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Correction date $-A5- 17

The following deficlency resuft from the
faciiity's annual health survay,

See the Code of Federal Regulations (42CFR)
Part 483, Subpart B-C. .
F 3231 483.25(d)(1)(2)(n)(1)-(3) FREE OF ACCIDENT F 323
§8=6G | HAZARDS/SUPERVISION/DEVICES

{d) Accidents, 1 é
The facility must ensure that - 1& W

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

{2} Each resident receives adequate supervision
and assistance devicas to prevent accidents.

{n) - Bed Rails. The facility must attempt to use
appropriate alternatives prior to installing a side or
bed rail. If a bed or sida rall is used, the facility
must ensure correct installation, use, and
maintenance of bed rails, including but not limited
to the following elemants,

{1) Assess the resident for risk of entrapment
from bed rails prior to installation.

(2) Review the risks and benefits of bad rails with
the resident or resident representative and obtain
informed consent prior fo installation.

(3} Ensure that the bed's dimensions are
appropriate for the resident's size and waight.
This REQUIREMENT is not met as evidenced

by:
RE

LABORATORY DI /2’3 OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {%B) DATE
7 . A
g bl é/‘,lu Evrocdioe Ding ot 4431 ]

Any deficlency statertant anding with an astedsk (*)@ekoles a deficiency which the inslitullon may be excused from correcting providing & is detesmined that
clher safeguards provide sufficient protection to the Patlants. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a ptan of corraction Is provided. For aussing homes, the above findings and plans of correction are disclosable 14
days following the dale these documents are made avallable to the facility. (f deficiencies are tited, an approved plan of correciion is requisite to continued
program parlicipation.
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Based on record review and staff interview, the
facifity failed to provide adequate supervision to
Resldent #7 in order to prevent falls. The sample
consisted of 5 residents and the facility identifisd
a census of 54 residents.

Findings include;

1. Resident#7 had a quarterly MDS (Minimum
Data Sef) assessment with a reference date of
51817, The MDS indicated the resident had
diagnoses that included Alzheimer's disaase,
anxiety disorder, and history of falling, delusional
disorders, restlessness and agitation. The MDS
recorded Resident #7's Brief Interview for Mental
Status (BIMS) a score of 3. Ascore of 3
represented the rasident had cognitive
impairments. The MDS recorded the resident
required extensive assistance of one staff
membar for bed mobility, transfers, dressing,
hygiene and required total assistance of two staff
members for toilet use. The MDS indicated the
rasident not steady and only able to stabiiize with
slaff assistance when moving from seated to
standing position, walking, moving on and off the
toilet and surface to surface transfers during the 7
day look back period,

According to the annual MDS assessment with a
reference date of 8/2/17, Resident #7's BIMS a
score of 3, indicating severe cognitive
impairment. The MDS recordad that Resident #7
required fimited assistance of one staff member
for transfers, walking and required totat
assistance for dressing, hygiene and toilst use,
The MDS also recorded the Resident had not
besn steady and only able to stabilize with staff
assistance when moving from seated to standing
position, walking, moving on-and off the tollet and
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surface to surface transfers during of the 7 day
lookback period,

Resident #7's Care Plan included a problem of
impaired physical mobility with potential far injury
related to a fractured right hip after a falf and
Alzheimer's dementia with poor regards for
safety. The Care Plan recorded approaches if fall
ocours , assess for injury and notify doctor as
needed, intervene with unsafe decision making,
and staff should anticipate and provide hisfhar
neads.

Update to the Resident #7's Care Plan dated
711717 indicated the resident had fallen in the
bathreom during evening cares and received a
taceration to the forehead and sent to emergency
room and recelved sutures to his/her forehead.

The Nurse's Note dated 5/13/17 recordad the
Cerlified Nursing Alde (CNA) heard someone
exctaim "Cooh" and went down the hall to find
Resident #7 sitting on the floor mat.

A fax to the physician dated 5/13/17 reported
Resident #7 crawled or slipped out of the bed and
on fo the floor mat.

The Care Plan dated 5/15/17 identified an update
that the staff found the resident sitting on the floor
mat next to the bed. The intervention directed
staff to piace a noodle device on the edge of the
bed and change the matiress to a winged
mattress.

