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DEMAND LETTER
Complaint Intake #: 56804-1
January 14, 2016

Ms. Tammy Olson, Director
Waukee Memory Care, LLC
1505 SE Laurel Street
Waukee, IA 50263

RE: 1. NOTICE OF IMPOSITION OF CIVIL PENALTY - FINAL
COMPLAINT/ANCIDENT INVESTIGATION REPORT - WAUKEE MEMORY
CARE, LLC
II. Reduction of Civil Penalty
1. Informal Conference
IV. Conclusion

Dear Ms. Olson:

I. Final Complaint/Incident Investigation Report — Waukee Memory Care, LLC,
Waukee, IA

Enclosed is the Final Complaint/Incident Investigation Report (“Report™) issued by the
Department of Inspections and Appeals (DIA) in accordance with lowa Code chapter 231C and lowa
Administrative Code (IAC) chapters 481—67 and 481—69, following an investigation by DIA on
January 5 & 6,2016. The Report notes Regulatory Insufficiencies in the area(s) of: Evatuation of
Tenant, Service Plans, Nurse Review and Structural Requirements.

Waukee Memory Care, LLC (“Program”) is being assessed a $1,000 civil penalty pursuant to Jowa
Code section 231C.14(1)(a) and 481 IAC 67.17(1)(a).

Pursuant to Iowa Code section 231C.14(1)(a) and 481 IAC rule 67.17(1)(a), a program’s
noncompliance that results in imminent danger or a substantial probability of resultant death or

physical harm to a tenant may be assessed a civil penalty of not more than $10,000.

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

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




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:

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.

Ealbh ol S

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.

The factors to be considered in determining the amount of a civil penalty are contained within rule
481 IAC 67.17(3) and include:

(1) the frequency and length of time the regulatory insufficiency occurred;

(2) the past history of the program as it relates to the nature of the regulatory insufficiency;

(3) the culpability of the program as it relates to the reasons the regulatory insufficiency
occurred;

(4) the extent of any harm to the tenants or the effect on the health, safety, or security of the
tenants which resulted from the regulatory insufficiency;

(5) the relationship of the regulatory insufficiency to any other types of regulatory
insufficiencies;

(6) the actions of the programs after the occurrence of the regulatory insufficiency;

(7) the accuracy and extent of records kept by the program which relate to the regulatory
insufficiency and the availability of such records to DIA;

(8) the rights of tenants to make informed decisions; and

(9) whether the program made a good-faith effort to address a high-risk tenant’s specific
needs and whether the evidence substantiates this effort.

The determination of a $1,000 civil penalty is based upon noncompliance resulting in imminent
danger or substantial probability of resultant death or physical harm. As the enclosed Report details, a
tenant eloped due to a malfunctioning door.

II. Reduction of Civil Penalty

If, within 30 days of the notice or service of this demand letter, you (1) do not request a formal
hearing or withdraw your request for formal hearing, and (2) pay the civil penalty, the assessed
penalty will be reduced by thirty-five percent (35%) pursuant to IAC rule 481—67.17(5). If you do
not wish to request a formal hearing or wish to withdraw your request for formal hearing, please send
a cover letter to the attention of Rose Bocecella and remit the civil penalty assessed by check or money
order to the State of Iowa in the amount of six hundred and fifty dollars ($650) within 30 days after
the notice or service of this demand letter.




HI. Informal Conference

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.

1V. Conclusion

The Program is being assessed a $1.000 civil penalty pursuant to Jowa Code section 231C.14(1)(a)
and 481 TAC 67.17(1)(a).

DIA may revisit the Program to confirm compliance in fulfilling the POC’s corrective measures. If
the Program wishes to appeal the final findings, the Program may do so as provided in IAC rule
481-67.14.

If you have any questions in regard to this letter and enclosed Report, please contact your
Program Coordinator, Rose Boccella, at 515/281-7039 or Rose.Boccella@dia.iowa.gov.

Sincerely,
7/ F/'/Zefy

Jim Friberg, Bureau Chief
Adult Services Bureau

Enclosure

cc: Jean Herrity, Legal Assistant
Disability Rights lowa
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WAUKEE MEMORY CARE LLC

A 000 481-67 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 Program by Dedication

Number of tenants without cognitive disorder: 0
Number of tenants with cognitive disorder: 16
Total Population of Program at time of on-site: 16

TOTAL census of Assisted Living Program: 16

The following regulatory insufficiencies were
cited during the investigation of Incident #
56804-1:

b
A 037 481-69.22(2) Evaluation of Tenant A 037

481-69.22(231C) Evaluation of tenant.

£9.22(2) Evaluation within 30 days of
occupancy 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
tenant'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 health care professional or
human service professional. Alicensed practical
nurse may complete the evaluation via nurse
delegation when the tenant has not exhibited a
significant change.
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A 037 Continued From page 1 A 037
This REQUIREMENT is not met as evidenced
by:

Based on record review, evaluations of function,
cognition and health were not completed with
significant changes of condition.

1. Tenant #1, a 97 year-old, was admitted on
7-24-15 and had diagnoses of: worsening
memory, kidney disease, hypertension, anxiety,
and gout. On 11-13-15, Tenant #1 was staged at
four on the Global Deterioration Scale (GDS),
which indicated moderate cognitive decline. *

A physician report dated 6-22-15, documented
Tenant #1 was mildly frail with gait instabiiity. It
was advised Tenant #1 should use a walker.

