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Correction date I l‘/ %7/ } &[

The following deficiencles resulted from
investigation of complaints #84883-C and
#85849-C. Both complaints were substantlated.

Investigation of facility reported incldent
#85850-M also rasulted in a deficlency.

See the Code of Federal Regulations (42CFR)
Part 483, Subpart B-C,

F 658 | Services Provided Meat Professional Standards 658
ag=0 | CFR(s}): 483.21(b)(3){i)

§483.21(b){3) Comprehensive Care Plans

The services pravided or arranged by the facilily,
as outlined by the comprehenslve care plan,
mist-

{i) Miest professional standards of quality.

This REQUIREMENT ig not met as evidenced
by
Based on clinleal record review, obsetvation,
family iriterview, and staff interview, the facility
failed to ensure staff did not leave madications
unaitended for 2 of & residents reviewed for
medlcation administration {Resident #3, #6). The
faclity reported a census-of 61 resldents.

Findings Inchtde:

4, The Minlmum Data Set {(MDS) assessment
dated 9/6/19 for Resldent #3 Identified a Brief -
Iinterview for Mental Status {BIMS) score of 05,
which meant the resident displayad seversly
lmpalred cognitive skllls. The MDS documented
diaghoses that included non-Alzheimer's
| dementia and generalized edema.

LABORAT! JRY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (%8) DATE

: T Ackirhis)cooc e //9

An)‘r’ dafiolency statement ending with-an asterisk (*) denotes a deficlericy which the Institution-may be exaused from correcting providing it Is determined that
othar-safeguards provide sufficlent protection to the patients, {See Instructions,) Exaapt for nursing homes, the fladinge stated above are disclosable 90 days-
following the date of survey whether or riof a plan of corréclion is provided. For nuraing homes, the above findings anhd plans of correclion are disclasable 14
duys foliowlng the date these documents are made available o the facility, If deficlencles are cited, an approved plan of correction Is raquisite to continusd
program paricipation.
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Review of the care plan revealed Resldent #3
was not care planned to self-administer
medications. The care plan focus area dated
12/11/18 Identified an alteration in-cognitive siatus
related to confusion secondayy to change in
environment.

On 10/2119 at 10:16 a.m., a family member
teported nurses gave medications to Resldent #3
in the dining room and did not wait for the
resident to take the medications before they
walked away. The family member commented
they had found pllls on the floor in the resldent's
room In tha past, In a follow up interview at 7.32
p.m., the famlly member reported they again
found a pill on the resident's floor that evening.
The family member stated they took the pill to the
night nurse who identified the pill as Lasix plil
{diurstic medication}.

Review of the October 2019 Medlcation

1 Administration Record {(MAR) revealed Resident
#3 roceived Furesemide {also known as Lasix) 20
mg by motth 1 ime a day In the AM fot
genheralized edema (swelling).

2, The MDS assessment dated 8/7/19 for
Resldent #6 identifled a BIMS scere of 06
{severely Impalred cognifive skills), The MDS
documeanted diagnoses that [ncluded
non-Alzhelmer's dementia,

Reaview of the care plan revesaled Resldent #6 not
care planned to seif-administer medications. The
care plan focus area dated 4/30/19 identified
Impaired cognitive function/demantia or impalred
thought processes relited to darientla,

F 668
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Observation on 10/2/19 at 1:32 p.m, revealed
Staff |, Distary Alde, cleaned the tables in the
maln dining room. When asked if they had ever
cleared tables and found empty pill cups or pill
cups with medications in them, Staff | answered
in the affirmative. Yhen asked If the cups were
empty of had pllls in them, Staff | reported no
cups found with pllls in the main dining room, but
added she had found medications in therapy
room before and given them to the hurse,

Observation on 10/3/19 at 8:30 a.nt. revealed
Staff J, Dietary Cook, cleared {ables in the maih
dining room. Staff J responded she had found
pllls left on the table at imes, Staff J said the day
before she had found 3 pills on a plate and gave
them to the nurse, Staff J estimated she found pill
cups with medications in them occurred
approximately once-a week.

On 10/3/49 at 9:34 a.m., Staff K, Licensed
Practical Nurse {LPN), responded there were
times she left medications at the dining room
table, Staff K stated sometimes she handed the
pills to a resident to take and would need to leave
to give the resident time to take the pllls. Staff K
reported Resident#6 was a resident she left pills
with: she would check back, and if they dldn't take
them, she collected and destroyed them, Staff K
responded she did not know what the surveyor
meant by asking if residants were care planned to
self-administer medieations, but the residents
took the meds themselves when she handed
them to the residents. Staff K clarified yes she
would leave mads, centinue working, check back
to see If u resident took the meds, and if net,
plcked up the meds.

FORM CMS-2667(02-99) Previous Verslons Obsolele Event ID:RVI21% Faclity iD: 140546 If conifhuation sheot Page 3 of 43




PRINTED: 10/26/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES EORM APPROVED
CENTERS FOR MEDRICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA %2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
165188 B, WING . 10152019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
WEST BRIDGE CARE & REHABILITATION 1015 WEST SUMHIT
WINTERSET, |IA 50273
41D SUMMARY STATEMENT OF DEFICIENCIES In PROVIDER'S PLAN OF CORREGTION X6)
PREFIX {FAGH DEFICIENGY MUST BE PREGEDED BY FULL PREFTX {(EACH CORREGTIVE ACTION $HOULD BE COMPLETION
TAG REGULATORY OR L.SC IDENTIFYING INFORMATION) TAG GROSS-REFERENGCED TO THE APRROPRIATE DATH
DEFICIENGY)
F 658 | Cantinued From page 3 F 6858

Observation on 10/3/19 af 9:36 a.m. revealed 2
clear, empty pill cups and 1 pill cup with
applesauce/crushed pill residue with a spooh in i
on the tables in the front dining room. No
residents sat at the place settings where the
empty pill cups were observed,

On 10/3/19 at 1245 p.m., Staff F, LPN,
responded nurses were not suppoesed to'leave
medications without observing the resident take
meds. Staff F reported yes, dietary aides had
returned empty pill cups before, but never any
with meds In them. Staff F denled hearing
complalnts from residents or famllies about
finding medications unattended.

On 10/3/19 at 2,13 p.m. Staff H verifled she had
found Resident #6's (2) pllia In a pill cup that
marning at breakfast time. Staff H said cal fights
were going off, so she gave them fo Staff L, CNA,

| fa glve to the nurse assigned to Resident #6's

hall. Staff H responded she had found pills
before, but did not find pills in cups often, Staff H
stated Resident #6 was aware of what was going
on and said if the resident didn't want to. do
something like take pills or eat, then the resident
wouldh't,

On 10/3M9 at 4:45 p.m, the DON stated the
facility had only 1 resident care planned as
allowed to self-adminlster medication and it was
not Resident #6 not that resldent. The DON
acknowledged she-expected nursées to obasrve
residents take medicatlons.

The Crder Summary Report printed 10/15/19
documented orders for the resident to take the
following medications during the day.
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a, Docusate sadium {stool softener) capsule 100
rag (milligrams); 1 capsule by mouth 2 times a
day for constipation

b. ferrousul tablet 325 (65 fe) (Iron} mg; give 1
tablet by mouth 1 times a day related to anemia
c. Furosemide tablet 20 mg; give 2 tablets by
mouth 1 time a day for CHF (Congesfive Heart
Fallure)/essential hypartension (high blood
pressure)

d. oreprazole (used to treat stomach problems)
tablet delayed release 20 mg; give 1 tablet by
mouth 1 time a day related to gastroesophageal
reflux disease without esophagltis (a digestive
disease in which stomach acid or bile irrltates the
food plpe lining)

. vitamin D3 tablet 1,000 Unit; give 1 tablef by
mouth 1 time a day for supplement

F 6876 | Activitles Dally Living (ADLs)/Mntn Abilitles
s8=D | CFR(s): 483.24(a)(1){b)(1)-(8)(1)-(IHl)

§483.24(a) Based on the comprehensive
assessment of a resident and consistent with the
resident's needs and choices, the facilily must
provide the necessaty care and servicss to
ensure that a resldent's abllitles in activities of
daily living do not diminish unless circumstances
of the individual's ¢linical condifion demonstrate
that such diminution was unavoidable, This
Includes the facility ensuring that:

§483.24(a){1) Aresident s given the appropriate
treatment and services to maintain or Improve his
or her ability to carry out the activities of daily
living, Including those specifled in paragraph (b)
of this section ...

