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RGOG: Initial Caminents R 000

The follawing deficlencies were cited during the
invastigation of complaints 61285-C, 61284-C,
B61703-C and Incident §2064-1 as well as the
survey conclucied o determine compliance with
licensing rules.

R 209 57.7(5)b Ceneral Requinsments R 266
481-57 7{1350C) General requiremeanis.
57.7(5) Tha iicenses shall;

1

b. Ba ressponsible for comptiance with all
applicaiie laws and with tha rules of the
depariment. (3, T 1)

This REQUIREMENT is not met as evidenced
by

Based on interview and record review, the facility
Failed to comply with requirements related to
rapoiting susnected dependent adult abuse: as
writter in lowa Admintstvative Code 235E -
Chapter 52. Findings include:

Areview of Department records and an interview z‘
with the facility administrator revealed the facilily )
failed to regort suspecied dependent adult abuse
according by lowa Administrative Code rule 2351
- 52.2(2)a. The Administrator confirmead this
finding. See deficiency under 52.2{})a.

R 358 57.11(3) Personnel R 358

481-57.11(135C) Personmal,
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Coniinued From page |

£7.11(3) Employee aliminal record checks, child

i abuss checks and dependent adult abuse

checke and employmant of individuals who hava
conaitfed i crime or heve a founded abuse. The
facility ek.ail coraply with the requirements found
in iows Code secion 13502.53 as amsendad by
2014 towa Als, chapder 1C40, and rule
421-50.9(1358) ralated by completion of criminal
racord chacks, child abuse checdks, and

! dependent adulk abuse checks and fo

employment of individuals whe have commiited a
crimea or heve a founded abuse. (1,1, 1)

This RECHIREMENT is not met as evidensed
by

Brsed on interview and reuosd reviaw, the facility
[ailed to cornply with requirements related to
conduciing emmployee criminal record checks for
persannet found in lowa Admirdstrative Cadle 481
- chapter 0. Findings neluds:

A teview of amployes files revealed the Tachiity
failed o reguest an svaluasion by the Department
of Human Services of 4 ariminal record history &s
raquirec) by lowa Administrative Code rule
481-50.(Ne for 1 stelf reviewed with a positive

' crimivat history record (Gtaff B). The
Acministraier canfirmed this finding. See
deficiency vrder 50.8(3)c.

57.11(6) Personned

+ 481-57 11{135C) Personnel.

£ 388

R372

o
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R 372, Continued IFrom page o R272 | _ -
_ 57.11(6) Physical examination and screaning. R372 57.11 {6) Physical Examination and
. Employsas shall have a physical examination no A ;
longer than 12 months prior 1o beginning Screening All employees shall have a phy‘smal
employment and every four years thereafter, examination no onger than 12 months prior to
Scraening and testing for tuberculosis shall be beginniing employment and every four years
1 - b o | 1+ v c [ .
conducted pursuant o 481-CGhapter 59, {1, 1L, 1) thereafter. Screening and testing for
tuberculosis shall be conducted persuant to
481-Chapter 59
e e o it e s , s employed, hired after 8/23/16
This REQUIREMENT is nct met as evidenced Alt employees e p. ¥ ! . / . /
by have adhered to this policy and will continue to
Based an steif inkeiview and parsonnel record maintain this standard. This wili be maonitorad
review, the facility failed to ensure ane staff ongoingly by the Administrator or designee.
mamber secured a physical examination prior to
smployiment (Staff F). Findings include:
On 824013, a personnel racord review for Stalf I |
revealed & iire date of 511718, Stalff F secured
2 physical examinatien on 6/25/16. The
administrator confirmead this finding on 8/23/16.
R 372 57 11(7) Personnei R373
Orders fior medications and reatments. Orders 3573 57.11 {17} Personnel o a
ior medications and treatments shalt be corsectly T b
I implemented by quatified personnel. {1, I, 8§l Orders fo'r mediations and trea‘tll'nen.ts shall be
carrectly implemented by qualified licensed
This REQUAREMENT is not met as evidenced personnel. ‘
by: o i Education was provided to all the licensed
Based ort staif interview and resident racord 1ol
review, the fecility slaf failed to follow al personnel on carrectly implementatiing
physicians’ ordars for 2 of & residents reviewed doctors orders on 11/2/16, This will be
(Resident #2 and Resident i#8). Findings include: monitored ongoingly by the Administrator or
 Resident ¥ was admilled o the facility on designeel. J_Jmnuai rev;ew? will be.comp leted by
- 1209015, NMurse's notes revealed concerns with the Administartor or designeegoing forward.
 sdaema arcund 4/25/16. Resldent #2's record
' revealed a physician's order dated 4/26/16 with )
BRASTON OF WEALTH TACITITIRS ~STATE OF TOWA
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Coatinued o page 3

