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May 31, 2016

Mr. Paul Johnson, Administrator
Rose of East Des Moines

1331 Idaho Street

Des Moines, IA 50316

RE: Final Complaint/Incident Investigation Report — Rose of East Des Moines, Des
Moines, IA

Dear Mr. Johnson:

Enclosed is the Final Complaint/Incident Investigation Report from the on-site monitoring visit
of May 25, 2016, completed by the Department of Inspections and Appeals (“DIA”) in accordance
with lowa Code chapter 231C and Iowa Administrative Code (“TAC”) chapters 481—67 and 481—
69.

1. Allegation — Tenant Rights — It was alleged a tenant was confined to the apartment.

Findings — Not Substantiated

Comments: Based on observations, staff and tenant interviews, a review of three tenant files, incident
reports, and program policies, the following was found: Tenants were observed to come and go
freely from the apartments. Common areas of the building were open to the tenants. The dining
room had hours reserved for staff to prepare for and clean up after meals. Staff was observed
interacting appropriately with tenants. While onsite, concerns were raised about the availability of
food. No issues were identified upon further investigation. There were no reports any tenants were
missing any items.

No Regulatory Insufficiencies were identified.

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



If you have any questions regarding 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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General Population Program
Number of tenants without cognitive disorder: 57
Number of tenants with cognitive disorder: 1
Total Population of Program at time of on-site: 58
TOTAL census of Assisted Living Program: 58
No regulatory insufficiencies were cited during
the investigation of Complaint # 59496-C.
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