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The following deficlency relates to the
Investigation of complaint #72154, #72230 &
#72721. (See code of Federal Regulations (42
CFRY}, Part 483, Subpart B-C).

Incident #72722 & complaint #72568 & #72628
was nat substantiated,

F 309 | PROVIDE CARE/SERVICES FOR HIGHEST F 309
S$8=G | WELL BEING

CFR{s): 483.24, 483.25(k)(i)

483.24 Quality of life

Quality of fife is a fundamental principle that
applies to all care and services provided to facllity
residents. Each resident must receive and the
facllity must provide the nacessary care and
services to attain or maintaln the highest
practicable physical, mental, and psychasoclal
well-being, consistent with the resident's
comprehensive assessment and plan of care.

483,25 Quality of care

Quality of care Is a fundamental principle that
applies to all treatment and care provided to
facilily residents. Based on the comprehensive
assessment of a resldent, the facllity must ensure
that residents receive {reatment and care in
accortdance with professional standards of
praciice, 1he comprehensive person-centerad
care plan, and the residents’ chelces, including
but not Emited to the following:

(k) Paln Managemsnt,

{X8) DATE

LABOW/ DIRECTOR S, OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE
Q: (,2? L~ AC)WV\ ke o 01/25/2018

#- doficlancy statement ending with an asledsk (%) denotas a deficiency which the Inslidlion may be excused from corecling providing it is determined that

safeguards provide sufficient proteclion to the patients. (See instructions.) Except for nurstng homes, the findings stated above are disclosable 80 days
waoving the date of survey whether or not & plan of correciion is provided, For nursing homas, the above findings and plans of correction are disclosable 14
days following the date these documenls are made avallable to the facility. If deficlencies are clied, an approved plan of comection is requisite to conlinued
pragram paticipation.
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The facility must ensure that pain management is
provided to residents who require such services,
consistent with professional standards of practice,
the comprehensive person-centered care plan,
and the residents’ goals and preferences.

{) Dialysis. The facllity must snsura that
residents who require dlalysis receive such
services, consistent with professional slandards
of practice, the comprehensive person-centered
care plan, and the residents’ goals and
preferences.

This REQUIREMENT is no! met as evidenced
by:

Based on observation, record review and stalf
interviews, the facilily falled to appropriately
assess Resident #1 and Resident #2 following a
change of health condifion and then implement
Interventions, The facility identified a census of 63
residents.

Findings include:

Resident #1 had a Minimum Data Set (MDS)
assessment with a reference date of 9/30/17,
The MDS identified the resldent's diagnoses
included diabetes mellitus, hyperlipidemia,
chronic cbstructive pulmonary disease, and atrial
fibrillation (repid and irregular heart rhythm). The
MDS revesled the resident with a BIMS (Brief
Interview for Menta! Stetus) score of 16. A scors
of 15 reflected the resident had no cognitive
impairments, The MDS indicated the resident
required extensive assistance of two staff
members for bed mobility, {ranafers, dressing,
and toilat use, and required the assistance of one
staff member for walking and personal hyglene.
The MDS documented the resident used a
whaelchair as a mebility device.
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The Care Pian, with an Initiated daie of 11/18/16,
identified a focus area that idenfified the resident
had ADL (activitiss of daily living) self-care
performances skills due 1o a hip fracture and
weakness. The interventions ihcluded and
directed the staff to do fhe following!

Staff are to assist the resident with use of the
{vilet,

Staff are to assist the resident during transfers
with a front wheslad walker and gait belt,

Staff are fo encourage the resident to parlicipate
to the fullest extent possible with each Interaction.

Review of the Progress Notes datad 11/2/17 at
7:48 pm indicated Resident #1 was seen at the
medica! clinic today and given an antiblotic
medication for a chest cold.

Review of physician encounter nursing home visit
dated 117317 indicated Resident #{has a recent
course of bronchitis and receiving antibiotics for
this, The note indicalsd the resident feels he stfl
does have a bit of a productive cough. The
resident denies fever, chills and the resident's
appelite is gaod, bowels are working fine and
pain is adequately confrolled.

