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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: 
0
Number of tenants with cognitive impairment: 16
Total census: 16

The following regulatory insufficiencies were 
cited during the investigation of Complaint 
#128765-C.

 

 A 635 481-69.32(2) Life Safety - Emergency Policies / 
Structure

69.32(2) An operating alarm system shall be 
connected to each exit door in a 
dementia-specific program. 

This REQUIREMENT  is not met as evidenced 
by:

 A 635

Based on observation and interview, the program 
failed to ensure an operating alarm system was 
connected to each exit door in the 
dementia-specific program with the potential to 
affect all 16 tenants with cognitive impairment 
residing at the program. Findings follow:

Observations throughout 8/25/25 to 8/26/25 
revealed the following exit doors had no 
operating alarm system:
*one exterior exit door on south end of the 
building, leading from the living room area to the 
courtyard
*one exterior exit door on south end of the 
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 A 635Continued From page 1 A 635

building, leading from the dining room area to the 
courtyard
*two interior exit doors on the north end of the 
building, leading from the hallway into separate 
exit/entrance vestibules
*one exterior exit door facing west (from the 
vestibule on NW side)
*one exterior exit door facing east (from the 
vestibule on NE side)

During an interview on 8/26/25 at 1pm, the 
Program Administrator stated he was unaware of 
the regulation regarding a required operating 
alarm system on exit doors. He confirmed the 
program had no operating alarm system in place 
for all exit doors but would work to correct the 
concern. 

On 8/26/25 at 2:30pm, the Program Administrator 
confirmed the above findings.

DIVISION OF HEALTH FACILITIES - STATE OF IOWA
If continuation sheet  2 of 26899STATE FORM PMC711


