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The following deficiencies relate to the
facliity's health survay and investigation
of a ssif-report incident #78144-1,

Incident #78144-1 was substantiated.

See the Code of Federal Regulations (42CFR)
Part 483, Subpart B-C. aaid
F 622 | Transfer and Discharge Requirements F 622
88=D | CFR(s): 483.15{c)(}{I)i)2)(D)-(i)

§483.15(c) Transfer and discharge-
§483.15(c)(1) Faclllty requirements-

{i) The facility must permit each resident to
remain in the facllity, and not transfer or
dischatge the resident from the facility unless-
(A} The transfer or discharge is nacessary for the
resident's welfare and the resident’s needs
cannot be met in the facility;

{B) The transfer or dischargs Is appropriate
because the rasident's health has improved
sufficiently so the resident no langer needs the
services provided by the facility;

{C) The safety of individuals in the fagiliy is
endangered due to the ¢linical or behavioral
status of the resident;

(D) The health of individuals in the facility would
otherwise be endangersd;

{E) The resldent has fafled, after reasonabie and
appropriate hotice, to pay for (or to have paid
under Medicare or Medlcald) a stay at the facility.
Nonpayment applies if the resident does not
submit the necessary paperwork for third parly
payment or after the third party, including
Medicare or Medicaid, denies the claim and the

LABORATORY DIRECTOR'S CR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X0) DATE
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Any deficlengiy Statement ending with an asterisk (*) driotes a deficlency which the institution may be excused from comrecting providing It Is determined that
other safeguajds provide sufficlant protection to the patients. (See instructions.} Except for nursing homes, the findlngs steted above are disclosable 90 days
fellowing the date of survey whather or not a plan of correctlon is pravided, For nursing homes, the above findings and plans of comrection are discloseble 14
days following the date ihese documents are mads avallable {o the faclity, If deflglencles are elted, an approved plan of correclion is requisite Is continued

program participation.
Lot ”
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resident refuses to pay for his or her stay, Fora
resident who bacomes eligibla for Medicaid after
admission to a facllity, the facllity may charge a
resident only allowable charges under Medicaid;
or

(F) The facllity ceases to operate.

{ii} The facltity may not transfer or discharge the
resident while the appeal is pending, pursuant to
§ 431.230 of this chapter, when a resident
exerclsgs his or her right te appeal a transfer or
discharge nofice from the facllity pursuant fo §
431.220(a)(3)} of this chapter, unless the failure to
discharge or transfar would endanger the health
or safety of the resldent or other individuals in the
facility. The facllity must document the danger
that failure fo transfer or discharge would pose,

§483.15(c}{2) Documentation.
Whaen the facility fransfers or discharges a
resident under any of the circumstances specified
in paragraphs {c){1)(iXA) through (F) of this
saction, the facility must ensure that the transfer
or discharge {s documented In the resident's
medical record and appropriate information is
communlcated to the receiving health care
insfitution or provider,

{i) Documentation In the resident’s madical record
must include;

(A) The basis for the transfer per paragraph (c)(1)
{f} of this section.

{B) in the case of paragraph (e)(1){I)(A) of this
sectlon, the specific resident need(s) that cannot
be met, facility attempts to meet the resident
needs, and the service avallable at the receiving
facility to meet the nead(s).

(fi) The decumentation required by paragraph (c)
(2){) of this section must be made by-

{A) The resident's physician when transfer or
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: discharge is necessary under paragraph (¢) (1)
{A) or (B} of this section; and

(B} A physician when transfer or discharge is
necessary under paragraph {c){1)(i}{C) or {D) of !
this section. !
(iii} information provided to the receiving provider
must include a minimum of the following:

{A) Contact informafion of the practitioner
responslble for the care of the resident.

(B) Resident representative information Including
contact Information
{C) Advance Directive information
(D) All spacial Instructions or precaufions for
ongoing care, as appropriate,

{E) Comprehensive care plan goals;

{F) All other necassary information, Including a
copy of the resident's discharge surmmary,
consistent with §483.21(c){2) as applicable, and
any other documentation, as applicable, to ensure

a safe and effective transltion of care.

This REQUIREMENT Is not met as evidenced

by:

Based on clinical record review and staif
interviews, the facllity falled to provide discharge
and medical information to the receiving health
carg institution at the time of discharge for three
of three residents reviewsd who transferred 1o the
hospital (Resident #2, #34, and #50). The facility :
reparted a census of 57 residents.

Findings include: !

1. Record review of the most recent MDS i
{minimum data set) assessment dated 8/27/18 d
revealed Resident #2
last re-antered the facllity from the hospital on :
5/16/18,

Review of the facility's electronic medical record i
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documentation system revesled the resident

5/15/18. The facllity initiated re-eniry MDS

diagnoses of kidney stones.

care information revealed the resident
nephralithiasis (kidney stones).

A SBAR (a communication tool, or situation,
background, assessment,

obstruction In the bowel).

The ciinical record lacked documentation of

5/15/18.

The DON reporiad she expected staff send a
copy of the resident's code status and the

and typleally had not made a copy of the

discharged from the facllity on 5/1/18, 5/9/18 and
assessmenis on 5/3/18, 5/10/18, and 5/16/18.

The after visit summary revealad the resident had
a hospitalization 5/1-5/3/18 and 5/9-5/10/48 fora

The transition orders and continuation of patient

hospitalizad 5/8 - 5/16/18 due to a diagnoses of

requestirecommendation) sent o the physician
dated 5/15/18 revealed the resident transferred i
the hospital due to faver and possle lleus (an

information sant with resident when the resident
transforred to the hospital on 5/1/18, 5/9/18 and

In an interview 9/11/18 at 4:54 PM, the Director of
Nursing (DON) acknowledged they didn't have a
ist of medical record documentation or items they
sent when a resident fransferred to the hospital,

doctor's order. The DON reported the nurse on
duty had the eption to fill out a referral form and
Include the nursing notes. The DON reported
they had ne capabllity to retain a copy of what
documentation had besn sent with the resident fo
the hospital or the online documentation sent,
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documentation.

In an interview /1218 at 4:36 PM, Staff O,
Licensed Practical Nurse reported a copy of the
face sheet, advanced directive/code status, the
reason a resldent transferred, insurance
information, and bed hold information sent when ;
a resident had iransferred to the hospital, Staff O 5
stated they had not made coples of forms sent to
the hospital,

2. Review of the MDS assessment dated 7/19/18
revealed Resldent #34 had re-sntered the facility
from the hospital on 7/13/18. The MDS indicated
the resident had chrenic obstructive pulmonary
disease (COPD).

Review of the facility's electronic record

documentation system revealed the resident had
discharged on 7/10/18 with an anticipated return,
and the facllity initiated an Entry MDS on 7/13/18.

A SBAR communication teol to the physician
dated 7/10/18 revealed Resfdent #34 had
difficulty breathing and transferrad {o the

Emergency Roeom (ER)}, !

The discharge document from the hospital
revealed Resident #34 admitted 7/10/18 fora
diagnoses of pneumania, and discharged from
the hospital on 7/13/18.

The progress notes dated 7/1- 7/18/18 ravealed o
the following: :

7/110/18 - resident admitled to the ER for
pneumonia i
7/13/18 - resident re-admitted to the facility :

The clinital record facked documentation of
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information sent with resident when the resident
transferred to the hospital on 7/10/18.

3. Review of the MDS assessment dated 8/16/18
ravealed Resident #50 re-entared the fachity from
the hospital an 8/11/18. The MDS indicated the
resident had dlagnoses of urinary tract infection
{UTI), diabates, and multiple sclerosis.

Review of the on-line computer software program
used by the facility for electronic medical records
documentation revealed the following:

a. Resident #50 discharged on 8/3/18 and the
facliity Initiated an Entry MDS on 8/6/18

b. Resident #50 discharged on B/8/18 and the
facility initiated an Entry MDS on 8/11/18.

The transition orders and Information far
gontinuation of care document fram the hospital
racorded Resident #50 admitted 8/3/18, and
discharged from the hospital on 8/6/18.

A SBAR communicetion tool to the physlcian
dated 8/8/18, revealed Resident #50 became
lethargic and unresponsive and transfarrad to the
Emergency Room (ER).

The prograss notes dated 8/1- 8/11/18 revealed
the following:

B/3/18 - resident sent to the ER :
8/6/18 - resldent arrived to the facility (after
hospitalized) for diagnoses of sinus [nfection and
generalized weakness

B/8/18 - resident became unrespansive In
bathtub, and call placed to 911; resldent admitted
to the hospltal for diagnoses of a UTI.

8/11/18 - resident arrived to the facility fallowing a
hospital stay '
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The dlinlcal record iacked documentation of
information sent with resident when the resident H
transferred to the hospital on 8/3/18 and 8/8/18. ] ;
F 623 | Naofice Requirements Before Transfer/Discharge F 623 qflg—ﬁ i
S§5=p | CFR(s): 483.15(c){3)-(6)(8)

§483.15(c)(3) Notice before transfer. i
Before a facility transfers or discharges a i
resident, the facility must-

(7) Notify the resident and the resldent's
representative(s) of the transfer or discharge and
the reasons for the move In wiiting and in a
language and manner they understand. The
facllity must send a copy of the notice to a
representative of the Office of the State
Long-Term Gare Ombudsman.

{ii} Record the reasons for the transfer or
discharge in the resident's medical record in
accordance with paragraph (¢)(2) of this section;
and

{iif} Inolude in the notice the items described in
paragraph (c}(5) of this section.

§483.15(c)(4) Timing of the notice.

(i) Except as specified in paragraphs {c)(4)(f{} and
{c}(8) of this section, the notice of transfar or
discharge required under this section must be
made by the facility at least 30 days bafore the _
restdent Is transfarred or discharged. :
(i1} Notlee must be made as soon as practicable
before transfer or discharge when-

{A) The safety of individuals in the facllity would
be endangered under paragraph (c}{1)(i)){C} of
this section;

{B) The health of individuals in the facility would
be andangered, under paragraph {c}{1){)(D} of
this section;

(C) The resident's health improves sufficlently to )
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allow a more immediate transfer or discharge,
under paragraph {c){1){i){2) of this section;

{D) An immediate transfer or discharge is
required by the resident's urgent medical needs,
under paragraph (¢)(1)(i}(A) of this saction; or

{E} A rasident has not resided in the facility for 30
days.

