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F 000 | INITIAL COMMENTS F 000 / 3%9,

The following deficiencies were identified during
the investigation of complaint #71967-C,
conducted December 11-27, 2017.

Complaint 71967-C was substantiated.

(See code of federal regulations (42CFR) Part
483, Subpart B-C).

F 323 | FREE OF ACCIDENT F 323
85=G | HAZARDS/SUPERVISION/DEVICES
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 alternatives prior to installing a side or
bed rail. If a bed or side rail is used, the facility
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 to installation.

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

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

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8} DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing hornes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available fo the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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by:

Based on observation, record review and staff
interviews, the facility failed to ensure that -(1)
The resident environment remained as free from
accident hazards as possible; and (2) Each
resident received adequate supervision and
assistance devices to prevent accidents for 6 of 7
residents reviewed. The facility failed to fully
investigate accidents and failed to implement
adequate interventions for 4 residents following
falls. The facility did not always ensure care
planned interventions were in place or functional.
{Resident #11, Resident # 3, Resident #10,
Resident #12.) Two residents felt from EZ stands
when they did not have the proper number or
properly trained staff assisting {Resident #14 and
Resident #15). Facliity census was fifty-eight (68}
residents.

Findings include:

1. A Minimum Data Set {MDS) with assessment
reference date of 9/18/17, assessed Resident #
11 with a BIMS score of "10" (moderate cognitive
impairment). The resident required extensive staff
assistance with bed mobility, transfers, dressing,
toileting, personal hygiene and bathing. The
resident had an indwelling Foley catheter and
was continent of bowel. A"balance during
transitions and walking" test revealed the resident
was not steady and only able to stabilize with staff
assistance when moving from seated to standing
position and surface to surface transfers
(transfers between bed and chair).

Hospital discharge information dated 9/7/17
revealed the resident discharged from the
hospital on that date following admission for
weakness and hypokalemia related te lung
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cancer and metastasis disease. The resident
admitted to the nursing facility for hospice care.

A hospital fall risk assessment flow sheet,
included with hospital discharge information
revealed the resident was a high risk for injury
and identified the fall risk interventions
impiemented which included: ambulate with
assistance device, bed/chair exit alarms/personal
alarm, close fo nurses station, family at bedside,
fall risk alerts and gait belt.

A facility falil risk assessment form, dated 9/7/17,
revealed the resident scored "8". A score of 10 or
more indicated high risk for falls.

Progress notes dated 9/27/17 at 6:54 a.m. and
documented by Staff E LPN (licensed practical
nurse) revealed at 3:30 a.m. the resident
sustained an unwitnessed fall. The entry identified
the resident's bathroom light was on and ali other
room lights were off. Staff chserved the resident
on the floor up against the bed laying on her left
side with knees to the resident's chest and head
on the floor. The resident hit her head. The
resident stated her nose hurt and staff ohserved a
0.5 centimeter {cm.) by 0.5 cm. skin tear on the
bridge of the nose with bruising. The resident had
some bleeding from the area that subsided
quickly. The resident stated she didn't know what
happened. The call light was within reach clipped
to the side rail.

A hospice note regarding the incident dated
9/27/17 at ©.06 a.m. revealed the resident fell out
of bed around 3 a.m. and landed on her face. The
hospice nurse observed swelling and faint
bruising over the left eye, redness and swealling
over the left cheekbone, upper lip and nose.
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There were 2 steri strips in place over the a 1 ¢cm.
by 0.25 cm. skin tear. Hospice documented the
resident had trouble reaching the bedside stand
due to difficulty moving arms (not new) to get
water, tissues, etc. Hospice asked the facility to
get the resident an overbed table the day hefore
the fall on 8/27/17. On 9/28/17, the room did not
have the overbed table. Staff F RN (registered
nurse) told hospice that she put one in the room
yesterday but later shifts must have removed it
Staff F would get one and put it back in the room.
Hospice also spoke with the care coordinator to
add the following to the care plan: 'call light over
resident’s stomach area within easy reach” and
"over bed table at bedside at all times."

A fall committee review undaied revealed the
resident informed the Hospice nurse that she
couldn't find the call light aftached to the bed. The
fall report did not identify when staff last saw the
resident.

On 12/18/17 at 12:18 p.m. Staff E LPN stated she
didn't recall the fall. She stated staff did rounds
around 2 a.m. so that would have been the last
check on the resident. When asked if the resident
could reach the call light prior to the fall, Staff E
stated the resident was able to let staff know what
she needed. The standard is that the call light is
in reach so she assumes it was in reach. The
siderails were up at the top of the bed. The
resident used them to get out of bed.

A care plan dated $/20/17 identified the resident
with a risk for injury. The care plan contained the
following interventions prior to the fall which
included: assist of 1 to 2 for transfers, glasses on
as she allows, maxifloat mattress io bed, use
wheelchair fir locomotion in hailway- staff propels,
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walks with walker and assist of 1 in room.
Following the 9/27/17 incident the care plan
contained an addendum to place call light across
abdomen so resident can easily get to it when in
bed. The care plan did not contain the
intervention of overbed table.

On 12/13/17 at 2:05 p.m. Staff F RN stated she
got the resident an overbed table and then
replaced it the day after the fall. She thought the
overbed table would be closer so the resident
could use it instead of reaching for the night
stand.

Progress notes dated 9/28/17 at 12:21 p.m.
revealed the resident got up in the recliner for 5
minutes and then wanted to lay back down due to
pain.

Progress notes dated 10/1/17 at 11:44 a.m.
revealed the resident attempted to get out of bed
hut staff reoriented the resident to use the call
light to make needs known.

Progress notes dated 10/8/17 at 12:40 p.m. and
documented by Staff G RN revealed staff
observed the resident on the floor in front of the
recliner laying on her right side at 11:45 a.m. Prior
to the fall, the resident sat in the recliner and
didn't feel well sitting and wanted to go back to
bed so she got up. The resident wore nonskid
socks and the call light was in the chair, Lighiing
was appropriate. The resident complained of
shoulder pain and right sided head pain. The
resident requested to go to the emergency room
(ER). The resident's right side of the head hulged
and was painful. The resident was alert but not
oriented to time or place. The resident
transported to ER for evaluation.
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A fall committee report not dated identified the
call light was not on at the time of the fall,
Following the incident the resident moved to a
different hall o a room closer fo the nurses
station. Prior to the 10/8/17 fall, the resident
resided on "C" hall in a room farthest distance
from the nurses station.

