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July 17, 2015

Ms. Tammy Olson, Administrator
Village at Legacy Pointe

1654 SE Holiday Crest Circle
Waukee, IA 50263

RE: Final Complaint/Incident Investigation Report, Village at Legacy Pointe, Waukee,
Towa

Dear Ms. Olson:

Enclosed is the Final Complaint/Incident Investigation Report completed by the Department
of Inspections and Appeals (DIA) in accordance with Iowa Code chapter 231C and Iowa
Administrative Code (IAC) chapters 481—67 and 481—69, following an investigation by DIA
on July 2 & July 6, 2015. An investigation of Complaint #53819-C and Incident #53857-1 was
completed. There were no regulatory insufficiencies identified related to Incident #53857-1.
There were regulatory insufficiencies identified related to Complaint #53819-C and during the
course of the investigation of Complaint #53819-C and Incident #53857-1. The regulatory
insufficiencies are indicated on the enclosed report.

The following allegations were investigated in regards to Complaint #53819-C:
1. Allegation: Admission/Discharge
Findings: Unsubstantiated
Comments: Staff interviews, review of tenant files and review of Program
documents did not reveal concerns related to admission/discharge.

2. Allegation: Tenant Rights
Findings: Unsubstantiated

Comments: Staff interviews, review of tenant files and review of Program
documents did not reveal concerns related to tenant rights.

Telephone Number for the Hearing Impaired: {515) 242-6515



The following allegation was investigated in regards to Incident #53857-I:
1. Allegation: Staffing
Findings: Unsubstantiated
Comments: Staff interviews, review of tenant files and review of Program
documents did not reveal concerns related to staffing.

The Report notes Regulatory Insufficiencies in the area(s) of: Evaluation, Tenant
Documents, Service Plans and Structural Requirements.

Each Regulatory Insufficiency requires that the Program submit a written Plan of Correction
(POC).

In preparing the POC, please use the tenant identifiers from the Report, i.e. Tenant #1, when
reference is made to specific tenants. If your response includes a specific tenant’s assessment
or service plan, it is the Program’s responsibility to conceal the tenant’s name in order to
maintain the tenant’s anonymity. Your response shall include the following:

1. Elements detailing how the Program will correct each regulatory insufficiency.
2. What measures will be taken to ensure the problem does not recur.

3. How the Program plans to monitor performance to ensure compliance.

4. The date by which the regulatory insufficiency will be corrected.

Please note that all regulatory insufficiencies must be corrected within 30 days of the
date of the exit conference; however, there may be situations where the timeframe may
be shortened or lengthened, at the discretion of the department.

The POC must be submitted/emailed to DIA to my attention within ten (10) working days
of receipt of this letter. It may be necessary for DIA to revisit the Program to confirm
progress in fulfilling the POC’s corrective measures.

As provided by IAC rule 481-67.14, you are afforded one opportunity to refute cited
regulatory insufficiencies through the informal conference process. A request for an
informal conference must be made within 20 working days of the notice or service of this
letter and the final report. Please refer to rule 67.14 for more information.

If you have any questions in regard to the enclosed Report, please contact me at
515/281-7039 or Rose.Boccella@dia.iowa.gov

Sincerely,

Kose Bocoelta

Rose Boccella

Program Coordinator
Adult Services Bureau

Enclosure
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481-87 Initial Comments

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.

Dementia-Specific Program by BPefinition

Number of tenants without cognitive disorder: 25
Number of tenants with cognitive disorder: 15
Total Population of Program at time of on-site: 40

TOTAL census of Assisted Living Program: 40

Complaint #53819-C and Incident #53857-1 were
investigated. There were no regulatory
insufficiencies identified related to Incident
#53857-1. There were regulatory insufficiencies
identified related to Complaint #53819-C and
during the course of the investigation of
Complaint #53819-C and Incident #53857-I.

481-69.22(2) Evaluation of Tenant

481-69.22{231C) Evaluation of tenant.

69.22(2) Evaluation within 30 days of
oceupancy and with significant change. A
program shall evaluate each tenant ' s functional,
cognitive and health status within 30 days of
occupancy. A program shall also evaluate each
fenant's functional, cognitive and health status as
needed with significant change, but not less than
annually, to determine the tenant ' s continued
eligibility for the program and to determine any
changes to services needed. The evaluation shall
be conducted by a heaith care professional or
human service professional. A licensed practical
nurse may complete the evaluation via nurse
delegation when the tenant has not exhibited a
significant change. )

A 000

A 037
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This REQUIREMENT s not met as evidenced
by:

Based on review of tenant files, Program
documents and a staff interview, the Program
failed to complete cognitive, health and functional
evaluations with significant change in condition
for two of three tenant files reviewed (Tenants #2
and #3).

