
STATEMENT OF DEFICI ENCI E3
AND PL^N OF GORREGTION

(XT) PROVIDER'EI.,,PFLI ER/CLIA
IOENTIFICATION HUMBER

,t 860t.

(x2) Mur.rtPt.E C0NSTRUCTIOH

A. BUILDING

E. WNG

DATE BURVEV
COMPLETED

NAME OF PROVIDER OR 8UFPLIER

IIJIA}IORGARE HEALT}I SERVICES

STREETNDNRESS, CITY, sTATE, ZIP COOE

zOI WEST HIDG EWAY AVE tiIUE

WATERLOO, IA 5O7OI

SUMMAEY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FUTL
REBULATORY OR LSG IDENTIFYING INFORMATION)

ID
PRFFIX

IAG

PROVIITER'S PIIN OF CORREC]ION
(EACH CORRECTIVE ACTION SHOI,ILD BE

CROAE-REFETTENCEO TO TIIE APPEOPRIATE

DEFTCIENCY)

(x5)
COMPLEIION

DATE

F 000

./W
=lr"ts

F 688

OS=l.l

INITIAL COMMENTS

conpction** 3l{S-
The following deficiencies rclate lo fie facilit/r
errrrual health survey and the investlgaHorr of
complaint #73778. (Seo C0de of Federal
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of motion is unavoldable; and
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reviewed for activity of daily living abilities
(Resident #6 & #5).The facility identified a census
of 74 residents.

1. The Minimum Data Set (MDS) assessment for
Resident #6 dated 12130117, included diagnoses
of heart failure and peripheral vascular disease.
The MDS documented the resident required
extensive assistance of two to walk in room and
corridor. The MDS documented the resident had
a Brief lnterview for Mental Status (BIMS) score
of 14 (cognitively intact).

The MDS dated 6129117, documented the
resident required supervision and set up to walk
in room and corridor.

ATherapy Discharge Communication form dated
918117, included a directive for walk to dine with
assistance of one with four wheeled walker three
times a day.

The MDS daled 9129117, documented the
resident required extensive assistance of one to
walk in room and corridor.

The care plan revised 1111118, included a
problem of activity of daily living self-care deficit
related to physical limitations, history of
subarachnoid hemorrhage and right orbital floor
fracture status post fall. The problem included no
interventions for a walk to dine program.

Resident #6's clinical record review revealed no
documentation of a walk to dine program initiated
for the resident.

Findings include:
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On 1l25l18 at12'.45 p.m., Staff l, Certified Nurse
Aide, CNAand Staff J, Licensed PracticalNurse,
LPN provided a list of residents on any kind of
ambulation program. The list did not include
Resident #6.

During interview on 1125118 at 1:57 p.m.,
Resident #6 stated no one had provided routine
assistance with ambulation regularly for two
years. The resident stated staff had provided
ambulation assistance in their room but not in the
hall and they felt they had a decline because of it.
The resident stated they had told facility staff they
wanted to walk and had been told to walk in the
room.

Staff H, Physical Therapy Aide verified during
interview on 1129118 at7:45 a.m., the directive on
the residents Therapy Discharge Communication
sheet had been for walk to dine with assistance of
one with a four wheeled walker three times a day.

Al1243 p.m., the facility Director of Nursing
(DON) stated they had a concern with residents
ambulating a while ago but it had been at least 6
months since they had reviewed it.

On 1130117 at7:40 a.m., the resident propelled
themselves to the dining room in a wheelchair.

At7:45 a.m., the facility DON stated they had
counseled staff the previous evening on walking
residents who were to be on the walk to dine
program.

2.The MDS for Resident #5 with a reference date
of 12129117 , documented diagnoses which
included cerebrovascular accident (stroke),
depression, muscle weakness, lack of
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coordination, and weakness. The MDS further
documented the resident required extensive
assistance of one for bed mobility, transfer and
toilet use, and supervision with set up assistance
for meals. The MDS documented the Resident
used a walker and wheelchair for mobility and
walk in room and corridor did not occur.

A document dated 11/8/17, titled Therapy
Discharge Communication included a
recommendation for the Resident to walk to dine
with one person physical assist and walk from
bed to bathroom with one person physical assist
using forward wheeled walker twice a day. The
document had been signed by the physical
therapist with the signature of the nurse manager
signed by DON.

A physical therapy treatment note dated 1118117

documented the resident stated he had not
ambulated with staff "never sees anyone".
Physical therapy note dated 1116117 documented
resident gait training with forward wheeled walker
150' with caregiver assist with cues to increase
left foot clearance. When asked if he ambulates
with staff he said no. PT educated he needs to
ask staff 2xlday to ambulate with him.