§483.15{cX5) Contants of the notice. The wiltten
notice specifled in paragraph {c)(3} of this sectlon
must include the following:

{}) The reason for transfer or discharge;

{li} The effective date of transfar or discharge;
(ii} The location to which the resident is
transferred or discharged;

{Iv) A statement of the resldent's appeal rights,
including the name, addrass (mailing and email),
and telephone number of the entity which
recelves such requests; and information on how
to obtain an appeal form and asslstance In
completing the form and submitiing the appeal
hearing request;

(v) The name, address (mailing and email) and
telaphone number of the Office of the State
Long-Term Care Ombudsman;
{vi} For nursing faclity residents with Inteliectual
and developmental disabilities or related
disabilitles, the mailing and email address and
telephone number of the agency responsible for
the protection and advocacy of iIndividuals with
developmental disabifities established under Part
C of the Developmental Disabllitles Assistance
and Bill of Rights Act of 2000 {Pub. L. 108402,
codiffed at 42 U.S.C. 15001 et seg.); and
{vit} For nursing facility residents with a mental
disorder or related disabfiities, the mailing and
email address and telephone number of the
agency responsible for the protection and
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atdvocacy of individuals with a mental disorder
established under the Protection and Advocacy -
for Mentally ill Individuals Act.

§483.15(c}(6) Changes fo the notice.

If the informatlon Ih the notice changes prior to
effecting the transfer or discharge, the facllity
must update the recipients of the nolice as soon
gs practicable once the updated information
becomss available.

§483.15(¢c)(8) Notice In advance of facllity closure
In the cass of facliity closure, the individual wha is
the administrator of the facifity must provide
wiitten notification prior to the impending closure
to the State Survey Agency, the Office of the
State Long-Term Care Ombudsman, residents of
the facility, and the resident representatives, as
well as the plan for the transfer and adequate
relocation of the residents, as required af §
483.70()).

This REQUIREMENT is not met as evidenced
by:

Based on dlinical record review and staff
interview, the faciity failed fo notify the state
Ombudsman of the hospitallzation of 2 out of 15
residents reviewed {#34 and #42). The facility
reported a census of 57 residents.

Findings Include: _

1. The Minimum Data Sef (MDS) assessment
dated 8/1/18 for Resident #4.2 identifled
dlagnoses of atrial fibrillation (Irregular heartbeat),
anxiely and recent urinary tract infectlon. The
MDS dacumanted the resldent required the -
assistance of one with transfers, ambdilation in
the room and extensive assistance of one far
tolleting and personal hygiene.

F 623
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Review of the Nurse's Progress Note dated
7123/18 documented Resident #42 left the facility
with a staff member for a doctor's appointment.
The Progress Note documented af 3:04 P.M. the
resident admitted to the hospital from the clinic. A
Nurse's Progress Note dated 7/26/18 indicated
the resident returned to the facility at 5:44 P.M.
that date. Documentation of notification of the
Ombudsmen is absent from the resident's heaith
record.

Buring an interview with the Social Services
Director at 1:15 P.M. on 9/12/18, she sialed she
thought she sent the July 2018 transfers and
discharges to the state Ombudsman on 8/2/18
but realized today that she had only sent the
resident's names that were discharged with no
anticipated return and expired residents when
she attempled to open the list, She faxed the
resident's names that were transferred to the
hospital in July 2018 at 4:33 P.M. on thls date
{9/12118).

2, Review of the clinical record for Resident #34
revaglad the resident discharged from the facllity
on 7/10/18 and hospitalized. The clinical record
lacked documentation of notiflcation to the LTC
Ombudsman that Resident #34 discharged to the
hospital as required by federal regulation.

Review of the MDS asseasment tool dated
7/19/18 revealed the resident had most recently
admitted on 7/13/18 after being hospitalized.

Review of the on-line computer software program
usad by the facllity for electronic medical records
documentation revealed the resident had
discharged on 7/10/18 with a return anticipated,
and the facility initiated an Entry MDS on 7/13/18,
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the resident goes on therapeutlc leave, the

the resident or resident representative that
specifies-

any, during which the resident is permitted to
return and rasume residence in the nursing
facllity;

plan, under § 447.40 of this chapter, If any;
{iii} The nursing facility's policies regarding

paragraph (g){1} of this section, permitting a
resident to return; and

of this secfion.

the time of transfer of a resident for

facllity must provide fo the resident and the
resident representative written notice which
specifies the duration of the bed-hold policy
described in paragraph {d){1) of thls section.

by:
Based on clinloal record review and staff

or rasident's reprasentative of a bedhold as
ware discharged/transferred from the facllity

(Residents #2, #34, and #50). The facllity
reported & census of 57 residents.

§483.15(d) Notice of bed-held policy and retum-

§483.15(d)(1) Notice before transfer. Before a
nursing facility transfers a resident to & hospital or

nursing facility must provide written information fo

{ The duration of the state bed-hold policy, if

(i) The reserve bed payment policy In the state

bed-hold periods, which must be consistant with

(iv) The information specified in paragraph (2){1)

§483,15(d}{2) Bed-hold notlce upon fransfer. At

hospitalization or therapeutic leave, a hursing

This REQUIREMENT Is not met as evidenced

Interviews, the facility failled to noefify the resident

required for three of three rasidents reviewed who
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Findings include:

1. The Minlmum Data Assessment (MDS) tool
dated 8/27/18, documented Resident #2 last
reentered the facility from the hoapital on 5/16/18.

Review of the faciity's electronic medical record
documentation system ravealed the resident had
discharged from the facility on 5/1/18, 5/9/18, and
5/15/18. The faciiity initiated a re-entry MDS on
5/3/18, 5M10/18, and 5/16/18.

Review of Resident 2's medical record revealed
no decumentation of notification to the resident or
resldent’s representative regarding the bed-hold
policy whan the resident transfarred o the
hospital on 5/1-5/3/18, 5/9 - 5M10/18, and 5/5-
5/16/18.

ir an interview 9/11/18 at 4:25 PM, the Social
Services Director reported the nursing staff had
responsibility for nofification fo the rasident or
resident's representative about the bed hold
policy when a resident transferrad from the facility

In an interview 8/12/18 at 4:36 PM, Staff O
reporied a copy of the hed hold information is
sent when a resident transferred {o the hospital.
Staff O stated they had not made copies of forms
when a resident sent to the hospiial or had
resident or family sign anything pertalning to the
bed hold. Staff O stated she would document In
the progress note anything that pertained to bed
hold no#fication.

2. The MDS assessment dated 7/19/18,
documentad Resident #34 last reentered from the

hospital on 7/13/18.

F 625
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Review of Resident #34's medical record
revaaled no documentation of notificatton to the
resident or resident's representative regarding the
bed-hold policy when the resident transferred to
the hospital on 7/10/18.

Review of the facility's electronic medical record

documentation system revealed the resident had
dischargad on 7/10/18 with a return anticipated,

and an Ehtry MDS Inltiated on 7/13/18.

The progress notes dated 7/1 - 7/18/18, revealed
the resident admitted to the hospital for
pheumonia on 7/10/18, and readmitted to the
facllity on 7/13/18.

3. Record review of the most recent MDS
assessment dated 8/16/18 revealed Resident #50
had re-entered the facility from the hospital on
8/1118.

Review of Resident 50#'s medical record
revealed no documentation of notification to the
resident or resident's rapresentative regarding the
bed-hold policy when the resident transferred to
the hospltal on 8/3/18 and 8/8/18.

Revlew of the facility's electronic medical record
documentafion system revealed the resident had
discharged or: 8/3/18 with a return anticipated,
and the facility initiated an Entry MDS on 8/6/18,
then discharged on 8/8/18 and the facility initiated
an Entry MDS on 8/11/18.

The transition orders and information for
continuation of care document from the hospital
revealed Resident #50 admittad 8/3/18, and
discharged from the hospltal on 8/6/18.
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A SBAR (Situation, Background, Assessment,
Raguest/Recommendation) communication tool
to the physfelan dated 8/8/18, revesied Rasident
#50 had become lethargle and unresponsive and
transferred to the Emergency Room {ER).

The progress notes dated 8/1- 8/11/18 ravealsd
the following:

8/3/18 - resident sent to the ER

BI6/18 - resident arrived to the facility (after
hospitalized} for dlagnoses of sinus infection and
generalized weakness

8/8/18 - resident became unresponsive In
bathtub, and call placed to 911; resident admitted
to the hospital for diagnoses of a UTI,

8/14/18 - resident arrlved to the facility following a
hospital stay

The clinical record lacked documentatiorn: of bed
held information provided to the resident or
resident's representative when the resident
transferred to the hospital on 8/3/18 and 8/8/18.
Pevelop/implament Gomprehensive Care Plan
CFR({s): 483.21(b){1)

§483.21(b) Comprehensive Care Plans
§483.21(b)(1) The facllty must develop and
implement a comprehensive person-centered
care plan for each resident, consistent with the
resident rights set forth at §483.10(c)(2) and
§483.10(c)(3), that includes measurable
objectives and timeframes to meet a resident's
medical, nursing, and mental and psychosoclal
ngeds that are identifled In the comprehensive
assessment. The comprehensive care plan must
describe the following -

{i}) The services that are fo be fumnished to atiain

F 625

F 656

16418
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or maintain the resldent's highest practicable
physical, mental, and psychosocial well-being as
fequired under §483.24, §483.25 or §483.40; and
{1y Any services that would otherwlse be required
under §483.24, §483.25 or §483.40 but are nat
provided due to fhe resident’s exercise of rights
under §483.10, including the right fo refuse
freatment under §483.10(c)(6).

(Hli) Any speclalized services or specialized
rehabllitative services the nursing fagility will
provide as a resulf of PASARR
racommendations. If a facility disagrees with the
findings of the PASARR, It must Indicate its
rafionale in the resident’s medical record,

(iv)in consultation with the resident and the
resident's representative(s)-

{A} The resident's goals for admission and
desired auteomes.

(B} The rasldent's preference and potential for
future discharge. Facilities must document
whether the resident's deslre to retum to the
communify wag assessed and any referrals to
local contact agencles and/or other appropriate
entities, for this purpose.

(C) Discharge plans in the comprehensive care
plan, as appropriate, in accordance with the
raquirements set forth in paragraph (¢} of this
sechion.

This REQUIREMENT is not met as evidanced
by:

Based on dlinical record review and staff
interview, the facliity failed to develop and update
a comprehensive care plan te monitor side
effects for psychotropic medications for one of
three residents reviewed on psychotropic
medications {Resident #25). The facliity reported
a census of 57 residents,

Findings include:
FORM (MS$-2667(02-99) Previous Versions Chanlele Event ID: G224H11 Facilily [D: JAD521 if eonfinuation sheet Page 15 of £3




PRINTED: 09/26/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMEB NO. 0938-0391
STATEMENT OF DEFICIENCIES £} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF GORRECTION DENTIFICATION NUMBER; A BUILDING COMPLETED
165530 B.WING 08/13/2018
NAME OF PROVIEER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
GLEN HAVEN HOME 302 SIXTH AVENUE
e P GLENWOOD, IA 57534
oUWy b SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DbAre
DEFICIENCY)
F 6566 | Continued From page 15 F 658

1. The Minimum Data Set (MDS) assessment
dated 6/29/18 identified Resident # 25 had
impaired short and Jong-term memory, and
severely impaired declsion making skills. The
MDS identified the resident had diagnosis of
Non-Alzhelmer's demantia without behavioral
disturbances. Resident #25 had rio behavioral
symptoms at the time of the assessment. The
MDS recorded the resident fook an anfianxisty
and an antipsychotic medication during the
pravious 7 day look-hack period.

