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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..

General Population
Number of tenants without cognitive disorder:

77

Number of tenants with cognitive disorder: 6

TOTAL census of Assisted Living Program: 83

A recertification visit was conducted to determine 
compliance with certification for an Assisted Living 
Program.   An onsite infection control survey and 
Complaint #93376-C were also completed. The 
following regulatory insufficiencies were cited.

 A 270 481-67.5(2)f(1) Medications

67.5(2) Each program shall follow its own written 
medication policy, which shall include the 
following:

f. When medications are administered
traditionally by the program:

(1) The administration of medications shall be
provided by a registered nurse, licensed practical
nurse or advanced registered nurse practitioner
registered in Iowa, by an individual who has
successfully completed a department-approved
medication aide or medication manager course
and passed the respective department-approved
medication aide or manager examination, or by a 
physician assistant (PA) in accordance with
645-Chapter 327. Injectable medications shall be

 A 270

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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 A 270 A 270 Continued From Page 1

administered as permitted by Iowa law by a 
registered nurse, licensed practical nurse, 
advanced registered nurse practitioner, 
physician, pharmacist, or physician assistant 
(PA).

This Requirement  is not met as evidenced by:
Based on interview and record review the 
Program failed to consistently ensure medications 
were administered by staff who had successfully 
completed a department-approved medication 
aide/manager course.  This potentially affected 83 
of 83 tenants who resided at the Program and 
pertained to 6 of 6 staff reviewed.  Finding follows:  

Record review on 8/10/21 revealed documentation 
of staff's medication training revealed Staff A - F 
had not completed a department-approved 
medication aide/manager course.  

Further review revealed the Program's Policy 
entitled Medication Needs of Residents. According 
to the policy, if the Program administered or 
stored medications or provided medication setup - 
all medications would be administered by a RN 
(Registered Nurse), LPN (Licensed Practical 
Nurse), ARNP (Advanced Registered Nurse 
Practitioner) licensed in Iowa or by an individual 
who has successfully completed a department- 
approved medication aide or medication manager 
course and passed the respective department- 
approved medication aide or manager 
examination.  

When interviewed the Director confirmed staff had 
not completed the requirements to administer 
medications.

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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 A 285 481-67.5(2)f(4) Medications

67.5(2) Each program shall follow its own written 
medication policy, which shall include the 
following:

f.  When medications are administered 
traditionally by the program:

(4)  Medications and treatments shall be 
administered as prescribed by the tenant's 
physician, advanced registered nurse practitioner 
or physician assistant.

This Requirement  is not met as evidenced by:

 A 285

Based on observations, interview and record 
review the Program failed to consistently ensure 
tenants received medications as prescribed.  This 
affected 1 of 5 tenants who received medication 
management (Tenant #8).  Finding follows:  

Record review on 8/10/21 revealed an Incident 
Report (IR) dated 3/27/21 for Tenant #8.  
According to the IR - under the description of the 
incident staff noted - iPad was not charged, 
caregivers working short, and caregiver passing 
medication usually does not work AL (assisted 
living) and may not have been aware of the new 
tenant, thus all of Tenant #8's a.m. medications 
were missed.  The medications included, 
Carvedilol 6.25 mg, Clopidor 75 mg, Docusate 
100 mg, Finasteride 5 mg, Levothyroxine 50 mcg, 
Losartan 25 mg and Spironlacdone 25 mg.  

Further review of the incident report revealed the 
caregiver stated she had an iPad that wasn't 
charged and wasn't able to get into the computer 
so did the best she could.  The caregiver failed to 
report to the next staff that Tenant #8 had not 
received his medications.  The second staff noted 
the missed medications at the beginning of her 

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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shift. 

During the exit interview the Director and 
Registered nurse acknowledged staff failed to 
administer Tenant #8's medications as ordered.

 A 380 481-67.9(6) Staffing

67.9(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 380

Based on interview and record review the 
Program failed to consistently ensure staff were 
trained in identification and reporting of dependent 
adult abuse.  This affected 1 of 3 staff reviewed 
(Staff B).  Finding follows: 

Record review on 8/10/21 revealed no 
documentation to indicate Staff B completed 
dependent adult abuse training.  

When interviewed on 8/11/21 the Executive 
Director confirmed she had provided all 
documentation of Staff B's training.

 A 400 481-67.19(3) Record Checks

67.19(3) Requirements for employer prior to 
employing an individual. Prior to employment of a 
person in a program, the program shall request 
that the department of public safety perform a 
criminal history check and the department of 
human services perform child and dependent 
adult abuse record checks of the person in this 
state.

 A 400

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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This Requirement  is not met as evidenced by:
Based on interview and record review the 
Program failed to consistently perform criminal 
history and child/dependent adult abuse record 
checks prior to employment. This affected 1 of 3 
staff reviewed (Staff A).  Finding follows:  

Record review on 8/10/21 revealed the Program 
hired Staff A on 1/3/20.  Further review revealed 
the SING (Single Contact License and 
Background Check) dated 2/4/20.  

When interviewed on 8/11/21 the Executive 
Director said the Program could not locate a SING 
completed prior to Staff A's employment date.

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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