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A 000| 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.

Numbar of tenants without cognitive disorder: 6
Number of tenants with cognitive disorder: O
Total Population of Program at time of on-site: §

The following regulatoty Insufficiencies were clted
duting the recertification visit conducted to
determine compliance with certificatlon of an
Assisted Living Program.

No regutatory insufficiencles were cited during the
onsite infection control survey.

A120: 481-68.21(3) Ocoupancy Agreement A120

§9.21{3) The occoupancy agreement shall be
reviewed and updated as necessary to refiect any
change in services or financial arrangements.

This REQUIREMENT is not met as evidenced
by

Based on infervlew and record review the
Frogram failed o update the occupancy
agreement to reflect changes In services or
financial arrangements for 1 of 2 tenants
reviewed {Tenant #2). Findings follow:

Review of Tenant #2's Occupancy Agresment
dated 7-16-20 revealed the monthly fae inciuded
his spouse who had since passed away. Tha
Program failad to update the occupancy
agreement to reflect the change in the monthly
fee,
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On 9-15-21 af 1:17 p.m. the Social Worker
conflmed these findings.

A 140) 481-69.22(2) Evaluation of Tenant A140

§9.22(2) Evaluation within 30 days of occupancy.
Aprogram shall evaluate sach lenant's functional,
cognitive and health status within 30 days of
accupancy. The evaluation shall be conducted by
a healih care professional, a human service
professional, or a icensed praciical nurse via
nurse delegation when the tenant has not
exhibited a significant changs.

This REQIHREMENT is not mef as evidenced
by:

Based on interview and recard review the
Program failed to evaluate funclional, cognitive,
and health status within 30 days of cccupancy for
2 of 2 tenants reviewed (Tenant #1 and Tenant
#2). Findings follow:

Reacord review on 8-15-21 revealed the following:

1. Tenant #1s filz revealad he was admilled on
7-8-20. No funclional, cogniliva, and health
evaluation completad within 30 days of
accupancy could be located.

2. Tenant #2's file revealed he was admitted on
7-15-20, No functional, cognifive, and heaith
evaluation completed within 30 days of
occupancy could be located,

On 8-15-21 at 11:35 a.m. the Social Worker
confirmed these findings.

IVISION OF HEALTH FAGILITIES - STATE OF [OWA
TATE FORM Ll SNZH1 ¥ sontinualion sheet 2 of 7




L R N L |

" FORM APPROVED
DEPARTMENT OF INSPECTIONS AND APPEALS

STATEMENMT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA €X2) MULTiPi.E CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUNMBER: A. BUILDING: COMPLETED

50276 B. WING 09/15/2021
NAME OF PROVIDER OR SURPLIER STREET ADDRESS, CITY, STATE, ZI CODE

2235 HIGHWAY 34 EAST

OAKS AT PARKVIEW CARE CENTER FAIRFIELD, |A 52556

Y 1D SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORREGTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY CR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE DATE
DEFIGIENCY)
A145| Continued From page 2 A145
A 145 481-69.22(3) Evaluafion of Tenant A 1456

69.22(3) Evaluation annually and with significant
change. A program shall evaluate each tenanf's
funetional, cognitive and health status as needed
with significan{ change, but not less than
annually, to determine the tenanf's continued
aligibility for the program and to dstermine any
changes te services nesded. The evaluation shali
be conducied by a heslth care professional, a
human service professional, or a licensed
practical nurse vla nurse delegation when the
tenant has not exhibited a significant change. A
ficensed practical nurse shall riot complete the
evaluation when the tenant has exhibited a
significant change.

This REQUIREMENT is not met as evidenced

by:

Based on intervlew and record reviaw ths

Program failed to complete an annual cognitive

assassment for 1 of 2 tehants reviewed {Tenant
#2). Findings follow:

Review of Tenant #2's file on 9-15-21 revealed he
was admitted on 7-15-20. The annual cognilive
gvaluation was complefed on 8-25-21.

On 9-15-21 at 11:35 a.m. the Social Worker
confirmad this finding.

