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F 000 | INITIAL COMMENTS F 000 This plan of corraction constitutes my written cradible
} R allegation of compliance. )
03/24/2017 | Correction date 3/ &Y {407
Correctiondate — F226 Correction Date 03/22/2017
The responss or providers plan of correclion
The foltowing deficiencles relate to the | contained herein shall not be considerad fo be or

_recertification survey conducted March 13 - 17, construed-as an admission-of the-validity of the
2017. Investigation of complaint 66606-C was cilatfon or alleged deficiency to which It Is addressed,
also completed and not substantiated,

See Code of Federal Regulations {42 CFR) Part
483, Subpart B-C,

F 226 | 483.12(b)(1)-(3), 483.95(c){1}-(3) F 226 : |
sg=p | DEVELQOP/IMPLMENT ABUSE/NEGLECT, ETC
POLICIES ' |

48312
{b} The facility must develop and implement
written policies and procedures that:

{1) Prohfbit and prevent abuse, neglect, and
exploitation of resldents and mlsappropnatlon of
resident property,

(2) Establish policies and procedures to
investigate any such allegatlons, and

(3} Include training as reqmred at paragraph i
§483.95, _ o _ : _ 2

483.95

{c) Abuse, neglect, and explo}taﬂon In addition to
the fresdom from abuse, neglect, and exploitation
reguirements in § 483.12, facilities must also
provide fraining to their staff that at a minimum
educates staff on- '

(c)(4) Activities that constitute abuse, neglect,
gxploi%gtion. and misappropriafion of resident
property as set forth at § 483.12.

i

LABORATORY DIRECTOR'S CR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE - TITLE “(X8) DATE

p@é’bﬁ/ KK&W . - Administrator ' GSIZB’ZG‘I?@}/\ S/ggv/jr—z

Any deficlency statement ending with an Heterisk (*} denates a deficiency which the Instilution may be excused from corr'écting providiag itis detesmined thai
other safeguards provide sufficient protection to the patients. {See lnstrucllons.} Excapt for nursing hames, the findings slaled above app disclosable 80 days
following the date of survey whether or not a plan of corraction is provided, For nursing hemes, the above findings and plans of correclion are disciosable 14

_gays following the date these documents are made available to the. facllliy If deficlencles are cited, an approved pian of correction Is requisite to continued

program participation.
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Staff A's employment did not begin within 30 days
of the valid abuse/criminal background check
raesults and instead 7 weeks or 49 days later,

During interview on 3/14/17 at 8,05 a.m., the
fagility Administrator confirmed background
checks and abuse history checks shouid be
completed within 30 days of hire.

}

Criminal Background Checks will be monitored by the
Office Manager and QA for a peried of 3 months

and then reviewad for need to continue or evaluate
for.changes,
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F 226 | Gontinued From page 1 F 226 ;
(c)(2) Procedures for reporting incidents of abuse,
neglect, exploitation, or the misappropriation of !
resident property !
{e)(3) Dementia management and resident abuse ) i
prevention,
« This REQUIREMENT is not met as evidenced
by:
Based on employea personnel records, facility
palicy and interview, the facllity failled to comply
with state regulations {(iowa Administrative Codes
481- 60,9{4) and 481-58,11(3) for screening
employees prior to employment. The facility failed
to obfain a valid employee background check for i
11 of & new employess, The facllity reported a
| surrent census of 43 residents.
Findings include:
1. Arevi f Staff A | il led 220 ) B
. Areview of Staff A's personnel file revealed a o
; - The Fort Dadge Heal R witl
hire date of 11/4/16. On 9/22/16 the facility ho Fort Dodge Hezlth and Rehab il comply
. with state regulations (lowa Administrative Codes
obtained a Single Contact and Background .
o \ 481- 50,.9(4} and 481-58,11{3) for screening
Gheck {SING} for criminal history and dependent o )
X emplovess prior to employment. The facility has since
adult abuse, which cleared Staff A, Housekeeper .
) } obtained a valld employee background check for Staff
to work in the nursing home. . .
A's personred file and will also do so for all new hires.
A payroll time sheet dated 11/4/18, identified Staf The Huumah Resolirce (.eader was educated per the
) o ¥ Administrator on the requirement of pending
A's first day of employment as 11/4/186. . o
: employees beglnning employment within 30 days
of the valid abuse/criminal background check results, &% ‘Bﬁ??/ﬁ ’
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F 226 | Continued From page 2 F 226
The facility's Policy and Procedure titled Nursing
Administration dated 11/28/116 instructed the
facility to "propery" screen all employees for
criminal and abuse prior 1o hire. )
F 2811 483.24(b)(3)() SERVICES PROVIDED MEET F 281
83=0; PROFESSIONAL STANDARDS .

{h}{3) Comprehensive Care Plans

The services provided or arranged by the facilily,
as outlined by the comprehensive care plan,
must-

i (i) Meet professional standards of quality.

