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Cormrection Date lo

F 000
V/ The following deficiencies are the result of the
annual heaith survey and investigation of 668223-|,
( 701186-l, 67379-1, 86712-1, 66708-I, 69140-C,
65603-C, 69134-C, conducted 10/2/17-10/5/17,

Substantiated: 667121, 67370-), 65603-C

Not substantiated: 66708-], 68223-(, 70186-C,
69140-C, 69134-C

483.12(a)(3)(4)(c)(1)-(4) INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS

F 225
88=D

483.12(a) The facility must-

(3) Not employ or otherwise engage individuals
who-

i) Have been found guilty of abuse, neglect,
sxploltation, misappropriation of property, or
mistreatment by a court of law;

(i) Have had a finding entered Into the State
nurse alde registry concemning abuse, neglect,
exploitation, mistreatment of residents or
misappropriation of their properiy; or

{iii) Have a disciplinary action in effect against his
or her professional licsnse by a state licensure
body as a resuli of a finding of abuse, neglect,
exploltation, mistreatment of residents or
misappropriation of resident property.

{4} Report to the State nurse aide registry or
licensing authoritles any knowledge It has of
actions by a court of law against an employee,

F 000

F 225

LABORATOR) PIRECTOR'S OR Pﬂj\?RJ’SUPPLIER REPRESENTATIVE'S SIGNATURE
-,

(X6) DATE
10/20/2017

TITLE

Adyntonl $drades

Any deficiency statement ﬁding with an astarisk {*) denoles a deficiancy which the Institution may be excused from comacting providing It is deterrnined that

other safeguards provide sufficient protection to the patlents. (Ses instructions.) Except for nursing homes, the findings stated above are disclesable 90 days
following the date of strvey whether or not a plan of correction is provided. For nursing homes, the akove findings and plans of corection are disclosable 14

days following the date these documents are made available to 1he facilify, If deficlancies are ¢lted, an approved plan of correction is requislte to continved

program particlpalion,
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reported immediately,

which would indicate unfitness for service as a
nurse akde or other facility staff,

(¢} In response to allegations of abuse, neglect,
exploitation, or mistreatment, the facility must:

(1} Ensure that all alleged violations involving
abuse, naglect, exploitation or mistreatment,
including injuries of unknown source and
misapprapriation of resident property, are

but not later than 2 hours

after the aflegation s made, if the events that
cause the allegatton involve abuse or result in
serious bodily injury, or not fater than 24 hours if

the events that cause the allegation do not involve
abuse and do not result In serious bodily injury, to
the adminlstrator of the facility and to other
officials (including to the State Survey Agency and
adult protective services where state |aw provides
for jurisdiction in Jong-term care facllities) in
accordance with State law through established
procedures.

{2) Have evidence that all alleged violations ara
thoroughly investigated.

(3) Prevent further potential abuss, neglect,
exploitation, or mistreatment while the
investigation is in progress.

{4) Report the resuits of all Investigations to the
administrator or his or her designated
representative and 1o other officials in accordance
with State law, including te the State Survey
Agency, within 5 working days of the Incident, and
if the alleged vivlation is verified apprapriate
vorrective action must be taken,

This REQUIREMENT is not met as avidenced

by:
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Based on record review, Interviews, and facility

nolicy, the facility failed to report an allegafion of
abuse limely to the Dspartment of Inspections
and Appeals for 1 of 12 residents reviewed
(Resident #11). The facilify identified a census of
47 residents.

Findings include:

1. Record review revealed on 1/14/17 Resident
#11 had been admitted io the facllity for skilled
care for a fracture of the right ankle. According io
the physician ' s order dated 1/1/4/1 7, the
resident to recsive Oxycontin (narcotic pain
medication) 10 milligrams (g} twice daily by
mouth,

Review of a written statement signed by Staff C,
Registered Nurse (RN) dated 1/28/17 revealed
Staff C counted narcotics with Staff D, Licensed
Practical Nurse {(LPN), approximately the third
week of January 2017. it was determined by both
hurses the count for the resident's Oxycontin was
over by one 10 mg pill. Staff C stated she
observed Staff D take the extra pill and place it In
her pocket. Staff C also noted in the written
staternent that prior to that time there was an
separate occasion approximately 4 weeks prior to
this Incident were the narcotic count

was off and Staff D again removed the Xanax
{antl-anxiety medication) and put itin her pocket,
Staff C could recall the resident or the dosage of
the Xanax.

