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Findings Include:

1. The 1/9/23 Minimum Data Set (MDS) 

Assessment Tool revealed Resident #1 scored 10 

out of 15 points possible on the Brief Interview for 

Mental Status (BIMS) Cognitive Assessment that 

indicated moderate cognitive impairment. 

Diagnoses included cancer, non-Alzheimer's 

dementia, depression and idiopathic normal 

pressure hydrocephalus (water accumulation on 

the brain), and the resident had 2 or more falls 

since the previous assessment. The MDS 

revealed the resident required at least 1 staff 

assist for transfers to and from bed or chair, 

ambulation and toileting. 

A High Risk for Falls Problem initiated on the 

Nursing Care Plan on 7/15/22 directed staff on 

the following:

a. Anticipate and meet my needs. (Initiated: 

07/15/2022)

b. Be sure my call light is within reach and 

encourage me to use it for assistance as needed. 

I need prompt response to all requests for 

assistance. (Initiated: 07/15/2022)

c. Ensure that I am wearing appropriate footwear 

when ambulating or mobilizing in wheelchair.

(Initiated: 07/15/2022)

d. Resident to wear Gripper socks to prevent 

future falls. (Initiated 3/22/23)

An Impaired Cognitive Function Problem initiated 

10/17/22 on the Nursing Care Plan directed staff 

on the following:

a. Ask yes/no questions in order to determine the 

resident's needs. (Initiated: 10/17/2022)

b. Communication: Face the resident when 

speaking and make eye contact. Reduce any 

distractions- turn off TV, radio, close door etc. 
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The resident understands consistent, simple, 

directive sentences. Provide the resident with 

necessary cues- stop and return if agitated. 

(Initiated: 10/17/2022)

An Alteration in Neurological Status related to 

Normal Pressure Hydrocephalus Problem 

initiated 10/19/22 on the Nursing Care Plan 

directed staff on the following:

a. Monitor/document/report signs or symptoms of 

tremors, rigidity, dizziness, changes in level of

consciousness, slurred speech. (Initiated: 

10/19/2022)

b. Obtain and monitor lab/diagnostic work as 

ordered. Report results to MD and follow up as 

indicated. (Initiated: 10/19/2022)

A Nursing Progress Note transcribed by Staff B, 

Licensed Practical Nurse (LPN), 3/22/23 at 7:20 

a.m. stated: 

Resident found sitting on his buttock's on the floor 

beside his bed. Reports "I slid right off the bed." 

Full Range of Motion all 4 extremities. Denies 

hitting head. Neuro's intact.

A notation "Sleeping", transcribed by Staff C, 

Registered Nurse (RN), was documented for the 

required 11:05 p.m. vital sign and neurological 

assessment on the 3/22/23 "Neuro Check" form 

associated to the Resident #1's fall.

2.  The 3/1/23 MDS Assessment Tool revealed 

Resident #2 scored 6 out of 15 points possible on 

the BIMS Cognitive Assessment that indicated 

severe cognitive impairment. Diagnoses identified 

included osteoporosis, generalized muscle 

weakness and unsteady on feet, and required 

extensive assistance of at least 1 staff for 
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transfers to and from bed or chair, ambulation 

and toileting, and had 2 or more falls without 

injury since the prior assessment completed 

1/25/23.

A High Risk for Fall related to impulsiveness, gait 

and balance deficits and unaware of safety needs 

problem initiated 12/8/21 on the Nursing Care 

Plan directed staff on the following:

a. Additional "call don't fall" sign placed in room. 

(Initiated: 03/24/2023)

b. Call Don't Fall sign placed in room to remind 

resident to call for help. (Initiated: 02/02/2023)

c. Call light within reach and encourage me to 

use it, if not cognitively impaired, for assistance 

as needed. (Initiated: 12/08/2021)

d. Ensure resident wears appropriate footwear 

when ambulating or mobilizing in wheelchair. 

(Initiated: 12/08/2021)

e. I need a safe environment with: floors free from 

spills and/or clutter; adequate, light; A a working 

and reachable call light, and personal items within 

reach. (Initiated: 12/08/2021)

f. Offer toileting every hour prompt and cue.  

(Initiated: 11/01/2022)

g. Slip resistant strips to floor In front of toilet. 

(Initiated: 02/15/2023)

An Impaired Cognitive Function Problem initiated 

12/15/21 on the Nursing Care Plan directed staff 

on the following:

a. Ask yes/no questions in order to determine my 

needs. (Initiated: 12/15/2021)

b. Communicate with resident/family/caregivers 

regarding my capabilities and needs. (Initiated: 

12/15/2021)

c. Communication: Face me when speaking and 

make eye contact. Reduce any distractions- turn 

off TV,
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radio, close door etc. Provide me with necessary 

cues- stop and return if agitated. (Initiated: 

12/15/2021)

d. Present just one thought, idea, question or 

command at a time. (Initiated: 12/15/2021)

A Nursing Progress Note transcribed by Staff A, 

LPN, at 7:08 p.m. on 3/23/23 stated:

Found sitting on floor facing toilet with wheelchair 

behind. Self transferred from toilet. Temperature 

97.6 Blood Pressure 148/86 Pulse 100 

Respirations 18 Oxygen Saturation 94% on 

Room Air.  Range of Motion all extremities. 

Denies pain/discomfort. Denies hitting head. 

A notation "Sleeping", transcribed by Staff C, RN, 

was documented for the required 10:45 p.m. and 

11:45 p.m. vital sign and Neurological 

Assessment on the 3/23/23 "Neuro Check" form 

associated to the Resident #2's fall.