This. REQUIREMENT is not met as evidenced
by:

Basad on record review and staff interview the
facility failed to follow doctor's orders for one
resident with an order to report bleod sugars
grester than 350 {Resident #3) and one resident
with an order for weekly weights (Resldent #2).
The standard sampie included 10 current
residents, The facility reported a census of 43
residents. :

Findings included:

1. Resident #3's Medlcal Diagnosls List
dacumented diagnoses including but not fimited
to morbid obesity and Type 2 diabetes.

| The resident's Physician's Orders (M‘edicaﬂon

Review Report) included an order on 3/8/17
directing staff to obtain 2n Accu check (blood
sugar measurement) 4 times daily before meals
and at bedtime for Diabetes and to report to the
physlcian any blood sugay measurement greater

than 350 or less than 70. On the Medication
! \

The services provided or arranged by Fort Dodge
Health and Rehab as outlined by the comprehensive
care plan, will meef professional standards of quaiity.
FDHR will follow doctor's orders for resident #3, #2,
and all other resident’s of the facility.

Tha Nursing staff was In-serviced on the new resident
policy on welghis and the new syslem pul in place

on 0341412017, Nursing Staff were also educated on
fallowlng physician orders per the Nursing Polnt

Click Care Communication Page and educated

again at the Mandatory monthly scheduled

In-Servica on 5/24/17. The DNS wilt monitor weights/
The Direcler of Nursing and or designee will report
findings of above education/procedure systemn(s)
monthly times three months through the facility
Quiality Assurance Program, who will then
reviewfassess for need fo continua.

The plan will be reviewed and revised as :
indicated and staff will be re-educated as ngeded. :

.*‘

3/24/17

doctor arders.

FORM GMS-2567(02-99) Previcus Yerslons Obsalele

Evend 10, YOGF11

Facilily 1D: 1A0129

if continuation sheet Page 3 of 28




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 03/22/2017

FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OB NO. 0938-0391
STATEMENT OF DEFICIENCIES X1) PROVIOER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
165166 8. WING 03/16/2017

NAME OF PROVIDER OR SUPPLIER

FORT DODGE HEALTH AND REHABILITATION

STREET AGDRESS, CITY, STATE, ZIP CODE
728 14TH AVENUE NORTH
FORT DODGE, 1A §0501

Administration Record (MAR) staff documented
the following: )

On 3/8/17 at 8:00 p.m. staff recorded the
tesident's blood sugar measurad 406,

On 3/9/17 at 7:00 a,m, staff recorded the

XA iD SUMMARY STATEMENT OF DEFIGIENCIES I PROVIDER'S PLAN OF CORRECTION - %8
PREFIX {EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TG REGULATORY OR LSC IDENTIFYING INFORMATION TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCT)
F 2811 Continued From page 3 F 281

»

“sugars to the physician,

1 Clinical and MDS Resource Nurse stated no
1 docurnentation could be found indicating staff

resident's blood sugér measured 486,

On 3/10/M7 at 11.00 a.m. staff recorded the
resident's blood sugar measured 455.

On 3A1/17 at 8:00 p.m, staff recorded the’
resident's blood sugar measured 384,

On 3M13/17 at 11:00 a.m. staff recorded the
resident’s blood sugar measured 450,

The resident's record lacked any documentation
indicating staff had reported the elevated bload

During interview on 3M14/17 at 2:11 p.m. the

reported the elevated blood sugars to the
physician.

2. Resident #2's Medical Diagnosis List
documented diagnoses Including but not {imited
ta protein calorie malnutrition,

The resident's current orders included a 1/22/116
order to weligh the resident weekiy related to tube
feedings and moderate protein-calorie
malnatrition.

Staff documented the resident's weight only 3
times in March 20186; 3 times in April 2018; 1 time
in May 2016; 2 times in June 2016; 1 fime in July
2018; 2 imes in August 2018; 1 time in
September 2018; 1 tme In October 2016, 2 times
in November 2016; 1 time in December 2018; 1
time In January 2017 and 1 time in February
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T Fast

Cogtinued From page 4
2017, On 3/14/17 no welghis had been recorded
for March 2017,

; During Interview on 3/15/17 the Clinlcal and MDS

Resouree nurse confimed the order for weekly

F 281

F 309
58=0

weights had not been followed and recently sfaff
had been weighing the resident only monthly.

483,24, 483.25(k)()) PROVIDE CARE/SERVICES |

FOR HIGHEST WELL BEING

483,24 Quaiity of life

Quality of life is a fundamental principle that
applies to all care and services provided fo facility
residents, Each resident must receive and the
facillty must provide the necessary care and
services to attain or maintain the highest
practicable physical, mental, and psychosocial
weil-being, consistent with the resident's
comprehensive assessment and plan of care.

483,26 Quality of care

Guality of care is a fundamental principle that
applies to all treatment and .care provided to
facility residents. Based on the comprehensive
assessment of a resident, the facility must ensure
that residents receive treatment and care in
accordance with professional standards of
practice, the comprehensive person-centered
care plan, and the residents’ choices, including
but not limited to the following:

(k) Pain Management.

The facility must ensure that pain managerment is
pravided to residents who require such services,

| consistent with professional standards of practice,

the comprenensive person-centered care plan,
and the residents’ goals and preferences.

i

F 309

F309

Each resident musl recelve and For{ Dodge
Health and Rehab wif! provide the necessary
care and services {o aliain or maintaln the highest
practicable physical, mental, and psychosociai
well-belng, consisient with the resident’s
comprehensive assessment and plan of care,

The Fort Dodge Health and Rehab will enstre

that rasidents receive trealment and care in

accordance with professional slandards of

-praclide, the comprehensive person-centered

care plan, and the resldants’ cholces.

Fort Dogdge Heallh and Rehab wili assess and

intervene for Residant #1, #2, #7 and all other

residents of the facility.

