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 A 000 Initial Comments  A 000

Assisted Living Programs for People with 

Dementia are defined by the population served.  

The census numbers were provided by the 

Program at the time of the on-site.

Number of tenants without cognitive impairment:

19

Number of tenants with cognitive impairment:

5

Total census: 24

The following regulatory insufficiencies were cited 

during the investigation of Complaint #112669-C 

and the recertification visit conducted to 

determine compliance with certification of an 

Assisted Living Program for People with 

Dementia.

 A 160 481-67.3(2) Tenant Rights

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:

 A 160

Based on interview and record review the 

Program failed to provide adequate and 

appropriate care, treatment, and services. This 

pertained to 1 of 2 tenants reviewed (Tenant #1).  

Finding follows:  
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 A 160Continued From page 1 A 160

Record review on 5/8/23 revealed an incident 

report (IR) dated 5/2/23.  According to the IR on 

5/2/23 at approximately 4:30 p.m. Staff took 

Tenant #1 to her apartment, locked her door and 

wrapped a bungee cord around the door knob 

and a railing next to her apartment door.  Tenant 

#1 tested positive for COVID-19 earlier during the 

2:00 p.m. to 10:00 p.m. shift. Tenant #1 had a 

GDS score of five and a history of wandering.

When interviewed on 5/8/23 at 3:47 p.m. Staff D 

said she arrived at approximately 10:00 p.m. and 

during rounds with the 2:00 p.m. - 10:00 p.m. 

staff she discovered a bungee cord on Tenant 

#1's door and adjacent railing. Staff D said she 

texted the Regional Care Specialist, completed 

an incident report, took pictures of the bungee 

cord and documented in staff communication. 

The Clinical Services Manager was notified at 

7:16 a.m. on 5/3/23.  The program initiated an 

Investigation and staff who used the bungee cord 

were contacted for statements.  The Nurse 

completed a head to toe assessment of Tenant 

#1 with no injuries noted.  The Program contacted 

Tenant #1's power of attorney (POA) via text 

message (her preference).  The Program notified 

Sargent Bluffs police department and an officer 

reported nothing criminal occurred at this point.  

Record review on 5/9/23 revealed the Clinical 

Service Manager told staff to do what they could 

to keep Tenant #1 in her apartment.  The Clinical 

Service Manager was unavailable for interview.  

Her statement at the time of the incident 

confirmed that direction to staff.  

When interviewed on 5/9/23 at 11:35 a.m. Staff C 

said two senior staff utilized a bungee cord to 

prevent Tenant #1 from leaving her apartment.  
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 A 160Continued From page 2 A 160

According to Staff C the two senior staff placed 

and/or adjusted the cord to ensure Tenant #1 

could not leave her room.  

During the exit on 5/10/23 at 11:00 a.m. the 

Regional Executive Director confirmed the staff 

should not have utilized the bungee cord and she 

initiated retraining for staff regarding possible 

abuse by using the cord.

 A 345 481-67.9(4)b Staffing

67.9(4) Nurse delegation procedures. The 

program's registered nurse shall ensure certified 

and noncertified staff are competent to meet the 

individual needs of tenants. Nurse delegation 

shall, at a minimum, include the following:

b.  Within 30 days of beginning employment, all 

program staff shall receive training by the 

program's registered nurse(s).

This REQUIREMENT  is not met as evidenced 

by:

 A 345

Based on interview and record review the 

Program failed to consistently ensure staff were 

trained/delegated within 30 days of employment.  

This pertained to 2 of 4 staff (Staff C and D) and 

potentially affected 24 of 25 tenants (Tenants 

#1-#24).  Finding follows:  

Record review on 5/9/23 revealed the Program 

hired Staff C on 3/29/23 and Staff D on 1/2/23.  

The Program could not locate documentation that 

the delegating nurse had completed 

training/review/delegations.  

During the exit on 5/10/23 at 11:00 a.m. the 

Regional Executive Director confirmed the 
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 A 345Continued From page 3 A 345

Program could not locate the documentation of 

Staff C and D's delegations.

 A 400 481-67.19(3) Record Checks

67.19(3) Requirements for employer prior to 

employing an individual. Prior to employment of a 

person in a program, the program shall request 

that the department of public safety perform a 

criminal history check and the department of 

human services perform child and dependent 

adult abuse record checks of the person in this 

state.

This REQUIREMENT  is not met as evidenced 

by:

 A 400

Based on interview and record review the 

Program failed to consistently perform 

evaluations of criminal history prior to 

employment.  This pertained to 2 of 4 staff (Staff 

A and B) and potentially affected 24 of 24 tenants 

(Tenants #1-#24).  Finding follows:  

Based on record review on 5/9/23 the Program 

hired Staff A on 4/18/22 and Staff B on 9/9/22.  

Further review revealed the Program completed 

Staff A's SING (Single contact license and 

background check) on 4/21/22 and Staff B's on 

8/30/22, the SING directed the Program to 

conduct further research for both staff.  Further 

review revealed Staff B's evaluation dated 

9/12/22.  

When interviewed on 5/9/23 at 1:00 p.m. the 

Regional Executive Director confirmed the 

Program failed to complete the required 

evaluation prior to employment of Staff A and B.
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