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F 000 | INITIAL COMMENTS F 000

A1 Correction Date: %j ’ 7

Complaints #83121, #83171, #B83146, #83187,
% #83288 and the facility's self-reporied incident
#83128, were investigated 5M13/19 - 6/6/19, and
not substantiated. The following deficlencles
relate to Complaints #81987 and #83176 and the
facility's self reported incident #82425. (See code
of Federal Regulations (42 CFR), Part 483,
Subpart B-C).

F 806 | Not Employ/Engage Staff w/ Adverse Actions F 606
S5=D | CFR(s): 483.12(a)(3)(4)

§483.12(a) The facility must-

§483.12(a}(3) Not employ or otherwise engage
individuals who-

(i) Have been found guilty of abuse, neglect,
exploitation, misappropriation of property, or
mistreatment by a court of law;

(i) Have had a finding entered into the State
nurse aide registry concerning abuse, neglect,
exploitation, mistreatment of residents or
misappropriation of their property; or

(iiiy Have a disciplinary action in effect agalnst his
ar her professional license by a state licensure
bady as a result of a finding of abuse, neglect,
exploitation, mistreatment of residents or
misappropriation of resident proparty.

§483.12(a)(4) Report to the State nurse aide
registry or licensing authorities any knowledge it
has of actions by a court of law against an
employes, which would indicate unfitness for
service as a nurse aide or other facllity staff,
This REQUIREMENT is not met as evidenced
by:

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (XB) DATE

Any deficiency staternent ending with an astarisk (*) denotas a deficlency which the Institution may be excused from caorrecting providing it s determined that

cther safeguards provide aufficlent protection fo the patients. {See Instructions.) Excepl for nursing hames, the findings stated sbova are disclosahble 80 days
following the date of survey whether ar not a plan of correction Is provided. For nursing homes, the above findings and plans of comection are discloseble 14

days fellowing the date these documents are made availabla to the facllity. If deficlencles are cited, an approved plan of coredtion is requisite to continued

program paricipation,
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Based on record review and staff inferviews, the
facllity failed to follow regulations and procedures
that would have prevented or delayed
employment of individuals with known criminal
histories for 2 of 5 personne] files reviewed, The
facility reported a census of 53 rasidents.

Findings include:

1. The faclity's self-reported incident describad
notification on 3/22/19 by the lowa Department of
Human Services (DHS) that an employee (Staff
A) with a criminal record who worked at the
facility was not authorized by DHS to work in a
leng-term care facility.

- A SING check (Single Contact License &

Background Check) completed 2/14/19 revealed
further research required to clear a criminal
record for Staff A, hired as a dietary aide (DA) on
2/2119. Anlowa Department of Criminal
Investigation {ICI) report faxed to the facility on
2/20/18 revealed Staff A had fslony convictions
and required authorizatlon by DHS to work, The
DHE authorization form, faxed to the facility on
319719, revealed Staff A not authorized to work.
Payroll records revealed Staff A worked on 20
different days between 2/21/19 and 3/19/19 and
logged 154.66 hours,

During an interview 5/15/19 at 8:42 a.m., staff at
DHE confimed the faclity faxed the request for
Staff A's review on 2/26/18, the form returned to
the facility with request for additional information,
The facility faxed the information to DHS on
2/28/19, the form returned to the facility with
request for additional information. The facility
faxed the requested Information to DHS on
3/15M9, It was reviewed and determination on
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3/19/19 that the employee could not work based
on his extensive criminal racord.

2. Personnel files reviewed on 5/14/19 revealed
Staff B, cartified nursing assistant (CNA), hired on
2/21119, had a SING check completed 2/19/19
that revealed further research required to clear a
criminal racard. The DCI report faxed to the
facility on 2/19/18 revealed a criminal history that
was not cleared by DHS. The facility faxed the
request for authorization to DHS on 6/20/19,
retumned via fax on 5/23/19 with authorization to
work by DHS,

During an interview on 5/14/19 at 4:08 p.m., the
administrator stated he was not aware that Staff
B did not have DHS autherization to work, would
check into the matter and would take the
amployee off the schadule. On 5/29/19 at 9:10
a.m,, the administrator stated Staff B was aliowed
to return to work after the DHS autherization was
received.

The facllity's Background Scraening
Investigations policy, dated as revisad November,
2015, directed:

1. If the background investigation indicated the
individual had been convicted of abuse, neglect,
mistreatmant of individuals, or theft of property,
the applicant will not be employed and will be
terminated from employment.