the foliowng information: “increase Laalx ta G0
ma dedly. Chest X-ray please. Weigh today
plezase and on Thursday call me. Discontinue
ewspirin. ' A review of Regident #2's weight
chariing and medicaion administration records
reveaiad stalf neglected to follow the physician's
order of weighing Resident #2 and repotling back
0 the physician. :

(Rasident 35 was admitted o the faciliy on
41184156, The rredication onders at admission
gould nat be located vithin the resident's record,
Aphysitlan’s nole dated 421716 ravealed tha
resident complained to he doctor that hefshe
was nat getting ali of higher medications. The
physician's notation revealed he looked at the
medicaticn the fasility hed isted and it was
incorrect in compatison W the admissionfospice
orders. The physiclan faed the facilily an order
for the retications they hagl not staried upon
adinission. The orderwas for Dulcolex
supposiiony as naeded, Zofran as needed and
Fatyetiviene glycol daily.

On 829416 at 1247 P, the Administrator
cordieivied the above findings and stated she was
unawase the avents had coourred,

57.12{1h General Policies

AB1ET.12(135C) General polidles. The licenses
shali astalish and Iplement wrilten policies
and procedures as sei forth in this rule. The
policies and proseduras shall be available for
reviaw by the depariment, other agencies
designated by lowa Code section 136C.1H(3),
stadf, ragidants, residents' families or legat
reprassntztives, and the public and shall ba

| reviewad by the licenses annually. ()

R&73

7 380

OIVISION OF HEALTH FAGILITIES ~ STATE OF ICWA
STATE FORM

gd £8v99ei¥elElL

€593

R390 57.12 (1}h General policies

481-57-12 {135€)

The license shall establish and implement
written policies and procedures as set forth in
this rule. : The
policies and procedures were reviewed on
11/2/16 and will be reviewed annuallymoving
forward. All new hires will review these palicies
and procedures within the first 30 days of hire.
Training will be completed and monitored
routinely by the Administrator or designee. The
ficenses personnel will be expected to follow all
policy and procedures. Qualified personnel/and
the Administer/DON will monitor routinely.
Staff member was terminated prior to
inspection from the Department.
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R 380 Continue From page 4 R 390

57.12(1) Fadlity operation. The Beensee shall
astablish writlen policies for the operation of the
facility, mcluding, but not firnited to the foltowing:

an

h. Wieticslion managereant, inchding
setf-administration of madications and chemicit
restraims; (1)

Thig REQLIRENMENT Ie not met as evidenced
ov: .

Based on siaff interviaw and resident racorg
revisw, facility stafl failad to follow all written
policies regarding medication adminisiration for 3
of 8 residents reviewed ([Fesidenis ¥#3, ¥4 and
#H7), Finddings inclucle:

Feview of Resident #13s medication
administration records revealed on 12M4/45,
| Staif A documented the resident #3 had 27 mL ' i
* laft of fiouid Lorazepam. The Lorazepam was nol .
counted again untt 1713718 by the Adwinistrator
and a second staff. The countwas 25 ml
lzaving 2 ml. unzccountasd for. Stalf A did not
contact & suparvisor fo report the discrapancy in
the medicaton. i

Reviowr of Revident #4°s medication
adminisiration records revealed on 3/22/M8, the
resident's marcotic record for Lorazepani showed
A7 pills rernaining in the double locked storage.
Om 325H6, Slaff A documented that the count
wag "wrong” and changed ihe count numbier to
26, leaving une Lorazepam tablat unecoounted
for. Stalf A did noi contact @ supervisor to report

DIVISION Ci° HEALTH FACHATIES - STATIZ GF IOWA
STATE FORM e FG3F11 , If cortinuation sheet 5 of 18
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i
1

Coldinued Fram page &

the digerapancy in the medication.

