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Harmony Marshalltown 910 East Olive
Marshalltown, IA 50158

F 0550

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Honor the resident's right to a dignified existence, self-determination, communication, and to exercise his or 
her rights.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
facility policy review, resident, and staff interviews, the facility failed to treat a resident with respect and 
dignity in a manner that promotes maintenance or enhancement of his or her quality of life for 1 out of 4 
resident reviewed (Resident #1). The facility identified a census of 51 residents. Findings include:Resident 
#1's Minimum Data Set (MDS) assessment dated [DATE] identified a Brief Interview for Mental Status 
(BIMS) score of 14, indicating intact cognition. The MDS documented Resident #1 didn't have behaviors 
during the lookback period. The MDS listed Resident #1 as independent with activities of daily living (ADLs). 
The MDS included diagnoses of non-Alzheimer's dementia, anxiety, depression and dizziness.The Care 
Plan Focus related to tobacco use initiated 5/16/25 included the following Interventions:5/16/25: Smoking 
evaluation will be completed as needed.7/14/25: As of 7/8/2025 Independent Smoker: Must keep smoking 
accessories secured when not in use control of facility staff.7/14/25: Resident would check in and out and 
carry a cell phone while smoking.5/16/25: Independent Smoker: Must smoke only in designated 
areas/designated times (unless able to independently get to and from the designated areas).Interview on 
7/14/25 at 3:30 PM, Resident #1, reported when she got left her outside all night long on 7/7/25-7/8/25, the 
Director of Nursing (DON) and Administrator told her, she needed to make sure to take her cell phone with 
her at all times so she could get back into the facility. Resident #1 stated she felt degraded and disrespected 
for not taking her cell phone with her. She felt the facility thought it was her fault. Now she didn't go outside 
alone. Interview on 7/16/25 at 1:30 PM, the Administrator and DON, stated they expected Resident #1 to 
make sure she had her cellphone with her at all times. It is Resident #1's responsibility to make sure she had 
a way back into the facility.Interview on 7/17/25 at 12:30 PM, the DON reported they expected the staff to 
treat all residents with dignity and respect.The facility policy titled Resident Rights - Dignity and Respect 
revised date April 2024, instructed staff to treat all residents with dignity and respect while maintaining and 
enhancing his or her self-esteem and self-worth. Each Resident has the right to considerate and respectful 
care and to be treated with honesty, dignity, respect and with reasonable accommodation of individual needs 
except where the health, safety, or rights of the resident or other individuals in the facility would be 
endangered.
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165385 08/05/2025

Harmony Marshalltown 910 East Olive
Marshalltown, IA 50158

F 0580

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room, 
etc.)  that affect the resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, facility policy review, and staff interview, the facility failed to notify the facility's 
physician of a incident related to a resident left outside all night long for 1 of 3 residents reviewed (Resident 
#1). The facility identified a census of 51 residents.Finding include:Resident #1's Minimum Data Set (MDS) 
assessment dated [DATE] identified a Brief Interview for Mental Status (BIMS) score of 14, indicating intact 
cognition. The MDS documented Resident #1 didn't have behaviors during the lookback period. The MDS 
listed Resident #1 as independent with activities of daily living (ADLs). The MDS included diagnoses of 
non-Alzheimer's dementia, anxiety, depression and dizziness.The Care Plan Focus related to tobacco use 
initiated 5/16/25 included the following Interventions:5/16/25: Smoking evaluation will be completed as 
needed.7/14/25: As of 7/8/2025 Independent Smoker: Must keep smoking accessories secured when not in 
use control of facility staff.7/14/25: Resident would check in and out and carry a cell phone while smoking.
5/16/25: Independent Smoker: Must smoke only in designated areas/designated times (unless able to 
independently get to and from the designated areas).The Concern Form dated 7/8/25 reflected Staff A, 
Dietary Aide, heard pounding on the courtyard door. When she opened the door, Resident #1 told her she 
got locked outside all night. The Administrator and Director of Nursing (DON) visited with Resident #1, who 
educated her the facility didn't have the door locked. Resident #1 described the door as heavy and she 
couldn't open it fully to get back in facility. The form labeled Resident #1 as cognitively intact. The form 
reflected they educated Resident #1 to take her cellphone when she went out to smoke moving forward. 
Additionally, they installed a doorbell with receivers at each nurses' station. They educated the staff and 
smoking residents. They ordered the doorbell on 7/11/25 and installed it 7/16/25.The General Progress 
Notes dated 7/8/25 at 2:00 PM, documented Resident #1 reported she had difficulty opening the door. She 
described herself as to weak to pull it open as she normally had before. The nurse notified the doctor of her 
reported weakness. The nurse waited for a call back from the doctor to see if he would like to complete any 
labs for Resident #1.Interview on 7/23/25 at 8:15 AM, the facility physician reported they didn't know 
Resident #1 got left outside all night long. They expected the facility to notify him of the incident and added 
what a horrible thing to happen to Resident #1.Interview on 8/4/25 at 10:20 AM, the DON verified the clinical 
record lacked documentation that the facility notified the physician of Resident #1 being left outside. They 
expected the staff to notify the physician of any changes in a resident, an incident, a fall, or if they need a 
treatment.The facility policy titled Notification for Change of Condition revised June 2023, listed the purpose 
as the facility would provide care to residents and provide notification of resident change in status. The 
facility must immediately inform the resident; consult with the resident's physician; and if known, notify the 
resident's legal representative or an interested family member when an accident occurred involving the 
resident which resulted in injury and had the potential for requiring physician intervention, health, mental, or 
psychosocial status in either life-threatening conditions or clinical complications.
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Harmony Marshalltown 910 East Olive
Marshalltown, IA 50158

F 0627

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

Ensure the transfer/discharge meets the resident's needs/preferences and that the resident is prepared for a 
safe transfer/discharge.

(continued on next page)
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165385 08/05/2025

