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W 000 | INITIAL COMMENTS W 000
Investigations #71464-C and #71401-C
conducted on 10/30/17 - £1/9/17 resulted In ‘ O
deficiencies written at W92, and W369. QIO \/ )
. 1
Investigation #72044-} was also completad and \a\\\
resulied in deficiencles written af W153, W154, (A )
W1E5, and W154. . :
W 153 | STAFF TREATMENT OF CLIENTS _/vés It Is the mission of Village Northwest 11/28/17
CFR(s): 483.420(d)(2) Uniimited to provide excellentcareto |
- those we serve and o have staff treat all
The facllity must ensure that all allsgations of * - Lesidents with respect and dient r : t“
‘| mistreatment, neglect or abuse, as well as -tim'e: nT ward th p:ac 3“ 'Sn ty ata
Injurles of unknown source, are reported . loward that enag, we nave
immediately to the administrator or o other developed an ICF/ID Residential Code of
oﬁic!a!-s in accordance with State law through Conduct to act asa teaching aid and rein-
established procedtres. Forcement of care to be provided. As part
: _ of this Code of Conduct, it specifically aligng
This STANDARD Is not met as evidenced by: ~ with our policy that all allegations of abuse
Based on staff mterviews and record raview, the are to be reported when cbserved by staff.
facliity failed fo ensure &}l allegations of potential This Code of Conduct was reviewed with all
abuse/neglact are identified and failed to report- the leaders of our ICF/IDhomes on
Immediately to the lowa Department of 11/28/17. tn addition, we are reviewing
Inspecticns and Appeals. This involved 1 of 1 this code at all team meetings. Each
client reviewed (Client #1} during: -
invesﬁgaﬁonﬁéo%l_ ) o amployee Is required to sign the Code of
. Conduct. All new employees will review
The findings Include: and sign the code also. Ali-future incidents
When Inferviewsd on 103117 at 12:59 " will be reviewed by the Director of ICF/ID
en interviewed on 10/31/17 at 12:58 p.m., the B Servie :
Spiritual Services Coordiniator (SSC) reported on pd :‘.Jgra,;‘;. e U: F‘.‘Z a“ld“ff;f’ ;“pﬂv
10/21/17, he arrived at work a litle before 8:00 reporied. This indtviaual wiil be
g.am. Upon arrival, Direct Support Professional f&sPOﬂSlb[‘? for on-going compliance.
{DSP) Aindicated Client #1 aat in histher . '
bedroom because of public masturbation. The
S8C explained Client #1 used a locked seatbelt
helshe sat in hisfher recliner, Accordmg fo
MMTﬁ Wmm SIGNATURE TITLE {XE) DATE
izi) C.Eo 2.3 /i

Any deficiency state

ending with an asterisk (%) denoted a deficiency which the instituion may be excused jrom comecting providing it is determined that

oiher safeguards pror;rﬁ sufficient protaction to the patiens. (Ses instiuctions) Except for nursing homes, the findings staled above are distlosable 80 days -
following the dale of survey whether or not a plan of comeciion is provided, For pursing homes, the above findings and plans of correction are distiosable 14
days following the date these documents are made available fo the facliity. If deficiencles a ¢ited, an approved plan of correction s requlsita o cuntmued
program participation.
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the SSC, Client #1 sat in his/her bedroom recliner
from before he arrived o work unfif approximately
11:00 a.m. The SSC stated he did not step in
and assist Cliant#1 up from his/her reciiner, but
wished he would have. The SSC compared the
incident as a parent verses parent situation. He
belleved DSP A punished Client #1 for public
masturbation and let DSP A handie it. Afterthe
880 left work, he thought the Incident might be
negiect. On 10/22117, the SSC sent art email to
Director of ICF/D and Program Services and

| asked to talk to her about staif concerns at the
house, Accarding to the SSC, Director of tGF/ID
and Program Services set him up fo talk to
Director of Human Resources (HR). On

-| 10123117, the SSC reported the Incident o the
Divector of HR. The S88C stated Director of HR
listened and sesmed unhappy. The SSC was
unaware if an investigaiion started, The 58C
confirmed DSP A continued fo work with Client
#1. ‘ .

