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Preparation and/or execution of this plan of
correction does not constitute admission or

\/q\)S Gorraction Data 7"[5’_’ ‘(_p agreement by Accura Healthcare of Ames of
\

F 000 | INITIAL COMMENTS F 00G

the facts alleged, or conclusions set forth in

CW\ \U{ he following information is refated to the this statement of deficiencies. Accura
T (]/\ investigation of facilty reported incident #60323-| | Healthcare of Ames maintains that these
/\ which was substantiated. .. C o
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F a0g| 2lleged deficiencies do not Individually or
§5=0 | HIGHEST WELL BEING collectively jeopardize the health and/or safety
o ) - of its residents, nor are they of such character
Fach resident.must receive and the facility must . . . e g .
provide the necessary care and services bo atiain so as to limit this nursing facility’s capacity to
or maintain the highest practicable physical, render quality care.

mentad, and psychosocial well-heing, in
accordanse with the comprehensive assaessment

H
and plan of care, F309 7/15/16

1. Resident#5 had an incident report, skin

This REQUIREMENT s not met as gvidenced condition report completed and nurses notes
by: updated c/o bruise on 6/15/16. The hoyer lift

Based on observation, record review, and staff hooks were padded on 6/15/16. No other
and rasident interview, the facility fafled to ensure

each resident received the necessary care ang transfer injuries were identified.
services to attain or maintain the highest
practicable physical, mental, and psychosacial

. 2. All residents requiring a hoyer lift for
well-heing, in accordance with the comprehensive

assassment and plan of care for 1 of 5 residents transf.ers wil fc?!low our safe resident transfer
reviewed {Resident #5). Facility census was fifty -| techniques policy. '
(50; residents. )
Findings include: 7 3. Asafe lift transfer in-service w‘as conducted
by our workers comp represantative on
1, According to the Minimum Data Set (MDIS) 6/24/16, that included safe resident transfer
assessment tool dated 5/20/18, Resident #5 had ] : : ;
! t ues. The
diagnoses that included dermentia and blindnass ) echniques. Th Dzr‘ector of i\.h{rsmg e4ducated
in bath eves. The MDS revealed the resident staff J, RN on 7/11/16, pertaining to timely
displayed severe cognitive impairment, severely _ completion of incident reports, skin condition
impaired vision and moderale haaring report and documenting in the nurses notes
. |
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tallowing the date of survey whether or nat a pfan of correction Is piovided. For nursing homes, the ahdve findings-and plans of correction ara disclosabla 14
days following Ihe rate these docoments are made availabie to the fadlity. If deficiencies ara cited, an approved plan of corrsction is requisite to continued
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impairmeant. The MDS also revealed Rasident 35
reduired total assistance of two staff with bed
mobility, fransfers, and toilet use, and did not
ambulate {walk}.

Obssrvation showed, on 871518 at 10:55 a.m.
the resident in a wheelchair in the hallway, The
resident had a 50 cent sizad bruise to the left side
of the forehead with some swelling around the
grea that extended to the left eye. The resident
stated hefshe receivad the bruise from the grab
bar enthe fift. The resident stated he/she
couldn't de anything aboui it - hefshe "just has o
take it". The resident staled hefshe wished staff
would be more careful, The surveyor then testad
the resident's cognitive abifity. The resident didn't
knaw the month or year but knew hefshe was in
Jovira, The rasidant stated he/she didn't know the
Prasident's name bacause hefshe was blind and
coutdn't read.

A review of the resident's nurses notes revealed
they faited to cantain informalion ahout the
resident’s left forehead bruise.

On 8/15/16 at 12:156 p.m. Staff J RN stated she
saw the forehead bruise yesterday, but did nat
docurnent it. She didn't know if paperwoek was
completed and in someoene's office, and then she
had an appointment and had to feave.

A skin condition report dated 6/15/16 identified a
left side of forehead bruise measuring 3.5
centimeters (cm.) by 2.4 cm. gray bruise with
velow edges.

A quality assurance (QA) monitoring ool dated
6/16/16 identified a mid forehead bruise light
purple in colpr measuring 5 em. by 2.4 om.
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F 309 | Continued From page 1 Fa09] vPON observation of any skin issues. Random

shower sheets audits will be completed by the
Director of Mursing on a weekly basis for 3
months.

4. Random shower sheets will be reviewed by~
the DON on a weekly basis to validate any skin =~ -
irregularities, if so, an incident report will be
completed. All late incident reports wilf be

brought to the quarterly QAPI for review by the

10T to deiermine cause and if further

interventions will be required.

FORM G:‘ASQ%?(DE—QQ) Pravicus Viersisns Obsalels

Evenl ID; OPWWI

Facildy [0 JA0128

i

if confinuation sheat Page 2 of 23




PRINTED: 07/05/2018
FORM APPROVED
OMB:NO, 0538-0391

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

The facility must ensure that the rasident
environment remains as free of accident hazards
as is possible; and each resident recsives
adequate supervision and assistance devices in
prevent accidents.