Review of Resideit #7's madication
administration records revealed on 3/24/16, the
rasidant’s narcotic count shesat for Tramadol
showed a cowit of 22 tablets. The meadicalion

, wais not adminisiered-again until 4/6/16, bt on
455116 Siali A docemenied that the count was off

on 324016 and that as of 4/£416 the count was
anly 20 tablats. This left two Tramadol tablets
vnacoounied for, Stedi A did not contact a
supervisor to report the discrepancy in the
medication.

The facility's Karcotic Shift Counl and Usage
Policy reveslzd the Tollowing: " there s a
discrepancy in the count or it is observed that the
medication or pacliaging has been lampered
with, it is the responsibitity of the nurses o call
the Diractor of Mursing or the Assistant Direcior
of Mursing immediately.” Staff A failed to folow
facility policy.

Op S/21HE at 1:39 PR, the Administraior
vohfirmed] the above findinge.

57 151 Ackmission, Transfer, Discharge

48447 13(13506) Admission, transfer airnd

| distharige.

r

57,1301 Genaral admission pelicies.

a. Residenls shall be admitted to a residential
care facility ouly o a written order signed by a
primnary care provicer, spacifying the lavel of
rare, and serlifying that the individual belng

b aidmitted requiras 0o mone than pergonzl care
| and supervizion and does not require routing

R 390

. R 456

nursing care,

DAVISION OF HEALTH FACILITIES - STANE OF 10WA

STATE FORM

Ld E8PO0CLYELlEL

R456 57.13 {1}General admission policies
Resident shalt be admitted to RCF only on
written order signed by primary care doctor
cerifiying that the individual being admitted
requres no more than personal care and
supervision, and soes not require routine

admissions geing forward will have a signed e
o1 doctors order to admit to RCF level of care
prior to admission.

Al

i . of 13
This will

be an ongoing standard of practice monitored
routinely by the Administrator or desighee,
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nursingy cans. (14D

This REQUIRENMENT is not met as evidenced
by:

Bascd on siafl intendew and rasident vecord
ceview, the facilily failed to obtain a wrilten order
for Residential Gare Facility (RCF) level of care
for & out of & residents reviowed (Resiclents #5,
#6, #7 and #8). Findings include:

Resident #5 was adrmitled on 2/25M16. A review
of admissian orders revealed a letter from
Resident #5' physician dated 2/25/6. Tha letter
revealed the following statarment ™i is my
medical opinion {hak with [name] worsening
Demertia [hefshe] should be placed in an
assisted fiving center.” &n admission arder
noting he resident raquired residential services
was dated and signed by Resident #5's physician
on H7/46, which was after the resident moved in.
A second letier from Resident #5's physiclan

- dated 32216 revealed the following staternent:

"tis my redical opinion that (name] would be
nast suited to be admited o an assisted living
hame, sooner than laier, for [his/her] safely.” The
resident's adrmission ordes/letlers were
inconsistent and the RCY certification occurred

; after adimission.

Resident #6 was admitted on 12/31115. A review
af adimission orders revealed a signed
physician's statement ordaring RCF level of care
on 1711416 which was after the resident was
admittiad into the facility.

Resident &7 was admitted on 7/31/156. Areview

R 456
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- admission orders revealed the facility failed to
secure 2 physiclan's erder approving the resident
far ROF laval of care..

Resident & was admitted on 4/1816. Areview
of adnilssion arders revealed the facilily failed to
gacure a physiclan’s oider approving the resident
for RGF laval of care. The resident was also
adriitad with active hospice services which
indicatzd the residant required some form of

s nurstng seivices at the time of admission.
Residerdial care sendces ate for persanal care
and supervision and does not include nursing

Cars,

O 873ME st 1:30 P, the Administrator
confirmed e above findings:

R 45

[An)

57.13{13b Adrmission, Transfer, Discharge

481-57 4301 350) Adrission, transfer and
dischaige.

