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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:  
3     
Number of tenants with cognitive impairment:  6
Total census:  9 

The following regulatory insufficiencies were cited 
during the investigation of Incident #116222-I,  
Complaint #118017-C and the recertification visit 
conducted to determine compliance with 
certification of a Dedicated Dementia Specific 
Assisted Living Program:

 

 A 285 481-67.5(2)f(4) Medications

67.5(2) Each program shall follow its own written 
medication policy, which shall include the 
following:

f.  When medications are administered 
traditionally by the program:

(4)  Medications and treatments shall be 
administered as prescribed by the tenant's 
physician, advanced registered nurse practitioner 
or physician assistant.

This REQUIREMENT  is not met as evidenced 
by:

 A 285

Based on interview and record review the 
Program failed to ensure treatments were 
completed as ordered for 1 of 1 tenants reviewed 
who required ongoing wound care resulting in 
hospitalization (Tenant #1). Findings include:
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 A 285Continued From page 1 A 285

Review of an Incident Report Form dated 1/5/24 
indicated at 7:30 a.m. staff went into Tenant #1's 
apartment and found her standing between the 
closet and bed wearing a bra and pants. Her bra 
was saturated with blood. Staff called for 
assistance. Tenant #1 was sent to the hospital via 
ambulance. 

Hospital records indicated Tenant #1 was 
admitted on 1/5/24. Her final diagnoses included 
abscess of the breast and nipple, acute post 
hemorrhagic  anemia, hydronephrosis, long term 
use of anticoagulants, obesity, hypotension, 
Alzheimer's disease and dementia. The records 
indicated Tenant #1 was bleeding from a surgical 
wound. She'd had a debridement and removal of 
the right areola on 12/20/23. On 1/5/24 she was 
found bleeding heavily. It was noted she was 
prescribed Xarelto.  She was evaluated and was 
actively bleeding from a small area of debrided 
breast tissue.  She was noted to have several 
wounds that appeared infected, one was under 
her right breast and the other on her right elbow. 
The wounds were foul smelling and had purulent 
drainage. Broad spectrum antibiotics were 
started.  Upon assessment bandages were 
applied to the right elbow and right knee. There 
was a  moderate amount of bloody discharge on 
the breast. The gauze was held up by a bra. 
There was also an unstageable wound to the left 
inner knee. An ultrasound was completed that 
showed severe bilateral hydronephrosis. The 
physical examination indicated a surgical defect 
in the right breast that was about the size of a golf 
ball in diameter. The ulcer bed was necrotic and 
was dark red. Discharge diagnosis and Hospital 
Problems included cellulitis of right breast, 
abscess of the right breast, normocytic anemia, 
Alzheimer's dementia, other hydronephrosis, 
obesity and hypotension. The date of discharge 

DIVISION OF HEALTH FACILITIES - STATE OF IOWA
If continuation sheet  2 of 176899STATE FORM 0XZY11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 04/12/2024 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF INSPECTIONS AND APPEALS

S0248 01/25/2024
C

NAME OF PROVIDER OR SUPPLIER

SUMMIT POINTE SENIOR LIVING COMMUNITY

STREET ADDRESS, CITY, STATE, ZIP CODE

3505 ENGLISH GLEN AVENUE
MARION, IA  52302

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 A 285Continued From page 2 A 285

was 1/11/24.  

Tenant #1 was admitted to the Program on 
12/14/23 from a skilled nursing facility (SNF). A 
Follow Up/Discharge Summary Note dated 
12/14/23 from the SNF indicated she was 
admitted on 11/14/23 from the hospital to skilled 
care for weakness, rhabdomyolysis, wound care 
and major neurocognitive disorder. Prior to 
hospitalization the tenant had been found on the 
floor lying on her right side with pressure wounds 
to the right leg, right anterior and posterior breast, 
left ankle and left arm. She had a surgical 
debridement on 11/28/23 and had been going to 
the wound clinic weekly since admission to the 
SNF. Tenant #1 had increased drainage from the 
right posterior breast wound and was positive for 
pseudomonas. She was scheduled for surgery on 
12/20/23 and had dressing changes daily. The 
summary provided her medications at time of 
discharge and orders to follow up with her 
primary care provider in one to two weeks. She 
was to continue current medications and wound 
cares as ordered by the advanced registered 
nurse practitioner (ARNP) at the wound clinic.