§483,24(h) Activities of dally fiving.
The facility must provide care and services in

F 658

F 676
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accordance with paragraph {a} for the followlng
activitie’s of dally living:

§483.24(b)(1) Hyglene -bathing, dressing,
greoming, and oral care,

§483.24(b)(2) Mobility<ransfer and ambulation,
Including walking,

§483.24(b)(3) Ellmination-tolleting,

§483.24(b)(4) Dining-sating, [ncluding meals and
snacks,

§483.24{b}(5} Cammunleation, including

(i} Speech,

{i). Language,

{lii) Other functlonal commuinieation systems.
This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, observation,
resident interview, family Interview, and staff
interview, the facillty failed to encourage and
asslst a resident to complete a walk to dine
program 2 times a day according to the care plan
old or to decument refusals to particlpate in the
program for 1 of 4 residents reviewed (Resident
#3) for meeting resident needs with ADL's
{Activitles of Dally Living), The facifity reported a
census of 61 residents,

Findings Include:

The: Minimum Data Set (MDS) assessment dated
9/5/19 for Resident #3 Identified a Brief Inferview
for Mental Status (BIMS) score of 08, A score of
05 indlcated severe cognitive impalrment, The
MDS revealed the resident required: extensive
physlcal assistance of 1 persan for Béd mobilfity,

F 676
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transfers; limited phystcal assistance of 1 person
for walking in roam/corridor; and extensive
physlcal assistance of 2 persons for toilet use.
The MDS coded the use of a walker.and
wheelchalr for mobliity devices, The MDS
identified the resldent exhiblted no behaviors
during the 7 day fook-back period, The MDS
documented diagnoses that included
non-Alzheimer's dementla, Multiple Sclerosls
{MS), and weakness.

The prior quarterly MDS assessment dated
8/5/19 revealed the resident required [imited
physlcal assistance of 1 person for bed mobllity,
transfers, walk In room, toilet use, and extensive
physical asslstance of 2 persens for walk in
corridor,

When compared to the 9/5/19 MDS assessment,
the resident demonstrated an increased physical
need In assistance level with bed mobility,
transfers, and toilat use while walk in corridor did
show some improvement,

The cate plan focus area dated 12/11/18
identified an inoreased risk for actual/potential
[imitation in the resident's ability to perform ADLs.
The care plan informed staff the resident
frequently transferred herself to her room and
Instructed staff to attempt assistance with transfer
encouraging the resident to call for help. The
care plan revision dated 6/8/19 instructed staff to
sncourage the resident to ambulate (walk} to
lunch and supper. The care plan informed staff
the resident required reminders the activity
Increased her strength and the resident needed
encouragement due to frequent refusals. The
| care plan directed staff to assist the resident with
{ staff and a walker for ambulation.
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The Progress Notes dated 7/2/19 at 637 a.m.
documented the resldent's care plan reviewed
with no changes made at that time. The entty
recorded the resident's daughter wanted the
rosident to walk at least twice a day. The entry
documented the resident had been known fo
refuse ambulation so staff would encourage her,

The Task Documentation for Walk to Dine,

printed 10/3/19, recorded a response history for
the previous 30 days and directed staff to record
instances when the resident walked to breakfast

of {unich with AWMCGA (4 wheeled walker with

contact guard assist) with 1 person assist as
tolerated. The directions instructed staff to
document the amount of minutes spent training
and skill practice in walking. The response

| history showed task not ever completed, but

documented only 4 rafusals In the 30 days: 9/5,
9/9, 918, 9/21.

The Task Documentation for ADL - Walk in
corridor, printed 10/3/18, recorded a response
history for the previous 30 days and directed staff
to record the resident's "seif-parformance,” or
how the resident walked In corridor on the unit,
The response history lacked documentation the
activity oceurred on the following days: 9/4, 9/5,
9/8, 817, 9110, 9111, 8/12, 915, 9/17, 9/22, 924,
9/28.

On 10/2/19 at 10:16 a.m., a family mamber
reported the faciilty staff were not sticking to the
care plan. The family member voiced the-

resldent should be walking every day to lunch and
supper and the staff were not doing that. The
family member felt the resident hardly walked and
thelr ability to walk going down hill. Thé famlly ~ -
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member.acknowledged the resident would refuse
at times, but the Tamlly member had asked the
facllity to document the refusals. The famiiy
membet commented she wanted the staff to
entice the resident to walk rather than ask her,
‘because the resldent could be stubbotn.

Obsetvation oh 10/2/19 at 12:08 p.m. ravealed a
staff alde exited the resident’s room with Resident
#3 in a wheelchair and transported the resident to
the dining room. At 1:11 p.m., Resldent #3
self-propelled her wheelchalr from the dining
room back toward her room,

On 10/2/19 at 2:00 p.yn. Staff D, Registered
Nurse (RN}, entered the resident's room to
encourage the use of the bathroom, Staff D
informed the resident of the plan and showed the
steps they would take fo go to the bathroom.
Staff D applled a galt.belt around the resident’s
waist and placed a front wheeled walker in front

‘| of the resident. Staff D provided tontact guard
assist with limited assist (merely have 1 or 2
hands on the body but provides no other
asslstance to perform the functional task to help
steady the body or help with balance) to ambulate
to the bathroom, Resident #3 had been able to
turn/pivot so Staff D could lower her pants. Vithen
finlshed, Staff D asslsted the resident to pull up
her brief and pants, then the resident ambulated
to the sink. Resldent #3 responded it depended
on how sha felt for the day on whether or not she
walked to dine. Resident #3 stated there were
times she preferred to be taken In the wheslchair
and not walk to the dining roem.’

After cares, at 2:23 p,m., Staff D reported the
resident could have behaviors if sho were pushed
to do something she didn't want to do.” Staff D

Fag7a
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said the resident would yell and scream and tell a
person to get out, Staff D said the resident's
daughter would get really upset with them when
she would come and find out the resident didn’t
walk to dihe or do other things she had concerns
about, but the resident would be adamant about
refusing.

Observation on 10/3/19 at 1,13 p.m, revealed
Resident #3 self-propelled her wheelchalr from
the dinlng room towards her room and able to
move at a fast rate,

On 10/3/19 at 2:16 p.m. Staff £, Certifled Nurse
Alde {CNA), reportad she had been the float for
the day shift. Staff E stated she got the resident
up that morning but she did not want breakfast.
Staff E stated she did take the resldent to lunch
but did not ask or offer to walk the resident to
lunch. Staff E commented she was not the float
often so she had not ever offered to walk the
resldent to lunch, Staff E said the resident would
not be able to walk far, Staff E stated when the
resident got confused it lead to frustrations and
the resldent would yell at staff,

On 10/3/19 at 2118 p.m. Staff F, Licensed
Practical Nurse (LPN), responded Resldent #3
refused to do anything, Staff F stated she had
hot offerad for the resident to walk to dine as the
CNA's did that. Staff F reported the resident was
not able to walk far at all, only to the next room,
She commented most times the resident would
not want fo-go for a walk.

On 10/3/49 at 2:20 p.m. Staff G, CNA, responded
she did not offer fo walk Resident #3 as she. was
not the float that day, Staff G stated most
generally the resldent would refuse to walk and
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not walk far and Staff G would-just let the nurse
know.

On 10/3/19-at 2:23 p.m, Staff H, CNA, stated she
had taken Resitdent #3 to walk to dine before but
it took all the resident's effort just to walk fo the
bathroom and back to.her chair, Staff H said the
resident usually became worn out and nof want to
walk. She stated sometimes the resldent would
be In a good moad and she would try, but it would
be rare. Staff H responded she did not document
refusals as she thaught thelr documentation didn't
have a place to do so, Staff H commented It had
been approximately 3 months since Resldent #3
walked with her and she gave that Information to
therapy. Staff H sald other than that, she hadn't
been ablo to walk with the resident,

On 10/3/19 at 4:45 p.m. the Director of Nursing,
{DON), stated she could only go back 30 days for
task documentation In POC/PCC {(electronic
record) and therefore could not provide
information or documentation regarding the
restdent's participation In walk to dine or walking
in corrldor more than 30 days priot.

On 10/156/19 at 1:15 p.m., the DON canfirmed
she found no additional information related to
dogumentation to show Resldent #3 assiated by
staff twice a day to walk to dine. The DON sald
she put the activity on the MAR (Medlcation
Administratlon Record) to have nursss vetify
completion of the activity going forward.

