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TERRY E. BRANSTAD RODNEY A. ROBERTS, DIRECTOR
GOVERNOR
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LT. GOVERNOR
Complaint/Incident Intake #:
56932-M
March 21, 2016

Ms. Susan Schmitt, Director of Health Services
Arbor Place

1140 K Avenue NW

Cedar Rapids, 1A 52405

RE: Final Recertification & Complaint/Incident Investigation Report, Arbor Place,
Cedar Rapids, [owa

Dear Ms. Schmitt:

Enclosed is the Final Recertification & Complaint/Incident Investigation Report
completed 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 1 - 7, 2016. The Report notes Regulatory
Insufficiencies in the area(s) of: Service Plans and Nurse Review.

Each Regulatory Insufficiency requires that the Program submit a written Plan of Correction

(POC).

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.

Rl

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.

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




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.

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. Please refer to rule 67.14 for more information.

If you have any questions in regard to the enclosed Report, please contact me at
515/281-7039 or Rose.Boccella@dia.iowa.gov

Sincerely,

Kose Boocelln

Rose Boceella

Program Coordinator
Adult Services Bureau

Enclosure
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AB1-67 Initial Comments

Assisted Living Programs are defined by the type
of population served. The census humbers were
provided by the Program at the time of the
on-site.

'Dementia-Specific Program by Dedication

Number of tenants without cognitive disorder: 12
Number of tenants with cognitive disorder; 12
Total Population of Program at time of on-site:
24

TOTAL census of Assisted Living Program: 24

A recertification visit and investigation of Incident
#56932-M were completed. There were no
regulatory insufficiencies identified related to
Incident #56932-M. The following regulatory
insufficiencies were cited during the recertification
visit conducted to determine compliance with
certification for an Assisted Living Program.

481-69.26(1) Service Plans

481-69.26(231C) Service plans.

69.286(1) A service plan shall be developed
for each tenant hased on the evaluations
conducted in accordance with subrules 69.22(1)
and 69.22(2) and shall be designed o 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
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by:

Based on review of tenant files the Program failed
to develop service plans for each tenant based on
the evaluations, that were designed to meet the
specific service needs of the individual tenant and
. - - | were updated at least annually and whenever e e Y :
changes were needed for four of five tenant files
reviewed (Tenants #1, #2, #4 and #5). Four
tenants did not have service plans that reflected
the service needs of the tenants.

{Recertification)

1. Tenant #1, an 80 year old, was admitted on
1-5-16 and diagnoses included:

gastroesophageal reflux disease {GERD),
anxiety, ostecarthritis, C2 fracture and mild
traumatic brain injury. Tenant #1 was staged a at .
+ | aiwo on the Global Deterioration Scale (GDS), 3
which indicated very mild cognitive decline.

According to a Fall Scene Investigation Report,
on 1-24-16 door alarms went off and Tenant #1
had gone out the door. Tenant #1 was on Tenant
#1's knees on the sidewalk outside the front door.
Tenant #1 had been waiting in the common area
for a ride to church. Afier the fall, Tenant #1
refused to come inside and left with Tenant #1's
friends. When Tenant #1 returned from church,
swelling on the left eyebrow with bruising was
noted and ice was applied. A nurse was notified.

According to Interdisciplinary Notes dated
1-25-16, a wandering maoniforing device had been
placed on Tenant #1's right wrist. According to
Interdisciplinary Notes dated 2-4-16, the
wandering monitoring device was moved to
Tenant #1's left ankle per Tenant #1's requesi.

The service plan did not reflect the wandering ?
DIVISION OF HEALTH FACILITIES - STATE OF JOWA
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monitoring device and that Tenant #1 had exited
the doors, which caused the door alarms io
sound. The service plan did not reflect the
service needs of Tenant #1.

8-6-12 and diagnoses inciuded: dementia,
hypertension (HTN), GERD, congestive heart
failure, sepsis pneumonia and hyponatremia.
Tenant #2 was staged at a 3.6 on the GDS, which
indicated mild cognitive decline:

According 1o Interdisciplinary Notes dated -
1-19-18 (late entry for 1-5-16) Tenant #2 started
on physical therapy (PT) services for Tenant #2's
complaints of hip pain. According to
Interdisciplinary Notes dated 2-4-18, PT would
discharge Tenant #2 from services and all goals
were met. ¥

According to Interdisciplinary Notes dated -
1-28-16, Tenant #2 complained of not feeling well
and could not urinate. Staff collecied a urine
sample and it was sent into the lab. According to
Interdisciplinary Notes dated 1-30-16, final urine
culture results were called to the advanced
registered nurse practitioner (ARNP) and the final
report indicated escherichia coli. An order was
received for Ceftriaxone 1 gram intramuscular at
that time and then repeat in 72 hours. According
to Interdisciplinary Notes dated 2-2-16, Tenant #2
was administered a Rocephin (Ceftriaxone)
injection into right hip.