A foliow-up interview on 11117 at 2:51 p.m. S3C
reported when he arfived fo work on 10/21/17,

- | DSP Aexplained she put Client #1 in his/her
bedroom because helshe masturbated In the
living room chair. The SSC did not believe DSP A
used the word punishment nor remembered DSP
Averpalizing Client#1 had to stay in histher
hedroom. The SSC assumed DSP A disciplined
Client#1. The SSC recalled DSP Alritated that
ghe witnessed this behavior, The SSC reported
Client#1 was up and out of histher bedroorn at
11:00 a.m. Someene came in to administer
medication and Clisnt#1 ate lunch. He stated he
did not withess DSP A check on Client #1 and the
bedroom door remained closad the entire time.
According 1o the SSC, he briefly received fraining
and was aware of Client #1's masturbation

D PROVIDER'S PLAN OF CORRECTION ey
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE . | cowpemon
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TOTHEAPPROPRIATE DATE
DEFICIENCY)
W 153 | Continued From page 1 W 153
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program. The SSC stated he never needed to
.| implement the program. According to the SSC,
{ Client #1 did not stay in his/her bedroom a lot.
The §5C stated Client #1 liked spending time in
the living room. The S8C explained Client#1's
bedroom contained sensory items, a TV and a
radio. The SSC did not hear any noise coming
from the bedroom and stated he/she could have
{aken a nap. T

When interviewed on 10/31/17 at 2:40 p.m.
Director of HR reported he thought the SSC
talked to him about getiing his job back because
he moved to the house fo fll-in. The SSC told
Direcior of HR things happened in the house that
wa-do not know about or glways see. Director of
HR was not sure how the conversation wentas
he had many people who want to tatk. He
listenad but took things with a grain of salt. He'
recalied DSP A fold the 8SC-she disciplined a -
*.| client. Director of HR thought that was different,
but did not recall the SSC reporting anything
overly cancerning. Director of HR remembered a
client stayed in his/her bedroom, buf he did not
know what the program Indicated. The Direclor
of HR could not remember if they communicated
about anything else.

The policy and prosedures fitled Abuse and
Neglect directed the following to the stafi. Any
person witnessing a possible act of abuse is
mandaied by law and Village policy to report i
immediately to both a supetvisor and to the lowa
Dept. (Department) of Inspections and Appeals.
.| For reporting purposes, "immediately” means as
so0n as possible, but not to excesd 24 hours
after discovery of the incident...”

» | Whan interviewed on 10/31/17 at 4:50 p.m,,
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Direcior of ICF/ID and Program Services
acknowledged the tacility faiied fo report the
allegation. She stated she called DSP Aand
separated her from Client #1. The facllity
reported the incident to DIAon 117117, : . ) . o . -; ,
W 154 | STAFF TREATMENT OF CLIENTS w 154 [The policy of reporting allegations of abuse 12/18/17

CFR(s): 483.420(c)(3)

“The facllity must have evidence that all alleged

violations are thoroughly nvestigated.

This STANDARD is not met as evidenced by:

Based on Interview and record review, the facllity
falled to conduct thorough Investigations of
potential allegations of abuse/negiect. This
potentially affected all clients (Clients #2-#11)
living in house 358. Findings follow:

When Interviewed an 10/31/7 at 12:59 p.m., the
Spiritual Services Goordinator (SSC) reported on
1042417, he arived at work a little befors 8:00
am. Upon anival, Direct Support Professional

(DSP) A indicated Client #1 sat in histher

bedioom because of public masturbation. The

| 8SC explained Client #1 used a locked seatbelt
1 when he/she satin his/her recliner, According o .