The care plan dated as initiated 8120117 and last
revised on 9115117, included ADL (activities of
daily living), Self-Care deficit as a focus area
related to physical limitations, recent CVAwith
right sided weakness/hemi neglect and
dysphagia. A goal was established that the
resident will receive assistance necessary to
meetADL needs with a target date of 3117118.
The care plan directed staff to transfer with: refer
to Kardex.
A document labeled Visual/Bedside Kardex
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Report dated as printed on 1129118 directed
Ambulate in hallway twice daily as tolerated

ln an interview on 1123118 at2:45 p.m., the
Physical Therapist (PT) stated that therapy was
provided to patient under [Medicare] part A until
9127117 and then continued under part B until
1118117. Stated would expect the facility to
proceed with recommendations from Physical
Therapy after discharge from therapy services.

ln an interview on 1123118 at 3:45 p.m., Staff M,
CNA, she reported being responsible to check
and change patient throughout the shift,
reposition patient with assist of 1 and gait belt (
transfer assistance device) and assist resident to
the dinlng room in wheelchair. Denied she
routinely provided other cares for resident.

ln an interview on 1124118 at1 32 p.m.,Staff F,

CNA reported the cares she provide for patient
are assist out of bed in the morning, take to
dining room by wheelchair, check and change,
and assist to the bathroom if requested. Staff F

denied providing any walks or exercises.

ln an interview on 1124118 at 3:15 p.m., Resident
#5 stated he had not walked today.

ln an interview on 1125118 at 9:20 a.m., Staff K,

RN stated he worked in several areas of the
building and had not witnessed Resident #5 being
walked with staff since he had been in current
room 1211117.

ln an interview on 1125118 at 11:00 a.m., DON
confirmed they do not have restorative program
after discharge from therapy. The DON confirmed
recommendations go on CNAtask Kardex. She

F 688
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stated she expected staff to offer to walk resident
and resident is not responsible to ask CNA's to
walk them. She would expect the CNA to alert the
charge nurse if a resident had refused/declined to
participate in therapy recommendation. DON
would expect RN to document and follow up with
resident that does not participate.
Tube Feeding MgmURestore Eating Skills
CFR(s): 483.25(gX4X5)

Sa83.25(gX4)-(5) Enteral Nutrition
(lncludes naso-gastric and gastrostomy tubes,
both percutaneous endoscopic gastrostomy and
percutaneous endoscopic jejunostomy, and
enteralfluids). Based on a resident's
comprehensive assessment, the facility must
ensure that a resident-

S483.25(gX4) A resident who has been able to
eat enough alone or with assistance is not fed by
enteral methods unless the resident's clinical
condition demonstrates that enteral feeding was
clinically indicated and consented to by the
resident; and

S483.25(gX5) A resident who is fed by enteral
means receives the appropriate treatment and
services to restore, if possible, oral eating skills
and to prevent complications of enteral feeding
including but not limited to aspiration pneumonia,
diarrhea, vomiting, dehydration, metabolic
abnormalities, and nasal-pharyngeal ulcers.
This REQUIREMENT is not met as evidenced
by:
Based on observation, clinical record review,

facility policy review and staff interview, the facility
failed to check gastrostomy tube placement prior
to use and failed to ensure the head of the bed

F 688

F 693
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was elevated during feedings for two residents
with a gastrostomy tube. (Resident #1 & #69)
The facility census was 74 residents.

Facility policy for enteral tubes directed residual
volume checks for intermittent enteral feedings
are performed once a day prior to hanging the
first feeding, prior to medication administration
through the tube and when clinically indicated.

1. The Minimum Data Set (MDS) assessment
dated 12128117, documented Resident#1 had
diagnoses that included Non-Alzheimer's
dementia, Multiple Sclerosis and diabetes
mellitus and required the extensive assistance for
bed mobility and had a tube feeding.

Observation on 1l23l2i at11'.25 a.m., revealed
Staff L, Licensed Practical Nurse, LPN entered
the residents room to administer medications.
Staff L obtained a syringe from the bathroom and
positioned the head of bed to a 45 degree angle.
Staff L instilled 30 milliliter (ml) of tap water
through a syringe and administered medications.
Following the medication administration, Staff L
flushed the feeding tube with 30 ml of tap water
and reconnected the infusion pump. Under
constant observation Staff L failed to check the
resident's gastrostomy tube placement prior to
giving the resident's medication and fluids.

During interview on 8127115 at 9:54 a.m., the
Director of Nursing, DON stated facility policy
directed staff to confirm gastrostomy tube
placement prior to use.

Findings include:
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2.The MDS assessment dated 114118,

documented Resident #69 had diagnoses of
hemiplegia/hemiparesis and dysphagia following
a stroke and required extensive assistance for
bed mobility and had a gastric feeding tube for
nutrition.