During an interview on 10/3/7 at 9:04 am Staff C
reported she witnessed two separate incldents of
Staff D placing extra pills in her pocket, Staff C
stated she saw Staff D remove {residents] pilis
and placed thewm in her pocket, Staff C slated
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Staff D did not say anything when she placed the
pil's in her pocket during either incident. Staff C
stated she did not question Staff D at the fime.
Staff C stated she could not recali which residant
'8 pills it was the first time as it occurred
sometime back in December 2016, Staff C stated
she did not report the incidents fo administration
until she was interviewad later by the facility
administrator becauss of a suspecled drug
diversion. She stated she did not report to the
administration because she was afraid of
retaliation by Staff D,

The facllity Investigation tevealed Staff C reported
she had witnessed Staff D take Resident #11's
Oxycontin from the medication package and fona
separate occasion] Staff D removed a Xanax from
the package and placed thege in her pocket. Staff
C did know which resident the xanax belong to,
The investigation revealed the facliity would
review [timety] reporting expectation with Staff ¢,

During an interview with the Director of Nursing
(DON) on 10/2/17 at 12:45 PM she stated she
would expsct ail staff to report suspected abuse
to their superior Immediately as per facility policy,

Record review of an undated facility policy titled
Dependent Adult Abuse Reporling staff observing
an incident of resident abuse or suspected abuse
must immediately (within 24 hours) report such
incidents to the Depariment of lhspections and
Appeals and the charge nurse,

Il. Based on record reviews, staff and resident
interviews, and a review of policy and procedures,
the facility failed to nolify the lowa Department of
Inspections and Appeals (DIA) of resident to
resident abuse involving Resldents #8 and #9,
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Two additlonal incidents identified during the
investigation revealed facility staff failed to report
suspected abuse involving Residents #8, #9, and
#11 1o facllity administration in a timely manner.
The facility reported a census of 47 residents and
the survey sample consisted of 12 residents,

1. Resident #8's Minimum Data Set (MDS)
assessment completed 8/16/17 documented the
following diagnoses: hypertension (high bleod
pressure), diabetes meliitus, and severe
intellectual disabliities. It also identified the
resident required extensive to total assistance of
2 staff with all activities of daily living, did not
ambulate (walk) and utilized a wheel chair an
their main mobility device. The resident triggered
on previous MIDS assessments to have varbal
behaviors 4 to 6 days out of the 7 day
assessment perlod and physfeal behaviors 1 1o 3
days of the 7 day assessment period.

The care plan with a target date of 11/29/17
identified the resident with a diagnosis of
intermittent explosive disorder related fo the
intellectual disabiity. it directed nursing staff to
administer medications as ordered by the doctor,
monitor/record/report to the doctor as needed If
the resident at risk for harming others, displayed
increased anger, labile mood or agitation, Also if
the resident felt threatened by others or had
thoughts of harming someane, or had possession
of weapons or objects that could be used as
weapons.

2. Resident #9's Minimum Data Set {MD3)
annual assessment completed 8/18/47 had
documentation of the fellowing diagnoses:
hypertension (high blood pressure), dizbetes
meilitus, and moderate intellactuaj disabilities, it
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also identified the resident as independent to
required limited assistance of 1 staff with alf
activilies of dally Hving, did not ambulate and
utiized a walker or whesl| chair for mobiiity
devices. The resident triggered on the MDS
assessment to have verbal behaviors 4 1o 6 days
out of the 7 day assessment periad,

The care plan with a target date of 11/22/17
identified the resident had attention-seeking
behaviors with a goal of resident 1o not hurt
themseives with the behaviors, It directed nursing
staff to be aware the resident can he verbally
aggressive al times, can have socially
inappropriate behaviors, and can be resistive to
cares. If resistive o cares, staff direcled to give
the resident some time and try again,

Review of the facility's self reported incident
received in the office on 2/22/2017 stated staff
witnessed Residant #9 strike out and hit.
Resident #8 on 2/20/17. The staif did not report
the resident to resident altercation to nursing staff
untii the next day on 2/21/2017, Further review of
the facifity-reported incident showed the facility
delayed sending the Information to the office until
2 days afier the altercation,

