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SUMMARY STATEMENT OF DEFICIENCIES 
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Initial Comments 

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: 
2 
Number of tenants with cognitive impairment: 25 Tota 
census: 27 

The following regulatory insufficiencies were cited 

related the investigation of Complaint# 120431-C, 
Incidents #120625-1, #122989-1, #122991-1, #122992-1 
and the recertification visit conducted to determine 
compliance with certification of a Dedicated Dementia 
Specific Assisted Living Program: 

481-67.2(3) Program Policies and Procedures

67.2(3) The program shall follow the policies and 
procedures established by the program. 

This REQUIREMENT is not met as evidenced by: 
Based on interview and record review the Program 
failed to follow established policies and procedures 
related to completion of incident reports and the 
administration of as needed medications. This 
pertained to 2 of 6 current tenants reviewed (Tenants 
#2, #4) and I of3 discharged tenants reviewed (Tenant 
C3). Findings follow: 

la. Review of Tenant #2's file on 8128124 revealed a 
Progress Note dated 7 /3 1/24 indicating 
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1) Education will be provided to

medication managers regarding PRN

medications being used for their intended

uses only. Nurses will ensure that intended

uses or diagnosis are listed on the MAR for

medication mangers to see.

2) Nurses will ensure that in the event of a

medication error or fall an incident report

is completed and the appropriate people

are notified.
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A 160 Continued From page 6 

Review of Tenant C2's file on 8/26/24 revealed wound 
clinic orders indicating the following: - On 3/5/24 it 
was noted he should return in two weeks aud could 
bathe without the wound dressing. His weight should 
be positioned from left to right every one to two 
hours. A ROHO cushion was to be used in all chairs. 
Orders for Wound #3, located on the right lateral 
forearm, included to apply Bactroban once per day. 
Apply a thin layer to the wound. For Wound #4, 
located on the medial coccyx, staff were to apply a 
thin later to the wound bed. For Wound #5, right upper 
leg, staff were to apply Bactroban once per day, apply 
a thin layer to the wound bed, cover with Mepilex 
border flex (4 x 4) once per day. - On 3/19/24 it was 
noted he should return in two weeks and could bathe 
without the wound dressing. All orders for wound 
treatment remained the same. 
- On 4/2/24 it was noted he should return in
three weeks and could bathe without the wound
dressing. The orders remained the same except staff
were to cover all three wounds with Mexiplex
border flex after each administration ofBactroban.
- On 4/23/24 it was noted he should return in
three weeks and could bathe without the wound
dressing. The order for Wound #5 located on the right
upper leg was changed to Dakin's 0.125% soaked
gauze to wound bed once daily, place a 5 x 9 ABD pad
over wounded area once daily aud 2" conform pack
loosely into wounded area.

A Recommended Plan of Treatment from a partnering 
wound care company indicated hospice was the 

provider, virtual consultation was ordered aud 
information was provided per the hospice nurse on 

4/27/24. The report was dated4/29/24 by a Wound and 
Ostomy Specialist. The 

STATEMENT OF DEFICIENCIES AND (XI) PROVIDER/SUPPLIER/CLIA 
PLAN OF CORRECTION IDENTIFICATION NUMBER: 

S0379 

A 160 1) Nurses received education

regarding wound packing being

performed by unlicensed staff is

inadequate.

2) If facility receives orders to pack

wound, nurses will obtain referral

for home health to perform wound

care or hospice services.
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A200 Continued From page 11 A200 

A200 A200 

481-67.4(1)a(2) Program Notification to
Department

481-67.4(23IB,231 C,23 lD) Program notification to
the department. The director or the director's designee
shall be notified within 24 hours, or the next business
day, by the most expeditious means available:

67.4(1) Of any accident causing major injury. For the 
purposes of this rule, "major injury" shall also mean a 
substantial injury. 

a. "Major injury11 shall be defmed as any injury
which:

(2) Requires admission to a higher level of care for
treatment, other than for observation

