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F 000 [ INITIAL COMMENTS F0Qa] This serves as the Allegation of
. e I compliance for ManorCare Health
J Gorrestion Date }C? [} Services Waterloo for the survey
Q> _ completed August 15,2013, The
( \ The following deficiercies relate to the facility's statements made on this plan of correction
,’annual haeith survey and investigation of ; are not an admission to anfi do not
' \ HCompleint #42886 and #44887. Both complaints constitute an agreomcnt with the alleged
m were substantiated. deficiencies.
(See Code of Federal Regulations (42 GFR) Part To remain in compliance with all Federal
483, Subpart B-C). and State regulations, the center sliegation
F 156 | 483.10(b)(&) - (10), 483.10{b)}{1) NOTICE OF F166| of compliance such that all alleged
55=8 | RIGHTS, RULES, SERVICES, CHARGES deficiencies cited have been or will be
corrected by the date indicated. The ;
The facility must Inform the resident bath orally facility will ¢ontinue to provide or arrange i
and in writing in & 1anguage that the resident - service to meet professional standards of
understands of his or her rights and all rules and | quelity.

| requiationg governing resident conduct and
- regponsibiiities during the stay in the facility. The l
facility must also provide the resident with the f
. notice {if any) of the State developed under '
§1919(e)(6) of the Act. Such netification must be
made prior to or upen admission and during the
resldent's stay. Receipt of guch information, and
any amendments %o it, must be acknowledgad in |
writing.

The facility must inform each resident who is
entiled to Medicaid benefits, in writing, at the time
of admission to the nursing facility or, when the
rasident becomes eligible for Medicaid of the
iters and servicea that are included in nursing
facility services under the State plan and for !
which the resident may not be charged; those
other tema and senvices that the facility offers
and for which the resident may be charged, and
the amount of charges for those services; and
inform each resident when changes are made 1o
the tems and services specified in paragraphs (5)

LAGORATORY QIRECTOR S (R BRchYHBER; PRESENTAITVE'S SIGNATURE TITLE,

) CATE
mm?mde suﬂld

ptEs a deficiency which the inefitution mey be exgused from comecting providing It i detemined thet
following the date of surviy wielfier or nat o plan g lspmiand. For nureing hames, the: above findings and plany of cormection are disciorabls 14

——

pafients . (See ingtruclions.) Exceet for nursing homes, the ndings stabed above are disciosable 50 gays
dayz foliowing the date those do i de avalable to the faciity. I deficiencies are ¢hed, an approved plan of cofrection bs requisits to continued
program participation.
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F 156 ' Continued From page 1 F 156 919118
(A} and (B) of this section. F 156 '

The facility must inform each resident befors, or
al the time: of edmission, and pefiodically during
the residant’s stay. of services availabie in the
facility and of chargae for those services,
including any charges for services not covered
under Medicars or by the facility's per diem rate.

The facility must fumish a written description of
legal rights which Includes;

A desgcription of the manner of protecting personal
funds, under paragraph (¢} of this section;

A deacripion of the requirements and procedunas
for establishing aligibility for Medicaid, including
the: right to request an asseasment under section
1824(c) which determines the extent of a couple’s
non-exempt resources at the &ma of
institutionatization and atirbuies to the commiunity
spouse an equitable share of resources which
cannot be considered aveilable for payment
toward the cost ef the institutionatized spouse's
maedical care in his or her process of spending
down to Medicaid eligibility levels.

A posting of names, addregses, and telephane
numbers of all pertinani State client edvocary

| groups such as the State survey and certification
| agency, the State licensure office, the State
ombudsman program, the protection and
advocacy network, and the Medicaid fraud control
unit; and a statement that the resident may fils a
complaint with the State survey and cerification
agency coneaming resident abuse, neglect, and
misappropriation of resident property in the
fecility, and non-compliance with the advance
directives requirements.

Resident #18 no longer resides at the'
facility.

Residents residing in the facility, which !
toeet the requirement for the need for :
Determination of Continued stay leter,
had their records reviewed and

apprapriate documentation was present.

Education to Social Service Department
regarding resident’s compliance with
obtajping a Determination of Continued
stay letters as needed upon discharge from
skilled level of care.

Audits of discharged residents requiring
Determination of Continueéd Stay letters
will be compieted by Business Office
Managper or designee weekly x 4 weeks
with findings reviewed in Quality
assurance meeting for recommendartjons
or resolution,

FORM CMSB-2587(02-85) Prewious Yaidites Ohsolptg

Event 10: TWEM11
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PREFLY

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY DR L5C LDENTIFYING INFORMATION)

1D FROVIDER'S PLAN OF CORRECTION ]

PREFIX {EALH CORRECTIVE AGTION SHOULD BE COMPLETHIN
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DEFICIENGT)

"F 188

F 248
8S=D

Certiruad From.page 2

The facility must inform each resident of the
riame, specialty, end way of contacting the

| physician responsible for his o her care,

The facility must prominently digptay in the facility
written infermation, end provide to residents and
applicants for admission oral and written
information about how to epply for and use
Medicams znd Medicaid benefits, and how to
receive refunds for previous payments covered by
such banefits.

This REQUIREMENT is rot met as svidenced
by . '

Besed on fagility record review and staff
interview, the faciiity failed to provide one of three
residents the opportunity to request a demand bill
when services were no longer deemed coverad
by meadicare (Resident #18). The facility census
was 77 residents.

Findirys includa;

1. Review of madicare billing information for
Rosident #18, revealed the resident received
skilled services from 510713 untii 7/18/13.
Review of facility records revealed no
Determination on Contined Stay letter.

During an Ivterview on 8/14/13 et 1:46 p.m,, the
facility administrator stated that the facility has np
record of the family or resident being offered a
request ror & demand bill.

483.15(f{1} ACTIVITIES MEET
INTERESTS/NEEDS OF EACH RES

F 156

e e e e e e

F 248

FORM GMS5-2567{02-48) Previous Varsions Dbaclele
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166034 B. WING 08/15/2013 |
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F 248 | Continued From page 3 F 248
F 248
The facility must provide for an ongoing program 9/19/13
of activities designed to meet, in acgordance with

the comprehensive assessment, the interests and
the physical, mental, and psychosocial well-being
of each residant

Thie REQUIREMENT s not inet a2 evidencad

bgased on ciinleal record review and staff
interview the facility failed to complete quarterty
activity notes for 3 of 10 cument residents
reviewsd (Resident #8, #9, #10). Ths facility
reported 8 census of 77 residents.

Findings include:

1. The Minimum Data Set (MD&) azsassmeant
reference detad 5/14/13, documertsd Resident
#8 with diagnosis which included hypertension,
diabetes meliitus, non-Alzheimer disease,
anxiaty, mataise and faligue. The Brigf Interview
for Mentai Status (BIMS} documanted the
resident scored a 3 out of 15 for cognitive
pattems.

The Resident Care Plan with a team conference
dated 10/25/11, documented an activity calendar
to be posted, famity and friends visit and are
supportive, patient prefers to wear a4 gown to
mesis due to tremors and dropping food, will
encolrage and invite to attend activities, enjoys
binge, magazines, television,newspaper, and wit
trike in room matarials when needed.

Review of Residents dinical record revealed sn
activity progress note dated 8/14/13. Record
review indicated prigr activity note dated 2/15/13,

Resident #8, #9, £10 have had their
activity participation and evaluation
completed to onsure the [acility offers
activity programining ot ongoing basis
designed to meet their interests and their
physical, mental, and psychosocial well
being.

Residents residing within the facility have
had their activity participation and
evatuation completed in accordance with
their comprehensive assessment and
interveotions placed as noted.

