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Correction date ,‘7’/ ‘f’//@

The following deficiencies relate fo the
ths facility's annual survey of B/18 to
8122113,

(Ses code of Federel Regulations
{42 CFR), Part 483, Subpart B-C),

463.20(k)(3)i) SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

The services provided or amanged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by:

Based on clinicai record review and steff
interview, the facllity failed to follow & physician
order and professionai madication standards for 2
of 8 current residents {Residents #8 & 8) and 1
closed record reviewed. The facllity reported a
census of 23.

Findings include:

1. According to the MDS {minimum data set)
assessment dated 6/7/13, Resident #9 had
diagnoses that Included hypertension, dishetes
meliltus, coronsry srtery disease, atrial fibrillation,
pstecporosis and hyperlipidemla. Ths MDS
documented the resident had frequent pain with
an intensity rating of 5 out of the 1-10 pain scale (
Zero being no pain end 10 being tha worse pein
imaginad).

Review of a care plan deted 6/7/13 identified 8
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problem with pein related to arthritis with a goal of
controliing pain through interventions. Tha care
plan interventions included instruction to:

a. Acknowledge to the resident that his/her pain is
unigue and baiiavable; '

b. Administer madications es needad/ordered
and monitor and record effectiveness;

. Assess for pain with any significant change in
conditicn;

d. Assess past sifective and ineffective pein relief
measures;

2. Encourage the resident to repori pain at the
first pnseat;

f. Evaiuate the sffactiveness of paln
management interventions and adjuset if
ineffectiva or edverse alde effects amerge;

g- Monitor and racord any complaints of pain;
iocation, frequency, effect on function, intensity,
alleviating factors, diaphoresis, withdrawal, etc;
h. Monitor and record any non-varbal signs of
pain;

i. Notify Hospice and physician if pein is not
managed,

j. Obtain diagnostic tests/ iabs per physician
order,

k. Position for comfort with physicai support as
necessary,

I. Use non-medicated pein relief auch as
blo-feedback, application of heat or cold,
massaga, physica! therapy, stretching and
strengthening exercises, etc

Review of & telsphona physician order dated
7/26/13 at 3:00 PM revealed an order for for
Hydrocodone/APAP (acetaminophen) 5/325 mg
every 4-6 hours as needed for pain.

Review of the August 2013 medication shest
revealed the physician orders for
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Hydrocodone/APAP 51325 mg every 4-6 hours as
needed for pain. The medication sheet also
directed to administer tha following:

B. Tramadol (narceotic-iike pain raliever) 50 mg
ona tablet three times daily for pain management;
b. Tyleno! {pain reliever)1000 myg ons tablet three
timea per day for mikd to modarate pain;

¢. Tramado! 50 mg one tablet every 4-6 hours as
needed for pain;

d. Tylenp! 1000 mg 1 tablet thres times par day
es needed for pain;

a. Hydrocodone (narcotic/opioid pain refiever)
with Acetaminophan (Tylencl) 5/325 mg cna
tabiat avery 4-6 ours as needad for pain.

Raview of the August 2013 medication sheets
reveaied:

a. On 8/31 3 at 4:00 AM, the steff administerad
Hydrocodone for a haadacha with no response
documented.

b. On 8/813 at 2:45 PM, the staff administered
Hydrocodone for complaints of stormach pain with
soma refief at 3:30 PM.

¢. On 8/9/t 3 at 12.00 PM, the staff held Tremadoi
end Tylencl as the resident receivad
Hydrocodone with no response documented.

d. On 8/9A 3 at 12:00 PM, the staff administered
Hydrocodona for complaints of stomach cramping
with some reliaf at 2:00 PM.

a. On 8/10/t 3 et 8:00 AM, the staff administered
Hydrocodons for cramping with reliaf et 10:00
AM.

. On 81013 at 8:00 AM, the staff held Tramadol
and Tylanol aa the resident received
Hydrocodona.

g. On 8/10/13 at 2:00 PM, the staff heid Tylanc!

as the resident received Hydrocodons for
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stomach cramping.

h. On 8/11/13 at 5:00 AM, the stsff administered
Hydrecodo na for storach cramping with np
response documented.

i. On 8/16/13 at 10:50 AM, the staff administered
Hydrocodone for stomach cramping. Relief
documented st $1:30 AM.

k. On 8/18/13 at 5:18 AM, the steff edministered
Tyienol 1000 mg for compisints of back pain.
Some relief documented at 6:45 AM.