This REQUIREMENT s not met as evidenced
by ’

Based on observation, record review and staff
interviews, the facility failed to ensure residents
environment remained as free of accidenial
hazards as possible and each resident received
adeguate supewiséontto prevent accidents for 2
of 4 residents (Resident #1 and Resident #4)
Resident #1 left the facility without staff
knowladge and a visitor brought him/her back
instda. Resident #1's wanderguard alarm did not
function; and staff turned off the door alarm
system without checking to ensure who caused
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etiology unknown. The report indicated the
resident didn’t know how it occurred when asked,
The intervention folfowing the incident was "pad
Hoyer hooks".
~ | Observatidn shivied on 61576 a0 £1:40 a.m. e T i B
staff transfer the resident from the wheelchair to
bed for care. After staff provided care, they
transferrad the resident back into the whaelchair.
Observation showead the canter pole and ift bars
of the lift paddad. During the iransfers, these 6/21/16
areas of the fift did not come in close contant io F323 /21/
the resident's face. . -
1. Resident #1 was brought back into the
F 323 483.25(h) FREE OF AGCIDENT F 323 . &
g9= | HAZARDSISUPERVISION/DEVICES facility. The charge nurse completed a full

body assessment with vitals on 5/27/16, no
injuries were observed. The Wanderguard
wrist transponder was tested and was
operable. Although the wrist fransponder
was operable, the administrative nurse
changed out this resident’s transponder
again on 5/27/16. The rasident was
immediately ptaced on 1 hour checks until
5/31/16. ‘

Resident #4was sent.out to the local
emergency room on 5/30/16. The ER ook
¥-rays that determined the chronic
osteoporosis likely contributed to the
fracture. Resident was admitted back to the
facility on 5/31/16 with no surgical
interventions done. On 6/1/19, a reclining
back wheelchair was provided for comfort

and safety. The care plan was updated.
[
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the alarm to sound. The findings constituted an
immediate jeopardy to residents’ health and
safely.

Resident #4 fell in the dining room and afl 3
nursing staff were In a resident’s raom with the
doar shut and 2 of the staff stated they did not -
hear Resident #4's pressure alarm. A nearby
distary staff heard Resident #4's alarm but did not
immaciately respond thinking someone eise
woukd get it. Resident #4 had been found about 6
feet from hisfher whealchair and sustained a hip
fracture. The facility identified a cansus of fifty
(5Q} residents.

Findings include:

1, A Minimum Data Set {MD3) with assessmant
referance date of 5/5/16, assessed Resident #1
with a brief interview for mental status (BIMS)
score of 37 {(severe cognitive impaiment). The
MDS identified the resident with an acute changs
in mental status. The resident had a behaviar
oroblem of rejecon of care, The MDS did not
idantify a concern with wandering. The resident
transferred and ambulated independantly, A
"palance during transitions and walking” test
revealed the residant as not steady but able to
stabifize with staff assistance. The resident used
a walker with ambulation. The resident had
diagneses that included; demantia and history of
faifing. The resident had one fali withaut injury
since the prior agsessment,

An elopement risk assessment dated 5/ 11/16
identified the resident with a score of " 11", Five
(5) or more points revaaled the resident at risk for
elopement. The risk assassment reveated the
resident could not recognize safety risks and had
impaired decision making skills. The resident had
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All residents will be assessed (an admit and
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guarterly) for elopement risk. If assessed an
glopement risk, the resident will be issued a
wanderguard wrist transponder, a picture
taken and placed in the elopement books at
both nurses station-Resident care plans-will —{
be updated to include wanderguard use,
and elopement risks with interventions.
Certified Nurse Aldes wiil have their walking
care plans updated with any rasident who is
issued a wanderguard, Al sounding alarms
will be acknowledged and responded to by
any/all staff per policy.

All residents with sounding personal alarms
wili be responded to promptly by any and
all staff. Personal alarms wili be
documented on the treatment sheets and
care plans by the charge nurse, The nurse
aide walking care plans will be updated for
personal alarm use by the administrative
nurse. The nurse will check for placement
and efficacy cach shift,

A technictan up-dated the audible on the
waaderguard and front door alarms with
louder decibel speakers on 6/15/16. All staff
were educated regarding the Walk
Away/Missing Resident Policy and personal
alarms by the Administrator and Director of
Nursing on 5/30/16, 6/10/16 and 6/15/16.
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& history of elopement attempis and the resident
nad a current behavior of wandering with the
ahility to open a doar,

A care plan dated 54116 revealed the resident

BIMS score of 3 and senile dementia. The care
olan revealed the resident used a wanderguird (a
device to alert staff if the resident lef the beilding
wilhout staffs knowledge) for elopement risk. An
addendum dated 5/27/18 revealed the resident
exited the building unattended. Sta¥ replaced the
wanderguard on the left wrist and placed a
wanderguard on the waiker, On 6/9/16 siaff
removed the wanderguard on the walker due to
potentiaf interference issiies. The gare plan also
identified the resident at risk for falls.