This REQUIREMENT is not met as evidenced by: 
Based on interview and record review the Program 
failed to notify the Department of accidents that 
caused major injuries within 24 hours or the next 
working day as required. This pertained to I of 2 
discharged tenants reviewed who had a fall with 
significant injuries (Tenant C3). reviewed who had 
falls with significant injuries. Findings follow: 

I. Review of Tenant C3's file on 8/26/24 revealed an
Incident Report Form dated 7/16/24 at 2:15 a.m.
indicating at 2:00 a.m. rounds, Tenant C3 was noted in 1) Executive director will work with
bed. At 2: 15 a.m. her alarm sounded and she yelled for nurses to submit initial self report to
help. She was observed on the floor on her right side.

DIAL within 24 hours or next working
She said she had tried to get out of bed and that she
was in pain. Her vital signs were taken and her blood day with any fall with significant

injury.

Date of compliance: 12/15/2024 
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A215 
Continued From page 15 A215 

accidentally shoved by another tenant, which caused 
her to fall backwards. 

When interviewed on 9/5/24 at 11 :25 a.m. the 
Executive Director said she was not told about the 
incident with Tenant #3 and Tenant #4 when it 
happened. She said she was told Tenant #4 asked 
Tenant #3 about her car and Tenant #3 did not know. 
Tenant #4 was HOH. Tenant #4 ranuned her walker 
into Tenant #3 and she fell backwards. Tenant #3 
fractured her back, was sent out and went to skilled 
care. 

The Program did not report the incident between the 
two tenants that resulted in a major injury on 7/17/24 
until 8/26/24, which was greater than 24 hours from 
the time of the known injuries that resulted from the 
incident. 

A285 A285 I) Education will be provided to

medication managers regarding PRN

481-67.5(2)[(4) Medications
medications being used for their

intended uses only. Nurses will ensure

67.5(2) Each program shall follow its own written that intended uses or diagnosis are

medication policy, which shall include the following: listed on the MAR for medication

f. When medications are administered traditionally by
mangers to see.

the program: 2) Education will be provided to

medication managers to provide a
(4) Medications and treatments shall be administered progress note with PRN medications
as prescribed by the tenant's physician, advanced

stating the reason why a PRN
registered nurse practitioner or physician assistant.

medication is being given.

This REQUIREMENT is not met as evidenced by: 3) Nurses will audit the number of times
Based on interview and record review the Program PRN medications are being utilized
failed to administer medications and treatments as 

and will communicate with provider
ordered. This pertained to 3 of 6 current tenants 

on appropriateness. Nurses will utilize(Tenants #2, #4 and #6) and 2 of 
24 hour report to audit PRN

medications daily.
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Continued From page 27 

A285 

C3 did not receive medications as ordered. 

6. When interviewed on 9/5/24 at I :44 p.m. the RN
confirmed all MARs were provided for the tenants
reviewed. 

A 140 A 140 

481-69.22(2) Evaluation of Tenant

69.22(2) Evaluation within 30 days of occupancy. A 
program shall evaluate each tenant's functional, 
cognitive and health status within 30 days of 
occupancy. The evaluation shall be conducted by a 
health care professional, a human service professional, 
or a licensed practical nurse via nurse delegation when 
the tenant has not exhibited a significant change. 

This REQUIREMENT is not met as evidenced by: 1) Nurses worked with a nurse consultant.

Based on interview and record review the Program Nurse consultant helped structure a
failed to complete evaluations within 30 days of taking calendar to keep evaluations in
occupancy. This pertained to 1 of 1 current tenants compliance including 30 day evaluations,
(Tenant #2) and l of l discharged tenants (Tenant C2) 
reviewed who were admitted in 2024. Findings follow: 90 day evaluations, significant changes,

and annual reviews starting 11/1/2024.
I. Review of Tenant #2's file on 8/28/24 revealed Program assessments will remain up to
she was admitted on 5/ l 0/24. Evaluations were not

date starting 11/1/2024.
completed within 30 days of taking occupancy.