Educstion provided to Activity Director/
designee regarding completion of
evaluation completed in accordance with
their comprehensive agsessment

Audits of assigned quartetly activity i
asgessments will be performed weekly x 4
weeks then monthly for 2 months.

FORM CM5-2557(02-80) Previcus Viarsions Obsoke=

Event ID: TWEM11
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if continuation sheet Paga 4 of 31




83/18/2013 16:18 3152347761 MANORCARE PaGE E!E.f?:l
PRINTED: D9/04/2 :13
DEFARTMENT OF HEALTH AND HUMAN SERVICES EORM APPR 0
CENTERS FOR MERICARE & MEDICAID SERVICES COMB NO. 0838-0321
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERICLIA X2) MULTIFLE CONSTRUGTICN 63 DATE SURVEY !
AND FLAN OF CORRECTION IDENTIFICATION MUMBER: A BUILDING COMPLETED i
186034 E. WING 08/16/2013 .
RAME OF PROVIDER OR SUPPLIER STREET ADURESS, CITY, STATE, ZIF CTGDE
201 WEST RIDGEWAY AVENUE i
MANORCARE H S8ERVICES
EALTH WATERLOO, 1A 50701
(%4310 SUMMARY STATEMENT OF DEFICIENCIES I¢} FROVIDER'S PLAN OF CORRECTION o5
PREFIX {EACH DEFIGIENGY MUBT BE PRECEDED By FULL PREFIX (EACH CDRRECTIVE ACTIDN SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFGRMATION) TAG CROSS-HREFERENCED TO THE APPROPRIATE DATE
; DEFICIENCY)
F 248 | Continuad From page 4 F 248
with no activity note or assessment during this
tima frame, .

Interview on 81413 at 10:50 p.m., the activity
director confimed and verified thal no activity
netes or assessment completed and the clinical
record lacked any further activity assessmants.

2. The Progress nate dated 8/14/13, documented
Resident #9 with diagnosis which included
ehronic airway obatruetion, muscle weakness,
hypertension, tremor and anxiety.

The MDS assessment refarence dated 7/5/13
documented Resident #8 with a BIMS score of 15
for eognition.

The Resldents Pian of Care dated 7/17/10,
documernted an activity catendar to be posted,
famityfriends are supporiive and visits, wili
Encourage and invite to activities of inters, patient
enjoys reading, church, exercise, music,
shopping, television and trips, will offer in room
materials a3 nesded.

Review of residents clinical record revealed an
activity progress note dated 4/3/13. Record
review indicated no activity note or assessment
prior ta that date,

imerview on 8/1413 at 10:60 a.m., the fagility
activity director confined and verified that the
dinical record facked any further activity
agsessments.

3. Tha Proghess notes dated 814713,
documented Resident #10 with diagnosis for
which included muscle weakness, congestive
haart fallure, difficuity walking, depression, and

FORM CMS-2507{02-65) Prévious Versians Obsalate Event 1D: 7WKM1-

Facifty ID: 1AD728
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41D SUMMARY STATEMENT OF DEFICIENCES
PREFIX ({EACH DEFICIENGY MUST BE PRECEDED BY FULL
TAG REGULATORY QR LEG iIDENTIFYING INFORMATION}

1o

PREFIX

TAG

DEFACIENCY)

PROVIDER'S PLAN OF CORRECTION s
{EAGH CORRECTIVE ACTION SHOWAD BE COMPLETION
CROSS-REFERENCED TO THE APPROFPRIATE CATE

F 248 Centinpad From page 5
vanous insuffiency.

The MDS assessment reference dated 82713,
documented Resident #10 with a BIMS score of
18 for cognitive patterns. The
Leisure/Pursuits/Interosts dated 5/2/13,
documented resident interests includad dogs and
cats, movies, music, parties/socials, puzziesiword
search games, religious invalvament,

Review of residents ¢linical recond reveslad an
activity progress note dated 11/1/12 and 52713,
Record review indicated no aetivity note or
assesament completed during these dates.

Interview on 8/14/13 at 10:50 a.m,, the facility
activity director confirmed and verified that the
oliricsl record lacked any further activity
assessments.

F 252 | 483.15(h}{1)

$5=E | SAFE/CLEAN/COMFORTABLE/HOMELIKE
ENVIRONMENT

The facliity must provide a zafe, cisan,
comiortable and homalike environment, allowing
the resident to use his or her personai beiongings
to the extent possible.

- This REQUIREMENT is not met 43 videnced
by

Baszed on observation and staff infterview, the
facility failed to clean and mentain a residant's
room furnishings and faled to clsan and maintain
floor mats used for resident's personal safely.
‘Tha facility identified a cansus of 77 residents.

Findings include:

F 248

F 252

FORM CMS3-2367{%2-59) Provious Versinag Dhsolats

Evant 1D:7WKM11
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DEFICIENCY}
F 252 | Continued From page 8 F 252 i
F 252 9/19/13
1. An environmental tour on 814132 gt 8:55 a.m,

with the Envirenmantal Supservisor, Maintshance
Director, Staff B, Registered Nurse, and the
Administrator revealed the following:

a. Room 152 1 beige floor mgt &nd 1 gray flaor
mat that contained sevaral areas with white,
black, yeliow marks and stragke gll each mat.

b. Room 155 4 burgundy flcor mat and 4 gray
floor mat that contained several areas with white,
black, yellow marks end streaks alf each mat.

c. Room 205: 1 beige floor mat and 1 gray fiobr
mt that conigined severa! araas with white,
black, yeliow marks and streaks all each mat.

d. Room 144: 2 burgundy floor mats that
contained several areas with white, black, yellow
marks and streaks !l each mat.

The Adminlstrator agread the mats were dity and
na one answerad when asked for & date when
they were (ast claangd.

2. Cn 8M2/13 at 12:15 p.m., observation evealed
a chair in resident room 158 with several large,
dred stains on it

On 8/14/13 at 815 a.m., the stains remzined pn
the cheir,

At 3:00 p.m., tha facility administrater etated the
chalr had been remaved from the room,

3. On B/M4/12 at 830 a.m., obaervation revealed
the following iterms along a wall in the center
haltway of the West wing:

a. Threa {inen carts.

b. Two medication carts.

c. Numerous whee! chairs.

Areas identified were cleaned and will }
continue ta be cleaned with room cleaning :
schedules.

Additional floor mats and additional
identified chairs were evaluated and
interventions placed.

Education to facility staffto ensure the
facility must provide a safe, clean,
comfortable and homelike environment,
affowing the resident to use hisher
personal belongings to the extent possibje.
Environmental audits completed by
Administrator/designee weekly x4 weeks
with findings reviewed it Quakily
Assurance meeting for recommendationg
or resolution.

FORM CMB-2567{02-6%) Pravious Versione Drackita

Event ID: 7WM11

Facilty ID: IADT26
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F 252 | Continued From page 7 F 252
d. An electric i i
i
&. A housekesaping cart. ]
Thze aguipment lined the majority of the wall from
eng end of the hallway to the other allowing
space only for one way traflic. !
F 253 | 483 15(h){2} HOUSEKEEPING & F 253¢"
83=c | MAINTENANCE SERVICES F 253

The facility must provide housekeeping and
maintenancs services necassary fo maintain a
sanitary, ordetly, and comfortable interior.

This REQUIREMENT Is not met aa evidenced
by:

Based on cbservation snd staff intarview the
facility failed to provide a dean, sanitary and
homelike environmant throughout various areas
of the facility. The facility idantified a census of
77 residents.