The continuing care retirement community notes
dated 8/9/13 at 11:20 AM dpcumented the
Hospice nurse visited and obtained a new
physician order 10 ask the resident every 6 hours
If ahe/he had stomech cramping. If the resident
had cramping, give a Lortak:
{Hydrocodone/Acetaminophan) end document
the outcome in the nurse’s notes.

Review of the clinical record failed to document
the physician gava an order to hoid Tramadol and
Tytennl when the staff administered Hydrocodpne
i the resident. The MAR documentation revealed
nursing staff inconsistently held tha Tramadot end
Tyienol when administering Hydrocodnne,

During an interview with Staff B, registered nurse
(RN) on 8/21/13 at 10:30 AM, shas stated she had
called the Hospice nurse regarding the resident's
compiaints of stomach pain. She stated the
Hpspice nurse got an order for Hydrocodone for
stomach cramping. Staff B stated she thought
sha should hold the scheduted dpaes of Tylenol
and Tramsdo! due to administering the
Hydrocodone with Tyienol. Staff B atated she
bsiieved the maximum dosage of Tyianol in 24
hours te be 4000 mg. She stated she did not ceil
the physicisn to notify him/her she heid the
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Tramado! and Tylenol.

During an Intervlew on 8/21/13 pt 1:05 PM with
Stpff B, ahe stated she calied the physician and
the physician stated it was ok tp hald the Tylenal
and Tramadoi when giving the Hydrocodone.
Staff B stated the physiclan alsp instructed not to
give the resident over 3000 mg of Tylenol per 24
hours,

Review of b telephone physicien order dated
8/21/13 revealed the following:

i giving es needed Lortab within 2 hours of
achaduled Tylenol or Tramadoi, hold Tylenol and
Tramadol. The resident Is never tp have more
then 3000 mg of Tyienol within 24 hours.

Review of the facility's drug manual entitied
Mosby's 2013 Nursing Drug Reference on page
82 recommended a maximum adult dosage of
Tylenpl at 4 Grams per day.

2. Accerding t¢ an admission care plan dbted
8/15/13, Residant#8 had bn admission diagnosis
of sepsis.

Review of a medication sheet dated August 2013
reveeled a discontinued physician order for
Omaga-3 fish oil 300 miliigrams (mg} daiiy (an
over the counter suppiemantai medication} on
8/16/13. Review of the same medication sheet
revealed a physician order for Omega-2 fish oii
1000 mg daily on 6/16/13. Review of the shasts
revealed the 1000 my signed off as given on
8/18/13-8/21/13 (4 doses).

Review of a facaimile 1o the physician deted
6/15/13 reveaied a physician's order for Fish oli
500 mg not 1000 mg.
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55=p | UNNECESSARY DRUGS

Esch resident's drug regimen must ba free from
unnecesasery drugs. An unhecessary drug is sny
drug when used in excessive dnse (including
tupiicate therapy); or for excessive duration; or
without adequate monitoring; of without adequste
indications for its use; pr in the presence of
edverse consequsnces which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above.

Besed on a comprehensive assessment of a
resident, tha faciiity must ensure that ragidenis
who have not used antipsychptic drugs are not
given thesa drugs unless antipsycholic drug
therapy is necessary to trest a specific condifion
as diggnosed and documented in the clinical
record; end residents who use antipsycholic
drugs receive gradual doge reductions, and
bshaviorai intarvantions, uniass clinicaily
contraindicated, in an effort to discontinua these
drugs. '

This REQUIREMENT is not met ss evidanced
by:

Besed on racord review and interview, the facility
failed to anaure a rasident's drug regimen
remained free of unnecessary drugs threugh
sdequate assessment and failed to attempt
sliermate interventions prior to the administration
of a psin medication for 1 of ¢ sctive residents
reviewed (Resident #2). The facility reported a
census of 23 residents.
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Findings include:

According to a Physicisns Orders form dated
8/M13, Resident #2's diagnosis included
diabates, hyperiension, obesity and adema,
AMinimum Data Set (MDS) assassment dated
6/3/13 documented a BiMS (brief interview for
mental etatus) score of B, indicating modearately
impaired memary and cognltion. The MDS
documented Resident #2 displayed totai
dependence on etaff for transfers and
documented the residant as not ebia to walk In a2
room or a hailway during tha previous 7 dey
assessmant period. The same MDS reveaisd the
resident experienced occasionai paln during tha
previous 5 day assessmant period.