The wound care orders from the clinic were not 
obtained by the Program until 12/27/23 (noted on 
12/28/23) and 12/29/23, which was more than 
two weeks after admission

The December 2023 treatment administration 
records (TARs) reflected orders from a SNF 
Order Summary Report dated 12/6/23, which was 
eight days prior to discharge and were not the 
most current wound clinic orders. 

Record review revealed Tenant #1 had a surgical 
procedure (debridement of breast wounds) on 
12/20/23. New wound care instructions per the 

DIVISION OF HEALTH FACILITIES - STATE OF IOWA
If continuation sheet  3 of 176899STATE FORM 0XZY11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 04/12/2024 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF INSPECTIONS AND APPEALS

S0248 01/25/2024
C

NAME OF PROVIDER OR SUPPLIER

SUMMIT POINTE SENIOR LIVING COMMUNITY

STREET ADDRESS, CITY, STATE, ZIP CODE

3505 ENGLISH GLEN AVENUE
MARION, IA  52302

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 A 285Continued From page 3 A 285

ARNP at the wound clinic were to pack daily with 
Kerlix and cover with Silvadene for now. It also 
indicated to follow up with the ARNP at the wound 
clinic in three to five days. Review of Tenant #1's 
file revealed a follow up was not completed with 
the ARNP at the wound clinic three to five days 
post-surgical debridement as ordered. 

December 2023 and January 2024 TARs 
reflected the following orders post-surgical 
debridement on 12/20/23 until Tenant #1's 
hospitalization on 1/5/24:  
  a.  Mepilex AG External Pad 4 x 4, apply to left 
knee topically every four hours as needed for 
wound. It was started on 12/15/23 and 
discontinued on 1/8/24. This order reflected on 
the TAR was not the order for the knee wound 
reflected on the wound clinic orders obtained on 
12/27/23 and 12/29/23. Once the orders were 
received in late December 2023 the TAR was not 
updated to reflect the orders received.  
 b.  Silver Sulfadiazine external cream 1%, apply 
to right arm topically, every day shift for wound 
treatment. The start date was 12/15/23 and the 
discontinue date was 12/22/23. It was restarted 
on 12/23/23 until 1/8/24. It was ordered to be 
completed daily on day shift and in January was 
only documented as completed on 1/2/24 and 
1/4/24.  
  c.  Pack the affected wound on breast (right) two 
areas daily with Kerlix and cover with Silvadene. It 
was started on 12/21/23 and was discontinued on 
12/22/23. There were no other orders reflected on 
the December or January TAR for the right breast 
wound after the surgical debridement (12/20) until 
the time of her hospitalization on 1/5/24. As a 
result there were no documented entries related 
to breast wound treatment completed by Program 
staff during the week of 12/26/23 to 12/29/23 or 
from 1/2/24 to the time of her hospitalization on 
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 A 285Continued From page 4 A 285

1/5/24.

A review of emails between 12/21/23 and 
12/29/23 revealed Outside Agency #1 would 
come to the Program and complete wound care 
for Tenant #1 on weekends and holidays. 
Program staff would complete cares during the 
week. 