The care plan revised on 9/6/18 documented
Resident #25 had demenfia. The Intervantions
instructed staff to administer medicafion as
ordered, offer reassurance when he became
anxious, encourage deep breathing fo relax and
regt, and offer to walk with the resident when he
asked or stated repetitively. The care plan lacked
idenfification of the resident's antianxiety or
antipsychotic medications and potential side
effects relaied to the medications.

The physician orders dated 8/1/18 Instructed staff
to administer lorazepam 0.5 mg every 6 hours as
needed {PRN}. The original order started on
7/4/18.

The medication administration record (MAR)
dated July, August, and September 2018,
revealed lorazepam 0.5 mg PRN administered
7/4, 719, 7M2, 7114, 7116, B/12, BME, 8/16, 8122,
8/23, 8/25, 8/26, 9/8 and 9/20/18.

Duting an interview 9/13/18 at 11:17 AM, Staff Q,
MDS Ceordinator stated the facllity developed &
care plan within 48 hours of a resident's
admission to the facility. Staff Q reported if a
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resident had behaviors and recelved madication,
they added the Information to the care plan. Staff
Q stated some medications entered on the care .
plan andfor MAR/TAR {treatmeant administration
record). ‘
F 657 | Care Plan Timing and Revision F 857 P
. R)'-L—l - l Cﬂ)
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§483.21(b) Comprehensive Care Plans
§483.21(b)(2) A comprehensive care plan must
be-

{i} Developed within 7 days after completion of
the comprehensive assessment.

(ii) Prepared by an interdisciplinary team, that
includas but is not limited to—

(A) The attending physfcian.

(B) A registered nurse with responsibliity for the
resident.

{G) A nurse aide with responsibility for the
resident. :
(I3) A member of food and nutrition services staff. :
(E) To the extent practicable, the participation of
the rasident and the resident's representafive(s).
An explanation must be Included in a resident’s :
medical racord If the participation of the resident o
and their resident representative is determined N
not practicable for the development of the ;
resident's care plan. :
{F} Other appropriate staff or professionals In !
disciplines as determined by the resident's neads
or as requested by the resident. i
(if)Reviewed and revised by the Interdisciplinary
team after each assessment, Including both the
comprehensive and quarterly review
gsgessments,
This REQUIREMENT s not met as evidenced
by:

Based on clinical record review and staff

FORM GMS-2687(02-89} Previous Verslons Obsolels Event ID:G22Q11 Facillty ID: [AQB25 If continuation sheet Page 17 of 53




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

PRINTED: 09/26/2018
FORM APPROVED

OMB NO. 0938-03%1

STATEMENT OF DEFICIENCIES (K1} PROVIDER/SUPPLIER/GLIA
AND PLAN GF CORRECTION IDENTIFECATION NUMBER:

166530

{X2) MULTIPLE CONSTRUCTION
A, BULDING

B. WiNG

{X3) DATE SURVEY
COMPLETED

09/13/2018

NAME OF PROVIDER OR SUPPLIER

GLEN HAVEN HOME

STREET ADDRESS, CITY, STATE, ZIF CODE
302 SIXTH AVENUE
GLENWOOD, iA 51534

X4y
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATCRY OR LSC DENTIFYING INFORMATION)

18] PROVIDER'S PLAN OF CORREGTION

{X5)
PREFIX (EACH CORREGTIVE ACTION SHOULD BE GOMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE BATE

BGEFICIENCY)

F 657

Continued From page 17

Interview, the facility falled to update the
comprehensive care plan for two of fifteen
residents reviewed (Residents #26 and #46).
The faclilty reported a census of 57 residents.

Findings include:

1. The Minimum Data Set (MDS) assessment
dated 7/2/18 documented Resident #26 had
diagnoses of diabetes, thyroid disorder, and
nauramuscular bladder dysfunctlon. The MDS
Indicated the resident raqulred the assistance of
one staff for toilefing and had an indwelling
urinary satheter.

The care pian dated 9/19/12 revealed the
resident had a stroke and a flaceld neuropathic
bladder. The care plan Indicated the resident had
an indwelling catheter but provided no staff
directives regarding cathetar care or
management of the catheter.

The pocket care plan (for direct care staff)
revealed Resident #26 had a catheter, The
pocket care plan had no other information
pertaining fo the staff directives for the catheter
cares.

In an interview 9/13/18 at 11:17 AM, Staff Q, MDS
CoordInator reported care plans are developed
whenever a resident admitted to the facility and
whenever they had updated information to add lo
the care plan, Staff Q explained if the resident
had a catheter, they added interventions to the
care plan for what the nurse needed to perform
and Information ks added to the pocket care plan
as to what inferventions needed to be done by the
nursing assisfants.

F 657
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2. According to the MDS assessment dated
9/3/18, Resident #46 had a BIMS score of 14,
indicating no cognitive impalrment. The MDS did
not list any mental diagnoses. The MDS listed the
rosldent received the following medlcations
during the 7 day review period: antipsychotic for 7
days, antianxiety for 2 days and antidepressant
for 7 days.

Review of Resident #46's care plan, with an edit
date of 9/12/18, revealed she will frequently yell
out, refuse to eaf and cry. The care plan stated
Resident #46 is not easily redirected. The care
plan lacked approaches for staff to utilize when
Resldent #46 velled out or cried. The care plan
confained no non-pharmacological interventlons
for staff to use before they administer an as
needed (PRN) medication.

Revlew of the Medication Adminlstration Record
(MAR) for the month of August revealed Resident
#46 had an order for Afivan {antianxlety} 0.5mg
twice a day {(BID), PRN. According fo the MAR,
Resident #48 received this PRN order 17 times
during the month of August.

Review of the MAR for the month of September
revealad Resident #46 had an order for Ativan
0.5mg BID, PRN. Accarding to the MAR, )
Rasident #46 received this PRN order on 9/4/18
and 9/7/18.

During a staff interview on 9/13/18 at 8:20 AM,
tha DON stated the Social Service worker is
responsible for putting behavier Interventions on
the care plan. She stated she waould have her
update the care plan.

Review of Resident #46' updated care plan
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providad i the survey team by the DON on
9/13/18 revealed the following appreaches for
staff to utilize: When she is crying Resident #46
wants staff to talk with her 1 on 1 and let her
expross her feelings or congems. Offer her
activities, talk about her family or any other
subject she may want fo talk about. When she ia
not easily redirected get another staff member
that she may have a better relationship with if
possible to do 1 an 1 with her. When staff are
assisting Resident #46 and she is yelling out,
have staff explain to her what they are doing and
give her a few seconds to respond and repeat as
necessary.
F 858 | Services Provided Meet Professional Standards F 658 LO’L[ I‘g
s8=D | CFR(s): 483.21(b)(3)(i)

§483.21{b){3) Comprehenslve Care Plans
The services provided or arranged by the facllity,
as outlined by the comprehensive care plan,
must-

() Meet professional standards of quality.

This REQUIREMENT s not met as evidenced
by:

Basad on clinical record review, observatlon,
staff interview and review of staff training
documents, the facllity fafled o ensure staff
provided Indwelling catheter care based on
professional standards for 2 of 4 resldents
reviewed (#16 and #57) that had urinary
catheters, The facility reported a census of 57
residents.

Findings Include:
1. The Minimum Data Set (MDS) assessment for

Rasident #57 dated 8/20/18, listed diagnoses of
unilateral inguinal hemla with obstruction,
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malignant neoplasm of the bladder and benign
prostatic hyperplasia. The MDS documented he
had a Brief Inferview for Mental Status (BIMS)
seore of 15 which Indicated no cognitive
Impalrment for daily decisfon making. The MDS
documented Resident #57 required the
assistance of iwo paople for bed mobllity,
transfers, dressing, and toilet use and the
assistance of one person with personal hygiene,
The resident had an indwelling urinary catheter
upah admission on 8/15/18.

During an ohservation of catheter care on 9/11/18
at 2:45 PM, Stafi E and Staff N, both Certified
Nurse's Aides (CNA's) washed their hands and
donned gloves while Resident #57 lay In his bed,
The CNA's pulled down his cuter pants and the
incontinence product resident wore. StaffE
cleansad the head of the resident's penis and
catheter tubing at the urethral opening using 3
alcohol prep pads, Staff E then removed her
gloves, pulled up the incontinence product and
cuter pants and both CNA's washed thair hands,

Review of a document labeled Catheter Care
Competency, the document lists under Section C.
Equipment and Supplies the following will be
necessary:

1. Wipes ]
2. Parsonal protective equipment {PPE)

During an interview on 9/11/18 at 2:50 PM, Staff
E stated she had been in nursing for 16 years
and she leamed to do catheter care on a mala by
using an alechol prep pad (approximate 1 inch by
1 inch squars pad containing alcohol and
prepackaged) to prevent infection,
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During an Interview on 8/11/18 at 3:45 PM, the
Diractor of Nursing (DON) stated she expected
incontinence wipes would be used for personal
care of a resident with a catheter, The DON
slated alcohol prep pads are used on the catheter
bag ports when the catheter is emptied. The DON
stated if thara was something stuck on the
catheter tubing she could understand the use of
an alechol pad to remove it but otherwise staff
would use the incontinence wipes,

During interview with the DON on 9/12/18 at 9:00
AM, the DON stated staff are taught to use
incontinence wipes for care and she would not
have thought they would use alcohol wipes ont
anything but the catheter bag ports or catheter
tubing itself. The DON stated she will make the
competency checklist more specific for the kind
of wipe to be used for catheter care and had
already done education with the staff involved In
the catheter care ebservation.on 8/11/18.

2, According to the MD$S assessment dated
6M9/18, Resident #16 had a BIMS score of 10,
indicating moderats cognitive impairment. The
MDS3 indicated Resident #16 required the
assistance of 1 staff for bed mobllity and the
assistance of 2 for tollet use. The MDS also listad
Resident #16 had an indwelling catheter
(Including a suprapubic catheter) for urination.
The MDS listed the following diagnoses for
Resident #16: neurogenic bladder, urinary tract
infection (UTI), dementia, anxlety, and
depression.