A behavior note dated 10-23-15, documented ]
Tenant #1 displayed anxiety and aggression = [*7 B
because of the community dog. Tenant #1
threatened to kill the dog and screamed at other
tenants The physician was contacted and a new
medicaticn (Buspar) was ordered.

Staff A, universal worker (UW), was interviewed
on 1-8-16,-and stated Tenant #1 did'not like the
dog and threatened to kill the dog at least once
daily. When Tenant #1 was agitated, Tenant #1
would chase after the dog and try to kick the dog.

A behavior note dated 11-17-15, and an incident
report dated 11-16-15, documented Tenant #1
was observed completely naked, sitting on the
bed with another tenant in attendance. The
hehavior note documented Tenant #1 was very
- | agitated and became aggressive with staff. Ina
written statement dated 11-17-15, Staff D,
Universal Worker, documeanted Tenant #1 stated
"Why can't two adults be left alone to screw?"

-,
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A 037| Continued From page 2 A 037

The incident report dated 11-16 and the behavicr
note dated 11-17-15 documented the family was
notified following the incident. The Program
provided documentation of an undated sexual
behaviors and intimacy worksheet which revealed
the Program had consulted with the family to
develop interventions for future behavior.

The Program instituted 15 minute checks for
three days.

The clinical record contained no documentation
prior to this entry related to a possible relationship
between Tenant #1 and any other tenant.

Tenant #1 eloped from the Program on 12-8-15.
Tenant #1 was last seen at 6,00 a.m. rounds and
was discovered missing at approximately 7:30
a.m. The police departmept was notified at
approximately 8:05 a.m. and at that time the
Program given information by the police
dispatcher that a nearby car dealership reported
a person on the premises. That person was
Tenant #1. Tenant #1 was returned to the
Program with a body temperature of 97.1
degrees. An internal investigation revealed the
main entrance door did not always latch securely
if not given force to shut. When not secure, the
alarm did not re-set.

Tenant #1 exhibited several behaviors that were
previously undocumented including sexual
behavior and elopement. Interventions were
instifuted. Evaluations of function, cognition, and
health were not completed following the
elopement.

2. Tenant #2, an 82 year-old, was admiited on
7-14-15 and had diagnoses of: senile dementia,
coronary atherosclerosis, and esophageal reflux.
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A 037| Continued From page 3 A037

On 8-14-15 Tenant #2 was staged at four on the
GDS, which indicated moderate cognitive decline.

A behavior note dated 11-19-15 and an incident
report dated 11-18-15 documented Tenant #2
was observed sitting on the bed with another
tenant who was naked.

Staff D, UW, was interviewed on 1-5-16 and
stated she was present at the time of the incident.
Staff D stated Tenant #2 seemed confused and
kept calling the other tenant by the name of
Tenant #2's deceased spouse.

Staff E, UW who was also present ai the time of
the incident, was interviewed on 1-5-15 stated
Tenant #2 thought the other tenant was taking
him/her "somewhere."

According to the behavior note of 11-19-15, the
family was notified following the incident. The
Program provided decumentation of an undated
sexual behaviors and intimacy warksheet which
revealed the Program had consulted with the
family to develiop interventions for future
behavior.

The Program instituted 15 minute checks for
three days.

The clinical record contained no further
documentation of any other instances of iniimate
contact with another tenant.

Evaluations of Tenant #2's mental health and
cognitive status was not completed with a change
in behavior which resulted in the Program
instituting interventions. ’
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A 083 Continued From page 4 A 083
A 083 481-69.26(1) Service Plans A083

481-69.26(231C) Service pians.

68.26(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 tenant file review, service plans were
not based on evaluations and were not updated
with changes of condition to meet the Specmc
service neads of individual tenamnts,

1. Tenant #1, a 97 year-oid, was admitted on
7-24-15 and had diagnoses of: worsening
memory, kidney disease, hypertension, anxiety,
and gout. On 11-13-15 Tenant #1 was staged at
four on the GDS,which indicated moderate
coghitive decline.

A physician report dated 6-22-15 documented
Tenant #1 was mildly frail with gait instability, It
was advised Tenant #1 should use a walker.

A behavior note dated 10-23-15 dacumented -
Tenant #1 displayed anxiety and aggression )
because of the community dog. Tenant #1
threatened to kil the dog and screamed at other
tenants. The physician was contacted and a new
medication (Buspar) was ordered.

8 1
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A 083| Continued From page A 083

Staff A, UW, was interviewed on 1-6-16 and
stated Tenant #1 did not like the dog and
threatened to kill the dog at least once daily.
When Tenant #1 was agitated, Tenant #1 would
chase after the dog and try o Kick the dog.

A behavior note dated 11-17-15 and an incident
report dated 11-16-15 documented Tenant #1
was observed completely naked, sitting on the
bed with another tenant in attendance. The
behavicr note documented Tenant #1 was very
agitated and became aggressive with staff. Ina
written statement dated 11-17-15, Staff D,
Universal Worker, documented Tenant #1 stated
"Why can't two adults be left alone to screw?”

The incident report dated 11-16 and the behavior
note dated 11-17-15 documented the family was
notified following the incident. The Program
provided documentation of an undated sexual
behaviors and intimacy worksheet which revealed
the Program had consuited with the family to
develop interventions for future behavior.

The Pragram instituted 15 minute checks for
three days

The clinical record contained no documentation
prior to this entry related to a possible relationship
between Tenant #1 and any other tenant.