Findings include:

1. During environmental tour on 8/14/13 at 8:50
a.m, with the Administraior, Environmentai
Supervisor, Staff B, Registered Nurse and the
Mzaintenance Director the foliowing wea observed:
a A narmow deor in the front hall, on the right side
leading ts the Skiled Unit contained multiple
black and gray markings along the bottomn of the
baige door,

b. The right exit door in the front left side of the
Rehabifitation Unit contained a large built up of
dirt, dust and dabris on the boltorn of the siiver
door frame. The Environmental Supervisor

The identified areas have been evaluated
and corrective practices initiated.

Environmental rounds completed with
Administrator, Environmental Director,
Maintenance Director, and Guardian
Angel Rounds for further areas if
identified and evaluated with corrective
practices in place,

Education provided to facility steff on
maintaining a clean, sanitary and
homelike environment for residents
residing in the facility.

Environmental audits completed by
Administrator/designee weekly x 4 weeks
with findings reviewed in Quality
Assurance meeting for recommendations
or resclution.

9/19/13

i
|
i
r
i
h
|
Il
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F 253 | Continued From page 8 F 253
reported fosing 2 housekeepers the previous
wesk, |
c. The beige tiled fioors going into residents’

rooms (202, 203, 204, 205, 208, 207, 208, 211
and 215) contained built up wax, dark marks and
built up gray debris into the door corners and the
comers in the next wall ama by the bathroom
wall.

d. The air axehange vent in the Therapy room
coverad with dust and debris. When asked whan
this was iast cleaned, there was no answer.

e. The sitver protactor panels on the botioms of
doors to the Critical Storags Room, Kitchen,
Maintenance Room, Méchanical Room, and the
Central Showsr door (service hal) contained '
multiple different colored streaks. When asked

when they were last cleaned, the Maintanance i
Director stated, "They look iike they are dus to be !
deanad.” '
f. The baige tiled Roor under the Employee’s
Room doar was gimost black with markings and
holes with muitiple pieses of the tile missing.

g. The exit door in the service hall contained a
large buitt up of dirt, dust and debris on the
botiom, silver door frame, giving it a tlack '
appearance. There werfe many pieces of the :
beige tile missing, filed in with black debris. )
h. The air vent in the front of the service hail _
(residents fravel to go {o the front of the bufiding i
or to the agtivity room and dining room) was
unevenly caulked, rough. with multiple coats of
paint present. The Maintenance Director stated it
could ook better,

. The sarvice door to the kitchen in the service
hafiway was marked with black marks, uneven
paintand discolored paint giving it an unclean
appearance. The baige floor bansath it contsined i
black markings on the beige floor. |
. The back lounhgs arsa had walipaper ivcsely

FORM CMS-2307(02-99) Pravioun Virkions Gosouwta Eveni 1D: TAKM11 Fasiity ID; |AQ728 i continuation aheet Page 8 of 31
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henging near the exit
a short wall.

the beige door.
|. The small width wal

m. The botiom comer

hottom.

the beige viny! border

appearance,

colors along the front

The entire fior ridge,

Administrator nodded
the observations note

F 253 | Continued From page 9

k. The Central Showar Room door in the back
hali contained black marks around the handle of

had the vinyl border pulled away from the wall.

contained a smail hole in the plaster.
n. Room 180 had large streaks of green color
showing through the beige door toward the

0. Roomns 150, 166 and 161 have cracked beige
tites at the entrance way of the rosims.

fr. The bottom of the wall o the right side of the
Center hallway {in the front ares) has 10 feet of

side the fioor exposing brown debris (paste)
giving an unclean appearance,

q. The far exit dodr off the central hall, at the end
of the front hall {on the right side)contatned a
large built up of dirt, dust and debris on the
battom silver door frame, giving it a dark

r. 2 washing machines in the Laundry room with
silver frames were sevenely streaked in many

1. The Wormen's bathroom in the frant of the
building had a gray fipor that is sevenely marked
with different colors, mostly biack and yeliow.

was very dark in appearance. The white toilet
base containad a splash of a dried yellow
substance on the battem, side area that was
cheerved since the inifial tour of the facity
{8/12M3) and mamained in place when shown to
the mamagement taam {8/14/13), The

door, toward the bottom of

I by the bagk nursing station

of the back Nurse's Station

irregularly placed along

and on the sides.

20ing up toward the wail

with acknowledgement of
d o tour. The

F 253
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REGULATORY OR LEC IDENTIFYING INFORMATION)

io PROVIDER'S PLAN OF CORRECTION [T
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DEFICIENCY)

F 253

F 281
58aD

Continued From page 10

Administratar remsrkad a contracted painter
waulld be coming and thers was a scheduied
ramicdeling to be done in the front and Central
gnd service hallways and those resident’s rooms.
2. On 8/12/13 at 12:15 p.m., observation revealed
& vanrety of debrig on the hand railg of the center
haliway. Numerous areas contained dried food, &
crumpied straw paper cover, lint, hair and other
debris. Observation revealed the dirt and dabris
also in various places and along the entire hand
vail which ran around the span of the West wing
of the building.

3. At 12:48 p.m., observation revealed farge
brown stains on two of the main dining reom

- celing files, Chaervation at that time also
" revealed a wheeled cart in the dining room with &
| driad brown substance on it

4. On 8/14/13 at B:15 2.m_, obaervabon revealed
the debris (dried food, peper straw cover, linthair}
all remained in the same piaces on tha hand rail
of the West wing.

At 845 a.m. Staff B (housekeaper) stated thay
were the only housekeeper in that part of the
building for forty rooms and could not getit ai
cleanad.

At 4:00 p.m., tha facility Aaministrator stated two
housekeepere were no longer with the facifty and
cumently being repiaced.

483.20(k}{3)()) SERVICES PROVIDED MEET
PROFESSIDNAL STANDARDS

The services provided or aranged by the fecility
must meet professicnal standards of quality.

F 253

F 281
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This REQUIREMENT 15 not met as evidenced 281 e
by: 919713
| Based on ebservation and drug record book Resident #39 evaluated and interventions
review, the faciity fallsd to foilow the placed as necessary.
adminigtration of eye dropg for one resident

{Resident #19), The faciity cansus was 77
reslgents.

Findings include:

1. Observation on 8/14/13 at 8:46 a.m., revesled
Staff G (director of care services) zdministering
Timolol 0.5% eye drop info each eye avery day in
{0 Resident #16 eyes. Staff (3 failed to place &
finger over the lacrimal sac of the eye or have the
resicent keep their eye ciosad for ong minute.

Review of the Nursing 2012 Drug Handbook, for
Tirmotol 0.5% eye drops, instructed staff to:

a. apply left finger pressure on lacrimal sac for
ona minute after instilling drug to minimize
systermic ebsorption.

F 312 48325(a)(3) ADL CARE PROVIDED FOR
$5=0 | DEPENQENT RESIDENTS

A resident who iz unabla 10 cerry out activities of
daily living receives the necsgsary services 1o
maintain good nutrition, graoming, and personal
and oral hygiane.

This REQUIREMENT is not met as evidenced
by:

Baged cn observation, clinical record raview snd
staff intsrview the facility failed fo provide

Residents with Timelol 0.5% eye drops
were evaluated and interventions placed
as necessary. '

Education provided to licensed nursiog
staff regarding administration of eye
medication to reduce systemic cffects.

Audits will be completed for ongoing
compliance by ADNS/designee 3 x week
% dweeks with findings reviewed in
Quality Assurance meeting for
recommendations or resolution.

