DEPART

MENT OF INSPECTIONS AND APPEALS

PRINTED: 06/15/2017
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/GLIA
IDENTIFICATION NUMBER:

570617

B, WING

{X2) MULTIFLE GONSTRUCTHON
A, BUILDING:

{X3} DATE SURVEY
COMPLETED

C
06/08/2017

MAYVIL

NAME OF PROVIDER OR S8UPPLIER

136 36TH AVENUE SW
CEDAR RAPIDS, 1A 52404

STREET ADDRESS, CITY, STATE, ZIP CODE

- ayiD
PREFIX
TAG

-+ SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

CRGSS-REFERENGED TO THE APPFROPRIATE

PROVIDER'S PLAN QF GORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

{X5)--- -
COMPLETE
DATE

DEFICIENCY)

R 000

R 266

Inftlal Comiments

The following deficlencles were cited during the
investigation of complaint 67475-C,

57.7(5)b General Requirements
481-57.7(135C) General requirements.
57.7(5) The licensee shall:

b. Be responsible for compliance with all
applicable laws and with the rules of the
department. {1, 1, Il

This REQUIREMENT is not met as svidenced
by:

Based on interview and record review, the facility
falled to ensure all employees received
dependent adult abuss training as mandated by
Chapter 235B. This affected 10 of 10 staff
reviewad who had been employed at the facility
for mora than six months, Findings include:

Chapter 236B requires employses to complete
two hours of fraining relating to the identification
and reporting of Dependent Aduit Abuse within
six months of initial employment and at least two
hours of additional dependent adulf abuse
identification and reparting tralning every five
years using an approved curriculum.

- Review of personnel files falled to reveal any
certification indicating Staff H attended iwo hours
of dependent adult abuse fraining within 6
months of hire. Staff H had a hire date of
9/13/16,
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- Review of personnel files failed to reveal any
ceitification indicating Staff J attended two hours
of dependent adult abuse training within 6
months of hire. Staff J had a hire date of 8/13/16.

~ Review of persannel files failed to reveal any
certification indicating Staff M attended two hours
of dependent adult abuse training within 6
months of hire, Staff M had a hire date of
10/13/16.

- Review of personnel fifes failed to reveal any
certification indicating Staff N attended iwo hours
of dependent adult abuse fraining within 6
months of hire. Staff N had a hire date of 8/9/16.

- Review of personned files falled fo reveal any
certification indicating Staff O attended two hours
of dependent adult abuse training within 6
months of hire. Staff O had a hire date of
10/13/16.

- Review of personnel files failed to reveal any
certification indicating Staff P attended two hours
of dependent adult abuss training within 6
months of hire. Staff P had a hire date of 8/6/16.

- Review of personnsl files failed o reveal any
certification indicating Staff Q attended two hours
of dependent adult abuse training within 6
months of hire. Staff Q had a hire date of
4/21/16.

-~ Raview of personnel files failed to reveat any
ceriification indicating Staff R attended two hours
of dependent adult abuse training within 6
months of hire, Staff R had a hire date of
10/13/16.
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- Review of personnel files failed to reveal any
certification indicating Staff T attended two hours
of dependent adult abuse tralning within 6
months of hire. Siaff T had a hire date of 9/24/16
- Review of personne! files failed 1o reveal any
certlfication indicating Staff W attended two hours
of dependent adult abuse training within @
months of hire. Staff W had a hire date of
10/20/18.
The Adminlstrator and Staff C conflirmed these
findings In an interview on 5/9/17 at 2:20 PM.
R 358 R 358

57.11(3) Personnasl
481-57.11(135C) Personnel.

57.11(3) Employee criminal record checks, child
abuse checks and dependent adult abuse
checks and employment of Individuals who have
committed a ¢rime or have a founded abuse. The
facility shall comply with the requirements found
in iowa Code section 135C,33 as amsnded by
2014 lowa Acts, chapter 1040, and rule
481-50,9{136C) related to completion of criminal
record checks, child abuse checks, and
depandent adult abuse checks and to
employment of individuats who have committed a
crime or have a founded abuse. (111, 11}

This REQUIREMENT is not met as gvidenced
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by:
Based on inferview and personnei record review,
the facility failed to comply with requlrements
relafed to employee background checks found in
lowa Administrative Code 481~ Chapter 50(9)3.
Findings Include:
Areview of persannel records revealed the
facility falled to ensure eriminal record, child
abuse and dependent adult abuse chacks were
completed prior to hire as required by lowa Code
Administrative Code rule 481-50.9{3) for 22 of 26
employees reviewed (S1aff A, B, G, D, E, F, G, H,
LLKLNOPQSTUYYandZ). The
Administrator confirmed this finding on 5/8/17 at
2:20 PM.
See deficiencies under 50.9(3) and 50.9(5)
R 580, R 580

57.16(2)c Medlcal Examinalions
481-57.16(135C) Medical examinations.