Areview of Resident #54's care plan wlth a
revision date of 9/101/8 revealed she has a
suprapubic catheter due to her neuromuscular
dysfunction of bladder diagnosis.
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Observation on 8/12/18 at 7:05 AM revealed Staff
D Ceriified Nursing Asslstant (CNA) and Staff B
CNA performed suprapubic catheter stoma site
cares for the resident. Staff B used alcoho! wipes
to clean the suprapubic catheter storna site. Staff
D then used adult wipes to cleanse to the
drainage tubing.
F 684 | Quality of Care F 684 C‘?_,H 1z
85=Di CFR{a): 483.25

§ 483.25 Quality of care

Quality of care is a fundamental principle that
applies to all treatment and care provided to
facility residents, Based on the comprehensive
assessment of a resident, the facility must ensure
that residents recelve traatment and care in
accordance with professional standards of
practice, the comprehensive person-centered
care plan, and the residents’ choices.

This REQUIREMENT Is not met as evidenced
by:

Based on clinical record review, staff inferviews
and review of facility erientation guidelines and
staffing education, the facllity failed fo keep 1 of 2
residents (Resident #54) safe after a fall by
moving them prior to a nurss completing an
assessment. The facility reported a census of 57
regidents,

Findings include:

According fo the Minimum Data Set (MDS)
assessment dated 8/20/18, Resident#54 had a
Brief Interview of Mantal Status (BIMS) score of
13, Indicating no cognitive or memory Impairmant.
The MDS listad Rasident #54 required the
assistance of one staff for bed mobility, transfars,
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and toltet use and had occaslonal incontinence of
urine and frequent incontinance af bowel. The
MDS listed the following diagnosas for Resldent
#54; Parkinson's disease, anemia, and
hypertension. The MDS Indicated Resident #54
fell twice with non major injurles since admission
or the previous assessment.

Areview of the Electronic Health Record (EHR)
revealed a progress note dated 9/8/18 at 5:24 AM
that documented Sfaff H RN {Registered Nurse)
and Staff G LPN (Licensed Practical Nurse) were
called into Resident #54's room by Staff | CNA
{Certified Nursing Asslstant). Upon entering the
room Resldent #54, staff witnessed lying on the
flcor on her hack.

During interview on 8/11/18 at 2:50 PM Staff H
stated she was paged to Resident #54's room.
When she entered the room, Resident #54 lay on
her back on the floor with a goose egg on the left
side of her head.

During Interview on 8/11/18 at 3:50 PM Staff G
stated she got a page from Staff | to come to
Resident #54's room. When she arrived with Staff
H, she noted Resldent #54 lay on the floor on her
hack. When she looked at Resident #54 had a
raised area on her left forehead and a skin tear
on her feft hand.

Cuting interview on 9/12/18 at 11:30 AM Staff |
stated when she entered room the morning
Resident #54 fell, she found her face down. Staff
| stated she turned Rasldent #54 onto her back -
before the nurses arrived. Staff | stated Staff G
informed her that a nurse needs fo assess a
resldent prior to being moved. She also stated the
DON {Director of Nursing} educated her on not
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moving a resident after a fall without a nursing
assessment being completed first.

During interview on 8/13/18 at 8:20 AM, the DON
stated staff shouid not move a resident afier a fail
until a nurse has completed an assessment.

Review of an education form dated 9/10/18
ravealed the following: Education for fall and
safety. This educafion was provided verbally on
9/10/18 via phone after interview regarding
Resident #54's fall. Staff | will ensure that a
resident moves as litle as possible by providing
the resident with reassurance, encouraging deep
breaths, offering touch therapy until the nurse
armives 1o assess. Staff | agreed fo this education
via the phone and reported to the DON that she
would sign on her next shift.

Review of general orientation information that the
DON provided on 9/12/18 at 1:45 PM revealed
the fotlowing information is given during
orientation of all staff; What do | do when a
resident falls, do not leave the resident, use your
walkie to call for assistance, do not move the
resident, a hurse must assess prior to any
movement, Do provide reassurance to the
resident while wailing for asslstance.

Free of Accldent Hazards/Supsevision/Devices
CFR(s): 483.25(d)}{1){2}

§483.25(d) Accidents, -

The facility must ensure that -

§483.25(d)(1) The resident-snviranment remains
as free of accident hazards as Is possible; and

§483.26(d)(2}Each resident receives adequate
supervision and assistance devices to prevent

F 684

F 682
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accldents.
This REQUIREMENT ig not met as evidenced
by:

Based on clinical record review, staff interviews
and review of facility orientation guidelines and
staffing education, the facility failed fo prevent a
fall for 1 of 2 residents reviewad for falls
{Resident #54). The fall resulted in a fracture fo
the base of Resident #54's left second tos. The
resident complained of dizziness rght before staif
assisted her to the commode, had a high risk for
fails and was left unaltended an the commode,
The facility reported a census of 57 residents.

Findings Include:

According to the Minimum Data Set (MDS)
assessment dated 8/20/18, Resident #54 had a
Brief Interview of Mental Status (BIMS) score of
13, indicating ne cognitive or memory Impairment.
The MDS listed Resident #54 required the
assistance of one staff for bed mobliity, fransfers,
and toilet use and had oceasional incontinence of
urine and frequent incontinence of bowel. The
MDS listed the following diagnosses for Resldent
#54: Parkinson's disease, anemia, and
hypertension. The recordad Resident #54 fell
twice with non major injuries since admission or
the previous assessment,

Review of the care plan revealed Rosldent #54
required assistance with dressing/undressing of
one person, The care plan recorded that at times
she will not wait for assistance and transfer
herseif from the bed and/or wheelchair or vice
versa making her a risk for falls. The care plan
listed the following interventions: soft touch call
light started on 9/11/18, commode height
reviewed and updated as needed to suit

F 689
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resident's hefgh! started on 9/10/18, non-skid
strips placad in front of bedslde commode started
on 8/10/18, keep her wheealchair next to her bed
with the brakes locked started on 9/4/18, non-skid
sfrips next to her bed started on 8/29/18,
encourage the resident to use gripper socks or
non-skid footwear when walking started on
8/26/18 and she s OK with supervislon while in
the bathroom started on 5/25/18. Resident #54
had a history of dizziness, giddiness and
weakness.

Review of fall sk assessment dated 8/21/18
revealed Resident #54 scored a 21; a score of 10
or higher represents a high risk for falls, A falis
prevention program Is listed as a referral for this
resident. Anurse's note at the bottom of the form
reads: fall risk assessment completed with a
score of 21. She is at risk due to her immobility,
incontinence, Parkinson's, and hypertension
diagnoses. She Is on a diuretic and on several
madlcations for her hypertenslon,

Areview of the EHR revealed the following
progress notes:

a, 8/14/18 at 9:28 AM - Reslident #54 confinued to
camplain of dizzlness and continued to state that
the PRN (as nesded medicaticn, Maclizine) does
nothing, The resident felt awful and when asked
what exactly Is wrong, she stated everything.

b. 8/18/M8 at 10:22 PM - Resident #54 stated she
felf horrible, Staff addressed the resident's
dizziness and pain with PRN mad|cations on this
shift; both medications were ineffective.

©. 8/21/18 at 12:47 PM - Quarterly Review: she
needs assistance of one with fransfers and foilet
use. There have been times when she fook

herself to the bathroom. She frequently complains
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of dizziness and currently received 3 different
medications for hyperiension. The resident has
had a significant drop in her blood pressurae
before receiving medication up to an hour after.
Her primary physioian wanted for her to see a
cardiologist, but the family does not think It s
necessary. She could put her light on and ask for
assistance.

d. 8/21/18 at 10:23 PM - Resident #54 received
PRN medication for complaints of dizzinass
(Afivert} and the medication was not sffactive.

. B/23/18 at 9:58 PM - She confinued fo ba dizzy
constantly; medication not effactive.

f. 825118 at 9:48 PM - Resident #54 got up for
about 30 minutes before wanting fo be laid back
down in her bed. Her blood pressure measured
180/78, she complained of being unbearably
dizzy. Btaff administered & PRN medlcation and it
was nof effective.

g. 8/26718 at 10:23 PM - A1 5:00 AM, a CNA
{ceriified nursing assistant) paged for a nurse
who noted Resident #54 sltting on the bathroom
floor, with her knees bent and head and shouider
Ipaning against the wall. A CMA (certified
medication aide) stated Resident #54 tripped over
her walker and she lowered Resident #54 to the
floor.

h. 8/28/18 at 10:35 PM -~ Resident #54 ate her
dassert for supper and wanted to be put back Into
het bed Immediately; she would have no aral care
completad or io use the bathroom. Staff
administered a PRN medication for dizziness and
two Tylenol for pain.

l. 8/29/18 at 3:33 AM - Staff witnessed Resident
#54 falling to the floor as she entered the room.
Resident #54 landed on her right side and hif her
head on the floor, resulting in a haif-dollar sized
bump on the side of her haad.

]. 8/25/18 at 9:19 AM - Resident #54 complalned
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of dizziness per her normal; staff administered
PRN Meclizine but is not effectiva. This had been
discussed multiple fimes with famiiy as well as
physician,

k. 9/1/18 at 12:35 AM - A CNA reported she
observed Resident #54 on her knees wilht her
head in the seat of her wheelchalr and yelling for
help. Staff notad no injurles. ;
I. 9/4/18 at 10:08 PM Resident #54 would not put
forih any aeffort In helping staff with transfers; she
requived total assistance from two with a gait belt. i
Two staff had difficulty transferring the resident '
Into her wheelchair to be taken ta the restroom or
ouf to eat in the dining hall, because of her lack of
any effort to help with transfers.

m. 8/7/18 at 10:45 - While walking past the
resident's raom, staff heard a nofse, looked inside
and found Resldent #54 on the floor with her
head under the sink and feet at the toilet. She

had her brief pulled up bul her pants were still :
down. Resident #54 had been educated
befarehand when placing her on the toilet, to hit
the red buiton on her call Hight. YWhen found,
Resident #54 tay on the floor, holding her head |
and smiling, The resident stated | guess you |
didn‘t get here fast enough’,

n. 9/8/18 at 5:24 AM - Staff H RN (Registered
Nurse) and Staff G LPN (Licensed Practleal
Nurse) wers called into Resldent #54's room by
Staff | CNA. Upon entaring the room, staff
witnessed Resident #54 lying on the floor on her
back, Staif | stated that Resldent #54 was sifting
on the bedside commede, stood up and fell :
forward onto ths floor and hitting her head.
Resldent #52 had a 4.5 centimeter {cm) in '
diameter hematoma to her left lateral forehead i
and a 4 c¢m skin tear to the back of her left hand. i
Staff applled a cold pack fo her hiead, cleansad !
the skin tear and applled 6 steri-strips, Telfa and :
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Kerlix secured with tape, Resident #54 was
awake and alert, with her pupils active and
reactive to light and equal hand grasps, range of
motion within normal limits and no abnormalitles
nio rotation noted. All proper nofifications made,
intervantion implemented: Education to CNA.

