PRINTED: 03/30/2020

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
165371 B. WING 02/27/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
146 N 5TH ST

MANILLA MANOR
MANILLA, IA 51454

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE Halk
| DEFICIENCY)
F 000 | INITIAL COMMENTS F 000

Correction Date <7 - A3 -Jodo

The following deficiencies relate to the annual
recertification survey and investigation of Self
Report #87050-M and Complaint #89524-A
ending 2/27/2020.

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

AMENDED 3/30/2020 . )
F 608 | Reporting of Alleged Violations Feog|  Please accept this as our allegation
ss=D | CFR(s): 483.12(c)(1)(4) of compliance effective 03/23/2020.

§483.12(c) In response to allegations of abuse,
neglect, exploitation, or mistreatment, the facility

must: [
§483.12(c)(1) Ensure that all alleged violations F 609 .:?/J 7/24 3.0
involving abuse, neglect, exploitation or

mistreatment, including injuries of unknown 1. To protect resident # 30

source and misappropriation of resident property,
are reported immediately, but not later than 2 Staff person‘B & Gareno
hours after the allegation is made, if the events longer employed at Manilla
that cause the allegation involve abuse or result in Manor.

serious bodily injury, or not later than 24 hours if :
the events thfat c!al?;e the allegation do not involve 2. To protect residents # 30,
abuse and do not result in serious bodily injury, to [ 80, & 90 Staff person G is no
the administrator of the facility and to other longer employed at Manilla
officials (including to the State Survey Agency and
adult protective services where state law provides _
for jurisdiction in long-term care facilities) in '
accordance with State law through established | Any and all staff have been
procedures. educated that they are

LAEOETORY DIRECTOR'S QR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any Qé}'lciency statement ending with an asterisk (*) denotes a deficiency which the institution may be’excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is pravided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

Manor.
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mandatory reporters and are to
F 609 | Continued From page 1 F 609 report incidents of abuse and or

§483.12(c)(4) Report the results of all
investigations to the administrator or his or her
designated representative and to other officials in
accordance with State law, including to the State
Survey Agency, within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.
This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, staff interview,
facility record review, and facility policy review,
the facility failed to report 1 allegation of neglect
(Resident #30), and 3 separate instances of
abuse (assault/unreasonable punishment)
regarding Staff G CNA (certified nurse aide)
mistreatment of Resident #30, #80, #90, to the
lowa Department of Inspections & Appeals (DIA)
within the required timeframe; for 3 out of 3
residents reviewed for abuse. The facility
reported a census of 30 residents.

Findings include:

1. The quarterly MDS assessment dated 11/5/19
for Resident #30 identified a BIMS score of 14
(no cognitive impairment) without
signs/symptoms of delirium. The MDS recorded
the resident did NOT have a condition or chronic
disease that may result in a life expectancy of
less than 6 months, he received oxygen therapy,
and he was NOT on hospice level of care.

The Admission Record (also known as the face
sheet) printed 11/18/19 at 1:20 p.m. documented
CPR (cardiopulmonary resuscitation) under
Advance Directives, which identified the resident
requested CPR if his heart and breathing
stopped.

neglect with in 2 hours either to
the lowa Department of
Inspection and Appeals or the
Administrator who will then
make a report to the lowa
Department of Inspection and
Appeals. This will be reviewed
at the monthly inservice every
month for a year and at least
yearly thereafter. They are
educated of the Manilla Manors
policy and the location of the

[ phone numbers for the lowa
Department of Inspection and
Appeals.

The QA committee will quarterly
review monthly inservices for
information about mandatory
reporting also will review any
allegations of abuse, if any, for
timely reporting for one year
and randomly thereafter.

\
‘ |
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The Care Plan Conference Summary dated
11/26/19 documented Code Status discussed
with no changes made. The summary recorded
the resident remained cognitively intact oriented
to person, place, and time. The summary
recorded the resident present but too weak to
sign the form.

The Order Summary Report dated 12/20/19 at
2:31 p.m., signed by the ARNP (advanced
registered nurse practitioner) on 12/20/19,
contained an active order for CPR that originated
on 8/9/19.

The Progress Notes dated 12/24/19 at 4:55 a.m.
documented 2 staff ambulated the resident to the
bed with a gait belt and wheeled walker. The
resident stated he did not feel good. Staff placed
in wheelchair and teok him another 5 foot, when
the resident) went limp with no pulse palpable.
Staff did not attempt CPR and identified they
were unable due to the resident's position and the
staff present. Staff could not move the resident
from wheelchair to bed until they received further
assistance from a staff member in other
department and then 4 staff assisted the resident
to bed. At 5:10 a.m. staff could not obtain a pulse
or respirations. At 5:15 a.m. staff placed a call to
the hospital and spoke with the ARNP. Staff
updated the ARNP and received orders to release
the body to the funeral home with diagnosis: end
stage COPD (chronic obstructive pulmonary
disease).

On 2/18/20 at 1:18 p.m. Staff B, LPN (licensed
practical nurse), confirmed she worked 12/23/20
to 12/24/20 on the 10:00 p.m. to 6:00 a.m. shift
and recalled working when Resident #30 expired.
Staff B stated Staff F, Certified Nurse Aide (CNA),

|
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and Staff E, CNA, took Resident #30 to the
bathroom then headed back to bed. Staff B
stated they walked Resident #30 and placed him
in the wheelchair as he went unresponsive. Staff
B stated Resident #30 had expired. Staff B
reported Resident #30 did not respond when she
entered the room. He went limp when the nurse
aides got the wheelchair under him and he was
not breathing at that time. Staff B stated she
could not palpate a pulse. Staff B commented
they tried to get him back into bed but couldn't
move him. Staff B voiced she knew they couldn't
get the resident out of the wheelchair into the bed
because Staff B was too old and 1 of the aides
was pretty small. Staff B stated all she could
think to do was get the person in laundry to come
and help get the resident out of the wheelchair to
the bed. Staff B commented the resident was so
flaceid (a part of the body hanging loosely or
limply) that they could not get a hold of him. At
that time Staff B stated she did not attempt CPR.
Staff B reported Staff D, Environmental
Supervisor, helped get Resident #30 onto the bed
where Staff B reassessed and still found no heart
rate, no respirations, nothing there. Staff B
responded she did not attempt CPR on the bed.
Staff B commented, like she told the doctor she
"physically froze up and couldn't think". After
reviewing the progress note dated 12/24/19 at
4:55 a.m. word for word, Staff B responded yes,
4:55 a.m. would have been the time Resident #30
went limp, 5:10 a.m. would indicate the time it
took to get the resident into the bed as they
physically could not get him transferred. Staff B
again confirmed no one attempted CPR. Staff B
confirmed the 4 staff members that assisted the
resident to the bed were: Staff F, Staff E, Staff D,
and herself. Staff B confirmed once they got
Resident #30 in the bed at 5:10 a.m., she
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re-assessed and again found no pulse, no
respirations, then left the room to call the doctor.
Staff B denied trying to do CPR in wheelchair and
stated, no he was leaning over the wheelchair
towards the right. Staff B denied anyone else
attempting to do CPR stating the aides did not
have CPR certification.

On 2/18/20 at 10:11 a.m. Staff F, CNA, recalled
working the night Resident #30 passed away.
Staff F reported no one initiated CPR. Staff F
responded she did not see anyone do CPR in the
bed or attempts to get the resident to the floor for
CPR. Staff F responded she did not think anyone
called 911 as 911 responders never came.

On 2/19/20 at 6:18 p.m. Staff E, CNA, responded
she was familiar with Resident #30 and confirmed
she worked the day he passed. Staff E reported
no one initiated CPR. Staff E stated Staff B sent
her for a stethoscope so Staff B could see if there
was or wasn't a heartbeat. Staff E stated all 3 of
them listened for a heartbeat just in case there
was a heartbeat. Staff B couldn't hear and Staff B
wanted to make sure there wasn't one. Staff E
clarified she witnessed Resident #30 go limp and

it only took approximately 10 seconds, if that for
Staff B to arrive to the room. When asked if they ‘
discussed attempting CPR or why not, Staff E \
responded because the resident did not have a
pulse or heartbeat. When asked if Staff B said
that, Staff E responded, no as they were both tiny
if they put the resident on the floor they wouldn't
be able to get him up and wanted to get him out
of the wheelchair and to the bed before he fell out
of the chair. Staff E responded she wasn't sure if
Staff B attempted CPR once the resident
transferred into the bed as Staff E went to do
rounds.
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On 2/19/19 at 10:03 a.m. Staff D, Environmental
Supervisor, recalled the morning Resident #30
passed away. Staff D reported when she walked
in the room the resident was not breathing and
appeared slumped over in the wheelchair. She
didn't recall which way he slumped. She stated
she knew the resident for a long time so it was
kind of hard to take in. Staff D helped to provide
assistance of 4 persons to get the resident into
the bed. Staff D responded she did not see
anyone perform CPR and Staff E did not get her
until the resident already expired.

On 2/19/20 at 11:00 a.m. the ARNP stated she
examined Resident #30 a few days prior to
passing and the resident had serious health
issues. The ARNP stated she had a conversation
with Resident #30 regarding his code status
during that visit. The ARNP reported she
educated the resident that CPR could actually
worsen his health and may not even be
successful given his serious health status but
Resident #30 continued to say he didn't care, he
wanted CPR if he coded. The ARNP stated she
called Staff B back that morning to inquire if staff
performed CPR and staff told her no as the
resident was definitely gone (expired) when Staff
B assessed him.