Nurses notes, dated 5/27/18 at 8:50 p.m. and-

|| written by Staff ALPN {licensed practical murse’

revealed at around 1:30 p.m. the resident walked
into the buliding from the parking ol by a family
member of ancther resident. When asked what
hefshe did outside, the resident stated he/she
coufdnt find their way home. Assessment
showed no injury. Observation revealed the
resident’s wanderguard in place but the
wanderguard did not getivate when the resident
teit the facility. Staff placed the resident on hourly
checks until maintenance repaired the
wanderguard concern.

An elepement investigative report dated 5/27/18
revealed the Director of Nursing viewed the
resident approximately between 1:15 p.m. and
1:30 p.m. sitting by the front door. The resident
exited from the front door, A family member of -

facility at 1:30 p.m. The weather was sunny,

| had alteration in thought processesicoanitive with ~ 71

another resident brought the resident back in the -
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their erientation by the Business Ofice
Manager, pertaining to the Walk
Away/Missing Resident Policy with an
attestation placed in their file, All current

- staff. will receive.elopement/alarm training——| -

Watk Away/Missing Resident Policy twice 2
year by the Administrator and/or Director
of Nursing. Elopement drifls wilt be
completed x 3 weeks and quarterly
thereafter by the Administrator andfor
Director of Nursing, The Certified Nurse
Aide who shut the alarm off received a
written final disciplinary action on 5/27/16
for turning off the door alarm without
following the Walk Away/Missing Resident
protocol. Door alarms are checked daily by
the Maintenance Director and weekend
assigned staff. The charge nurse will check
persanal atarms each shift for placement

- and function.

Door audits and elopernent drills will be
reviewed at the guarterly QAP| with the
Interdisciplinary Team members (IDT) to
determine cause and Iif further

Interventions are required.
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temperature in the 70's with a breeza blowing.
The resident had been dressad in shoes, socks,
stacks and a shirl. Staff checked the door alarms
after the incident and the door and the glarms all
functioned. An elopement investigative

incident occurred, the doar alarm funclioned and
a CNA {certified nurse aide) turmed the alarm off
without checking fo see if a resident went outsida,

Visitar that discovered resident outside:

On 6/13M16 at 2:19 p.m. the visitor stated she was
coming o the facllity to assist with a birthday
party at 1,30 p.m. She cbsarved the resident
outside with a watker. The resident was across
the parking lot and just about o the grass in Font
of Grand Avenue. The resident stated hefshe
tried to find their way home. Prior to retuming
hack into the fadility, the resident requested to sit
on the bench In front of the fadiiity, They sat there
for a minute and came back in. Staff B, CNA was
at tha desk when they came back into the facility
and looked shocked that Resident #1 had been
outside. Staff B was the anly one that saw her
bring the resident inside. The visitor stated no
alarm sounded when they came back in. She
pushed the door alarm bufton so that would not
sound but she did not hear any other alarm
fwanderguard). She staled she found out a CNA
left at noon and maybe no one filled on for the
staff inat laft and they were short staffed.

Staff working when the incident cceurred:

On 8/13/16 at 11:50 a.m. Staff B CMA stated

there was a lot of visitors coming and going the
dgay of the incident. The other CNA left al 12:30
p.m. so she and Staif E LPN (licensed practical

| procedure dated 5/21/16 revealed that when the ™=~ T
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nurse} had to tay everyone down. They were in a
feom with a residant that was screaming and
wanting up for the birthday party. They had the
room door shut while providing care to the

screaming rasident, As S0On as St;gf_f_s opgned 4
‘the room doar she heard the door afarm

saunding. Staff B did not hear the alarm in the
room, Family and visitors were going in and out
all day leng and the wanderguard did nof sound
so Staff B just assumed it was stafffamily and
shut it off. She stated nommally the nurse stays at
tha nurses station, hut that day the nurse had to
help with caros bacause they were shor staffed.
After that, thay laid more residents down. Staff B
did not think any rasident left because the
wanderguard did not sound. Staff B sat down to
do books and saw Resident #1 come in with a
visitor who said she saw the resident outside.
Stafi B staled the wanderguard gid not sound
when the residant came back in the facility. She
stafed 2 weekends ago {after Resident #1's
incident) the wanderguard did not sound when
Resident #2 foliowed Staff C CNA out, Slalf B
stated she had training on respohding fo the door -
alarm after the incident bul not before the
incident.

Staif & recelved an employee disciplinary report
and signed it 6/2/16. The report revaaled Staff 8
shut off the door alarm without checking to see if
any residents went cutside and that was a "huge
safety violation". The disciplinary report stated
anytime any alarm sounds staff is io immadiately
check it to assure the safely of residents.