During an interview on 10/3/17 at 1:43 p.m., Staff
A, Licensed Practical Nurse (LPN)/Restorative
Nurse recalled it was after lunch {12:30 p.m.) or
In the afternoon on 2/21/17 when Staff B, Activity
Assistant/Certified Nurse Alde {CNA} talked to
himfher. Staff A was in the restorative raom and
Staff B came in to talk and reported the night
before (2/20/17} around 6:30 p.m., Resident #8
got too close to Resident #9, Staff B then
observed Resident #9 react by striking out at
Resident #8. Staff A did not know if Resident #9
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hit or punched, but Stati B did report there was
contact made, The 2 residents were by the
medlcation carls In the front part of the facility,
Staff A asked Staff B if she reported the incident
and Staff B commanted 2 nurses were standing
there and assumed they saw it. Staff A then
stated she went to the Diregtor of Nursing (DON)
and Assisted Director of N ursing (ADON) and
| reported what Staff B reported. Staff A then wrote
a stalement about the incident, Staff A did not
complete an Incldent Report and was not directed
to do so. Staff A stated she had no further
involvement with the situation,

During an interview on 10/3/17 at 2:07 p.m., Staff
B Activity Assistant/CNA reported working on
Monday, 2/26/17 from 12:00 p.m. to 8:30 p.m,
doing usual activities that started at 6:30 p.m,
Stafl B stated she exited the Memory Unit and
walked up the center hall foward the front
common area where the Nurse's medication carts

were located. Staff B reported she then saw
Resident #8 and #9 In cipge proximity of each
other, but she was not close anough to hear if
anything was said belween the 2 resldenis, Staff
B stated Resident #9 swung hisfher right amm
toward Resident #8 with a closed fist and hit
him/her in the biceps area, outer aspact of the left
arm, Staff B heard Resident #8 yell "ow!" Staff B
stated she did not hear Resident #9 warn
Resldent #8 first. Staff B said by the time ghe
trotted toward the residents and stated, "Hay,

hey, let’s stop that and you two get away from
each other." Resident #8 pretty much stayed put
and Staff B diverted Resident #9 toward the main
dining room door. Staff B explained two 2 nurses
stood at the medication carts when this
happened, that is why he/she did not report it

The 2 were near Resident #8, Staff 8 reported
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the next day (2/211 017), she talked with StaffA
about the "craziness” of the night before. She told
Staff A it was loud/busy and Resident #9 hit
Resident #8. Staff A said "what do you mean?"
Staff B repeated what was said, After Staff A
clarified the allercation had not bean reported,
she and Staff A then reported to the DON and
ADON the incident. Staff B stated there had been
no more further problems with the 2 residents
once separated. Staff B stated did know hls/her
responsibliity of reporting possible abuse, it was
Just that night thought the 2 Nurses saw the
Incident too. Staff B reported fruly thought the
Nurses saw it and had reported it.

During an interview on 10/3/17 at 2:43 p.m,, the
DON reported shortly after Staff 8 talked to Staff
Aabout the incident between Resident #8 and #9,
Staff A came to the DON and ADON, Tha DON
reported called Staff B in and asked him/her
about the incident. Staff B reported saw one of
the 2 residents hit the other, The DON stated
asked for more description form Staff B and
learned that Resident #9 had hit Resident #8 in
the left arm with a closed fist. Both DON and
ADON inqulred to Staff B if hag reported the
incldent to the Nurse, and Staff B stated ha/she
did not and did not remember the reason why.,
The DON had Staff B write a statement and
educated the staff on proper protocol and the
time frame Involved to get incidents like that
feported in a timely fashion. The DON reminded
Staff B that phone numbers are posted to call and
report possible abuse. The DON stated did nofify
the Depariment of Inspections and Appeals of the
sltuation, but not exactly sure of the date or fime.
The DON reported Resident #8 assessed
Immediately after talking with Staff A and no
injuries found. The resident asked about the
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Situation and could not remember or say hefshe
was hurt. The DON talked to Resident #9 next
and he/she reported did not remember doing that,
but as the DON talked more with the resident,
hefshe feared up as if remorseful or in trouble.
The DON stated did educate Resident #9 on
keeping hands to self and the resident said
"okay” and agreed to do that. The DON reported
there has been no other problems between the 2
residents. The DON talked to Staff G, Registered
Nurse from Agency staffing. Staff G reported
didr't witness the incident nor had a report given
to him/her about it. The DON further reported
trled to reach the other Nurse working that night
of 1/20/17, Staff F, LPN and lefta message about
the incident and Staff F did not call back and nio
longer works at the facility.