The Progress Notes indicated the following:

On 11/4M17 at 3:05 am, Resident #1 continued on
antibiotlc for upper respiratory infeclion. Resident
in bed with eves closed, blood prassure 130/76
{normal}, pulse 78 (normal 60-100), and
temperalure 97.8 {normal 98.6}. Fluids
encouraged when awake, na apparent distress
noted, will contiriue to monitor. (The note did not

F 300
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identify the respiration rate or fung sounds).

On 1174717 at 2:09 pm Resident #1 had no
adverse reactlons noted io {he antiblctic therapy.
Resident has no shorthess of breath and lungs
sounds are diminished. Resident raspirations are
even and unlabored on room air, Resident is able
10 make nesds known and call light within reach,
The resident resumed smoking and reeducated
on the risks of continued smoking. The resident
declined a nicotine patch.

On 11/5/17 at 12:51 pm indicated the Assistant
Director of Nursing, (ADON), approached the
nurses' stallen and observed the resident silling
with the charge nurse on duty. The resident wore
and receiving oxygen. The nole Indicated the
ADON asked the charge nurse what was
happening and the charge nurse reported
“Everyone says the resident fs jaundics (a yellow
fint to the skin)". The note indicated the charge
nurse reporied the resident's oxygen saturation
betwasn 80-91% (normal 87-100 percent). The
resident on raorm air and vitals are stable
{although no vital signs documented). The ADON
questionsd the resldent if he feit short of breath
and the resldent denied this and any pain or
discomfort. Instead the resident stated he felt
fired. The charge nurse reported she gave the
resident a nebulizer treatment (breathing
treatment) because resident's oxygen saluration
was low between 90-91% (normal 85-100%). The
charge nurse again stated she thought the
resident fo be jaundice and that is why she put
the resident on oxygen, The charge nurse
reporied oxygen on at 2 iiers for 2-5 minutes.
The note Indicated the ADON questioned the
charged nurse if she obtained a physician order
for the oxygen and she had not at this fime. The

F 309
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oxygen laken off resident for approximately 10
minutes and the resident’s oxygen saturation
checkad and noted to be 94-85% on room alr.
The ADON, under better lighting assessed the
resident. The resident’s skin and sclera (white
part of eyes) noted no jaundice. Skin noted to be
pink and wanm, lung sotinds with very faint
wheezing noled to the upper left lung, no
coughing noted. The resident's bilateral feet and
legs noted to be light with 1 {0 2 plus edema
(swelling with excessive fluid in tissue) per
resident’s baseline. Agaln the resident denied
shortness of breath. Resldent bagan propelling
self in wheelchalr In the halls visiting with other
rasidents without any distress noted, Resident did
go to dining room for unch.

On 11/8M17 at 5:30 pm Resident #1 in bed and
refused supper. The resident repored being short
of breath earier in the day. This nurse told
resident as a diabelic he needed to take
something in [eat]. Resldent given chicken broth
and twe glasses of cranberry juice per reguest
and took a couple sips of chicken broth and drank
one glass of cranbeny juice. The nurse assisted
the resident with lifting legs into the bed. The
resident did not complain of shortness of breath
and took nebulizer breathing treatment at this
{ime. The resident voiced he went olilslde to
smoke earlier but would not be going out at 7 pm
o smoke.