The service plan did not reflect the initiation and
digcontinuation of PT services. The service plan
also did not reflect the urinary tract infection (UT1)
‘and treatment. The service plan did not reflect
the service needs of Tenant #2.

i
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.~ 2 _Tenant #2, an 80 yearold, was admitiedon _ .| .. . .

i
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3. Tenani #4, a 90 year old was admitted on

9-23-15 and diagnoses included: ype 2 diabetes
mellitus, UTI, hyponatremia, hyperglycemia,

chronic low back pain, compressicn fracture and
memory impairment. Tenant #4 was staged at a
-——— .| three on the Global Deterioration Scale (GDS), . .._._.. ... . __ _____ e o R P
which indicated mid cognitive decline.

According to Interdisciplinary Notes dated
9-27-15, an order was received for Imodium one
to two capsules by mouth as needed for diarrhea.
According to Interdisciplinary Notes dated 1-8-186,
staff reported Tenant #4 had a fall around 1:00
p.m. Staff found Tenant #4 on the bathroom
floor, the bathroom floor had loose bowel
movement (BM) on it. According 1o
Interdisciplinary Notes dated 1-21-16, Tenant #4
had a fall in the apartment. There was BM by the
toilet and trailing on the floor to the doorway b
where Tenant #4 was laying. According to
Interdisciplinary Notes dated 2-17-16, Tenant #4
had been having bouts of explosive BM, none
that day; however, Tenant #4 had an episode the
day prior.

According to interdisciplinary Notes dated
1-21-16, urine was collected and tested positive .
for nitrates and potential hydrogen was high. The
urine sample was sent into the lab for testing.
Tenant #4 had a history of UTls. According to
Interdisciplinary Notes dated 1-22-16, the ARNP
was made aware of the urinalysis results and an
order was received to start Cipro 250 milligram,
one tablet by mouth, twice daily for seven days.

The service plan did not reflect the episodes of
diarrhea or the history of UTls and treatment.

The service plan did not reflect the service needs ' -
of Tenant #4.

-
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4. Tenant #5, an 85 year old was admitted on
8-8-15 and diagnoses included: memory loss,
stroke, kidney problems, HTN and hernia. Tenant
#5 was staged at a five on the GDS, which
indicated moderately severe cognitive decline.
According to Interdiscipiinary Notes dated
2-16-18, Tenant #5 had two falls over the
weekend. The report from the fall on 2-14-16
indicated Tenant #5 fell in Tenant #5's apartment
while family was visiting and family reported to
staff. Tenant #5 was taken to the emergency
room. Tenant #5 had an elastic bandage on the
right wrist and five staples to the back top of the
head. Tenant#5 had a referral for PT. According
to Interdisciplinary Notes dated 2-18-15, a signed
order was received to start PT services

The service plan did not reflect the fallssand
initiation of PT services. The service plan did not
reflect the service needs of Tenant #5.

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
a registered nurse or a licensed practical nurse
via nurse delegation.

69.27(3) To assess and document the heaith
status of each tenant, to make recommendations
and referrals as appropriate, and to monitor
progress relating to previous recommendations at
least every 90 days and whenever there are
[ changes in the fenant ' s health status

| ¥
1
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This REQUIREMENT is not met as evidenced
by:

Based on review of tenant files the Program failed
to assess and document the health status of each
tenant, to make recommendations and referrals

- -| as appropriate, and to monitor progress relating (.- ... . . . ____ .| _ -
to previous recommendations at least every 90
days and whenever there were changes in the
tenants' heaith status for two of five tenant files
reviewed (Tenants #4 and #5). Two tenants did
not have nurse reviews completed as needed.

{Recertification)

1. Tenant #4, a 90 year old was admitied on
9-23-15 and diagnoses included: type 2 diabetes
meflitus, unnary tract infection (UT1),
hyponatremia, hyperglycemia, chronic low back
pain, compression fracture and memory #
impairment. Tenant #4 was staged at a three on
the Global Deterioration Scale {GDS), which
indicated mild cognitive decline.

