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AQ00! Initial Comeients A Q00
i
i Assisted leing Programs for People with \ 9)
' Dementia ate defined by the population served. \ q
. ' The censusinumbers were provided by the j
! Program at the time of the on-site.
i f
| Number of tenants without cognitive disorder:
Lo :
' Number of tenants with cognitive disorder: 8
Totalcensus: 9
' There were no regulatory insufficiencies cited ;
during the infection control survey. :
|
The following regulatory Insufficiencles were cited
 during the initial certification conducted to
" determine cbmpliance with certification rules for
- an ALP/D program:
A 380, 481-67.9(6) Staffing A 380
? : 481-67.9(6) Staffing
: 67.9(6) Depbndent adult abuse training. Program 1) All employees will compiete u-.e;mepemem
. staff shall receive training relating to the adult abuse training within 1 month of their date
_ identification and reporting of dependent aduit : of hire
I abuse as required by lowa Code section 2) A spreadsheet will be created with
2358 16. : empioyee names, hire dates, certificates and
: : education required with due dates and mewa§
' Thig REQUIREMENT is not met as evidenced | dates
uby : 3) spread sheet will be reviewed on the first i
| Based on record review the Program failedto | business day of the week and training due at |
| ensurs staff{received training for the identification the end °fl;": week will be anm m‘g‘:ﬁ,f}
 and reporhnp of Dependent Adult Abuse (DAA) as mm m “": un 50“5 of the !plech cduie |
! required for 1 of 3 staff reviewed {Staff B). i until :?s completed :
Flnding follows: i 4} insufliciency will be comected by &/12/21
!
| Record revnew on 2/10/21 revealed no !
i documentation to confirm Staff B had received | :
l DependentAdultAbuse training within six months ! Sadicd
| of employment. §
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i
A400 481-67.19(3) Record Checks | A400 | 481-67.19(3) Record Ghecks
67.19(3) Rehuiremems for employer prior to 1) Al potential candidates will have a criminal
employing dn individual. Prior to employment of a background check and a child and dependeant

adult abuse check prior to receiving an offer of
employment.
2) a pre-employment check list will be created

i person in a program, the program shall request
" that the department of public safety perform a

. eriminal history check and the department of and Ufikzed during the interview process, chack
human services perform child and dependent shall inciude completion of background check
aduit abusefrecard checks of the personin this 3)Director witl ensure ali items on the #ist are
. state. : compmedﬁprior to candideto being contacted for
j : their job offer.
| This REQUIREMENT is not met as evidenced 4)insufficiency shali be corrected immediately
| by: :
| Based on interview and record review the 439824

| Program failed to ensure background checks
! were completed prior to smployment for 1 of 3
! staff reviewed (Staff A). Finding follows:

} Record review on 2/10/21 revealed no

 documentation of a racerd check. The nurse 481-69.30(1) Dementia Specific Education for
| confirmed she could not locate the employee's Personnel

' background! checks via email on 2/10/21 at 8:33

. a.m, { 1) All staff will complete their 8 hours of

‘ : dementia training within 30 days of their date

if hire and annually after that.

A545 481-69.30(1 i i i . A545
5 481-69.30(1) Dementia Specific Education for ; 54 %Na d sheet will be created with

| Personnel employes hire dates aducation and cettiicates|
i e needed, due dates end renewal dates
| 89.30(1) Allipersonnel employed by or contracting 3) the director wili review spreadsheet on the
| with a dementia-specific program shall receivea | first business day of the week. Training due
| minimum ofl eight hours of dementia-specific f by the end of the week will become a priority
| education and training within 30 days of either for the employee, if the empioyee does not
| employment or the beginning date of the contract, ; compleate training by the due date they wilt be
| as applicable. removed from schedule until it Is completed.
i . i 4 )insufficiency will be comrected by 5/12/21
. This REQUIREMENT is not met as evidenced | A
L by: z |
' Based on record review the Program failed to 3
ensure empjoyees received a minimum of eight |
. hours of derjpentia-spedﬂc training within 30 days |
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! !
A 545 Continued From page 2 A 545 |

: employment.

| of employment for 2 of 3 stalf reviewed (Staff A
| and C). Finging follows:

' On 2/10/21 review of training records revealed
i Staff Aand C received training but had not _
| complated it within the required 30 days of ;
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