On 12/13/17 at 2:48 p.m. Staff G RN stated she
didn't know how long the resident sat in the
recliner prior to the fall. She stated she thought
she gave the resident's roommate a medication
about 15 minutes before the fall. She stated she
didn't check if the recliner controller or call fight
was available to the resident after the fall. She
stated she did not know who the CNA was that
alerted her the resident fell. She stated someone
told her they needed her down the hall and she
went to the resident's room and the resident was
face down on the floor on her right side. The
resident was confused and thought she was at
the bank. Staff D RN stayed with the resident
while Staff G called the resident's family and the
hospital. Staff G stated the resident was
conscious.

On 12/18/17 at 2:49 p.m. the hospice nurse
stated she got to the facility about 10 minutes
after the fall and the resident's recliner was not
reclined and was raised way up. She stated the
resident may have pushed the controller to
elevate the chair.

On 12/12/17 at 4 p.m. Staff D RN stated she was
in the resident's room sitting with the resident
after the fall. The resident's call light was in the
recliner right next to the arm rest. The resident
had a huge hematoma on the head. She stated
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the resident's recliner was raised all the way up
and the resident was at the bottom of the chair en
the floor. She wasn't sure where the chair
controller was. On 12/18/17 at 3:06 p.m. Staff D
stated she saw the resident attempt to get up per
self occasionally. She didn't recail seeing her in
the recliner much. She stated the resident made
the recliner go up and down but never saw her
make it go all the way up.

On 12/14/17 at 12:12 p.m. Staff H CNA (certified
nurse aide) stated she was working the resident's
hall that day. The resident was in the recliner with
feet elevated. She placed the resident in the
recliner around 10:15 a.m. and most likely saw
the resident sometime betweaen 11 and 11:30
a.m. The last time she saw the resident would
have been when she offered the resident a snack
at that time. The resident didn't say anything
ahout wanting to lay down at that time. Staff |
CNA came in at 11 a.m. but Staff H didn't think he
did anything with the resident. She was across

| the hall when she heard the resident's roommate
call for help. Staff H entered the room and saw
the resident on the floor and on her right side.
She didn't recall the position of the recliner. She
stated she usually placed the controller in the side
pocket of the recliner. The resident could still
reach it. Staff H called for the nurse who took
over the situation and Staff H went back to her
duties. Staff D RN helped the other nurse. On
12/18/17 at 10:52 a.m. Staff H stated she did not
ask the resident if she wanted to lay down. She
stated she did know the resident would fry and
get up per self a lot and was not reliable about
using the call light.

The surveyor attempted to reach Staff | during the
investigation but was unable to reach him.
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A hospital admission history and discharge dated
10/8/17 identified the resident with a head injury
(large contusion to right side due to fall) and back
pain-new (related to fall). The report identified the
resident slipped out of her recliner chair which
was in the upright position and hit the right side if
her head. She rated her pain a"8" on a scale of 0
to 10 (with 10 being the worst pain) when the
ambulance picked her up. On her arrival to the
ER the resident rated her pain a "4". The resident
had low back and coccyx pain with movement,
The resident had a large hematoma on the right
side of the head from the fall. She also fell a few
weeks ago and had bruising to the left eye area
since then. The report identified the resident was
admitted to hospice inpatient for observation and
treatment. They would control the resident's pain
with IV (intravenous) morphine {narcotic).

A hospital discharge summary dated 10/9/17
revealed a CT of the head was done with a
questionable subarachnoid hemorrhage. Repeat
imaging was not done given her end of life and
would not change management. The resident
discharged with active diagnoses that included :
smali cell iung cancer, sacral contusion and
subarachnoid hemorrhage. The resident was
comfortable and released back to the facility on
hospice care.

Staff Interviews:

On 12/19/17 at 11:14 a.m. Staff B CNA stated the
resident would get confused and try and get up
per self,

On 1214/17 at 12:33 p.m. Staff J CNA stated the
resident would sit in the recliner and would raise
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herself up and down.

On 12/13/17 at 1:50 p.m. Staff K CNA stated the
resident would not stay up long in the recliner. [f
the controller was in her reach, she would mess
with it and rise it up. She would also try and get
out of it. On 12/18/17 at 11:08 a.m. Staff K stated
the resident would try and get up per self a lot,
She needed constant reminders and when
reminded, the resident would say "oh that's right".
Staff K stated she reported it.

On 12/18/17 at 1:08 p.m. Staff L CNA stated she
heard that the resident did occasiconally try and
get up per self,

On 12/18/17 at 1:32 p.m. Staff M RN stated the
resident would try and get up per self. Staff M
caught her several times. The resident said she
would go wherever she wanted to go. She was
that way on both halis.

On 12/18/17 at 1:48 p.m. Staff N stated the
resident would try and get out of bed per self.
When the resident sat in the recliner, she would
not sit very long. She stated she told the nurses
about the resident's self transfers.

On 121817 at 4:10 a.m. Staff O CNA stated the
resident would manipulate the confroller. She
would raise herself up high enough to where staff
knew she did it herself. The resident alsc self
transferred earlier in her stay at the facility.

On 12/18/17 at 4:48 p.m. Staff P CNA stated the
resident attempted self transfers. She also
messed with the recliner controller making it go
way up sometimes and almost coming out of the
chair.

FORM CMS-2587(02-99) Previous Versions Obsolete Event 1D:55KD11 Facility [D: 140440 if continuation sheet Page 9 of 35




PRINTED: 01/19/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0301
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {(X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
165359 B. WING 1212712017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
METHODIST MANOR RETIREMENT COM 1206 WEST FOURTH STREET
STORM LAKE, 1A 50588
4} ID SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORRECTION *5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 323 | Continued From page 9 F 323

The care plan did not identify interventions to
increase supetrvision for the resident knowing she
self transferred and manipulated the controller to
raise the recliner until after the falls with injury
when they moved the resident to ancther hall
closer to the nurses station.

2. AMDS with assessment reference date of
8/14/17, assessed Resident #3 with impaired long
and short term memory and moderately impaired
decision making skills. The MDS did not identify
behaviors or wandering. The resident required
extensive siaff assistance with hed mobility,
transfers, ambulation in room, dressing, toileting,
personal hygiene and bathing. The resident was
occasionaily incontinent of bladder. A "balance
during transitions and walking" test identified the
resident as not steady and only able to stabilize in
all but 2 areas of testing that included: moving
from seated to standing position and walking. The
resident had 2 or more falls without injury since
the prior assessment and 1 fall with injury since
the prior assessment.

