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A 000 Initial Comments

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 disorder: 19
Number of tenants with cognitive disorder: 7

TOTAL Census of Assisted Living Program for
People with Dementia: 26

The following regulatory insufficiency was cited
during the Investigation of Complaint #117427-C

A 395 481-69.26(4)a Service Plans

69.26(4) The service plan shall be individualized
and shall indicate, at a minimum:

a. The tenant's identified needs and preferences
for assistance

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the
Program failed to document the correct Do Not
Resuscitate (DNR) code status on service plans
for 1 of 1 discharged tenants reviewed with a
DNR request (Tenant C1). Findings follow:

Record review on 12/14/23 of Tenant C1's service
plan dated 10/6/23 noted a full code status.

Continued review revealed an Out of Hospital Do
Not Resuscitate Order dated 3/17/23 signed by
the daughter and Tenant C1's physician declining
the use of life saving measures of
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Cardiopulmonary Resuscitation (CPR).

On 12/12/23 at 3:34 p.m. Staff reported Tenant
C1 became unresponsive and found no pulse.
She stated Tenant C1's chart noted full code
status, initiated CPR, and instructed another staff
to call 911.

On 12/12/23 the Health and Wellness Director
confirmed she knew the service plan noted
Tenant C1 as a full code and failed to update the
service plan to reflect the status as DNR.

DIVISION OF HEALTH FACILITIES - STATE OF IOWA

STATE FORM

6899

TLHO1M1

If continuation sheet 2 of 2




