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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.

Tenants without cognitive impairment: 39
Tenants with cognitive impairment:        9
Total census: 48

The following regulatory insufficiencies were cited 
during the investigation of Complaint #132178-C.

 

 A 268 481-69.25(1)i Tenant Documents

481-69.25(231C) Tenant documents. 

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

 A 268

Based on interview and record review, the 
program failed to document change of condition 
for 1 of 4 current and former tenants reviewed 
(Tenant C1). Finding follows:

Record review revealed an incident report (IR) for 
Tenant C1, dated 5/16/26, with time of 8:50 a.m. 
According to the IR, the tenant was "really weak 
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 A 268Continued From page 1 A 268

this morning. Family came in and stated she's 
been weak the last couple of days." The family 
transported Tenant C1 to a local hospital. 

Tenant C1's progress notes revealed an entry on 
the morning of 5/03/26, when staff documented 
they tried to get the tenant up but she kept saying 
she was tired. The next entry was dated 5/30/26, 
noting Tenant C1 no longer resided at the 
program. There was no documentation of 
weakness or any change in condition on or 
around 5/16/26.

Tenant C1's 30- day assessment dated 3/31/26 
indicated she could ambulate independently with 
her walker. She needed full assistance with 
bathing/showering, physical assistance with 
dressing and occasional assistance to change 
her incontinence brief. The assessment further 
indicated there were no concerns with skin 
problems, such as inflammation, redness or rash.

Review of Tenant C1's hospital records revealed 
she presented at the emergency department (ED) 
on the morning of 5/16/26 with her daughter. The 
ED notes indicated Tenant C1 had weakness and 
her gait was abnormal. She had right-sided 
weakness, right foot drag and a shuffling gait. 
She also had an excoriated bottom/perineum. 
Family reported symptoms began about one 
week prior with significant worsening over past 
2-3 days. According to hospital records, Tenant 
C1 was admitted to the hospital and discharged 
on 5/19/26. Her principal diagnosis at discharge 
was UTI (urinary tract infection), with other 
diagnosis including TIA (transient ischemic 
attack) and dementia.

During interview on 9/16/26 at 10:45 a.m. with 
Tenant C1's daughter, she said she visited her 
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 A 268Continued From page 2 A 268

mother on 5/14/26 and found her in bed, soaked 
in urine. The daughter questioned staff, who told 
her Tenant C1 went to bed the day before and 
had refused to get out of bed. This was unusual. 
The daughter assisted her mother up and gave 
her a shower. She noted her mother seemed 
weaker than usual. When the daughter visited 
Tenant C1 on the afternoon of 9/15/26 she 
noticed her mother didn't seem her usual self.  
The tenant had difficulty walking, was leaning to 
the right and dragging her right foot. The 
daughter talked with staff who told her the tenant 
had been in bed since lunch time. Staff said they 
had to walk with her that day, which was unusual. 
When the daughter visited Tenant C1 on the 
morning of 5/16/26, she saw her mother had 
difficulty walking and was still dragging her right 
foot. The daughter physically assisted her mother 
to a wheelchair and transported her to the 
hospital emergency room. 

During interview on 9/16/26 at 10:30 a.m. the 
Executive Director (ED) confirmed the lack of 
documentation related to Tenant C1's change of 
condition regarding ambulation and excoriated 
buttocks/perineum. The ED stated staff did not 
inform her of these concerns at the time.

 A 293 481-69.27(2)c Nurse Review

481-69.27(231C) Nurse review. 
    
    69.27(2)  If a tenant receives personal or 
health-related care, the program shall provide for 
a registered nurse or a licensed practical nurse 
via nurse delegation:
    
    c.  To assess and document the health status 
of each tenant, to make recommendations and 

 A 293
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 A 293Continued From page 3 A 293

referrals as appropriate, and to monitor progress 
relating to previous recommendations at least 
every 90 days and whenever there are changes 
in the tenant's health status;

This REQUIREMENT  is not met as evidenced 
by:
Based on interview and record review, the 
program nurse failed to assess and document 
change of health status for 1 of 4 current and 
former tenants reviewed (Tenant C1). Finding 
follows:

Record review revealed an incident report (IR) for 
Tenant C1, dated 5/16/26, with time of 8:50 a.m. 
According to the IR, the tenant was "really weak 
this morning. Family came in and stated she's 
been weak the last couple of days." The family 
transported Tenant C1 to a local hospital. 

Tenant C1's progress notes revealed an entry on 
the morning of 5/03/26, when staff documented 
they tried to get the tenant up but she kept saying 
she was tired. The next entry was dated 5/30/26, 
noting Tenant C1 no longer resided at the 
program. There was no documentation of 
weakness or any change in condition on or 
around 5/16/26.

Tenant C1's 30- day assessment dated 3/31/26 
indicated she could ambulate independently with 
her walker. She needed full assistance with 
bathing/showering, physical assistance with 
dressing and occasional assistance to change 
her incontinence brief. The assessment further 
indicated there were no concerns with skin 
problems, such as inflammation, redness or rash. 
No additional health care/nursing assessment 
could be located after 3/31/26.
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 A 293Continued From page 4 A 293

Review of Tenant C1's hospital records revealed 
she presented at the emergency department (ED) 
on the morning of 5/16/26 with her daughter. The 
ED notes indicated Tenant C1 had weakness and 
her gait was abnormal. She had right-sided 
weakness, right foot drag and a shuffling gait. 
She also had an excoriated bottom/perineum. 
Family reported symptoms began about one 
week prior with significant worsening over past 
2-3 days. According to hospital records, Tenant 
C1 was admitted to the hospital and discharged 
on 5/19/26. Her principal diagnosis at discharge 
was UTI (urinary tract infection), with other 
diagnosis including TIA (transient ischemic 
attack) and dementia.

During interview on 9/16/26 at 10:45 a.m. with 
Tenant C1's daughter, she said she visited her 
mother on 5/14/26 and found her in bed, soaked 
in urine. The daughter questioned staff, who told 
her Tenant C1 went to bed the day before and 
had refused to get out of bed since then. This 
was unusual. The daughter assisted her mother 
up and gave her a shower. She noted her mother 
seemed weaker than usual. When the daughter 
visited Tenant C1 on the afternoon of 9/15/26 she 
noticed her mother didn't seem her usual self.  
The tenant had difficulty walking, was leaning to 
the right and dragging her right foot. The 
daughter talked with staff who told her the tenant 
had been in bed since lunch time. Staff said they 
had to walk with her that day, which was unusual. 
When the daughter visited Tenant C1 on the 
morning of 5/16/26, she saw her mother had 
difficulty walking and was still dragging her right 
foot. The daughter physically assisted her mother 
to a wheelchair and transported her to the 
hospital emergency room. 
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 A 293Continued From page 5 A 293

During interview on 9/16/26 at 10:30 a.m. the 
Executive Director (ED) verified the lack of  
nursing documentation  and assessment related 
to Tenant C1's change in health status regarding 
ambulation and excoriated buttocks/perineum. 
The ED stated staff did not inform her of these 
concerns at the time. The ED confirmed the a 
nursing assessment and documentation should 
have been completed.

DIVISION OF HEALTH FACILITIES - STATE OF IOWA
If continuation sheet  6 of 66899STATE FORM YKRJ11