{During the course of the investigation of
Complaint #53819-C and Incident #53857-1)

1. Tenant #2, a 96 year old, was admitted on
6-15-15 and diagnoses included: chronic kidney
disease, psychosis, constipation, hypothyroidism,
depressive disorder, hypertension (HTN),
pneumonia and abnormality of gait. Tenant #2
was staged at a six on the Global Deterioration
Scale, which indicated severe cognitive decline.
The GDS document (which had an effective date
of 7-5-15) reflected "NA" for the score; however,
stage six had the most check marks indicated.

According to 24-Hour Report documents from
6-24-15 to 7-4-15, Tenant #2 was wandering and
was found on the floor inside the conference
room in the independent living huilding, Tenant #2
was incontinent of urine, was up during the hours
of sleep, Tenant #2 was very disoriented and
walked the halls on first and second floor at night.

According to Progress Notes from 6-24-15 to
7-3-15, staff checked on Tenant #2 every one to
two hours throughout the day and night, Tenant
#2 wore a robe over clothing as Tenant #2 felt it
needed to be on at all imes and Tenant #2 went
to a back door when an activity staff was near by,

DIVISION OF HEALTH FACILITIES - STATE OF |OWA
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opened the door and was redirected back inside.
Tenant #2 had difficulty remembering where
Tenant #2's apartment was and had gone to other
doors and opened them. An outside agency
providing companionship and one-on-one time
with Tenant #2, two hours per day, five days per
week was initiated. Tenant#2 complained of
constipation and had a farge incontinent stool in
the middle of Tenant #2's kitchen floor, Tenant #2
went into several other tenant apartments, Tenant
#2 pushed Tenant #2's bed away from the
window and tried to open the window and screen
and Tenant #2 refused medications.

Evaluations were completed and had an effective
date of 8-21-15. Evaluations were completed
after Tenant #2 eloped on 7-5-15 and the
effective date of the evaluations was 7-5-15.
Cognitive, health and functional evaluations were
not completed as needed with significant change
for Tenant #2 with behaviors, incontinence,
refusais, wandering, leaving the building with staff
awareness, attempting to remove the screen from
a window and the addition of private caregivers.
Evaiuations were not completed when Tenant #2
had a significant change in condition.

2. Tenant #3, an 89 year old, was admitted on
7-25-13 and diagnoses included: debility,
hyperlipidemia, iron deficiency anemia,

- leukocytosis, HTN and chronic kidney disease.

According to Progress Notes dated 5-12-15,
Tenant #3 had weight loss noted that month.
Tenant #3 received home care services from an
outside service provider and the home care nurse
was notified of the weight loss. Tenant #3 was
encouraged to continue eating meals and
maintaining Tenant #3's diet.
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According fo an interview with the Program
Director on 7-6-15 at 2:18 p.m. and 2:55 p.m,,
Tenant #3 had made sexually inappropriate
comments to staff. Staff was to redirect and tell
Tenant #3 that it was inappropriate and report the
comments to the Program Director. -

Cognitive, health and functional evaluations were
not completed with significant change when
Tenant #3 had noted weight loss and had
inappropriate behaviors towards staff.

3. According to the Program's poiicy regarding
evaluations, all tenants would have an initial, 30
day from taking occupancy, every six months,
significant change and annual evaluations. The
evaluations would be completed timely and
accurately along with the service plan.

A 077 481-69.25(1)o Tenant Documents AQ77

481-69.25(231C) Tenant documents.

69.25(1) Documentation for each tenant shall
be maintained by the program and shall include.
0. Incident reports involving the tenant,

including but not limited to those related to
medication errors, accidents, falls, and
elopements (such reports shall be maintained by
the program but need not be included in the
tenant' s medical record) ’

This REQUIREMENT is not met as evidenced
by:

Based on review of tenant files, a staff interview
and review of Program decumenis the Program
failed to complete an incident report for one of
three tenant files reviewed (Tenant #2). Tenant
#2, who had been identified as a elopement risk
and wanderer, left the building and a staff
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observed Tenant #2 leaving the building and
responded. An incident report was not completed
related to the incident with Tenant #2.

(Compiaint #53819-C)

1. Tenant#2, a 96 year old, was admitted on
6-15-15 and diagnoses included: chronic kidney
disease, psychosis, constipation, hypothyreidism,
depressive disorder, hypertension, pneumaonia
and abnormality of gait. Tenant #2 was staged at
a six on the Global Deterioration Scale, which
indicated severe cognitive decline. The GDS
document (which had an effeciive date of 7-5-15)
reflected "NA" for the score; however, stage six
had the most check marks indicated.

