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This plan of correction constitutes | 0g/15/16
our written allegation of compliance
for the deficiencies cited. However,
submission of this plan of correction

F Q00 | INITIAL COMMENTS F 000

Correction date

Investigation of facility-reported incidents

#61933- and #62266-1 and of complaint is not an admission that a deficiency
# 61971-C resulted in deficiency. exists or that one was cited
Investigation of facility-reported incidents -< correctly. This ptan of correction is
# 61828-1 and # 61833-1 did not result in submifted to meet the requirements
deflolancy. established by state and federal law
See Code of Federal Regulations (42CFR})
Part 483, Subpart B-C.
F 223 | 483.13(b), 483.13(c)(1){) FREE FROM F 223 Accept this as the facility's allegatiory 09/15/16
5$8=G | ABUSE/INVOLUNTARY SECLUSION of compliance
The resident has the right to be free from verbal, Resident #2 was issued an
sexual, physical, and mental abusse, corporal Envolunfary discharge notice on
punishment, and involuntary secluston. . i
7/25/2016. On 8/22/2016, Resident
The facility must not use verbal, mental, sexual, H2 was discharged from the facﬂity

of physical abuss, corporal punishment, or

involuntary seelusion, Director of Nursing, Assistant

Director of Nursing, and

This REQGUIREMENT is not met as evidenced Administrator have identified

by: ) additional interventions such as 15
Based on record review and staff and resident minute checks, 1:1 expedited
inferviews, the facility failed to ensure 2 0f 3 o
residents (Residents #1, & #3) were free from transfar/alternative placement, and/
abuse. Resident to resident altercations occutred or specific activities for redirection
and residents were injured. The facility reported a to b d in simil ituati in th
consls of 42 residants. o be used in similar situaticns in the
o . future, _
Findings: Concerns and/for identified issues
1. Resident #2 had a MDS with an-assessment will be present to the QA feam.
date of 5/9//16. The MDS identified the resident Correction: the faoility reported...
LABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE - TITLE (8 DATE
- Pamt Harned, MHA LNHA Administrator 09/30/2016

Any deficlency statement ending with an asterisk {*) denctes a deficiency which the inslilution may be excused from correcting providing ¥ Is delermined that
othef safeguards provide sufficient protestian to the patients . (Sae instruclions.) Except for nursing homes, the findings stated above are disclosabla 80 days
following the daie of suvey whelher or niot a plan of corraction s provided. For nursing homes, the above findings and plans of correction are disclosable 14
days fellowing the date these documents are made available to the facility. If deficlencles are cited, an approved plan of comrection Is requisite lo cantinued

program participatlon, j A »
: : ./.L?“m.___m: Al
L L |
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1 The Care Plan with a focus area dated 1/27/15

had diagnoses of non-Alzheimer's dementia,
anxiety and psychotic disorder. The MDS
Indicated physical and verbal behavioral
symptoms toward others. The MDS indicated the
resident neaded extensive assistance of che staff
person for transfers and used a walker and
wheelchair for mobifity. The MDS indicated the
resident had a BIMS score of 4.- A BIMS of 4
represented the resident had a severe cognitive
impairment.

identified the resident had a history of being
combative with cares, needed assistance at times
with fransfers, and waiked independently with &
wheeled walker. An intervention dated 2/23M6
directed staff to assist the resident to and from
maals. An intervention dated 4/4/16 directed the
staff to redirect the resident when the resident hit,
A focus area dated 4/28/16 identifled a problem
with the resident having inappropriate interactions
with another resldent in the past but no fonger an
issue. An intervention dated 1/28/15 directed
staff to have the resident returp fo his/her rcom
when the resident had episodes of increased
anger or hehavior {not defined).

A Nursing Event Report dated 7/25f16 at 9:40
a.i7. documented Resident #2 came into
Resident #1's room and scratched Resident#1's
hand causing a skin tear measuring a § inch long
by 1 inch wide, The report directed staff to keap
Resldent #2 away from the 300 Hall.