2. Review of Tenant C2's file on 8/26/24 2) Executive director has access to PCC
revealed he was admitted on 2/22/24. Evaluations were and assessment schedule. Executive
not completed within 30 days of taking occupancy.

director will audit schedules and meet

3. When interviewed on 9/5/24 at I :44 p.m. the with nurses periodically to ensure

Registered Nurse confirmed all evaluations were compliance.
provided for the tenants reviewed.

Date of compliance: 11/1/2024 
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A 145 
Continued From page 49 

When interviewed on 9/4/24 at 11 :29 a.m. Staff M 
many times due to staffing she was assisted with one 
person. It took two staff to safely assist her. She said 
before PT it would take two staff and she was "dead 
weight." 

When interviewed on 9/9/24 at I :43 p.m. the LPN said 
Tenant C3 required the assistance of one person but 
occasionally would require the assistance of two. She 
had terrible knees. 

Continued record review revealed evaluations were 
last completed on 5/10/24. Evaluations could not be 
located as needed when changes occurred and Tenant 
C3 required the assistance of two people at times, or 
with the addition of PT services. 

9. When interviewed on 9/5/24 at 1:44 p.m. the RN
confirmed all evaluations were provided for the tenants
reviewed.

A 155 

481-69.23(l)b Criteria for Admission I Retention of
Tenants

69.23(1) Persons who may not be admitted or retained. 
A program shall not knowingly admit or retain a tenant 
who: 

b. Requires routine, two-person assistance with
standing, transfer or evacuation

This REQUIREMENT is not met as evidenced by: 
Based on observation, interview and record review the 

Program failed to discharge tenants who required 
routine assistance of at least two 
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A 145 

A 155 I) When resident is determined to require
an assist of 2 or more with cares,

transfers, or ambulation, nurse will

notify PCP and obtain orders for
therapies, pain management eel. If
these are not effective, nurses will

submit a waiver to DIAL. If waiver is
denied or we feel we are unable to
care for tenant, we will speak to tenant
and family about discharging to a hire
level ofcare voluntarily. If tenant or
family is not in agreement with the

voluntary discharge, an involuntary

3 0- day discharge notice will be
issued. Nurses will help facilitate
move to high level of care with both
circumstances.

Date of compliance: 12/15/2024 
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A 160 Continued From page 55 by: A 160 I) If tenant is observed to be verbal,

Based on interview and record review the Program physically, sexually abusive or
failed to discharge a tenant who was physically and chronically elope, nurses will consul t
verbally aggressive. This pertained to tenants reviewed with PCP or psychiatry for medication
I of 6 current tenants reviewed (Tenant #6). Findings 

changes as appropriate and non-follow: 
pharmacological interventions.

Review of Tenant #6's file on 8/29/24 revealed Education will also be provided to
diagnoses including neurocognitive disorder with lewy care staff on how to approach tenant
bodies, dementia with agitation, major depressive 
disorder, claustrophobia and via service plan.
Alzheimer's disease. Tenant #6 was staged at a six on 2) If interventions are ineffective, nurses
the Global Deterioration Scale, which indicated severe will communicate with tenant or
cognitive decline 

family about discharging to a higher

Progress Notes indicated the following: -On level of care and voluntary discharge.
5/1/24 PRN (as needed) lorazepam for agitation If tenant or family is not in
was administered. The note indicated Tenant #6 agreement, an involuntary 30-day
used profanity and was hitting. The follow up 
indicated Tenant #6 was still very agitated with discharge notice will be issued.

staff. Nurses will help facilitate all moves to
- On 5/4/24 (late entry) staff reported that during a higher level of care.

safety check Tenant #6 was observed laying on the end
of the bed. Staff approached Tenant #6 and asked what

