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F 000 | INITIAL COMMENTS Fooo) F 0800
J Ly . /Z/ / (7 Preparation and/or execution of this plan
_| Correctiopn date___ 7 : of correction does not constitute
%?{‘%h ] ! | admission or agreement by the provider
The following deficiencies retates fo the of the truth of the fact alleged or
investigation of complaint #70133, #71258 & tonclusions set forth in the statement of
incident #70867. {Sse Code of Federal deficlencies. The plan of correction is
Regulations (42 CFR) Parl 483, Subpart B-G), prepared solely because itis required by
F 226 | DEVELOP/IMPLMENT ABUSE/NEGLECT, ETC F226| the provisions of Federal and State law.
8s=p | POLICIES F296
CFR(s): 483.12(b){1)-(3), 483.95(c)(1)-(3)
483.12 The facliity will continue to ensure
.h‘ facil di completion of criminal background
(b} The facility must develop an implement checks and dependent adult abuse
wiitten policies and procedures that: checks prior to smployment,
(1) Prohiblt and prevent abuse, neglect, and Correction:
exploitation of residents and misappropriation of
resident property, Staff C has inspected employee records
from a hire dales in Sepiember, October
(2) Establish policies and procedures to and November, and continues to ensure
investigale any such allegations, and that new/re-hired employess have
documented completion of criminal and
(8) Includs training as required at paragraph abuse checks. Staff A and Staff B no
§483.95, longer work for the facility.
483.95 Identification:
. : Residenis of the facility and their property
{c) Abuse, neglact, and exploitation. In addition to
the fregdom from abuse, neglect, and axploitation have the potentiaf to be affected.
requirements in § 483,12, facilities must also . .
provide tralning to their staff that at a minimum System Change:
educates staff on- The Administrator will provided education
» to Staff C (Human Resource person) an
(e)(1) Astivities that constitute abusa, neglect, completing criminal background chetks
exploitation, and misappropriation of resident and dependent adult abuse checks prior
praperty as set forih at § 483,12, to employment,
{€)(2) Proceduras for reporting incidents of abuse, Monitoring:
neglect, exploitation, or the misappropriation of
CABORATORY DIREGTOR'S &% PROVIDERS LIER REERESENTATIVE'S SIGNATURE , ( TITLE, X3 DATE
Y ey g i)\ s.ra oy

Any dsficlency siatement ending with an asterisk (*) denotes a defislenc
ofher safaguards provide sufficient proteciion to the pafients, (See tnst
following ths dale of survey whether or not & plan of coreclion is provi
days following the date these docurnents are made avallable fo the fa

prograin pagicipation.

y which ihe Institulion may ba excused from correating providing H is determined thal
ructions.) Exceptfor nursing homes, the findings staled above are disclosable 50 days
ided. For nursing homes, the above findings and plans of corection are disclosable 14
cllity. if deficiencies are citad, an approved plan of correction Is requisite to continued
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F 228 Continued From page 1 F 226| Staff C (Human RBSQUI‘C‘G person) /
resident property Deslgnee wil inspect/ireview each
prop new/potential employaes’ ciiminal
background check for completion and
(c}(3) Dementia management and resident abuse aceuracy. The Administrator/Designee
prevention. ) will review each one weekly for 3 weeks
This REQUIREMENT is not met as svidanced and then monthly for 3 months to enaure
by: completion of the results for each

Based on review of personnel flies, staff
Interview and review of the policy and
procedures, the facility failed te complete criminal
background checks and dependent adult abuse
checks prior to employment for 2 of 10 personnel
files reviewsd. The facility reported a census of
52 residents,

Findings incluge:

According {o a list of new hired employees, Staff
A {distary) had a date of hire as 10/13/17,

The Single Contact License & Background Check
Sheel dated 16/13/17 revealed no resuits of the
criminal history or abuse history for Staff A,

The Single Contact License and Background
Check sheet dated 11/2/17 at 10:08 a.m.
idenlified Staff A had a cléar Abuse Registries
Background Check. The shesl identified “urther
search required” on the Criminal History
Background Check.