the SSC, Client#1 sat in hisfher bedroom recliner

14:00 a.rm. The SSC stated he did not step in
and assist Client#1 up from hisfer recliner, but
wished he would have, The 8SC compared the
incident as a parent verses-parent situation, He
believed DSP A punished Client #1 for public -
masturbation and let DSP Ahandie it. After the
SSC Ieft work, he thought the incident might be
neglect. On 10/2217, the SSC sent an emall to
Director of |CF/ID and Program Sefvices and

Srom before he arrived to wark until approximately -

‘was reviewed at the Leadership Cabinet

' Conduct both reqlire immediate report of

" kime as DIA had completed it§

| of person alleged to-have been

|of the involved staff and the

Meeting and with the ICF/ID Residential
Hoine Leaders at their meeting on
11/28/17 when the Code of Conduct was
reviewed. The VNU Policy and the Code of

alleged instances of abuse. This included
discussion of the requirement to separate
the resident and the staff person until such

investigation. The Director of ICF/ID and
Program Services will be responsible for
ongoing compliance. A checklist has
been developed for use by
supervisory and Cabinet staff
vhen an allegation of abuse
ocecurs. - .This ¢hecklist include
1) Tdentification and interview

abused, 2) Tdentification and
interview of first hand wit-
nesses (including victim), 3)
Collection of information re- .

requirements, and 5) Separation
victim, The checklist will be

provided to all supervisory
staff by 12/18/17.

lated .to situation, 4) Reporting

=)
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asked to talk to her about staff concerns at the
house. According to the 8SC, Director of ICF/ID
and Program Services set him up to talk to
Director of Human Resources (HR). On .
10/23/17, the SSC reported the incident fo the
Director of HR, The SSC stated Director of HR
listened and seemead unhappy. The 85C was
unaware if an Investigation started. The SSC
confirmed DSP A continued to work with Client
#1. :

A foliow-tip inferview on 111717 at 2:51 p.m. S8C
reported when he arrived to work on 10/21/17,

DSP A explained she put Client #1 in his/her
bedraom because he/she masturbated in the

. | lving room chair. The SSC did hot belleve DSP A
used the word punishmeit nor remembered DSP -
Averbaiizing Client #1 had to stay in hisfher .
bedroom. The SSC assumed DSP Adisciplined
Cilent #1. The SSC recalied DSP A injtated that

| she witnessed this behaviar. The SSC reporied
Client #1 was up and out of histher bedroom at
11:00 a.m. Someone came in to administer
medication and Client #1 afe lunch. He stated he
did not witness DSP A check on Client#1 and the
hedroom doar remained closed ttie enfire time. : N
According fo the SSC, he briefiy recsived training ’
and was aware of Client #1's masturhation
program. The SSC stated he never needed to
implement the program. Ascording o the SSC,
Client#1 did not stay in his/fher bedroom a lot.
The S5C stated Client #1 fiked spending time in -
the living room, The SSC explained Client#1's
bedroom contained sensory fiems, a TV anda
radio. The SSC did not hear any nolse coming
from the bedroom and stated he/she could have
taken a niap.

When interviswadon 10/31/17 at 2:40 pm.
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W 154 | Continued From page &

Diractor of HiR reported he thought the SSC
talked to him about getting his job back because
he moved to the house to filkin. The §5C foid
Director of HR things happened in the house that
we do not know about or always see, Director of
HR was not sure how the conversation went as
he had many people who want fo talk, He
listened but took things with a grain of salt. He
recalied DSP A fold the SSC she disciplined a
dlient. Director of HR thought that was different,
but did not recall the SSC reporfing anything
overly concetning, Director of HR remembered &
client stayed in his/er bedroom, but he did not
know whiat the program indicated. The Director

| of HR coutd nof remember if they communicated
about anything else.

Continued recard review revealed no
investigation info the allegation qf client
abuse/misfreatment.