F 684 | Quality of Care

ss=0 | GFR(s): 483.25

§ 483.25 Quality of care
| Quality of care Is a fundamental principle that = .

F 676

F-684
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Continued From page 11
applies-to all treatment and care provided to
facility residents, Based on the comprehiensive
assessment of a resident, the facliity must ensure
that residents recelve treatment and care in
accordance with professional standards of
practice, the comprehensive person-centered
care plan, and the residents' choioes.

This REQUIREMENT s not met as evidenced
by:

Based on clinical record review, observation,
staff interview, and facility record review, the
facifity falled to assess a resldent's lack of bowel
movements, provide timely intervention with
bowel regimen medications to stimulate/promote
a bowel movemant per facility protocol and -
hursing professional standards, and notify the
physiclan of the lack of bowel movements, for 1
of 4 resldents reviewed for assessment and
Intervention {Resident #4), The facility reported a
cehsus of 61 residents,

Findlngs Include:

The quarterly Minlmum Data Set (MDS)
assessment dated 7/10/19 for Resident #4
identified severely impaired cognitive skills for
dally decision making and documented the
resident displayed with constant Inattention,
constant disarganized thinking, and fluctuating
altered level of consclousness. The MDS
revealed the resident remalned fotally dependent
upon 2 persons for tollet use and almost always
experienced urinary and bowel incontinence. The
MDS documenied diagnoses that included
non-Alzheimer's dementia and generallzed
muscle weakness, The MDS recorded the
resldent recelved opiold medications (a side
effect of these meds can be constlpation} oh 3 of
7 days of the look-back perled. -

F 684
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| resident received;

The care plah focus area initiated 5/23/17 and
revised 8/20/19 identified bladder incontinence
related to dementia and reoccurrlng history of
UTls {Urinary Tract Infections) and in an
intervention datéd 5/23/17 Instructed staff to
monitor/decument/report PRN (as needed) any
possible causes of incontinence that included
constlpation.

‘The Look Back Report for Bowel-documented the
resident's bowet ellmination record for August
2019, The report showed the resident had the
following bowel movements;

a. 8/10 - medium formed stool at 4:11 a.m. and
medium loose stool at 8:59 p.m,

b, 8/11 - small farmed steol at 1:53 a.m.

c. 82, B/13, 8/14, 8/15 - no howel movements
(8/15 day 5 without a significant bowel
movement)

d, 8/16 - medium formed stool at 2018 am.

e, 8M7 - medium loose stool at 1:21 am.

f. 8/18 - medlum formed stool at 12:38 a.m. and
small formed stool at 11:56 p.m,

g. 819, 8/20, 8/21, 8/22, 8123 - no bowel
movements

h. 8/24 - small loose stool at 2:59 p.m,

(8/24 day 6 without a significant howel
movement)

|, 8/25 - medium loose stool at 1:38 am.

The August 2019 Medication Administration
Record {MAR) documented PRN medications
available to give the resldent to promote howal
movements and recorded whather-or not the
medicatlon was effective. The MAR showed the
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a. Miik of Magnesia (MOM) 400 mg/5 ml
{milligrams per millillter), 30 mis by mouth as
headed for constipation everyday on: 8/4 at
12:01 a.m., Ineffective; 8/23 at 7:25 p.m.,
neffective

b. Blsaccdyl suppository 10 mg, insert 4

5:21 a.m,., ineffective

mis rectally 1 time only for constipation on
8/25/19 at 5:32 a.m.

medication administration to promote bowel
movements on 8/13, 8/14, 8/21, 8/22.

8/21/18 documented Resident #4's last bowsl
movement as a small on 8/18/19 and MOM
administered. No resuits recorded,

Mo checklist avallable for 8/22/19,

Bisacodyl supposltory administered with no
results,

Bisacodyl suppository administered with no
results,

assessments of the abdomen or lack of
| significant bowel movements 8/11 thru 8/14.

suppository rectally as needed for constipation
averyday: 8/15 at 5:51 a.m., effective; 8/24 at

o. Fleet enema 7-19 g {grams)/ 118 ml, Insert 118

Tha August 2019 MAR lacked enfries for PRN

The Dally Bowel Management Chacklist dated

The 8/23/19 checklist documented Resident #4's
last howe! movement as a small on 8/18/19 and

The 8/24/19 checklist documented Resident #4's
last bowel movement as a small on 8/18/19 and

The 8/25/19 checklist documented Resident #4's
last bowel movement as a small on 8/18/19 and
Fleets enema administered. No results recorded.

The Progress Notes lacked documentation from
B/B/19 thru B/14/19 and therefore no documented
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On 8/15/19 at 5:51 a.m. the notes recorded a
Bisacodyl suppository given to promote bowel
movement and at 1:20 p.m. noted It was
effective,

On 8/19/19 at 3:45 a.m, the notes recorded the
resident looked sluggish and tired. The entry
Included no loose stools that shift.

On 8/22/19 at12;07 a.m. the notes documented
the resident treated with an antiblotic for-UT1, the
rasident tired and slugglsh, and observed to be
sleeping more.

The Progress Notes lacked documentation from
B8/19 thru 8/22 pertaining to bowel assessments
or interventions for fack of bowel mavements,

On 8/23/19 at 7;25 p.m., the notes recorded the
resident received a dose of MOM fo promote a
bowel movement; no assessment of the residerit

documented.

On 8/24/19 at 8:21 a.m. the notes recorded the
resldent tecaivad Bisacodyl supposltory to
premote a bowsl movement; ho assessment of
the resldent documentad, At 3:81 p.m, the notes
recorded the MOWM and suppositaty ineffective.
At 5:38 p.m,, the notes recordad the resident had
not had a howel movement that day, was very
lethargic (lacking energy/weak], up in wheelchalr
that morning and afternoan, and continued on an
antlbiotic for UTI with no adverse reactlons, The

-entry lacked an assessment of the resldent's

bowel status/abdoman or vitals,

On 8/25/19 at 2:30 a.m., the notes recorded the

| resident refused supper and flulda. . The.entry

documented the resident's abdomen: distended

FORM GM8-2687(02-99) Provious Verslons Obsaleta

Event [D: RVi241

Fagllity ID; 1AQB4G

If contliruation sheet Page 16 of 43




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

PRINTED: 10/29/2019
FORM APPROVED
OMB NO, 0938-0391

STATEMENT OF DEF[CIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

1667188

{A2) MULTIPLE GONSTRUCTION

A, BUILDING

B, WING

(X3) DATE SURVEY
GOMPLETED

C
10/15/2019

NAME .OF PROVIDER OR SUPPLIER

WEST BRIDGE CARE & REHABILITATION

STREET ADDRESS, CITY, STATE, ZIP CODE
1016 WEST SUMMIT
WINTERSET, [A 50273

(X4 1D
PRERIX
TAG

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

s PROVIDER'S PLAN OF GORRECTION s
PREFIX {EACH CORREGTIVE ACTION SHOULD BE - COMPLETION
TAG CROSS-REFERENGED TO THE APPROPRIATE DATE

DEFICIENCY)

F 684

Contihued From page 16

{occurs when substances, such as gas or fluid,
accurriulate in the abdomen causing is
expansion); firm; and bowel sounds hyperactive
fimes 4 quadrants (increasad sourid indicator of
Increased bowel activity). Staff gave a Blsacody!
suppository rectally,

At 6:26 a.m. the notes recorded the resident
expelled 2 small emesis (vomiting) of
brownish/black substance, no oder, and small
liquld bowel movement; a call placed to the
primary care physlclan (PCP). The physiclan
ordered a Fleets enema to glven at that time.

At 2:19 p.m. the notes recorded the resident:
moaned and ground her teeth that morning;
abdomen hard and-extended; bowel sounds
hypoactive (decreased sound can be indicator of
obstruction}); and had brown emasis that morning.
The entry documented a call placed to the
physician to report, order glven to send the
resicent to the ER (Emergency Room), and the
resident admitted to the hospital for fecal
impaction..

On 8127119 at 8:45 a.m. the notes recorded the
resident remained hospitalized for bowel
ohstruction,

On 9/2/18 at 1:45 p.m. the notes recordad the
resident readmitied to the facility after
hospitalfzation for UT! and constipation,

The hospital H&P (History 8 Physleal) dated
8/26/19 documented the resident admitted for
observation of constipation and UT] with an x-ray
showling signifleant fecal burden.

