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DEMAND LETTER
Complaint Intake #: 58763-1
March 31, 2016
Ms. Lori Garrard, Director
Vriendschap Village
204 Fifield Road
Pella, 1A 50219

RE: 1. NOTICE OF IMPOSITION OF CIVIL PENALTY - FINAL
COMPLAINT/INCIDENT INVESTIGATION REPORT - VRIENDSCHAP
VILLAGE

II. Reduction of Civil Penalty
III. Informal Conference
IV. Conclusion

Dear Ms. Garrard:

I. Final Complaint/Incident Investigation Report — Vriendschap Village, Pella, IA

Enclosed is the Final Complaint/Incident Investigation Report (“Report”) issued 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
March 21, 2016. The Report notes Regulatory Insufficiency in the area(s) of: Tenant Rights.

Vriendschap Village (“Program™) is being assessed a $2,500 civil penalty pursuant to lowa Code
section 231C.14(1)(a) and 481 TAC 67.17(1)(a).

Pursuant to Jowa 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:

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.

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 $2,500 civil penalty is based upon noncompliance resulting in imminent
danger or substantial probability of resultant death or physical harm. As the enclosed Report details,
the Program failed to provide appropriate care to a tenant resulting in an injury.

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 youdo
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 Boccella and remit the civil penalty assessed by check or money
order to the State of Iowa in the amount of one thousand six hundred twenty five dollars ($1.625)

within 30 days after the notice or service of this demand letter.




11I. 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.

IV. Conclusion

The Program is being assessed a $2.500 civil penalty pursuant to lowa Code section 231C.14(1)(a)
and 481 IAC 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,
Ui Fribery

Jim Friberg, Bureau Chief
Adult Services Bureau

Enclosure

cc: Jean Herrity, Legal Assistant
Disability Rights lowa
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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,

General Population Program

Number of tenants without cognitive disorder: 26
Number of tenants with cognitive disorder: 5
Total Population of Program at time of on-site:

31

Dementia-Specific Program by Dedication

Number of tenants without cognitive disorder; 0
Number of tenants with cognitive disorder: 7
Total Population of Program at time of on-site: 7

TOTAL census of Assisted Living Program: 38

The following regulatory insufficiencies were
cited during the investigation of Incident 58763-1:

A 013 481-67.3(2) Tenant Rights A0D13

481-67.3 Tenant rights. All tenants have the
following rights:

67.3(2) To receive care, treatment and
services which are adequate and appropriate.

This REQUIREMENT is not met as evidenced
by:

Based on interviews and review of tenant
documents, the Program did not ensure a tenant
received services as direcied by the service
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A 013| Continued From page 1 AD13

plan. Atenant did not receive care, treatment
and services which were adequate and
appropriate.

Tenant #1, a 95 year old, was admitted on
2/19/07, and had diagnoses of: idiopathic
peripheral neuropathy, diabetes, constipation,
Depressive Disorder and hypothyroidism. The
tenant did not have a Global Deterioration Scale
(GDS) score and resided on the general
population unit.

1. An Incident Report (IR) dated 2-26-16, stated
Staff A was helping Tenant #1 to bed at 9:30 pm
and as Staff A stood by the side of Tenant #1,
Tenant #1 started to lose balance and asked for
help. Before Staff A could get to Tenant #1, the
tenant fell and scraped her/his back on a bench
next to the bed. Staff A called for help. The
on-call RN was notified of the fali. A notation by
the Program Director on the IR said Tenant #1
had a negotiated risk statement, was receiving
physical therapy and staff should use a gait belt
with transfers.

According to Nurse Review completed on
Monday, 2-29-16, Tenant #1 fell/sat when
ambulating to bed. The Tenant lost balance and
fell backward scraping right lower back on a
bench. The scratch measured "7 (centimeters)
cm by .02 cm with 0 depth with a bruise below it
approximately 3 cm diameter.” Tenant #1 was
assisted up and to bed after the area was
cleansed and Band-Aid applied. On Saturday
2/27/18, Tenant #1 was having back pain and
was taken to the Emergency Room (ER) by
family and returned to the Program. Tenant #1
sustained a compression fracture of L1 and L2
and was directed to take hydrocodone as

L
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ordered. On 2-29-18, three days after the fall,
Tenant #1 rated the pain as a five when up and
zero when seated. Tenant #1 had only taken one
hydrocodone, felt Tylenol was working well. A
Health Status note dated 3-1-16, noted Tenant #1
would require an one person assist and use of
gait belt for all transfers including in Tenant #1's
apariment. Physical Therapy would continue to
work with Tenant #1. Safety checks to be
completed every two hours.