67.16(2) Each resident admitied to a residential
care facility shall have a physical examination
prior to admission. (I, HI}

c. Screening and testing for tuberculosis shall be
conducted pursuant to 481-Chapter 58, {1, II, 1§}

This REQUIREMENT Is not met as evidenced
by:

Based on interview and record review, the facility
falled to comply with requirements related to
tuberculosis testing found in lowa Administrative
Code 481 ~ Chapter 59. Findings Include:
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A review of resident files reveated the facility
failed to complete TB screenings as required by
lowa Code Adiministrative Code rule 481-59.8(2)
for 8 of 10 residents reviewed admitted during
the past three months (Residents #6, #7, #9,
#10, #11, #13, #14 and #15). The DON
confirmed this finding on 5/10/17 at 2:50 PM.
See deficlency under 59.8 (2).
R 640 R 840

57.17(3)d Records

481-57.17(135C) Recoyds,
57.17(3) incident record.

d. An Incident report shail be completed for every
accident or incident where there is apparent
injury or where an injury of unknown origin may
have occurred. (Il

This REQUIREMENT is not met as avidenced
by:

Based on recard review and interview, the facility
faited to complete required incldent reports for 1
of 2 residents reviewed regarding falis. Findings
follow:

Review of progres notes revealed Resident #6
was found laying on the floor an 4/28/17 with
radness to the back of the head and a bruise on
the left shoulder. On 4/29/17, Resident #6 was
found laying on the floor. The resident was
hleeding from the right side of the head. An
ambutance was called and Resident #6 was
admitted to the hospital and then transferred 1o a
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nursing facility. No incident report was written for
aither fall.
The DON confirmed this finding on 5/10/17 at
2:50 PM,
R 726| 57.19(3}a Drugs R726

481-57.19(135C) Drugs

57.19(3) Drug administration-authorized
personnel.

a. A properly frained person shall be charged
with the responsibility of administering
medications as ordered by a primary care

‘provider. (11, If)

This REQUIREMENT is not met as evidenced
by:

Based on interviews, the facility falled to ensure
medications were always administered fo
residents by properly frained staff, Findings
Include:

Confidential interview #1 on 5/8/17 at 1:50 PM
revealed this person did not have the proper
education to administer medication to residents
of the facility. Hefshe recalled being asked by a
medication aide to admininister medication o two
residents on one occasion when the medication
aide was ill, The medication alde chatted on the
Medication Administration Record {(MAR}) that
they had administered the medication
themselves, according to the intarviewse. The
interviewee could not recall the specific date of
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this incident.

Confidential Interview #2 on 5/9/17 at 8:10 AM
revealad this person did not have the proper
education to administer medication to residents
of the facility, He/she recalled belng asked by a
medication aide {o distribufe medication to
residents on "several® instances when the facility
was short staffed. The medication aide charled
on the MAR that they had administered the
medication themselves, according to the
Interviewee. The interviewee could not recall any
specific dates this cceurred.

Confidential interview #3 on 5/11H17 at 3:20 PM
revealed this person recalled seeing individuals
hired as Residential Aides {hon medication aides)
pass medication o residents on a few occasions,
No specific dates were known.

During an Interview with the Administrator and
DON on 5/8/17 at 3:40 PM, they denied being
aware of a time when a non-certified medication
aide adminitersed medications fo residents, The
Administrator stated when a medication aide was
unable to work, individuals from a temporary
nursing agency were hired to fill In at the facility,

50.9(3) Background checks

481-50.9(135C} Criminal, dependent adult
ahuss, and child abuse record checks,

50.9(3) Requirements for employer prior to
employing an Individual. Prior to smployment of a
person in a fachlity, the facility shall request that
the department of public safety perform a
eriminal history checlc and the department of
human services perform child and dependent

R 726

c203
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adult abuse record checks of the person in this
state,

This REQUIREMENT is not met as evidenced
by:

Based on Interview and personnel record review,
the facility falled fo complete criminal history
checks and/ar child and dependent adult abuse
regisiry checks prior ic employment for 22 of 26
employees reviewed. Findings include:

Review of smployes files revesaled the following:

1) Staff A (Administrator) was hired on 1/16/17,
Child and dependent adult abuse registry checks
were not completed through the Department of
Human Services (DHS) until 1/20/17. A criminal
histary check was not completed through the
Division of Criminal Investigation {DCI} until
B/9M7.