Tenant #1 eloped from the Program on 12-8-15.
Tenant #1 was last seen at 6:00 a.m. rounds and
was discovered missing at approximately 7:30
a.m. The police depariment was notified at
approximately 8:05 a.m. and at that time the
Program given information by the police
dispatcher that a nearby car dealership reported
a person on the premises. That person was
Tenant #1. Tenant #1 was returned to the
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A083| Continued From page 6 A Q83

Program with a body temperature of 97.1
degrees. An internal investigation revealed the
main entrance door did not always latch securely
if not given force to shut. When not secure, the
alarm did not re-set. .

The service plan with a signature date of 7-23-15,
was not updated to include interventions related
to identified aggression with the community dog,
and was not updated in a timely manner to give
staff direction when Tenant #1 exhibited sexual
behavior. The service plan did not meet the
needs of Tenant #1.

2. Tenant #1's service plan was updated on
12-12-15, with interventions for sexual and
exit-seeking behavior. Evaluations were not
completed at that time. The service plan dated
12-12-15, was updated with major changes and
was not based on evaluations.

3. Tenant #2, an 82 year-old, was admitted on
7-14-15 and had diagnoses of: senile dementia,
coronary atherosclerosis, and esophageal reflux.
On 8-14-15 Tenant #2 was staged at four on the
GDS, which indicated moderate cognitive decline,

A behavior note dated 11-19-15 and an incident
report dated 11-16-15 documented Tenant #2
was observed sitting on the bed with another
tenant who was naked.

Staff D, UW, was interviewed on 1-5-16 and !
stated she was present at the time of the incident. :

Staff D stated Tenant #2 seemed confused and
' kept calling the other tenant by the name of
Tenant #2's deceased spouse.

Staff E, UW who was also present at the time of

the incident, was interviewed on 1-5-16 stated [
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A083| Continued !?rorn page 7 ‘ A 083

Tenant #2 thought the other tenant was taking
him/her "somewhere."

According to the behavior note of 11-19-15, the
family was notified following the incident. The
Program pravided documentation of an undated
sexual behaviors and intimacy worksheet which
revealed the Program had consulted with the
family to develop interventions for future
behavior.

The Program instituted 15 minute checks for
three days.

The clinical record contained no further
documentation of any other instances of mtnmate
contact with anocther tenant.

The clinical record contained a service plan with
updates made on 10-12-15. The service plan did
nat identify Tenant #2's interest in another tenant
as spouse, and was not updated to give staff
direction when Tenant #2 exhibited sexual
behavior. The service plan was not updated with
changes and did not meet the needs of Tenant
#2.

A 096 481-69.27(3) Nurse Review A 096

481-69.27(231C) Nurse review. If a tenant does
not receive personal or health-related care, but
an observed significant change in the tenant ' s
condition occurs, a nurse review shall be
conducted. If a tenant receives personal or
health-related care, the program shall provide for
aregistered nurse or a licensed prac’ncal nurse
via nurse delegation:

69.27(3) To assess and document the health
status of each tenant, to make recommendations
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A096| Continued From page 38 A 096

and referrals as appropriate, and to monitor
progress relating to previous recommendations at
least every 90 days and whenever there are
changes in the tenant ' s health status

This REQUIREMENT is not met as evidenced . -
by:

Based an tenant file review, nurse reviews were
not completed with a change of condition to
assess and document health status and monitor
progress related o previous recommendations.

1. Tenant #1, a 97 year-old, was admitted on
7-24-15 and had diagnoses of: worsening-
memory, kidney disease, hypertension, anxiety,
and gout. On 11-13-15 Tenant #1 was staged at
four on the GDS, which indicated moderate
cognitive decline.

A physician report dated 6-22-15 documenied
Tenant #1 was mildly frail with gait instability 1t
was advised Tenant #1 should use a walker.

A behavior note dated 10-23-15 documented
Tenant #1 displayed anxiety and aggression
because of the community dog. Tenant #1
threatened to kill the dog and screamed at other
tenants. The physician was contacted and a new
medication (Buspar) was ordered.

A behavior note dated 11-17-15 and an incident
report dated 11-16-15 documented Tenant #1
was observed completely naked, sitting on the
bed with another tenant in attendance. The
behavior note documented Tenant #1 was very
agitated and became aggressive with staff, 15
minute checks were begun, and families were
notifred. ) T

The clinical record contained no documentation
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prior to this entry related to a possible relationship
between Tenant #1 and any other tenant.

Anurse review was not completed following
aggressive behavior to assess and document the
health status of Tenant #1 and to monitor
progress related to previous recommendations.

2. An incident report dated 1-3-16 documented
Tenant #1 became agitated, hit hand on the wall
and received a bruise to the fifth finger. Tenant
#1 then sat on the floor hitting arms on the floor
resulting in a skin tear to the left elbow.

A nurse review was not compieted to assess and
document the status of Tenant #1's injuries to the
hand and elbow.

A 134} 481-69.35(1)b Structural Reguirements A154

481-69.35(231C) Structural requirements.
£9.35(1) General requirements.
b. The buildings and grounds shall be
well-maintained, clean, safe and sanitary.

This REQUIREMENT is not met as evidenced
by:

Based on interview and observation, the exit door
to the dementia program did not always secure
upon closure. When not secured, the alarm
system did not function.

