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 A 000 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.

Number of tenants without cognitive disorder:  43

Number of tenants with cognitive disorder:  10

TOTAL census of Assisted Living Program:  53

The following regulatory insufficiencies were cited 

during the recertification visit conducted to 

determine compliance with certification of an 

Assisted Living Program.

This Program has met criteria to be an Assisted 

Living Program for People with Dementia by 

definition for the last two recertification visits.

 A 149 481-67.9(6) Staffing

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

(6) Dependent adult abuse training.  

Program staff shall receive training relating to the 

identification and reporting of dependent adult 

abuse as required by Iowa Code section 

235B.16.

This Requirement  is not met as evidenced by:

 A 149

Based on interview and record review the 

Program failed to provide training related to the 

identification and reporting of dependent adult 

abuse as required by Iowa Code section 235B.16. 

This pertained to 3 of 5 staff reviewed (Staff A, 

Staff B, and Staff C). Findings follow:

Record review on 10-22-19 revealed the following:

1. Staff A was hired 4-2-19. No documentation of 
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 A 149 A 149 Continued From Page 1

dependent adult abuse training could be located.

2. Staff B was hired 12-21-18. No docuemntation 

of dependent adult abuse training could be 

located.

3. Staff C was hired 5-3-18. No documentation of 

dependent adult abuse training could be located.

On 10-22-19 at 10:32 a.m. the Care Services 

Manager confirmed these findings.
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