On 2/19/20 at 11:20 a.m. the Director of Nursing,
(DON), recalled the circumstances surrounding
Resident #30 expiring. The DON reported Staff
B, LPN, called that morning and said the resident
passed away. The DON stated she told Staff B
the resident wanted CPR and asked Staff B if she
performed CPR and Staff B said no due to the
resident sitting in the wheelchair. The DON
informed Staff B she could take the resident out

L
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of the wheelchair and perform CPR. The DON
stated she expected Staff B to initiate CPR. Staff
B informed the DON she was the only nurse
working when the resident expired. The DON
stated other staff could have called 911 and Staff
B replied "yes". The DON confirmed no one
called 911. The DON stated she spoke to the
ARNP about the resident. The DON identified the
ARNP at the facility the day before spoke with the
resident about changing his code status from
CPR to DNR (do not resuscitate). Resident #30
still wanted CPR. When asked about reviewing
the incident for neglect, the DON stated she and
the Administrator discussed the time frame and
reporting.

On 2/19/20 at 4:30 p.m. the Administrator
reported all the actions the facility took after Staff
B failed to initiate CPR on 12/24/19. The
Administrator could not recall the exact date as
she forgot to date the discipline, but reported it as
a few days after the incident when she and the
DON arrived to the facility at 6:00 a.m. to speak
to Staff B and provided her disciplinary action.

The undated, typed summary of the facilities
investigation conducted by the Administrator
included the following:

Regarding incident of charge nurse, Staff B's
failure to perform CPR on Resident #30 on
12/24/18.

Staff B educated on 12/24/19 by the DON. The
facility CPR policy did not give the charge nurse
discretion to not perform CPR on a resident
wishing for CPR. Staff B stated she understood
this.

Staff B served with a discipline regarding her
negligence of duty by failure to perform CPR on a
resident desiring full code status on 12/31/19.

F 609
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The Discipline Record System for Employees
Second Written Warning dated 12/24/19 for Staff
B recorded:

Failure to perform CPR on a Full Code resident
claiming incorrect position and staffing. Gross
negligence of duty, failure to perform to
standards, and in future will result in termination.
Repeated failure to respond to supervisors
attempted contacts.

On 2/19/20 at 4:45 p.m., the Administrator
identified Staff B as coming to the facility to sign
an education form and the Administrator would
inform Staff B of suspension pending
investigation of abuse/neglect.

The Online Abuse Reporting for the Facility
revealed the facility did not report the failure to
provide CPR incident to DIA (Department of
Inspections and Appeals).

2. The Online Abuse or Incident Reporting dated
10/16/18 recorded a report of allegation of abuse
with approximate date/time occurred on 10/5/19
at 10:00 a.m. and date aware as 10/16/19 at
12:00 p.m. The report documented the following
under Incident Summary:

CNA came in after all staff in-service to visit
regarding a situation that she was very upset
about. She reported one of the overnight CNA's
(Staff G) was very disrespectful of the residents
and even mildly physically abusive. An
example-she told a resident who yells out to "shut
the f*** up" and calling her a cunt and an old cow.
Another resident was combative and the CNA
told her to "hit her again bitch" and then squeezed
her hand to make her stop. The CNA told
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another resident she did not want to see his call
light on again. The CNA told another staff person
when a call light comes on to "just wait a while
and they will go back to sleep and then you can
go tip toe in and shut it off". They visited with the
resident who the CNA told not to put his call light
on and he confirmed the allegations.

Corrective Action Taken - The CNA, Staff G, put
on suspension pending the investigation of the
allegations. A message out to the two charge
nurses and another CNA who worked with Staff G
to get their report.

The residents named in the allegation: Resident
#30, #80, #90.

Review of the facility's investigation file included
the following:

An undated hand written witness statement
signed by Staff H, CNA, recorded the following:

In the few weeks that Staff H worked with Staff G,
CNA, Staff H witnessed and learned how Staff G
talked and treated the residents.

Point 1. Staff G said it's a good thing the security
cameras didn't have sound because she would've
been fired a long time ago.

Point 2. Heard Staff G telling Staff H, awe they
wanted her to talk nice to the residents yeah f***
that, then laughed.

Point 3. Staff G never answers any of the call
lights and actually called herself fat and lazy.
Staff G told Staff H if she just let the call lights go
for a while eventually the resident would fall
asleep and she could just sneak in their room and
shut the call light off.

Point 4. Staff G sat at the nurses station filling out
the vital sheet. Staff H asked Staff G if she went
and got their vitals and Staff G said, no
sometimes she just wrote something down so it
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showed that she did it as she was just too lazy to
walk down there.

Point 5. Resident #30's call light on so Staff H
went down and the resident wanted ice water so
Staff H walked back and got him his ice water.
Staff H left his room and he turmned his light back
on, Staff H went back down there, and he
apologized and said he forgot to have Staff H turn
the heat down 1 degree. Staff H informed him it
was on 67 degrees and he said thank you so
Staff H then left the resident's room. Staff H
walked down to the nurses station and the
resident's call light back on so Staff G said she
would go find out what the old bastard needed.
When Staff G returned she said she walked in the
resident's room and Resident #30 said, "oh it's
you". Staff G said, "yes it was her what did the
resident need as Staff H had already been down
there twice". Resident #30 asked what the
thermostat was on and Staff G said he already
knew what it was on and they better not have to
go back down there again so don't turn his call
light on again while Staff G was still on her shift.
Staff H was pretty sure Resident #30 wanted ice
cream but didn't want to ask Staff G for it
because he told Staff H before that anything he
asked Staff G to do Staff G didn't do it. Staff H
did go back down to check on Resident #30 and
just visited for a while.

Point 6. Staff H walked past Resident #80's room
and seen her pants wet and needed changed.
Staff H grabbed Staff G because it was Staff H's
first time down that hall and never helped
Resident #80 so unsure how to go about it. Staff
H got everything ready and Resident #80 tried to
kick her while lying in bed, so Staff G went around
the bed. Staff G got in Resident #80's face and
said, "let's act like adults here and quit trying to
kKick her". That only made Resident #80 get mad
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and frustrated so Resident #80 started to slap
and hit Staff G on her chest and arms. Staff G let
Resident #80 hit her for a while instead of just
stepping back. Staff G then got down in Resident
#80's face egging it on saying, "hit her again bitch
hit her again". Resident #80 kept hitting Staff G
until Staff G had enough. Staff G grabbed
Resident #80's hand and squeezed it really hard
telling Resident #80 to act like an adult and to
knock it off! Staff G finally left Resident #80
alone and went back around to the other side of
the bed. Staff G and Staff H pulled Resident
#80's pants up and left her be. Staff H felt of that
could have been avoided had Staff G not walked
around and got in Resident #80's face.

Point 7. Resident #90, like they all knew, liked to
repeat herself and say, hurry up hurry, and like
Staff H said before, it was her first time down that
hallway. Staff G went in Resident #90's room
with Staff H. They changed Resident #90 in bed
when Resident #90 said, "hurry up hurry up".
Staff G then told Resident #90 to, "shut the f***
up". Resident #90 repeated herself and Staff G
called Resident #90 a "cunt and to shut up”. After
they got Resident #90 changed, she said she
wanted to go to her chair because her neck hurt
and the time was maybe 3 am. Staff G said, no
and told Resident #90 she would lay in bed until
the morning shift got there at 6 a.m.. Resident
#90 kept repeatedly saying she wanted to go to
her chair and Staff G started to walk out saying,
"shut up old cow and to lick her". Staff H stayed
back and helped Resident #90 and Resident #90
grabbed her hand and said, thank you, you are a
very nice lady.

The Administrator attested to her unsigned hand
written note dated 10/16/19 which documented

[an interview conducted with Staff K, LPN, who
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reported Staff G not quick to answer call lights but
did go and he did not hear Staff G speak
abusively to residents.

In email dated 10/16/19 at 3:44 p.m. from Staff B,
LPN, to the DON, Staff B responded to the DON's
question if Staff B heard Staff G use abusive
language towards any of the residents or any kind
of abuse. Staff B responded she did not.

The typed statement signed by the Administrator
documented the following:

10/16/19 -

Visited with Resident #30 and questioned him
regarding the information received from Staff H.
Resident #30 confirmed Staff G not very nice and
Staff G told the resident his heat temperature
reading did not change since the last time staff
checked it. Resident #30 also said that Staff G
would refuse to get him a refill on his water.
Resident #80 not interviewed due to inability to
cognitively understand; nor was Resident #90.
The Administrator did visit with Resident #90's
son, made him aware of the situation, informed
that the staff person no longer worked at the
facility, and apologized for the incident.

Resident #80's son made aware of the incident.
No injuries were sustained by any of the
residents.