On 8/30/19 the care plan updated to address

F§84
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constipation. The-care plan identified an
actua¥potential alteratlon In elimination pattern
due to histary of consfipation, decreased mokbility,
diminished appetite, use/slde effects of
medication, and recent history of inabllity to self
evacuate bowels. The intetventions added on
8/30/19 included:

a. administer medicatlon as ordered
b, follow facility bowe! protocol for bowel
management

. menitor/decument/rapart FRN slghs/symptoms

of comyilications related to eonstipation such as!
change in mental status, new onset; confusion,
sleepiness, Inahility to maintain posture, agitation,
bradycardia (slow,low pulse); abdominal
distenslon; vomlting; small loose staols ot fecal
smearing; bowel sounds; diaphoresis (sweating);
abdomen tendetness, guarding, rigidity; or fecal
impaction. '

d. racord bowel movement pattern each day

On 9/24/19 intervention added to report to
daughter if residant had not had a bowel
movement In 3 days or showed slgns/gymptoms
of constipation,

Cibservation on 10/2/19 at 429 p.m. revealed
Staff |, Certified Nurse Aide (CNA), and Staff M,
CNA, entered the resldent's room to provide
incontinence care. Resident #4 expetlenced an
episode of urlnary incontinence and requlred total
assistance-of 2 staff for transfer into the bed and
provision of incontinence care.

©On 10/3/19 at 2:10 p.m. the Directar-of Nursing
{(DON) provided caples of the Daily Bowel
Management Chacklist the night nurses filled out

.1 whan a resident had no bowel movement within 3

days. The DON was not able fo find the shest for
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On 10/16/19 at 1:16 p.m., the DON confirmed
she found no additional Information related to
documentation to show Resident #4 received
PRN medications for bowel movement
stimulation per the facility bowel protocol.

The Daily Bowel Management Checklist
Instructed the following facility bowel protogol:

a. Each shift signs off for report given, every shift
change.

b. When BM resolved,delete from clinical alerts.
¢. Assure staff filling out BM records, including
asking Independent residents,

dl Aldes should not leave shift without completing
BM sheet, Yes or No must be filled out every shift
for every resident.

. Physically check to see when last BM was,
through paper BM sheet, and from PCC
{electronic) clinical alerts.

f, Sign out on PCC ~ PRN used and document,

d. Day 3, administer MOM. Day 4+, administer
suppository or doctor orders,

h, Day 4 or & (depending upon the residents
usual status) If no BM, doctor should be notified
of lack of results despite meds glven and include:
bowel sounds, distentlon, stool characteristics If
noted pain, etc., for further orders neaded.

According fo the bowe! protecol, nurses should
have:;

a. adrministered MOM medication on 8/13
b. administered Bisacodyl supposttory an 8/14
¢. notifled the physician of no bowel movement

.| on.8/18

d. ,admlnis-tered_Blsac:,odyl suppository oia aféZ
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e. notified the physlclan.of no bowel movement
on 8/23
f. notified the physician of no bowsl movement on
8/24
F 689 | Fres of Accident Hazards/Supervislon/Devices F 689
88=J | CFR(s): 483.25{(d)(1)(2} :

§483.25{d) Accidents.

The facllity must ensure that -

§483,25(d)(1) The resident environment remains
as free of accident hazards as Is possible; and

§483.25(d)(2)Each resident receives adequate
supervisioh and asslstance devices to prevent
accidents,

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, staff intarview,
observation, fire depatiment reports, hospltal
racords, police reports, restraint Information ¢ard

| Instructions, employes file review, and. facility

record review, the facility falled to provide
adequats nursing supetvision and assistance
davices to prevent accidents for 1 of 11 residents
reviewed for adequate nursing supervision
{Resldent #1). On 9/11/18, during transpott from
a doctor appointment, the facllity van driver falled
to aftach all 4 floor restraint straps/tiooks to the
wheelchair frame and buckle a shoulder-lap seat
belt in the facllity wheelchalr transpart van, As a
result, Resident #1 tipped over In the van and fell
out of her wheelchalr, lay with her head In contact

with the metal floor and blood present In her

mouth, and went into cardiac/respiratory arrest
raguiring Initlation of CPR {cardiopulmonary
resuscitation] at the scens of the accident.
Emergency perscennel transported her to the

_hospital via.ambulance, and she died.in the . _

Past noncompliance: no plan of
correction required,
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hospital ER (Emergency Room), This conhstituted
an Immediate Jeopardy (|J) to resident health and
safety. The facllity reported a census of 61
residents.

Findings include;

The admission Minimum Data Set (MDS)
assoessment dated 9/8/19 for Resident #1

documented an admit date of 8/30/19, The MDS

ldentifled a Biief Interview for Mentat Status
(BIMS) score of 13 without signs/symptoms of
dellrium. A score of 13 indlcated the resident
demaonstrated Infact cognition. The MDS
revedled the resident was totally dependent upon
2 persons for transfers, did not walk in the
room/feorridor during the 7 day look back petiod,
ahd required extensive physical assistance of 1
person for locomotion on/off the unit. The MDS
coded the use of a whaelchair as a mobility
device and Impalstment on 1 side of the resldent’s
lower body. The MDS documented diaghoses
that included atrial fibrillation (frregular heartbest),
CAD {Coronary Artery Disease - narrowing of the
arteries), heart failure, hypertension {high blood
pressure), renal insufficlency, diabetes mellitus,
and pathological fracture of the left ankie. The
MDS recorded the resident received
anticoaguiant medicatlon (blood thinners)on 7
cut of 7 days of the look back petiod.

The care plan focus areas dated 8/30/19
identified the resident:

a. took an anticoagulant medicatlon to manage
her medical conditlon,
b. had a potential/actual functional status

-|-imitation.In.abillty to fransfer and ambulate (walk)

due to her left lower extremity non-welght bearing
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status ralated to her left ankle fractuts,

- regulived a mechanical lift (Hoyer) and assist by
2 staff to transfer

- ysed a wheelchair and a walker

- requlred the assistance of 2 staff for locomotion
using a wheelchair

~wore a cast on her left lower extremity

¢. had a potentialfactual alteration in
cardiovascular status speciflc to clreulatory and
hemodynamic (blood flow) batance.

d. had an alteration in cardiovascular status
requiting placement of a pacemaker or AICD
(cardioverter) [a device deslgned to monltor the
heartbeat that can deliver an electical Impulse or
shock to the heart when It senses a life-
threatening change in the heart's raythm].

&. at a rfsk for falls.

- educate the residentfamily/caregivers about
safety reminders and what to do If a fall occlirs

The Medication Administration Record recorded
the resident recelved the anticoagulant aplxaban
(also known as Eliquis) 2.5 mg (milligrams) by
mouth 2 times a day for HTN (hypsertension}.

The Progress Notes dated 9/11/19 at 3:22 p.m.
doaumented the resident went te a heart
appointment that morning with a family member
thers. The entry recorded the facllity recelved
word of a medical Incident when the resident left
the appointment and latet received word of the
resident passing away.

The City of Des Moines EMS (Emergency.
Medical Services) firehouse report dated 9/11/19
racorded the atarm sounded at 10:59 a.m.; the
responders atrlved on scene af 11:07 a.m., and
_the actions taken Included advanced life support
(ALS) and transport,
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The City of Des Moines fire department Patient
Care Record, with assessment fime of 9/11/19 at
11112 a.m,, recorded emergency response
dispatched o 7th & Laurel street intersection fora
fall In a white van. The reporf documented
primary impressien injury of head with secondary
impresslon respiratory arrest with cardiac arrest
protocol used. The report described the Injury as
tall from wheelchair 2 feet. The report included
the following documentation:

When the responders arrivad on scene, the driver
of the facility van stood outside at that rear of the
wheslchair van and stated the patlent fell out of
the wheelchalr when he turned from Laurel onto
7th. The driver sald the wheelchair was secured
but the patlent was not. When the responders
entored the wheelchalr van, they found the
patlent prone (face down) with her head in the
right rear corner, head hypo-extended (indicating
head tipped down), and turned toward het left
shoulder, The driver alleged the patlent just
talked fo him prior to responders’ arrival and at
the fime of responders’ arrival the patient not
responsive and possibly not breathing;
responders called for cardiac arrest response,
The responders rolled the patient to place a
backboard; they noted the patient breathing on
her own but breaths slow and shallow with blood
in her mouth and on her teeth. At that time, the
patlent still unresponsive but had a weak carotid
pulse. The responders loaded the patlent into the
squad and anocther crew of responders .arrlved on
scene to start assisting with patlent care, Initial
vitals obtalned but noted patient breathing rate
more agonal (abhormal gasping for alr

.. considered Inadequate breathing) and the..

monltor showed bradycardic rate (slow heart
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rate). The responders noftified the hospltal ER
they were en route with cardiac arrest possible
trauma.