A Skilled Nursing Visit Note dated 12/25/23 from 
Outside Agency #1 indicated wound care was to 
the right elbow, right anterior breast and right 
posterior breast. The wounds were cleansed with 
normal saline, the right elbow had a small amount 
of serous drainage. The right anterior breast had 
a large amount of bloody drainage. The previous 
dressing had been removed by Tenant #1 prior to 
the visit. Yellow drainage was noted with a 
moderate odor. Wounds were packed with Kerlix, 
covered with Silvadene cream and taped in place. 
It was noted Tenant #1 was wearing the same 
clothing from the visit on 12/23/23. She was 
assisted with changing her clothes. The knee 
wound was not indicated on the Skilled Nursing 
Visit Note. A Skilled Nursing Visit Note from 
Outside Agency #1 dated 12/30/23 indicated the 
wounds were located on the right elbow and right 
anterior and posterior breast.  All wounds were 
cleansed with normal saline. The right anterior 
and posterior breast wounds had 80% granulation 
and 20% slough. Wounds were packed with 
Kerlix and covered with Silvadene cream and 
taped into place. The right elbow was dry and 
scabbed over. All prior dressings were removed 
by Tenant #1 prior the visit. An odor was noted to 
the breast wounds. It was noted as difficult to 
determine if it was both or either breast wounds. 
The knee wound was not indicated on the Skilled 
Nursing Visit Note.
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 A 285Continued From page 5 A 285

A review of progress notes (1/11/24 - 1/15/24) 
revealed the following:
  a. On 1/11/24 the nurse spoke with a staff at the 
hospital and the plan was for Tenant #1 to return 
with a home healthcare agency (Outside Agency 
#2) to follow for all wound cares needs for the 
wound vac. On 1/11/24 Tenant #1 returned to the 
Program with a wound vac to her right breast. It 
was noted the wound vac was draining well and 
the canister was almost full. Tenant #1 had been 
observed by staff attempting to remove bandages 
and wound vac.
  b.  On 1/11/24 Tenant #1 pulled off her wound 
vac tubing. The wound was covered with saline 
soaked in gauze and ABD and taped. It was 
noted the wound was not actively draining. 
Outside Agency #2 services would start in the 
morning.
  c.  On 1/12/24 it was noted Outside Agency #2 
would manage and care for all wound vac needs 
and the right elbow and left knee wound on 
Monday, Wednesday and Friday. Outside Agency 
#1 would manage all of the other days (Tuesdays, 
Thursdays, Saturdays and Sundays) for the right 
elbow and left knee wound.  
  d.  On 1/12/24 Tenant #1 pulled the sponge and 
tubing off the right front and center breast wound. 
The nurse applied dampened gauze with saline 
and covered with ABD and taped.  
  e.  On 1/15/24 an email was received from 
Outside Agency #1 on 1/12/24 that they were not 
available for weekend wound management. 
Tenant #1's elbow and knee wounds were not 
treated over the weekend.  
  f.  On 1/15/24 Tenant #1 removed the entire 
wound vac sponge and dressing from her breast. 
A call was placed to the Outside Agency #2 nurse 
on-call. Saline dampened gauze was placed to 
cover the wound until the Outside Agency #2 
nurse arrived.  A call was received from Outside 
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 A 285Continued From page 6 A 285

Agency #2 and they instructed them to complete 
a wet to dry dressing and they would be out the 
next day to fix the wound vac.

Tenant #1's January 2024 TAR post 
hospitalization indicated orders for treatment to 
the right arm. It did not include orders for the 
knee treatment. The TAR indicated a start date of 
1/13/24 and discontinue date of 1/16/24 (the date 
of the wound clinic visit).  It indicated Outside 
Agency #1 and Outside Agency #2 managed the 
wounds, even though 2 of those days were 
Saturday and Sunday and Outside Agency did not 
come out on weekends. There were no staff 
documented entries for completion of the 
treatments on those two days.    

Progress notes (1/16/23 - 1/19/23) revealed 
Tenant #1 was seen at the wound clinic on 
1/16/23. She returned with new orders for wound 
treatments. On 1/18/23 the tenant was accepted 
to a long term care facility for wound 
management. The tenant was discharged from 
the Program on 1/19/23.