57.15(1) Cernal admission policies,

b Ney rasidantial care faciliy shall admit or retain
a t&sident who is in nesd of greater services than
lhe facility can provida. {4, 1, B

This REQUIREMENT I8 tot met as evidenced
by: '

Baged on stall interview and residen record

i raview, one resident was admnitted to ths facility
who was n greater need of services than the
facility coled provide (Resident #8) Findings
inciude,

Resident #5 was admitied on £M18M6 with a

R 436

R 458

R458.57 (1) b General admission policies

No RCF care facifity shall admit or retain a
resident who is in need of greater service than
the facility can provide.

General palicy is to screen potential residents
to ensure they are gualified to be placed in RCF
{evel of care. The
Administrator.DON will ensure that all future
admissions are adequatley qualified for RCF
level of care.
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diagnosts of renal celi cancer. A review of
Resident #'s admission orders revealed the
facility faited to secure a physician's order
approving the resident for RCF tevel of care. The
resident was also adrmitted with active hospice
- senviess which ndicated the resident required
suina forn of nursing services at the time of
admission. Residential care services are for
personat care and supervision and does not

. include nuysing care. Resident #8's healih

U daclingd atter admission and hefshe passed
away sevaral months latay,

On 82516 ai 12:47 PM, tne Administrator
confinmied {hiz above findings.

R &42 5717{} e Records ) RG42

R642 57.17 (3} e Records
7 R481-57.17 (135C) Records

57173 'neident record. R57.17 {3} Incident record

o An incident shall b etod § An incident report shall be complated for every
;e An ineident report shall be compleiad for every .
. accident, incident or unusual occurrence within accidel?t_, incident or unusual accurance with in
_ the facitity or on the premises that affects a the facility or on the premisis that affects a
_resident, visitor, or ernployea. {1, 11} resident, visitor, or employee.
This rule was covered/freviewed in a
) mondatory in service for all licensed personeli.
This REQUIREMENT is ot met as evidenced As of 8/31/18, incident reports are being filled
by . .
Based on slaf interview and resident record out accordingly to the pof!cv.
review, the faciiity staif failed to document all Staff member A was terminated for not
incidents or unusual vocurrences on a printed _foliowing the policy.
incident report form.  Findings include;

481-57 17{155C) Reconds.

b b b Do,

' Review of Resident #3's medication
- adminisiration records revealed on 12714115, |
Staff A docurnented that Resident #3 had 27 mL

DIVISION OF HIEALTH FACILITIES ~ STATE OF 1OVWA
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Cin BI31/1E &1 1:39 PM, th

Goniinued From page 8

left of Eguid Lovazepam. The Lovazepam was not
countad again until 113118 by the Adriinistratoy
and a seoond siaf. The: count was 28 mL
h,avmg Z mL unaccountad for. No medication
efror fortafincident report was compleied
ragardingg this occurrence.

Heviey of Rasidend #4's miedication
administration records revaaled an 312216,
Raaidan: #4°'s narcoile razoid for Lormepam
showead 27 cills remaining in the double jockad
siorage. On /25718, Siaff A documerted that the
calint wes "wiong” and changed the count
nurber 1o 286, leaving one Lorazepam fablet
unaccouried for. No madication error
formiincident report was completed regarding this
COOUINENGE.

Review of Fusident #7's medication
administralion racords ravezled on 3/24/16,
Residemn #7's narootic count sheat for Tranmadaol
showed a caunt of 22 tablats. The medicalion
was not adrministersd until 44516, but on 4/45/16,
Sisff A docuinanted that the count was off on
3124718 and inat as of 45015 the count was only
20 tablets. This left two Tramadol lablets
unaccountad for. Mo meadication evror
farnfincictari repart was completed regarding this
GCLHTENCE.

Thes facility's incident Report Policy revealerd the
following: "Incidart Reports imust be completed
on afl falls and uniisual ocourrences, This means
{out i< not linsited o) any slopamenis or disputes
brtween residents that result in physical coniact.”

: Biaff Afailed to fodow facility policy.

