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A0Q0, Initial Comments A 000
Assisted Living Programs are defined by the type see attached
of population served. The census numbers were
provided by the Program at the time of the POC
on-site. 5/13/26
Tenants without cognitive Impalment: 16 '
Tenants with cognitive impairment: a
Tolal census: 16
: A116
The followlng regulalory insufficiency was cited Cedar Vale does follow policies and
during the investigation of Complainl $#131077-C. proced ures established by the pfogram_
1. The Nurse Manager, Director
A 116, 481-67.2(2) Program Policies and Procedures A 118 and/or director assignee will
67.2(2) The shall follow the nolicies ensure all staff review and sign
. program allow the polici .
and procedures established by the program. offon the p°“°¥ and procedfjre
manual upon hire, when policy
This REQUIREMENT Is not met as evidenced is updated and/or new, and
by: annually.
Based on interview and record review, the 2. The Nurse Manager, Director,
Program faifed to follow policies related to and/or Director assignee will
accident and emergency responses and Incident review the accident and
reports for 2 out of 3 tenants reviewed (Tenant nergency responses and
C1, Tenant G2). Findings follow: emergency respo
, incident policy with all staff at
1. Record review on 4/29/26, revealed Tenant C1 the next staff in-service. They |
had an Incident report dated 12/21/26, The will also keep a signed checklist
incident report revealed Staff A discovered Tenant of the policy and procedure,
C1 in his room between 2:00 p.m. lo 2:30 p.m. manual upon hire and annually
incontinent and sitling on his floor. Tenant C1 . . .
raported he felt cold and weak. Staff A taok 3 g‘_thew staffo.[les. .
Tenant C1's vitals and called the Nurse Manager . Director or Director assignee
for diractives. The Nurse Manager instructed will monitor that the policy and
Staff A (o call the non-emergency number to procedure manual will be
request assistance getting Tenant C1 up off of the | signed upon hire, when changes
floor safely. After the paramedics arrived, it was ; oceur, apd annually.
Ll T e aklon t e 4. Thiswas complated o
pilaland was faken by : 5/13/2026. |
DIVISION OF HEAUTH FACILITIES - STATE OF IOWA
LABQRATORY DIREG; Rjzjnovmawsupmm REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
) e Eveocdizo Woeakey™ ot - e
STATE FORM i i 8399 SYOB{t 1§ continuation shaet 10f6




PRINTED: 06/02/2026

FORM APPROVED
DEPARTMENT OF INSPECTIONS AND APPEALS
STATEMENT CF DEFICIENCIES f41) PROVIDER/SUPPLIERICLIA (¥2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
c
802H B WING 04/20/2026
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, 21 CODE
100 POPPE LANE
CEDAR VALE
NASHUA, JA 50658
(Y i SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION 1%5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ThG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
A 116§ Continued From page 1 A6

Nurse's notes dated 12/22/25, revealed {he Nurse
Manager was called at 2:30 p.m. by Stalf A and
reporled Tenant C1 had apparently fallen on his
way Lo the restroom and required assistance. Tha
Nurse Manager Instructed Staff A to call
non-amargency o request assistance wilh a lift.
Staff A called the Nurse Manager back to report
they took Tenant C1 to the hospilal to be
evaluated. A nurse's note dated 12/30/25
revealed Tenant G was not going to relurn to the
Program as he was on hospice and transferring
to long-term care services.

On 4/28/26, a repoit ablained from the hospital
Tenant C1 was admitted with a urinary tract
Infection, fever, sepsis, bacteremia, known
Alzhaimer's disease, acute kidney injury, and
rhahdomyalysis. Tenant C1 was guarded and
unresponsive in the hospital setting,

An emergency medical technician report revealed
the non-amergency number was called at 2:36
p.m.

When interviewed on 4/29/26 al 9:19 a.m,, StaffA
reported she warked 4:00 a.m, to 4:00 p.m. on
12124125, Staff Awoke up Tenant C1 at 5:55 a.m,
and he was not his normal self. Staff A raported
he was usually smiling and ready fo get up but on
this day he was sleeping in his recliner, drassed
and was not very lalkative. Staff A added Tenant
C1 refused to come out for coffee and refused
breakfast which he typically enjeyed. Staff A
confirmed she checked on him every two hours
and he mostly slept. Staff A indicated she
observad him in his chair asleep at 10:00 a.m.
and he refused lo come out for lunch at 12:00
p.m. and continuad to nap in his chair. Staff A
indicated around 2:00 p.m. she checked on him
and discovarad him sitting on the flaor with his
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panis off. Tenant C1 reporled to Staff Ahe was
cold and had not felt good. Staff A observed
Tenani C1 urinate on 1he floor while she talked to
im and noted he was incontinent of bowel as he
had it on his hands and other areas of his body.
Slalf A added Tenant C1 had his pendant but had
not used it that day.