On 11/5f17 at 7:45 pm the resident's vital signs
are temperature 96.6, pulse 88, respiralion rate
32 (elevated), and blood pressure 141/74. The
resident is taking antibiotic for upper respiration
Infection. The note indicated the resident spoke
of going o the hospital. The ADON put resident
on oxygen al 2 liters per nasal cannula and this

FORM CMS-2567(02-99) Previous Verstons Chsolote Event iDLBWH Fadlity 1D; JA0818 if confinuation sheet Page 5 of 14




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

PRINTED; 04/25/2018
FORMAPPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENGIES (X1} PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

165148

{X2) MULTIPLE CONSTRUGTI
A, BUILDING

ON

B, WING

{X3) DATE SURVEY
COMPLETED

c
01/19/2018

NAME OF PROVIDER OR SUPPLIER

{OWA CITY REHAB & HEALTH CARE

BTREETADDRE

S5, GITY, STATE, ZIP CODE

4661 ROCHESTER AVENUE
IOWA CITY, 1A 52245

FAHD
PREFIX
TAG

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

ID

PROVIDER'S PLAN OF CORREGTION 5
PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENGY)

F 309

Continued From page &
nurse going to page the physician on-call,

On 11/5/17 at 7:50 pm (ihe next entry) indicated
the physician was paged at this time. Resfdent #1
restad comfortably in bed at this time, call lightin
reach,

On 11/5/17 at 8:45 pm Resident #1sitting on the
bed and took off the oxygen. The resldent stated
"} left the oxygen on for & minutes and it is
uncomfortable. Think 1 just want fo go to the
hospltal".

On 11/517 at 850 pm the nurse paged the
physician agaln. A call came back and update
given to physician, Physician orderad for
Resident #1 to be treated and evaluated In the
emergency room. The nurse contacted the
hospital and spoks with the hospital administrator
and emorgancy room department for transfer of
the resident. The nurse contacted the ambulance
for transfer {to hospital emergency reom],

On 11/5/17 9:05 pm Resldent #1 in bed and
assisted with putting on a gown on pending arrival
of ambulance. Residen told this nurse "Just don't
feel good, think there is & probleny”. Resldent
thanked the nurse for getting him ready.

On 11/8/17 at 816 pm the ambulance crew here
and CNA (certified Nurse Aide) called out that the
resident not responding. CPR (Gardiopulmonary
Resuscitation) Iniliated.

On 11/5/17 at 10:09 pm. Physician nofified at this
time, resident Is a full cods but daspite GPR
continuously all this time no response. Order
given to cease CPR and resident pronounced
{death] at this tima. ADON notified and medical

F 309
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examiner called.

Review of the Ambulance Prehospital Care
Report dated 11/6/17 indicated they recelved a
call {0 respond o the facllity for a resident with
difficuliy breathing to be transporied fo the
emergency room. n reute without delay. Upon
arrival, nurse is giving us report that resident has
been on anfibictic for a week for bronchitls.
Resldent was seen by personal medtcal provider
on Friday. Resident complaining of difficulty
breathing all day today and oxygen via nasal
canntla had been atlempted. Resident refuses 1o
leave oxygen on and continues to stnoke.
Resident fast set of vital signs were blood
pressure 141774, pulse 88, temperature 96.6,
respirations 32, and oxygen satuaration 91% on
raom air. Nurse stated resident demanded to go
{0 {he hospital at §:10 pm. Resident [& a full code.
As nurse finished the report, staff yelled from the
resident's room that resident Is unrasponsive.
Resident Is unrasponsive, pale, pulseless and
apnsic (temporary cessation of breathing). The
resident was movad to the floor with the
assistance of 4 attendanis and CPR initiated.
After 30 minutes, physician called and declared
iime of death.

On 1/6/18 at 12:06 p.m. Staff B, Licensed
Practical Nurse (LPN) was interviewed and stated
she worked the day shift on 11/5/17 and assigned
to care for Resident #1. Staff B stated that
morning the resident was in therapy and one of
the therapist came to her and reported the
resident louked jaundice. Stafl B stated she {ook
fhe resideni's vita) signhs and the vilals were
normal but did not recall if she documented the
vital signs, Staff B stated the resident did not
appear jaundice and normal. Staff B stated affer

F 308
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that, the resident was precccupied with wanting
to go to the emergency room for jaundice. Staff
B, educated ihe resident about Hver function and
contacting his physfcian tomorrow to get lab
tasting. Staff B, stated the residant asked her 2-3
times about going fo the emergency room. Staff
B, staled she lold the resident she would send
him bud first lef's figure oul want is wrong.  Staff
B stated she asked the ADON to assess the
resident also and the ADON reported resident's
viial signs are normal, color Is okay, and she
talked fo the resident about lab work for the liver,
Staff B stafed the resident Is normal, had no signs
or symptoms of anything wrong and the resident
seemed to be precccupied with jaundlee. Staff B,
stafed she reported this to the oncoming nurse.