A care plan dated 6/10/16 identified the resident
with an injury risk. The care plan direcied staff to
implement the following measures in place : body
pillow in bed, left leg protector, restorative
exercise program, ensure room door remains
open during the day, bathroom light in at night,
assist fo get ready for bed, gripper socks as he
allows, bed alarm at night, floor alarm at night by
bed.

Aresident fall assessment sheet dated 7/17/17 at
1:25 p.m. revealed an unwitnessed fall in the

resident room. Staff documented the resident fell
by the bed side table. Staff identified the resident

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 53KD11 Facility [D: 1AQ440 If continuation sheet Page 10 of 35




PRINTED: 01/19/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) BATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
165359 B. WING 1212712017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

41206 WEST FOURTH STREET

METHODIST MANOR RETIREMENT COM STORM LAKE, IA 50588

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 323 | Continued From page 10 F 323

with an internal risk factor of unsteady gait. A
progress note dated 7/17/17 at 12:29 p.m.
identified the resident with a 2 cm. by 2 cm. skin
tear on the left leg that was previously present but
reopened when the fall occurred. Staff also
identified a red area above it. The care plan
identified the intervention following the incident
dated 7/18/17 as "left arm protector”.

A resident fall assessment dated 7/25/17 at 11
a.m. revealed a witnessed fall at the nurses
station. The resident attempted to stand up from
the wheelchair and slid out. The resident did not
sustain injury. A care pian intervention dated
7125/17 identified "dycem in the wheelchair” as
the intervention following the incident,

Aresident fall assessment dated 7/27/17 at 9:50
p.m. revealed staff found the resident in the floor
against the bed on his bottom with alarms
sounding. The resident sustained a 4 cm. by 2
cm. skin tearto the left forearm underneath an
arm protector. The intervention following the
incident was dated 7/27/17 that directed staff to
place bed alarm under shoulders,

A care plan intervention dated 8/1/17 directed
staff to assist the resident with ambulation and
transfers.

Artesident fall assessment dated 8/22/17 at 7
a.m. revealed the resident was on "d" hall by the
dining room and staff heard a thump. The
resident hit his head on the lower trim of the
hallway. The intervention following the incideni on
the care plan was dated 8/22/17 and was "chair
alarm” and " ambulate resident as tolerated with 4
wheeled walker or front wheeled walker with the
assistance of ong".
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A resident fall assessment dated 8/29/17 at 9:45
p.m. revealed the resident was confused and
frequently attempted to self transfer. The resident
also did not lock his wheelchair brakes before
getting up. A progress note idenfified staff
observed the resident lying on the floor near the
nurses station on his right side with right elbow
against the floor and head resting in his hands.
The alarm failed to sound when the fall occurred.
When asked what he was trying to do, he stated
he was laying down. The care plan contained an
addendum dated 8/30/17 that identified the
intervention following the fall as "recheck alarm
and replace as neaded".

Aresident fall assessment dated 8/3/17 at 7 p.m.
identified the resident attempted to self transfer
and fell to the floor. Progress notes dated 9/3/17
at 9:15 p.m. revealed an unwitnessed fall in A
hall. The resident was face down on his stomach.
The resident was in the wheelchair prior to the
fall. The resident did not sustain injury. The care
plan identified an intervention dated 9/5/17 to
"keep in line of vision while in wheelchair”.
Documentation did not identify of the alarm
sounded or if dycem was in place.

A resident fall assessment dated 9/5/17 at 7:40
p.m. revealed the resident was confused and
known to self transfer. Progress notes dated
8/5/17 at 8:19 p.m. revealed the alarm sounded
and staff witnessed the resident losing his
balance and falling backwards on bottom in a
sitting position near the nurses station. The
resident did not sustain injury. A fail committee
review dated 9/6/17 revealed the intervention
following the incident was "medication

adjustment-lexapro (antidepressant) started".
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Aresident fall assessment dated 9/21/17 at 7:05
a.m. revealed the resident slipped out of bed.
Progress notes dated 9/21/17 at 7.05 a.m.
revealed staff found the resident kneeling by his
bed after trying to get up. The resident had
regular socks on when the fall occurred. The
resident did not sustain injury. A fall committee
review dated 9/21/17 identified the resident's door
was shut. Documentation did not identify if the
body pillow was in place or if the alarm sounded.
The care plan did not identify a hew intervention.
The form identified an intervention dated 9/21/17
of "gripper socks" {already in place).

A resident fall assessment dated 9/25/17 at 5
a.m. revealed the resident fell. Progress notes
dated 9/25/17 at 5:01 a.m. revealed around 4:50
a.m. the resident sustained an unwitnessed fall in
the resident room. The alarm sounded. The
resident was on the floor next to the bed with the
hody pillow behind him. The bed was in low. The
resident needed the bathroom. The resident did
not sustain injury. Documentation did not identify
when the resident last used the toilet. The care
plan contained an addendum dated 9/25/17 that
stated "floor mat".

Aresident fall assessment dated 8/28/17 at 8:45
p.m. revealed the resident was confused and had
a history of salf transfers. The resident self
propeiled the wheelchair in the hall prior to the
fall. Progress notes dated 9/28/17 at 9:08 p.m.
revealed staff found the resident in the ice
making room cn the floor with pants unzipped.
The alarm did not sound, The fall was not
unwitnessed. The care plan did not contain a new
intervention following the incident. Documentation
did not reveal why the alarm failed to sound,
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when staff last saw the resident (since the
resident was to be within staff's line of vision
when in wheelchair) or when staff last toileted the
resident or if the wheelchair contained dycem.

Aresident fall assessment dated 10/11/17 at 5
a.m. revealed the resident fell. Progress notes
dated 10/11/17 at 5:40 a.m. revealed at 5:08 a.m.
staff informed the nurse that the resident was on
the floor. The alarm sounded. The fall was
unwitnessed. Staff ocbserved the resident in the
floor against bed taying on his left side with knees
drawn to chest and head on the floor. The
resident hit his head which resulted in an
abrasion on the top of the head that measured 5
cm. by 2 cm. Staff did not observe other bruising.
The fall committee review dated 10/11/17
identified the alarms sounded and the body pillow
was in place. The bed was in low. The review did
not identify if the floor mat was in place or when
staff last saw or toileted the resident. The review
form identified staff would get the residentup at 5
a.m. as the intervention following the incident.
The care plan did not reflect a new intervention.