Nursing Staff received aducation on 372472017 for

the following: .

1. Assessing and Infervening. significant weight loss.

2. Assessing signs.ard symploms of respiratory
problems, )

3. Assessing dislodged catheter incldents,

3/2A4/17
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F 309" Continued From page &

(I} Dialysis. The facility must ensure that
residents who require dialysis receive such
services, consistent with professional standards
of practice, the comprehensive person-centered
care plan, and the residents’ goals and

¢ 309; The Director of Nursing and or deslgnee will report
| findings of abave monitoring system{s) mo’nlhly
| times three morths through the facllity Quality
| Assurance Program, who will then review/assess
for need to continus. The plan will be reviewed and

revised as indicated and staff will be re-educated

- as-needed————

preferences.
This REQUIREMENT is not met as evidenced
by:

Based on record review and staif interview the
facility failled to assess and intervene for 1
resident with significant welght change (Resident
#1), for a resident with signs and symptoms of
respiratory problems {Resident #2) and for a
resident with & dislodged catheter (Resident #7).
The sample included 11 residents, The facility
reported a census of 43 resldents.

! Findings inciuded:

1, Staff documented on Resident #1's Waights
and Vitals Summary weights as follows:
9/26/16 161.8 pounds
10/10/16 160.1 pounds
10/31/16 161.3 pounds
11/18/16 185.4 pounds
12/15/16 163 pounds

On 12/15/M18 staff recorded a weight 152;.7 but
crossed it out and on 12/16/16 noted it an
incorrect entry. The record lacked any further
weight measurements until 1/26/17 when-staff
documented the resident weighed 181 pounds.

The record lacked any further weights until
2122417 when staff documented the resident
welghed 137.3 pounds.

Staff next weighed the resident on 3/3/17 and

documented the resident's weight 133.7.

i
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F 309

Continued From page 8

Resident #1's 3/8/17 Progress notes from

_Paliiative Care documented the resident had

diagnoses including but not limited to pulmonary
emphysema, nausea, generallzed abdominai pain

F 308

and weight loss, The notes stated the resident
had lost 30# since January and directed staff to
review the chatt to assure the accuracy of the
record. If so may need to discuss need for
abdominal CT scan due to nausea, pain and
weight loss ~ this is a concem.

The resident's record Jacked any Indication staff
had rechecked the resident’s weight when
significant variations from the baseline were
recorded. The record lacked documentation
indicating staff assessed possible causes of the
fluctuations in the resident's recorded weights.

The dietittan made a note on the 3/9/17
Dietitlan/Resident Nutritional Documentation
Racord in ragard to Resident #1 a significant loss.
The welght was wrong 1/25/17, The distitian had
asked for a reweigh muitiple #mes bu it was not

i done.

During interview on 3/13/17 at 3:11 p.m. the
Dietitian stated she had been aware of the
resident's weight variances and had repaatediy
asked the then, Director of Nursing (DON) to
reweigh the resident but it was not done.

Curing interview on 3/14/16 at 9:.42 a.m. the
ctirrent DON stated she had made a new plan to
address significant variances In residents'
welghts. At 12:57 p.m. she confirmed Resident
#1's weight variances and stated she didn't know
who had previously been responsible to monitor
rasidants’ weights but now she would do that and

b
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meet weeldy with the Dielitian to review resident
waights,

2. Staff documented in Resident #2's Nursing
Progress Notes on 3/11/17 at 2:00 a.m. the

X4 ip SUMMARY STATEMENT OF DEFCIENCIES 0 PROVIDER'S PLAN OF CORRECTION oy
PREFTX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH GORREGTIVE ASTION SHOULD BE COMPLETION
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F 308 | Continued From page 7 F 309

resident had 3 emesis, had a temperafure 100.2

N dagrees Fahiranhait (F) and a loose, moist cough.

AL 9:58 a.m. staff updated the resident's physician
wha ordered to test for Influenza A and give
Pedialyte 4 ounces every hour ta keep the
resident hydrated. If no further vomiting they
could resume the regular scheduled gastrostomy
feeding that night. Staff documented the
resident's temperature 99.5 £, At 3:01 p.m, staff
sent the Influenza A swab to the |laboratory. On
3/12/17 at 4:02 p.m. staff documented the
resident's temperature had been 100.5 F and
staff administered Tylenol. The temperature then
measured 89 F. At 8:50 p.m. staff documented
the resident's temperature 89 F, Staff did not
receive results of the Influenza A testing until
3M3/17 at 11:52 a.m. The spaecimen tested
positive Indicating the resident had Influenza A,

The recerd lacked dacumentation indicating staff
assessed the resident's lung sounds, respirations

or oxygen saturation levels from 3/11M47 at 2200 __
am. until 313117 at 8:33 a.m.

During interview cn 3/15/17 at 8:47 a.m. the
Clinical/MDS Nurse stated staff should check
{ung sounds when residents exhibit respiratory
symptoms and also should be checked after an
emesis while lying down,

3, According to the Minimum Data Set with
assessment reference date of 12/30/16 Resident
#7 had diagnoses including Alzheimer's disease
and moderately impaired cognitive skills for daily
decision making. The. resident had an indwelling

'
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urinary catheter.

The Progress Notes for Resident #7 noted on
1/15/47 at 9:29 p.m. the resident pulled his/her
catheter out with the balloon intact. The resident

s SUMMARY STATEMENT OF DEFICIENCIES
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F 308 | Continued From page 8 F 308

I

_| returned in the requested time frama.

voided without problems, biood tinged Urine
noted. A Physician Fax Form sent to the
physician.