According to Progress Notes dated 7-1-15 (late
entry), Tenant #2 went to a back door that
morning when an activity staff was near by and
opened the back door, looking outside. The
activity staff redirected Tenant #2 back inside.
The service pian dated 6-15-15 identified Tenant
#2 as a elopement risk and wanderer. According
to a cognitive evaluation, which had an effective
date of 6-21-15, Tenant #2's errors on the Short
Mental Status Questionnaire (SMSQ) indicated
severe intellectual functioning.

2. According to an interview with Staff B on
7-68-15 at 11:26 a.m., Tenant #2 was going out the
door night before the skilled nursing section, Staff
B opened the door and asked Tenant #2 where
Tenant #2 was going. Tenant #2_said Tenant #2
was looking for Tenant #2's "hut." Staff B saw
Tenant #2 walk out the door. Staff B walked with
Tenant #2 through the parking [ot and back into
the independent living part of the building Tenant
#2 was dressed appropriately for the weather and
had no injuries.” Staff B said Tenant #2 was easily
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redirectabie. Staff B reported it {o the
Administrator and the Administrator said to walk
Tenant #2 to the dementia unit. Staff B learned
that Tenant #2 had an appointment and Tenant
#2's family would be arriving at the Program to
take Tenant #2 to the appointment. Tenant #2 sat
with staff and did an activity until family arrived to
take Tenant #2 to the appointment. Staff B said
she did not complete an incident report related to
the incident.

3. According to a weather website, the weather
conditions at the airport nearest to the Program
on 7-1-15 were as follows: temperature was a
high of 76 degrees and a low temperature of 63

'degrees and there was a trace amount of
precipitation.

4. Review of incident reports for the past three
months did not reveal an incident repon related to
the incident on 7-1-15 with Tenant #2. Tenant #2
teft the building and was observed by Staff B.
Tenant #2 said Tenant #2 was looking for Tenant
#2's "hut." The service plan dated 6-15-15
identified Tenant #2 was an elopement risk and
wanderer. According to a cognitive evaluation,
which had an effective date of 6-21-15, Tenant
#2's errors on the SMSQ indicated severe
intellectual functioning. An incident report was
not completed as needed regarding the incident
with Tenant #2.

5. According to the Program's policy and
procedure regarding accident/incident reporting,
all accidents or incidents involving tenants,
employees, visitors and vendors occurring at the
Program must be investigated and reported to the
Executive Director. Regardless of how minor an
accident/incident might be, including injuries of an
unknown ongin, it must be reported to the
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department supervisor as socon as the information
was received of an accident/incident, no later
than the end of the shift upon which the
accidentfincident occurred. Whenever an
accident/incident occurred the following step was
completed: an accident/iincident reported was
completed per company policy by the
supervisor/department manager.

A 083 481-89.26(1) Service Plans A 083

481-69.26(231C) Service plans.

69.26(1) A service plan shall be developed
for each tenant based on the evaluations
conducted in accordance with subrules 69.22(1)
and 69.22(2) and shall be designed to meet the
specific service needs of the individual tenant.
The service plan shall subsequently be updated
at least annually and whenever changes are
needed.

This REQUIREMENT is not met as evidenced
by:

Based on review of tenant files, Program
documents and a staff interview the Program
failed to update service pians as needed and the
service plans did not reflect the service needs of
the tenants for three of three tenant files reviewed
(Tenants #1, #2 and #3).

{During the course of the investigation of
Complaint #53819-C and Incident #53857-1)

1. Tenant #1, a 79 year old, was admitted on
1-21-14 and diagnoses included: hypothyroidism,
Parkinsonism, rheumateid arthritis and

DIVISION OF HEALTH FACILITIES - STATE OF IOWA
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osteoporosis. Tenant #1 was discharged on
6-29-15.

According to Major Nurse Review document
dated 6-17-15, Tenant #1 required fotal
assistance with most activities of daily living
(ADLs). The document indicated Tenant #1 had
a significant change. Tenant #1 continued to
decline in strength and ability to perform ADLs.
Tenant #1 had outside caregivers and at times
required an additional staff to transfer Tenant #1
with a gait belt if Tenant #1's legs were weak or
Tenant #1 was tired. The service plan was not
updated as needed to reflect total assistance with
most ADLs and a decline in strength and ability to
perform ADL.s. The service plan was not updated
as needed and did not reflect the service needs
of Tenant #1.

2. Tenant #2, a 96 year old, was admitted on
6-15-15 and diagnoses included: chronic kidney
disease, psychosis, constipation, hypothyroidism,
depressive disorder, hypertension (HTN}), -
pneumonia and abnarmality of gait. Tenant #2
was staged at a six on the Global Deterioration
Scale, which indicated severe cognitive decline.
The GDS document (which had an effective date
of 7-5-15) reflected "NA" for the scare; however,
stage six had the most check marks indicated.