Harmony Marshalltown 910 East Olive
Marshalltown, IA 50158

F 0627

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, resident interview, and staff interviews, the facility failed to provide a safe discharge for 
1 out of 1 resident reviewed (Resident #2). On 7/3/25 at approximately 6:15 PM, Resident #2 exited the 
building to go see his support animal without staff knowledge. On 7/4/25 around 3:00 AM, Resident #2 
requested to return to the facility. Due to the frustration of not being able to get a ride back to the facility, 
Resident #2 used his electric wheelchair and transported himself to a convenience store at 3:00 AM. At 5:30 
AM the police notified the Administrator they found Resident #2. On 7/4/25 at 5:50 AM, the Administrator 
went to the convenience store and had Resident #2 sign a form indicating he left the facility against medical 
advice (AMA). The facility lacked documentation of education provided to Resident #2 for leaving AMA.On 
7/23/25 at 3:30 PM, the Iowa Department of Inspections and Appeals and Licensing (DIAL) staff contacted 
the facility staff to notify them the Department staff determined an Immediate Jeopardy (IJ) situation existed 
at the facility. The facility staff removed the immediacy on 7/25/25 at 1:30 PM, after the staff competed the 
following:The facility updated their Point of Contact form on 7/17/25 to include additional resident emergency 
contacts to reach if an emergency situation occurs, such as elopement, or a potentially unsafe 
resident-initiated discharge.The facility provided staff education on 7/23/25 regarding the Point Of Contact 
form and the process regarding the chain of command if a resident refused to return from an elopement or 
their therapeutic leave including calling law enforcement if the resident left the premises and refused to 
return.The facility added administrative oversight regarding every facility or resident initiated discharge 
(including AMA) must be reviewed and cosigned by an administrative leader (i.e. Administrator, DON, SW, 
MDS or designee) before the resident leaves or AMA paperwork is initiated to verify full compliance with the 
Federal Regulations regarding notice and discharge planning requirements. The administrative team leader 
would verify the following checklist: Administrative Reviewer -Unplanned Discharge Checklist prior to 
resident discharge from facility:Right to remain: Verify resident (and representative, if any) was clearly told 
they may stay at the facility and receive continued care; discussion is documented. Offer root cause analysis 
and appropriate alternatives concerning their desire to leave the facility in order for the facility to encourage 
the resident to stay at the facility.Refusal captured: If the resident still chooses to leave, ensure refusal / AMA 
form is completed and scanned into the record.Medication safety: Confirm medication reconciliation is done 
and an adequate supply-or prescription-plus written instructions were offered/provided.Post-discharge 
supports: Confirm offers to arrange / initiate:Home-health or other appropriate community care services.b. A 
safe place to stay (e.g., confirmed address, shelter, family).Transportation: Ensure safe transportation to the 
chosen destination is arranged or offered and documented (method, driver, address). The facility educated 
the nursing staff and social services on 7/25/25 regarding a safe return escort:Any resident off premises who 
calls or appears without transport is met by facility staff and escorted back in a facility vehicle if available, 
family member, authorized representative, law enforcement, or emergency services.Staff must immediately 
notify the facility administrative staff to ensure no resident reentered the facility alone or is stranded and they 
complete an unplanned discharge checklist to ensure the resident's safety.The scope was lowered from an 
IJ to a G (harm that is not immediate) on 7/25/25 after ensuring the facility implemented the removal plan. 
The facility identified a census of 51 residents.Finding include:Resident #2's Minimum Data Set (MDS) 
assessment dated [DATE] identified a Brief Interview for Mental Status (BIMS) score of 15, indicating no 
cognitive impairment. Resident #2 required partial to moderate assistance with transfers. In addition, listed 
Resident #2 as dependent with dressing and personal hygiene. The MDS included a diagnosis of need 
assistance with activities of daily living (ADLs). The MDS indicated Resident #2 didn't smoke.Resident #3's 
Clinical Census listed an admission date of 7/3/25.The BIMS evaluation conducted 7/3/25 listed a score of 
15.Resident #2's admission assessment dated [DATE] at 3:04 PM identified a BIMS score of 15. The 
assessment listed Resident #2 as dependent with activities of daily living and used a motorized wheelchair 
mobility. The assessment included diagnoses of diabetes mellitus, muscle weakness, need for assistance 
with personal cares, anxiety, chronic atrial fibrillation (an irregular often rapid heart rate that commonly 
causes poor blood flow), bilateral (both sides) below knee amputation, and substance abuse.The Care Plan 
included the following Focuses initiated7/3/25 indicated Resident #2 used tobacco. The Goal listed he would 
adhere to the smoking policy. The Interventions directed:7/14/25: Complete a smoking evaluation as needed.
7/14/25: Inform Resident and/or Responsible party of the smoking policy.7/14/25: Must keep smoking 
accessories secured when not in use by the facility staff.7/18/25: Dependent SmokerStaff to assist him to 
smoke in the designated areas at the designated smoking times.Staff to supervise while smoking.If needed 
must wear a protective smoking vest or apron.Resident #2 had a risk for ineffective breathing related to 
wheezing (caused by tightness in the lungs that make breathing difficult). The Intervention directed to provide 
medications as ordered.Resident #2 required assistance with ADLs. The Interventions directed the 
following:Assist with showers/bathing per scheduleDependent on staff for dressing, grooming, transferring, 
and bed mobility.Resident #2 received an anticoagulant (blood thinner) medication. The Intervention 
instructed to monitor for signs and symptoms of bleeding, bruising, headaches, bloody stool, bloody emesis 
or sputum.Resident #2 received psychotropic medications related to an anxiety disorder related to the 
targeted behaviors of restlessness, irritability, muscle tension, and sleep problems. The Intervention directed 
to provide medications as ordered.Resident #2's July 2025 Medication Administration Record (MAR) lacked 
documentation to reflect Resident #2 received the following medications on the evening of 7/3/25:Ramelteon 
(a medication used to help with sleep),Simvastatin (a medication used to help reduce the risk of a heart 
attack and stroke),Eliquis (medication to reduce risk of stroke or blood clots)Gabapentin (medication used to 
prevent and control partial seizures and reduce nerve pain).On 7/21/25 at 11:30 AM, observed Resident #2 
lying in bed with a fan on him and covered with a sheet. He had his motorized wheelchair next to his bed and 
his blinds closed to the outside for privacy. Resident #2 stated he left the faciity on 7/3/25 around 6:15 PM, to 
go see his dog at a friend's house. He didn't know how long it took him to get to his friend's house or the 
direction he went but he got there. He told his friend he didn't want anyone to know where he was at until he 
had time with his dog. On 7/4/25 at 3:00 AM Resident #2 told his friend to call the facility to tell them he'd like 
to return to the facility because he got to see his dog. His friend called and told someone at the facility about 
him being ready to return to the facility. Resident #2 reported he waited, attempted to use the bathroom and 
became incontinent with stool. He added this made him mad as he had to clean his friend's bathroom and sit 
in his own stool. He started to make his back to the facility on his electric wheelchair. He got to a 
convenience store around 5:30 AM, as he already had the cops looking for him, they found him there. The 
next thing he knew, the Administrator came and got upset with him because he left the facility without telling 
anyone where he went. Resident #2 reported he got upset because he felt like the Administrator tried to 
make him feel bad for wanting to see his dog. The Administrator then told him if he didn't want to come back, 
he could sign the AMA paperwork. At this point, they told him he wouldn't come back to the facility. By that 
time, he reported being so angry sitting in his own stool and being unable to get clean, he just signed the 
paper work. Resident #2 explained after he calmed down for a little while, he realized he needed to go back 
to the facility for their help. Resident #2 added if someone would have gone to his friend's house and picked 
him up when his friend called, he would have returned to the facility. Resident #2 explained he left because 
he got so upset because he couldn't see his dog and no one came outside to help him while he smoked, so 
he left on his electric wheelchair to go to his friend's house. Resident #2 verified he didn't receive 
medications on 7/3/25 during the evening shift and he had orders to get medications at that time.On 7/16/25 
at 12:30 PM, Resident #7 reported she knew about Resident #2 being out of the facility for 2 hours and the 
staff didn't even realize he left. She added it happened twice and the facility just wanted to cover it up and 
not do anything about it.On 7/16/25 at 2:20 PM, Staff L, Certified Medication Aide (CMA), stated she didn't 
know Resident #2 left the premises until staff came around and asked if anyone saw the new resident 
(Resident #2) on 7/3/25 at 8:30 PM. Staff L said she didn't see him at all since he ate in the dining room at a 
table by himself around 5:30 PM. Staff L explained she knew Resident #2 from high school and they knew 
some of the same people. Staff L attempted to contact a few of the mutual people. Staff L explained she 
attempted to call Resident #2's friend around 3 times without an answer. At 10:46 PM, Staff L sent him a text 
message to see if he saw Resident #2. At 2:43 AM, Staff L received a message back from Resident #2's 
friend about him being at his house and that he called the facility to report Resident #2 wanted to come back 
to the facility. Staff L explained they went home at 10:00 PM that night but knew Staff O, Licensed Practical 
Nurse (LPN), received the call about Resident #2 wanting to return to the facility.On 7/16/25 at 2:45 PM, 
Staff D, Certified Nurse Aide (CNA), said she last saw Resident #2 at the dining room table on 7/3/25 at 5:30 
PM when he ate supper. When Staff D, took Resident #5 outside to smoke around 5:45 PM, she saw 
Resident #2 already out there smoking.On 7/16/25 at 3:00 PM, Staff E, CNA, said she last saw Resident #2 
at 5:30 PM, in the dining room eating supper before she went back to her hallway to start passing room trays.
On 7/16/25 at 3:15 PM, Resident #5 said when he went outside to smoke in the front of the facility on 7/3/25 
