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Assisted Living Programs are defined by the type net constitute auwtch €hould
of pgpulation served. The census numbers were no b be tnie c--rra-\“e 4 g e
prov!?ed by the Program at the time of the Veli di by or acancy of fwe
on-site. S Lok ewent s o\\\eq ed o conclusion
. : T\vis o+ +
General Population Program get ?%H-\:\ A . his & tedemen
o~ dedgriencles,
Number of tenants without cognitive disorder: 24
Number of tenants with cognitive disordar: 0
Total Pepulation of Program at time of on-site: 24
TOTAL census of Assisted Living Program: 24
The following regulatory insufficiencies were cited
during the recertification visit conducted to
determine compliance with certification of an
Assisted Living Program.
A 380 481-67.9(6) Staffing A 380

67.9(6) Dependent adult abuse training. Program
staff shall receive training relating to the
identificatlon and reporting of dependent adult
abuse as required by lowa Code section
235B.186.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the
Program failed to provide 2 hours of dependent
adult abuse training within 6 months of
employment. This pertained to 4 of 4 staff
reviewed (Staff A, Staff B, Staff C, and Staff D).
Findings follow:

Chapter 235B.16 requires that employees
complete two hours of training relafing to the
identification and reporting of Dependent Adult
Abuse within six months of initial employment and

Frent

Employee- File cusli /- foal

I\MP [gmmie_ﬂ\-’ and. V\e—(lffs’“-"“f
will be completed
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A 380 Continued From page 1 A 380
at least two hours of additional dependent adult
1 abuse identification and reporting training every
three years thereafter.
Record review of staff files on 8/16/23 revealed
the following:
1. Staff Awas hired 10/13/22. No dependent adult sta BF A s Compliomnt with 2/
abuse training completed within 6 months of Q{,’?_Wgewa. AAulF Abise-, 22124
employment could be located.
2. Staff B was hired 12/27/22. No dependent s+t B 15 Cc:M?l? cnd LovHh
adult abuse training completed within 6 months of D Lerd Ahe b Apse, {2/04/ 24
employment could be located. =X
3. Staff C was hired 3/20/23. No dependent adult A Aoeped proof of
abuse training completed within 6 months of g « BC f:v et j,‘,b &P cousse. 2/2572 |
ted. v [~ N i
employment could be located chse cornp Lobeh @\ 2f 2572,
4, Staff D was hired 1/17/23. No dependent adult - .
. - red ;
abuse training completed within 6 months of S+achs D V"c\:"*“"‘/ . Sigwatien
amployment could be located. prior to wmyletion a-#
Depwwﬁe,n+ Al A Abvese
On 12/6/23 at 12:14 p.m. the Director of Clinical
Services confirmed these findings.
A 140 481-69.22(2} Evaluation of Tenant A140

69.22(2) Evaluation within 30 days of occupancy.
A program shall evaluate each tenant's functional,
cognitive and health status within 30 days of
occupancy. The evaluation shall be conducted by
a health care professional, a human service
professional, or a licensed practical nurse via
nurse delegation when the tenant has not
exhibited a significant change.

This REQUIREMENT is not met as evidenced
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A 140 Continued From page 2 A140
by: E‘d\ucaj“?‘ oW, CC?VW'F“"’{'Q—O‘{
Based on interview and record review the 3 G mu.«j ASSE 65 ment o F
Progt"e?r'n falled to evaluate ten.ar}t's functional, = cHrow a) , (bﬁn'f"“ ve., awel
cognitive, and health status within 30 days of . ) 3¢, Al
! health ciseesSsments, o
occupancy for 2 of 4 tenants reviewed (Tenant #1 T o A bns Frall
and Tenant #2). Findings follow: Wt ¢ cowpleled Tnitrally,
priesr to Wut\n(ﬂ i, ek qp 504(_){5‘
Record review of tenant files on 12/6/23 revealed or (OCY as n{?ﬁpeea{ )
the foliowing: Ur tals S oM uare {, reAn 1S
1. Tenant #1 was admitted on 6/3/22. No es ek o meonttof af e%\m-?wlﬁ
functional, cognitive, or health assessments i ureettly reports recetved
completed within 30 days of occupancy could be o eng e el %"f@'w’?
located.
Fononwt 1. wtes ecdmitred peron to
2. Tenant #2 was admitted on 6/16/23. No I Bt et ﬂ:‘wﬁ too k-
functional, cognitive, or health assessments e pbecy 2/ 23, Freviowns IV les
completed within 30 days of occupancy could be @S Plage Pl F Feriag . ‘b)“ f”‘e""ow
located. Ve nag@naet, Tevawt & S5
Ceurrently tn Cwmpli‘c:,t/\.c@-_ et l//éfzjf
On 12/6/23 at 12:14 p.m. the Director of Clinical e mes T prece N ecsseSSmepyt
: . coap teted on LILE/ZY
Services confirmed these findings. ¥
Tevig etd— & F5 c‘"cf;—r\‘:euwfy Py
. g : e " asfessorents
A465 481-69.28(5) Food Service A465 ff"\"‘fj‘f l.}f{’ﬂwé Mf;';,_ rﬁc.&w.f.-{); = V2424
CﬁMP{M o |22
69.28(5) Personnel who are employed by or
contract with the program and who are
responsible for food preparation or service, or ; oy v be gucelidedd
both food preparation and service, shall have an Emf’[t?yet )\Q' “5 l‘:ﬁ e Yo endwre.
orientation on sanitation and safe food handling o & Toukine. "Z{} .
prior to handling food and shall have annual et assigned. tecaf e n
in-service training on food protection. Wﬁfw/g/,ﬁ oL e éﬁmp\eﬁreé’\r The
wen/ e_m‘o\o ee prientaHons
This REQUIREMENT is not met as evidenced P ledle 8 Feodd Land IMeg and
by: ' . Seevrt Febron, 2o Miﬂ&:‘f‘EJ\. e
Based on lr)tervlew anFi recordl review the b slefd LW r‘\%V\j Wit Poed,
Program failed to provide training on safe food . vy
) . , ) \ e Le? [/(;,‘we avel i F fool wi
handling and sanitation pricr to serving food. This Fhet W S S ng
pertained to 4 of 4 staff reviewed (Staff A, Staff B, g ure (ﬁ“ i
(_pm?\e,+~ﬂx
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\ POC
Staff C, and Staff D). Findings follow:
3/1/24

Record review of staff files on 12/6/23 revealed
the following:

b P A compltant-on toek 22112y

1. Staff A was hired on 10/13/22 and no tralning ot c?“hhj Y Sa.ﬂ-e;fy

on safe food handling and sanitation could be

located.

2. Staff B was hired on 12/27/22 and ne training o ta f P 5B comp et with feod 3/ ‘j
on safe food handling and sanitization could be dofe:

located. henck b w7 and go ’}.Y

3. Staff C was hired on 3/20/23 and no fraining on StaEP € 15 ae lcwlgf«i‘"

safe food handling and sanitation could be - Pwr

located., EM? lc:rYeo( Fwis co i mf

4. Staff D was hired on 1/17/23 and no tralning on Srechf B IS No "’Q”_ﬂ il

safe food handling and sanitization could be 25N @ \,w-zepk ey $his ‘M"M?CL"\)

locatad.

On 12/6/23 at 12:14 p.m, the Director of Clinical
Services confirmed these findings.
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