During observation on 1124118 at2:30 p.m., Staff
C, Registered Nurse, RN administered
medications via the gastric tube without checking
for placement of the gastric tube prior to use.

During observation on 1124118 at2:45 p.m., Staff
C, RN, administered the resident's tube feeding
and started the feeding via an infusion pump. The
resident requested to be changed. Staff C
activated the call light and put the head of the bed
down flat without pausing or stopping the feeding
pump. Staff entered immediately to provide
incontinence care and when finished failed to
elevate the head of the bed.

During interview on 1124118 at 2:35 p.m., Staff C,
RN stated placement of a gastric tube should be
checked by auscultation (listening with a
stethoscope) of the resident's stomach. Staff C
stated she did not check it for placement as she
has never had a problem with the resident's
gastric tube before. Staff C admitted she had
failed to check for correct placement before
administering medications.
Free from Unnec Psychotropic Meds/PRN Use
CFR(s): 483.45(c)(3)(e)( 1 )-(s)

$aB3.a5(e) Psychotropic Drugs.

$483.45(c)(3) A psychotropic drug is any drug that

Continued From page 7 F 693

F 758
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affects brain activities associated with mental
processes and behavior. These drugs include,
but are not limited to, drugs in the following
categories:
(i) Anti-psychotic;
(ii) Anti-depressant;
(iii) Anti-anxiety; and
(iv) Hypnotic

Based on a comprehensive assessment of a
resident, the facility must ensure that--

$a83.a5(e)(1) Residents who have not used
psychotropic drugs are not given these drugs
unless the medication is necessary to treat a
specific condition as diagnosed and documented
in the clinical record;

$483.45(e)(2) Residents who use psychotropic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue these
drugs;

$483.45(e)(3) Residents do not receive
psychotropic drugs pursuant to a PRN order
unless that medication is necessary to treat a
diagnosed specific condition that is documented
in the clinical record; and

$483.45(e)(4) PRN orders for psychotropic drugs
are limited to 14 days. Except as provided in

$483.45(e)(5), if the attending physician or
prescribing practitioner believes that it is
appropriate for the PRN order to be extended
beyond 14 days, he or she should document their
rationale in the resident's medical record and
indicate the duration for the PRN order.

F 758
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$aB3.a5(e)(5) PRN orders for anti-psychotic
drugs are limited to 14 days and cannot be
renewed unless the attending physician or
prescribing practitioner evaluates the resident for
the appropriateness of that medication.
This REQUIREMENT is not met as evidenced
by:
Based on clinical record review and staff

interview, the facility failed to ensure one of five
residents reviewed was free from unnecessary
medications. (Resident #20) The facility census
was 74 residents.

1. The Minimum Data Set (MDS) assessment
dated 1 l12l 18, documented Resident
#20 had diagnoses of anxiety disorder and
adjustment disorder and required extensive
assistance for bed mobility and transfer.

The care plan revised on 11121117, included a
problem of at risk for adverse effects related to
use of anti-depressant medication and use of
anxiolytic medication. The problem included a
goal of increase patients ability to fall asleep or
maintain sleep through observation period. The
problem included the following interventions:

a. evaluate effectiveness and side effects of
med ications for possible decrease/elimination of
psychotropic drugs

b. notify physician of decline in activity of daily
living ability or mood/behavior changes related to
a dosage change

c. provide patient teaching of risks and benefits

Continued From page 9
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of medications as needed

d. report to physician signs of adverse reaction
such as decline in mental status, declines in
positioning/ambulation ability, lethargy,
complaints of dizziness, tremors, etc.

The Medication Administration Record (MAR) for
the month of December 2017, included the
following as needed (prn) medication orders:

A review of the MAR for the month of December
2017, revealed the resident received the prn
Trazadone on the following dates:

-25th at 12:11 a.m., also received prn Tizanidine
at the same time.

-31st at 12:11 a.m., also received prn Tylenol at
the same time.

A review of the MAR for the month of January
2018, revealed the resident received the prn
Trazadone on the following dates:

DEPARTIVIENT OF HEALTH AND HUIVIAN SERVICES
CENTERS FOR MED
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a. Trazodone HCL (sedative) 50 milligrams (mg) 
l

one tablet by mouth as needed for insomnia. Give 
iat bedtime as needed.a[ uuur.il ilE crD ilEEuEu. 
j

b. Tylenol (for pain) 650 mg by mouth every 8
hours as needed for pain. 

