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A DO0 Initial Comments A 000

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

Number of tenants without cognitive disorder; 25
Number of tenants with cognliiive disorder: 2
Total census of Assisted Living Program: 27

There ware no regulatory insufficiencies cited
during the onsite infection control survey
completed from 5-4-21 to 5-6-21. \IAX

0
The following regulatory insufficiency was cited /\\9‘
during the recertification visit conducted to
determine compllance with certification for an
Assisted Living Program:

A 350, 481-69.26(1) Service Plans A 350 /' '75, he n‘l‘G wi ” b c 7/5 A’Z /
69.26(1) A service plan shall be developed for Cvgl lLaJLCd rior fv move

each tenant based on the evaluations conducted -
in accordance with subrules 69.22(1) and /n, wi Thin ‘Fo dfafs

89.22(2) and shall be designed to mest the -
specific service needs of the individual tenant, Follow g move in
The service plan shall subsequently be updated ann , an 0{ w”un ﬁ,

at least annually and whenever changes are

needad. 'S @ ¢hapge of ondit,
This REQUIREMENT Is not met as evidenced The Ser Vite prn wilf

by: /' dz:'nﬁ‘ﬁ/ the Individug/

Based on interview and record review the
Program failed to develop service plans that d-F .

reflected the Identified needs of 1 of 3 tenants M‘.’.fds 7L }l‘c %mant
raviewed (Tenant #1). Findings follow:

=

1. Review on 5-5-21 of Tenant #1's file rovesled
Tenant #1 was staged at a six on the Global
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Deterioration Scale, which indicated severe
cognitive decline. Tenant #1 recelved hospice Gj 'F on all 1 SP aff d@fc S
services. wollowme an evaluakon.
A Subsequent Health/Functional Assessment was 7, Ih 1) Cf ua / SCY' vice

completed on 4-26-21 for a changs of condifion.

The assessment was completed due to a p[an S fha:f arc Lf_pcw“c‘a'

significent physical decline and indicated Tenant

#1 required the asslstance of two people for all Q’P A
transfers. ’ 7[?3]" Q/), f/’l/@l WI 0”
Continued record review revealed the service wl ” 0 € f (w/‘/;— CUJ c d A y
plan dated 4-26-21 reflacted staff was to assist b

Tenant #1 with sland pivot transfers using two f‘ﬁ’d OIUn

paople, a gait belt and walker (as tolerated),

Further record review revealed Charting Notes
Indicated the foilowing:

- On 4-23-21 it was noted hospice was there to
see Tenant #1 and new orders were received fo DOU: b 7{'(;'@‘0,- a“F
increased scheduled lorazepam to 0.8 milligram
(mg) four times per day and every two hours as Marsirs
needed. Staff reported Tenant #1 had been mora

restless and agitated at times.

- On 4-28-21 it was noled a change of condition
assassment was completed as Tenant #1
required the assistance of two people for
transfers. Tenant #1 was much more drowsy,
lethargic and restless,

- On 4-27-21 it was noted hospice was thera to
see Tenant #1 and new orders were received for
lorazepam 0.8 mg twice daily at scheduled times
and every two hours as needed. Tenani #1 was
able to get to the bathroom that day with
assistance of one parson, a gait belt and walker.

- On 4-28-21 it was noted Tenant #1 was
transferred and walkaed with the assistance of one
person and a walker. It was also noted Tenant #1
was more alar.

- On 5-3-21 it was noted Tenant #1 ambulated in
DIVISION OF HEALTH FAGILITIES - STATE OF IOWA
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the hallway with assistance of one person, a gait
belt and a walker (with wheelchalr following
behind).

- On 5-6-21 it was noted hosplce was there to
see Tenant #1 and new orders were received for
lorazepam 0.6 mg, under the tongus, three times
per day at scheduled times and every ftwo hours
as needed. Orders weara also recelved for Haldol
0.5 mg, under the tongue, twice daily at
scheduled times and morphine 5 mg, under the
tongue, every hour as needed.

2. Record review of Tenant #1's most current
service plan dated 4-26-21 did not refiect the
variance in Tenant #1's transfer needs and
abllities, Including the transfer assistance
documented in Charting Notes as Indicated
above.

3. When interviewad on 5-6-21 at 10:45 a.m. the
Hesithcare Coordinator sald that week Tenant #1
had walked from the beauty shop with assistancs
of one person and galt balt with the wheelchair
following. She said Tenant #1 took two people to
transfer approximately 25 to 30% of the time,
Tenant #1's medications were reviewed,
medication changes were made and Tenant #1
had bounced back a bit. She sald It changed
from day to day regarding Tenant #1's transfer
stalus of assgist of one person or assist of two
people. She confirmed the above finding.
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