Staff B documented on the report in the employee
conmant section, Staff B wrote they were short
staffed and she was with another resident doing
caras. That resident was screaming bacause
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Staff B laft so she returned to the resident. The

wanderguard did not go off and family came in

and out all day so Staff B assumed it was family

because no other alarm went off. Al the residents
up front were either in bed or in the living room so

{ sha kept providing cares becauss she was the

only CNA up front,

On 6/14/16 at 2:07 p.m. Staff B staled the panel
on the alarm panal box indicated the door alarm
sounding was from the front door. After she saw
the visitor bring the resident back into the facility
she said she did net tell anyone and then
somecne came and asked her about it,

On 6/14H18 at 10 am. Staff H CMA/medical ‘
records stated there was no CNA orientation : i
checklist for Staff B o show he/she was educated
on door alarm responsa.

Review of facility in-service records showed the
faciiity reviewed the alarm/elopement policy
3/10/16 and Staff B attended.

On 8/14/18 at 12:36 p.m. Staff A LPN staled she
came to waork at 2 p.m. on the day of the incident.
The resident was already back inside. She stated
she was informed that the wanderguacd did not
sound. She siated Slaff D LPN was also tokd the
wanderguard did not sound, Staff A stated i siaff
ia in a room with a daor shut halfway to the end of
the hall, staff can *t hear the alarm.

On 613416 at 12:35 pom. Staff £ LPN stated she
worked with Staff 8 on the day of the incident.
She stated she did not know the resident left uptil
she heard someone talking about it. The resident
was already back inside then. Staff E stated the
resident lives on the back of the facility but comes
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to the front wing every day to watch the television.
She staled she didn't even know who the resident
was or that the resident wore a wanderguard. Sha
stated it would have been aice to know the
rasident was a flight risk. Sha was in a resident

E held the resident as Staff B cleanad the
resident. When the alarm sounded, Staff 8 went
and checked and then came back. Staff B said it
was the door but didn't say who it was, [twas a
busy day and no ohe was pushing the button.
Staff E guassed that Staff B thought it was a
visitar,

On 6/1416 at 10:05 a.m. Siaff D LPN stated she
was the resident's nurse the day of the incident.
The resident spends most of the day in the front
sitting in the felevision lounge area. She checkad
the residant's wanderguard that morning and it
worked. She stated she didn't hear the alarm that ) )
day or turn it off. She statad the resident was
nis/her usual self that day. She stated
mainlerance stated the wanderguard range was
low so they increased the range.

COn B/13/16 at 3:04 p.m. Staff & CNA stated she
was in the shower room when the incident
accurred. She heard about it later. She stated she
didn't hear the alarm or turn it off, On 6/14/16 at
12:42 pan, Staff F stated when in rooms teward
the end of the hali with door shut then she gan ' t
hear the alarms.

On 6/13/16 at 12:50 p.m. Staff G CNA stated she
didn't remember hearing any alarms that day.

On©/13/15 at 11:38 a.m. Staff H CMA (certified
medication aide) stated she heard the resident
gol out. They didn't know what happened with the -

FORM CilS-2567(04-59) Previous Vorsions Ohsolate Event 1D OPWAYTE Facility ID: 1AC126

e S ——

if continuation §hee§ Fage 9ol 23

~-— room with Siaff B-when she h&afd_aﬂ alarmy - Staff T T T T DR “' ’




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 07/06/2018

Y FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG, 0938-0391
STATEMENT OF OEFICIENGIES (1) PROVIDER/SUPPLIERICUIA (X2} MULTIPLE COMSTRUGTION £43) DATE SURVEY
AND PLAM OF CORRECTION IDENTIFICATION MUMBER: A BUILOING COMPLETED
C
166423 B.WING 36/20/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GOUE
_ 1440 GRAND AVENUE
ACCURA HEALTHCARE OF AMES, LLC
AMES, 1A 50010
(%4110 SUMMARY STATEMEMT OF DEFICIEMCIES 3] PROVIBER'S PLAN OF CORRECTIOM e}
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIK (EACH CORRECTIVE ACTION SHOULA O BF COMPEETION
TAG: REGULATGRY OR LSC IDENTIFYRNG IMFORMATION; TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
F 323 | Continued From page 9 F 323

‘| before the elopemsnt Ihcident. Staff H stated she™

wanderguard se they cut the wanderguard
hracelet off the rasident afler the incident and
took it to the door and the aiarm soundead, She
applied & new bracelet to the resident's wrist,
Staff previously applied a new bracelet 2 days

did not hear the alarm. The resident was alrsady
back inside when she heard about the incident
argund 2:15 pm. to 2:30 p.m, She did not know
when the resident left. She stated staff did not
know why the wanderguard did not sound. StaffH
stated she did not know if staff could hear alarms
whar in rooms.

On 6/13/16 at 3.10 p.m. the Director of Mursing
{DON) stated she did not hear the atarms. She
stafed there was a lot of commotion that day, She
was in her office in the C-hall. The first she knew
if the resident leaving was whan the resident and
family watked down the hall a [itile after 2 p.m.
Awhile later a lady {\isitor) toid the activity director
she saw the resident in the parking lot, The
resident was heading out and she went up to the
resident, The DOM stated the visitor walted 30
minutes before telling a staff about the incident.
The DON stated they checked tha wanderguard
and i worked on the door, She saw the resident
around 1,15 p.m. to 1:30 p.m. sitting by the frant
door. The resident stated he/she was logking for
hisfher way homa when cutside, The DOM stated
they asked staff If anvone turned the
wanderguard off and could not find anyone saying
they shut it off. The DON dented any issuas with
the wanderquard befora the incident.

