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The care plan foous area initiated 4/2/19
identified a diagnosis of Parkinson's disease
which placed the resident at risk for medical
complications and declines in ability to complete
ADL's with the progression of the disease
pracess. The care plan directed staff to give
medications as ordered by the physician and

observe/document side effects and effectivensss.

The Progress Notes dated 4/22/19 at 11:00 am.
documented a call made to the physician's office
about the Neupro patch (a medication used to

treat Parkinson's disease, also known as rigotine)

and the physician's nurse stated it was
discontinued due to costs. The facility informed

the physician’s nurse the family requested io start

the patch and the nurse suggested a call to the
insurance company before restarting.

The Pharmacy Facility Delivery Log dated 4/22/19

at 3:55 p.m. recorded the facility received 30 of
the Neupro 8 mg (milligrams) per 24 hour
patches and documented Private Pay,

The next Progress Notes entry related to the
patch occurred on 4/25/19 at 5:08 p.m. StaffA,
Registered Nurse (RNYMDS Coordinator wrote
she called pharmacy and the patch went through
pharmacy with co-pay and family agreed to pay,
pharmacy notified to send patch out that day. At
5:13 p.m., Staff A documented the patch
delivered Monday (4/22/19) by pharmacy o
medication reordered. At 6:20 p.m., StaffA
documented care planning occurred for the
rasident and the patch reordered for her
Parkinson's disaase.

The Order Summary Report dated 4/30/19 and
signed by the physician 6/1/19 included
documentation of an active order for rotigotine 8

F 658
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mg/24 hour patch one time a day for Parkinson's
disease that originated on 4/25/18 with a start
date of 426/18.

The April and May 2019 Mediation Administration
Regcords (MARSs) recorded the resident received
rotigotine 8 mgf24 hour patch daily on the
following days only: 4/28, 4/27, 4/28, 4/30, 5/,
5/2, 5/3, 5/4, 5/5, 6/6.

On 413, 4/4, and 4/29 the MAR efitries
documented OT; which according fo the legend
indicated other, see nurses notes. The nurses
notas for 4/29/19 contained no information related
to administration of the patch.

On 8/14/19 at 4:00 p.m. a pharmacy
representative stated on 4/22/19 the pharmagy
sent the facility a box of 30 patches and since the
facility would not have gone through them, they
would not have sent more on 4/25/19. The
pharmacy representative said the medication
would have arrived at the facility no later than
4123/19.

On 8/14/19 at 412 p.m., the physlician's nurse
stated on 4/22/19 the facility reported the son
wanted the medication back and a fax sent to the
facillty's pharmagy for the Neupro patch.

On 8/14/19 at 4:41 p.m., Resident #5's family
member stated on 4/20/19 they found out the
resident not getting the Neupro medication and
raquested the medication be restarted. The

| family member commented they knew the

medication delivered to ths facility on 4/22/19 but
the facility delayed starting the medication until 5
days later. The family member expressed
concern their mother declined in progress of
therapy after the discontinuation of the
Parkinson's medicalion.

F 658
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On 8/16/19 at 10:15 a.m., Staff A recalled when
the resident came off of skilled care, they then got
the rotigotine patch ordered as the resident
started having a decline in her Parkinson's
disease. Staff A commented she recalled calling
pharmacy and as she could not find the patch
according to her documentation on 4/25/19
{Thursday). Staff A stated the pharmacy said
they sent the patch out on Monday (4/22/18), so
they resent them as she couldn't find them.

On 8/15/19 11:40 a.m., the DON sald couldn't find
the order signed by the physiclan 4/22/19 for the
patch. The DON stated sometimes the doctor
sends the pharmacy the order and then the
facility did not know about the order. The DON
stated the facility couldn't give the medication if
they didn't have the written order. The DON
provided a copy of the pharmacy delivery slip to
show the patch for Resident #5 delivered 4/22/19,
The DON acknowledged she would have
expected staff to clarify 4/22/19 why they received
the patch if no order. The DON stated Staff A
entered the order into the computer as a written
order (therefore the would be looking for an
actual written script).