According to 24-Hour Report documents from
6-24-15 to 7-4-15, Tenant #2 was wandering and
was found on the floor inside the conference
room in the independent living building, Tenant #2
was incontinent of urine, was up during the hours
of sleep, Tenant #2 was very disonented and
walked the halls on first and second floor at night.

According to Progress Notes from 6-24-15 to
7-3-15, staff checked on Tenant #2 every one to
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two hours throughout the day and night, Tenant
#2 wore a robe over clothing as Tenant #2 felt it
needed to be on at all times and Tenant #2 went
to a back door when an activity staff was near by,
opened the door and was redirected back inside.
Tenant #2 had difficulty remembering where
Tenant #2's apartment was and had gone to other
doors and opened them. An ouiside agency
providing companionship and one-on-cne time
with Tenant #2 two hours per day, five days per
week was initiated. Tenant #2 complained of
constipation and had a large incontinent stool in
the middle of Tenant #2's kitchen floor, Tenant #2
went into several other tenant apartments, Tenant
#2 pushed Tenant #2's bed away from the
window and fried to open the window and screen
and Tenant #2 refused medications.

The service plan was updated on 6-24-15 and
after Tenant #2's elopement on 7-5-15. The
service plan was not updated as needed to reflect
behaviors, incontinence, refusals, wandering,
leaving the building with staff awareness,
attempting to remove the screen and the addition
of private caregivers. The service plan was not
updated as needed and did not reflect the service
needs of Tenant #2.

3. Tenant #3, an 89 year old, was admitied
7-25-13 and diagnoses included: dehility,
hyperlipidemia, iron deficiency anemia,
leukocytosis, HTN and chronic kidney disease.

According to Progress Notes dated 5-12-15,
Tenant #3 had weight loss noted that month.
Tenant #3 received home care services from an
outside service provider and the home care nurse
was notified of the weight loss. Tenant #3 was
encouraged to continue eating meals and
maintaining Tenant #3's diet.
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According to an interview with the Program
Director on 7-6-15 at 2:18 p.m. and 2:55 p.m.,
Tenant #3 had made sexually inappropriate
comments to staff. Staff was to redirect and tell
Tenant #3 that it was inappropriate and report the
comments to the Program Director.

The service plan was not updated as needed
when Tenant #3 had noted weight loss and
inappropriate behaviors towards staff. The
service plan did not reflect interventions related to
Tenant #3's behaviors. The service plan was not
updated as needed and did not reflect the service
needs of Tenant #3.

4. According to the Program policy and
procedure regarding service plans, a service plan
would be developed on or before taking
occupancy, 30 days after taking occupancy, every
six months, annually and with each significant
change or additional information related to the
tenant during the timeframe between the
evaluation schedules.

A 155 481-69.35(1)c Structural Requirements ’ A 155

481-69.35(231C) Structural requirements.
69.35(1) General requirements.
c. Programs shall have private dwelling
units with a single-action, lockable entrance door.

This REQUIREMENT is not met as evidenced
by: -

Based on observation, a Program document and
a’staff interview the Program failed to have
private dwelling units with a single-action,
lockable entrance door. The tenant apartments

BIVISION OF HEALTH FACILITIES - STATE OF IOWA
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did not have a single-action lockabie entrance
door.

{During the course of the investigation of
Complaint #53819-C and Incident #53857-1)

1. According to observation on 7-6-15 at
approximately 12:09 p.m. and 12:55 p.m,, a
vacant apartment was observed and the
apartment did not have a single-action lockabie i
entrance door. When the apartment entrance
door was locked and an attempt to egress from
inside the apartment was made the door did not
unlock by using the door handle. The door
unlocked when the dead bolt lock was unlocked
and the door was opened by using the door
handle.

2. According to an interview with Staff A on
7-6-15 at 12:07 p.m., if a ienant apartment
entrance door was locked and the door needed to
be opened the dead holt would have to be
unlocked for the door to open.

3. According to a current copy of the Program's
certificate from the Department, the Program had
40 double occupancy dwelling units.
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A Q00| 481-87 Initial Comments ADQO

Assisted Living Programs are defined by the type -
of popuiation served. The census numbers were
provided by the Program at the time of the
on-site.

Dementia-Specific Program by Definition

Number of {enants without cognitive disorder: 25
Nummber of tenants with cognilive disorder; 15
Total Population of Program at time of on-site: 40

TOTAL census of Assisted Living Program: 40

Complaint #53819-C and Incident #53857-1 were
Investigated, There were no regulatory
insufficiencies identified related io Incident
#53857-1. There were regulatory insufficlencies
identified related to Complaini #53818-C and
during the course of the invesiigation of
Complaint #53818-C and Incident #53857-1.