The hospital Histery and Physical Consultation
report, signed 9/11/19 at 1:32 p.m,, documented
under Impression and plan, Injurles of cardiac
and resplratory arrest, right temple laceration,
and abrasion/bruising to bridge of nose.

The hospital Trauma Services Discharge
Summary dated 9/11/19 at 2:17 p.m. includad the
following documentation:

The patient admitted 8/11/19 at 12:13 p.m. The
histary of prasent lliness recorded the patient
belng transportted in a wheelchair van when she
fell out of the wheelchair as the van went around
a corner and EMS called. Upon arrival of EMS,
the patient reportedly lafd In the cornet of the van
face down with her neck bent, pulseless, and
apnelc (not breathing). CPR inltlated and a King
LT alrway placed {device used to secure the
airway for mechanical ventilation); the patient
arrived Initially as a medical code but after the
entlre story obtalhed a tratma code called. The
hospital course included: CPR in progress upon
arrival; 2 doses of Epi {epinephrine medication
used In emergencies to act quickly te imprave
breathing and stimulate the heart) used by EMS
prior o arrival; pacad rhythm with pulse upon
arrlval: and intubated with attempts to place
central line which during that time the patient
again went Into cardlac arrest, After dlscusslon
with physiclans and family, the resuscitation
attempt was stopped: Time of death noted at
12:44 p.m,

_ | The body cam video of the 1st.City of Des Moines
Police Officer to arrive at the scene of the
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accldent captured the following visual and audio
documentation:

*Minute 1:58 to 2:44 of the video Staff A, facility
bus driver, stated the following to the officer:

It's easier to show you. When Staff A transparted
he had to.get them in 3 polnt harness; (Indicated
Resident #1's wheslchalr In place to the far left of
the back of bus behind the row of seats on the
driver's side) thls one here (physically
demonastrated the floor latch on the left front of
whealchalr) came loose from the floor and she
leaned at the same time and ended up like this
(showed the wheelchair tipped over to the right
side to the floor) as turnad the corner. Sha did
not yeli or nothing, Staff A thought llke what the
hell, pulled twioe (indicated the left front fioor
latch} seemed to be there and came loose. The
way the seat belts are oan't seat belt-anyone In
thaf's behind the seats, Staff A had another
patient he was picking up and he sits right here
(indicated the spot in front of the ramp behind the
passenger side row of seafs),

*Minute 4:06 to 4:18: Staff A stated he plcked up
{the resident) at lowa Heart right here and Staff A
checked that thing (pointed to the latch on'the left
frant floor) and It was hooked, Staff Aturned on
7th and heard a crash

Minute 11:69: Resldent #1's grandson arrived on
scene,

Minute 12:40 to 13.05 = Staff A stated to the
grandson, made her fall this way so we don't
know what's going on why It didn't, when Staff A
had the Fire Chief in he did it then {indicated
pulling out ihe laft front floor latch/strap
repeatedly) and It Just came all the way out, The

| grandson asked, Is she badly hurt, to which Staff

A responded, she hit her Jaw but they sald she

F 688
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was okay other than that, that they could tell, but
they wanted to take her over to get checked out
due to her age.

“Minute 16:43 to 15:55; Staff A stated
(uninteliiglble vocalization) when the Fire Chilef
out Staff A pointed out (unintelligible vocalization)
and all of sudden it just came loose, Staff A never
had anything fike that happen before.

Mihute 18:25 fo 18:48: Staff A stated, like he sald
he never had that happen. Staff A couldn't
balieve It fike he said he pulled on it and it just
shot right out of there and not supposed to,
supposed to lock, Staff A sald his boss was
freaking out because the maintenance guy and
he both Inspected the thing and he never had one
do that.

Minute 38:35 to 38:49: The 1st Police Officer
stated, obviously he wasn't there when it
happened so {the report) going to be pretty baslc.
Staff A responded, well it just came loose again
while he (Crime Scena Investigation
photographer) was in there photographing. Staff
A reported the photographer asked, so i's
supposed fo catch and stay locked? Staff A sald
yos,

*Minute 40:40 to 41:00: After the 1st Police
Officer informed Staff A it was not criminal, report
haing made for Injured person, Staff A clarified
nothing golng agalnst the vehlcle (no tickets),
then stated, like he said that thing had never
done that,

*Minute 41:11: Staff A mentioned the grandson
there whern he strapped Resident#1 n and seen
he did it right.

F 688
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Facllity Investigation

Awrltten stafement by Staff A dated 9/11/19
documented the following:

Staff A plcked up Resident #1 at lowa Heart
following her appointment where her grandson
watched Btaff A load and strap Resident #1 in the
bus. Staff Aleft and went 2 biotks to the stop
light at 7th & Laurel. As Staff A made the turn, he
heard a loud crash, pulled over immediately, and
found the rasident on the fioor. The left front strap
had come lose eflowing the resident to tip
sideways, Staff Almmediately called 811 for
ambulance, stayed with the resident, and talked
to her. Resldent #1 bleeding from her mouth,
breathing ok. Staff A called the facllity to infarm
the Administrator of the event and walted for the
ambulance to arive, Once they got there,
Resldent #1 wasn't breathing very well. StaffA
helped the 2 ambulance people get the resident
loaded then waited for police to arrive. They
checked the straps, it wasn't catching every time,
took pictures, and released Staff A from the
seene, No tickets were wrltten or reports filed
against Staff A or the facillty.

Staff Awrote a separate paper on how to secure:
passengers In the bus, Staff A wrotet

If in a wheslchair and possible, a person should
use 4 tie straps hooked to the steel frame of the
wheelchair and onice hooked, try to move the
wheelchalr to insure tle straps secured. Then set
wheelchalr brakes and place geat belt around the
arms of the wheelchalr, not the person, Make
sure all the slack removed and the wheelchalr
 then secured for transport,
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Facllity DriverMWitness Interview

On 10/3119 at 11;00 a.m. Staff A replied he was
hired for tranaport as a PRN {as heeded) position
in June 2019 and recently worked 3 days a week,
Staff A stated Staff B trained him when he first
stared, StaffA explalned Staff B took him out for
a driving test. Staff A commented he rode the
facility bus before helping to voluntesr so knew
how to seat belt in residents. Staff A stated whien
he put someone on the bus, it was a different
situation for everyone due to their size and where
he had to place them. Staff A stated there was
not a set standard or procedure that worked for
evary single person and no baok on how to put
residents In. Staff A said when he took people
with full size geri-chalrs {type of reclining
wheelchair), he had to hook the resident all
different bacausa of all the plastic parts and it
would not hold if hooked to plastic. Staff A
commented that was an example of why he sald
every situatlon different. -Staff A repotted Staff B
verbally trafned him by walking him thru how to
secure a resldent, they did not have anyone.on
the bus for that trainlng, and Staff B reminded
him how to use all the restraints. Staff A clarifled
reminded meant when he helped to volunteer
prior to hlre; like going to the zoo when'the facllity
neetled to have 1 person for each resident, Staff
A commented under the old administrator he
sould push residents around the zoo, just maldng
sute a body with each resident, but no cares
provided by him, Staff A stated when he
volunteered he watched the staff connect the
resldents. Staff A said-it was pretiy simple and if
a resldent was in a seat, he just connected the
fap belt. Staff A stated he would demanstrate
_once out in the bus, but there were not foo mahy

ways to hook up in the back. He sald pratty much
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oniy thing is to hook to the structural spot of the
chalr, because PVC breaks, Staff A stated the
biggest thing Staff B pushed was don't hook It to
the person, haok it to the chair, Staff A denled he
received any checklists on how to strap in a
resident, only the checkilst for driving the bus.
Staff A said he teok time on his own to look on the
Internet on how to strap In residents, but It wasn't
gecurate. Staff A agreed his employee file only
showed the checklist, nothing on procedures or
policles for driving the bus. Staff A reported he
looked the bus up on the internet, but it was not
100% accurate, and it depended on type of
wheelchair and how big a whesichalr was; there
were so many variables. Staff A stated he had lo”
do what fit the person to make them feel
comfortable and safe. Staff A denied ever seelng
the papetfinformation card for the Q'Straint floor
latch. Staff A responded, ke he said svery
situation different, Staff A commented he had
transported & resident who had a seatbelt In his
own chalr so alt StaffA had to do was secure that
wheelchair, Staff A dlarified he completed |ust 1
driving fest and 1 walk thru with Staff B then was
allowed to drive, Staff A sald the facllity asked
him to drive because he had driven a semi and
another list of vehicles; anything with wheals on 1,

