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TERRY E. BRANSTAD RODNEY A. ROBERTS, DIRECTOR
GOVERNOR

KiM REYNOLDS
LT. GOVERNOR

October 13, 2015

Mr. Rod Scarf, Administrator
Greenficld AL

615 SE Kent

Greenfield, 1A 50849

RE: Final Recertification Monitoring Evaluation Report — Greenfield AL,
Greenfield, IA

Dear Mr. Scarf;

Enclosed is the Final Recertification Monitoring Evaluation Report completed by the
Department of Inspections and Appeals (DIA) in accordance with Iowa Code chapter 231C and
[owa Administrative Code (IAC) chapters 481—67 and 481—69, following a survey by DIA on
October 5, 2015. The Report notes a Regulatory Insufficiency in the area(s) of: Evaluation of
Tenant.

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.

Telephone 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 or a contested case hearing 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 this report, please contact me at 515/281-7039
or Rose.Boceella@dia.iowa.gov

Sincerely,
Fose Boccelts

Rose Boccella
Program Coordinator
Adult Services Bureau

Enclosure
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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: 17

Number of tenants with cognitive disorder: 0
Total Population of Program at time of on-site:
17

TOTAL census of Assisted Living Program: 17

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

A 037 481-69.22(2) Evaluation of Tenant A 037

481-69.22(231C) Evaluation of tenant.

69.22(2) Evaluation within 30 days of
occupancy and with significant change. A
program shall evaluate each tenant ' s functional,
cognitive and health status within 30 days of
occupancy. A program shall also evaluate each
tenant's functional, cognitive and health status as
needed with significant change, but not less than
annually, to determine the tenant ' s continued
eligibility for the program and to determine any
changes to services needed. The evaluation shall
be conducted by a heaith care professional or
human service professional. A ficensed practical
nurse may complete the evaluation via nurse
delegation when the tenant has not exhibited a
significant change.
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This REQUIREMENT is not met as evidenced
by:

Based on review of tenant files, functional,
cognitive and health evaluations were not
completed within 30 days of occupancy for two of
three files reviewed (Tenants #1 and #2).

1. Tenant #1, an 88 year old, was admitted on
6-1-15. No diagnoses noted. The Program
completed functional, cognitive and health
evaluations on 6-1-15 (initial} and 7-23-15 (30
day). The Program did not complete evajuations
within 30 days of occupancy by the Tenant.

2. Tenant #2, a 76 year old was admitted on
6-1-15 and diagnoses included: diabetes type 2,
gastroesophageal reflux, hypertension,
hyperlipidemia, atherosclerctic heart disease,
peripheral vascular disease and hearing loss.
The Program completed functional, cognitive and
health evaluations on 6-1-15 (initial} and 7-23-15
(30 day). The Program did not complete
evaluations within 30 days of occupancy by the
Tenant.

On 10/5/15 at 1:30 p.m. Registered Nurse (RN) A
confirmed the evaluations had not been
compieted within 30 days of occupancy.
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