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Vde,

! ] in{m The following deficiency relates to the
investigation of facllity reported incident #73073 &
complaint #72241. (See code of Federal
Regulations (42 CFR), Part 483, Subpart B-C)

Facility reported incident #72221 & complaint
#72219 & #73058 was not substantiated.
F 323 | FREE OF AGCIDENT F 323
as5=D | HAZARDS/SUPERVISIONDEVICES
CFR{s): 483.25(d)(1}{2)(n)}{1)-(3)

(d) Accidents.
The facility must ensure that -

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

(2) Each resident receives adequate supervision
and assistance devices to prevent accidents.

(n) - Bed Rails. The facility must attempt to use
appropriate allernatives prior to instailing a side of
bed rail. If a bed or side rail is used, the faciiity
must ensure correct installation, use, and
maintenance of bed rails, including but not limited
to the following elements.

{1) Assess the resident for risk of entrapment
from bed rails prior fo instaliation,

(2} Review the risks and benefits of bed rails with
the resident or resident representative and obtain
informed consent prior o installation,

{3) Ensure that the bed's dimensions are

LABORATO! DlREpTOR‘S ORPRO I?)ER!SUP | IER REPRESENTATIVE'S SIGNATLIRE TITLE SOnE
Mw M ﬁf}’fﬂ’)/}m{%ﬁf 01/08/2018

Any deﬁcien&y statement ending with an asterisk (*} denotes a deficiency which the institution may ba excused from correcling providing it is determined that
other safeguards provide sufficient prolection fo the paflents. (See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
fallowing the date of survey whether or not a plan of corraction is provided. For nursing homes, tha above findings and plans of correction are disclosable 14
days following the date these documants are made available fo the facifty. If deficlencles are cited, an approved plan of correction is requisite fo continued
program paricipation.
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appropriate for the resident’s size and weight.
This REQUIREMENT is not met as evidenced
by:

Based on record review, physician and staff
interviews, the facility failed to provide adequate
supervision to protect 1 of 9 residents from
hazards (Resident #1). The facility reported a
census of 47 residents.

Findings include:

1. According the Minimum Data Set (MDS)
assessment tool with a reference date of
10/23/17, Resident #1 had diagnoses including
thyroid disorder, hemiplegia, traumatic brain
injury, anxiety disorder, depression, and
schizophrenia. The MDS documented Resident
#1 with long and short term memory problems
and impaired cognitive skills necessary for daily
decision making. The MDS identified Resident
#1 required extensive assistance of two (2) staff
member for bed mobility, transfer, dressing, and
total dependent on two staff members for toilet
use, and personal hygiene and ambulation did not
occur. The MDS identified resident had
behavioral symptoms that significantly interfere
with cares and put others at significant risk for
physical injury. The MDS documented the
resident with admission date of 12/15/15 to the
facility.

The Care Plan with dated 01/05/2017, identified
the resident had decreased mobility as evidenced
by daily need for staff assistance with activity of
daily fiving (ADL) completion. The Plan of Care
directed staff to have two staff members perform
all cares and for staff to transfer resident with two
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staff and gait belt.
On 11/1/17, staff documented pads applied to
half side rails of resident's bed for safety.

Review of Nursing Note dated 10/28/17 at 8:26
am, indicated Staff A, (sitter) reported to the
nurse that Resident #1 left arm was lying through
the middle of the side rail. Staff A stated she
noticed the resident guarding of teft arm and
shaking, and wanted to report it. The nurse
completed an assessment and documented :
Tylenol administered as ordered, blood pressure
130/68, pulse 88, and respirations 18. Resident is
aphasic, no disfress or shaking noted upon
assessment. Call placed to resident's physician,
awaiting call back.

Record Review reveated the following timeline:

a. Review of Nursing Note dated 10/28/17 at
10:25 am indicated nurse received a verbal order
from Resident #1 physician for portable X-ray of
left forearm and humorous. Call made to mobile
X-ray and resident’s spouse notified. At 12:12
pm, left shoulder and left hand added to X-ray of
order.

b. Review of Nursing Note dated 10/28/17 at
12:15 pm indicated Resident #1 physician notified
or resident's grimacing and guarding of left side
during movement with X-rays., New order
received for Hydrocodone {pain medication) to be
administered three times a day and PRN (as
needed) every 6 hours. Spouse nofified of new
order.

¢. Review of Nursing Note dated 10/28/17 at 5:30
pm revealed X-rays received, all noted no
fracture or dislocation. The record documented
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no concerns noted, and family and On-Call doctor
notified.