During the interview with the DON on 10/3/17, the
DON did call 3 tocal staffing agencies utilized at
the fagillty to find a phone number where Staff G
might be contacted with. The DON unsuccessful
to find Staff G.

During the survey pracess 2 different attempts
made, one on 10/2/17 and 10/3/17 to contact
Staff F, LPN, Messages !ef hoth fimes to call
back with no response.

F 241 | 483.10(a)(1) DIGNITY AND RESPECT OF
$5=0 | INDIVIDUALITY

(@)1} Afaclility must treat and care for each
rasldent in a manner and in an environment that
premotes maintenance or enhancement of his or
her quality of life recognizing each resident's
individuality, The facility must protect and
promote the rights of the resident,

This REQUIREMENT is not met as evidenced

F 225

F241
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Based on recerd review, interviews and chart
review the facllity failed to ensure staff treated 1
of 2 residents in a dignified and respectfu}
manner in constant affirmation of the resident's
indlviduality (Resident #7). The facility identified a
census of 47 residenis.

Findings include:

1. According to the Minimum Data Set(MDS)
assessment tool dated 8/5/17, Resident #7 had
diagnoses of diabates, depression and chronic
obstructed airway disease, The MDS
documented the resident experienced moderately
Impaired cognition with a Brief Interview for
Mental Status score of 12 out of a possible 15,
The MDS also documentec the resident required
extensive assistance of two staff for transfers,
dressing, and toilet use,

The Care Plan with a target date of 10/25/ 7,
identified the resident could display irritability,
disorganized behavior, aggression, agitation, and
ciying. The Care Plan directed the staff to offer
reassurance, supportive listening, interventions,
or distraction. The care plan also Instructed staff
to provide a homslike environment,

On 3/30/17, the facility notified the Depariment of
Inspections and Appeals of a staff-to-resident
incident.

The facility also provided documentation of
witness statements and reported they terminated
Staff H, CNA, on 3/30/17 after en investigation,

Review of Staff H's personnel record revealed
documentation of the incident 3/20/17. The
personal racord also revealed documentation of
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foul fanguage used by Staff H, CNA on 10/22/16.

An interview on 10/3/17 at 10:30 a.m, with
Resident #7 revealed concerns with a staff
berson and the use of foul language in hisfher
presence. Resident #7 revealed the facility staff
removed the staff from his/her room, and
expressed no harm related to the incident,

An interview with Staff |, CNA, on 10/3/17 at 9:40
a.m., revealed on one occasion she and the
nurse on duty removed Staff H from Resident's
#7 raom related to foul language and
disrespectful remarks, Staff | reported no further
observations of disrespactful mannerisms or
language from other staff.

During an interview with the Director of Nursing
(DON) on 10/4/17, at 10:30 a.m. identified Staff H
s 8 "good worker," and falt the staff on the night
of the incident "Just had enough.” She stated staff
reported the incident and the facility terminated
Staff H.

During an interview an 10/4/17 at 2:00 p.m., the
current Administrator reported at the time of the
incident, the CNA and the nurse on duty removed
Staff H from Resident's #7 room. The fachlity
teporied the Incident, investigated, and
terminated Staff H, CNA. The Administrator
stated the facllity had no tolerance for
inappropriate staff behavior.

Review of the Residents' Bill of Rights dated
1116 documented ths resident had a rightto a
dignified existence. The review revealed a faciiity
must {reat each resident with respect and dignity
and care for each resident in a manner that
promotes maintenance or enhancement of
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individuality, and to protect and promote the rights
of the resident,
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88=D | FOR M! & MR
(e) Coordination.

A facllity must coordinate assessments with the
pre-admission screening and resident review
(PASARR) program under Medicaid in subpart C
of this part to the maximum extent practicable to
avold duplicative testing and effort. Coordination
includes:

{1) Incorporating the recommendations from the
FASARR level It determination and the PASARR
evaluation report into a resident's assessment,
care planning, and transitions of care.