2. Information discovered through the course of
the hackground investigation that indicated the
applicant did not meet employment eligibility
criteria would be provided to the individual's
appropriate licensing board.
Resplratory/Tracheostomy Care and Suctioning

F 808

F 696
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§ 483.25(i) Respiratory care, inciuding
tracheastomy care and tracheal suctioning.
The facllity must ensure that a resident who
needs respiratory care, including trachecstomy
care and tracheal suctioning, Is provided such
care, consistent with professional standards of
practice, the comprehensive person-cantered
care plan, the residents’ goals and preferances,
and 483.65 of this subpart.
This REQUIREMENT s not met as evidenced
by: :
Based on racord review, and staff, physiclan an
family member interviews, the facility failed to
provide tracheostomy care in accordance to
acceptad professional standards for 1 of 1
residents reviewed with a fracheostomy (Residant
#3), and failed to ensure that a resident utilized a
Bi-PAP respiratory device as ordered and
directed by the physician for 1 of 2 residents
reviewed with CBI-PAP device orders (Resident
#9). The facility reported a census of 53
residents.

Findings include:

1. The Minimum Data Set (MDS) Assessment
tool dated 4/28/19 revealed Resident #3,
admitted fo the facility on 2/8/18, had diagnosas
that Included congestive heart failure, digbetes,
asthma and postprocedural subglottic stenosis
{narrowed esophagus in the throat area), scored
15 out of 15 points possible on the Brief interview
for Mental Status (BiMS) cognifive assessment,
without cagnitive deficlts or symptoms of delirium,
and required assistance of at least 1 staff for
transfers o and from bed and chair and dressing,
and extensive assistance of at least 1 staff for

F 695
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ambulation, tolleting, bathing and personal
hygiene, and required oxygen therapy,
tracheostomy care and suctioning.

Physiclan orders transcribed on 1/29/19 directed
staff:

a. Change tracheostomy fube, #6 metal Jackson
XL. {extra fong) on day shift every 30 days for
subglottic stenosis.

b. Change trache ties daily on day shift.

c. Ensure extra #6 metal Jackson XL trache and
obturator are clean and avaliable at badside,

d. Clean #6 metal Jackson XL tracheostormy daily
on day shift.

e. Change suction canister and tubing weekiy on
night shift.

f. Oxygen at 4 fiters per minute vis frache mask
as needed for resident comfort,

g. Suction trache as neaded.

A tracheostomy problem initiated on the resident’s
nursing care plan on 8/30/18, directed the
following interventions:

a, Offer assist with frache ¢leaning and
suctioning, the resident often says no but likes to
be asked.

b. Suctlon as necessary.

c. Tube out procedures: Keap exira trache tube
and obturator at bedside, If fube is coughed out
or dislodged place obturator in track until new
trache can be placed. If tube cannot be
reinserted, monitor/document for signs of
respiratory distress. If able to breathe
spontaneously, elevate head of bed 45 degrees
and stay with resident. Obtain medical help
immediately.

ATracheostomy Care procedure, revised 82013,
directed staff;

F 685
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a. Aseptic technique must be used during
cleaning of reusable tracheostomy tubes, and
tracheostomy tube changes.

b. Gloves must be used on both hands during any
manipulation of the trachsostomy.

c. Amask and seyswaar must be worn If splashes,
spattering, or spraying of body fluids is likely to
occur.

d. Tracheostomy tubes should be changed as
ordered and as needed {at least monthiy).

. A replacement tracheostomy tube must be
avallable at the bedside at all times.

f. A suction machine, supply of suction catheters,
exam and sterile gloves, and flush solution must
be available at the bedside at all imes.

The procedure did not clirect how to change the
tracheostomy tube, and the facllity could not
provide a policy or pracedure that directed the
care upoh request on 6/30/19,

Staff interviews revealed:

On £/29/19 at 8:55 a.m., Staff C, registered nurse
(RN), stated when the resident was first at the
facility, they didn't have the right size trache for
her, she needed a smaller diameter size but
longer In length, it was ordered and spare
tracheostomy fube sets were stored both at the
badside and at the nurse's station. The resident
often parformed her own trache care (cleaned the
trache and the skin around the tracheostomy
stoma) and this employee changed the residants
tracheostomy tube a few times without difficuity,
as she was experiencad with the procedure from
wark in intensive care units.

On 5/29/19 at 10:02 a.m., Staff D, licensed
practical nurse (LPN), stated the resident cleaned

F 695
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PRINTED: 07/08/2019

her own trache and suctioned herself, she
assisted the resident unlack the tracheostomy
tube inner cannula when it was ehcrusted from
secretions, but the employee had never changed
her tracheostomy tube, and didn't have that work
experience. One day, estimated as 5/1/19, both
she and Staff C were summoned to the resident's
room by the former director of nursing (DON),
Staf &, who directed the tracheostomy tube had
to be changed as It was crusted. StaffC
prepared to change the tracheostomy tube and
as she held the new fracheostomy tube in her
hand near the resident’s neck, Staff E said she
needed to turn it around so the curve was
towards the resident's nose, Staff C stated that
was nof comrect and would not insert the
tracheostomy tube as Staff E directed, Staff E
then insarted the tracheostomy tube with the
curve towards the resident's nose, and once
insertad in the stoma apening, she turmed the
tracheostomy tube in a cfockwise rotation so the
curve was then in the direction of the resident’s
feet as the resident coughed and looked painful,
A faw hours later the resident coughed up blood
and required more frequent suction, and the next
moming there was bloody drainage &fl across the
resldent's chest from the tracheostomy,