2) Staff B {Director of Nursing) was hired on
3/20/17. Child and dependent adult abusa
registry checks were not completed through DHS
until 5/10/17.

3) Staff G was hired on 3/6/17. Child and
dependent adult abuse ragistry checks were not
completed through DHS until 5/10/17,

4) 8taff D was hired on 4/18/17. Child and
dependent adult abuse registry checks were not
completed through DHS until 5/10/17. A criminal
histoty check was not completed through DCI
until 4/24/17.
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5) Staff E was hired on 2/28/17. Child and
dependent adult abuse registry checks were not
completed through DHS until 5/10/17. A criminal
history check was not completed through DCI
until 5/9/17,

8) Staff F was hired on 3/6/17. Child and
dependent adult abuse registry checks ware not
completed through DHS untlf 5/10/17. A criminal
history check not was completed through DCI
uniil 5/9/17, This check revealed a criminal
history.

7) Staff G was hired on 4/4/17. Child and
dependent adult abuse registry checks were not
completed throtgh DHS until  4/10/17. The
checks revealed the individual was on the child
abuse registry.

8) Staff H was hired on 9/13/16. Child and
dependent adult abuse registry chacks were
completed through BHS on 3/8/16, more than 30
days priar to employment, A crlminal history
check not was completed through DCI untfl
5M0MT.

9) Staff [ was hired on 2/27/17. Child and
dependent adult abuse registry checks were not
completed through DHS uniil 5110417,

10) Staff J was hired on 9/13/18. Griminal,
dependent adult abuse and child abuse record
checks have not been conducted.

1) Staff K was hired on 12/12/16. Actiminal |
history check not was completed through DCH
until 5/8/17. This check revealed a criminal
history.

G203
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12) Staff L. was hired on 4/28/17. Child and
dependent aduif abuse registry checks wers not
completed through DHS until 5/10/17. A criminal
history check not was complsted through DCI
untit 5/9/17. This check revealed a criminal
hislary.

13) Staff N was hired on 8/8/16. Child and
dependent adult abuse registry checks were not
compleled through DHS until 8/10/18. A criminal
history check not was completed through DCH
unfit 8/10/186.

14) Staft O was hired on 10/13/16. Child and
dependent adult abuse reglstry checks were not
completed through DHS untll 1/20/17. A criminal
history check not was completed through DCI
until 5/8/17.

15) Staff P was hired on 8/6/16. Child and
dependent adult abuse registry checks were not
completed through DHS un#ll 5/11/17. A criminal
hiztory check not was completed through DCI
until 511117,

18) Staff Q was hired oh 4/21/16. No child
abuse or dependent aduit record check had been
completed. A criminal history check not was
completed through DCI until 5/9/17.

17} Staif S was hired on 11/23/16. A criminal
history check was not completed through DCI
until 5/9H7.

18) Staff T was hired on 8/24/16. Chlid and
dependent adult abuse registry checks were not
completed through DHS until 8/10/17. A criminal
history check was rnot completed through DGl

G203
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until 5/8F17,

19} Staff U was hired on 4/18/17. Child and
dependent adult abuse registry checks were not
completed through DHS until 5/10/17. A criminal
history check was not completed through DCI
until 4/24/17.

20) Staff V was hired on 3/16/17. Child and
dependent adult abuse-registry checks were not
completed through DHS unfil 5/10/17. A criminal
history check was not completed through BGl
until 5/10/17. This check revealed a criminal
history.

21) Staff Y was hired on 4/28/17. Child and
dependent adult abuse tegistry checks were not
completed through DHS until 5/10/17. The record
check revealed the individual was on the child
abuse registry. A criminal history check was not
completed through DCI until 5/4/17.

22) Staff Zwas hired on 5/5/17. Chlld and
dependent adult abuse registry checks were not
completed through DHS until 5/15/17. A criminal
history check was not completed through DCI
untll 5/9747. This check revealed a eriminal
history.