According to Interdisciplinary Notes dated
1-21-18, urine was collected and tested positive
for nitrates and potentiat hydrogen was high. The
urine sample was sent into the lab for testing.
Tenant #4 had a history of UTls. According to
Interdisciplinary Notes dated 1-22-16, the
advance registered nurse practitioner was made
aware of the urinalysis results and an order was .
received to start Cipro 250 milligram, one tablet
by mouth, twice daily for seven days. A nurse
review was not completed following the
completion of the antibiotic to assess and
docurnent the health status of Tenant #4.

2. Tenant #5, an 85 year old, was admitted on
8-8-15 and diagnoses included: memory loss,
stroke, kidney problems, hypertension and »

DHVISION OF HEALTH FACILITIES - STATE OF IOWA

STATE FORM £a0g BRLD11 If continuation shest 6 of 7




PRINTED: 03/14/2016
FORM APPROVED

DEPARTMENT OF INSPECTIONS AND APPEALS

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED

C
S0065 B. WING 03/07/2016

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1140 K AVENUE NW
CEDAR RAPIDS, |A 52405

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY QR LSC IDENTIFYING INFCRMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

ARBOR PLACE

A 096 | Continued From page 6 A 096

hernia. Tenant #5 was staged at a five on the
GDS, which indicated moderately severe
cognitive decline. -

The service plan was updated on 1-2-16 to reflect
| staff assisted Tenant #5 with a grooming task and | . B
perineal hygiene. According to Interdisciplinary
Notes dated 1-8-16 (late entry for 1-2-18},
occupational therapy gave recommendations for
Tenant #5 to get assistance with a grooming task
and assistance with perineal hygiene. The
service plan had been updated to reflect the
recommendations. Although an Interdisciplinary
Note was completed regarding the changes, the
note was not completed by a nurse. Anurse
review was not completed as needed. The
service plan was updated on 2-11-16 to reflect
staff laid out clothing for Tenant #5 and Tenant #5
was independent with dressing, staff assisted as
needed. The service plan previously indicated
Tenant #5 was an assist of one with dressing.
Nurse reviews were not complefed as needed
with changes.

¥
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48167 Inittal Comments

Asglsted Living Programs are defined by the type
of populabon served. The census numbers were
provided by the Program at the time of the
on-gite.

"1 émentia-Specific Fragrar by Dedication

Nunbear of tenants without cognitive disorder: 12
Mumber of tenants with cognitive disorder: 12
Total Population of Program at time of on-site:

24

TOTAL census of Assisted Living Program; 24

A recertification visit and investigation of Incident
#56932-M were completed. There were no
ragulatory Insufficiencies identified related to
Incident #56932-M. The following regulatory
insufficiencias were cited during the recertiffcation
viglt conducied o determine gcompliance with
certification for an Assisted Living Program:

461-69.26(1) Bervice Plans

481-69.26(231C) Service plans.

89.26(1) A service plan shall be devaloped
for each tenant hased on the evaluations
copducted in aceardance with subrules 68.22(1)
and 69.22(2) and shall be desighed {o meet the
specific service heeds of the: individual tepant.
The service plan shall subseguently be updated
at least annually and whenaver changss are
naeded.

Thils REQUIREMENT 18 not met as evidenced

AGOD
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by:
Baged on review of tenant files the Program fallad
to develop service plans for each tenant based on
the evaluations, that wera designed o meet the
speciiic service needs of the individual tenant and
_ — - | wera updated at least aptwafly and whenever - - e
changes wera needed for four of five tanant files
teviewsd (Tenants #1, #2, #4 and #6). Four .
fenants did not have service plans that reflected Doc‘umentatmn an servlce_ plans for
the service naeds of the tenants. Residents#l, 2, 4, and 5 will be
correcied by April-7, 2016 by
(Recertification) theProgram Nurse.
:_5T$ 3 Z‘;?;&;%gféﬁ;ﬂgégﬁ admitied an Assisted Living resident service plans will 4{7 { e
gastrossophageal reflux disease (GERD), be audite.d and corrected by Apnll 7,
anxlety, osteoarthritis, G2 fracture and mild 2016, Assisted Living Manager will
traumnatic brain njury. Tenant#1 was staged a at review all service plans and changes in
* iht\{m dn the Global Deterioration Scais (GDS), trestment for every resident with the !
ich indicated very miid cogritive decline. Program Nurse an a weekly basis. The
According to a Fall Seene Investigation Report, Ass.isted Living Manager wd]_document
on 1-24-16 door alarms want off and Tenant #1 reviews and changes in service plans
had gone out the door. Tenant+#1 was on Tenant and a copy of the notes will be
§I£_1 's knees on the sidewalk cutside the front door. forwarded to the Health Services
fanant 1 had been walling n the comnon area Director, This will continue until May 31,
refused! to come inside and left with Tenant #1's 2016 after which time the Assisted
friends. When Tenant#1 retumed from church, Living Manager will review both
swelling an the leff eyebrow with bruising was randomly but at least three times every
noted and ice was appiied. A nurse was nofified. "1 90 days.
According to Interdisciplinary Notes dated
1-26-16, a wandering roniloring device had heen
placed on Tenant #1%s right wrist. According to -
Interdigciplinary Moleg dated 24-16, the:
wandering monitoring device was moved to
Tenant #1's left ankie per Tenant #1's request.
The serviea plan did not reflect the wandering ¥
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monitoring device and that Tenant #1 had exited
the doars, which caused the door alarms o
sound. The service plan did not reflect the
sarvice neseds of Tenant 1.