The typed facility investigation summary, signed
by the Administrator and the Director of Nursing,
documented the following:

10/16/19 -

After receiving a complaint from an employee
regarding Staff G and Staff G's abusive behavior
to the residents, the Administrator and DON
placed a phone call to Staff G informing Staff G of
the allegations against her. After reading her the
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time Staff G answered yes, she was there. The
Administrator asked Staff G what she had to say
regarding the allegations. Again, silence and
finally Staff G stated that the allegations were
untrue. The Administrator asked Staff G why
someone would make such dramatic allegations
up. All Staff G could say was that they may be
very immature. Staff G was informed at that
moment she was on suspension pending the
result of the investigation. Staff G then asked
what happened if the facility determined the
allegations were false. The Administrator told
Staff G they would pay her for the days missed
due to the investigation.

The call ended.

10/17/19 -

After contacting all staff that worked recently with
Staff G, none other than Staff H stated they heard
Staff G mistreat residents. In fact, Staff H stated
she was present when Staff G said the things to
Resident #90 and Resident #80. Staff H stated
Staff G told her what she said to Resident #30
except for stating to Staff H that she would go
down to see what the resident wanted. Also,
Staff G told Staff H the items about the security
cameras and the management wanting Staff G to
talk sweet to the residents.

When visited with Resident #30, he confirmed
Staff H's account of what Staff G stated tc him
about he better not put his call light on again that
shift and that she would not get him ice water.
The DON and Administrator called Staff G again
that day to inform her that at least one of the
allegations had been confirmed and Staff G
would not be allowed back in the facility and she
was released from her employment.
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list of complaints, there was a very long silence.
The Administrator asked Staff G if she was still on
the phone line. Again, after a somewhat shorter
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The Statement of In-Service Training for
Employees dated 10/16/19 recorded areas of
instructions covered that included self-report of
resident-to-resident (abuse). Staff H signed
attendance to that meeting.

Staff Interviews

On 2/26/20 at 11:05 a.m. Staff H verified
employed at the facility 9/5/19 to 12/31/19. Staff
H recalled her undated, hand written statement
regarding an allegation of abuse. After reviewing
the statement, Staff H verified accuracy of the
statement as to what happened. Staff H could
not recall the exact date, but guessed she worked
with Staff G for the first time in QOctober 2019.
Staff H reported Staff G seemed scary and
intimidating and Staff H a very quiet person, new
there, and had not worked as a CNA for sa long.
Staff H commented that was why she went to the
DON and the Administrator, she didn't know how
to go about dealing with Staff G. Staff H
responded she was not sure exactly when she
went to the DON and Administrator, but it was 2
days or so after Staff G got fired. Staff H stated
she only worked with Staff G twice and within
those 2 days Staff H observed the things she
wrote about. Staff H reported the events
happened on the overnight shift, not the 2 p.m. to
10 p.m. shift. Staff H reported when she came at
6:00 p.m. to 10:00 p.m. it was busy with people
running back and forth with supper and bedtime
and no time to talk or observe anything with Staff
G. When she verified the schedule, it showed
Staff H only worked overnights 2 days in a row
with Staff G on 10/4/19 and 10/5/19, StaffH
responded those were likely the 2 days the
events occurred on, as the other days Staff H
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worked 2 p.m. to 10 p.m. shift. Staff H responded
the nurse who worked was Staff K, LPN, who
since quit with no other staff present on those
nights who witnessed anything. Staff H clarified
she notified the facility after an in-service meeting
when they described if staff observed something
like abuse they needed to tell. Staff H stated she
went in right after the in-service and told as that
in-service training gave her the understanding
and courage to do so. Staff H could not recall
specifically, but she thought the Resident #30
situation happened the first night of 10/4/19 right
around midnight or 1:00 a.m. Staff H recalled the
situation with Resident #30 more laid back but
then the next night she remembered thinking she
couldn't do it anymore and needed to say
something. Staff H reported she thought the
situations with Resident #80 and #90 occurred on
the same night after the night with Resident #30,
(10/5/19). Staff H stated it was a bad night. Staff
H reported both Resident #80's and Resident
#90's events occurred late in the shift around
3:00 to 4:00 a.m. Staff H responded she did not
report her concerns to the charge nurse, Staff K
as he was laid back, extremely quiet, and Staff H
thought he would just tell her to go to the DON or
the Administrator. Staff K responded she did not
report her concerns to the day shift workers
either.

On 2/26/20 at 2:05 p.m. the Administrator
responded she first became aware of the
allegation of abuse from Staff H regarding Staff G
after the October 2019 in-service (10/16/19). The
Administrator stated she spoke with Staff H via
phone and made notes from the call then asked
Staff H to write out what she was reporting. The
Administrator stated Staff H brought the written
statement in the next day.
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Resident Record Review

At the time of survey 2/17/20, all 3 residents
named in the allegation of abuse 10/16/19
(Resident #30, #80, #90) had since passed away.

Review of the clinical records for Resident #30,
Resident #80, and Resident #90 revealed the
records contained no documentation pertaining to
the allegations of abuse made or the
investigations conducted.

The Online Abuse Reporting for the Facility
revealed no reports made 10/4/19 or 10/5/19
when Staff H first identified a concern related to
Staff G's care of Residents #30, #80, #90.

Facility Policy Review

The facility policy revised 4/1/17 titled Abuse
Prevention, Identification, Investigation, and
Reporting Policy included the following
documentation:

Identification, Investigation, and Reporting of
Abuse -

- Dependent adult abuse is defined under lowa
law as:

Point 1. Any of the following as a result of the
willful misconduct or gross negligence or reckless
acts or omissions of a caretaker, taking into
account the totality of the circumstances.

d. Neglect of a dependent adult means
deprivation of the minimum food, shelter,
clothing, supervision, physical or mental health
care, or other care necessary to maintain a
dependent adult's life or physical or mental
health.

- Resident Abuse under the Federal Certification
Guideline is defined as:

Point 1. Abuse means the willful infliction of injury,
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unreasonable confinement, intimidation, or
punishment with resulting physical harm, pain, or
mental anguish. This also includes the
deprivation by an individual, including a caretaker,
of goods or services that are necessary to attain
or maintain physical, mental, and psychosocial
well-being. Instances of abuse of all residents,
irrespective of any mental or physical condition,
cause physical harm, pain, or mental anguish. It
includes verbal abuse, sexual abuse, physical
abuse, and mental abuse including abuse
facilitated or enabled through the use of
technology.

Point 9. Neglect is the failure of the facility, it's
employees or service providers to provide goods
and services to a resident that are necessary to
avoid physical harm, mental anguish, or mental
iliness.

- Reporting: All allegations of Resident abuse,
neglect, exploitation, mistreatment, injuries of
unknown origin, and misappropriation should be
reported immediately to the charge nurse. The
charge nurse is responsible for immediately
reporting the allegations of abuse to the
Administrator, or designated representative. All
allegations of Resident abuse shall be reported to
the lowa Department of Inspections & Appeals
not later than two (2) hours after the allegation is
made. All allegations of Resident neglect,
exploitation, mistreatment, injuries of unknown
origin and misappropriation shall be reported to
the lowa Department of Inspections & Appeals,
not later than two (2) hours after the allegation is
made, if the events that cause the allegation
result in serious bodily injury, or not later than
twenty-four (24) hours if the events that cause the
allegation involve neglect, exploitation,
mistreatment, injuries of unknown origin and
misappropriation, but do not result in serious
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bodily injury. A late MDS was done for

F 636 | Comprehensive Assessments & Timing F 636 resident # 21.
s5=B  CFR(s): 483.20(b)(1)(2)(i)(iii)
Admissions, readmissions,

§483.20 Resident Assessment discharges and hospitalizations

The facility must conduct initially and periodically : ;
a comprehensive, accurate, standardized will be rew_EWEd every week day
reproducible assessment of each resident's at the 5-minute Management

functional capacity. meeting and reminded of the

§483.20(b) Comprehensive Assessments heed to complete an MDS.

§483.20(b)(1) Resident Assessment Instrument.
A facility must make a comprehensive
assessment of a resident's needs, strengths, discharges and

goals, life history and preferences, Ufiﬂg thef hospitalizations/readmissions
resident assessment instrument (RAI) specified ;

by CMS. The assessment must include at least for a discharge MDS quarterly
the following: for one year and randomly
(i) Identification and demographic information thereafter.

(i1) Customary routine.

(iii) Cognitive patterns.

(iv) Communication.

(v) Vision.

(vi) Mood and behavior patterns.

(vii) Psychological well-being.

(viii) Physical functioning and structural problems.
(ix) Continence.
(
(

The QA committee will review all

x) Disease diagnosis and health conditions.
xi) Dental and nutritional status.

(xii) Skin Conditions.

(xiil) Activity pursuit.

(xiv) Medications. ;
(xv) Special treatments and procedures. ‘ |
(xvi) Discharge planning.

(xvii) Documentation of summary information
regarding the additional assessment performed
on the care areas triggered by the completion of
the Minimum Data Set (MDS).
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(xviii) Documentation of participation in
assessment. The assessment process must
include direct observation and communication
with the resident, as well as communication with
licensed and nonlicensed direct care staff
members on all shifts.

§483.20(b)(2) When required. Subject to the
timeframes prescribed in §413.343(b) of this
chapter, a facility must conduct a comprehensive
assessment of a resident in accordance with the
timeframes specified in paragraphs (b)(2)(i)
through (iii) of this section. The timeframes
prescribed in §413.343(b) of this chapter do not
apply to CAHs.