Review of the same Physicians Order form dated
8113, revesled an medication order (with a start
date of 31/13) for Hydrocodone {pein medication)
5/500 milligrems (mg) by mouth every 6 houra
PRN (whenever nacessary or upto 4 times in a
24 hour period/per day).

Review of & facsimile sent to the resident's
Physiclan on 3/18/13, revealed staff requested
the resident's regularly schadulsd Hydrocodone
be chenged to a PRN besis dua to the residant
complaining of nightmares,

A Care Plan with a problem atart date of 6/4/13
revealed the rasident compiained of chronic pain
reiated to arthritis snd immobility. The same
Care Plan instructed the ataff to: offer non-
drug/attemative refief measures (e.g.. back rub,
relaxation exarcises, etc.} 1o help alleviata hisfher
paln, whan he/she exparienced pain, help to
datermine what the cause may be and eliminate if
poseible and monitor the effectiveness of hisier
pain madication.

Raview of a July 2013 PRN Notes/Medication
Notas farm, revealed Residant # 2 received PRN
Hydrocodone es foliows:
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a. July 1- 2 times;
b. July 2 - 3 times;
c. July 3 - 2 times;
d. July 4 - 3 times;
a.July & - 2 times;
f. July B - 3 times;
g. July 7 - 4 times;
h. July 8 - 2 times;

i. July 9 -2 times;

J July 10 - 3 times;
K. July 11 - 2 times;
i.July 12 -2 times;
m. July 12 - 3 timas;
n. July 14 - 2 times;
0. July 15 - 1 tims;
p. July 16 - 1 time;
q. July 17 - 1 time;,
r. July 18 - 1 time;
. July 20 - 1 time;
t July 21 - 2 times;
u. July 22 - 1 time;
V. July 23 - 1 time;
W, July 24 - 1 time;
x. July 25 - 1 time;
¥. July 26 - 1 time;
Z. July 27 - 3 times,
8a. July 28 - 2 times;
tb. July 30 - 1 time;
cc. July 31 - 2 times.

Further review of Resident #2's July PRN
medication nptes and/or Nurses Notes revealed
that at no time did staff docurnent offering
attemative pain relief meagures for any pf the
administration times above. Staff elsp falied fo
document any easeasment of rellef from his/her
pain follbwing the edministration of PRN
Hydrocodone on 13 seperata administration times
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during the month pf July.

Review pf & August 2043 PRN NptesMedicatipn
Notes form, reveaied Rasidant # 2 received PRN
Hydrocodone as follows:

a. August 1 - 2 times;
b. August 3 - 1 time,
C. August 4 - 2 times;
d. August 5 - 3 times;
e. August & - 3 times,
1. August 7 - 2 tmes;
g. Auguot 8 - 2 times;
h. August 8 - 3 imas;
I August 10 - 1 time;
K. August 11 - 2 times;
l. August 12 - 2 timas;
m. August 13 - 2 imas;
n. August 14 - 2 times:
0. August 15 - 2 times;
p. August 16 - 2 times
. August 17 - 2 times;
r. August 18 - 2 times;
s, August 19 - 3 times;
t. August 20 - 2 fimes.

Further review of Resident #2's PRN August
medication notes andf/or Nurses Notes revealed
that et no time did staff document offering
altemative pain refief measures for eny of tha
sdmipistration times sbove, Staff siso feiled ta
dpcument eny assessment of relief fram his/her
pein foilowing the administration of PRN
Hydrocodone on 15 esparate sdministration times
during the month of August,

Review of a facility Mosby's 2013 Nursing Drug
Reference guide, 26th Edition revesied the use of
Hydroondone for extended perods, may caues
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physical dependency.

During interview on B8/21/13 at B:50 A M., StaffA,
{Licensed Practical Nurse) reported if a resident
requested B PRN pain medication, she asked the
resldent to rate hizsher pain, assass the location
of pein and verified the fast time the resident
received a pain medication.

During Interview on 8/21/13 at 8:55 AM.. Staff B,
(Registered Nurse) confirned ghe had not ahways
documented akernative relief measures to
ellaviate Residant #2's pein prior to the
edministration of PRN Hydrocodone.