at 5:45 PM, he saw Resident #2 already outside smoking. Resident #5 said around 6:00 PM, he came back 
in the facility and Resident #2 stayed outside still smoking.On 7/17/25 at 1:30 PM inquired with the 
Administrator and DON in regard to how the AMA came up with Resident #2 at the convenience store, the 
Administrator replied she got a phone call from the police stating they located Resident #2 at the 
convenience store. The Administrator went to the convenience store and Resident #2 told her he didn't want 
to go back to the facility, that it was a prison. The Administrator called the DON and told her to get a AMA 
form to fill out so that the facility didn't have any responsibility for Resident #2 leaving. Then around 9:23 AM 
on 7/4/25, Resident #2 showed up at the facility and wanted to come back so they readmitted him. When 
questioned about what happened related to the notes documenting Resident #2 called the facility 2:00 AM 
on 7/4/25 and wanted to come back, the Administrator replied that she and the DON were exhausted. She 
verbalized excuse her if she went to bed, let the police handle the situation, and didn't hear her phone go off 
when Staff O called that Resident #2 wanted to come back. She added when the police called her she went 
to the convenience store, she got very upset about the questioning of her chain of command with the nurse 
that attempted to call her at 3:00 AM to have Resident #2 come back. The Administrator then said well the 
facility didn't have transportation to bring him back at that time of the morning and asked what were they 
supposed to do. When questioned again and asked if he could transfer into a car and have the electric 
wheelchair stay there until someone could get it back to the facility, she got very upset and asked if she 
could leave to get someone else. The DON said they should have stayed up and kept looking for Resident 
#2. She added the nurses needed to have a chain of command so that another staff member could of went 
and got Resident #2 from his location. Staff R, Corporate Staff, came in and discussed the situation, she 
responded she understood and would look into it and get back.On 7/22/25 at 10:30 AM attempted to call 
Staff O, no answer voicemail left to return call. On 7/22/25 at 515 PM, Staff P, Corporate Staff, and Staff Q, 
Corporate Staff, reported they couldn't contact Staff O and thought she couldn't return the call in regards to a 
personal situation. Staff P said she had questions also in regards to how come no one went to Resident #2's 
friend's house to pick him up and why did the facility sign him out AMA if he wanted to return to the facility at 
3 in the morning. Staff P added someone could of went and picked him up in a car, left the electric 
wheelchair at his friend's house and he would have been back safe. Staff P felt the Administration and 
Resident #2 must have had a confrontation, and Resident #2 felt they blamed him for leaving the facility. 
Staff P added the Administrator probably accused Resident #2 of leaving. This probably upset Resident #2, 
resulting in him saying he didn't want to come back to the facility and agreeing to sign the AMA form to live 
his life the way he wanted. Staff P said she got a telephone call from the Administrator stating Resident #2 
returned to the facility at 9:30 AM and wanted to come back. Staff P told the Administrator to do everything 
she could to get him back and readmit him. They agreed the facility could have handled the incident better, 
adding someone from the facility could of went and got Resident #2 to bring him back when he called. They 
agreed the facility lacked documentation of the physician being involved in the AMA, the staff could have 
handled the education differently and Resident #2 would of came back.On 7/23/25 at 8:15 AM, the facility's 
physician verified that he was not involved with the education portion of Resident #2 discharged AMA. The 
Administrator told him Resident #2 signed out AMA. The physician said he expected the facility to follow the 
policy/procedure for discharging residents.On 7/23/25 at 9:10 AM Resident #2 stated he heard his friend talk 
to someone at the facility, he didn't know who he talked to but, his friend told them that he wanted to come 
back. He explained he waited and waited and got pissed off because no one came and got him so he left his 
friend's house. He went to the convenience store where the cops found him. He reported the Administrator 
came and had him sign AMA paperwork.On 7/23/25 at 12:45 AM, Resident #2 reported he became angry, 
upset, pissed off, that no one would listen to him about pooping his pants, being incontinent of urine and 
bowel. He added he felt embarrassed at his friend's home and that no one came to get him when he called 
at 3 AM. Resident #2 verbalized being scared, fearful, and upset that he had nowhere to go when 
Administrator had him sign the AMA papers. He calmed down while riding his electric wheelchair around 
town and realized he had nowhere to go, so he went back to the facility hoping that they would take him 
back, and he had somewhere to stay. On 7/23/25 at 5:00 PM, Staff M, Licensed Practical Nurse (LPN) 
explained Resident #2 came back to the facility on 7/4/25 about 9:30 AM. He had an odor of body sweat, 
bowel, and bladder incontinence. Staff M reported Staff H gave Resident #2 a shower.A review of an online 
map service for directions, reflected walking from the facility to Resident #2's payee's house via the east 
south street and south 7th avenue would take 1 hour and 14 minutes for 3 miles.The undated and untitled 
facility timeline of attempts to contact Resident #2, documented:7/3/25 at 8:50 PM, Administrator aware of 
inability to locate Resident #27/3/25 at 8:52 PM, the Administrator notified the DON Resident #2 left the 
building. The staff last saw Resident #2 when he went out to smoke. Resident #2 never came back in the 
facility.7/3/25 at 8:56 PM - 9:51 PM, the DON and Administrator left in vehicles to look for Resident #2 at 
various addresses familiar to him (mother's previous address, payee home).7/3/25 at 9:26 PM, the 
Administrator notified the [NAME] President of Operations.7/3/25 at 9:52 PM - 10:22 PM, the Administrator 
notified the police. The DON and Administrator regrouped at the facility and spoke to the police. The police 
posted an updated photo of Resident #2 on their Facebook page. The police reported they would perform 
their own search. The Administrator provided the police department with her business card for any contact 
needed. The police assigned a case number and completed a welfare check at the of Resident #2's payee. 
Resident #2's payee only allowed the police in the front living room of their home and denied Resident #2 
being there.7/3/25 at 10:22 PM until 7/4/25 at 1:30 AM, the DON and Administrator returned to their vehicles 
to continue looking for Resident #2 in his familiar locations.The DON and Administrator couldn't locate 
Resident #2 and made a decision to stop the search. The DON and Administrator believed Resident #2 
stayed at his payee's house, a handicap accessible house where Resident #2's therapy dog resided. 7/4/25 
at 2:00 AM, Resident #2 called the facility to request a ride from his brother's home where staff looked for 
him several times.7/4/25 at 5:30 AM, the police notified the Administrator they located Resident #2 at a gas 
station7/4/25 at 5:50 AM, when the Administrator and DON arrived at gas station, Resident #2 stated he 
wanted to live his life and he wouldn't go back to the center. Resident #2 signed AMA paperwork.7/4/25 at 
9:23 AM, Resident #2 returned to facility, apologized for his behavior on 7/3/25 and went to his room.7/5/25 
at 9:33 AM, after arriving at the facility, the Administrator to speak with Resident #2 about expectations of 
living in the nursing facility. Resident #2 agreed he would follow the facility's expectations. The facility 
readmitted Resident #2 to the facility.The Police Department Report dated 7/3/25 at 9:53 PM, documented 
the facility reported a missing person, Resident #2. The note reflected they found Resident #2 and closed the 
case on 7/7/25 at 6:51 PM.The untitled typed statement from the Administrator dated 7/18/25 at 1:40 PM, 
indicated Staff L, Registered Nurse (RN), notified the Administrator that the staff couldn't find Resident #2 at 
the facility on 7/3/25 at 8:50 PM. The Administrator immediately notified the DON. They met at the facility 
and initiated a search for Resident #2 at 8:56 PM, in familiar places to him in town. The Administrator notified 
the police department to assist with searching for a resident. When the Administrator and DON regrouped at 
the facility at 1:30 AM, they spoke with the police department who stated they would continue to search for 
Resident #2 and notify them if they located Resident #2. On 7/4/25, the police notified the Administrator per 
phone at 5:30 AM, they found Resident #2 located at a gas station. The Administrator and DON went to the 
gas station to speak with Resident #2. The Administrator spoke with Resident #2. They discussed options for 
Resident #2 and offered him to return to the facility, which he declined. The Administrator discussed 
Resident #2's safety and best placement options for him. The Administrator attempted to convince Resident 
#2 several times to return to the facility and Resident #2 declined. Resident #2 told the Administrator and 
DON, he wanted to live his life, and he wouldn't go back to the center. The Administrator and DON offered a 
detailed explanation of discharging AMA and the possible consequences of the decision. Resident #2 chose 
to sign the AMA paperwork, and before leaving the gas station, Administrator told Resident #2, Be careful, if 
you need anything, please reach out to the facility. On 7/4/25 at approximately 9:30 AM, the Administrator 
returned to facility after the staff notified her Resident #2 returned to facility, apologized for his behaviors, 
and wanted to readmit to the facility. The Administrator went to Resident #2's room and spoke with him about 
the rules of living in a facility, and the rule of leaving the facility grounds, and the requirements if he wanted 
to do that. The conversation included, signing out at nurses' station in the sign out book, notifying nursing 
staff he wished to leave, letting the nursing staff know where he'll visit. Resident agreed to the said rules and 
wished to continue to stay in the facility. The staff readmitted Resident #2 to the facility. The facility policy title 
Discharge Against Medical Advice revised February 2024, instructed staff to ensure they followed the 
standard procedures for residents who choose to discharge against medical advice. The staff should provide 
the appropriate attention and make a reasonable effort to prevent a resident from leaving AMA. The staff 
must call the physician to notify of the pending AMA discharge. If the resident requested to leave facility 
against the advice of the attending physician, the facility should document a resident's discharge AMA order 
in the clinical record. In addition, the facility should assist in arranging post-discharge planning and care to 
the extent possible.