Tenant #1's service ptan dated 2-11-18 included
the following; Tenant #1 had potential for falls.
Required observation from staff for safety needs,
date initiated 5-14-15. The Interventions section
of the plan directed staff to observe Tenant #1's
environment for faii risk. The service plan also
directed staff to, "PROVIDE 1 PERSON ASSIST
WITH TRANSFERS AND USE COF GAIT BELT,"
dated initiated 5-14-15.

A negotiated risk statement dated 4-4-14 stated
Tenant #1 was at risk for sustaining injury up to
and including death. Possible interventions said,
staff assistance of one with all transfers and
ambulation.

When interviewed on 3-21-16, Staff A, Band C
stated they have access to tenants’ service
ptans, but depend on task sheets to
communicate what assistance each tenant may
need. All three staff said they were not aware
Tenant #1 required a one person assist with a
gait belt until after the incident occurred. Staff A
said she began employment on 2-8-16 and was
not aware she needed to use a gait belt and had
never used a gait belt when providing services to
Tenant #1. According to Staff B she had worked
at the Program since 2-10-16 and had not used a
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gait belt with Tenant #1 and was not aware she
needed to until afier the incident.

Tenant #1's task sheet for February did not
include a notation or direction to staff to provide
Tenant #1 a one person assist with a gait belt.

When interviewed on 3-21-16, the Executive
Director confirmed Tenant #1's service plan
Included direction to staff to ufilize a one person
assist using a gait belt but that information was
not noted on the February task sheet for Tenant
#1. It was her understanding that staff
acknowledged required services for tenants by
signing off on the task sheets.

Tenant #1 sustained an injury (compression
fracture of L1 and L2) as a resuit of the
Program's lack of ability to provide care,
treatment and services which were adequate and
appropriate.
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A oc+) 481.-67 hiliai Comments AQ00

Assisted Living Programs are defined by the typ
of population served. The census numbers we
provided by the Program at the time of the
oh-site.

General Poputation Program
Number of tenants without cognitive disorder: 26
Numberoftenants with cognitive disorder: 5

Total Population of Program at fime of on-site:
31

Dementia-Specific Program by Dedication
Number of tenants without cognitive disorder: O
Number of tenants with cognitive disorder: 7
Total Population of Program at time of on-site: 7
TOTAL census of Assisted Living Program: 38

The following regulatory nsufficiencies were
cited during the investigation of Incident 58763-1:

AD13 AD13
AD

—

$ 481-67.3(2) Tenant Rights

1t is the policy of and Vriendschap Viliage
will ensure that all tenants have the right
to receive care, treatment, and services
which are adequate and appropriate.

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

Based on interviews and review of tenant
daocuments, the ng%aln did not ensure a tenant
received services as directed by the service
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plan. A tenant did not receive care, treatment dated and includes th

and services which were adequate and updated and Includes the use of

appropriate. gait

el with transfers. An inservice

Tenant #1, a 95 year old, was admitted on
2/19/07, and had diagnoses of: kiopathic
peripheral neuropathy, diabetes, constipation,
Depressive Disorder and hypothyroidism. The
tenant did not have a Global Deterioration Scale
(GDS) score and resided on the genersi
population unit.

as

presented to all direct care
nursing staff on 2/29/16
regarding proper nurse
otification, the Incident
Reporting Policy, and weekend
ER visits. All direct care staff
ill be trained on the proper
use of gait belts by 4/15/16.
he Emergency Room
physician recommended a
ollow up