Quality of Care
CFR(s): 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
assessiment of a resident, the facility must ensure
that residents receive treatment 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:

F 658
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Based on clinical record review, staff interview,
pharmacy record review, pharmacy interview,
physician office intetview, and family interview,
the facility failed to initiate an order for
Parkinson's medication upon admit, failed to
cover the cost of the medication when the
resident on skilled care, failed to notify the
resident or resident representative the medication
discontinued, failed to assess for adverse
reactions to the discontinuation of the medication,
failed to intervene when physical therapy first
identified a regression of progress and
emergence of Parkinson's symptoms, and failed
to initiate a restorative maintenance program, for
1 of 5 residents reviewed for assessment and
intervention (Resident #5). Resident #5 exhibited
a regression in her third week of therapy
ambuiating half the distance as the wesk prior
and stated she felt her Parkinson's symptoms
had worsened. The facility reported a census of
38 residents.

Findings include:

The admission Minimum Daia Set (MDS)
assessment dated 4/9/19 identified a Brief
Interview for Mental Status (BIMS) score of 14
without signs/symptoms of delirium. A score of
14 indicated intact cognition. The MDS revealed
the resident required the extensive physical
assistance of 2 parsons for bed mobility,
transfers, dressing, toileting, personal hygiene,
and the resident did not walk in room or corridor
during the assessment reference period. The
MDS recorded the resident and direct care staff
belisved the resident capable of increased
independence in at least some ADLs {Activities of
Dally Living). The MDS documented diagnoses
that included Parkinson's digease, difficuity
walking, unsteadiness on fea!, and weakness.

Feg4
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The MDS recorded the resident started OT
(Occupational Therapy) on 4/2/19 and PT
(Physicat Therapy) on 4/3/19.

The Discharge Return Not Anticipated (DRNA)
MDS assessment dated 5/6/19 revealad the
resident required extensive physical assistance
with bed mobility, transfers, dressing, toileting,
personal hygiene, and the resident did not walk in
room or corridar during the assessment reference
period. The MDS recorded the resident ended
OT and PT on 419/19.

The care plan focus area initiated 4/2/19
identified a diagnosis of Parkinson's disease
which placed the resident at risk for medical
comptlicatlons and declines In ability to complete
ADL's with the progression of the disease
process. The care plan directed staff to give
medications as ordered by the physician and
observe/dacument side effects and effectiveness.

The haospital Clinical Summary dated 4/2/19
dacumented the resident with a hospital stay from
3/21/19 to 4/2/19. The discharge orders recorded
no change made to the rotigotine medication, (a
medication used fo treat Parkinson's disease,
also known as Neupro), 8 mg (milligrams) per 24
hour {ransdenmal film, extended release patch;
order to continue 1 patch topically once a day.
The summary included documentation the
resident last received a dose of rotigotine on
4/1/19. The Transfer Orders/instructions included
SNF (skilled) services necessary for continued
skilled care needs.

The Progress Notes dated 4/3/18 at 5:03 p.m.
documented tslephone orders received for admit
to skilled care for PT/OT/ST (Speech) therapies
to evaluate and treat.

FORM CMS-2567(02-98) Previous Versions Obsclete

Z5HB11

it continuation sheet Page & of 14



Printed: 08/20/2019

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
165540 B. WING 08/20/2018
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

COUNTRYSIDE HEALTH CARE CENTER

6120 MORNINGSIDE AVENUE
SIOUX CITY, IA 51108

(Xd) 1D
PREFIX
TAG

|

SUMMARY STATEMENT OF DEFICIENCIES
(EAGH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY|
OR 1.8C IDENTIFYING iNFORMATION)

]
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EAGH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY) ‘

(%6)
COMPLETION
DATE

F 684

Continued From page 6

The Progress Notes dated 4/4/19 at 10:16 a.m.,
written by Staff A, Registered Nurse (RN)/MDS
Coordinator, documented a message left with the
physician's nurse to see about ordering a
substitute or discontinue the patch (Neupro),
walting for a return phone call,

On 4/4/19 at 2:20 p.m. the notes recorded a
retum phone call received with okay to
discontinue the patch.

The Order Summary Report dated 4/10/19 and
signed by the physician 4/16/19 lacked
documentation of an active order for the rotigotine
patch.