(2) Referring afl leve! N residents and all residents
with newly evident or possible serious mental
disordar, intellectuat disability, or a related
condition for level 1l resident review upon a
significant change In status assessment,

(k) Preadmission Screening for individuats with a
mental disorder and individuals with intellectual
disability,

(1) A nursing facillty must not admit, on or after
January 1, 1889, any new residents with:

{i) Mental discrder as defined in paragraph (k}(3)
(i} of this section, unless the State mental health
authority has determined, based on an
independent physical and mental evaluation
performed by a person or enlity other than the
State mental heatth authority, prior to admission,
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(A) That, because of the physical and mental |
condition of the individual, the indlvidua} requires |
the level of services provided by a nursing facility; ‘

|

and

(B} If the individual requires such |evel of
sefvices, whether the individual requires
specialized services: or

(ii) Intellectuat disabliity, as defined in paragraph
(K)(3){if} of this section, unless the State
intellectual disability or developmental disability
authority has determined prior to admisslon-

(A) That, because of the physical and mental
condition of the individual, the individual requires
the level of services provided by a nursing facility;
and

(B) if the individual requires such leve! of
services, whether the individual requires
speciafized services for intellectual disability.

{2) Exceptions. For purposes of this section-

{i)The preadmission sCreening program under
paragraph{k}(1) of this section need not provide
for determinations in the case of the readmission
to a nursing facllity of an individual who, affer
being admitted to the nursing facility, was
transferred for care in a hospital,

(il) The State may choose not to apply the
preadmission screening program under
paragraph (k)(1) of this section to the admission
to a nursing facility of an individual-

FORM CMS-2567(02-88) Previous Viersions Obsolate Event ID: 5X2071 Faolliity ID: 140811 - I continuation sheet Page 13 of 22




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 1012012017
FORM APPROVED
OMB NO. 0938-0391

(3) Defintion, For purposes of this section-

(") An individual is considersd to have a mental
disorder if the individuaf has a serious mental
disorder defined in 483,102(b)}(1).

() An individual is considered 1o have an
intellectual disability if the individual has an
intellectual disability as definad in §483.102(b)(3)
or is a person with a related condition as
described in 435,1010 of this chapter.

(X)(4) Anursing facllity must notify the state
mental health authority or state inteliectual
disability authority, as applicable, promplly after »
significant change in the mental or physical
condition of a resident who has mental ilness or
inteflectual disability for resident review.

This REQUIREMENT Is not met as evidenced
by:

Based on document reviaw and staff interview,
the facllity failed to implement specialized
services identified on the Lovel i PASRR
{Preadmission Screening and Resident Review)
assessment and failed to list the specialized
services on the care plan for 1 of 2 records
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(A) Who is admitted to the facifity directly fror a
hospital after receiving acute inpatient care at the
hospital,
(B} Who requires nursing facility services for the
condition for which the individyuza! received care in
the hospital, and
{C) Whose attending physiclan has certifisd,
befare admission to the facility that the individua)
Is likely to require less than 20 days of nursing
facility services.
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reviewed with a Level Il PASRR (Resident #16).
The facility reported a census of 47 residents.

Findings include:

1. The MDS (Minimum Data Set) assessment
tool, dated 8/15/17, listed a diagnosis for
Resldent #16 of anxiety and schizophrenia, The
MDS revealed the residant required extensive
assistance of 1 staff for eating, extensive
assistance of 2 staff for hed mobility, transfers,
dressing, tollet uss, and parsonal hyglene, and
depanded totally on 2 staff for bathing. The MDS
documented the resident had the following
symptoms between 7-11 days aver the fast 2
weeks: litfle interast of pleasure in doing things,
trouble falling or staying asleap. The MDS also
documented the resident had the following
symptoms for 12-14 days of the last 2 weeks:
feeling tired or having little energy. The MDS
listed the resident’s BIMS (Brief interview for
Mental Status) score as 7 out of 15, indicating
saverely impaired cognition.

The PASRR assessment tool, dated 2/28/186,
revealed recommended specialized services for
the resident that included:

a. Ongoing psychiatric services by a psychiatrist
to evaluate response and sffectiveness of
psycholtropic medication on target symptoms,
modify medicafion orders, and to evaluate
ongolng need for additional behavioral health
services.

b. Individual therapy by a licensed behavioral
health professional

¢. Socialization/leisurefrecreation activities

d. Facllitate family involvement in the Individual's
care plan

F 285
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e. Obtain archived psychiatric records to clarify
history and to provida to treating physicians

The resident’s care plan did not list the above
recommendations and the facility lacked
documentation the resident received ongoing
psychiatric services or individual therapy by a
licensed behaviorat health professional.