The Nurse's Note dated 6/10/17 [during the 2

P.M. to 10 P.M. shift] but recorded at 16:00 p.m.
recorded the staff found the resident on the floor
in the lounge with a laceration to the right side of
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his/her face and transferred to the hospital
emergency room. The resident returned to the
facility from the hospital at 7.50 P.M.

The 6/10/17 CT head impression recorded a
nondisplaced right nasal bone fracture and right
supraorbital lateral laceration,

The Care Plan identified an update on 6/10/17.
The Care Pian indicated the resident had a right
eye laceration due fo a fall and had been santto
the emergency room and sutures placed.

The Care Plan dated 6/12/17 referred io the
6/10/17 Nurse's Note and an intervention fo

educate the staff if the resident in the lounge
area, then someone must be present.

The Nurse's Note dated 7/17/17 recorded
Resident #7 to be sent to the hospital emergency
room.

The facility Resident IncidentfAccident Report
recorded the CNA asaisted Resident #7 with
evening cares when the CNA turned to grab
gloves and Resident #7 fell face first, with an
open area on the right side of the forehead.

The Nurse's Note dated 7/18/17 recorded
Resident #7 returned from the hospital with 14
stiches on the Y shaped laceration.

The Nurse's Note dated 7/19/17 recorded
Resident #7 noted to be throwing up and recaived
a new order to send to the hospital emergency
room. The transfer form identified the recent fell
with a head injury and with emesis and fixed
pupils now. The note indicated the physician
diracted the nurse to send the resident to the
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hospltal emergency room.

On 812317 at 2:58p.m. Staff B, CNA, was
interviewed and stated ha sat the resident on the
toilet to do evening cares and removed the
resident's clothing. Staff B explained he turned
his back to the resident to wash his hands and
obtain a wash cloth. Staff B acknowledged with
his back to the resident, the resident stood up
and fell.

A fax to the physician on 8/14/17 raported shortly
after assisting the residsnt to bed, found the
resident lying on side and in a feta! position on
the floor at the foot of the bed. The resident had
no apparent injuries noted.

A fax to the physician dated 8/16/17 reporied
Resident #7 sat in the lounge in a wheelchair,
stood up and fell on his/her left side.

The Care Plan dated 8/16/17 indicated the
resident had fallen on 8/14/18 and an intervention
added fo keep the Resident#7 up until 8:00 p.m.
and to use a body plllow in bed on the right side
o prevent the resident from self- transferring.
The resident's Care Plan identified an updats on
817117, The Care Plan indicated the resident
had fallen 8/16/17 and raceived a new order for
occupational therapy to make an evaluation for
wheelchair placemant.

483.35(a)(1)-{4) SUFFICIENT 24-HR NURSING
STAFF PER CARE PLANS

483.35 Nursing Services

The facility must have sufficient nursing staff with
the appropriate competencies and skills sets to

F 323

F 353

Cro Albced
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provide nursing and related servicas to assure
resident safety and attain or maintain the highest
practicable physical, mental, and psychosocial
weil-being of each rasident, as determined by
resident assessments and individual plans of care
and considering the number, acuity and
diagnosas of the Facility’s resident population in
accordance with the facility assessment required
at §483.70(e).

[As finkad to Facility Assessment, §483.70(e), will
be implemented beginning November 28, 2017
{Phase 2)]

(a) Sufficient Staff.

{a)(1) The facility must provide services by
sufficient numbers of each of the following types
of personnel on a 24-hour basis to provide
nursing care to all residents in accordance with
resident care plans:

(i} Except when waived under paragraph (e) of
this section, licensed nurses; and

(i) Other nursing personne), including but not
limited to nurse aldes.

{a)(2) Except when waivad under paragraph (e} of
this section, the facility must designate a licensed
nurse to serve as a charge nurse on each tour of

duty.

(a}(3) The facility must ensure that licensed
riurses have the specific competencies and skill
sets necessary to care for residents’ neads, as
identified through resident assessments, and
described in the plan of care.

(a)(4) Providing care includes but is not limited to
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assessing, evaluating, planning and implementing
resident care plans and responding to resident’s
needs.