Date of compliance: 12/15/2024 
he was doing and he told them to get away and don't
touch him. Staff attempted to redirect him and he was
told for his safety they needed to stand him up to lay at
the top of the bed. Tenant #6 stood up and threw his
walker which hit the wall near the bathroom. He sat on
the edge on the bed and, when he lifted his feet up into
bed, he kicked staff in the chest and attempted to
punch the other staff. He laid back into bed with his
feet and buttocks hanging off of the side of the bed.
The staff called for additional staff to assist. He agreed
to get into bed but grabbed the gait belt and started
hitting the staff which caused him to slip to the floor.
He sustained a small skin tear to the right lower
forearm. Staff called Tenant #6's spouse as he
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48l-69.25(1)i Tenant Documents 

69.25(1) Documentation for each tenant shall be 
maintained by the program and shall include: 

i. When any personal or health-related care is
delegated to the program, the medical information
sheet; documentation of health professionals' orders,
such as those for treatment, therapy, and medication;
and nurses' notes written by exception

This REQUIREMENT is not met as evidenced by: 
Based on interview and record review the Program 
failed to document nurse's notes by exception. This 
pertained to 3 of 6 current tenants reviewed (Tenants 
#4, #5 and #6). Findings follow: 

I. Review of Tenant #4's file on 8/29/24 revealed
Progress Notes indicating the following:
- On 7/1/24 Tenant #4 fell and complained of
hip pain, Tramadol HCL 50 milligram (mg) PRN (as
needed) for pain was administered and was not
effective.
- On 7 / 1/24 acetaminophen 500 mg, PRN for
pain was administered and was not effective. - On
7/1/24 at 2:58 p.m. (administration note for
PRN medications) Tenant #4 came back from the
emergency department (ED) and was in so much pain.
Acetaminophen 500 mg, PRN for pain was
administered and it was not effective at noted at 4:27
p.m.

An After Visit Summary (AVS) dated 7/1/24 from the 

ED indicated she was seen for a fall and had a 

contusion oftbe right hip and an abnormal computed 

tomography scan. TheAVS indicated 

STATEMENT OF DEFICIENCIES AND (XI) PROVIDER/SUPPLIER/CLJi' 
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I) Program met with nursing consultant and
was educated on examples of significant

changes, when to chart follow up's and order

notes. Nurses will chart a progress note when a
fax is sent out to PCP and when a new order is
obtained from PCP. RN will complete

significant change assessments in a timely
manner and provide follow ups as needed.
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RN confirmed all nurse's notes were provided for the 
tenants reviewed, 

A300 

481-69 .25 (I )k Tenant Documents

69.25(1) Documentation for each tenant shall be 
maintained by the program and shall include: 

k. Advance health care directives as applicable

This REQUIREMENT is not met as evidenced by: 
Based on interview and record review the Program 
failed to maintain advance health care directives. This 
pertained to 1 of 1 discharged tenants reviewed who 
had a fall and died (Tenant Cl). Findings follow: 

I. Review of Tenant Cl's file on 8/21/24 revealed an
Incident Report Form dated 5/3/24 at 6:00
p.m. reflecting the medication aide noted Tenant C 1
was laying on her back, head on the ground with a
towel under the head to hold pressure on the wound.
Tenant C 1 was not responsive and was bleeding from
the back of the head. The color in Tenant Cl's face
was very pale and gray. The medication aide called
Tenant Cl's name loudly several times without a
response. The electronic system was checked and
Tenant CI was identified as a do not resuscitate
(DNR). The only vital sign she was able to to obtain
was temperature, which was 96 degrees. The RN was
contacted via phone to tell her that staff needed to
send Tenant Cl out to the ED due to her head injury
and she was not responding. The medication aide
notified the family. Paramedics anived and asked for
Tenant Cl's code status and they were showed in the
electronic records system where it indicated she was a
DNR.One of

STATEMENT OF DEFICIENCIES AND (Xl) PROVIDER/SUPPLIER/CLIJ 
PLAN OF CORRECTION IDENTIFICATION NUMBER: 

S0379 

DIVJSJON OF HEALTH FACILITIES - STATE Of IOWA 

STATE FORM 

ID PROVIDER'S PLAN OF CORRECTION (X5) 

PREFIX TAG (EACH CORRECTIVE ACTION SHOULD BE COMPLETE 

CROSS-REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE 

A290 

A300 

1) I POST will be completed upon

admission and faxed to PCP for

signature. Once PCP signature is

obtained, Code status is updated in

chart.