When interviewed on 1/25/24 at 10:39 a.m. the 
Home Care Nurse with Outside Agency #1 said 
she was initially told their services would be 
needed daily. The Program was trying to obtain 
home health services. On 12/26/23 the Program 
nursing staff started doing the tenant's cares 
during the week and Outside Agency #1 did cares 
on weekends and holidays. Every time she did 
wound care Tenant #1's shirt and bra were soiled 
with drainage and she assisted her with changing. 
On 12/25/23 she was wearing the same clothes 
she was wearing on 12/23/23. She noticed much 
more of an odor from one weekend to the next 
with minimal improvement. The elbow wound had 
no dressing on it and it looked like it had been 
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 A 285Continued From page 7 A 285

that way for several days. It was dry and crusted. 
The breast wounds did not have dressing on but 
due to Tenant #1's cognition she could have 
removed them. When Tenant #1 returned from 
the hospital the Program wanted Outside Agency 
#1 to continue to work with the tenant. Due to 
staffing changes they could only work with the 
tenant on Tuesdays and Thursdays but no longer 
on weekends. This was emailed several times to 
the Program but it was never acknowledged. 
After the hospitalization a home health agency 
became involved to complete the wound vac 
treatments. 

On 1/25/24 at 1:06 p.m. the Director of Nursing 
(DON) said the plan at admission for Tenant #1 
was to have home health and family manage her 
wounds. She was not really involved in Tenant 
#1's cares but knew Outside Agency #2 did the 
wound vac cares when they were there. 
Regarding documentation of wound treatments, 
she stated if it was not signed off on the TAR by 
staff, then it was not done.       

When interviewed on 1/25/24 at 2:00 p.m. and 
3:28 p.m. Nurse #1 stated from admission to the 
Program to the surgical debridement the tenant 
had three wounds. Direct care staff treated her 
wounds. After the surgical debridement orders 
were received to pack the breast wound with 
Kerlix and cover with Silvadene. There were no 
changes to the other wounds. When the tenant 
returned from the surgical debridement Outside 
Agency #1 became involved. Outside Agency #1 
was on board for daily wound care seven days 
per week and Nurse #1 tried to help find a home 
health agency. She was not able to get a home 
health agency prior to Tenant #1's hospitalization 
(1/5/24). If staff assisted with Tenant #1's wound 
they would have signed it off on the TAR. When 
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 A 285Continued From page 8 A 285

Tenant #1 came back from the hospital, Outside 
Agency #2 was in place for wound care Mondays, 
Wednesdays and Fridays. They treated the three 
wounds and then Outside Agency #1 treated the 
wounds on Tuesdays, Thursdays and weekends. 
On Monday (1/15/24) she saw an email from 
Outside Agency #1 that there would be no 
weekend coverage for Tenant #1's wounds. 
There were no orders for staff to complete it and 
the elbow and knee wound treatments were not 
completed. She was not made aware by anyone 
prior to the weekend that there would be no one 
coming to do wound care. She confirmed all 
TARs, orders and information related to the 
Tenant #1's wounds were provided.   

In summary, Tenant #1 was admitted to the 
ALP/D Program on 12/14/23. The discharge 
summary from the SNF indicated to follow orders 
from the ARNP at the wound clinic. Those orders 
were not requested by the Program at the time of 
Tenant #1's admission and were not requested 
until 12/27/23 and again on 12/29/23.  The knee 
wound order that was reflected on the December 
2023 TAR and completed from admission 
12/14/23, until hospitalization on 1/5/24, was not 
a current order from the wound clinic.  
Treatments were not always documented on the 
TARs as completed by Program staff, nor were 
the correct treatments always listed on the TARs. 
Post-surgical debridement orders were received 
to pack the breast wound with Kerlix and cover 
with Silvadene and all wound care as ordered per 
the ARNP. There was one entry documented of 
the packing of the right breast wound on 
12/21/23. There were no other documented 
entries by Program staff of the completion of the 
breast wound for December 2023 to the time of 
her hospitalization on 1/5/24. It was also noted to 
follow up the ARNP at the wound clinic in three to 
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 A 285Continued From page 9 A 285

five days. No documentation was completed 
regarding the follow up with the ARNP at the 
wound clinic. On 12/26/23 nursing staff at the 
Program indicated via email they would complete 
the dressing change during the week when a 
nurse was onsite and the Outside Agency #1 staff 
would complete it on weekends and holidays. 
Outside Agency #1 staff completed dressing 
changes on 12/30/23, 12/31/23 and 1/1/24. There 
were no documented entries related to Tenant 
#1's breast wound as completed by Program staff 
during the week of 12/26/23 to 12/29/23 or from 
1/2/24 to the time of her hospitalization on 1/5/24.