The policy and procedures titied Abuse.and
Meglect, "...The immediate supervisor will inform
the Cabinet member responsible for the
depariment in which the person suspected of
abuse is employed. The Cabinet Member will be
responsible for MCO rotification, investigating the
incident, working with the Director of Hutnan
Resources, to decide upon appropriate -
distiplinary aciion and informing the Chief
Executive Officer of the incident and oticome...
The Cabinet Member may include other
necessary staff as part of the investigation to
ensure that the incident is thoroughly and
specifically described.”

When interviewed on 10/31/17 at 2:16 p.m.,
Director of ICF/ID and Program Services
acknowledged the facillty falled to investigate the

W54

b
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DEPARTMENT OF HEALTHAND HUMAN SERVICES PRINTED: 12108/2017

CFR(s): 483.420(d)(3) -

The facility must prevent further polential abuse
while the investigation is in progress.

This STANDARD is not met as evidenced by: .
Based on staff Interviews and record review, the
faciiity failed to take measures necessary to
protect clients affer an allegation of abuse and/or
mistreatment. This affected 1 of 1 client reviewed
(Client#1) during investigation#72044.],

The findings include: -

Spiritual Services Coordinator (SSC} reported on
1012117, he arrived at worK a littte before 8:00 -
~a.m. Upon arrival, Direct Suppart Professional
{DSP) Alindicated Client #1 sat in his/her
bedroom because of public masturbation. The
S3C explained Client#1 used a locked sgatbelt
when hefshe satin hisfherreciiner., According to
the S8C, Client#1 sat in histher bedroom reciiner

11:00 am. The SSC stated he did not step in
and assist Client#1 up from hisher recliner, but
wished he would hate. The SSC compared the
inctdent as a parent versss parent sliuation. He
belisvad DSP A punished Client #1 for publle
masturbation and et DSP A handle it. Afterthe
SSC left work, he thought the incident might be
negiect. On 10/22/17, the SSC sent an email to
Direcior of IGF/ID and Program Services and

~

When inferviewad on 10/34/17 at 12:52 p.m,, the -

from before he arived to work until approximately -

was reviewed by the Leadership Cabinet
and discussion was held on the importance
‘of ensuring the safety of the resident, by
reroving staff from warking with the
resident when an allegation of abuse is
made, The Director of ICF/ID and Program
" Bervices is responsibie for ongoing
compliance. A checklist has been
developed for use by supervisoxy
and Cabinet staff when an
allegation. of abuse occurs.
This checklist includes 1) £
Identification and interview of
person alleged to have . been
abused, 2) Identification and

of information. related to situa
|tion, 4) Reporting requirements|,

1ist will be provided .to all
supervisory staff by 12/18/17.

The policy for Viiiage Northwest Unlimited 12/18/17

interview of first hand witnessgs
(including wvictim), 3} Collectipn

and 5) Separation of the involwgd
staff -and the victim. The checkz =
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W 154 | Confinued From page 6 . . T owisd
' allegations. She stated she directed SCC fo
speak with the Director of HR and had nhot
followed-up,
W 155 | STAFF TREATMENT OF CLIENTS W55
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acked to talk fo her about staff concerns at the
house. According to the SSC, Director of ICF/ID
and Program Services set him up to talk to
Director of Human Resaurces (HR). On
10/23/17, the SSC reported the incldent tothe
Director of HR. The SSC stated Director of HR
listened and seemed unhappy. The S5C was
unaware If an Invesfigation started. The SSC
confirmed DSP A continued to work with Client
#1. .o :

A fallow-up inferview on 11/4117 at 2:51 p.m. S8C
reparted when he arrived to work on 10/2117,
DSP A explained she put Cllent #1 in his/her
bedroom because he/she masturbated in the
fiving room chair. The SSC did not believe DSP A
used the word punishment nior remembered DSP
Averbalizing Client #1 had fo stay in hisfher
bedroom. The SSC assumed DSP A disciplined
Client#1. The 8SC recalied DSP A iritated that
she witnessed this behavior. The SSC reported
Client #1 was up and out of histhet bedroom at
11:00 a.m. Someone came in fo administer
| medication and Client#1 ate junch. He stated he
diet not winess DSP A check on Client #1 and the

bedroom doar remained closed the entire fime.