I

c. Tizanidine HCL (Xanaflex) 2 mg by mouth 
I

every eight hours as needed for muscle spasms. 
I

d. Tramadol HCL (opioid pain medication) 50 mg j

by mouth every eight hours as needed for pain. 
i

I

I

I

I

I

I

I

I
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-1st at 12'.28 a.m., then received prn Tylenol and
Tizanidine at 12:33 a.m..

-1st at 11:04 p.m., also received prn Tylenol and
Tizanidine at the same time.

-2nd at 9:47 p.m., also received the prn
Tizanidine at the same time

-4th at 11:49 p.m., also received the prn Tylenol
and Tizanidine at the same time.

-6th at 12:43 a.m., also received the prn
Tizanidine at the same time, then received the
prn Tylenol at 12:44 a.m.

-6th at 9:17 p.m., also received the prn
Tizanidine at the same time.

-7th at 10:00 p.m., also received the prn
Tizanidine at the same time.

-9th at 12:27 a.m., then received the prn Tylenol
and Tizanidine at 12:28 a.m.

-14th at 12:36 a.m., then received the prn Tylenol
and Tizanidine at12:37 a.m.

-18th at 8:52 p.m., after receiving the prn
Tramadol at B:51 p.m.. and the prn Tizanidine at
8:48 p.m..

-24th at 12:14 a.m., also received the prn
Tramadol at that time.

A review of the monthly pharmacy review dated

F 758
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Tramadol at 9:17 p.m..
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1 l1 l1B, revealed no irregularities identified

During interview on 1125118 at9:44 a.m., the
Director of Nursing (DON) stated they believed
the resident may have requested the medications
that way but it would be important to know so the
facility could educate the resident and attempt
pain medication prior to administering
psychotropic's.

On 1125118 at 10:30 a.m., the consultant
pharmacist stated it would be important to review
medications for irregularities such as pain
medications given with psychotropic's and stated
they did periodically do this with monthly
medication reviews. The pharmacist stated they
felt it would be important to attempt pain
medications prior to administering psychotropic's.

On 1129118 at 8:15 a.m., the director of nursing,
DON stated the consultant pharmacist did not
feel the need to eliminate the as needed
psychotropic's after 14 days because it would be
the lowest dose of a medication for the resident.
The DON stated they had completed all of the
medication audits for that. The DON stated the
consultant pharmacist did not routinely review
concerns related to polypharmacy with them. The
DON verified the resident was currently on 14
routine medications and 8 as needed medications
for a total ol22 medications
N utritive Va I ue/Ap pea r, Palatable/P refer Tem p

CFR(s): 483.60(dX1X2)

S483.60(d) Food and drink
Each resident receives and the facility provides-

S483.60(dXl) Food prepared by methods that

F 758

F 804
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conserve nutritive value, flavor, and appearance;

S483.60(dX2) Food and drink that is palatable,
attractive, and at a safe and appetizing
temperature.
This REQUIREMENT is not met as evidenced
by:
Based on observation, staff and resident

interviews, the facility failed to ensure room trays
were maintained at a palatable temperature for
one meal observed. The facility census was 74
residents.

1. The Minimum Data Set (MDS) assessment
dated 12122117, documented Resident #54 as
independent with eating after set up and had a
Brief lnterview for Mental Status (BIMS) score of
15, indicating intact cognition.

During interview on 112211810:53 a.m., the
resident stated they frequently ate in their room
and the food was often cold because it sat in the
hallway.

During observation on 1125118 at7:57 a.m., a
dietary cart sat in the back hallway.
At B:23 a.m., three trays remained on the cart. At
the time the surveyor asked Staff F, Certified
Nurse Aide, CNA to check food temperatures on
one of the trays. Staff F stated they did not have a
thermometer available. At the time the Director of
Nursing, DON went to the kitchen to get a
thermometer. The DON returned with a
thermometer and Staff F checked the
temperature of the egg and sausage sandwich
which registered at 124.7 degrees Fahrenheit (F).
Staff F checked the hot cereal on the tray and

Findings include:
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found it to be at 132.4 degrees F. Staff F checked
the temperature of a hot hard boiled egg and
found it to be at 113.4 degrees F. The eggs
tasted luke warm on the inside and cool on the
outside and not palatable. At the time the Dietary
Manager stated food held on hot carts should
have been maintained at least 140 degrees.
At 9:45 a.m., the Dietary Manager stated they had
an issue with room tray temperatures back in
October or November and audits were done. At
the time the facility provided a breakfast food
temperature log to show the temperatures were
satisfactory at the time the trays were plated in
the kitchen.
lnfection Prevention & Control
CFR(s): a83.80(a)(1 )(2)(+)(e)(f)

5483.80 lnfection Control
The facility must establish and maintain an
infection prevention and control program
designed to provide a safe, sanitary and
comfortable environment and to help prevent the
development and transmission of communicable
diseases and infections.