1. On 12-8-15, the Program appropriately
reported to the Department Tenant #1 eloped
from the dementia program. The Program
identified to the Department the front door did not
latch during tesiing, and the alarm did not sound.
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Tenant #1, a 97 year-old, was admitted on
7-24-15 and had diagnoses of: worsening
memory, kidney disease, hypertension, anxiety,
and gout. On 11-13-15 Tenant #1 was staged at
four on the GDS, which indicated moderate
cognitive decline. .

A physician report dated 6-22-15 documented
Tenant #1 was mildly frail with gait instability. It
was advised Tenant #1 should use a walker.

Staff B, UW, reported Tenant #1 usually slept until
8:00 a.m.

A quarterly nurse review dated 10-26-15,
documented Tenant #1 had dementia and exit
seeking behaviors. Tenant #1 "has had attempts
to leave."

Staff A, Universal Worker (UW) was interviewed
on 1-6-16 at 919 a.m. Staff Areported on
12-8-15 she came to work and completed rounds
on all tenants at 5:55 a.m. Tenant #1 was in bed.
The night shift had reported to Staff A that Tenant
#1 had been up all night trying to elope. The
Overnight Residential Check sheet also
documented Tenant #1 was awake on checks
between 10:00 p.m. on 12-7-15 and 4:00 a.m. on
12-8-15. Staff A also reported checking the doors
and the doors were locked.

Staff C, housekeeper, reported she was cleaning
the main lobby between 6 45 am. and 7:15 am.
and did not see Tenant #1 leave the building.

Staff A reported at approximately 7:30 a.m. she
went to give medications to Tenant #1. Tenant #1
was not in the apartment. Staff A checked with
Staff B, UW, and Staff C, housekeeper and
neither reported seeing Tenant #1. The building
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was searched.
Staff B, UW, stated no alarms went off.

Staff A reported the RN was notified at 7:44 a.m.
Staff A and C proceeded to search outside the . U
building.

The Administrator provided documentation dated
12-8-15, which revealed she was notified about,
7:50 a.m. on 12-8-15 Tenant #1 was missing. At
8:05 a.m. the Administrator called police. As the
Administrator was notifying police, police received
a call from the nearby car dealership reporting a
person on the premises. It was determined to be
Tenant #1.

According fo the Administrator in an interview on
1-6-15, she stated there was a barbed wire fence
between the Program property and the car
dealership. She did state there was an opening
in the fencing near the dealership.

An online maps program was used to determine
the distance between the Program and the
dealership. Without the exact route known, it was
estimated Tenant #1 walked between 800 and
1400 feet.

The State Climatologist documented the weather
conditions at 6:00 a.m. on 12-8-15 at 35 degrees
with a south wind at five miles per hour (mph)
resulting in a wind chill of 31 degrees. Skies
were cloudy with no precipitation. By 8:00 a.m.
the temperature was 37 degrees but winds had
increased to 12 mph resulting in a wind chill of 29
degrees. Skies were cloudy.

The Adminisirator reported there was no snow on
the ground.
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Staff A reported she went with the RN to pick up
Tenant #1 from the car dealership. Staff A stated
the person at the car dealership reported opening
the used car building at 7:30 a.m. and Tenant #1
came in shortly after that. Tenant #1 was dressed} .
In socks, shoes, pants, shirt, sweatshirt, hat, and
jacket. Staff A reporied Tenant #1's clothes were
clean, but Tenant #1 stated his/her feet hurt. The
staff at the car dealership had provided Tenant #1
with a snack.

An incident report dated 12-8-15 and completed
by the RN documented Tenant #1 had a body
temperafure of 97.1 degrees. There were no
documented injuries.

On 1-6-16 in interview the Administrator stated
Tenant #1 reported climbing a fence, sleeping in a
car, and having breakfast,

The Administrator stated on 1-5-16 the patio was
observed after Tenant #1 reported climbing a
fence. The internal investigation revealed no
evidence to suggest Tenant #1 exited the patio
and scaled the fence.

The Administrator revealed in a statement dated
12-8-15 and confirmed in interview on 1-5-16 the
internal investigation revealed the main door may
not have latched correctly If not given some force
to shut and therefore the alarm was not re-set.
As the Administrator was demonstrating the
operation of the main door, one occasion was
observed where the door did not latch.

Tenant #1 eloped from the Program on 12-8-15
Tenant #1 was last seen at 6:00 a.m. rounds and
was discovered missing at approximately 7:30
a.m. The police department was notified at
DIVISION OF HEALTH FACILITIES - STATE OF IOWA
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approximately 8:05 a.m. and at that time the
Program given information by the police
dispatcher that a nearby car dealership reported
a person on the premises. That person was
Tenant #1. Tenant #1 was returned to the
Program with a body temperature of 97.1
degrees. An internal investigation revealed the
main enirance door did not always latch securely
if not given force to shut. When not secure, the
aftarm did not re-set.
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ADDD 481-57 Initizl Comments A 000
Assisted Living Programs are defined by the iype
of population served. The census numbers ware ;
provided by the Pragram at the time of the . :
on-site. F 000
Dementia-Specific Program by Dedication This plan of correction constitutes our
credible Allegation of Compliance. !
Number of tenants without cognitive disorder: § Proparation and or execution of this plan of -
Number of tenants with cognifive disorder: 16 cotrection does not constitute admission or i
Total Population of Program at time of on-site: 16 agreement by the provider of the conclusion
: set forth in the statement of deficiencies.
o The plan of correction is prepared and / or
TOTAL census of Assisted Living Program: 16 executed solely because it is required by the |
_ . N provision of the federal and state laws. i
The following regulatory insufficiencies were i
cited during the nvestigation of Incident #
568041
AQ37 481-69.22(2) Evaiuation of Tenant AD37

481-89.22(231C) Evaluation of tenant.