During interview on B/21/13 at 10:45 A M., Staff
C, (Registerad Nurse, Haslth Care Coordinator)
confirmed nursing staff did not docurnent any
elternate relief measures prior to the
edministration of PRN Hydrocodone. During the
same interview, Staff D (Registered Nurse, MDS
Coordinator) stated sametimes the facilty does
contact e resident's physician regarding excess
use of a PRN medication.
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F 371 | 483.35()) FOOD PRDCURE,
$S=E | STOREAPREPARE/SERVE - SANITARY

The facility must -

{1} Procure food from sourcas approved or
considered satisfactory by Fedsral, Stete or joce!
authorilies; and .
(2) Store, prepare, distribute and serve food
under sanitary condiions

This REQUIREMENT is not met as evidencad
by:

Bassad on ohservation, facliity record review and
staff interview, the faciiity failed to store at ieast&
inches off of the floor in the main kitchen and
walk-In freazar, The facliity identified a census of
62 residents. .

Findings includa:

I. Observation on 819/13 at 9:00 AM, with Dietary
Suparvisor during the initial tour of the kitchen
revaalad 2 cases pf potetoas stored on the floor
cuteide of the supervisor's office in tha main
kitchan, Stored on the floor of the walk-In freezer
in the basement were 1-50# bag pbpcom
{partially fuil) and 1 partially filled case of ice
cream coneés. Tha Dietary Supervisor
acknowiedged the items stored on the ficor and
than removed them from the floor et the time of
the ahsearvation,

During interview on 8/21/13 et 3:05 PM, the
Dietary Supervisor stated the facility did not have
a policy/procadure for the storage of food and
impiied that the kitchen foilows the food code.

F 371

LABDRATORY DIRECTOR'S OR PROVIDER/GUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE (%6) OATE

ATty deficiency sisternert ending with an astsrisk (*) danctes a deficiency which the institution may be excusad from correcting providing it Is determined thet

other safeguands provide sufficlant protection 10 the patients . (See Instructions.) Except for nursing homee, the findings statad above ars disciosable 80 days
following the cate af survey whethar or not & plan of comsction |s provided. For nursing homes, the above findings &nd plans of comection are disclosable 14

days following the dais these documents are made avaiiabie to the facility. If deficiencies are ched, an approved plan of conaction Is requisits to continued

program paricipation.
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Provider number 165540

Countryside Nursing and Rehabliitation Center, LLC
6120 Morningside Avenue

Sioux City, 1A 51108

This is the Plan of Comrection for the survey that was conducted on August 19 - August 22, 2013

The Pian of Comection as documented on the statement of deficiencles constitutes my credible allegation

of compliance and ail stated deficlencies would be corrected by the date specified.

Preparation and/or execution of this Pian of Correction does not constitute admissien or agreement by
this provider of the truth of the facts alleged or conclusions set forth in the statement of deficlencies. The

Pian of Correction Is prepared and/or executed solely because provisions of the State law require it.

ALL ITEMS WILL BE IN COMPLIANCE BY 10/09/13

F281

it is the policy of this facility to ensure professional services provided meet professional standards.
Orders were clarified for Resident #3 on 8/21/13. Resident #8 discharged to home on 9/5/13.
Nursing staff educated on 9/23 to notify physician when helding a medication.

Health Care Coordinator/designee will doubie check physician orders daily to ensure they have been
carrled out correctiy by nursing staff.




F 329

It is the policy of this facility to ensure that each resident’s drug regimen remains free from unnecessary
drugs.

Resident #2 is stili receiving her prn pain medications per her choice when she chooses to receive them
and is happy with her current pain management regimen. Resident #2 also stated during an interview on
8/26/13 that non-pain medication aiternatives (backrubs, relaxation exercises, etc) do not offer her pain
relief and she prefers to use the pain medication as her oniy pain reliever,

Staff educated on 9/23/13 to document whether relief was noted after giving prn pain medications.

Random audits of prn pain medication documentation wili be completed by DON/designee to monitor
whether pain relief was noted by the resident. Audits wiil be reviewed in QA.

F371
It is the policy of this faciiity to store, prepare, distribute and serve food under sanitary conditions.

In regards to the 2 sacks of potatoes, the popcorn, and ice cream cones they were promptly removed
from the floor and stored properly upon discovery on 08/19/13.

