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August 24, 2015

Ms. Rebecca Wolf, Administrator
Welcov Assisted Living at Alta
705 W. 7th Street

Alta, IA 51002

RE: Final Complaint/Incident Investigation Report, Welcov Assisted Living at Alta, Alta,
Iowa

Dear Ms. Wolf:

Enclosed is the Final Complaint/Incident Investigation 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, following an
investigation by DIA on August 11, 2015. The following allegations were investigated in
regards to #52880-C.

Medication Administration

Comments: Based on interviews and record review, no concerns were noted in the area of
medication administration. Observations of medication administration resulted in no issues.
This portion of the complaint was not substantiated.

Tenant Rights
Comments: Based on observations, interview and record review, tenants were treated with
respect during service provision. This portion of the complaint was not substantiated.

While the above issues were not substantiated a concern was identified in the area of Staffing.
Based on staff interview and review of documentation the Program's Registered Nurse (RN} did
not complete a review to ensure staff were sufficiently trained and competent to provide
services within 60 days of beginning employment.

The Report notes a Regulatory Insufficiency in the area(s) of: Staffing.

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



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:

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

3. How the Program plans to monitor performance to ensure compliance.

4, The date by which the regulatory insufficiency will be corrected.

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.

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.

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

Sincerely,

ﬁﬂd’& 30065//4

Rose Boccella

Program Coordinator
Adult Services Bureau

Enclosure
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WELCOV ASSISTED LIVING AT ALTA

A 000, 481-67 Initial Comments A 000

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: 32
Number of tenants with cognitive discrder: 3
Total Population of Program at time of on-site: 35

TOTAL census of Assisted Living Program: 35

The following regulatory insufficiencies were
cited during the investigation of Complaint
52880-C:

A 058 481-67.9(4)a Staffing A 058

481-67.9(231B,231C,231D) Staffing.

67.9(4) Nurse delegation procedures. The
program ' s registered nurse shall ensure certified
and noncertified staff are competent to meet the
individual needs of tenants. Nurse delegation
shall, at a minimum, include the following:

a. The program ' s newly hired registered
nurse shall within 60 days of beginning
employment as the program ' s registered nurse
document a review to ensure that staff are
sufficiently trained and competent in all tasks that
are assigned or delegated.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and review of -
documentation the Program's Registered Nurse
(RN) did not complete a review to ensure staff
were sufficiently trained and competent to provide
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A 058 | Continued From page 1 A058

services within 60 days of beginning employment.

According to information provided by the
Program, the RN began employment on 4-15-15.
When interviewed on 8-10-15 at 3:45 p.m. the RN
confirmed with the exception of medication
administration, she had not completed a review
with 10 staff to ensure staff were sufficiently
trained and competent to provide services fo
tenants within the first 60 days of employment.
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WELCOV ASSISTED LIVING AT ALTA

ADDC 481-87 Initial Comments A 000

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: 32
Number of tenants with cognitive disorder: 3
Total Population of Program at time of on-site: 35

TOTAL census of Assisted Living Program: 35

The following requlatory insufficiencies were
cited during the investigation of Complaint
52880-C:

A 058] 481-67.9(4)a Staffing A058

481-67.9(231B,231C,231D) Staffing.

67.9(4) Nurse delegation procedures. The
program ' s registered nurse shail ensure certified
and noncertified staff are compatent to meet the
individual needs of tenants. Nurse delegation
shall, at a minimum, include the following:

a. The program's newly hired registsred
nurse shall within 80 days of beginning
employment as the program ' s registered nurse
document a review to ensure that staff are
sufficiently trained and competent in all tasks that
are assigned or delegated.

This REQUIREMENT is not met as evidenced 1. RN will train and test out each rew PSA | 8/25/15
by: in all ADLs that are delegated to them prior to
Based an staff interview and review of working on thier own. RN will have current
documentation the Program's Registered Nurse PSAs also test out on thier ADL skills.

(RN) did not complete a review to ensure staff Medication pass has all been monitored up to
were sufﬁcientw' trained and competent io pm"ide this date since RN began ernployment 4/15/1%.
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3. Every 6 months, RN will go through ali 8/25M5
According fo information provided by the PSA files to make sure their check list is
Program, the RN began employment on 4-15-15. complete. RN will complete a check list if
When interviewed on 8-10-15 at 3:45 p.m. the RN there isn't one on file.
confirmed with the exception of medication 4. Skills Lab times were set for 8/19/15. All
administration, she had not completed a review PSA staff tested out of competencies by
with 10 staff to ensure staff were suificiently 8/20/15. RN will also follow and audit PSAs
trained and competent to provide services to on their check list while on the floor 8/25M5

tenants within the first 80 days of employment.
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