(i) Within 14 calendar days after admission,
excluding readmissions in which there is no
significant change in the resident's physical or
mental condition. (For purposes of this section,
"readmission" means a return to the facility
following a temporary absence for hospitalization
or therapeutic leave.)

(iii)Not less than once every 12 months.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interviews the
facility failed to complete a required discharge
Minimum Data Set (MDS) assessment for 1 of 33
residents reviewed (Resident #21). The facility
reported a census of 30 residents.

Findings include:

The Face Sheet for Resident #21 documented an
admission date of 10/18/19 and diagnosis of
chronic obstructive pulmonary disease (COPD)

with acute exacerbation dated 1/10/20.

The Progress Notes dated 1/6/20 documented
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the resident transferred to the hospital by
ambulance and admitted to the hospital for
exacerbation of COPD.

The Progress Notes dated 1/10/20 documented
the facility received an order for the resident to
admit to the facility for skilled care for therapy.

The MDS dated 1/17/20 documented the resident
entered the facility on 1/10/20 for an admission
from the hospital.

The MDS list lacked documentation the facility
completed a discharge or admission MDS after
the hospitalization 1/6/20 to 1/10/20.

On 02/20/20 at 9:47 AM the Director of Nursing
and she stated she expects a discharge MDS to
be done on any discharge from the facility.

Care Plan Timing and Revision

CFR(s): 483.21(b)(2)(i)-(ii)

§483.21(b) Comprehensive Care Plans
§483.21(b)(2) A comprehensive care plan must
be-

(i) Developed within 7 days after completion of
the comprehensive assessment.

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

(A) The attending physician.

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

(C) A nurse aide with responsibility for the
resident.

(D) A member of food and nutrition services staff.
(E) To the extent practicable, the participation of
the resident and the resident's representative(s).
An explanation must be included in a resident's

F 636

F 657
F 657

I added to his care plan.

medication of Ativan not
Xanax.

1

Resident # 21 changes were

2. Resident # 26 pressure
relieving mattress was
added to her care plan.

3. Resident # 18 care plan was

revised to reflect the correct
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medical record if the participation of the resident
and their resident representative is determined
not practicable for the development of the
resident's care plan.

(F) Other appropriate staff or professionals in
disciplines as determined by the resident's needs
or as requested by the resident.

(ii)Reviewed and revised by the interdisciplinary
team after each assessment, including both the
comprehensive and quarterly review
assessments.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interviews the
facility failed to review and revise the care plan for
3 of 13 residents reviewed (Resident #21,
Resident #26, Resident #18). The facility reported
a census of 30 residents.

Findings include:

1. The Face Sheet for Resident #21 documented
he admitted to the facility on 10/18/19 and on
1/10/20 had a diagnosis of chronic obstructive
pulmonary disease (COPD) with acute
exacerbation.

The Progress Notes dated 1/6/20 documented
the resident transferred to the hospital via
ambulance for admission to treat an exacerbation
of COPD.

The Progress Notes dated 1/10/20 documented
the facility received an order to admit the resident
to the facility for skilled care therapy.

Hospital Discharge Instructions regarding the
resident to the facility, dated 1/10/20 documented
several changes in medications, treatments,

The care plan coordinator will
give a list of revised care plans
to the Director of Nursing to go
back and double check for care
plan accuracy.

The MDS coordinator was
educated on 03/23/2020 that all
hospitalization returns must be
reviewed for changes that need
to be added to the care plan.
Also, any new interventions
implemented are to be added to
the care plan at the time
implementation.

The QA committee will review
chart/care plan audits for
admissions and readmissions
quarterly for one year and
randomly thereafter.

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: 7FCI11

Facility ID: 1A0435

If continuation sheet Page 21 of 50




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 03/30/2020

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
165371 B Wil 02/27/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
146 N 5TH ST
MANILLA MANOR
MANILLA, IA 51454
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
|
F 657 | Continued From page 21 F 657

services and level of care.

A Care Plan dated 11/04/19 for Resident #21
lacked any revisions or updates following the
1/6/20 to 1/10/20 hospitalization.

On 02/20/20 at 9:47 AM the Director of Nursing
(DON) stated she expected staff to revise the
care plan with any significant changes in orders,
treatments or care.

2. Resident # 26's Progress Notes dated 1/8/20
documented the resident had an open area by
her coccyx that measured 1.5 centimeters (cm)
by 0.8 cm.

The Weekly Pressure Ulcer Record dated 1/8/20
documented the treatment and preventative
measures in place included Duoderm dressing for
the wound, high protein supplement three times
a day and turn every two hours.

The annual Minimum Data Set (MDS) dated
1/28/20 documented the resident with an
unhealed stage 2 pressure area not present upon
admission. The activities of daily living (ADL)
section coded the resident as totally dependent
on 2 staff for bed mobility and transfers with
diagnoses that included: arthritis, Alzheimer's
disease, dementia.

On 2/18/20 the DON identified the resident's
pressure ulcer as healed and stated staff
performed treatments only as a preventative. She
stated the interventions in place included a
pressure relief mattress on her bed, a Roho
cushion in her wheelchair, a house supplement
and staff turns the resident every 2 hours when
in bed.
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Observation of wound care on 2/19/20 at 10:45
AM with Staff A revealed an open Stage Il
pressure ulcer to resident's coccyx that measured
at 0.3 cm with shallow depth of 0.1 cm.

The skin integrity care plan with revision date
2/3/20 did not include any interventions to prevent
pressure related skin breakdown.

On 2/20/20 at 10:26 AM the DON stated

expected Resident #26's care plan to include all
interventions that are in place to prevent and treat |
pressure ulcers,

3. An admission MDS with a reference date of
1/16/20 revealed Resident #18 with a brief
interview for mental status (BIMS) score of 10
indicating moderately impaired cognition. The
MDS indicated the resident received an
antianxiety medication for 6 days during the 7 day
review period. The MDS listed anxiety as a
diagnosis.

Review of Resident #18's care plan with a
revision date of 1/21/19 directed staff to
administer Xanax (antianxiety) 0.5 milligrams
(mg) at bedtime as needed (PRN) for insomnia.

Review of Resident #18's diagnoses tab in his
Electronic Health Record (EHR) revealed the
following diagnoses: anxiety and depression both
with start dates of 1/9/20

Review of Resident #18's signed admission
orders dated 1/9/20 and his February 2020
Medication Administration Record (MAR)
contained an order for Ativan 0.5 mg PRN for
anxiety every 24 hours, with a start date of 1/9/20.
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Review of Resident #18's Medication
Management Consult with a Monthly Review Date
of 1/13/20 revealed an order for Ativan 0.5 mg 1
tablet every 24 hours PRN for anxiety.

During a staff interview on 2/20/20 at 8:25 AM the
Assistant Director of Nursing (ADON) stated
Resident #18 has the PRN order because his
roommate snores at night, so he takes it to help
him sleep.

During a staff interview on 02/20/20 at 11:56 AM
the ADON stated she entered the medication
wrong on the care plan. She stated since she
knows he takes the Ativan for insomnia, she put
that in his care plan as taking it for insomnia
because of his snoring roommate. She stated she
did not copy it over from the order.
Cardio-Pulmonary Resuscitation (CPR)

CFR(s): 483.24(a)(3)

§483.24(a)(3) Personnel provide basic life
support, including CPR, to a resident requiring
such emergency care prior to the arrival of
emergency medical personnel and subject to
related physician orders and the resident's
advance directives.

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, staff interview,
facility record review, and facility policy review,
the facility failed to initiate CPR (cardiopulmonary
resuscitation) or emergency measures, for a
resident who expressed a desire for Full Code
status, when staff witnessed a resident alert who
then subsequently went limp ceasing respirations
and heart beat on 12/24/19 (Resident #30); for 1

F 657

F 678

Past noncompliance: no plan of
correction required.
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of 6 residents identified as wanting CPR at the
time of survey. This failure posed an immediate
jeopardy situation to the residents which the
facility abated on 12/26/19 when the facility
re-educated all nursing staff. The facility reported
a census of 30 residents.

Findings include:

The quarterly Minimum Data Set (MDS)
assessment dated 11/5/19 for Resident #30
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
limited physical assistance of 1 person for
transfers, walking in his room, and he utilized a
walker and wheelchair for mobility devices. The
MDS documented diagnoses that included: atrial
fibrillation (irregular heart rhythm), hypertension
(high blood pressure), pneumonia, hyperlipidemia
(high blood cholesterol levels), Parkinson's
disease, chronic obstructive pulmonary disease
(COPD), cerebrovascular disease, and
hypoxemia (low blood oxygen levels). The MDS
recorded the resident did NOT have a condition
or chronic disease that may result in a life
expectancy of less than 6 months, he received
oxygen therapy, and he was NOT on hospice
level of care. The MDS documented a weight of
174 pounds.

The Closet Care Plan dated 11/6/19 contained a
section to record DNR (Do Not Resuscitate) or
Full Code status; the section left blank with no
indicators either way.

The Admission Record (also known as the face
sheet) printed 11/18/19 at 1:20 p.m. documented
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CPR under Advance Directives (indicating the
resident wanted CPR in the event his heart
stopped and breathing ceased).

Care Plan:

The Care Plan Conference Summary dated
11/26/19 documented Code Status discussed
with no changes made. The summary recorded
the resident remained cognitively intact oriented
to person, place, and time. The summary
recorded the resident present but too weak to
sign the form.