On 112117 a1 $:36 a.m. Staff C (Human
Resource person) was interviewad and stated
she completed the background chieck on Staff A
on 1W/13/17, Staff C reported she searched the
database history and could not find a complation
of the criminal and abuse check was completed,
Staff C stated she completed the checks foday.
Staff C reported Staff A was contacted and told
not to work until the criminal history check

employee before hire. Stafi C will submit
findings to the facilily's QAA/QAPI
committee monthly for further review and
recommendations. The comraction was
completed by the date the fining and
cltation report was received by the
facility.

Date of Completion: 14/21/17

F323

The facility will continue to ensure
adequate supervision in accordance with
the plan of care for residents of the
facllity, Including Resident #3.

Correction:

The DON/Designee will re-assess
cognition, level of assistance required
with bed mobility, transfers, tolleting, and
personal hyglene. Based on the re-
assessment, Restdent #3 Kardex will be
updated if resident has the need for bed
alarm, self-releasing seatbelt alarm, staff
asslist of one with bed mobllity and
transfers, as well as address possible
unsteadiness while moving from a sit {o
stand position-and/or transferring on and
off the toilet,

The DON/Designee wii run a report on
residents with needs for assistahce with
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F 226 { Continued From page 2
clearad,

2. The hire list identified Staff 8 (nurse alde} had
a date of hire as 10/12/17.

The Single Contact Licanse & Background Check
sheel daled 10/12/17 indicated no results of the
criminal history or abuse history for Staff B.

The Single Contac! License & Background Chegk
sheet dated 11/2/17 revealed Staff B had a clear
Abuse and Criminal Background Check,

Anen 11/2/17 at 9:36 a.m, Staff C (Hurnanh
Resource persen) reporied she completad the
background check of Staff B on 10/12/17. Staff C
stated she could not find that an abuse and
criminai check was completed. Staff ¢ reporied
she completed the check loday,

The policy and procedures titled Background
Screening Investigations, revised Novernber
2015, identified the Human Resources Director
will conduct background checks, reference
checks and ciiminal conviction checks on all
potential employees and confragt employees
Within two days of an offer of employment.

F 323 | FREE OF ACCIDENT

88=D | HAZARDS/SUPERVISION/DEVICES

CFR(s): 483.25(d}(1)(2){n)(1>(3)

(d) Accidents,
The facility must ensure that -

(1) The resident environment remaing as free
from accident hazards as Is possible; and

(2} Each resident racelves adequate supervision

transfors, bed mobility and one to one

F 226 .
asslstance for transfers, and ensure their
assassments match with the
interventions on the care plan and
Kardex.

Identification:

Residents of the facllity with
assessments that show need for siaff
assistance with fransfers, bed mobility,
toiteting and personal hyglene have the
potential to be affected.

System Change:;

The DON/Designes will provide in-
senvice education for nursing staff-on the
expectation of following Kardex/care card
directions as wall as not leaving rasldents
unattended in the bathroom who need
assistarice with transfers, toileting and
personal hyglene.

Monitoring:

The MDS Coordinator/Designee will
audiVinspect 3 resident records per week
for 3 weeks and then weekly for 3
months to ensuire assessments coincide
F 323| with care plans and Kardex. The MDS
Coordinator/Designise wili update each
as needsd and ensure staff is aware of
changes.

The DON/Designes will audilfobserve
staff supervision for 3 residents per week
for 3 weeks and then monthly for 3
months fo ensure continved compliance
with Kardex, and prevention of accidents.
Results and findings will be submitted to
the facility's QAA/QAPI committee
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F 323 Continued From page 3 F 303] monthly for further review and

and gssistance devices to prevent accidents.

{n) - Bed Rals, The facfity must attempt to use
appropriate allématives prior to installing a side or
bed rall. If a bed or side rail Is used, the facility
must ensure correct Installation, use, and
maintenance of bed rails, inchrding but not limited
to the following elements,

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

(2) Review the risks and benefits of bed ralls with
the resident or resident repressntative and obtaln
informed consent prior to installation.