Review of X-ray Radiology report dated 10/28/17
revealed procedure of X-ray of left forearm, 2

-1 views. Impressions: There is no acute fracture or
dislocation. No soft tissue swelling.

Review of X-ray Radiology report dated 10/28/17
revealed procedure of X-ray of left hand, 2 views.
Impressions: no definite acute displaced fracture..
Evaluation is limited on a single view. If
symptoms persist, 3 views of the left hand are
recommended in b-7days.

Review of X-ray Radiology report dated 10/28/17
revealed procedure of X-ray of left humerus, 2
plus views. Impressions: There is no acute
fracture or dislocation, No focal soft tissue
swelling.

d. Review of Nursing Note dated 10/28/17 at
10:02 pm indicated Resident #1 noted o have
slight swelling of left shoulder area and resident
grimacing while getting into hour of sleep clothes.
Routine pain medication administered as ordered.

e. Review of Nursing Notes dated 10/29/17 at
8:23 am indicated voicemail left with X-ray
regarding left shoulder X-ray.

f. Review of Nursing Notes dated 10/29/17 at
8:36 am indicated X-ray called back and they put
in a stat order to come take X-ray of left shoulder
since they did not give report nor did they do one
when they came yesterday.

g. Review of Nursing Note dated 10/29/17 at
11:00 am portable X-ray here at Resident #1 hed
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side. X-ray of left shoulder re-taken, resident
calm, and no distress noted.

Review of X-ray Radiology report dated 10/29/17
revealed procedure of X-ray of left shoulder,
complete, 2 plus views. Impressions: 2 views of
the left shoulder degrades sensitivity but no gross
displaced fracture or malalignment is apparent.
Acromioclavicular joint appears congruent.
Recommend follow-up 3 view radiographs in 5 to
7 days if symptoms persist.

h. Review of Nursing Note dated 10/29/17 at 1.00
pm indicated X-ray completed, notification of
hegative results to physician's office, no concerns
noted, no distress noted, sitter at Resident #1
bedside, will continue to monitor.

i. Review of Nursing Note dated 10/29/17 at 11:13
pm, indicated Resident #1 noted left shoulder
remains swollen, slight grimacing noted when
arm is moved, routine pain medication
administered as ordered.

j- Review of Nursing Note dated 10/30/17 at
10:32 am, indicated Resident #1 left shoulder
continues fo be swollen, no grimacing noted.

k. Review of Nursing Note dated 10/31/17 at
12:07 pm, indicated Resident #1 left facility for an
appointment.

1. Review of Nursing Note dated 10/31/17 at 2:37
pm, indicated encounter note received from
physician with new orders for labs and
anti-inflammatory medication Sulindac 150 myg
{milligrams} to be given twice a day for seven
days.
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m. Review of Nursing Note dated 10/31/17 at
10:41 pm, indicated Resident #1 no pain noted to
shoulder and moves it with no difficulfy. No
adverse reactions noted to pain medication.

Review of Resident #1 physician encounter note
dated 10/31/17 indicated Resident #1 does have
acute arthritis pain right arm and shoulder. No
injuries noted. Will start the medication Sulindac
160 mg twice a day for 7 days, continue ICF care,
and continue current physical therapy.

n. Review of Nursing Note dated 11/2/17 at 1:50
pm, indicated Resident #1 has no signs of pain

with range of motion of left arm but swelling still
present at this time, will continue to menitor.

0. Review of Nursing Note dated 11/3/17 at 1:49
am, indicated Resident #1 showing no signs or
symptoms of pain in left shoulder, swelling
continues in shoulder area.

p. Review of Nursing Note dated 11/3/17 at 3:32
pm, indicated Resident #1 noted to have no signs
of pain with range of motion of left shoulder,
scheduled pain medication given as orderead,
swelling continues.

d. Review of Nursing Note dated 11/5/17 at 8:00
am, indicated Resident #1 physician contacted
and new order given fo send resident to the
emergency room for further evaluation and
freatment. Resident displaying increased
agitation, gritting teeth, hitting own head, and
grimacing with movement of too left arm, sitter at
bedside. PRN pain medication administered,
ambulance called and spouse nofified.

Review of X-ray Radiology report dated 11/5/17
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revealed exam of left humerus, 2 views.
Impression: Fracture of the humeral diaphysis.

r. Review of Nursing Note dated 11/5/17 at 1:15
pm indicated nurse received call from emergency
room nurse reporting Resident #1 diagnosis
included left humerus fracture, arm splinted,
resident fo follow-up with orthopedic physician,
and resident started on antibictic (ATB)
medication for what looks like pneumonia starting
per chest X-ray.