On 8/43/15 at 1:25 pun. the MDS/care plan nurse
stated she heard about the indident after it
accurred. She worked in her office in C-hall and
didr't recall if she heard any alarms. With the
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birthday party that day, she may not have heard
it. ff she hears an alarm she will ge chack. She
statad she didn't turn off any alarms that dey. She
was not awars of the resident trying to leave
before 5/27/18. She denied any concerns with the

-1 wanderguard not working. -

On 8/13/16 at 138 p.m. the nurse managar
stated she was informed by Staff | (registered
nurse) 2 pan. to 10 p.m. nurse that the resident
exited the building. She stated she didn't hear any
atarms and didn't turn any off. She stated if stad
i3 working In the back that thay ¢an ' t hear the
alarms iy the front. The resident never tried to
leave bafora, Hefshe would stand in the doorway
but never tried lo leave. She stated if
maintenance was not at the facility fo check the
door alarms that staff neaded to check them. She
stated after the incident they placed &
wanderguard on the resident's walker as wall as
nis/her lolt wrist. The wanderguard/alarm repair
person said not to use one on the walker singe i
may interfere with-the wanderguard on the wrist
so they removed ¥ from the walkar.

Cther staff:

Cn 6/14/16 at 9:27 a.m. Staff J (registared nurse)
stated there had been problems with the
wanderguard alarm not akvays aclivating.
Anytime this ocourred staff notified maintenance
and maintenance would check the wanderguard.

On 6/14/16 at 1212 p.m. Staff C CNA stated
Resident #2 foliowad him/her out and the
wanderguard did not activate. She identified Staff
| {regisiered nurse} as a withess 1o the incident
and affer that maintenance checked it
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On 8/14/16 at 2:30 p.m, Staff [ {registered nurse)

confirmed that Staff C want out the front door
followed by Resident #2 {(who wore a
wanderguard). The wanderguard did not sound
s0 she called the maintenance parson who came
aut and worked an the wanderguard.

On 8/14M16 at 12:25 p.m. Staff K CNA stated the
wanderguard did not work right for a couple
weels, It either didn't sound or it sounded when
no one was arcund,

Gn 6/13/16 at 12:12 p.m. the mainfenance
person denied there had been any problems with
the wanderguard prior to the incident. He stated
he didn't know why the wanderguard didn't sound
on 527716, He stated the wanderguard/atarm
person moved the wanderguard box o the door
frame. |t was further away before it was moved.
The sensitivity was increasad and now should
activate when a resident gets within 3.5 feat of it.
He stated he was not hera the day the incident
occurred. He was on vacation that day unti
61116,

Wanderguard/alarm repair person:

On 6/13/16 at 2:02 p.m. the wanderguard/door
alarm repair person stated the wanderguard
activated when a resident wearing the
wanderguard got right to the doar so he
increased the sensitivity, When asked why the
wanderguard didn't sound when the resident
exited on 5/27118, he stated the sysiem was old
50 interference was an issue. Ywhen the sysiem
was developed years ago we didn't have all the

} elactronic things we have now. Someane may

have had something electronic on them as the
resident went through the door causing the
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wandergtard not to sound, It is unknown what
may have interferad with it. The system was
prone to interference. Prior te the 5/27/16
incident, no ona fold him thers were isstes with
the wanderguard.

On 8114418 at 12:03 p.m., the DON stated she
checked the doors during the mainfenance
parson’s vacation except for 5/29/16. She stated
she did not check the doors 6/44/16, 8/5/16,
611716 or 6712118,

The facility identified 3 residents wore
wanderguards.

Observations:

Observation showed, on 8/13415 al 10:45 a.m.
tha wanderguard alarm aciivated when Staff H
CidA walked with Resident #1 o the front door,
The resident walked with a walker and wore a
wanderguard on the left wrist. On the same date
at 1:4Q p.m. the resident sat in the front television
founge area and denied walking out of the facility
into the parking lot.

On 8/13/16 at 1115 a.m. all deors contained 2
atarms. All wanderguards and daoor alarms
activated appropriately when checkead by the
surveyor and Siaff H.

On 8/14/16 &t 12:25 p.m, the surveyor went in the
rocm that stalf were in when the incident
occurred an 5/27/18 with the door shut (io tast the
zlarms.) The surveyor cotld not hear the
wanderguard or door alarm. Staff K CNA was in
the room with the surveyor and stated she did not
hear them either, N

%
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On 8/15/16 Staff H and the survayor measured
the distanca from the front entrance of the facllity
to the grassy area between the parking lot and
Grand Avenue. The distance measured 84 feat.