0. 9/8/18 at 9:00 AM - Resident #54 complained
of pain to her left foot with weight bearing, Staff
noted swalling to her left foot, tender with
inversion. Resident #54 could flex and dorisflex
her foot without pain, Staff received an order for
an X-ray of her loft foot and ankle.

p. 9/8/18 at 11:30 AM - Staff re-assessed the
resident's pain level. She denied pain and rested
in bed. Staff noted decreased swelling in left foot
and waited for the X-ray to be completed.

q. 9/8/18 at 5:00 PM - X-ray resuits recorded a
fracture base of left second metatarsal (the long
bone to the top of foot). Staff recelved an order to
transfer resident to the amergency room.

r. 9/8/18 at 10:05 PM - Staff received a call from
the emergency room nurse; they are sending her
back to the facility. Resident #54 had a head CT
scan that was negative. Resident #54 would
return with a post-surgical boot to her left foot.
She is minimal weight bearing and can transfer.
Resident #54 should remain minimal weight
bearing until follow up appointment.

s, 9/8/18 at 10:45 PM ~ Resldent #54 amivad back
to facllity around 9:20 PM.

1. /1218 at 10:09 AM - Resident #54 showed
Increased weakness and lethargy and her
neurological assessment fell within normal Hmits.
Resident #54 will verbally respond when she
chooses to and complalned of dizziness but this
is per her normal. As needed {PRN) Meclizine is
not effective when used and resident does not
wish to have if at this tima when asked, Staff

assisted her using two person assist and a pivot
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transfer with use of a gait belt,

The Radiology Report of 9/8/18 documented
Resident #54 had a fracture involving the base of
the left second metatarsal (the long bane on the
top of a foot) with modest displacement.

Review of Event Reporis revaaled the following
falls for Resident #54; '

a. 8f26/18 at 5:00 AM - Staff found her on the
bathroom floor witheut the proper foctwesar on.

b. 8/29/18 at 11:55 PM - She fell in her rcom; the
resident did not want to wait for assistance and
did niot wear gripper socks.

¢. 9/1/18 at 12:35 AM - Resident #54 did not use
her call light to ask for help fo tha bathroom.

d. 9/7/18 at 5:45 PM - She did not use her call
light to ask for assistance.

. 9/8/18 at 4.00 AM - Resldent #54 attempted to
stand up from the commieds and fell forward

Videc feotage viewed on 9/8/18 with the
Administrator and DON present revealed the
following:

&. 9/8/18 at 3:49 AM - Staif | entered Resident
#54's room and left at 3:54 AM.

b. 9/8/18 at 4:01 AM - Staff | entered Resident
#54's room and left at 4:02 AM.

c. 9/8/18 at 4:03 AM - Staif | entered Resldent
#54's room.

d. 9/8/18 at 4:05 AM - Staff G and H entered
Resldent #54's room.

During an interview on 9/11/18 at 2:30 PM, Slaff |
stated Resident #64's call light went off, she
answerad it and the resldent statad she neaded
to go to the bathroom. With a gait belt, she
transferred her to the commaode. Staff | stated
she heard another resident yell for halp, so she
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told Resident #54 that she would be right back,
When she returned Regident #54 was on the
floor. Staff | stated Resident #54 wore a gait belt,
secured under her breasts and outslde of her
shirt. Staff | stated Resident #54 has been having
dizzy spells where she will grab right above her
eyes and state she is light headad and dizzy.
When asked If Resident #54 was dizzy the
morning she fell, Staff | stated she said the
resident stated she felt dizzy before Staff | got her
an the commade. Staff | stated she was maybe
otit of the room for 2-3 minutes and the commoda
was positioned next to the bed so she could do a
stand and pivot transfer with her, Staff | siated
Resident #54 did not have care plan directions for
supervision while on the commade. Staff | stated
she found Resident #54 face down on the
ground. Onge she entered the room and found
Resident #54 on the floor, she panicked then
called for the nurses on her walkie talkie. When
asked if there was anything she could have done
different, she stated she should have called
someohe else to go help the other resident that
yelled for help.

During interview on 9/11/18 at 2:50 PM, Staff H
RN stated she recelved a page about 4:00 AM to
go downstairs. She walked Into Resldent #54's
room and the resident lay on her back on the floor
with a goose agg on the left side of her head.
Staff H stated Resident #54 has a history of
self-transferring. Staff H stated staff is to be in
the room with Resident #54 if she is an the tollet
or commode because she is at high risk for falls,
Stafl H stated Staff| told her that she went to help
another resident calling ouf for help and when
she returned she found Resident #54 on thé floor.
Staff H stated Resident #54 had a galt belt on.

F 688
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During interview on 9/11/18 at 3:50 PM, Staff G
LPN stated she got a page from Staff 1 to come to
Resident #54's rcom. When she arrived with Staff
H, she noted Resident #54 on the floar an her
back. When she looked, Resident #54 had a
ralsed area on her left forshead and a skin tear
on her left hand.

During interview on 8/11/118 at 4:20 PM, when
asked fo sea the fall prevention program listed on
the incldent (event) report sheet, the Director of
Nursing {DON) stated they do not utilize that
anymore. They would rather come up with
individual interventions rather than ufilize a
pragram that glves genetle interventions.

Buring Inferview on 9/12/18 at 8:50 AM, Staff F
LPN stated Raesident #54 complained of dizziness
for a long time. Her primary doctor knows about
thess dizzy episodes and had raquested a
cardiology consult but the family did not want te
move forward. Staff F stated Resldent #54 just
started using the commode recently. When Staff
F asslsts Resident #54 fo the follet, she always
stays with her because of her fraquent fails and
complaints of being dlzzy.

During interview on 9/12/18.at 8:00 AM, when
asked what the facility does for residents deemed
at high risk for falls, the DON stafed they make
stre the slip sirips are in place, Resident #54 has
gripper socks, the wheelchalr Is kept next to her

hed with the brakes locked and non-slip footwear -

is being uillized when ambulating. She stated
after the fall they started fo utilize a soft touch call
light. When asked what intarventions nead to be
in place due to Resident #54 not wanting to wait
for help, she stated they are frying to keep the
environment safe for her as staff cannot be in

F 689
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everyone's rooms when they are in the bathroom.
When asked what she would do if a resident felt
dizzy and on the toilet, she stated she can put on
the care plan not to leave her but it would ba
unrealistic for staff to stay when there are other
demented residents that need help. She stated
this would be setting her staff up to not follow
care plans. The DON was given a scenario of a
resldent complaining of baeing dizzy but needing
1o use the toilet and asked if she would put that
resident on the toilet and leave, she diverted back
to not wanting to put on the care plan for
Resident #54 fo be supervised while on the tollet.
It was then reiterated that if a resident was dizzy
and needed the bathroom, would she put them on
the tollet and leave knowing they were dizzy? The
DON stated she would not leave the resident
alone and would call for assistance If she needed
to leave the room, When asked of the education
given to Staff | afier Resident #54 fell, she stated
Staff | received education on the use of the walkie
talkies o get help when assisting another
resident.

During Interview on 9/12/18 at 11:00 AM with
Staff J CMA/CNA stated she always worked
downstairs. When working with Resident #54 she
stated she always stays in the room with her
while she Is on the tollet or commodes because
she will self-transfer. Staff J stated Resident #54
likes her privacy so she will stay In the room and
puil the privacy curtain or shut tha bathroom door,
Siaff J stated Resident #54 will push her calt iight
and If staff s not there within seconds, she will
get up on her own. When asked what she would
do if she was in the room with Resident #54 and
ancther resident callad out for help, she stated
she would get an her walkle talkie and ask for

assistance. Staff J stated Resident #54
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complaing about being dizzy a lot and has been
for a while now.

During interview on 8/12/18 at 2:34 PM, Stafi L
CNA stated about two waeks ago, Resident #54
required assistance of 2 staff and a gait belf for
transfers. Staff L stated he stays in the room
when Resident #54 siis on the toilet or commode.
When asked why ha stays [n the room, he stated
because she has a high risk for falls and a
fendency to lean forward when sitting up and ihat
Is when she falls.

During interview on $/12/18 at 2:45 PM, Staff K
LPN stated Resident #54 required 1-2 staff for
fransfers for the last 2 weeks and had to be within
sight of staff while up on the follet or commade.
Staff K stated in July she required 1 staff for
fransfers and that she used fo complaln of
dlzziness but not so much anymore.

Review of education form with a date of 9/10/18
revealed the followIng: Education for fall and
safety provided verbally on 9/10/18 via phonse
after interview regarding Resident #54's fali. In
the future Staff ! will contact a team member for
assistance via walkie for another person {o assist
residents while assisting a person with a fall risk
fo the bathroom or the commeode. Staff 1 agreed
to thls education via the phone and reported to
the DON she would sign it on her next shift.
Free from Unnec Psychofropic Meds/PRN Use
CFR(s): 483.45(c)(3)(e)(1)-(5) :

§483.45(s) Psychotropic Drugs.

§483.45{t){3) A psychotroplc drug is 2ny drug that
affects brain activities assoclated with mental
processes and behavior. These drugs include,

F 689
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but are not limited to, drugs in the following
categories:

(i) Anti-psychotic;
{il) Anti-depressant;
{fii} Anti-anxiety; and
{iv) Hypnotic

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

§483.45(e)(1) Residents who have not used
psychotrepic drugs are not given these drugs
unless tha medication Is necessary fo freat a
speclfic condition as diagnosed and documented
in the clinleal record;

§483.45(e}{2) Residents who use psychoiropic
drugs receive gradual dose reductions, and
behavloral interventions, unless clinically
contraindicated, in an effort to discontinue these
drugs;

§483.45(e)(3) Residents do not recelve
psychotropic drugs pursuant to a PRN order
unless that medication is necessary to freat a
diagnosed speclfic condltlon that Is documented
it the clinical record; and

§483.45(e)(4) PRN orders for psychotropic drugs
are limited {c 14 days. Except as provided in
§483.45(e)(5), if the attending physiclan or
prescriblng practitioner belleves 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.

§483.45(e)(5) PRN orders for antl-psychotic
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drugs are limited to 14 days and cannot be
renewed unless the attending physician or
prescribing practifioner evaluates the resident for
the appropriateness of that medication.

This REQUIREMENT is not met as evidenced
by:

Based on clinjeal record review and staff
interview the facility failed to have the primary
physician review the use of a psychofropic
medication within 14 days of the start date, that
was ordered on an as needed basis for 3 of 3
residents (#10, #25, and #46) reviewed. The
facility reported a census of 57 residents.