Review of orthopedic encounter note dated
11/9/17 indicated three weeks ago, Resident #1
family member noted increased swelling of his
right upper extremity. The resident was seen in
the emergency department on 11/5/17 where
resident diagnosed with distal third humeral shaft
fracture. The resident is not verbal and is not
complaining of pain. X-ray Report: 2 views of the
left humerus were reviewed from November 5,
2017. It does reveal a mildly displaced fracture of
the left humeral shaft fracture. There is poor
quality noted. Assessment: left humeral shaft
fracture of unknown age. Due fo the resident's
immobility and non-weight bearing status, does
have poor bone quality. Feel it is in the resident's
best interest at this time to treat non-operatively
with a Sarmiento brace. Plan: supplementation
medication Calcitrate 950 mg, twice a day,
Ergocalciferol 50000 unit capsules, one capsule
every day for 8 weeks, resident is to wear the
Sarmiento brace on left upper extremity at all
times unless bathing, resident to stay strictly
non-weight bearing on left upper extremity. To
follow-up in 3 weeks and will repeat x-rays of the
left humeral shaft.

Review of orthopedic encounter note dated
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11/30/17 revealed Resident #1 has been doing
well with non-operative treatment of a left
humeral shaft fracture. The resident is
non-communicative. Resident's family member
reports resident will grimace in pain that is
happening less often. Examination of left upper
extremity reveals that the brace is well fitting.
Plan: continue non-weight bearing of left upper
extremity. Continue calcium and vitamin D
supplementation. Return in 4 weeks for repeat
x-rays of left humeral shaft.

s. Review of Nursing Note dated 12/1/17 at 12:27
am, indicated Resident #1 seen by orthopedic
physician today, left arm fracture is healing well,
to return for follow-up appointment in 4 weeks.

Interviews:

Interview was conducted on 12/27/17 at 11:00 am
with Resident #1 physician. The physician stated
he noted no injury to resident's left arm on
10/28/17 office visit. The physician stated the
facility informed him that the resident's spouse is
taking resident out of facility for physical therapy
and he recommended to continue with it.

An interview was conducted on 12/19/17 at 2:30
pm with Staff B, Certified Nurse Aide (CNAY
Certified Medication Aide {CMA). Staff B reported
Resident #1 will let you know if hefshe does not
like something or cares; and resident likes o hold
staff hands.

Staff B stated Staff A, the resident's 1 to 1 sitter,
came in at 6 am that morning [10/28/17]. Staff B
stated around 7 am Staff A appeared out of sorts,
nervous and asked to have the nurse check
resident's left arm, Staff B reported she went with
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the nurse, the Director of Nursing (PON) and
another CNA to the resident's room. Staff B
indicated resident lying on back in bed with right
arm in gown and left arm out of gown and Staff A
with resident's T-shirt over arm, Staff B stated
she assisted resident the night before with bed
time cares and put a clean T-shirt on resident.
Resident was in bed, in T-shirt when she left at
10 pm.

Staff B stated on 11/5/17 she came into work at
6:00 am and was assigned to care for Resident
#1. Staff B stated when she, DON, and other
CNA went into resident's room, Staff Awas
picking up resident's left arm and letting it drop to
the bed. Staff A stated to them, Mook at his arm,
is real [oose" and she was going to put resident's
shirt on when she noticed it.

Staff B stated resident's arm had not been like
that the night before. Staff B stated resident's
sitters are not to dress resident and Staff A has
been told this before, Staff B stated Staff A does
all cares for resident, incontinence cares using
applying two clean incontinent briefs, bed baths,
etc. Staff B stated Staff A told her that the
company she works for if ok with her doing cares.

An interview was conducted on 12/18/17 at 3:40
pm with Staff C, Certified Nurse Aide (CNA). Staff
C stated one of Resident #1 sitter's, Staff A does
all resident's cares per her request. Staff C
reported staff do the every 15 minute checks and
will assist Staff A, sitter, as needed. Staff C stated
they let her complete Resident #1cares.

Staff C stated she withessed Staff A, sitter,
transfer resident by self by self and not using a
gait belt. Staff C indicated the resident is two
assist with gait belt for all transfers. Staff C stated
she did report this to a nurse, but could not recall
which nurse. Staff C indicated resident can

F 323
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position self in bed onto right and left side, onto
back, up and down in bed, and move self for
comfort.

An interview was conducted on 12/19/17 at 4:20
pm with Staff D, Agency QA (Quality Assurance).
Staff D stated the Agency does all background
checks and training for their staff. The training
includes what they can do at the facility. Staff D
indicated their staff can do washing of resident's
hand and face, stand by assist, dressing of lower
extremities of pants, socks and shoes. Staff D
states our staff are considered assistance.