All food Is stored at least six inches off the floorin all food storage areas.
Dietary staff have been re-educated on proper food storage procedures on 09/23/13,

Dietary Supervisor and / or designee will conduct random audits weekly for 4 weeks and randomly
thereafter and report findings to the QA & A committee,
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The following deficiencies reiate to the
Nursing faciiity's relicensure survey

of BM19/13 to 8/22/13. ' M
L 382 61.18(1)g Required nursing services for residents L 382 ;& 74‘”

481-58.19(135C) Required nursing services for
residenis. The program pisn for nursing facliities
shall have the following required nursing services
under the 24-hour diraction of qualified nurses
with ancillary coverage as get forth in these rules:
58.19(1) Activities of daiiy living.

g: Ambulation with equipment if epplicabie, or
transferring, or pasitioning; {1, &, i)

This Stetute is not met as evidenced by:

Basad an clinicai record review, facllity procedure
review, sbaarvatien snd interview, the facilily
failed to tranafer a resident with uge of = gait belt
for 1 of 14 residents reviewed (Resident #3). The
facility reportad s census of 62 residents.

Findings included:

A Physician's Ordars sheat, signed by the

physician 8/6/13, documented Resident #3's
diagnoses included Alzhsimar's disease, fali
history, and caiivlitis and sbscess of tha foot.

The residant's Care Pian with a current onset
date of 8/13/M13 decumented tha resident had an
ADL {Activities f Dally Living) defick reiated to
Alzhelmer's/Dementis, contracture of the isft
hand/amm and a deciing in thalr abiiity to
ambulate. The Care Pisn directed staff to transfer
the resident with the 8ssistanca of 2 and a gait
DIVISION OF HEALTH FAGILITIES - STATE OF IOWA
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L 382 Continued From page 1 L 3sz

belt for ali transfers.

During ubsarvetion 8/20/13 at 7:15 a.m., StaffC
(CNA or Certified Nursing Assistant) and StaffD
(CNA) transfermed the resident from theirbed to a
Broda chair with their prms under the rasident's
axillary {arm pit} area without tha use of a gait
belt,

Review of a Gait Belts Equipment form directed
the foliowing:

a. Alf certified nursing assistance heeded to weér
a gait belk on their person et ail times,

b. Gait belts required when a resident needed
assistance for transfers, ambulation, end
repositioning.

. Steff needed to place the gait belt properiy
around the resident's waist and tighten the beit
enough {0 keep the resident secure and prevant
the belt from slipping.

Record reviaw revesled Staff C signed the Gait
Belts Equipment form on 3/18/13,

Racord review revealed Staff D signed the Gait
Beits Equipmant form on 7/28/13.

A Gali Beits Procedure sheet dsted 11/8/06
documented gait belts are needed for all
residents that required staff essistance fo
transfer.

During interview 8/21/13 at 3:50 p.m. the Director
of Nursing stated the resident required the use of
a gait belt during transfars and sha sxpected staff
to use the gait balt whan transferred. J

DHVISION OF KEALTH FACILITIES - STATE OF IOWA
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L 413} 58.18(2)] Required nursing services for residents L413

4B1-58.19(135C) Required nursing services for
residents. The program pian for nursing facilities
shall have the following required nursing sarvices
under the 24-hour direction of queiified nurses
with ancillary coverage as set forth in these nides:
58.19(2) Medicatipn and trestment.

i- Provigipn of accurste assessment end timely
intervention for all residents who have an onsat of
adverge symptomsg which represent & change in
ments!, emotiongl, or physical condition. {1, {i, Hi)

This Statute is not met as evidenced by;

Based on clinical record review and staff
interview, the faciiity failed to assess a resident
with unexpected weight gain for possible fluid
retention for 1 of 14 rasidents reviewed (Resident
#2). The faciity repDried a census of 62
residants.

Findings included:

Resident #2's 1/15/ 3 History and Physical listed
diagnpses including but not limited o essential
hypertertsion, atrial flutter snd renal faiiure.

On 3/21413 staff reporied to the physician by
facaimile the resident's weakly weight measured
170# (pounds) and represented s 4.8%# weight
loss. On 5/7/13 staff reported the resident had 5
generaily poor appetite with a lose of 5.8 pounds
in 1 weak; 9.4 paunds in the psst 30 days end 15
pounds in the past 4 months, Ths physiclan
ardered a nutritional supplement and documentad
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the weight Jose &5 expected due fo the resident’s
physical and menta! condition.
On 8/14/13 staff reporied to the physicisn by
facsimile the resident had gsined B.6 #in 1
month. The resident's record lacked any
documentation indicating staff had assessad the
resident for possible fluid retention by listening fo
iung sounds or checking for edema.
Buring intarview on 8/19/13 Bt 4:04 p.m. the
Director of Nursing stated if there was no
asaessment of the weight gain in the Nurse's
Motes it probabiy wasn't done.
L 628 58.24(6)f Dietary L62s

481-58.24(135C} Distary.