1 A missing resident defll conducted on 8/8Ma st |

415 p.m. ravealed the fropt door alarm sounded
and the DON responded. Tha DON documeanted
that the nurse was in A hall with a resident and
the room door shut and the CNAs were in B hall
with the door shut. On 8/14/16 at 1:07 p.n. the
survayor asked the DON about documenting staff
were in rooms with doors shut. Did she document
"doors shut” because they didn ' t hear the alarm
sound In the rooms or did she mean they were
too busy to answer the doar alarm? The DON
stated she thought they were busy in rcoms, She
didn "trecall if she asked staff why they didn 't
raspond, The DOM stated she wasn 't sure if
staff could hear alams in rooms with air
conditioning running and the doors shut. She
stated she could hear the door alarm in her office
with the air conditicning running but she keaps
her office dogr open,

Wanderguard/alarm parson;

On B/15/16 at 9:15 a.m. the wanderguard/aiam
person stated he was putting in a louder spsaker
for door atarm. He stated the prier speakar was
not part of the original door panel box system.
Someone had glued a personal alasm speaker in
the alarm panel box and when ha opened up the
alarm box he discovered the speaker at the
bottom of the alarm panel box so it was not a
funclional alarm speaker,

Fallowing instaliation of the new speaker in the
alammn box on 6/15/16, the survayor went fo the
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same room where staff worked when the 5/27/16
incidant socurred to test the audibility of the
alarms. The new alann speaker was clearly
audible,

'| The Administrator gave the surveyor a timeiine on
the morning of 6/14/16, She documented the
facility checkad the wanderguard door slarms
weaekly until 8/1/18 and than they started checking
them daily. The facility werd back to weekly
checks 8/7/16 due to wanderguard and new
keypad updates. Resident #1 was on haurly
checks until 5/31/18 when the facility got a
keypad on the front door. On B/7/16 the
wanderguard/alarm person maved the
wanderguard at the front enfrance and apglied a
new deor alarm keypad and increased sensitivity
of wanderguard sensors. The nurses checked
bracelets for placsment and function avery shift.
That was in place befora the incident and after.

Policy:

The facility walk away/missing rasident policy
reveaied the foliowing: i a door atarm sounds,
Identify the door that caused the alarm to
activate. Proceed fo that door and atiempt to
veriy the cause of the alarm activation. Shoutd
staff ba unabie to determine the cauze of the
alarm activation, all known potential elopament
risk residents should he accounted for. ¥ all are
accounted for, a further accountability of all
residents is warranted. If an elopement risk
resident cannot be accounted for, a systematic
search of the facllity premises and grounds
should be initiated under the instruction of the

charge nurse,

-I-Administrator tmeling:——— —= e L
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On 6/14/16 at 11:55 a.m. the Administrator gave
the surveyor a fist of staff that identified which
staff had or had not been in-serviced regarding
alarm response. The surveyar asked about
weekend staff and other Staff that had not baen
in-serviced, The Administrator stated that is why
she planned weekly In-services for a month. By
the end of the month, everyone should have
received the in-service training. On 6/14/18 at
12:35 p.m. the Administrator stated 14 of 51 staff
listed had not been in-serviced yet,

The elopement occurred on 5/2718 and staff
placed the resident on hourly checks until
maintenance repaired the wanderguard concam
and the resident recelved a new wanderguard
hracelet,

On 8/31186, the facility in-serviced some staff with
instructions to not turn off the door alarm until
they are sure residents did nef leave.

Tha Administrator reported the following timeline:
Resident #1 was on hourly checks uniit 53116
whien the facility got a keypad on the front door.
The facility chiecked the wanderguard door
alarms weekly until /1718 and then they staried
checking them daily. The facilily went back to
wgekly chacks 8/7/16 due to wanderguard and
new keypad updates. On &/7/16 the
wanderguard/atarm person moved the
wandarguard at the front entrance and apgliad a
new door alarm keypad and increased sensitivity
of wanderguard sensors, The nurses checked
bracelets for placement and function every shift,
That was in place hefore the incident and after.
On §/8/18, the faciiity completed missing resident
drilfs for some staff,

F 323
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The fecility abated the IJ on 6/14/16 when they
completed education to all staff on wanderguard
and door alarm procedure/elopemant to go
ocutside and determine if a resident tiggered the
alarm before turning the alarm off, Also staff ware

cotint of residents.

These actions lowered the 14 from J sevearity to D
severity with the need of ongoing monitaring to
ensure residents received adequale supervision.

2. AMDS with assessment reference daie of
4721118 assaessed Resident #4 with a BIMS score
of "3" {severe cognitive impairmant), The resident
requirad extensive staff assistance with bed
mobility, transférs and toileting. The resident
required limited staff assistance with ambutation.
a "balance during transitions and walking™ fest
revealed a scors of 2" in alf areas of testing. A
score of "2" revealed the resident was not steady
and only able to stabilize with staff assistance.
The resident used a walksr for ambulation. The
resident had diagnoses that inciuded: stroke and
unspecified abnormalities of galt and mobiiity.
The MDS did not identify previous falls.