On 1/5/18 at 2:17 pm and 1/10/18 af 3114 pm
Staff A, Licensed Practical Nurse (LPN) was
interviewed and stated she came into work an
11/517, second shift (2:00 p.n.) and assighed to
care for Resident #1. Staff A stated she did not
get a report from the off going nurse, Staff B,
regarding anything going on with Resident #1.
Staff A stated the resident did not wear oxygen
when she came in at 2 pm and the resident vent
out to smoke at that time. Staff A reporied at £:30
pm, the resident feld her he was not golng to
supper due to not faeling well, no shoriness of
breath, just feeling fired, Staff A, LPN, stated
resident told her he was shart of breath eatlier,
but it had resolved, but had not been fesling good
all day. Staff A stated at 7:46 pm, she assessed
the resident's vital signs and noted respiration
raie at 32 (elevated), exygen saluration al
91-93% (fow) an room alr, and resident
complained of shoriness of breath. Staff A staled
the ADON went Info the resident's room to assess
the resident. Staff A stated the ADON told the
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resident he is on an antiblotic, and to stay here
and try the oxygen. The resident okay wilh fhat,
Staff A slated she paged the on-call physictan
twice and received an order to send the resident
lo the emergency room. Staff A stated when the
ambulance arrived a CNA, called out that resident
is net responding and she and the ambutlance
crew initiated CPR. Staff A stated Iater Staff B,
LPN, told her Resident # had problems all day
with shortness of breath and that she had put
oxygen on the resident.

On 1/9/8 at 8:46 am Staff D, Certified Nurse
Alde (CNA) was interviewsd and stated on
1145117 she came into work at 2 pm and recelved
report from the aff going CNA. The off going
CNA informad her that Resident #1 did not fes!
wall and has been requesting to go to the
hospital. Staff 1 stated she saw the resident and
he did not look so good and the resident slated
he felt bad, Siaif D stated she reported this to
Staff A {nurse) what the resident fold her and was
instructed by Slaif A to do exira cares for the
resident, Staff D, stated the resident refused to
eat his supper and she reported this to StaffA.

On 1/6/18 at 2:51 pm Staff C, Cerified Nurse
Aide (CNA) was interviewed and stated she came
into work at 2 pm and saw Resident#1 at the
nurses' statlon teliing Staff A that he wasn't fesling
well and wanted to go {o the hospital. Staif C
stated she heard Staff A tell the resident she was
doing ali she could for him and she didn't have
fime to deal with him. Staff C stated she noted
rasident's color was a liltle greyish in color,

On 1/5/8 at 3:18 pm with Staff E, Certified Nurse
Aide (CNA) stated she came into work at 4 pm on
1146117 and noted the resident at the main

F 300
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enlrance. Staff £ stated resident fold her that he
did not feal well and has tried to go to the
emergency room all day. Staff E stated she knew
he did not feel well because his skin color wag
palefyellowish and not normal. Staff £ staled she
did not recall If she reported this to the nurse or
not.

