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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: 15
Number of tenants with cognitive disorder: 1
Total Population of Program at time of on-site:

16

Dementia-Specific Program by Dedication

Number of tenants without cognitive disorder: 1
Number of tenants with cognitive disorder: 9
Total Population of Program at time of on-site: 10

TOTAL census of Assisted Living Program: 26

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

231C.5 Written Occupancy Agreement required
f. (1) When the tenant's health status or behavior
constitutes a substantial threat to the health or
safety of the tenant, other tenants, or others,
including when the tenant refuses to consent to
relocation.

Based on interview and record review the
Program failed to include all criteria for
admission/retention in the Occupancy Agreement,
This potentially affected 26 of 26 tenants (Tenants
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#1 - #26). Finding follows:
At e S
Review of the Program's Occupancy Agreement 1 e;H?f :S %

(OA) revealed it lacked the following criteria for A a’ &é ""f:) Je T i l',..):\ /

admission and retention of tenants: "Despite

intervention, chronically urinates or defecates in p‘ é’ i S A W?";

places that are not considered acceptable +

according to societal norms, such as on the floor o Sl { 034
Y \ \ \

or in a potted plant.” ll NM l S D(

When interviewed on 5/25/17 at 2:00 p.m. the was F Sond & e Al
Executive Director confirmed the OA lacked the (¢St @J-" *
required information. She said the Program N Vm( < Md@’“‘a’“ o
would add it immediately. g} A_D&A . d N
W? g pieche
118 o A118
A 481-687.19(3) Record Checks M\& - oo n‘f‘)ﬁ i Car ',V‘M%‘

481-67.19(135C,2318,231C,231D) Criminal, ) NS
dependent adult abuse, and child abuse record Eﬂ N \J W} ‘\/ “ul
checks. ) AR ORI Lo

67.19(3) Requirements for employer prior %\'Mi/ vequ | )
to employing an individual. Prior to employment LT ,hye/é s
of a person in a program, the program shall e eonremi S
request that the department of public safety ] A ‘\-\7 *
perform a criminal history check and the - - A
department of human services perform child and AS ~eC (SSNC k/ el

dependent adult abuse record checks of the

person in this state. - LS*@&\V"S '

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the
Program failed to complete dependent adult
abuse and child abuse checks prior to
employment for 2 of 3 staff reviewed (Staff A and
C ). Findings follow:
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;1:' Recor:i] Ire\éieévtv ?fr}\ 5/24é ;;g;?éeal_?g tl:_;a &@7& o)) Ctﬂow_ld (e cks
rogram hired Staff A on . The Program
completed the child and dependent adult abuse letse Aot ~fimedy to Cox
checks on 10/14/16. Therefore, the Program did ’bAQL . W& M W\,L ot
not complete dependent adult and child abuse . A Cc P M"* NI
checks prior to employment of Staff A, A SINg a
oA oL ;\rd Che XS 6‘ 3
2. Record review on 5/24/17 revealed the . _g‘ S ,&)(’l’?/\fde Ct
Program hired Staff C on 10/31/16. The Program A \ob 2 T
completed child and dependent adult abuse ) -
checks 10/19/16. Therefore, the Program failed The BuSiweSs Dg:\\ Co. mAtpor™
to complete dependent adult and child abuse . h )
checks prior to employment of Staff C. ‘/\ N N 2w f‘))’ v Ox
AS L}
When interviewed on 5/24/17 at 3:30 p.m. the 0. 1S 8% ‘DLU"—A O
Executive Director confirmed the Program did not Nop Ont . bb( % ) C‘L
complete child and dependent adult abuse check ) /6 - U,JA\ } \T%t
prior to Staff A and C beginning employment. W o
v o
pald oo oy
A 032 481-69.21(2) Occupancy Agreement A032 M4 OZ—S

481-69.21(231C) Occupancy agreement.