The Progress Notes dated 4/22/19 at 11:00 a.m.
documented a cail made to the physiclian's office
about the Neupro patch and the physician's nurse
stated it was discontinued due to costs. The
facility informed the physician's nurse the family
requested to start the patch and the nurse
suggested a call to the insurance company before
restarting.

The Pharmacy Facility Delivery Log dated 4/22/19
at 3:55 p.m. recorded the faciiity received 30 of
the Neupro 8 mg/24 hour patches and
documented Private Pay.

The next Progress Notes entry related to the
patch occurred on 4/26/19 at 5:06 p.m. StaffA
wrote she called pharmacy and the patch went
through pharmacy with co-pay and family agreed
to pay; pharmacy notified to send patch out that
day. At 5:13 p.m., Staff A documented the patch
delivered Monday (4/22/19) by pharmacy so
medication reordered. At 6:20 p.m., Staff A
documented care planning oceurred for the

F 684
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Continued From page 7
resident and the patch reordered for her
Parkinson's disease.

The Order Summary Report dated 4/30/19 and
signed by the physician 6/1/19 included
documentation of an active order for rotigotine 8
mg/24 hour patch one time a day for Parkinson's
disease that originated on 4/25/19 with a start
date of 426/18.

The April and May 2018 Medlation Administration
Records (MARs) recorded the resident received
rotigotine 8 mg/24 hour paich dally an the
following days only: 4/26, 4/27, 4/28, 4/30, 511,
b/2, 513, 514, BI5, 5/6.

On 4/3, 4/4, and 4/29 the MAR entries
documented OT; which according to the legend
indicated other, see nurses notes. The nurses
notes for 4/29/19 contained no information related
fo administration of the patch.

The Progress Notes dated 4/29/19 at 7:12 p.m.
recorded the resident approved to move to an
acute assisted living facility.

On §/6/19 at 11:23 a.m. the notes recorded the
resident transferrad out of the facility to the acute
assisted living facility transported by family.

Therapy Documentation

The Physical Therapy Plan of Care (POC) dated
4/3/19 documented therapy necessary for
strengthening, conditioning, and balance; without
therapy patient at risk for loss of functionfincrease
depandence on caregivers.

The Tinetti Assessment Tool is a simple, easily

administered test that measures a resident's gait
and batance. The test Is scored on the resident's
ability to perform specific tasks. It uses a 3-point
ordinal scale of 0, 1 and 2. Gait is scored over 12

F 684
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and balance is scored over 16 totaling 28. The
lower the score on the Tinetti test, the higher the
risk of falling.

The Rehab Services Tinetti Assessment Tool- 4
week form documented resuits of combined
balance and gait tests. The scores were as
follows: 4/3/19 = 7/28; 4/1019 = 9/28; 411719 =
5/28.
The results of the third week revealed a
regression In gait and balance lower than when
the resident started therapy on 4/3/18 indicating a
high fall risk.

The PT Daily Treatment Note dated 4/17/19
recorded the following informational note:
Co-treat/supervisory visit with PTA (Physical
Therapist Assistant); notes reviewed and Plan of
Care discussed. Tinetli reassessed with score
markedly decreased. Balance assessment-3to
3/16 and -1 to 2/12 on Galt assessment for 5/28
(8/28 madified) for high fall risk with front wheeled
walker. Patient regressed from minimum to
maximum assist with sit to stands. The resident
walked 5 feet (30 feet last week) with front
wheeled walker with contact guard assist (contact
with patient due to unsteadiness). Patienteven
commented that she felt her Parkinson's had
really worsened. PTA and COTA (Certlfied
Occupational Therapist Assistant) stated they
noted decline since Monday (4/16/19). PTAto
continue as per POC with therapeutic exercise,
gait, neuro re-education, and the activity
progressing as able.

The PT Therapist Progress & Discharge
Summary dated 4/19/19 recorded:

Analysis of Functional Outcome/Clinical
Impression -

Discharged secondary fo insurance stopped
covering skilled days. The Tinetti was net +2 to

F 684
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9/28 (13/28 Madified) for high fall risk. However
inconsistent with transfers varying minimum to
maximum assist with sit to stands. Ambulation
tolerance also varied 20 fo 60 feet with front
wheeled walker with contact guard assist.
Discharge Plans & Instructions -

LTC (l.ong Term Care); recommend RNP
(Restorative Nursing Pragram) by facility cnce
able to integrate and staff. The resident would be
a candidate for walk to dines, walking less than or
equal to 80 feet with front wheeled walker,
standing frame, seated therapeutic exercises,
and NuStep (recumbent stepper).