On 1/918 at 40:09 am Assistant Director of
Nursing (ADON) was interviewed and stated she
came Into the facility the first time an 11/6H7
ground 10:00 or 10:30 pm. The ADON stated at
12:00 or 12:30 pm she saw Resident #1 at the
nurses' station with Staff B and noted the resident
faad oxygen on, The ADON stated Staff B told her
the resident's oxygen saturation was 90-81% and
vital signs were nermal and that everyone ls
saying resident is Jaundice in color. The ADON
stated she assessed the restdent’s color and did
nat niote abnotmat color and she removed the
oxygen and after 10 minules assessed resident's
oxygen saturation to be 83-95% on room air. The
ADON stated she instructed Staff B she needed a
physician order for the oxygen and Staff B sald
she would call the reskient's physician. The
ADON stated the resident did not requast to be
sent to the hospital nor did Staff B indicate the
resident wanted o go fo the hospital. The ADON
staled she left the faciiity and refurned again
around 5,30 or 8:00 pm and went to her office.
The ADON stated around 7 pm Staff A came to
her stating there [s somsthing lruly wrong with
Resident #1. The ADON stated she went fo the
resldent's room and noted the resldent te be short
of breath, purse breathing through his lips, and
requesting to go to the hospital. The ADON statad
she went and got ihe oxygen and put it on the
resident and assessed his vital signs and Stalf B
called the physician on-call. The ADON stated
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she spent about a half hour with the resident and
then laft ihe facilily around 9 or 9:16 pm when the
ambulance was on Its way. The ADON stated she
never talked fo any other staff members besides
Nurse A and Nurse B.

On 1/10/18 at 10:34 am an Interview was
conducted with the resident’s physiclan, The
physician stated he has done some educalion
with the facllity after this with staff members. The
physician stated he instructed them If a resident
needs to go to the hospital to send them. The
physician stated e reviewed the resident's chart
and it appeared ihere's a disconnact in
assessment with staff members.

2, Resident #2 had a MD'S assessmen! with a
reference date of 12/14/17. The MDS idantified
the resident had diagnosis including

hypertension {elevated bicod pressure),
naurogenic bladder (neurclogical bladder
condition), vital hepatitls (disease of the Hver),
depression, Arnold-Chiari Syndrome (a condition
In which brain tissute exiends into the spinal
canal, present at birlh), dysphagia (difficulty
swallowing), cervicalgia {pain In the neck), and
chronic pain. The MDS indicaled the resident had
a BIMS) score of 15 out of 15, The MDS indicated
the resident required limited assistance of 1 staff
member for ked mobility, dressing, locomotlon,
and toilet use, and extensive assist of one staff
mambar for personal hygiens, The MDS
documented the resident used mobility devices of
a walker and & wheelchair. The MDS indicated
the resident recelves a pain medication regimen,
both scheduled and as neaded and recelves
non-medication inlervention for pain. The MDS
documented frequent pain in the last 5 days that
rales a @ on a scale of 0 to 10. Thescale is 0
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Contintted From page 11
being no pain and 10 as the worsl pain,

A Care Plan, with an initlated date of 08/28/17,
identified a focus area with chranlc paln related to
cervicalgla. The Interventions directed staff to:

Staff are to anticipate the resident's need for pain
refief and respond Immediately to any complalnts
of pain,

Staff are to monitor and record paln
characteristics every shift and as needed, severity
1 to 10 pain scale.

The resident's pain is alleviated/relieved by rest
and medication management.

Review of the MAR (Medlcation Administraiion
Record) dated Noevember 2017, identified an
order for hydromorphone (narcatic analgesic) 2
mg (milligrams) and give 2 tabs every four hours
as neaded for pain.

Review of the Controlled Medicafion Utilization
Record for hydromorphene revealed one lablet
administered at 9;00 am on 11/5/17, [eaving tha
count of the medlcation at zero.