$a83.80(a) lnfection prevention and control
program.
The facility must establish an infection prevention
and control program (IPCP) that must include, at
a minimum, the following elements:

5483.80(aXl ) A system for preventing, identifying,
reporting, investigating, and controlling infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals
providing services under a contractual
arrangement based upon the facility assessment
conducted according to $483.70(e) and following

F BO4

F BBO
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accepted national standards;

$483.80(a)(2) Written standards, policies, and
procedures for the program, which must include,
but are not limited to:
(i) A system of surveillance designed to identify
possible communicable diseases or
infections before they can spread to other
persons in the facility;
(ii) When and to whom possible incidents of
communicable disease or infections should be
reported;
(iii) Standard and transmission-based precautions
to be followed to prevent spread of infections;
(iv)When and how isolation should be used for a
resident; including but not limited to:
(A) The type and duration of the isolation,
depending upon the infectious agent or organism
involved, and
(B) A requirement that the isolation should be the
least restrictive possible for the resident under the
circumstances.
(v) The circumstances under which the facility
must prohibit employees with a communicable
disease or infected skin lesions from direct
contact with residents or their food, if direct
contact will transmit the disease; and
(vi)The hand hygiene procedures to be followed
by staff involved in direct resident contact.

$a83.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the
corrective actions taken by the facility.

$483.80(e) Linens.
Personnel must handle, store, process, and
transport linens so as to prevent the spread of
infection.

F 880
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S4B3.B0(0 Annual review.
The facility will conduct an annual review of its
IPCP and update their program, as necessary.
This REQUIREMENT is not met as evidenced
by:
Based on observation and clinical record review,

the facility failed to ensure staff utilized proper
infection controltechnique when completing a
dressing change for one of 15 residents
reviewed. (Resident #26) The facility census was
74 residents.

1. The minimum data set (MDS) assessment
dated 11 126/1 7, documented Resident
#26 had diagnoses of viral hepatitis and diabetes
mellitus and required limited assistance for bed
mobility and transfer.

A physician progress note dated 1124117, included
a history of present illness which documented the
resident had been admitted to the facility on
Bl19l17, from a local hospital due to an infected
malodorous ulceration of the first, second and
third digits on the right foot. Cultures revealed
Staphylococcus Coagulase (bacteria) positive,
and an extensive history of Methicillin Resistant
Staphylococcus Au reus (antibiotic resistant
bacteria) related infection to epidural abscess
requiring extensive incision and drainage at one
point, The note documented the resident currently
had an odor noted from the right foot dressing
and on dressing removalthere had been
extensive amount of necrotic tissue along the
incision site. The diagnoses list included MRSA
culture positive.

Continued From page 16

Findings include:
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During observation on 1129118 at 10:00 a.m.,
Staff K, Licensed Practical Nurse, LPN completed
a dressing change to the residents right foot. The
dressing on the right foot had a visible area
saturated with pink drainage. Staff K removed the
old dressing with both hands, touching the area
saturated with pink drainage with the left hand.
Staff K used the same gloved hand to pick up a
spray bottle of wound cleanser. Staff K then
placed the bottle on the bedside table with the
other supplies. Staff L, LPN then picked up the
spray bottle wlth clean gloves and handed it to
Staff K who sprayed wound cleanser on a 4 x 4
then placed the bottle back on the bedside table.
Staff L assisted and used the gloved hand that
touched the spray bottle to hold the residents
bare leg. After completing the treatment Staff K
picked up the spray bottle and took it to the
hallway and placed it in a treatment cart with
other residents supplies. Staff K did not sanitize
the spray bottle and touched multiple items
including the tray table, a medication cart and
treatment cart. Upon completion of the
observation the surveyor asked the facility
Director of Nursing if she would have had Staff K
do anything differently. The DON stated Staff K
should have sanitized the spray bottle. The DON
stated they had not been aware of any positive
wound cultures.
Safe/ F u n cti o n a l/S a n ita ry/C o m fo rta b I e E nvi ro n

CFR(s): 483.90(i)

5483.90(i) Other Environmental Conditions
The facility must provide a safe, functional,
sanitary, and comfortable environment for
residents, staff and the public.
This REQUIREMENT is not met as evidenced
by:
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Based on observation, review of water
temperature logs and staff interview, the facility
failed to ensure comfortable water temperatures
for bathing and personal care. The facility census
was 74 residents

1. During an audit of water temperatures on the
Rehab Unit on 1130118 at 8:00 a.m., it was noted
the initial water temperature in Room 209 was
116.1.
At B:07 a.m., the water temperature was 85.6.
At B:10 a.m., the initialwater temperature in
Room 202was 105.8.
At 8:12 a.m., the water temp was 84.0.
At 8:15 a.m. the initial water temp in Room 208
was 84.7.
At 8:17 a.m. it was 84.4.