This REQUIREMENT is not met as evidenced
by:

Based on review of resident council minutes and
resident interview, the facility failed to ensure that
call lights were responded to within 15 minutes.
The facility census was 54 residents.

Findings include:

1. Review of Resident Council Meeting minutes
revealad the following concerns:

a. 6/6/17 documented there were concerns raised
regarding call light answering etiquette and
timing.

b, 7/11/17 documented the residents requested
more attention to call lights.

©. 811117 documented resident comments
regarding call light wait times, the wait is longar at
night.

During group interview completed 8/22/17 at 2:00
p.m. 5 of & residents present stated the response
to call lights was often longer than 15 minutes
and could ba as long as 30 minutes to one hour,

2. The Minimum Data Set (MDS) assessment
dated 7/18/17 recordad Resident #3 had
diagnoses that included diabetes, polyneuropathy
{numbness and weakness), lymphedema {(edema
in arms and legs), and heart failure. The MDS
documented the resident had a Brief Interview for
Mental Status (BIMS) score of 15 out of 15, which
indicated an intact cognition. The MDS
documentad the resident required extensive
assistance of 1 staff for transfers, bed mobility,
and toileting.
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During an interview on 8/22/17 at8:15 a.m.,
Residant #3 reported when he/she placed call
light on, It took up to 50 minutes for staff to
respond. The resident reported he/she had a
clock to know the amount of time it took staff to
respond. The resident stated 50 minutas seemed
too long when he/she needed something or had
to go to the bathroom. The resident also reported
when staff took him/her to the bathroom, he/she
had sat an extended pericd of time on thes toilet
hefore staff returned to assist,

3. The MDE& assessment dated 8/7/17 recorded
Resident #10 had diagnoses that included
carebrovascutar accident (stroke), hemiplegia
{paralysis on one side of the body), peripheral
vascular disease, arthritis, a collapsed lumbar
vertebrae {fower part of the spine), and reduced
mobility. The MDS documented the resident had
a BIMS score of 14 out of 15, which indicated
intact cognition. The MDS documented the
resident dependent on staff for transfers and
toileting, and required extensive assistance of 2
staff for bed mobility. The MDS revealed the
resident had impaired range of motion to the
upper and lower extremity on one side.

In an inferview on 8/21/17 at 10:30 a.m., Resident
#10 reported he/she had waited 60 minutes over
the weekend before staff answered the call light
and provided assistance. Ths resident reported
hefshe had a clock on the wall and tracked the
amount of time it took for staff to respond. The
resident reported the longer response times
happened all of the iime, no specific day of the
week or time of day. The resident alsa stated
hefshe sat in the dining room for an extended
period of time before staff took him/her to room or
another area. The resident reported he/she

F 353
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frequently had to wait more than 20 minutes for
assistance,

483.60(i)1)-{3) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

(i)(1) - Procure food from sources approved or
considered satisfactory by federal, state or local
authorities.

(i} This may include food items obtained directly
from iocal producers, subject to applicable State
and local laws or regulations.

(iiy This provision does not prohibit or prevent
facilittes from using produce grown in facility
gardens, subject to compiliance with applicable
safe growing and food-handling practices.

(iii} This provision does not preclude residents
from consuming foods not procured by the facility,

(i){2) - Store, prepare, distribute and serve food In
accordance with professional standards for food
service safely,

{({3) Have a policy regarding use and storage of
foods brought to residents by family and other
visitors to ensure safe and sanitary storage,
handling, and consumption.

This REQUIREMENT is not met as evidenced
by:

Based on ohservation, the facility failed fo serve
foed in accordance with professional standards
for food safety. The facility reported a census of
54 residents,

Findings include:

F353

F 371
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1. During observation of food service preparation
and serving on 8/22/17 for the noon meal service,
several fadies and scoops were placed on the top
of the steam table lids. Staff A repeatedly used
the scoops and fedies and placed them back on
the solled service until the dietary supervisor
placed clean tin foil on the lids for the implemenis
to be placed.

2. Continued ohservation revealed Staff A
touched several inanimate soited objects with her
gloved right hand then placed a bun on a plate to
serve, put meat on the bun with a scoop, placed
the top of the bun and pushed it into place with
the soiled gloved hand.

