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lowa 481-67.3 Tenant rights. All tenants have the following rights: $6000.00
Administrative
Code 481- 67.3(2) To receive care, treatment and services which are
67.3(2) adequate and appropriate.

Based on interview and record review the Program failed to
provide care, treatments and services that were adequate and
appropriate. This pertained to 1 of 1 discharged tenant reviewed
that had a fall with fracture (Tenant C1). Findings follow:

1. Record review on 9/4/25 of Tenant C1's file revealed an
incident report dated 6/24/25 at 9:23 p.m. documented an
unwitnessed fall in Tenant C1's apartment. The report indicated
staff heard profanity coming from Tenant C1's apartment and,
upon entering the apartment, found Tenant C1 on her buttocks, at
the corner of her chair, pointed towards the door. Staff asked
Tenant C1 what she was doing and Tenant C1 said she was going
to the bathroom. The report further noted staff had stopped into
her apartment at 9:00 p.m. and asked her if she was ready to get
ready for bed. Tenant C1 said she could do it herself. Staff told
Tenant C1 to stay where she was and she would be back shortly to
help. The report noted Tenant C1 was assisted up with two staff
and a gait belt. She was able to bend both knees to help assist her
to standing. She initially complained of right hip and leg pain with
weight bearing. Tenant C1 ambulated to the bathroom and to
bed. The vitals were recorded as follows: blood pressure 144/98,
oxygen saturation 96%, pulse was 104, respiration rate was 22 and
temperature was 96.8 degrees. They were recorded on the
incident report on 6/25/25 at 12:35 p.m.; however, were reported
to be vital signs at the time of the incident.

Continued record review of an Internal Investigation indicated on
6/24/25 at about 9:30 p.m. staff heard profanity from Tenant C1's
apartment. Staff entered the apartment and found Tenant C1 on
her buttocks, at the corner of her chair, pointed towards the door.
Staff asked Tenant C1 what she was doing and Tenant C1 said she
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was going to the bathroom. The report indicated staff had
stopped into her apartment at 9:00 p.m. to ask if she was ready to
get ready for bed and Tenant C1 said she could do it herself. Staff
told Tenant C1 to stay where she was and she would be back
shortly to help. The summary indicated Tenant C1 resided in
memory care and had a GDS of three. She required hands on
assistance with ambulation with her walker., but did not require
assistance with transfers. Staff completed a visual check at 8:17
p.m. At about 8:50 p.m. staff offered to help her to the bathroom
and bed. Tenant C1 said she wanted to finish her movie first. At
about 9:20 p.m. staff heard Tenant C1 yell and found on her
between her recliner and bathroom. Staff assisted her to a
standing position with a gait belt. Tenant C1 was able to stand
and walk with weight on both legs. During the morning PT
session, the therapist reported she was not able to bear weight on
the right leg. Tenant C1 was sent to the emergency department
(ED) for evaluation and a pelvic fracture was found.

Further record review of Employee Investigative Questions
indicated Staff B was interviewed by the Executive Director on
6/26/25. She reported she stopped in at 8:50 p.m. to help Tenant
C1to bed. Tenant C1 watched television and said she wanted to
finish her movie before bed. Staff B went to put away laundry in
the laundry room. Staff A came to tell Staff B that Tenant C1 had
fallen and it had not been more than 30 minutes since Tenant C1
saw her. Staff took her vital signs and used a gait belt to assist her
up. Tenant C1 was able to walk and stand.

Employee Investigative Questions indicated Staff A was
interviewed by the Former Healthcare Coordinator on 6/25/25.
Staff A said Tenant C1 got up on her own, fell and landed on her
buttocks.

2. Record review of Tenant C1's file revealed was admitted on
6/2/25 and moved out on 6/25/25 with a billing end charge date
of 7/27/25. She was staged at a three on the Global Deterioration
Scale (GDS), which indicated mild cognitive decline. The service
plan dated 5/23/25 indicated she had chronic pain, she had
scoliosis of her spine and low back pain was a constant problem
for her. She rarely had acute pain. For mobility she required
hands on assistance by staff when she used her walker. She
required minimal assistance with transfers or positioning.
Progress notes indicated the following:

-On 6/25/25 at 10:32 a.m. the Former Healthcare Coordinator
requested PT staff assess Tenant C1's right hip/leg due to
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complaints of pain that morning. PT assessed her and felt an x-ray
would be needed as she was not bearing weight on the right side.
Tenant C1's POA was notified and would meet her at the hospital.