An interview was conducted on 12/19/17 at 4:38
pm with Staff A, Agency Sitter. Staff A stated she
used o clean Resident #1 face, hands, back,
arms, head and neck. Staff A stated when on
10/28/17 she came into work at 6 am as a sitter
for resident. Staff A stated she entered resident's
room he is lying on his back, reaching over with
right arm, left arm out stretched to left side,
slightly bent at elbow and between the mattress
and side rail at end of rail towards foot of bed.
Staff A stated she had never seen this before,
arm in side rails like that. Staff A stated resident in
gown. Staff A stated she got a CNA at the facility,
who does not work there anymore, and she came
and got resident's arm out of rail by herself and
everything is ok. Staff A stated she reported this
to the nurse. Staff A indicated later the next day or
so resident’s left arm started to swell. Staff A
stated she has seen the resident’s left arm caught
in the side rail before. Staff A stated the facility
had never told her she could not do cares and
she stated she does not do cares. Staff A stated
when resident sleeps he can move left arm ali
around.
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An interview was conducted on 12/20/17 at 7:47
am with Staff E, Licensed Practical Nurse (LPN).
Staff E stated she worked 6 pm to 6 am on
10/27-10/28/17 and was assigned to Resident #1
and at 4 am she and Staff H, CNA, did cares an
resident and resident not aggressive and no
incident occurred with resident on her shift. Staff
E indicated if something is bothering resident he
will let you know or will get aggressive and slap at
staff.

Staff E stated Staff A (sitter) does cares for
resident that she was told by the CNA's, and after
Staff A leaves, she finds two or three incontinent
brief on the resident, adding our staff do not do
that.

Staff E indicated resident can move left arm
sporadically, never seen resident with hand or
arm in side rail before. Staff E stated Staff A said
the resident was in a gown the morning of
10/28/17 when she came in at 6 am, Staff E
stated resident not in gown but a T-shirt, we
never changed resident out of T-shirt before 6 am
on 10/28/17.

An interview was conducted on 12/20/17 at 12:19
pm with Staff F, Registered Nurse (RN). Staff F
stated she has witnessed Staff A (sitter) doing
cares on Resident #1, including incontinent cares,
transferring resident by herself and not using a
gait belt, and dressing resident. Staff F stated no
one ever told her before that resident's sitters
cannot do cares.

Staff F stated on 12/15/17 she was informed by
the Administrator that "sitters" are not allowed to
do cares. Staff F stated on 12/16/17 Staff A came
in to sit with the resident at 6 am and was told
she (Staff A} could not do cares. Staff A stated
Staff A, sitter, became very upset and shortly
after the Director of Nursing instructed me to

FORM CMS-2567(02-99) Pravious Versions Obsolete Event ID: 8GVF11 Facility ID: 1A0815 If continuation sheet Page 11 of 15




' PRINTED: 01/12/2018
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED

C
165264 B. WING 1212712017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATF, ZIP CODE
: 114 CARTER STREET SW
C
QHC MITCHELLVILLE, LL MITCHELLVILLE, 1A 50169
X4y 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFEX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGILIHATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY)
F 323 | Continued From page 11 F 323

have the sitter feave the facility and replace with
our staff until replacement comes in.

An interview was conducted on 12/20/17 at
1:31pm with Staff G, Certified Nurse Aide (CNA).
Staff G stated Staff A (sitter) will do incontinent
cares, wash resident, dresses resident, and
assist her with Resident #1's transfers (as the
resident is assist of two staff members with a gait
beit.)

An interview was conducted on 12/20/17 at 329
pm with Staff H, Certified Nurse Aide (CNA). Staff
H stated she was told by facility staff and Staff A,
that she does all cares for Resident #1 when she
worked, and no one said anything different.

Staff H stated on 10/27-10/28/17 she worked 10
pm to 6 am and was assigned to resident.
Resident slept in a T-shirt and we never changed
it on our shift. Staff H stated when she left work at
6 am on 10/28/17, resident was in bed with
T-shirt on.

An interview was conducted on 12/21/17 at 912
am with Staff |, Licensed Practical Nurse (LPN).
Staff | stated on 11/3/17 she was assigned to
care for Resident #1. Staff | reported she noted
swelling of resident's left lower arm, notified
resident's physician and received a order for Bio
Freeze ointment and she applied to left arm. Staff
| stated she attempted range of motion of
resident's left arm but stopped due to resident
having pain. Staff | stated she had never seen
resident move left arm, resident always keeps left
arm bent at elbow and across body.

