
A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
 IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
 COMPLETED

PRINTED: 03/10/2025 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF INSPECTIONS AND APPEALS

S0409 02/11/2025

NAME OF PROVIDER OR SUPPLIER

MEADOWVIEW MEMORY CARE VILLAGE - MARION

STREET ADDRESS, CITY, STATE, ZIP CODE

720 OAKBROOK DRIVE
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 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:  
11      
Number of tenants with cognitive impairment:  18 
Total census:  29   

The following regulatory insufficiencies were cited 
during the recertification visit to determine 
compliance with certification for a Dedicated 
Dementia Specific Assisted Living Program:

 A 150 481-67.2(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:

 A 150

Based on interview and record review the 
Program failed to follow its policy and procedure 
related to incident reports.  This pertained 1 of 1 
tenant reviewed with a history of suicidal ideation 
(Tenant #1).  Findings follow:  

1. Review of Tenant #1's file on 2/10/25 revealed
Progress Notes indicating the following:

- On 11/5/24 it was noted on 11/4/24 the primary
care provider (PCP) was there for rounds and 
during the visit with Tenant #1 she said she 
wanted to end her life. Tenant #1 had a long and 
significant history of suicidal ideation. She had 
been informed her home was up for sale.  The 
PCP advised staff to call an ambulance to 

DIVISION OF HEALTH FACILITIES - STATE OF IOWA
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

If continuation sheet  1 of 46899STATE FORM VICZ11

The Plan of Correction is attached



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 03/10/2025 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF INSPECTIONS AND APPEALS

S0409 02/11/2025

NAME OF PROVIDER OR SUPPLIER

MEADOWVIEW MEMORY CARE VILLAGE - MARION

STREET ADDRESS, CITY, STATE, ZIP CODE

720 OAKBROOK DRIVE
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 150Continued From page 1 A 150

transfer her to the emergency department (ED) 
for evaluation and treatment. Tenant #1 was 
admitted to the psychiatric floor at the hospital. 
  - On 11/5/24 (late entry) it was noted Tenant #1 
returned to the Program accompanied by family.  
Per family, the physician did not feel that she was 
a risk to herself or to others.  New orders were 
received. 

Review of a hospital After Visit Summary (AVS) 
indicated Tenant #1 was seen for a moderate 
episode of recurrent major depressive disorder 
from 11/4/24 to 11/5/24.  New medication orders 
were listed. The AVS indicated Tenant #1 
presented to the psychiatric unit with her family. 
She had reported at her memory care program 
that she had a plan to kill herself by suffocation 
and had several plastic bags in her room to do it. 
Upon admission to the unit (psychiatric), she 
denied depression, suicidal ideation, anxiety, 
hopelessness but also said if "she can't live a life 
of her own making, she'd rather be dead." It was 
noted Tenant #1 refused to believe she had 
Alzheimer's disease and denied having any 
history of suicidal ideation or self-harm. 
 
Further review of Tenant #1's file revealed 
diagnoses included unspecified psychosis, manic 
episode, bipolar disorder, unspecified dementia 
with mood disturbance and major depressive 
disorder (recurrent). Tenant #1 was staged at a 
three on the Global Deterioration Scale (GDS), 
which indicated mild cognitive decline.  

Tenant #1's Health and Functional evaluation 
dated 11/6/24 indicated it was completed related 
to a 24 hour psychiatric stay and return to the 
Program. Tenant #1 being told that her house 
was for sale was believed to have started the 
episode. Staff attempted to post the number for 
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 A 150Continued From page 2 A 150

the suicide prevention hotline which she refused 
and threw in the garbage. Staff also attempted to 
remove her garbage bag liners since she had 
stated in the ED she could use them to end her 
life. Tenant #1 became very angry with the 
attempt.  During the assessment Tenant #1 said 
she had no desire or intent to harm herself or to 
end her life.  She said she made those comments 
as it was the only way to get anyone's attention. 

No incident report regarding the event on 11/4/24 
could be located.

 A 395 481-69.26(4)a Service Plans

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

a.  The tenant's identified needs and preferences 
for assistance

This REQUIREMENT  is not met as evidenced 
by:

 A 395

Based on interview and record review the 
Program failed to develop service plans that 
reflected the identified needs and preferences for 
assistance. This pertained to 2 of 5 tenants 
reviewed (Tenants #3 and #4).  Findings follow:  

1. Review of Tenant #3's file on 2/10/25 revealed 
the service plan reflected staff provided a room 
tray if she was not able to come out to the dining 
room.  Staff assisted with cutting up and setting 
up her foods related to her vision impairment. 
Staff provided her with reminders and set up for 
all meals.  

 

DIVISION OF HEALTH FACILITIES - STATE OF IOWA
If continuation sheet  3 of 46899STATE FORM VICZ11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 03/10/2025 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF INSPECTIONS AND APPEALS

S0409 02/11/2025

NAME OF PROVIDER OR SUPPLIER

MEADOWVIEW MEMORY CARE VILLAGE - MARION

STREET ADDRESS, CITY, STATE, ZIP CODE

720 OAKBROOK DRIVE
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 395Continued From page 3 A 395

When interviewed on 2/11/25 at 1:19 p.m. Staff A 
said up until recently staff provided cueing at 
meals due to Tenant #3's vision. A week or two 
ago, she started to need physical assist with 
eating and staff were helping her eat. Staff A said 
it was dependent on Tenant #3's mood, regarding 
what type of assistance she needed with meals. 
She said about two days per week staff physically 
assisted Tenant #3 to eat.  

Continued record review revealed Tenant #3's 
service plan did not reflect she needed physical 
assistance with eating at times..   

2.  Review of Tenant #4's file on 2/10/25 revealed 
his service plan reflected he had a history of falls, 
used a walker for ambulation and had a wood 
platform for the recliner to aid in transfers.  
Tenant #1 managed his own transfers.

Review of the Adult Services Monitoring Entrance 
Form reflected Tenant #4 was one of the tenants 
identified that utilized a bed rail.  

Tenant #4's service plan did not reflect the bed 
rail.

3. When interviewed on 2/10/25 at 4:31 p.m. the 
Assisted Living Director of Nursing confirmed all 
service plans were provided for the tenants 
reviewed.
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