-On 6/25/25 at 12:32 p.m. it was noted on 6/24/25 at 9:23 p.m.
staff heard profanity coming from Tenant C1's apartment. Staff
entered the apartment and found Tenant C1 on her buttocks, at
the corner of her chair pointed towards the door. Staff asked
Tenant C1 what she was doing and Tenant C1 said she was going
to the bathroom. The report indicated staff had stopped into her
apartment at 9:00 p.m. to ask if she was ready to get ready for
bed. Tenant C1 said she could do it herself. Staff told Tenant C1
to stay where she was and she would be back shortly to help.

-On 6/25/25 at 5:28 p.m. a nurse in the ED reported a pelvic
fracture was found after numerous scans. She was being
admitted to the hospital.

-On 6/26/25 the Former Healthcare Coordinator called the
hospital for an update on Tenant C1 and was told she was doing
well if she did not move.

-On 6/27/25 Tenant C1's family was in contact with the Executive
Director and reported Tenant C1 would not be returning to the
Program. They planned to move her belongings out on 6/30/25.

-On 6/29/25 a discharge summary was noted. Tenant C1's family
"refuses to have her come back" to the program after a fall with
fracture.

Continued record review revealed Tenant C1 was prescribed
aspirin low dose 81 milligram (mg) delayed release, 1 tablet by
mouth daily, Eliquis 5 mg tablet, 1 tablet by mouth twice daily.
She also had an order for acetaminophen 500 mg tablet, two
tablets, by mouth, three times daily as needed. It was
documented as administered on 6/24/25 at 6:12 a.m. and was
documented as effective. The PRN record for Tenant C1 reflected
the reason it was given as "Given." It was charted as effective at
8:08 a.m. (greater than one hour after given).

Further record review revealed there were no documented
evaluations or assessments related to Tenant C1's fall on 6/24/25
completed by a licensed nurse on 6/24/25 or 6/25/25.

3. When interviewed on 9/8/25 at 2:13 p.m. Staff A reported she
worked in memory care with Staff B. She was on one side and
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Staff B was on the other side. She said both staff had gone into
Tenant Cl's apartment and she was in her recliner and was
watching a show. She seemed like she was on edge. About a half
hour after she was observed in her recliner, Staff A stayed in the
living room area and heard a crash and profanity from Tenant C1's
apartment. Tenant C1 sat on the floor with her legs coming out of
the bathroom door and her back against the wall. Her legs were
straight out and she did not have her walker by her. She went and
got Staff B in the laundry room and told her Tenant C1 had fallen.
They went to her apartment with the vitals equipment. She was
asked if she had pain and she said her leg (not sure where in her
leg). The Former Healthcare Coordinator was called and told
Tenant C1 had fallen. She directed staff to stand her up, take her
vitals and send the vitals to her and to see if she had pain
anywhere. Staff A said the Former Healthcare Coordinator did not
say whether to use the lift. Staff A and Staff B lifted her up and
took her vitals. The vital signs and the fact Tenant C1 had hip/leg
pain was sent to the Former Healthcare Coordinator. They went
ahead to see if Tenant C1 could walk, Tenant C1 limped and cried
out in pain. She was assisted up, then to the toilet and limped to
bed. She complained of her leg hurting her. Tenant C1 said she
was putting on her nightgown and she thought staff was going to
take a long time. Staff had told her they were coming back. She
said she was going to do it herself. At the time of the fall she had
her regular clothes on. After the fall, staff put her into her night
clothing and changed her brief. Both staff lifted her off of the
toilet. Staff A was pretty sure Tenant C1 ambulated with her
walker back to bed. She said no pain medication was given on
their shift. Third shift staff was made aware of Tenant C1's fall.

When interviewed on 9/8/25 at 3:04 p.m. Staff B said Tenant C1
preferred to go to bed at 9:00 p.m. At 8:50 p.m. she went to her
apartment and asked if she wanted to go to bed and if she needed
to go to the bathroom. Tenant C1 asked if it was okay if she
watched a movie first. She was told staff would be back. Staff B
went to fold laundry. A short time later, about 5-15 minutes later,
Staff A came and told her Tenant C1 had fallen. Staff went to her
apartment and she was observed on the floor, seated. Staff B said
Tenant C1 had gotten up herself and went to bathroom. Her
walker was by the toilet, where it had previously been by her
recliner. Tenant C1's pajamas were sitting on the end of the
recliner. Staff took her vitals and she complained of pain on her
right-side leg/hip area. Staff called the Former Healthcare
Coordinator. The Former Healthcare Coordinator told staff to lift
her up, take her vitals and ask if she was okay. She had pain in her
leg and wanted to go to bed. Staff B said she had pain there since
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she had first moved in. Staff used a gait belt and assisted her up.
She was seated on her chair and dressed in her pajamas and then
assisted to bed. She was asked if she needed to go to the
bathroom. Staff kept checking on her. She was asleep and seemed
fine going to bed. She said third shift was made aware of the fall.