134165385

11/20/2025



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

165385 08/05/2025

Harmony Marshalltown 910 East Olive
Marshalltown, IA 50158

F 0686

Level of Harm - Actual harm

Residents Affected - Few

Provide appropriate pressure ulcer care and prevent new ulcers from developing.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on staff 
interviews, clinical record review and policy review the facility failed to provide interventions to prevent a 
deep tissue injury (a type of pressure injury that occurs when underlying soft tissue is damaged due to 
prolonged pressure, often over bony prominence.) from performing for 1 of 2 residents reviewed (Resident 
#3). The facility identified a census of 51 residents. Findings include: Determining the Stage of Pressure 
Injury:Stage 1 Pressure Injury: Non-blanchable erythema of intact skin Intact skin with a localized area of 
non-blanchable erythema, which may appear differently in darkly pigmented skin. Presence of blanchable 
erythema or changes in sensation, temperature, or firmness may precede visual changes. Color changes do 
not include purple or maroon discoloration; these may indicate deep tissue pressure injury.Stage 2 Pressure 
Injury: Partial-thickness skin loss with exposed dermis Partial-thickness loss of skin with exposed dermis. 
The wound bed is viable, pink or red, moist, and may also present as an intact or ruptured serum-filled 
blister. Adipose (fat) is not visible and deeper tissues are not visible. Granulation tissue, slough and eschar 
are not present. These injuries commonly result from adverse microclimate and shear in the skin over the 
pelvis and shear in the heel. This stage should not be used to describe moisture associated skin damage 
(MASD) including incontinence associated dermatitis (IAD), intertriginous dermatitis (ITD), medical adhesive 
related skin injury (MARSI), or traumatic wounds (skin tears, burns, abrasions).Stage 3 Pressure Injury: 
Full-thickness skin loss Full-thickness loss of skin, in which adipose (fat) is visible in the ulcer and 
granulation tissue and epibole (rolled wound edges) are often present. Slough and/or eschar may be visible. 
The depth of tissue damage varies by anatomical location; areas of significant adiposity can develop deep 
wounds. Undermining and tunneling may occur. Fascia, muscle, tendon, ligament, cartilage and/or bone are 
not exposed. If slough or eschar obscures the extent of tissue loss this is an Unstageable Pressure Injury.
Stage 4 Pressure Injury: Full-thickness skin and tissue loss Full-thickness skin and tissue loss with exposed 
or directly palpable fascia, muscle, tendon, ligament, cartilage or bone in the ulcer. Slough and/or eschar 
may be visible. Epibole (rolled edges), undermining and/or tunneling often occur. Depth varies by anatomical 
location. If slough or eschar obscures the extent of tissue loss this is an Unstageable Pressure Injury.
Unstageable Pressure Injury: Obscured full-thickness skin and tissue loss Full-thickness skin and tissue loss 
in which the extent of tissue damage within the ulcer cannot be confirmed because it is obscured by slough 
or eschar. If slough or eschar is removed, a Stage 3 or Stage 4 pressure injury will be revealed. Stable 
eschar (i.e. dry, adherent, intact without erythema or fluctuance) on the heel or ischemic limb should not be 
softened or removed.Deep Tissue Pressure Injury: Persistent non-blanchable deep red, maroon or purple 
discoloration Intact or non-intact skin with localized area of persistent non-blanchable deep red, maroon, 
purple discoloration or epidermal separation revealing a dark wound bed or blood-filled blister. Pain and 
temperature change often precede skin color changes. Discoloration may appear differently in darkly 
pigmented skin. This injury results from intense and/or prolonged pressure and shear forces at the 
bone-muscle interface. The wound may evolve rapidly to reveal the actual extent of tissue injury, or may 
resolve without tissue loss. If necrotic tissue, subcutaneous tissue, granulation tissue, fascia, muscle or other 
underlying structures are visible, this indicates a full thickness pressure injury (Unstageable, Stage 3 or 
Stage 4). Do not use DTPI to describe vascular, traumatic, neuropathic, or dermatologic conditions.Resident 
#3's Minimum Data Set (MDS) assessment dated [DATE] identified they had memory problems with severely 
impaired daily decision-making abilities. Resident #3 required substantial to maximal assistance for all 
activities of daily living (ADLs), except listed them as totally dependent on putting on/off of footwear and 
moving from one position to another. The MDS reflected Resident #3 admitted with a Stage 2 and a Stage 3 
pressure area.Resident #3's Medical Diagnoses reviewed 7/21/25 included diagnoses of anxiety, mild 
cognitive impairment, osteoarthritis,(type of arthritis that occurs when flexible tissue at the ends of bones 
wears down), osteoporosis (a disease that weakens bones that gets worse over time and increases the risk 
for a bone fracture) and restless leg syndrome (a condition characterized by a nearly irresistible urge to 
move the legs, typically in the evenings), and chronic pain.The Care Plan Focus initiated 5/12/25, identified 
Resident #3 had a risk for alteration in skin integrity related to cognitive impairment, osteoporosis with limited 
mobility, pressure areas to coccyx (a small triangular bone located at the bottom of the spine, just below the 
sacrum, also known as the tail bone), and right buttock on admit. The Focus included the go for Resident #3 
to not develop skin alterations outside of the disease process. The Interventions directed staff the 
following:Encourage good nutrition and hydration in order to promote healthier skinEncourage Resident #3 to 
reposition.Resident #3's admission Orders dated 5/12/25, lacked treatment orders for the pressure areas on 
her coccyx and right buttock.The admission Summary Note dated 5/12/25 at 3:24 PM, documented, 
Resident #3 arrived via private vehicle. The note described Resident #3 as alert and oriented with 
intermittent (comes and goes) confusion at times. The note included the following assessment:Abdomen is 
soft, non-tender.Pressure areas Coccyx 1.0 cm X 1.0 cmRight buttock 5.0 cm x 5.0 cmScattered bruising 
noted throughout body.Resident #3 denied pain or discomfort at that time. Resident #3 required the 
assistance of 2 staff for transfers.Resident #3's Nursing - Admission/readmission assessment dated [DATE] 
at 8:12 PM, identified the following skin alterations:Stage 2 pressure area to coccyx that measured a length 
of 1.0 centimeter (cm) by a width of 1.0 cm by a depth of 0.1 cm. Stage 3 pressure ulcer to her right buttock 
that measured a length of 5.0 cm by a width of 5.0 cm by a depth of 0.2 cm. The Assessment included the 
following Interventions not marked: Administer treatment per physician's orderObserve skin condition with 
ADLs caresProvide preventive skin care Use pillow/positioning devices as needed.Resident #3's May 2025 
Medication Administration Record (MAR), lacked treatment orders for her coccyx and/or her right buttock 
pressure areas.The Skin Evaluation-Pressure Wound form dated 5/16/25 at 11:36 AM, documented a new 
alteration to left heel-pressure ulcer that measured a length of 6.0 cm by a width of 7.0 cm, suspected deep 
tissue injury, fluid filled blister/ boggy (abnormal texture of tissues characterized by sponginess, usually 
because of high fluid content) heel. The skin assessment described the skin temperature as cool and dry. 
The note indicated Resident #3 had a pressure ulcer/blister area noted to her left heel area with the skin 
intact. They staged the wound as a suspected deep tissue injury that measured 6 cm x 7 cm. The note 
described the appearance of the wound bed as dark red/purple in color with the skin intact and dry at the 
time. The surrounding skin appeared intact but slightly reddened. The nurse applied skin prep and a dressing 
for protection.The Skin Evaluation-Pressure Wound form dated 5/16/25 at 11:36 AM, documented a new 
alteration to Resident #3's right heel of a pressure ulcer that measured a length of 2.5 cm by a width of 3.5 
cm. The noted described the area as a suspected deep tissue injury with a blister no longer intact, with an 
irregular shape and scant amount of serous (clear) drainage from wound. The note indicated they applied 
Skin prep to the peri (outer) wound and a dressing. The Skin/Wound Note dated 5/16/25 at 1:35 PM, labeled 
as a late entry reflected the day shift nurse notified the wound nurse of a new area to Resident #3's left heel. 
The wound nurse observed a fluid filled blister to her left heel area, Resident #3 didn't reported pain at the 
time. The note reflected they would treat the area as a pressure area. The facility notified the Primary Care 
Provider (PCP) and planned to complete a new alteration weekly assessment. The area measured 6.0 cm x 
7.0 cm.The Alert Note dated 5/16/25 at 7:33 PM, documented the nurse received notification Resident #3 
had a noted change in condition. The nurse assessed Resident #3 revealing the following assessment, she 
responded to her name, had cold hands, placed on continuous oxygen at 2 liters per nasal cannula (L/NC) 
and notified the on-call physician. The on-call physician gave new orders to send Resident #3 to the hospital 
for further evaluation.The Emergency Department admission notes dated 5/17/25 at 4:42 AM, revealed 
multiple wounds present on admission: Pressure injury to right back at the shoulder with a Mepilex with 
border dressing. The assessment reflected dry; eschar (dead tissue that eventually sloughs off healthy skin 
after an injury) tissue.Pressure injury to the right heel with a Mepilex with border dressing. The assessment 
reflected the site appeared red, pink, purple, and fragile.Pressure injury left heel with a Mepilex with border 
dressing. The assessment reflected the site appeared to have a Fragile fluid filled blister area with a scant 
amount of serous (clear) drainageThe General Progress Note dated 5/19/25 at 10:52 AM, identified the local 
hospital visited with the facility and Resident #3 would transfer to the Hospice house that day.On 7/22/25 at 
1:45 PM, Staff B, Certified Nursing Assistant (CNA), verified Resident #3 had loose stools. She didn't have a 
dressing or ointments applied to her coccyx or right buttock pressure area when Resident #3 went to the 
bathroom. Staff B added Resident #3 said ouch that hurts when they provide care to clean her up. In 
addition, Staff B reported she didn't have a pressure reduction cushion in the seat of her wheelchair or in the 
recliner. Resident #3 like to sit and sleep in her recliner. Staff B explained Resident #3 didn't have protective 
heel boots or pillows used to float or elevate her heels and they rested on the footrest of the recliner. On 
7/22/25 at 1:55 PM, Staff C, CNA, stated Resident #3 didn't receive a dressing or ointments to her coccyx or 
right buttock pressure areas when they completed incontinent care. In addition, Staff C, verified Resident #3 
liked to sit up in her recliner to sleep. Staff C added she didn't have protective heel boots or pillows used to 
off load or elevate her heels, they rested on the foot rest of the recliner.On 7/22/25 at 2:10 PM, Staff G, 
Licensed Practical Nurse (LPN), verified Resident #3 didn't have treatments or a dressing ordered for her 
coccyx or right buttock pressure areas when she admitted to the facility.On 7/22/25 at 2:30 PM, Staff D, 
CNA, reported Resident #3 didn't have protective heel boots to elevate or keep her heels off loaded from the 
foot rest of the recliner. Staff D added her heels would rest on the foot rest. In addition, Staff D explained 
Resident #3 liked to sleep in her recliner and didn't like to lay down in bed.On 7/22/25 at 2:45 PM, Staff E, 
CNA, expressed Resident #3 liked to sleep in her recliner and she didn't use protective heel boots or pillows 
to off load her heels. Resident #3 rested her heels on the recliner's foot rest.On 7/22/25 at 3:15 PM, The 
Director of Nursing (DON), confirmed Resident #3's clinical record lacked any orders, treatments, or 
dressings to Resident #3 coccyx or right buttock pressure areas. The DON expected the nurses to obtain 
treatment orders from the physician. On 7/23/25 at 8:10 AM, the facility physician verified he didn't know 
Resident #3 had any open areas to her coccyx or right buttock. He would expect the nurses at the facility to 
inform him of those areas so he could order treatments or dressings to start right away. An email from the 
Administrator dated 8/5/25 at 2:23 PM, identified they decided Interventions for resident's skin on an 
individual basis, due to the possibility of scenarios.
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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

(continued on next page)