Acresident fall assessment dated 11/11/17 at 1:38
p.m. revealed staff observed the resident sitting
on the floor against the bed with alarms sounding.
The assessment identified the resident was in the
wheelchair prior to the fall. Progress notes dated
1111/17 at 1:44 p.m. revealed no injury from the
fall. The notes did not identify when staff last
saw/toileted the resident or if the dycem in the
wheelchair was in place. The resident was not in
the line of vision as directed per care plan. The
care plan contained an intervention dated
11/11/17 that identified the new intervention as
"encourage to lay down in bed after lunch”.
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A resident fall assessment dated 11/20/17 at 2:30
p.m. revealed a fall. Staff found the resident in
another resident's room on the floor next to the
bed. Pricr to the fall, the resident propelled self in
the wheelchair, The resident said he was irying to
tay down. Pragress notes revealed staff called the
charge nurse to a resident room after hearing an
alarm. The resident laid on the floor next to the
other resident's bed with his head near the foot
and legs outstrefched in front of him. Staff did not
observe injury. The resident was not in the line of
vision as directed per care plan. it is not know if
dycem was in place or when staff last saw/toileted
the resident. A fall committee review dated
11/21/17 identified the new intervention as "all
staff to direct resident fo his hall as he allows”.

Aresident fall assessment dated 12/6/17 at 6
a.m, revealed a fall, The resident was in a
wheelchair prior {o the fall. Progress notes dated
12/6/17 at 5:21 a.m. revealed staff called for help
at 4:45 a.m. Staff found the resident on his knees
in front of his wheslchair by the public restroom.
The resident received skin tears on the webbing
between thumb and index finger. The notes did
not identify which hand. The left hand skin tear
contained a 5 cm. moon shape skin tear. The
resident received the skin tears by attempting to
puil self up into the wheelchair after the fall. Staff
did not observe bumps or bruises to the
resident's head. The resident's alarm did not
sound. The fall committee review dated 12/6/17
identified the fall as unwitnessed. After the
incident, staff toileted the resident and the
resident had a large bowel movement. The
review identified skin tears to both right and left
hands,. After the incident, staff replaced the
atarm. The review did not identify when staff last
toileted the resident or if there was dycem in the
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chair. The review did not indicate if staff
redirected the resident fo his hall prior to the fall.

Cn 12/17M7 at 11 a.m. the surveyor asked Staff
C unit manager about the resident’s falls and
what interventions were in place since the
information was not always available on the
resident fail assessment, progress notes or fall
committee review. She stated she would have {o
ask staff and get back to the surveyor.

On 12/18/17 10:37 a.m. Staff C unit manager
staled she called the nurses who worked to find
out what interventions were in place when falls
occurred: Regarding 9/3/17 fall Staff C called the
charge nurse who stated the alarm sounded.
Regarding the 9/21/17 fall she stated Staff A said
yes the alarm sounded and the resident crawled
over the body pillow. Regarding the 9/25/17 fall,
Staff C called Staff E who stated he was last seen
at 4 a.m. rounds. The rasident is not incontinent
50 he is not toileted regutarly. Staff toilets when
he gets up or is restless. Regarding the 972817
fall, Staff C spoke with Staff D who said the
resident was toileted right after supper and she
wasn't sure wiy the alarm didn't sound. 1t was
checked earlier and sounded. Staff D replaced
the alarm. On the 10/11/17 fall Staff E stated they
toilet the resident when he's anxious and they
visualize the resident every 1.5 to 2 hours. On
121817 at 2 p.m. Staff C stated the resident got
up and was using a bed alarm all night. That
worked but the chair alarm did nof sound.

Observation showed on 12/12/17 at 1:08 p.m. 2
staff toileted the resident. The resident's chair
alarm did not sound until after the staff had the
resident seated on the toilet. The surveyor
questioned if the placement of the alarm which
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laid on top of a wheelchair cushion resulted in the
delay in the alarm sounding. Staff V CNA then
moved the atarm pad under the cushion. When
tested the alarm sounded immediately after staff
placed it under the cushion.

Progress note documentation of self transfer
attempts:

10/3/17 at 10 a.m. Resident propelied into
another resident's room and transferred into other
resident's bed.

10/14/17 at 11:32 a.m. Resident at the desk and
attempted to self transfer

10/21/17 at 8:38 p.m. The resident self
fransferred from wheelchair to bed

10/23/17 6:41 p.m. The resident sits by nurses
station in wheelchair and aitempted to self
transfer twice

11/13/17 at 1:40 a.m. Resident entered a
resident’s room on another hall and stood in an
attempt 1o self transfer to bed

11/16/17 at 1:01 p.m. Resident attempted o self
transfer in the dining room

11/28/17 at 9:49 a.m. Staff found the resident in
another resident room frying to self transfer into
another resident's bed

1243117 at 4:19 p.m. The resident attempted to
self transfer fo another resident's toilet. Staff took
the resident back to his room to use the rest room

12/4/17 11:21 a.m. Resident wandering into other
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resident rooms. Staff took resident to rest room.

12/5/17 at 1:36 p.m. The resident made one
attempt to self transfer into another resident's
bed.

12/11/17 at 3:46 p.m. Staff found the resident self
transferring to another resident's toilet. Staff took
the resident back to his room to use the toilet.

The care plan did not identify seif transfer
attempts or interventions that increased
supervision hased on knowledge of the resident
self transferring. The care plan intervention for
toileting was dated 5/18/17 and stated "assist to
tollet" with no frequency identified.

3. A Minimum Data Set (MDS) with assessment
reference date of 8/14/17, assessed Resident
#10 with a brief interview for mental status (BIMS)
score of "5" (severe cognitive impairment). The
resident required extensive staff assistance with
bathing, transfers, ambulation, dressing, toileting,
personal hygiene and bathing. A "balance during
transitions and walking" test revealed the resident
was unsteady and only able to stabilize with staff
assistance in all areas of testing except for
walking. The balance test revealed the resident
as unsteady and able to stabilize without staff
assistance. Progress notes dated 8/7/17 at 3:08
p.m. revealed the resident admitted to the facility
on 8/7/17 from the hospital for skilled services.

A physician progress note dated 8/30/17 revealed
the resident returned for a 1 month follow up of
hypertension, compression fracture T12,
depression and other medical issues. The
progress note documented that the physician saw
the resident 6/28/17 with low back pain and
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diagnosed the resident with a compression
fracture of T12 at that time.

Afall risk assessment dated 8/7/17 identified the
resident with a score of "12". A score of 10 or
above represented high risk.

Atemporary care plan dated 8/7/17 identified the
resident as assist of one or 2 and full weight
bearing.