The care plan focus areas revised 8/20/19
identified an ADL (Activities of Daily Living)
self-care performance deficit and limited physical
mobility. The care plan instructed staff to provide
assistance with dressing, transfers, ambulation,
and locomotion. The care plan recorded the
resident as able to transfer with SBA (stand by
assistance) to limited assistance with wheeled
walker.

The care plan focus area revised 8/26/19
identified altered cardiovascular status related to
atrial fibrillation. The care plan directed staff to
monitor/document/report PRN (as needed) any
signs/symptoms of CAD (coronary artery
disease).

The care plan focus area revised 11/27/19
identified the use of oxygen therapy related to
COPD and increase in SOB (shortness of
breath), wheezes, and decreased endurance.
The care plan directed staff to monitor for
signs/symptoms of respiratory distress and report
to MD (doctor) PRN.
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The Progress Notes documented the following:

a. On 11/26/19 at 11:20 a.m. the ADON (Assistant
Director of Nursing) met with the resident and the
resident's son for a care plan conference. The
entry recorded code status discussed with the
resident and the resident did not want to change;
he wanted to remain FULL CODE status.

b. On 11/28/19 at 2:11 p.m. the resident
experienced an episode of being verbally
unresponsive with family and staff but responded
after a sternal rub completed. The nurse
documented the resident cognitively intact and
able to make his own decisions and refused to go
to the hospital to get checked out. The nurse
explained that full code meant if the resident
found (unresponsive) it would mean being pulled
off the bed, CPR would be started, and they
would pound on his chest until the rescue squad
got there then they would do the same thing all
the way to the hospital in the ambulance; the
resident still refused to go as he would not get to
see his own doctor. The nurse recorded the
resident’s sons even tried talking to him and he
wouldn't listen to them.

c. On 11/29/19 at 8:22 a.m. discussion held with
the resident asking him to go the the ER
(Emergency Room) to get assessed. At 11.09
a.m. the notes recorded the resident admitted to
the hospital for pneumonia.

d. On 12/4/19 at 2:00 p.m. the resident returned
from the hospital.

e. On 12/20/19 at 3:22 p.m. the ARNP (Advanced
Registered Nurse Practitioner) saw the resident
on rounds and no new orders received.

The Order Summary Report dated 12/20/19 at
2:31 p.m., signed by the ARNP on 12/20/19, \
contained an active order for CPR that originated
on 8/9/19.
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The ARNP examination notes from 12/20/19
documented a current weight of 164 pounds.

The Progress Notes dated 12/24/19 at 3:00 a.m.
documented a visual check completed by Staff B,
Licensed Practical Nurse (LPN), and the resident
rested quietly with no signs/symptoms of
respiratory distress.

At 4:30 a.m. Staff B documented the resident up
to the bathroom with assistance of 2 staff and
wheeled walker; the resident did desat (decrease
in blood oxygen level reading) to 80% with 02
(oxygen) in place. Staff B wrote she educated
the resident to breath through the nose, out
through the mouth, and to remain calm.

At 4:40 a.m. Staff B documented the resident
remained in the bathroom, O2 sat greater than
88%, and the resident stated he wasn't finished
on the toilet.

At 4:50 a.m. Staff B documented the resident
continued to state he was not finished: no
signs/symptoms of distress.

At 4:55 a.m. Staff B documented the following:
Call light on and (the resident) stated he finished.
Assistance of 2 (persons) to ambulate to the bed
with gait belt and wheeled walker. The resident
ambulated approximately 5 feet and then stated
he did not feel good. Staff placed the resident in
the wheelchair and took him another 5 feet when
the resident went limp with no pulse palpable.
Staff documented they could not attempt CPR
due to the resident's position and the staff
present. Staff could not move the resident from
wheelchair to bed until they received further
assistance from a staff member in other
department and then 4 staff assisted the resident
to bed. At 5:10 a.m. the resident did not have a
pulse or respirations. At 5:15 a.m. staff placed a
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call to the hospital and spoke with the ARNP.
Staff updated the ARNP and received orders to
release the body to the funeral home with
diagnosis that caused death as: end stage
COPD. At 5:20 a.m. staff attempted to reach the
family and left messages left for sons. At 5:25
a.m. a son called back stating they would come to
the nursing home. At 5:29 a.m. staff notified the
funeral home. At 5:35 a.m. the other son called
back and staff updated him. At 6:35 a.m. the
funeral home attendant arrived at the facility.

The death record dated 12/24/19 at 5:10 a.m.
documented the cause of death as end stage
COPD.

The undated, typed summary of the facilities
investigation conducted by the Administrator
included the following:

Regarding incident of charge nurse Staff B's
failure to perform CPR on Resident #30 on
12/24/19.

Staff B educated 12/24/19 by the Director of
Nursing (DON) that the facility CPR policy did not
give the charge nurse discretion to not perform
CPR on a resident wishing for CPR. Staff B
stated she understood this.

Staff B served with a discipline regarding her
negligence of duty by failure to perform CPR on a
resident desiring to be a full code on 12/31/19.

The Discipline Record System for Employees
Second Written Warning dated 12/24/19 for Staff
B recorded:

Failure to perform CPR on a Full Code resident
due to Staff B's claims of incorrect resident
position and staffing. Gross negligence of duty,
failure to perform to standards, and in future will
result in termination. Repeated failure to respond

F 678
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to supervisors attempted contacts.

Staff Interviews

On 2/18/20 at 1:18 p.m. Staff B, LPN, confirmed
she worked 12/23/20 to 12/24/20 on the 10:00
p.m. to 6:00 a.m. shift and recalled working when
Resident #30 expired. Staff B stated Staff F,
Certified Nurse Aide (CNA), and Staff E, CNA,
took Resident #30 to the bathroom then headed
back to bed. Staff B stated they walked Resident
#30 and placed him in the wheelchair as he went
unresponsive. Staff B stated Resident #30
expired at that time. When asked if the time in
the progress note of 4:55 a.m. reflected
accurately when the resident went limp, Staff B
responded she thought so- she at least knew it
was after 4:00 a.m. Staff B reported Resident
#30 as not responding when she entered the
room. He went limp while the nurse aides tried to
get the wheelchair under him and he was not
breathing at that time. Staff B stated she could
not palpate a pulse. Staff B said Staff F and Staff
E got the resident about 3 foot from the
bathroom to the wheelchair. Staff B commented
they tried to get him back into bed but couldn't
move him. Staff B voiced she knew they couldn't
get the resident out of the wheelchair into the bed
because she (Staff B) was too old and 1 of the
aides pretty small. Staff B stated all she could
think to do was get the person in laundry to come
and help get the resident out of the wheelchair to
the bed. Staff B identified the resident as so
flaccid (a part of the body hanging loosely or
limply) they could not get a hold of him. At that
time Staff B stated she did not attempt CPR.
Staff B said she then went and called the doctor
because as far as she could tell Resident #30
expired. Staff B reported Staff D, Environmental
Supervisor, helped get Resident #30 onto the bed
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where Staff B reassessed and still no heart rate,
no respirations, nothing there. Staff B responded
she did not attempt CPR on the bed. Staff B
stated she physically froze up and couldn't think.
Staff B stated she didn't think she knew at the
time Resident #30's status as a full code but
thought she knew it when the doctor said on the
phone that the doctor tried to get Resident #30
changed to a DNR status several times in the
past. Staff B said she told the doctor and the
DON that she did not do CPR. Staff B responded
it took at least 10 minutes or more to get the
resident from the wheelchair where he went limp
to the bed. Staff B again stated they could not get
any kind of hold on the resident as he was so
limp, so the smaller aide (Staff E) went to get the
laundry person who started work at 5:00 a.m.
Staff B stated staff knew the code status of a
resident at the time of the interview by notation on
the closet care plan, implemented after the
incident. Staff B stated prior to the incident, a
little green dot sticker on the spine of the chart
indicated CPR/Full Code status. Staff B voiced
there was a spot on the face sheet and on the
electronic chart as well. After reviewing the
progress note dated 12/24/19 at 4:55 a.m. word
for word with Staff B, Staff B responded yes, 4:55
a.m. would have been the time Resident #30
went limp, 5:10 a.m. would indicate the time it
took to get the resident into the bed as they
physically could not get him transferred. Staff B
again confirmed CPR not attempted by anyone.
Staff B confirmed the 4 staff members assisting
the resident to the bed were: Staff F, Staff E, Staff
D, and herself. Staff B confirmed once Resident
#30 was in the bed at 5:10 a.m., she re-assessed
and again found no pulse, no respirations, then
left the room to call the doctor. They reached the
doctor by calling the hospital who transferred to
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the primary doctor covering the facility at the time
of the call. Staff B confirmed again no CPR
attempted once resident in the bed or after call to
the doctor. Staff B confirmed the details of the
rest of the progress note as accurate. Staff B
responded there was enough staff, Resident #30
was in the wheelchair, and she didn't think to put
him on the floor. Staff B responded she didn't
know the reason why she couldn't put the
resident on the floor, she just couldn't put him on
the floor. Staff B stated it was during that time 8
years prior that her mom passed away. StaffB
denied trying to do CPR in the wheelchair and
stated the resident leaned to the right in the
wheelchair. Staff B denied anyone else
attempting to do CPR stating the aides were not
certified at night to do CPR-only Staff B was.