137165385

11/20/2025



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

165385 08/05/2025

Harmony Marshalltown 910 East Olive
Marshalltown, IA 50158

F 0689

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, clinical record review, staff and resident interviews, and facility policy, the facility failed to ensure 
residents safely returned to the building from smoking for 3 of 5 residents reviewed (Residents #1, #2, and 
#5). On 7/7/25 around 8:00 PM Resident #1 went outside to smoke. After smoking, she couldn't get back into 
the to the building and remained outside on 7/7/25 at 8:00 PM until 7/8/25 at 6:00 AM. The staff failed to do 
visual checks on Resident #1 for 10 hours. During the time Resident #1 couldn't get back into the building, 
the weather had a forecast of heavy rain shower with thunder and lightning. The rain began at 5:00 AM to 
6:00 AM, this resulted in a temperature drop from 90 degrees Fahrenheit (F) to 72 degrees F. At that 
Resident #1 began to panic, became fearful, scared, and crying. Resident #1 reported she wouldn't go out 
alone to smoke in the evening in fear of it happening again. Resident #1 experienced serious actual 
psychosocial harm due to being left outside overnight and refused to go outside without another person. 
While touring the facility and courtyard with the Administrator, the door from the courtyard back in the 
building failed to open without excess force to move the handle on the door. This resulted in a serious 
likelihood of serious injury, impairment, or death to occur due the weather conditions and hazards in the 
courtyard. In addition, on 7/17/25 at 12:40 PM, observed Resident #5 yelling at staff because he couldn't 
open the courtyard door to come back in from smoking. He reported he rang the doorbell and no staff 
responded. The incident resulted in an immediate jeopardy situation to the safety of residents who went out 
to the courtyard.On 7/17/25 at 1:45 PM, the Iowa Department of Inspection, Appeals, and Licensing (DIAL) 
staff notified the facility staff the Department staff determined an Immediate Jeopardy (IJ) situation existed at 
the facility. The facility placed a doorbell in the courtyard area that can be heard at both nurses' stations. The 
designated smoking area has been moved from this courtyard.The facility changed the designated smoking 
area to the front of the building.The facility completed checks on all entrance/exit doors to ensure 
functionality. The front door functioned and any resident who couldn't independently open the door would 
have staff escort or supervision.The facility identified like residents who resided in the facility that smoke. The 
facility completed a smoking program on 7/17/25 and updated the residents' Care Plans. The facility 
completed assessment on safety with their ability to exit and enter the designated smoke area 
independently. The facility deemed any resident who couldn't enter or exit the door independently to the 
designated smoke area as a dependent smoker and would be supervised by staff during the designated 
smoking hours.The facility started to educate staff on 7/17/25 specific to visual rounds of residents, the 
smoking policy, and the change to designated smoking area.The courtyard door continued to have a 
functioning door alarm system to alert staff if any resident attempted to exit.In addition, the facility failed to 
ensure the safety of a cognitive resident (Resident #2) who left the facility unsupervised. When the Resident 
#2 attempted to call the facility to return, the facility failed to ensure he returned safely to the facility. The 
facility didn't go to Resident #2 until the police called around 5:30 AM. Due to Resident #2 not returning to 
the facility independently until around 9:30 AM, he missed his evening medications. The investigation 
determined Resident #2 used his electric wheelchair to go approximately 3 miles to return to the facility. The 
incident resulted in an immediate jeopardy situation.On 7/23/25 at 3:30 PM, the Iowa Department of 
Inspections and Appeals and Licensing (DIAL) staff contacted the facility staff to notify them the Department 
staff determined an Immediate Jeopardy (IJ) situation existed at the facility. The facility staff removed the 
immediacy on 7/25/25 at 1:30 PM, after the staff completed the following:The facility updated their Point of 
Contact form on 7/17/25 to include additional resident emergency contacts to reach if an emergency situation 
occurs, such as elopement, or a potentially unsafe resident-initiated discharge.The facility provided staff 
education on 7/23/25 regarding the Point of Contact form and the process regarding the chain of command if 
a resident refused to return from an elopement or their therapeutic leave including calling law enforcement if 
the resident left the premises and refused to return.The facility added administrative oversight regarding 
every facility or resident-initiated discharge (including AMA) must be reviewed and cosigned by an 
administrative leader (i.e. Administrator, DON, SW, MDS or designee) before the resident leaves or AMA 
paperwork is initiated to verify full compliance with the Federal Regulations regarding notice and discharge 
planning requirements. The administrative team leader would verify the following checklist: Transportation: 
Ensure safe transportation to the chosen destination is arranged or offered and documented (method, driver, 
address). The facility educated the nursing staff and social services on 7/25/25 regarding a safe return 
escort:Any resident off premises who calls or appears without transport is met by facility staff and escorted 
back in a facility vehicle if available, family member, authorized representative, law enforcement, or 
emergency services.Staff must immediately notify the facility administrative staff to ensure no resident 
reentered the facility alone or is stranded and they complete an unplanned discharge checklist to ensure the 
resident's safety.The scope was lowered from a J to a G on 7/25/25 after ensuring the facility implemented 
the removal plan. The facility identified a census of 51 residents.Finding include:1. Resident #1's Minimum 
Data Set (MDS) assessment dated [DATE] identified a Brief Interview for Mental Status (BIMS) score of 14, 
indicating intact cognition. The MDS documented Resident #1 didn't have behaviors during the lookback 
period. The MDS listed Resident #1 as independent with activities of daily living (ADLs). The MDS included 
diagnoses of non-Alzheimer's dementia, anxiety, depression and dizziness.The Care Plan Focus related to 
tobacco use initiated 5/16/25 included the following Interventions:5/16/25: Smoking evaluation will be 
completed as needed.7/14/25: As of 7/8/2025 Independent Smoker: Must keep smoking accessories 
secured when not in use control of facility staff.7/14/25: Resident would check in and out and carry a cell 
phone while smoking.5/16/25: Independent Smoker: Must smoke only in designated areas/designated times 
(unless able to independently get to and from the designated areas).The Concern Form dated 7/8/25 
reflected Staff A, Dietary Aide, heard pounding on the courtyard door. When she opened the door, Resident 
#1 told her she got locked outside all night. The Administrator and Director of Nursing (DON) visited with 
Resident #1, who educated her the facility didn't have the door locked. Resident #1 described the door as 
heavy and she couldn't open it fully to get back in facility. The form labeled Resident #1 as cognitively intact. 
The form reflected they educated Resident #1 to take her cellphone when she went out to smoke moving 
forward. Additionally, they installed a doorbell with receivers at each nurses' station. They educated the staff 
and smoking residents. They ordered the doorbell on 7/11/25 and installed it 7/16/25.The General Progress 
Notes dated 7/8/25 at 2:00 PM, documented Resident #1 reported she had difficulty opening the door. She 
described herself as too weak to pull it open as she normally had before. The nurse notified the doctor of her 
reported weakness. The nurse waited for a call back from the doctor to see if he would like to complete any 
labs for Resident #1.The handwritten document completed by Staff F, Licensed Practical Nurse (LPN), on 
7/8/25 at 6:30 AM, reflected Resident #1 didn't have injuries to her head, her pupils reacted equally on both 
sides to light, she had speech clear, she didn't have any redness, bruising, or other injuries. The note 
described her skin as pink, warm, and intact. Resident #1 could bend and straighten extremities without 
difficulty. She denied pain. The assessment showed clear lung sounds, a strong unremarkable apical (a 
location on the chest over the heart) pulse. The note described Resident #1 as alert and walked with a 
wheelchair. When Resident #1 entered the facility, she voiced concerns that the door wouldn't open. She 
denied discomfort. The staff escorted her to her room where Staff F completed a thorough exam. Resident 
#1 changed her clothes and requested to go to dining room for breakfast. The nurse documented Resident 
#1's mood improved as she socialized with her peers. The Local Conditions Report from the localconditions.
com website for Marshalltown printed 7/15/25 at 4:25 PM, documented the weather on 7/7/25 as an overcast 
with a high of 82 degrees and a low of 69 degrees Fahrenheit (F). The report listed the wind as moderate, 
blowing around 11 miles per hour (mph) and a gust of 14.1 mph at 12:00 AM. The report detailed the 
average humidity as higher around 79%, the maximum being 93% at 7:00 AM. The review of the hourly 
conditions reflected the following:8:00 PM, temperature 78 degrees, felt like 81 degrees with wind speeds at 
3.1 mph out of the southeast and gusts up to 5.8 mph.9:00 PM, temperature 76 degrees, felt like 79 degrees 
with wind speeds at 4.9 mph out of the southeast and gusts up to 10.3 mph.10:00 PM, temperature 73 
degrees, felt like 76 degrees with wind speeds at 6 mph out of the southeast and gusts up to 12.7 mph.11:00 
PM, temperature 73 degrees, felt like 76 degrees with wind speeds at 6.7 mph out of the southeast with 
gusts up to 14.1 mph.The Local Condition Report for Marshalltown dated 7/15/25 at 4:25 PM, for 7/8/25 
documented the weather had moderate or heavy rain shower with a high of 76 degrees F and a low of 68 
degrees. The overall forecast listed rain as having 100% chance of a rainfall total of 1.8 inches. The report 
identified the wind as light at 8 mph at times with gusts up to 13.8 mph at 3:00 AM. The review of the hourly 
conditions reflected the following:12:00 AM, temperature 72 degrees, felt like 76 degrees with wind speeds at 
5.6 mph out of the southeast and gusts up to 11.7 mph.1:00 AM, temperature 72 degrees, felt like 76 
degrees with wind speeds at 5.4 mph out of the south and gusts up to 11.3 mph2:00 AM, temperature 72 
degrees, felt like 76 degrees, with wind speeds at 4.5 mph out of the south with gusts up to 9.4 mph.3:00 
AM, temperature 72 degrees, felt like 76 degrees, with wind speeds at 6.9 mph out of the west south west 
with gusts up to 13.8 mph.4:00 AM, temperature 72 degrees, felt like 76 degrees, with wind speeds at 4.9 
mph out of the southwest with gusts up to 9.6 mph.5:00 AM, temperature 72 degrees, felt like 76 degrees, 
with wind speeds of 6.5 mph out of the east south east with gust up to 13.1 mph and a precipitation of 0.02 
inches of rainfall.6:00 AM, temperature 72 degrees, felt like 77 degrees with wind speeds of 4 mph out of the 
east northeast with gusts up to 7.2 mph and precipitation of 0.03 inches of rainfall.On 7/14/25 at 3:30 PM, 
observed Resident #1 sit on her bed with the head of bed elevated, doing a word puzzle and watching 
jeopardy on the television, dressed in capris, shoes, short sleeve t-shirt, wheelchair outside of the door to her 
room, and walker next to her bed.On 7/16/25 at 1:30 PM, the Administrator, Director of Nursing and the 
Surveyor went out to the courtyard on the east side of the dining room. Noted the door going to the courtyard 
didn't completely shut all the way, so staff asked over the walkie if anyone went outside and to make sure 
and check the dining room door, the Administrator pushed the door shut so that the alarm would stop 
sounding. During the walk through the courtyard, observed various hazards in the courtyard. The facility had 
a disconnected and nonfunctioning white button doorbell with a new black doorbell placed on the outside of 
the door frame of the door to the courtyard. In the yard, noted a white gate that didn't allow any resident to 
leave the facility from the outside courtyard. When attempting push down on the top of the door handle to 
open the door to go back in the facility, the door failed to open. The Administrator explained the door 
shouldn't have locked and verified the difficulty of opening the door. On 7/14/25 at 3:30 PM, Resident #1 said 
that on 7/7/25 at 7:00 PM, she went outside to have her last cigarette. She went out by herself through the 
dining room doors to the patio area designated for smoking. She said after she completed smoking, she 
proceeded to pull on the door to come in the facility but couldn't pull the door open. She saw a door bell and 
she rang it, but no one came. She rang it and pulled on the door again, and still no one came. She reported 
she stayed outside all night long in her wheelchair until someone from the kitchen came at 6:00 AM on 
7/8/25. They saw her pounding on the door and asked her what she was doing outside. Resident #1 told her 
that she went out for a smoke and couldn't get back into the facility. She added she stayed out in the 
thunderstorm/lightning soaking wet. Staff A, Dietary Aide, let her in and took her to the nurse. She changed 
her clothes and got warm. At the time she wore shorts, shoes, and a t-shirt, as sat in her wheelchair outside. 
In order to keep warm, she pulled her arms inside of her shirt and tried to bring her knees up to her chest 
and still couldn't keep warm. Resident #1 explained being so scared and cold. She sat by the gas grill but 
didn't want to touch it due to the lightening. She just tried to huddle against the door to keep warm. Resident 
#1 reported they told her the door opened easy, it didn't lock, and she could get back in. Resident #1 
declared well that didn't happen. She couldn't pull on the door to get it to open. She kept pushing on the door 
bell, she later learned that door bell was broken and it didn't work. Across from her bed had a calendar on 
the wall with blue dots on the date 7/7/25. The space had writing, that said outside all night long.On 7/16/25 
at 1:10 PM, Staff A said that on 7/8/25 at 5:50 AM, she came into work in the kitchen. When she opened the 
double doors into the dining room, went over and turned on the lights to the dining room, she heard pounding 
on the window/door, and looked around the dining room and saw Resident #1 standing up at the door 
pounding on the window on the back-patio area where the smokers went. Staff A, went to the door and let 
Resident #1 inside. The door usually had a Velcro stop sign across, but it wasn't attached to the frame of the 
door. Staff A explained the alarm box with the code inside was turned off so the alarm didn't sound. Staff A 
explained Resident #1 was crying and shaking from being wet, scared, visibly upset, and shaking from being 
cold. Staff A explained when she came to work it was thundering and lightening outside.On 7/16/25 at 5:20 
PM, Staff F, Licensed Practical Nurse (LPN) verified worked 6:00 PM - 6:00 AM on 7/7/25 to 7/8/25. She said 
around 8:00 PM, on 7/7/25, she looked outside and noticed Resident #1 sitting outside underneath the 
gazebo having a cigarette. She noted the Velcro side of the stop sign was down. She went to the lock box 
and opened it, finding the alarm off. She thought she should turn the alarm on, but with Resident #1 being 
outside she left the alarm off. On 7/8/25, at 6:00 AM, Staff A, brought Resident #1 to the east nurses' station. 
She reported Resident #1 was outside all night long and was cold, shivering, scared, frightened, and was 
hysterical. Staff F, LPN, and Staff G, LPN, proceeded to take Resident #1 to her room to put warm clothes 
on. They completed vitals and did a head-to-toe assessment.On 7/17/25 at 7:45 AM, Staff G verified on 
7/8/25 at 6:00 AM, Resident #1 was left outside from 8:00 PM, on 7/7/25 until 6:00 AM, 7/8/25, when Staff A 