Progress notes dated 8/20/17 at 9:59 a.m.
revealed the resident fell in the activity room. The
resident stated he atternpted to assist another
resident over the door threshold. The resident did
not stistain injury. A fall committee review dated
8/21/M17 identified the intervention following the fall
as "resident education not to assist cther
residents”. (not effective-resident had BIMS of
"5"). Aresident fall assessment form dated
B/20/17 at 9:30 a.m. revealed the resident had
the following internal fall risk factors: unsteady
gait, impaired vision and incontinence. On
1219117 at 2:44 p.m. Staff C RN {registered
nurse unit manager) stated the incident occurred
on a Sunday morning. The church group gathers
together and activity staff are not present. The
only staff that would have been around were staff
in the hall that day.

Progress notes dated 8/28/17 at 10:35 p.m.
revealed an unwitnessed fall in the resident room.
Staff found the resident on the floor when the
resident put a shirt on a hanger and lost his
footing. The resident received a 5 centimeter
{cm.} by 0.5 c.m. skin tear to the left elbow. The
resident complained of hip pain and transferred to
the ER {emergency room) for examination at 5:40

a.m. on 8/29/17. The resident returned {o the
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facility at 9:40 a.m. on 8/29/17 with diagnosis of
hip contusion. A fall committee review dated
8/29/17 revealed the resident received a
bump/bruise to the right hip and a skin tear to the
left elbow. The intervention following the incident
was "mobility atarm after supper”. A dermal flow
sheet dated 8/30/17 identified a painful 12 cm. by
7.5 cm. bruise to the right hip and pelvis. On
10/5/17 the bruise resolved

A facsimile to the physician dated 9/5/17 revealed
the resident had a sudden increase of blue/purple
bruising to the right hip from the previous fall. The
area was almost resolved and now increased with
a semi hard easily movable mass above the right
hip. The physician responded saying he would
see the resident today. At the physician visit that
day, the physician measured a 36 cm. by 15 cm.,
with 23 cm. by 7 cm. hematoma of the area.

A physician note of the 9/6/17 visit revealed the
resident returned to the physician for a follow up
of hypertension and dus io a history of right
lateral abdomen and lower chest bruising and
mass. The physician documented the resident
had a fall a few weeks ago and the bruising was
nearly resolved. The staff noticed bruising again
over the past few days. A physician order dated
9/5/17 revealed the physician ordered a physical
therapy consulttation (PT) for possible ultrasound
treatment of right lower chest and abdomen
hematoma.

A PT discharge summary dated 9/7/17 revealed
the resident achieved all goals and could be
independent in the facility. The care plan
contained a directive dated 8/27/17 that the
resident could be independent with transfers and
gait using walker (supervise for direction as
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needed) and assist when unsteady. A therapy
communication form dated 8/25/17 revealed the
PTA (physical therapy aide) identified the resident
could ambulate independently with front wheel
walker. Staff should supervise for direction
secondary o confusion

Progress notes dated 9/12/17 at 12 p.m.
revealed the resident fell while using the rest
room by the nurses station. On 12/19/17 at 10
a.m, Staff ARN {registered nurse) stated she
worked the day of the incident. The resident was
independent during the day at the time and fell
coming out of the bathroom by nurses station. A
fall committes review dated 9/13/17 identified the
resident complained of dizziness when the fall
occurred. The intervention was "updating
cardiologist on dizziness and irregular heart rate”.

Progress notes dated 9/20/17 revealed the
resident saw the cardiologist and received a
diagnosis of "chronic atrial fibrillation™. The
physician prescribed Warfarin (blood thinner).

A physical therapy assistant (PTA) recommended
on 10/3/17 for the resident to be independent
during the day and assist of one after supper.

Progress notes dated 11/10/17 at 5:10 p.m.
revealed an unwitnessed fall in the resident room.
Staff observed the resident sitting on the floor of
the resident's room. The resident complained of
cocoyx pain and stated he laid in bed prior to the
fall. The resident's pants were lowered to the
thighs. The resident denied a need for the
bathroom. The intervention on the care plan
dated 11/10/17 (following the incident) was to
"move the time of the alarm placement to
midafternoon due to sundowning”. There were
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lines through the intervention and "changed”
beside it with no date.

Progress notes dated 11/15/17 at 6:26 p.m.
revealed an unwitnessed fall in the bathroom by
the nurses station at 5:10 p.m. Staff found the
resident sitting on his hottom with both legs
extended in front of him. The walker was on the
left side of the resident. The resident stated he
slipped. Staff observed blood on the resident's
{eans and on the entrance of the door from a
pinpoint open area on the left hand. The
intervention was "staff write up". Review of the
staff write up dated 11/17/17 showed the staff did
not follow the care plan resulting in a fall,

Atherapy recommendation dated 11/28/17 from
the PTA directed staff to ambulate the resident
with assist of one at all times and alarm at all
times.

Progress notes dated 12/9/17 at 10:51 a.m.
revealed the resident ambulated with staff and
walker when he reached out for his chair and lost
his balance and fell backwards on his bottom.
The entry did not identify if staff used a gait belt.
The fall committee investigation dated 12/11/17
did not identify if staff used a gait belt when the
fall occurred. On 12/19/17 at 11:14 a.m. Staff B
CNA (certified nurse aide) stated she used a gait
belt when the incident occurred. The intervention
following the incident was "PT screen”.

Progress notes dated 12/M11/17 at 4:14 p.m.
revealed at approximately 3:55 p.m. staff
observed the resident sitting in his bottom in his
room. The resident sat at the entrance of the
hathroom and stated he needed the bathroom. A
fall committee review dafed 12/12/17 revealed
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prior to the fall the resident sat in the recliner and
alarms sounded.. The report did not identify when
staff last teileted or saw the resident. The
intervention following the incident was to "keep
wheelchair out of reach”

Progress notes dated 12/14/17 at 11:17 p.m.
revealed an unwitnessed fall in the resident room
Staff observed the resident seated on the edge of
the bed around 10:10 p.m. The alarm cord
disconnected from the box causing it to sound.
The resident stated he must have rolled out of
bed. Staff observed a large bump to the
resident's right upper forehead with black purple
bruising present measuring 6 cm. by 6 cm. The
resident denied the need to use the toilet. The
resident transported to the ER at 10:30 p.m. for
evaluation. On 12/156/17 at 1 a.m. the resident
returned to the facility. A CT (computerized
tomography) scan was normal. The fall risk
committee form dated 12/14/17 intervention
following the incident was "body pillow when in
bed". The incident report identified a new room
for the resident.