Interview with Staff C on 5/9/17 at 3:55 revealed
this persan's job duties included sending out the
background check requests to the Department of
Human Setvices. Staff G reported she thought
employeas could start working as soon as the
raquest was faxed to DHS, not after it was
returned by DHS,

The Administrator confirmed these findings In an
interview on 5/9/17 at 2:20 PM. The

C 203
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Administrator stated records of background
checks may have been misplaced by previous
administrators.
C 208] 01-50.9(3)c Background Checks C 208

481-50.9(135C) Criminal, dependent adult
abuse, and child abuse record checks.

50.9(3) Requirements for employer prior to
employing an Individual, Priar to employmant of a
person in a facllity, the facllity shall request that
the department of public safety perform a
ctiminal history check and the department of
human services perform child and dependent
aduit abuse record checks of the person in this
state,

c. If a person being considered for employment
has been convicted of a crime. If a person being
constdered for employment in a facliity has been
convicted of a crime under a law of any state, the
department of publlc safety shall notify the facliity
that upon the request of the facility the
department of human services will perform an
evaluation to determine whether the crime
warrants prohibition of the person's employment
in the facility.

This REQUIREMENT Is not met as evidenced
by:

Based on interview and personnel record review,
the facility failed to ensure evaluations were
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Continued From page 12

obtained from the Depariment of Human
Services (DHS) for 3 of 8 employees reviewed
who had a criminal history (Staff G, |, M).
Findings include:

Review of staff files revealed 8 employses who
had a criminal history. The criminal history record
checks for 5 of these individuals were completed
on 5/8/17 therefore the facility had hot yet been
able {o secure the required evaluation from DHS,
Findings for the other 3 staff are as follows:

a.) Staff G was hired on 4/4/17. A background
chack completed on 4/4/17 revealed a criminal
record, The faclllty failed to secure an evaluation
by DHS to determine whether or not the
individual eould work at the facliity.

b.) Staff | was hired on 2/27/17, A background
check completed on 2/27/17 revealed a criminal
recard, The facliity falled to secure an evaluation
by DHS to determine whether or not the
individual could work at the facliity.

c.) Staff M was hired on 1013/16. A background
check compietad on 10/12/16 revealed a criminal
record, The facility failed fo secure an evaluation
by DHS to determine whether or not the
individual could work at the facility.

The Adminitrator confirmed these findings on
5/10/17 at 4:35PM.

01-50.8(3)d Background Checks

481-50.9(135C) Criminal, dependent adult
abuse, and child abuse record checks.

G 206

G 2067
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FORM APPROVED

50.98(3) Requirements for employer priot to
employing an individual. Prlor fo employment of a
person in a facility, the facility shall request that
the department of public safety perform a
criminal history check and the department of
human services perform child and dependent
adult abuse racord checks of the person in this
state.

d. If a persen belng considered for employment
has a record of founded child or dependent aduit
abuse. If a department of human services child
or dependent adult abuse record check shows
that a person being considered for employment
in a facility has a record of founded chlid or
dependent adult abuse, the department of
human services shall notify the facllity that upon
the request of the facility the department of
human services will perform an evaluation to
determine whether the founded child or
dependent adult abuse warrants prohibition of
the parson's employment in the facility

This REQUIREMENT Is not met as evidenced
by:

Based on interview and personnel record review,
the facility fafled to ensure an evaluation was
obtained from the Department of Human
Services (DHS) for 1 of 2 smployees reviewed on
the child abuse registry (Staff G). Findings
include;

Review of staff flles revealed 2 employees who
were o the child abuse registry. The child abuse
check for one of these staff was completed on
5/10/17 therefore the facility had not been able to
secure the required evaluation from DHS.
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‘ DEFIGIENCY)
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Continuad From page 14
Findings for the other staff are as follows:

An sbuse registry check complated on 4/10/17
revealed Staff G was on the child abuse registry.
The facility falled to secure an evaluation by DHS
to determine whether or not the individual could
work at the facility.

The Administrator confirmed the above finding on
5f10/17 at 4:35 PM.

59.8(2) Baseline TB screening for residents

481-59,8(135B,135C) Baseline TB scraening
procedures for residents of health care faciiities.