A Nuising Event Report dated 8/15/16 at 8:00
a.m. documented Resident #2 atempted to come
into Resident #3's room. When Resident #3
attempted to stop her/him from entering, Resident

#2 pinched Resident #3's left upper arm.

of 34 residents, not 42.
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2. Resident#1 had an MDS (Minimum Data Set)
with an (ARD) of 6/15/16. The MDS indicated the
resident had dlagnoses of non-Alzheimar's
dementla, blindness in one aye and depression.
The resident had a BIMS scaore of 15 which
indicated no cognitive impairment. The resident
used g wheeled walker with extensive assistance
of one staff with ambulation and mobility.

The Care Plan with a focus area dated 4/16/16
identified the resident needed assistance with
cares and blind in the right eye and litlle vision in
the left eye. The interventions included and
directed the staff io assist with posilioning,
transfers and mobility.

The Nurse's Notes dated 7/25/6 at 9:40 a.m.
indicated staff went to the resident’s room and
found the resident's right hand blesding. The
resident reported another resident (Resident #2)
had entered hisfher room and attempted to take a
notehook. The resident pullsd the notebook fram
Resident #2 and Resident #2 scratched him/her.

A form titled Employee Witness Statement, dated
7/2516 at 9:40 a.m. Identified a nursing assistant
and physical therapist called Staff A to Resident
#1's room. Staff A found Resident #2 present,
Staff A noted the resident’s right hand blseding
with a skin fear 5 inches long by 1 inch wide from
three "claw marks.” Staff removed Resident #2
from the room and Staff A cleansed the wound
and applied sterl-sips, Staff A reporied Resident
#1 told her Resident #2 came into hisfher room
and tried to take a notebool and Resident #2
scratched him/her.

3. Resident #3 had a MDS with an assessment
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Continued From page 3

referance date of 7/7/16. Tha MDS did not list
any medical diagnosss but the admission record
indicated the resident had diagnoseas of dementia
without behavioral disturbances, weakness and
adult failure to thrive. A BIMS indicated a score
of 8 which moderate cognitive impaliment, The
MDS indicated the resident needed extensive
assistance of one staff with ambulation, fimited
assistance of one staff with transfers and used a
wheslchair for mobiliy.

The Care Pian with a focus area dated 6/25/16,
identified impaired cognitive function, difficulty
making decisions and a risk for falls,

The Nurse's Notes dated 8/15/16 at 3:10 p.m.
identified the staff documented Resident #2
attempted to enter the resident's room and when
the resident wouldn't Jet Resident #2 inte the
room, Resldent #2 pinched the resldent leaving a
rad bruise 3 centimeters (cm) by 3 cm to the left
upper arm. The resldent's physiclan ordered
Bactrim DS (antibiotic) twice daily for 10 days.

An Employee Witness Statement dated 8/15/16
at 8:00 a.m. indicated Resident #3 called the
nurse into his/her room and stated Residant #2
atiempted to entar histher room and when not
alfowed in, Resident #2 pinch herfhis left arm.
The left upper arm had a bruise which measured
3 by 3 centimeters. The nurse immediately
separated and Resident #2 received checks
every 15 minutes,

483.20(d), 483.20{k){1) DEVELOP
COMPREHENSIVE CARE PLANS

A facility must use the resuits of the assessment
to develop, review and revise the resident's

(3] (%8}
PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETICN
TAG CRGSS-REFERENCED TC THE APPROPRIATE DATE
DEFIGIENGY)
F223
F 279| Accept this as the facility's credible {09/15/16
allegation of compliance.
Director of Nursing, Assistant
Director of Nursing, and
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Administrator have identified
additional interventions to be used
in similar situations in the future.

F 279 | Contlnued From page 4 F 279
comprehensive plan of care.

The faciiity must develop a comprehensive care These nterventions will be
plan for each resident that includes measurable

objectives and timetables to meet a resident's documented on the care plan.
medical, nursing, and mental and psychosocial Facility transferred Resident #2 to a
needs that are identified in the comprehensive

higher level of care on 8/22/186,
" | tosaribe i ot Concerns and/or identified issues
e care plan must desciibe the services that are .
to be furnished to attain or maintain the resident's will be pr esented to the QA team.
highest practicable physical, mental, and
peychosocial well-being as required under
§483.25; and any services that would otherwise
be requirad under §483.25 but are not provided
due to the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b){4).

assessment.