During interview at the time, the Maintenance
Supervisor stated staff reported a couple of
weeks ago they felt the water temperature in the
shower room on the Rehab Unit was cooler.
Stated he had been adjusting the recirculation
gauge and was trying to keep the temperature
around 110 degrees. Stated he had contacted the
plumber and he will come tomorrow to make
repairs.

Findings include

F 921
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ManorCa re I'Ioalth Services-Waterloo
201 W' Ridgcway Ave.
Wnterlpor lowu 5070I

This plan of corrcction rcprosents the oorrter's nllegation of compliance. 'lhc following
oombined plan of correction ancl allegation ol'cottpliunoe is not an ndmission to any of
the allogod defioieuoies and is submittcd at thc rcquest ol'the Irrwa f)oparhnent of Public
Health, Preparutions and Execution of this rcsponsc and plan ol correctiorr does uot
constitute an admission or agreemeut by the providcr of thc tnrth of the lhcls alleged or
couclusions set ltrfl.h in Lhe statoment of deficiencies. 'Ihc plan of correctiott is prepured
and/or cxccuted solely becau"se it is required by the provision of fcdcral and state law.

F688
Thefacility sfrives to ensure that a resident wilh limited mobilitl,receives appropriate
service.t, equipment, and assistance to maintain or imptote mtthility'w,ith the naximum
praclicahle indepenrlence unles,y a reduction in mobilily is demonslt'ahly unuvoidable.

Correclive rclion takenfu residentsfound to have heen alfected by deticientpruclke
Resident #6 is able to ambulalc with limited assistance ol'l stnfT member and does so

twice pcr duy.
Rcsident #5 is able ttt ambulate with extensive assistancc of 2 staft'membets and docs so

twice pcr day.

How the center will identify other re$denls having tht potential to be $fecled by the
s a m e deficien t p r a c ti ce,

Rcsidcnts residing in the lhcility thut are discharged from thcrapy with au amhulation
program arc at risk ofbcing aflbcted,

What changes will he put ialo place ttt ewurs that the problem will be correded anrl
will nol tecun

. Kaxdex's of residents residing in thc thcility will be reviewsd Frrr mnbulation
programs and rel'orrocl to therapy if declincs arc notcd.

r CertiliedNursirrg Assistants will be educatcd on following the kardex lirr
recommcnclations on amhulaling patients,

r DON or dcsigncc will randomly aurlit the ambulation of 5 patients pcr wcck for 4
wceks,

Qaality Atsurarrce Phn to monilor pedormance to make sare coneclionr we achleved
and are permanenL

Identilied oonotsrns shull he roviewed by the facility's QAA Committee.
Rccommcndations I'or l.urther corrective aotion will be discussed and implemented lrr
sustain compliancc

Date when corrective action will be compleled,

w002/ 007

February 7,2018
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Mcnorcurc Hralth Servicer-Waterloo
20I W. Ridgewry Ave.
Wnterloo,Iowt 5070I

This plan of correotion rTepresents t}rc ccntu's allegation of uompliauce. The following
combined plan ol'uoreotion and allegation of compliance is nrlt un nclmission to flny of
thc allcgcd deficiencies arrd is submiued at the requcst of the Iowa flepartmont of Fublic
Hcalth. Prcparations and exeuution of this rcsponse and plan ofcorrectir:tr tloos not
coustitutc an admission or agreemeut by the provider of thc truth of the lhcts ulleged or
conclusions set forth in thc stalemenl ttl'dcfioienoies. The plan of cortcction is pepared

anr.Uor exeouted solely becausc it is required hy tho provision of federal anrl statc law.

r693
'|'he fat:ility sltives kt tn$ure that a resident who is.fed by enlerul nnlunr recetves the

appropriate treatmenl dnd n'ervicss to restore, if possible, oral eating skills and to
prevent compltcations of enlentl.feeding including but not limited to anpiration
pneumoniu, diathea, vomiting, dthydralion, metuholic abruormalitics, and narul-
pharyngeal ulcers.

Corrective rctfuntakentor residenFfouttdto have heen alfu:ted by defrcientpraclfue
Resident #l has not had any complicatirurs relnted to failure to chcck gastrostorny tubo
plaoement. Lioensed numes arc checking placemont prior to initiating mcdications into
ilre gatkrrstomy tubo.
Rcsidcnt #69 has not had any complicfltiont relatcd to failure to check gastrostomy tube
placement or kccping the head ol'hed olevnted during infirsiou of cuteral I'eeding,

Licensod nurses are checking placernent priot to iuitiating medications into gastrostolily
tubg, nncl nursing staffare ensuring that the hearl ol'bed is elevated during thc infircinn ol'
enteral I'eeding,

How the ceatu wilt id,entify other rusidtnts ha$ng the potential to be alfected hy the
s ame defrc i e nt p r act lce
Rusidents residing inthe facility that are teceiving enteral feedings arc at risk of being
aftbctcd.