{3) Ensure that the bed's dimenslons are
approptiate for the resident's size and weight.
This REQUIREMENT Is not met as evidenced
by:

Based on observation, clinical record review and
staff interviews, the facilily failed to provide
adequale supervision in accordance of the plan of
care for ane of four residents reviewed. (Resident
#3) The facifity census was 52 resfdents.

Findings include;

1. The Admission Record dated 9/8/17,
documented Resldent #3 had diagnoses that
inchuded repeated falls, ostecarthritis and pain.

The Minimum Data Set (MDS) assassment
dated 8/30/17, revealed the resident had no
cognitive impairments and required extensive
assistance with bed mobility, transfers, tollet use
and personal hygiene.

The MDS Kardex recelved 11/1/17, directed slaff

recommendation.

Date of Completion; 12/8/2017

Fas3

The facility will continue-to respond to
provide staffing sufficient {o assure
residents meet thefr highest practicable
physical, mental and psychological well-
being. .

Correction;

The DON/Designee will inspect the
slaffing schedule and assignment sheets
with a iookback perlod of 1141/2017.
After taking with resident #5 to obtain
further information about histher
concerns, the DON/Designee wiil
implement an “every 2 hour check” on
1211117 o assist resident #5 as needed,

Identification:

Residents of the facility have the
potential to be affected which could lead
to an urifavorable call light response fime
for those that need assistance.

System Change

The DON/Designee will provide in-
service education to nursing staif about
the importance of prioritizing resident
needs &nd meeting thern promptly, and In
accordance with person centared care.
The DON/Dssignee will provide re-
education to staff as needed. Staff wil
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. show improved calk light response to hel
F 323 Continued From page 4 F 328 meet thepurgent neecﬂ-; of regidents. P
to use a bed alarm, self releasing seatbelt alarmm, The DON/Designes will inferview half of
provide assistance of one with bed robility and interviswable residents about siaff
transfers and was not steady when moving from response o their call fights. The
seated to standing and moving on and off the Administrator will meet with residents
foilet. during the next residerit council mesting
about thelr satisfaction with staff
Observation on 111117 at 7:32 a.m., revealed the response to call lights.
residen! standing in the bathroom unattended.
The resident pul histher sweater on and sat down Monitoring:
in the wheelchair and secured the seatbell alarm. . . o .
The resident reported they were walting for a The DON/Dasignee will interview 3
helper, Stalf G, certified nurse alde, CNA entered Interviewable residents each week for 3
the raom and turned the seatbelt alarm on. Stafi :::3;12%‘;3‘; énfémﬁ;gg 2 n;rc:g;lv?;\z
Sn;egfcfurtad the resident can hot {urn the alarm on in dings_ will be used to track and
’ Intervenie to response times, The
During interview on 11/1/17 at 7:43 a.m., Staff H, o atog e coremend o monts
CNA reported they assisted the resident to the response {0 care needs. Through QAPI,
toilet around 7:20 a.m, and left the sasident on the the IDT will review findings on a monthly
tollet with the call light. basis for additional review and
recomniendations.
During interview on 11/1/17 &t 7:28 a.m., Staff |, )
CNA raported the resident had an alarm and Date of Compliance: 12/8/2017
could not be left unattended on the toilet.
During Interview on 11/1/17 at 7:24 a.m., Staff J,
CNA reported the resident had 2 seatbell afarm
and could not be left unattended on the tolfet,
During Interview on 11/1/17 at 9:23 a.m., Staff G,
CNA reported residents with alarms cannot be Jeft
unaftended on the toilet. Staff G reported some
staff leave the resident unattended on the tollet.
Duwring Interview on 11/4/17 at 8:20 a.m., the MDS
Coordinator reported the resldent had the
seatbell alarm in place due to falls, The MDS
Coordinator reported the resident had the afarm
due ta falls and any resident with an alarm sheuld
FORM CMS-2667(02-99) Previous Verslons Obsolele Event ID:DZ2611 Facifty iD; 140813 If continuation shest Pege 5of B