Staff | stated the resident's sitters are not to do
cares on resident, however Staff A, sitter, told me
she is doing cares. Staff | stated no concerns with
other sitters doing cares, Staff | indicated Staff A,
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sitter, knew she is not to do cares. Staff | stated
she did not recall if she reported to facility that
Staff A was doing cares.

An interview was conducted on 12/21/17 at 11:.01
am with Staff J, Certified Nurse Aide (CNA). Staff
J reported she does restorative therapy three
times a week on Resident #1 left upper and lower
extremity. Staff J stated on 11/3/17 doing
restorative therapy on resident's fingers and wrist
when resident took right hand and grabbed left
arm so Staff J stopped and did no more therapy
on resident.

Staff J indicated resident can move left arm some
but normally does not. Staff J stated Staff A did
assist with resident's transfers and washing under
resident's arms.

An interview was conducted on 12/20/17 at 9:53
am with the Director of Nursing {DON). The DON
stated she was Resident's nurse on 11/05/17 6
am to 6 pm, when Staff A came up to her very
panicky around 7 am saying, "hurry, something is
wrong with resident's arm." The DON reported
she went to resident's room and assessed
resident and could see by resident's face
something was wrong. The resident was tense
and would not let her take his blood pressure.
The DON stated she called resident's spouse and
informed them of the resident's condition and she
agreed something was wrong. The spouse
wanted the resident sent to the emergency room.
The DON stated she called resident's physician
and got the order. The DON stated the prior
nurse did not report any concerns of resident,
however when she assessed resident around 7
am, it was a big change of resident's condition.
The DON stated the resident was dressed in a
gown when she went to resident's room, the prior
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3rd shift nurse, Staff E, LPN, stated she left that
morning at 6 am and resident in a T-shirt.

The DON stated resident has had a sitter since
6/2016 due to resident's behaviors of hitting
others, and it was an intervention we put in place
for residents safety. The DON indicated sitters
are here from 6 or 7 am to 10 pm, 7 days a week.
The DON stated the only contract the facility had
with the Agency for sitter service is the one dated
6/16/16.

Interview conducted during this investigation with
the Administrator revealed the facility pays for
Resident #1 sitting service from Agency. The
Administrator stated the Agency does all the
background checks and training, we do not
request a CNA as they are not to do any cares
and our staff are aware of that. The Administrator
stated no incidents have happened with the
resident and the sitters. The Administrator stated
she had heard through the grapevine that Staff A,
was doing cares after Surveyor interviewed staff
members, however staff never reported this to
her until now.

Review of Care Guidelines dated 6/16/16, from
the Agency included: Agency staff core function is
to provide companionship, client advocacy, as
well as ensure Resident #1 does not strike out at
any fellow residents.

Staff is not to assist with transfers or any Activity
of Daily Living (ADL), however they are able to
assist with basic personal cares such as cleaning
resident's face and hands, or applying lotion.

Review of Documentation (15 minute checks for
safety) for Resident #1 indicated Staff A had
documented:

10/28/17- 6 am to 2 pm- when arrived, resident
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hand and arm was located between the rails of
bed, reported it CNA and Nurse and sponge bath
at6 am.

10/29/17- 6 am to 10 pm - sponge at 6:15 am.
10/30/17- 7 am to 5 pm - bed bath at 7 am.
11/1/17- 7 am to 5 pm- thorough sponge at 7
am, resident's arm still swollen, | washed resident
carefully.

11/2117- 11:45 am to 5pm - 11:45 am-5 pm -bath
at 12;30 pm and dressed at 1:30 pm.

11/3/17- 11:15 am {o Bpm - complete sponge
bath at 11:45 am.

11/6/17 - 6 am to 4:30 pm - Resident very
agitated, left arm is like a noodle, won't let me
touch it at all, reported to Nurse. | could not give
resident his/her usual sponge bath.
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Plan of Correction for
Mitchell Village Care Center

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

Mitchell Village Care Center will continue to operate and provide services in
compliance with all Federal, State and local laws, regulations and codes, and with
professional standards and principles to providing services within this facility.

F323: Resident #1 will have adequate supervision to prevent from hazards. All
residents will have adequate supervision to prevent hazards. On 12/29/17 an all
staff in-service was conducted. Staff were re-educated on abuse and neglect
reporting policy and reminded staff that any resident with a sitter, the sitter is not
allowed at any time to provide cares. The DON and/or designee will conduct
routine audits regarding supervision to prevent hazards. The findings will be
reported at the monthly QA meeting. 01/09/2018
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