- According fo the S$SC, he briefly recelived training
and was aware of Client#1's masturbation
program. The SSC stated he never needed to
implement the program. According to the S5C,
Client#1 did not stay in his/her bedroom aiot. .
The SSC stated Client #1 fiked spending time in
the living room. The SSC explained Client #1's
bedreom contained sensory items, aTVand a
radio. The SSC did not hear any nolse coming
from the bedroom and stated he/she could have
taken a nap.

When interviewad on 10/31/17 at 2:40 p.m.

FORM CMS-2667(02-98) Previous Verslons Obsclele ‘ Event ID: [3¥N11

Fagility 10 1AG0057

. if continuation sheet Page 8of 17



DEFPARTMENT OF HEALTHAND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/05/2017
FORM APPRCVED
OMB NO. 0938-0391

STATEMENT QF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUFPLIER/CLIA
IDENTIFICATICMNUMBER:

166008

(%2) MULTIPLE CONSTRUGTION

A, BUILDING

B. WING

{X3) DATE SURVEY
COMPLETED

c
14/09/2017 -

NAME OF PROVIDER OR SUPPLIER

VILLABENORTHWEST UNLIMITED

STREET ADDRESS, CITY, 8TATE, ZIP CODE
330 VILLAGE CIRCLE
SHELDON, |A 51201

(%4)iD
PREFIX
TAG .

SUMMARY STATEMENT OF DEFICIENCIES
(EAGH DEFICIENCY MUST BE PRECEDED Y FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

. b
PREFIX
TAG

PROVIDER'S PLAN OF CORREGTION
{EACH CCRRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TOTHEAPPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

W 155

W 150

Continued From page.8 , .
Director of HR reported he thought the 85C
falked to him about getting his job back because
he moved io the house to fill-in. The SSC told
Director of HR things happened in the house that

awe do not know about or always ses. Director of

HR was not sure how the conversation want as
he had many people who want to talk. He
fistened buf took things with a grain of salt, He
recalled DSP A told the 88C she disciplined a
cllent, Director of HR thought that was different,
but did not recall the SSC reporting anything
overly concerning. Director of HR remembered a

| client stayed In his/her bedroom, but he did not

know what the program indicated. - The Director
of HR could not remember f they communicated
about anything else,

The policy and procedures fited Abuse end
Negleet directed the following: “...For the
consumer's safety, during the time of the
investigation, the staff member who Is being
investigated will be separated from the individual
that they have been alleged to have abused, unil

both internal and external investigations have

been complated...”

When interviewad on 10/31/17 at 4:60 p.m,,
Director of ICF/ID and Program Services
acknowledged the facllity failed io separate DSP
Afrom Giient #1 upon SCC's report. She siated
she called DSP A and separated her from Client
1.

QIpP _

CFR(s): 483.430(g)

Each client's active treatrs';ent program must be
integrated, coordinated and monitored by a
qualified intellectual disability professional,

W 155

W 169

[The Director of ICF/ID and Program
Services has developed a mealtime plan for
this Individual. The plan will provide
consistency of care amongst all staff
working with his person and provide
safeguards from negative consequences of

1271317
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This STANDARD is not met a8 evidenced by:_
Based on observations, interviews and record
reviews, the Qualified Intelleciual Disabilities
Professional (QIDP) failed to effectively monitor
and coordinate services in order to meet client
needs. This affected 1 of 1 client (Client#1)
reviewed during investigation #72044-1, Finding
follows:

Ohservations on 11/6/17 at 11:63 a.m., Spiritual
Services Coordinator (SSC) assisted Client#1 .
wilh Itnch, SSC gave Client #1 a spoon in )

‘hisiher right hand and a napkin in hisfher left

hand. SSC placed Clieqt #1's food in front of
him/her and sat next to Cllent#1, Cllent#1 ate at
a rapid pace, SSC asked Client#1 to take a
drink, but he/she did not listen. SSC leaned
closer to Client #1 and again prompted Client #1
to take a drink. Client#1 took a large drink and-
began to eat again. Approximately every 2-3
bites, SSC prompted Client#1 fo take a drink. At

1455 a.m., Client#1 finished the food on hisfher

plate and ran out of liquids. SSC placed hisfher
plate aside and got Client#1 more waterand a
cup of frult. S5C-placed Client #1's plate in front
of himfiter and confinued prompfing. At 11:59
a.m., Client#1 finished eafing.

Recard review revealed Client#1's dietary report
dated 11/23/16, noted, "(Gllent #1} eats with
supervision and staff prompting to eat slowly (at
mesis). (Client#1) eals very guickly, and does
not always adequately chew (hisfher) foods,
(Client#1} Is able fo adequately swaliow (his/her)
foods..." | o

When interviewed on 10/31M17 at 4:21 p.m,,
Direct Suppaort Professional (DSP) B reported on
10/30/17 DSP Afed Client #1 his/her evening

e

Ipian will be introduced and staff trained in

its implementation by the Director of
ICF/ID and Program Services and the home
rastdential leader. The residential leader
will have immediate oversight to ensure
comphiance with leadership oversight
under the Director of 1CF/ID and Program
Services ultimately responstble for facility
compliance. Facility wide, ICF/ID

0IDP's have been notified they
need to identify an.individual

who eats too fast and has their

Iplate moved away and have been

instructed to.develop a meal-
time procedure, to slow rate of
eating due to safety concexns
and ensure consistency of inter
action with staff as they super
vise meal times.

X4)iD D " x8)
IS-'RE)FIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETIO
TAG REGLILATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APFROPRIATE DATE

, ‘ DEFICIENGY)
W 159 | Continued From page 9 W 150 leating too fast and causing choking. The
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meal. During the meal, DSP A fold Clisni #1 1f
hefshe did not eat like a gentleman she would
take histher food away.

When interviewed on 11/2/17 at 8:20 am., DSP C
‘reported Client #1 ate his/her meals fast. When
she worked with him/her, she tiad him/her holda
napkin in one hand and a spoon in the other,

DSP C stated she used verbal redirection o fake
drinks and slow down, Client#1 will fisten to
some people hetter than others. DSP C heard
BSP A threaten to take Client #1's food away.
According to DSF C, Client#1 does not listeri {o
DSP A and she sets his/her plate away from
him/fner, oo

When interviewed on 11T ot 4:45 pam., DSPD
reported other staff told Client #1 fo sit hicely or
you are not golng to eat.

When Interviewed on 11/2f17 at 10:27 a.m., DSP
Areported her training on Client #1's meals
included; o sit next to Client#1, get histher )
attention, and let him/her know he/she needed io
eat like a genfteman. Then set Client #1's foed
down in front of himfher. According to DSP A,
ask Client#1 {o take break and put the spaon
down, Again, let Client #1 know he/she neaded
to eat like a gentlernan and put his/her food aside
ifnot. Sha siated she had moved hisfher food
before, After Client#1 touk, & drink then she
moved the plate back in front of him/er. DSPA
stated Client #1 takes a lot of verbal redirection.