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

PRINTED: 11/21/2017
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1} PROVIDERISUPPLIER/CLIA
AND PLAN OF GORREGTION IDENTIFICATION NUMBER:

165436

(X2} MULTIPLE CONSTRUCTION
A, BULDING

B.WING

{X3) DATE SURVEY
COMPLETED

c

11/09/2017

OMB NO. 0938-0391

NAME OF PROVIDER OR SUPPLIER

ACCORDIUS HEALTH AT ST MARY, LLC

STREET ADDRESS,

GITY, STATE, ZIP CODE

800 EAST RUSHULME STREET
DAVENPORT, 1A 52803

X4 1D SUMMARY STATEMENT OF DEFIGIENCIES
PREFIX {EACH OEFICIENCY MUST BE PRECEDED.BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATIGN)

n PROVIDER'S PLAN OF CORRECTION
PREFiX (EACH CORRECTIVE AGTION SHOULD BE COMPLETIGN
TAG CROSS-REFERENGED TO THE APPROPRIATE DATE

DEFICIENCY)

%5}

F 323[ Continued From page 5

not be left unallendad on the toilet,

F 353 | SUFFICIENT 24-HR NURSING STAFF PER
88=F | CARE PLANS

CFR(s): 483.35{a){1)-(4)

483.35 Nursing Services

The facillty must have sufficient nursing staff with
the appropilate competencies and skilis sels to
provide nursing and rélated services to assure
resident safety and atlain or maintain the highest
practicable physical, mental, and psychosoclal
well-belng of each resident, as determined by
resident assessments and individual plans of care
and considering the number, acuity and
diagnoses of the facllity's resident population in
accordance with the facility assessment required
at §483.70(e),

[As linked to Facllity Assessment, §483.70{e}, wil}
be implemented beginning Novembaer 28, 2017
{Phase 2]

(a) Sufficlent 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 fo all residents in accordance with
resident care plans:

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

(ify Other nursing personnel, including but not
limited to nursa aldes,

{a)(2) Except when waived under paragraph {e) of
this section, the facllity must designate a ficensed
nurse ta serve as a charge nurse oh each tour of

F 323

F 353
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duty.

(a)(3) The facliity must ensure that ficensed
nurses have the specific competencies and skil
sets necessary lo care for residents’ needs, as
identified through resident assessments, and
described in the plan of care,

(a)(4) Providing care includes but s not limited o
assessing, evalualing, planning and implementing
resident care plans and responding to resident's
needs.

This REQUIREMENT Is not met as evidenced
by:

Based on dlinical record review, resident and
staff interviews, the facllity failed o respond to
resldent call lights in & timely manner for five of
saven residents inlerviewed, The facility census
was 52 residents.

Findings include:

1. The Minimum Data Set (MDS) assessment
dated 6/13/17, revealed Resident #5 had no
cognitive Impairments and required extensive
assgistance with transfers and personal hygiene
and had occasional bowel and bladder
incontinence,

During interview on 10/31/17 at 2:01 p.m.,
Resident #5 reported waiting up to an hour for
staff fo respond to the call light. The resident
reported it happened all times of the day.

2. During group inferview conducted on 11/1/17
at 3:00 p.m., four of five residents reported they
use the call light and time staff response. The
residents reported if takes 45 minutes to an hour
for the call lights to be answered and it happens
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all imes of the day.

During interview on 11/8/17 at 2:14 p.m., Staff D,
certified nurse alde, CNA reporied hefshe can not
respond to the eall lights within 15 minutes. Staff
D reported residents complain to him/her about
the wail and stated il can take 20 to 3¢ minutes at
times for the staff to respond to the call lights.

During interview on 11/8/17 at 3:22 p.m., Staff E,
CNA reported staff can not respond to the calt
fights within 15 minutes. Staff E teporied the
facillty has strong aides but not enough aides and
residents complain it takes 20, 30 and up to 45
minutes for staff to respond,

During interview on 11/8/17 at 3:22 pm., Staff F,
CNA reported at times several lights are on at
once and someone has to wait. Residents who
nead two assistance for transfers have to wait
even longer.
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