3. Observation on 8/22/17 from 12:25 p.m. to
12:38 p.m. revealed Staff A, Distary Cook,
assigned to serve lunch in the Memory Care Unit.
During observations Staff Awore a glove on her
right hand and touched a variely surfaces with the
gloved right hand including, but not limited to,
menu slips (handled by residents and staff),
handles of utensils, and used the gloved hand to
place the top part of buns on sandwiches served
to 5 of 13 residents.

The 2013 Food Code, published by the Food and
Drug Administration and considered a standard of
practice for the food service indusftry requires
single-use gloves be used for only one task, such
as working with ready-to-eat food and used for no
other purpose and discarded when damaged or
soiled or when interruptions occur in the
operation.

F 371
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State survey 2567 Responses
lowa Jewish Senior Life Center
FOO- Completion date- 8-25-17

Preparation and/or execution of this Plan of Correction does not constitute admission or agreement by
the provider the truth of the facts alleged or conclusions set forth in this statement of Deficiencies. The
Plan of Correction is prepared and or executed solely because it Is required by the provisions of federal
and state law.

F323 (G) Free of Accident Hazards/Supervision/ Devices
This facllity denies that the alieged facts as set forth constitute a deficiency under Federal and State law.

The preparation of the following plan of correction for this deficiency does not constitute and should not
be interpreted as an admission nor an agreement by the facility of the truth of the facts alleged or
conclusions set forth in the statement of deficiencies. The plan of correction prepared for this deficiency
was executed solely because provisions of the State and Federal law require it.

With respect to resident # 7 and all other similarly situated residents, the facility will provide adequate
supervision to prevent avoidable accidents with injury.

Staff education was done with all staff. Review of all fall risk patients was done immediately. Fall risk
patients will be monitored on an ongoing basis by the DON/Designee for one month and Quarterly at
QA meetings.

F 353 (E) Sufficient 24-hr Nursing Staff per Care Plans
This facility denies that the alleged fact as set forth‘constitute a deficiency under Federal and State law.

The preparation of the following plan of correction for this deficiency does not constitute and should not
be interpreted as an admission nor agreement by the facility of the truth of the facts alleged or
conclusions set forth in the statement of deficiencies. The plan of Correction prepared for this deficiency
was executed solely because provisions of the State and Federal law require It.

With respect to residents number # 3 and # 10 and all other similarly situated residents the facility will
provide adequate call light response. Staff Education was done with all staff. Facility will do random cal
light audits by both Nursing and non-nursing personnel to assure call lights are answered promptly with



the 15 minute time frame. Monitoring of the call lights will be done on a random dally hasis and
reviewed weekly and at Resident Council meetings held, The DON/designee will review compliance on a
weekly basis for one month and then quarterly at QA meetings for two meetings.

F-371 ( E) Foad Procure, Store, Prepare/ Serve
The Facility denies that the alleged fact as set forth constitute a deficiency under Federal and State Law.

The preparation of the following plan of correction for this deficiency does not constitute and should not
be interpreted as an admission nor agreement by the facility of the truth of the facts alleged or
conclusians set forth in the Statement of deficiencies. The plan of correction prepared for this deficiency
was executed solely because provisions of the State and Federal law required it.

Staff A and all other dietary staff have been Educated on proper food handling with Utensils, barrlers
and glove usage when applicable, Monitored by the Food Services Supervisor/ designee on a random
basis and weekly for one month and then quarterly at QA meeting for two meetings,



F323 (G) Free of Accident Hazards/Supervision/ Devices
This facility denies that the alleged facts as set forth constitute a deficiency under Federal and State law.

The preparation of the following plan of correction for this deficiency does not constitute and should not
be interpreted as an admission nor an agreement by the facility of the truth of the facts alleged or
conclusions set forth in the statement of deficiencies. The plan of correction prepared for this deficiency
was executed solely because provisions of the State and Federal law require it.

With respect to resident # 7 and all other similarly situated residents, the facility will provide adequate
supervision to prevent avoidable accidents with injury.

Staff education was done with all staff. Review of all fall risk patients was done immediately. Fall risk
patients will be monitored on an ongoing basis by the DON/Designee for cne month and Quarterly at
QA meetings.