]

A D37| 481-88.22(2) Evaluation of Tenant A037

481-69.22{231G) Evaluation of tenant.
89.22(2) Evaluation within 30 days of
ocoupancy and with significant change. A
program shall evaluate each tenant ' s functional, A 037
cognitive and heatth status within 30 days of
occupancy. A program shall also evaluate each The factlity does and will continue to cnsure that
tenant's functional, cognitive and health status as & resident or resident’s service planand - o
needed with significant change, but not less than ovaluation ars maintained according to ]
annually, to determine the tenani ' s continued Teguiations.
eligibility for the program and fo determine any
changes to services needed. The evaluation shall
be conducted by @ health care professional or
human service professional. A licensed practical
hurse may complete the evaluation via nurse ] k

1) Rf;sgdent # 2 service plan has heen update
Resident # 3-service plan has been updated,

h

delegation when the tenant has not exhibited a
significant change. .

USAETON OF HEALTH FACILITIES - STATE OF 10WA ’
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This REQUIREMENT s not met as evidenced
by’ 2}  On 7/10/2015 Program Direcior was re-

educated on the regnlations pertaining to
occupancy, admissions, service plan, and
evaluation policies and procedurss.

Based on review of tenant files, Program
documents and a staff interview, the Program
failed to complete cognitive, health and functionat

evaluations with significant change in condition The assessment chock fist . d
for two of three enant files reviewed (Tenants #2 with the Program Djmim‘t";a;:f;:we
and #3). svaluations are completed timely and to
- ) o ensure all significant changes are entered
(During tha course of the irmvestigation of . timely with zpdated service plans as nesded.

Complaint #53819-C and Incident #53857-)
Resldents residing in the community have
1. Tenant #2, a 86 vear oid, was admitted on had thelr services plans reviewed.
6-15-15 and diagnoses included: chronic kidney
disease, psychosis, constipation, hypothyroidisim,
depressive disorder, hypertension (HTN),
pneumonia and abnormality of gait. Tenant#2
was staged at a six on the Global Deterioration
Scale, which indicated severs cognitive decline. v .
The GDS dacument (which had an effective date K Zﬁﬁgﬁ::? gg&?ﬁ:ﬁg ;ﬁjg‘mg, .
of 7-6-15) reflected "NA" for the score; however, . )

stage six had the most check marks indicated. ’

3) 'I'he‘ Adminisirator will conduct periodic
reviews with the Program Director to ensure
compliance of the regulations.

According to 24-Hour Report documents from
5-24-15 {0 7-4-15, Tenant #2 was wandering and
was found on the floor inside the conference
rooim in the indspendent living building, Tenant #2
was incontinent of urine, was up during the hours
of sleep, Tenant #2 was very disoriented and
watked the halls on first and second floor at night.

According to Progress Notes from 5-24-15 %o

7-3-15, staff checked on Tenant #2 every one lo
two hours throughout the day and night, Tenant
#2 wore a robe over slothing as Tenant #2 felt it
needed o be on at alf times and Tenant #2 weni |
| to a back door when an activity staff was near by, | -

HriBTON OF HEALTH EACIITIES - STATE OF [OWA
STETEFORM
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ppened the door and was redirected back inside.
Tenant #2 had difficully remambering where
Tenant #2's apariment was and had gone fo other
doors and cpened them. An cutside agency
providing companionship and one-on-one time
with Tenant #2, two hours per day, five days per
week was initisted. Tenant#2 complained of
constipation and had a large incontinenti siool in
the middle of Tenant £2's kitchen floor, Tenant #2
went into several other tenant apariments, Tenant
#2 pushed Tenant #2's bed away from the
windew and tried to open the window and screen
and Tenant #2 refused medications.

Evaluations were complated and had an effeciive
date of 8-21-15. Evalusfions wers completed
aiter Tenant #2 eloped on 7-5-15 and the
effective date of the evaluations was 7-5-15.
Cognitive, health and funciional evaluations were
not completed as neaded with significant change
for Tenant #2 with behaviors, incontinence,
refusals, wandering, leaving the building with staff
awareness, attempting to removs the screen from
a window and the addition of private caregivers.
Evaluations were not campleted when Tenant #2
had a significant changs in condition.

2. Tenant #3, an 89 year old, was admitted on
7-25-13 and diagnoses included: dehility,
hyperlipidernia, iron deficiency anermia,
leukogoytosis, HTN and chronic kidney disease.

