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Accura Healthcare of Sioux City does
The following deficiencies are the result of a . ensure that alleged violations involving
complaint investigation conducted mistreatment, neglect, or abuse are
6/15/17-6/22/17. Complaint 68726-C was not reported immediataly to the
substantiated. 88767-C was substantiated. See Administrator or the facility and to other
Cade of Federal Regulations (42 CFR) Part 483, officials in accordance with state law
Subpart.B-C, through established procedures.
F 225 | 483.12{a)(3){4)(c)(1)-(4) INVESTIGATE/REPORT F 225
§5=D | ALLEGATIONS/INDIVIDUALS 1. Resident #1 remains in the facility
o and has been free of abuse, Staff
463.12(a) The facility must- meeting was conducted on 6/13/17
{3) Not employ or ofherwise engage individuals in which ab_use reporting was ?ddreSl?Ed’
who- 2. Counseling was conducted immediately
to all 3 employees involved on proper

reporting time and reporting all allegations
of abuse, immediately to charge nurse
per facility policy.

3. Abuse reporting procedure will

(i) Have been found guilty of abuse, neglact,
exploitation, misappropriation of property, or
ristreatment by a court of law;

(ii} Have had a finding entered info the State continue to be part crientation of all staff
nurse aide registry conceming abuse, neglect, upon hire.

exploitation, mistreatment of residents or 4.Quality assurance team will monitor al
misappropriation of their property; or allegations of abuse and timely reporting.

Date of Correction 6/23/17
{iii) Have a disciplinary action in effect against his
or her professional license by a state licensure
body as a result of a finding of abuse, neglect,
exploitation, mistreatment of residents or
misappropriation of resident property.

{4) Report to the State nurse aide registry or
licensing authorities any knowledge it has of
actions by a court of law against an employee,
which would indicate unfitness for service as a
nurse alde or other facllity staff.

(c} In response to allegations of abyse, neglect,

exploitation, or mistma%%sﬂity must:

LABORATORY WHEPRESENTAHVES SIGNATURE / TIME (X6) DATE
ﬁ7 iy 18 [ A/ 06/29/2017

Any dofi cie moent endinéw%gn/astaﬂsk (*) denotes a deficiency which the insfitution may ke excused from corredlng pmvld!ng it is datermined that

other safeguards provide sufficient p fon 1o the patlents. (Gee Instructions.) Except for nursing homes, the findings siated above ara disclosable 80 days
following the date of survey whether or fict a plan of comection is provided. For nursing homes, the above findings and plans of correctlon are disclosable 14

days following (e date these documents are made availablo 1o the facllity, [f deficiencies are cited, an approved plan of comesticn is requisite to continued

program pariicipation,
/OQ { qee ehlw'/ 2 /I_ﬂ /'I' vz \Lfl\ﬂ/m.;x cere T
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{1) Ensure that sl alleged viclations involving
abuse, neglect, exploitation or mistreatment,
including injuries ‘of unknown source and
misappropriation of resident property, are
reported immediately, but not later than 2 hours
after the alfegation is made, if the events that
cause the allegation involve abuse or resuit in
serious bodily injury, or not later than 24 hours i
the events that cause the.allegation do not involve
ebuse and do not result in.serfous bodily injury, to
the administrator of the facility and to other
officials (including to the Stale Survey Agency and
adulf protective services where siate law provides
for jurisdiction in long-term care facilities) in
accordance with State law through established .
procedures.

{2) Have evidence that all alleged violations are
thoroughiy investigated.

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

(%) Report the results of all investigations to the
administrator or his or her designated
representative and to other officials in accordance
with State law, including to the State Survey
Agency, within 5 working days of the iricident, and
if the alleged violation is verified appropriate
corrective action must be taken.

This REQUIREMENT is not met as evidenced
by:

Based on record review, staff interviews and
review of facility policy and procedures, the facility
failed to report allegations of possible abuse to
the lowa Department of inspections and Appeals
(DiA) within 24 hours (Resident#1). The.sample

F225
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consisted of 4 residents and the facility reported a
census of 41 residents.

Findings include:

Resident #1 had a MDS {Minfmum Data Set}
assessment with a reference date of 6/14/17.
Resident #1 scored 3 on the Brief Interview for
Mental Status (BIMS). A score of 3 identified the
resident had a severe cognitive impalrment. The
MDS Indicated the resident's diagnoses included
Alzheimer's disease, underweight, and an anxiety
disarder. The resident required extensive of two
staff members for bed mobility, fransfers,
dressing, and toilet use. Resident#1 required
extensive assistance of one staff member with
personal hygiene and bathing, The MDS
identified Resident used a wheelchair for mobility.