brought her to the east nurses' station. Staff G, added Resident #1 was soaking wet, cold, shivering, 
frightened, scared, and upset about being left outside in the thunderstorm, lightning, and rain. Staff G 
described Resident #1 as emotionally and psychosocially devasted about being outside all night long in the 
cold rain, with thunder and lightning. On 7/16/25 at 4:25 PM, Staff L, Certified Nursing Assistant (CNA), 
reported on 7/15/25, when they took Resident #18 out to smoke in the courtyard, they attempted to come 
back into the facility, but couldn't open the door and started to panic. Staff L, didn't know what to do and just 
about started pounding on the window in hopes someone would come and let them in. Staff L started to 
pound on the latch on top of the door handle and it finally let loose, letting her back in. Staff L reported being 
scared.2. Resident #2's Minimum Data Set (MDS) assessment dated [DATE] identified a Brief Interview for 
Mental Status (BIMS) score of 15, indicating no cognitive impairment. Resident #2 required partial to 
moderate assistance with transfers. In addition, listed Resident #2 as dependent with dressing and personal 
hygiene. The MDS included a diagnosis of need assistance with activities of daily living (ADLs). The MDS 
indicated Resident #2 didn't smoke.Resident #3's Clinical Census listed an admission date of 7/3/25.The 
BIMS evaluation conducted 7/3/25 listed a score of 15.Resident #2's admission assessment dated [DATE] at 
3:04 PM identified a BIMS score of 15. The assessment listed Resident #2 as dependent with activities of 
daily living and used a motorized wheelchair mobility. The assessment included diagnoses of diabetes 
mellitus, muscle weakness, need for assistance with personal cares, anxiety, chronic atrial fibrillation (an 
irregular often rapid heart rate that commonly causes poor blood flow), bilateral (both sides) below knee 
amputation, and substance abuse.The Care Plan included the following Focuses:Resident #2 required 
assistance with ADLs. The Interventions directed the following:Assist with showers/bathing per 
scheduleDependent on staff for dressing, grooming, transferring, and bed mobility.Resident #2 received an 
anticoagulant (blood thinner) medication. The Intervention instructed to monitor for signs and symptoms of 
bleeding, bruising, headaches, bloody stool, bloody emesis or sputum.Resident #2 received psychotropic 
medications related to an anxiety disorder related to the targeted behaviors of restlessness, irritability, 
muscle tension, and sleep problems. The Intervention directed to provide medications as ordered.Resident 
#2's July 2025 Medication Administration Record (MAR) lacked documentation to reflect Resident #2 
received the following medications on the evening of 7/3/25:Ramelteon (a medication used to help with 
sleep),Simvastatin (a medication used to help reduce the risk of a heart attack and stroke),Eliquis 
(medication to reduce risk of stroke or blood clots)Gabapentin (medication used to prevent and control partial 
seizures and reduce nerve pain).On 7/21/25 at 11:30 AM, observed Resident #2 lying in bed with a fan on 
him and covered with a sheet. He had his motorized wheelchair next to his bed and his blinds closed to the 
outside for privacy. Resident #2 stated he left the faciity on 7/3/25 around 6:15 PM, to go see his dog at a 
friend's house. He didn't know how long it took him to get to his friend's house or the direction he went but he 
got there. He told his friend he didn't want anyone to know where he was at until he had time with his dog. 
On 7/4/25 at 3:00 AM Resident #2 told his friend to call the facility to tell them he'd like to return to the facility 
because he got to see his dog. His friend called and told someone at the facility about him being ready to 
return to the facility. Resident #2 reported he waited, attempted to use the bathroom and became incontinent 
with stool. He added this made him mad as he had to clean his friend's bathroom and sit in his own stool. He 
started to make his back to the facility on his electric wheelchair. He got to a convenience store around 5:30 
AM, as he already had the cops looking for him, they found him there. The next thing he knew, the 
Administrator came and got upset with him because he left the facility without telling anyone where he went. 
Resident #2 reported he got upset because he felt like the Administrator tried to make him feel bad for 
wanting to see his dog. The Administrator then told him if he didn't want to come back, he could sign the 
AMA paperwork. At this point, they told him he wouldn't come back to the facility. By that time, he reported 
being so angry sitting in his own stool and being unable to get clean, he just signed the paper work. Resident 
#2 explained after he calmed down for a little while, he realized he needed to go back to the facility for their 
help. Resident #2 added if someone would have gone to his friend's house and picked him up when his 
friend called, he would have returned to the facility. Resident #2 explained he left because he got so upset 
because he couldn't see his dog and no one came outside to help him while he smoked, so he left on his 
electric wheelchair to go to his friend's house. Resident #2 verified he didn't receive medications on 7/3/25 
during the evening shift and he had orders to get medications at that time.On 7/16/25 at 12:30 PM, Resident 
#7 reported she knew about Resident #2 being out of the facility for 2 hours and the staff didn't even realize 
he left. She added it happened twice and the facility just wanted to cover it up and not do anything about it.
On 7/16/25 at 2:20 PM, Staff L, Certified Medication Aide (CMA), stated she didn't know Resident #2 left the 
premises until staff came around and asked if anyone saw the new resident (Resident #2) on 7/3/25 at 8:30 
PM. Staff L said she didn't see him at all since he ate in the dining room at a table by himself around 5:30 
PM. Staff L explained she knew Resident #2 from high school and they knew some of the same people. Staff 
L attempted to contact a few of the mutual people. Staff L explained she attempted to call Resident #2's 
friend around 3 times without an answer. At 10:46 PM, Staff L sent him a text message to see if he saw 
Resident #2. At 2:43 AM, Staff L received a message back from Resident #2's friend about him being at his 
house and that he called the facility to report Resident #2 wanted to come back to the facility. Staff L 
explained they went home at 10:00 PM that night but knew Staff O, Licensed Practical Nurse (LPN), received 
the call about Resident #2 wanting to return to the facility.On 7/16/25 at 2:45 PM, Staff D, Certified Nurse 
Aide (CNA), said she last saw Resident #2 at the dining room table on 7/3/25 at 5:30 PM when he ate 
supper. When Staff D, took Resident #5 outside to smoke around 5:45 PM, she saw Resident #2 already out 
there smoking.On 7/16/25 at 3:00 PM, Staff E, CNA, said she last saw Resident #2 at 5:30 PM, in the dining 
room eating supper before she went back to her hallway to start passing room trays.On 7/16/25 at 3:15 PM, 
Resident #5 said when he went outside to smoke in the front of the facility on 7/3/25 at 5:45 PM, he saw 
Resident #2 already outside smoking. Resident #5 said around 6:00 PM, he came back in the facility and 
Resident #2 stayed outside still smoking.On 7/17/25 at 1:30 PM inquired with the Administrator and DON in 
regards to how the AMA came up with Resident #2 at the convenience store, the Administrator replied she 
got a phone call from the police stating they located Resident #2 at the convenience store. The Administrator 
went to the convenience store and Resident #2 told her he didn't want to go back to the facility, that it was a 
prison. The Administrator called the DON and told her to get a AMA form to fill out so that the facility didn't 
have any responsibility for Resident #2 leaving. Then around 9:23 AM on 7/4/25, Resident #2 showed up at 
the facility and wanted to come back so they readmitted him. When questioned about what happened related 
to the notes documenting Resident #2 called the facility 2:00 AM on 7/4/25 and wanted to come back, the 
Administrator replied that she and the DON were exhausted. She verbalized excuse her if she went to bed, 
let the police handle the situation, and didn't hear her phone go off when Staff O called that Resident #2 
wanted to come back. She added when the police called her she went to the convenience store, she got very 
upset about the questioning of her chain of command with the nurse that attempted to call her at 3:00 AM to 
have Resident #2 come back. The Administrator then said well the facility didn't have transportation to bring 
him back at that time of the morning and asked what were they supposed to do. When questioned again and 
asked if he could transfer into a car and have the electric wheelchair stay there until someone could get it 
back to the facility, she got very upset and asked if she could leave to get someone else. The DON said they 
should have stayed up and kept looking for Resident #2. She added the nurses needed to have a chain of 
command so that another staff member could of went and got Resident #2 from his location. Staff R, 
Corporate Staff, came in and discussed the situation, she responded she understood and would look into it 
and get back.On 7/22/25 at 515 PM, Staff P, Corporate Staff, and Staff Q, Corporate Staff, reported they 
couldn't contact Staff O and thought she couldn't return the call in regards to a personal situation. Staff P 
said she had questions also in regards to how come no one went to Resident #2's friend's house to pick him 
up and why did the facility sign him out AMA if he wanted to return to the facility at 3 in the morning. Staff P 
added someone could of went and picked him up in a car, left the electric wheelchair at his friend's house 
and he would have been back safe. Staff P felt the Administration and Resident #2 must have had a 
confrontation, and Resident #2 felt they blamed him for leaving the facility. Staff P added the Administrator 
probably accused Resident #2 of leaving. This probably upset Resident #2, resulting in him saying he didn't 
want to come back to the facility and agreeing to sign the AMA form to live his life the way he wanted. Staff P 
said she got a telephone call from the Administrator stating Resident #2 returned to the facility at 9:30 AM 
and wanted to come back. Staff P told the Administrator to do everything she could to get him back and 
readmit him. They agreed the facility could have handled the incident better, adding someone from the 
facility could of went and got Resident #2 to bring him back when he called. They agreed the facility lacked 
documentation of the physician being involved in the AMA, the staff could have handled the education 
differently and Resident #2 would of came back.On 7/22/25 at 10:30 AM attempted to call Staff O, no answer 
voicemail left to return call.On 7/23/25 at 8:55 AM, Staff H, CNA, verified Resident #2 received a shower on 
7/4/25, due to have an odor of sweat, bladder, and bowel incontinence. Staff H reported Resident #2 
appreciated the shower.On 7/23/25 at 9:10 AM Resident #2 stated he heard his friend talk to someone at the 
facility, he didn't know who he talked to but, his friend told them that he wanted to come back. He explained 
he waited and waited and got pissed off because no one came and got him, so he left his friend's house. He 
went to the convenience store where the cops found him. He reported the Administrator came and had him 
sign AMA paperwork.On 7/23/24 at 12:45 AM, Resident #2 reported he became angry, upset, and pissed off, 
that no one would listen to him about pooping his pants, being incontinent of urine and bowel. He added he 
felt embarrassed at his friend's home and that no one came to get him when he called at 3 AM. Resident #2 
verbalized being scared, fearful, and upset that he had nowhere to go when Administrator had him sign the 
AMA papers. He calmed down while riding his electric wheelchair around town and realized he had nowhere 
to go, so he went back to the facility hoping that they would take him back, and he had somewhere to stay. 
On 7/23/25 at 5:00 PM, Staff M, Licensed Practical Nurse (LPN) explained Resident #2 came back to the 
facility on 7/4/25 about 9:30 AM. He had an odor of body sweat, bowel, and bladder incontinence. Staff M 
reported Staff H gave Resident #2 a shower.The undated and untitled facility timeline of attempts to contact 
Resident #2, documented:7/3/25 at 8:50 PM, Administrator aware of inability to locate Resident #27/3/25 at 
8:52 PM, the Administrator notified the DON Resident #2 left the building. The staff last saw Resident #2 
when he went out to smoke. Resident #2 never came back in the facility.7/3/25 at 8:56 PM - 9:51 PM, the 
DON and Administrator left in vehicles to look for Resident #2 at various addresses familiar to him (mother's 
previous address, payee home).7/3/25 at 9:26 PM, the Administrator notified the [NAME] President of 
Operations.7/3/25 at 9:52 PM - 10:22 PM, the Administrator notified the police. The DON and Administrator 
regrouped at the facility and spoke to the police. The police posted an updated photo of Resident #2 on their 
Facebook page. The police reported they would perform their own search. The Administrator provided the 
police department with her business card for any contact needed. The police assigned a case number and 
completed a welfare check at the of Resident #2's payee. Resident #2's payee only allowed the police in the 
front living room of their home and denied Resident #2 being there.7/3/25 at 10:22 PM until 7/4/25 at 1:30 
AM, the DON and Administrator returned to their vehicles to continue looking for Resident #2 in his familiar 
locations.The DON and Administrator couldn't locate Resident #2 and made a decision to stop the search. 
The DON and Administrator believed Resident #2 stayed at his payee's house, a handicap accessible house 
where Resident #2's therapy dog resided. 7/4/25 at 2:00 AM, Resident #2 called the facility to request a ride 
from his brother's home where staff looked for him several times.7/4/25 at 5:30 AM, the police notified the 
Administrator they located Resident #2 at a gas station7/4/25 at 5:50 AM, when the Administrator and DON 
arrived at gas station, Resident #2 stated he wanted to live his life and he wouldn't go back to the center. 
Resident #2 signed AMA paperwork.7/4/25 at 9:23 AM, Resident #2 returned to facility, apologized for his 
behavior on 7/3/25 and went to his room.7/5/25 at 9:33 AM, after arriving at the facility, the Administrator to 
speak with Resident #2 about expectations of living in the nursing facility. Resident #2 agreed he would 
follow the facility's expectations. The facility readmitted Resident #2 to the facility.The Police Department 
Report dated 7/3/25 at 9:53 PM, documented the facility reported Resident #2 missing. The report reflected 
they found Resident #2 and closed the case on 7/7/25 at 6:51 PM.A review of an online map service for 
directions, reflected walking from the facility to Resident #2's payee's house via the east south street and 
south 7th avenue would take 1 hour and 14 minutes for 3 miles.The website titled timeanddate.com reflected 
weather information from CustomWeather. The website indicated on 7/3/25 at 6:35 PM, the city of 
Marshalltown had a temperature of 90 degrees Fahrenheit (F) with sunny skies and wind at 10 miles per 
hour. In addition, on 7/4/25 at 8:55 AM the website showed a temperature of 81 degrees F with sunny skies 
and wind at 8 miles per hour.The untitled typed statement from the Administrator dated 7/18/25 at 1:40 PM, 
indicated Staff L, Registered Nurse (RN), notified the Administrator that the staff couldn't find Resident #2 at 
the facility on 7/3/25 at 8:50 PM. The Administrator immediately notified the DON. They met at the facility 
and initiated a search for Resident #2 at 8:56 PM, in familiar places to him in town. The Administrator notified 
the police department to assist with searching for a resident. When the Administrator and DON regrouped at 
the facility at 1:30 AM, they spoke with the police department who stated they would continue to search for 
Resident #2 and notify them if they located Resident #2. On 7/4/25, the police notified the Administrator per 
phone at 5:30
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F 0725