The clinical record lacked documentation the
Restorative Nursing Program initiated by the
facility as recommended by the therapy
department.

Interviews

On 8/14/19 at 4:.00 p.m. a pharmacy
representative reported the documentation on
thelr end showsd issues with insurance covering
the Neupro patch o begin with (4/3/19) as the
maedication was not in their formulary. The
pharmacy representative stated they sent the
physician a PA (Preauthorization) form and
thought it would be in the dogtor hands after that
as far as documentation and commented they
send the requests via electronic software. The
pharmacy representative stated on 4/22/19 the
pharmacy sent the facility a box of 30 patches
and since the facility would not have gone
through them, they would not have sent more on
4/25/19. The pharmacy representative said the
medication would have arrived at the facility no
later than 4/23/19.

On 8/14/19 at 4:12 p.m., the physician's nurse
stated she showed no communication from the
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Continued From page 10

facllity's pharmacy regarding a PA form around
4/3/19. The physician's nurse reported Staff A
called the physician's office on 4/4/19. The
physician's nurse reported Staff A said the
resident used the patch at home hut nat at the
facility and Staff A wanted fo know if there was a
substitute due to the high cost or if they should
discontinue the medication if no other substitutes.
The physician's nurse stated the physician
responded let's just discontinue the patch. The
physiclan's nurse stated on 4/22/19 the facility
reported the son wanted the medication back and
a fax sent to the facility's pharmacy for the
Neupro patch.

On 8/14/19 at 4:41 p.m., Resident #5's family
member reported they spoke with the physician's
nurse who had cared for the resident for 14
years. The family member stated they were told
by the physician's nurse the facility called to
inform them the family said the Neupro
medication too expensive, however, the family
member denled that stating they never
complained about the high cost. The family
member expressed concerns the medication was
discontinued without notifying them as thay were
willing to pay out of pocket for the medication if
needed. The family member reported they were
concemed about their mother declining in
physical therapy at that time so they checked with
the facility to ensure the resident receiving the
Neuprc madication. The family member stated
on 4/20/19 they fouind out the resident not getting
the medication and requested the medication be
restarted. The family member commented they
knew the medication delivered to the facitity on
4{22/19 but the facility delayed starting the
medication until 5 days later. The family member
expressed concemn their mother declined in
progress of therapy after the discontinuation of
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the Parkinson's medication.

On 8/15/19 at 10015 a.m., Staff A recalled
Resident #5 admitted to the facility under skilled
care and the Neupro (rotigotine) patch expensive
as was some $700 to $800. Staff A reported she
was told to try to get a substitute for the
medication; Staff A responded she thought the
former DON asked her to call the doctor to ask as
the facllity was responsible to cover the cost.
Staff A reported when the resident came off of
skilled care, they then got the rotigotine patch
ordered as the resident started having & decline
in her Parkinson's disease, Staff A cornmented
she recalled calling pharmacy as she could not
find the patch according to her documentation on
425119 (Thursday). Staff A stated the pharmacy
said they sent the patch out on Monday (4/22/19),
so they resent them as she couldn't find them.
Staff A clarified the high cost as the reason for the
patch discontination when the resident initially
entered the facility. Staff A responded she didn't
remember asking the resident or the family to pay
for it. Staff A stated she talked to the resident but
did not recall asking her to pay for it. Staff A
responded normally she would notify the family or
resident about medication changes and typlcally
documented the notification in the progress
notes. Staff A did not recall any fax
documentation pertaining to the authorization of
the patch; she thought communication was just
with phone calls made back and forth with
pharmacy and the physiclan's office. Staff A
canfirmed the faclity would have been
responsible for the cost of the rotigotine patch
while the resident on skilled care, even with a
Medicare replacement plan as the payor source.
Staff A responded restorative documentation in
the computer, therapy writes recommendations
and then goes into PCC (glectronic chart).
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On 8/15/19 at 10:40 a.m., the Director of Nursing
{DON) responded if a resident received Medicare
or a Medicare replacement plan, the facility is
responsible for the cost of resident medications.
The DON commented the facility completes a
screen for potential new admissions and reviews
their medications for potential high costs. The
DON confirmed the factlity would have been
responsible for the cost of Resident #5's
medication at the time of admit, including the
ratigotine patch.