Slaff A Indicated she fook Tenant C1's vitals and
called to report the incldent to the Nurse Manager
al around 2:30 p.m. The Nurse Manager
instructed Staff A to call the non-emergency
number for assislance if she could nol gst him off
the floor. Staff A called non-emergency. StaffA
reported when non-emergency arrived they asked
her some questions and then determined they
were going to transporl Tenant C1 to the hospital
for evaluation. Staff A indicated she called the
Nurse Manager to report the transport,

Slaff A reported Tenant C1 walked on his own
with no devices, Staff A added she belioved
Tenant C1 had never fallen bafore or been
incontinent. Staff A was not aware of any previous
concerns with Tanant C1 or iliness prior to her
shifl, Staff Aindicated Tenant C1 refused to
catheterize himself that marning when prompled
which was not out of the ordinary,

Staff A confirmed she had not called the Nurse
Manager to report Tenant C1's refusal to eat
breakfast and lunch and his increased sleeping
prior to his incident at 2:00 p.m.

When interviewed on 4/29/26 at 9:55 a.m., Staff
B raported she worked 4:00 p.m. on 12/20/25 {o
4:00 a.m. on 12/21/25. Staff B indicated Tenant
C1 refused to eat supper on the night of 12/20/25
and reported he felt tired and went to bed early
between 5:30 p.n, o 6:00 p.. Staff B indicated
he wore a shirt and underwear to bed. Staif B
completed checks on him that night and asked
hin if he wanted something to eat but he refused.
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Staff B indicaled on a typical night, Tenant C1
would gat up to use the restroom and
oceaslonally come out and see what Staff B was
doing. Staff B reported Tenant C1 had ho
previous falls she was aware of and no incldents
of inconlinence she was aware of. Siaff B was
nol sure If she passed on te the next shifi that
Tenant C1 skipped supper as that was not
completely out of the ordinary. Slaff B belleved
Tenant C1 was just lired that night, Staff B
reporied Tenant C1 had refused to cathslerize
himself that specific night but that was not
unusual for him to refuse. Staff B had not
reported to the Nurse Manager Tenant C1
refused supper and went to bed early.

When interviewed on 4/29/26 al 10:07 a.m., the
Nurse Manager indicatad she had completed a
sel of evaluations due to a change of condition for
Tenant C1 on 12/19/25, just a few days prior to
his incident. The Nurse Manager reported he had
ne changes In his health but dispiayad changes In
his cognition with increased wandering. She
moved his GDS score to a four. The Nurse
Manager reported Tenant C1 self catheterized
himsaelf twice daily with staff prompls. Tenant C1
used no assistive devices when he waiked and
had no Issues with falls or inconlinence. The
Nurse Manager believed Staff A found Tenant C1
just after 2:00 p.m., and called her at around 2:30
p.m., after she assessed him and completed
vitals, The Nurse Manager added the
paramaedics took him 1o be evaluated as his
oxygen levels were low when they arrived. The
Nurse Manager added Tenant G1 was likely
ambarrassed as he preferred 1o stay independent
and prided himself in being clean.

On 4129/26, a review of the Program policy,
Acctdent and Emergency Response Policy, dated
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111/24, Included the following guidance for staff:
Staff would notify the registered nurse (RN)if a
resident became It or displayed changes in
hehavior.

When interviewed on 4/29/26 at 11:30 a.m,, the
Nurse Manager confirmed she received no calis
earlier than 2:30 p.m. regarding the fact Tenant
C1 refused 3 meals, coffee, and slapt most of the
night and morning.

2. Racord review on 4/208/26 revealed Tenant C2
had a dlagnosis of schizoaffective disorder,
bipolar disorder, borderline Intelleciuat
functioning, generalized anxiely disorder and
chronic kidney disease, Tenant C2 had no
incident reports on file.

Tenant C2's nurse's notes revealed the following
incidents reporled in November and December of
2026:

a. 11425125 - Tenant C2 argued with a staff
member and became angry. Tenant G2 gotup
into the staff member's face, Tenant C2
redirected to his apartment.

b. 11/28/25 - Tenant C2 used call lighl repeatedly
to discuss unusual topics. At noon, staff ook a
tunch tray Into Tenant C2's room and he
requested lo play chess. Slaff lold Tenant C2
they could not at that moment due fo It being
unch time but maybe in the afternoon and Tanant
C2 stated "F*** youl | should kill you!" Confinued
lo say unusuatl things.

¢. 12/3/25 - Tenant C2 was up all night, Staff
found Tenant C2 silling In his feces and ate
instant coffee by the speonful. Tenant C2 was
acling out of character. Staff called 911 and
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Tenant C2 was sent to the hospital,

d. 12/9/25 - Tenant C2 ate handfuls of sugar.
Tenant C2 packed up his entire room inlo
garbage bags and created a makeshift bed in his
shower. Staff cailed 811, Tenant C2 was sent lo
the hospital.

e. 12/12/25 - Tenant C2 found In his room silling
naked in a wheelchalr. Tenant C2 was giving
himself a sponge bath with newspapers. Tenant
C2 had napkins and silverware In his microwave
thinking he was making dinner. Tenant 2
flonded his apartment with the kitchen sink.
Tenant C2 was sent lo the hospital.

On 4/29/26, a review of the Program policy tilled:
incident Repor, date 2/1/22, included the
following guidance for staff: an incident report
shalt be completed for vulgar/explicit outburst,
verbalized threats, or an anxlely/depression
event.

When interviewed on 4/29/26 at 11:30 a.m., the
Nurse Manager confirmed Tenant C2's incidents
identifiad in his nurse's notes should have been
reported on incident report forms.

When interviewed on 4/29/26 at 12:00 p.., the
Regional Director of Operations, the Director, and
the Nurse Manager confirmed the above policies
were nol followed.
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