59.8(2) All residents shall be assessed for
current symptoms of active TB disease upon
admission, Within 72 hours of a resldent's
admission, bassline TB testing for infection shail
be Initlated unless bassline TB testing occurred
within three months prior o the resident's

admission.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, the facility
failed to complets baseline tubsrculosis (TB)
testing for 8 of 10 residents reviewed admitted
during the past three months (Residents #8, #7,
#9, #10, #11, #13, #14 & #15), Baseline TB
screening consists of two components: (1)
assessing for current symptoms of active TB
disease and (2} using two-step TST of a single
IGRA to test for infection with M. fuberculosis.
Findings include:;

G207

§ 129
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Resident #6's file revealed an admission date of
3/29/17. No TB screening was completed,
Resident #7's fife revealed an admission date of
3/16/17. No TB screening was completed.
Resident #2's flle revealed an admission date of
4/14{17. No TB screening was completed.
Resldent #10's file revealed an admission date of
4/13M17. No TB screening was completed,
Resident #11's file revealed an admission date of
2/14/17. No TB screening was completed.
Resident #13's file ravealed an admission date of
3M7M17. No TB screening was completed.
Resident #14' file revealed an admission date of
4/28M17. No TB screening was completed.
Resldent #15's file revealed an admission date of
2114117, No TB sereening was completed.

Interview with the DON on 5/9/17 at 3:40 PM
revealsd she was not aware of Chapter 59 and
the requirement for TB screenings for newly

| admitted residents, The DON confirmed the

findings during an interview on 5/10/17 at 2:50
PM.

136 36TH AVENUE SW
MAYVIL
CEDAR RAPIDS, IA 52404
o) ID SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF GORREGTION 6]
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX’ (EACH CORRECTIVE AGTION SHOULD BE COMPLETE
ma REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
S 128| Continued From page 15 5129

DIVISION OF HEALTH FACILITIES - STATE OF IOWA

STATE FORM

8539

HPFH3H

if continuation shest 96 of 16



{Q‘L@Mﬂ

Facility will ensure that all employees receive dependent adult abuse training as mandated by Chapter 2358, Chapter
235B requires that employees complete two hours of training relating to the identification and reporting of Dependent
Adult Abuse within six months of Initial employment and at least two hours of additional dependent aduit abuse

identification and reporting training every five years using an approved curriculum.

In respeét to ROGD — R 266 L .

To correct this deﬁciency, a senfor staff member hqs taken the “train the trainer"; class throggh the Department of
Human Services and gbtteh ébprovél tc; use the Cur‘riculurr.l'APPROVAL NUMBER: #3,21)_2.; EFFECTIVE DATES: May
15, 2017- May 15, 2020, . S et

Several class times have been posted and all staff are required to sign up for one of the classes, or to bring in a certificate

showing that they have compleied the dependent adult abuse course during the last 5 years. The plan is 1o offer these

classes going forward every 4 months so that new employees can attend as well as other employees that need to renew

their certificate,

Facility will complete Employee criminal record checks, child abuse checks and dependent adult abyse checks and
employment of individuals who have committed a crime or have a founded abuse. The facility shall comply with the
requirements found in Towa Code section 135C.33 as amended by 2014 Towa Acts, chapter 1040, and rule 481-50.9(135C)
refated to completion of criminal record checks, child abuse checks, and dependent adult abuse checks and to employment

of individuals who have committed a crime or have a founded sbuse,

In respect to ROO0 — R358, C203, C206, & C207

To coriect this deficiency the administration has accessed the SING website (Single Contact License & Background
Check). This website allows the administration, once a release form has been filled out and signed by prospective
employees, to run criminal background checks and child abuse or dependent adult abuse checks quickly before hiring
employees. Those applicants that have been convicted of a crime will fill out an evaluation form that will be sent to the
Department of Human Services to determine whether the crime warrants prohibition of the persons employment in the
facility. Those applicants that have been found to be on the child abuse registry or the dependent adult abuse registry will

also fill out an evaluation form that will be sent to the Department of Human Services to determine whether the abuse

warrants prohibition of the persons employment in the facility.

In respect to $129

All new residents will be screened for TB within 72 hours of admission into the community, The first step to the
assessment will be observation for possible symptoms, along with a 2 atep TB testing method. All information,
observations and results will be documented within the residents” chatt.

In respect to R640

Every incident/accident wili have an incident/accident report filled out Immediately after the occurrence has been found
and the situation made safe for hoth staff and resident. These reports include any incident even if it was unobserved and
the injury found was of unknown origin. These reports will be filled out by the CMA, LPN or Nurse on duty at the time of
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the incident, with statements aitached written by the person who faund the resident, Family or POA and the primary
physician wil be notified immediately once the situation has been made safe, and charting will be compieted in the
residents file,
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