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Complaint # 67376-C was investigated on 4/20 -
4/27/2017 and was substantiated with the
follawing deficiency.

Ses cote of Federal Regulations (45 CFR) Part

483, Subpart B-C.
F 225 | 483.12(a)(3)(4)(c)(1)-(4) INVESTIGATE/REPORT F 225 A w 5 fO/ (1
58=D | ALLEGATIONS/INDIVIDUALS gf e

483.12{a) The facility must-

{3} Not employ or otherwise engage individuals
who-

(i) Have been found guilty of abuss, neglect,
exploitation, misappropriation of property, or
mistreatment by a court of law,

{ii) Have had a finding entered into the State
nurse aide registry concerning abuse, neglect,
exploitation, mistreatment of residents or
misappropriation of their property; or

{ili) Have a disciplinary action in effect against his
or her professianal license by a state licensure
biody as a result of a finding of abuse, neglect,
exploitation, mistreatment of residents or
misappropriation of resident property.

{4} Reportto the State nurse aide registry or
licensing authorities any knowledge it has of
actions by a court of taw against an employes,
which woudd indicate unfitness for service as a
nurse alde or other facility staff.

(c) In response 1o aflegations of abuse, neglect,
oxploitation, or mistreatment, the facility must;
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Any deﬂden{w’ staternent anding with an astarisk (") dencles a deficlancy which the instiiution may be exsusad from correcting providing it is delermined that { (
other safeguards provide sufficlent protection to the patients, (See instrucions.} Except for nursing homes, the findings stated above are disclosable 8p days

fallewing the date of survay whether or not a plan of correction Is provided. For nursing homes, the above findings and phans of correction are disclosable 14

days following the date these docurmients are made available to ths re E‘:n appfg?lan of correction is requisite to continued
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program participation. M / d;_ / / 7
[

FORM CMS-2667{02-89) Pravious Versions Obsolsle Evern |D.éLF311 Faciiity ID): [AGB47 if continualion sheet Page 1 of7




Preparation and/or execution of this plan of correction does not constitute admission or agreement by
this provider of the facts alleged, or conclusion set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because it is required by the provisions of federal and/or
state law. The plan of correction constitutes our credible allegation of compliance.

F225
$/8=D

1.

Resident #2 has been assessed and found to have no identified health or psychosocial
concerns related to the abuse allegation. The physician and resident representative has
been notified of the allegation.

The abuse protocols were reviewed with the residents at the Resident Council meeting on
5/4/17, and asked the residents to report any concerns immediately to nursing and/or any
administrative staff. Social Service, Director of Nursing and Administrator checked with
residents and no other resident allegations were identified.

On 4/27/2017, the Social Werker and Director of Nursing were educated on the reporting
guidelines of the facility abuse policy and on maintaining investigations. The staff was
educated on the facllity abuse policy and regarding the reporting guidelines for allegations
of abuse on 4/27/2017.

The Administrator, Director of Nursing, Social Worker and/or Designee will complete
random audits of any resident allegations and timely reporting of allegations, weekly for
four weeks, monthly for two months, then quarterly for twa quarters. Results of the audits
will be reviewed at the QAP| meetings for revisions as needed.

Compliance Date: 5/10/17
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(1) Ensure that ali alleged violations invelving
abuss, neglect, exploitation or mistreatment,
including injuries of unknown source and
misappropriation of resident property, are
reporied immediately, but not fater than 2 hours
after the allegation is made, if the events that
cause the allegation Involve abuse of result in
serious bodily Injury, or not later than 24 hours if
the events that cause the allegation do not involve
gbuse and do not restilt in serious bodily injury, to
the administrator of the facility and to other
officials {including to the State Survey Agency and
adult protective services where state law provides
for jurisdicfion In long-term care facilities) in
accardance with State law through established
procedures,

(2) Have evidence that all alleged violations are
thoroughly investigated.

{3) Prevent further potential abuse, neglect,
exploitation, or mistreatment while the
investigation is in progress,

(4) Report the resuits of all Investigations to the
administratot or his or her designated
rapresantative and to other officlals in accordance
with State law, including to the State Survey
Agency, within 5 working days of the incident, and
ifihe alleged violation is verified appropriate
carrective action must be taken.

This REQUIREMENT is not met as evidenced
by:

Based on record review, interviews, and facility
policy, the facility failed to report an allegation of
abuse fo the Department of inspections and
Appeals for 1 of 4 residents (Resident #2). The
facility identified a census of 78 residents.
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Findings include:

According to the Minimum Data Set (MDS) dated
17252017, Resident # 2 had intact cognition. The
MDS dentified Resident #2 required extensive
assistances of two staff to transfer fram one
surface to another and could not ambulate. The
resident had been diagnoses with Parkinson's
Disease, diabstes and stroke.

The Care Plan identified Resident #2 had a
communication problem identified 1/27/2017 and
directed staff to ask yes or no questions andg
menitor for non-varbal communication. The
Resident had anxious behavior symptoms
identified on 11/4/2018.

Observation on 4/26/2017 at 8:55 a.m., revealed
a cerlified nursa aide (CNA) assisted Resident #2
with a urinal; the resident made his/her needs
known. Observation on 4/26/2017 at 10:10 a.m.,
revealed Resident #2 transferred with the
assistance of ons staff from the wheelchair to the
toilet. The resident used his/her right hand to hold
onte the grab bar and had the ability to make
histher needs knawn.

During an interview on 4/20/2017 at 8:15 a.m.,
Resident #2 reported he/she assumed staff were
taking Coca Cola from his/her room. The resident
revealed an Alde hit him/her in the head with the
urinal one evening and that hefshe reported it to
Staff E, LPN (Licensed Practical Nurse). Resident
#2 stated he/she did not know the Aldes name,
and it did not hurt, but it should not have
happaned.

