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May 7, 2015

Mr. Scott Regenwether, Executive Director
Prairie Hills Assisted Living

5815 SE 27th Street

Des Moines, 1A 50320

RE: Final Complaint/Incident Investigation Report, Prairie Hills Assisted Living, Des
Moines, Iowa

Dear Mr. Regenwether:

Enclosed is the Final Complaint/Incident Investigation Report completed by the Department
of Inspections and Appeals (DIA) in accordance with fJowa Code chapter 231C and Iowa
Administrative Code (IAC) chapters 481—67 and 481—69, following an investigation by DIA
on April 28 - 30, 2015.

Complaint #52734-C alleged tenants or legal representatives were not given a choice to go to
the hospital. Based on interview, record review, and incident report review, the following was
noted.

Allegation — Tenant Rights, tenants and legal representatives were not allowed to make choices
regarding care

Findings- Not Substantiated

Comments —Incident reports provided by the Program going back to January 1, 2015 were
reviewed. There were documented instances that tenants or legal representatives refused care.
Interviews revealed a general desire of some legal representatives to avoid hospitalization for
tenants, but not a specific refusal of care. It could not be substantiated tenants refused to go to
the hospital when actually sent to the hospital.

Complaint #52391-C alleged fire drills were not conducted. This has been referred to the State
Fire Marshall’s office.

Telephone Number for the Hearing Impaired: {515) 242-6515




The Report notes Regulatory Insufficiencies in the area(s) of: Program policies and
procedures, Medications, Staffing, Tenant Documents, Service Plans, Nurse Review, Food
Service and Structural Requirements..

Each Regulatory Insufficiency requires that the Program submit a written Plan of Correction

(POC).

In preparing the POC, please use the tepant identifiers from the Report, i.e. Tenant #1, when
reference is made to specific tenants. If your response includes a specific tenant’s assessment
or service plan, it is the Program’s responsibility to conceal the tenant’s name in order to
maintain the tenant’s anonymity. Your response shall include the following:

1. Elements detailing how the Program will correct each regulatory insufficiency.
2. 'What measures will be taken to ensure the problem does not recur.

3. How the Program plans to monitor performance to ensure compliance.

4. The date by which the regulatory insufficiency will be corrected.

Please note that all regulatory insufficiencies must be corrected within 30 days of the
date of the exit conference; however, there may be situations where the timeframe may
be shortened or lengthened, at the discretion of the department.

The POC must be submitted/emailed to DIA to my attention within ten (10) working days
of receipt of this letter. It may be necessary for DIA to revisit the Program to confirm
progress in fulfilling the POC’s corrective measures.

As provided by IAC rule 481-67.14, you are afforded one opportunity to refute cited
regulatory insufficiencies through the informal conference process. A request for an
informal conference must be made within 20 working days of the notice or service of this
letter and the final report. Please refer to rule 67.14 for more information.

If you have any questions in regard to the enclosed Report, please contact me at
515/281-7039 or Rose.Boccella@dia.iowa.gov

Sincerely,

FBase Bocoetl

Rose Boccella

Program Coordinator
Adult Services Bureau

Enclosure
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A 000 481-67 Initial Comments A 000

Assisted Living Programs are defined by the type
of population served. The census numbers were
provided by the Program at the time of the
on-site.

General Population Program

Number of tenants without cognitive disorder: 35
Number of tenants with cognitive disorder: 2
Total Population of Program at time of on-site: 37

Dementia-Specific Program by Dedication

Number of tenants without cognitive disorder: 0
Number of tenants with cognitive disorder: 8
Total Population of Program at time of on-site: 8

TOTAL census of Assisted Living Program: 45

Complaint # 52734-C alleged tenants and legal
representatives were not able to make choices
regarding care. No regulatory insufficiencies
were cited in relation to this allegation.

The following regulatory insufficiencies were
cited during the investigation of Complaint
#52391-C and 52734-C:

A 003 481-67.2 Program policies and procedures A 003

481-67.2(231B,231C,231D) Program policies and
procedures, including those for incident reports. A
program ' s policies and procedures must meet
the minimum standards set by applicable
requirements. The program shall follow the
policies and procedures established by a
program. All programs shall have policies and
procedures related to the reporting of incidents
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including allegations of dependent adult abuse.

This REQUIREMENT is not met as evidenced
by:

Complaint # 52734-C alleged medication lists
were not sent with tenants when going to the
hospital.

Based on interview and procedure review, the
Program did not follow its procedure and did not
always provide medication lists for tenants when
transfered to the hospital.

1. The Program provided documentation of a
procedure entitled "Emergency Care Information
Form/Packet." The procedure stated a
medication administration record (MAR) or med
list was part of the emergency packet. 1n an
emergency, staff members were to pull an
emergency packet kept up-to-date by the
Wellness Director and make a copy of the
medication administration record (MAR) o give to
emergency personngl.

Staff A Certified Nursing Assistant (CNA) was
interviewed on 4-29-15 at 9:30 a.m. and stated
when a tenant was transported to the hospital
copies of tenant information were sent with the
tenant. Staff A stated the copies of the records
were kept in the nurse's office and were not
available when the nurse was not in the building.
Staff A also reported records were not sent with
one tenant "because it was an emergency.” Staff
Areported there was no way staff could copy
medication information when the nurse was not in
the building.

Staff B Certified Medication Assistant (CMA) was
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interviewed on 4-28-15 at 2:43 p.m. and stated
medication lists had to be hand-written as MARs
were computerized and there was no way to print
out the medication list. Staff B also stated that
sometimes emergency personnel did not ask for
medication lists.

Staff C CNA was interviewed on 4-28-15 at 1:55
p.m. and stated the MARs were on the computer
and there was no way to print them out. Staff C
reported she recently sent a tenant to the hospital
and did not include a medication list.

The Licensed Practical Nurse {LPN) was
interviewed on 4-29-15 at 10:00 a.m. and stated
the location of the binder with tenant information
to use for emergency transfer was located in an
office that was accessible to staff all hours of the
day and not dependent on the presence of a
nurse for access. The emergency binder was
observed to be present in the office and
contained general tenant infermation, but
contained no MARs.

Staif members did not follow the procedure to
include a medication list when a tenant was
transferred.

During the course of the investigation, the
following was noted: |

Based on observation, interview, and procedure
review hands were not washed and perineal care
was not provided according te Program
procedure.

The Program had a handwashing procedure
which indicated handwashing "must be done"
thoroughly and often. Hands were to be washed
after using the restroom, after using a tissue,
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after touching any body part, before putting on
gloves, before handling food and medications and
delivery of personal care to tenants. Common
sense was to be used regarding hand washing.

The Program had a gloving procedure which
identified hands were to be washed prior to the
use of gloves and when the gloves were
removed.

The Program had an incontinence care
procedure which indicated tenants were to be
cleansed after incontinence, and fenants were to
be offered handwashing after toileting.

1. On 4-28-15 at 9:40 a.m. Staff C, CNA, was
observed with Tenant#1. Tenant#1 wasina
wheelchair in the common area of the dementia
unit. Tenant #1 was observed to have wet pants.
Staff C assisted Tenant #1 to the bathroom in
Tenant #1's apariment. Tenant #1 was seated on
the toilet. Staff G applied gloves but did not wash
hands prior to application of the gloves. Staff C
removed the wet incontinence product and wet
pants. Staff C confirmed both were wet. Staff C
applied a new incontinence product and dry
pants. Staff C handed toilet paper to Tenant #1
and directed Tenant #1 to wipe self, which Tenant
#1 did. Staff C did not provide perineal cleansing
with soap and water after Tenant #1 had been
incontinent resulting in wet clothing.

Staff C removed gloves after assisting Tenant #1
with toileting and dressing and did not wash
hands. Staff C assisted Tenant #1 from the {oilet
to the wheelchair and did not offer handwashing
to Tenant #1. Staff C assisted Tenant #1 out of
the apartment. Staff C did not wash hands prior
to leaving the apartment,
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On 4-28-15 at 11:20 a.m. Staff C was observed
putting a vial of medication into a nebulizer for a
breathing freatment for Tenant #1. Staff C did not
wash hands prior to administering the medication.
After the treatment was completed, Staff C took
the nebulizer from Tenant #1. Tenant #1 had
used the nebulizer properly and had placed the
device in the mouth. Staff C did not wash hands

‘ after touching the used nebulizer. Staff C did not
wash hands prior fo leaving Tenant #1's
apartment.