69.21(2) In addition to the requirements of
lowa Code section 231C.5, the written occupancy
agreement shall include, but not be limited to, the
following information in the body of the
agreement or in the supporting documents and
attachments:

a. The telephone number for filing a
complaint with the department.

b. The telephone number for the office of
long-term care ombudsman.

c. The telephone number for reporting
dependent adult abuse.

d. Acopy of the program ' s statement on
tenants ' rights.

e. Astatement that the tenant landlord law
applies to assisted living programs.

f.  Astatement that the program will notify
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the tenant at least 90 days in advance of any
planned program cessation, which includes l l Q ,
voluntary decertification, except in cases of
emergerr)l/cy. P \,\)L MN)Q, Wé U&‘Q/& /h"(/be/
7 V\ L/‘WV‘:
Wf@d Aele P bt A N
WA ‘ SS\ O AW o N
This REQUIREMENT is not met as evidenced o Ow Py J
by: e Wi do vpeast \[ oesvie
Based on interview and record review the +
Program failed to ensure the Occupancy O DM{ 2OA~s TS "I'D
Agreement (OA) included all required information . /\fg;( VV\A*('\' Iyt
within the agreement or in supporting \) g,(‘;_c\_’ {
documents/attachments. This potentially affected s A‘ \ }—-M-.
26 of 26 tenants (Tenants #1-426). Finding \S COf e U(” N‘é f
follows: (/uf(:e;\_t
Review of the Program's OA revealed it failed to r m .}5-« LOorAL] ".
contain the appropriate number to report . &}(f
dependent adult abuse. The Program's OA V y 5‘ C)éo— Yy WAL %\UGAJ 4 I‘fﬁ
included the telephone number for the | ‘L
Department of Human Services instead of the ‘\ N W 4/[,\0 {,‘YM@MJJJ
Department of inspections and Appeals. \,UL ( é_
- VAr—~ oot
Further review revealed the Program failed to ’&D WS O{UC“(/ i>fD
include a statement that the Program would notify \¢ 24\ QA, I«@Pr%“’
a tenant at least 90 days in advance of any N '; A /‘, 'p(M g
lanned program cessation. -
P prog &iD S'H,t Dé\)?ﬂ‘\}c,(/o M)
When interviewed on 5/25/17 at 2:00 p.m. the , A~ (e SO
Executive Director acknowledged the missing .‘Pl A vo N
information in the OA and said she would have fe s C:'bur\/ I\ (e aene.
them added immediately.
\APM \/\S—ft? prd B
A094) 481-69.27(1)a Nurse Review A094 Stensed DA WM o U
A8
481-69.27(231C) Nurse review. If a tenant does be/ ,AA’\A thed Ao Ined| Cork
not receive personal or health-related care, but
o % gbwmant change in the tenant's / DJU V o P(' (m
m n ) |A 2. A /\A 2 DA 2.
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condition occurs, a nurse review shall be
conducted. If a tenant receives personal or
health-related care, the program shall provide for
a registered nurse:

69.27(1)a To monitor, at least every 90 days,
or after a significant change in the tenant's
condition, any tenant who receives
program-administered prescription medications
for adverse reactions to the medications and to
make appropriate interventions or referrals, and
to ensure that the prescription medication orders
are current and that the prescription medications
are administered consistent with such orders.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the
Program failed to ensure nurse reviews included
a review of medications every 90 days. This
affected 2 of 3 tenants reviewed (Tenants #2 and
#3). Findings follow:

Record review on 5/25/17 revealed the Program's
delegating Nurse had completed 90 day nurse
reviews for Tenants #2 and #3, but failed to
review and/or document a review of program
administered prescription medications.

When interviewed on 5/24/17 at 2:30 p.m. the
delegating Nurse acknowledged the 90 day
reviews she completed did not include a
documentation of a review of program
administered medications for two of three
tenants.
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A 222/ 481-69.4(20) Nonaccredited program - app. A222

content

69.4(20) The policy and procedure for addressing
sexual relationships between tenants and staff or
between tenants with dementia greater than
Stage 5 on the Global Deterioration Scale.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the
Program failed to develop a policy and procedure
to address sexual relationships between tenants
and between tenants and staff. This potentially
affected 26 of 26 tenants in the Program. Finding
follows:

When interviewed on 5/24/at 1:30 p.m. the
Executive Director confirmed the Program failed
to develop policy and procedure to address
sexual relationships between tenants and staff or
between tenants with dementia greater than
Stage five on the Global Deterioration Scale
(GDS).
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