At attempt was made to interview Staff C, who worked first shift
on the day following the fall; however, the interview attempts
were not successful.

When interviewed on 9/10/25 at 10:11 a.m. and 10:45 a.m. Staff
D said she worked first shift with Staff C that morning. They were
told from third shift Tenant C1 had fallen. Staff asked if she was
okay and were told yes. She said staff went into her apartment at
6:30 a.m. to check on her. Staff C and Staff D tried to get her up
and she screamed. Staff called the Former Healthcare
Coordinator and gave her two Tylenol. She said initially staff
changed her in bed and later clarified that Staff C wanted to put
her on the toilet and Staff D wanted to change her in bed. Staff
did put her on the toilet. She was a pivot transfer into the
wheelchair. She said she hurt when she was in bed and when she
was transferred. She could not remember if Tenant C1 went out
to the hospital with family or by ambulance.

When interviewed on 9/9/25 at 9:14 a.m. the Physical Therapist
reported he had orders to see Tenant C1 for therapy and the first
visit was planned for that day. He planned to see her later that
afternoon, but received an email from the Former Healthcare
Coordinator who asked if he could see her earlier that day due to
a fall. He went to see her and she was in her wheelchair. He
visited with the staff to see how she was that day, it was usually
Staff C or Staff D but he was not sure who he talked to. He did not
remember how the aide got her up and into the wheelchair. Staff
reported she was in a lot of pain in her hip and she had a fall. He
tried to be careful with her as she had a fall and had pain. With
active range of motion (AROM) and passive range of motion
(PROM) she had significant pain. She also had significant pain
upon palpitation. It led him to believe it was a possible fracture.
He had wheeled her from the memory care unit to the basement
and back to memory care. He informed staff of the findings and
suggested she would be sent out for imaging to rule out a
fracture. Staff asked how the transfer went and he told staff he
did not attempt a transfer due to suspected fracture. He said he
also thought he called the Former Healthcare Coordinator of the
findings. He asked the staff how to get her to the hospital, he was
worried about a fracture and did not complete treatment with
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her. He thought they called an ambulance but he was not
involved. He went to his next patient.

When interviewed on 9/8/25 at 3:43 p.m. and 9/10/25 at 2:32
p.m. the Former Healthcare Coordinator said Staff A called to
report the fall before 10:00 p.m. on the same night. Staff A said
they heard profanity from Tenant C1's apartment and saw her
sitting on the floor at the corner of the recliner. Staff checked her
vitals, moved her arms and legs and staff used a gait belt to get
her up. Staff walked to her bathroom, got her dressed in pajamas.
Staff had gone in before at 8:50 p.m. and Tenant C1 did not want
to go to bed. She said there were nothing outside of normal limits
related to her vital signs. She had complained of right leg and
right hip pain but was walking normally. She had no marks or
bruising. She thought she received scheduled pain medication
(Tylenol) and she received a pain medication the next morning.
Tenant C1's family was first notified at 5:00 a.m. of the fall. She
noted family had a personal camera in the apartment and
watched it all of the time. There were no further calls from staff
until first shift called (next morning). She said Staff C called and
reported Tenant C1 was in a lot pain and staff were not able to get
her up. She was given Tylenol as needed. The Former Healthcare
Coordinator sent an email to the Physical Therapist regarding her
fall, had pain, was still able to walk and was not having a lot of
pain. She asked the Physical Therapist to check on him. She said
the Physical Therapist saw her and said she was not weight
bearing and recommended she be seen for x-rays. Tenant C1 was
sent by ambulance. She did not remember why she was not in the
building that day. She said after multiple x-rays it was determined
she had a pelvic fracture and she was admitted. An update was
provided that indicated she was doing well unless moved, she did
not have any pain. It was not surgically repaired and family
decided to move her out of the program. The Former Healthcare
Coordinator said she did not see her or assess her. Regarding why
Tenant C1 was not sent out, she said once Tenant C1 was in bed
she was okay, she was walking normally. She went to sleep, slept
all night and the next morning she complained of pain and could
not get out of bed. She later clarified she told staff to send her
out and she was not aware Tenant C1 did not go out by
ambulance until she read the ED report. She said when the ED
report indicated it was an RTA bus it was the Program's bus. She
said she did not call in a report because a report was given to
emergency medical technicians and they passed it along.