On 4-28-15 at 11:35 a.m. Staff C applied gloves
without washing hands first. Staff C went to
Tenant #2's apartment in the dementia unit. Staff
C obtained an insulin pen from the locked
container and assisted Tenant #2 with the insulin
pen. Staff C removed the gioves and left the
apartment without washing hands.

On 4-28-15 at 11:47 a.m. Staff C was observed
leaving a tenant's apartment, walking to the cart
containing the noon meal, got food off the cart
and gave the food to a tenant. Hands were not
observed to be washed prior to assisting with the
serving of food.

2. On 4-28-15 at 4:11 p.m. Staff D Universal
Worker (UW) was observed in Tenant #1's
apartment in the dementia unit. Staff D assisted
Tenant #1 with the nebulizer treatment. Staff D
used bare hands {o dispose of used tissue. After
Tenant #1 refused the nebulizer treatment, Staff
D assisted Tenant #1 io toilet. Staff D assisted
Tenant #1 with the removal, and later the
reapplication of an incontinence product and
pants. When toileting was completed Staff D did
not offer handwashing fo Tenant #1. Staff D did
not wash hands upon leaving the apartment.
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At 4:34 p.m. Staff D assisted Tenant #2 with the
use of an insulin pen. Staff D applied gloves to
assist, and removed the gloves once the task
was completed. Staff D did not wash hands upon
removal of the gloves. Staff D did not wash
hands prior to leaving Tenant #2's apariment.

3. On 4-29-15 at 9:20 a.m. Staff E UW entered
Tenant #3's apartment in the dementia unit. Staff
E assisted Tenant #3 with the washing of the
face. Without washing hands, Staff E proceeded
to administer medications to Tenant #3. Staff E
left the apartment without washing hands.

On 4-28-15 at 11:27 a.m. Staff E was observed in
the common area of the dementia unit with
Tenant #1. Staff E walked with Tenant #1 to the
bathroom in Tenant #1's apartment. Staff E
assisted Tenant #1 with clothing. Staff E did not
wash hands after assisting Tenant #1 in the
bathroom.

After getting Tenant #1 seated in a chair, Staff E,
with unwashed hands, took Tenant #1's nebulizer
equipment and used bare hands to rinse the
equipment in the sink. Staff E was interviewed at
11:43 a.m. and stated he had not washed hands
after assisting Tenant #1 with toileting.

The LPN was interviewed on 4-28-15 at 3:10
p.m. and stated she expected staff who used
gloves and assisted a tenant with toileting to
wash hands. Tenants hands should be washed
after toileting. It was expected that tenants who
were incontinent were to have perineal care with
soap and water.

The RN was interviewed on 4-28-15 at 2:30 p.m.
and stated hands should be washed before
applying gloves, and staff should wash hands
DIVISION OF HEALTH FACILITIES - STATE OF IOWA
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after assisting tenants with toileting. Tenants
should be offered handwashing after toileting.
Tenants who were incontinent should have
perineal care including cleaning with soap and
water,
A 036 481-67.5(6)a Medications A 036

481-67.5(231B,231C,231D) Medications. Each
program shall follow its own writiten medication
policy, which shall include the following:

67.5(6) When medications are administered
traditionally by the program:

a. The administration of medications
shall be provided by a registered nurse, licensed
practical nurse or advanced registered nurse
practitioner registered in lowa or by certified and
noncertified staff in accordance with subrule
67.9(4) or a physician assistant (PA) in
accordance with 645-Chapter 327. Injectable
medications shall be administered as permitted
by lowa law by a registered nurse, licensed
practical nurse, advanced registered nurse
practitioner, physician, pharmacist, or physician
assistant (PA).

This REQUIREMENT is not met as evidenced
by:

Complaint #52391-C alleged medications were
not given correctly.

Based on observation, policy review,and
interview, medications were not administered
correctly according to the Program's medication
policy.

The Programs procedure, Assistance with
Medication, identified staff must consistently
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follow the six "rights" for proper and accurate
adminisiration of medications. The procedure for
"right" medication indicated the medication
adminisiration record (MAR) was to be checked
with the medication label three times, before
during, and after administration.

The RN was interviewed on 4-28-15 at 2:30 p.m.
and stated medications were to be checked three
times against the MAR. Insulin was to be
administered in the upper thigh or abdomen, and
not in the knee.

The LPN was interviewed on 4-28-15 at 3:10 p.m.
and stated medications were to be checked three
times against the MAR. Insulin was to be
administered in the upper arm, upper thigh, or the
stomach. Insulin was not to be administered in
the knee.

1. On 4-28-15 at 11:20 a.m. Staff C, CNA, was
observed pulling a vial out of a locked cupboard
in Tenant #1's apartment. Staff C put the vial of
liquid into the nebulizer and administered it to
Tenant #1. The MAR was not present, and
according to Staff C, the computer was in the
common area of the dementia unit. The
medication was not checked against the MAR.

2. On 4-28-15 at 11:35 a.m. Staff C looked af the
unlocked computer in the common area of the
dementia unit. The computer was not taken info
Tenant #2's apartment. Staff C took an insulin
pen out of a locked box in Tenant #2's apartment
which contained several insulin pens. The insulin
pen was not checked against the MAR. Staff C
dialed the insulin pen to 16 units and gave the
pen to Tenant #2. Tenant #2 was observed
injecting the insulin into the right knee. Staff C
stated the nurse was aware of the injection site
DIVISION OF HEALTH FACILITIES - STATE OF IOWA
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Continued From page 8

location. The medication was not checked
against the MAR three times.

Areview of Tenant #2's MAR for April 2015
revealed Tenant #2 received insulin injections
three times daily. The MAR contained
documentation the insulin was injected in the
area of the knee at least 75 times.

3. On 4-29-15 at 11:43 a.m. Staff E, UW, was in
Tenant #1's apartment. Staff E got out a vial from
the locked cupboard and places the vial of liquid
in the nebulizer, The MAR was not present in the
apartment. The medication was not checked
against the MAR three times. Staff E stated the
medication was the same one administered
earlier in the morning.

4. The clinical record for Tenant #4 contained a
signed physician's order which stated "be sure"
Tenant #4 "has 8 glasses of fluid /day." The order
was dated 2-10-15. The February MAR for
Tenant #4 was reviewed. The fluid, a
physician-ordered task, was not on the MAR.

The MAR lacked documentation that fluids were
given according to physician orders.

481-67.9(1) Staffing

481-67.9(231B,231C,231D) Staffing.

67.9(1) Number of staff. A sufficient number
of trained staff shali be available at all times to
fully meet tenants * identified needs.

This REQUIREMENT is not met as evidenced
by:
Complaint #52734-C alleged the Program relied

A 036

A 055
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on emergency personnel for routine lifting

assistance.

Based on interview, incident report review, and
policy review, the Program did not have a
sufficient number of trained staff to meet
identified tenant needs. The Program relied upon
emergency personnel for lifting assistance.

1. The Program provided documentation of a
procedure for tenant falls. The procedure
documented staff member were never to lift a
tenant from the floor even if multiple staff
members were present. Staff was to stay with
the tenant until 2 nurse or emergency personnel
assessed the tenant. If the assessment indicated
a tenant could get up, staff was to stand by with a
gait belt. A chair was to be provided and the
tenant was to get on all fours. If the {enant could
not assist to a standing position, the tenant was
to be lowered to the ground until emergency
personnel or mechanical means was employed.

The RN was interviewed on 4-28-15 at 2:30 p.m.
and stated staff were directed not to pick
persens up off the floor. 911 was called to get
perscens up, and the Program depended upon 911
o provide the service,

The LPN was interviewed on 4-28-15 at 3:10 p.m.
and stated staff was not allowed to pick persons
up off the floor.

Siaff A, CNA, was interviewed on 4-29-15 at 9:30
a.m. and stated if a tenant could get to the knees,
staff could help get the tenant off the floor.
Otherwise, 911 was called to get the tenant off
the floor. Staff A reported 911 was called first.

Staff B, CMA, was interviewed on 4-28-15 at 2:43
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p.m. and stated when a tenant fell, the tenant was
cued to get to the knees. If the tenant was
unable to get up, 911 was called. Staff was not to
do hands-on to lift the tenant.

