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Date: September 24, 2019

Program Name: Waukee Memory Care

Address:

1505 SE Laurel St Waukee, |A 50263

Type of Action: recertification visit, 85321-I

Date(s) of Action: 8/27/19, 8/28/19

State Rule State Rule Amount of
# Civil Penalty
69.32(2) 481-69.32(231C) Life safety-emergency policies and procedures and $500.00

structural safety requirements.
69.32(2) An operating alarm system shall be connected to each exit
door in a dementia-specific program.

Based on observations, interviews, and record review the facility failed
to ensure door alarms were installed on all exit doors of the Program.
This affected 1 of 1 client (Client #1) identified in the program'’s self-
reported incident #85321-I, and potentially affected all tenants residing
in the Program. Finding follows:

Record review of Tenant #1's file revealed he moved into the program
on 4/25/19 with Lewey Body Dementia, Parkinson's disease, and a
history of falls. He scored 6 on the Global Deterioration Scale (GDS).

Review of incident report dated 6/21/19 revealed at approximately
7:50 p.m., Tenant #1 walked with his walker and a neighbor
approximately one block to the long term care facility's parking lot. A
nurse from the long term care facility observed him in the parking lot
with a tee shirt, jeans, socks, and shoes on. The nurse and the
tenant's wife who lived in the independent living part of the building,
walked the tenant back to the program. Upon return to the building,
the tenant was assessed and no injuries were found.

According to the program's investigation of the incident, Tenant #1
received medication at approximately 7:10 p.m. Staff A left the
building at approximately 7:30 p.m. to go on break. It was possible
Tenant #1 followed Staff A out the alarmed doors to the entry way and
then went out the unalarmed front doors into the parking lot. At
approximately 7:30 p.m., Tenant #1's wife saw Tenant #1 and a
neighbor walking across the parking lot toward the long term care
building. At approximately 7:33 p.m. the nurse from long term care
and the tenant's wife or another staff member accompanied Tenant #1
back to the memory care program.

Staff A's statement to the program described her completing cleaning
tasks prior to going on break at about 7:30 p.m. She said Tenant #1
tried to leave through a back door earlier in the shift, but the door
alarm sounded and she redirected him back to the common area on
the couch. Staff A no longer works at the program.

During Staff B's interview with the program administrator she reported
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she gave Tenant #1 medication around 7:10 p.m., then continued the
medication pass with other tenants. Tenant #1was near the door to
the nurses station when she gave him medication. Staff B confirmed
Tenant #1 had tried to exit out the back door earlier in the shift, around
4:00 p.m., and Staff A redirected him to the couch. Staff B no longer
works at the program.

When interviewed on 8/30/19 at 2:00 p.m. Staff C recalled she worked
in the kitchen the evening Tenant #1 eloped from the program. She
said she washed dishes until approximately 7:30 p.m. and then went
to the nurse's station to do paper work. At 7:30 p.m., Staff A said she
was leaving on break. Staff C watched Staff A walk out of the memory
care doors and said Tenant #1 did not follow her out. Staff C reported
at about 7:45 p.m. Staff A returned to the program and said Tenant #1
had been found walking outside. Staff C said she didn't recall family
members present in the program that evening, but that family
members of tenants did have the code to get out of the memory care
doors. Staff C did not hear the alarm on the memory care doors go off
that evening either. She said it was still unknown how Tenant #1 left
the program. She noted at times Tenant #1's gait was steady and he
could walk at a rapid rate of speed with his walker, and other days his
balance and gait was not very good.

During the recertification survey and investigation on 8/27/19 at
approximately 2:00 p.m., this surveyor exited the two sets of exit doors
at the front of the building. No alarm could be heard upon opening the
doors. At approximately 2:30 p.m., the Licensed Practical Nurse
(LPN) and the Registered Nurse (RN) confirmed there were no alarms
on the front doors or alarms that sounded on staff pagers. They both
said they thought the alarms on the doors from the memory care unit
out into the entry way were enough and didn't think the front doors
needed alarms.

When interviewed on 8/28/19 at 9:30 a.m., the program administrator
said she didn't think they needed alarms on the front doors because
there were alarms on the doors from the memory care out into the
lobby. She also confirmed the exit door off the lobby opening to the
outside of the back of the building was not alarmed. She added she
had been in contact with the alarm company to have alarms installed
on front and back exit doors.