On 8/15/19 at 11:00 a.m., the DON reported she
was unable to find resforative program notes for
Resident #5.

On 8/15/19 11:40 a.m., the DON said couldn't find
the order signed by the physician 4/22/19 for the
patch. The DON stated sometimes the doctor
sends the pharmacy the order and then facility did
not know about the order. The DON stated the
facility couldn't give the medication if they didn't
have the written order. The DON provided a copy
of the pharmacy delivery slip to show the patch
for Resident #5 delivered 4/22/19. The DON
acknowledged she would have expected staff to
clarify 4/22/18 why they received the patch if no
order. The DON stated Staff A entered the order
into the computer as a written order (therefore the
would be looking for an actual written script).

On 8/19/19 at 12:45 p.m. a follow-up phone cail
placed to the physician's office. The physician's
triage nurse reported the resident transferred her
care from them on 6/21/19. The physician's
triage nurse stated they had documentation to
show the daughter was upset the medication had
been stopped. The physician's triage nurse
identified the resident her own POA {Power of
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Attarney) and reported loss of function of her right
lag at that time. The physician's friage nurse
stated the facility called 4/4/19 to report the
medication cost too high and asked fora
substitute. The physician's triage nurse stated
the physician said there were no other subsfitutes
so if the medication foo high a cost they would
just discontinue it. The physician's triage nurse
stated their record showed the resident's abilities
declined and had they not gof a call from the
facility about the high cost then the resident would
have remained on the medication.
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2567

F 658: Services Provided to Meet Professional Standards

The services provided by facility as outlined in the comprehensive care plan does meet
professional standards of care.

The facility will assure all new medication orders must be initiated without delay according
to MD orders. Any ordets requiting clarification must receive that clarification so as not to
delay initiation of the order. All delays in therapy must be reported to the MD and family,
stating the reason for delay and documented in the medical record.

a) Resident#5 was identified to be affected by deficient practice. However, all residents
have the potential to be affected.

b) An audit was created to monitor new medication orders, and initiation of medication
administration,

¢) Licensed Nursing/Nurse Managers have been educated on completion of the audit, the
order process, and initiation medication administration. Also educated on seeking
clarification for applicable sitvations, and notification process for delays in care.

d) DON/Designee will perform daily audits of these systems and IDT to review for on-
going basis with results forwatded to QA&A Committee for further review.

¢) Responsible Party: Director of Nursing/Designee

f) Compliance Date: 9/11/2019



F 684: Quality of Care

The facility does ensure that residents do receive treatment and care in accordance with
professional standards of practice based on each resident’s comprehensive agsessments.

The facility will assure all new medication orders must be iritiated without delay according
to MD orders, New/changes to medications will be monitored for negative outcomes, and
notification made to MD and family for appropriate treatment decisions to be roade. Therapy
will report declines to IDT daily, Nussing to notify MD and Family of declines. Facility will
initiate restorative nursing programs as recommended by the therapy department.

a)
b)

Resident #5 was identified to be affected by deficient practice, However, all residents
have the potential to be affected.

An audit was created to monitor new medication orders, and initiation of medication
administration, Therapy Recommendations, Restorative Nursing Audit, and clarification
of orders, Residents discharged from skilled therapy and w/ ADL declines were audited
to ensure that therapy restorative recommendations were initiated. The agendas to the

" Moming Clinical Meeting and Medicare Meeting were amended to specifically include

d

°)
f)

therapy discharges and restorative nursing recommendations.

Licensed Nursing/Nurse Managers have been educated on new medication initiation,
order process, assessing declines and adverse reactions for medication changes, and
notification process for MD and family. Therapy educated to report declines to IDT.
Nursing ¢ducated to initiate restorative program as recommended by therapy.
DON/Designee will perform daily audits of these systems and IDT to review for on-
going basis with results forwarded to QA&A Committee for further review.
Responsible Party: Ditector of Nursing/Designee

Compliance Date: 9/11/2019