2 Administrabor
carfirosd e above findings.

R 642
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FRINTED: 10/03/2016

FORMAPPRGVED
DEPARTMENT OF [HSGPECTIONS AND APPEALS
STATEMENT OF DEFICIENCIES (1) PROVIDERISUPPLIERICLIA {12 MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAY OF CORRECTIOH IDEHTIFICATION NUBER: A BUILDING: COMPLETED
G
0996 B. VNG (18{30/2016
NAME OF PROVIDER OR SUSFLIER STREET ADDHESS, CI'TY, STATE, ZIP CODE
. ] 406 CANTON STREET NW
4 3 RESITIER AP CENTE N .
ROCHK RIBGE RESIEIENTIAL CARE CENTER SHELLSBURG, 1A 52332
o 1D SUMKARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S FLAN OF CORRECTION PP
PREFIX (EACH DEFICIENTY MUST BE FRECERED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGHULATIRY OR LSC \DENTIFVING INFORMATION) TAG CROS5-REFERENGED 7O THE APPROPRIATS DATE
DEFICIENCY)
R794 57.21(2)e Dictary R 7894
45157 2901 55C) Distary. R794 57.12 (2) e Dietary
e 1 W . R481-57.21 (135C) Dietary
§¢. 24028 Mukridon and senu planning. 57.21 (2} Nutrition and menu planning
e. Wenis shall be wiilten at least one week in Menus shall be written at least one week fn )
advancs. The current mena shel ba located in advance, The current menu shall be located in
an aacessibe place for sasy use by persons an accessible place for easy use by persons
purchasing, preparing, and getving food. ({Hi) : R . ,
__ purchasing, preparing and serving foad.
I A change in dietary management required that
' menus be re done. At this time, we have 5
: week menu for winter that has been approved
This REQGUIREMENT is not mel as evidenced by a dietitian, The Dietary Supervisor is
by ] . generating a summer menu to meet dietary
Based on dhservalions, stai intenrdew and record Lirements
review, the fadilily falfed to have wrilten menus req :
availablz nae wesk I advance al the tirhe of the
suivaey. Findings include:
During & review of the dietary dapartmant on
8/23/1G and 82446, it was obsarved that the
writlen rrenus only were available up until
821738, Thera was no menu availabls for the
week of /2218 through 8712816,
The facility policy regarding menus, revealsd that
“menus for vegular and therapeubic dists are
Dwritten at least 2 weeks in advance and are
1 laled and posted in the kilchen at least ona
D wresls in advance.”
O 323M5 @i 11 AM, the Administrater confirmed [
the available rmenus was only written up entil
216, The Administrator stated menus were
not surrently baing approved by a dietician arnd
| the dietary depertrnent was putling fogether meal
: pleng on a deily basie at the e,
i
DIVISION OF HE=ALTH FACTTTIES - STRTE OF T0Wa
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PRINTED: 10032016

] FORM APFROVED
EPARTMENT OF [HSPECTIQNS AND APPEALS :
STATEMENT OF DEFICENCIES {41y PROVIDER/SUPPLIERICLIA ! {X2) MULTIPLE CONSTRUGTION {%3) DATE SURVEY
AND PLAN OF CORRECTICN IDENTIFGATION MUMBER: A BUILDING: COMPLETED
: C
HEOS B. WiNG : 08/30/2016
NAME DF PROVIDER OR SUPPLIER STREET ADDAESS, CITY, STATE, ZIP CODE
430 CANTON STREET NW
SRS oy “hETEN il ;15 ‘= N
ROCK R21DGE RESIDIESTIAL CARE GENTER SHELLSBURG, 1A 52332
4] 10 SUMMARY STATERENT JF DEFIGIENCIES B PROVIDER'S PLAN OF CORRECTION . pE
BREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG FECULATORY DR LSS IZENTIFYING INPORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY;
R 834 57.27(%c Oienlation and Service Plan R B34 i
43 1-67.22{1350) Orientation and vervice plan. R834 57.22 (c) Orientation and service plans
57.22(3) Service plan. Wihin 30 days of Within 30 days of admission, the admisitator,
adimission, tha administrator or the or administrators designee in conjunction with
adiminisivaiors designee, i conjunction with the the resident and resident responsible party
resiiden®, the resident's responsible parly, the .
interdisciplinary tzarn, ana any organization shat shall develop a. se:r?rh:e plan to implemented to
works with or serves the resident, shall develop a address the priorities and assessed needs of
writien, individuadized, and intagrated service the resident. The service plan will be
Foor fiop 2 reatsjcdn The senvit 1 = . . .
phan for the lpul_dt..m. e service plan shall be ammended with changes in the residents
daveloped and implemanted lo address the X :
resident's prionifias and asseszed needs, such as needs or condltion,
aciivifies of daily living, rehabilitation, activity, and All service ptans will be updated to reflect
sacial, I':Jehzalwaral, emotionzl, physical and changes in the residents needs with in 30
miartal feaditn {1 1, 15 X . ) .
| daysaf receipt of this ruling. This will be kept
"¢, The servicy plan should be modified to add or up to date by the Administrator/DON con
. delete goalz mnd objectives as the resident's goingly in the future.
i nesds chamga. Comnwhications refated to
sarvice plan changes or changss in the resident's
condifion shall cocur within five working days of
the change and shall ha conveyed b all
inclividuals inside and outside the residential care
facility who work with the resident, as well asto
the resiclent's respongible party. {1, 11, ()
This REQUIREMENT is not met as evidanced
by
Based on sialf interviews and resident record
* raview, the facilily faled to amend or modify the
earvice plan as lndividual residant neads
changed for 3 of 8 residents reviewed (Residents
#1, Ji and #5). Findings include:
1, Resident:H was zdmitted to the facilily in
BIVISTON OF HEALTH FACILITIES T STATE OF 1OWA .
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R 834,