69.22(2) Evaluation within 30 days of
accupancy and with significant change, A
program shall evaluate each tenant ' s functional,
cognitive and health status within 30 days of
occupancy A prograrn shall also evaluate each

A 037

The facility does and will continue to epsure that
a resident or resident’s evaluation and service
plan are maintained according to regulations.

' tenant's functional, cognitive and health status as 1) Resident#1 evaluation was completed and

heeded with significant change, but not less than service plan has been update 4 :
annually, to determine the tenant’ s continued Res’.‘ieml# 2;" aﬁ’:mm ‘gafez)mplm f
eligibility for the program and to determine any SETVIGE pian fas been Mpca i
changes io services needed. The evaluation shall ; j
be conductad by a health care professional ot ! 2) On1/11/2016 Program Director was re-
human service professional. A licensed practical | educated on the regulations perfainingto |
nurse may complete the evaluation via nurse % oecupancy, admissions, service plan, and |
delegation when the fenant has not exhibiied a ! evaluation policies and procedures, !
significant change.
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This REQUIREMENT s not et as evidenced

by:

Based on record review, evaluations of function,

cognition and heatth were not completed with

significant changes of condition.

The assessment check list was reviewed
1. Tenant #1, a 97 year-oid, was admitfed on with the Program Director to ensure
7-24~15 and had diagnoses of: worsening evaluations are completed timely and to

memaory, kidnay disease, hypertension, anxiety, ensure all significant changes are entered
timely with updated service plans as needed. :

and gout, On 11-13-15, Tenant #1 was staged at N

four on the Global Deterioration Scale (GDS), . . o ,

which indicated moderate cognitive decline. * Residents residing in the community will
have their services plans reviewed.

A physician report dated 8-22-15, documeniad ;

Tenant #1 was mildly frall with gait instability. 1t 3) The Administrator will conduct periodic

. was advised Tenant #1 should use a walker, reviews with the Program Director o ensure |

. compliance of the regulations.

A behavior note dated 10-23+15, documented

Tenant #1 displayed anxiely and aggression = ® . #) Responsible Person: Director of Nursing,

because of the community dog. Tenant #1 Alleged Date of Compliance: 2/08/2016

threatened to kill the dog and screamed at other ' § :

tenants The physiclan was contacted and a new

medication (Buspar) was ordered. ‘

i

Staif A, universal worker (UW), was interviewed .
or 1-6-16,-and stated Tenant #1 did nat iike the
deg and threatened to kill the dog at Ieast opce .
daily. When Tenant #1 was agitated, Tenant #1
would chase after the dog and fry to kick the dog. i

A behavior note dated 11-17-15, and an incident
repori dated 11-16-15, documented Tenani #1
was observed completely naked, sitting on the
bed with another tenant in attendancs. The
behavior note documented Tenant #1 was very
- | agitated and became aggressive with staff. Ina
written statament dated 11-17-15, StaffD, -
Universal Worker, doscumenied Tenant #1 stated
"Why can't two adults be left alone to screw?" -
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The incident report dated 11-16 and the behavior
note dated 11-17-15 documented the family was
notifizd following the incidant. The Program
provided documentation of an undated sexual
behaviors and intimacy worksheet which revesled
the Program had consulted with the family to
devslop interventions for future behavior.

The Program instituted 15 mintite checks for
three days.

The ¢linical record confained no documentation
prior to this entry related to a possibla relationship
between Tenant #1 and any other tenant.

Tenant #1 elaped from the Program on 12-8-15.
Tenant#1 was last seen at 6:00 a.m. rounds and
wag discovered missing at approximately 7:30
a.m. The police departmegpt was notifled at
approximately 8:05 a.m. and at that time the — i
Program given information by the police Rl |
dispatcher that a nearby car dealership reporied
a person on the premises. That person was
Tenant #1. Tenant #1 was returned to the
Program with a body temperature of 97.1
degrees. An internal investigation revealed the
main entrance door did not always latch sdourely
if not given foree to shut. When not secure, the
alarm did not re-sat.

Tenani #1 exnhibited sevara! behaviors that were
previously undocumented including sexual
behavior and slopement. Inferventions were |
instituied. Evaluations of function, cognition, and
health were not completed following the
elopement.

2. Tenant #2, an 82 year-old, was admitted on
7-14-15 and had diagnoses of: senlle dementia,
coronary atherosclarosis, and esophageal reflux.
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On 8-14-15 Tenant #2 was siaged at four on the
GDS, which.indicated moderate cognitive dscline.

A behavior note dafed 11-19-15 and an incident
repott dated 11-18-15 documented Tenant #2
was observed sitting on the bed with another
tenant who was naked.

Staff D, UW, was interviewed on 1-5-16 and
stated she was present at the time of the incident,
Staff D stated Tenant #2 seemed confused and
kept calling the other tenant by the name of
Tenant #2's deceasad spouse,

Staff E, UW who was also present at the fime of
the incident, was interviewad on 1-5-18 stated
Tenant #2 thought the othar tenant was taking
him/her "somewhere."

According to the behaviar note of 11-19-15, the
family was notified following the incident. The
Prograrn provided decumentation of an undated
sexual behaviors and intimacy workshest which
revesled the Program had consulted with the
tamily to develop interventions for future
behavior.