During an interview on 10/4/17 at 41:00 a.m,, the
MDS Coordinator stated she thought she added
the PASRR recommandations to the care plan
but hadn't, She stated she added them to the
care plan "taday,”

During an interview on 10/4/17 at 1:30 p.m., the
DON (Director of Nursing) stated the resident had
an appointment for psyshiatric services In March
but the resident was in the hospital at that time.
She stated the facility set up another appointment
in June, but the resident was foo fl o attend. She
stated she called the family on 10/4/17 regarding
the arrangement of other psychiatric servicas,
483.24, 483.25(k){l} PROVIDE CARE/SERVICES
FOR HIGHEST WELL BEING

483.24 Quality of life

Quality of life Is & fundamental principle that
applies to all care and services provided to facllity
residents. Each resldent must receive and the
facility must provide the necessary care and
services to attain or maintain the highest
practicable physical, mental, and psychosociat
well-being, consistent with the resident's
comprehensive assessment and plan of care.

483,25 Quality of care
Quality of care Is a fundamentaj principle that

F 285

F 309
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Continued From page 16

applies to all freatment and care provided to
facility residents. Based on the comgrehensive
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 restdents’ choices, Including
but not limited to the foliowing:

(k) Pain Management.

The facility must ensure that pain management is
provided to residents who reguire such services,
consistent with professional standards of practice,
the comprehensive person-centered care plan,
and the residents’ goals and preferences,

{l) Dialysis. The facility must ensure that
residents who require dialysis receive such
services, consistent with professional standards
of praclice, the comprehensive person-centered
care plan, and the residents’ goals and
preferences,

This REQUIREMENT is not met as evidenced
by:

Based oh record review, resident and family
interview the faciiity fafled to provide proper
assessment and interventions regarding post
surgical care in a timely fashion for 1 of 11
residents reviewed (Resident #11), The facility
reported a census of 47 residenis,

Findings Include;

1. Resident #11's Minimum Data Set (MD3)
discharge assessment completed 1/26/17 hag
dacumentation of the following diagnoses:
unspecified closed fracture of right foot,
hyperiension {high blood pressure), diabetes
mellitus. It also identified the resident as totally

F 309
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dependent on staff with ajl activites of daify living
and nated the resident had not ambulated
(walked) since admisslon. The resident's scored
15 of 15 on the Brief Interview of Mental Status
(BIMS) which indicated the resident displayed
intact cognitive status.

The care plan with an initlation date of 1/16/17
Identified the resident sustainad a right ankle
fracture. The care plan directed staff the resident
had broken their right ankle and could not walk on
it yet. The care plan also directed the resident fo
only let the right leg dangle for 10 minutes at &
time, and to provide transfer assistance of 2 staff
with a Hoyer lift, and assistance of 1 to 2 staff for
bed moblility.

Review of Resident 11's medical record showed
the resident admitted to tha facility on 1114/17 due
to a fractured right ankle with an external fixator
(8 metai apparatus used to keep the ankie bone
in place with metal pins that protruded from the
resident’s ankle) In place. Review of the physician
telephone order dated 1/20/17 directed staff to
provide dally pin care with alcoho! swabs, elevate
the ankle, and to ensure the resident’s ankle
dangted for ne more than 10 minuies at a time;
otherwise, the resident was on strict non-weight
bearing status.

Review of the January 2017 Treatment
Administration Record {TAR) for Resident #11
showed an entry for Pin Care Daily dated
1/21/2017 (cleanse pin sltes with alcohol dally).

During an Interview on 10/3/47 at 12116 p.m., a
family member reported when the doctor saw
Resident #11 in the office on 1/23/1 7, the resident
commented the facifity did not follow hisfher
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orders with regard to wound care and dressing
changes. The family member stated the dressing
from 1/20/17 remalned in place on 1/23/1 7, and
staff falled to provide pin cares over the weekend.

During an intarview on 10/4/17 at 10:40 a.m,, the
Director of Nursing (DON) reported on Monday,
1/23/17 the physician's office calied the facility
and raported the dressing the doctor had applied
on Friday, 1/20/17 remained in place, staff had
not completed the daily pin care over the
weekend, and the docfor's office was not happy.
The DON stated she spoke with Staff D, Licensed
Practical Nurse (LPN) as she was the 6:00 a.m.
to 2:00 p.m. nurse over the weekend. Staff D
stated the pin care was only done as needed and
there was no drainage noted to the dressing. The
DON reported she reviewed the TAR for the
resident for 1/21117 and 1/22/17, and found Staff
D's Inltials to signify the cares were completed as
ordered. The DON reported the facility had no
formal policy, but she expected the nursing staff
to follow doctor's orders and basic nursing
profocols.