A care plan dated 8/27/17 identified the resident
with “injury risk" and "ADL maintenance”
concerns. The care plan revealed the resident
could tollet self and staff should assist when
unsteady. The care plan did not identify a plan o
increase supervision of the resident.

On 12/18/17 at 9:50 a.m. observation showed the
resident seated in his room in a recliner with
alarm on. The right side of the resident's face was
completely bruised with a purple bruise. When
asked what happened, the resident stated he had
"2 to 3 bruises” and they "were coming along”. At
10:08 a.m. 2 staff assisted the resident to a
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standing position with a walker and a gait belt and
the alarm sounded.

4. AMDS with assessment reference date of
8/7/17, assessed Resident #12 with impaired long
and short term memory. The resident required
extensive staff assistance with bed mobiiity,
fransfers, dressing, toileting, personal hygiene,
eating and bathing. The resident had functicnal
impairments of range of motion of both upper and
lower extremities. The MDS identified the resident
with two or more falls without injury since the
previous assessment. The resident had
diagnoses that included: dementia.

Progress notes dated 7/1/17 at 9:43 p.m.
revealed staff chserved the resident on the floor.
The resident was in bed prior to the fail. A fall
commiftee review dated 7/3/17 revealed staff
found the resident sitting on the floor. The
resident said she hit her head. The alarm was not
on. The intervention was: hushand and staff
education. On 12/19/17 at 4:20 p.m. Staff D RN
stated the resident's hushand just left and the
incident occurred. Staff D said the spouse often
transferred the resident and did not set the alarm
so staff would try and get to the room as soon as
the spouse left.

Progress notes dated 8/6/17 at 9:37 p.m.
revealed an unwitnessed fall at the nurses
station. The resident leaned over the right side of
the recliner and slid out. Staff found the resident
crouching on her knees with her head on the
floor, The alarm did not sound. The resident
received a 3 cm. by 2 cm. laceration to the
forehead and scattered red spots with
serosanguinous drainage. A fall committee review
dated 8/6/17 revealed the intervention for the
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incident as: "alarm reptaced".

Progress notes dated 8/18/17 at 4:06 p.m.
revealed an unwitnessed fall in the resident room.
Staff found the resident sitting on her bottom next
to the bed at 2:40 p.m. The alarms sounded. A
falt committee review dated 8/21/17 did not
identify if the body pillow was in place. The
intervention was: "bed in low".

Progress notes dated 8/24/17 at 8:31 p.m.
revealed staff found the resident on the floor next
to the bed with alarms sounding. A fall committee
review dated 8/26/17 did not identify if the body
pillow was in place. The intervention was "Ativan
(antianxiety) at 2 p.m. for restlessness".

Progress notes dated 9/13/17 at 4:10 p.m.
revealed staff found the resident lying on the floor
next to the bed. The bed was not in low. There
was no alarm present and no hody pillow in place.
Ahospice aide was last seen with the resident.
The intervention was "hospice aide education”
On 12/18/17 at 4:20 p.m, Staff D RN staled the
hospice aide probably left an hour before the
incident occurred.

5. AMDS with assessment reference date of
&/5/17 assessed Resident #15 with a BIMS score
of "5" {no cognitive impairment). The resident
required extensive staff assistance with hed
mobility, transfers, dressing, toileting and bathing.
The resident used a wheelchair for mobility.

A care plan dated 6/14/16 identified the resident
with a risk for injury. An addendum to the care
plan dated 5/16/17 directed staff to use 2 staff
with EZ lift transfers.
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On 12/13/17 af 3:48 p.m. the resident stated in
July a girl didn't get the straps on the EZ stand
right and one came off and the resident ended up
on the floor between the stool and the door. She
said she did not sustain injury.

Acresident fall assessment sheet dated 7/5/17 at
4:20 p.m. revealed staff assisted the resident o
the bathroom via EZ stand with upper hody left
belt in place and secured. While standing {o get
off the tollet, the left loop came off the EZ stand
and the resident fell onto her buttocks in the
bathroom. The resident denisd injury other than
“whole body sore". Staff assisted the resident
from the floor to the wheeichair via hoyer lift. The
resident fall sheet revealed the facility wrote a
CNA up for not following the care plan, There was
no documentation the EZ stand or straps were
inspected after the incident.

On 12/18/17 at 5 p.m. Staff S CNA stated the
hoyer lift strap flipped up and over the hook.
There was a silver clip fo secure the strap and the
strap came off the inside of the clip and the
resident went {o the floor. Staff S stated she
knows she put the straps on right but she did not
have a second staff with her for the transfer as
the care plan directed. Staff S stated before her
incident, she heard the same thing happened a
couple weeks before and the resident slid down
onto the toilet and did not fall. She stated she was
not working with the resident when that incident
occurred, Staff S stated she never received a
write up for the incident or signed one. Review of
the write up for Staff S revealed the signature
area where Staff S should sign to acknowledge
she received the write up was blank.

On 12/18/17 at 12:30 p.m. the Administrator
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stated Staff S never worked again after the 7/5/17
incident and that is why she did not sign the
discipline form.

On 12/20/17 at 10:12 a.m. the human resources
{HR) manager stated Staff S did not sign the form
bacause she never worked again after the
incident. Review of pay roll records showed Staff
S did work on 7 occasions after the incident.

Observation on 12/18/17 showed 2 staff transfer
the resident with the EZ stand. Staff hooked the
straps to the EZ stand bars with the security clips
in place. Staff performed the transfer without
incident.

6. A MDS with assessment reference date of
711017 assessed Resident #14 with a BIMS
score of "15" (no cognitive impairment). The
resident required extensive staff assistance with
bed mohility, transfers, dressing, toileting,
perscnal hygiene and bathing.

On 12/14/17 at 1:55 p.m. the resident stated quite
awhile ago staff didn't have the strap on the hook
of the EZ stand and she fell but didn't get hurt.

Resident progress notes dated 8/25/17 at 9.59
p.m. reveated staff transferred the resident off the
toilet with the EZ stand and the strap came
unfastened causing the resident to lean to the
side. Staff lowered the resident to the floor, Staff
inspected the EZ stand for defects and found
none. A resident fall assessment sheet dated
8/25/17 at 9 p.m. revealed the resident had a fall
on the EZ lift. A fall commitiee review undated
revealed 2 nurse aides assisted the resident off
the toitet with the EZ lift. The strap became
unfastened causing the resident to lean sideways
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and staff lowered the resident to the floor.