Reasident #7's Progress Notes lacked
documentation of a nursing assessment done of
the resident's voiding untif 1/16/17 at 2:30 p.m.,
17 hours after the catheter had disicdgad.

A Physician Fax Form dated 1/16/17 with the
narrative, rasident pulled his/her catheter ouf with
the batlloon intact, The resident voided without
prablems, small amount of blood tinged urine.
Denigs any pain. Is it ckay to discontinue
catheter? Response required today (4-8 hours),
The fax was not returned to the facility until 12,23
p.m. on 1/17/47.

Resident #7's Progress Notes lacked
documentation of the facility making any atiempt
to speak with a physician after the fax was not

During interview on 3/14/17 at 2:30 p.m. the DON -
stated if a fax had been sent that a resident's
catheter had dislodged and staff did not hear ¥
back within an hour she would expsct staff{o be
calling the physician.

During interview on 3/15/17 at 2:58 p.m. the
Administrator stated she would expect nurse to
check and assess every two to four hours if the
resldent was voiding okay.

E
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(d) Accidents.
_The facllity must ensure that -
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F 323 Continued From page 9 F 323 y

F 323 | 483.25(d}{1}(2)(n)(1}~(3) FREE OF ACCIDENT F323

88=E | HAZARDS/SUPERVISION/DEVICES

F323

Fori Dodge Health and Rehab will continue
to provide adequate supenvision to protect | 9424717 |

{1} The resident environment remains as free
from accident hazards as is possible; and

(2) Each restdent receives adequate supervision
and assistance devices to prevent accidents.

{n) - Bed Rails. The facility must aftempt to use
appropriate alternatives prior to installing a side or
bed rall. if & bed or side rail is used, the facility
must ensure correct installation, use, and
maintenance of bed rails, including but nof fimited
to the following elements,

(1) Assess the resident for risk of entrapment
from bed raits prior to instaliation.

| {2) Review the risks and benafits of bed rails with
the resident or resident representative and obtain
informed consent prior to installation.

(3} Ensure that the hed's dimensions.are_____ .
appropriate fgr the resident’s size and weight.
This REGUIREMENT is not met as evidenced
by

Based on.observation, record review and staff
interview, the facility failed fo provide adequate
supervision {o protect residents against hazards
from self, others or elements in the environment.
Observation revealed an entrance door to the
facflity Rehabilitation room tacked an audible
alarm, other than a Wandergaurd alarm system
(electronic device that signals an alarm at the

time a resident passes through the door wearing

resldents against hazards from self, others
or elements in the environment.

The Outpatient Entrance door to the facility
Rehabilitation rcom had an audible

alarm Installed on 03/14/2017,

The two doors leading from the facility
dining room, and the 300 haltway door to
the enclosed courtyard areas were aiso
alarmed with audible alarms and will be
locked during the winter season,

All of these doors will be monitored per the
Mainlenance Supervisor on g weekly basis
as well as per monthly QA on an ongoing
basis, ‘

Docor alarms continued to be

monitored as of 3/17/17
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a Wanderguard electronic bracslet). Two doors
leading from the facility dining room te enclosed

. courtyard areas revealed unlocked doors and

Jacked any type of alarm and a door [eading from
Hall 3C3 to an enclosed courtyard area revealed

F 323

an unlocked door and lacked any type of alam.
The facility identified 20 Independently mobile
residents and 2 Independently ambulatory,
cognitively impaired residents without
Wandergaurd bracelets. The facllity census was
43 residents.

Findings Included:

Observation on 3/13/17 at 1:00 P.M., revealed the
follewing:

a. 2 doors lead to enclosed cutside courtyard
areas. The doors were not identified as fire axit
doors, were unlocked and lacked an alarm to
alert staff if a resident went out either door.

h. The 300 hallway revealed an exit door to an

i enclosed courtyard area, was not identified as a

fire exit door, was unlocked and lacked an alaim
to alert staff if a resident went out the door.

¢. Ongoing observation on 313/17 at :30 P.M.,

-| revealed an entrance door to the f::icility

Rehabilitation room revealed an outside entrance
door led to an entryway that lad to a:door o the
interior of the Rehabliifation room. The outside
door and the interior door lacked any audible
alarm when either door opened, Cbservation
revealed the only alarm system on the door was a
Wandergaurd alarm system.

Obsewatéon of the facility Rehabilitation room
revealed 2 ocpened doors led to Hall 200 and Hall
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300 (Resident living areas).

‘During the same cbservation the facility
Rehabilitation Director stated at the fimes when

Rehabilitation room, the deors to Hall 200 and
Hall 300 had been closed and locked. The
Rehabilitation Director sfated the only exception
would be if she needed to run to the Business
Office Managers office .. for a minute...”

Observatlon of the facility Business Office
Mangers Office on 3/13/17 at 3:55 P.M.,

revealed the office In the 200 Hall, approximately
9 paces from the Rehabilitation room. Further
observation revealed the outside entrance door to
the Rehabiiitation room as not visible from the
Business Office Manager's office.

A Weather Underground website revealed the
following weather history report at the Fort Dodge
airport as follows:

3107 - Actual temperature; 21 degrees
Fahrenheit {F}

317 - Actual temperafure: 26 F

3/12M17 - Actual temperature: 26 F

3/13/17 - Actual temperature: 24 F .