The Prograrm instituted 15 minute checks for
three days.

The clinical recard contained no further
documentation of any other instances of Intimate
contact with another tenant. .
Evaluations of Tenant #2's mentat health and
cognitive stafus was not completed with a change
in behavior which resulted in the Pragram
instituting interventions. :
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A 083 481-69.26(1) Sarvica Plans AD83
481-69.26(231C) Service plans,
B8.26(1) A service plan shall be developed
for each tenant based on the svaluations J
conducted In accordance with subrules 69.22(1) A 083 - 1
ahd 69.22(2) and shall be designed to meet the ?
specific service needs of the individual tenant. The facility does and will continue to ensure that |
The service plan shall subsequently be updated - aresident or resident’s service plan and ;
al least annually and whenever changes are : evaluation are maintained according to ‘
neseded. regulations, |

1) Res.ident #1 service plan has been update
Resident #2 service plan has been updated.

This REQUIREMENT is not met as evidenced '

by: 2} On 1/11/2016 Program Dj "
. . TO Directs

Based on tenant file review, sarvice plans were educated on the xegmaﬁm]f:;emaiigo 5

not based on evaluations and were not updated oceupancy, admissions, serviee plan, and

with changes of condition to mest the specific evaluation policies and procedures.

service neads of individual tenants. . :
The assessment check list was reviewed

t 1. Tenant #1, a 97 year-oid, was admitted on with the Program Director to ensure :
7-24-15 and had diagnoses of: worsening evaluations are completed timely and to
memory, kidney disease, hypertension, anxiety, casure all significant changes arc entored
and gout. On 11-13-15 Tenant #1 was staged at timely with updated service plans as needed. |

four on the GDS,which indicated moderate

cognitive decline. Residents residing in the community will

have their services plans reviewed.

A physician report dated 6-22~15 documented
Tenant#1 was mildly frail with gait instability. It 3) The Administrator will conduct periodic
was advised Tenant #1 should use a walker. reviews with the Program Director to ensure
B compliance of the regulations.

A behavior nole dated 10-23-15 doctimentead . i
Tenant #1 displayed amdety and aggression ) 4)  Responsible Person: Director of Nursing, 5
because of the community dog. Tenant #1 Alleged Dats of Compliance:02/08/2016 '
threatened io kili the dog and screamed at other
tenants. The physician was coniaclted and a new
medication (Buspar) was ordered.

£
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Staff A, UW, was interviewed on 1-6-15 and
stated Tenant #1 did not fike the dog and
threatened fo kill the dog at least once daily, -
When Tenant #1 was agitated, Tenant #1 would
chase afier the dog and try 1o kick the dog. .

Abehavior note dated 11-17-15 and an incident . ,
repart dated 11-16-15 decumented Tenant #1
was cbserved completsly naked, sitting on the -
bed with another tenant in attendance. The
behavior note documented Tenant #1 was very
agitated and became aggressive with staff. Ina
written statement dated 11-17-15, Staff D, ~ . o
Universal Worker, documented Tenant #1 stated
"Why can't two aduits be leff alone to screw?”

The incident report dated 11-16 and the behavior
note dated 11-17-15 documented the family was
notified following the incident. The Program
provided documentation of an undated sexual
behaviors and intimacy worksheet which revealed
the Program had consutted with the family to
develop interventions for fulure behavior.

The Program instituted 15 minute checks for L
three days

The clinical record contained no documentation
. prior to this eniry related to a possible relationship
between Tenant #1 and any other tenant.

Tenant #1 eloped from the Program on 12-8-15.
Tenant#1 was Jast seen at 6:00 a.m. rounds and
was discoverad missing at approximately 7:30
a.m. The police depariment was notified at
approximately 8:05 a.m. and at thai fime the
Prograrn given information by the police
dispaicher that a nearby car dealership reporied
a person on the premises. Thai person was
Tenant#1. Tenant#1 was returned to the
DIVISION OF HEALTH FACILITIES - BTATE OF [OWA
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Program with a body temperature of 97.1
degrees. An internal investigation revealed the
main entrance door did not always [atch securaly
if nat given force to shut, YWhen not secure, the
alarm did not re-set. -

The service plan with a signature date of 7-23-15, B}
was not updated fo include inferventions related
to identified aggression with the corimunity dog,
and was not updated in a imely manner to give
staff direction when Tenant #1 exhibited sexual
behavior. The service plan did not meet the
needs of Tenant #1. R

2. Tenant#1's service plan was updated on
12-12-15, with interventions for sexual and
exit-seeking behavior. Evaluations were not
completed at that time. The service plan dated
12-12-15, was updated with major changes and
was not based on evaluations.

3. Tenant #2, an 82 year-old, was admitted on
7-14-18 and had diagnoses of: senile dementia,
coronary atherosclerosis, and esophageal refiux,
On 8-14-18 Tenait #2 was staged at four on the
GDS, which indicated moderate cognitive decline.

Abehavior note dated 11~19-15 and an incident
report dated 11-16-15 documented Tenant #2 .
was observed sitting on the bed with another
fenant who was naked,

Staff D, UV, was interviewed on 1-5-16 and )
stated she was present at the time of the incident. .
Staff D stated Tenant #2 seemed confused and
' kept calling the other tenant by the name of
Tenant #2's deceased spouse.