A350] 481-69.26(1) Service Plans A 350

69.26(1) A service plan shall be developed for
sach tanant based on the evaluations conducted
In accordance with subrules 69.22(1) and
£9,22(2) and shall be designed to meet the
spacliic service needs of the individual tenant.
The service plan shall subsequently be updated
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at least annually and whenever changes are
needed.

This REQUIREMENT is not met as evidenced
by

Based on inferview and record review the
Program falled to develop service plans based on
the required evaluations for 2 of 2 lenants
reviewed {Tenant #1 and Tenant#2), Findings
follow:

Record review on 815-21 revealed the following:

1. Tenant #1's file revealed a service plan dated
7-8-20. The health evaluation was not completed
until 7-17-20.

2. Tenant #2's file revealed a service plan dafed
7-17-20. No heallh or cognitlve evaluations
cornpleted prior to the development of the service
plan could be located.

On 8-15-21 at 11:35 a.m. the Social Worker
confirmed these findings.

A 355| 481-69.26(2) Service Plans A 355

89.26(2) Prior to the fenant's signing the
ocoupancy agresment and taking occupancy of a
dwelling unit, a preliminary service plan shall be
developed by a health care professional or
human setvice professlonal In consultation with
the tenant and, at the tenant's request, with other
individuals identified by the tenant, and, if
applicable, with the tenant's legal representative.
All persans who develop the plan and the fenant
or the tenant's legal representative shall sign the
plan,
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This REQUIREMENT |s not met as avidenced
by:
Based on interview and record review the
Pragram failed to ensure servies plans were
developed prior {o signing the occupancy
agresment and taking occupancy for 1 of 2
tenants reviewed {Tenant #2). Findings follow:
Review of Tenant #2's file revealed an Occupancy
Agreement signed 7-16-20. The tenant's initial
setvice plan was signed 7-17-21. The Program
alled fo develop the service plan prior fo Tenant
#2 signing (he occupancy agreement and taking
occupancy of his apartment.
On 9-15-21 at 11:35 a.m. the Social Worker
confirmed this finding.
A 405| 481-69.26{4)c Service Plans A 405

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

c. The service provider(s), If other than the
program, including but not limited to providers of
hosplce care, home health care, occupational
therapy, and physical therapy

This REQUIREMENT is nol met as evidenced
by

Based on interview and record review the
Program falled to update service plans to reflect
service providers for 1 of 2 tenants reviewad
{Tenant #2). Findings follow:

Reviaw of Tenant #2's file on 8-15-21 revealed an
order for physleal and accupational therapy
{PT/OT) on 7-6-21. Review of Beneficiary Notice
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revealed PT/OT was discontinued on 8-2-21, The
Program failed {o update the sarvice plan to
teflect PT/OT services,

On 9-15-21 ot 1:48 p.m. the Social Worker
confirmed thaese findings.

481-69.27(1)a Nurse Review

69.27{1) If a tanant does not receive personal or
health-related care, buf an observed significant
change in the tenant's condition occurs, 8 nurse
raview shall be conducted. If a tenant receives
personal or health-related care, the program shall
provide for a registered nursa:

a. To manitor, at least every 80 days, or aftera
slgnificant change In the tenant's condition, any
tenant who receives program-administered
prescription medications for adverse reactions to
the medications and to make appropriate
interventions or referrals, and to ensurs that the
prescription medication orders are current and
that the prescription medications are
administerad consistent with such orders

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the
Program failed to complete a nurse review as
required at least every 80 days for 1 of 2 tenants
reviewed {Tenant #1). Findings follow:

On 9-15-21 review of Tenant #1's service plan
daled 7-8-20 revealed he required assistahce
with madication administration. Mo quarterly
nurse reviews to monitor adverse reactions,
ansure orders were current, and medlcations
were administered as ordared could be located,

A 405

A 420
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On 2-15-21 at 11:35 a.m. the Sociat Worker
confirmmed thase findings.
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The Qaks Assisted Living
Plan of Correction

RE: Assisted Living Recertification Visit 9-15-2021

Preparation and/or exception of the P.0.C. in general, or this corrective action in particular, does not constitute action
to nor an agreement by the Oaks Assisted Living of any of the cited deficiencies, This P.0.C.1s prepared and/or executed
to ensure continued compliance with regulatory requirements,

Please find enclosed our Plan of Correction, which constitutes my credible allegation of compliance.