1 During interview on 3/14/17 at 7:55 AM., the

Administrator offered no explanation for how staff
maonitored the uniocked/unalarmed doors in the —
facility. The Administrator stated the

Rehabilitation entrance door and the doaors that

led to the enclosed courtyard all had door alarms
placed as of 3/14/17,

During interview on 3/14/17 at 9:00 A.M,, the
Maintenance Superviser reported he planned fo
lock the doors {o the enclosed courtyard during
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the cold weather months.
483.45(d){e)(1)-(2) DRUG REGIMEN IS FREE
FROM UNNEGESSARY DRUGS

483,45(d) Unnecessary Drugs-General.

F 323

F 329

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used—

(1) In excessive dose (including duplicate drug
therapy); or

(2) For excessive duratlon; or

{3} without adequate monitoring; or

{4) Without adequate indications for its use; or -

(5) In the presence of adverse consequences
which indicate the dose should be reduced or
discontinued; or

(8) Any combinations of the reasons stated in
paragraphs (d)(1) through (5} of this section.

433.45(e) PsychotropicDrugs., ... ...~
Basedon a comprehﬁgnsive assaessment of a
rasident, the facility must ensure that—

{1} Residents who have not used psychotropic
drugs are not given these drugs unless the
medication is necassary to treat a specific
condition as diagnosed and documentad in the
clinical record;

(2) Residents who use psychotropic drugs receive

¥

- FORM CMS-2567(02-0%) Pravious Versions Obsalele Event ID:YOGFH

Facllity ID: lAD129

+ If continuation shesal Page 13 of 26

-




! : - - PRINTED: 03/2
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB'NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN GF CORRECTION IDENTIFICATION NUMBER: A BUILDING ) COMPLETED
166156 ' B. WING 03/16/2017
NAME OF PROVICER OR SUPPLIER STREI;"F ADDRESS, CITY, STATE, ZJP CODE .
728 14TH AVENUE NORTH

FORT DODGE HEALTH AND REHABILITATION

FORT DODGE, 1A 60501

(X 1 SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOLLED BE COMPLETION
G REGULATORY OR LSC [DENTIFYING INFORMATION; TAG CROSS-REFERENGED TO THE APPROFRIATE UATE
CEFICIENCY)
. ‘ Fort Dodge Health and Rehab wiil ensure !
F 329 Continued From pags 13 ) F 329} iResident #8 and all other resident drug 3/24/17
gradual dose reductions, and behavioral regimens remain free from
Interventions, untess clinically contraindicated, in unnecessary drugs through adequate
an effort to discontinue these drugs; ' assessment, indications for use and
This REQUIREMENT is not met as evidenced monitoring.
by The Nursing Staff were educated per the
Based oh dlinlcal recard review and staff Point Click Care Communications thata”
Interview, the facility faited to ensure Residant resident cannot receive a PRN psychotic
#8's drug regimen remained free from medlcation without first trying non-
unnecessary drugs through adequate Phamacplogical iniewentiﬂns ﬁrst. ]f thOSt‘a
assessment, indications for use and monitoring. intervention are not successful than the
Eleven residents were reviewed, The facility ?oendgsssgggsz;g;;ﬂgﬂ?dﬁ A rllstl_otf g
. - ons are liste
reporied a census of 43 residents. on the medication records.3/ /7
1
Findings included: . The Diractor of Nursing & Constltant Phamacist,

and or deslgnee wili repod findings of above
menitoring system(s) monthly times three months

The Minimum Data Set with assessment through the facllity Quallty Assurance Prograr,
reference date 1/24/17 documented Resident #8 who will then review/assess for need to continue.
had diagnoses that Included P?YChOﬁC disorder The plan will be reviewed and revised as Indicated
and malignant neoplasm of brain. and staff will ba re-educated as needed,

Resident #8's Medication Review Report signed
by the physician on 2/1/17 Included an arder for
Ativan (an antianxiety medication) 0.5 mg by
mouth every two hours as needed (prn) and
Ativan 1 milligram by mouth every two hours as
| neaded for anxiety. I

Resident #8's February 2017 Medication
Administration Record (MAR) documented the
rasident recelved as needed Ativan 0.5 milligrams. - R |
& times and the Ativan 1 milligram dose 9 times.
The PRN Record lacked documentation staff
offered any type of non-pharmacclogical
intervention to promote relaxation,