Staff C, CNA, was interviewed on 4-28-15 at
10:52 a.m. and stated the Program's policy was
to call 911 every time a tenant could not get up off
the floor.

An incident report dated 4-6-15 at 10:05 p.m.
documented Tenant #5 slipped off the side of the
bed. The incident report contained
documentation that range-of-motion was
assessed and there were no injuries. "911 was
called to lift" the tenant off the floor.

An incident report dated 3-31-15 at 7:35 p.m.
documented Tenant #6 walked out of the
bathroom and just sat on the floor. "Paramedics :
helped resident off floor." |

An incident report dated 4-18-15 at 2:15 a.m.
documented Tenant #7 was on the floor. "911
was called and they assisted him to bed."

An incident report dated 4-12-15 at 11:55 a.m.

documented Tenant #8 fell while walking. "Called
911" and ointment was put on a rug burn.

A 082 481-69.25(3) Tenant Documents A 082
481-69.25(231C) Tenant documents.

69.25(3) All records shall be protected from
loss, damage and unauthorized use.

This REQUIREMENT is not met as evidenced
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by:
During the course of the investigation, the
following was observed:

Based on observation, tenant records were not
protected from unauthorized use.

1. On 4-28-15 at 11:35 a.m. Staff C was in the
living room of the dementia unit. A notebook
computer was on a table in the corner as well as
a notebook containing paper copies of tenant
service plans. Staff C opened the lid to the
computer, and the computer was unlocked. No
pass code was required to get to tenant
information on the computer. Staff C accessed
the medication record for Tenant #2.

At 11:47 a.m. the notebook computer and the
service plan book was present on the same table
in the corner of the dementia unit living room.
Staff was not present at the table. The monitor
opened the lid to the computer. Tenant
information was visible. The Activity Director,
other tenants, and a family member were present
in the living room.

2. On 4-28-15 at 11:55 a.m. the notebook
computer and the service plan book were present
on the same table in the living room of the
dementia unit. A staff member was not present at
the table. The monitor opened the notebook
computer in front of the Regional Nurse. The
Regional Nurse confirmed the notebook
computer was not pass code protected and
tenant information was accessible. The Regional
Nurse stated files should be locked up. The
Regiona! Nurse removed the notebook computer
and service plan bock to a secured area.

3. On 4-28-15 at 3:36 p.m. Staff D, UW, was
DIVISION OF HEALTH FACILITIES - STATE OF IOWA .
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observed in the dementia unit. The service plan
book was on a couch and the notebook computer
was on a rolling stand. Staff D left the area to
attend to a tenant. The notebook computer was
opened and revealed access to tenant
information. The service plan book was
unsecured on the couch.

4. On 4-30-15 at 9:05 a.m, Staff F, UW, was
present in the dementia unit. Several tenants
were in the common area. The back table was
unattended and the notebook computer was
present. The lid to the computer was opened by
the monitor and no pass code was needed. In an
interview with Staff F, she confirmed access to
tenant information. Staff F was asked fo secure
the computer.

A 092 481-69.26(4)d Service Plans A 092

481-69.26(231C) Service plans.
69.26(4) The service plan shall be
individualized and shall indicate, at a minimum:
d. For tenants who are unable to plan their
own activities, including tenants with dementia,
planned and spontaneous activities based on the
tenant ' s abilifies and personal interests

This REQUIREMENT is not met as evidenced
by:

During the course of the investigation, the
following was noted:

Based on record review, service plans were not
individualized and did not include activities for
tenants with dementia.

1. Tenant #1, an 82 year-old, was admitted on
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2-10-12 and had diagnoses of: dementia,
asthma, hypertension, psychosis, depression,
and vitamin deficiencies. On 3-27-15 Tenant #1
was staged at six on the global deterioration
scale (GDS) which indicated severe cognitive
decline. Tenant #1 resided in the dementia unit.

Nurses notes dated 4-7-15 at 8:10 a.m.
documented Tenant #1 had episodes of
aggressiveness. Tenant #1 was swinging at staff
with hands. Tenant #1 was refusing nebulizer
treatments, walking, and eating at times. Notes
dated 4-21-15 at 11:22 a.m. documented Tenant
#1 was not taking medicine and continued to be
aggressive with staff.

A review of the medication administration record
{MARY) for April 2015 documented Tenant #1's
refusal of medication 24 of the first 28 days of
April.

The service plan for Tenant #1 was dated 2-5-15.
The service plan did not identify interventions for
aggression for Tenant #1 who had dementia. The
service plan did not identify interventions for the
refusal of medications. The service plan was not
individualized {o meet the needs of Tenant #1.

The clinical record for Tenant #1 contained an
emergency response directive signed by a power
of attorney and the physician which indicated no
cardiopulmonary resuscitation (CPR) was to be
initiated for Tenant #1 in the even of an
emergency. The service plan dated 2-5-15
identified Tenant #1 was a "full code,” the
opposite of no CPR. The service plan was not
individualized to meet the needs of Tenant #1.

The service plan indicated Tenant #1, a person
with dementia, was given an activity calendar and
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participated as desired. The service plan did not
identify planned and spontaneous activities based
oh Tenant #1's abilities and interests.

2. Tenant #4, an 89 year-old, was admitted on
5-2-13 and had diagnoses of. dementia, arthritis,
histery of falls and history of acute renal faiture.
On 4-1-15 Tenant #4 was staged at six on the
GDS which indicated severe cognitive decline.
Tenant #4 resided in the dementia unit. The
service plan of 4-1-15 indicated Tenant #4 was
provided with an activity calendar and participated
in activities of interest. The service plan did not
identify ptanned and spontaneous activities based
on Tenant #4's abilities and interests.

3. Tenant #7, an 87 year-oid, was admitted on
4-9-15 and had diagnoses of. partial Achilles
tendon rupture, weakness, vascular dementia,
hypertension, and coronary artery disease. On
4-6-15 Tenant #7 was staged at four on the GDS
which indicated moderate cognitive decline.
Tenant #7 resided in the dementia unit.

The health evaluation dated 4-6-15 documented
Tenant #7 wore a special boot. A nurse's note
dated 4-20-15 at 2:25 p.m. documented Tenant
#7 had redness in the groin and medication was
requested. A nurse's note dated 4-20-15 and
timed 2:28 p.m. documented the LPN contacted
the family to bring in a partial side rail {o assist
Tenant #7 when getting up.

On 4-29-15 at 8:57 a.m. a partial rail was
observed attached to Tenant #7's bed.

A review of the service plan dated 4-6-15 did not
identify the use of the partial rail on the bed for
safety. The service plan identified the use of the
boot to the right foot but did not give staff

A 092
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direction on the use of the boot. The service plan
did not identify skin redness and changes to skin
reportable to the nurse. The service plan was not
individualized to meet the needs of Tenant #7.

The service plan identified spontaneous activities
Tenant #7 enjoyed but did not identify pianned
activities based on Tenant #7's abilities and
interests.

A Q96 481-69.27(3) Nurse Review A 098

481-69.27(231C) Nurse review. If a tenant does
not receive personal or health-related care, but
an observed significant change in the tenant s
condition occurs, a nurse review shall be
conducted. If a tenant receives personal or
heaith-related care, the program shali provide for
a registered nurse or a licensed practical nurse
via nurse delegation:

69.27(3) To assess and document the health
status of each tenant, o make recommendations
and referrals as appropriate, and to monitor
progress relating to previous recommendations at
least every 90 days and whenever there are
changes in the tenant ' s health status

This REQUIREMENT is not met as evidenced
by:

During the course of the investigation, the
fallowing was noted:

Based on record raview, a nurse review was not
completed with a change of condition to assess
and document the heaith status of each tenant
and to monitor progress related to previous
recommendations.

1. Tenant #1, an 82 year-old, was admitted on
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2-10-12 and had diagnoses of: dementia,
asthma, hypertension, psychosis, depression,
and vitamin deficiencies. On 3-27-15 Tenant #1
was staged at six on the global deterioration
scale (GDS) which indicated severe cognitive
decline, Tenant #1 resided in the dementia unit.