Staff A then relayed what happened on 9/11/19
when Resldent #1 tipped over in the transport
bus, StaffA reported he picked Resldent #1 up
from her appointment. Staff A stated he went in
to get the resldent and her grandsan stood
owtside of the lit gate. Staff A commented it was
| the 3rd time he transported the resident and had
to put Resident #1 in the corner as another
rosident would board the bus later and needed to
| wailk through,. Staff A recalled he hacked the front
2 floor restraints and 1 floor restraint in the back.
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: Staff A said he couldn't reach the other 1 {back
floor restraint) as the resident was big with a
broken foot and his arms were not long ehough.
Staff A commented with those 3 restraints, the
‘wheslchalr couldn't go anywhere, Staff A stated
he showed the fire chief sat in the bus and rocked
pack and forth but couldn't go anywhere as 3
quarters of an X couldn't go anywhere. Staff A
stated when he turned the carner at the stop light
all he heard was a thud and he thought someone
had it him, -As Staff A turned the corner with a
left hand turh, he heard a big thud and
immediately. went to the side of the road as he
thought someone hit him at the intersection of 7th
and Laurel (in Des Moines). Staff Asald he
(ooked in the side mirrors, seen everyone stifl at
the stap light except for him, he locked in the
rearview mirror and the resident was gone, he
couldn't see her. Staff A stated he Immaediately
put the bus In park and saw the resident lay o
the floor. Staff Asald he called 911, StaffA
reporied a fittle poal of blood had heen preserit by
Resident #1's head, about the size of a large
tomato spot and it looked as If It dripped out of
the resldent's mouth. Staff A stated the resident
lay totally on her right side and he didn't move the
resident; Just let the blood drip out of her.. Staff A
said 911 told him they were sending an
ambulance to him and asked [f resident.
responded, said no still breathing, StaffA
recalled Resident #1 was the type of lady who
never talked anyway, and was not talking then,
but was still there, Staif A stated he then called
the Administrator te inform her what happened
while it took forever for EMS to get there. Staff A
stated just 2 ambulance people and he helpad
get the resident onto the back board and slid onto
| the gurney so they could do something with her.
Staff A reported Resident #1 stopped breathing
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1| the latch gave way and they sald it was faulty

‘when she got on the gurney. Staff A sald when

they took the resldent.out of the bus her lips and
nose.were blue, Staff A reported the fire fruck
had not yet arrived.

Staff A stated he did move the resident's
whaslchalr by sitting it up so EMS could get to
her; the resident wasn't In the chalr at that point
and he knew he had to move It for them to getto
her. Staff A responded he moved the whealchalr
right before the ambulance got there and he
waited untll the [ast minute to do so. StaffA
commented he thought he had tomove It as she
wasn't in It anymore, Staff A recalled Resident #1
lay on her side and when she breathed In she
moaned: not I the chalr at all, Staff A responded
he did not have to unhook anything to set up the
wheeichalr because the 1 strap thet came loose,
the left front floor latch, and it allowed the

wheelchair to be put back up. Staff A stated

when he left the appointment, he shook the
wheelchair back and forth to make sure it couldn't
go anywhere, Once secured, Staff A repotted he
locked the wheelchalr brakes, but where the
whaelchair sat, he couldn't puf.on the back
shioulder-lap belf {(a safety belt fixed on the back
wall of the bus that attached to a floor
restraint/buckle). Staff A stated he couldn't put
the shoulder-lap belt on because it was right In
the middle of (the resident's) head and It would
have been around her head. Staff A responded
the shoulder-lap beit could be adjusted down but
the strap still went right across the nack if he went
across the resident. Staff A commented he
showed all that to the Des Moines Fire
Department and CSI (Crime Scene
ihvestigatlons) and each time he showed them,

equipment, Staff A stated, with those 3 straps he
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put on the wheelchair couldn'i go anywhere, Staff
A clarified the hook was still hooked to the
wheelchalr, but the rafchet part was broken, Staff
A further clarlfled he had 3 straps on the
wheelchalr and was able to set it upright. Staff A
explalned the floor latch/restraint spring Joaded to
 go back in but the.stop that let it pull back out
wasn't wotking. Staff A recalled the fire chisf
asked him if he hooked it and he sald yes it was
Hooked. Staff A clarified he connected the left
front floor, right front floor, and right rear floor
latchas: the left rear fioor and the seat belt on the
wall was not utilized as he couldn't get to them
and the resident had a broken foot and was a
good slze. Staff A clarified Resident #1 never
sald anything. Staif A said he was legally deaf
and couldrt Hear what was sald In the hack of the
bus. Staff A stated from the time of the thud on,
Resident #1 never sald anything that he could
hear. Staff A repartad the enly way he watched
what went on back in the bus was by the small
raar view mirror,

Staff A safd it took quite a while for the fire chief fo
come as the ambulance neaded to call and send
the fire truck; about 10 minufes bafore the
ambulance then calied fire to be dispatched.

Staff A responded he knew It was the fire chief he
talked to, but did not know his hame, he sald he
was there ta contrel fraffic, and sald to wallk him
through what happened as he was standing
there, StafiA stated he spoke to the police oftlcer
and the police sergeant and they-called to see
how to handie the sltuation, then waited for crime
scene to come and photograph everything.

Staff A responded Staff B taught him to use the
belt strap-on the wall altaching on the wheelchair
not the parson because when if went down the
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road It bounced and would keep tightening and
cinching in until a resident couldn't breathe-there
was no way to stop the cinching. Staff A stated
Staff B taught him the floor iaiches were to be put
in 4 point and always try 4 points, fo the structure
of the wheelchair; not plastic, not wheels, the
whealchair frame, Staff A again stated he did not
use the 4 polnts on Resldent #{'s wheelchair as
he couldn't.reach. Staff A explained the problem
was getting the belt unhooked (the lsft back floor
latch). Staff A said he had to get the pin down to
release the beit, he was a blg guy, and couldn't
get there to release. Staff A sald he tried getting
on the floor but if he couldn't later get It to release
he couldn't hook it up. Staff A stated the only way
he could see getling it hooked up and released
wauld be to get a cane to push in there to release
the belt. Staff A commented he never had any
problems and he hauled a lot of pecple. Staff A
confirmed Resident #1 had a cast on the left
fower extremity that had been applled a week to
10 days prior to the accldent, Staff A reported the
resident could mover her legs very little and a lot
of times she sat still when with him.

Staff A responded it was not possible Resident
#1's foot slipped off onto the red button (relsase)
as the slze she was she couldn't move. StaffA
sommented Resident #1 had been tall enough
and big enough her feet were under the seat in
front .of her, Staff A stated he did not see it
happen as his eyss wera on the frafflc when
turning.