Resident #8's March 1-14, 2017 MAR
dosumented the resident received as needed
Ativan 0.5 milligrams 7 times and the Afivan 1 X
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milligram dose 6 times, The PRN Record lacked
documentation staff offered any type of
non-pharmacological intervention to promote
relaxation.
Resldent #8's Progress Notes dated 2/5/17 -
3/14/17 tacked any documentation staff assessed
the resident for possible causes of anxiety and/or
attempted any interventions to decrease anxiely
prior to administering Ativan.
During interview 3/15/17 at 4:35 p.m. the Clinical
Markef Leader stated it is expected for staff to
attempt nen-pharmacological interventions prior
to administering the prn Ativan. Documeniation of
interventions attempted prior fo administration of
prn Ativan would be documenied in the progress
notes or the resident's PRN Record.
F 334 | 483.80(d)(1){2) INFLUENZA AND F 334| F334 .
58=0 | PNEUMQGQGCAL IMMUNIZATIONS Resident #& and all other residents at Fort Dodge  3/24/1°7
. Heazlilh and Rehab will be offered an :
{d) Influenza and pneumaococeal Immunizations influenze immunizatien October 1 through March 31
annually, unless the immunization Is medicatly
{1) Influenza. The facility must develop policies contralndicated or tha resident has already been
and procedures to ensure that- tmmunized during this Bme period, The Nursing -
Dept, was aeducated on the Vaccination Procedure
(1. Before offering the influenza immunization, for the 2017 season. The vaccination procedure forj _
each rfsldent cr the resident’s representative 2017 will ba cenducled per the Director of Nursing i
receives education regarding the benefits and - Services. ;
potential side effects of the immunization; ' The Director of Nursing and ¢r designes will report
e X findings of abave moniloring system, following the - o L
(i) Each resident is offered an influenza 2017 Immunization pericd al the monthly Quality
immunization October 1 through March 31 Assurance Program Mesting, who will then
1 annually, unless the immunization is medically - review/assess for need to continue. The plan wil be
cantraindicated or the resident has already been raviewad and revised as indicaled and staff wil ;
immunized during this time period; "be re-ediicated as neaded. ' i
(iii} The resident or the resident's representative i
¢
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{A) That the resident or resident's representative
was provided educafion regarding the benefits
and potential side effects of Influenza
immunization; and

(B) That the resident either recaived the influenza
immunization or did not receive the influenza
immunization due to medical contraindications or
refusal,

{2) Pneumococcal disease. The facility must
develop policies and procedures to ensure that-

{i) Before offering the pneumococcal
immunization, each resident or the resident's
representative receives education regarding the
henefits and potential side effects of the
immunization;

(i) Each resident is offered a pneumaococeal
immunization, unless the immunization is
medically contraindicated or the resident has
already been immunized;

! {iil) The resident or the resident’s representative

has ihe oppertunity to refuse immunization; and
{iv} The resident's medical record includes
documentation that indicates, at a minimum, the
following:

{A) That the resident or resident’s representative

b
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was provided education regarding the benefits
and potential side effects of pneumococeal
immunization; and .

{B} That the resident either received the
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! pneumococcal immunization or dld not receive

the pneumococecal immunization due to medical
contraindication or refusal. ‘

This REQUIREMENT is not mat as evidenced
by: .

Basad on clinical récord review, staff interview
and facility poficy revlew, 1 of 10 residernts
reviewed received 2 Influsnza immunizations
during the annual immunization time
period,(Resident #9). The facility reported a
census of 43 residents.

Findings include:

According to the Minimum Data Set with
assessment reference date of 10/28/18, Resident
#9 had cognitively intact skills for daily decision
making. The resident had a diagnosis of
hemipleglaand required extensive assist with
activities of dally living.

The Progress Notes for Resident #9 included a
notation on 10/15/16 at 5:04 p.m, of a flu shot
given in the resident's right deftoid (upper arm).
Documentation on 1G/24/16 at 5:19 p.m. noted
the resident raceived a flu shof today. Medication
administration record updated. .

On 3/16H7 the Administrator pEovided an
Immunization Report dated 11/2/186 that showed
Resident #9 had received an influenza
immunization on 10/15/18 in the right deltoid.

"
The Meadication Administration Record for

b
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Resident #9 for 10/1/16-10/31/16 showed the
resldent received an influenza immunization on
10/24/18,
The Medication Review Repori for Resldent #9
slgned by the physician on 10/1/18 included the
order for influenza vaccine per facility policy. ;
The facility policy for Infiuenza Immunizations
revised 5/2007 included: each resident is offerad
| an influenza immunization Octaber 1 through
March 31 annually, unless the immunization is
medically contraindicated ot the resident has
already been immunized during this time period. _
F 441 | 483.80(a)(1)(2}4){e){f) INFECTION CONTROL, F441: Fd4d
s5=E | PREVENT SPREAD, LINENS Fort Dodge Health and Rehab will follow accepted  3/24/17

(a) Infeckion prevention and control program.

The facility must establish an infection prevention
and control program {IPCP) that must include, at
a minimum, the following elements:

{1} A system for preventing, ldentifying, reporting,
investigating, and controlling infections and
commurnicable diseases for all residents, staff,
volunteers, visltors, and other.individuals -
providing services under a contractual
arrangement based upon the facility assessment
conducted according to §483.70(e) and following
accepted national standards (facility assessment
implementation is Phase 2);

(2) Written standards, policies, and procedures
for the program, which must include, but are not
limited to

) A system of surveillance designed to idéntify
1

Infaction controt praciices for all resldents including
Rasident #2 with Proper administration of Influenza
Vaccine and for all rasidents with proper
administration and documentation of the purified

protein derivative tast (PPD- to identify Tubsrculosis).

Resident #5 and resldent #5 no longer reside at Fort
Dodge Haalth and Rehab.

The Nursing Dept, recelved education on the
immunization and TB tesling on March 24th at the
monthly meeting held with the Director Of Nursing.
The Director of Nursing Services wilt monitor - —- --
all immunizations and TB Tesking and report at

the monthly QA meeting.

