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(ﬁ The following deficiancy relates to the
\/ investigation of mandatory #86925. {See the

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

Facllity reported incidents #87012 & #87133 ware
not substantiated, Complaint #85987 was
substantiated without a deficlancy as the facility
took immediate actlon.

F 610 | Investigate/Prevent/Correct Alleged Violation Fe&10
$8=F | CFR(8): 483.12(c)(2)~(4)

§483,12{c} In response {o allsgalions of abuse,
neglact, exploitation, or mistreatment, the facility
must:

§483.12(c){2) Hava evidencs that all aileged
violations are thoroughly investigated.

§483.12(c)(3) Prevent further potontial abusa,
neglect, exploitation, or mistreatment while the
Investigation is in progress.

§483.12(c)(4) Report the results of al!
investigations to the administrater 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 evidanced
by:

Based on clinical record review, facility policy
review and intarviews the facllity failed to

LARORATORY DIRECTOR'S QR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE

Any deficlency statemant ending with an asterisk (*) denotes & deficiency which the {nattiution may ke sxcused from correcting providing It Is deterntined that
other safeguards provide sufficlant protection to the patients. (See instructions.} Excapt for nuraing homes, the findinga stated abova are disciosable 80 daya
following the date of survey whather or not a plan of corraciion [s provided, For nursing homes, the abova findings and plans of corraction are diaclosable 14

days following the date ocumqn avaiieblg to the facifty. [f deficlencies are clied, an approvad plan of camection s requisite to continued
program perticlpation, }u /J
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immediataly report suspected abuse, investigate,
and separate for 3 of 9 sampled (Residents #2,
#3 and #8). The facllity reported a census of 76.

Findings include:

1. According to the Minimum Data Set (MDS)
assessment dated 9/20/19, Resident #8 had
diagnoses that included dementia, a seizure
disorder, anxlety, depression and a psychotic
disorder. Resident #8 had severe cognitive
impairments.

The MDS dated 9/20/19 revealed Resident #8
required the assistance of twa staff with transfers
and the assistanca of ane staff with dressing and
personal hygiene. Resident #8 had physical
hehavioral symptoms, varbal behavioral
symptoms and rejection of care.

The Care Plan dated 4/12/19 identifiad the
patential for behaviors related to anoxic brain
injury and directed the staff to speak to the
rasident in a calm manner when she had
disruptive behavior.

During Interview on 11/18/19 at 11:00 a.m., Staff
B (Nurse Alde) stated on 8/30/19 at 8:15 a.m.,
Staff B observed Staff A getting Resident #8
ready for a transfer. Resldent #8 swung at Staff A
and Staff A grabbed Resident #8's arm and told
har to shut up. Resldent #8 called Staff A a b
and said she did not like her. Staff B stated she
did not reparted the incident. Staff B stated she
felt scared to report as Staff A had an Intimidating
demeanor. Staff A had a close relationship to
other staff and feared reparting could cost har
job.
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2. According to the MDS dated 9/4/19, Resident
#3 had diagnoses that included Alzheimer's
disease, damentia, a seizure disorder and chranic
pain. Resident #3 had severe cognitive
impatrments,

The MDS dated 9/4/19 revaalad Resident #3
required assislance of two staff with dressing,
transfers and tollet use. Resident #3 had varba)
and physical behavicral symptoms and rejected
care,

‘The Care Plan updated 5/6/189, documented
Resident #3 resisted/refused cares due to
dementia and directed the staff to give clear
explanations, praise apprapriate behavior,
provide consistency, and leave and retum 5- 10
minutes of resists cares.

During interview on 11/18/19 at 11:00 a.m., Staff
B (Nurse Aide) stated Resident #3 screamed and
yellad when staff touched her. Staff B stated on
9/30/18 between 6:30 and 6:45 a.m., she and
Staff A changed Resident #2's brief. Resident#3
started swinging her amms. Staff A grabbed
Resident #3's hand forcefully. Staff A placed her
hand over Resident #3's mouth, so no one would
hear her. Resident #3 continued to scream and
told Staff A not to do that, Staff B stated StaffA
acted rough with Resident #3 and did not talk
Resident #3 down.

3. According to the MDS dated 8/23/18, Resident
#2 had diagnoses that included Alzheimer's
disease, demeniia and a psychotic disorder.
Resident #2 had severe cognitive impairments.

The MDS dated 8/23/19 ravealad Resident #2
required assistance of one staff with dressing,

F&10
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hygiene and ioilet use. Resident#2 had physical
and verbal behavioral symptoms one to three
days a week.

The Care Plan updated 3/4/19, documented
Resident #2 had impaired decision-aking due to
dementia and directed the staff not to rush during
cares, encourage her to be active with cares, and
keep decision-making simple.

During interview on 11/18/19 at 11:00 a.m., Staff
B (Nurse Aide) stated on 10/5/19 at 7.060 a.m. she
observed Staff B (Nurse Aids) prepare Resident
#2 for a transfer. Staff B stated, Staff A flopped
Resident #2 like a plece of meat. Resident#2
told Staff A that she was hurting her and to stop,
Staff A told Resident #2 she was not hurting her,
just getting her ready. Staff B {alked to Staff C
{Resterative Aide) after the incident with Resident
#2. Staff D (Licensed Practical Nurse) reporied
her concamns to the Administrator and Birector of
Nursing on 10/8/19.