In a follow-up interview on 2/18/20 at 5:10 p.m.,
Staff B reviewed the interview from 2/18/20 at
1:18 p.m. and Staff B confirmed the information
she said. Staff B responded she did not know at
the time Resident #30 collapsed he was CPR
status. Staff B stated if she would have ran up to
look at the chart, then she would have known.
Staff B said by the time she heard the doctor say
that he was CPR his pupils were fixed. Staff B
responded she knew she thought in her head she
couldn't do the CPR while Resident #30 was in
the wheelchair as she couldn't get her arms
around his chest because he was falling out.
Staff B commented, looking back, probably she
would have just laid him out on the floor as he
was already on his way. When asked if she sent
another staff member to check the chart, Staff B
responded that would have been the smart thing
to do but at that moment, she did not think of it.
When asked if she sent anyone to call 911, Staff
B responded, no that didn't pop into her head.
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The only thing that popped into her head was her
mother and having to tell the resident's family he
passed away on Christmas Eve. Staff B
responded she did not think his body was warm.
When asked to clarify if the body just went limp,
how was it not warm, Staff B stated, it wasn't to
her when checking his pulse. Staff B clarified as
she got to the resident's room, he was going
down. Staff B described the resident's color as
dark at that time, flaccid, with no signs of rigor
mortis. Staff B responded her understanding for
the facility policy on CPR, if they see the resident
go then they do CPR but if they see someone
cold with no pulse no respirations, and think
some stiffness too, not positive, don't do CPR.
Staff B responded at the time of the interview,
she definitely believed she should have done
CPR; Staff B commented Resident #30 was
code, he wanted a code, the doctor didn't, the
family didn't, but the decision was not up to them.
After Staff B acknowledged she knew the family
didn't want the resident to have CPR, she clarified
she knew that approximately a week before the
resident passed as he had been in the hospital
and the other nurses told her. Staff B confirmed
it was talked about that the family didn't want him
to have CPR but the resident did want it. Staff B
commented she knew in the back of her head all
along Resident #30 was a full code resuscitation.
She stated had no other excuse and it was
obvious she would have done it differently if she
would have thought and if she got the chance she
would. Staff B responded she did remember the
ARNP calling back after she had first talked to
her. Staff B clarified the ARNP wanted to know if
Staff B called an ambulance and Staff B said, no
he was already gone.

On 2/18/20 at 10:11 a.m. Staff F, CNA, recalled
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working the night Resident #30 passed away.
Staff F reported Resident #30 activated his call
light and wanted to go to the bathroom. Staff F
identified Resident #30 as pretty weak. She
offered the resident the walker and assisted him
to stand. She did not know if he needed to have a
bowel movement but she put the gait belt on him
and got him onto the toilet. Staff F said the
resident seemed weaker since he got back from
the hospital. Staff F said the resident liked to sit a
while and he "was with it" cognitively so she did
not have to sit with him. Staff F stated she and
Staff E hung around the room and told him to pull
light when done. When the resident finished, they
went in, put the gait belt on him , assisted him to
stand, walked him back to the bed, when
suddenly the resident looked over and "there was
nothing". Staff F stated she hollered at Staff E to
get the wheeichair as the resident was almost
ready to go down. Staff F reported they made it
out of the bathroom about foot to foot and half
when the resident had no response. Staff F said
she hollered for the resident to stand up and
that's when she hollered at Staff E to get the
wheelchair as Staff F couldn't hold him up. Staff
F said Staff E hurried to get the wheelchair and
the resident sat down not responding
what-so-ever. Staff F told Staff E to run get Staff
B, LPN, who was already down the hall and came
back to check for pulse and heart rate. Staff F
said the resident looked like he might have died
right there when she saw him look at her and
“"there was nothing". Staff F stated she couldn't
say for sure as she was not the nurse but the
resident definitely appeared dead when he got
into the wheelchair. Staff F stated the resident
had a weird look and she had never seen it
happen that quickly. It was tough to talk about
and she remembered it well. Staff F reported it
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was the middle of night, overnight shift, although
she couldn't remember the exact time. Staff F
reported Staff B had to check for sure and the
resident did not hold up his head. Staff F stated
no one initiated CPR. When asked to clarify the
time of the event, Staff F again said the middle of
the shift, guessing something after 1:00 a.m. but
she didn't know for a fact. When asked if the
time was 4:55 a.m. as Staff B charted, Staff F
responded it was possible and if Staff B charted
that, it probably did happen at that time. Staff F
responded after getting the resident into the
wheelchair, they stayed with him for a time. Staff
F said they were going to get him in the bed, but
Staff B is old and Staff E is not very strong. Staff
F stated they tried to think of how to get him into
bed. Staff F stated it was not too long after when
Staff D, Environmental Supervisor, got there and
the 4 of them got the resident back into bed.
Staff F said she didn't know if they could have
lifted him before that as they tried a couple times
but with dead weight, they couldn't get over there.
Staff F reported Staff D grabbed the resident's
feet, and they got him over to the bed. When
asked how much time passed from when the
resident went limp to getting into the bed, Staff F
responded the time resident went limp he went to
dead weight, then short time to the wheelchair,
then from wheelchair to the bed, she thought
maybe 20 minutes, something like that. Staff F
responded she did not see anyone do CPR in the
bed or attempts to get the resident to the floor for
CPR. Staff F commented she used to have a
CPR certification but it expired. When asked if
Staff B made any comments about CPR, Staff F
responded she thought Staff B said something
like, maybe she should sit him down and do CPR
but not sure; something like supposed to do CPR
but said the resident already passed, she did not
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know the exact phrase.  Staff F responded she
did not think anyone called 911 as 911
responders never came. Staff F commented she
was not positive on everything Staff B did as a
nurse but Staff B said something about calling the
family and it was tough to tell them as it was the
holiday. Staff F stated they got the resident
cleaned up and made him presentable as is done
when someocne dies. Staff F stated she ended
her shift at 6:00 a.m. and the resident was still
there so she did not know when funeral home
came,

On 2/19/20 at 6:18 p.m. Staff E, CNA, responded
she was familiar with Resident #30 and confirmed
she worked the day he passed. Staff E reported
she had the resident in the bathroom and he was
okay at that time. Staff E said as they put the
resident in the wheelchair, all of a sudden he
passed away in the wheelchair. Staff E clarified
the approximate time towards the end of shift,
probably 4:00 a.m., then said no actually later
than that as laundry lady was there so actually
5:30 a.m. Staff E's shift runs until 6:00 a.m. Staff
E confirmed the date 12/24/19 and the event took
place in Resident #30's room. Staff E reported
Staff F, CNA, was in the room with her as well.
Staff E stated Resident #30 activated his call light
to go to bathroom then put call light on when he
was done which was normal for him up to that
point. Staff E stated when they entered bathroom
Resident #30 appeared fine and talked to them.
He said he needed a second, so they gave him a
second before placing him in the wheelchair.
Staff E reported they were almost to the bed, out
the bathroom door, when he went limp. Staff E
stated the resident was in his wheelchair, they
were not ambulating him. When asked why Staff
F might think they ambulated the resident, Staff E
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responded she swore they took him out of the
bathroom in his wheeichair as he really didn't like
to walk. Staff E reiterated the resident sat in his
wheelchair almost to the bed when he went limp.
Staff E said then she got Staff B as he didn't
answer them and hunched over in his wheelchair.
Staff E stated she went down the hall while Staff
F stayed in the room and thought she found Staff
B at the nurses station. Staff E commented she
had a very bad short term memory, she had not
been an aide a long time and not used to death,
and so it was a shock. Staff E stated they tried to
get the resident to come around and talk to them
and Staff B tried to listen for a heart beat while
the resident sat in the wheelchair but Staff B
didn't get a pulse. Staff E stated they then put the
resident in his bed so people could come get him
and he would not fall out of the wheelchair. Staff
E reported she, Staff F, and Staff D,
Environmental Supervisor, got the resident into
bed. Staff E commented she was 5 foot 2 inches
tall and weighed 120 pounds and no way she
could help Staff F and Staff B lift Resident #30
into bed. Staff E stated no one initiated CPR.
Staff E stated Staff B sent her for a stethoscope
so Staff B could see if there was or wasn't a
heartbeat. Staff E stated all 3 of them listened for
a heartbeat just in case there was a heartbeat:
Staff B couldn't hear and Staff B wanted to make
sure there wasn't one. Staff E responded she
thought Staff B was hard of hearing. Staff E
responded she thought Staff B contacted 911
after that as Staff B made a couple of phone calls
but Staff E had to finish her rounds and get
everyone changed so she did not know for sure.
Staff E clarified she witnessed Resident #30 go
limp and it only took approximately 10 seconds if
that for Staff B to arrive to the room. Staff E
clarified it took maybe 5 to 10 minutes to get the
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resident from the wheelchair to the bed as Staff E
had to go get Staff D. Staff E denied there being
any discussion about trying to get the resident
onto the floor at any point. When asked if there
had been any discussion about attempting CPR
or why not, Staff E responded because the
resident had no pulse or heartbeat. When asked
if Staff B said that, Staff E stated, no as they were
both tiny if they put the resident on the floor they
wouldn't be able to get him up and wanted to get
him out of the wheelchair and to the bed before
he fell out of the chair. Staff E responded she
wasn't sure if Staff B attempted CPR once the
resident transferred into the bed as Staff E went
to do rounds as it was 5:30 a.m. and Staff E
needed to clock out by 6:07 a.m.