8-6-12 and diagnoses included: dementia,
hypertension (HTN), GERD, congestive heart
failure, sepgie preumonia and hypenatremia.
Tenaht #2 was staged at a 3.6 on the GDS, which
indicated mild cognitive dacling;

According to interdiscipiinary Notes dated
1-19-16 (late entry for 1-5-16) Tenant #2 stariad
an physical therapy (PT) services for Tenant #2's
complaints of hip pain, According to
Interdizclplinary Notes dated 2-4-18, PT would
discharge Tenani #2 from services and all goals
were met,

According o Interdisciplinary Notes dated -
1-28-18, Tanant #2 complained of not feeling wall
and could not winate, Sfaff collected a urine
sample and it was sent into the kab. According to
Interdisciptinary Notes dated 1-30-16, final utine
culture results were called to the advanced
reglstersd nurse practiioner (ARNP) and the flnal
raport Indicated escherdchia coli. An order was
received for Ceftriaxona 1 gram Inframuscular at
that time and then rapeat in 72 hours. According
to Interdizcipiinary Notes dated 2-2-16, Tenant#2
was administered a Rocephin (Ceflriaxone)
injection inte rght hip,

The service plan did not reflect the initiation and
discontinuation of PT services. The sefvice plan
also did not reflact the urinary tract infection (UTi)
‘and treatment. The service plan did not reflect
the service needs of Tenant #2,

L 2. Tenant #2, an.80 yeareld, was.admitied on . _[. .
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Confinued From page 3

3. Tenant #4, a 80 year old was admitted on
8-23-15 and diagnoses included: type 2 diabetes
meliitus, UT], hypanatremia, hyperglycemiz,
ahronic low back pain, compression fracture atid
memory impairment. Tehant#4 was slaged ata

three on ihe Global Deterioration Scale (GDS), - - -

which indicated mild cognitive deciine,

According to Interdisciplinary Notes dated
9-27-15, an order was recelved for imodium one
ke two capsules by mouth as needed for diarrhea,
According fo Interdisciplinary Notes dated 1-8-16,
staff reportad Tepant #4 had a fall around 1:00
p.m. Staff found Tenant #4 on the bathroom
floor, the bathreom floor had loose bowel
mevement (BM) on it. According to
Interdisciplinary Notes dated 1-21-16, Tenant #4
had a fall in the apartment. There was BM by the
tollet and trafling on the foor ta the doarway
where Tenant #4 was laying. According to
Interdisciplinary Notes datad 2-17-18, Tenant#4
had bean having bouts of explosive BM, none
that day; hawever, Tenant #4 had an episode the
day prior.

Accerding to interdisciplinary Notes dated
1-21-18, urine was collected and iested positive
for nitrates and potential hydrogen was high, The
urine sample was sent into the lab for testing.
Tenant #4 had a history of UTls  Aecording to
Interdiscipliinary Notes dated 1-22.16, the ARNP
wag made aware of the urinalysis results and an
order was received fo start Cipro 250 milllgram,
one fablet by mouth, twice daily for seven days.