 A 355 481-67.9(4)d Staffing

67.9(4) Nurse delegation procedures. The 
program's registered nurse shall ensure certified 
and noncertified staff are competent to meet the 
individual needs of tenants. Nurse delegation 
shall, at a minimum, include the following:

d.  Certified and noncertified staff shall receive 
training regarding service plan tasks (e.g., wound 
care, pain management, rehabilitation needs and 
hospice care) in accordance with medical or 
nursing directives and the acuity of the tenants'  
health, cognitive or functional status.

This REQUIREMENT  is not met as evidenced 
by:

 A 355

Based on interview and record review the 
Program failed to provide nurse delegated 
training for 2 of 2 noncertified staff reviewed who 
assisted with wound care (Staff B and Staff C).  
Findings follow:

1.  Review of Tenant #1's file from 1/11/24 to 
1/17/24 revealed the December 2023 and 
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January 2024 treatment administration records 
(TARs) revealed the following orders for wound 
care:
  a.  Silver Sulfadiazine external cream 1%, 
applied to right breast topically, every day shift for 
wound treatment. Remove old dressing, cleanse 
area with normal saline and pat dry. Apply silver 
Sulfadiazine to wound beds, cover with ABD pad 
and tape. The start date was 12/15/23 and the 
discontinuation date was 12/22/23.  Staff B 
documented the treatment was completed on 
12/15/23, 12/18/23, 12/19/23, 12/21/23.  Staff C 
documented it was completed on 12/16/23 and 
12/17/23.  
  b.  Mepilex AG External Pad 4 x 4, apply to left 
knee topically every five days on day shift.  
Remove dressing, cleanse wound with normal 
saline, and gauze and cover with Mepilex every 
five days.  It was started on 12/15/23 and 
discontinued on 1/8/24.  Staff B documented it as 
completed on 12/15/23 and 12/25/23 and Staff C 
documented it as completed on 12/30/23.  In 
January it was documented as completed by Staff 
B on 1/4/24.
  c.  Silver Sulfadiazine external cream 1%, apply 
to right arm topically, every day shift for wound 
treatment.  Remove old dressing, cleanse area 
with normal saline and pat dry.  Apply silver 
Sulfadiazine to wound beds, cover with ABD pad 
and tape.  The start date was 12/15/23 and the 
discontinuation date was 12/22/23. It was 
restarted on 12/23/23 to 1/8/24. Staff B 
documented the treatment was completed on 
12/15/23, 12/18/23, 12/19/23, 12/21/23, 12/25/23, 
12/26/23, 12/27/23, 12/28/23 and 12/29/23. Staff 
C documented it was completed on 12/16/23, 
12/17/23, 12/23/23, 12/24/23 and 12/30/23.  In 
January 2024 it was documented as completed 
by Staff B on 1/2/24 and 1/4/24. 
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2.  When interviewed on 1/16/24 at 1:26 p.m. 
Staff B said Tenant #1 had elbow and knee 
wounds and the treatment included Silvadene, 
covered with gauze and taped daily. The knee 
had a different pad. Home health did the dressing 
to her breast. The nurses did it for a few days and 
she assisted them. A home health agency took 
over the management of the wounds.  

3.  Review of Staff B's training documents on 
1/17/24 revealed nurse delegation training was 
most recently completed on 9/19/23 and 9/20/23. 
Staff B was an uncertified staff and did not have 
delegation training related to wound care.
 
Review of Staff C's training documents on 
1/17/24 revealed nurse delegation training was 
most recently completed on 6/4/23. Staff C was 
an uncertified staff and did not have delegation 
training related to wound care.  