On 2/19/19 at 10:03 a.m. Staff D, Environmental
Supervisor, recalled the morning Resident #30
passed away. Staff D reported she was doing
laundry when Staff E, CNA, asked if she could
help put the resident into bed. Staff D recalled
the time to be shortly after she got to the facility
around 5:00 a.m.; right after she punched in or
few minutes after that when Staff E asked for
help as they needed muscle. Staff D recalled
when she got to the room the resident passed
away. Staff D clarified Staff B, LPN, said the
resident passed away. Staff D stated when she
walked in the room she observed the resident not
breathing and slumped over in the wheelchair.
Staff D helped provide assistance of 4 persons to
get the resident into the bed. Staff D reported
she stood there for a little while then she left the
room. Staff D responded she did not see anyone
perform CPR and Staff E did not get her until the
resident already passed away. Staff D reported
she was told the resident had to go to the
bathroom and then event happened after that.
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Staff D was unsure exactly who else had been in
the room that morning.

On 2/19/20 at 11:00 a.m. the surveyor questioned
the ARNP if she would have expected CPR to
performed on Resident #30. The ARNP
responded it was hard to say. The ARNP
commented she was not made aware of the
circumstances around Resident #30's death
when Staff B first called her, Staff B just called
and said Resident #30 was definitely gone. The
ARNP stated she just examined Resident #30 a
few days prior and identified the resident with
serious health issues. The ARNP stated she had
a conversation with Resident #30 regarding his
code status. The ARNP reported she educated
the resident that CPR could actually worsen his
health and may not even be successful given his
serious health status; but Resident #30 continued
to say he didn't care, he wanted CPR if he coded.
The ARNP stated she had in fact called Staff B
back that morning to inquire if any CPR had been
performed and was told no as the resident
definitely gone when Staff B assessed him.

On 2/19/20 at 11:20 a.m. the Director of Nursing,
(DON), recalled the circumstances surrounding
Resident #30 expiring. The DON reported Staff
B, LPN, called that morning and said he passed
away. The DON stated informed Staff B that
Resident #30 requested a full code CPR status.
The DON asked Staff B if she performed CPR, . |
and Staff B said no Resident #30 was in the
wheelchair. The DON then informed Staff B she
should take the resident out of the chair and put
him on the floor and do CPR. The DON reported
Staff B said she called the ARNP and the son
who said it was okay. The DON commented she
did not have any words for the statement. The
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DON stated she would expect Staff B to initiate
CPR. When asked if she talked anymore to Staff
B, the DON responded she left several messages
and emails then finally caught Staff B at 6:00 a.m.
one morning and brought her into the
Administrator's office to chat. She did not recall
what day. The DON reported Staff B got quiet
and then said she knew she really screwed up.
The DON responded Staff B did go over the
circumstances, they read the progress notes and
Staff B said she was the only nurse. The DON
stated other staff could have called 911 to which
Staff B said, "yeah". The DON confirmed no one
called 511. The DON commented when she
came to work and read Staff B's charting she
wasn't happy and all the DON could say was Staff
B knew she screwed up. The DON responded
she spoke with the ARNP about the resident.

The DON identified the ARNP at the facility the
day before and tried to talk Resident #30 into
changing his code status to DNR but the ARNP
“talked till blue in the face and Resident #30 still
wanted CPR". The DON reported the resident's
family also wanted a DNR code status but
couldn't get the resident to change his mind. The
DON responded staff knew to do CPR from a
sticker placed on the closet care plans which was
a new intervention after the event; otherwise staff
placed a green dot on the outside of the hard
chart to identify residents who wanted CPR.
When asked if Staff B ever indicated she thought
Resident #30 was a DNR, the DON responded
when Staff B first called she told Staff B she knew
he was a CPR and Staff B agreed. The DON
stated she asked Staff B why she did not put the
resident on the floor and perform CPR as she
would have expected Staff B to. The DON
responded she was unsure if the facility policy
stated anything about staff determining when to
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MANILLA, IA 51454
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perform CPR. When asked if the DON ever
observed anything to indicate Staff B couldn't
perform the job duties, the DON responded no
the facility expected Staff B to perform the same
job duties as other nurses. The DON described
Staff B as more of a turtle not a rabbit, good with
the residents, good on the graveyard shift, she
didn't think Staff B could do another shift as Staff
B seemed stuck in her ways. The DON stated
she thought of Staff B as capable nurse who had
never played the age card with her. The DON
responded she thought Staff B told them in the
meeting she just went blank and froze up and she
screwed up.

Additional Staff Interviews

On 2/19/20 at 12:52 p.m. Staff C, LPN, stated if
she walked into a room where staff reported a
resident limp and already passed away, she
would get the resident onto the floor and start
CPR while she sent a CNA to call 911. Staff C
stated she would continue CPR until the
ambulance arrived. Staff C responded she would
check code status on the outside of the hard
chart where a green circle or green sticker is
placed to identify if a resident is a full code. Staff
C commented that the facility had so few
residents with full code status she really already
knew who required initiation of CPR.

On 2/19/20 at 12:55 p.m. Staff A, LPN, stated if
she walked into a room where staff reported a
resident limp and already passed away, she
would check the resident's code status, which
most times she already knew, but listed on the
closet care plan on the closet docr and the dot on
the outside of the hard chart. Staff A stated if a
resident DNR code status then she would get the
resident up on the bed and comfortable. Staff A

FORM CMS-2567(02-89) Previous Versions Obsolete

Event ID: 7FCI11

Facility ID: 1AD435

If continuation sheet Page 41 of 50




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 03/30/2020

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: & BUILHING COMPLETED
165371 H- WG 02/27/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
146 N 5TH ST
MANILLA MANOR
MANILLA, IA 51454
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE g e
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
I
F 678 | Continued From page 41 F 678

said if a resident Full Code status then she would
tell staff to call 911 and she would initiate CPR.
When asked what she would do if staff said the
resident already died, Staff A responded she
would do CPR anyway uniess rigor mortis set in
with signs the resident cold and stiff. Staff A
responded prior to the facility initiating closet care
plans, she checked the sticker on the spine of the
chart. Staff A commented she usually made a
habit of checking the spines of the chart at the
beginning of every shift.

On 2/19/20 at 12:57 p.m. the Assistant Director of
Nursing (ADON) responded if she walked into a
room where staff reported a resident limp and
already passed away, she would check the closet
care plan for code status. The ADON stated if
the closet care plan not up to date she would look
on the outside of the hard chart for green full
code sticker. The ADON commented if she were
in doubt, she would do CPR. When asked what
she would do if staff said the resident already
died, the ADON responded she wouldn't care,
she would continue to ask someone to call 911
and she would initiate CPR. The ADON
responded prior to the facility putting code status
on the closet care plan, the system was a sticker
on the outside of the hard chart.

On 2/19/20 at 4:05 p.m., Staff J, Registered
Nurse (RN), responded to the scenario if he
walked into a room where staff reported a
resident limp and already passed away, what he
would do. Staff J commented he only worked at
the facility for a week. Staff J stated he would
verify code status by the sticker on the outside of
the hard chart but he could also look in 2 other
places that included in the chart under Advanced
Directives and on the closet care plan. Staff J
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stated if he verified the resident needed CPR , he
would then follow the normal steps for CPR which
is start CPR, call 911, report symptoms to 911 of
rigor mortis or different color setting in, and could
only stop CPR if 911 response team confirmed he
could. When asked what he would do if staff said
the resident already died, Staff J responded he
was not allowed to take their word for that and still
needed to initiate CPR.

On 2/19/20 at 11:58 a.m. the ADON provided a
Chart Audit dated 1st Quarter Year 2020. The
ADON confirmed the list reflected 5 current
residents listed as full code status: CPR.

Facility Policy Review

The facility policy effective 2/2/17 titled
Resuscitation Policy included the following
documentation:

Purpose -

Determine the circumstances when
cardiopulmonary resuscitation must be initiated,
pursuant to federal law requirement to carry out a
resident's advanced directives.

Definitions -

Cardiopulmonary Resuscitation (CPR) refers to a
range of procedures used to attempt to restore
heartbeat and breathing following a
cardiopulmonary arrest. Basic CPR refers to a
means of opening and maintaining an airway,
providing ventilation through rescue breathing
and providing artificial circulation through the use
of external cardiac compression.
Cardiopulmonary arrest is a physiologic state
wherein the resident actually has no palpable
pulse and no spontaneous respirations.
Respiratory arrest is a physiologic state wherein
the resident has absence of adequate respiratory
effort without loss of pulse.
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Dependent lividity means clear demarcation of
pooled blood within the body, seen in a
dependent part of the body, occurring as a sign of
irreversible death.

Rigor mortis means that major joints such as the
jaw, shoulders, elbows, hips, or knees are
immovable; this is a sign of irreversible death.

Do Not Resuscitate (DNR) Order is a written
order issued by the resident's treating physician
which directs that, in the event of cardiac or
respiratory arrest, no CPR measures will be
initiated.