When interviewed on 11/8/7 at 11:10a.m.
Residential Leader (RL} B confirmed Client#1's
plan lacked siaff direstion on his/her mealtime
behavlors,

-
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W 192 | STAFF TRAINING PROGRAM
CFR(s): 483.430{)(2)

W 182 [This requirerment to ensure the health
needs of residents is met was discussed at
the nurse’s meeting on 12/5/17. The
requirement for all programs and
treatments to be done completely and
accurately was reviewed and discussion
held. In addition, this was covered at the
meeting of the residential leaders for
ICF/ID homes on 11/28/17. in the future

12/13/17

For employees who work with clients, fraining
must focus on skills and competencies directed
toward clients' health needs.

This STANDARD is not met as evidenced by:
Based on observations, inferviews, and record
review the facllityfafled to shsure staff

consistently performed their duties fo meset the
haalth needs of the clients. This affected & of &
clients {Cllents #2 -#6) reviewed during
investigations #71464-C and 71401-C. Findings
follow: . :

1. Observations on 11/7117 at 4:00 p.m. redness

Record review revealed Client #8's physician
order, signed on 10/1/17, included zinc oxide to
tummy fold skin, rectal area, under breasts dally
and PRN (as needed).

Additional record review revealed Client #6's
freatment record indicated the following:

-| 11 times in September, 11 fimes in October, and
once in Novembet,

b. the record lacked documentation on skin
checks for red or open areas every shift seven
times in October. ' '

2. Observation on 14/7/7 at 3:53 p.m. revealed
redness on Client#5's cocoyx area,

on the right side under Client #6's abdominal foid.

a. the record facked documeritation on zinc oxide

i the Director of Nursing and the Director of

ICF/ID and Program Services will be
responsible for ongoing compliance.

The Quality Assurance Team
completes periodic mock surveys
To ensure continued compliance,
they will begin to test for
consistency of documentation of
adiministration of treatments.
This will be added to the mock
survey tool for testing of
compliance.

s
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W 182} Continued From page 12

’ Record review revealed Client #5's physician
orders, signed {0/1/17, included zinc oxide to
pari-area (and) open areas around peri-area QiD
(four times a day) and PRN. The orders also
| inciidad, *mepilex border (bandage) to cocoyx, *
change PRN."

Additional record raview revealed Client #5's
freatment record indicated the followlng:

a, the record lacked décumentaifon on zinc oxide
four times In September, 12 times in Oclobar,
and once in November.

b. the record also lacked documentation on twice
in September, sight imes In October. and three
fimes in November.

3, Record review revealed Client#2's physician
orders, dated 10/1/17, included, moistare barrer
anfifungal cream to pesineal area TID (three
fimas a day) PRN for skin irritation..

Additional record review revealed Client#2's
treatment record indicated the following:

a. the record lacked documentation on moisture
barrier four fimes in Sep’tem berand 12 fimes In
October. .

b. the record lacked documentation on skin
checks for red or open areas every shift four
fimes in September and nine thmes in Oclober.

4. Record review revealed Client #3's physiclan
orders dated 8/30/17, included antifungal
{sprayfotion/oiniment/powder) fo the groin
creases BID (two times a day) and barrier
creamizinc oxide BiD to perl {perineal) area

w192

o
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W 182 | Continued From page 13

Addliional record review revealed Client#3's
treatment record documentation Indicated the
following: Lo

a. the record lacked documentation on antifungal
powder to groin creases four times in September
and seven imes in October.

b. the record lacked dc‘scu;nen’mtion for zinc oxide
to the peri area fwice September and twice
October.

©. the record lacked documentation on skin
checks for red or open areas every shift three
times in September and four fimes in October.

5. Record review revealed Client #4's physician
orders, dated 8/30/17, included antifungal
{sprayfistion/aintment/powder) to erythema
(superficial reddening of the skir)) in abdominal-
fold PRN. :

Additional record review revealed Client#4's
Treatment Record indicated the fallowing!

a, the record lacked documentation on Desenex
powder fo right abdominal fold TID five fimes in
September and saven fimes in Qctober.

b, the record lacked documentation on skin
checks for red or open areas every shift three
times in September and four times In October.