- July f 2018 to demonsirate a change in

Continued Frorn pege 12

Novermber 20714, Gn 8/24/18 at 1:36 P, lhe
Adminisirator stated that Resident #1 went
through 2 tough period bacl in JunalJuly 2016
when stalf needed to mabe sure he/she did not
enier the dining reom withoul staff present.
Resident # was getting used to a new dist orcler
that inciuded half desseris, The resident was
upset abau the diet change starled bacoming
aggressive of meals as wall as taking olher
residants' food and eating i For a short titne,
staff had Resident #1 wait in the sealing outside
of the dining roorn until stalf wera able to go in
with himfner, Resident #1's service plan last
datad 4/8/15 was not amended dring June and

services/stalf dutias. On 8/24/16 at +:36 PN, the !
Adminisirater sonfitmeacd the service plan was not
amendad (o reflect the new changes.

<. Residen #4 was adimitted to the facility in
February 2014, Resident #4 had diagnoses
including Huntinglon's disease, ankiety,
comizsion and chronic kidney disease. The
following enirias were found in Resident #4%s
nurse's noles:
2.) 620016 - difficuily swallowing at the wmeal.
. 1Y &/20HG - swallowing difficulties and
coughing a3t the meal.
.} 19SS - asked & stadf person for sssistance
as hefshe was having problams with swallowing.
d.} 7HCAE - spouse reported o staff that
tesiclant #4 had difficulties chewing/swallowing
that day ‘
#.) TIG0MGE - reportad 10 staff that hefshe was
having difficulty swallowing.
T.} 88716 - spouse reported resident was
having difficulties swallowing water at the meal,

On 8724418 ni 5 PN, the Administrator stated
Resident #4 receivad a dist order change and

i 834
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COMPLETE
DATE

Contnued From page 13

was placzd on a ground diet. Resident #d's
curvent service plan dated 3/2/16 did not indicate
a history of choking/swaliowing difficulties or that
higfher diet order had been changad o ground.
The Adminivbrator confirmad the service plan for
Ragivlen! #4 was not armended as neadad.

R 834

3. Rasiden #5 was admitted to the fasility in
Fabroary 2018, The murse's noies for Rasident
#5 revealed on 816/1€ o Ty was sent to
Regivent #5's physician revaaling the resident
nad been having difficulties with swallowing. The
physicizrn-ordered a graund diet on BM7HG. A
review of thiz service plan caved 47518 showed
Hesident #5 was on a general digt with small
porticns. The ssrvice pdan was not amended as
of 824418 io include the resident having a history
of swallowing difficullies or that hisfher diet order
' had changed. The Adminisirator confirmed the

| service plan for Resident #5 was not amended as
i neaded.

R 838: £7.23{1) Resident Activities Frogram. .

i H31-57 2301 350) Resident sctivities prograrm.