F 312
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F 312 | Continued From page 12 F 312
thorough grooming and incontingnce cares for ;
two of ten reskdents reviewed (Resldent #2 and F312
#8). The facility reported & cansus of 77 9/19/13
residents. '
Resident #2, and Resident #8 have been i
Findings include: evaluated and intervetntipns placed as !
pecessary.
1. The Minimum Data Set (MDS) assessment for
ﬁ;ﬁ:&tﬁfmﬁﬁgwmiﬁd diagnoses Residents residing within the facility were i
ness . rx s . 4
csteoporosis. The MDS documented the resideant ;?;f;::gwnh interventions placed 5
raquired extensive assistance of ona with ! ;:
personal fiygiene and dressing. Education provided to certified nursing |
The cara plan dsted 3/8/12, documented the staff and licensed staff on nail care and |
resident would receive assistance necessary la incontinent care for male patients. !
meet ADL needs and indluded an infervention to o . |
asstt with daily hygiene, grooming, dressing, oral AUd“S. will be completed for ongoing :
care and eahng as peeded. compll&ﬁce by ADNS!’dESly]ﬁe 31{ a Week E
x4 weeks with findings reviewed in :
On 8/13/12 &t 8:05 am., Staff J, Cerlified Nurse Quality Assurance meeting for i
Aide, GNA and Staff L CNA completad moming recommendations or resolution. |
carea. The resident had a visibia brown |
substanes under end around the fingernails an :
both hands, which did not gat cleaned during the !
cbservation, i
At 8:30 a.m., the resident sat in the main dining :
room and ate breakfast using both hands snd no i
utensils. The brown substance remained under !
and around the fingemails.
On 8/14/13 &t 1:00 p.m., Staff F (Nurss Manager)
assessed the residents nails at the aurveyor's
request. The brown substance remained under '
i and argund the resident's rails. At that ime Staff :
- F stated they wouid have somasne clean the !
ragidents najls immedistely. ‘
. 2. AMinimum Datz Set (MDS) assessment toat . !
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dated 5/4/13 dosumented Resident #8 with
diagnosis that included hypertension, dlabetes
meflitus, non-Alzheimer disease, anxiety, malaize
and fatigue. The MES docurmented the resident
displayed severely impaired cognition, required
&xtensive assistance for toilet use, personal
hygiens and bed mabilily and was occasionafly
Inzentinent of urine and bowei.

The Pian of Care dated 11/14/12, documented
urinary and bowe!l insontinence related to
decreased mobility, functional limitationg and
directed gtaff {o:

a. apply skin moisturizer’/barmisr 3 heeded,

k. Obsarva for and report any changes in amount,
color or odor or uring.

¢. Qbserye for end report any chenges in akin
integrity found during deily cars.

d. Obsarve for and repart and s/s of urinary fract
infectiopng.

2, Use absorbent product such pads, liners, sdult
briefs to aseist with moving urine away form
eki/clothing 8nd tor preserve dignity.

{. Encourage and assist patient 10 toilet
approximeltety every two hours and as needed
and check for incontinence and provide
incontinent care as needad.

Observation on B13/13 at 10:22 3.m., SiafJ
(cartified nurging assistart) and Staff L (certified
nursing assistant) proceeded ta do incontinent
cares an the resident. Staff J proceeded to
cleanse all areas of the resident perineal area
where the soiled brief had touched the skin. Staff
J falled to pull back the nesident foreskin and
clean the area uhdemaath it.

fnterview on 8/13/13 gt 10:46 am., Staff F (nurse

DMB NO. 09350081 -
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F 312 | Continued From page 14 F 312
manager) confirmed and verified that the brief
was soiled in the front and back with urine and
that the staff failed to follow the peri care policy.

Review of the faciiities Incontinence Cere dated
12/12, decumented the procedures as foliows:

a. If uncircumcised, retrast foreskin then proceed.
b. Cieanse from the tip of the penis outward.
Cleanse down to bedy inguding the scrotum and
skin folds. Use altemete sites o washcloth with
sach downward stroke, ':
c. Ringa using same procadure with clean |
washcioth, i
d. If uncircumeizad, reposition fareskln to natural |
position. ) 11
F 323 | 483.25(h) FREE OF ACCIDENT F 323 ;
i

gs=t | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remaing ag free of eccident hazarda
&3 is ppssible; 2nd each resident receives
adequate supervision and assistance devices to
prevent accldents. : !

This REQUIREMENT is not met as evidenced
by:

Biazed on obsarvation and staff interview the i
facility faited to ensure potentially harmful '
chamicals and items were stored in sscured ;
areas, failed to provide asting |
supervision/assistance for twa of five residents i
reviewad on a mechenically altered diet and faiied
to enswre safely devices wens in piace as planned : ;
for one of thirteen residents reviewed (Resident i i

FORM CMS-2567{02-06) Frevious Versiong Obsotate Event I3 7Wkm 11 Fagility ID: |A0728 If continuation sheet Page 15 of :i1
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#13, #4 & #11). The facility reported & census of F 323 9/19!]5

77 residents. ! :

Findings include:

Residen1 #13, #4, #11 have been

1. During the initial dietary tour on 8/12/13 at 8:50 cvalnated and practices corrected and ;

a.m., observation revealed the fallowing further interventions placed as necessary,
unlockedfunsecured items in the activity i
kitchenatte area: Residents residing within the facility; and i

their environtnent evaluated for

a. A iarge bottie of hydrogen peroxide with a potentially harmful chemicals and tems i ;l

walming labal keep out of reach of chiidren.
b. Abcliie of Glycerin with a wamning iabe! keep
out of reach of children and pets, avoid contact

stored securely and that their safety
devices are in place as planned; and diets

wih Gy&s. reviewed with firther interventions as
&. An aerosol can of nail polish dryer with a necessary.

‘:;E:-:?\ .label flammeble, keep out of reach of Education to facility staff regarding the ;
d. Four botjes of nail polish remover with & residents with mechantcally altered diets ;

waming labei keep out of reach of children. will be supervised/assisted with oral |
intaka when at risk for aspiration; i

No staff wera presant. poteptially harmful chemicals and itemns T
stored in secuired areas; safety devices will i

At 1:25 p.m., the Activity Director stated they had be in place as planned. |
pioed laeks on the cupheards in the kitchenette 5
area, Audits will be completed for ongoing :

compliance ADNS/degignee 3 x week x 4
weeks with findings reviewed in Quality !
Assuranee meeting for recommendations
or resolutiof. —— 2k

2. The Minimum Data Set (MDS) assessment
dated 6/23/13 for Resident# 13, documanted
diagnoses which included osteoarthrosls and
syncopa with coliapse. The MDS documented the
resident required extensive asgistance of two for
bed mebitity and supervision of ong with eating.

Atransfer aheet dated dated 8/4/13, included an .
order for a pureed diet with hohey thickened '
liquids.

During cbservation on 8/13/13 at 1135 am., ? i
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dietary staff prepared a lunch tray for the resident
with pureed foods and placed it on a cart with the
room trays.

Al 1:15 p.m., the resident sat alona in thelr room
in a bed with the head of the bad elevated. The
resident leaned to the left and held a spaon in
thelr hand and gte the pureed food. The privacy
curtain was puiled and no staff were present.

The faciiity agministrator stated on 8/14/13 at
4:15 p.m., the regint would now be taken to the
dining room for meais. At that tima the facility
provided the surveyor with a speech therapy
eating and swallowing evaiuation completad
8/13/13 which included a physicien order for
speech-Hanguage pathology that documented the

. resident required aspiration end dehydration

precautions.

| 3. The Admitting Record printed on 8/14/13

ldentified Residant #4 with diagnoses that
included pericardium disease and pneumonia.

The Minimum Deta Set{MDS)dated 8/5/13
assessment tool identified the resident displsyed
moderately impaired cognitive and required
extensive stalf zssistance with transfers, mokbility,
dressing end bathing. ‘The assessment toal
noted the resident mquired limited staff
assistance with esting, had compiants of dificulty
or pain with swallowing and was on e
mechanicaily attered dist.