Nurse's notes dated 4-8-15 documented Tenant
#1 was started on an antibiotic for bronchitis. A
nurse review was not completed with a change of
condition to assess and document the health
status of Tenant #1 with a change of health
status.

The nurse's note of 4-8-15 documented the
antibiotic was to be given for seven days. A
review of the medication administration record for
April 2015 documented the antibiotic was given
for only six days of the seven days as Tenant #1
refused the medication on 4-13-15. A nurse
review was not completed after seven days to
monitor progress related to the completion of the
antibictic. The nurse review did not include a
review to ensure the antibiotic was administered
consistent with the order.

2. Tenant #7, an 87 year-old, was admitted on
4-9-15 and had diagnoses of: partial Achilles
tendon rupture, weakness, vascular dementia,
hypertension, and coronary arfery disease. On
4-6-15 Tenant #7 was staged at four on the GDS
which indicated moderate cognitive decline.
Tenant #7 resided in the dementia unit.

Anurse's note dated 4-20-15 at times 2:28 p.m.
documented the LPN contacted the family to
bring in a partial side rail to assist Tenant #7 when
getting up. On 4-28-15 at 8:57 a.m. a partial rail
was observed attached to Tenant #7's bed.
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A nurse review was not completed to assess and
document Tenant #7's health status with the
addition of the partial rail to Tenant #7's bed to
determine Tenant #7's ability to use the partial rail
safely.

A 111 481-69.28(6)d Food Service AN

481-69.28(231C) Food service.

69.28(6) Programs engaged in the
preparation and service of meals and snacks
shall meet the standards of state and local health
laws and ordinances pertaining to the preparation
and service of food and shall be licensed
pursuant to lowa Code chapter 137F. The
department will not require the program to be
licensed as a food establishment if the program
limits food activities to the following:

d. Appropriately trained staff may prepare in
the program ' s Kitchen individual quantities of
tenant-requested menu-substitution food items
that require limited or no preparation, such as
peanut butter or cheese sandwiches or a
single-service can of soup. The food items
necessary to prepare the menu substitution may
be stored in the program ' s kitchen. These food
items may not be cooked in the program's
kitchen but may be reheated in a microwave. A
two- or four-slice toaster may be used for
tenanf-requested menu-substitution items, but no
bare-hand contact is permitted.

This REQUIREMENT is not met as evidenced
by:

During the course of the investigation, the
following was noted:

Based on observation and interview, the Program
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did not meet the standards of health laws
pertaining to the service of food.

1. On 4-28-15 at 11:47 a.m. Staff C was observed
leaving a tenant's apartment, walking to the cart
containing the noon meal, got food off the cart
and gave the focd fo a fenant. Hands were not
observed to be washed prior to assisting with the
serving of food.

2. The monitor entered the dementia unit at 8:35
a.m. on 4-29-15. On the dining room table sat
two trays. Each tray contained a plate with bread,
later determined to be french toast, and strips of
bacon. The plates were covered with a plate
cover. There was no heat source for the food.

According to Staff E, the breakfast trays had been
delivered, but not all the tenants were awake and
ready fo eat. At 9:10 a.m., the trays were still
sitting on the dining room table. The Program
was asked to take the temperature of the foed.
The Dietary Manager found the temperature of
the bacon to be 82.8 degrees Fahrenheit, and the
french toast at 92.9 degrees. The Dietary
Manager stated the holding temperature was 165
degrees.

A 154 481-69.35(1)b Structural Requirements A154

481-69.35(231C) Structural requirements.
69.35(1) General requirements.
b. The buildings and grounds shall be
well-maintained, clean, safe and sanitary.

This REQUIREMENT is not met as evidenced
by:
Complaint #52391-C alleged the fence outside

DIVISION OF HEALTH FACILITIES - STATE OF IOWA
STATE FORM 6498 5LJP11 If continuation sheet 19 of 20




- PRINTED: 05/07/2015

FORM APPROVED
DEPARTMENT OF INSPECTIONS AND APPEALS
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
Cc
$0299 B. WING 04/30/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5815 SE 27TH STREET
PRAIRIE HILLS AT DES MOINES
DES MOINES, IA 50320
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

A 134 Continued From page 19 A 154

the dementia unit was in a state of disrepair.

Based on observation and interview, the grounds
were not safe.

1. On 4-28-15 at 8:30 a.m. the courtyard of the
dementia unit was toured with Maintenance. Two
sections of the wooden fence were observed to
be flat on the ground. Each section was several
feet wide. One section was within the perimeter
of the fencing and one was out. Nails were
observed to be exposed with nail points exposed
and extending upward in both sections

In an interview with Maintenance he reported the
fence had been damaged for about three weeks.
Attempts were made to secure the fence.
Maintenance stated the Program had sought bids
" for fence repair, but no final decision had been
made.

Maintenance was asked to removed the downed
sections of fencing with the exposed nails.
Maintenance immediately removed the hazard at
the monitor's request.
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AOGG| 481-67 Intiat Comments AQ0D
Asgisted Living Programs are dafined by the type
of population sarved. The cansus numbers were
provided by the Program at the time of the
on-gite,
General Population Program
Number of tenants without cognitive disorder: 35
Total Population of Program at time of on-site: 37 1. Prairie Hills will transfer MARS to
Dementia-Specific Program by Dedicstion paper format (accessible by staff
24 hours / day) and education
Number of tenants without copnltive disorder: 0 provided to staff ensuring location
Runiber °f§;’3"§ ‘;jth °°9"'":‘::-°' disorder: l? g and what is to be included in
’ apulation rogram at time of on-gite: Emergency Packet,
. ) TOTAL gensus ofAssisted Living Program: 46 2. RNand ED to review Emergency

Packet information gquarterly
through 5-30-16.

representatives were not able to make choices R .
regarding care. No regulatory insufficiencies and understanding of this process

wara citad In relation to this allegation. with staff quarterfy.
4. Paper MARS to be implemented by

The following regulatory nsufficiencies were 6-1-15 and Emergency packets /
Clited during the Investigation of Complaint staff educated on what to sepd
#52391-C and 52734-C: with Emergency Professionals via

. communication baok on 5-18-15

A 2P ..
oea‘ 481-87.2 Program policies and procedures A 003 and StafF training on 5.22.05.

481-67.2(231B,231C,231D) Pragram policies and
procedures, including thase for incident reports. A
program ' s policies and procedures must mast
the minimum standards set by applicabie
requirements. The program shall follow the
policiss and procedures established by a
program. All pregrams shall have policies and
proceduras relafed fo the reporting of incidenis
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Form/Packet.” The procadure stated a
medication administration record (MAR) or med
listwas part of the emergency packet. inan
emergency, staff members wers to pull an
amergency packet kept up-to-date by the
Wallness Director and make & copy of the
medication administration record (MAR) fo give to
ameargancy personnel,

StaffA Certified Nursing Assistant (CNA)was
interviewed on 4-23-15 at 9:30 a.m. and stated
when atenanfwas transported to the hospital
copies of tenant information were sent with the
tenant. StaffA stated the copies of the records
were keptinthe nurse's offica and were not
available when the nurse was notinthe building.
Staff A also reparted racords ware not sent with
one tenant "because itwae an emergency.” Staff
A reported there was noway staff could copy
medication nformation when the nurse was notin
the bullding.

Staff B Cerilified Medication Assistant (CMA) was

usage,

anarnt 4 — All physician orders to be
recorded on the MAR effective
immediately and ongoing.

1.

Tenant 2 — Staif educated on Insulin pen
usage and re-delegated by RN for
medication delegation. RN has completed
ducation with Tenant #2 on insulin pen
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A Q03| Continued Frompage 1 A 003 Hand Wash
and Washing
Including aegations of dependent adult abuse. 1. RN has begun Re-Delegation for
hand washing and Incontinence
care to be completed with all
This REQUIREMENT is not met as evidenced current staff
by: 2. Rn delegations to be reviewed
Complaint# 52734-C alleged medicailon lsts earl &Elth all staf? and hand
were not sent with tenants when going to the v V )
hospital. washing to be reviewed quarterly
through 6-2016.
Based on interview and procedure review, the 3. RN and ED to review hand washing
Program did not follow s procedure and did not process quarterly through 5-30-16
always provide medication lists for tenants when .
transfered to the hospital, 4, :z T;legatmns to be completed by
1. The Program provided documentation of a
procadure entitlad "Emergency Care Wormation P\31-57,5(6)a Medications

RN / LPN to complete Medication
Delegations (including the 6 Rights)
with all Universal Workers. These
delegations to include insulin and
recording of new orders,

RN delegations to be reviewed
vearly with staff and 6 Rights to be
reviewed quarterly through 6-
2016.