3. The 1/18/23 MDS Assessment Tool revealed 

Resident #6  scored 8 out of 15 points possible 

on the BIMS Cognitive Assessment, that 

indicated severe cognitive impairment. Diagnoses 

identified included Multiple Sclerosis, 

non-Alzheimer's dementia, anxiety and repeated 

falls, required assistance of at least 1 staff to 

transfer to and from bed and chair, ambulation 

and toileting, and had not had a fall since the 

1/12/23 admission to the facility.  

A Fall Risk Problem initiated 1/24/23 on the 

Nursing Care Plan directed staff on the following:

a. Bed in lowest position when unattended by 

staff. (Initiated: 02/13/2023)

b. Call don't fall sign in room, to remind resident 

to use call-light to notify staff for assistance. 

FORM CMS-2567(02-99) Previous Versions Obsolete TN8B11Event ID: Facility ID: IA0847 If continuation sheet Page  5 of 8



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  03/30/2023
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

165171 03/29/2023

C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

455 31ST STREET
SILVER OAK NURSING AND REHABILITATION CENTER LLC

MARION, IA  52302

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 684 Continued From page 5 F 684

(Initiated: 01/24/2023)

c. Call light within reach and encourage the 

resident to use it, if not cognitively impaired, for 

assistance as needed. (Initiated: 01/24/2023)

An Impaired Cognitive Function related to 

Dementia Problem initiated 1/24/23 on the 

Nursing Care Plan directed staff to complete the 

following:

a. Ask yes/no questions in order to determine the 

resident's needs. (Initiated: 01/25/2023)

b. Communication: Face the resident when 

speaking and make eye contact. Reduce any 

distractions- turn off TV, radio, close door etc. 

The resident understands consistent, simple, 

directive sentences. Provide the resident with 

necessary cues stop and return if agitated.  

(Initiated: 01/25/2023)

c. Use task segmentation to support short term 

memory deficits. Break tasks into one step at a 

time. (Initiated: 01/25/2023)

A Nursing Progress Note transcribed by Staff A, 

LPN at 10:13 p.m. on 2/12/23 stated:

Called to room per roommate and stated  "He fell 

out of bed".  Upon entering room noted resident 

laying on left side on floor beside bed. Alert and 

verbalizes no pain it's cold down here. 

Temperature 96.8 Blood Pressure  108/66 Pulse 

60 Respirations 16 Oxygen Saturation 95% on 

Room Air.  Pupils Equal Reactive to Light. Range 

of Motion all extremities.

A  form last updated 11/2017, labeled "Neuro 

Checks", with written directives to "use if resident 

hit their head or had an unwitnessed fall", 

directed staff to complete vital sign and 

Neurological Assessments every 15 minutes x 4 

times, every 30 minutes x 4 times, every hour x 4 
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times, every 4 hours x 4 times, and then every 

shift for 2 days.

Resident #6's Neuro Checks form dated 2/12/23 

revealed "sleep" recorded by Staff A, LPN, and 

without any documentation of the required 

assessments as required and scheduled on 

2/12/23 at 11:15 p.m. and 11:45 p.m., and on 

2/13/23 at 12:15 a.m., 12:45 a.m., 1:45 a.m., 2:45 

a.m., 3:45 a.m. and 4:45 a.m.  The next vital sign 

and Neurological Assessment was completed at 

9:45 a.m. on 2/13/23.

The facility's Incidents and Accidents policy dated 

2022 directed staff on the following:

a. Any injuries will be assessed by the licensed 

nurse or practitioner and the affected individual 

will not be moved until safe to do so.  First aid will 

be given for minor injuries such as cuts or 

abrasions. 

b. In the event of an unwitnessed fall or a blow to 

the head, the nurse will initiate neurological 

checks as per protocol and document on the 

neurological flow sheet.  Abnormal findings will be 

reported to the practitioner.

Staff interviews revealed:

a. On 3/29/23 at 6:35 a.m., Staff B, LPN, stated 

staff used the "Neuro Checks" Form when 

residents had unwitnessed falls, the frequency of 

the required assessments were written on the 

form, nurses were expected to complete the 

assessments, if a resident was asleep the nurse 

had to wake the resident to assess their 

neurological status as increased 

sleeping/difficulty to awaken the resident was a 

potential sign of neurological deficits and it was 

not appropriate to leave the resident asleep.

b. On 3/29/23 at 8:08 a.m., Staff D, RN stated 
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staff were supposed to check vital signs and 

Neuro Assessments and record them on the 

Neuro Check Form after a resident's fall.  The 

form tells the staff how often to complete the 

assessments, if a resident was asleep the nurse 

should wake the resident because the Neuro 

Assessment requires that and increased 

lethargy/sleepiness is one of the signs you watch 

for with a head injury.

c. On 3/28/23 at 12:32 p.m., Staff A, LPN, stated 

Nurses were supposed to use the Neuro Checks 

form to document vital signs and Neuro checks, 

the form has the frequency for checks on it, if a 

resident is asleep when a check as due, and if 

they could have behaviors she would let the 

resident sleep and would not wake them, she 

could assess them if they woke up and would 

write the time she did it on the form.

d. On 3/29/23 at 8:57 a.m., the Director of 

Nursing (DON) stated she expected Nursing Staff 

to follow the set protocol on the Neuro Checks 

Form if a resident had an unwitnessed fall, the 

assessments should be completed even if the 

resident was asleep, staff were expected to wake 

the resident to complete the assessments as that 

was an important part of the neurological 

assessment.  She expected staff to consult with 

the Physician for orders if they wanted to deviate 

from the assessment protocol.
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