When interviewed on 9/10/25 at 12:58 p.m. the Executive
Director said she was not there that morning. She believed she
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was notified by phone by the Former Healthcare Coordinator that
Tenant C1 had fallen at night. The next morning, she was not
weight bearing and was sent out to the hospital. She was told
Tenant C1 had a fractured pelvis. She started staff interviews and
put together the internal investigation. It was reported to the
Department and was deemed a no investigation. She said the
Former Healthcare Coordinator was not there at the time of the
fall and she was sent out, regarding why an assessment was not
completed.

4. Record review of an email was sent from the Former
Healthcare Coordinator to the Physical Therapist on 6/25/25 at
5:18 a.m. It indicated Tenant C1 had a fall last night about 9:30
p.m. and landed on her buttocks. It was asked if the Physical
Therapist could evaluate her that morning and see how she was
doing. The Former Healthcare Coordinator indicated she would
not be there until the afternoon as she was another assisted living
building that morning. At 8:47 a.m. the Physical Therapist
responded to the email and indicated he would evaluate her next.

Continued record review of email exchanges were provided
between the Former Healthcare Coordinator and Tenant C1's
power of attorney (POA). These include the following:

-On 6/25/25 at 5:15 a.m. the Former Healthcare Coordinator
emailed Tenant C1's POA and indicated Tenant C1 took herself to
the bathroom last night at about 9:30 p.m. She fell and landed on
her buttocks. Staff heard her and went to her apartment. There
was no bruising. She complained to right hip and leg pain but was
able to walk. She notified therapy of the fall and they could
evaluate her today.

-On 6/25/25 at 9:02 a.m. Tenant C1's POA responded and asked if
the staff had not helped her to bed by 9:30 a.m. It had been
discussed that she needed to get to bed by 9:00 p.m. at the latest.
It was noted Tenant C1 got tired and impatient. She indicated she
wanted evaluated today and that she would be there to check on
her.

-On 6/25/25 at 9:16 a.m. the Former Healthcare Coordinator
responded and indicated staff struggled for Tenant C1 to allow
them to get ready and in bed early. They continued to go in and
ask her. The staff were fearful of making it seem like they were
forcing her. She indicated the staff were consistent but she
wished it was a more consistent routine. She also indicated the
therapist would be check on her shortly.
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-On 6/26/25 at 3:33 p.m. Tenant C1's inquired about more
information related to Tenant C1's fall had various questions.

Further record review revealed a screenshot of a text message
exchange between Staff A and the Former Healthcare Coordinator
was provided. It included a picture of a paper with vital signs
recorded as follows: blood pressure 144/119, oxygen saturation
96%, pulse was 104, respiration rate was 22 and temperature was
96.8 degrees. It also noted she was found down at 9:23 p.m. and
had right leg/hip pain. The Former Healthcare Coordinator asked
if there was any bruising and Staff A responded there was no
bruising. The Former Healthcare Coordinator said thanks. The
next message was on 6/25/25 at 11:48 a.m. the Former
Healthcare Coordinator asked Staff A to call her right away so she
could ask her questions about the fall the night prior.

5. Record review of a Physical Therapy Initial Evaluation and
Treatment document dated 6/25/25 indicated Tenant C1 was
referred to physical therapy (PT) on 6/24/25. It was noted she
had recently move from her home into an assisted living. She had
a stroke in the past that had affected the sensation and strength
in her right lower extremity, which had to falls. Staff reported she
fell on her buttocks at about 9:30 p.m. on 6/24/25. Staff also
reported she had not been out of her wheelchair since due to the
pain in the right hip. It indicated Tenant C1 was not able to
perform sit to stand transfers from a wheelchair due to her
compromised pain level. She was not able to transfer at that time
related to increased pain on the right hip with weight bearing.
The assessment indicated she was "severely limited in functional
mobility tasks, including AMB and transfers, d/t R hip pain. Her
pain sharply with palpation of R hip soft tissue and R greater
trochanter, during limited AROM of B hips, and during PROM of R
hip. Along with aforementioned pain, pt also unable to bear
weight on R LE, the pt (patient) is suspected to have sustained a R
hip Fx during the fall, and nursing staff informed of findings." It
was also noted the findings of the evaluation pointed to possible
right hip fracture, included right hip pain when at rest, she was
not able to bear weight through the right lower extremity, the was
swelling in the right hip and the right hip was noted to be tender
with palpitation. Tenant C1 and nursing staff were educated to
avoid weight bearing on the RLE until a right hip fracture was
ruled out through imaging.