When inferviewed on 11/1/17 at 8:33 am,,
Resldential Skills Trainer (RST) D reported
approximately three er four imes she came into
work and found treatments, including ziric oxide,
moisiure barriers, padding/gauze and baths not

wig2
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wig2

W 369

Continued From page 14

completed. RST D nofified her supervisor and
documented In the communication book,

When interviewed on 10/31/7 at 10:00 a.um.,
RST E réported she completed treatments. RST
E thought staff signed off on the freatments, but
falled o actually complete them, '

When interviewed on 11/1/17 at4:02 p.m,, RSTA
reported RST B and RST C did not complete the

| treatments. She stated they never had keys to

get into the locked treatment cabinets and only
asked for keys when they need to unlack the staff
restroom. ’

When interviewed on 11/7/17 &t 1:13 pm., RST B
reporied treatments not consistently completed.
RST B reported she could tell reatments were
not belhg done if client's skin did not improve.
According fo RST B, approximately once aweek
she noticed {reatments not done, and would
complete them.

When interviewed on 10/34/17 at 10:35pm. .
Advocate Areportad RST C assisted a client In
the bathroom and did hot complete a treatment.
‘Advocate A stated RST C did not have the
treatment iray to put on the oot cream. When
she c;onfronted RST C, R8T L stated she forgot.

When interviewed on 11/1/17 at 9:58 a.m:,
Residential Leader (RL) A confirmed clients
missed freatments.
DRUGADMINISTRATION

CFR(s): 483.460(K){2)

The system for drug administration must assure
that all drugs, including those that are

N Wig2

WV 362

At the nurse’s meeting held on 12/5/17 it
was reviewed about the need to verify

prescribed medication or treatment against
thé medication record prior to the

12/13/17

b

administration. The Director of Nursing
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W 369 | Continued From page 15
self-administered, are administered without erot,

This STANDARD is not met as evidenced by:
Based on observation, inferview and record |
review, the fadility failed to administer
medications without error. This affected 1 of 2
chents ohserved during medication administration
(Client#6). Finding follows:

Observatlons on 11/7/17 at 3:67 p.m. Registered
Nurse (RN) A cleaned Client #6's area under
hisfher abdominal fold. The Surveyor checked’
the area and noted redness. RN A asked staff

area. The staff told RN A to use antifungal
powder, RN Aadministered the powder and
assisted Client #6 off the tollet.

Record review revealed Client #6's physician
order, signed on 8/23/17, Indicated: "Discontinue
-| Moisture Antifungal Bamier Gream and add Zinc-
Oxide to tummy fold skin, peri{perineal)frectal
atea, and under breasts daily and PRN (as
needed).” : ;

Whet Interviewed on 11/7/17 at 4:08 p.m.
Advocate A reported Client #6's area hot healing.
She stated they received an order to discontinue
the antlfungal powder and switch back to zinc
oxide. ‘

When interviewed on 11/717 at4:12 p.m., RNA
confirmed she administered antifungal powder to

Chent #8's abdominal area. The Surveyor ‘
Informed RN A of Client #8's Physiclan Order for

Zing Oxide. RN A assisted Cllent #6 back o the
bathroom and changed the treatment to Zinc

Oxide. -

what treatment to apply to Client #6's abdominal 2

W 360 land the Director of ICF/ID and Program
Services will be responsible for ongoing

* lcompliance. The Quality’Assurance
Team completes periodic mock
surveys., Accuracy of medicatiorﬁk
ndministration will be added to
the mock survey tool and testing
i11 be dome by the Quality
ssurance ,Team as part of their
ock surveys to ensure compliand
and accuracy.

1]
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Whan interviewed on 11/8M17 at 1:05 p.m.
Director of ICF/D and Program Services ‘
acknowletdged RN A failed to administer Client
#6's treatrment according the physician order.
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