This REQUIREMENT is not met as evidenced
by:

Based on clinical record revisw, resident and
staff Interviews, the facility failed to establish
behavioral inferventions and ambulation and
transfer interventions for one resident #2) with a
history of falls and combative behaviors. The
facility also failed to establish interventions
related to a resident's history of paranoia and
visual and auditory hallucinations (Resident #1}.
The facility reported a census of 34 and the
sample included 4 total residents.

Findings include;

1. Resident #2's Minlmum Data Set (MDS)
assessment dated 5/9/16 docurmnentsd s/he had
diagnoses that included Non-Alzheimer's
dementia, anxiety and psychotic disorder. The
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| that Resident #2 had depresslonfanxiety, a

assessment documented the resident had a Brief
interview for Mentat status score of 4, Indicating
severe memoty and cognitive impairment.  The
assessment also doscumented that Resident #2
displayed physical and verbal behavioral
symptoms toward others during 4 to 6 days of the
7-day assessment period. The resident needed
the assistance of one staff with transfers, walked
with setup help only and used a walker and
wheelchair for mobility,

The resident ' s Gare Plan showed a focus area

history of being combative with cares and had
past inappropriate Interactions with another
resident (no longer an issue}. An intervention for
this focus area, dafted 1/28/15, directed staff fo
have the rasident retum to hther room when the
resident had episodes of increased anger or
behavior and an intervention dated 4/4/18
instructed to redirect the resident when s/he hit.
The Care Plan also documeanted the focus area
of the risk for falls and injury, use of medication,
impaired cognitive status and poor safety
awareness with direction that Resident #2 needed |
assislance at times getting up from the chair and
hed and that s/he can walk with a front wheeled
walkar indepandently. An intervention dated
2123116 directed staff to assist the resident to and
from meals.

Nurse's hotes dated 5/26/16 at 10:15 a.m. and
6/2/16 at 11:00 a.m. documented the rasident
wandered the halls and into other resident rooms
and tock jftems not belonging fo the resident.

Nurse's notes dated 6/4/16 at 9:00 p.m.
documented a nurse passed medications closa to

the assisted eating table in the dining room and

EORM CMS-2667(02-99) Previous Versicns Obsolata
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saw Resident #2 on the floor by a table on their

attempted to assist hir/her up from the floor,

easily agitated. An entry dated 6/5/16 at 8:060
p.m. revealed staff observed a purple bruise on
the rasident ' s left hip. Staff contactad the
resident ' s physician, who ordered a poriable
X-ray of the Ieft hip and pelvis. The X-ray
showed fracture of the resident ' s left femorat
neck {or a hip fracture). Local emergency

to a local hospital for evaluation and possible
admission. Nurse's notes dated 6/8/16 at 2,30

p.m. revealad the resident remained in the
hospital.

Nurse's noies dated 6/9/16 at 6:00 p.m.
dacumented the resident retumed to the facility

intact staples. The resident needed 2 staff to
assist with transfers.

MNurse's notes dated 6/10/16 at 5:66 p.m.

fying on the floor In the bathroom and their
wheelchair next fo the sink. Staff noted a

cm noted on the leftknee and a6 cm x 2 om
scrape on the midline of the back and ho
apparant injury to the left hip. The notes

at ali fimes.

Nurse's notes dated 6/16/16 at 12:156 p.m.

resident on the floor in between the bed and a

left side. The resident had been eating prior the
fall with the resident's walker fay on ils side. Staff
recorded the resident wouldn't lie still when staff

The resident had been combative, confused and

personnel transported the resident by ambulance

by ambulance with an Inclsfon to the left hip and

racorded that at 4:50 p.m. staff found the resident

reddened area measuring § centimeter (em) X 5

recorded the residsnt now had a bed/chair alarm

documented that in the morning, siaff found the
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dresser lying on hther side. The resident could
not move or straighten hiher left leg and orfed out
in pain with the attempt. Staff noted the bed/chair
alarm did not sound. Staff netified the physician
who ardered the resident be evaluated and
freated by a local hospital emergency room.
Hospital staff called the facility at 12:16 p.m, and
reported the resident would be admiited. Nurse's
notes dated 6/20/16 at 2:00 p.m. revealed
Resident #2 returned to the facility with orders for
partial welght bearing only.