On 10/3/M9 at 11:40 a.m., Staff A re-enacted
Resldent #1's position hefore and after the
accldent in the facility bus and pictures were
taken of the re-enactment, Staff A sald as he

 walked to the back of the bus he couldn’t see the

resident's head. Staif A recalled the rasident lay
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completely on her right side on the floor, head
against the back wall between the floor lift vertical
lolst and the back door. Staff A sald the pool of
blood coming ouf of the resldent's mouth was by
the bottom of the vertical seat belt mounted on
the back wall on the passenger side of the van.
Staff A reportad there had been no blood on the
ramp at that time; the blood on the ramp was
there later there from being smeared when
paramedics moved her. Staff A sald 3 straps
were stlll hooked and 1 flike this (indicated the left
front floor strap stili or whealchalr and should not
have heen extended). When asked if he thought
the wheelchair would have stayed up with ali 4
straps en and then the left front floor latch faulted,
Staff A responded, yes but as long as 3 floor
latches on it would have stayed upright: Staff A
demonstrated belng in the chalr, racked back and
forth baing hooked with the 3 floor latches, and
he could not tip It over, then showed it could tip
when he put his foot down on the latch (red
button release). Staff A-showed he couldn't use
the wall seat belt on the back rear wall because
sat behind the resident. Staff A sald the resident
was in the corner with her arm against the
window, and sald he couldn't reach the left back
fioor latch with her wheelchalr all the way back
against the wall. Staff A showed with the
wheelchalr positioned all the way towards the left
side of the vehicle, he couldn't even see that
latch. Staff A stated Resldent #1's wheelchalr
had been wider than the chair used for
demonstration and wider than his arm, When
asked, Staff A responded no, he never let anyene
from the facility know that he couldn't reach that
hack and could only connect 3 straps, StaffA
sald he even got down on hands and knees but
e couldn't reach that back comer to release the
hook. Staff A again stated 3 points connection
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shotild have held, Staff A commented Staff B
tralned him to always hook on the post of
wheelchair frame, not Just the lower bar, as It was
the strongest part of the chair. Staff A pulled and
yanked vigorously on the left front floor strap
saveral fimes and 2 times out of 8 the belt
released tenslon and extended without
depressing the red button. Staff A again yanked.3
more times and it falled once. Staff Athen
wanted to show how and why he could not use
the back seat belt on the wall. Staff A showed
pulling the seat helt across from right to left
across his body and it went across his neck.
When asked if it was adjustable, Staff Asald yes
it moves up and down to different locations but all
jocations wauld have the strap crossing a
resident's neck, Staff A sald when the strap on
the resldent each bounce of the road would cinch
the belt tighter putting pressure on the neck of a
resident. Staff A sald the police sergeant had
sald it was a poor design.  Staif A commented he
would normaily transport a resident In the center
of the back of the bus, but he had to push
Resident #1 over that day as another resident
was to be plcked up who used a walker and
would need to walk on. Staff A stated in hlnd
slght, he wished he had put Resident #1 in the
rmiddie then moved het when he picked the other
resldent up, Staff A stated the resldent did have a
cuf on her finger so It could have beeh possible
for some of the biaod on the ramp to be from the
finger, Staff A reported the resldent had shallow
breathing when the paramedics arrived and they
stated it was so shallow she basleally wasn't
breathing.

Additional Staff Interviews

1 0n 8/30M9 at 2:30 p.m., the Administrator
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reported the bus remained out of service with all
keys secured.

On 10/1/19 at 2:50 a.m., the Administrator stated
the bus had been on was-oh lock down since the
accident so nobody could access it. AL 10:156
a.m., the Administrator unlocked the bus fer
observation, The Adminlstrator said Staff A
transported 2 persons that day, but had been at
thelr appointment at the time of the accldent so
only Staff A and Resident #1 were in the bus at
the time. The Adminlstrator did not think the
facility had the actual wheelchair used the day of
the accident as it had been owned by Resldent
#1. The Administrator stated the wheelchalr felf
fo the right aceording to the walk through
conducted with Staff A, the Maintenance Director,
and the Administrator. The Admiriistrator stated
monthly maintenance inspections had been
completed prior to the incident and & checkllst

| form completad. The Administrator said:formal
mainfenance in a shop would be for procedures
such as ail changes but the monthly Inspections
were completed by the Maintenance Dltector in
the middie of the month, The last inspection had
been completed somsatime In mid-August, The
Administrator stated in Staff A's account of the
incldent when the Maintenance Director and she
had been present, Staff A did not report attaching
the left back floor restraint or the seatbelt that
went across the body, Observation revealed a
shouldesr belt on the back wall of the bus, behind
the area where a whealchair would be placed with
the resident facing forward.

When asked about documentation of training for
Staff A on attachment of the wheelchair, the
Administrator sald she thought she already
provided it. She stated Staff A had been tralned
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by Staff B, Central Supply Clerk, who had been
the former bus driver. The Administrator said the
facHlity investigation included a statement from
Staff B regarding how she trained Staff A, The
Adminlistrator reported 3 staff members were
fralned on being able to drfve the bus other than
Staff A: Staff B (currently only working Tn Central
Supply due to health reasons}, Staff C, CNA, and
the Maintenance Director,

On 1041719 at 11:20 a,m., the Maintenance
Director provided a demonstratich from start to
finish on how to properly load a resldent into the
facllity bus - with the surveyor acting as said
tesident, The Malntenance Director started the
bus to be able fo lower the lift ramp located on
the passenger side towards rear of the bus, The
Maintenance Director pulled the wheslchair onto
the ramp backwards, {ocked brakes on
wheelchair, connected a belt strap across the
ramp approximately at shouider helght, then went
into bus, elevated the [Ift, unlocked the wheelchair
brakes, and pulled the chair backwards intg the
bus. Once in the bus, the Maintenance Director
maneuvered the wheelchalr to turn toward the left
side so the whesichalr and surveyor faced the
front of the bus, behind the driver's side, In the
back of the bus. The Maintenance Director
stated he would conhect in that position as
Resldent #1 In that position per Staff A's report
due to 2 resldents transported that day, The
Maintenance Director showed he connected the
floor restraint siraps fo both sldes of the front
wheelchalr frame and not the wheels, The
Maintenance Director said It didnt matter where it
connected as long as [t was conhectad onto the
frame of the wheelchair. The Maintenance
Director then connected the back straps, left and
right on the floar undermeath the wheelchair fo the
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bottom frame bars. The Malntenance Director
placed the seat belt that connected from the back
wall of the van, thru the arms of the wheslchair,
across the surveyor's lap, and to the belt strap
connectar secured en the floor on the right side of
the wheelchair. The Maintenance Director tested
the tension on all 4 straps by tugging on them to
ensure they were secured and the wheelchair
brakes locked as well. The Maintenance Director
stated that was the proper way to connect it, The
Maintenance Dlrector sald Staff A reported he did
not connect the back left strap onto the
wheslchalr as he could not reach it. The
Maintenance Director acknowledged the back
door of the bus could be opened and a person
could reach Inside the bus to get to the back
connection If needed, but he would expect a
driver to get down on hands and knees and reach
underneath to connect the strap, The
Maintenance Director said Staff A did not mention
anything about securing the seat belt onto the
resident, The Maintenance Direstor said on
9/11/19, as soon as Staff A returned with the bus
after the accident, Staff A, the Administrator, and
himsalf completed a verbal walk-through and
demonstration of what ecourrad that day. The
Maintenance Director-and the surveyor trled
many scenarjos ta fry to tip the wheslchair. With
all 4 straps securad with the seat belt, the chalr
had beet difficult to even budge when empty.
Even with an unfastened seatbelt, it had still been
difficult, even when pushing on the leff side of the
bus wall when in the wheelchalr to tip over the
chalr. [t-dld not tip over, The Malntenance
Director undid the left back strap and siill the
chalr only leaned approximately 5 to 10 degrees
to.the right slde at most with the entire strength
gnd force of the surveyor tugging on the o ) -
wheelchalr, The only way to tip over the chair 40
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degrees to the right-was to undo the left sida back
and front floar straps. Even with the seat beit
connected, the chalr could only go so far if
attached through the arms of the wheslchair,
However, without the seat belt or the left side
floor straps front and back, the chair tipped with a
lot of effort to pull it over, The Maintenance
Director stated Staff A reported the police officer
and he identified the left front floor latch as faulty
that day, but could not recreate the fallure, The
Malntenance Director reported Staff A indlcated
the latch did not catch when the tension released
on the belt at the accident site. The Malntenance
Director tested it repeatedly and never had the
latch fail. The Maintenance Director speculated it
would take a big impact to cause a wheelchalr or
resident to tip over In the bus during transport,
The Maintenance Director demonstrated how the
mechan{sm for the latch worked and sald the only
way the strap would extend further once In place
on the frame of the whaslichalr would be if
something or somshow the red butfon on the
floor latch depressed it. When asked, the
Malintenance Director confirmed it would not
mattetr where the floot restraints had been
positioned on the floor; what mattered-was rather
or nhot tenslon was put on the belt. He stated once
the sltrap was under tension, It did not go
anywhere. The Maihtenance Director confirmed
the expectation would be for all 4 floor straps to
be connected to the wheelchair and verlfled he
would be somecne who could provide tralhing on
how to transport a resident in the bus, The
Maintenance Director reported he had naver
transported Resldent #1 before,

