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August 18, 2015

Ms. Inde Miller, Executive Director
Vriendschap Village AL

2604 Fifield Road

Pella, IA 50219

RE: Final Complaint/Incident Investigation Report, Vriendschap Village, Pella, Iowa

Dear Ms. Milier:

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 Jowa Administrative Code (IAC) chapters 481—67 and 481—69, following an
investigation by DIA on August 12, 2015.

During the investigation of #54414-1, the Program notified the department in a timely
manner that a tenant had fallen and sustained a fracture. At the time of the fall, a staff
member had been assisting the tenant with a shower. Based on interviews, a review of the
tenant file and incident report, and staff training files no regulatory insufficiencies were
cited related to this incident. Evaluations and service plans were in place and current, and
the Program was able to provide documentation of the staff member’s competency as
determined by the registered nurse.

During the investigation of #54603-1, the Report notes Regulatory Insufficiencies in the
area(s) of: Staffing and Service Plans.

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

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

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




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:

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

How the Program plans to monitor performance to ensure compliance.

The date by which the regulatory insufficiency will be corrected.

B

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,

P ase Eﬂd&&//d

Rose Boccella

Program Coordinator
Adult Services Bureau

Enclosure
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VRIENDSCHAP VILLAGE Al

A.000| 481-87 initial Comments A 000

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 by Definiticn

Number of tenants without cognitive disorder: 29
Number of tenants with cognitive disorder: 8
Total Population of Program at time of on-site: 37

Dementia-Specific Program by Dedication

Number of tenants without cognitive disorder: 1
Number of tenants with cognitive disorder: 7
Total Population of Program at time of on-site: 8

TOTAL census of Assisted Living Program: 45

No regulatory insufficiencies were cited during
the investigation of Incident #54414-1.

The following regulatory insufficiencies were
cited during the investigation of Incident
#54603-1:

A 055 481-67.9(1) Staffing A D55

481-67.9(2318,231C,231D) Staffing.

67.9(1) Number of staff. A sufficient number
of trained staff shall be available at alt times to
fully meet tenants ' identified needs.

This REQUIREMENT is not met as evidenced
by:
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#54603-1: The Program reported to the
Department Tenant #2 eloped.

Based on a interviews, incident report review,
and staff training files, staff was not sufficiently
trained on the baby monitor door alarm system.

Tenant #2, an 85 year-old, was admitted on
1-14-14 and had diagnoses of: dementia and
hypertension. On 5-5-15 Tenant #2 was staged at
four on the Global Deterioration Scate which
indicated moderate cognitive decline. Tenant #2
resided in the dementia unit.

The Program reported on 8-10-15 Tenant #2
eloped. According to the Program, Tenant #2
exited the dementia unit, watked through the
building to the independent living section of the
building. Staff A, Universal Worker (UW),
documented at approximately 7:15 p.m. on
8-10-15 she received a phone call at home from
a relative who lived in independent living. The
relative reported a tenant from the dementia unit
was in independent living. Staff A arrived at the
Program at approximately 7:30 p.m. Staff A shut
off the alarm to the dementia unit door and then
proceeded to independent living to return Tenant
#2 to the dementia unit.

In an interview with the Executive Director on
8-12-15 at 10:00 a.m. she reported the Program
had previously identified staff could not hear the
audible exit door alarm when in a tenant's
apariment. Approximately 10 months ago, the
Program began the use of a baby monitoring
system. The base was located near the exit
door, and staff was to carry the receiver so as to
hear the door alarm.
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Staff A was inferviewed on 8-12-15 at 10:24 a.m.
and stated the baby monitor system was put into
place in October of 2014 and staff was directed
to carry the receiver o the baby monitor system.
Staff A stated when she returned Tenant #2 to the
dementia unit, she informed Staff B, staff
member working at the time of the elopement,
that Tenant #2 had been out of the dementia unit.
Staff A reported Staff B stated she did not have
the baby monitor receiver.

Staff B, UW, was interviewed on 8-12-15 at 2:30
p.m. and stated on the evening of 8-10-15 she
had gone into another tenant’s apartmeni to
provide cares which included toileting and use of
the bathroom. Staff B reported at approximately
7:30 p.m. she was notified by Staff A that Tenant
#2 had been out of the dementia unit. Staff B
reported she did not hear the door atarm.

Staff B reported she had been trained by a
co-worker 1o carry the baby monitor receiver.
Staff B stated she did not carry the receiver on
the evening of 8-10-15.

Staff B did not demonstrate an understanding of
the training received regarding carrying the baby
monitor receiver.

Staff C, UW, was interviewed on 8-12-15 at
12:25 p.m. Staff C reported she occasionally
worked alone in the dementia unit on the
weekends, Staff C reported she had not
received training on the baby monitor.

Staff D, UW, was interviewed on 8§-12-15 at
12:38 p.m. Staff D reported she worked in the
dementia unit once a week. Staff D reported she
had not received training on the baby monitor.
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In an interview with the Executive Director on
8-12-15 at 11:25 a.m. and 12:10 p.m., she stated
there was no documentation that Staff B or any
other staff rnember received training on the use
of the baby monitor.