Continued record review of hospital records indicated she arrived
at the hospital in private vehicle in a wheelchair. On 6/25/25 at
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11:03 a.m. the chief complaint indicated she fell yesterday, had
right hip pain. The program sent her in a RTA bus and no reported
was called in. Tenant C1 was unsure why she was in the ED. She
had fall night, before 9:00 p.m., over 12 hours prior. Her POA was
at bedside and reported that Tenant C1 was prescribed Eliquis.
She complained of right hip and right knee pain and could not
bear weight on the lower extremity in the ED. The onset was one
day ago. Character of symptoms was pain and the degree at onset
was noted as severe and the degree at current was severe. It was
also noted Tenant C1 had dementia and history of a prior CVA per
the POA. An x-ray was negative but a computed tomography (CT)
was completed and indicated a superior and inferior pubic rami
fracture and sacral alla fracture. The diagnoses included
accidental fall, fracture of multiple pubic rami, closed sacral
fracture. Tenant C1 was admitted to the hospital.

Further record review of hospital records indicated the Discharge
Summary indicated she fell and sustained "nondisplaced fracture
of the right pubic acetabular junction and minimally displaced
fracture of the right interior pubic ramus, nondisplaced right
sacral alla fracture. It was recommended after an orthopedic
consult that Tenant C1 would be admitted for skilled therapy as
the fractures were non-operable. She was initially admitted for
"intractable pain and therapy." She went to skilled therapy for her
stay for ongoing therapies. She was ready to be discharged and
would be going to care center for skilled therapies and would plan
to transition to long-term care. The discharge date was 7/7/25.

In summary, Tenant C1 sustained a fall on 6/24/25 at
approximately 9:23 p.m. She was found on the floor in her
apartment after an unwitnessed fall. Staff responded, called the
Former Healthcare Coordinator, took her vital signs and assisted
her up with two staff and a gait belt. It was noted her blood
pressure of 144/119, pulse was 104 and respiration rate was 22.
Tenant C1 also complained of hip/leg pain. Per Staff A's interview
Tenant C1 cried out and limped when staff assisted her. She was
assisted to the bathroom and to bed. Staff also changed her into
pajamas. Tenant C1 was not sent to the hospital for evaluation
despite complaints of pain, having an unwitnessed fall. She was
also prescribed anticoagulants and was staged at a three GDS.
Tenant C1's family was not notified of the fall until about 5:15 a.m.
and was notified by email. The Former Healthcare also emailed a
Physical Therapist that was scheduled to see Tenant C1 that day
and asked if he could check on her and evaluate her. The next
morning it was reported to the Former Healthcare Coordinator
that Tenant C1 would not get out bed and was in a lot of pain.
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Staff D said when staff tried to get Tenant C1 up she screamed in
pain. Staff C administered Tylenol as needed, no reason was
charted except that it was given and the effectiveness was charted
more than one hour after it was administered. The Physical
Therapist noted in the visit note that staff reported she had not
been out of her wheelchair due to the pain in the right hip. It
indicated Tenant C1 was not able to perform sit to stand transfers
from a wheelchair due to her compromised pain level. She was
not able to transfer at that time related to increased pain on the
right hip with weight bearing. It was also noted the findings of
the evaluation pointed to possible right hip fracture, included
right hip pain when at rest, she was not able to bear weight
through the right lower extremity, the was swelling in the right hip
and the right hip was noted to be tender with palpitation. Tenant
C1 and nursing staff were educated to avoid weight bearing on the
right lower extremity until a right hip fracture was ruled out
through imaging. An evaluation by a licensed nurse was not
completed related to Tenant C1's fall, including the night of her
fall on 6/24/25 or the next morning on 6/25/25. Per hospital
records, Tenant C1 arrived at the hospital in a wheelchair after
being dropped off by a bus, a report was not called in prior to her
arrival and she did not know why she was there. It was
determined she had "outdistanced fracture of the right pubic
acetabular junction and minimally displaced fracture of the right
interior pubic ramus, nondisplaced right sacral alla fracture." She
was admitted, the fractures were not operable. She was
discharged from the hospital on 7/7/25 to skilled care with the
plan to transition to long term care. Tenant C1 did not receive
care, treatment or services that were adequate and appropriate
post fall.