Findings include:

1. According to the Minimum Data Set {MDS)
assessment dated 6/11/18, Resldent #10 had a
Brief Interview of Mental Status (BIMS} score of
6, Indlcating severe cognitive impalrment. The
MDS listed Resident #10 had diagnoses that
included Alzheimer's disease, dementia, anxiety
and depression. The MDS Indicated Resident
#10 received a daily antidepressant medication,

Review of Resident #10's care pfan with an edit
date of 8/27/18 revesled Resident #10 has
dementla with behaviaral disturbances, anxety,
major depression, and will frequently have
delusions of her family being unsafe or waiting for
her outside. The following approaches are listed
an the care plan for steff to follow: when she is
agitated or confused she will yell, hit and kick at
team members. She Is not easily redirected when
she has deluslons. Qeceasionally, she will refuse
cares. Resident #10 usually become anxious
about her children, staff is to provide reassurance
they are safe. Staff are to offar her one to one
when she Is having delusions, to provide

FORM CMS-2587{02-88) Previous Versions Obsolete Evant ID:G220111

Facllity i 140521

It continuation sheet Page 37 of 53




PRINTED: 09/26/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
BTATEMENT OF DEFIGIENGIES (X1) PROVIDER/SUPPLIER/GLIA (%2} MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
185530 B. WING 09/13/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
GLEN HAVEN HOME 302 SIKTH AVENUE
e GLENWOOD, 1A §1534
(X4) I SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREGTION {x8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 758 | Confinued From page 37 F 758

reessurance that she is safe with a goal of
redirection. When Resident #10 becomes
agltated, please offer her a quiet environment.

Review of Resident #10's Medication
Administration Records {MAR) revealed an order
for Ativan (antianxiety) 0.5 milligrams {mg) every
day as needed (PRN} with an crigination date of
1f26/18. The following Is a list of when this PRN
order was used between March and September:
a. March 12 times;

b. April 12 times;

¢, May 1 dose given and it was discontinued on
May 26;

d. June 21 the order was restarted and moved to
twice & day (BID) with a stop date of 1/2/19, but
not used during the menth of June;

a. July, August, and September the order has not
be used

A Note to the Attending Physiclan/prestriber with
a medication regimen review on 6/24/18
documented that changes fo regulations require
that all PRN medications be evaluated after 14
days by the physician or prescriber to determine
the appropriateness of continued use. The
resident currently has an order for Afivan 0.5mg
BID PRN for anxiety. The order was restarted on
6/21/18. This medication has certain
requirements that must be followed In order for
the facllity to remaln in compliance. The primary
care physiclan checked to confinue the order
because of anxlety and signed it on 7/2/18. The
primary care physician reviewed this order 28
days after the sfart date when it is raquired to be
reviewed within 14 days of the start data.

Record review did not reveal another medication
regimen review after the review on 7/2/18.
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2. According to the MDS assessment of 9/3/18,
Resident #46 had a BIMS score of 14, indicating
rio cognifive impairment. The MDS docurmnented
the resident had dlagnoses that included stroke
and hemiplegia. The assessment documented
the resident received antipsychotic medication for
7 days, antianxiety medication for 2 days and
antidepressant medication for 7 days during the
review period.

Review of Resident #46's care plan, with an adit
date of 9/12/18, revealed she will fraquently yell
out, refuse to eat and cry. The care plan
documented Resident #46 Is not easily
radirected.

Revlew of Resident #46's MAR revealed the
follewing order: Ativan 0.5 mg BID (iwice a day)
PRN wilh a start date of 8/9/18 and stop date of
12/6/18.

Revlew of Resldent #46's MARs revealed the
Ativan PRN order used 17 imes In August and
twice in September,

A Physician Communication and Order form
dated 8/8/18 documented the resident's famlly
visitad and they requastad an order for Afivan
BID. Tha primary care physitian ordered Atlvan
0.5mg BID PRN

A Note to the Attending Physlcian/prescriber with
a medication regimen review on 8/28/18 recorded
that changes fo regulations require that all PRN
medications he evaluated after 14 days by the
physician cor prescriber to determine the
appropriateness of continued use. The resident
currently as an arder for Ativan 0.5mg BID PRN
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for anxiety. The resident has utiized this order
several times since prescribing on 8/8/18, Do you
fael that it is appropriate to continue this order?
The primary care physlcian checked to continue
the order because it is still needed as
documented. The primary care physiclan signed
the form on 8/7/18, 19 days afier the start date
when it js required to be reviewed within 14 days
of the start date.

During Interview on 9/13/18 at 8:20 AM, the
Director of Nursing (DON) stated typically if the
PRN medication is not used In 90 days, they will
ask for an: order for it to be discontinued. She
gtated she could not find any aother 14 day
revlews for Resldent #46. The DON stated she
will be this issus up in their Quality Assurance
meefing.

3. The MDS assessment dated 6/29/18 identified
Resident # 25 had impaired short and long-term
meamory and severely Impaired cognitive skills for
daily decision making. The MDS ldentifled the
resident had diagnosls of Non-Alzhelmer's
demsniia and no behavioral symploms. The
MDS recorded the resident took antianxiety and
anfipsychotic medications during the pravious 7
day look-back pericd.

The care plan revised on 9/6/18 documented the
resident had dementia. The interventions
instructed staff to administer madication as
ordered, offer reassurance when he became
anxlous, encourage deop breathing to relax and
rest, and offer to walk with the resident when he
asked or he stated things repetitively.

The Physiclan Gommunication and Order Form
dated 7/4/18 and signed by the physician on

71518, included an order for lorazepam 0.5
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milligrams {mg) orally (PO} every six hours (g 6
hrg) PRN.

Anote to the attending physiclan fram the
pharmacist dated 8/26/18 revealed lorazepam 0.5
mg q 6 hrs PRN for anxlety continued for a
duration of 3 months due to continued behaviors.
Staff noted the order on 9/7/18.

The physician orders date 8/1/18 revealed
lorazepam 0.5 mg g 6 hrs PRN.

The medication administration record {MAR)
dated July, August, and September 2018,
revealed lorazepam 0.5 mg PRN administared on
714,709,712, 7114, 716,812, 8/15, 8/16, 8/22,
8/23, 825, 8/286, 918, 8/20/18,

In an interview 9/13/18 at 8:24 AM, the DON
reported when PRN antianxiety such as Ativan (or
lorazepam} is ordered, the medication needed
reviewad by the prescribing provider or physician
after 14 days to determine if medications needed
continued or discontinued, Af 9:47 AM, the DON
stated she could not find any other
documentation which pertained to Resident #25's
PRN lorazepam, other than the initlal erder datad
7/4/18, and the review for PRN lorazepam sent {o
the physician by the pharmaclst on 8/29/18. The
DON raported she planned fo follow up with the
physician.

Nutritive Value/Appear, Palatable/Prefer Temp
CFR{s): 483.60(d)({1){2)

§483.60(d) Food and drink
Each resident receives and the facllity provides-

§483.60(d){1) Food prepared by methods that

F 758

F 804
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conserve nultitive value, flavor, and appearance;

§483.60(d){2) 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, resident and staif
interviews and review of residant council meeting
nofes and facility policy, the facility failed to serve
and maintain food temperatures for afl entrees
served to residents durlng the funch meal service
on 9/11/18 and failed tc ensure resident room
trays delivered in a fimely manner to ensure food
hot and palatable. The facility reported a cansus
of 57 resldents.

Findings Include:

1. During observation on 9/11/18 at 12:37 PM,
Staff P, Dietary Cook, stated she had served the
last plate of food for residents in the downstairs
Dining Room. Staff P checked the temperature
of the remaining food in the warming cart, which
revealed the following femperatures:

a. Meatballs - 115 degrees (F) (Fahrenheit)

b. Puread pork chop - 118 degrees (F)

¢. Pureed rice - 131 degrees (F)

At 12:55 PM, the last resident had bean served in
the upstairs dining room. At12:57 PM, a
Certified Nursing Assistant (CNA) pushed a cart
with room frays from the upstairs Dining Room to
the middle hallway and deilvered the meal tray to
residents in Room 224 and Room 228. At 1:00
PM, Resident #13 stated to the CNA who
delivered her room fray 'l thought vou were naver
going to bring ma lunch today'. At 1:03 PM, after

Resident #13 had been served a meal tray, the
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surveyor took the test tray from the food cart and
checked the food temperatures. The food
temperatures revealed the following:

a. Pork chop - 136 degrees (F}

b. Squash - 130 degress {F)

The pork chop and squash were lukewarm when
tasted by the surveyor.

In an interview 8/11/18 at 1:19 PM, Resident #13
raportad she couldn't eat the food brought on a
room tray, because she couldn't tell what it was
and the food not hot. The resident reporiad meal
trays came later and later and she wondered if
she'd ever receive her food.

In an interview, 8/12/18 at 12:55 PM, the Distary
Manager reporfed she expecied food
temperatures maintained at 140 degrees (F) or
greater when sarved, '

2. Ding observations on 9/10/18 revealed the
following:

At 12:29 PM, room trays plated for the residents
upstairs. Dietary staff covered the bowls and
plates with foll and placed each fray into a gray
cart, At 12:33 PM, dietary staff plated a pureed
diet, covered the plate with foll, and piaced the
tray in & gray cart, At 12:35 PM, the last resident
received food in the upstairs dining room. At
12:40 PM, the Dietary Manager checked the gray
cart with food trays parked in the hallway by the
upstaira dihing room, then walked down the hall
and asked Staff R, Licensed Practical Nurse, if
had any aldes avallable, as room frays needed
delivered. At 12:42 PM, a CNA delivered raom
trays to residents in rooms 224, 230, 231, and
228, At 12:52 PM, obssrved the gray cart
parked in the hallway by room 222, still had room
trays inside. A staff person sat on the bed and
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| temperatures had gotten bettar,

assisted a resident in room 228 and fed the
resident,

In an Interview, 9/12/18 at 12:55 PM, the Dietary
Manager reparted she expscted room trays
delivered to resident rooms as soon as room
trays are plated. The Dietary Manager stated
they had a CNA assigned on each level to deliver
room trays. The Dietary Manager reported on
9/11/18 lunch trays had not been delivered right
away, She tried fo locate the CNA, but the CNA
uhable to pass the meal trays due to in a room
and assisted a resident. The Dietary Manager
teported residents complained about meal trays
not hot for a few months, but the meal

In an interview 9/13/18 at 8:24 AM, the Director of
Nursing (DON} reported the residents nearast to
the upstairs dining roocm got room trays served
directiy from the dining room, but other residents
in the middle hat and the oppaosite hallway of the
dining room had meal trays dellverad in a cart.
The DON expected CNAs to deliver those room
trays to residents within a reasonable amount of
time so food is hot when the resident received the
mea] tray,

In an Interview 9/10/18 at 2:15 PM, Resident #2
reported foad is not hot. The resident reported
she got some meals served in her room and
some in the dining room.

in an interview 9/0/18 at 11:39 AM, Resldent #
26 reported she received most of the meals in hor
room and food not hot,

In an interview 9/10/18 at 3:25 PM, Resident #50

reported food Is not always hot whan served.
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The Resident Council meeting notes dated 4/9/18
and 5/4/18 revealad resldents had complained
about cold food, especialty room trays.
In a policy titted "Food Temperatures” revealad
femperatures should be takan periodically to
ensure hot foods stay above 140 degrees (F)
during the portioning, transporting, and serving
process until received by the resident. All hot
food items needed served at a temperature of at
least 120 dagress (F) at the ime the resident
recelved the food. ‘ 0»‘.‘ B
F 812 | Food Prosurement, Store/Prepare/Serve-Sanitary - F 812
s8=E | CFR{s): 483.80(){1){2)

§483.60() Food safety requirements,
The facility must -

§483.60(1)(1) - Procure food from sources
approved or considered satisfactory by federal,
state or local authorities.

