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A 000} 481-67 Initial Comments A 000
A 000
Assisted Living Programs are defined by the type
of population served. The census numbers were Please consider the Plan of
rovided by the Program at the time of the . -
gn-site. Y g Correction below as the facility’s
G | Population P allegation of compliance as of
eneral Population Program
P 9 November 29,2016.
Number of tenants without cognitive disorder: 19
Number of tenants with cognitive disorder: 2 Alz21
Total Population of Program at time of on-site: 21
TOTAL census of Assisted Living Program: 21 The facility denies that the alleged
facts as set forth constitute an
The followi latory insufficiencies were insufficiency under interpretation
e following regulatory insufficiencies w
cited during the recertification visit conducted to of federa_l and state law. The
determine compliance with certification for an preparation of the following plan
Assisted Living Program. of correction for this insufficiency
should not be interpreted as an
A 121 481-687.19(3)c Record Checks A121 -
admission nor an agreement by
481-67.19(135C,2318,231C,231D) Criminal, the facility of the truth of the facts
dependent adult abuse, and child abuse record alleged or conclusions set forth in
checks. the stat t of insufficiencies
67.19(3)c if a person considered for € statement ot Insutficiencies.
employment has been convicted of a crime. If a The plan of correction prepared for
person bilng I‘;OHSidereE'c:OLeTP'O!{me"t lz a this insufficiency was executed
program has been convicted of a crime under a . s .
law of any state, the departiment of public safety solely'beca use it is required by
shall notify the program that upon the request of provisions of state and federal law.
the program the depariment of human services
will perform an evaluation to determine whether Without waiving the foregoing
the crime warrants prohibition of the person's statement, the facility states with
employment in the program. -
respect to A 121, the facility does
complete criminal, dependent
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A 121| Continued From page 1 A1

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview the
Program failed to have an evaluation from the
Department of Human Services (DHS) completed
prior to employment to determine whether the
crime warranted prohibition of the person's
employment. This pertained to one of four staff
files reviewed (Staff A).

Findings follow:

1. Staff A was hired on 9-8-15 and began to
receive paid wages on 9-8-15. On 8-27-15a
criminal history and abuse registry background
check was completed for Staff A. The criminai
history background check indicated further
research was required. lowa Record Check
Request Form S dated 8-28-15 indicated a
criminal record was found. The DHS evaluation
granting permission for the staff to work was not
received until 9-16-15. Staff A was hired and
received wages before an evaluation was
received from the DHS to determine if the
criminat history warranted prohibition of
employment.

2. An interview with the Nurse Manager on
10-31-16 at approximately 1:05 p.m. revealed
after Staff A was hired, an issue with the
background check was discoverad. Staff A was
sent home (until the approval was received). At
the time of hire Staff A worked in the kitchen and
had no contact with the tenants.

3. Review of timecard records revealed Staff A
first worked on 9-8-15 and worked again on
9-11-15. The next timecard entry indicated Staff
Aworked on 9-17-15, after the DHS approval

adult abuse and child abuse record
checks on all new employees. The
facility has an established abuse
plan that details offers of
employment cannot be given until
results of the three required
background checks are complete.

The Riverside Senior Living
business office staff orientation
program has been updated to
include education on the
completion of background checks
using the Single Contact License
and Background Check web site
and interpretation of those results.
The facility uses an employee
checkoff list to be sure all aspects
of the hiring process are
completed. The three areas of
record check requirements are
listed and the business office staff
completing the background check
must initiai and date when each is
completed and then an offer of
employment can be made by the
appropriate department head. The
Riverside Nurse Manager will
review the background check for
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A 121 Continued From page 2 A121 . o .
. . all Riverside job openings. The
notice was received. .
human resources person witl
4. According to the Program's policy and additionally check to assure all
prDCEdure regardlng screening, a'"' pOtentia| three checks have been
employees at any health care facility would be leted prior to initiating the
screened for criminal history and dependent adult completed prior 1o Inftiating
abuse and child abuse through completion of a orientation process.

kackground check. If the check resulted in a hit,
a "Rap sheet” would be sent to the program and
the individual would answer a questionnaire for
the purpose of completion of the Record Check
Evaluation. The DHS would determine if the
person was eligible to work and if any restrictions
were required prior to employment. Date

of completion November 29, 2016

A 122} 481-87.19(3)d Record Checks A122
481-67.19(135C,231B,231C,231D) Criminal, Al122
dependent adult abuse, and child abuse record
chacks. The facility denies that the alleged
67.19(3)d If a person considered for facts as set forth constitute an

employment has a record of founded child abuse

or dependent adult abuse. If a depariment of insufficiency under the

human services child or dependent adult abuse interpretation of federal and state
censidered for employment in a program has a . . .
record of founded child or dependent adult _fOHO“‘_'":'g plan of correction for this
abuse, the department of human services shall insufficiency should not be

notify thetﬁmgram':hat lt‘p‘f”:]the request of th?ﬂ interpreted as an admission nor an
program the department of human services wi -

perform an evaluation to determine whether the agreement by the facility of the
founded child or dependent adult abuse warrants truth of the facts alleged or
prohibition of employment in the program. conclusions set forth in the

statement of insufficiencies. The
plan of correction prepared for this

This REQUIREMENT is not met as evidenced
by;
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Based on record review and interview the
Program failed to have an evaluation from the
Department of Human Services (DHS) completed
prior to employment to determine whether the
founded child abuge warranted prohibition of the
person's empioyment. This pertained to one of
four staff files reviewed (Staff A).

Findings follow:

1. Staff Awas hired on 8-8-15 and began to
receive paid wages on 9-8-15. On 8-27-15a
criminal history and abuse registry background
check was completed for Staff A. The child abuse
check indicated a record check evaluation
praocess was to be initiated. The DHS evaluation
granting permission for the staff to work was not
received until 9-16-15. Staff A was hired and
received wages before an evaluation was
received from the DHS to determine if the
founded child abuse warranted prohibition of
employment.

2. An interview with the Nurse Manager on
10-31-18 at approximately 1:05 p.m. revealed
Staff A was hired, an issue with the background
check was discovered and Staff A was sent home
(until the approval was received). At the time of
hire Staff A worked in the kitchen and had no
contact with the tenants.

3. Review of timecard records revealed Staff A
first worked on 9-8-15 and worked again on
9-11-18. The next timecard entry indicated Staff
Aworked on 9-17-15, after the DHS approval
notice was received.

4. According to the Program’s policy and
procedure regarding screening, ail potential

insufficiency was executed solely
because it is required by provisions
of state and federal law.

The facility has an evailuation done
by DHS prior to the employment
of any individual to determine
whether a founded child abuse
warrants prohibition of the
person’s employment. The
business office staff orientation
program has been updated to
Include education regarding DHS
evaluation of any indication of
child abuse history on the Single
Contact License and Background
Check results. The facility uses an
employee checkoff list to be sure
all aspects of the hiring process are
completed. The staff completing
the background check signs and
dates each section when
completed. There is a section for
the DHS evaluation of child abuse.
The Riverside Nurse Manager will
review the background check for
all Riverside job openings prior to
an offer of employment being
made. The human resources
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employees at any heaith care facility would be person will additionally check to
screened for criminal history and dependent adult assure all 3 record checks are
abuse and child abuse through completion of a completed prior to initiating the
background check. If the check resuited in a hit, ; ;

a "Rap sheet” would be sent to the program and orientation process.

the individual would answer a questionnaire for
the purpose of completion of the Record Check
Evaluation. The DHS would determine if the Date of
person was eligible to work and if any restrictions completion November 29, 2016
were required prior to employment.
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