2) Nurses are working to obtain code

status from all tenants.

3) The chart has been updated for care

staff to obtain advanced directive by

clicking hyperlink in chart header.

Date of compliance: 12/15/2024 

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

A. BUILDING: 
COMPLETED 

C 

B. WING 09/26/2024 

6899 LBOO!l If continuation sheet 64 of I 07 











PRINTED: 11/15/2024 
FORM APPROVED DEPARTMENT OF INSPECTIONS AND APPEALS 

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE 

2315 CAMPBELL DRIVE 
WILLOWS OF MARSHALLTOWN MEMORY CAR 

MARSHALLTOWN, IA 50158 

(X4)1D 
PREFIX 

TAG 

A300 

A330 

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

REGULATORY OR LSC IDENTIFYING INFORMATION) 

Continued From page 67 

nursing home as the place of occurrence of the external 
cause. 

4. In summary, Tenant Cl had a fall and died on
5/3/24. Staff called the RN and then called 911. EMTs
arrived and she was still breathing (one to two breaths)
per interview and requested Tenant Cl's code status
paperwork. Staff showed the EMTs the electronic
MAR; however, staff was not able to provide the code
status paperwork requested by the EMTs. They
pronounced her deceased at 6:16 p.m. The staff
indicated she was a DNR based on the electronic
record system; however, the advance directive
documents were not maintained by the program and
could not be provided to the EMTs when they
responded to the building.

48 l-69.25(l)q Tenant Documents 

69.25(1) Documentation for each tenant shall be 
maintained by the program and shall include: 

q. When the tenant is unable to advocate on the
tenant's own behalf or the tenant has multiple service
providers, including hospice care providers, accurate
documentation of the completion ofroutine personal o
health-related care is required on task sheets. If tasks
are doctor-ordered, the tasks shall be part of the
medication administration records (MARs)

This REQUIREMENT is not met as evidenced by: 
Based on interviews and record reviews the Program 
failed to maintain task sheets as required. This 
pertained to I of I discharged 
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I) These sheets were an internal

document made by the nurses for

repositioning and for family to

acknowledge how their loved one

was doing while they were not

present. These documents are no

longer being utilized.

2) All repositioning and tasks are

documented in PCC.

Date of compliance: 11/1/2024 
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A330 A330 

Continued From page 69 

When interviewed on 9/5/24 at I :44 p.m. the RN said 
the last few days the tenant was bed bound. There were 
sheets for documentation for end oflife cares includin, 
repositioning and check and changing. She was not 

1) Program has changed the methodsure she kept the sheets. 
of communication with care staff.

3. When the tasks sheets for end of life cares Program no longer utilizes the 24
were requested for Tenant C2, the RN indicated in an

hour report format.email dated 9/5/24 that the sheets were only to hold
the staff acconntable and they had not been saved. 2) A communication log has been

started between care staff and
4. Tenant C2's file lacked documentation of

nurses. Care staff have been
personal and health related cares, including

educated to document concernsrepositioning, for a tenant with multiple service
providers wh could not advoate for himself. The regarding tenants on the

Program failed to maintain the documentation of those communication log and nurses can
task sheets for Tenant C2. provide a reply. This log will be

obtained for 3 years.

Date of compliance: 11/1/2024 

A340 A340 

481-69.25(2) Tenant Documents

69.25(2) The program records relating to a tenant shall 
be retained for a minimum of three years after the 
transfer or death of the tenant. 