58.24(8} Dietary ordering, receiving, and storage.
f. Dry or stapie items shail be stored at least six
inches {15 cm) above the fioor in a ventilated
room, not subject to sewege or westewater
backflow, and protected frorn condsnisation,
leakage, rodents or vermin in sccordance with
the Food Code, 1999 edition. (lli}

This Statute ia not met as evidenced by:

Based on observstion, faciiity record review and
staff interview, the facility falled to atore food at
least § inches off of the foor in the main kitchen
and walk-in freezer. The facliity identified a
census of 82 residents.

Findings include:

i. Observation on 8/19/13 et 9:00 AM, with Dietary
Supervisor during the initial tour of the kitchen

CiVISION OF HEALTH FACIUTIES - STATE DF iOWA
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reveaied 2 cases of potafoes stored on the floor
outside of the eupervisor's office in the main
kitchen. Stored on the floor of the walk-in freezer
in the besement were one 50# (pound) hag
popeom (partielly full) snd one partiaily filed case
of ice cream cones. The Dietary Supervisor
ecknowledged the items stored on the fioor and
removed them from the ficor at the time of the
observation.
During interview on 8/21/13 at 3:.05 PM, ths
Dietary Supervisor varified a lack of a
policy/procedure for the storags of food and
stated the kitchen foilows the foed code.
L 775 58.35({2)a Buildings, fumishings, snd equipment L775

481-58.35(135C) Buildings, fumishings, snd
aguipment.

£8.35(2) Furnishings and equipment,

a. Al furnishings and equipment shail be
durable, cleanabie, and appropriate to its function
and in accordance with the department’s
approved program of care. {iil)

This Statute Is not met es evidenced by:
£8.35(4) Bedroorns. :
d. There shsii be 8 comforisbie chair, either @
recking cheir or armchair, per resident bed. The
rasident’s personal wishes shali be considered.
(liny

Based on observstion and interviews with staff
and resident the facllity failed to assure a durable,
cleanable chsir availabie to use In his/her room
for 1 of 14 regidents reviewed (Resident #1). The
facliity reported a census of 82 residents.
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Findings included;

On 811913 at 10:57 a.m. during initial tour of the
facliity Staff D, Licensed Practical Nurse identified
Resident #1 as able to give reflable infarmation
on interview.

On 8/20/13 at 10:31 a.m, the resident
approached the surveyor and requested
observation of the cheirin histher room. In the
repidant'a room sat a jarge brown reciining chair.
The fabric had been badiy stained and looked
very dirty. The fabric on the footrest contained e
shredded araa measuring approximately 6 by 6
inches with foam rubber exposed snd a few
strings of fabric draping across. An area
measuring 12 by 3 inchas on the lower iateral
surface of the right armrest hsd been tom open
with white stuffing protruding ;. The right lower
front comer of the chair hed a 3 by 3 inch tear
with white stuffing exposed, The left iower front
comer had a 4 by 4 inch tear with white stufing
exposed. The lower front comer of the left
armrast had a 3 by 3 Inch {ear with white stuffing
protruding. The rasidant stated the chair
belongad to the facility. Staff hed provided it to
the rasident on admissicn (5/23/11). The resident
stated he/sha had repeatedly ssked for a
replacement.

During interview on 8/20/13 at 3:12 p.m. the
regident sat in his/her room with a visiting family
member. When asked what condition the chair
nad bean in whan first provided the resident
stated it hedn't been new, but had baan in fair
condition and hed no teers at that time. When
asked how ail the tears ocourmed the resident
stated he/she thought it hed been nermai wear
end tesr. Tha resident's family member pointed at
a mechanical jift used to transfer the resident

OMVISION OF HEALTH FACILITIES - STATE DF [OWA
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L 775! Continued From page 6

from cheir, to wheelchair end to bed and stated
he/she thought the lift had been the cause of
damage to the chair.