A Nursing Event Report dated 7/25/16 at 9:40
a.n. documented Resident #2 came info
Resident #1's room and scraiched Resident #1's
right hand, causing a skin tear measuring 5
inches long by 1 inch wide. The report directed
staff to kesp Resident #2 away from 300 Hall,

A Nursing Event Report dated 8/156/16 at 9:00
a.m. documented Resident #2 attempted to come
into Resident #3's room, When Resident #3
attempted to stop Resident #2, Resident #2
pinched Resident #3's left upper arm.

Dhering an interview on 9/8/16 at 12:30 p.m. the
Director of Nursing {DON) stated that Resident
#2 walieed independently with ambulation despite
the need for staff to pravide stand by assistance
with transfer and cantinuous stand by assistance
with ambtilation. The resident's combative
behavior had been a deterrent for staff to provide
the necessary assistance with transfer and
ambulation. Addifional interventions were needad
in the care plan to direct staff to be in close
proximity whan the resident walked or attempled
to transfer alone,

During additional interview on 9/13/16 at $:20
FORM CMS-2567(02-69) Pravious Versiona Obsolate Evend ID:N4XK11 Facllity [; 140612 If coniinuation sheei Page 8 of 15
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a.m., the DON stated the care plan should have
included the use of the bedichalr alarm, to check
its functionality every shiit, especially after the fall
of 8/16/16. The resident had been hospitalized
for abservation after the fall, returned to the
facilily on 6/20/16 and needed 2 staif to assist
with transfer and used a wheelchair for mobility.
After the incident of 7/25/16 with Resident #2,
staff were to monitor the resident and for sfaff to
be alongside him/her when in 300 hall and fo
keep the resident in eyesight when in the dining
room and commons area.

2. Resident#1's MDS assessment dated
6/15/16 recorded a BIMS score of 15, indicating
intact memory and cognition. The assessment
documented the resident experlenced a
fluctuating altered level of consclousness and
psychomotor retardation. The resident had
diagnoses that Included Non-Alzheimer’s
damentia, blindness in one sye and depression.
The resldent used a walker and required the
assistance of one staff with ambulation and
mobility. The asssssment documentsd Resident
#1 entered the facllity on 12/11/15.

A Psycholagical Initial Evaluation dated 8/29M16
documented the resident was seen foliowing
referral due-to delusions, hallucinafions and
paranoia. The initlad diagnoesis documented an
unspecified nsurocognitive disorder with
hahavioral disturbances and major depressive
disorder.

The Care Plan with a focus area dated 12/23/15
documented a diagnosls of dementia with
confusion/delusions and parancia. interventions
dated 12/23/15 directed staff to administer
medications as ordered, provide redirection,
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repeat questions or statements made by staff,
monitor for cognitive changes and notify the
physician as naeded and to have the resident's
guardian make afl major decisions. A focus area
dated 12/23/15 documented the resident at risk
for behavior/moodfpaychosocial issues due fo a
past history of paranoig, depression, amtety and
dementia. The resident has a history of suicidal
ideation, but not recently. Interventions included
initiation of therapy services on 3/30/186,
pharmacy review of psychoactive medications
{dated 12/30715), 1:1 aclivities/social services
{dated 12/23/15), encourage soclalization with
staff and others {dated 12/23/15), offer the
resident magazines and offer diversional activities
with increased behaviors (both dated 4/16/16},

Nurse's notes dated 2/28/16 at 6:30 p.m.
documented staff noted bruises on the resident '
s hands. The resident stated that ' psople over
across hall' caused the bruising on the resident’
s hands.

Nurse's noles dated 5/24/16 at 4:30 a.m.
documented the resident as parancid and
suspicious of every movement in h/her room.

Nurse's notes dated 7/3/16 at 6:00 p.m.
documented the resident displayed confusicn,
talked to the television and complained that
"peeple were visiting”. When asked who had-
visited, the resident stated ’ how am | supposed
to know that? '

Nurse's notes dated 7/4/16 at 9:40 a.m.
documented the resident talked o unseen
people. The resident reported s/he could nat
state who sthe had been talking to.
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Nurse's notes dated 7/6/16 at 8:30 a.m. recarded
the resident as delusional; the resident reported
the man it the television came into hiher room.
Staff reported the resident also had conversations
with unseen people.

