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The following deficiencies were cited during the
investigation of Complaint #76881-C and lncident
#76882-1.

48'l -57 .7 (5)b General Req u irements

481-57.7(135C) General requirements.

57.7(5) The llcensee shall:

b. Be responsible for compliance with all
appllcable laws and with the rules of the
department. (1, ll, lll)

This REQUIREMENT is not met as evldenced
by:
Based on intervior and record review, the facility
failed to comply with requirements related to
notification to the Department found ln lowa
Administratlve Code 481-chapter 50, Findings
include:

A reviaw of facility records revealed the facilily
failed to notify the Department of a suicide
attempt as required by lowa Administrative Code
rule 50.7(4). The administrator confirmed this
finding. See deficlency under 50.7(5) for details.

481 -57.22(21 Orientation and Servlce PIan

481 -57,22(1 35 C) Orie ntation and servlce p la n.

57.22(2) lnitlal service plan. \Mthin 48 hours of
admission, the administrator or the

lnltialComments

admln shall develop an initial

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVEACTTON SHOULD 8E

CROSS-REFERENCED TO THE APPROPRI,ATE
DEFICrENCY)

On behalf of Glen Oaks Alzhelmer Special Care,

I respectfully submit our Plan of Correction for
your approval. Our response is specific to the RCF

certlfication. Preparation and/or execution of this
Plan of Correction does not constltute admisslon

or agreement by the provider of the truth of the facts
alleged or conclusion set forth in the statement of
lnsufflclencies. The Plan of Correction is prepared

and/or executed solely because it is requlred by the
provislons of lowa law.

The facility
administrator
and/or Health
Service Director
willbe notified by
facility staff of
a ll resident incidents.
The facllity
administrator or
HSD will make the
report to the
department if the
incident meets
the self reporting
criteria,
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The faclllty does

and willcomply
with allapplicable
laws and with the
rules of the
department.
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service plan to address any immediate health
and safety needs. The plan shall be based on
information gathered from the resident, famlly,
referring party, primary care provider, and other
signilicant persons. The plan shallbe followed
untilthe service plan required in subrule 57.22(3)
is complete. (1, 11, lll)

This REQUIREMENT is not met as evidenced
by:
Based on interview and record review the facility
failed to address all safety needs in the inital4S
hour service plan for 1 of 1 resldents reviewed
with a history of suicide attempts (Resident #1),
Findings lnclude:

On7lO1l18 the facility self-reported an incident
that involved Resident #1 putting a plastic trash
bag over her head resulting in 1:1 staff
supervision 24 hours a day. The self-report
indicated Resident #1 may have had a previous

incident of this type but was unsure of the date'

Record review revealed Resident #1 was
admitted to the facility on 6/28/18 with a
diagnosts of dementia. The resident had
previously lived at the facility fromSl27l17lo
2t26118. Review of Tenant Care Notes from this
previous time period revealed on 2f2118 Resident
#1 was found in the shower with the shower hose

wrapped around her neck, She was sent to the
local hospital and admitted on Level 1 suicide
precautlons. The resident retumed to the facility
on 2t13118. On 2126118 Resident #1 was found
attempting to cut her wrists with a coffee cup she
had broken. Following this last episode Resident
#1 was sent to the hospital and dlscharged from

R 826

This will be monitored

through the monthlY

QA process.

R826

The facilitY does and

will lnitiate a service

plan within 48 hours

of admission that

addresses health

and safetY needs of

each resident.

The Health Service

Director will develoP

a service Plan within

48 hours of admission'

Service Plans will be

comprehensive for
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the facility.

On 6/28/18 Resldent #1 was readmitted to the
facility from the hospital. Prior to hospitalization
she had been living at home with her husband.
The hospltal recommended a locked memory
care unit for Resident #1,

On7l01l18 at 2:00 p,m, Resident #1 was
observed by staff in her room with plastic
garbage bags she intended to put over her head
in an attempt to commlt sulcide,

On7lO3l18 al4:22 p.m, review of Resident #1's
sarvice plan dated 6DBl18 revealed no mention
of previous suicide attempts during the resident's
prior resldency.

On7l03l18al4:25 p.m. the Health Services
Director confirmed this finding

50.7(5) Addltional notification

481 -50. 7(1 0A, 1 35C) Additional notifi cation, The
director or the dlrector's designee shall be
notified within 24 hours, or the next business day,
by the most expeditious means available:

50,7(5) When a resident attempts suiclde,
regardless of injury.

This REQUIREMENT is not met as evidenced
by:
Based on staff interview and record review the
facility failed to notiff the Department within 24
hours of a suicide attempt for 1of 1 residents

R 826
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each resident based

on information
gathered from

multiple sources.

Any additional

information obtained

after admission

willbe added to
the working service

plan.

This will be monitored

through the monthlY

QA process,
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The facility does

and will provide

notification to
the department
within 24 hours

of any reportable

incident that meets

the requirements

to include: suicide

attempt.
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reviewed (Resident #1 ). Flndings lnclude:

Record review revealed Resident #1 was
admltted to the facility on 6/28/18 with a
diagnosis of dementia. The resident had
previously lived at the facility trom9l27l17lo
2126118. Review of Tenant Care Notes from this
previous time period revealed on 212118 Resident
#1 was found in the shower with the shower hose
wrapped around her neck. She was sent to the
local hospital and admitted on Level 1 suicide
precautions. The resident retumed to the facility
on 2113118. On 2126118 Resident #1 was found
attempting lo cut her wrists with a coffee cup she
had broken. Following this last episode Resident
#1 was sent to the hospital and discharged from
the facility.

On 7 110118 at'1 0:O4 a.m. the Administrator
confirmed the Department had not been notified
concerning the two attempted suicides on
2102118 and2t26l18.
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