Staff working in the dementia unit were not
sufficiently trained on the use of the baby
monitor door alarm system.

A 083 481-69.26(1) Service Plans A 083

481-69.26(231C) Service plans.

69.26(1) A service pian 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:

#546803-1: The Program reported to the
department Tenant #2 eloped.

Based on a interviews and a review of the tenant
record and incident report, the service plan did
nat meet the specific service needs of Tenant #2.

Tenant #2, an 85 year-old, was admitted on
1-14-14 and had diagnoses of: dementia and
hypertension. On 5-5-15 Tenant #2 was staged at
four on the Global Deterioration Scaie which
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indicated moderate cognitive decline. Tenant #2
resided in the dementia unit.

The Program reported on 8-10-15 Tenant #2
eloped. According to the Program, Tenant #2
exited the dementia unit, walked through the
building to the independent living section of the
building. Staff A documented at approximately
7:15 p.m. on 8-10-15 she received a phone call
at home from a relative who lived in independent
living. The relative reported a tenant from the
dementia unit was in independent living. Staff A
arrived at the Program at approximately 7:30
p.m. Staff A shut off the alarm to the dementia
unit door and then proceeded to independent
living to returnt Tenant #2 to the dementia unit.

Progress notes dated 7-7-15 documented Tenant
#2 pushed on the door of the dementia unit
setting off the alarm. Tenant #2 proceeded to sit
in a chair in the hatlway.

In an interview with the Registered Nurse (RN)
on 8-12-15, she reported 7-7-15 was the first
time Tenant #2 was observed to have {eft the
dementia unit. The RN stated Tenant #2 left the
dementia unit a second time, date unknown.
Tenant #2 set off the alarm and got a few sleps
out the dementia unit door. Staff responded.
Tenant #2 reported wanting to go shopping.

Tenant #2 had two elopemenis prior to the event
of 8-12-15. A review of the service plan dated
5-5-15 and current at the fime of the 8-12-15
elopement failed to identify exit-seeking behavior
on the part of Tenant #2 and failed to identify
interventions for exit-seeking behavior.
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Assisted Living Programs are defined by the type

of population served. The census aumbers were

provided by the Program at the time of the

on-site.

. AUS5

Dementia-Specific by Definition The previous monitor has now been

Number of tenants without cognitive disorder: 28 replaced with louder alarms which can be

Numbser of tenants with cognitive disorﬁe:::sge. a7 heard throughout the Memory Care Unit

Total Population of Program at time of an-site: and into the hallway outside Memory Care

Dementia-Specific Prograrm by Dedication installed on 8/20/15 by RKB Systems

. . ive disorder: 1 All staff working in the Memory Care

Number of tenants without cognitive Cleertar: have been sufficiently trained on the use

Number of tenants with cognitive disorder: 7

“Totat Population of Program at time of on-site: 8 of the monitored door alarm system.

TOTAL census of Assisted Living Program: 45 Vriendschap Village wiil ensure that all
staff are aware of proper procedures to
No regulagory_insufﬁci;ndci? b :ﬁed during keep residents secure in Memory Care.
the investigation of Incident #54 ' Education with all care staff completed
The following regulatory insufficiencies were on 8/22/15.
cited during the Investigation of Incident
#54603-1; - . " . .
Vriendschap Village will audit systems in
A D55 481-67.5(1) Stafiing A055 place with random checks of the alarms
- by the Program Director and elopement
431-67.9(2318,231C,231D) Staffing. . :
67.9&) Number of staff. A sufficient number Cninf 2 :ft::;d report to the Qf committee

of trained staff shali be available at all imes {o
fully meet tenants * identified needs.
This insufficiency is corrected as of

8/22/15.

This REQUIREMENT Is not met as evidenced

by: - / _ |
W i
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 trained on the baby monitor door alarm system.

-systemn. The hase was Jocated near the exit

51\ASION OF HEALTH FACILITIES - STATE OF IOWA
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#54603-1: The Program seported fo the
Department Tenant #2 eloped.

Based on a Inferviews, incident report review,
and staff training fies, staff was not sufficiently

Tenant #2, an 85 year-old, was admitted on
1-14-14 and had diagnoses of. domentia and
hypertenision. On 5-5-15 Tenant #2 was staged at
four on the Global Deterioration Scats which
indicated moderate copnitive decline. Tenant #2
resided in the dementia unit.

‘The Program reporied on 8-10-15 Tenant #2
eloped. According to the Program, Tenant #2
exited the dementia unit, walked through the
building to the indepondent living saction of the
building. Staff A, Universal Worker (UW),
documented at approximately 7:15 p.m. on
8-10-15 she recelved a phone call at home from
a relative who lived in‘independent lving. The
relative reported a tenant from the demenia unit
was in independent living. Staff A arrived at the
Program at approximstely 7:30 p.m. Staff A shut
off the alarm fo the dementia unit door and then
proteeded to Independent living to retum Tenant
#2 to the dementia unit.

in an Interview with the Executive Directar on
8-12-15 at 1¢:00 a.m. she reparied the Program
had previously identified staff coukd not hear the
autiible exit door alarm when In a tenant's
apattment. Approximately 10 months ago, the
Program began the use of a baby monitoring

door, and staff was fo cany the receiver so asto
hear the door alaim.