! 57.23(1} Aclivides program, Each residential care

- Tacility shall provide an organized residant
aciivities progeam Yor the graup and for the
individual resident which shall include suitable
activitier. The facility shall offer at lsast two
organized svening grovp aciivities per week and
bwo orgarized weslend grouy activities per

. monti. <)

This BEGUIREMENT is not met as evidenoed
b '

R 834

R 838

* Each RCF shall provide an organized resident

" DIVISION OF MEALTH FACILITIES " ETATE S8 15WA
BTATE FORN

gLd £8+992/¥61EL

&0

R838 57.23 {1) Resident activity program !
481-57.23 135C Resident activity program A

activity program for group and individuals,
which shall include suitable activities. The
facility shall offer atleast 2 organized evening
group activitiesper week and 2 arganized
weekend group activities per month.

The 2 organized evening group activities and 2
organized weekend activities have been added
to the current activity calendar.

The Activity Director/Administrator will ensure
that future activities calendars refeclt the
necessary activities.

FG3FH # continuation sheat 14 of 13
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FORM APPROVED
DEPARTMENY OF INSPECTIONS AND APPEALS '
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NAME OF PROVIDER QR SUPFLIER ' STREET ADDRESS, CITY. STATE, ZIP CODE
AH) CAMTON STREET NW
i v - oy N ' 'y
ROCK RIDGE RIESIDENTIAL CARE CENTER SHELLGEURG, IA 52332
050 - SUMMARY STATEVENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (5)
PREFIX (EACH DEFICIENCY MUSTY BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OF LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE AFPROPRISTE | DATE
DEFICIENCY)
R 838| Confinusd From page 14 R 838
Based on observations, staif interview and
policias/procedures, the faciiity failed o Include
L at least wo scheduled avening activities a week.
Findings include:
During observations of the facllity activily
program: on 823718, the gosted activity catendar
was reviewad, The August 2016 activity calendar
- did not show any evening activities for the month,
Cin 23416 at 2 PM, Staff | confirmed that no !
evening activities were schaduled.
Areviewr of the activily direclor policy fitfed
Departrmani Duly Howrs revizaled the following: i
Tfwo activities are scheduled dally, incieding :
weekends. Dne svening activity is scheduied .-
waakiy.” €206 01-50.9 (3} ¢ Backgroud Checks i
481-50.9 (135c) Criminal, dependant, adult
€ 208 01-5e.9{3)c Background Checks G 208 abuse, and child abuse record checks
AB1-50.90135C) Crimingl, dependent adult Prior to employment of a person in the facility,
| abuse, and child abuse record checks, the faculity shall request the Dept of Public

) ) ) Safety perfom a criminal history
50.8(3) Recuirements for employer prior to

. emplaying an individual. Frior to employment of a

critninal histoty ehack and the deparfrment of

dependant adult abuse records check of the

person in & facility, the facilily shall recuest that person in this state. {f a person
the dapartmant of public sasty perform a being considered for employment has been

check and

human servicss perform child and dependet t:onwctle'd of a crime ‘under alaw of any state,
adult abuse record checks of the person in this the facility will submit further
slate. documnentationto the department of human
¢. If & person being considared for employment Semce's,to dEtermin_lf ﬂTat RErson m?vwork n
has been convicted of a crime, If a person being the facility. This wili be done with ail
considared for smpioyment in a faciiity has been persons whom are cansidering employment
convictad of 2 crime under a law of any state, the with the facility. This wi i

!t GTIMNE A . This will be monitared by th
deparimant of public safety shall notify the facility . Y . m n i by the
that upon the request of the facility the Administator or designee on goingly.

DWISION OF HERLTH EACIITIES - STATE OF JOVA ‘
- BTATE FORM - s FG3FM 1§ coniinuation sheat 15 of 15
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Contiruead Fror pags 15 208

G206
denarimient of human services will perform an
avaluaiion o doterming whether the crime
warrants profbition of the person ' s eraployment
it tha faciiify.

This HECQUIREMENT is not met sis svidanced
by .