The Director of Nursing and or designse will report
findings of above monitoring syé‘.'tem{s) threugh the
facillly Quality Assurance Program, who will then
revlewfassess for need to continue. The plan will be
reviewed and revised as indicated and staff will be
re-educated as needed,
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possible communicable diseases or infections
before thay can spread to other persons In the
facility;

{ii) When and to whom possible incidents of
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communicable disease or infections should be
reported,

{Iiiy Standard and transmission-hased precautions
fo be followed to prevent spread of Infections;

(v) When and how Isolation should be used for a
resident; including but not llmited to.

{A) The type and duration of the isolation,
depending upon the infectious agent or organism
involved, and

{B) A requirement that the isolation should be the
least restrictive possible for the resident under the
circumstances. ’

{¥} The circumstances under which the facility
must prohibit smployees with a communicable
disease or Infected skin lesions from direct
contact with residents or thelr food, if direct
contact will transmit the disease; and

{vi} The hand hygiene procedures {o be followed
by staff involved in direct resident contact.

under the facility's IPCP and the corrective
actions taken by the facility.

{e) Linenis. Persennel must handle, stors,

spread of infaction.

{4) A system for recording incidents. identified - ... .

process, and transport finens so as to preventthe ™
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(f) Annual review. Tha facllity will conduet an
annual review of its IPCP and update thelr
program, as necessary,

This REQUIREMENT s not met as evidenced
by: :

Based on record review and staff Interview, the
facility failed to follow accepted infection control
practices for 1 resident { Resident #2) with
Influenza A and falled to administer and
accurately document the resuits of the purified
protein derivative test (PPD- to Identify
tuberculosis) for 2 residents ( Residents #5 and
#6). The sample included 11 residents. The
facility reported a census of 43 residents.

Findings Inchuded:

1. Staff documented in Resident #2's Nursing
Progress Notes on 3/11/17 at 2:00-a.m. the
resident had 3 emesis, had a temperature 100.2
degrees Fahrenheit (F) and a loose, moist cough,
Al 9:59 a,m. stalf updated the resident's physician
whao ordered to test for Influsnza A and give
Pedialyte 4 cunces every hour fo keep the
resident hydrated. If no further vomiting they
could resume the regular scheduled gastrostomy
{tube} feeding that night._Staff documented the e
residenf's temperature 99.5F, At 3:01 p.m. staff
sent the Influenza A swab to the laboratory, On
3/12{17 at 4:02 p.m. staff documented the
resident's temparature had been 100,5F and staff '
-administéred Tylenol. The temperature then
measured 99F, At 8,50 p.m, staff documented
the resident's temperature 99F, Staff did not
receive restlts of the Influenza A testing until
3713117 al 11:52 a.m. The specimen tested
positive indlcating the resident had Influenza A,

The record lacked any ddoumentation indicating
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staff attempted to obtain the test resulls any time
soaner or that any precautions taken pending the
fest results or aven after they recelved the
posifive test results.

i During interview on 3/M4/17 at 12;389 p,m. the

Director of Nursing {DON) stated they had not
received the test results until 3 days after the
specimen was sent. She stated the resident had
not been isolated or any special precautions
takan, At 1:12 p.m. the DON stated she had
called the lab and they simply hadn't reported the
results of the Influenza A test timely. She stated
she expected nursing staff to follow up to assure

! results obtained in a fimely manner. She stated

ihe results should have been availabie in 2 hours.

On 3/14/18 at 12:58 p.m. the resident's door had
a sign posted which said "Droplet Precautions”.

Masks and gicves sat on a table cutside the door,

Staff D, Licensed Practical Nurse (LPN) stated
the sign posted that day about 1G:00 a.m.

On 3/14/17 at 1:04 p.m. Staff C, Certified Nursing
Asslstant (CNA), stated she was assigned to
Resident #2's hallway. She stated she was just

| told before lunch that day the resident had

influenza A, She stated she would be more
vigitant about handwashing and infection control
measures now that she knew,

On 3/14/17 2:24 p.m. Staff D, CNA, sialed she
had worked 2nd shift the day before but was not
told about the resident's Influenza A until, "0
minutes ago."

i

2. The Minirum Data Set with assessment ¥
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| #5's admission date as 12/2216,

reference dafe of 12/29/16 identified Resident

A Clinical Immunizations form for Resident #5
showed the resident had recelved a TB

.| Administrator stated the facility had ne

_administer a PPD skin tesf for Resident #5,

{tuberculosis) 1 Step Mantoux test on 12/23/16.

Resident #5's clinlcal record lacked
documentation of the result of the 1st step and
date read. The record lacked documentation of
the completion of the 2nd step of the 2 Step
Mantoux test.

Durlng Interview on 3/15/17 at 9:05 a.m. the

documentation the 12/23/16 TB test was read or
documentation that a second TB test given,

During Interview on 3/16/17 at 9:35 a.m. the
Clinical Market Leader stated they were unable to
find documentation of an order received to

3. The Minimum Data Set with assessment
reference date of 2/16/17 identified Resident #6's
admission dafe as 2/9/17.

Resident #6's clinical record lacked
documentation of campletion of the 2 Step PPD
test.

During interview on 3/15/17 at 9:05 a.m. the
Administrator stated the facility had no
documentation a 2 Step PPD test was given to
Resident #6, '

During interview on'3/18/17 at 9:15 a.m, the
Administraior stated they were unable to find
documentation of an order received to administer

-
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) Staff qualifications.

(1) The facility must employ on a full-time,
part-time or consultant basis those professionals
necassary to carry out the provisions of these
requirements.