4.  When interviewed on 1/25/24 at 1:06 p.m. 
Director of Nursing confirmed all delegation 
training was provided for the staff reviewed.

5.  When interviewed on 1/25/24 at 11:27 a.m. the 
Executive Director confirmed all nurse delegation 
training was provided for staff reviewed.

 A 145 481-69.22(3) Evaluation of Tenant

69.22(3) Evaluation annually and with significant 
change. A program shall evaluate each tenant's 
functional, cognitive and health status as needed 
with significant change, but not less than 
annually, to determine the tenant's continued 
eligibility for the program and to determine any 
changes to services needed. The evaluation shall 
be conducted by a health care professional, a 

 A 145
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human service professional, or a licensed 
practical nurse via nurse delegation when the 
tenant has not exhibited a significant change. A 
licensed practical nurse shall not complete the 
evaluation when the tenant has exhibited a 
significant change.

This REQUIREMENT  is not met as evidenced 
by:
Based on interview and record review the 
Program failed to complete evaluations as 
needed with significant change for 1 of 3 tenants 
reviewed (Tenant #2).  Findings follow:

1.  Review of Tenant #2's file on 1/17/24 and 
1/18/24 revealed a primary care provider (PCP) 
note dated 1/7/24 indicating the PCP visited and 
observed Tenant #2 walking with a severe flexion 
of her neck. The PCP was not aware of the 
change. Tenant #2's family was present at the 
same time and stated she had been that way for 
a few days and seemed to be getting better. 
There were no reported falls but she had a very 
unsteady gait. An order was placed for x-ray. It 
was noted as an "abrupt change" with her neck 
pain and forward flexion of her neck.

Continued record review revealed the last 
evaluation was a 90 day evaluation and was 
completed on 11/6/23. Evaluations were not 
completed as needed with significant change 
related to Tenant #2's neck pain and forward 
flexion.     

2.  When interviewed on 1/25/24 at 11:27 a.m. the 
Executive Director confirmed all evaluations were 
provided for tenants reviewed.
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 A 350 481-69.26(1) Service Plans

69.26(1) A service plan shall be developed for 
each tenant based on the evaluations conducted 
in accordance with subrules 69.22(1) and 
69.22(2) and shall be designed to 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 
by:

 A 350

Based on interview and record review the 
Program failed to update service plans as needed 
for 2 of 3 current tenants (Tenants #1, #2 ) and 1 
of 1 discharged tenants (Tenant C1) reviewed.  
Findings follow:

1.  Review of Tenant #1's file from 1/11/24 to 
1/25/24 revealed the following:

Tenant #1 was admitted to the Program on 
12/14/23 with wounds to the left knee, right arm, 
and right anterior and posterior breast. The tenant 
had a surgical procedure (debridement of breast 
wounds) on 12/20/23.  A review of emails 
between 12/21/23 and 12/29/23 revealed Outside 
Agency #1 would come to the Program and 
complete wound care for Tenant #1 on weekends 
and holidays. Program staff would complete 
cares during the week.

Tenant #1 was hospitalized from 1/5/24 until 
1/11/24 due in part to wound infections. Progress 
notes included the following:
- On 1/11/24 the nurse spoke with a staff at the 
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 A 350Continued From page 14 A 350

hospital and the plan was for Tenant #1 to return 
with a home health agency (Outside Agency #2) 
to follow for all wound cares needs for the wound 
vac. On 1/11/24 Tenant #1 returned to the 
Program with a wound vac to her right breast
- On 1/12/24 it was noted Outside Agency #2 
would manage and care for the all wound vac 
needs and manage the right elbow and left knee 
wounds on Monday, Wednesday and Friday. 
Outside Agency #1 would manage all of the other 
days (Tuesday, Thursday, Saturday and Sunday) 
for the right elbow and left knee wound
- On 1/15/24 an email was received from Outside 
Agency #1 on 1/12/24 that they were not available 
for weekend wound management. Tenant #1's 
elbow and knee wounds were not treated over the 
weekend.
- On 1/16/24 it was noted the staff nurses would 
manage wounds on the weekends due to Outside 
Agency #1 not being able to manage wounds on 
the weekends.  
- On 1/17/24 it was noted the wound vac was on 
hold for one week.