On 5/28/19 at 10:43 a.m., Staff C stated the
resident sald her tracheostomy tube had to be
changed, Staff £ and Staff D were already in the
room, she offered to change the tracheostomy
tube as she had done so in the past, she held the
tracheosfomy tube to the stoma area, curve
towards the residenl's feet and positioned at
approximately 7 o' clock position when Staff E
askad what was she doing and that was hot
correct, directed her to turn the curve towards the
resident's nose. Staff C stated she had never
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been directed to change a tracheostomy tube that
way, had not perfarmed the procedure that way
and rafused to parform the procedure as Staff E
diracted. Staff E took the tracheostomy tube and
inserted it into the stoma with the curve towards
the resident's nose, then tumed the tracheostomy
tube 180 degrees with curve towards the
resident's feat, the resident coughed right away
and she could tefl the resident was in pain.

On 5/29/19 at 4:36 p.m., Staff E, the facility's
farmer DON, stated she had helped the resident
with her tracheostomy but had never really
changed it, she was the DON and staff were
rasponsible for that. When asked how she
determined staff compstency she stated staff that
could do the procadure would frain other staff,
thera should have baen a competency list in the
personnel files, as the DON she wauld have been
rasponsible but she naver complated them, and
tracheostomy care may ar may not have been
listed as a competency on the form.

On 6/4/19 at 3:10 p.m,, Staff |, advanced practice
nurse practitionsr (ARNP) from the residant's
pulmanologist physician practice stated when the
resident was hospitalized, the resident's
responsible party informed her that facllity nursing
staff had ingerted her tracheostomy tube upside
down, she was concerned that a nurse would do
that and tum the tube 180 degrees once inserted,
Staff should hold the tracheostomy tube with
curve towards the feat, as close to 6 o' clock
position as possible, once the tracheostomy tube
inserted Into the stoma tum the curve to 6 o*
clack if not alraady In that position and insert until
the faca plate is in contact with the tesident's
shkin.
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During an interview on §/29/19 at 12:06 p.m,, the
resident's rasponsible party stated the resident
told him the nursing director had inserted her
tracheostomy tube upsida down, it hurt her and
staff suctionad blood from her tracheostomy after
that.

2. The Minimum Data Set (MDS) Assessment
dated 2/12/18 revealed Resident #9 admitted to
the facility 1/15/19 with diagnoses that included
resplratory failure with hypoxia (low oxygen level)
or hypercapnia (high carbon dioxide level),
muscie weakness, anemia and hypsriension
(high blood pressure), scored 14 out of 15 points
possible on the Brief Interviaw for Mental Status
(BIMS) cognitive assessmant, without cognitive
deficits or symptoms of delirum, and required
extensive assistance of at least 1 staffto
reposition in bed, transfer to and from bed or
chair, dressing, taileting, bathing, personal
hygiena and ambulation in room with use of &
walker

Physician orders directed:

a. On 116/19 - Bi-PAP every night, settings 12/8
with oxygen at 31 percent,

b. On 1/16/19 - Oxygen at 2 [ilers per minute per
nasal cannula continuous.

¢. On 1/28/19 - Continue Bi-PAP avary night,
settings 12/8 with oxygen at 31 percent.

An oxygen therapy problem initiated 1/16/19 on
the nursing care plan directad staff:

a. BI-PAP 12/8 when in bed slesping.

b, Monitor for signs and symptoms of respiratory
distress and report to the physician

The resident's Medication Administration Record

FORM CMS-2567(02-85} Previcus Varsions Obsolale Event [D:1TJB11

Facdifity 10; 1A0813
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SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECERED BY FULL
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PREFIX

TAG GRO

(EACH CORREGTIVE ACTION SHOULD BE

PROVIDER'S PLAN OF CORRECTION 045)
COMPLETION

S5-REFERENCED TO THE APPROPRIATE DATE

DEFICIENGCY)

F 595

Continued From page 9

(MAR} and Treatment Administration Record
(TAR) did not list the Bi-PAP treatmant, and there
was no documentation of the resident's Bi-PAP
utilization, with the exception of 1 Nurse's Note,
recorded as a [ate entry by Staff E, the former
director of nursing {DON), effective 2/8/19 at
12;00 p.m. that described respiratory therapy
here today to check on resident and how he
tolerated Bi-PAP after mask adjustment.
Verbalized working much better, Will continue to
monior.