During interview on 14/19/19 at 8:08 a.m., Staff C
{Restorative Alde) recalled talking with Staff B
after the incidents on 8/30/19, Staff C assumed
Staff B informad the Charge Nurse, Staff C
recalled telling Staff B to report her cbservations
{o the Change Nurse.

During interview on 11/14/19 at 10:15 a.m., Staff
D (Licensed Practical Nurse) stated on 10/7/19
about 1:30 to 2 p.m., she asked Staff A to help
change Resident #2. Staff A told her gruffly that
she had just changed Resident #2. Staff D
offered to help Staff A and noticed Staff A seemed
frazzlad, While In the room with Resident #2,
Staff A pulled Resident #2's blanket off roughly

without saying anything. Resident#2 yelled to

F 610

FORM CMB-2607(02-00) Pravious Varsions Cosolele

Event {D:NODB14

Fedity 1D: 140233

If continuation shaet Page 4 ¢f 6



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

PRINTED: 12/04/2012
FORMAPPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIERICUA
AND PLAN OF CORRECTION [DENTIFICATION NUMBER:

166273

{X2) MULTIPLE CONSTRUCTION
A BUILDING

B. WING

{X3) DATE SURVEY
COMPLETED

c
11/25/2018

NAME OF PROVIDER OR SUPPLIER

FLEUR HEIGHTS CENTER FOR WELLNESS AND REHAB

STREET ADDRESS, CITY, STATE, ZP CODE
4911 SV 19TH STREET
DES MOINES, IA 50315

HaHiD
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(FACH DEFIGIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORREGTION 5
PREF{X {EACH GCORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

Fe10

Continued From page 4

give the blanket back and Staff D held Resident
#2's hands, Staff A pulled Resident #2's brief
down raughly and the brief ripped. Staff D told
Staff A to stop and Staff A twisted Resident #2's
brief, pulting it vigorously. Staff D told StaffAto
leave the room. She stated she had never
witnessed anything ke it and had worked with
Staff A 11 years ago. Staff D statad she never
thought Staff A was capable of that. Staff D took
Resident #2 with her and informed the
Administrator right away. Staff D stated that Staff
B was on duty on 10/7/19. On 10/8/18, another
staff member asked her to relay concems
cbserved by Staff B to the Administrator.

The facility's Abuse Prevention, ldentification,
Investigation and Reporting policy, revised on
8/25/18, insfrucied staff to report all allegations of
abuse immaediately to the charge nurse, The
charge nurse is responsible for immediately
reporting the alfegations of abuse to the Director
of Nursing (DON), Administrator or designated
representative.

During interview on 11/18/18 at 1:20 p.m., the
Administrator and DON stated the facility had
everyone re-do their Mandatory Reporter Training
following the incident. The first ataff training
oceurred on 10/8/19 about 2 p.m, Staff B did not
receive a verbal reprimand for the delay in
reporting. After taliiing to staff, it seemed like
more than one staff required additional training.
Some staff did not seem to understand reporting
guidelines, to report right away and that staff
cannot wait to report allegations of abuse. At
2:15 p.m., the Administrator provided a
spreadsheet that documented re-anforcement
Mandatory Reporter Training and she stated the

expeciation that staff complete the training by

F 610
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111119, At 2:45 p.m., the Adminigtrator stated
that newly hired staff that had completed
Mandatory Reporter Training were not required to
complete reinforcement training.

Revlew of the provided spreadsheet titled
Dependent Aduit Abuse dated 11/18/19 revealed
the facility employed 106 staff members. As of
11/18/19, 10 staff membars had not completed
reinfercement fraining and seven staff members
completed reinforcement {raining after 11/1/19.
The facility provided a statement that if staff
needed to complete Dependent Aduit Abuse
Mandatory Reporter Training must be done by
114919 at 4 p.m. Astaff member on medical
leave would complete the tralning upon retumn to
the facility.

Buring interview on 11/25/19 at 8:39 a.m,, the
Administrator stated she bacame invelved ih the
allegations the moming of 10/8/18 when Staff D
reported that Staff B had something important to
tell her. She stated on 10/7/19 at 3:30 p.m., Staff

D also reported her concems with parsonal cares.

F 610
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The facility denies that the alleged facts as set forth constitute a deficiency under interpretations
of Federal and/or State law. Preparation and/or execution of this plan of correction does not
constitute an admission or agreement by this provider of the truth of the facts alleged or
conclusions set forth in this statement of deficiencies. The plan of correction is prepared and/or
execuied solely because it is required by the provision of federal and/or state law.,

Credible allegation of compliance date: Thursday, December 5th, 2019

F610
Administrator and Director of Nursing posted 3 signs (break room, Station I nurses’ station, and

Station IT nurses ‘station) stating whom is the abuse coordinators and the timeframe to report.

Continue monthly education of timely reporting to Director of Nursing and Administrator on all
abuse allegations,

December 18t 2019 ali-staff meeting will be held to further educate employees on company’s
abuse policy on reporting expectations of alleged abuse. In conjunction, Deer Oaks will educate
employees on managing difficult behaviors and personality disorders in LTC; behavior
management with dementia and geriatric population; privacy and dignity in nursing homes.

Thank you,

Kelsey Schenk, Administrator