What thangec will he pN intn place to ensare that the prublem will be conected and
will not recur.

r T,iceused nurses will bc cducated on checkirrg plaoement of gastrostomy tuhes por
facility policy,

r Nursing stall'will be educated on cnsuring the heatl of bed is elevated rluring the
infusion of cntcral t'eedings fbr resideuts with such.

r DON or dcsignce will raudornly oudit residents with cntcml feedings 3 times per
week for 4 weeks to Ensurc placement ol.gastrostomy tube is checkcd
approptiately rrnd heud of bed is elcvatcd during eutprul feecling infusion.

Sualry Assarance Plun lo monitor prlfotmflrrce to mahe st$e correclions are achieved
and are permanent.

E00a/00?
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MannrCare lloalth Services-Wnterloo
201 W. Ridgem'ay Ave.
ftterloo,Iowa 50701

Idcntificd coflcems shall bu reviewed by thc far.ility's QAA Comrnittee,
RecofiIrncndations for furthu corrective aotion will bc discusscd and implenrented to
sustnin compliance

Dale when coruectivt action will he completed.

I,'ebruary 14,2018
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ManorCare llonlth Services-Waterloo
201W. RidgewryAve.
Watcrloo,Iowa 50701

I'his plan of corrcction represents the center's allogation of compliance. 'l'hc following
combined plan of corcction ancl allegation ol'cornplitrnce is not an adrnission to any of
the alleged defioiencies and is submitted at the tequesl ol'thc lown Depnrtment of Public
Health, Prepalations and execution of this response and plan ol'uorrection does not
constituto an admission or agreement by tftc providcr of the lrrrth ol'the lauts allegocl or
conclusions set ltltth in tho stdomsnt of deficiengies. lhc plan of correction is prepared
and/or cxccuted solely becauso it is required by the prnvision of federal and statc law.

F758
TheJacility sfriyes to ensure that PRN orders,for psychotntpic drugs are limitedto 14
duy:t, unless the attending pltysician or presu'ibing practilioner helieves lhut. il i:s

appropriate.fin' the PRN order to be extcnded bcyond the 14 days, and he tr she

documenR lhefu rutionale in lhe resident's medical record and indicates the dwation.fir
the PRN order.

Correclive aclion tnken.for residenfr foawl to hm,e been alfeaed by deJicient practice
Resident #20's PRN psyohotropics'were rcvicwcd by the primary care provider,

How the cenlu wtll ideatify ather residents having the polential to be affer:ttd hy the
same dcficienl pruclice,
Residents rcsiding in the facility that havc ordcrs for PRN psychotropics ure at rish of
heing all'euted.

llhat changes will he put lnto place to ensure that the pruhlem will be coruuled and
will not rccut.

e An audit was conductcd of patients with PRN psyohotropios and
recommerrdalions sent to their primary care providcrs.

r The phatmacisl completed a review of paticnts' mcdications lbr unnecesrirry
medications.

r Liccnscd nurses were educatod on the uso of PRN psychotropics.
o DON or dcsignee will audit PRN psychotropics weekly for 4 wccks.

Quality Astutance Plan lo monitor perforwnnce to muhe sure corrections are achieved
and are permanent.

Identifi.ed concerns shall bc rcviewed by tho l'irr,ility's QAA Committee.
Reutmmsndations for furttrer corrcctivc action will be discussed und irnplomented to
sustain compliance

Date when correctiye action wlll be completed

@ooi/oo7

Ircbnrary 14,2018
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MrnorCtrc Hcdth Sen'ices-Waterloo
20t W. Ridgeway Avc.
Waterloo,Iowr 50701

This plan of correction reprcscnts the center's allegatiou of oompliance. 'Ihe following
oombined plan of cor:rection and allcgation of compliilrrce is not uu admission to any of
the alleged deficiensios and is submiued at thc rcquesl. olLhe Iowa Deparhnont of Public
Hcalth. Preparations and exeuutron of this respotrse anclplan of corrcction does not
constitute an admission or agreement try the ptovider of t}e truth of thc facts alleged tlr
conclusions set forth in the statcment ofldeliciencies, Tho plan of coruection is prcparcd

unrJ/or oxeouted solely because it is rcquired by the provision of federal and state law,

r'804
The.fucility strives le ensure that each resident receives and the.facility provides Jbod and
drink thal is palatahle, utlructive, arul at a safe and appotizing lemlteralure.