‘The Medication Review Report dated 07/23/13
identified the regident’s diet as reguiar food,
mechanical son with nectar thickened liquids.

The resident's Cara Plan dated 07/25/43

identified the resident with aitered nutrition relatad
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STATEMENT OF DEFICIENCIES (X1} PROVIDER/SLIPRLIER/CLIA (7 MULTIPLE CONGTRUCTION (3] DATE SURVEY |
AND PLAN OF CORRECTION IDENTIFICATION NUMEEFR: CDMPLETED !

A BUILDING :

|

II

165034 8. VANG 08/15/2013 |

HAME OF PROVIDER OR SUPPLIER GTREET ADDRESS, CITY, §TATE, TP GODE i
MANORGARE HEALTH SERYIGES 301 WEET RIAEWAY AVENUE
WATERLOO, IA s6701 :

oo SUMMARY STATEMENT OF DEFICIENCIES 1D " PROVIDER'S PLAN OF CARRECTION M g |
PREFLX (GACH DEFGIENCY MUST BE FRECEDED BY FLEL PREFEX {EACH CORRECTNE ACTION SHOWLD BE COMPLETION
TAG REQULATORY OR LSC IDENTIFYING iNFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE oatE
DEFICIENCY} i

]

F 323 | continuad From page 16 F 323 5

FORM CMS-2567(02-89) Previous Versiond Obsclez

Evert iD: 7WKM 11

Faciiity ID: 140726 ' Hf continuation shest Page 17 of $1

i




P3/18/2813 16:18 31532347761

DEPARTMENT OF HEALTH AND HUMAN SERVICES

MANORCARE

PAGE  18/31

PRINTED: 08/04/2013

FORM APPROVED
CENTERS FOR MERICARE &8 MEDICAID SERVICES OM8 NO. 08 1
STATEMENT OF BEFICIENCIES pe1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRECTION {3 DATE SURVEY |
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETEE :
A BUILDING !
166034 B WING 08/18/2013 |
MAME OF PROVIDER OR GUPPLIER STREET ADORESS, CITY, BTATE, ZIF CODE '
MANOQRCARE HEALTH SERYVICES = T ¥ AVENUE |
WATERLOO, IA 50701
) 1D SUMMARY STATEMENT OF DEFICIENCIES la] PROVIDER'S FLAM OF CORRECTION xs)
PREFIX {EACH DERICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD RPE o ETIoN
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE AFFROPRIATE GATE
DEFICIENCY) i
]
!
F 323 | Gontinued From page 17 F 323

to chewing and ewallowing difficuities secondary
to progressiva disease processes as evidenced
by coughing with foods/liquids with possible need
for lexture medified diet. The resident was
haspitalized for acute mental charges thus
requiring texture meodified dist per Speach
Therapy. The care plan directed staff to
encourage and assist the resident as neaded and
provide the diet as ordered {mechanical soft
foods with nectar thickened liguids).

Tha Spasch-Language Pathology report dated
07/24/13 recommenced mechanical soft foods
with nectar thick liquids and aspiration
precautions.

Obssrvation on 8/12/13 at noon reveaied the
Speech Therapist sitting beside the resident in
the resident's room, asseasing and watching the
resident oating the noon meal. The resident was
sating a machanical soft mear with nectar
thickened liquids.

Observation on 8/13/13 at breakfast and the noon
meal revesled the resfident sitting in the main
dining room with staff present, &sting a
mechanical soft meal with nectar thick liquigs.

Observation cn 08/14/13 at 8:15 a.m., revealed
the resicent in thelr room egting a mechanical
soft meal with nectar thickened liquids from the
badsida table tray stand. No staff pergons were
inthe room with the residant. At 8:55 a.m., the
resident's tray of food was gone, but the resident
sat in the wheelchsir st the tray lable stand with 2
glass of thickened wetet to finksn drinking. The
rasident raported what was eaten at the breakfast
meal.
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F 323 | Continued Feorm page 18

Obsarvation pn 8114/13 at 12:10 p.m., revesgled
Staff C, CNA setting up the resident’s meal in the
resident's room with the resident sitting in the
wheelchair &t & badzide tabla stand.

Obzarvation on 8/14/13% st 1:00 p.m_, revealed
Staff C wheeling the resident in the hallway back
to the resident's rmom. When asked where the
resident was coming from, Staff C reported
bringing the resident back to their room from the
mgin dining raom where the noon meal was
edten.

During an interview on £/14/13 at 1;05 p.m., Staff
E, Registered Nurse stated the resident i on an
&ttered diet and is supposed {o eat maals in the
rnain dining rosm where the resident can be
supervised.

Buring &n interview on 8/14/13 at 4:45 p.m., the
Director of Nursing noted resideont's with sliered
diets are supposed to =at in tha maln dining
roarn, which is why staff transpadted him/her top
the dining coom.

4. The Physicaan Order Summary Report dated
8/1/13 through 8/31/13 identified Resldent #11
with dizgnoses that included lymphedama,
cangastive heart fallure, insomnia, and
08te0porosis,

. The Minimym Data Set (MDS) assessment tool

 dated 6/26/13 assessment tool identified the

i resident displayed moderately impsired cognitive
status e&nd required extensive staff assistance

‘ with transfers and bed mopility. The MDS noted
the reaident was unsteady with walking and
tuming areund, but would stabilize without staff
support. The MDS documented 2 fafls without

F 323
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PFREFX
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F 3231 Continued From page 19
any injuries since adrafssion.

The resident's Care Plan revised on 2/5/13
identified the resident at risk for falis duefc a
histery of falls, potsntial medication side effects
and a hislory of syncopal (fainting) episodes. The
care plan directed staff to apply hon-skid strips on
the floor next 1o the resident's bed.

The resigent's Progress Report (Nurse's Notes)
dated 8/12/13 at 8:41 p.m,. documented the
resident was found sitting on the floor wrapped in
covars and reparted trying to get to the bathroom.
The entry documented staff will apply non-skid
strips by the resident's bed.

Obsarvation on /14713 at 8:00 a.m., and again &t
3.00 p.m., revealsd the reaident sat in g chair in
the room near the end ofthe bed. There are na
safety strips or non-gkig strips next ko either side
of the resicent's bed.

During &n inferview on $/14/13 et 440 p.m., the
Director of Nursing stated the non-skid strips
ghould have been placed on the fioor next to the
rasident's bad by now.

F 364 | 483.35(¢3(1)-(2) NUTRITIVE VALUE/APPEAR,
g6=E | PALATABLE/PREFER TEMP

Each resident recelves and the facility provides
food prepared by mathods that consarve nutritive
vatue, flavor, ard appearance; and food that is
palatable, atiractive, and at the proper
termperatura.