A late entry Progress Note by Staff D, licensed
practical nurse (LPN) for 6/11/17 idenfified the
restdent exhiblted ncreased agitation at 1:45 PM,
headed for the front door and stated hefshe was
going to blow the place up. The staff redirected
the resident to the nursing station while the
resident grabbed the handrails in the hall and
standing and yelling the same thing. The staff
gave the resident a scheduled Lorazepam
{anti-anxiety medication) at 3:10 PM, The
progress note further documented the agitation
continued to increase with the residant swinging
his/her fist, kicking and yelling at the nurse's
statlon. The aides took the resident to histher
roam. The Hall 160 nurse assisted Staff D to
give a Haldel (anti-psychotic madication)
injection,

On 815217 at 11:35 AM, the Administrator was
Interviewed and stated on 6/11/17, Staff A (LPN)
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notified him that a certified nursing assistant
{CNA) struck a resident approximately 2 or 2.6
hours ago. The Administrator stated the shift
ended at 6:00 p.m. for the nursing assistant
involved in the incident. The incident happened
about 4:45 p.m. The Administrator stated he
came to the facility and contacted the police. The
police officer informed the Adminisfrator that
there was no abuse. The Administrator said he
did nof report the incident to the lowa Department
of inspection and Appeals since the detalls were
so gray. The Administrator stated the resident did
not have injurles and the facility suspended the
nursing assistant involved. The Administrator
stated he conducted an In-service to the staff on
6/13/17 about resident rights and abuse.

On 8M19/17 at 1:40 PM, Staff A was interviewed
and stated she called the Administrator at
approximately 8:00 PM after Staff B, CNA and
Staff C, CNA reporied the incident fo her. The
Administrator stated the staff weren't quite sure if
the incident was seif-defense on the CNA's part
because the resident had been very combative
and hitting the CNA.

On 8M9/17 at 1,60 p.m., Staff B {CNA) was
interviewed and stated Resident #1 punched at
the sides and had been hit many times by this
resident. Staff B stated she pulled the resident
backwards in the wheelchalr from the nurse's
station to the resident's room. Staff B stated she
did this because hisfher feet were down. Staff C
came into the room and stood the resident from
the wheeichair (this can cause further agitation to
a resident), The resident raised hisfher right
hand up o Staff E's face but did not see contact
with Staff E. Staff E raised an open hand and
made contact with the resident's left cheek and
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with her right hand, Staff B stated she heard a
pop and she did not know if Staff E blocked a hit.
Staff B stated she woutld back off if the resident
seemed agitated. Staff B stated she waited to
report this but didn't want to believe this had
happened. Staff B stated the resident had no
marks on hisfher face but should have reported
this incident right away. Staff B stated she
reported this to Staff A around 7:20 p.m. and the
Incident occurred at 4:45 p.m.

On 6M9M7 at 11:11 a.m. Staff C (CNA) was
interviewed and stated the door of the resident's
room.opened and she turned to see what was
happening. The resident seemed calm then.
‘The resident was incontinent and-she saw Staff
E's hand come down and heard a skin to skin
sound but did not see a slap. Stalf E wanted to
change the resident's brief and the resident said
*no you are not". Staff G instructed Staff E to
leave the resident alone until he/she is calm.
Staff E stayed with the resident until he/she
calmed down and then she changed his/her brief.

On 6207 at 2:29 p.m., Staff E (CNA) was
Interviewed and stated Resident #1 will become
very combative and non-compliant. Staff E stated
she wotked on 611417 from 6:00 a.m. untit 6:00
p.m. Staff E stated the resident became agitated
about 3:00 p.m. and wanted to go home. The
resident got close to the nurse's station to pull
himselffherself up from the wheelchair. StaffE
locked the wheelehair wheels and heid the chair
on one side. The resident began to hell and
cussed for 40 minutes. Staff B stated she and
Staff B {aok the resident to his/her room.

Staff E stated she stayed in front of the resident
and pushed the chair down the hall with feet
dragging. The resident's gray sweat pants were
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solled with urine. The urine leaked through the
brlef and pants. Staff E stated when she went to
open the room door; the resident punched Staff E
in the chin. The resident grabbed her under the
left eye and Staff E put hand up to pull his/her
hand off of her face. Staff E stated the other
hand came up to block spitting in her face. Staff
E stated her hand brushed the resident's left side
of face, Staff E stated she waited 40 minutes at
the foot of the resident's bed for him/her to setile
down. Staff E stated she could never change the
resident's brief. Staff E stated after the resident
settled, she took the resident to the dining room.

Review of the facility policy and procedure titled
Abuse Prevantion, identification, Investigation
and Reporting, effective 4/14/17, documented all
allégations of resident abuse, neglect,
exploitation, mistreatment, injuries of unknown
origin, and misappropriation should be reported
Immediately to the charge nurse. The charge
nurse Is responsible for Immediately reporting the
allegations of abuse to the Administrator or
designated representative.

All allegations of resident abuse shalt be reported
to the lowa Depariment of Inspections and
Appeals (DIA) not [ater than two (2) hours after
the allegation is made. All allegations of resident
neglect, exploitation, mistreatment, injurfes of
unknown origin and misappropriation shall be
reported to the lowa Depariment of Inspections
and Appeals, not later than two (2) hours after the
allegafion is made, if the events that cause the
allsgation result in serious bodlly injury or not later
than twenty-four (24) hours If the events that
cause the allegation invalve neglect, exploitation,
mistreatment, injuries of unknown origin and
misappropriation, but do not result.in bodily injury,

F225
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Review of the lowa Department of Inspactions
dnd Appeals form titled Intake Information,
identifisd the facility reported the allegation on
6/14/17 at 8:00 a.m. and at 10:43 am.
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