A care plan dated 4/20/16 reveaied tha resident at
risk for falls related to impaired mobility and
history of cerebrovascular accident (strokal. The
cara plan enlified on 4/4M16 the resident
self-transferred and laid ssif in the fioor in the
dining raom. Staff initated a pressure alarm at ali
times after that incident. An addendom dated
5/30/16 identified another incident. The resident
seit-transferred and fell in the dining room. The
resident went to the emergency room (ER).

Nurses noles daled 5/30/16 at 2:15 p.m. and

F 323

-educated to'tell-the nurse to-.complete a head————— |-

FORM CiS-2557{02-89} Previous Versions Obsalets

Event I3 QPwiany 4

e N

Faciity 10 1Al125 If continuation sheet Page 17 of 23




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/0s/i2018

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES 1) PROVEIERISUPPUERICUA (21 MULTIPLE CONSTRUCTION (X3) DAFE SURVEY
AND PLAN OF GORRECTION DENTIFICATION NUMBER; A BUILDING COMPLETED
C
165423 B. VWING B6/20/2016

MAME OF PROVIDER OR SUPPLIER

ACCURA HEALTHCARE OF AMES, LLC

STR_EEI' ADDRESS, CITY, STATE, Z8 CQLE
3440 GRAND AVENUE
AMES, JA 50010

documented by Staff E LPN revealed at
approximately 7:55 a.m, Staff E heard residents
in the dining room yell at someone and then they
bagan to yefl "nurse she fell!” Staff E went to the
dining room and chserved the resident lying on
hisfher feft sideonthe floor of the dining reom ™
yelling loudly that his/her right leg hurt. Staff E
phoned the DON, ARNP (advanced regisiered
nurse practitoner) and the resident’s family, In
acidition 10 a leg injury, observation revealed. a
contusion to the right eyebrow and the resident's
ayeglasses appeared hent. The resident
transported to the Emergangy Room at 8:30 a.m.

MNurses notes dated 5/31416 at 4 p.m. roveslad
the resident returned to the facility with a
diagnosis of right hip fracture and urinary tract
infection.

The hospital history and physical (H & P) dated
530715 revesled the resident was in the dining
room in a wheelchair and attempted to get out of
the wheelchair and sufferad a fall. The fall was
not witnessed, Staff found the resident on the
floor and the right leg appeared shortened. The
resident transported to the hospital and x-rays
revealed a closad interrochanteric comminuted
hip fracture. The A & P also identified a CT
{computerized tomography} of the hiead and neck
showed no acute abnormalities, The H & P
reveated the reskdent would transport back ta the
nussing home at famnily request. The famiky
glacted o treat without surgery due o the
resident's advanced dementla and chronic
non-ambulatory state. An ED (emergancy
deparfment) note identified the resident had an
urwitnessed mechanical fall at the nursing home
with a right hip fracture. The note identified the
resident with diagnasas of chronic osteoporosis
which likely conlributed to the fracture,
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Gn 6/15/18 at 9:18 a.r. Staff £ LPH stated afl 3
front nursing staff were in the same room with the
door shut when the resident foll and no one in the
foom heard the alarm. When they cpaned the
—oproom door Staff E heard everyone saying the -
resident was on the fioor. She stated she ran to
the resident who was screaming saying hefshe
had a broken leg. Staff £ stated no staff was with
the resident when she arrived.

On 8/19/18 at 3:31 pan. Staff B CNA stated ali 3
front riursing staff wera in a resident room with
the docr shut and didnt hesr the resjdent's atarm.
Stalf B stated they didn't know anyone feil or an
alarm was scunding until somaone from dietary
knocked on the door and said someons fall,
Wher: they came out of the room, they could hear
the afarm. Staff B stated it was Memorial Day and
they were short staffed. She idenlified Staff F
CNA as in the room, She said Staff F is a shower
aide but that day had to work as a regular CNA
because they wera short siaffed.

On 6/15/16 at 10:07 am. Staff L {dietary) stated
she haard the alarm in the Kitchen for 1 1o 2
fminuies before she went io investigate, Sha
stated she walted because she thought other staff
would respond to the alarm. She stated she was
the first one to arrive and the resident was on the
floor. She waited for a nurse alde to show up,
After about 30 seconds the dietary manager
arrived and right after that Staff B showed up.
Staff L stated she was tald o let nursing handle
alarms unless it rings for an extended tme.

On 6/15/18 at 2:52 am. the distary manager
stated she heard the slam for a litie while when
she was in the back unit. She heard #t and walted
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about 45 seconds to a minute and it still scunded
so shie went to check. She stated she thaught the
front unit staff would get it. When she arrived to
the front, she ohserved the resident on the floor
and Staff L kneeling by the resident. Staff 8 and

‘Staff E ther came out of a reom. The dietary -~

manager stated the resident's wheelchair still had
the foot pedals down and the resident was about
6 feat away from the wheslchair,

On 629/16 at 9:565 a.m. Staff F CNA stated sha
was supposed to give showers that day but there
was no one thera 0 work with 51aff B so she
could not give the scheduled showers. She stated
she heard the alarm sound In the reom and went
to it right away. When questioned that the other 2
staff stated no one heard the alarm and no ona
reporied seeing Staff F by he resident after the
fall, she stated she either heard Resident #4's
atarm or Residént #3 because Resident #3 also
activated hisfher alarm.