Thia REQUIIREMENT iz not met as evidenced

by:

F 323

F 364
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F 364 | Continued From page 20 F 384 | |
Based pn observation snd staff interview, the F 364 - 9/19/13
facliity failed to maintain food temperatures at a 5
safe and palatable temperature. The facility 1
reported a eensus of 77 residents. The facility will continue to maintain food
teroperatures at a safe and palatsble
i Findings include: temperature. !
|
1. On 8/13/13 at 8.28 a.m., chaervation revealed Food temperatures further evaluated per
the facility Director of Nursing, DON passed trays Dietary Manager/designee with
on the West wing. interventions in place with food i
mperanires maintat ited !
At 8:45 a.m., thp DON removed the last tray from tt:mpemms&? mt o
the eart. The surveyor then requested a i
temperature. The oatmeal was 135 degrees . " . i
Fehrenbeit {F) and the eggs at 134 d:graes (F). ?g’;c atut:)n to facility Stflf refgardmg s_i].l
At that time, the surveyer tasted both of the Items 4 or beverages capable o SUppOItiog
! d and progressive growth of !
and noked the food tasted warm, bust not hot, At rapid and pr -_
that time, the Distary Manager stated the Emcm_organisms tl:.-at R CAUEE food :
temperature of the foods was too low and then mfccthns ot food intoxication shall be
replacad the tray. mai{lmJned at appropriate temperatures at
2. Observation on 8/13/13 et 12:10 p.m., ell times, :
revealed the following temperatures on a test o ) '
food tray, observed with Sta B, Registersd Audits will be completed for ongoing i
Nurse, after the skilled unit received thelr noan compliance Dietary Manager/designee 3x 5
trays: a week x4 weeks alternating meals with i
a. Zucchini- 133 F findings reviewed in Quality Assurance [
b. Sweet potatoes: 136 F meeting for recommendations or '
c. Pork roast 127 F resolution. i
d. Mik{fat free): 45 F
 Staff B, RM tgsted the food items and reported ’:
| they were warm, but not het. Staff B did not taste
the milk. The Food Service Director stated the |
food temperatures are fo be at 135 F, but agreed
when the surveyor stated the food temperatures :
sre o be at least 140 F.
F 368 | 483.35(f) FREQUENGY OF MEALS/SNAGKS AT F 368
s5=C | BEDTIME |
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F 368 | Continued From page 21 F 388
F 368 ;

Each resident receives and the facllity provides at 9 1931?

least three meais daily, at regular times i
comperable to notmal mealtimes in the 1
community. 5

The residents continue to be offered !

There must be ne more than 14 hours between g snacks at bedtime daily. !
substantial evening meal and breakfast the
foiiowing day, except as provided below. Residents Tesiding in the faciltty have i

. ) , badtime snacks offered and available after :

Tha facility must offer snacks at bedtime daily. su and before bedtime.

When a nourishing snack is provided at bectime, . . ,

up to 16 hours may elapae between a substantial Education to hc;nscd_nursmg staff, i-
svening meal and breakfast the following day if a dietary staff, and certified nursing
resident group agrees to this meal span, and a assistants regardmg offering bedtime |
nourishing snack s served. snacks 10 residents after supper and before
bedtime. i

Audits witl be completed for sngoing ;

This REQUIREMENT is hot mat as evitenced comaplianee by ADNS/designee 3x a

by: week x4 weeks with findings reviewed in ;

Based on resident intarview the facliity failed to Quality Assurance meeting for

ensure ell residents were offered a bediime tecommendations or resolution.

snack. Six of saven residents in the group
interview and four of six residents individually i
intarviewed reported not being offered a snack at \

any tme in the evening betweaen supper and i
bedime. (Resident #4, #5 #6 & #7). The facility !
reported a cenzus of 77 residents, ,
Findings inelude:

1. During the group interview on $/12/13 at 1:30 '

p.m., $ix 0f seven residents stated they did not
routinely get offered snacks In the evening or st ;

any fima between the evening meal and badtime.

2. During an interview on 5/12/13 at 3:00 p.m. i
Resident #7{igentified on tour as ;

FORM GU$-2067(02-9) Provious Versions Obikte Evit JD: WM | Facity I0; |A0725 if coninuation sheet Page 22 ofi31.
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F 388 | Continusd From page 22 F 388

Interviewable)stated of not being offsred a
bedtime snack sinca admission and noted of
having a diagnosis of diabetes.

During an irerview on 8/13/13 at 8:30 am,,
Resident #7 reporged receiving a bedtime shack
iast night for the first ime.

During an intarview on &14/13 gt 7:65a.m.,
Resident #7 repoited receiving a bedtime snack
and steted the facility is working on providing that.

3. During an interview on 8/43/413 at ;00 am.,
Resident #4 (cognitive score of 10 out of 15,
indicating modarate impairment with making daily
decisions), stated of receiving a bedtime snack
about 2 or 3 times sinee being admitted.

During an interview oh 8/14/13 at 7:50 a.m.,
Residant #4 stated of not receiving # bedtime
snack last night, but may have besn sisaping.

4. During an interview on 8/13/13 at 12:00,
Rasidant #5{with a score of 15 out of 15,
indicating ho cognitive problems)stated of never
receiving a bedtime shack and replied of not
thinking albout having that offered hers.

During an interview on 8/14/13 at 9:05 a.m.,
Resident #5 stated of receiving a bedtime snack
iast night.

5. During an interview on B/13/43 at 10:00 a.m.,
Resident #8  (with & score of 15 out of 15,
indicating no cognitive problems)stated of never
baing offered s bedtime snack,

During an interview 8/14/13 at 9:00 a.m.,,
Resident #8 stated of reveiving a bedtime snack

FORM CME-2587{02-89} Frevious Veriona Qbaiits
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Centinuad From page 23
last night,

During an interview an 813/13 at 3:55 p.m., Staff
K. Cartified Nursing Aide, noted the kitchen brings
out the bod/snack cart and the Nursing Aides s
{0 pass the snacks to the residents arcund 710 8
p.m. StsffK remarked if a residentis sfeaping,
they won't weke them up for the snagk,

Ouring an interview on 871413 st 10 p.m., tha
Director of Nursing stated of having snacks sind
2an always make sandwiches if desired and can
go into the katchén for more snack foods.

During an interview on 8/14/13 a8t 4: 11 p.m., the
Administrator stated if the resldents aren't being
offered bedtime snacks, we will make sure that
happens.

483.35() FQOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

The facility must -

(1) Pmocure food from saurces approved or
wonsidered satisfactory by Federar, State or ipcal
authorities: and

{2) Store, prepare, distribute ard sarve food
under sanitary conditions

This REQUIREMENT Is not met as evidenced
by:

Based on obgervation and stsff interview, the
facllity failed to property refrigerate pernshable
foods, failed to maintain & ¢lean and sanitary food
preparation area and failed to properly cover,

F 368

F3M

!
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F 371 | Continued From page 24 Fan :
date and labe! foods for resident consumption, F 371 9/19},15

The facllity reported a census of 77 resldants.
Findings include:

Dbearvation in the activity kitchenette area during
the same lour revealed the following:

a. An opened packaga of raw chicken in a freezer
with the meat axposed and no dats openad,

b. An opened packaga of cake in the refrigarator
with no date.

¢. An opened package of hashirowne in the
frepzar with no date opened.

d. A plastic bag with what appeared ta be sliced
onions with a date of 12/13/12, At that time, the
Activity Diractor stated they did not believe it had
been the right date.

@. An opened container of cool whip with no date.
The Activity Directar stated alf of the opened and
undated food needed to be discarded and
proceaded to do 59,

f. Numerous bags of puffearn and papcom inside
the oven, Dne had been epenad and not
rasealed, no date.

d. Potatp chips and cheese puifs in a cupboard,
gpened and not rasealed, no date opened.

On 8/13/13 at 1015 a.m., observation in the
kitchen revealed an uncovered plastic bin of dry
cereal on @ low shalf under a faod preparation.

Al 10:45 a.m., observation revaaled the cereal
remained uncovered.

i During the sama observation, the Dietary
Manager used a washcioth from the 3
campartment sink that had a large ampunt of
fond debris fioating in it to wipe a food
preparation surfate. Yhan asked By the surveyor

The identified areas have been corrected

Foods held in refrigerators or other !
gtorage areas were monitored with
appropriate Corrective interventions i
performed as neeessary.