A document dated 8/20/13 snd provided by the
Social Services Director documanted that on
B/1/13 the Diractor of Nursing informed her
Regident #1 hed requested & different chair. The
Sociai Services Directed informed the resident it
would be histher responeibiiity to purchase @
different chair if he/sha wanted one. The resident
stated ha/she wouid keep 1he current chair.

During Interview on 8/21/13 at 10:33 a.m. the
Administrator stated the resident had been
offered other chairs, but had declined them
stating they were tno small or too hard. {Note: on
admission assessment, the rasident's height
measured 5 8" snd weight measured 263
pounds. The residant's weight messured 267.3
pounds on 8/16/13).

During interview on 8/21/13 4:21 p.m. the
Administrator gtated they hsd found anothar
recliner in tha facility which the resident had
accepted,

L 679 58.45(2) Dignity praserved

481-58.45(135C) Dignity preserved. The
resident shall be treatad with consideretion,
respect, and full recognition of dignity and
individuality, including privacy in treatment and in
cara for psrsonal nesds. {ii}

58.45(2) Schedules of daily activities shali allow
meximurn flexibility for residents to exercise
cholce sbout what they wiil to ant when they will
doit. Regidents’ individual preferencas
regsrding such things &8s rnanus, clothing,

L7758

Lg78
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religious activities, frisndships, activity programs,
entertainment, slesping and eating, also times to
retire a1 night and erise in the moming shall be
elicited and considered by the faciiity. (II)

Thie Statute is not met as evidenced by;

Based on record review and staff and resfdent
interviews the faciiity failed to conalder end elicit
the residents' time preferences for routine
catheter changes (Resident #2, #5, #8). The
facility reported 10 residents with indwelling
cathaters and a census of 67 regidents

Findings intluded:

1. The B/5/13 Physician’s Orders for Resident
#2, directed ataff 0 change the resident’s Foley
cathater (drainege ube placed into the biedder to
drain urine into a bag) monthly beginning on
8/21712. The resident's Treatment Administration
Record (TAR} directed staff to perform the
catheter change monthly on the 10:00 p.m. to
6:00 s.m. shift Steff documantad in the Nurses
Notes the staff changed the catheter on 7/t6/13
gt2:00 e.m.

2. The B8/2/13 Physician’s Orders for Resident #5
directed staff to change the resident’s Foley
catheter monthiy beginning on 11/21/12. The
resident's TAR directed staff to perform the

| catheter change on the 10:00 pm. 0 6:0C a.m.

shift. Steff documented in the Nurse's Notes that
the staff changed the catheter on 6/19/13 et 3:30
am.

On 8/20/13 at 9:03 a.m. the resident was
interviewed and voiced hefshe did not iike this
very much and wouid prefer not to be awakened
for that [catheter change].

3. The Physician's Orders for Resident #8
directed staff to changs the resident’s Foley
cathater monthly begnning on 2/23/13. The TAR
directed staff to change the catheter on the 10:00

GIVISION OF HEALTH FACILITIES - STATE OF ICWA
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Provider number 165540

Countryside Nursing and Rehabiiitation Center, LLC
6120 Morningside Avenue

Sioux City, 1A 51108

This is the Plan of Correction for the survey that was conductsd on August 19 - August 22, 2013

The Plan of Comrection as documented on the statement of deficlencies constifutes my credible aliegation

of compliance and al! stated deficiencies would be corrected by the date specified.

Preparation and/or execution of this Plan of Correction does not constitute admission or agresment by
this provider of the truth of the facts aileged or conciusions set forth in the statement of deficiencies. The

Plan of Correction is prepared and/or executed sciely bacause provisions of the State law require it.

AlL ITEMS WILL BE IN COMPLIANCE BY 10/09/13

L 382
It is the poiicy of this facility fo snsure that required nursing services are provided Including ambuiation
with equipment, transferring and positioning.

Staff C and Staff D have been re-educated fo use gaif belts with transfers according to the rasident pian
of care,

Nursing staff have besn educated on 9/23 to transfer residents according to their pian of care inciuding
proper use of gait belts.

Random audits will be completed by DON/designee to monitor transfers and ensure they are compieted
using gait beits. Audits will be reviewed in QA.