(2) Professional staff must be licensed, certified,
or registered In accordance with applicable State
laws.

This REQUIREMENT is not met as avidenced
Basad on personnel record review and sfaff
interview, the facility failed tc verify nursing_
licensurs for 1 of 1 nurses reviewed (Staff B -
Registered Nurse/RN}-prior-td-hire. The facility
identified a census of 43 residents.

Findings include:

Review of Staff B's New Hire Sheet revealed a
hire date of 11/11/16.
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a PPD skin test for Resident #6.
The facility tnfecticn Control Policy for T8
Screaning revised 9/2607 included: a two step
PPD test shall be performid, with a physician’s
order, for each resident admitted. A TB scresning
order is io be obtained for each resident admitted
if there Is no evidence of one performed within 90
days prior to admission. The PPD skin test rasult,
by Mantoux method is recommended and shall
be documented on the medication sheet or a
PPD form,
F 499 | 483.70(N(1){2) EMPLOY QUALIFIED F 459 Fdgg
= T/PT/ICONSULT PROFESSIONALS
ss=D | FT/ NS Fort Dodge Health and Rehab will verfy nursing 37 24/17

licensure for all nurses as well as other
professionals prior to hire. Staff B is no longer
employed at Fort Dodge Health and Rehab.
Human Resourses were educated perthe = -}
administrator that an online verification was
required PRIOR to employment. ory 3}37/ b4
Staff files witl be audited on a monthly basls for the
neaxt three months and reviewed at the monthly

QA meetings, The H/R leader and the administratos
will monitor the audits and revlewfassess for need
to continus. The plan will be reviewed and revised
as indicaled and staff persen will be re-educated
as naaded. ’ '

)
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A Single Contaet License and Background Gheck
1 {SING) dated 11/3/16, revealed facliity staff
completed an abuse background and criminal
history background check; but tacked a check for
Staff B's cufrent nursing licensure,
Review of a QuickConfirm License Verification
Report form reveaied facility staff verified Staff
B's nursing licanse on 11/16/16, approximately &
days after Staff B's date of hire.
Atime card report revealed Staff B began work in
the facility on 11/11/16, completed 2 hours of
otlentation, returned to work on 11/15/16 and
worked 8.5 hours in the facility.
During interview on 3/14/17 at 8:05 AM., the
Administrator confirmed a nursing license needed
to be verified prior to hire.
F 514 | 483.70{D{1X5} RES F 614
55=0 | RECORDS-COMPLETE/ACCURATE/ACCESSIB F514 ) ] 3/24/17
LE Fort Dodge Health and Rehab will maintain )
complete medical recerds for a resident
(i) Medical records. withi a fall for resident #7 and all other residents of
! (1) In accordance with accepted professional the faclity as needed. Tha Nursing Dept. was
standards and practices, the facifity must educated on the use of the Paint Cllck Care
~|-maintain medical records on each resident that -charting system to ensure a medical record is
ate- established in the progress notes in regards to fails
on March 24, 2017. The DON or designee will
() Complete; review fall documentation on an ongoing basis to
— ensure lhat resident #7 and other like. residents of | _ _____
(i) Accurately documented; the facility have thorough documentation of falls in
the progress notes, The Director of Nursing and
(iil) Readiy accessible; and or designee wili report findings of above monitoring
system(s) monthly times three months through the
{iv} Systematically organized facillty Quality Assurance Program, who will then
review/assess for need to continue. The plan will beg
{5} The medical record must contain- reviewsd and revised as indicated and staff will
b be re-educated as needed.
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(y Sufficient Information to identify the resident;

(i) A recard of the resident's assessmenits;
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{iii) The comprehansive plan of care and sarvices
provided;

{iv) The resuils of any praadmission screening
and resident review evajuations and
determinations conducted by the State;

(v} Physician's, nurse's, and other {icensed
professional's progress notes, and

{vi} Laboratory, radiotogy and other diagnosiic
services reports as required under §483,50.

This REQUIREMENT s not mst as evidenced
by: -
Based on clinical record review, staff interview
and facility policy review the facility falled to
maintain complete medical records for a resident
with a fall, (Resident #7). Eleven residents were
reviewed. The facility reporied a census of 43
residents. :

-Findings.Include........

According to the Minimum Data Set with
assessment reference date of 12/30/16 Resident

#7 had moderately impaired cognitive-skilfs for—-

daily decision making. The resident required
extensive assist of two staff for transfers.

A Progress Note for Resident #7 on 12/27/16 at

5:55 p.m. noted the resident’s vital signs and
neuro (neurclogical) checks continue related to
recent fall. Review of the pregress notes lacked
documentation of a fall.

)
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Continued From page 25

During Interview on 3/14/17 at 4:40 p.m. the
Clinical Market Leader stated she did not find any
documentation in resident #7's chart related to a
fail but did find an incident report for his/her fall
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oh 12/24/186.

Buring interview on 3/14A17 at 3:45 p.m. the
Director of Nursing stated she would expect
Resident #7's fall on 12/24/16 documented in the
resident's progress notes,

The facility Resident/Accident policy and
procedure included: If the incident accldent
involves a resident the charge nurse will complete
a nurses' note entry detalling the event, The
nurses’ note must include at minimum the
follewing: date,time, location and description of
incident/accident, what post incident Interventions
{treatment/care/monitoring,etc) were done,
notification of appropriate representative of the
resident and attending physldian,

n
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