The rasident was transferrad to the hospital on
2/49/19 at 5:50 a.m., the resident found lethargic
with temperature of 99.4 degrees Fahrenheit and
oxygen saturation of 94 parcent.

Staff interviews revealed:

On 5/26/19 at 6:41 p.m, Staff G, registered nuree
{RN), stated the resident wore the BI-PAP
sametimes, when he was assigned fo her she put
it on him, there might have been 1 time when he
refused it or took it off.

On 5/30/19 at 11:01 a.m., Staff F, licensed
practical nurse (LPN), stated the resident usually
wore the Be-PAP hut some nights he refused to
use it, the resident made his own decisions and
could make his neads known.

On 573019 at 10:51 a.m. Staff H, RN, stated the
resident would put his Bi-~PAP on, sometimes staff
had to assist but the resident was knowledgsable
of the maching, and he took the mask off towards
moming, 4:30 a.m. - 5:30 a.m., said he couldn’t
breathe or felt ltke he was suffocating, he was
alert and oriented and made his own decisions, if
he didn't want to wear it that was his choice.

F 695

FORM GMS-2667(02-9%) Pravious Venslons Obsolale

Event ID:1TJ811

Facifty 10¢ [AGS13
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
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c
165436 B.WING 06/05/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE =
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DAVENPORT, I1A 52003
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FREFIX (FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) gr ) CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 695 | Continuad From page 10 F 695

During an interview on 5/14119 at 6:20 p.m., the
resident's responsible party stated the resident
went to the facility after hospitalization with
pneumonia, he was very weak from the
pneumonia, had used the Bi-PAP prior to
hospitalization and was to continue to use it, the
machina was at the facllity but staff didn't assist
the resident with it or ensure that he continued to
use it. He was hospitalized 2119/18 with
pneumonia and resplratory failure, the doctor
informed him the conditlon resulted or was
worsenad because he hadn't used his Bi-PAP at
the nursing heme.

FORM CMS-2567(02-69) Previous Varsions Obsolate Event {D: 174811 Faclity I1D: 1AB913 {f continuation sheet Page 11 of 11
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Not Employ/Engage Staff w/ Adverse Actions
CFR(s): 483.12(a)(3)(4)

Correction of areas identified:

1. Facility failed to secure full clearance from lowa Department of Human Services for new hire,
2. DHS authorization form received on 03/19/2019 indicted staff in question not authorized to work.
3. Employee in question was on schedule and worked many shifts.

Correction recognizing other residents at risk:

Residents were not at risk. Employee worked inside of the kitchen, under direct observation of supervisor
always while in the building.

Systems Response:

All employee files audited by new Human Resources Director. Full audit completed on 06/06/2019. Full audit
revealed no additional non-compliance with employee background checks.

Monitoring Corrective Action/ Sustaining compliance

Human Resources Director to complete full employee back ground file audits monthly. Employee back ground
file audits to be completed monthly for six months. Following the six-month, monthly audit, all employee back
ground check files are to be reviewed quarterly.

Who is Responsible for Completing Corrective Action by What Date

Administrator and Human Resources Director conducted a full audit of all employee back ground check files
immediately on 03/19/2019. Ongoing audits of employee background files are to be conducted by Human
Resources Director monthly. New Human Resources Director in-serviced on conducting proper employee
background checks, and the proper paperwork that must be obtained from DIA prior to allowing a new
employee to work.



F695
Respiratory/Tracheostomy Care and Suctioning
CFR({s): 483.25(1)

Witnessed Improper Tracheostomy Care

Correction for Residents Identified

Director of Nursing who performed Tracheostomy Care on 05/29/2019 is no longer employed by Accordius
Health at St. Mary. Full in-service performed for each nurse working for facility in proper Tracheostomy Care.
Resident evaluated and found to had full recovery from alleged incident.

Systems Response

Fult in-service conducted for all nurses in facility for proper Tracheostomy Care. Nursing skill checklist to
include performing proper Tracheostomy Care for residents with placed Tracheostomy’s. Nursing skill checklist
to be completed by new Director of Nursing upon resident with Tracheostomy admission and on a quarterly
basis from time of admission. Administrator and Human Resourced Director to audit completion of nursing
skill checklist quarterly for one year.

Monitoring Corrective Action/ Sustaining compliance

Monitoring of proper Tracheostomy competency evaluation to continue for one year. To continue for longer
than one year if one-hundred percent compliance is not met. Tracheostomy competency evaluation to be
conducted at a minimum of guarterly.

Who is Responsible for Completing Corrective Action by What Date

full Tracheostomy competency training completed by new Director of Nursing, to each nurse, on 06/03/2019.
This facility is currently Tracheostomy free. Upon admission of a resident with a Tracheostomy the Director of
Nursing to conduct a nursing competency of care assessment for all nurses,
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