Staff E, UW who was also present at the time of
the incident, was inferviewed on 1-8-16 stated ~ i
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Tenant #2 thought the other tenant was faking
him/her "somewhere.”

According to the behavior note of 11-19-15, the
family was notified following the incident. The
Program pravided documentation of an undated
sexual behaviors and infimacy worksheet which
revealed the Program had consulted with the
family to develop interventions for future
behavior.

The Program instituted 15 minute checks for
three days.

The clinical record contained no further
documentation of any other instances of mtlmate
contact with another tenant.

The clinical record contained a service plan with
updates made on 10-12-15. The semvice plan did
not identify Tenant #2's interest in another tenant
as spouse, and was not updated to give staff
direction when Tenant #2 exhibited sexual
behavior. The service plan was not updated with
changes and did not meet the needs of Tenant
#2,

481-69.27(3) Nurse Review

481-69.27{231C) Nurse review. If a tenant does
not receive personal or health-related care, but
an observed significant changs in the tenant* s
condition occurs, a hurse review shall be
conducted. If a tenant receives personal or
health-related cars, the program shall provide f6F
a registered nurse or a licensed pracﬁcal nurse
via nurse delegation:

$8.27(3) To assess and document the heaith

AQ83

AQO6

status of each tenant, to make recommendaﬂons

A 09

The facility does and will continue to snsure that
a tesident or resident’s receives a nurss review
every 90 days or as needed with & significant
change according to regulations.

1)} Resident#1 anurse review has been
completed
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and referrals as appropriate, and to monitor
progress relating to previous recommendations at
least every 90 days and whenever there are R
changes in the tenant ' s health status 2) On 1/11/2016 Program Director was re-
: educated on the regulations pertaining to i
This REQUIREMENT is not met as evidenced .- nurse reviews, updating service plans, and -
by: evaluation policies and procedures. :
Based on tenant file review, nurse raviews were . :
L : o t check list was reviewed
not completed with a change of condition to g;atzf;if;; Dirocior to snstro mafse
assess and document heafth status and manitor reviews and evaluations are completed
progress reiated fo previous recommendations. timely and fo ensure all significant changos
are eptered timely with updated service ]
1. Tenant#1, a 97 year—old, was admit‘geﬁ on plans as needed.
| 7-24-18 and had diagnoses of. worsening-
memory, Kidney disease, hypertension, andety, Residents residing in the community will s
and gout. On 11-13-15 Tenant #1 was staged at have their nurse reviews completed every 90 -
! four on the GDS, which indicated moderate days or as needed with a significant change.

cognitive decline.

e | dministrator will conduet periodic
A physician report daied 8-22-15 documented 3) The Administrator A :
o s 53 reviews with the Program Director to ensure :
Tenant #1 was muldly frail with gail instability 1 compliance of the regulations. :

was advised Tenant #1 should use a walker.
Abehavior note dated 10-23-15 documented o Iﬁfg;ﬁ; 1Dbg§ 2? gﬁ;n’;ﬁ;ﬁ‘;’: 32,%‘;53‘55 6
Tenant #1 displayed anxiety and aggression -
because of the community dog. Tenani #1
threatened to kil the dog and screamed af other
tenants, The physician was contacted and a hew
medication (Buspar) was ordered.

Abehavior note dated 11-17-15 and an incident
report dated 11-16-15 documented Tenant #1 _
was observed completely naked, sitting on the
bed with anather tenant in attendance. The
hehavior note documented Tenant #1 was very
agitated and bacame aggressive with staif, 15 .
minute checks were begun, and families were
notified.

The clinical record contained no documentation

DIVISION OF HEALTH FACILITIES - STATE OF IOWA
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prior to this entry related o a possible relationship
betwsen Tenant #1 and any other tenant.

Anurse review was not completed following
aggressive behavior to assess and document the
heszlth status of Tenant #1 and to monitor
progress related to previous recommendations.

2. An incident raport dated 1-3-18 documented
Tenant #1 became agitated, hit hand on the wall
and received a bruise to the fifth finger. Tenant
#1 then sat on the floor hitting arms on tha floor
resutting 11 a skin tear {o the lefi elbow.

Anurse review was not completed to assess and
document the siatus of Tenant #1's injuries fo the
hand and elbow.

A 154 481-69.35(1)b Struciural Requiremenis A154
481-69.35(231C) Structural requirements. . :
69.35(1) General reguirements. Al54 E
b. The buildings and grounds shall be ! :
well-maintained, clean, safe and sanitary. i The facility will maintain the structural .
requirements for the community in accordance .
with the regulations, f

This REQUIREMENT is not met as evidencad E ,
by: ; :

Based on inferview and observation, the exit door 1) All entrance and exit doors were inspecied !

i i A f joning. !
to the dementia program did not always secure or proper functioning %
upon closure. When not secured, the alarm ) 2)  The Adwinistrator contacted & review ofal] |
system did not function. the entrance and exit doors with the Facility