Observafjons:

On 6/15/16 at 1:10 p.m. cbservation showad 2
staff transfer the resident to bed. The rasident
complained of the right leg "hurting badiy".

On the same date at 1:18 p.ro, tha surveyor went
in room A10 (where staff was when Resident ¥4's
incident occurred) and shut the doaor. The
surveyor did faintly hear the personal alarm
sound from the dining area by the piano (where
Staff £ stated the resident feil). When the
surveyor exited room A1C, Staff £ was outside
the door and said the test the surveyor just

conducted was not totally accurate hecause thera.

were 3 staff in roomn A10 all tatking and working
with the 2 residents in the room when the incident
aceurred.
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55=E | REVIEW-2 HRIYR INSERVICE

The facility must complete a performaince review
of every nurse aide at least once every 12
maonths, and must provide regular in-service
education based on the outcome of these
reviews. The in-servics training must be
sufficient 1o ensure the continuing competence of
rurse aides, but must be no less than 12 hours
per yaar, address areas of weakness as
datermined in nurse aides' performancs reviews
and may acldress the special needs of rasidents
as determined by the fadility staff; and for nurse
aides providing services to individuals with
cognitive impairmenis-also addrass the care of
the cognitively impaired.

This REQUIREMENT is not met as avidenced
by:

Based on record review and stafl intervisw, the
facility fafled to complete parformance
evaluations at least every 12 months for5of 5
staff reviewed and staff fafled o attend the
required 12 hours of in-service per year for five of
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On 8/15/16 at 12:42 p.m. the Administrator stated
all staff racaived training and instruction to
respand te personal alarms right away, She
stated she knew the distary manager saidshe | S —— -
| heard the afarm 45 seconds to 1 minute and they
responded quickly, She stated the distary
manager spoke with Staff L {distary} about
responding to alarms.
On &/31/16 the facility traired all staf to respond
to-alarms,
F 497 | 483.75{e)(8) NURSE AIDE PERFORM Fa407| F497 7715716

1. Staff M had an annual evaluation on
7/11/16.

Staff M had an annual evaluation an 7/1ij16°
Staff O had an annugt evaluation on 7/11/16
Staff P had an annual evaluation on 7/11/16
Staff Q had an annual evaluation on 7/11/15
1. Staff Mis current with 2015 in-services,
Staff N is current with 2016 in-services

staff O is current with 2016 in-services

Staff P is current with 2016 in-services

Staff Q is current with 2016 in-sepvices

2. Al Certified Nurse Aides {CNA) will attend
our mandatory in-services and training each
month as a reduirement of employment, in-
services must be made up by the end of the
month in which they are held. Failure to make
up an in-service witl result in disciplinary action.
AllCNA's will receive an annual performance
evaluation on or near their annual hire date.

S S
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five staff reviewed. Facility census was fifty (50
residents.

Findings Include:

1. The facility identifiad Staff M CMA (certified
nurse aide) as hired as 2/6/14. The facility had no
performance evajuation on file for Staff M.,
Raview of 2015 inservices revealad Staff M had 5
hours of inservice for the year.

2, The facility identifisd Staff N CNA a3 hirad
12127112, The facility had no performance
evaiuation on file for Staff M. Review of 2015
inservices revealed Staff N attended 8 hours of
inservice for the year,

3. The facllity identified Staff O CMA as hired
8/26/14. The facifity had ne parformance
evaluation on fila for Staf 0. Review of 2015
inservices revealed Staff O aftended 1 hour of
inservice for the year.

4. The facllity identified Staff P CNA as hired
9/10/14. The facility had no performance
avaluation on file for Staff P, Review of 2015
inservices reveated Staff P altended 1 hour of
inservice for the year.

5. The facility identified Staff Q CHA as hired
11/18/G1. The facility had no perfermance
evaluation on file for Staff Q. Review of 2015
inservices ravealed Staff Q atiended 2 hours of
inservice for the year.

8. Raview of insenvices for.2015 identified the
facility offered 10 hours of inservice. On 618/16
at 11:30 a.m. Staff H (medical records) and the
MDS/care plan nurse revealed each imonthly
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F 487 | Conlinued From page 21 F497 3. Anin-service was conducted by the DON on

7/11/16 pertaining to attending mandatory in-
services, annual evaluations, door alarms,
wanderguard alarms and survey daficiencies.

4. The Business Office Manager will review
monthly in-services to audit who attended ard
who will require to make-up the time and
training each month. The DON will review
attendance at in-services for disciplinary
actions. In-service audits wiil be brought to the
quarterly QAP| for review by the IDT to
determine cause and if further interventions are
needed.
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