During an interview on 10/4/16 at 11:10 am,,
Staff E, LPN stated ramembered when working
with Resident #11 on 1/23/17 and going to give
the resident histher pain pill medication. Staff E
got ready to do the pin care to the right ankle
external fixator. The resident reported the doctor
had Just done the pin care at histher office that
day. Then the residant told Staff E nobody did the
pin care all weekend and it should have been
done daily. Staff E iooked at the TAR and saw
Staff D had signed the TAR as if she had
completed the pin care on 1/21/17 and 1/22/17.
Staff E taiked with the DON on 1/23M7 and
raported what happened; the DON asked Staff E
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{o write a statement,
F 428 483.45(::)(1)(3)-(5) DRUG REGIMEN REVIEW,
88=p | REPORT IRREGULAR, ACT ON

¢} Drug Regimen Review

(1) The drug regimen of each resident musi be
reviewed af least once a month by a licensad
pharmacist,

(3) A psychotropic drug is any drug that affects
brain aclivities associated with mental processes
and behavior. These drugs include, but are not
limited to, drugs in the following categories:

{i) Anti-psychotic;
(H) Anti-depressant;
{iii) Anti-anxiety; and
{iv) Hypnotic.

{4} The pharmacist must report any irregularities
to the attending physician and the

facility’s medical director and director of nursing,
and these reports must be acted upon.

{i} Imegularities include, bul are not limited fo, any
drug that meets tha criteria set forth in paragraph
(d) of this section for an unnecessary drug,

() Any Irregularities noted by the pharmacist
during this review must be documented on a
separate, written report that is sent to the
attending physician and the facility's medical
director and director of nursing and Iists, at a
minimum, the resident's name, the relevant drug,
and the irregularity the pharmacist ldentified.

{iii) The attending physician must document in the

F 309
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dated 8/2/17 documented a need for a gradual
dose reduction aftempt on Xanax, Mitrttazapine,
and Viibryd, The phamnacist documented a
reduction attempt was not warranted due to
documentation in the clinical record regarding
aggressive behaviors. Tha physician signed
agreement on 8/14/17. The physiclan did hot
address each medication for a gradual dose
reduction or a rationate for the continued use of
the medications,

The Note To Attending Physician/Prescriber dated
9/6/17 listed the resident had an order for an as
needed anflanxiety medication. The physician did
not document a clinical raticnale or a duration of
the antiamiiety medication,

During an interview on 10/6/17 at 9:10 a.m. the
consuitant pharmaclst agreed the physician
needs to provide a rationale for each Individual
medication based on their review of the chart,
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resident's medical record that the identified
iregularity has baen reviewed and what, if any,
action has been taken to address . If there is to
be no change in the medication, the attending
physician should document his or her rationale in
the resident's medical record.

(5) The facllity must develop and maintain policies
and procedures for the monthly drug regimen
review thal include, but are not limitad 1o, time
frames for the different steps In the pracess and
steps the pharmaclist must take when he or she
identifies an irregularity that requires urgent action
{o protect the resident.

This REQUIREMENT s not met as evidenced
by:

Based on clinical record review and staff
interview, the facility falled to provide a clinical
rationale for continued use and duration of
psychetroplc medications for 1 of 6 current
residents reviewed (Residents #1). The facliity
reported a census of 47 residents.

Findings include:

1. The Minimum Data Set (MDS) assessment
dated 9/21/17 documented Resident #1 had
diagnoses including hypertension, dementia,
anxiety, and depression. The MDS documented
the resident scored a 2 out of 15 on the Brief
Interview for Mental Status (BIMS) indicating
severely impaired cognition.

The Medication Administration Recard for August
2017 listed an order for Xanax (antianxiety),
Mirtiazapine (antidepressant), Viibryd
{antidepressant}, and Ziprasidone {antipsychotic),

The Consultant Pharmacist's Progress Note
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The statements made in this plan of correction are not an admission to
and do not constitute an agreement with the alleged deficiencies. To
remain in compliance with State and Federal regulations the facility has
completed the following actions set forth in the plan of correction. All
deficiencies have been completed by October 27, 2017.

F225:

The facility does and will continue to ensure to report allegations of
abuse timely to the Department of inspections and Appeals.

1. On January 28, 2017 staff C received counseling by the DON and
ADON on reporting any witnessed or suspected drug theft immediately.

On January 29, 2017 all nurses and medication aids employed received
counseling by the DON and ADON on reporting any witnessed or
suspected drug theft immediately.