B Maintenance Director,
1. On 12-8-15, the Program appropriately

reporied to the Department Tenant #1 eloped ) Regess / Roger's Door Company was

from the dementia program. The Program notified to replace the door panic release bar
identified to the Depariment the front door did net on the front and patio door of the

latch during testing, and the alarm did not sound. community,

JMSION OF HeALTH FACILITIES - STATE OF IOWA
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Tenant #1, a 97 year-old, was admitted on
7-24-15 and had diagnoses of: worsening
memory, kidney disease, hypertansion, anxiely,
and gout. On 11-13-15 Tenant #1 was staged at
four on the GDS, which indicated moderate
_ cognitive decline. .
A physician report dated 6-22-15 dacumented :
Tenant #1 was mildly frall with gait instabifity. 1t 3) The Administrator will monitor for
was advised Tenant #1 should use a walker. completion. . i
, ¢  Program Director will review }
gtoag aB,m UW, reported Tenant #1 usually slept until 400t logs and periodic chooksto |
-TTh. ensure proper funciioning of :
doors.
A quarterly nurse review dated 10-26-15, ’ . " ] !
document)éd Tenant #1 had dementia and exit I‘?fj;ﬁegiig;?ted fo fnfomm :
. N n ifuy '
seeking Pehav:ors. Tenant #1 "has had attempts Administrator of any concetns
fo [eave. with door alarms and closure of
doors to ensure proper ‘
Staff A, Universal Worker (UW) was interviewed functioning,  ° ;
on 1-8-16 at 19 a.m. Staff A reported on ¢ Administrator / Facility Director |
12-8-15 she came to work and completed rounds will conduct periodic inspections
on all tenants at 8:55 a.m. Tenant#1 was in bed. | 1o ensure compliance. '
The night shift had reporied to Staff A that Terant f
#1 had been up all night trying to elope. The 4)  Responsible Persons: Program Director, :
Overnight Residertial Check sheet also Administrator, Facility Director ;
documented Tenant #1 was awake on checks Alleged Date of Compliance: As soon as %
.| between 10:00 p.m. on 12-7-15 and 4:00 a.m. on locks arrive, Feb 2016. f
12-8-15. Staff A also reported checking the doors
and the doors were locked.
Staff C, housekeeper, reporied she was cleaning
fhe main lobhy between 6 45 a.m. and 7:15 am.
and did not see Tenant #1 leave the building.
Staff A reported at approximately 7:30 a.m. she
went to give medications to Tenant #1. Tenani#1
was not in the apartment. Staff A checked with
Staff B, UW, and Staff C, housekeeper and
neither reported seeing Tenant #1. The building '
DIVISION OF HEALTH FAGILITIES - STAIE OF [OWA
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was searched.

Staif B, UW, stated no alarms went off.

Staff A reported the RN was notified at 7:44 am.
Staif Aand C proceeded to search ouiside the . . . .
"1 building.

The Administrator provided documentation dated
" | 12-8-15, which revealed she was notified abott,
7:50 a.m. on 12-8~15 Tenant #1 was missing. Al
8:05 a.m. the Administrator called police. As the
Administrator was notifying police, police received
a call from the nearby car dealership reporling a
person on the premiges. It was determined fo be
Tenant#1.

Accarding to the Administrator in an interview on
1-6-15, she stated there was a barbed wire fence
between the Program property and the car
dealership. She did state there was an opening
in the fencing near the dealership.

An online maps program was used to determine
the distance between the Program and the
dealership. Without the exact rouie known, it was
astirmatad Tenant #1 walked between 800 and
1400 feat.

The State Climatologist documented the weather
conditions at 6:00 a.m. on 12-8-15 at 35 degrees
with a south wind at five miles per hour {mph)
resuiting In @ wind ¢hill of 31 degrees. Skies
were cloudy with no precipitation. By 8:00 am.
the temperature was 37 degrees but winds had
incraased o 12 mph resulting in a wind chill of 28
degrees, Skies were cloudy.

The Administrator reported there was no snow on
the ground.
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Staff A reporied she went with the RN to pick up
Tenant #1 from the car dealership, Staff A stated ;
the person at the car dealership reported opening . :
the used car building at 7:30 a.m. and Tenant #1 i
came in shorily after that, Tenant #1 was dressed}. . ) . . :
In sacks, shoes, pants, shirt, sweatshirf, hat, and
jacket Staff A reporied Tepant #1's clothes were
clean, but Tenant #1 staited his/her faet hurt. The
staff at the car dealership had provided Tenant #1
with a gnack.

An incident report dated 12-8-15 and completed
by the RN documented Tehant #1 had a body
temperature of 97.1 degrees. There were no
documented injuries.

On 1-6-16 in interview the Administrator stated
Tenant #1 reported climbing a fencs, sleeping in a
car, and having breakfast.

The Adminjstrator stated on 1-5-18 the patio was
observed after Tenant #1 reported climbing a
fence. The internal investigation revealed no
evidence to suggest Tenant #1 exited the patio
and scaled the fence, “t :

The Administrator revealed in a statement dated
12-8-15 and confirmed in interview on 1-5-16 the
internal investigation revealed the main door may
not have latched correctly 1If not given some force
to shut and therefore the alarm was not re-set.
As the Administrator was demonstrating the
operation of the main door, one oceccasion was
observed where the door did not latch,

Tenani #1 eloped from the Program on 12-8-15
Tenant #1 was last seen at 600 a.m. rounds and
was discovered missing at approximately 7:30
a.m. The police depariment was notified at
SIVISION OF HEALTH FACILITIES - STAIE OF [OWA R
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approximately 8:05 a.m. and at that time the
Pragram given information by the police
dispatcher that a nearby car dealership reporiad
a person on the premises. That person was
Tenant#1. Tenant#1 was returned to the
Program with a body temperaiure of 97.1
degrees. An imtemal investigation revealed the
main enirance door did not always latch securely
if not given force to shut. When not secure, the
alartm did not re-set.
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