Nurse's notes dated 7/8/16 at 7:48 p.m.
documented a head to e assessment
completed. The resident was very canfused and
seomed fo be visually hallucinating. The resident
asked why cars are driving in there and pointed.

Murse’s notes dated 7/27/16 at 10:30 p.m. noted
the resident raported h/she is to call if hishe saw
that man agsin, sthe just saw him and pointed fo
the television screen. Staff stepped back, frarmed
the television and asked the resident if this is
where the resident saw the man. The resident
said yes. Staff attempted to show the resident it
is a television but the resident didn't seemto -
understand.

Nurse's notes dated 7/28/16 at 10:35 a.m.
doosumented the resident continued to be
delusional and paranoid, thinking people in the
television are live in hther roora and reported
people are drugging h/her ice water.

Nurse's notes dated 7/30/16 at 10:30 am.
indicated the resident as confused and delusional
and inslsting the man in the television is in h/her
roon.

Nurse's notes dated 7/31/16 at 3:20 p.m.
revealed the resident continued o be confused
and could not determine reality from television.

Durihg an interview on 9/13M16 at 11:00 a.m,, the
DOM stated the resident is delusional and has
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auditory and visual haliucinations, She reviewed
the care plan and stated there needed to be
interventions directing how staff should respond
to the delusions and haliucinations. Staff
memhbers are directed to have two staff provide
cares dus 1o the accusations the resident
continues to make,
F 323 | 483.25(h) FREE OF AGCIDENT F 323{ Accept this as the facility's credible |09/15/16
s8=G | HAZARDS/SUPERVISION/DEVICES . X

allegation of compliance.

The facility must ensure that the resident ! Direct care staff was educated to
em:uronmqnt r.emams as frec? of acctciegnt hazards assist with g ait belt when residents
as Is possible; and each resident receives )

atlequate suparvision and assistance devices to are chserved ambulating or

prevent accidents. attempting to transfer without

assistance for residents who are
non-compliant with asking staff for

This REQUIREMENT is nat met as evidenced assistance.

by: . : Concerns andfor identifled Issues
Base_ad on‘cilnical recor‘cf rew‘ew, ohservation and will be rep orted to nursin gan d

staff interviews, the facility failed to ensure an

environmsnt free of accldent hazards, adequate presented to the QA team.

supervision and implementation of safety
measures for 1 of 4 residents reviewed (Resident
#2- sustaining = hip fracture when attempfing to
stand up while sitting in the dining room.} The
facility reported a census of 34 residents.

Findings include:

Resldent #2's Minimum Data Set (MDS} with an
assessment reference date (ARD) of 5/2//18.
The MDS indicated diagnoses of non Alzheimer’s
dermentia, anxiety and psychotic disorder, The
MDS Indicated physical and verbal behavioral
symptoms toward others. The MDS indicated the
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resident needed extensive assistance of one staff
with transfers and used a watker and wheelchair
for mobility. A BIMS indicated a score of 4, A
BIMS of 4 indicated severe cognitive impairment.

The Care Plan with a focus area dated 1/27/15
identified the resident having a history of being
combative with cares, needs assistance at times
with fransfers, and walks independently with a
whaeled walier, An intervention dated 2/23/16
indicatad staff to assist to and from meals. An
intervention dated 4/4/15 indicated the resident
hitting and for staff to redirect.

Nurse's notes dated 6/4/16 at 3:00 p.m.
documented a nurse passing medications close
to the assisted eating table in the dining room
saw the resident on the floor by a table. The
tesident had been sating prior the fall with the
resident's waller on its side. It had been noted
the resident wouldm't lay stil when staff attempted
1o assist the resident up from the floor. The
resident had baen combative, confused and
easlly agitated. Nurse's notes dated 6/5/16 at
8:00 p.m. revealed staff observed a purple bruise
on the left hip. A physlclan's arder for a portable
x-ray of the resident laft hip and pelvis.