1. An Incident Report (IR) dated 2-26-16, stated
Siaff A was helping Tenant #1 to bed at .30 pm
and as Staff A stood by the side of Tenant #1,
Tenant #1 started to kse balance and asked for
help. Before Staff A couid get to Tenant #1, the
tenant fell and scraped herthis back on a bench
nextto the bed. Siaff A called for help. The

on-call RN was notified of the fall. A notation by ppointment with Resident #1’s
the Program Director on the IR said Tenant #1 primary
had a negofiated risk siatement; was receiving are physician , however

physical therapy and stafi should use a gait belt

) Resident #1
with transfers.

refused this appoiniment.
Update service plans are placed
in the 24 hour report book with
hanges highlighted. Nursing
aff will review the most

ecent 24 hour nursing report

t the start of their shift and
ign the report as
cknowledgement of having
ompleted their review. The
Program Director or designee
ill review 24 hour reports
ithin one business day to

Agcording to Nurse Review completed on
Monday, 2-29-16, Tenant#1 fel/'satwhen
ambulating to bed. The Tenant lost balance and
fell backward scraping right lower backon a
bench. The scraich measured"7 {centimeters)
cm by .02 cmwith O depth with a bruise below it
approximately 3 cmdiameter.” Tenant#1 was
assisted up and to bed after the area was
cleansed and Band-Aid applied. On Saturday
2/27/16, Tenant #1 was having hack painand
was taken to the Emergency Room {(ER} by
family and returned to the Program. Tenant #1
sustained a compression fracture of L 1and L2
andwas directed totake hydrocodone as
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ordered. On 2-28-16, three days after the fall, . N .
Tenani #1 rated the pain as a five when up and Nursing staff w'l! contact the I}emdent
zero when seated. Tenant #1 had only taken one re/Program Director or designee for any
hydrecodone, felt Tylenol was workingwell. A uestions or clarifications based on their
Heallt(!; StatEJS note dated 3-1-1 B, ntutedd'fenanng#‘l review of each report
would reguire an one person assist and use : : : :
gait belt for zll transfers including in Tenant #1's ny concerns regardertg trends. tdennﬁed.m
apartment. Physical Therapy would continue to he 24 hour reports will be reviewed during
work with Tenant #1. Safety checks to be he communities monthly Quality
completed every two hours. sessment and Performance
T + 1 . o dated 2-11-16 ncluded Improvement Meeting. This committee is
enarr 's service plan da -11-16 nclude: . " .
the following; Tenant #1 had potential for falls. comprised of the Executive D II‘EfItOI‘,
Required abservation from staff for safety needs, Program Director, Community Life
date iniiated 5-14-15. The Interventions section Director, and Maintenance Director.
of the plan directed staff to observe Tenant #1's Date certain for this plan of correctior is
environment for fall risk. The service plan also 04-15-2016.
directed staff to, "PROVIDE 1 PERSON ASSIST
WITH TRANSFERS AND USE OF GAIT BELT,”
dated iniflated 5-14-135.
A negotiated risk statement dated 4-4-14 stated
Tenant #1 was at risk for sustaining injury up to
and including death. Possible interventions said,
staff assistance of one with all transfers and
ambulation.
When interviewed on 3-21-16, Staff A, Band C
stated they have access to tehants’ service
plans, but depend on task shesis to
communicate what assistance each tenant may
need. Allthree staff said they were not aware
Tenant #1 required a one person assist with a
gait belt uniil after the incident occurred. Staff A
said she began employment on 2-8-16 and was
not aware she needed to use a gait belt and had
never used a gait belt wheri providing services o
Tenant#1. According to Staff Bshe had worked
atthe Program since 2-10-16 and had not used a
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gait belt with Tenant #1 and was not aware she
needed to until after the incident.

Tenant #1's task sheet for February did not
include a notation or direction to staff to provide
Tenant #1 a one person assist with a gait bek.

When nterviewed on 3-21-16, the Execuive
Director confirmed Tenant #1's service plan
included direction to staff to utilize a one person
assist using a gait belt but that nformation was 1
not noted on the February task sheet for Tenant i
#1. Lbwas her understanding that staff
acknowledged reguired services for tenants by
signing off on the task sheets. 1

Tenant #1 sustained an injury {compression
fracture of L1 and 12) as a result of the
Program's kack of abiliy to provide care,
treatment and services which were adequate and
appropriate. 1
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