Palicy -

Point 1. Upon determination that a resident is in
cardiopulmonary or respiratory arrest (note the
time), CPR will be immediately initiated by
nursing staff and 911 called for advanced cardiac
life support unless one of the exceptions applies:
a. when the resident or surrogate has indicated
that resuscitation is not desired and the attending
physician has issued a written do not resuscitate
(DNR) order that is maintained in the facility's
clinical record; or

b. when there is the presence of obvious clinical
signs of irreversible death (defined as rigor mortis
or dependent lividity); or

c. no physiologic benefit can be expected
because the vital functions have deteriorated
despite maximal therapy for such conditions such
as progressive septic shock or cardiogenic shock;
or

d. when attempts to perform CPR would place the
rescuer at risk of personal injury.

Point 2. Each resident's resuscitation status will
be maintained in the clinical record as follows:
Any and all residents opting to have CPR
performed in the event of cardiopulmonary arrest

or respiratory arrest will have their chart labeled
on the spine of the chart with a FULL CODE
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sticker. All others absent of a sticker will be
DNR.

Point 3. If CPR is required, it will be immediately
initiated by any staff member currently certified to
perform CPR, pursuant to current American Heart
Association guidelines.

Point 4. If CPR is initiated, it will be continued
until a physician directs staff to stop, the
paramedics arrive and take over the CPR, or staff
becomes too exhausted to continue.

Point 5. The facility will maintain readily available
and functioning emergency equipment which may
include:

a. barrier mask

b. bag valve mask (BVM)

c. suctioning equipment

d. backboard

e. flashlight

f. stethoscope

Point 6. If a nurse's assessment concludes that
the resident exhibits signs or irreversible death
leading to nursing judgement not to initiate CPR,
complete and contemporaneous documentation
of the nursing assessment shall be documented
in the clinical record.

Abatement;

Following the incident on 12/24/19 involving
Resident #30 not receiving CPR the facility
completed the following:

a. on 12/24/19 the facility reeducated Staff B on
the facility CPR policy.

b. all licensed nursing staff educated on the CPR
policy prior to their next shift scheduled to work
beginning on 12/24/19 and completed 12/26/19.
c. on 12/26/19 the facility implemented a sticker
process showing the residents choice of CPR or

DNR to be put on the residents' closet care plan. i
The MDS coordinator/ADON the one who visits 1
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with the residents at the time of their care plans
about their choice of CPR or DNR and would
update their care plans in the medical record
software as well as on the closet care plan to
ensure that those are up to date.

d. on 12/31/19 Staff B presented with a written
discipline.

e. all staff educated on the CPR policy at the
1/15/20 all staff in-service and reviewed again at
the 2/19/20 all staff in-service.

The deficient practice detailed above resulted in
an immediate jeopardy situation for the facility.
This abatement resulted in past noncompliance
for the facility.

Free from Unnec Psychotropic Meds/PRN Use
CFR(s): 483.45(c)(3)(e)(1)-(5)

§483.45(e) Psychotropic Drugs.

§483.45(c)(3) A psychotropic drug is any drug that
affects brain activities associated with mental
processes and behavior. These drugs include,
but are not limited to, drugs in the following
categories:

(i) Anti-psychotic;

(i) Anti-depressant;

(iii) Anti-anxiety; and

(iv) Hypnotic

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

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

4 ]

F 678

F 758

F 758

The charge nurses were
educated that no psychotropics
can be given prior to prescribed
time frame.

The DON/ADON will put an
automatic stop order on all
psychotropic medication orders
with instructions to have the

w The medication administration
will prompt the nurses to

physician review within 14 days.
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§483.45(e)(2) Residents who use psychotropic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue these
drugs;

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

§483.45(e)(4) PRN orders for psychotropic drugs
are limited to 14 days. Except as provided in
§483.45(e)(5), if the attending physician or
prescribing practitioner believes that it is
appropriate for the PRN order to be extended
beyond 14 days, he or she should document their
rationale in the resident's medical record and
indicate the duration for the PRN order.

§483.45(e)(5) PRN orders for anti-psychotic
drugs are limited to 14 days and cannct be
renewed unless the attending physician or
prescribing practitioner evaluates the resident for
the appropriateness of that medication.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interviews the
facility failed to ensure an as needed (PRN)
anxiety medication was reviewed within 14 days
of the start date for 2 of 2 (Resident #9 and
Resident #18) residents reviewed for the PRN
use of a psychotropic medication. The facility
failed to provide non-pharmacological
interventions prior to giving PRN medications for
2 of 2 (Resident #9 and Resident #18) residents
reviewed for the PRN use of a psychotropic

giving a psychotropic
medication.

The medication administration
records will be audited monthly
and the results will be reviewed
by the QA committee quarterly
for year and randomly
thereafter.
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medication. The facility also failed to following
physician's orders when giving a PRN medication
for 1 of 2 (Resident #18) residents reviewed.

1. An admission Minimum Data Set (MDS) with a
reference date of 1/16/20 revealed Resident #18
had a Brief Interview for Mental Status (BIMS)
score of 10 indicating moderately impaired
cognition. The MDS indicted he received an
antianxiety medication for 6 days during the 7 day
review period. The MDS listed anxiety as a
diagnosis.

Resident #18's care plan with a revision date of
1/21/19 revealed staff are instructed to administer
Xanax (antianxiety) 0.5 milligrams (mg) at
bedtime as PRN for insomnia.

Resident #18's signed admission orders dated
1/9/20 and his February 2020 Medication
Administration Record (MAR) revealed an order
for Ativan 0.5 mg PRN for anxiety every 24 hours,
with a start date of 1/9/20.

Resident #18's Electronic Health Record (EHR)
and clinical record revealed it lacked
documentation of his Ativan order being reviewed
14 days after the start date of 1/9/2020.

Resident #18's January 2020 and February 2020
Medication Administration Record (MAR)
revealed in January he received his PRN Ativan 9
times and 12 times in February.

Review of Resident #18's EHR and clinical record
revealed it lacked documentation of the use of
non-pharmacological interventions prior to
administration of the PRN Ativan.
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Review of Resident #18's January 2020 and
February 2020 MARs revealed he received his
Ativan 0.5 mg every 24 hours two times on 1/9/20
at 3:23 AM and at 10:57 PM, 4 1/2 hours early
and 2/12/20 at 1:13 AM and 11:35 PM, 2 hours
early.

2. According to the Quarterly MDS with a
reference date of 12/17/19 revealed Resident #9
had a BIMS score of 10 indicating moderately
impairment cognition. The MDS listed dementia
and anxiety as diagnoses for Resident #9.

Review of Resident #9's care plan with an
initiated date of 2/3/20 encouraged staff to
administer Xanax (antianxiety) 0.25 milligrams
(mg) 1/2-1 tab every 8 hours as needed (PRN).

Chart review revealed a physician communication
sheet, dated 1/31/20, with the following order:
Xanax 0.25 milligrams (mg) 1/2-1 tablet every 8
hours as needed (PRN).

Resident #9's Electronic Health Record (EHR)
and clinical record revealed it lacked
documentation of his Xanax order being reviewed
14 days after the start date of 1/31/2020.

Review of Resident #9's February Medication
Administration Record (MAR) revealed Resident
#9 received his PRN Xanax 2 times.

Review of Resident #9's EHR and clinical record
revealed it lacked documentation of the use of
non-pharmacological interventions prior to
administration of his PRN Xanax.

On 02/19/20 at 11:40 AM the surveyor asked
Staff A License Practical Nurse (LPN) where staff

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: & Bl COMPLETED
165371 B e 02/27/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
146 N 5TH ST
MANILLA MANOR
MANILLA, IA 51454
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ DEFICIENCY)
I
F 758 | Continued From page 48 F 758

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 7FCI11

Facility ID: 1A0435

If continuation sheet Page 49 of 50




DEPARTMENT OF HEALTH AND HUMAN SERVICES FRIITEL: 0502080

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
165371 B. WING 02/27/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
146 N5TH ST
MANILLA MANOR
MANILLA, IA 51454
(X4)1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
{ DEFICIENCY)
F 758 | Continued From page 49 F 758

charts the non-pharmacological interventions.
Staff A stated they chart the interventions in the ‘
nurse's notes or along the the side of the ‘
medications. She stated when she does
non-pharmacological interventions she usually
diverts the resident's attention, provides a snack,
keeps the resident busy, etc.

On 2/20/20 at 8:23 AM the Director of Nursing
(DON) stated nurses should attempt
non-pharmacological interventions such as back
rubs, give a snack, go to the restroom, etc before
giving a PRN medication. Staff should document
attempts in the progress notes. The DON stated
when inputting orders, it should prompt the
nurses to document nonpharmocological
interventions. The DON acknowledged Resident
#9 and Resident #18's orders did not specify to
document non-pharmacological interventions.
She stated she will go in now to make sure the
orders say this and put it on the communication
screen in their electronic documentation system.
The DON stated the PRNs can be given an hour
before or an hour after their scheduled time.
Once she looked at the administration times, she
stated the second doses were given before the
24 hour mark.

On 02/20/20 at 12:03 PM the DON stated the
pharmacy consultant has been sick so she has
not been here to do anything. The DON then
stated that's not an excuse they should be done.
The DON stated she would sent something in to
the doctors to get an extension on the PRN
antianxiety medications because the consultant
has been out sick this month.
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