A 055

FYPETN
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Staff A was inferviewed on 8-12-15 at 10:24 a.m.
| and stated the baby monitor system was put Into
place in October of 2014 and staff was directed
to carry the receiver io the baby monitor system.
Staff A stated when she retumed Tenant &2 to the
dementia unit, she informed Staff B, staff
member working &t the time of the elopement,
that Tenant #2 had been out of the dementla unit.
Staff A reported S{aff B stated she did not have
the baby monitor receiver.

Staff B, UW, was Interviewed on 8-12-15 at 2:30
p.m. and stated on the evening of 8-10-15 she
had gone into another tenant’s apartment to
provide cares which inciuded toileting and use of
the bathroom. Staff B reported at approximately
7:30 p.m. she was nofified by Staff A that Tenant
#2 had been out of the dementia unit. Staff B
reporied she did pot hear the door atarm.

Staff B reported she had been trained by &
co-worker to carry the baby monitor receiver.
Siaff B stated she did not camy the recelver on

the evening of 8-10-15.

Staff B did not demonstrate an understanding of
the training received regarding camying the baby
monitor recelver.

Staff C, UW, was interviewed on 8-12-15 at
12:25 p.m, Staff C reported she occasionally
worked alone in the dementia-unit on the
weekerxds, Staff C reported she had not
teceived {raining on the baby moiiltor.

Staff D, UW, was intesviewed on §-12-15 at
12:28 p.m. Staff D reported she worked in the
dermentia unit once a week. Staff D reporied she
had not received training on the baby monitor.

e ——— P A ————ri——r
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In an nterview with the Execulive Director on The service plan for Resident #2 does
1 8-12-15 af 11:25 a.m. and 12:10 p.m., she stated include exit seeking behavior and specific
there was no documentation that Stafl B or any g ; ; :
othes member received training on the uee interventions for this behavior.
of the bahy monitor.
The service plans are written
Staff working in the dementia uni were nof specific s P ten to meet the
sufiiciently trained on the use of the baby P rvice needs of each individual
monitor door alann system. tenant,
Each service plan will be tallored to
A 083 481-69.26(1) Bervice Plans AD83 identify the needs of each tenant using
4871-89.25(231C) Service pians. staff and resident Interviews, hurse
€9.26(1) A service pian shall ;be developad assessment and observation.
conductsd I aosontance With Subralos 68.22(1) The program directors have been
and £9.22(2) and shall b;e designed 1o meet the educated to include resident specific
specific service needs of the individual tenant, references a iors i i
The servics plan shall subseguently be updated plan s and behaviors in the service
gt least annually and whenever changes are l plans.
nesded. i
l RNs will audit service plans for
approgriate interventions, needs and
#545034: ‘The Program reporied to the
department Tenant #2 eloped. The Program Director is responsible for
Based on ainterviews and a review of the tenamt ensuring service plans meet state
regord and incident report, the service pian did requirements. Ol committee will review
not meet the specific service needs of Tenant #£2, the audits for any recommendations
Tenant #2, an 85 year-old, was admitted on needed.
1~-14-14 and had diagneses of: dementia and This insufficiency was corrected on
hypentension. On 5-5-15 Tenant #2 was staged at 8/22/15.
four on the Glohal Deterioration Scale which -
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indicated moderate cognitive decline, Tenant #2
rasided in the demenbia unit.

The Program seported on 8-10-15 Tenanl #2
eloped. Acconding to the Program, Tenant #2
exited the dementia unit, walked through the
building to the independent Bving section of the
bullding. Staff A documented at approximately
7:15 p.m. on 8-10-15 she received a phone call
at home frem & relative who lived In Indepandent
living. The relative reported a torant from the
dementia unit was ip independent living. SiaffA
amived at the Program at approximately 7:30
p-m. Staff A shut off the alami 1o the dementia
unit door and then proceeded to independent
living to return Tenant #2 to the dementia unit.

Progress notes dated 7-7-15 documented Tenant
¥2 pushad on the door of the dementia unit
setting off the alarm. Tenant #2 proceaded to sit
int a chair in the haliway.

in an interview with the Registered Nurse (RN)
on §-12-15, she reported 7-7-15 was the first
fime Tenant #2 was observed fo have left the
dementia unit. The RN stated Tenant #2 left the
dementia unit a second time, date unknown,
Tenant #2 set off the alarm and got a few steps
out the dementis unit door. Stafl responded,
Ténant #2 reported wanting to go shopping.

Tenant #2 had two elopements prior 1o the event
of 8-12-15. Areview of the service pian datad
§-5-15 and current at the time of the 8-12-15
elopement failed to identify exit-seeking behavior
on the part of Tenant #2 and failed to identify
interventions for exit-seeking behavior.
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