Tha Progress Netes failed to provide
documentation of a physical assessment,
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physician notification, and family notification
regarding the allegation of mistreatment reported
March, 2017.

During an interview on 4/26/2017 at 9:50 a.m.,
Staff C, LPN indicated on 3/31/2017, a CNA
came and reported Resident #2's allegation
regarding the urlnal. Resident #2 told Staff C the
incident occurred two days prior, hef/she had
reported it to Staff E, LPN and Staff E told the
resident that Aide would not care for him/her any
mors. The resident reported no other concerns.

Buring an intervisw on 4/25/2017 at 2:50 p.m.,
Staff E, LPN indicated Resident #2 never
reported a concarn. Staff E knew the resident and
reported anytime the resident had a problem or
cancern, hefshe immediately called family. The
rasident waited for nothing or no-one.

During an interview on 4/26/2017 at 10:35 a.m.,
Staff B, Social Worksr reported he/she learned of
Resident #2's aflegation on a Friday, the end of
March. The DON and her talked to Resident #2
and found inconsistencias with the allegation, The
DON checked the resident's forehead and found
no mark. The rasident failed to name the staff but
knew him/her to be African American.

The DON interviewed Staff F, CNA (Certified
Nurse's Aide) who worked af the time of the
allegation. Staff F denied the allagation and now
worked on another hall,

An interview with Staff F on 4/25/17 at 2;30 p.m.,
rovealed last month [March 2017] she received a
call from the DON. The DON informed Staff F
that Resident #2 alleged during the second shift,
she hit him/her in the head with a urinal, StaffF
reported Staff E was the nurse af the time and
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she {Staff F) wrote a statement at the time saying
that did not ocour.

During an interview on 4/25/2017 at 3 p.m., and
4/26/2017 at 11 a.m., the DON reported she
conducted the investigation involving Resident
#2. Resident #2 reported staff hit him/her in the
head with a urinal. Staff C, LPN revealed
Resident #2 reported the incident and indicated it
occurred a couple of nights prior. Resident #2 told
the DON that the African American staff member
hit him/her in the hgad with the urinal on the
eveniny shift and that he/she reported the
Incident to Staff E, LPN at the time it cccurred.
The DON reported they conducted an
investigation regarding the concern reported
regarding Resident #2. They conducted staff and
resident inlerviews, The DON failed to provide
documeantation the facllity conducted an
investigation, resident assessments after
allegations were mads, and notified physician and
family members.

On 4/27/2017 at approximately 10:30 a.m., the
DON presentad copies of statements wiitten by
staff on 4/26/17 and 4/27/2017. The DON stated
she requested staff write new statements since
hefshe failed to find original statements written at
the fime of the facility investigation.

During an interview on 4/26/2017 at 10:30 a.m.,
the Administrator reporied the Director of Nursing
(DON} and Staff B, Social Worker conducted the
investigation involving Resident #2 and
determined they had no evidence to substantlate
mistreatment. Resident #2 had a histary of
making false allegations, and had reporied the
concarn to Staff E, LPN (Licensed Practical
Nurse) immediately, however Stalf E denied
having been told.
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The facility Abuse Prevention, Identification,
Investigation and Reporting Policy included:
Policy Statement:

All residents have the right to be free from abuse,
neglect, and any physical or chemlcal restraint
not required to freat the resident's medical
symptoms.

The policy identified Resident Abuse under the
Federal Certification Guideline dafined as foliow:
Abuse means the wiliful infliction of injury,
intimidation or punishment with resulting physicat
harm, pain or mental anguish. ingtances of abuse
of ali residents, irrespective of any mental or
physical condition, cause physical harm, pain or
metital anguish. Mental abuse includes but is not
[imited to, humiliation and threats of punishment.
Mistreatiment is defined as inappropriate
trealment. The policy identified the facility is to
repott all allegations of Resident abuse, neglect,

' | exploitaticn, mistrealment, injuries of unknown
origin and misappropriation shall be reported
immediately to the charge nurse. The charge
nurse is responsible for immediately the
allagations of abuse to the Administrator, or
designated representative.

All allegations of Resident abuse, neglect,
exploitation, mistreatment, injuries of unknown
origin and misappropriation shall be reported to
the lowa Department of Inspections and Appeals,
no later than 24 hours If the events that cause the
allagation involve abuse but do not result in
serious bodily injury.

Investigation:

Should an incident or suspected incident of
Resident abuse as defined above be reported or
observed, the administrator or his/her designee
will designate a mamber of management to
investigate the alleged incident. The administrator
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or designee will complete documentation of the
allegation of Resident Abuse and collect any
supporling documents relative to the allaged
Incident.

The investigation should include consideration of
the following, based on circumstances of the
allegations, as applicable;

1. Review the completed documentation of the
aliegation of Resident abuse

2. Review the Resident's medical record to
determine events leading up to the incident

3. If there is Indication that injury has or may have
oceurred, a physical assessment must be
completed by the Director or Nursing or charge
nurse immediately

4. Docurnentation of an physical assessment
conducted will e made in the Resident's chart
and a copy of this documentation will be included
in the abuse investigation file

5, The Director of Nursing or designated nurse
will notify the Residenf's atiending physician of
the alleged incldent, the responsible family
member as documented on the Resident's chart
will be notified of the incident and advised of the
status of the investigation and the actions and
reporting being taken.

7. Interview the persons reporting the Incident
and the alleged perpetratar and document
witness statements.
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