0On 10/1/19 at 12:00 p.m., Staff B, Central Supply

Clerk, responded she worked for the facllity for

approximately 10 years, Staff B responded the
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floor latches may need to be moved at times for
some wheelchalrs. Staff B demonstrated how
she wauld connect a wheelchalr, During the
demonstration, Staff B connected the left and
right front floor straps to the frame of the
whaelchalr then connected the back 2 floor straps
to the underneath frame of wheelchalr, Staff B
put the seat belt that huing on the back wall of the
vehicle thru the arm rests/sides of the wheelchalr
stating it was to go across the abdomen as a lap
band and connected to the floor strap attachment
on the right side of the wheelchalr, Staff B.
demonstrated checking the wheslichair brakes
locked and fugged on all straps to ensure tensfon
was on them and each was tight, When asked,
Staff B stated she wauld not leave the parking lot
If all straps not connected and if she cauld not
reach the back straps,-she would find a way and
acknowladged she reached over the resident or
could open the back deor fo reach under the
wheelchalr to secure, Staff B stated most times
with .elsvated foot rests she needed to have them
put all the way down, but had never transported
Resident #1 before, Siaff B demonstrated how to
release the floor straps a persoh would need to
press down on the red button on the latch to
reffave the tension on the strap. Staff B sald
when she drove she would keep her ears open to
any clicks of movement that may ocour from the
latch or the resident respectively. Staff B sald
she had times previously where a resident's foot
may come dowh on the latch/red button and
heard the click ahd she pulled over to make sure
everything secured, Staff B commented clutter
could land on the red latch button so she always
maintained a polioy of no clutter allowed on the
floor arounid the wheelchairs, for example

_ | something like a shopplag bag.
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On 10/2/19 at 1:17 p.m,, the Administrator
canfirmed she obtained a copy of the bus
manual, The Administrator clarified and
confirmed, other than the checklist for driving the
vehicle, the faciilty had no checklists or
step-by-step procadure guldes for how fo latch in
& resldent's wheslchair into the bus, At 3:30
p.mn., the Administrator again sald she did not
know of any other training material to show the
proper way fo secure a resident in the vehicle
besldes the 1 to 1 verbal fraining provided by
Staff B. The Administrator confirmed the vehicla
manual also lacked Informatlon pertalning to how
to secure a wheelchalr resldent.

On 10/3/19 at 4:45 p.m. the Administrator
conflimed the factity expectation was and had
always heen for 4 point floor restraints to be
attached to the wheelchair during transport in the
facility bus/vehicle.

Review of Staff A's parsonnel record revealed a
hire date of 8/17/19.

The employee file contained orientation checklist
tralhing completed on 6/17/19 related to the
facilties overall general policies. The orlentation
checklist tacked .ahy documentation pertaining to
securing residents or residents In wheelchairs

into the transport vehicle.

The Record of Read Test and Certification
completed 8/17/19 recorded Staff A drove & miles
with the Administrator for testing, The Pre-Trip
Inspections and the Motor Vehicle Description
checklists lacked any documentation pertaining to
securing residents or residents in wheslchairs
into the transport vehicle,
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The Q'Straint Wheelchalr Passenger Safety
Solutions QRT Series Use Instructions, revised
10 Aug, Included the following documentation:
A. Secure Whaelchalr

1. Place wheelohalr facing forward In
securement area; apply wheel locks or tuin power
off.

2. Aftach tie-dewns into floor anchorages (Fig.
1) and ensure they are locked in,

3. Attach the four (4) tle down hooks to solid
frame members or weldments, near seat level,
Ensure tie-downs are fixed at approximately 456
degrees, and are within angles shown In {Fig. 2.).
{ Do not attach hooks to wheels, plastic, or
removable paris of wheelchalr,

4, Ensure.al tle-downs are locked and propetly
tensioned. If necessary, rock wheelchair back
and forth of manually tension retractor knobs (if
present) to take up additional webbing slack,

8. Secure Passenger

1. Aitach Lap Belts - Use integrated stlffeners to
feed belts through opening between seat backs
and bottems, and/or armrests to ensure propet
belt fit around occupant.

a, Onthe alsle side, attach belt with female
buckle to rear tie-down plh connector (Flg. 4};
ensuring buckle rests on passengst's hip,

b. On the window-slde, attach belt with male
fongue to rear tie down pin connector (Flg. 4) and
Insert into famale buckle.

2. Attach Shoulder Belt - Extend shoulder belt
over passenger's shoulder and across upper
torso {Flg. #), and fasten pin connector onto lap
belt, Note: Combination lap/shoulder belts serve
as both window-side lap balt and shoulder belt.

3. Ensure belts are adjusted as firmly as L A R
| possible, but conslstent with user comfort,
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Warning:

- Lap and shoulder belt should not be held away
from passenget's body by wheelchair
componenis or paris such as the wheelchalr's
wheels, armrests, panels of frame {Fig. 5),

-~ Never rely on wheelchalr's lap belt or a postural
support belt unless properly approved & crash
tested,

- Ensure belt webbing not twisted while being
worh by passenger,

= Occupant belts shotld always bear upon the
bony structure of passenger's body and be worn
low across the front of the pelvis with the Junction
betwsen lap and shoulder beits located near
passenger's hip,

The facility abated the Immediate Jeopardy
detalled above on 9/11/19 by completing the
following .actions:

Immediate Corractive Actlon:

a. Immaedialely after Staff A returned from the
accldent on 8/11/19, the Administrator with the
Malntenance Director interviewed Staff A and had
Staff A re-enact what occurred at the scene of the
accident with Resident #1.

b. Staff A retrained 9/11/19 he should have
connected all 4 floor restraint [atches and the
back wall shoulder-lap belt..

¢. The facllity bus parked, locked, and remained
out of service with all keys kept by the
Administrator,

d. All pending facllity transportation to be
completed by contracted company untll further
notice.

| Additional corrective measures:

F 689
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On 10/2/19 at 3:40 p.m,, the Administrator.and
the Director of Operations, infermed the manual
for the vehlcle the base model; it would not
Include the customizations selected. The Director
of Operations sald she could obtaln the
information card for the Q'Straint latches that
contained the insftuctfons, The Director of
Operations said she was currently working on
gathering driver information from all buildings

they oversaw and thelr vehicle information as

they were not the owners at the time of the
incident. The Director of Operafions commented
they would be completing new training for the
drivers on the Q'Straint information card.

On 10/3/19 at 12:60 p.m., the Administrator
reported she had ordered all new Q'Straint floor
latches for the bus and the Director of Operations
was finalizing new tralning for bus drivers before
the bus would be put back Into service.

On 10/15/19 at 4:16 p.m., the Administrator
provided new tralnlng materials. The materials
included Q'Straint QRT MAX Lesson Plan for
Tralners and QRT Max Workbook for Tralnees.
The Administrafor further provided certificates for
the Malntenance Dirgctor and Staff C fo show
completion of Wheelchair and Qccupant
Restraint System Tralning Program on 10/10/19.
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This pian of correction does hot constitute an admission or agreement by the provider of the truth of
the facts alleged orconclusions set forth in the statement of deficiencies. This plan of correction is
prepared solely because it is required by state and federal law,

F658 (Professional Standards)
Residents #3 and #6 have been assessed and no negative effects.

All residents have been reviewed for self-administration of medications and care plans updated as
needed by MDS Coordinator on or before 10/15/2019.

Nurses have been re-educated on the requirement of medication administration for residents and
observation of medications being taken if a resident is not deemed able to self-administer medications.

The Director of Nursing and/ or designee will audit medication administration with nursing staff weekly
for 4 weeks and then monthly for 2 months,

Findings of the Audits will be taken to the QA team for review and recommendations.
F676 (ADLs)
Resident #3 has been offered ambulation per their walk to dine program.

An audit was completed to identify residents who are on a walk to dine program to ensure that they are
offered ambulation according to their walk to dine program by Director of Nursing on 10/15/2019.

The Nursing staff were re-educated by the DON/designee on completing and charting on the walk to
dine program on or before November 8, 2019,

The DON and/or designee will do random audits to monitor the completion and charting of the
restorative walk to dine program weekly for 4 weelks and then monthly for 2 months.

Findings of the audits will be taken to the QA team for review and recommendations.
F684 (Quality of care)
Resident #4 has been assessed with interventions and MD notification completed as indicated.

The nursing staff were re-educated by the DON/desighee on the appropriate process and
documentation of the bowel movement protocol on or before November 8, 2019.

The DON and/or designee will do random audits to monitor the Bowel movement documentation
weekly for 4 weeks and then monthly for 2 months.

Findings of the audits will be taken to the QA team for review and recommendations.

F689 (accidents and hazards)

No Plan of correction required,



