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The following deficiencies were cited during the
initial survey conducted to determine compliance
with licensing rules for a Residential Care

, Facility.

R 2661 481-57.7(5)b General Requirements

481 -57 .7 (1 35C) General requirements

, 57.7(5) The licensee shall:

b. Be responsible for compliance with all
, applicable laws and with the rules of the
depa(ment. (1, ll, lll)

r This REQUIREMENT is not met as evidenced
by:
Based on interview and record review the facility
failed to comply with requirements related to
notifications to the Department found in lowa
Administrative Code 481 - Chapter 50. Findings
include:

A review of incident reports on 1211O119 revealed
the facility failed to notify the Department of a

, major injury resulting in admission to a higher
' level of care for treatment as required by lowa
Administrative Code rule 50.7(1)a(2). The

' Administrator confirmed this finding. See
, deficiency under 50.7(1 la(2) lor details.

I

R 828: 481-57.22(3)Orientation and Service Plan

57.22(3) Service plan. Within 30 days of

1 admission, the administrator or the
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i administrator's designee, in conjunction with the
resident, the resident's responsible party, the
interdisciplinary team, and any organization that
works with or serves the resident, shall develop a
written, individualized, and integrated service

I plan for the resident. The service plan shall be
, developed and implemented to address the
, resident's priorities and assessed needs, such as
I activities of daily living, rehabilitation, activity, and
i social, behavioral, emotional, physical and

mental health. (1, II, lll)

This REQUIREMENT is not met as evidenced
by:
Based on interview and record review the facility
failed to ensure 30 day service plans were
completed for2 of 3 residents reviewed
(Resident#1, Resident#3). Findings include:

Resident #1 was admitted to the facility on
: 9t12t19. An initial service plan was created and

implemented upon admit. As of 12110119, no 30
I day service plan had been implemented for
, Resident #1.

Resident #3 was admitted to the facility on
8127119. An initial service plan was created and
implemented upon admit. As of 12110119, no 30
day service plan had been implemented for
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Resident #1.

, On 1211Q119 at 1:05 PM, the Administrator
, confirmed they had not completed 30 service
r plans on the residents reviewed.

C 139r 50.7(1)a(2) Additional notification

: 481-50.7(10A,135C) Additional notification. The
director or the director's designee shall be
notified within 24 hours, or the next business day,
by the most expeditious means available:

50.7(1) Of any accident causing major injury.

a. "Major injury"shall be defined as any injury
which:
(2) Requires admission to a higher level of care
for treatment, other than for observation;

r This REQUIREMENT is not met as evidenced
by:
Based on interview and record review the facility
failed to report to the Department of lnspections

I and Appeals an incident that caused a major
, injury leading to admission to a higher level of

care for treatment (Resident C3) Findings
include:

A review of incident reports on 12110119 revealed
: Resident C3 had a choking incident that required
' the Heimlich maneuver by the Administrator on

8125119. Resident C3 was subsequently sent to
, the emergency room and was hospitalized for
, treatment.
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Resident C3 had a diagnosis of schizoaffective
' disorder. Resident C3 was independent in eating
, meals. Facility staff including the Administrator
i were present and eating in the small dining room
during the choking incident on Bl2Sl19.
lmmediate action was taken by staff when

r Resident C3 was observed having difficulties.

On 12111119 at 11:15 AM, theAdministrator
confirmed the Department was not notified of
Resident C3's choking incident on 8125119.

c 139
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DIA Survey completed l2ll2l20l9 Plan of Correction

Orientation and Service Plan 481-57.22

The Director of Social Services, Social Worker, and Director of Nursing will be trained on the
policy and procedure Individual Service Plan as well as the applicable Iowa Administrative Code
sections. This training will be completedby 2/t412020.

The Director of Social Services will maintain a calendar of when the 30 day Service plan review
is due and coordinate scheduling of same. The Director of Social Services is responsible to
ensure this requirement is met and willreview this monthly. This is in effect immediately.

Incident Reporting 481 -50.7, 481-57 .17

The Director of Social Services, Social Worker, Director of Nursing, and Activity Coordinator
will be trained on the policy Investigation and Reporting of Accidents or Incidents as well as the
applicable Iowa Administrative Code sections. The Director of Nursing is responsible to ensure
incidents are reported to the Director within reporting requirements. This training will be
completed by 21 1 4/2020.

All staff will be trained on the policy Investigation and Reporting of Accidents or Incidents by
31612020

Ar* P^^l*
Aaron Pauls, Administrator
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