This REQUIREMENT is not met as evidenced by: 
Based on interview and record review the Program 
failed to maintain nurse communication documents. 

This affected all current tenants reviewed (Tenants #1, 
#2, #3, #4, #5 and #6). Findings follow: 

I. On 9/5/24 review of the Program policy regarding
24 hour reports/nurse communication indicated the 24
hour sheet was used. All staff were to use the form to
communicate to the next shift. A new 24 hour sheet
was started each day.
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A 350 Continued From page 71 needed. A 350 1) Nurse worked with a nurse consultant.
Nurse consultant helped structure a calendar to
keep evaluations in compliance including 30
day evaluations, 90 day evaluations,
significant changes, and annual reviews
starting 11/1/2024. Program assessments will
remain up to date starting 11/1/2024.

This REQUIREMENT is not met as evidenced by: 
Based on observation, interview and record review the 
Program failed to update service plans as needs 
changed. This pertained to 6 of 6 current tenants 
reviewed (Tenants #1, #2, #3, #4, 
#5 and #6) and 3 of 3 discharged tenants reviewed 
(Tenants Cl, C2 and C3). Findings follow: 

I. Review ofTenant#l's file on 8/27/24 revealed
Progress Notes indicating the following: - On
6/12/24 staff reported Tenant # 1 was incontinent of
urine at the 3 :00 a.m. rounds. She was very aggressive
and staff were not able to change her. They attempted
again at 5 :00 a.m. She was still upset and had soaked
through her clothes. As staff started to change her she
allowed it at first and then punched one of the staff
under the jaw. Tenant# l's finger was slightly red. The
punch caused staff's teeth to clatter and made her
mouth sore.
- On 7/2/24 (quarterly review) Tenant #1 was a
standby to hands on assistance with for all transfers
with a one person assist. She received hospice
services and occasionally could get verbally and
physically aggressive.
- On 8/20/24 crushing her medications as
needed was completed.

A Request for Waiver of Administrative Rule was 
submitted dated 8/28/24. The waiver application 
indicated she required the assistance of one to two 
people with a front wheeled walker for 

2) Executive director has access to PCC and
assessment schedule. Executive director will
audit schedules and meet with nurses
periodically to ensure compliance.

Date of compliance: 11/1/2024 

(X5) 
COMPLETE 

DATE 
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A 460 Continued From page 98

A460 481-69,28(4) Food Service 

69.28(4) Therapeutic diets may be provided by a 
program. If therapeutic diets are provided, they shall 
be prescribed by a physician, physician assistant, or 
advanced registered nurse 
practitioner. A current copy of the Iowa Simplified 
Diet Manual published by the Iowa Dietetic 
Association shall be available and used in the planning 
and serving of therapeutic diets. A licensed dietitian 
shall be responsible for writing and approving the 
therapeutic menu and for reviewing procedures for 
food preparation and service for therapeutic diets. 

This REQUIREMENT is not met as evidenced by: 
Based on observation, interview and record review the 
Program failed to have a licensed dietician responsible 
for reviewing food 
preparation and service for therapeutic diets. This 
pertained I of I tenant reviewed who had a therapeutic 
diet (Tenant #5). Findings follow: 

1. When observed on 8/21/24 at the time of the lunch
meal the items served included Salisbury steak, bun
with butter, mashed potatoes with gravy, carrots, fluff
dessert and assorted beverages. Tenant #5 was seated
in a high back wheelchair and she was asleep at the
table. StaffW sat beside her with four dishes of
pureed foods and fed her the meal. StaffW took the
juice to Staff B. Staff B made a new glass with
additional thickener as she thought the juice looked a
little thin. Staff Wand hospice assisted Tenant #5 with
her meal.

When observed on 9/3/24 at approximately 11 :35 a.m. 
Tenant #5 was assisted up and walked 
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1) Program will schedule an

education regarding special diets

and thickened liquids with US

Foods or hospice dietitian.

Date of compliance: 12/15/2024 
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