FTAG A120- Occupancy Agreement- Corrected 9-15-2021

Tenant #2’s Occupancy Agreement was updated by the Program Director on 5-15-2021 to reflect changes in service or
financial arrangements for each tenant,

s Upon admit each tenant will be provided their own individual cccupancy agreement based on
the services and the occcupancy agreement will be updated to reflect changes In manthly fee,

FTAG A135- Evaluation of Tenant- Corrected on 10/11/2021

The program will evaluate each prospective tenant’s functional, cognitive and health status prior to the tenants signing
the occupancy agreement and taking occupancy of a dwelling unit in order to determine the tenant's elgibility for the
pPrograni. '

» The evaluation of tenants will be completed by a health care professional/RN Delegator prior to
signing the occupancy agreement,

¢ The RN Delegator and Program Director will audit tenant charts upon admit to monitor
performance 10 ensure further compliance.

FTAG A140- Evaluation of Tenant- Cotrected on 10-11-2021

The Program Director and RN Delegator will evaluate each tenant's functional, cognitive and health status within 30 days
of occupancy.

» Inarder for the Program to ensure future compliance, the RN Delegator and Program Director will
audit tenant charts upon adimnit and set up a calendar with dates to ensure further compliance

FTAG A145- Evaluation of Tenant- Corrected on 10-11-2021

The RN Delegator will evaluate each tenants functional, cognitive and health status as needed with significant change, but
not less than annuzlly to determine tenants continued elgibility for the program.

» The evaluation will be completed by the RN Delegator to determine any changes to services heeded
for the tenant,

* The annual cognltive assessment will be conducted by the RN Delegator.
e In order for the program to ensure future compiiance, all admission audits will be conducted by
Program Director and/or RN Delegator.
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FTAG AZ50- Service Plans- Corrected on 10-11-2021

A Service Plan will be developed for each tenant based on the evaluations. The Service Plans will be designed to meet the
specific service needs of the individual tenants.

» ktorder for the Program to ensure future compliance, audit of charts will be conducted monthly by
the Program Director and/or RN Delegator to ensure further compliance,

FTAG A355- Service Plans- Corrected on 10-11-2021

Prior to the tenant’s signing the occupancy agreement and taking occupancy a pretiminary service plan will be developed
by Program Director/RN Delegator.

» All persons who develop the plan and the tenant or legal representative will sign the service plan.

* In order for Program to ensure future compliance, Service Plan will be reviewed with tenant and/or
legal representative upon occupancy of unit.

+ RN Delegator and Program Director will do a tenant chart audit upon admit.

{
FTAG A405- Service Plans Corrected on 10-11-2021

Program Director will update service plans to reflect individualized needs and will indicate any change of provider services
for tenant.

* The Program Director and RN Delegator will audit monthly and monitor orders and change of services
to reflect the change and date on Service Plan,

FTAG A420- Nurse Review Corrected on 10-11-2021

Al future 90 day revlews will have a comprehensive review with a note that relates to the tenants, health status or any
other related health or care issues, as welf as tenants progress. Nurse Review will also be complete with any related health
* status changes as it occurs within the 90 day period of review.

* Inorder for the Program 1o ensure future compliance, all changes in personal care or health related
care will be updated in the Service Plan within 30 days of change oceurring. As well as Nurse Review
being completed with 3 comprehensive note of afl changes. The RN Delegator and the Program
Cirector will audit tenant charts monthly to monitor performance to ensure further compliance, and
audit 90 day reviews to ensure compliance,

Sarah Flattery
Administrator of The Oaks Assisted Living at Parkview 10-18-2021

sarah@osbycorp.com