Tenant #1's service plan dated 12/14/23 indicated 
she had home health for wound management. In 
addition, staff were to follow the TAR for dressing 
changes and report any increased redness, 
warmth, odor or pain to the nurse. The service 
plan was not updated to reflect Outside Agency 
#1 involved with her wounds and the days and 
services provided post-surgical debridement 
(12/20/23).  The service plan also did not reflect 
the established arrangement with Outside Agency 
#1 and Program nursing staff regarding Program 
staff providing weekday coverage of wound 
management starting 12/26/23 and Outside 
Agency #1 providing wound care on weekends 
and holidays. The service plan was updated on 
1/11/24 post hospitalization to reflect staff were to 

DIVISION OF HEALTH FACILITIES - STATE OF IOWA
If continuation sheet  15 of 176899STATE FORM 0XZY11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 04/12/2024 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF INSPECTIONS AND APPEALS

S0248 01/25/2024
C

NAME OF PROVIDER OR SUPPLIER

SUMMIT POINTE SENIOR LIVING COMMUNITY

STREET ADDRESS, CITY, STATE, ZIP CODE

3505 ENGLISH GLEN AVENUE
MARION, IA  52302

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)
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follow the TAR for dressing changes and report 
any increased redness, warmth, odor or pain to 
the nurse. The service plan reflected Outside 
Agency #2 would provide all wound vac needs 
and management. The frequency of the visits 
was three times per week and as needed. They 
would also manage the elbow and knee wound 
when there.  Outside Agency #1 would assist as 
needed, weekends, holidays and on opposite 
days of Outside Agency #2 for the elbow and 
knee wound.  The service plan was not updated 
as needed on 1/12/24 when Outside Agency #1 
made the Program aware they could not manage 
the wounds the weekends. Outside Agency #1 did 
not provide any wound care post hospitalization 
and the service plan was not updated to reflect 
the change. The service plan was also not 
updated when it was determined Program nursing 
staff would provide wound care on the weekends.  
The service plan reflected staff assisted with 
bathing twice or more per week; however, did not 
provide instructions for bathing related to the 
wounds and wound vac. The service plan was 
also not updated to reflect Tenant #1's frequent 
removal of dressings and wound vac. 

2.  Review of Tenant #2's file on 1/17/24 and 
1/18/24 revealed a primary care provider (PCP) 
note dated 1/7/24  indicating the PCP visited and 
observed Tenant #2 walking with a severe flexion 
of her neck. The PCP was not aware of the 
change. Tenant #2's family was present and said 
it had been that way for a few days but seemed to 
be getting better. There were no reported falls but 
she had a very unsteady gait. An order was 
placed for x-ray. It was noted as an "abrupt 
change" with her neck pain and  forward flexion 
of her neck.  

Continued record review revealed the service was 
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not updated to reflect Tenant #2's neck pain and 
forward flexion of her neck.  

3.  Review of Tenant C1's file on 1/17/24 revealed 
the following Progress Notes:
  a.  On 8/22/23 it was noted Tenant C1 had a 
13.8 pound weight loss from May to August 2023.  
  b.  On 8/25/23 the PCP visited and indicated to 
weigh Tenant C1 every two weeks and send to 
the office in a month.
  c.  On 9/5/23 it was noted Tenant C1 was not 
sleeping well at night and an order was received 
to start Melatonin 3 milligram by mouth, everyday 
at bedtime.  

Continued record review revealed Tenant C1's 
service plan did not reflect her weight loss, 
bi-weekly weights and difficulty sleeping at night.  
  
5.  When interviewed on 1/25/24 at 11:27 a.m. the 
Executive Director confirmed all service plans 
were provided for tenants reviewed.
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