The service plan did not reflect the episodas of
diarmea or the history of UT)s and treatment.
The servica plan did not reflect the service necds
of Tentant #4.
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’ 4. Tanant #5, an 85 year old was admitted on
8-8-15 and dingnoses included: mernary loss,
stroke, kidney problems, HTN and hernia. Tenant
#5 was staged af a five on the GDS, which
indicated modearaiely severs cognitive dealing.
1 Accarding to intardiaciplinary Notes dated : B - R
2-16~16, Tenant #5 had two falls ovar the
waekend. The report from the fal] on 2-14-16
indicated Tanant #3 fell ib Tenant #8's apartmant
while family was visiting and family reported to
staff. Tenant#5 was taken to the emergency
foom. Tenant#5 had an elastic bandage on the
right wrist and five staples to the back top of the }
head. Tenant #5 had a refarral for PT. According
to Interdisciplinary Notes dated 2-18-15, a signed
order was receivad to start PT services l'lh
The servica plan did not reflect the fallsgand The Assisted Li\rin_g Manager and / 16
inittation of PT services. The service plan did not Program Nurse will meet weekly to
reflect the service needs of Tenant #5. review each individua) assisted living
- resident’s condition. The Program Nursg
A 09} 481-69.27(3) Nurse Review A0DB will maka a list of all changes in
) medication and treatment each week
ig: ;ggjjfg;g& r?a‘l‘ﬁreh":;;“;;;? e’:’gf’é dglis and review it with the Assistad Living
. an observed significant change in the tanant ' s Managet to discuss and determine
! condition ocewrs, & nurse raview shall be whether a nurse review is warranted.
conducted. If a tenant receves personal or The Assisted Living Manager will aadit
health-related care, the program shall provide for each chart for completeness prior fo
a reQiStETEG nurse ar a licensad prﬂcﬁcﬂl nlrse annual ar Signiﬁcant change sarvice p[an
via nurae delegation, . . i .
89.27(3) To assess and document the health mee ting with spem_flc emrlxlt]:gsw on ndrse
status of each tenant, 1o make recommendations reviews. Nurse reviews will be .
and referrals as approgriate, and 1o monitor completed and documented by either |
progress reiating to previous recommendatons at the Program Nurse or the delegating RN |
least every 80 days and whenever there are depending on the specific B e
changes in the tenant ' s health siztus circurnstances.
¥
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Continued From page 5

Thig REQUIREMENT is not met as evidenced
by:

Based an raview of tenant filas the Program failed
to assess and doctiment the health status of each
tenant, to make recommendations and referrals

to pravious recommendations at laast every 80
days and whenevar there were changes in the
tenants' health status for two of five tenant files
roviewed {Tenants #4 and #5). Two tenants did
not have nurse reviews completed as needed.

{Recartification)

1. Tenant #4, a 90 year old was admitted on
9-23-15 and diagnoses incduded: type 2 diabetes
mellitus, unnary tract infection (UTI),
hyponatremia, hyperglycemia, chromg low back
pain, compression fracture and memory
impalrment.  Tenant #4 was staged at a three on
the Global Deterioration Seale (GDS), which
indicated mild cogniiive declina,

According to Inferdisciplinary Notes dafed
1-21-16, urlna was collected and tested positive
fat nitrates and potentlal hydrogen was high. The
uring sample was $ent into the [ab for testing.
Tenant #4 had a history of UTls. According to
Interdisciplinary Notes dated 1-22-16, the
advance registered nurse practitioner was made
aware of the urinalysis results and an order was
recaved to atant Cipro 250 miligram, aneg tablet
by mouth, twice daily for seven days. A nurse
review was not completed following the
complation of the antibiciic 1o assess and
document the health status of Tenant#4.

2. Tenant#5, an 85 year ald, was admitfed on
§-8-15 and diagheses included: memory loss,

stroke, kidney problams, hypertension and

AQ9B
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hemia. Tenant #5 was staged at a five on the
GDS, which Indicated moderately severa
cognlilve decline. .

The service plan was updated on 1-2-16 to reflect
staff assisted Tenant#5 with.a greoming task.and
perineal hygiene. According to Interdizeiplinary
Notes dated 1-8-16 (late antry for 1-2-16),
ocgupational therapy gave recemmendations for
Tenant #5 to get assistance with a grooming task
and assistance with perineal hyglene, The
service plan had been updated fo reflact the
recommendations. Altheugh an Interdisciplinary
Note was completed regarding the changes, the
note was not completed by a nurse. A nurse
review was nof completed as needed. The
service plan was updated on 2-11-16 to teflect
staff Iaid out elothing for Tanant #5 and Tenant #5
vas Independent with dressing, staff assisted as
needed. The servica plan previously Indicated
Tenant #5 was an assiat of one with dressing.
Nurse reviews were not complsted as needed
with changes.

1

A D96

DIVISION O

F HEALTH FACILITIES - ETATE OF JOWA

STATE FORM

oaey 6RILD11

If canfinuabion sheet 7 of 7