On February 3, 2017 each Nurse was required to review the following
policies:

Medication Administration

Controlled Substances

Medication Administration
Measures taken: Nurses and med aids will receive annual training on
reporting any withessed or suspected drug theft immediately and
annual review of the following policies:

Medication Administration

Controlled Substances

Medication Administration

2. On February 21, 2017 Staff B received individual counseling by DON
and ADON on abuse reporting policy.




F225: Continued

Measures taken: On March 30, 2017 all employees were required to
review the following:

Dependent Adult Abuse Prevention
Dependent Adult Abuse Reporting
Dependent Adult Abuse investigation

On April 21, 2017 at mandatory employee meeting, the following items

were reviewed:
Dependent Adult Abuse Prevention

Dependent Adult Abuse Reporting
Dependent Adult Abuse Investigation

On June 23, 2017 at mandatory employee meeting, the following items
were reviewed:

Abuse and Negiect

Abuse Investigation and Reporting

Abuse Prevention Program

In September 2017 employees were required to review the following:
Abuse and Neglect
Abuse Investigation and Reporting
Abuse Prevention Program

Quarterly reviews of the following will continue:
Abuse and Neglect
Abuse Investigation and Reporting
Abuse Prevention Program



F241:

The facility does and will continue to ensure all staff treat residents in a
dignified and respectful manner in constant affirmation of the
resident’s individuality.

On March 29, 2017 Staff member H was removed from the situation
and not allowed to return to work pending investigation. Investigation
By the DON and ADON was concluded on March 30, 2017 and staff
member H was terminated prior to their scheduled shift.

Measures taken: On March 30, 2017 all employees were required to
review the following:

Dependent Adult Abuse Prevention
Dependent Adult Abuse Reporting
Dependent Adult Abuse Investigation

On April 21, 2017 at mandatory employee meeting, the following items
were reviewed:

Dependent Adult Abuse Prevention

Dependent Adult Abuse Reporting

Dependent Adult Abuse Investigation

On June 23, 2017 at mandatory employee meeting, the following items
were reviewed:

Abuse and Neglect

Abuse Investigation and Reporting

Abuse Prevention Program

In September 2017 employees were required to review the following:




F241: Continued

Abuse and Neglect
Abuse Investigation and Reporting
Abuse Prevention Program

Quarterly reviews of the following will continue:
Abuse and Neglect
Abuse Investigation and Reporting
Abuse Prevention Program

F285:

The facility does and will continue to ensure that specialized services
identified on the Level 1| PASRR are listed on the care plan.

On October 4, 2017 MDS coordinator added the level Il PASRR
recommendations to the care plan. Interviewer was notified of
correction.

Resident had been involved with psychiatric services until her March
appointment when she was hospitalized. Residents appointment had
been rescheduled for June but resident remained medically ill and
unable to attend. Residents Guardian was contacted on October 4,
2017. Permission received to have resident seen by facilities psychiatric
service. Resident was seen by psychiatrist on October 27, 2017.

Measures taken: All level Il PASRRs care plans will be completed by the
MDS coordinator and reviewed by the DON, ADON, or Administrator
within 20 days for accuracy.



F309:

The facility does and will continue to ensure proper assessment and
interventions regarding post surgical care in a timely fashion.

On January 23, 2017 pin care education provided to all nursing staff
caring for the resident.

Staff member E was terminated on January 30, 2017 after a thorough
investigation was completed. A report was filed with the lowa Board of
Nursing as staff member E failed to comply with lowa Board of Nursing
Chapter 6 section 6.3(10).

Measures taken: As of March 2017 nurses now attend QA meetings
Monday through Friday mornings were new orders, education needs,
guestions and concerns are addressed by fellow nursing staff, MDS
coordinator, Restorative nurse, Director of Rehab, DON, ADON, and
Administrator.

FA28:

The facility does and will continue to ensure a clinical rationale is given
for continued use and duration of each psychotropic medication.

On October 27, 2017 a Drug Regimen Review Policy was drafted by
Donnellson Health Center. The policy will be reviewed at the October
30, 2017 QUAPI meeting. The final draft will be distributed to the
pharmacy, medical director, and all physicians caring for residents if
appropriate.

Measures taken: Per policy, completed medication review reports will
be reviewed by the DON or designee and the nurse coordinating the
residents care. The DON or designee will review for completeness
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including that each medication for GDR is addressed or a rationale for
the continued use of each medication is given.