{i} This may Include foad items obfained directly
from local producers, subject to applicable State
and local laws or regulailons.

{ii) This provision does not prohibit or prevent
facllittes from using produce grown in facility
gardens, subject to compliance with applicable
safe growing and food-handling practices.

(iif) This provision does not preclude residents
from consuming foods not prooured by the facility.

§483.60()(2} - Store, prepare, distribute and
serve food in accordance with professional
standards for food service safety.

This REQUIREMENT is not met as evidencad
by:

Based on observations and staff interviews, the
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facility failed to perform proper hand hyglene
while assisting residents with their meals. The
facifity reported a census of 57 residents.

Findings include:

Observation on 9/10/18 at 12:18 PM revealed
Staff C CNA {Certified Nursing Assistant)
assisting Resident #12 with her lunch by feeding
her. Staff C scooped up some mashad potatoes
an a spoan; she got some mashed potatoes on
her hand then wiped it on the resident's clothing
protectar. While feeding Resident #12 her funch,
Staff G handled her cell phone then continued to
assist Resident #12 with lunch. She did not
sanitize her hands before touching the serving
utensils. Staff C also touched har face multiple
times during her time assisting Resident #12 and
again never sanitized or washad her hands
hetwesn tasks.

Observation on 9/11/18 at 8:30 AM revealed Staff
C assisting Resident #32 with his breakfast by
feeding him. Without sanitizing her hands Staff C
then assisted Resident #48 by removing the
plastie wrap from his drinking cups. Staff G
moved her hair behind her ear and moved
Resident #48's bow! while feeding Residant #32;
she did not sanilize her hands betwsen these
tasks. Staff C then helped position Resident #48's
nosey cups (after ha had touched them) so he
could drink from fhem, then went back to feeding
Resident #32 witheut using hand sanitizer
between fasks.

Observation on 8/11/18 at 12:21 PM revealed
Staff C had assisted Resident #5 with her lunch
by feading her then assisted Resident #32 by
feeding her without sanitizing her hands betwesn
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tasks. Staff C then assisted Resident #33 by
pushing her whselchalr closer to table and went
back to assist feeding Resident #32 his lunch.

Observation on 8/11/18 t 12:29 PM revealed Staff
C touched her face with right hand then handed
Resident #32 a glass of water with the same
hand, grabbing at the tim of the glass. Staff C did
not sanifize her hands after she fouched her face
and failed to handle his drinking cup without
touching the drinking surface. Staff C then
handled her paget and continued to feed
Resident #32, falling to use hand sanitizer.

Buring Intervlew on 8/13/18 at 8:20 AM, the
Directer of Nursing (DON) stated they do not
have a policy related to preventing cross
contamination while serving food. The DON
stated she would expect staff fo sanitize or wash
their hands if they touch thelr face, halr, pagers
and cell phones. She stated they should have
their cell phones out during meal service. ) Ll"%
F 880 | Infaction Prevention & Control F 880 ‘6

ss=k ; CFR(s): 483.80(a)(1)(2)(4)(s)(h)

§483.80 Infection Control

The facllity must establish and maintain an
infection prevention and control program
designed fo provide a safe, sanltary and
comfortable environment and fo help prevent the
development and transmission of communicable
diseases and infections.

§483.80(a) infection prevention and control
program.

The facility must establish an infection prevention
and control program (IPCP) that must Include, at
& minimum, the following slements:
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§483.80(a)(1} A system for preventing, identifying,
reporting, investigating, and confrolling infactions
and communicable diseases for all residents,
staff, volurteers, visitors, and other Indivlduals
providing services under a contractual
arrangement based upon the facility assessment
conducted according o §483.70(e) and following
accepted national standards;

§483.80({a)(2) Written standards, policies, and
procedures for the program, which must include, -
but are not limited {o:

() A system of surveillance designed to identify
possible communicable diseases or

Infactions before thay can spread to other
persons in the facility;

{il} When and to whom possible incldents of
commuricable disease or Infections should be
reported;

{iii} Standard and transmission-based precautions
to be followed to prevent spread of infections;
(v)When and how isclation should be used for a
resident; Inciuding but not limited to:

{A} The type and duration of the isolation,
depending upon the infactious agent or organism
involved, and

(B) A requirement that the isolation should ba the
least restrictive possible for the rasident under the
cireumstances.

(v} The circumstancas under which the facility
must prohibit employees with & communicable
disease or infected skin leslons from direct
cortact with residents or their food, if direct
contact will transmit the disease; and

{vi)The hand hyglene procadures to be followed
by staff involved in direct resident contact.
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§483.80(a)(4) A system for racording Incidents
identiifed under the facility's IPCP and the
corrective aclions taken by the facliity.

§483.80(e) Linens.

Personnel must handle, store, procass, and
transport inens 50 as to prevent the spread of
Infection.

§483.80(1) Annual review.

The facility will conduct an anhual review of its
IPCP and update hslr program, as necessary.
This REQUIREMENT is not met as evidenced
by:

Based on clinlcal record review, obsarvations
and staff interview, facility staff falled to practice
effactive hand hyglene during Incontinent cares
for 1 of 3 residents observed for cares (#46) and
while emptying a catheter dralnage bag for 1 of 4
residents observed with a catheter (#26) and
failed fo ensure sanifary oxygen tubing for 1
resident (#58). The facility reported a census of
57 residents.,

Findings include;

1. According to the Minimum Data Set (MDS}
assessment dated 8/3/18, Residant #46 had a
Brief Interview of Mental Status (BIMS) of 14,
indlcating no cognitive impairment. The MDS
indlcated Resident #46 required the assistance of
2 staff for bed mohility and toilet use and
experlenced frequent urine and bowsl
incontinence. The MDS listed Resldent #46 had
diagnosses that included atrial fibrillation, urinary
tract infecticn, retentlon of urine and
hypertenston.

Review of Resident #46's care plan revealed no

FORM CMS-2667(02-89) Previous Varslons Obsclata

Event |t @22a11

Facitity [D: FAGB2§

if conlinuation sheet Page 49 of 53




PRINTED: 09/26/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0381
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (¥3) DATE SURVEY
AND PLAN OF GORREGTION IDENTIFICATION NUMBER: A BULDING COMPLETED
165530 B. WING 09113/2018
NAME OF PROVIDER OR BUPPLER STREET ADDRESS, CITY, STAVE, ZiP GODE
GLEN HAVEN HOME 302 SITH AVENUE
o GLENWOGOD, IA 51534
X4y D SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF GORRECTION %)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD HE GOMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
F 880 | Continued From page 49 F 880

information regarding her hyglenic neads and any
requlred assistance.

Ohservation on 9/11/18 at 11:55 AM Staff A
Ceriified Nursing Assistant (CNA) and Staff B
CNA assisted Resident #48 with a brief change
as she had been incontinent of urine. Staff A
provided cares to the froni side, removed her
gloves and put an a new pair of gloves without
performing hand hyglene such as sanitizing or
washing her hands. Staff B asslsted the resident
to roll onto her left side and with the same gloves,
she provided cares to the back side. After Staff B
completed incontinent cares, she puiled the brief
out, removed her gloves and got a new brief and
hew gloves. She did not sanltize her hands
between tasks. Staff assisted the resident to put
on & new brief,

During a staff interview on 9/123718 at 8:20 AM the
Director of Nursing (DON) stated she expects
staff to perform hand hygiene between clean and
dirfy tasks.

2. The MDS assessment dated 7/2/18 recorded
Resident #26 had diagnoses that included
diabetes, thyrold disorder and nauromuscular
bladder dysfunction. The MDS indicated the
resident required the assistance of cne staff for
toilet use and requirad an indwelling urinary
catheter.

The care plan dated 8/18/12 revealed the
resident had a stroke and a flaccld neuropathic
bladder. The cara plan indicated the resident had
an indwelling catheter but provided no staff
direction regarding catheter care or management
of the catheter.

FORM CMS-2567{02-98) Previous Versions Obsalate Event ID: G220 Fadllity ID: 1A0521 If continuation sheet Page 50 of 53




PRINTED: 09/26/2018

RDEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
GCENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFIGIENGIES (1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
165530 B.Wike 09/13/2018
NAME CF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
GLEN HAVEN HOME 302 SIXTH AVENUE
GLENWOOD, IA 51534
X SUMMARY STATEMENT OF DEFIGIENGIES B PROYIDER'S PLAN OF GORRECTION (x5
PREFIX (EACH DEFICIENGY MUST BE FRECEOED BY FULL PREFIX {EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY CR LEC IDENTIFYING INFORMATION) ™G CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFIGIENGY)
F 880 | Continued From page 50 F 880 /

The pockef care plan (for direct care staff)
revealed Resident #26 had a catheter.

During cbservation on 9/12/18 at 2:10 PM, Staff
M, CNA placed an empty graduate container on
top of a paper towel on the floor by Resldent
#26's recliner. Staff M washed har hands,
donned a palr of gloves and removed a leg strap
around the resident's left leg. Staff M drained
urine from the catheter bag Into the graduate
container, cleanad the catheter port with an
alcohol swab and sat the graduate container full
of uring on a paper towal on the floor. Staff M
remaved har gloves, attached the catheter strap
around the resident’s left leg, then took the
graduate container filled with urine into the
bathroom without gloves on. Staff M had no
glaves on when she emptied the urine into the
toliet. Staff M then filled a small cup with water,
poured the water into the graduate container,
rinsad the graduate container and emptied the
contents Into the toilet. Staff M placed the empty
graduafe container into a plastie bag and sat the
bag on the floor by the follet, Staff M then
washed her hands.

In an interview 9/13/18 at 8:24 AM, the Director of
Nursing stated she expected staff to wear gloves
anylime they came in contact with urine or hody
fluids.

The Staff Performance audit for Emplying a
Catheter revealed the following procedural steps:
a. assemble equipment and supplies

b. wash hands and apply gloves

c. ptace a paper towel on the floor underneath the
drainage bag

d. remove the drain tube and open the drainage
bag clamp
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&, close the drain when contalner emptied

f. cleanse the opsening on the catheter with an
gleohal wipe

g. replace the drain tube into the holder

h. measure the output

i. emply the container, then discard the container
}. remove gloves and wash hands.