PRINTED: 08/18/2013

FORM APPROVED
DEPARTMENT OF INSPECTIONS AND APPEALS
STATEMENT OF OEFICIENGIES {x1) PRDVIDER/SUPPLIERIGLIA (X2) MULTIPLE CDNSTRUGTION {X3) DATE SURVEY
AND PLAN DF CORRECTION IDENTIFICATIDN NUMBER: A BUILDING: CDMPLETED
1A1075 B.wiNe 08/22/2013
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
6120 MORNINGSIDE AVENUE
COUNTRYSIDE NURSING AND REHARBILITATION CEN
SIOUX CITY, 1A 671108
o) ID SUMMARY STATEMENT OF DEFICIENGIES D PRGVIDER'S PLAN GF CORREGTION o)
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CDRRECTIVE ACTIDN SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFDRMATIDN) TAG CROSS-REFERENCED TD THE APPRDPRIATE DATE
DEFICIENCY)
L 979 Continued From page 8 L 978

p.m. to 6:00 a.m. shift

On 8/20/13 at 2:24 p.m. the resident was
interviewad and etated the faciiity often employed
egency staff to work on the ovemight shift. The
resident stated she/he would prefer not to be
awakened in tha middle of the night for the
catheter change end would prefer to have it
performed by regufar faciiity staff.

On 8720713 at 10:41 a.m. the Birector of Nursing
{DON) confinmed staff working during the 10:00
p.m. to 6:00 a.m. shift had the responsibility to
perform the menthly catheter changee. The DDN
stated she had not talked to residents to
determine their preferencas for times to have the
catheter changed. The DON stated catheter
changes had been performed Bince she began
employment about 6 months age. Tha DON
identified 10 residents residing in the facility which
had indwasliing Foley catheters.
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L 413
it is the palicy of this facility to provide accurate assessments and timely interventions for all residents
who have an onset of adverse symptoms which represent a change in condition.

Resident #2 has since been assessed for fivid retention and was detsrmined to be eating better at this
time as weii as receiving supplementai drinks. Resident #2 has been on hospice care since 8/2012 for
deciine in condition reiated to Parkinson's Disease.

Nursing staff have been educated on 9/23/13 to monltor for fluid retention with a significant weight change
of 4-5 pounds/wesk.

Random audits wiill be complsted by DON/designee to monlor for accurate assessment with significant
weight gains. Audits wiil be reviewed in QA.

L628

it is the policy of this facility that dry or staple items shail be stored at least six inches above the
floor in a ventilated room, not subject fo sewege or wastewater backflow, and protected from
condensation, leakage, rodents or vermin in accordance with the food code,

In regards to tha 2 sacks of potatoes, the popcom, and ice cream cones they were promptly removed
from the floor upon dlscovery on 08/19/13.

All food 1s stored at least six inches off the floor in ail food storage arees.

Dietary staff have been re-educated on proper food storaga procedures on 09/23/13.

Dietary Supsrvisor and / or designee will conduct random audits weskly for 4 weeks and randomly

thereafter and report findings to the QA & A commitiee.




L775

itis the policy of this facility to provide a comfortable chair, either a rocking chair or aimchair, per

resident bed. The resident’'s personal wishes are considered.

in regards to Residents #1, the recliner was disposed of and replaced with a durable, cleanable, and
appropriate recliner the resident approved of on 8/20/13.

All staff have been re-educated on 9/23/13 regarding identifying furnishing and equipment that is not
durable, cleanable, and appropriate to its function.

The Housekeeping Supervisor and / or designae wili monitor weekiy for 3 months and randomly
thereafter. Concerris Identified will be addressed immadiately and reported to Administrator. The QA & A
committee will monitor for compliance. '

L979

It is the policy of this facility to ensure that the residents’ dignity is preserved and schedules of daily
activities maintain fiexibility for residents to exercise choice about what they wili do and whan they wiil do
it.

Scheduled catheter change times have been changed for resident #2, #5 and #8 to a time of their choice
and documented on the care plan. Preference also care pianned for resident #8 to have the catheter
changed by reguiar facility staff.

Nursing staff have been educated on 9/23/13 regarding resident dignity and allowing the resident to
choose when they prefer their catheter to be changed. These changes will be reflected on the treatment
record end care plan.

All residents edmitted or re-admitied with e foley catheter will be allowed to choose what time of day they
prefer to have their catheter changsd during their admission assessment and care plan will reflect this
prefersnce. All current residents wil! be asked quarterly during the residents care plen meeting if their
current preference remains the same or if they prefer to change the time of their catheter change.
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