)
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AG03 | Continued From page 2 A003 3. RN and ED 1o review process

quarterly through 6-2016 and spot
check staff to ensure compliance.
4. RN Delegations to be completed

interviswed on 4-28-15 af 2:43 p.m. and stated
medication lists had to be hand-written as MARs
ware computerized and there was nowsay to print

out the medication jist. Staff B also stated that by 6-1-15.
sometimesemergency personnal did not ask for
medication ligts, 81-67.9(1) Staffing
Staff C CNA was nterviewed on4-28-15 at 155 1. Program policy regarding l}ﬁ:'lng
p.m. and stated the MARS were on the computer and transfer has been re-written,
and there was no way to printthem out. StaffC May 14, 2015, and staff to be
reporied she recently sent a tenant to the hospital trained on this by 5-22-15, Staff
and did not inr.lude a medication Iist and RN to respond 1o fa"5.
The Licensed Practiosl Nurse (LPN) was 2. Praifie l-!iﬂs staff to be trained on
nterviewed on 4-29-15 at 10:00 a.m. and stated new policy by 5-22-15.
the lbeation of the binder with tanant information

) g;ﬁusaﬂ?ft emergency ig?n:sfar Wf?s “b;‘:alad l;lg:\ 3. RN and ED to review Incident

ce that was accessible {0 staff alf hours o [~ .

' day and not dependent on the presence of Reportss: sf;t;e\'fl arei subm:tte:l to
nurse for access. The emergency binder was ensure staft rallowing curren
obsatved to be present In the office and policy
auntafnad genaral tanant infarmation, but i. Policy has been rewritten by PVL
cantained no MARs. management and current Prairle Hills

Staff membere did nok follow the procedure to staff 10 be trained by 5-22-15.

include a medicalion list when & tenant was 481“5925(3) Tenant Documents
transferred. 1. Paper MARS to be implemented by
§-1-15. RN Delegations to be
During the course ofthe investigation, the completed by 6-1-15 in reference
following was noted: to medication process. Staff
Based on observation, interview, and procedure tralning regarding HIPAA to be
review hands were notwashed and perineal care completed by 6-15-15.
was not provided according to Program 2. HIPAA training to be complated
procedure. yearly with all staff with reminders

The Program had a handwashing protedure on thls_ iS.SUE posted throughout
which indicated handwashing "must be dane the building by 6-15-15.
thoroughiy and often. Handswere to bewashed
1 efter using the restroom, after using a tissue,

i DIVISION OF nears FACILITIES - STATE OF IOWA
STATE FORM s 5LIP1 Icontinustion shaet 30f20
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A003 | Continued From page 3 A0D3 3. RN and ED to review process

after touching any body part, before puiting on
glovaes, before handling food and medications and
delivery of personal care tatenants. Common
senseé was to be used regarding hand washing.

The Program had a gloving procadure which
identified hands were to bewashad prior to ihe
uze of gloves and when the gloves were
ramoved.

The Program had an incontinence care
procedure which indicated tenants were to be
cleansed afler inconlinence, and tenants were fo
be offered hand washing after tolleting,

1.0n4-28-15 at 9:40 a.m. Staff ¢, CNA, was
observed with Tenant #1. Tenant#1 wes ing
wheelthair inthe common area of the demsantla
unit. Tenant #1 was observed to have wet pants,
Staff C assisted Tenant#1 to the bathroom in
Tenant #1's apartment. Tenant #1 was seated on
the toilet. Staff C applied gloves but did notwash
handg priot to appikation of the gloves. StaffC
removead the wet heontinence product and wet
pants. Staff C confirmed both were wet. Staff G
appied a new ncontinenge produgt and dry
pants. Staff C handed toilet paper (o Tenani #1
and directed Tenant #1 to wipe self, which Tenant
#1 did. Siaff G did not provide perineal cleansing
with s0ap and water after Tanant#1 had been
heontinent resutting in wet clothing,

Staff C removed gloves after assisting Tenant #1
with tollating and dressing and did nof wash
hands, Staff C agsisted Tenant#1 from the toilst
o the whesichair and did not offer handwashing
o Tenant #1. Staff C sssisted Tenant#1 out of
the apariment. Staff C did not wash hands prior
to leaving the apariment.

quarterly znd spot theck staff to
ensure compliance.
. RN Delegations to be completed by &
1-15,

81-69,26(4)d Service Plans

enant #7 — Side rails have been added to

he service plan. Cam boot has been

iscontinued per physician orders and
ervice Plan reflects this. Change of
andition has alse been completed to add
ctivities for resident. Medlcatlon
mplemented PR for skin issues,

jrenant #4 — Activities have been added to

the Service Plan based off ability and

desire.

Tenant #1 — Activities have been added to

the Service Plan along with redirection

strategies for aggression and refusals. 1SP
updated ta reflect code status as DNR.

1. 15P Review to be completed for all
tenants with a GDS of 4 and above
ta ensure activities are
appropriately noted and ISP match
thelr Identified needs by 6-1-15.

2. Prairie Hills new RN has been
educated on Service Plans and
what Is to be Included on a service
plan for residents with dementia
and also non-dementia residents.

3. Quarterly QA checks on Service
Plans to be completed by Regiona!

RN to ensure compliance.
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- | -1-1% al i
On4-28-15 at 11,20 a.m. Staff C was observed Fompleted by 6-1-15 along with QA

putting a vial of medication into & nebulizer for a reviews ongoing.

breathing freatment for Tenant#1. Staff C did not

wagch hands prior to administering the medication, 481-69.27(3) Nurse Review

After the treatment was compleled, Staff C took 1. Tenant 1 - Quarterly Nurse

the nebulizer from Tenant#1. Tenant#1 had Reviews — Nurse Review has been

used the nebuker properly and had placed the

device inthe mouth. Staff G did notwash hands completed to ensure effectiveness

after touching the used nebullzer. Staff C did not of ATB. Tenant 7 Quarterly
wash hands prior to leaving Tenant #1'z Reviews — CAM has been Dc'd by
apartment. PCP and bed rail has been added
On 4-28-15 at 11:35 a.m. Staff C applied gloves to SEI.'VICE Plan with Change of
without washing hands first, Staff ¢ went to Condition.
Tenant #2's apartment in the dementia unit. Staff 2. 2 week follow ups on all Nurse
C obtained an insulin pen from the locked reviews will be completed, and RN
container and assisted Tenant #2 with the nsulin will track using calendar.

. ) pen. Staff & removed the gloves and teft the 3. QA Quarterly Reviews will be

apartment without washi .
P ut washing hands completed by Nurse Clinician to

On4-28-15 at 11:47 a.m. Staff C was observed review compliance,

!eavti:g atenant's apartn't'ent, wn% tc; the cart 4. Quarterly Nurse Review completed
conltaining the noon meal, got off the cart by June 1 and ongoi arter]
and gave the food to atenant. Hands were not Q‘; by Nu rs: Cﬁ:%::;g Qu Y
observed to be washed prior to assisting with the v

serving of food.

2. On 4-28-15 at 4:11 p.m. Siaff D Universal L181—59.28(!5):1 Food Service

Worker (UW) was observed in Tenant#1's 1. Al Culinary staff will complete

. apariment inthe dementla unlt. Staff D assisted

Tenant#1 with the nebulizer treatment. Staff D delegation from the Culinary

used bare hands to dispose of used tissus, Affer Coordinator on hand washing by 5-
Tenant#1 refused the nebulizer treatment, Staff 19-15,

D essisted Tenant#1 to toilet, Staff D assisted 2. Culinary to prapare meals for
Tenant #1 with the ramoval, and ater the Memory Care residents as they

reapplication of an incontinence product and
pants. When toileting was completed Staff D did wa!<e and upon order from the MC
not offer handwashing to Tenant#1. Staff D did Unit.

notwash hands upon leaving the apartment.