Review of the Controlled Medication Utlization
Record for hydromorphone revealed 60 tablets
received and bwo tablets administered at 2 am on
1146147,

On 171018 at 11:53 am Staff G, LPN (Licensed
Praclical Nurse), was interviewed and stated she
administered 1 {ablet of hydromorphone to the
residant around 9 am on 11/5/7 and that was the
last ablet. Staff 3 stated she did not know how to

£ 308

FORM ChiS-2567(02-98) Previous Varslona Obsolete Event 10: LW

Facility 10; 140918

If continuation sheat Page 12 of 14




PRINTED: 01/25/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES ) PROVIDER/SUPPLIERICLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
165198 B. WIRG 01/15/2018
NAIME OF PROVIDER OR SUPPLIER STREET ADDRESS, TITY, STATE, ZIP GODE
IOWA CITY REHAB & HEALTH CARE 3661 ROCHESTER AVENUE
|OWA CITY, 1A 52245
43I0 SUMMARY STATEMENT OF DEFICIENCIES [ PRGVIDER'S PLAN OF CORRECTION o5)
PREFIX {(EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH GORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
F 309 | Continued From page 12 F 309

siated she did not call the pharmacy or the
resident's physician about not having pain
complaints of pain.

On 110748 at 3:14 pm with Staff A, LPN

never called the resident's physiclan.

On 1/8M& at 10:08 am the ADON (Asslstant
she was Informed the facility ran out of the
ADON stated she did education with staff

ran out, to check the emergency kit {o sae if
medication is avaltable for resident, to call the
the resident's physician o see if another paln

and avaliable in the facilily's medication
emergency kit immediately.

order the pain medication for the resident and the
resident complained of pain. Stalf G stated she
worked from 6 am to 10 pm on 11/6/17. Staff G
stated the resident’s family was here and upset
the resident did nat have pain medication. Staff G

medication for the resident. Staff G stated she
administered Tylenol as ordered for the resident's

{Licensed Practical Nurse), was interviewed and
slated the resident approached her the afternoon
‘| of 1146117, The resldent expressed belng upset,d
in pain and no pain medication available. Staff A
stafed she called the phanmacy and ordered the
medication for the resident and was told it would
take 6 hours for the medication to be defivered.
Staff A slated {he facility's medication emergency
kit did not have the resident’s pain medication in
it. Staff A reported she insiructed Staff G to give
the resident Tyleno! for pain. Staff A stated she

Diractor of Mursing) was interviewed and stated
resident's pain medicalion, Hydromorphone. The
members, The ADON stated she expected staff
to have ordered the pain medication before they
pharmacy and order it immedlately, and or call

madication that can be ordered for the resident
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Review of the Clinical Change In Condition
Management dated 06/2015 Inctuded
assessment of residents clinical stalus when a
change in condifion s identified. This may Include
but is not limited fo: vilal signs, fung sounds,
pulse ox, mental/neurological status, howel
souruds, skin color, lurgor, temperature, pain.
Contact the physician and provide clinical data
and information abaout the resident condition.
Document this natification of the physiclan in the
resident's medical record and physiclan
response. Initiate any new physician orders.
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This plan of correction does not constitute an admisslon or agreement by the provider of the truth of
the facts alleged or conclusions set forth in the statement of deficiencies. This plan of correction is
prepared solely because it is required by State and Federal Law.

Date of compliance for this plan of correction is: 1/25/2018

F-309

It is the practice of lowa City Rehabilitation to provide for the highest well baing of the residents.
#1- Resident #1 no longer resides at lowa City Rehab, No further Action necessary.

Resident #2- Facility medication e-kit updated to include pain medication for resident #2.

#2- For all similar resldents, a staff huddle was held on 11/9/17 and 1/26/18 with nursing staff to discuss
and Identify any potential change in condition and to determine if there are any unavailable
medications. Any concerns identified were immediately addressed. An In-service regarding medication
administration was held on 11/7/17 and 1/26/18 to review expectations regarding medication
administration and what to do if a medication is not readily available.

#3- The director of nursing and/or designee will hold nursing staff huddle meetings 5 days per week to
discuss resident conditions and identify any possible changes for the next 30 days and 3 times a week
thereafter for a minimum of 2 months.

#4- The Director of Nursing or designee will report the progress of this plan of correction to the QAPI
Committee for a minlmum of 3 months to ensure ongoing compliance.