Acare plan dated 5/4/16 revealed the resident
had a risk for injury. The care plan dated 5/4/16
directed staff to use 2 staff with EZ Stand §ift
transfers. Following the incident on 8/25/17 the
care plan directed staff to use a hoyer lift with
transfers. Staff discontinued the hoyer lift
directive on 8/28/17. A typed note revealed the
resident voiced concerns about using the hoyer
lift after it was implemented. The resident felt the
facility imptemented the hovyer lift as a
punishment for the fall. The facility changed the
hoyer lift directive back to EZ lift and 2 staff for
transfers on 8/28/17,

On 12/14/17 at 3:18 p.m. the surveyor asked
Staff T (unit manager) who the staff were that
were Involved in Resident #14 and Resident
#15's incidents. (The incidents occurred on the
same hall on the evening shift and one month
apart.) Staff T stated they don't keep track of that.
On the same date at 3:55 p.m. the surveyor
spoke with the DON about not knowing who the
staff were involved in the incidents. At that time,
the DON stated Staff S and Staff Q were involved
in Resident #15's incident and stated that Staff Q
and Staff N were involved in Resident #14's
incident.

On 12/14/17 at 4;20 p.m. Staff @ CNA denied
transferring Resident #15 but informed the
surveyor Staff S CNA transferred Resident #15.
She stated Staff U CNA assisted her with
Resident #14's transfer and not Staff N. Staff Q
stated when Resident #14's incident occurred, the
£Z stand did not go straight and then the strap
came off the hook .
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On 12/20/17 at 10;08 a.m. Staff U CNA stated he
was with Staff Q when Resident #14's incident
occurred. He stated the strap just came out from
the machine and then he saw the resident falling.
He stated all the resident's weight was going to
the side. He didn't recall if the device to secure
the straps was present: He stated he was
underage and he is not stipposed to use
machines. It was also his first day of work. When
asked why his hire date was listed as 7/20/17 he
stated he was hired on that day and then tock a
trip to Mexico and his first day was 8/25/17.

On 12/20/17 at 9:33 a.m. Staff T unit manager
stated she inspected the lift and everything after
Resident #14's incident and there were no issues.
The security clips were there. There were no
concerns with the sling condition and the laundry
staff inspects them when they are washed. She
stated there was no staff retraining following the
incidents. On 12/20/17 at 10:18 a.m. Staff T
staied the nurse working when Resident #15 felf
did not have Staff S show her how she hooked
the sling but the nurse did visually inspect
everything.

F 328 | TREATMENT/CARE FOR SPECIAL NEEDS F 328
§8=D | CFR(s): 483.25(b}2)(N(a)}5)(M)(1)()

{b)}(2) Foot care. To ensure that residents receive
proper treatment and care to maintain mobility
and good foot health, the facility must:

{1} Provide foot care and treatment, in accordance
with professicnal standards of practice, including
to prevent complications from the resident’s
medical condition(s) and

{ii) If necessary, assist the resident in making
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appointments with a qualified person, and
arranging for transportation to and from such
appointments

{fy Colostomy, ureterostomy, or ileostomy care.
The facility must ensure that residents who
require colostomy, ureterostomy, or ileostomy
services, receive such care consistent with
professional standards of practice, the
comprehensive person-centered care plan, and
the resident’s goals and preferences.

{g)(5) A resident who is fed by enteral means
receives the appropriate treatment and services
to ... prevent complications of enteral feeding
including but not limited to aspiration pneumonia,
diarrhea, vomiting, dehydration, metabolic
abnormalities, and nasal-phatyngeal ulcers.

{h) Parenteral Fluids. Parenteral fluids must be
administered consistent with professional
standards of practice and in accordance with
physician orders, the comprehensive
person-centered care plan, and the resident’s
goals and preferences.

(i) Respiratory care, including tracheostomy care
and tracheal suctioning. The facility must ensure
that a resident who needs respiratory care,
including tracheostomy care and tracheal
suctioning, is provided such care, consistent with
professional standards of practice, the
comprehensive person-centered care plan, the
residents’ goals and preferences, and 483.65 of
this subpait.

{i) Prostheses. The facility must ensure that a
resident who has a prosthesis is provided care
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and assistance, consistent with professional
standards of praclice, the comprehensive
person-centered care plan, the residents’ goals
and preferences, to wear and be able to use the
prosthetic device.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview, the
facility failed to ensure that a resident who needs
respiratory care, is provided such care, consistent
with professicnal standards of practice, the
comprehensive person-centered care plan, the
residents' goals and preferences for 1 of 4
residents on oxygen. The facility did not ensure
Resident #11's oxygen was connected to the
oxygen supply which resulted in a lowered
oxygen saturation reading. Facility census was
fifty-eight {58) residents.

Findings include:

1. AMinimum Data Set (MDS) with assessment
reference date of 9/18/17 assessed Resident #11
with a BIMS score of 10" {moderate cognitive
impairment). The resident required extensive staff
assistance with bed mobility, transfers, dressing,
toileting, personal hygiene and bathing. The
resident had an indwelling Foley catheter and
was continent of bowel.

Hospital discharge orders dated 9/7/17 revealed
the resident admitted to the facility on that date
with diagnoses that included: lung cancer. The
physician ordered oxygen at 2 liters into the lungs
continuously.

Ahospice note dated 10/12/17 at 12:38 p.m.
revealed hospice arrived and found the oxygen
tubing disconnected from the oxygen

FORM CMS-2567(02-99) Previous Versions Obsolete Event 1D:5SKD11 Facility ID: [A0440 If continuation sheet Page 31 of 35




PRINTED: 01/19/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
165359 B. WING 1212712017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
41206 WEST FOURTH STREET
METHODIST MANOR RETIREMENT COM STORM LAKE, IA 50588
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 328 | Continued From page 31 F 328

concentrator. The oxygen level (SA02) without
oxygen was 84%. After oxygen was reapplied at 2
liters the SA02 level went up to 91%. The hospice
note identified Staff W RN working at the time.
On 12/20/17 at 9:25 a.m. Staif W stated she did
not recall the incident.

F 3563 | SUFFICIENT 24-HR NURSING STAFF PER F 353
58=D | CARE PLANS

CFR(s). 483.35(a)(1)-(4)

483.35 Nursing Services

The facility must have sufficient nursing staff with
the appropriate competencies and skills sets to
provide nursing and related services to assure
resident safety and attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident, as determined by
resident assessments and individual plans of care
and considering the nurber, acuity and
diagnoses of the facility’s resident population in
accerdance with the facility assessment required
at §483.70(e).

