dates of July 3, 2015 through July 2, 2017. o o -

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

Sincerely,
Kose Boocelta

Rose Boccella
Program Coordinator
Adult Services Bureau

Enclosure
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