DIVISION GF HEALTH FAGILITIES - STATE OF TOWA
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At 4:34 p.m. Staff D assisted Tenant #2 with the
use of an insulin pen. Staff D applied gloves to
assist, and removed the gloves once the task
was completed, Staff D did not wash hands upon
removal of the gloves. Stalf D did not wash
hands prigr to leaving Tenant#2's apariment.

3. On 4-29-15 at ©:20 a.m. Staff E UW entered
Tenant #3's apariment inthe dementia unit. Staf
E azsisted Tenant #3 with the washing of the
face. Without washing hands, Staff E proceeded
o administer medications fo Tenani #3. Staff £
left the apartment without washing hands,

On 4-29-15 at 1127 a.m. Staff E was observed in
the common area of the dementia unit with
Tenant#1. Staff Ewalked with Tenant #1 to the
bathroom in Tenant#1's apariment. Staff €
aszsisted Tenant #1 with clothing. Staff E did not
wash hands afier assisting Tanant#1 in the
bathroom.

After getling Tenant #1 seated in a chair, Staff E,
with unwashed hands, took Tenant #1's nebulizer
equipment and used bare hands to rinsea the
equipment inthe sink. Siali E was interviewed af
11:43 a.m. and stated he had not washed hands
after agsisiing Tenant #1 with tolleling.

The LPN was interviewed on 4-28-15 at 3,10
p.m. and staied she expected staff who used
gloves and assisted atenant with toilating to
wash hands. Tenants hands showld be waghed
afier toileting. kwes expected that tenants who
weare inconfinent were to have perinsa! care with
soap andwater.

The RN was interviewed on 4-26-15 at 2:30 p.m,
and stated hands should bewashed before
appiying gloves, and staff should wash hands

"DIVISTON'DOF HEALTH FACILITIES - STATE OF OWA
STATE FORM

[3;0]

I

3. Culinary Coordinator and ED to
review this hand washing process
quarterly with Prairie Hills staff.

4. Hand washing to be completed by
5-19-15,

1-69.35(1}b Structural Reguirements

1.

LR

Two sections of the Memuory
Care fence {0 be replaced as
well as overall solidification of
the fence in this area to be
campleted by 6-1-15.
Monthly walk through
completed by Maintenance
Coovdinator to be complated.
Through monthly walk
through hy Maintenance
Coordlnator Prairle Hills will
ensure stability and safety of
the Memory Care fence.
Memory Care fence repalrs to
be completed by 6-1-15.

Ifcontinuativn shout 8oF20
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A (03| Continued From page 6 AD03

Bfter assisling tenants with toileting. Tenants
should ba offered handwashing after toileting.
Tenants who were incontinent should have
perineal care including cleaning with soap and
water.

A 03J 481-87 5(8)a Medications A03B

484-87 5(231B,231C,231D) Medicationz. Each
program shall follow s own written medication
policy, which shall include the following:

67.5(6) When medications are edministered
traditlonally by the progsam:

a. The administration of medications
shall be provided by a registered nurse, licansad
practical nurse or advanged registered nurse
) practiionar ragistered in lbwa or by ¢ertified and
. noncertifled staff In accordance with subrule
67.2(4) or a physician assistant (PA) In
accordance with 845-Chapter 327, Injectabla
medications shall be administered as permitted
by lowa law by s registerad nurse, licensed
practical nurse, advanced reglstered hurse
practilioner, physician, phamacigt, or physician
assistant (PA).

This REQUIREMENT s not met as evidenced
by:

: Complaint #52391-C alleged medications were
! notgiven corracty.

Based on observation, policy review.and
interview, medioations were not administered
coitectly according to the Program's medication
policy.

The Programs procedurs, Assistance with
Medication, identified staff must consistently

DIVISION OF HEAITH FACILITIES - STATE OF 10WA
STATE FORM o [T Ieontinustion spest 70120
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follow the 2ix "rights” for proper and accurate
adminlstration of medications. The procadure for
"right” medicatlon indicated the medication
administration record (MAR) was to be checked
with the medication label three times, before
during, and after administration.

The RN was Inferviswed on 4-28-15 at 2:30 p.m.
and stated medications were {0 be checked three
times ageinst the MAR. Insulin was fo be
administered inthe upper thigh or abdomen, and
not in the knee,

The LPN was inferviewed on 4-28-15 at 3:10 p.m.

and stated medications were 1o be chegked three

times sgaitiat the MAR. nsuinwas to be

administered inthe upper arm, upper thigh, or the

\ ) stomach. Ingutin was natto be administercd in
o the knee,

1. 0n 4-28-15 at 11:20a.m. Staff G, CNA, was
observed pulling a vial aut of a kcked cuphcard
inTenant #1°'s apariment. Staff C put the viai of
liquld Inta the nebulizer and administered itto
Tenant #1. The MAR was hot present, and
according to Staff G, the computer was in the
cormon area of the dementia unit. The
medication was not checked against the MAR,

2 0On 4-28-15 ai 11:35 a.m, Staff C looked at the
unlocked computer in the commeon area of the
dementia unlt. The compuier was not taken Info
Tanant #2's apartment. Staff C ook an insulin
pen out of a locked box in Tenant #2's apariment
which conlained several insulin pens. The insulin
pen was not checked apainst the MAR. Steff C
dialed the meulin pento 16 units and gave the
pen to Tenant #2. Tenand #2 was observed
injecting the inauwlin inta the right knee. Staff &
stated the huree was aware of the injaction site
"DIISION OF WEALTH FAGICTIES ~BTATE OF |OWA

STATE FORM @ SLJP11 Heantinuation eheat 8420
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A036| Continued From page 8 AQ3G

location. The medication was not checked
against the MAR thresa timas,

A review of Tenant #2's MAR for Aprit 2015
revealed Tenant #2 received nsulin injections
three times daily. The MAR contained
documentation the insulin was injected inthe
area of the knee at least 75 times,

3. On 4-29-15 st 19:43 a.m. Staff E, UW, was in
Tenant #1's apartment. Staff E got out a vial from
the locked cupboard and places the vial of liquid
inthe nebulizer. The MAR wag not pregent inthe
aparfment. The medication was not checked
against the MAR three times. Staff E stated the
medication was the same one adminlstered
earlier inthe morming.

4, The clinical record for Tenant #4 contained a
signed physician's order which stated "be sure”
Tenant ¥4 "has 8 glasses of fluid/day.” The arder
was dated 2-10-15, The February MAR for
Tenant #4 was reviewed. The fluid, a
physician-ordered tack, was noton tha MAR.

The MAR lacked documentation that flulds were
given according ta physician orders.

A0S 481-87.%(1) Staffiing A055
I 481-87.9(231 B,231C,231D) Staffing.
67.9(1) Number of staff. A sufficient number

of trained staif shall be available at ali times to
fully mesttanants ' identified neads.

This REQUIREMENT is not met as evidenced
by: -
Complaint #52734-C alleged the Program relisd

DIVISION OF HEALTH FACILITIES - STATE OF DWA
STATE FORM L1 sLJP11 freontinuation shoot 9ol 20

J




06/03/2015 WED 12:22 PAX 515 287 234% Prafrie Hills DM

DEPARTMENT OF INSPECTIONS ANDAPPEALS

do1a/oze

PRINTED: 05/07/2015
FORM APPROVED

STATEMENT OF DEFIGIENCIES
AND PLAN OF CORRECTION

1) PROVIDER/SUPPLIER/CLIA

{42y MULTIPLE CONSTRUCTION
ABUNLDING, ——

50299 B. WING

IDENTIFICATION NUMBER:

{X3; DATE SURVEY
COMPLETED

c
QALI0I2045

h‘l,AME OF PROVIDER OR SUPPLIER
PRAIRIE HILLSAT DES MOINES

STREET ADDRESE, CITY, STATE, ZIF CODE
5816 SE 27TH STREET

DES MOINES, B 50320

4 O SUMMARY STATEMENT OF DEFICIENGIES o
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX
TAG REGULATORY OR LSC DENTIFYING NFORMATION) TAG

PROVIDER'S PLAN OF CORREGTION (8)
{EACH CORRECTIVE ACTION SHOULD BE ComPLETE
CROS3-REFERENGCED TO THE ARPROPRIATE DATE
DEFIGIENCY)

A058 :

A 055 Coniinuad From page ©

on emergenay personnel for routing lifting
assistance.