Basad vn stalf interview and review of parsonnel
recards, tha facility failecd to request an
evalugdon oy the Deparonent of Human
Services, and obtain approval before hiring Stedf
. Findings include:

Record raview on 823446 of the employee
persannel filas, revealed Staff B had & date of
hire as TS5, A crivninal history chaok wais
reluiried] to the facility frorn the fowa Division of
Criminal ivvastigation on 9730415 revealing
fuither resaarch required. Mo follow-up from this
repoit could be located in Staff B's file. Asecond
arirniral history vheck was ratumned to lhe facility
fiom the lowa Division of Criminal [nvestigation
ideniifving = criminal record on 74516, The

- facility ¢idd nol send = request to the Department
of Human Seivices for approvil to hire or for
&alff 3 1o continue to worle. The Adminisirator
enrdirmen the above finding on 8723716 at 1 PR

D103 Reporting suspected dependant adulf’
abuse Ifa
staff member or employee is required to make
a report pursuant to this rule, the staff member

D103 48%-52.2(a Reparling Suspecied Depandert

| D103
Acult Abuse :
52.5(3) Repovting suspeciad dependent adult
abuse in faciilies of programs.

a. If a stail menbar or amployee is required to
ke @ repstt pursuant to this aule, the staff
rvammbar or amplayee shall immediately notify the

BIVISIGN OF HeALTH FACILITIES - STATE OF IOWA

STATE FOR

Zid e8r99civelel

G850

shall immediately notify the person in charge
and will be reported to the department with In
24 hours of reporting.

On 11/2/16, at a mandatory inservice all staff
reviewed the suspected adult abuse policy. This
will be done annually ardeverydyesrss Doy
This policy will be reviewed with all new hires

and monitored routitiely by the administrator

or designee.

Staff member A was terminated.

Kt
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Contihued Frons page 18

person i chargsa or the pavson's designated
agent who shall then notify the department within
24 hours of such noification or the next business
ey, .

. This Staiuhe s ned met 2¢ evidenced by:
! Based on slaff interviews and record reviaw, the

facility ¥ailed 1o report an alleged dependent adult
ablise 1o tha Devarlhant of inspections and
Appaals within 24 hatus or the next business
dey,

Findings foilews:

Racord revew on 8/231146 indicated the MAR
{Medicaiion Adminisiation record) for Residents
13, #4 ang #7 were found to have gaps leading
to the possibility of missing medications,
Rasidan( 4.3 was missing 2 williliters {mf) of liquid-
Lormzepam {(anfiamdaty inscication) on 1/13/18,
Seafi A conducted {he lagt count of the liquid
Locszenan: as idenfifled oa the navcolic courd
record. The MAR identified Resident #4 missed
1 tablet of Lorazepars on 3/231186 according to
Gzl A's documentation or the narcotic count
record. Resident #7 missed 2 tablets of
Tramadul telween 324016 and 4/5/16, according
io Bialf A's decumantation.

Ui 824018 at 138 paa., the Administrator was
interviewad. The Administrator stated during the
rienihs of karch and April 2016, she monitored
Siaff A for inconect madication management.
The Advniisteator stated on 4412418, she placed
St A on aelministrative [save for not following
medication administrationmursing policies.
Ascording ks the Adminisirator on Staff A's

103

T8 i

I
'
3
H
I

DIVISION OI.-' HEALTA FACILITIES - BTATE OF [OWA

STATE FORM
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sacomc night back i work affer the
athminisiralive leave, o Lorzzepam tableis were
ungccouried for, The Administrator stated Stad#
Aowas terrminated on 441 9/16 for repeatediy not
followiny facility policies regarding medication
sdministraiion, The faclity was unable to find
strficiant eviclence fo demensirate dependent
adult abuss.

Accorqing o Depatiment records, in July a
sUTVEYOE was o site suveying a separately
lizensed program at ihe buiiding and discovered

I'the snedication discrepandcies and krhouse

investigation corapletad in March/Apil of 2014,

e surveyor gave {ne Adatinistrator a

recenviendation to report her suspicions and
concerts i e Department as a number of the
residents involvad were fiving under the
Rasidential Care Facility licensed side of the
building. The Adrministrator contacted the
Dizpariraent and an investigation ensued.

O 823006 st 1 PM, the Administrater condinmead

it faciiity did not contact the Deparirent within

24 hours of their susgicions of dependant adult
abuse by Statf A

p103

DIVISION OF
STATE FORW

HEALTH FACHITIES - STATE OF ICWa
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