Education to facility staff regarding Foods i
held in refngerated or other storage arcas
shall be appropriately covered, Food that |
was prepared and not served shall be
stored appropriately, clearly ldentifiable :
and dated. 5

Audits will be completed for ongoing

compliance by Dietary Manager/designec
weekly x 4 weeks with findings reviewsd
in Quality Assurance meeting for :
recommendations or resciution, ’

b
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F 371 | Continued From page 25 F 371 ——
if this was the way the facility sanitized surfaces :
in the kitchen, the Diatary Manager stated no they
had not dona it correctly. The manager then filled s wirs
a red bucket with & sanitizing soiution (lested at o ;
200 parts per millich) and again wiped the food ?
preparation surface. ;
On 8/14/13 at 11:05 a.m., observation in the .
kitchen revesied tha cereal on the low shelf j
remained uncovered.
F 441 | 483.85 INFECTION CONTROL, PREVENT F441| pan 9/19/13
88=F | SPREAD, LINENS
The facility must establish and maintain an Resident #2 environment has been

Infection Cantrgt Program designed to provids a
safe, sanitary and comfortable envirorment and
fo help prevent the development and transmigsion
of disease and nfection.

{a) Infection Contro! Program

The fackity must establish an infection Coatrol
Program under which it -

{1) Invastigatas, controls, and prevents infections
in the facility;

(2) Dacides what procadures, such as isolation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
actions related to infections,

: (b} Preventing Spread of Infection
* (1) When the Infection Control Program
. determines that & resident needs isolation to

prevent the spread of infection, the facility must
isolate the resident.

(2) The faciiity must prohibt employees with a
communicabie disease or infected skin lasions
from diract contadt with residents or their foed, if
direct contact will tranamit tha disease.

maintained in a sanitary xianner,
Biohazard material found in the hallway
and on resident’s floor bave been
correctad.

Environmental rounds complesed with
ICSO and Guardian Angel Rounds for
further areas if identified and evaluated
with ¢otrective practices in place.

Education to facility staff regarding the
facility must maintain resident’s
environment jn. 4 sanitzawy manner, and
proper disposal ef biohazard materials.

Audits will be conapleted for ongoing
comopliance by Administrator/designee
weekly X 4 weeks with findings reviewed
in Quality Assurance meeting for
recommendstions or resolution.
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(3) The facility must require staff i» wash their D
hands after esch direct resident contact for which
hand washing is indicated by sccepted :
professional practice.

(¢} Linens :
Personnel must handie, store, process end
transport finens so0 as to prevent the spread of |
infection. 5

This REQUIREMENT is not met &% evidenced !
by: :

Based on cbservation, staff intlgrview and record
review, the facility falled to maintain a resident's
bathroom in a sanitary manner (Resident #2) and
algo failed to propesdy dispose of & bichazard
raterial fund in the hallway and on a rsaident's
floor. The fecility identified @ census of 77 !
residents. i

Findings nclude: 'i

1. On 812113 at 12:15 p.m., observation
reveaied a used alcohol swab with what sppeared
to be blood on it sitting the center hall handrall of
the West wing.

2. On 8/M13/13 at 8;08 a.m., observation revealed
@ drieg brown substance or the front of the sink :
in tha bathroom in Resident #2's room. i

3. On 814/13 at B:17 a8.m.. observatian ravealad
the drizd brown substance remained on the sink i

in Resident #2's room. A used alcohol swab laig :
on the floor of the room with what appeared to be
a small amount of blood on it. The surveyor then
pointed these things out to tha faciiity

FOFIM CMS-Z767(T2-89) Provioue Vereione Obsolete Evirtt [D: T Facity ID: LADT2S It continuation sheet Fage 27 Df:31




Bs/18/2813 16:18 3152347761 MANDORCARE PAGE 28:"?!1
PRINTED: 08/04/2013
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0@1
STATEMENT OF DEFICIENCIES 041y PROVIDERBUFFLIER/CLIA (X2) MULTIPLE CONSTRUCTION {¥X3) DATE SURVEY i
AND PLAN OF CORRECTION IDENTIEICATION KUMBER: A GUILDING COMPLETED
158034 B.WING 08/15/2013 |
NAME OF PROVIDER OR SURELIER STREETADDRESS, CITY, STATE, AF CODE |
MANORCARE SERVIC 201 WEET RIDGEWAY AVENUE
HEALTH =S WATERLOO, iA 50701 :
x4 1o SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION o i
PREFIY {EACH DEFICIENCY MUST BE PRECEDED BY FLILL PREFLX (EACH CORRECTIVE ACTIDN SHOLLD BE conmLTIoh
TAG REGULATORY OR LSC IDENTIFYING INFORMATION, TA0 CROSS-REFERENCED TC THE ARPPROFRIATE batE |
DEFICIENCY) ;
F 441 | Continued From page 27 F 441 Ii
Administrator whe at that time stated the nyrses .
checked a bload sugar and left the slcohol swab
with the resident and it must have ended up on
the flgor.
At 8:45 a.m., Staff D (housekeeper) stated they :
were the anly housekeeper in that part of the P
bUiIdIng far for‘ty rooms and cowld not QEt it afl F 465 9."’1 9!13
deaned. :
F 465 | 483.70(h) F485| Tye jdentified areas have been evaluated 5
B8=E | SAFE/FUNCTIONAL/SANITARY/COMFORTABL d . R ' e :
E ENVIRON and corrective practices initiated. |
e . Environmental rounds completed with ,'
Tha fagility must provide a safe, functional, A \ . :
sanitary, and comfortable environment for AdJ:mmsu'ator, !E‘nvxronmental Drr'ector, :
’ ' Angel Rounds for further areas if :
jdentified and evaluated with corrective
This REQUIREMENT is not mat as evidenced practices in place.
by: |
Based on pbservation and staff interview, the . . ]
| faciiity failed 1o ensure all resident areas were Education to facility staff on maintaining ;
| maintained in a clean and sanitary manner. The a clean, sanitary and homelike g
facility reported & census of 77 residents. environment for residents residing in the i
facility. :
Findings include: g
Euvirommental audits completed by i
1. During the intdal diatary tour on 8/12/13 at 8:50 Administrator/deslgnee weekly x 4 weeks :
a.m., obgervation revealed the following in the with findings reviewed in Quality !
kitchen: Assumance meeting for recommendations i
or resolimion, 'i
a. Dried food end peeling paint on a largs stand on |
MiXer. ;
b. Dried debris on the top and siies of the
dishwasher.
¢ Dried food on the side of the stove. i
FORM CM$-2587(02-29) Prov; ous Varsiona Qbeole Tvend [D.7WKM 11 Facilty ID: 140726 . If continuaton shast Page 28 uf___g1
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F 465 | Continued From page 28 F 465 '

d. Chippad paint ¢n the legs of @ metal tabie
where a mixer sat.

€. A dried brownish-biaek 2ubstance on a plate
wamer.

Observation in the activity kitcheneite area during
the same intial tour raveaied gn oven with 4 dried
brown substance on the door At that time the
Activity Director stated they had deaned it but
must have missed the brown gubstance.

2. At 12:48 p.m., observaticn revealed large
brown stains on two of the main dining reom
celling tilas. A serving cart sat in the dining room
with & dried brawn substance on it.

3. On 8/13/13 at 10:45 a.m_, chservation revealed
the following:

a. A plaslic container laying on the floor under g
metal sheilf where ceresl waa stored.

b. Awrapper and crumbs on a lower steam table
shelf.

¢. A biack substance on the floor in front of &
sugar bin and between severai floor tiles.

d. A ierge amount of crumbs on the floor in front
of the flour and sugar bins.