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Provide enough nursing staff every day to meet the needs of every resident; and have a licensed nurse in 
charge on each shift.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
resident interview, staff interview, and the facility policy review, the facility failed to consistently answer call 
lights within a reasonable amount of time (defined as 15 minutes or less) for 4 of 4 residents reviewed 
(Residents #2, #5, #18 and #19). The residents and staff reported low staffing caused missed or delayed 
resident care. The facility reported a census of 51 residents. Finding include:1. Resident #2's Minimum Data 
Set (MDS) assessment dated [DATE] identified a Brief Interview for Mental Status (BIMS) score of 15, 
indicating no cognitive impairment. Resident #2 required partial to moderate assistance with transfers. In 
addition, listed Resident #2 as dependent with dressing and personal hygiene. The MDS included a 
diagnosis of need assistance with activities of daily living (ADLs). On 7/21/25 at 11:30 AM, Resident #2 
verified it took staff over 15 minutes to answer his call light to get him up for meals. He added he arrived late 
for some meals.2. Resident #5's MDS assessment dated [DATE] identified a BIMS score of 14, indicating no 
cognitive impairment. Resident #5 required substantial to maximal assistance with all ADLs. The MDS 
included diagnoses of muscle weakness and multiple sclerosis. On 7/17/25 at 1:15 PM, Resident #5 verified 
it took staff over 15 minutes to answer his call light. He added getting upset and arrived late to some meals.
3. Resident #18's MDS assessment dated [DATE] identified a BIMS score of 15, indicating no cognitive 
impairment. Resident #18 required partial to moderate assistance with transfers, dressing and personal 
hygiene. The MDS included diagnoses of diabetes mellitus and anxiety.On 7/21/25 at 1:10 PM, Resident #18 
verified it took over 15 minutes for staff to answer her call light. She described it as upsetting.4. Resident 
#19's MDS assessment dated [DATE] identified a BIMS score of 15, indicating no cognitive impairment. 
Resident #19 required partial to maximal assistance with ADLs. The MDS included diagnoses of congested 
heart failure (impaired heart function that results in a build up of fluid in the body) and muscle weakness. On 
8/5/25 at 1:00 PM, Resident #19 reported being upset a couple of days ago she had her call light on from 
6:23 AM -7:36 AM. She added being angry because the staff have to take the smokers outside, which 
resulted in her having to wait for someone to answer her call light. On 7/21/25 at 10:10 AM, Staff I, Certified 
Medication Aide (CMA), verified call lights can go unanswered for longer than 15 minutes. Staff I described it 
as frustrating the other residents didn't get the care they deserve because the facility worried about the rights 
of the residents who go out and smoke. On 7/21/25 at 10:30 AM, Staff K, Certified Nursing Assistant (CNA), 
reported having difficulty being able to answer the call lights within 15 minutes when you have to take one 
staff off the floor to take a resident outside to smoke. The facility policy titled Call Light Policy revised 
September 2023 instructed staff to ensure a prompt response to the resident's call for assistance. The facility 
also ensured proper working order of the call system. The facility shall answer call lights in a timely manner.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Safeguard resident-identifiable information and/or maintain medical records on each resident that are in 
accordance with accepted professional standards.