Corructtue aclion lahenfu raldentsfound to have been allecled by deticientpructtu:e
A new truy wus obtuined to replace thc tray that wac helow tempetatute,

How the cenler will identdy other residents having the pofuntfulto be affected by the
s ame deftc lent practi c t,
Residents residing in thc facitity that receivo room funys for meals are at risk of being
afl'eoted.

lfihat changes will be pat into place to enswe lhal the pnthlemwlll he coruected and
will ttol recut.

r Room tays will be divided hetweerr front nnd back trolleys.
o NursinB staffwill be educaLed on passing hays tirnely and shuring thc hollcy

doors between passing trays to maintain tempemture.
. DON or designee will randomly monitor roonr tray food teinperaturrs 3 timc,r pcr

week ltrr 4 woeks.

Quality Assurailte Plan lo monitor perlorrnance to mnhe sure correclions dte achieved
and are petmanenl

Idcntitied concems .shall be roviowed by the facility's QAA Committee.
Recommcndations for fluthet cr:rreutive notion will be discussed and implcmonted to
sustain compliance

Date when corrective action will he compleled,

ltebnrary 14,2018

@003/007
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MrnorCrrc Health Services-Waterloo
201 W. Ridgcway Avc,
Wnterloor lown 5070I

This plan of colreetion rcprcscnts the center'.$ allogutiur of oomplianoe . The following
eornbiued plan of ooruection ancl allcgation ol'complianoe is not an adrnission to any of
the allcged doficiercies and is subrnittcd at tlc request ol'Lhe lowa f)opnrtment of Public
Health. Preparntions and execution of this rcspotrsc and plan olcorrectitrn drros not
constitute an admissioil or ogrsomont by the provider of thc truth of thc facLs alleged or
conelusions sct forth in the statement of deficiencies. The plan of corrcction is prepared
flnd/or executed solcly bccause it is required by tlre provision of federnl and stfltc law.

F880
fhe.facility stt'ives lo ensure that it has established and maintains an inJ'ection prevention
and control prog{r'ilm designed ttt provide a safe, sanitary, and comlortahle environmenl
and to help prevml lhe develqtmenl wd tran;mission of commtattcable diseases and
infection.

Corrective action takenlu residents.foand b huve been afficted by deficient practice
Rcsidcnt #26 has not had any a.dverse cffeots related to thc contamination ol'the wrrund
clesrser bottlc.
Tlre wouud cleanser bottlc that was contaminaled was disposed of along with all ircrns in
ths treatrnent oart it had touchcd.

How the ccnter will identily other rusidenh hauing the potential to be alfected by the
s ame ileJicient pra ctice.
Residents residing in thc thcility that reueive dressing ohanges for wounds arc at risk ot'
heing uffeoted,

lYhal changw will be put into place to ensure thnl the pmblemwill he coruecletl and
will not recw.

. Licensed nursing staff were edusated on proper dressing ohange proccdure.
r DON or dcsigncc will randomly audit 3 dlessiug ohanges per weck for 4 weeks.

Qutiltty Assurance Plan to monitor perJbrmance lo fiake $ure coTtectbns are achieved
and aru permanent.

Identiliscl c<)noerls shall be reviewed by tho facility's QAA Corrrnrittcc,
Rccommendationsl ltrr firrther uorueotive actionwill bc discussed and implomonted to
zustain compliancc

Date when corueclive actian wlll he completed

@006/007

Fcbruary I4,2018



ManorCare Health Services-Waterloo
201 W. Ridgeway Ave.
Waterloo,Iowa 50701

This plan of correction represents the center's aliegation of compliance. The following
combined plan of correction and allegation of compliance is not an admission to any of
the alleged deficiencies and is submitted at the request of the Iowa Department of Public
Health. Preparations 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 provision of federal and state law.

F921
The focility strives to ensure that it provides o safe, functional, sanitary, and comfortable
environmentfor residents, staff, and the public.

Corrective action taken for residents found to have been affected by dejicient practice
Young's Plumbing & Heating corrected the issue with the mixing valve for the hot water

How the center will identify other residents having the potential to be affected by the
some deJicient practice.
Residents residing in the facility are at risk of being affected.

What changes will be put into place to ensure that the problem will be conected and
will not recur.

o Administrator or designee will randomly audit water temperatures in 3 rooms on
each unit per week for 4 weeks.

Quality Assurance Plan to monitor performance to make sure cotections are achieved
and are permanent.

Identified concerns shall be reviewed by the facility's QAA Committee.
Recommendations for further corrective action will be discussed and implemented to
sustain compliance

Date when corrective action will be completed.

February 14,2018