Nurse's notes dated 8/5/16 at 8:00 p.m.
documented the x-ray taken of the left hip and
pelvis revealed a left femoral neck fracture,
Local emergency personngl transported the
resident by ambulance to a local hospital for
evaluation and possible admission. Nurse's
notes dated 6/8/16 at 2:30 p.m. revealed the
resident remained in the hospital.

Nurse's notes dated 6/9/16 at .00 p.m.
documented the resident returbed to the facility
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by ambulance. The resident had an incislon to
the left hip with staples intact. The residentis
now skilled and would recsive physical,
ocecUpational and speech therapy. An
assessment indlcated diminished lung sounds in
base, swefling and bruising fo the left upper leg
and thigh. The resident needed 2 staff to asslist
with fransfer. Murse's notes dated 6/10/16 at
10:25 a.m, documented the resident’s Isft leg
swollen and bruised and needed 2 staff with
transfers.

A Major Injury Determination Form dated 6/6/16
indicated the resident's physiclan designee
documented that after réviewing the
circumstances of the incident causing the injury,
the previous functional abilify of the resident ahd
the resident’s proghosls she believed the Injury
sustained Is not a4 major injury.

During an interview dated 8/8/16 at 11:29 a.m,,
Staff B, a licensed practical nurse (LPN} stated
the resident refused assistance with ambulation
and transfer. The resident falis were caused fram
hiher belng non~compliant, The resident neaded
assistance with transfer from a seated position,
had an unsteady gait; as h/she leaned toc far
forward and looking down instead of [ooking
forward. The resident also wandered throughout
the fadility.

During an intetview dated 9/8/16 at 11:57 a.m.
Staff C, a cettified nursing assistant reported the
resident nesded assistance with ambulation after
each fall but had been combative with staff who
attempted to assist hiher, The resident had a
history of sitting on the side of an arm rest. Staff
stopped providing assistance with transfer and

ambuliation because hishe wouldn't accept stalf
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assistance.

During an interview dated 9/8/16 at 2:10 p.m.,
Staff D CNA stated she provided continuous
stand by assistance when the resident ambulated
or self-transferred.

During an interview dated 9/8/186 at 12:30 p.m.
the divector of nursing reported the resident
independent with ambulation despite the need for
staff to provide stand by assistance with transfer
and continuous stand by assistance with
ambuiation prior to the fall of 6/4/16. The
resident’s physician designee dstermined the
injury sustained had not been a major injury and it
neadn't be reported the Depariment.
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481-50.7(10A,135C) Additional nofification. The our wntten. E?”eg?tlon. of Comp“ nee
director or the director's designee shall be notified for the deficiencies cited. However,
within 24 hours, or the next business day, by the submission of this plan of correction
most expediticus means available: . . .. .
is not an admission that a deficiency
50.7(1) Of any accident causing major injury. exists or that one was cited correctly,
a. " Majorinjury " shall be defined as any. \ . .
injury which: This plan of correction is submitted
o meet the requirements
established by state and federal law
Director of Nursing, Assistant
This REQUIREMENT is not met as evidenced Director of Nursing, Administrator,
by: .
Based on record review and staff interviews, the and Nurse Consultant reviewed
facility failed to nofify the lowa Department of definition of "ambulatory” as defined
inspections and Appeals of a major injury which
required admission into the hospital and surgical by 481--57.1 (135C). Future
repair of the fractured hip (Resident #2). The occurrences will be reported to the
sample consisted of 4 residents reviewed and the s
facility reported a census of 34 residents. Department reg.ardle.ss of physician
response to Major Injury
Findings include: Determination form.
1. Resident #2 had a MDS (Minimum Data Sef) Concerns and/or identified issues
assessment with a reference date of 5/9/16. The will be presented to the QA team.
MDS identified the resident had diagnoses
including: non Alzheimer's dementia, anxiety and
psychotic disorder, The MBS indicated the
resident had physical and verbal behavioral
symptoms toward others. The MDS indicated the
resident needed extensive assistance of one staff
with transfers and used a walker and wheelchair
for mobility. A BIMS (Brief Interview for Mental
Status) determined a score of 4. A score of 4
identified the resident with severely impaired
cognitive impairment.
The Nurse's Notes dated 6/5/16 at 8:00 p.m.
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