Based on nterview, incident report review, and
palicy review, the Program did not havae a
sufficiant number of trained staff to meet
identified tenant needs. The Program relied upon
emergency personnel! for lifting assistance.

1. The Program provided documantation of a
procedure fos tenant falls. The procedure
documented staff member wera never fo lift s
tenant from the floor even if mulliple staff
members were present. Staff was to stay with
the tenant until a nurge or emergency parsonnsl
assessed the tenant. Ifthe agsessment ndicated
) a tenant could get up, staff was to stand by with a
) gait belt. A chairwas to be provided and the
tenant was to get on all fours. Ifthe tenant could
not ageist to a standing position, the tanant was
to be lowered to the ground until emargency
personnei or mechanical means was employed.

The RN was interviewed on 4-28-15 at 2:30 p.m.
and stated staff were directed notto pick
pereons up offthe fioor, 911was calied to get
persons up, and the Program depended upon 911
fo provide the service.

Thé LPN was interviewed on 4-258-15 at 3:10 p.m.
and stated staff was not allowed to pick persons
up off the floor.

StaffA, CNA, was interviewed on 4-29-15 at 8:30
a.m. and stated ifatenant could getto the knees,
slaffcould help gstthe tenant off the floor.
Othetwise, 811was called to get the tenant off
tha floor. StaffA raported 911was called first,

taff B, CMA, was interviewsd on 4-28-15 at 2:43

S
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p.m. and siated when a tenant fell, the tenant was
cued to get to the knees. § the tenant was
unable {o get up, 911was callad. Staffwas notte
do hands-on to lift the tanant

Staff C, CNA, was interviewed on 4-28-15 gt
10:52 a.m. and siated the Program's policy was
ta call 911 every time a tenant could not get up off
thefloor,

An [ncident report dated 4-6-15 at 10:05 p.m,
documented Tenant #5 slipped off the side of the
bed. The incident report contained
documentation thet range-of-motion was
assessed and there ware no injuries. "911 was
calted to Tit" the tenant off the floor.

’ ) An neident report datad 3-31-15 at 7:35 p.m.

" dacumented Tenant#8 walked out of the
bathrooim and just sat on the floar, "Paramedics
helpsad residant off floor.”

An incident report dated 4-18-15 2t 2:16 a.m.
documented Tengnt #7 was an the fisor, "911
was called and they agsisted him to bed."

An Incident report dated 4-12-15 at 11:55a.m.
documented Tenant #8 fell while walking. "Called
911" and cintment was put on a rug burn.

AQ0B2 481-69.25(3) Tehant Documeants AQB2

481-60.26(231 C) Tenantdoouments.
68.25(3) All reconrds shail be protected from
loss, damage and unauthorized use.

This REQUIREMENT is not met as evidenced
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A 082! Continued From page 11 A03g2
by:

During the course of the investigation, the

followingwas observad;

Based on observation, tenant records were not
protected from unauthorized use.

1. On 4-28-15 at 11:385 a.m. Staff C was in the
living room of the dementia unit. A notebook
computer was on a table in the corner as wefll as
a notebook containing paper copies of tenant
servics plans. 5taff C opened the lidto the
computer, and the computer was unlecked. No
pess code was raquired to get to tenant
information on the computer. Staff C accessed
the medication record for Tenant #2.

) At 11:47 a.m. the notebook computer and the

: service plan book was present on the same table
inthe comer of the dementla unilt living room,
Staff was nat present at the table. The monitor
opened the lid to the computer. Tenant
information was visible, The Activity Director,
other tenants, and g family member were present
Intha living room.

2. On4-28-15 &t 11:55 a.m. the notebook
computer and the gervice plan book wers present
on the same table inthe living room of the
dementia unit, A staff member was not present at
the table. The monitor opened the notebook
computer infront of the Regionsl Nurse. The
Regional Nurse confirmead the notebook
compuler was not pess code protected and
tanant Information was accessible. The Regional
Nurse stated files should be jocked up. The
Regional Nurse removed the notebook computer
and service plan book to a secured area.

3. On 4-28-15 at 2:38 p.m. Staff D, UW, was

HEALTH PACILITIES - STATE OF [OWA,
STATE FORM L SLIP44 tfcontinuationsheal 120f 20
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observed inthe dementia unit. The servipe plan
book was oh a cotich and the notebook computer
was on a rolling stand. Staff D left the areato
attend to atenant. The notebook compuier was
openad and ravealed access fo tanant
information. The service plan book was
unsecured on the couch.

4. On 4-30-15 at 9:05 a.m. Staff F, UW, was
present in the dementia unit. Several tanants

; were inthe common arss. The back table was

| unattended and the notebook computer was
present. The lid to the computer was opaned by
the monitor and no pass code was needed. Inan
interview with Staff F, she confirmed accessto
tenant information. Siaff F was asked to 8acure
the computer.

A 0B2 481-69.26(4)d Service Plans A0g2

451-69.26(231C) Service plans.

F 89,26(4) The service plan shall be

indwiduadized and shall indicate, at a minimum:
d. Fortenants who are unable to plan thelr

own acfiviies, ncluding tenants with dementia,

planned and spontancous activilies based on the

tenant ' ¢ abilities and personal interests

This REQUIREMENT is not met as evidenced
by.

Duringthe couree of the investigation, the
following was noted:

Based on regord review, service plans werae not
individualized and did not include activities for
{enants with dementia.

= 1. Tenant #1, an 82 year-old, was admitted on

DIVISION OF HEALTH FACILITIES - STATE OF IOWA
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2-10-12 and had diagnoses of: dementia,
asthma, hypertension, psychosis, depression,
end vitamin deficiencies. On 3-27-15 Tenant #1
was staged at six on the global deterioration
scale (GDS) which inticated severe cognitive
decline, Tenant #1 resided in the dementis unk.

Nurses nates daled 4-7-15 st 8:1G a.m.
documentzd Tenant #1 had episodes of
aggressiveness, Tenant #1 was swinging ot steff
wilh hands. Tenant #1 was refusing nebuizer
treaiments, walking, and eating at times, MNotes
dated 4-21-15 at 1122 a.m. documented Tanant
#1 was nol taking medicine and continued to be
aggressivewith staif.

, A review of the redication administration record

) (MAR) for April 2015 documented Tenant#1's
refusal of medication 24 of the first 26 days of
April.

The sarvice pian for Tenant #1 was dated 2-5-15.
The service plan did not identify interventions for
aggression for Tenant #1 who had dementia. The
gervice plan did not dentify Interventions for the
refusal of madications. The gervice plan was not
individualized to meet the needs of Tenant #1.

The clinical racord for Tenant#1 contained an
emargency rasponse direclive slgned by a power
of altorney and the physician which indicated no
cardiopulmonary resuscitation (CPR) was to be

t initlated for Tenant #1 In the even of an

. emergency. The service plan dated 2-5-15

; identified Tenant #1 was a "full code,” the
opposite of no CPR. The service plan was not

§ individualized to mest the nesds of Tenant #1,

; The service plan indicated Tenant #1, a persan
I with dementia, was givan an activity calendar and
! DIVISION OF HEALTH FACILITIES - STATE OF IOWA

STATE PORM [ [ ]
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participated as desired. The service plan did not
identify planned and spontaneous activities based
on Tenant#1's abilites and interests.

2, Tenant #4, an 9 yoar-old, was admitted on
5-2-13and had diagnoses of: demenfia, arthritis,
histoty of falls and history of acute renal failure.
On 4-1-15 Tenant #4 was staged at six ori the
GDS which indicated severa cognitiva decline,
Tenant #4 resided in the dementia unkt. The
service pan of 4-1-15 indicated Tenant #4 was
provided with an activity calendar and participated
in activities of interest. The service plan did not
identify planned and spontaneous activities based
on Tenant#4's abllities and intarests.

, 3, Tenant #7, an 87 year-old, was admiited on

c ) 4-9-15 and had disgnoses of: partial Achilles
tendon rupture, weakness, vascular dementia,

hypertension, and coronary artery disease. On

4-6-15 Tenant #7 was staged at four on the GDS

which indicated moderate cognitive decline.

Tenant #7 resided in the dementia unk.

