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Assisted living Programs are defined by the type
of population served. The census numbers were
provided by the Program atthe ime of the

-on-site.

Number of tenants without cognitive disorder: 3|
Number of tenants with cognitive disorder. 0

TOTAL census .of Assisted Living Program: .32

The following regulatory insufficiency was cited
during the recertification visit conducted to
determine compliance with certification for an
Assisted Living Program:

481-67:9(6) Staffing

481-67.9(231B,231C;231D) ‘Staffing.

(6) Dependent adult abuse training, Program
staff shall receive training relating to the
\dentification and reporting of dependent adult
abuse as required by lowa Codg section
235B.18,

This. REQUIREMENT is not met as evidenced
by:

Based on interview and record review the
Program falied to ensura Dependent Aduit Abuse
{DAA) training was completed as required, “This
pertained to 1 of 2 staff- employed six months or
longer (Staff A).  Findings follow:

Chapter 2358 required staff to complete two
hours of training related to the identification and
reporting.of DAA within six months of employment
and at least two.hours of additional training
related to the identification and reporting of DAA
every five years.
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Record review on 5-14-19 of Staff A's ‘training‘

documents revealéd a hire.daté of 1-22-18. Staff
A’s file lacked-documented DAA training.

When interviewed on 5-15:19 at 3:47 p.m. the
Administrator canfirmed the above finding.
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