According to Progress Notes dated 5-12-15,
Tenant #3 had weight loss noted that month. _
Tenant #3 recelved home care services from an
outside service provider and the home care nurse

X was notified of the weight ioss. Tenant#3 was )
encouraged to continue eating meals and
maintaining Tenant #3's diet.

1
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According o an interview with the Program
Director on 7-8-15 at 2:18 p.m. and 2:55 p.m.,
Tenant #3 had made sexually inappropriate
comments to staff. Staff was o redirect and tell
Tenant #3 that i was inappropriate and report the
comments o the Program Direstor.

A Q77 481-68.25{1)o Tenant Documents A Q77 2)  On7/10/ 2015 Program Director was re-
educated on the facilities incident reporting

policy and procedures,

by

Cognitive, health and functional evaluations were
not completed with significant changs when
Tenant #3 had noted weight loss and had
inappropriate behaviors towards staff.

3. According to the Program's policy regarding
evaluations, all ienants wouid have an ini#ial, 30
day from taking cceupancy, every six months,

significant change and annuai svaluations. The A077.
evaluations would be completed fimely and
accurataly along with the service plan.

451-69.25(231C) Tenant documents.

69.25(1) Documentation for each tenant shall
be maintained by the program and shall include.

0. Incident reports involving the tenant,
including but not limited to those related 1o
medication errors, accidents, falls, and
‘eloperneants {such reporis shall be maintained by
the program but need not ba inciuded j in the
tenant’ s medical record}

Basad on review of tenant files, a staff interview
and review of Program documents the Program
falled to complete an incident report for ohe of ]
three tenant files reviewed (Tenant #2). Tenant N
#2, who had been ideniified as a elopement isk | - . ) .
and wanderer, left the building and a staff 4)  Responsibls Person: Program Director

A D37

anss QI7ALE

1) Resident # 2 incident report for 7/01/2015
was filled out and recorded.

Assoctates were In serviced on the facilities
policy and procedures for filling ont an
incident report timely.

The Program Director will ensure when
reviewing incident reports or maintaining
progress notes and reviewing
communication log afl actionable items are
maintained per regulations and facitity

This REQUIREMENT is-not met as svidenced policy.
3)  Administrator to conduct periodic andits to
€nsure accuracy and completion of incident

reports, and accuracy of servise plans and
Assessients.

Alleged Date of Comnpliance: 7/24/2015 1

——ee
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observed Tenant #2 leaving the bufiding and
responded. An incident report was net completed
refated to the incident with Tenant #2.

{Complaint #53819-C)

1. Tenant#2, a 96 vear oid, was admitted on
6-15-18 and diagnoses included: chranic kidney
diseass, psychosis, constipation, hypethyroidism,
depressive disorder, hypertension, preumonia
and gbnormalily of gait. Tenant#2 was staged at
a six on the Giobal Deterioration Scale, which
indicated severe cognilive decline, The GDS
documeni {which had an effective date of 7-5-15)
reflacted "NA" for the score; however, stage six
had the most check marks indicated.

According to Progress Noies dated 7-1-15 (late
entry), Tenant #2 went to a back door that
marming when an activily staff was near by and
opened the back door, lodking cutside. The
acfivity staff redirected Tenant #2 back inside:
The service plan dated 6-15-15 identiiiad Tenant
#2 as a elopement risk and wanderer. According
to a cognitive evaluation, which had an effective
date of 8-21-15, Tenant #2's errors on the Shori
Mettal Status Questionnaire (SMSQ) indicated
severe intsllsctual functioning.

2. Accarding o 2n interview with Staff B on
7-6-15 at 11:28 a.m., Tenant #2 was going out the
door nght bafore the skilled nursing section. Staff
B opsned the door and asked Tenant #2 whers
Tenani #2 was going. Tenant #2 said Tenant #£2
was looking for Tenant #2's "hut” Staff B saw
Tenani #2 walk out the door. Staif B walked with
Tenant #2 through the parking fot and back into
the independent iiving part of the building Tenant
#2 was dressed appropriataly for the weather and
had no injuries,” Staff B sald Tenant #2 was easily

{
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A077| Continued From page & AQ77
redirectable. Staff B reported it to the
Administrator and the Administrator said to walk
Tenant #2 to the dementia unit. Staif B learned
that Tenant #2 had an appeointment and Tenant
#2's familly would be arriving at the Program to |
take Tenant #2 to the appointment. Tenant #2 sat |
with staff and did an activity uniil family arrived fo
take Tenant #2 o the appointment.  Staff B said

she did not complete an incident report related to
the incident.

3. According fo a weather websile, the weather
conditions af the alrport nearsst o the Program
on 7-1-15 were as follows: temperature was a
high of 76 degrees and a low temperature of 63
‘degrees and there was a trace amount of
precipitation.