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on staff 
interview, clinical record review, facility document review, and policy review, the facility failed to maintain 
complete and accurate medical records for each resident. The facility failed to document an incident when a 
resident got left outside all night long in the electronic health record (EHR) for 1 of 3 residents reviewed 
(Resident #1). The facility reported a census of 51 residents.Finding include:Resident #1's Minimum Data 
Set (MDS) assessment dated [DATE] identified a Brief Interview for Mental Status (BIMS) score of 14, 
indicating intact cognition. The MDS documented Resident #1 didn't have behaviors during the lookback 
period. The MDS listed Resident #1 as independent with activities of daily living (ADLs). The MDS included 
diagnoses of non-Alzheimer's dementia, anxiety, depression and dizziness.The Care Plan Focus related to 
tobacco use initiated 5/16/25 included the following Interventions:5/16/25: Smoking evaluation will be 
completed as needed.7/14/25: As of 7/8/2025 Independent Smoker: Must keep smoking accessories 
secured when not in use control of facility staff.7/14/25: Resident would check in and out and carry a cell 
phone while smoking.5/16/25: Independent Smoker: Must smoke only in designated areas/designated times 
(unless able to independently get to and from the designated areas).The Concern Form dated 7/8/25, with no 
time, described the concern, Staff A (dietary Aide) heard pounding on courtyard door. Opened door for 
Resident #1 who stated she was locked out and has been outside all night. Administrator and Director of 
Nursing (DON) visited with resident, educated resident door was not locked. Resident states it was heavy 
and unable to open fully to get back in facility. Resident cognitively intact, Educated resident to take cell 
phone out smoking moving forward. Additionally, door bell installed, receivers at each nurses station. 
Educated staff and smoking residents ordered 7/11/25 and installed 7/16/25.The General Progress Notes 
dated 7/8/25 at 2:00 PM, documented Resident #1 reported she had difficulty opening the door. She 
described herself as to weak to pull it open as she normally had before. The nurse notified the doctor of her 
reported weakness. The nurse waited for a call back from the doctor to see if he would like to complete any 
labs for Resident #1.Review of a handwritten document dated 7/8/25 at 6:30 AM, reflected Resident #1 had 
no injuries to her head, had equal pupils to both eyes that reacted to light, had clear speech, had pink, warm, 
intact skin, without redness, bruising or other injuries to arms, legs, or torso. Resident #1 could bend and 
straighten extremities without difficulty. She denied pain, had clear lung sounds auscultation (listened to), 
they heard a strong and unremarkable apical pulse (specific location of the chest to listen to the heart). The 
note described Resident #1 as alert and walked with a wheelchair. When Resident #1 entered the facility , 
she voiced concerns that the door wouldn't open. She denied discomfort, the staff escorted her to her room 
to perform a thorough examination. Resident #1 changed her clothes and requested to go to dining room for 
breakfast. The note reflected Resident #1 had an improved mood and socialized with her peers.On 7/16/25 
at 5:20 PM, Staff F, Licensed Practical Nurse (LPN), stated they received a directive to chart the incident on 
a concern form and administration would take care of it. They added to not to chart in Resident #1's clinical 
record. Staff F explained they didn't feel comfortable with not charting the incident but they did as a directed 
and charted on a plain piece of paper.On 7/17/25 at 7:45 AM, Staff G, LPN, reported the Administrator 
directed to not chart the incident with Resident #1 in the clinical record, do a concern form, and 
administration would handle the incident. Staff G, felt this went against professional standards of practice but 
followed the directive.On 7/22/25 at 4:30 PM, the DON acknowledged the staff should have charted the 
incident with Resident #3 in the clinical record and not just on a concern form. The DON reported they would 
provide education to all nursing staff to chart incidents, an unusual occurrence, or anything to do with a 
resident in the clinical record. The facility policy titled Alert Charting Guidelines revised October 2023 
instructed staff to provide a guide to monitor documentation that may be needed following a change in a 
resident's condition or status. Residents are entered on the Alert Charting Log when they are identified as 
requiring continued follow-up and documentation. Residents should remain on the log for a minimum period 
of 72-hours unless their condition improved. Documentation in the electronic clinical record may include, but 
is not limited to patient evaluation findings, interventions planned to manage the patient's condition, 
physician notification and response.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
resident and staff interviews, facility policy, the facility failed to provide adequate smoking policies for 
residents in regards to smoking times, smoking areas, and smoking safety for 4 of 4 resident reviewed 
(Residents #1, #2, #17, and #18). The facility identified a census of 51 residents.Finding include1. Resident 
#1's Minimum Data Set (MDS) assessment dated [DATE] identified a Brief Interview for Mental Status 
(BIMS) score of 14, indicating intact cognition. The MDS documented Resident #1 didn't have behaviors 
during the lookback period. The MDS listed Resident #1 as independent with activities of daily living (ADLs). 
The MDS included diagnoses of non-Alzheimer's dementia, anxiety, depression and dizziness.The Care 
Plan Focus related to tobacco use initiated 5/16/25 included the following Interventions:5/16/25: Smoking 
evaluation will be completed as needed.7/14/25: As of 7/8/2025 Independent Smoker: Must keep smoking 
accessories secured when not in use control of facility staff.7/14/25: Resident would check in and out and 
carry a cell phone while smoking.5/16/25: Independent Smoker: Must smoke only in designated 
areas/designated times (unless able to independently get to and from the designated areas).On 7/16/25 at 
11:35 AM, Resident #1 reported the smokers used to smoked out front of the facility and didn't have any time 
frames. She added staff and visitors complained about the smoke when they came into the facility, so they 
moved the smoking area to the back court yard by the dining room. Resident #1 added, since she got left 
outside over night, they went back to the front of the building. She explained they had smoking times and 
needed an assessment to see if they could smoke by themselves without staff supervision. She expressed 
confusion and she didn't know where to go anymore.2. Resident #2's Minimum Data Set (MDS) assessment 
dated [DATE] identified a Brief Interview for Mental Status (BIMS) score of 15, indicating no cognitive 
impairment. Resident #2 required partial to moderate assistance with transfers. In addition, listed Resident 
#2 as dependent with dressing and personal hygiene. The MDS included a diagnosis of need assistance with 
activities of daily living (ADLs). The Care Plan initiated date 7/14/25, the resident will adhere to smoking 
policy and interventions include to, smoking evaluation will be completed as needed, Inform resident and/or 
responsible party of smoking policy, Dependent Smoker: Staff to assist resident to designated smoking areas 
atdesignated smoking times, Dependent Smoker: Staff to supervise while smoking, Wear protective smoking 
vest or apron if needed, dependent Smoker: Must keep smoking accessories secured when not in use in 
control of facility staff.On 7/21/25 at 11:45 a.m., Resident #2, said that a couple of days ago around the 7:00 
p.m. smoke times, a staff member took him out for a smoke, there were no smoking aprons available so she 
took me out anyway. Resident #2 stated that the smoking area once was out front, then it was changed to 
the court yard by the dining room, now it is back out front of the facility and that times vary depending on who 
is working and if they have time to take me out, due to being supervised by staff, I depend on their schedule 
when smoke breaks are. 3. Resident #17's MDS assessment dated [DATE] identified a BIMS score of 14, 
indicating no cognitive impairment. The MDS reflected they didn't have behaviors during the lookback period. 
Resident #17 required substantial to maximal assistance with transfers. The MDS listed Resident #17 as 
independent in the facility with an electric wheelchair for mobility.The Care Plan Focus related to tobacco use 
initiated 4/17/25 included the following Interventions:Smoking evaluation will be completed as 
neededResident #17 received education to sign himself in and out of facility when he left the premise.
Resident #17 received education the facility is a smoke free facility, and he would leave the property to use 
tobacco product.Inform resident and/or responsible party of smoking policy.Dependent Smoker:Staff to assist 
resident to designated smoking areas at designated smoking times.Dependent Smoker: Staff to supervise 
while smoking.Wear protective smoking vest or apron if needed. Must keep smoking accessories secured in 
lock box when not in use.On 7/17/25 at 1:15 PM, Resident #17, sat in his room in his electric wheelchair. He 
reported being very upset the facility moved the smoking area to the front of the facility, as the visitors got 
upset because they had to walk through secondhand smoke. The facility moved the smoking area to the 
courtyard by the dining room, but then a lady got left outside all night. Now they moved the smoking area 
again, he never had smoke times, and now the facility would be enforcing smoke times. Resident #17 
reported he had no idea what is going on. He used to be able to go out and smoke by himself, now they 
changed the rules again, so he needed supervision with a smoking apron. 4. Resident #18's MDS 
assessment dated [DATE] identified a BIMS score of 15, indicating no cognitive impairment. Resident #18 
required partial to moderate assistance with transfers, dressing and personal hygiene. The MDS included 
diagnoses of diabetes mellitus and anxiety.The Care Plan Focus initiated 11/11/24 reflected Resident #18 
had a risk for health complications related to smoking and a history of smoking. The Care Plan included the 
following Interventions:11/11/24: Smoking evaluation will be completed as needed11/11/24: Inform resident 
and/or responsible party of smoking policy.11/11/24: Must keep smoking accessories secured by facility staff 
when not in use.Dependent Smoker:7/17/25: Staff to assist resident to designated smoking areas at 
designated smoking times.7/17/25: Staff to supervise while smoking.7/17/25: Wear protective smoking vest 
or apron if needed.On 7/21/25 at 1:10 PM, observed Resident #18 out front of the facility wearing a smoking 
apron with staff supervising. Resident #18 held a cigarette, as the staff member sat next to her on an iron 
bench.On 7/21/25 at 1:10 PM, witnessed Resident #18 visibly upset. She said the rules changed so many 
times at the facility that no one knew what is going on or happening. She expressed it got so frustrating, as 
seemed the facility had smoking out front of the facility, then changed it to the court yard by the dining room, 
and now moved it back out front of the facility. Resident #18 described it as hard to keep track of all the 
changes. She added they never had a time schedule and now the facility put one in place. The can't find staff 
anywhere around to take them out at the designated times. On 7/21/25 at 10:00 AM, Staff H, Certified 
Medication Aide (CMA), said they received some education but still didn't know what to do with smokers. 
She explained if they are independent then they can go out and smoke by themselves, if they need 
assistance than staff are to go out with them, and if they are dependent then they need to have a smokers 
apron on with them. Staff H added they changed the smokers' area to the front of the building on the right 
side with a smoking container in between two bench chairs. Staff H explained they don't allow anyone to go 
out by the dining room courtyard to smoke. Staff H reported it being hard to get stuff completed when they 
don't really have smoke times in place. The residents get upset and the call lights don't get answered when 
they have to take residents out to smoke. Then the residents who want to get up or go to an activity are late. 
Staff H expressed it shouldn't be that difficult for the facility to fix and put smoke times in place, then 
designate someone to go out with them.On 7/21/25 at 10:10 AM, Staff I, CMA, stated they received some 
education and training on smoking times the previous week, but still didn't know what they expect. The 
independent smokers can go outside as long as they sign themselves in and out any time of the day. The 
residents deemed dependent need staff assistance and a smoking apron, but the facility only had 2 smoking 
aprons. The facility had the smoking times posted on the corner of the west nurses' station. The times are 
7:00 AM, 12:30 PM, 3:00 PM, and 7:00 PM, however, when residents hollered and yelled then they have to 
take them out even though they are deemed dependent.On 7/21/25 at 10:30 AM, Staff K, CNA, stated they 
received education in regards to smoke times and independent and dependent residents. However, the 
facility didn't make it very clear on where and when the resident go out to smoke. They had the smoke times 
posted at the corner of the west nurses' station and read 7:00 AM, 12:30 PM, 3:00 PM, and 7:00 PM, but 
they received direction, the resident got a 1/2 hour before and 1/2 hour after the posted time. They had to 
take out the dependent residents who smoke and have them put on a smoker's apron, but they only had 2 
aprons to use at the facility.On 7/21/25 at 10:50 AM, Staff J, CNA, reported she didn't know for sure the 
current smoking policy. All the facility told them the week before about completion of a smoking assessment 
on all the smokers and they deemed everyone except for Resident #1 as dependent smokers. They needed 
to wear a smoker's apron, have staff assistance in and out of the facility, however, they only had 2 aprons. 
Supposedly the facility would order more aprons. They had the smoking times posted at the west corner of 
the nurses' station and say 7:00 AM, 12:30 PM, 3:00 PM and 7:00 PM. They didn't know for sure of who, 
what, or where the residents go to smoke. The administration said the smoking area moved from the dining 
room courtyard to the front of the building to the right.The facility policy titled Smoking Policy revised January 
2024, instructed the facility may impose smoking restrictions at any time if determined that the resident can't 
smoke safely with the available levels of support and supervision. Resident could only smoke in the 
designated center locations outside of the center and at designated times set by the center. The designated 
smoking areas would consider protection of non-smoking residents from secondhand smoke.
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