8. An unidentified dried white substance on the
fioor in front of the steam tabie.

t A large amount of dried fasd on the floor under
a cart of frays. The wheels of the cart contained
a large amount of a blaek butid-up.

g Dried food build-up and rust on the wheeis of a
steam oven.

h. A iarge number of discarded piastic ilos on the
floor undar a food sanvice window.

i. A spoon on tha floor in front of the steam table.
J. Dried food on the Robo Coupe and the stove

FORM CMY-2% ({02-85) Pravicut Ventions Obsolata
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F 485 | Continyed From page 29
hood switch.

Cn 8/14/13 &t 11.05 am., observation In the
kitchan revealad the following:

&. The dried food remained on the mixer.

b. Tha dried debris ramained pn the dishwasher.
¢. The black substance remained on the plate
wanmner.

d. The plastic cortaingr remained on the floor
under the cersal shelf.

e. The wrappar @and crumbs remalned on the
steam table.

{. The black substance and crumbs remained on
the flor in front of the flour and sugar bins.

g. The white substance remained on the fcor in
front of the steam table.

h. The dried food remained on the tray cart.

i. A package of plastic lids Ieid on the floor under
a shelf. :
j- The dried food remained an the Robo Coupe.
k. The steam table pans remainad on the floor,

On 8/14/13 at 12:55 p.m., the Dletary Manager
provided the surveyor with an incomplate
cleaning schedule and stated the kitchen had not
been cleared on a routine basis.

2. An &nvironmental tour on 8/14/13 at 8:55
a.m., with the Environmental Suparvisor,
Maintenance Diractor, Staff 8, Registered Nurse,
and the Administrator revesled the inside floor in
the Activity Room ttweard the left wall conteined
some clumps of dirt, paper and dust alf along the
wall {0 where it met the floor. The dirt was
especially plentiful in the comer by the sink Srea.
This observation was noted upon entrance on
871213 at 8.00 am. The Management team
noted the observation. There wara 2 large. dark
yellow, circular water stains in the white celiing of
the maln dining ares.

F 465
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locdy 1D SUMMARY STATEMENT OF DERCIENCIES D PROVIDER'S PLAN OF CORRECTION o5
;F"REF‘X (EACH DEFICIENCY MUST BE PRECENED BY FULL PREFLX (EACH CORREDTIVE ACTION SHOMJLD BE GSOMPLETE
e REGULATORY OR LSC IDENTIFYINT INFORMATION} ™G “CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
N 101 50.7(1) 481« 50.7 (10A,135C) Additional - N 101 This serves as the Allegation of
notfication. compliance for ManorCare Health
| - Services Waterloo for the survey
431-50.7 (10A,135C} Additibnal notification. The completed August 15, 2013. The
; g::‘);ﬁcg or the director ' g designos shall be statements made on this plan of correction
\ o ) are not an admission 1o and do not :
.| within 24 hours, or the next business day, by the . .
: - e ! constitute an agresment with the alleged
C\ \\b-mst expeditious means avallable (LI deficiencies.
! §0.7(1) Of any accidant causing major injury. To remain in compliance with all Federal
| a. " Major injury " shall be defined as any Injury . and State regulations, the center allcgation
| which: of compliance such that all alleged
r {1) Resulis in desath: or deficiencies cited hﬂ\'e blﬁeﬂ or will be
! {2} Requires admission to & higher level of care @W"d'by the dﬂe mdicated. The
. for treatmant, other than for obsarvation; of faml.n}' will continue to_ provide or arrange
; {3) Requires consultation with the attending service to meet professional standards of
t physiciar, designse of the physitian, or physician quality.
; extander who determnines, in writing on a form L
¥ designated by the depariment, that an injury is a N 101 8/19/13
* majos
; injury * based upon tha circumstances of the Resident #13 continues to reside at S )
1 accidant, the previous functional bility of the facility.
i resident, and
" the reeident ' s prognosis. Incidents and accidents reviewed with
; b. The foliowing are not reportable aceidants: Eagle ROO]I.‘I.!QAA process to ld.enﬂfy if
| {1} An ambuiatory resident, as defined in rulss meets definition of “Major Injury” and
i 481-67.1(135C), 481-56.1(135C), and additional notification performed.

4581-83.1(135C), who falla when neither the
faeility nor lix empioyeas have culpability related

to the Additional notification reviewed by

' fall, even if the residant sustains & major injyry, or Administrator and ADNS.
i E§§ o Faciures: of Audits will be completed by
:l Administrator/designee for ongoing

compliance wookly x 4 weeks with
findings reviewed in Quality Assurance
meeting for recommendations or

: This Statuts s not met es avidencad by: resolution

: Basad on clinical record review, physicien
assistant (PA) and staff interview, the facility

| failed to notify the Dapartment of Ihspection and

L
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Appeals Df an accident causing major injury
which raquired a higher level of care for one of
two rasiderns reviewad, (Resident #13). The
faciifty c&nsus was 77 resldents.

Findings include:

1. The Minimum Data Set (MDS) assessment
dated 6/23/13; documsnted Resident #13 had
disgnoses that in¢ludad hip fracture,
ostecarthrosis and syncope with collapse, The
MDS documented the resident reguired extensive
asistance of two staff with bed mobility and
ansfer.

An incident report dated 7/9/13 at 3:00 am,,
doocumentad the residont was lowerad to the
flocr on knees after an unsuccessfui transfer from
the bed to the wheei chalr per staff, no injury
sustained, mnge of rotion within normal limits.
The form documentad the resident had en
urgency to veid and had been rushing to get into
& wheel ¢hair.

An undated statement by the Certified Nursa Aide
prasent during the 7/6/13 fall documentad the
aide answered the resident ' & call fight end the
rasident stated they neadad 1o use the bedpan.
The residert was wat and the sheets were wal
The regident had sat on the edge of the bad. The
rosident was toid not to get up, The aide applied 2
gait balt and went to get sheets and went into the
residant’ 5 bathroom to get a brief. When coming
back from tha bathroom the resident was
observad to stand up and shaka the brief off and
went down with bent left knee and the right knee
was behind the resident on the floor, The oida
was unabla to get to the resident in ime as the
tresidant went down, The resident was Instricted
to stay put while the aida got tha nurse. The
rasident was assisted to the chair aind 5aid ‘och
ooh', but did not have increased indication of pain
than usuai, The nurse gave tha residant a pain
pill afer evaluating | him/her.

; FORM APPROVED
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- N101| Continued From page 2

i On 8/14/13 at 1:21 p.m. the Director of Nursing

: {DON) was interviowad and staled tha residant

i was atternpting to transfer self when a staff

! person antered the room and atternptad to get o

; the resident and then lowared the resident to the
flaor. The DON stated the resident's assessment
: appeared normal and the rasident s physician had
' even seen the rosident after the fall and had no
assessment concerns. The DON siated the

; resident had gradually started having more pain

; $0 had been sent to & pain slinic at which time the
| fracture was discovered, The DON staled that
even though the resident's injury resuliad in
surgery and the resident had axparienced a
condition changa the physician felt the resident

" would sventually raturn to 2 normai leve! of
function and that had been the reason for not
reparting the fracture,

A physician note dated 7/26/13, documented the
rasident was status post fall an July 9 which iikely
resultad in a newly giscovened periprosthetic
fractura found on July 19. The report documentad
the resident was in signlficant pain and wouid be
admitted fram their clinie appointment bn 7/23/13
to the hospital for pain controt,

A major injury determination form dated 7/2313,
documented the resident had an oblique fracture
at the distai end of a prosthesis, hip fracture with
repair. A physician signed the form on 7/24/13,
and indicated after reviewing the circumstances,
injury and pragnosis of the patient, the injury
sustained had rot been a major infury and to the
baat of their knowladge, baring any
complications, the resident would return to their
previous functipnal status.
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