4. Revlew of incident reports for the past thres
months did not réveal an incldent report related o -
the incident on 7-1-15 with Tenani #2. Tenant #2
left the building and was observed by Staff B.
Tenant #2 said Tenant #2 was looking for Tenant
#2's "hut” The service plan dated 6-15-15
ideniifiled Tenant #2 was an slopement risk and
wanderer. According to a cogritive svaluation,
which had an efiective date of 6-21-15, Tenant
#2's errors on the SMSQ indicatad savere
intellectual funciioning. An incident report was
not completed as needed regarding the incident
with Tenant #2.

5. According to the Program's policy and N
procedure regarding accident/incident repariing,
all accidents or incidents involving fenants,
employees, visitors and vendors cecuring at the
Program must be invesiigated and reported to the
Execuiive Director. Regardless of how minoran
accidentincident might be, including injuries of an
unknown ongin, it must be reported fo the ) ]
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department supervisor as soon as the information

was received of an accidentfingident, ho later
than the end of the shift upon which the
sccidentincident occurred. Whenever an
gociderifineident aceurred the following step was
completed: an accident/incident reported was
compigted per company policy by the
supervisor/departiment manager.

A 083 481-89.26(1) Service Plans A083

481-69.26(231C) Service plans.

69.26(1) A service plan shall be developed
for each tenant based on the evaluations A 083
conducted in accordance with subrules 89.22(1)
and 89.22(2) and shall be desigred to meet the
specific service needs of the individual tenant.
The service plan shall subsequenily be updated

1) Resident# 1 was discharged from the
community on 6/25/2015 srd admitted into

at least annually and whenever changes are the health care center.
needed. Residerss # 2 and 3 had their service plans
updated.

%)  The Program Director was re-educated on
the regnlztions and the feilities poticy and

This REQUIREMENT is not met as evidenced procedures for maintaining service plans.

by

Based on raview of tenant files, Program

documents and a staff interview the Program

failed to update service plans as needed and the

service plans did not reflect the service nesds of

the tenants for three of three tenant files reviewed

(Tenants #1, #2 and #3).

Residents residing in the facHity will have
their services plans maintained and updated
a3 needed based on their evalnations o
reflect their current ADLS, needs and

requests.

3)  Administrator to review and moritor service

{During the course of the investigation of plans and evaluztions of residents with

Cornplaint #53818-C and Incideni #53857-1} Program Director io ensure acuracy and
completion.

1. Tenant #1, a 79 year old, was admilied on

1-271-14 and diagnoses included: hypothyroldism, 4)  Responsible Person: Program Director

Parkinsanism, theumatoid arthitis and Alleged Date of Cémpliance: 7/24/2015

DHVISION GF HEALTH FAGILITIES - STATE OF KOWA
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osteoporosis. Tenant #1 was discharged on
Bn2G-15,

According to Major Nurse Review document
dated 8-17-16, Tenant #1 required total
assistance with most activities of dally living
{ADLs). The document indicated Tenant #1 had
a significant change. Tenant #1 continued to
decline In strength and abiiity to perform ADLs.
Tenant #1 had outside caregivers and at times
required an additional staff fo fransfer Tenant #1
with a gait belt if Tenant #1's legs were weak or
Tenant #1 was fired. The service plan was not
updated as nesded ko reflect total assisiance with
mostADLs and a decline In sirength and abifity to
perform ADLs. The service plan was not updated
gs needad and did not reflect the service needs
of Tenani #1,

2. Tenant#2, a 96 vear old, was admiited on
6-15-15 and diagnoses included: chronic Kidney
disease, psychosis, constipation, hypothyroidism,
depressive dizsorder, hypertension (HTH}, -
preumonia and abnamality of gait. Tenant#2
was staged at a six on the Global Deterioration
Scale, which indicated savere cognitive daciine.
The GDS decument (which had an effective date
of7-5-15) reflected "NA" for the score; howaver,
stage six had the most chack marks indicated.

According to 24-Hour Report documents from
6-24-15 o 7-4-15, Tenant #2 was wandering and
was found on the floor inside the conference
rootn in the independent iving building, Tenant #2
was [ncontinent of urine, was up during the hours
of sleep, Tenant #2 was very disonented and
walked the halls on first and seconc'ﬂ floor at night.

Accarding to Progress Notes from 6-24-15 to :
7-3-15, stalf checked on Tenant #2 every cne to ; .