The health evatuaiion dated 4-6-15 documented
Tenant#7 wore a special boot. A nurse's note
dated 4-20-15at 2:25 p.m. dogumented Tenant
#7 had rednass inthe groin and madication was
requested. A nurse's nots dated 4-20-15and
timed 2:28 p.m. documented fhe LPN contacted
the family to bring in a partial side rail to assist
Tenant #7 when getting up.

§ On 4-29-15at 8:57 a.m. a partial rail was
] observed aftachad to Tenant#7s bed.

A review of the service plan dated 4-6-15 did not
i identify the use of the partial rail on the bed for

; safely. The service plan identified the use of the
4 boot to the right foot but did not give staff
“DIVISTOR UF HEALTH FACILITIES - STATE OF IOWA

STATE FORM ne sLIP11
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direction on the uge of the boot. The servica plan
¢id not identify skin redness and changes to skin
reporiabie fo the nuree, The service planwas not
ndividualized to meet the needs of Tenant #7.

The service plan dentitied spontansous activities
Tenant #7 enjoyed but did not denbify planned
sctivities based oh Tenant #7 s ahiitizs and
intereats,

A0DG| 461-89.27(3) Nurse Review A086

481-89.27(231C) Nures review. F a fenanf does
naot receive personal or health-related care, but
an observed significant change inthe tenant 's
condiion occurs, a nurse raview shall be

’ ) conducted. ifa tenant receives personal or

A heatth-related care, the program shall pravide for
a registored nurse or a licensed practical nurse
via nurge delegation:

66.27(3) Toassess and document the health
status of #ach tenant, to make recommendations
and referrals ag appropriate, and to monitor
progréss relating to previous recommendations at
least avery S0 days and whenever there are
changes inthe tenant ' s health status

This REQUIREMENT s not met as evidenced
by:

During the course of the investigation, the
following was noted:

Based on record review, a nurse review was not
complated with & change of condition to assess
and document the heoith status of each tenant
and to monltor progress related to previous
recommendations,

1. Tenant #1, an 82 year-old, was admitted on

DIVISION OF HEALTH FACILITIES - STATE OF IOWA,
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2.10-12 and had diagnoses of: dementia,
asthma, hypertension, psychosis, deprassion,
and vitamin deficlencles. On 3-27-15 Tenant#1
was staged at six an the global deterioration
seale (GDS) which indicated severe cognitive
decline. Tenant#1 resided in the dementia unit.

Nurse's notes dated 4-8-15 documented Tenant
#1 was started on an aniibiotic for bronchitis. A
nurse review was not completed with a change of
condition 1o assess and document the health
status of Tenant #1 with a change of health
status.

The nurse’s note of 4-8-15 documented the
antibiotic was to be given for seven days. A
review of the medication adminlstration record for
) Aprii 2015 documented the antthiolic was given

. for only six days of the seven days as Tenant #1
refused the medication on4-13-15. Anurse
review was not completed after seven days to
monitor progress related to the completion of tha
antibiotle. The nurse raview did not include a
raview to ensure the antibiotic was administered
consaistent with the crder.

2, Tenant #7, an 87 year-old, was admitted on
4-9-18 and had diagnoses of: partial Achilles
tandon rupture, weakness, vascular dementia,
hypertension, and coronary artery diserse. On
4-8-15 Tenant #7 was staged at four on the GDS
which Indicated moderate cognitive declihe.
Tenant #7 resided inthe dementia unit.

A nurge's note dated 4-20-15 at times 2:28 p.m.
documented the LPN contacted the family to
bring in & partial side rail to assist Tenant #7 when
gelting up. On 4-26-15 at 8:57 a.m. a parial rall
was observed aftached to Tenant #7 8 bed.

+ -

STATE FORM L] LI

Kontinuationshael 17af20

J




L S
06/03/2015 WEBD 12:25 PAX 8515 287 2945 Prairie Hills DM Ziez2a/ozg

PRINTED: 08/07/2015
FORM APPROVED
DEPARTMENT OF INSPECTIONSANDAPPEALS
STATEMENT OF DEFICENGIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE GONSTRUCTION {¥%3) DATE BURVEY
AND PLAN OF GORRECTION DENTIFICATION NUMBER: A. BUILDING: . COMPLETED
- c
N 50209 BNG 04130/2015
[ = B-MNG
NAME OF PROVIDER OR SURPLIER STREETADDRESS, GITY, STATE, ZIP CODE
5815 5B 27TH STREET
PRAIRIEHILLS AT DES MOINES DES MOINES, 1A 5032
o) 10 SUMMARY STATEMENT OF DEFICIEHCIES 3] PROVIDER'S PLAN OF CORRECTION (<5)
PREFIX (EAGHM DEFIGIENGY MUST BE PRECEDED BY FULL BREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC DENTIFYING INFORMATION) TAG CROS&REFEREggEIglggcT%EAPPROPRIATE DATE
A 096 Continued From page 17 AD98

A nurse review was not campietad to assess and
document Tenant #7's health status with the
addition of the partial railte Tenant #7's bed to
detarmine Tenant #7's abllity to use the partial rail

safely.
A 111 481-69.28(6)d Food Service A1t

461-68.28(231C) Food service.

89.28(6) Programs engaged inthe
preparation and service of meals and snacks
shall meet the standarda of state and local health
[ laws and erdinances pertaining to the preparation
and sefvice of food and shall be licensed
pursuant to owa Cotla chapter 137F. The
department will not requirethe program to be
) licensed as a food establishment ifthe program
limits food activities to the following:

d. Appropriately trained staff may prepare in
the prograr ' s kitchen Individual quantities of
tenant-requested menu-substiiution food items
that require limited or no preparation, such as
peanut butter or cheese sandwiches or g
gingle-service can of soup. The food tems
necassary to prepare the menu substitution may
be stored inthe program ' s kitchen. These food
items may not be cooked inthe program ' s
kitchen but may be rehsated In a microwave, A
two- or four-slice toaster may be used for
tenant-requestad menu-substifution items, but no
bare-hand contact Is permitted.

This REQUIREMENT 13 not met as evidenced
by

During the course ofthe investigation, the
followlng was noted:

Based on observation and nterview, tha Program
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did not meet the standards of health laws
pertaining to the service of food.

1. On 4-28-15 at 11:47 a.m. Staff C was observed
leaving a tenant's apariment, walking to the cart
containing the noon meal, got food off the cart
and gave the food to atenant. Hands were not
obaerved to bewashed prior to asslsting with the
gerving offood.

2, The moniior entered the dementia unit at 8.35
a.m. on4-20-15. On the dining room table sat
fwo traye., Each tray contained & plate with bread,
later determined to be trench toast, and strips of
bacon. The plates were covered with a plate
cover. There was no heat source for the food.

’ ) According to Staff E, the breakfast trays had besn
: delivered, but not all the tenants were awake and
ready to eat. At 9:10 a.m., the trays were still
gitting on the dining room table.  The Program
was asked o take the temperature of the food.

| The Dietary Manager found the temperature of

| the bagon to be B2.8 degrees Fahrenheit, and the
trench toast at 2.9 degrees. The Dictary
Manager stated the holding temperature was 185
degrees.

A 154 481-89.35(1 )b Structural Requirermnents A164

481-69.35(231C) Structural requirements.
60.35(1) General requirements,
b. The bulkiings and grounds shall be '
well-maintained, clean, safe and sanitary.

This REQUIREMENT s not met as evidenced
by:
Complaint #52391-C alleged the fence outside

DIVISION OF HEALTH FAGILITIES - STATE QF IOWA
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A 154! Continued From page 19 A154 |
the dementia unit was in z siale of disrepair.
Based on observation and interview, the grounds
were nof sefe,
1 On 4-28-15 at 9:30 a.m. the sourtyard ofthe
dementia unitwas toured with Malntenance, Two
sectlons of the wooden fance were cbeerved to
beflat on the ground. Each section was several
feet wide. One section was within the parirnatar
of the fencing and one was out, Nails were
j observed to be expased with neil points exposed
| and extending upward in both sections
|
E in an nterview with Maintenance he reported the
E fence had been damaged for about three Wwesks.
Attempts ware made to secure the fance,
) Maintenance stated the Program had sought bids
| ‘for fence repair, but na final decision had been
' made.
; Maintenance was asked to removad the downed
1; sections of fencing with the exposed nails.
‘: Maintenance immediately removed the hazard at
the monitor's request,
i
|
|
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