3. The MDS assessment dated 8/2/18 recorded
Resident #58 had diagnoses of atrial fibrillation,
Alzheimer's disease and vascular dementia
without behavioral disturbances. The MDS
revealed the resident had a brief iriterview for
mental status (BIMS) score of 10 out of 15, which
Indicated modarately impaired cognition. The
assessment documented Resident #58
experienced shortness of breath and received
axygen therapy.

The care plan datad 7/27/18 recorded Resident
#58 had atrial fibrillation, shoriness of breath and
neaded oxygen. The care plan directed staff to
apply oxygen per the physician's orders,

The monthly infection control tracking form dated
772018 and 8/2018 revealed Resident #58 had an
URI (upper respliratery infection} and took an
antblotic from 7/28 to 7/27/18 and from 8/7 fo
8/16/18.

Puring observation $/10/18 at 11:04 AM, Resldent
#58 self propelled her wheelchair down the hall
using her feet/legs. A portable oxygen tank hung
on the back of the wheelchair and had an oxygen
tubing attached to the tank, The oxygen nasal
cannula and fubing drug on the floor behind the
resident as she maneuvered her wheelchalr the
distance from her room o the mid-hallway area,
approximately 50 feet. Staff M, CNA, stopped the

FORM GMS-2667{02-80) Previous Versions Obsaleta

Event {D: G22Q14

Fasilty 1 1A0521

{f continuafion sheet Page 52 of 63




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 09/2672018

FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0321
STATEMENT OF DEFIGIENCGIES X1} PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMRLETED

A.BUILDING
165530 B, WING (08/13/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
GLEN HAVEN HOME 302 SIXTH AVENUE
GLENWOOD, IA 51534
HH D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN QF CORRECGTION (8
PREEIX {EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG REGULATGRY OR LSC IDENTIFYING INFORMATION} e CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 880 | Continued From page 52 F 880

resldent in the hall, picked the exygen tubing up
off the floor, applled the oxygen cannula to the
resident's nares {nostrls) and wrapped the tubing
over the resident's ears. Sfaff M did not sanitize
the tubing aftar it Iay on the floor.

In an interview 9/10/18 at 11:25 AM, Staiff M
confirmed she placed the oxygen cannula on
Resident #58 when she found the residant
wheeling down the hall without her oxygen fubing
on. Staff M repored she set the oxygen gauge at
2 liters and ensured the portable tank had oxygen
init,

In an interview 8/13/18 at 8:24 AM, the DON
reported she expected siaff raplaced supplies,
such as oxygen tubing, after it had dropped on
the floor. The DON acknowledged she saw the
CNA pick oxygen tubing off the floor and placed
an Resldent #58 on 9/10/18.
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F 758 Free from Unnec Psychotropic Meds/PRN Use

1

3.

4.

Resident #10 lorazepam was reviewed by the prescribing physician and have
been discontinued on 9-21-18. Residents’ #25 and #46 Lorazepam orders
reviewed by the prescribing physician and were discontinued 9-14-18.

All current residents have had their orders reviewed and all PRN Lorazepam
orders have been discontinued at this time. Psychoactive/Behavior Policy has
been reviewed and revised as applicable. _

All new psychoactive orders will be reviewed In the daily clinical standup in order
to ensure care plans adequately address the necessary care approaches.

Any compliance issues will be reported monthly to the QAP! committee.

F804 Nutritive Value/Appear, Palatable/Prefer Temp

1.

2.

Pre-service temperatures met all temperature requirements. Post-meal
temperatures of food not meeting standards was not served to any resident.
On 9-13-18 the use of the holding cart for room trays was discontinued. Room
trays are now to be served directly from the steam table as they are ready.
Review of the serving cart revealed one of the wells does not heat reliably.
Facility vendor has been unable to repair in the past therefore the dietary team
was educated on 9-14-18 not to use that well for meal service. Glen Haven
Team was educated by dietary team during meal service regarding the room tray
delivery process since the change.

One audit per week will be completed on a test room tray by DM or designee
After temps will be also be checked weekly by the DM or designee.

Any compliance issues will be reported to and monitored by the facility QAPI
committee. ' '

F 812 Food Procurement, Store/Prepare/Serve-Sanitary

1.

Education was providad to the facility team regarding sanitation and cell phone
while assisting residents during meal services on 10-4-18.

Dietary team will ensure avallability of hand sanitizer for each table of assisted
residents, .

A Dining Room Audit fool was reviewed and revised. Leadership Team will
monitor meal services for 5 meals/week. :

Compliance issues and audit results will be reported to the monthly QAPI
Committee Meeting. ‘

F 880 Infection Prevention and Control




. Team members E and N have been educated on the proper technique by facility

nursing team for catheter care on 10-4-18

Education provided to nursing team members on proper catheter care
techniques. 9-26-18 :

Catheter care protocol was reviewed and revised as applicable

Two catheter care competency testing per week times four (4) weeks; then two
catheter care competency tests per month. Any compliance issues will be
reported o and monitored by the facility QAPI| commitiee.

F 684 Quality of Care

1.

2,

Staff | was provided verbal education on 9-10-18 to ensure that residents are
moved as little as possible following a fall until a nurse can assess. -

Education was provided to hursing team on September 14, 2018 regarding not
moving a resident observed on the floor until a licensed nurse has assessed.
Facility will continue current orientation program with fall prevention and protocol
education included. Facility will continue routine fall prevention per facility

- education process.

Any compliance issues will be reported to and monitored by the facility QAP
committee.

F 689 Free of Accident HazardsISupervisioﬁIDevices

1.

3.

4.

Team member | was counseled on 9-8-18 on resident safety by the charge nurse
on duty at time of fall. Team member | was given verbal education on 9-10-18 by
DON regarding reporting changes of condition and asking for assistance to avoid
leaving resident alone. -

Acute Changes of Condition Education was given to direct care staff on
September 14, 2018. Facility residents were reviewed and assessed for the
need for supetvision during toileting. Care plans for residents identified were
updated as needed by 9-14-18

Changes of condition are monitored by the IDT routinely during clinical standup
meeting to ensure tEmely and adequate follow up.

Any issues will be reported to the QAPI commitiee monthly.




2. The facility nursing team was re-educated on 8-27-18 regarding behold notices.
Additionally facility transportation drivers were also educated 9-14-18 on
regulations related to provision of bedhold policy before or at time of transfer and
documentation requirements. Bedhold Policy Notification Acknowledgement
form availability was checked at the facility nursing clinic to ensure staff access.
Additionafly forms were added to facility transportation vans to ensure access if
resident transfer ocours from physician or other appointments.

3. Bedhold policy was added to the facility Discharge/Transfer Protocol. Resident
Services or designee will audit all resident fransfers to ensure compliance with
Notice of Bed Hold Policy and documentation requirements.

4. Any compliance issues will be reported to and monitored by the facility QAP1
committee. '

F656 Develop/implement Comprehensive Care Plan

1. Resident #25 Lorazepam 0.5 mg every six hours as needed was discontinued
on 9-14-18. Care plan has been reviewed and revised as applicable.

2. Facllity reviewed all current care plans of residents using psychoactive and
revised as applicable to ensure compliance and side effect monitoring was
addressed. Care Plan Policy was reviewed and revised. Education on the
updated care plan policy was provided on October 4, 2018 during facility All
Team All new psychoactive orders will be reviewed in the daily clinical standup in
order to ensure care plans adecjuateiy address the necessary care approaches.

3. Any compliance issues will be reported monthly to the QAP committee.

F657 Care Plan Timing and Revision
1. Care plan for resident #26 was revised to include catheter cares 9/28/18. Care

plan for resident #46 was updated on 9/13/18 to include non-pharmacological
interventions for behaviors prior to PRN medications administered.

2. All active residents with indwelling catheters care plans were updated to include
catheter cares on 9/28/18. All active residents with anxiety or behaviors were
also reviewed and revised as needed 9-28-18. Care plan policy reviewed and
revised as applicable. Team will be re-educated on revised care plan policy on
10-4-18. Daily clinical standup

3. Five care plans audits will be completed per month by the Care Plan team to
ensure timely revisions/directives/interventions are included.

4. Any compliance issues will be reported to and monitored by the facility QAPI
committee.

F658 Services Provided Meet Professional Standards




The following constitutes Glen Haven Home'’s response to the regulatory deficiencies noted
from the inspection completed 9/13/18. The facility does not admit to truth or accuracy of the
statements or allegations contained in the statement of deficiencies; however the facility
remains committed to the delivery of high quality health care and services and will coniinue to
make whatever changes and improvements that may be necessary to satisfy those objectives.

Please consider this response our credible allegation of compliance, effective Qctober 4th, 2018

F622 Transfer and Dischafge Regquirements

1.
2.

3.

Residents #2, #34 and #50 had already returned to the facility,
Discharge/Transfer Protocol was developed to include standardized medical
information to be sent/provided at time of resident/patient transfer.

Team members were educated on 10-4-18 on the Discharge/Transfer Protocol.
Review of all transfers or discharges will be completed during Clinical Stand up
process to ensure Discharge/Transfer Protocol was followed.

Issues with compliance will be report to and monitored by facility QAPI
committee.

F623 Notice Requirements Before Transfer/Discharge

1.

Residents #34 and #42 have returned to the facility.

2. All discharge reports that were sent to the State Long Term Care Ombudsman

Office office were reviewed to ensure inclusion of hospital discharges. July was
the only month found not to include this discharge type. July Discharge Report
was resent to the Ombudsman office oan 9-12-18 during the survey visit.
Residents Services will request review of Discharge report by Administrator or
designee prior to monthly submission of facility discharge information to the
State Long Term Care Ombudsman Office to ensure all necessary information is
included. The Administrator or designee will sign the cover sheet to document
review. Resident Services and Administrator or designee will sign the form prior
to sending to the Ombudsman.

Issues with compliance will be report ta and monitored by facility QAPI
commities,

F625 Notice of Bed Hold Policy Beforfe]Upon Transfer

1.

Residents 2, 34 and 50 had all returned to the facility by the time of survey. Al
are Medicaid beneficiaries whose beds were held during hospitalization per

facility policy.
_AdnanniStredor
HO-5-18




. Facility provided education for Staff A, B, and M regarding hand hygiene during

catheter care and incontinent care. Staff M was educated on the sanitary use of
oxygen tubing. All were completed by 10-4-18.

. Facility performed competencies for nursing team members on hand washing,

sanitary use of oxygen tubing, and proper catheter care including emptying of the
catheter by 10-4-18.New Hire competencies will be completed for new direct care
nursing staff prior to end of training period.

. Fagcility wili perform hand hygiens/incontinence audits three (3) times per weesk.

Catheter care audits will be completed 1 time per week. Facility nursing
leadership will observe oxygen tubing handling during weekly nursing rounds.

. Compliance issues will be reported monthly fo the QAPI Committee.

Compliance Date 10-4-18