CIISION OF FEALTH FACILITIES - STATE OF IOWA
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two hours throughout the day and night, Tenarnit
#2 wore a robe over clothing as Tenant #2 felt it
needed fo be on at all times and Tenant #2 went
o a back door when an activity staff was near by,
opened the door and was redirected back inside,
Tenant #2 had difficulty remembering where
Tenant #2's apariment was and had gone fo aiher
doors and opsned them. An ouiside agency
providing comipanionship and one-on-one tims
with Tenant #2 two hours per day, five days per
week was initiated. Tenant #2 complained of
constipaiion and had a large incontinent stool in
the middle of Tenant #2's kilchen floor, Tenant#2
went info several other tenant apartments, Tenant
#2 pushed Tenant #2's bed away from the
window and irfed fo open the window and screen
and Tenant #2 refused medications.

The service plan was updated on 6-24-18 and
afier Tenant #2's elopement on 7-5-15. The
service plan was not updated as nesded to reflect
hehaviors, incontinence, refusals, wandering,
leaving the building with staff awareness,
attempting to remove the screen and the addition
of private caregivers. The service plan was not
updated as needsed and did not reflect the service
needs of Tenant #2.

3. Tenant#3, an 89 year old, was admitied
7-25-13 and diagnoses includad: debility,
hypetlipidemnia, iron deficiency anemia,
leukocytosis, HTIN and chronic kidney disease.

Acsording to Progress MNotes dated 5-12-15,
Tenani #3 had weight loss noted that monih.
Tenant #3 received home care services from an
outside service provider and the home care nurse -
was notified of the weight loss. Tenant #3 was . -
encouraged to continue eating meals and
maintaining Tenant #3's dist,
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According to an inferview with the Program
Director on 7-6-15 at 2:18 p.m. and 2:55 p.m.,
Tenant #3 had made sexually Inapproprizie
comments to siaff. Staff was fo redirect and el
Tenant #3 that it was inappropriate and report the
cormments to the Pragram Director.,

The service plan was nct updated as needed
when Tenani #3 had noted weight loss and
inappropriate behaviors fowards staff. The
service plan did not reflect inferventions related fo
Tenant #3's behaviors. The service plan was not
updated as needed and did not reflect the service
needs of Tenani £3.

4. According o the Pragram policy and -
procedire regarding service plans, a service plan
would ba developed on or before taking
occupancy, 30 days after taking occupancy, every
six months, annually and with each significant
change or addiional information relsted to the

tenant dunng the timeframe betwesn the A 155
evaluation schedules.
. 1) Resident#2 had the dead bolt removed
A 158 481-69.35(1)c Structural Requirements A185 from his door.
481-69.35(231C) Structural requirements. ‘ Al resident apartment doors were inspected
69.35(1) General requirements. for single action locks.

¢. Programs shall have private dwelling

its with a si -actio ckable entrancs door. .
unit ingle-acian, o i ed 2) The Administrator contacied the State Firs

: T Marshall Office for proper notification. The
i i i Facility Director was edncated on the proper
‘klj'his REQUIREMENT .is not met as evidenced type of handlc fo meet regulations. The door
¥ . Tocks of all 40 residents will be equipped
Based on obsarvaiion, a Program docurnent and ;
. . . with the proper handles.
a‘staff rtenview the Program failed to have
privqte dwsliing units with a singls-action, The Locksmith Company was notified to
lockable entrance door. The tenant aparimanis place the order for the proper locks.
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did not have a single-action lpckable sntrance
door. .
3) The Administrator will monitor for
(During the course of the investigation of ;:égﬁefg& eI: a].‘l’;l;;ye gﬁ":ﬂf will ensure
h g : : during
Complaint #53819-C and Incident £53857-1) Zeplgcafm{ igf esded. Administraror wil
OTANC ich T

1. According to observation on 7-6-15 at compﬁarie:'a ¢ mspections 0 ensure

approximately 12:09 p.m. and {2:55 p.m., a

vacant apariment was cbserved and the 4}  Responsible Person: Adminisirator Facility

apariment did not have a single-action lockable Director. ’

Alleged Date of Compliance: prior to year

entrance door, When the apartment entrance
end of 2013 a3 scon as Incks artive.

door was locked and an attemnpt to egress from
inside the apartment was made the door did not
unlock by using the door handle. The door
unlocked when the dead boli jock was unlocked
and the door was opened by using the door.
handle.

2. According to an interview with Staff Aon
7-6-15 at 12:07 p.m,, if a enant apartment
entrance dogy was locksd and the door nesded fo
be opened the dead bolt would have o be
untocked for the door to open.

3. According o a current copy of the Program'’s
certificate from the Deparimert, the Program had
40 double aecupancy dwelling units.

.

CRESION OF HEALTH FACGILITIES - STATE OF 10WA ]
STATE FORM tf cortinuation shest 11 of 11

e QJ7AN