[As linked 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 hasis 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

{ii) Other nursing personnel, including but not
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limited to nurse aides.

{a}2) Except when waived 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
nurses have the specific competencies and skill
sets necessary to care for residents’ needs, as
identified through resident assessments, and
described in the plan of care.

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

This REQUIREMENT is not met as evidenced
by:

Based on record review, resident and staff
interviews, the facility failed to have sufficient
nursing staff with the appropriate competencies
and skills sets to provide nursing and related
services to assure resident safety and attain or
maintain the highest practicable physical, mental,
and psychosocial well-being of each resident, as
determined by resident assessments and
individuat plans of care and considering the
number, acuity and diagnoses of the facility's
resident population in accordance with the facility
assessment for 2 of 8 residents interviewed
regarding call lights. Resident interviews and calll
light print outs revealed staff sometimes did not
answer call lights within the required 15 minutes.
Facility census was fifty-eight (58) residents.

Findings include:

1. AMinimum Data Set (MDS) with assessment
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reference date of 10/30/17 assessed Resident
#13 with a brief interview for mental status (BIMS)
score of 15" (no cognitive impairment} The
resident required extensive staff assistance with
transfers and toileting.

On 12/12/17 at 10:58 a.m., Resident #13 stated
she timed call light response with her clock radio
and reported about a month ago it was 30
minutes before staff answered her call light. She
stated she needed the bathroom and she made it
in time.

AMDS with assessment reference date of
7M10/17 assessed Resident #14 with a BIMS
score of 15. The resident required extensive staff
assistance with transfers and tolleting.

On 12/14/18 at 12:55 p.m., the resident stated a
couple nights ago it took 20 to 30 minutes to get
the call light answered. She stated she looked at
the clock and made it to the commode in time.

Resident #13 and Resident #14 were roommates.
The call light response sheet given to the
surveyor by the Administrator covered the room,
not the individual resident. The facility was only
able to get a print out for the last 30 days.

Call light response times over 15 minutes for
Resident #13 and Resident #14's room as
follows:

111517, 4:50 p.m., 18 minutes.
HMM7/17, 913 p.m., 18 minutes.
11/20/17, 7:49 p.m., 18 minutes.
MI27/117, 10:04 a.m., 17 minutes.
1217117, 7.07 a.m., 43 minutes,
12/9/17, 3:23 p.m., 18 minutes.

FORM CMS-2567(02-99) Previous Versions Obsolete Event 1D: $SKDi1 Facility ID: [A0440 If continuation sheet Page 34 of 35




PRINTED: 01/19/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
465359 B. WING 1212712017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
METHODIST MANOR RETIREMENT COM 1206 WEST FOURTH STREET
STORM LAKE, IA 50588
(%4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION {x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 353 | Continued From page 34 F 353

12M1/17, 414 p.m., 16 minutes.
12M1/17, 7:28 p.m., 16 minutes.
12/117, 7:49 p.m., 17 minutes.

2. AMDS with assessment reference date of
11/6/17 assessed Resident #4 with a BIMS score
of "15". The resident required extensive staff
assistance with transfers and {oileting.

On 12/12/17 at 10;03 a.m. the resident stated
sometimes it takes 30 minutes to get the call light
answered. The last time this cccurred was about
5 weeks ago. The resident looked af a watch.
The resident stated it comes to the point he has
to "let it go" (referring to urine) The resident
stated, "it is humiliating".

On 12/14/17 at 10:15 a.m. the Administrator
stated he could only get Resident #4's call light
response with Resident #2's room for the last 30
days.

Call light response times over 15 minutes in the
last 30 days for Resident #4's rocm and Resident
#2's room as follows.

11/16/17, 9:33 p.m,, 198 minutes.

11/21/17, 940 p.m., 17 minutes.

/2717, 11:18 p.m., 16 minutes.

12/3/17, 5:22 p.m., 19 minutes.
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Preparation and execution of this response and plan of correction does not constitute an admission or
agreement by the provider of the truth of the facts alleged or conclusions set forth in the statement of
deficiencies. The plan of correction is prepared and/or executed solely because it is required by the
provisions of the federal and state law. For the purpose of any allegation that the facility is not in
substantial compliance with federal requirements of participation, this response and plan of correction

constitutes the facility’s allegation of compliance in accordance with section 7305 of the state operations
manual,

Plan of Correction:

F323
Elements detailing how it will be corrected for the individual:

e Res# 11,3, 10, 12 will have any falls fully investigated, adequate interventions will be
put into place, and interventions care planned will be followed.

Details on providing for residents in similar situations and measures to ensure problem does not recur:
¢ The administrator and DON met with nurse managers on 1/19/18 to revamp the facility
investigation of falls and monitor outcomes, The resuits of this meeting led to a new more
thorough fall investigation form to be identified to utilize going forward. Second, either a

floor nurse or a nurse manager will implement an appropriate fall intervention within 24
hours of the occurrence.

Monitoring performance to make sure that solutions are permanent:

* The Administrator and Director of Nurses will meet with nurse managers monthly to
review falls to ensure that all new measures are in place. Results will be reviewed through
the Quality Assurance Committee

F328
Elements detailing how it will be corrected for the individual:
e Res#11 will have their oxygen on as ordered by the DR.

Details on providing for residents in similar sifuations and measures to ensure problem does not recur:
» Any resident requiring oxygen will have it administered per Doctor’s order,
* Nurses and aides were educated on 1/24/18 on the importance that all res who have
oxygen orders receive it per Doctor’s. Order.

Monitoring performance to make sure that solutions are permanent:

¢ The Director of Nursing or designees will do random audits to ensure that any res who is

on oxygen is receiving it as ordered. Results of audits will be reviewed through the Quality
Assurance Committee







F353

Elements detailing how it will be corrected for the individual:
e Res# 13 & 14 will have their call lights answered within 15 minutes.

Details on providing for residents in similar situations and measures to ensure probiem does not recur:
¢ All residents will have their call lights answered within 15 minutes.

+ Nurses and aides were educated on 1/24/18 on the importance of answering resident call
lights within 15 minutes.

Monitoring performance to make sure that solutions are permanent:

* The Administrator, Director of Nursing, or designees will do random audits to ensure that
residents call lights are being answered within 15 minutes. Results of audits will be
reviewed through the Quality Assurance Committee

Compliance Date for F323 1/19/18
Compliance Date for F328 & F353 1/25/18







